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Stump appendicitis. A case report
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Background: We present a clinical case of a 53-year-old female patient with a
history of acute appendicitis in June 2022, which was managed surgically
with open appendectomy. 4 months after, on October, she was admitted at the

ER with abdominal pain of 12 hours of evolution, poorly localized, mostly in
the lower abdomen, colic type, constant, progressive, without presenting
accompanying symptoms such as fever, diarrhea or vomiting, only nausea.
On examination, signs of peritoneal irritation were found, with laboratories
showing leukocytosis and abdominal CT-Scan reporting images suggestive of
acute appendicitis, for this reasons, she was admitted to the operating room

Baja California, Mexico

and an exploratory laparotomy was performed. During this procedure, an

appendiceal stump of approximately 2 cm in length was found, with
hyperemia and fibrin membranes observed. Pouchet-type stump management
was performed, leaving less than 5 mm of remnant.

Keywords: Stump appendicitis.

OPEN

cute appendicitis is a frequent cause of
Aadmission to the emergency department in

hospitals, with appendectomy being one of the
most frequently performed surgical procedures
worldwide.

It is a pathology described for centuries, with
the first study published on this disease in 1544 by
Jean Fernel (1).

The risk of presenting appendicitis in the
course of life is 8.6% for men and 6.7% for women,
more frequently in the second and third decades of
life.

ACCESS

Appendectomy consists on removing the
appendix in question, and there are various methods of
managing the appendiceal stump, as well as approach
options such as open or laparoscopic surgery, the latter
being the most recently used in modern times. In
uncomplicated patients, a localized incision approach,
McBurney or Rocky Davis type, is usually preferred,
while if complicated appendicitis (necrotic and/or
perforated) is suspected or there are doubts in the
diagnosis, an exploratory laparotomy with a midline
infraumbilical incision is usually chosen.

Being a procedure as common as
appendectomy, it is not exempt from complications,
such as seroma formation, residual abscesses,
hemorrhage, intestinal obstruction, evisceration or
eventration (2).

Case report

A 53-year-old female patient is presented,
originally from Sonora, Mexico who currently resides

in the city of Mexicali. She has a personal history of
type 2 diabetes mellitus of two years of diagnosis,
under pharmacological management with insulin
glargine 10 IU every 24 hours, surgical history of tubal
ligation 20 years ago, acute appendicitis four months
prior to admission, surgically managed with open
appendectomy, with adequate post-surgical evolution
and being discharged due to improvement. For 4
months she remained asymptomatic.

Her current condition began 12 hours prior to
admission on October 2022, when she presented
abdominal pain with poor localization, referring
mostly to the lower abdomen, without irradiation,
refering similar symptoms from 4 months ago. She
denied fever, vomiting, bleeding or other symptoms.

Physical examination shows patient with algic
fascies, on arrival with vital signs blood pressure
121/67 mmHg, heart rate 85 bpm, respiratory rate 19
rpm, capillary blood glucose 185 mg/dL, Sat O2 98%
and temperature 36.5°C . Head and neck without
alterations, rhythmic heart sounds, no murmurs were
auscultated. Lungs with adequate entry and exit of air,
without added noises, globular abdomen at the
expense of adipose tissue, soft, depressible, decreased
peristalsis present, with pain on medium and deep
palpation in the lower abdomen, mostly in the right
iliac fossa, positive McBurney and Rovsing signs, no
visceromegalies and/or plastrons were palpable.

Laboratories: hemoglobin 13.3, hematocrit
39.3, leukocytes 12,000, neutrophils 86.9%, platelets
281,000, the rest with numbers within normal
parameters.

Abdominal-pelvic ultrasound was performed,
which reports a nonspecific inflammatory process with
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Figure 1. A. Abdominal and pelvic US: 5x5 cm plastron in right
lower quadrant. B. Inflammator changes in pericecal fat. C.
Hiperdense enlarged mass at cecum base with a 5 cm length.
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Figure 2. Stump appendix before Pouchet management.

a small 5x5 cm plastron in the right iliac fossa, with
mild focal fluid. A simple abdominal-pelvic
tomography was requested in which a 5 cm elongated
hypodense image was observed on the Cecum base
with inflammatory changes in peripheral fat (Figure
1), for which diagnostic and therapeutic surgical
exploration was decided. An exploratory laparotomy
was performed, with an infraumbilical midline
incision of approximately 15 ¢m in length, dissection
by planes was made until reaching the peritoneal
cavity, an appendiceal stump of 2 cm in length was
observed at the base of the cecum (Fig. 2), with
hyperemia, adhesions and fibrin membranes, as well
as minimal inflammatory fluid in the cavity. The 2 cm
stump was removed giving a Pouchet-type handling,
and the surgical piece was sent to Pathology for study.

During her post-operative stay, she presented
an adequate evolution, starting with oral diet based on
clear liquids 12 hours after the procedure, progressing
to normal diet without incident with expelling of
intestinal gases 4 hours after surgery. Physical
examination showed a soft, depressible abdomen, with
present peristalsis, no pain on palpation, no signs of
peritoneal irritation. Surgical wound with no signs of
infection o dehiscence. It was decided her discharge
due to improvement.

Discussion

Acute appendicitis is one of the most common
surgical diseases in our environment. The incidence in
Mexico, according to the Mexican Social Security
Institute, is 1 per 1000 people (3). The indication of its
surgical management with appendectomy depends
entirely on the surgeon, being a clinical diagnosis,
although it can be supported with laboratory and/or
imaging tests in case of diagnostic doubt.

Complications due to appendectomy are
frequent, existing both in open and laparoscopic
approaches. However, with technological advances in
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surgical management, as well as the existence of
intermediate and intensive care units, more specialized
management by anesthesiologists and antibiotics with
a broader spectrum within our reach, it is possible to
manage these complications with more beneficial
outcomes for the patient (4).

Recurrent appendicitis is a rare entity,
generally caused by inflammation of the remaining
appendiceal stump, with approximately 1 in 50,000
appendectomies being reported (5).

Stump appendicitis, previously known as
residual appendicitis, is a rare surgical entity that
presents as a complication of appendectomy (6, 10). It
was first described in 1945 and was defined as "re-
inflammation of residual tissue after appendectomy".
Its incidence is not known exactly due to the lack of
publications related to the appearance of the entity and
the non-reporting of existing cases, but it is believed to
be between 0.002 and 0.15% (7). The time of
appearance can vary from a few days to several years
after surgery. The prevalence in terms of sex gender is
usually mainly of appearance in men (67%) compared
to women (33%). The etiology is not very well known,
the intervention of various factors is postulated, such
as; residual appendicular stump greater than Smm,
laparoscopic procedure (due to lack of field of vision,
lack of three-dimensional perspective, although cases
of laparotomy approach have also been described),
misidentification of the appendicular base due to
excessive inflammation, inexperience of the surgeon
(ligation of the stump without invagination, leaving a
long stump for fear of causing damage to the cecum of
the colon, difficulty in dissection due to fecaliths,
retrocecal or subserosal appendix (8, 10). A stump
greater than Smm can serve as a new reservoir of
fecaliths, which would cause a new event of
obstruction, edema, ischemia and possibly perforation.
Its clinic is indistinguishable from appendicitis,
predominantly pain in the right iliac fossa (59%),
appearance in the mesogastrium radiating to the right
iliac fossa (14%), signs of peritoneal irritation
(including the rebound or Bloomberg sign) and
leukocytosis The diagnostic suspicion is based on the
clinical and the history of appendectomy (regardless of
the approach of the latter), there are studies that
indicate that imaging studies can be useful to identify
anatomical alterations in peri-caecal structures, among
them CT capable of identifying inflammatory changes
in pericecal fat or abscesses located adjacent to the
appendiceal stump, and US that can identify tubular
remnants from the cecum or free fluid for colic (6, 8).
The therapeutic approach of choice is surgical, it has
not been clarified that an open approach is superior to
a laparoscopic one or vice versa. Surgical resection of
the inflamed stump with or without intussusception is
recommended (6, 8, 9, 10).
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Conclusion

Recurrence in acute appendicitis after
appendectomy, whether by open or laparoscopic
approach, is an entity that presents difficulty to
diagnose due to previous surgical history. It is
generally due to a remnant of the appendiceal stump
that is longer than desired, and usually presents
complications such as necrosis and/or perforation of
the base, caused for the delayed diagnosis and surgical
treatment.

Laboratory and radiographic imaging studies
are usually required to reach the diagnosis, which is
still complicated and on occasion requires an
exploratory laparotomy to obtain it.

It is a diagnosis of certainty that is difficult to
take into account, since this disease is not usually
considered when the patient has a history of previous
appendectomy. It is rare, with few cases described in
the literature compared to other causal diseases of the
acute abdomen.

However, the surgeon must be aware of its
existence and consider it as a differential diagnosis due
to its high incidence of complications, in order to
reduce the morbidity and mortality of patients.
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