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Abstract 
Introduction: Appendicular abscess is a progressive complication of acute 
appendicitis in which the spread of infection is contained by the greater 
omentum and the slender loops resulting in the formation of a true septate 
abscess of the large peritoneal cavity. Materials and Methods: This was a re-
trospective study from January 2010 to December 2019 carried out at the Bo-
car Sidi Sall University Hospital in Kati (CHU BSS in Kati) in general sur-
gery. It concerned all patients operated on for appendicular abscess in the 
department. Results: 75 cases of appendicular abscess were collected, which 
represented 5.76% of surgical emergencies and 25% of acute appendicitis. 
The average age of the patients was 29 years. The male sex represented 67% of 
our patients with a sex ratio of 2. The average consultation time was 5 days. 
Abdominal pain was noted in all patients. It was localized in the right iliac 
fossa in 80% (n = 60) and diffuse in 2.7% of cases (n = 2). It was accompanied 
by nausea and vomiting in 93% of cases (n = 70), urinary disorders in 20% (n 
= 15), fever in 94% (n = 71), cessation of materials and gas in 1.33% (n = 1). 
Abdominal ultrasound was performed in 86% (n = 65). It made it possible to 
suggest a peri-appendicular effusion. Biological examination revealed a neu-
trophilic hyperleukocytosis greater than 20,000/mm3 in 47 patients, or 63%. All 
the patients were operated on by laparotomy (Marc Burney or midline subum-
bilical) under general anesthesia. The length of hospitalization was 6 days. We 
have not recorded any deaths. Morbidity was 8% (n = 6) represented by pariet-
al suppuration. The postoperative course was straightforward in 92% of cases 
(n = 69). Conclusion: Appendicular abscess is a frequent medico-surgical 
emergency, the prognosis of which depends greatly on early diagnosis and 
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adequate and immediate management. 
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1. Introduction 

Appendicular abscess is a progressive complication of appendicular perforation, 
in which the spread of infection is contained by the greater omentum and the 
slender loops, resulting in the formation of a true septate abscess of the large pe-
ritoneal cavity [1]. It constitutes a medico-surgical emergency and accounts for 
10% of acute appendicitis in adults in Africa [2]. The diagnosis is purely clinical, 
but if in doubt ultrasound is the first line examination. This ultrasound has a 
sensitivity of 80% for diagnosis, and can provide additional information on the 
topography in case of doubtful diagnosis [2]. This is an exam that is often oper-
ator-dependent and difficult when there is too much intestinal gas. 

Any appendicular abscess diagnosed must be operated on as soon as possible 
in order to remove the infectious focus and thus prevent its spread into the large 
peritoneal cavity. The risk of contamination of the peritoneal cavity in the form 
of a three-stage peritonitis and digestive fistulas after attempts at appendecto-
mies have made the practice of extra-peritoneal drainage if possible and a de-
layed appendectomy accepted as therapeutic [3]. Others are for appendectomy 
and drainage at the same time of operation [4]. Emergency drainage can be done 
by interventional radiology or by laparotomy associated with appropriate anti-
biotic therapy [5]. We did not have data concerning the management of this pa-
thology in our department, which motivated us to initiate this work with the ob-
jectives of determining the frequency of appendicular abscesses, to describe the 
diagnostic and therapeutic aspects and to analyze postoperative treatment. 

2. Material and Methods 

This was a retrospective study from January 2010 to December 2019 carried out 
at the CHU Bocar Sidi Sall in Kati in general surgery. It concerned all patients 
operated on for appendicular abscess in the department. Generalized appendi-
cular peritonitis and acute appendicitis were not included in this study. We did 
an exhaustive recruitment of all patients operated on for appendicular abscess 
who met the inclusion criteria. Our work support was based on the medical files 
of the patients, all the registers of outpatient consultations, operative reports and 
hospitalization. The parameters studied were socio-demographic data, clinical 
and paraclinical, therapeutic data and the course of the pathology. The patho-
logical data were also reviewed. Data analysis was performed using Excel and Epi 
info 6.0 fr software. The statistical test used was Chi2 with a significance level p < 
0.05. 
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3. Results 

During this study period 1300 patients were operated on urgently, including 300 
cases of acute appendicitis, including 75 cases of appendicular abscess, i.e. 5.77% 
of surgical emergencies and 25% of acute appendicitis. The mean age of the pa-
tients was 29 ± 14.04 years with extremes of 15 and 70 years. Figure 1 shows the 
different age groups. The male sex represented 67% of our patients versus 33% 
of the female sex and the sex ratio was 2. The mean consultation time was 5 ± 3.1 
days (range: 2 and 60 days). Abdominal pain was noted in all patients with a 
sudden onset in 45.95% and progressive in 54.05%. It was localized in the right 
iliac fossa in 80% (n = 60) and diffuse in 2.7% (n = 2). It was accompanied by 
nausea and vomiting in 93% (n = 70), urinary disorders in 20% of cases (n = 15), 
fever in 94% of cases (n = 71), stopping of materials and gas in 1.33% of cases (n 
= 1). Table 1 summarizes the functional signs. On physical examination there 
was a localized contracture in the right iliac fossa in 90% of cases. The physical 
signs are grouped together in Table 2. Abdominal ultrasound was performed in 
86% of cases (n = 65). She suggested a peri-appendicular effusion. Biological  

 

 

Figure 1. Age group in years. 
 

Table 1. Functional signs. 

Functional signs Number Percentage 

Pain 75 100 

Stop of materials and gases 1 1,33 

Urinary disorders 15 20 

constipation 15 20 

bloat 3 4 

diarrhea 3 4 

Nausea and vomiting 70 93 

Rumbling of the right iliac fossa 5 6,6% 
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examination revealed a neutrophilic hyperleukocytosis greater than 20,000/mm3 
in 47 patients, (63% of cases). All patients were operated on by laparotomy un-
der general anesthesia. The first approach was the Marc Burney incision in 93% 
of cases (n = 70) and a midline subumbilical incision in 7% of cases (n = 5). 

The appendix was laterocecal in 90% of cases (n = 68), retro cecal in 7% of 
cases (n = 5), and mesoceliac in 3% (n = 2). Table 3 summarizes the amount of 
pus aspirated. Macroscopically, the appendix was perforated in 80% of cases (n = 
60), gangrenous in 13.3% of cases (n = 10), phlegmonous in 6.6% of cases (n = 
5). Figure 2 shows a necrotic appendix before appendectomy and Figure 3 a 
surgical specimen from a necrotic appendix. 

We performed appendectomy with burial of the appendicular stump in 73% 
of cases (n = 55), associated with drainage of the right iliac fossa with a Delbet 
drain; appendectomy without burial and drainage in 24% of cases (n = 18),  

 
Table 2. Physical signs. 

Physical signs Number Percentage 

Pain in Douglace’s cul de sac 75 100 

Right iliac fossa defense 7 9 

Contracture of the right iliac fossa 68 90 

Arch of the right iliac fossa 20 26 

 
Table 3. Distribution according to the amount of pus aspirated. 

Amount of pus in milliliter Number Percentage 

<20 3 4% 

30 - 50 10 13% 

60 - 90 60 80% 

>100 2 3% 

 

 
Figure 2. Appendicular perforation abscess. 
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Figure 3. Appendectomy patch for appendicular abscess. 

 
drainage alone (delayed appendectomy) in 3% of cases (n = 2). The anatomopa-
thological study was carried out on all surgical specimens, thus confirming the 
diagnosis of appendicular abscess. On cytobacteriological examination of the 
pus, the most found germs were Escherichia coli in 51%, Klebsiella oxytoca in 
16%, Klebsiella pneumoniea 13%, Enterobacter cloacoe 11% The germs found 
were 100% sensitive to imipenem. The length of hospitalization was 6 days 
(range: 2 and 17 days). 

We have not recorded any deaths. Morbidity was 8% (n = 6) represented by 
parietal suppuration. The postoperative course was straightforward in 92% of 
cases (n = 69). 

4. Discussion 

An appendicular abscess is a significant complication of acute appendicitis. It 
accounts for 10% of acute appendicitis in adults in Africa [2], versus 50% in 
young children [1]. In our series, it represented 25% of acute appendicitis. Acute 
appendicitis being an affection of the young subject, appendicular abscess is also 
it, the same observations were made in the Cameroonian and Nigerian series. 
Sex does not represent a risk factor [6], the sex ratio of our series is identical to 
that of the Nigerian and Cameroonian authors [2] [7]. 

The time to consultation is a determining factor in the prognosis of appendi-
citis, and therefore in the occurrence of a probable abscess [8] [9]. We observed 
a real delay in the consultation after the onset of symptoms in our study with an 
average duration of 5 days; which is the basis of the constitution of the abscess 
itself. The same is true for Hussain in Saudi Arabia who reported an average 
consultation time of 6 days [10]. 

The diagnosis of the abscess is usually clinical. Pain in the right iliac fossa and 
fever are the most constant signs in our study and that of Cameroonian and 
Saudi authors [2] [10]. This violent pain is generally non-variable (right iliac 
fossa) [5] [11]. 

The parietal defense of the right iliac fossa due to peritoneal irritation as well 
as the wheelbase are signs that strongly support appendicular abscess [5]. 

Ultrasound with a diagnostic sensitivity of 80% can provide additional infor-
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mation on the topography in case of doubtful diagnosis [2]. This is an exam that 
is often operator-dependent and difficult when there is too much intestinal gas. 
Polynuclear neutrophilic hyperleukocytosis is constant, in our study it was 
greater than 20,000/mm3 in 47 patients, or 63% of cases. Any appendicular ab-
scess diagnosed must be operated on as soon as possible in order to remove the 
infectious focus and thus prevent its distribution into the large peritoneal cavity. 

Laparoscopy is recommended for its advantages over the open approach, 
however it is not recommended by Bittner R and Frazée RC in very advanced 
cases [6] [8]. 

Mac Burney’s approach is the most popular in terms of its elective and aes-
thetic character. It was performed in 85.71% of cases during our study. For the 
other patients, the wide midline approach was performed because of signs sug-
gestive of generalized peritonitis in 14.29% of cases. These different approaches 
were guided by the clinic and often the intraoperative findings. 

The therapeutic strategy to adopt is controversial. Previously, authors sug-
gested drainage of the abscess and the appendectomy was postponed three to six 
months after [3] in order to avoid intraoperative complications. Others are for 
appendectomy and drainage at the same time of operation [4]. 

Appendectomy with drainage of the abscess is the treatment of choice with a 
low morbidity rate and shorter hospital stay [12]. The burial of the appendicular 
stump will depend on local conditions, in other words the degree of inflamma-
tion of the cecal wall. 

Some authors systematically practice appendicular burying, others on the 
contrary condemn this practice because, according to them, the inflammation of 
the appendicular stump promotes perforation of the lower fundus cecal [13]. 

The morbidity in our series of 14.3% is higher than those of the Cameroonian 
[2] and Italian [14] series, this could be related to the size of our sample. Mortal-
ity is mainly a function of the degree of septicity of the cavity, the time taken to 
take charge and the associated defects. We have not recorded any deaths. 

5. Conclusion 

Appendicular abscess is a frequent medico-surgical emergency, the prognosis of 
which depends greatly on early diagnosis and adequate and immediate man-
agement. 
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