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Abstract
Background: Schistosomiasis has been noted to be one of the most widespread parasitic diseases in the 
world. It is commonest in developing countries and 85% of the infections have been reported in Sub-
Saharan Africa. Presentation with an appendiceal mass has been a rarity among the cases reported thus 
far. Case Presentation: We report the case of a 23-year-old man who presented with an appendiceal mass 
that responded to conservative treatment and had interval appendicectomy with histological confirmation 
of schistosomal appendicitis. He received post-operative medical therapy for schistosomiasis and had no 
sequelae thereafter. Conclusion: Appendiceal mass from schistosomal appendicitis responds to initial 
conservative management, followed by interval appendicectomy and post-operative anti-schistosomal 
medications serving as adequate treatment subsequently.
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schistosomal treatment

Introduction

Schistosomiasis has been noted to be one of the 
most widespread parasitic diseases in the world 
with estimates of at least 236.6 million people 
worldwide requiring preventive treatment for 
the condition in 2019 alone, out of which more 
than 105.4 million people were reported to 
have been treated.[1-5] Known by several other 
names including Bilharziasis, Bilharziosis and 
Snail-water disease, this infestation is caused 
by trematodes of the Schistosoma species. It is 
commonest in developing countries, especially 
those in the tropical regions of the world and 
85% of the infections have been reported in 
Sub-Saharan Africa alone, lending credence 
to the assertion that the infestation occurs in 
well-defined endemic areas also called the 
Bilharziasis belts.[5-7] Six main species have 
been reported to cause infestations in humans 
among which infestations by Schistosoma 
haematobium, Schistosoma mansoni and 
Schistosoma japonicum predominate.[5,8-10] 
These trematodes are notorious for causing 
pathologies involving the gastrointestinal tract 
and urogenital systems in humans.

Since the f irst case of appendiceal 
Schistosomiasis was reported by Turner[9] 
in 1909, many other such case reports have 
been noted in the literature with presentations 
as acute and chronic appendicitis being 

highlighted.[8,11-13] Presentation with an 
appendiceal mass has, however, been 
uncommon among the cases reported thus far. 
This case report will highlight the peculiarities 
with presentation of schistosomiasis as 
an appendiceal mass and its subsequent 
management.

Case Presentation

The patient was a 23-year-old male student 
with recurrent colicky migratory right iliac 
fossa pain of 3  days duration. Symptoms 
were not relieved with medical interventions 
at peripheral center before referral. He had 
a previous episode a month prior to this 
which was associated with several episodes 
of bilious vomiting, passage of watery stools 
and low-grade fever. He was ill looking, not 
pale, anicteric, warm to touch with a right 
axillary temperature of 37.3oC, tachycardic 
with pulse of 114beats/minute, tachypneic 
with respiratory rate of 28 cycles/minute 
and vesicular breath sounds. He had right 
iliac fossa tenderness with positive Rovsing’s 
sign, Obturator sign and Psoas’ sign and had 
a vague right iliac fossa mass with normal 
bowel sounds and no suprapubic tenderness. 
Abdominal ultrasound scan showed an 
appendiceal mass that measured 8 cm x 10 cm. 
His pack cell volume and serum electrolyte 
urea and creatinine were with normal limits. 
He received conservative management with 
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intravenous ceftriaxone and metronidazole as well as analgesics. 
Forty-eight hours later, his vital signs had normalized and the 
mass had regressed. He was discharged on oral antibiotics 
after 6  days on admission. He consented to have interval 
appendicectomy 3 months later which was done under general 
anesthesia through a Lanz incision. Intraoperative findings 
were: a 12 cm long inflamed retrocecal appendix with fibrotic 
adhesions of the greater omentum to the tip of appendix. The 
ceacum, ileum and colon were grossly normal. There was no 
fluid collection. He was discharged 2 days after surgery in 
clinically satisfactory condition on oral antibiotics, analgesics 
and vitamin C.

Histology of the appendix showed transmural chronic 
fibrotic granulomatous inflammation around dead and viable 
schistosoma ova of both Schistosoma mansoni and Schistosoma 
hematobium [Figures 1 and 2]. He had stool microscopy done 
which did not show schistosoma ova. He was then treated with 
praziquantel 600 mg three times per day for 1 day. At follow-up 
clinic visit he had a 6 cm healed scar with good integrity and 
had no new complaints. Post-therapy stool microscopy was 
done and also showed no evidence of schistosoma ova.

Discussion

This case report has shown that schistosomal appendicitis 
is one of the causes of recurrent acute appendicitis. Even 
though it can cause acute appendicitis, the diagnosis can 
only be reliably confirmed after a histologic examination 
of the resected appendix.[1,14,15] Two types and pathogenic 
pathways of schistosomal appendicitis have been described. 
“Granulomatous acute appendicitis” is caused by an 
immunological granulomatous reaction to newly deposited 
ova, with tissue necrosis and eosinophilia occurring early in the 
infection, usually within days to weeks.[1,14,15] On the other hand 
“obstructive acute appendicitis” is caused by long-standing 
inflammation and fibrosis around dead schistosoma eggs, 
leading to obstruction of the appendiceal lumen, increasing 
the risk of infection from faecal contaminants and occurring in 
the late phase of schistosomiasis, usually after several months 
or years.[1,14,15]

There have been previous reports of schistosomial appendicitis 
in patients in Nigeria and other parts of tropical Africa.[2,5-7,10,16,17] 
Most of these have shown a higher prevalence in males 
compared to females with most of the cases presenting in young 
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Figure 1: Photomicrograph of the histology slides for the index patient showing the various layers of the appendix
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Ovum of Schistosoma haematobium

Figure 2: Photomicrograph of the histology slides for the index patient with annotations showing the ova of S. haematobium and S. mansoni
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adults in their 3rd decade of life as was seen in the patient in 
this case report.

Saad et al[7] reported 30 cases of schistosomal appendicitis in 
Zaria, Kaduna State in Northwestern Nigeria over an 11-year 
period with a male:female ratio of 6.5:1 and peak incidence 
in the 20–29  years age group. Abdominal pain, fever and 
vomiting were the most common symptoms among these 
patients, similar to this case.

Adisa et al[6] reported 22 cases of schistosomal appendicitis 
in Ile-Ife, Osun State in Southwestern Nigeria over a 17-year 
period with a male:female ratio of 4.5:1 and a mean age of 
28.2 ± 5.6  years. All the patients received anti-schistosomal 
drugs and one patient developed adhesive intestinal obstruction 
9 months after surgery.

Zacarias et al[5] reported a 13.1% prevalence of schistosomal-
related appendicitis in Khartoum, Sudan with mean age of 
patients of 29.1  years, and 73.7% of these patients being 
male. Imamura et al[3] reported an incidence rate of 0.32% of 
appendiceal schistosomiasis in Japan.

It has been noted that schistosomal appendicitis is not common, 
even in endemic regions. Duvie et al[10] reported an incidence 
of 6.2% in Nigeria, where schistosomiasis is endemic. Sanusi 
et al[2] reported an incidence of 3.2% from studies in Kano 
State in Northwestern Nigeria while studies in other parts of 
Nigeria have noted rates ranging from 2.3% to 4.2%.[6,7,10,16] 
The incidence is much lower in non-endemic regions with 
some studies noting an incidence rate as low as 0.001% in 
non-endemic regions and these were related to individuals 
involved in traveling or labour migration from endemic regions 
to non-endemic areas.[1,8,18,19]

The current diagnostic methods for the diagnosis of 
schistosomiasis and schistosoma acute appendicitis include 
the use of microbiologic tests like stool or urine microscopy, 
haemtological tests like complete blood count, pathological 
studies like PCR, ELISA, indirect haemagglutination or 
immunofluorescence assays and anti-schistosomal antibodies 
as well as special imaging modalities like contrast or non-
contrast abdominal CT scan and histologic examination of 
rectal or bladder biopsy specimens.[6,7,20-22] The response of 
the index case to initial non-operative management suggests 
that schistosomal appendicitis masses respond to initial non-
operative management providing opportunity for interval 
appendicectomy at a later date.

This patient responded well to anti-schistosomal medication 
which was given following histological diagnosis with no 
adverse event in the immediate follow-up period. All the 
patients in the previous reports from Nigeria also had anti-
schistosomal medications but one patient developed adhesive 
intestinal obstruction 9 months after surgery among the cases 
reported by Adisa et al[6] buttressing the need for follow-up 
after treatment (surgical and/or medical) for schistosomal 
appendicitis.

Conclusion

Schistosomiasis can cause appendicitis which could 
present as simple appendicitis or with complications 
such as appendiceal mass. Post-operatively, the definitive 
diagnosis is made following histologic examination of the 
excised appendix. Appendicectomy with post-operative anti-
schistosomal medications are usually adequate treatment 
and may prevent further complications in majority of the 
patients.
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