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SUMMARY
A 21-year-old female patient presented with vague 
lower abdominal pain associated with nausea since 
2 days. On examination, she was tender in the right iliac 
fossa. Based on clinical presentation and radiological 
test finding, she was diagnosed as appendicitis and was 
subjected for diagnostic laparoscopy and appendectomy. 
Histopathology proved it to be a tubercular appendix, 
which is a rarely encountered entity. However, in a 
country like India, tuberculosis (TB) is highly prevalent; 
however, TB of appendix is rare and less known.

BACKGROUND
In developing countries, tuberculosis (TB) has been 
one of the notorious diseases since ages. It has been 
associated with high morbidity and mortality.1 
Gastrointestinal TB accounts for 3% of extrapul-
monary TB, the most common site of involvement 
being the ileocaecal region. Appendix lies in close 
proximity to the ileocaecal region; despite this, inci-
dence of TB of appendix is rarely reported.2

There are no pathognomic signs and symptoms to 
prompt preoperative diagnosis of tubercular appen-
dicitis. Diagnosis is usually made after histology 
reports of the appendix specimen.

Incidence of appendicular TB in all appendecto-
mies has been reported varying from 0.1% to 3%.3

However, some studies in the past have reported 
involvement of appendix in intestinal TB ranging 
between 46% and 70%.4 It is believed, due to the 
hematogenous spread from the affected intestines, 
closely lying appendix gets affected. Some authors 
have postulated the spread to be due to peritoneal 
spread or from the affected genitourinary system.5 
The most common affected site is the ileocaecal 
region. Appendicular TB can be either primary or 
secondary, the latter form being common in which 
there is an infection spread from already existing 
infection within the abdomen.2

CASE PRESENTATION
A fit 21-year-old female patient presented with 
abdominal pain since 2 days, severe in intensity 
more localised in the right lower abdomen. She 
mentioned similar nature of pain since 7 months; 
however, it was mild in nature and never ‘concerned’ 
her much. She also complained of nausea. She had 
regular bowel habits. There was no change to her 
appetite or weight.

Her medical history was not significant with non-
significant family history.

Her menstrual history was normal.

On examination, her blood pressure was 
134/88 mm Hg, heart rate was 90/m, and she was 
fully alert and oriented.

With due consent, she was examined. Her 
abdomen was tender in the right iliac fossa with 
rebound tenderness. There was no palpable lump. 
There was no guarding/rigidity. General examina-
tion was unremarkable.

INVESTIGATIONS
Blood tests revealed white cell count of 16 (normal 
range 3.6–11.0×109/L) and C- Reactive protein 
(CRP) of 84 (normal range <5 mg/L). The rest of 
the blood investigations were normal.

Based on her clinical findings and laboratory 
values, she underwent CT scan of abdomen/pelvis 
which showed inflamed and thickened appendix 
with inflammatory mass around (figure 1).

Based on the clinical presentation and CT find-
ings, diagnosis of appendicitis was confirmed and 
the patient was consented for diagnostic laparos-
copy and proceed with appendectomy.

DIFFERENTIAL DIAGNOSIS
After the discussion with the radiology department, 
and considering the clinical presentation, the final 
diagnosis of appendicitis was confirmed. However, 
owing to the chronic nature of her symptoms and 
also due to suspected mass around the appendix, 
provisional or other probable diagnosis was consid-
ered to be an infective pathology. However, the 
primary diagnosis was kept as appendicitis and the 
patient was planned to have a diagnostic laparos-
copy and proceed as planned.

TREATMENT
After the due informed consent, the patient was 
subjected to diagnostic laparoscopy with conven-
tional three ports placement. Intraoperative 

Figure 1  CT image showing a thickened appendix.
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findings were an inflamed and thickened appendix with 
omental adhesions around forming a mass. Appendix was 
released from adhesions and a clear view was seen (figure 2). 
Conventional laparoscopic appendectomy was done, its base 
was healthy and was secured with two endoloops. There 
was no intraoperative contamination and the appendix was 
removed in-toto in a bag. The rest of the bowel and pelvis 
was grossly normal. The patient received pre-post opera-
tive antibiotics (metronidazole 500 mg intravenous three 
times a day, amoxicillin 1 g) for 3 days with good analgesia 
and supportive care. The appendix specimen was sent for 
histopathology.

OUTCOME AND FOLLOW-UP
The patient recovered well in postoperative period, she was 
started on oral feeds same day after the surgery and she 
tolerated it well. On postoperative day 3, she was discharged 
from hospital after being satisfactorily recovered.

She was seen in follow-up after 7 days, her clinical condi-
tion was well and skin clips were taken out.

However, histopathology of the appendix specimen had 
shown caseating epitheloid granulomas and lumen filled with 
neutrophilic infiltrates suggestive of tubercular appendix 
(figure 3). Chest X-ray and colonoscopy were done in post-
operative period and both were normal.

The patient was started on conventional antitubercular regime 
for 6 months and would be followed up appropriately.

DISCUSSION
Appendicular TB is a less known entity due to less incidence 
and is less reported in the literature. In 1873, Corbin had 
mentioned first about it.6 In developing countries like India, 
gastrointestinal TB is common. However, primary appendic-
ular TB is relatively rare, accounting for 0.1%–3% incidence 
of all appendectomies worldwide.3

Primary form includes the infection of the mucosa directly 
by Mycobacterium tuberculosis, secondary involves spread 
of infection from existing infective foci. The appendix is 
believed to be less affected due to minimal contact of its 
mucosa with intestinal contents. However, infection may 
spread via local extension from the ileocaecal region, genital 
TB, hematogenous spread from a distant foci.5

There are no distinctive clinical or radiological features 
to suggest tubercular appendix preoperatively therefore 
making its diagnosis after the histology reports or as a diag-
nosis of exclusion.

In the past, many authors have suggested co-relation of tuber-
culous salpingitis with appendicular TB.7

Appendicular TB is believed to be more commonly 
presenting as a chronic form with acute flare up of appendi-
citis secondary to TB. It most commonly presents with mild-
moderate abdominal pain. Chronic form can present with 
some features suggestive, but many authors have believed 
these features have little reliability and may present some 
other existing systemic illnesses.8

Maharajan et al reported that signs and symptoms of 
patients with TB appendicitis were consistent with acute 
appendicitis, hence making the diagnosis unconfirmed until 
the histology reports.9

Patient’s perspective

I have always been a healthy individual and I have never been 
to a hospital for any major illness till this pain started. I had 
believed it to be something minor issue, however when I was 
told I need surgery I was a bit skeptical. But after my surgery I 
was feeling well within myself and was confident with the care 
that I got. I was very happy to go home early after the surgery, 
but during my next visit when I was told about the histology 
results and confirmed diagnosis of tuberculosis, I got really 
scared and even my family was very upset. But my treating 
doctors educated me about the disease and re-assured me about 
the treatment plan further and guided me about the do’s and 
don’t’s.

Learning points

►► All right iliac fossa pain are not appendicitis; progression of 
symptoms and patients’ clinical picture should prompt other 
differential diagnosis to be excluded.

►► All possibilities should be considered and evaluated while 
treating an acute abdomen.

►► Histology results should always be checked and recorded as 
there could be some rare presentations and should not be 
missed.

►► Proper history, clinical examination, surgical acumen and 
using radiological investigations can help in deciding the 
surgical plan in an efficient way.

Figure 2  Intraoperative finding of oedematous, thickened appendix 
after being released from adhesions.

Figure 3  Histology slide showing the caseating granulomas with 
neutrophilic infiltrates suggestive of tuberculosis.
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Histological confirmation of tubercular appendicitis is 
most of the times an incidental finding coming as a surprise 
to the surgeon and the patient. On histology, ulcerative type 
of appendicular appendicitis is the most common form. 
Other diseases like ulcerative colitis, sarcoidosis and para-
sitic diseases can also be associated with appendix showing 
granulomatous changes.10

Although appendicitis is a commonly encountered and 
managed disease by majority of the clinicians, findings like 
enlarged mesenteric nodes, ascites and pelvic fluid should 
prompt the treating clinician to consider other pathologies, 
and thus, abdomen has been rightly referred to as ‘Pandora’s 
box’.
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