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Abstract
Ileal diverticulitis is a rare cause of abdominal pain. Even though small intestine diverticulosis is relatively
rare, resulting pathologies including diverticulitis are still clinically relevant in both an inpatient and
outpatient setting often presenting with varying levels of severity. Most reported cases of ileal diverticulitis
are complicated and managed surgically. In contrast to these more complicated presentations, this report
illustrates an uncomplicated case of ileal diverticulitis presenting with right lower quadrant abdominal pain
and leukocytosis treated successfully conservatively with medical management. Although rare,
uncomplicated ileal diverticulitis is clinically pertinent and should be included in the differential diagnosis
of abdominal pain as this disease presentation can cause symptoms that are commonly associated with more
prevalent pathologies such as acute appendicitis. Thus, these presentations are often mistaken for other
more common and/or emergent pathologies depending on the region of the symptomatic small bowel
diverticulitis. In this case report, the patient’s presentation initially mimicked mild atypical appendicitis and
was thus managed with this diagnosis in mind without the need for more extensive treatment including
surgery.

There are currently fewer case reports available that display a patient with uncomplicated ileal diverticulitis
and the difference in the presentation and management of these patients compared to more severe cases.
Physicians should have a heightened awareness of this disease process to avoid delayed management or
prevent/postpone complications. This lack of current awareness in part may be due to the less volatile
presentation associated with uncomplicated ileal diverticulitis and thus delayed patient presentation, as was
seen with this case. However, it is important to note that as with any patient’s care, proper treatment must
be individualized, especially given the variable nature of patient presentations with ileal diverticulitis. All in
all, one hope is that improving clinician awareness of uncomplicated cases of ileal diverticulitis such as this
patient presentation will result in improved outcomes for a multitude of future patients.
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Introduction
In Western countries, diverticula often result from the protrusion of the mucosal and submucosal layers of
the small and large bowel but are a rarer occurrence in the small intestine, specifically within the ileum [1].
Based on one retrospective review of 208 patients, within the small bowel, the most common regions for
diverticula are the duodenum (79%), followed by the jejunum and ileum (13%) [2]. Jejunal diverticula tend to
occur more commonly than ileal diverticula with a ratio of 5:1 [3]. Although these diverticula can be
asymptomatic and found incidentally on imaging [4], and despite their reduced incidence, jejunoileal
diverticula are more likely to be associated with complications such as diverticulitis resulting in perforation
and abscess formation [2]. However, jejunal and ileal diverticulitis often present vaguely and differently
among patients [5] with varying levels of severity making diagnosis difficult. Due to this, small intestine
diverticulitis, especially ileal diverticulitis, is not generally on the differential diagnoses of the acute
abdomen and is often mistaken for other more common causes given the standard clinical presentation of
fever, abdominal pain, and elevated white blood cell count seen in more prevalent pathologies such as
appendicitis [6]. Thus, the diagnosis of ileal diverticulitis often depends on the clinician’s awareness of the
disease and the presentation severity [5].

Due to the lower occurrence of ileal diverticula compared to duodenal, jejunal, or colonic diverticula, ileal
diverticulitis is an extremely rare disease, with most reported presentations involving complications such as
perforation, abscess formation, and fistulas that often require surgical management [6,7]. In contrast to
these more complicated presentations, this report illustrates an uncomplicated case of ileal diverticulitis
treated successfully conservatively with medical management.

Case Presentation

1 2

 
Open Access Case
Report  DOI: 10.7759/cureus.54887

How to cite this article
Betit A L, Stansell T K (February 25, 2024) A Rare Cause of Right Lower Quadrant Abdominal Pain: Uncomplicated Ileal Diverticulitis. Cureus
16(2): e54887. DOI 10.7759/cureus.54887

https://www.cureus.com/users/392909-alexandria-l-betit
https://www.cureus.com/users/699103-ty-k-stansell
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


A 69-year-old female with a surgical history of bilateral tubal ligation and a medical history significant for
hypertension, hypercholesteremia, and mild intermittent asthma presented to an outpatient clinic with
right lower quadrant (RLQ) abdominal pain for one week and one episode of vomiting. The patient had
chills, diaphoresis, nausea, and vomiting preceding the development of waxing and waning sharp RLQ
abdominal pain radiating to the right upper quadrant (RUQ) and midline exacerbated by eating. Two days
following this, the patient had one episode of non-bloody watery diarrhea. The nausea, vomiting, and
diarrhea resolved but the RLQ abdominal pain continued prompting outpatient evaluation. She denied
experiencing similar symptoms in the past.

On physical examination, the patient was overweight (body mass index of 25.8 kg/m 2), afebrile, tachycardiac,
and in no distress. She had RUQ and RLQ abdominal tenderness. Her labs were notable for a white blood cell
count of 12.6 with increased neutrophils of 10,357 cells/µL and monocytes of 1,071 cells/µL, hemoglobin of
11.5 g/dL, hematocrit of 33.4%, lipase of 77 U/L, and sodium of 132 mmol/L. Other obtained labs were within
normal limits including the remainder of complete blood count and comprehensive metabolic panel and
amylase. CT of the abdomen/pelvis without contrast was ordered given a differential diagnosis including
acute appendicitis but was delayed due to the necessity for prior insurance authorization and was obtained
five days after the initial presentation. CT of the abdomen/pelvis demonstrated distal ileal diverticulitis
(arrows; Figures 1A, 1B) without evidence of perforation or appendicitis.

FIGURE 1: Axial CT scan of the abdomen and pelvis five days after the
patient’s presentation in the office.
Image A is cephalad to image B. The arrow in A depicts diverticular outpouching in the distal ileum. The arrow in B
indicates amorphous fat stranding surrounding the distal ileal loop.

Given the patient’s stable clinical condition, a therapeutic intervention was initiated following a return of
labs one day after the initial presentation and consisted of ondansetron 4 mg every six hours for repeated
episodes of nausea and conservative management with a restricted diet and oral antibiotics including
ciprofloxacin 500 mg every 12 hours and metronidazole 500 mg every eight hours. The patient was seen in
the office one day following the CT scan, six days after the initial presentation, for reevaluation of
symptoms. The patient stated that her symptoms including vomiting, diarrhea, and RUQ and RLQ abdominal
pain had completely resolved. She still admitted to a decreased appetite so was instructed to continue with a
restricted diet with a gradual reintroduction of bland foods. Repeat physical examination demonstrated vital
signs within normal limits and no abdominal tenderness.

Discussion
In comparison to small bowel diverticulosis, in Western countries, colonic diverticulosis and diverticulitis
predominately affect the sigmoid colon [1]. The prevalence of colonic diverticulosis in the United States by
age 60 is 60% [1], whereas the prevalence of small bowel diverticulosis within the population is 0.5-2.3% [8].
Both small intestine and colonic diverticula are associated with complications, including diverticulitis,
hemorrhage, perforation, abscess formation, and obstruction, although clinical presentation varies, [1,3,4],
and, as in this case presentation, may mimic other pathologies. Diverticulitis whether occurring in the small
or large intestine often presents similarly with abdominal pain and tenderness, fever, and elevated white
blood cell count [6]. Even though small intestine diverticulosis is relatively rare given its comparatively
minute prevalence to colonic diverticulosis, resulting pathologies including diverticulitis are still clinically
relevant in both an inpatient and outpatient setting often presenting with varying levels of severity.

As a result of the reduced prevalence of small bowel diverticulosis and widespread location of the small
intestine in the abdomen on palpatory examination, these presentations are often mistaken for other more
common and/or emergent pathologies depending on the region of the symptomatic small bowel
diverticulitis. Specifically, terminal ileum diverticulitis resulting in RLQ abdominal tenderness has been
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mistaken for acute appendicitis, Crohn’s disease, incarcerated inguinal hernias, and other inflammatory
conditions that localize to the RLQ [3]. In one case presentation, a patient was taken to the operating room
for a suspected right-sided incarcerated inguinal hernia and on exploration was found to have terminal ileal
diverticulitis resulting in the resection of the diseased bowel with primary anastomosis [3]. In another case
presentation, the patient presented with symptoms concerning for Crohn’s disease including RLQ
abdominal pain, leukocytosis, and elevated C-reactive protein with thickening of the distal ileum on CT
scan, but upon clinical resolution of symptoms and follow-up MRI, it was determined the patient had ileal
diverticulitis [9]. In this case report, the patient’s presentation mimicked mild atypical appendicitis and was
thus managed with this diagnosis in mind without the need for more extensive treatment. Ultimately, the
initial clinical presentations of all these patients, including the patient in this case, were consistent with
more prevalent disease processes; however, the end diagnoses were determined to be due to the same
underlying pathology.

Ileal diverticulitis, whether complicated or uncomplicated, should be included in the differential diagnosis
of abdominal pain regardless of severity. There have been many previous case presentations regarding the
need for greater awareness of complicated ileal diverticulitis in the setting of the acute abdomen
necessitating surgical management [5-7,10]. However, as this patient case demonstrates, uncomplicated
ileal diverticulitis should not be overlooked and should be included in the differential diagnosis for RLQ
abdominal pain as well to prevent or postpone complications. This lack of current awareness in part may be
due to the less volatile presentation associated with uncomplicated ileal diverticulitis and thus delayed
patient presentation, as was seen with this case. Therefore, increased awareness of this disease process may
lead to alterations in patient care management with a decreased need for surgical management as well as
improved patient outcomes with a reduction in the current mortality rate (up to 24% in 2020) associated
with jejunoileal diverticulitis [7].

In more severe case presentations of ileal diverticulitis complicated by abscesses, perforations, or fistulas,
patients underwent surgical management [3,6,7] as this is the current standard of care [4]. There are
currently fewer case reports presented that display a patient with uncomplicated ileal diverticulitis and the
difference in the management of these patients as compared to more severe cases. In patients with
uncomplicated acute small intestine diverticulitis, a restricted liquid diet and selective antibiotics are
recommended similarly to colonic diverticulitis in patients at risk for poorer outcomes and those with
systemic disturbances or medical comorbidities [4,11]. Yet, due to the varying severity of patient
presentations, therapeutic management of patients with ileal diverticulitis is often individualized and can
be complicated.

Conclusions
Although rare, uncomplicated ileal diverticulitis is clinically relevant and should be included in the
differential diagnosis of abdominal pain as this disease presentation can cause symptoms that are more
commonly associated with more prevalent pathologies such as acute appendicitis. As a result of this
mimicry, physicians should have a heightened awareness of this disease process to avoid delayed
management or prevent/postpone complications. Overall, although most case reports discuss complicated
cases of ileal diverticulitis and their presentation and management, it is still important for clinicians to
consider less severe, uncomplicated cases of ileal diverticulitis in the differential diagnosis of abdominal
pain. As illustrated by this patient presentation, uncomplicated cases of ileal diverticulitis can be
successfully treated conservatively with medical management similar to cases of uncomplicated colonic
diverticulitis. However, it is important to note that as with any patient’s care, proper treatment must be
individualized, especially given the variable nature of patient presentations with ileal diverticulitis. All in all,
one hope is that improving clinician awareness of uncomplicated cases of ileal diverticulitis such as this
patient presentation will result in improved outcomes for a multitude of future patients.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Alexandria L. Betit

Acquisition, analysis, or interpretation of data:  Alexandria L. Betit, Ty K. Stansell

Drafting of the manuscript:  Alexandria L. Betit

Critical review of the manuscript for important intellectual content:  Alexandria L. Betit, Ty K. Stansell

Supervision:  Ty K. Stansell

2024 Betit et al. Cureus 16(2): e54887. DOI 10.7759/cureus.54887 3 of 4

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Pemberton JH: Colonic diverticulosis and diverticular disease: epidemiology, risk factors, and pathogenesis .

UpToDate. Grover S (ed): Wolters Kluwer, Philadelphia; 2023.
2. Akhrass R, Yaffe MB, Fischer C, Ponsky J, Shuck JM: Small-bowel diverticulosis: perceptions and reality . J

Am Coll Surg. 1997, 184:383-8.
3. Wright AS, Pullatt RC: Ileal diverticulitis. Am Surg. 2012, 78:74-5.
4. Talley NJ: Small bowel diverticula: clinical manifestations, diagnosis, and management . UpToDate. Grover S

(ed): Wolters Kluwer, Philadelphia, PA; 2023.
5. Kassahun WT, Fangmann J, Harms J, Bartels M, Hauss J: Complicated small-bowel diverticulosis: a case

report and review of the literature. World J Gastroenterol. 2007, 13:2240-2. 10.3748/wjg.v13.i15.2240
6. Grobmyer SR, Gollub MJ, Shia J, Guillem JG: Ileal diverticulitis: clinical and radiographic presentation . Dig

Dis Sci. 2004, 49:498-502. 10.1023/b:ddas.0000020510.82571.d8
7. Tse W, Johns W, Acosta GA, Rivers J, Amendola M, Miller T: Jejunal/Ileal diverticulitis: a rare condition with

potentially serious complications. Am Surg. 2020, 86:e108-10.
8. Parfenov AI, Krums LM, Pavlov MV: Small intestinal diverticula. Ter Arkh. 2019, 91:4-8.

10.26442/00403660.2019.02.000080
9. Fantasia S, Cortegoso Valdivia P, Gaiani F: Ileal acute diverticulitis mimicking Crohn's disease . Dig Dis Sci.

2023, 68:2207-8. 10.1007/s10620-023-07954-w
10. Lee RE, Finby N: Jejunal and ileal diverticulosis. AMA Arch Intern Med. 1958, 102:97-102.

10.1001/archinte.1958.00260190099011
11. Stollman N, Smalley W, Hirano I: American Gastroenterological Association Institute guideline on the

management of acute diverticulitis. Gastroenterology. 2015, 149:1944-9. 10.1053/j.gastro.2015.10.003

2024 Betit et al. Cureus 16(2): e54887. DOI 10.7759/cureus.54887 4 of 4

https://www.uptodate.com/contents/colonic-diverticulosis-and-diverticular-disease-epidemiology-risk-factors-and-pathogenesis
https://pubmed.ncbi.nlm.nih.gov/9100684/
https://pubmed.ncbi.nlm.nih.gov/22369801/
https://www.uptodate.com/contents/small-bowel-diverticula-clinical-manifestations-diagnosis-and-management
https://dx.doi.org/10.3748/wjg.v13.i15.2240
https://dx.doi.org/10.3748/wjg.v13.i15.2240
https://dx.doi.org/10.1023/b:ddas.0000020510.82571.d8
https://dx.doi.org/10.1023/b:ddas.0000020510.82571.d8
https://pubmed.ncbi.nlm.nih.gov/32223811/
https://dx.doi.org/10.26442/00403660.2019.02.000080
https://dx.doi.org/10.26442/00403660.2019.02.000080
https://dx.doi.org/10.1007/s10620-023-07954-w
https://dx.doi.org/10.1007/s10620-023-07954-w
https://dx.doi.org/10.1001/archinte.1958.00260190099011
https://dx.doi.org/10.1001/archinte.1958.00260190099011
https://dx.doi.org/10.1053/j.gastro.2015.10.003
https://dx.doi.org/10.1053/j.gastro.2015.10.003

	A Rare Cause of Right Lower Quadrant Abdominal Pain: Uncomplicated Ileal Diverticulitis
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Axial CT scan of the abdomen and pelvis five days after the patient’s presentation in the office.

	Discussion
	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


