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Case report

Symptomatic rectal diverticulum
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Abstract

Rectal diverticula are unusual findings during colonoscopy and radiological studies of the colon. Prevalence
is estimated to be approximately 1%, and they occur more frequently in men between the 6th and 9th decade
of life. Most patients are asymptomatic, although some may present symptoms or related complications. We
report the case of a patient with a large rectal diverticulum with abdominal pain and constipation.
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INTRODUCTION
Rectal diverticula are not found frequently, are asymptomatic in most patients, and diagnosis is usually incidental.
They can be related to colonic diverticulosis or to complications of surgery in the rectum. We present the case of a
patient with a large rectal diverticulum with abdominalpelvic pain and incomplete rectal evacuation.
CASE PRESENTATION
The patient was a 53-year-old woman with no pathological
or surgical history who had had recurrent colicky abdominal pain for the previous two years. Pain was located
predominantly in the left iliac fossa and radiated to the
hypogastrium. Pain worsened after consuming food and
was associated with constipation and stools between 1
and 2 on the Bristol scale. She highlighted a sensation of
incomplete evacuation, tenesmus, a need for pushing and
marked improvement of abdominal and pelvic pain after
defecation but said she had suffered no rectal bleeding or
weight loss. A physical examination including digital rectal
examination was normal.

Based on her age and symptoms, a colonoscopy was performed to rule out structural organic pathology. We observed a round diverticulum that was about 3 cm in diameter
and was located in the lateral wall of the middle rectum at
6 cm from the dentate line. There were no inflammatory
changes nor lesions in the mucosa around it, and there
were no fecoliths. The diverticulum changed shape in response to insufflation/air suction (Figures 1 and 2). During
exploration of other parts of the colon, multiple diverticula
without complications whose diameters were between 5
and 10 mm were observed (Figure 3). In addition, a tiny
adenomatous polyp in the transverse colon was resected
with a clamp (Figure 4). Considering that the symptoms
of the patient (especially those suggestive of an evacuation disorder) could be explained by the diverticula of the
colon, management with Psyllium fiber supplement and
antispasmodics was begun and led to significant improvement of the clinical picture and the patient’s quality of life.
DISCUSSION
Unlike diverticula in the colon, diverticula in the rectum
contain all the layers of the wall and are considered to be

© 2018 Asociaciones Colombianas de Gastroenterología, Endoscopia digestiva, Coloproctología y Hepatología

459

Figure 1. Rectal diverticulum.

Figure 2. Mucosa without abnormalities inside the rectal diverticulum.

Figure 3. Retroflection of the right colon with diverticulum.

Figure 4. Adenomatous polyp found in the colon.

true diverticula. (1) The true prevalence of rectal diverticula is difficult to establish since the majority of cases they
are asymptomatic and diagnosis is usually incidental. It is
estimated that approximately 80 cases have been published in the literature. In Colombia, only one case had been
reported: an incidental finding in colonoscopy of a male
patient. (2) A series of 4,854 patients based on studies of the
colon by enema found a prevalence of 0.08%. (3) Another
similar, but more recent study published in 2013, found a
prevalence of 1.5% in 2,877 patients. (4) A series of cases
of patients who had undergone colonoscopies found an
overall 10-year prevalence of 0.15% while in patients with
colonic diverticulosis it was 0.75%. (5) In most reports, the

greatest number of cases occurs in men between 55 and 85
years of age. (6)
Three theories explain the low prevalence of this finding. The anatomical disposition of the muscle fibers of
the Tenia libera and Tenia omentalis in the anterior and
posterior walls of the rectum lead to reinforcement of the
rectal structure causing greater resistance to intraluminal
variations. This also explains why the majority of cases
have been documented in the lateral wall. (7) Similarly,
pressure is lower and there are less peristaltic movements
in the rectum than in the sigmoid colon explaining why
the diverticula rate is much lower than that of this colonic
segment. Finally, given the report of a case of rectal diver-
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ticulum in a pediatric patient, congenital origins have not
been ruled out. (8)
Although the majority of diverticula occur in the other
colon tracts where the risk is highest, a group of cases with
iatrogenic origins have been reported following surgery such
as those performed for prolapsed hemorrhoids, Longo’s
procedure for hemorrhoidectomy, and rectal transanal resections due to mucosal prolapse. (9-11) Other associated risk
factors include obesity, constipation, episodes of recurrent
fecal impaction, absence of pelvic support such as coccyx,
rectal infections, trauma and degenerative muscle diseases.
(5). In most cases, the diameters of rectal diverticula are 2
cm and larger. (12) Although they generally do not cause
symptoms, some cases have included all complications
including bleeding, diverticulitis and perforation. They have
also been described in association with evacuation disorders,
formation of with fistulas, ulcerated surfaces, rectal prolapse,
and a sensation of perineal mass. Adenocarcinoma has even
been described inside a rectal diverticulum. (13, 14) For
this reason, periodic follow-ups are recommended given the
apparently increased risk of cancer.
Perforation entails a lower degree of complications than
it does in a colonic diverticulum, given the anatomical
location of the rectum below the peritoneal reflection. (5)
Documentation of diverticula can be done by colonoscopy
or radiological studies by barium enema, computerized
axial tomography, (CAT) or magnetic resonance imaging
(MRI). Caution should be exercised In with endoscopic
studies given the risk of perforation. (15) In one of the
cases reported, conventional anorectal manometry was
performed without finding abnormalities of rectal pressure,
rectal sensitivity or anal sphincter pressure. (16)
Management depends on the intensity of symptoms and
associated complications. For patients with mild to moderate symptoms, a diet rich in fiber is suggested together
with antispasmodics. For cases with symptoms that alter
the quality of life of the patient and are refractory to medical management or have related complications such as
bleeding, diverticulitis or perforation, surgery is suggested.
Surgical procedures range from diverticulectomy to more
complex procedures such as rectosigmoidectomy or abdominal-perineal resection. (17, 18)
The case of this patient demonstrates that there may be
symptoms associated with large rectal diverticula, especially symptoms related to inadequate anorectal evacuation.
Anorectal manometry was not performed in this case since
the patient improved with a high-fiber diet. Nevertheless, it
is an option in refractory patients given that this pathology
can be related to defecation disorders, and biofeedback therapy can have a role to play in treatment.

CONCLUSIONS
Rectal diverticula are an uncommon finding during colonoscopy and radiological studies of the colon. They should
be suspected in patients with evacuation disorders, as in the
case of our patient, and in patients with histories of rectal
surgery. They may also be found as the result of complications of a diverticulum such as bleeding, diverticulitis or
perforation. Management depends on the severity of the
symptoms and any complications that present.
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