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Intestinal obstruction is a common surgical emergency caused by varied conditions. Acute appendicitis is
considered as one of the unusual cause of intestinal obstruction especially functional and very few cases of
mechanical obstruction. Here we report a Case of 62-years-old male who presented here with a clinical picture of
small bowel obstruction. On laparotomy, there was a dilated gut with long appendix having inflamed tip buried
into adjoining mesentery and then appendectomy was done and obstruction was relieved. Also, bowel was found

to be viable hence simple appendectomy was found to be sufficient treatment. Histopathological findings was
suggestive of chronic fibrosing appendicitis. Hence, in cases of bowel obstruction in an elderly patients with
clinical examination which was not typical for appendicitis can be managed with laparotomy and simple ap-
pendectomy when early intervention is made to avoid the risk of ischemia and gangrenous changes in intestinal
mesentery which may require resection in later stages.

1. Introduction

Acute appendicitis is the most common surgical condition with
which patients present in emergency departments worldwide. The
relationship between acute appendicitis and mechanical intestinal
obstruction was first described by Hotchkiss et al. in 1901 and Hawkes in
1909 [1,2].The clinical features of small bowel obstruction can obscure
the clinical picture of appendicitis [3]. We here report an unusual Case
of acute appendicitis that clinically presented in emergency department
of private practice setting as mechanical small bowel obstruction
without strangulation and leukocytosis.

2. Case report

A 62-years-old male patient who is a known Case of HTN, walked in
private practice setting (emergency department) with a complaint of
absolute constipation for 6 days associated with progressive abdominal
distension and pain. He could not even tolerate any fluids or solid food
and began to vomit, with no associated fever, weight loss or previous
attacks of bleeding per-rectum. There was no history of tuberculosis or
previous surgery.

On examination, he was alert, afebrile and hemodynamically stable,
with no signs of dehydration and on per-abdominal examination, found
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to have abdominal distension with sluggish bowel activity and lower
abdominal tenderness. After initial resuscitation, X-ray abdomen (Erect
& Supine) was done which showed multiple air/fluid levels on bilateral
domes of diaphragm and multiple gas filled loops of small bowel
throughout the abdomen and sonography showed few small polyps in
the GB walls and fluid filled intestinal loops-S/O SAIO. Routine blood
investigatory parameters revealed mild anaemia with coagulopathy and
mildly deranged renal function with normal pancreatic enzymes and
also found to have dyselectrolytemia for which treatment was imparted.
CECT abdomen showed features of high grade small bowel obstruction
with transition at the terminal ileum.

Supportive therapy given as i/v fluids, antibiotics (broad spectrum
carbapenem group of antibiotic, nitroimidazole group of antibiotic)
thrice daily, proton pump inhibitors twice daily, with insertion of
nasogastric tube and urinary catheter. In view of coagulopathy, patient
was transfused by FFP.

As clinical picture along with the CT findings, were suggestive of
bowel obstruction but in view of physical examination (i.e. lower
abdominal guarding and tenderness with sluggish bowel activity), an
emergency decision was taken up for exploratory laparotomy with a
doubtful diagnosis of bowel obstruction of unknown aetiology (as blood
picture was not suggestive of infective/inflammatory aetiology) and a
differential of bowel perforation (in view of lower abdominal tenderness
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along with guarding and distension) was also considered prior to
surgery.

After getting consent, patient underwent exploratory laparotomy
and intra-operatively found to have dilated gut and long appendix
(measuring approx. 6-8 inches) with large and firm base lying over ileal
loops and tip buried into the adjoining mesentery and found to be
inflamed (Fig. 1). Appendectomy performed and obstruction relieved
(Fig. 2). After thorough wash of abdomen, two drains were kept and
closed in layers.

Post-operatively, the patient was managed with bowel rest, appro-
priate fluid, optimum analgesia and antibiotics with transfusion of FFP
and PRBC. Patient improved symptomatically without any surgical site
infection with 2-3 episodes of low grade fever on post-operative day 1,
for which all relevant investigations were sent which showed leukocy-
tosis and then I/V antibiotics were modified accordingly. Patient con-
dition improved gradually and was discharged with advice on 9th post-
operative day.

The patient was then followed up after 7 days with no fresh com-
plaints and biopsy specimen (Fig. 3) showed appendix (measuring 7 x
1x0.5cm) with necrotic material in its lumen-S/O Chronic Fibrosing
Appendicitis (Fig. 4).

On 3-month follow up, he is doing well with normal bowel and
bladder habits.

We ensured that the work has been reported in our manuscript is in
line with the SCARE 2020 criteria [4].

3. Discussion

Appendix is a mobile organ with many variations in its normal po-
sition. During the initial event of appendicular inflammation, it would
get adhered to surrounding structures and producing various pathol-
ogies and increased length of appendix seems to predispose such events
(intestinal obstruction, bowel ischemia or gangrene of terminal ileum).

As per the literature reviewed, we found that intestinal obstruction
resulting from acute appendicitis is classified pathologically into two
subtypes: functional or paralytic subtype and mechanical obstruction
subtype.

Mechanical bowel obstruction may be classified into either: (a) open
loop, which is due to external compression on terminal ileum by in-
flammatory process in the appendix, either as an abscess or appendic-
ular mass [5]; or (b) closed loop-appendiceal tourniquet (AT). AT is a
very rare condition in which the appendix is wrapped around the bowel
loop; this results from adherence of the appendicular tip to the ileocolic
mesentery by a band or when an inflamed appendix adheres to
cecum/retro-peritoneum and part of the bowel herniates through this
defect [6].

We observed that the picture of intestinal obstruction dominates in
our Case scenario. Clinical examination was not typical for appendicitis,
as only physical findings of intestinal obstruction along with right iliac
tenderness was evident. A leukocytes count was found to be within the

Fig. 1. Appendix tip buried in adjoining mesentery.
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Fig. 3. Resected appendix.

Fig. 4. Histopathological findings.

normal range in our study, although it has been reported to be elevated
in some series [6]. Hence, leukocytosis is not a reliable indicator of acute
appendicitis associated with mechanical small bowel obstruction. In this
study, CT scan was able to show signs of mechanical obstruction but
failed to demonstrate the definite cause of obstruction.

Small bowel obstruction might get associated with gangrenous ileal
loop in a majority of cases due to delayed presentations, necessitating
appendectomy and small bowel resection as a definitive treatment. In
this Case, the bowel was found to be viable intra operatively, and this
may be due to early presentation of the case seeking treatment and/or
early intervention. Hence simple appendectomy was found to be suffi-
cient treatment, as has been reported in a few series [7].

4. Conclusion

In cases of bowel obstruction in an elderly patients with clinical
examination which was not typical for appendicitis can be managed
with laparotomy and simple appendectomy when early intervention is
made to avoid the risk of ischemia and gangrenous changes in intestinal
mesentery which may require resection in later stages.
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