September- October, 2014/ Vol 2/ Issue 5 ISSN 2321-127X

Case Report
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Abstract

Acute appendicitis is a commonly encountered disease in surgical practice. Timely diagnosis and management prevents
morbidity and mortality from this disease. Acute appendicitis may occasionally become extraordinarily complicated and
life threatening yet difficult to diagnose. This atypical presentation is rare and required high index of suspicion. We present
a case report of perforated retroperitoneal appendicitis, which presented to us with extensive subcutaneous emphysema of

back and chest wall with no abdominal signs.
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Introduction

Acute appendicitis is a commonly encountered surgical
emergency. Usually, the diagnosis is prompt due to
typical abdominal signs and symptoms. Most of the time,
the diagnosis and treatment of appendicitis are
straightforward. However, atypical presentation can lead
to missed diagnosis and life-threatening complications.
When complicated by perforation, it typically presents
with intra-peritoneal free air or abscess formation [1].
Many cases of acute appendicitis have been reported with
perforation resulting in remote abscesses like
retroperitoneal, gluteal region, groin or thigh and present
diagnostic challenge [2-5]. In this rare case, the
complicated acute appendicitis resulted into a perforation
of cecum into the retroperitonium and formation of a
retroperitoneal abscess which extended to the abdominal
and chest wall as extensive subcutaneous emphysema
and presented as respiratory distress without any
peritoneal signs.

Case Report

A 40 years old non-diabetic and normotensive female
patients presented in OPD with complains of high grade
fever with chills and swelling over right side back, chest
and face with difficulty in breathing for last 6 days.
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There was no history of abdominal discomfort or pain,
bowel disturbance or trauma. She reported loss of
appetite for last one week. On physical examination, she
looked acutely ill with a pulse rate of 120/min, respiratory
rate of 36/min, blood pressure of 110/60 mmHg, and
febrile. Palpation of the abdomen did not reveal any focal
or diffuse tenderness or organomegaly.

Rectal examination was unremarkable. On local
examination subcutaneous emphysema was found on
right side back, chest wall and face. Laboratory data
indicated leukocytosis with WBC count of 11,400 /mm?,
mild anemia and all other blood chemistries were within
normal range. Radiology of chest demonstrated extensive
subcutaneous emphysema on right side chest wall
extending to neck. Multiple incision & drainage was done
to relieve the respiratory distress.

Drain contains frank puss. The patient became afebrile
and all the vitals settled down to normal. On the 3™ day
of incision, fecal matter was noted from the right lumbar
wound and a suspicion of entero-cutaneous fistula was
aroused. A CECT of abdomen and pelvis was performed,
which revealed the abdominal wall collection connecting
with cecum in the right iliac fossa and extending caudally
to the extra peritoneal location of pelvis medial to the
right internal oblique muscle with loculi of air in it.
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Pockets of free air was also seen into the peritoneal of appendix was seen, with perforation of the cecum. The

cavity. Exploratory laparotomy was done and no appendicectomy was done with closure of the perforation

abdominal contamination was found. On mobilizing the in layers after freshening the perforation along with a

cecum and the peritoneum, gangrenous appendix with tip proximal loop ileostomy. The post operative period of the

lying towards the lumbar region posterior to the patient was uneventful. After 12 weeks, the ileostomy
ascending colon with sloughing of appendix upto the base was closed and patient recovered well.
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Fig 2: CECT showing thickening of right sided postero-lateral abdominal wall soft tissues with loculated collection in
right paravertebral subcutaneous soft tissues

Discussion

treatment is essential to prevent morbidity and mortality.
Patients usually presents with acute onset of vague
abdominal pain that gradually shifts to right iliac fossa.

Acute appendicitis is the most common abdominal
emergency in worldwide. Lifetime risk of appendicitis is
approximately 7% [6]. Proper and timely diagnosis and
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These features make diagnosis straightforward, but in
elder and pediatric patients, it may show a different
pathogenesis, clinical course and outcome. Rarely
atypical presentation can lead to misdiagnosis and
patients can land up in life threatening condition.
Retroperitoneal abscess because of acute appendicitis is
relatively rare but serious surgical complication
associated with significant morbidity and mortality.
Review of literature surprise us that, there is lot of
abdominal pathology like diverticulitis, perforated
appendicitis, colorectal carcinoma, crohn’s diseases,
abdominal trauma and rarely suppurative iliac
lymphadenitis, pyelonephritis and abdominal
tuberculosis are causing retroperitoneal abscess
formation with extension to abdominal wall, thigh, groin,
psoas muscle and perinephric space, but acute
appendicitis has rarely been discussed with extensive

Case Report
subcutaneous emphysema of abdominal and chest wall
[4-7]. The complicated acute appendicitis represents here
a retroperitoneal abscess which has extravasated in the
subcutaneous space of the abdominal wall and the chest
wall through medial side of the internal oblique muscle.
Because of its position, a retroperitoneal perforated
appendicitis can cause atypical and confusing physical
findings and infection and air can extend to
communicating compartments, resulting in emphysema
and abscesses in unexpected anatomical sites. Since the
location of infection in our patient was retroperitoneal,
typical peritoneal signs were absent. The appendix in a
retrocecal position is frequently retroperitoneal in
location [8]. Various routes are present through which the
intra-abdominal infection reaches the various sites [9-
11].

Table 1: Route of spread of intra abdominal infection to extra abdominal sites

S. No Route Tissue plane

01 Deep to inguinal ligament Psoas sheath, Femoral sheath, Femoral canal
02 Fibro-osseous canals Sacrosciatic notch, Obturator foramen

03 Abdominal wall Subcutaneous (through lumbar triangles)

04 Direct Penetration of pelvic floor

05 Generalized cellulitis Septicemia/soft tissue planes

In many cases, like our case, history and presenting
symptoms did not clearly indicate an intra-abdominal
origin, and this has often created serious diagnostic
problems. Currently, there is no test or objective physical
finding which can rule out the presence of appendicitis
with acceptable accuracy. Delayed presentation is the
most common cause of morbidity and mortality. Early
presentation and diagnosis, use of appropriate antibiotics
and surgical intervention are important steps to reduced
the morbidity. We are reporting it due to its rarity.

CT scan of abdomen and pelvis is the imaging modality
which accurately defines the anatomical location of the
abscess and the concurrent intra-abdominal pathology
[12-14]. It can guide the clinician to an accurate diagnosis
and extension of the involvement of the retroperitoneum
and the subcutaneous tissue. Timely surgical intervention
by exploratory laparotomy and drainage of the abscess by
single or multiple incisions can prevent morbidity and
mortality. Nonetheless, in our case, CT findings were not
sufficient for the diagnosis and the cause of abscess and
emphysema formation was unclear until laparotomy.

Abdominal ultrasonography is also a modality widely
used for diagnosis of appendicitis and other abdominal
pathologies.
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Conclusion

A search for the presence of intra-abdominal pathology
by a thorough clinical and radiological evaluation should
be made in all patients with unexplained groin, thigh and
abdominal swelling with fever and leukocytosis.
Physician and surgeons should be aware that an abscess
may be the manifestation of an intestinal disorder despite
minimal abdominal signs and symptoms.

A CT scan accurately delineated the intra abdominal
anatomy and pathological organ and guide the
appropriate  treatment. However, sometimes an
exploratory laparotomy is necessary to reveal the cause.
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