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cute appendicitis is the most common 
surgical emergency worldwide. It is 
estimated that the lifetime risk of developing 
it is 8.6% for men and 6.7% for women 

(2,3). Appendicitis of the stump, first described in 
1945 (4), is a rare and late complication of 
appendectomy, due to the inflammation that develops 
in the remaining part of the appendix after primary 
appendectomy. The main causes are the impossibility 
of properly identifying the base of the appendix and 
inadequate management of the appendicular stump, 
which should be less than 0.5 cm (5). Also, due to its 
more frequent use, the laparoscopic approach has been 
considered a risk factor because it causes a smaller 
visual field, a two-dimensional image and lack of 
tactile sensation, causing poor dissection of the 
appendix (2,6). The incidence is reported in 1 in 
50,000 cases of appendectomy (7). Although the 
clinical picture is similar to that of acute appendicitis, 
the history of previous appendectomy can cause delays 
in diagnosis and develop complications such as 
perforation and peritonitis. In this article we present 
the case of our patient, a 48-year-old male who came 
to the emergency room of the General Hospital 
Presidente Lázaro Cárdenas with a 4-day history of 
abdominal pain located in the RIF accompanied by 
fever. 
 
Case report 
 

A 48-year-old male patient, with no chronic-
degenerative history, with a surgical history of 
appendectomy 2 years ago. He presented to the 
emergency department with  
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

abdominal pain located in the RIF for 4 days, 
accompanied by diarrheal stools on two occasions, as 
well as a fever greater than 38 degrees Celsius. Before 
going to the emergency department, the patient was 
seen by another physician and treated with medical 
treatment of butylhyoscine and metoclopramide 
without improvement of symptoms. On physical 
examination, we found a distended abdomen with the 
presence of a McBurney incision scar. On 
auscultation, peristaltic sounds were abolished. During 
palpation, we found data of peritoneal irritation as well 
as pain at the McBurney point, positive appendicular 
signs of Psoas, Obturator, Blumberg and Rovsing. 
Paraclinical studies reported leukocytosis of 14.55 
cells/mm3 and neutrophils of 8.93 cells/mm3. Given 
the clinical picture, it was decided to perform 
abdominal tomography with water-soluble oral 
contrast, which showed inflammatory changes in the 
pericecal fat as well as an image suggestive of a 
plastron in the same region (Figure 1). Given the 
findings of the tomography and the clinical data of 
acute abdomen, the patient was taken to exploratory 
infraumbilical laparotomy. A swollen and 
erythematous appendiceal stump was identified 
(Figure 2), and the appendiceal remnant was managed 
with a Halsted-type technique. The surgical 
histopathology reported acute fibropurulent 
appendicitis with peritonitis associated with the 
plastron (Figure 3).  

 

Discussion 
 

Stump appendicitis is a poorly described but 
well-known entity that should be considered  
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Figure 1. Single-phase computed tomography image with oral 
contrast showing: both in axial and coronal sections, inflammatory 
changes in the pericecal fat indicated by white arrows (image A 
and B). 

 
 
among the differential diagnoses of abdominal pain in 
patients who have already undergone appendectomy to 
avoid delays and progression of the disease to more 
serious conditions. The clinical presentation is usually 
similar to that of the first intervention and may appear 
up to 50 years later (8). Early diagnosis requires a high 
index of clinical suspicion and the recommended 
imaging tests are ultrasound and tomography. To 
avoid stump appendicitis, complete visualization and 
dissection of the ceco-appendicular junction is 
recommended and an excessively long appendicular 
remnant more than 5 mm should be avoided in the 
primary surgery. The definitive management is to 
complete the appendectomy, either with an open or 
laparoscopic technique, there is no evidence that any 
method is in its favor (5), the appendicular base should 
be identified and the inflamed stump sectioned (8). 
 

 
Figure 2. Swollen and erythematous appendicular stump marked 
by a white arrow can be observed (image A). Sectioned 
appendicular stump (image B). 

 
 
Conclusion 

 

Stump appendicitis is a real entity that is not 
considered in patients who are evaluated for 
abdominal pain with characteristics similar to acute 
appendicitis who have a history of previous 
appendectomy. It can occur within the first year after 
surgery or many years later. It is recommended that, to 
avoid this complication, an adequate visualization of 
the appendicular base be performed, with any of the 
techniques, open or laparoscopic, an attempt should be 
made to leave an appendicular stump less than 0.5 cm. 
It is an entity that is difficult to diagnose, since in our 
clinical case, the patient was urgently admitted to the 
operating room due to the acute abdomen and the 
changes observed in the computed tomography. Our 
patient was hospitalized for 2 days and was followed 
up for a month after surgery without reporting 
complications. 
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Figure 3. Histopathological section image corresponding to the 
cecal appendix with acute inflammatory data. 
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