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Chronic stump appendicitis as a
cause of chronic abdominal pain™

Apendicitis crénica del mufién apendicular
como causa de dolor abdominal crénico

Introduction

Claudius Amyand performed the first appendectomy in
1736." In 1889, McBurney advocated early appendectomy
as the treatment of choice for acute appendicitis. In 1982,
Kurt Semm performed the first laparoscopic appendectomy,
which is now the treatment of choice at most centres.?
Acute stump appendicitis is a rare and anecdotal complica-
tion with few reported cases in the literature and no cases of
chronic appendicitis. We present the case of chronic stump
appendicitis as a cause of chronic abdominal pain.

Case report

A 29-year-old woman with laparoscopic appendectomy two
years prior, who attended due to a nine-month history of
abdominal pain in the right iliac fossa. This manifested with
exacerbations that abated with analgesics, which is why she
was assessed on an outpatient basis.

The patient’s blood tests revealed 14,000/ pl total leuko-
cytes (85% neutrophils and 18% lymphocytes), and the
abdominal ultrasound showed thickening and ileocaecal
inflammation.

In light of suspected inflammatory bowel disease (IBD),
it was decided to perform a full-body MRI, which revealed
thickening of the terminal ileum and caecum, as well as a
small adjacent accumulation. The CT scan showed thicken-
ing of the walls, as well as the accumulation described in
the full-body MRI. The patient had to be admitted to hospi-
tal due to increased pain during the course of the study. A
colonoscopy and terminal ileoscopy were performed, which
identified a fibrinous ulcer of the fundus of the caecum.
A biopsy revealed a histology of nonspecific inflammatory
changes. Since the rest of the examination was normal, no
further biopsies were performed.

Given the patient’s chronic pain, with exacerbations
becoming more and more intercurrent, and having ruled
out IBD, an exploratory laparoscopy was performed. This
revealed an inflammatory mass in the right iliac fossa
formed by the omentum, caecum and terminal ileum, and an
inflamed appendicular stump, which was resected (Fig. 1).

The patient progressed favourably, with complete abate-
ment of pain. She was discharged after 48 h.

The patient remains asymptomatic after 12 months of
follow-up.

The histological study of the surgical specimen identified
an appendicular stump with fibrosis and follicular lymphoid
hyperplasia, with periappendicular tissue characterised by
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Figure 1  Laparoscopically resected appendicular stump.
fibrosis with focal mononuclear inflammatory infiltrate. Cae-
cum with hyperplasia of the submucosal lymphoid follicles
and focal mononuclear inflammatory infiltrate. All of the
above were related to chronic appendicitis.

Discussion

Appendectomy is one of the most routine surgical proce-
dures. The risk of developing acute appendicitis in the
general population is 8.6% for men and 6.7% for women.> As
with any surgery, complications cannot be ruled out. These
may be categorised as early-onset: bleeding, wound infec-
tion or intra-abdominal abscess; or late-onset, which are
less common: abdominal wall hernias, bowel obstructions
and stump appendicitis.

The first two cases of acute stump appendicitis were pub-
lished by Rose in 1945 and, since then, only 60 cases have
been reported?, none of which have been chronic. It is there-
fore a rare and uncommon complication, with an incidence
of one in every 50,000 appendectomies.’ A case series has
been published which found that perforated appendicitis
had been observed during appendectomy in 60% of cases.?*

The onset of symptoms varies from two months to 52
years after the surgery.® They are typically similar to acute
appendicitis: pain in the right iliac fossa, nausea and fever.
The physical examination also tends to be clear: a positive
Blumberg sign and signs of infection in laboratory tests.?
The challenge lies with subacute cases with hidden symp-
toms and dull pain in the right iliac fossa in young patients,
and radiological findings indicating inflammation, which rule
out the IBD typically seen in young patients.

An ultrasound or CT scan may confirm the diagnosis when
there are suggestive clinical data, ruling out other causes of
acute abdomen that may give rise to similar symptoms. How-
ever, confusion with other enteropathies may ensue when
symptoms are not particularly striking in subacute cases.

Conclusion

Both chronic and acute abdominal pain in the right iliac
fossa in a patient with a history of appendectomy should
lead us to suspect stump appendicitis, regardless of whether
or not manifestations are acute or chronic. In the event of
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inconclusive radiological findings, exploratory laparoscopy
should be considered as a definitive diagnostic test which
also allows surgical treatment to be performed in the same
intervention. This consists of resecting the remaining appen-
dicular stump.’

Funding

The authors did not receive any grants to conduct this study.

References

1. Humes DJ, Simpson J. Acute appendicitis: clinical review.
BMJ. 2006;333:530-4, http://dx.doi.org/10.1136/bmj.38940.
664363.AE.

2. Essenmacher A, Nash E, Walker S, Pitcher G, Buresh C, Sato T.
Stump appendicitis. Clin Pract Cases Emerg Med. 2018;2:211-4,
http://dx.doi.org/10.5811/cpcem.2018.3.37730.

3. Gonzalez-Chavez MA, Diaz-Giron-Gidi A, Gonzalez-Hermosillo-
Cornejo D, Vélez-Pérez FM, Villegas-Tovar E, Faes-Petersen R,
et al. Apendicitis del munén apendicular. La apendicitis del apen-
dicectomizado. Rev Invest Med Sur Mex. 2015;22:150-2.

4. Roberts KE, Starker LF, Duffy AJ, Bell RL, Bokhari J.
Stump appendicitis: a surgeon’s dilemma. JSLS. 2011;15:373-8,
http://dx.doi.org/10.4293/108680811X13125733356954.

5. Roson Rodriguez PJ, Victéria Toscano Castilla E, Cotta
Rebollo J, Lozano Lanagran M, Lopez Vega MC. Apendicitis
del muAdn apendicular: a propdsito de un caso. Gastroen-
terol Hepatol. 2011;34:722-3, http://dx.doi.org/10.1016/j.
gastrohep.2011.08.001.

Ivan Carmelo Soto-Darias*, Angel Garcia-Romera,
Sergio Gonzalez-Hernandez, Nieves Lorenzo-Rocha,
Angel Carrillo-Pallares

Servicio de Cirugia General y del Aparato Digestivo,
Hospital Universitario de Canarias, Santa Cruz de Tenerife,
Tenerife, Spain

*Corresponding author.
E-mail address: ivansd89@hotmail.com (l.C. Soto-Darias).

2444-3824/
© 2019 Elsevier Espana, S.L.U. All rights reserved.

Endoscopic band ligation - A valid L)
option in colonic diverticular
bleeding

Ligadura con bandas elasticas - una opciéon
valida en el sangrado diverticular

Clinical case

Diverticular bleeding (DB) is a common cause for lower
gastrointestinal bleeding. Its incidence is increasing due
to the aging of population, as colonic diverticula are
more frequent in the elderly." The pathogenesis of DB is
related to proliferation and weakening of the associated
vas rectum of the diverticula conditioned by colonic luminal
factors.! Hypertension, arteriosclerotic disease and regular
use of nonsteroidal anti-inflammatory drugs are associated
with higher risk of DB." In the majority of the patients
DB stops spontaneously and the bleeding diverticulum is
not identified in colonoscopy. However, in about 10-20%
of the cases, bleeding reoccurs.? This can be a serious
condition, particularly in old patients with comorbidities.
Proposed therapeutic options for DB encompass endoscopic
hemostasis, embolization and surgery. Endoscopic hemo-
static methods may include clipping and endoscopic band
ligation (EBL). In a series of 100 patients, EBL was supe-
rior to endoscopic clipping (EC) in the treatment of colonic
DB.3 We present a case of major colonic DB controlled with
EBL.

A 69-year-old male patient with coronary disease under
clopidogrel, was admitted to our emergency room with
bright red blood hematochezia and syncope. On admission,
he was pale, hypotensive and tachycardic. Abdominal
examination was unremarkable and nasogastric aspirate

was bilious, without blood. Laboratory revealed acute nor-
mocytic anemia of 6.1g/dl (previous value 13g/dl) and no
elevated markers of acute ischemic heart disease. He was
stabilized with fluids and blood transfusion, and an urgent
upper endoscopy was performed, showing no alterations,
namely blood or the cause of bleeding. Bowel preparation
was started and a total colonoscopy was performed, within
the first 24h after admission; it showed no blood and
multiple non bleeding left side colonic diverticula. In the
next 24h, the patient presented again with hemodynamic
instability and was admitted to our ICU. He was submitted
to a second colonoscopy (after fast intestinal preparation)
which showed fresh blood along the left colon and colonic
diverticula. It was possible to identify the bleeding diver-
ticula, with pulsatile hemorrhage in the sigmoid colon
(Fig. 1a). Adrenaline (dilution 1:1000) was injected around
the bleeding diverticula, conditioning mucosal elevation
in the diverticular area (Fig. 1b); the bleeding was tem-
porarily controlled. After that, endoscopic tattooing was
performed to allow identification of the bleeding diverticula
(Fig. 1c). Upper variceal band ligation kit was prepared and
a conventional gastroscope was introduced; the marked
diverticula was easily identified and a rubber ligation
band was placed, surrounding and everting the diverticula
(Fig. 1d). No active bleeding was seen by the end of the
procedure. In the next 2 days, the patient remained stable,
without blood loss despite reintroduction of clopidogrel. He
was discharged 5 days after the admission, asymptomatic.
One year after hospitalization, the patient remains asymp-
tomatic and no rebleeding events or complication have
occurred.

DB is mostly intermittent and resolves spontaneously;
endoscopic diagnosis is usually presumptive, as the bleed-
ing diverticula is not usually identified.? Early colonoscopy
(within 18h after the final hematochezia) was proved
to significantly increase the detection rate of identifi-
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