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Diverticular disease of the colon may be responsible for abdominal
symptoms requiring colonoscopy, which may reveal the presence of
concomitant polyps. A polyp found during colonoscopy in patients
with colonic diverticular disease may be removed by endoscopic
polypectomy with electrosurgical snare, a procedure associated with an
incidence of perforation of less than 0.05%. The risk of such a compli-
cation may be higher in the event of an inverted colonic diverticulum,
which may be misinterpreted as a polypoid lesion at colonoscopy. To
date, fewer than 20 cases of inverted colonic diverticula, diagnosed at
colonoscopy or following air contrast barium enema, have been
reported in the literature. The present report describes a 68-year-old
woman who underwent a screening colonoscopy, which revealed a
voluminous pedunculated polyp that was recognized to be an inverted
giant colonic diverticulum before endoscopic polypectomy.
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Soyez vigilant avant une polypectomie chez les
patients ayant une maladie diverticulaire : Le
cas d’un gros diverticule inversé du colon
ressemblant a un polype pédonculé

La maladie diverticulaire du colon peut étre responsable de symptomes
abdominaux exigeant une coloscopie, laquelle peut révéler la présence de
polypes concomitants. Un polype trouvé pendant la coloscopie chez des
patients ayant une maladie diverticulaire du cdlon peut étre extrait par
polypectomie endoscopique au moyen d’une excision électrochirurgicale a
'anse, une intervention s’associant & un risque de perforation inférieur a
0,05 %. Le risque d’'une telle complication peut étre plus élevé en cas de
diverticule colique inversé qui, a la coloscopie, peut étre confondu avec
une lésion polypoide. Jusqu'a présent, moins de 20 cas de diverticule
colique inversé, diagnostiqués au moment de la coloscopie ou aprés un
lavement baryté de contraste, sont déclarés dans les publications. Le
présent rapport décrit le cas d'une femme de 68 ans qui a subi une
coloscopie de dépistage, laquelle a révélé un polype pédonculé volumineux
diagnostiqué comme un diverticule colique géant inversé avant la
polypectomie endoscopique.

Diverticular disease of the colon, a condition frequently
observed in clinical practice, may be responsible for
abdominal symptoms requiring colonoscopy. Colonoscopy
may reveal the presence of polyps, often adenomas concomi-
tant with diverticular disease (1-3), which may be removed by
endoscopic polypectomy. This procedure has been estimated
to account for approximately 50% of the cases of perforation
reported during colonoscopy, the incidence of which has been
reported to be less than 0.05% (4-6). The risk of such a com-
plication is higher in the event of an inverted colonic diver-
ticulum, which may be misinterpreted as a polypoid lesion at
colonoscopy. To date, fewer than 20 cases of inverted colonic
diverticula, diagnosed at colonoscopy or following air contrast
barium enema, have been reported in the literature (7-14).

The present report describes a patient who underwent a
screening colonoscopy, which revealed a voluminous, pedun-
culated polyp recognized to be an inverted giant colonic diver-
ticulum before endoscopic polypectomy.

CASE PRESENTATION
A 68-year-old woman was referred to the Department of
Internal Medicine, Tor Vergata University (Rome, Italy), for a
gastroenterological consult on account of abdominal pain and
constipation. The patient’s symptoms persisted for approxi-
mately three months, without other relevant conditions or
clinical signs in her medical history for which she would have
undergone any previous digestive tract investigations. Routine
hematochemical tests, including inflammatory parameters
(C-reactive protein and erythrocyte sedimentation rate) as
well as complete blood count, were within normal ranges.
Following a standard bowel cleansing consisting of gut lavage
with 4 L of polyethylene glycol, a full colonoscopy was per-
formed, which revealed a polypoid lesion in the distal sigmoid
with a head approximately 2.5 cm in size and a peduncle
approximately 3 cm in length. The mucosa covering the head
showed hyperemia and mild granularity (Figure 1). Multiple
diverticula were also present in the left colon and in the tract
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Figure 2) The lesion mowved by biopsy forceps. The neck of the diver-
ticulum resembled a long, thin stalk and the head appeared flat

where the polypoid lesion was located. Because standard assess-
ments of coagulation and complete blood counts were within
the normal ranges, removal of the polypoid lesion by means of
endoscopic polypectomy with diathermal coagulation was sched-
uled. However, when in contact and moved with biopsy forceps,
the head of the polyp appeared soft and empty (Figure 2). When
delicate pressure was applied, the polypoid lesion appeared
reduced in size, as if it was pushed out beyond the colonic wall.
Polypectomy was abandoned and three biopsy specimens were
collected from the head of the lesion to define its nature.
Histology revealed the presence of hyperplastic epithelium and
mild inflammatory changes in the normal colonic mucosa — a
finding consistent with a diagnosis of inverted diverticulum of
the colon.

DISCUSSION
The present report described endoscopic findings with regard
to a colonic lesion, first diagnosed as a polyp, possibly an aden-
oma; however, based on macroscopic features and histological
findings, the lesion was subsequently revealed to be an inverted
diverticulum of the colon. The relevance of this condition
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seems to reside in the apparent difficulty in reaching an appro-
priate diagnosis in clinical practice because, to date, fewer than
20 cases have been reported in the literature (7-14). Of these,
six were correctly diagnosed on radiology (11,14,15) and five
at colonoscopy (11), while the remaining eight were diagnosed
following histological assessment of colonic specimens after
surgery in five cases and following endoscopic polypectomy
in three. These data have led to speculation that there is a
high possibility of missing an inverted colonic diverticulum,
or misdiagnosing this condition as a polyp at radiology and
colonoscopy. This outcome appears more likely when the
lesion is large, such as the one described in the present case
(greater than 2 cm in size), and strongly resembles a pedun-
culated polyp. This latter morphology has previously been
observed in only two large (3 cm) inverted colonic diverticulae
(10,14), one of which appeared as a pedunculated polyp (10),
and is very different from most cases of inverted diverticulum
described to date, which were only a few millimetres in size.
Although little data regarding the incidence of complica-
tions associated with inverted colonic diverticulum have been
reported in the literature, it is tempting to hypothesize that an
incorrect diagnosis of this condition, especially when resem-
bling a polyp, may be responsible for severe complications such
as perforation following endoscopic polypectomy with electro-
surgical snare. Therefore, prompt diagnosis of an inverted col-
onic diverticulum during colonoscopy appears to be crucial. To
more easily define a differential diagnosis between an inverted
colonic diverticulum and common true polyps, it may be
worthwhile to attempt to induce eversion of the diverticulum
by air insufflation, as observed during radiological examination
(11) or colonoscopy (7), or by probing the lesion with biopsy
forceps and gently pushing it outside the colonic wall, as sug-
gested by Triadafilopoulos (8). These manoeuvres seem to be
more successful in cases of a small diverticulum, but may fail
in cases of a large inverted colonic diverticulum as, in part,
occurred in the present case. In these occurrences, collection of
biopsy specimens may reveal a normal mucosa, a finding con-
sistent with a diagnosis of diverticulum. Recognizing that the
wall of a diverticulum consists only of mucosa, biopsies should
be performed with considerable caution. Indeed, biopsy speci-
mens in the present case were collected without complications,
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