Case study

A case of retroperitoneal fasciitis: complicated appendicular perforation

Abstract:A 23-year-old female presented to the emergency department of
Silchar medical College and Hospital on 05-04-2022 with history of severe pain
abdomen and vomiting for 3 days and passage of loose stool for 1 day with 3
months amenorrhea. On examination, tenderness, guarding elicited over right
lumbar region. Ultrasound examination showed debrigenous collection in the
RIF region and pouch of Douglas. Pain did not decrease even after
administration of analgesics. CECT Abdomen showed appendicular perforation
with  retroperitoneal fasciitis. Exploratory laparotomy done with
appendicectomy with abscess drainage. Post-operatively, patient had surgical
site infection which resolved. The patient was discharged after 4 weeks after
full recovery.

Introduction: Acute appendicitis is commonly encountered in daily practice,
and with timely intervention mortality and morbidity can be reduced.
However, atypical presentation of acute appendicitis can lead to delay in
diagnosis and treatment leading to increased mortality. Few of the
complications include appendicular lump formation leading to bowel
obstruction, appendicular perforation with diffuse peritonitis and even
retroperitoneal abscess. Retroperitoneal abscess is recognized as a life-
threatening condition because of its insidious clinical manifestations and
diagnostic difficulty. The retroperitoneal abscess has the potential to spread
rapidly to the perinephric space, via congenital anatomical communications to
the psoas muscle, the lateral abdominal wall, and the lower extremities. We,
hereby, report a case of retroperitoneal abscess following appendicular
perforation in a 23-year-old female.'

Case Report:A 23-year-old female presented to the emergency department of
Silchar Medical College and Hospital with complaints of severe pain abdomen



and vomiting for 3 days and passage of loose stool for 1 day. The patient also
had amenorrhoea for the past 3 months; pregnancy was ruled out by beta-hcg
test. The pain was out of proportion. On examination, the patient had
tachycardia, abdomen was found tender over the right lumbar region with
guarding. A provisional diagnosis of (?)ovarian torsion was made.

On admission , the patient was started on Injectable analgesics, IV antibiotics ,
IV fluid and kept nil per oral. Abdominal ultrasound revealed debrigenous
collection in the RIF region and minimal pouch of douglas fluid collection.
Blood investigations revealed total count- 13620 cells/ cu mm, Hb- 11.7 g/dl,
platelet count- 1.7 lakhs/ cu mm. Chest Xray including abdominal xray showed
normal study. CECT Abdomen showed appendicular perforation with
retroperitoneal fasciitis.

Fig 1: Blue Arrow shows air in the retroperitoneum



The patient was put up for OT and emergency exploratory laparotomy done.
Upon opening the peritoneum, moderate amount of pus aspirated out and
caecum, terminal ileum, mesentery found adhered at the right iliac fossa. Pus
source was located at the retroperitoneum around the peri-nephric area with
perforated tip of gangrenous appendix with presence of 3 fecoliths. Appendix
was removed and peritoneal and retroperitoneal toileting done. Drains placed
at the retroperitoneum, right and left lumbar region. Abdomen closed back in
layers. Pus sent for culture and sensitivity, and antibiotics modified as per
sensitivity report.




Fig 3: Posterior peritoneum inflamed and necrotic

Post-operatively, the patient suffered from surgical site infection and
dyseletrolytemia. Gradually, the condition of the patient improved and orally
allowed from 4™ post-operative day. Abdominal drain output gradually
decreased and removed on 6" post-operative day. The patient had wound
dehiscence and regular wound dressing done with EUSOL. Secondary wound
suturing done on postop day 19 and discharged on postop day 24. The patient
was reviewed for stitch removal after 10 days. On subsequent followup, the
patient was doing fine.
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Fig 4: Post-operative wound infection



Fig 5 : Healing after secohdar suring

Discussion:

The most common abdominal emergency worldwide is acute
appendicitis and its surgical treatment is effective with no adverse outcomes
ensuring full recovery. Retroperitoneal abscess is one of the most dreaded and
rare complication of acute appendicitis.” There is an atypical presentation to
this thereby leading to a delay in diagnosis. The abscesses can be located in
various anatomical spaces, forming perinephric, psoas, retroperitoneal, thigh,
and even abdominal wall abscesses.> The various positions and peritoneal
fixation of the normal appendix, the direction in which the diseased appendix
was pointing, and the route of spread of necrotic debris after the appendiceal
perforation are all likely to explain the formation of the various types of
abscess.

Retroperitoneal abscesses was earlier diagnosed based on physical
findings such as a positive psoas stretch test, or on indirect evidence of
inflammation or a mass effect revealed by conventional radiological studies,
including subcutaneous emphysema, a blurred psoas shadow, or external
compression of the ascending colon. A CT scan provides clear images of the
retroperitoneal musculature and allows the identification of specific lesions
whereas conventional radiological studies have relatively low diagnostic
sensitivity.4

After obtaining a diagnosis, a decision must be taken regarding operative
or non-operative management. Percutaneous drainage of the abscess has the
advantage of being less invasive than surgery.’But most patients are usually in



critical condition requiring prompt action by complete drainage of multiple
loculated abscesses, which are unlikely to be achieved by percutaneously.
Surgery is the mainstay of treatment for this group of patients and strong
antibiotics should be used against severe infections in these patients. Even
with proper management, a long hospital stay with slow recovery seems
inevitable, as all of the survivors were hospitalized for at least 2 weeks.

Conclusion:

Therefore, we conclude that the formation of complicated
retroperitoneal abscess involving the thigh, psoas muscle, perinephric space,
and even the lateral abdominal wall is well recognized as a serious
complication of perforated acute appendicitis. Perforated acute appendicitis
can manifest as complicated retroperitoneal abscess without remarkable
abdominal symptoms; thus, it is necessary to maintain a high index of
suspicion in a patient with symptoms of retroperitoneal infection. A CT scan
should be obtained to evaluate the possible origin and extent of the infection.
Surgical drainage of the abscess is more effective than percutaneous drainage.
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