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Dear Editor, 
A 24-year-old man came to our outpatient 

clinic due to epigastric abdominal pain which mi-
grated to the right lower quadrant during the next 
few days. The patient also presented persistent 
watery and non-bloody diarrhea. On physical ex-
amination, the patient was afebrile (body temper-
ature, 36.5°C). He had right lower abdominal ten-
derness with rebound pain and guarding. Physi-
cal signs suggestive of acute appendicitis, such as 
McBurney’s or Lanz’ point tenderness, Rovsing’s 
and obturator signs, were all positive. However, 
the patient was afebrile and the laboratory data 
indicated the absence of inflammatory findings 
(peripheral white blood cell count, 6,600/µl; C-re-
active protein level, 0.08 mg/dL). Plain abdomi-
nal computed tomography (CT) scanning demon-
strated a normal appendix, but a severely swollen 
ascending colon with prominent thickening of the 
bowel walls (Figure 1, arrow heads). It appeared 
to totally occlude the luminal space, showing the 
appearance of a pseudoabscess-like formation 
with stratified structures inside. Since there was 
no diverticulum in the colon, acute diverticulitis 
was not likely the diagnosis. Additionally, an ab-
dominal X-ray revealed the absence of mechani-
cal bowel obstruction (Figure 2), which suggested 
the unlikeliness of carcinoma or intussusception. 
The lesion extended continuously in the right 
lower abdominal area (Figure 1A to B), which 
strongly supported a diagnosis of acute entero-
colitis in the ascending colon. Oral rehydration 
was initiated with the administration of empiric 
antibiotics together with probiotics. Intravenous 
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administration of ceftriaxone (1 g/day) was ini-
tially started, followed by oral administration of 
cefcapene pivoxil (300 mg/day) for seven days. 
The patient remained afebrile, but his symptoms 
and signs, including watery diarrhea and right 
lower abdominal pain, subsided several days af-
ter the initiation of the treatment.
Abdominal imaging is not usually warranted in 
patients with acute diarrhea. However, in patients 
who have significant peritoneal signs, CT scan-
ning is a useful diagnostic approach to evaluate 
undifferentiated abdominal pain. The typical CT 
findings of acute enterocolitis include thickening 
of the bowel walls due to intramural edema and 
pericolic fat stranding, sometimes showing the 
appearance of a pseudoabscess-like formation 
(Figure 1) [1, 2]. There are many causes of infec-
tious acute enterocolitis, such as bacterial, fungal, 
viral, parasitic causes and sometimes by amebia-
sis and tuberculosis [1, 3]. In our case, however, 
the affected portion of the ascending colon sug-
gested infection with specific organisms, such 
as Shigella, Salmonella, Campylobacter or Yersinia 
enterocolitica [4]. Since initial stool culture results 
for routine organisms, such as Shigella, Salmonella 
and Campylobacter, revealed negative, Yersinia en-
terocolitica, which usually grows more slowly on a 
separated culture media, was most likely to be the 
causative pathogen.
In young adult males, the differential diagnoses 
of right lower quadrant abdominal pain include, 
appendicitis, diverticulitis, mesenteric lymphade-
nitis, inguinal hernia, testicular torsion or nephro-
lithiasis [5]. In our case, except for the persistent 
watery diarrhea and the absence of inflammatory 
findings, the patient’s symptoms and signs mim-
icked those of acute appendicitis. As we previ-
ously reported in a patient with Fitz-Hugh-Cur-
tis syndrome complicated by appendicitis, the 
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extension of pericolic inflammation into the right 
lower quadrant was likely to be responsible for 
the parietal pain stimuli [6]. In our case, an ab-
dominal X-ray revealed the absence of mechani-
cal bowel obstruction (Figure 2), which suggested 
the unlikeliness of carcinoma or intussusception. 
However, it does not totally exclude the possibil-
ity of the malignancy in the right colon, although 
it is unlikely from the patient’s history and age. In 
this regard, further investigations, such as colo-
noscopy and repeated CT scan, should be neces-
sary in the future, once the enterocolitis has been 
resolved.

Figure 1 - Plain abdominal computed tomography (CT) scanning at the umbilical (A) and pelvic (B) levels. It demon-
strated a severely swollen ascending colon with prominent thickening of the bowel walls (arrow heads), showing the 
appearance of a pseudoabscess-like formation with stratified structures inside. The lesion extended continuously in 
the right lower abdominal area (A to B). There was no diverticulum in the colon and the appendix was normal.

Figure 2 - An abdominal X-ray film revealed the ab-
sence of a mechanical bowel obstruction.
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