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INTRODUCTION 

Diverticular disease of the colon consists in the 

appearance of 5 to 10 mm saccular protrusions or 

herniations of the mucosa and submucosa through the 

muscular layer, in the sites of weakness of the colon wall, 

caused by the merging of the vasa recta.1 It is the most 

common colonic disease in western countries, occurring 

in about 10% of the population. Different series have 

documented that 50% of people over 50, will have 

diverticula in the colon. Only 5% of the cases will occur 

in people younger than 40 years, and generally in males 

with morbid obesity. The prevalence of the disease is 

similar in both sexes.2 

Diverse clinic expressions have been reported, from 

asymptomatic (75%) to severe complications as 
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diverticulitis, hemorrhage, fistulas and perforation (10-

25%).3  

The appearance of diverticula in the western world 

predominates in the left colon, and is distributed as 

follows: Sigmoid (65-80%), descendent colon (15%), 

transverse colon (10%), cecum (4%), ascending colon (5-

10%), rectum (<1%) and, in some patients, in the whole 

colon.4-6 In Asia, the involvement of the ascending colon 

predominates, mainly attributed to different diet and 

genetical factors.7,8 Transverse colon diverticulitis is 

extremely rare with less than 50 cases reported in 

worldwide literature. 

CASE REPORT 

A 44-year-old female patient with a history of systemic 

arterial hypertension, who comes to the emergency 

department, reporting severe abdominal pain, of 24 hours 

of evolution, located in right hypochondrium with 

abdominal distension, epigastric burning, nausea without 

vomit, and one episode of watery diarrhea without mucus 

or blood. The pain woke her, increased after the food 

intake and with the deep inspiration. Forty-eight hours 

before the pain appeared, she identified a period of 

asthenia and hyperthermia.  

 

Figure 1: Colon diverticular disease distribution. 

 

Figure 2: Gallbadder ultrasound with no 

inflammation evidence. 

Physical exploration documented overweight by BMI, 

37.6ºC of temperature, tachycardia and hypertension. 

Pulmonary fields exploration was normal. The abdomen 

was flat, with involuntary muscular resistance, painful to 

the middle palpation of the epigastrium, with positive 

Murphy's sign, painful decompression in the upper right 

quadrant (which translated peritoneal irritation), but with 

negative appendicular signs, and decrease in the intensity 

and frequency of peristalsis. 

Acute cholecystitis was considered as the first diagnostic 

possibility, so a dose of parecoxib was given. Blood tests 

and a hepatobiliary ultrasound were ordered. Blood count 

documented leukocytosis (14.3) and neutrophilia, without 

alteration in liver function tests or in pancreatic enzymes. 

The urinalysis was normal.  

 

Figure 3: Axial section at renal level, calcified 

saccular dilatations and thickening of the wall of the 

transverse colon, important infiltration of mesenteric 

fat. Free air bubbles adjacent to diverticula.  

During the ultrasound, a sonographic Murphy sign was 

identified. There were no echoes within the gallbladder, 

the free wall was 3 mm thick, the common bile duct 2 

mm and the portal vein 8 mm. No alterations were 

revealed by this image method. 

In the presence of persistent abdominal pain and 

peritoneal irritation, a contrast tomography of the 

abdomen was requested (IV contrast). Oval formations 

protruding from the gut lumen in ascending and 

transverse colon were found, corresponding to 

diverticula. In the transverse colon, very close to the 

hepatic flexure, a thickening of the colon wall greater 

than 5 mm was identified, with calcified saccular 

dilatations, pericolonic microabscesses formation and 

surrounding mesenteric fat stranding. An acute 

diverticulitis Hinchey IB of the transverse colon was 

diagnosed.  

Patient was admitted in hospital under strict fasting and 

with a double antibiotic scheme (Cefotaxime and 

Metronidazole). She evolved successfully; pain 

diminished progressively as well as leukocytosis. Finally, 
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she was discharged on the 5th day of hospital stay with a 

proper oral tolerance. 

 

Figure 4: Coronal reconstruction showing calcified 

saccular dilatations and transverse colon 

inflammation, infiltration of mesenteric fat close to 

vesicular bed and free air bubble adjacent to 

diverticula are observed. 

DISCUSSION 

Transverse colon diverticulitis is a rare entity, described 

for the first time in 1944 by Thompson and Fox. It is 

even less common to present with diverticular 

perforation.9 By stratifying the distribution of the 

diverticula, by the anatomical segment of the colon where 

they are located, it has been established that the 

transverse colon is involved in 10% of cases on average, 

but the diverticulitis or inflammation of these 

sacculations in this anatomical region, only occurs in 0.5-

2.7% of the cases.10,11 

There are less than 50 cases reported in the world 

literature, but it has been established that patients with 

diverticulitis of the transverse colon, are between 15 and 

20 years younger, than patients with diverticulitis in the 

left colon.12,13 The average age of presentation, is around 

45 years. Up to 85% of the cases have been described in 

women.10 

In this report, a 44 years old woman was presented, in 

accordance with epidemiologic characteristics of 

previous cases.  

Transverse colon diverticulitis is usually part of an 

extended diverticular disease, with the presence of 

diverticula in the right and the sigmoid colon.8 Contrast-

enhanced tomography in our patient revealed the 

presence of diverticula, not only in the transverse colon, 

but in the ascending colon, and absence of diverticula in 

the sigmoid colon, as might be expected for her age.  

It is important to distinguish between 2 types of 

diverticula: acquired and congenital. The first, are 

actually pseudodiverticula, since they are formed only by 

mucosa and submucosa, and not by the muscular layers 

of the colon wall. Acquired diverticula predominate in 

the left colon and in patients over 60 years. In contrast, 

congenital diverticula, are true diverticula, involve the 4 

layers of the wall and predominate on the right side. In 

the transverse colon, the existence of both types of 

diverticula has been described.14 

It is a difficult to diagnose pathology, not just due to its 

rarity and no clinical suspicion but also because it mimics 

other pathologies as: appendicitis, pancreatitis, 

cholecystitis, perforated duodenal ulcer or even 

pyelonephritis.15 In the reported cases, 60% of the 

patients were diagnosed with acute appendicitis. It is 

calculated that an average of 3 from 25 cases are 

diagnosed before going on an invasive procedure. Even 

during the surgical act, the disease is again misdiagnosed, 

because in 63% of the cases, surgeons thought about a 

colon adenocarcinoma.10 

When reviewing coronal reconstructions in the 

tomography, the reason of presenting habitual 

symptomatology of gallbladder inflammation was easily 

deducted. The inflammatory process of traverse colon 

mesenteric fat affected by diverticulitis, reaches vesicular 

bed. The diagnosis of our patient could be made 

preoperatively, thanks to the availability of the 

tomography, but the definitive diagnosis was never 

considered as a possibility. 

Several articles have shown that the presence of calcified 

fecalites within the diverticula, increases the likelihood of 

their inflammation and perforation.16 Tomography in the 

present case, evidenced calcified diverticula at the 

inflamed colon segment.  

Most reported cases have handled surgically with 

resection and stoma, or resection and primary 

anastomosis. Several authors suggest resection of the 

affected segment and posterior reconstruction with a 

primary anastomosis even when colon is not prepared. 

However, there are also reported cases of successful 

management with antibiotics.17 The present case could be 

managed successfully with a double antibiotic scheme, 

with no need of surgery.  

We are living in an era of changes in surgical paradigms, 

among them, the ones related to diverticular disease. 

With better imaging studies availability, the transverse 

colon diverticulitis diagnoses would be more frequent 

and more easily identified. Meanwhile, this case 

contributes to increase related reports, making diagnostic 

approach standardization and therapeutical management 

of these patients simpler.  
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