
Appendicitis is a common cause of acute abdomen, with an expected lifetime occurrence of 7% and a mortality rate of less than 1% 
if the appendix is not perforated [1]. Despite recent technological advances, appendicitis continues to be diagnosed clinically, How-
ever, acute appendicitis may occasionally become extraordinarily complicated and life threatening. We report a case of complicated 
retroperitoneal appendicitis with extensive retroperitoneal inflammatory process, complicated with bilateral empyema, pneumome-
diastinum, retroperitoneal multilocular abscess with gas forming organism, extensive retroperitoneal necrosis extending up to the 
subdiaphragmatic space and down to the pelvis, and including the falciform ligament. 
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Abstract

Acute Appendicitis is the most common cause of acute abdomen 
and of course, a common disease in surgical practice. [2] It forms 
10% of all emergency abdominal operations. Acute appendicitis 
is usually diagnosed and managed easily with a low mortality and 
morbidity rate. However, acute appendicitis may occasionally be-
come extraordinarily complicated and life threatening. Simple ap-
pendicitis can progress to perforation, which is associated with a 
much higher morbidity and mortality, and surgeons have therefore 
been inclined to operate when the diagnosis is probable rather 
than wait until it is certain. [3]

Accurate diagnosis is often hindered due to various presentations 
that differ from the typical signs of appendicitis, especially the po-
sition of the appendix. A delay in diagnosis or treatment may result 
in increased risks of complications, such as perforation, which is 
associated with increased morbidity and mortality rates. [4]

We herein report a case of 55-year-old woman presenting with 
complicated an appendiceal abscess. Necrosis of retroperitoneal fat 
and huge retroperitoneal abscess with gas forming organism, in-
fection extends up to including right side of retroperitoneal space, 
perinephric fat, falciform ligament, and extends to the chest with 
bilateral empyema more than right side, mediastinitis and pneumo-
mediastinum caused by perforated retroperitoneal appendicitis, 
which is extremely rare. 

Female patient 55 years from Somaliland with diffuse abdominal 
pain for 3 weeks referred to back associated with vomiting, fever 
,shortness of breathing, but she was open bowel, she had no sig-
nificant past medical history, on examination, diffuse abdominal 
tenderness and guarding specially on the right side of the abdomen, 
laboratory evaluation revealed elevated white blood cell count 36.55 
X 10³/uL, ESR 1Hr 70, 2ed Hr 130, total serum bilirubin 4.6 mg/dl, 
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After adequate resuscitation , open abdominal exploration was 
done through midline exploratory incision with drainage of about 
2000 ml of pus after opening of the retroperitoneal space, and de-
bridement f necrotic retroperitoneal necrotic tissue appendix was 
fragmented ,with open wide friable base of the appendix with fe-
culent material coming through the opening , appendectomy was 
done with seromuscular sutures, the condition is not suitable to 
do right hemicolectomy, especially in presence of abdominal con-
tamination, peritonitis , high incidence of development of intesti-
nal fistula, also the general condition of the patient, and we do not 
have the facility to start parenteral nutrition, so the decision was 
to do ileostomy, with large drains was inserted, right subphrenic, 
subhepatic, and pelvic.

elevated C reactive protein direct bilirubin .5 mg/dl, a computed to-
mography CT scan of the abdomen and pelvis revealed multilocular 
retroperitoneal with gas containing abscess, extending from right 
subhepatic space to the pelvis, including the right perinephric fat, 
pneumomediastinum, (figure 1,2,3,4), appendicolith (figure5), with 
bilateral empyema, more on the right side (figure 6), and pneumo-
mediastinum (figure 7). 

Figure 1-4: Selected axial views of the abdominal computed 
tomography scan showing pneumoperitoneum, retroperitoneal 
inflammation extending to right perinephric fat, extension of the 

abscess cavity to right lumber region, and to the pelvis.

Figure 5: Selected axial views of the abdominal computed 
tomography scan green arrow showing appendicolith.

Figure 6: Selected axial views of the abdominal computed 
tomography scan black arrow showing right pyothorax.

Figure 7: Selected axial views of the abdominal computed to-
mography scan showing black arrow pneumomediastinum.

Bilateral chest tubes were inserted.
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Patient was fully recovered and discharged after 3 weeks, sub-
phrenic and pelvic drains was removed within the first week, sub-
hepatic drain in the abscess bed, was removed after 3 weeks.

The most cases of acute appendicitis diagnosed and treated 
straightforward with low morbidity and mortality, in some cases 
acute appendicitis may present with atypical symptoms, delayed 
diagnosis and life-threatening complication, specially in compli-
cated retroperitoneal perforated appendicitis, diagnosis of these 
cases is difficult. 

Many clinical evaluations, such as the Alvarado score, and further 
imaging examinations, such as ultrasonography, computed tomog-
raphy (CT), and magnetic resonance imaging, are used to increase 
the diagnostic accuracy diagnosis of retroperitoneal abscess is of-
ten delayed or missed as onset of symptoms typically slow with 
limited localizing signs. The duration of symptoms prior diagno-
sis typically weeks to months and most common symptom such 
as pain, frequently at lower abdomen and flank. Therefore, careful 
history taking and high index of suspicion required for diagnosis. 
[10]

Patient start oral feeding in the third post-operative day after the 
ileostomy started to be functioning. Lt Chest tube was removed af-
ter 3 days, the right chest tube was removed after 10 days, after 
complete inflation of both lungs. Closure of the ileostomy was done 
after 7 weeks.

Acute appendicitis is well known to have widely varied presenta-
tion some more common and some rather rare. Occasionally some 
very serious and life-threatening complications may occur in ap-
pendicitis. One of the common anatomic variations in the position 
of the appendix is its retrocecal position. While in such a position 
it lay facing the retroperitoneum and the underlying psoas sheath. 
A perforation with or without gangrene is one of the dreaded com-
plications of appendicitis. A retroperitoneal rupture of an inflamed 
appendix may not present with classical abdominal symptoms. 
Such a rupture would classically lead to lower backache or pain at 
hip flexion due to inflammation of the psoas muscle. [5]

The retroperitoneal rupture of the appendix usually results in a de-
layed diagnosis. Delay in therapy may lead to an increased incidence 
of complications as well as mortality [5]. Retroperitoneal rupture 
may present as an appendicular abscess, retroperitoneal abscess, 
perinephric abscess, or thigh abscess. Some fulminant forms have 
even presented with abdominal wall sepsis and thigh emphysema. 
[6] Retroperitoneal abscess is still recognized as a life-threatening 
condition even today because of its insidious clinical manifesta-
tions and diagnostic difficulties via congenital communication, the 
retroperitoneal abscess has the potential to spread rapidly to the 
perinephric space, the psoas muscle, the lateral abdominal wall, 
and the lower extremities. [7]

An empyema is the of the accumulation of fluid in the pleural space, 
most frequently it occurs due to infection spread by contiguity of 
intrathoracic disease (pneumonia, mediastinitis, etc.). The second-
ary infection due to intraabdominal pathology is less common. In 
the absence of lung disease or other intrathoracic focus, intraab-
dominal origin should be considered. [8].

There was a reported case of complicated retroperitoneal appen-
dicitis with retroperitoneal abscess, empyema, and forneirs gan-
grene. [9]

Commuted tomography is the investigation of choice in diagnosis 
of complicated retroperitoneal appendicitis.

Discussion

Conclusion
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