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Abstract
A 67-year-old lady was found to have a giant appendicolith during a colorectal cancer screening colonoscopy, following a
positive faecal occult blood test. Computed tomography confirmed the presence of a calcified giant appendicolith within the
base of the appendix, which otherwise appeared normal. Appendicoliths are widely believed to be a major cause of acute
appendicitis via obstruction of the appendix lumen, although this is disputed due to a lack of strong evidence. They may also
cause chronic abdominal pain. All of the few cases of giant appendicoliths reported so far have beenmanaged by extracting the
lesions. Our patient was asymptomatic and had bilateral lung transplants, so a conservative watchful waiting approach was
adopted. The authors propose expectant management of giant appendicoliths as a reasonable option in patients with
significant operative risks.

INTRODUCTION
Appendicoliths are accumulations of faecal matter within and
originating from the vermiform appendix, which may have a
laminar structure and often become calcified [1]. They are recog-
nized as a classical cause of acute appendicitis and have been
implicated as a cause of chronic abdominal pain. A recent retro-
spective observational study of 254 patients, having undergone
contrast-enhanced computed tomography (CT) followed by ap-
pendicectomy, identified the presence of appendicoliths in
46% [2]. They are usually <1 cm in their largest dimension;
those >2 cm are termed giant appendicoliths. In cases of
acute appendicitis, the presence of appendicoliths appears to
be associated with more severe disease [2]. All reported cases
of giant appendicoliths have been managed by extraction, ei-
ther surgically or endoscopically, mostly due to the presence
or perceived risk of appendicitis [3–7]. No data exist on the

outcome of watchful waiting as a management strategy for
asymptomatic giant appendicoliths. The massive size of such
lesions implies chronicity without consequence, so conserva-
tive management may be an option in selected patients. The
authors report a case of an asymptomatic giant appendicolith
managed conservatively.

CASE REPORT
A 67-year-old lady had a positive faecal occult blood test, under-
taken on the NHS Bowel Cancer Screening Programme. She had
no gastrointestinal symptoms, and clinical examination of the
abdomen was unremarkable. Her medical history included bilat-
eral lung transplants for chronic obstructive pulmonary disease,
Nissen fundoplication for gastro-oesophageal reflux disease,
hypercholesterolaemia and macrocytic anaemia.

Received: September 15, 2015. Revised: October 7, 2015. Accepted: October 26, 2015

Published by Oxford University Press and JSCR Publishing Ltd. All rights reserved. © The Author 2015.
This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/
licenses/by-nc/4.0/), which permits non-commercial re-use, distribution, and reproduction in any medium, provided the original work is properly cited.
For commercial re-use, please contact journals.permissions@oup.com

Journal of Surgical Case Reports, 2015 , 1–3

doi: 10.1093/jscr/rjv149
Case Report

1

;11

http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://creativecommons.org/licenses/by-nc/4.0/
http://www.oxfordjournals.org


She subsequently had a colonoscopy, which revealed mild
sigmoid diverticulosis and no mass lesions. The caecum ap-
peared distorted by a large faecolith impacted in the appendiceal
orifice. This was visible as an ovoid calcified lesion projected over
the right sacral ala on a radiograph (Fig. 1) of the pelvis. A com-
puted tomogram (Fig. 2) of the abdomenandpelvis demonstrated
a giant calcified appendicolith, measuring 2.5 cm in its largest di-
mension, within the base of an otherwise normal appendix. Un-
complicated sigmoid diverticulosis was also noted.

The initialmanagementwas awatch-and-wait approach, due
to the operative risks associated with her bilateral lung trans-
plants. No further investigations were performed. She was
advised to attend the emergency department immediately if
she developed symptoms of acute appendicitis, which were ex-
plained to her. She was reviewed at 6-monthly intervals in the
outpatient clinic and remained asymptomatic 1 year after the
giant appendicolith was first detected endoscopically.

DISCUSSION
Appendicoliths have long been implicated in the pathogenesis of
acute appendicitis, by initiating a sequence of events beginning

with obstruction of the appendiceal lumen promoting sub-
sequent bacterial invasion. However, little good quality evid-
ence exists to support this widely held belief; thus, the role of
obstruction as an early event is disputed [8]. Appendicoliths
may also cause chronic or intermittent abdominal pain without
appendicitis.

Those >2 cm are described as giant and are uncommon.
Larger appendicoliths may be associated with more severe ap-
pendicitis [2]. There are relatively few reports of giant appendico-
liths [1, 3–7]. The largest recorded was 3.5 cm [6]. The majority
of patients were symptomatic; reported manifestations include
acute appendicitis, chronic or intermittent abdominal pain and
bleeding per rectum. Removal of the lesions has historically
been the treatment of choice [1]. Laparotomy has been the most
common approach, but two cases of endoscopic extraction have
been described in recent years [3, 6]. Interestingly, both patients
treated endoscopically had a history of previous appendi-
cectomy, but were found to have a residual appendix stump con-
taining the giant appendicolith. A causal relationship between
the presence of a giant appendicolith and incomplete resec-
tion of the appendix cannot be concluded, but it is conceiv-
able that a surgeon performing an appendicectomy might
misidentify the base of the appendix in the presence of a giant
appendicolith.

Our case is the first reported to be managed conservatively.
The decision to adopt this approach was reached by mutual
agreement of the patient and the multidisciplinary team. The
principal factors influencing this decision were that the patient
was asymptomatic, and that she had bilateral lung transplants.
It was recognized that the presence of the giant appendicolith
may have induced appendicitis in the future, necessitating emer-
gency appendicectomy. It was not possible to objectively quan-
tify this risk since there was no published data regarding the
outcomes of asymptomatic giant appendicoliths managed con-
servatively. The patient was advised to attend the emergency
department immediately if she experienced abdominal pain;
this approach would have minimized diagnostic delay if she
were to have developed appendicitis. Regular outpatient clinic
follow-up appointments were planned to screen for more subtle
symptoms.

Our case suggests that conservativemanagement is a reason-
able optionwhen the patient is asymptomatic andhas significant
risks for operativemanagement. It remains to be seenwhether or
not this patient will eventually require surgical intervention in
the longer term.

Figure 2:Axial, coronal and sagittal CT views showing a giant appendicolithwithin the base of the appendix. Calcification and the laminar structure arewell demonstrated

on CT.

Figure 1: Anterior–posterior radiograph of the pelvis demonstrating a calcified

ovoid lesion projected over the right sacral ala.
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