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Abstract
Acute appendicitis is the most common surgical emergency, and is also the most common cause of non-gynecological pelvic pain. Female patients presenting 
with abdominal pain in the presence of an underlying gynecological pathology such as ectopic pregnancy, threatened abortion, ovarian cyst, tubo-ovarian 
abscess or pelvic inflammatory disease can mimic acute appendicitis, potentially complicate the clinical picture and affect the diagnostic accuracy. Open or 
laparoscopic surgery is the mainstay of management for Complicated Appendicitis. Our patient was operated having signs and symptoms of pelvic peritonitis, 
with intraoperative finding of pelvic cavity blood with right ruptured ovarian simple cyst. She also had significant appendiceal abscess contained by omentum, 
terminal ilium, cecum and sigmoid colon with eaten up appendix in the abscess. This is a rare co-occurrence of appendiceal abscess with ruptured ovarian cyst, 
only one previous published case report of acute appendicitis with ruptured ovarian cyst.
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Introduction
Acute appendicitis is one of the most common general surgical 

emergencies worldwide, most often occurs between the ages of 10 
and 20 years. Classically, it is diagnosed with periumbilical colic like 
Pain. By virtue of peritoneal irritation, the pain begins to be localized 
and sharpens within 24 hours to the right lower quadrant associated 
with nausea, vomiting and loss of appetite. With Imaging abdominal 
and pelvic computed tomography screening or ultrasonography 
finding of appendix diameter greater than 6 mm thickened wall, 
lymphadenopathy, surrounding fluid accumulation and fat stranding 
[1-3].

The differential diagnosis includes Crohn disease, ruptured 
ovarian cyst, ovarian torsion, round ligament syndrome, 
salpingitis, mittelschmerz, ectopic pregnancy, tubo-ovarian abscess, 
endometriosis, pelvic inflammatory disease, gastroenteritis, right-
sided colitis, renal colic, kidney stones, testicular torsion, and other 
nondescript gastroenterological issues [4].

Female patients presenting with abdominal pain in the presence 
of an underlying gynaecological pathology can potentially complicate 

the clinical picture and affect the diagnostic accuracy [5].

Case Summary
A 26-year- old female presented to Tirunesh Beijing General 

Hospital emergency department with a compliant of abdominal pain 
of 7 days duration. The pain starts periumbilical and latter shifted 
to the whole lower abdomen. It is associated with vomiting of two 
episodes, fever, Anorexia and nausea. She had no failure to pass feces, 
flatus or abdominal distension. There was no urinary frequency, 
urgency, dysuria, vaginal bleeding or vaginal discharge. She is para 
one women, gave uneventful spontaneous vaginal delivery two years 
back. Her menstruation is regular and last normal menstrual period 
was a week back. She was treated with oral antibiotics at local health 
center for five days then referred to this Hospital when the disease 
condition showed no improvement.

On physical examination, she was acutely sick looking with 
pulse rate of 112 and Blood pressure of 115/65 mmHg and Axillary 
temperature of 37.8 degree centigrade. She had full abdomen with 
direct and rebound tenderness over whole lower abdomen with 
guarding and rigidity. There was some soft stool in the rectum and 
on per vaginal examination there was no cervical motion tenderness 
or blood on examining fingers. On investigation white blood cells of 
13,000 with Neutrophil count of 84% and platelet count of 332,000. 
Her urine B-HCG was negative. Abdominopelvic ultrasound report 
was 4.3 cm × 3.8 cm well defined anechoic thin-walled right adnexal 
cystic lesion. Appendix was dilated measuring 10mm and no 
compressible with minimal periappendiceal collection. The patient 
then was resuscitated until adequate urine output. Ceftriaxone 1 
gm IV bid and metronidazole 500 mg IV TID started. With her 
informed written consent, she was taken to the operating theater 
with preoperative impression of pelvic peritonitis secondary to 
perforated appendicitis rule out ovarian cyst rupture. The abdomen 
was cleaned with povidone-iodine and draped, then the peritoneal 
cavity was entered through an infraumbilical midline incision. 
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The intraoperative finding was 50cc blood in the pelvic cavity with 
ruptured right ovarian cyst but no active bleeding (Figure 1). There 
was also 5 cm × 6 cm inflammatory mass in the right lower quadrant 
extending to the midline of lower abdomen formed by cecum, 
terminal ilium, sigmoid colon, omentum and small bowel mesentery. 
Upon Gentle blunt dissection there was 75 cc thick offensive puss 
contained in the inflammatory mass and appendix was eaten up in 
the abscess (Figure 2).

The pelvic cavity blood sucked out, the abscess drained and 
purse string suture applied on the cecum circumferentially burying 
eaten up appendicular base. The rupture simple right ovarian cyst 
cystectomy done. Abdomen lavaged with Warm Normal saline. Drain 
left at right lower quadrant abscess cavity. The abdomen was closed in 
layers. The patient was extubated on the table and transferred to the 
postanesthesia care unit with stable vital signs.

On first postoperative (pod) day the drain output was 20 ml 
serosanguinous and patient with normal vital sign. She started sips. 
On the second pod the drain removed since the output was 10 ml 
serosanguinous over 24 hr. Patient was taking IV antibiotics in the 
hospital then discharged on the 7th pod with improvement. She was 
having postoperative follow up at surgical referral clinic for 3 months. 
She had improved in her general condition and was already started to 
routine house hold and job activity.

Discussion
General surgeons are often asked to evaluate acute abdominal pain. 

The differential diagnosis of abdominal pain is broad, and includes 
disorders of the urogenital, gynecologic, vascular and gastrointestinal 
system. Abdominal pain may be caused by infectious, inflammatory, 

anatomic, or neoplastic processes. Acute appendicitis is the most 
common surgical emergency, and is also the most common cause of 
non-gynecological pelvic pain. Many gynecologic conditions such as 
ectopic pregnancy, threatened abortion, ovarian cyst or tubo-ovarian 
abscess or pelvic inflammatory disease can mimic acute appendicitis, 
making the diagnosis unclear [6-8].

Complicated appendicitis is defined as the presence of gangrene, 
appendiceal perforation, serious periappendicular inflammation, 
peritonitis, mass formation, intraabdominal or pelvic abscess [9-11]. 
Some of the factors associated with the presentation of complicated 
appendicitis are extremes of age, Appendicoliths and late presentation 
[12-14]. In our case her late presentation (7 days) from symptom onset 
to our hospital is one risk factor for the complicated appendicitis, 
but the concomitant presence of ruptured ovarian cyst forces us to 
consider multiple differential diagnoses.

Cases of complicated appendicitis, which include perforated 
appendicitis and gangrenous appendicitis, may progress to acute 
peritonitis, a condition that necessitates emergency surgery 
regardless of the time of development. Current evidence shows 
that surgical treatment of patients presenting with appendiceal 
phlegmon or abscess is preferable to accompanied with antibiotic 
oriented treatment in the reduction of the length of hospital stay 
and need for readmissions. Nowadays, laparoscopic appendectomy 
has surpassed open appendectomy in treatment of appendicitis 
[15,16]. Our patient was septic with leukocytosis, tachycardia and 
with signs of pelvic peritonitis having appendiceal abscess which 
needs emergency surgery. Open surgery was done due to lack of 
laparoscopic service in the setup. Most ruptured ovarian cysts (80.8%) 
can be managed conservatively, and 19.2% of the patients require a 
surgical intervention [17]. However our case was complicated with 
concomitant complicated appendicitis which mandates surgical 
intervention.

Conclusion
The simultaneous occurrence of appendiceal abscess with ruptured 

ovarian cyst is rare, we found only one previous case report of acute 
appendicitis with ruptured ovarian cyst [18]. The pathophysiological 
mechanism(s) behind this co-occurrence needs further studies. The 
co-occurrence makes diagnosis and decision making for operation 
challenging and delayed especially in resource limited setting, where 
imaging diagnostics of choice like CT scan are unavailable. In such 
a dilemma appropriate patient history, physical exam and clinical 
decision are paramount and lifesaving.

Figure 1: Shows intraoperative finding of right ruptured ovarian cyst.

Figure 2: Shows intraoperative findings of abscess from ruptured appendicitis.
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