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Abstract

BACKGROUND

Acute appendicitis is the most common abdominal emergency. At present, the main
treatments for periappendiceal abscess include antibiotics and surgery. However, the
complications and mortality of emergency surgery are high. The preferred therapy is
conservative treatment with antibiotics first, ultrasound-guided puncture drainage or
surgical treatment is followed when necessary. Endoscopic retrograde appendicitis
therapy (ERAT) for acute uncomplicated appendicitis have been proved clinically

effective, but it is rarely used in periappendiceal abscess.

CASE SUMMARY

We report a patient admitted to hospital because of “right lower abdominal pain for six
days”. The computerized tomography (CT) of patient showed that appendicitis with
fecaliths and abscess in the pelvis. The patient was treated by CT-guided puncture and
drainage of abdominal abscess combined with ERAT to remove appendiceal fecaliths,

irrigation and stent placement.

CONCLUSION
The patient did not receive surgery because of impoverished family. Abdominal pain
did not recur during the follow-up period. This case confirms the value of ERAT in the

treatment of periappendiceal abscess.
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Core Tip: We report a patient admitted to hospital because of “right lower abdominal
pain for six days”. The computerized tomography of patient showed that appendicitis
with fecaliths and abscess in the pelvis. This case is appendiceal abscess treated by
puncture drainage combined with endoscopic retrograde appendicitis therapy (ERAT)
to prevent the recurrence of acute appendicitis, suggesting the feasibility of combining
these two methods to treat patients with appendiceal abscess, and providing option for
elderly patients who refuse surgery or cannot receive surgery because of poor health.
Recently, research has confirmed that ERAT group has shorter hospitalization time,
faster pain relief and lower acute appendicitis recurrence rate compared with antibiotic
treatment alone, and ERAT can take out appendiceal fecaliths, which is a common cause

of appendicitis. Therefore, we believe that ERAT can benefit for these patients.

INTRODUCTION

Achieving an accurate diagnosis of acute appendicitis is still difficult for some patients
nowadays. Endoscopic retrograde appendicitis therapy (ERAT) might have some value
in diagnosing patients with acute appendicitis, and the value of ERAT in the treatment
of acute uncomplicated appendicitis has been confirmed. However, there is little

research on ERAT in the treatment of periappendiceal abscess.

CASE PRESENTATION

Chief complaints
A 48-year-old female complained of pain in the right lower abdomen, nausea and

vomiting for 6 d.

History of present illness
The pain was constant, localized to right lower abdomen, no fever, and no diarrhea.
Initially, the patient refused operation and was managed conservatively with antibiotic

of levofloxacin.
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History of past illness
The patient had a history of hyperthyroidism and was cured. The patient had no history

of abdominal surgery, toxicity, or radiation exposure.

Personal and family history

There was no family history of malignant tumors or other diseases.

Physical examination

Temperature was 38.4 °C, pulse was 131 beats/min, respiration was 20 times/min,
blood pressure was 106/67 mmHg. No jaundice was observed. The abdomen was flat.
Physical examination revealed tenderness with rebound tenderness in the lower
abdomen. Murphy’s sign was negative. Bowel sounds 3 times/min, shifting dullness

was negative.

Laboratory examinations

Serum C-reactive protein, 116.18 mg/L (normal: 0-8 mg/L); white blood cell count, 11.2
x 10°/L [(4-10) x 10°/L]); percentage of neutrophils, 8% (40%-75%); hemoglobin, 122
g/L (115-150 g/L); platelet, 247 x 10°/L [(100-300) x 10°/L]; procalcitonin, 1.25 ng/mL
(0-0.05 ng/mL); aspartate aminotransferase, 33 U/L (740 U/L);, alanine
aminotransferase, 37 U/L (13-35 U/L); total bilirubin, 9.6 pmol/L (< 23.0 pmol/L).

Imaging examinations

The computerized tomography (CT) scan of the whole abdomen showed “acute
appendicitis with fecaliths” (Figure 1A). 6 d later, The CT scan of the whole abdomen
showed that “acute appendicitis, appendiceal abscess, pelvic encapsulated effusion

formation” (Figure 1B). The patient was admitted to hospital.

FINAL DIAGNOSIS
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The final diagnosis was acute appendicitis with fecaliths, periappendiceal abscess,

pelvic encapsulated effusion.

TREATMENT
The antibiotic had been changed to imipenem and cilastatin sodium at admission.
rgical intervention was preferred to carry out 6-12 wk later. As is known to surgeons,
immediate appendectomy may be technically demanding because of the distorted
anatomy and the difficulties to close the appendiceal stump because of the inflamed
tissues. The C(E'lplications and mortality of emergency surgical treatment are high.
Even worse, it may result in an unnecessary ileocecal resection or right-sided
hemicolectomy for technical reasons or suspicion of malignancy in about 3% of the
patients. So CT-guided periappendiceal abscess puncture and drainage was performed.
After the treatment, the patient still had tenderness in the right lower abdomen, at the
same time, she had incomplete intestinal obstruction and appendiceal fecaliths, so she
was transferred to gastroenterology department for further treatment. ERAT was given
immediately after the symptoms of intestinal obstruction relieved. In preparation for
ERAT, the bowel was prepared according to the requirements of colonoscopy. 1 L
polyethylene glycol (PEG) electrolyte solution was administered at 8:00 pm the day
before ERAT, 2 L PEG electrolyte solution was administered to the patient 4 h before
the procedures of ERAT. When the remaining PEG electrolyte solution was 300 mL, 15
mL of simethicone was added and taken together. ERAT was performed as described as
follows: Colonoscope (CF-H260, Olympus, Japan) attached by a transparent cap was
used. When the colonoscope entered the cecum, endoscopic findings in the patient
showed mucosal hyperemia, obvious swollen of rounding mucosa, and purulent
discharge from the appendiceal orifice (Figure 2A). After finding Gerlach’s valve in the
cecum, colonoscope was positicaed close to the appendiceal orifice, the tip of a catheter
(PR-104Q-1, Olympus, Japan) could be wedged into the appendiceal orifice, then a
guide wire was inserted in to the appendiceal lumen. After that, iobitridol was used to

fill the appendix (Figure 2B), the procedures to relieve the appendiceal lumen
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obstruction including appendiceal luminal irrigation with 50 mL ornidazole sodium
chloride solution, fecaliths extraction with stone basket, finally, a stent (7F; Boston
Scientific) was placed into the lumen over the guide wire for luminal decompression
(Figure 2C). The patient abdominal pain was relieved immediately, and took fluid one
hour after operation. After four days of antibiotic treatment, the abdominal puncture

drainage tube was removed.

OUTCOME AND FOLLOW-UP

The patient was reexamined one month later, and the stent at appendiceal lumen fell off
by itself. The patient refused surgery because of poverty, so no appendectomy was
performed afterwards. The patient was followed up for more than one year, there was

no recurrence of abdominal pain.

DISCUSSION

Appendicitis is one of the most common surgical emergencies. Periappendiceal abscess
often caused by misdiagnosis or a delay in treatment. It is well-known that

differentiation among the nonperforated and perforated appendicitis is important.

Phlegmon or abscess after appendiceal perforation may be managed by conservative

treatment or percutaneous drainage to decrease the patient's morbidity and surgical

intervention may be carried out 6-12 wk later.

Reviewing the diagnosis and treatment process of this patient, the appendix abscess
was related to the improper selection of antibiotic in the early stage, and appendiceal
fecaliths were also a factor in the progression of the disease. The literatures have made
it clear that appendicitis with fecaliths is mostly obstructive, with severe clinical
symptoms and rapid development, which is easy to form abscess or perforation. In the
past few years, ther& were some articles reported cases of periappendiceal abscess
treated by ERAT. ERAT includes appendicography to provide visualization of

appendiceal lumen and identification lumen stenosis or dilation or fecaliths blocking
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lumen, and can confirm the patency of the appendiceal lumen with a plastic stent to
drain pus.

This case gives us a warning: We should pay more attention to the patient with
appendicitis with fecaliths, there disease progress faster and are more likely to need
surgery. For patients with abscess, CT-guided or ultrasound-guided puncture and
drainage showed good effect in the treatment of abscess. In this case, the pain was
obviously relieved after abscess drainage, and the abscess shrank obviously, but the
patient still had tenderness in the right lower abdomen. Considering that the patient
had appendiceal fecaliths, and the patient was not willing to have appendicectomy in a
few weeks. In addition, ERAT for uncomplicated acute appendicitis with fecaliths was
effective in all cases we had done, and without complication. We believed that ERAT
can take out the fecaliths and relieve the pain of the patient. We recommended the

patient ERAT can be another good choice, she choose ERAT.

CONCLUSION

This case is appendiceal abscess treated by puncture drainage combined with ERAT to
prevent the recurrence of acute appendicitis, suggesting the feasibility of combining
these two methods to treat patients with appendiceal abscess, and providing option for
elderly patients who refuse surgery or cannot receive surgery because of poor health.
Recently, research has confirmed that ERAT group has shorter hospitalization time,
faster pain relief and lower acute appendicitis recurrence rate compared with antibiotic
treatment alone, and ERAT can take out appendiceal fecaliths, which is a common cause

of appendicitis. Therefore, we believe that ERAT can benefit for these patients.
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