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ABSTRACT

With an occurrence of 7%, appendicitis is one of the most common abdominal emergencies requiring surgery. Since the
variation in positions and length of the appendix may produce varying symptoms and signs which mimic other diseases,
having knowledge of the variations in the position of the appendix is of significant importance.

Here, we present a 77-year-old man with acute appendicitis presenting with lower abdominal pain, fever, chills, and dys-
uria. Physical examination revealed tenderness and rebound tenderness in the left lower quadrant more pronounced in the
right lower quadrant with leukocytosis on blood tests. Both ultrasonography and abdominopelvic computed tomography
scan demonstrated a severe inflammation at paracecal mesenteric fat with extension to para sigmoid portion which was in
favor of diverticulitis rather than appendicitis. A 2-week treatment with intravenous antibiotic regimen was initiated for
the patient and from the second day of antibiotic therapy, the patient’s fever and abdominal pain improved. A second CT-
scan performed three weeks after completion of a 14-day course of antibiotics, revealed a dilated long appendix (diameter:
12mm, length: 10 cm) with extension of its tip to the medial wall of sigmoid. Physicians should consider appendicitis
when evaluating an acute abdomen to prevent any delay in diagnosis of atypical presentations and decrease the mortality

Case Report

and morbidity related to the complications.
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INTRODUCTION

The appendix is a vermiform and tubular section of
the alimentary tract located at the ileocaecal junction.
In terms of position, the appendix is the most variable
organ in the abdomen with the retro-cecal and retro-
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colic locations being the most common positions (1-5).
With a lifetime occurrence of 7%, appendicitis is one
of the most common abdominal emergencies requiring
surgery(6,7).

While abdominal pain and anorexia are the prominent
symptoms of appendicitis, the variable positions of
the appendix are capable of influencing the clinical
presentation. The variable positions may produce
inconstant symptoms and signs which mimic other
diseases. On rare occasions, acute appendicitis may
present as left iliac fossa pain resembling diverticulitis.
Furthermore, the length of the appendix is also an
important factor affecting differential diagnosis (2,8-10).

Considering the fact that even with high prevalence
of appendicitis, its diagnosis is still a challenge and any

72

Govaresh/ Vol.21/ No.1/ Spring 2016




Ajdarkosh et.al

Table 1: Paraclinical data on admission

Complete blood count Urine analysis (U/A) Stool exam (S/E)

White blood cell (per mm3) 10,000 Proteins - Occult blood(OB) -
Polymorphonuclear (%) 80 Blood - White blood cel(WBC) -
Lymphocyte (%) 15 WBC/HPF* 0-1 Red blood cell(RBC) -
Hemoglobin (g/dl) 15 RBC/ HPF 0-1

Platelet (per mL) 115,000 Cast/HPF none

C-reactive protein(mg/l) 110

Erythrocyte sedimentation rate (mm/h) 60

*: high power field

delay in diagnosis increases the risk of complications
including abscess formation and perforation and
mortality rate(11). Thus, having knowledge of
the variations in the position of the appendix is of
significant importance(6).

We introduce a case of acute appendicitis presenting
with both left lower quadrant and right lower quadrant
pain more pronounced in the right lower quadrant that
was clinically misdiagnosed as diverticulitis.

CASE REPORT

A 77-year-old white man, referred to the emergency
department with a one-day history of constant lower
abdominal pain in either left lower quadrant or right
lower quadrant more pronounced in the right lower
quadrant. The patient also complained of subjective
fever, chills, and dysuria.

The patient’s medical history was significant for
ischemic heart disease for which he had a percutaneous
coronary intervention four years ago. Furthermore, he
had undergone an angiography and stent placement
two weeks prior to his current presentation due to
emergence of new cardiovascular symptoms including
vertigo. Meanwhile, he was receiving appropriate
medications including Losartan, Atorvastatin, Aspirin,
and Plavix. Physical examination revealed tenderness
and rebound tenderness over lower quadrants of the
abdomen (left and right) which were more pronounced
on the right side.

Blood tests showed leukocytosis with bandemia
along with elevated erythrocyte sedimentation rate
(ESR) and C-reactive protein (CRP) levels (tablel).
Moreover, abdominal ultrasonography showed
inflammation around both the appendix and the sigmoid
bowel. An abdominopelvic computed tomography
scan (CT-scan) with contrast was performed which

demonstrated a severe inflammation at paracecal
mesenteric fat with extension to parasigmoid portion
(figurel) which was in favor of diverticulitis rather
than appendicitis. Given the presence of inflammation
around both appendix and sigmoid, it was not possible
to differentiate between diverticulitis and appendicitis.
Likewise, considering the patient’s medical history he
was not a suitable candidate for surgical interventions
based on cardiovascular consultation.

In the meantime, he developed high grade fever
(oraltemperature=39°C)followedbyanorexia,nausea,
vomiting. Thus, a 2-week treatment with intravenous
antibiotic regimen containing Ciprofloxacin (200mg,
every 12 hours) and Metronidazole (500 mg, every 8
hours) was initiated for the patient.

From the second day of antibiotic therapy, the
patient’s fever and abdominal pain improved while he
was still anorexic. On the second week of therapy, the
patient did well and his anorexia also improved and
he was discharged in good condition and was advised
to have a CT-scan 3 weeks later. Three weeks after
completion of a 14-day course of antibiotics, a second
CT-scan was performed which revealed a dilated
long appendix (diameter: 12mm, length: 10 cm) with
extension of its tip to the medial wall of sigmoid.

DISCUSSION

One of the commonly faced surgical emergencies is
acute appendicitis with a reported annual rate of 9.38
per 10,000 in 2008(12,13). The condition is diagnosed
in many cases by means of physical examination and
laboratory tests. However, as the variations in size and
position of the appendix related to the cecum influences
the clinical picture of acute appendicitis; the classic
presentation including a48-hour periumbilical pain with
localization to the right lower quadrant accompanied
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Fig. 1: Abdominopelvic computed tomography scan with contrast demonstrating a severe inflammation

at paracecal mesenteric fat with extension to para sigmoid portion

by anorexia, nausea, and neutrophilic leukocytosis is
only present in half of the patients(12,14,15).

Since variable positions of the appendix may
mislead physicians and delay the diagnosis leading
to devastating complications, diverse studies have
evaluated the variations in anatomical positions,
lengths, and morphology of the appendix. In a study
performed by Ghorbani et al on 200 dead bodies in
Zanjan province, Iran, the pelvic position was the
most frequently detected location and the mean length
was reported to be 91.2 mm and 80.3 mm in men and
women, respectively(16).

In another study conducted on 100 Indian patients
during appendectomy, a superomedial location
was found to be the most prevalent location for the
appendix(17). Likewise, a post-mortem study of 100
bodies in Bangladesh demonstrated that the pelvic
position of the appendix was the most common
position in all age groups(18). Moreover, a study
conducted by Sudagar et al on 50 cadavers revealed
that the retrocecal position was the commonest
position(19).

Our case presented with constant lower abdominal
pain in both left lower quadrant and right lower quadrant
more pronounced in the right lower quadrant, which
was in favor of diverticulitis rather than appendicitis.
There are cases presented as cecal diverticulitis with the
same signs and symptoms as acute appendicitis that can
be misdiagnosed(20,21).Nevertheless, misdiagnosis of
appendicitis with diverticulitis is a rare presentation
of appendicitis. Meanwhile an early diagnosis is the
most important factor influencing the prognosis of
acute appendicitis thus it is crucial to diagnose atypical
presentations to prevent missing acute cases and avoid

possible complications(13,15, 22). In recent decades,
because of its high accuracy ranging from 93-99%, CT
has become the optimal diagnostic modality in patients
with suspected appendicitis specially the ones with
atypical presentation including presentation with left
lower quadrant pain(12, 23-26).

This case report highlights the importance of
atypical appendicitis when evaluating an acute
abdomen in order to prevent any delay in diagnosis of
atypical presentations and decrease the mortality and
morbidity.
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