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A rare case: Retrocecal appendicitis adherent to the liver

capsule

Beklenmedik bir vaka: Karaciger kapsiiliine yapisik retrocekal apandisit
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The cases of appendicitis take an important place in the hospital emergency departments and it must be kept in
mind in the differential diagnosis of patients presenting with abdominal pain. Related to cecum, the appendix can
be found in many different positions; however, it is mostly observed descending intraperitoneally (31-74%) and at
the retrocecal region (26—65%). In this case report, we present the case of a 26-year-old female patient admitted to
the emergency room with a colic pain in the right upper quadrant for about 2 days. Computed tomography revealed
contamination in the fatty plans around the cecum and adhesive retrocecal appendicitis from the liver to the ret-
roperitoneum. Appendectomy was performed. The pathology result was gangrenous appendicitis. In the literature,
there is no similar case of appendicitis with hepatic adhesions. In conclusion, we want to emphasize that physicians
and surgeons in the emergency departments must be more careful during the differential diagnosis of a patient
with appendicitis and atypical symptoms and a more detailed investigation is required.
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Apandisit vakalari hastane acil servislerinde onemli bir yer tutmakta olup karin agrisi ile basvuran hastalarda ayirici
tani agisindan da goz onitinde bulundurulmasi gerekmektedir. Apendiks cekumla iliskili olarak bircok farkli pozis-
yonda bulunabilir. En sik intraperitoneal desending (%31-74) ve retrogekal (%26-65) olarak gorilmektedir. Bizim
vakamiz 26 yasinda kadin hasta acil servise iki giindiir devam eden kolik vasifta sag iist kadran agrisi nedeniyle geti-
rildi. Tomografide cekum etrafindaki yagh planlarda heterojenite ve karacigere retroperitondan yapisan retrocekal
apandisit izlendi ve apendektomi yapildi. Yaptigimiz literatiir incelemesinde hepatik yapisiklik olan bir apandisit
olgusuna rastlamadik. Sonug olarak belirtmek isteriz ki acil servislerde gorevli hekim ve cerrah arkadaslarimiz bu
olgu sunumunda belirtildigi gibi atipik bulgulara sahip bir apandisit hastasiyla karsilasabilir. Bunun icin de ayirici
taniyla teshisin daha detayl konulmaya calisiimasi olduk¢a onemlidir.

Anahtar Kelimeler: Apandisit, retrogekal apendiks, karaciger kapsiilu

INTRODUCTION

Appendicitis cases play an important role in hospital emergencies and should be considered in the
differential diagnosis of patients with abdominal pain (1). If the appendicitis cannot be diagnosed and
the patients leave the hospital with another diagnosis, clinical complications such as appendix perfora-
tion or plastron state of intra-abdominal abscess can develop (2). The cecum appendix can be found
in many different positions, particularly descending intraperitoneally (31-74%) and at the retrocecal
region (26-65%). According to the location of the appendix, patients can be admitted with a different
history and physical examination findings can also be different. One of them is an infection in the ret-
rocecal appendix (3). Retrocecal appendicitis may present with different clinical symptoms. Due to the
location of the retrocecal appendix, right lower quadrant tenderness may not be observed. Therefore,
there could be difficulties in the diagnosis (4).

In half of the retrocecal appendicitis cases, atypical clinical symptoms can be observed (5). In this case,
the appendix was in the retrocecal region and physical examination was obviously positive in the right
upper quadrant. Right upper quadrant pain can rule out the diagnosis of appendicitis, and mostly sug-
gests cholecystitis, gastritis, duodenal ulcer, and other liver or gallbladder pathologies; therefore, we
wanted to present this unusual case in detail. In retrocecal appendicitis cases, the pararenal abscess can
be observed added to the appendicitis or infection can also spread to the right paracolic space, right
subphrenic, and subhepatic area (6, 7). If our case had a diagnosis other than appendicitis, in the follow-
ing days, a retroperitoneal abscess could have occurred.

There is no similar case report to ours in the literature and we wanted to highlight that appendicitis
cases can present with different clinical symptoms and during the differential diagnosis of patients pre-
senting with abdominal pain, it should be kept in mind.

CASE PRESENTATION
A 26-year-old female patient admitted to the emergency room with a colic pain in the right upper quad-
rant for about 2 days. In her history, there were only two pregnancies and two live births.
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Vital parameters were as follows; blood pressure (BP): 110/70
mm-Hg, pulse: 86/min fever: 37.8°C.

In the physical examination; bowel sounds were normoactive
with auscultation; there was tenderness in all abdominal re-
gions and rebound in the right upper quadrant. No other find-
ings were observed in the other systems. Acute cholecystitis
was first diagnosed; blood tests and ultrasound (USG) were
performed.

The results of the blood tests were as follows: WBC: 15800/
mm?3, Hgb: 13.6 g/dL, hematocrit: 39.8%, urea 11 mg/dL Cr:
0.64 mg/dL, AST: 12 IU/L, ALT: 12 IU/L, total bilirubin: 0.5 mg/
dL, direct bilirubin: 0.3 mg/dL. USG showed normal gallblad-
der wall thickness and no calculi and no calculi or hydrone-
phrosis in the kidneys.

Thus, the diagnosis of acute cholecystitis was excluded. In
order to investigate the cause of pain in the abdomen, com-
puted tomography (CT) was requested. CT revealed con-
tamination in the fatty plans around the cecum and adhesive

cecum
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Figure 2. Appendix tissue extension into the liver

retrocecal appendicitis from the liver to the retroperitoneum.
Contamination was also observed in the adipose tissue under
the liver (Figure 1, 2).

After the general surgery consultation with the diagnosis of
acute abdomen, the patient underwent surgery immediately.
Appendectomy was performed with the right paramedian in-
cision. The stump was buried and mesoplasty was performed.
No other pathology was found in the abdomen. It was phleg-
monous from the tip of the appendix and joined through ret-
roperitoneum to the liver capsule (Figure 3). The pathology
result revealed gangrenous appendicitis. Postoperatively, IV
antibiotics and analgesics were started. She was mobilized the
first day. She was discharged due to her well-being.

A signed written informed consent was taken from the patient.

DISCUSSION

Despite improvement in the techniques, the diagnosis of
acute appendicitis remains challenging and the complications
of the disease and the rate of negative laparotomy have not
been reduced significantly (8). Complaints and symptoms may
be atypical in patients with retrocecal appendicitis and can
imitate right upper quadrant and right flank pathologies such
as acute cholecystitis, renal colic, and diverticulitis (9). The lo-
cation of the appendix can vary according to the position and
shape of the cecum in organogenesis. The incidence of retro-
cecal appendix is 26-65% (10).

In this case, there was obviously tenderness, rebound, and
defense in the right upper quadrant on physical examination.
Moreover, she had anorexia and sometimes nausea complaints

Figure 3. The phlegmonous end portion of the appendix
tissue



in the last 2 days. In appendicitis, generally pain starts from the
epigastric area; anorexia symptoms and the right lower quadrant
pain occur in the next few days. Therefore, this case is atypical.
Routine USG is used in the diagnosis as the first step. A study on
children’s cases showed that the appendicitis diagnosis rate is
99% in suspected cases (11). Another study showed that the use
of USG in the suspected cases diminished the negative laparoto-
mies and the morbidity rate because of a delay in diagnosis (12).

However, in adults, it is indicated that non-contrast CT is superior
to USG and CT decreases the false laparotomy rates (13). When
clinically, gallbladder, hepatobiliary, or urinary tract pathologies
are suspected in patients in the emergency departments, USG is
frequently performed. With this in mind, liver abscess and fluid
collection in the subhepatic or the right flank region can be ob-
served on ultrasonography in retrocecal appendicitis cases (11).
However, in this case, no pathology was detected on USG and the
diagnosis was confirmed by CT.

In the inflammatory process of retrocecal appendix, it can spread
to the perirenal, adrenal, and subhepatic region (6). In our case,
the appendix was attached to the liver tissue. In the literature, no
cases of appendicitis with hepatic adhesions have been reported.

In this case, the cause of the right upper quadrant pain (pres-
ence of Murphy’s sign) was the irritation of the liver fascia. Here
we would like to emphasize again that further research should be
performed by the physicians and surgeons in emergency rooms
for the differential diagnosis of patients admitting with atypical
symptoms. With wrong diagnosis and treatment, the patient’s
symptoms can become more complicated in the coming days and
this can increase morbidity and mortality. We recommend that
the use of additional imaging systems for the possible diagnoses
without hesitation in patients with atypical signs is important. We
first observed USG in our case and although we could not find any
pathology, we required a non-contrast abdominal CT for the dif-
ferential diagnosis. After CT, we were able to properly diagnose.

CONCLUSION

When acute appendicitis is not suspected clinically in patients
with abdominal pain in the emergency departments; we need
to remember that the physical examination findings can dif-
fer according to the localization of the appendix. As observed
in this case, one can be faced with retrocecal appendicitis at-
tached to the liver capsule. Furthermore, it should be kept in
mind that retrocecal appendicitis can be complicated and an
abscess can occur in the abdomen.
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