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ABSTRACT

Endometriosis is the presence of endometrial tissue outside the uterine cavity. It 
is mostly seen in the pelvis but can also affect the extrapelvic areas of the body. 
Gastrointestinal tract is the most frequently affected extrapelvic site but rarely 
involves the appendix. When it occurs, may mimick appendicitis.  We presented a 
childbearing-age woman suffering from right lower quadrant pain. Her complaint 
was repeating cyclically for 8 months. Abdominal ultrasound disclosed wall thic-
kening at tip of the appendix and small amount of fluid around it, suggesting dis-
tal appendicitis. Computed tomography depicted approximately a 1 cm nodulary 
mass on tip of the appendix. Then appendectomy was performed and histopatho-
logical examination yielded appendiceal endometriosis. She was recovered well 
and free of her symptom. This report emphasizes the isolated appendiceal en-
dometriosis, which can cause right lower quadrant pain and mimick appendicitis. 
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ÖZ

Endometriozis, endometrial dokunun uterus dışında yerleşmesidir. Çoğunlukla 
pelviste görülürken, ekstrapelvik bölgeleri de etkileyebildiği bilinmektedir. Gastro-
intestinal sistem en sık etkilenen ekstrapelvik bölgedir. Nadiren apendiksi tutarak 
apandisiti taklit edebilir. Yazımızda,  8 aydır periyodik olarak tekrar eden sağ alt 
kadran ağrısı olan,  çocuk doğurma çağındaki bir kadından bahsedilmektedir. 
Yapılan abdominal ultrasonografide, apendiksin ucunda duvar kalınlaşması ve 
etrafında az miktarda sıvı tespit edilmiş olup distal apandisiti düşündürmüştür. 
Bilgisayarlı tomografide ise apendiksin ucunda yaklaşık 1 cm’lik nodüler bir kitle 
tespit edilmiştir. Hastanın tekrar eden şikayetleri ve tespit edilen bulgular doğ-
rultusunda hastaya apendektomi yapılmış ve histopatolojik incelemesi apendiks 
endometriozisi olarak raporlanmıştır. Hasta postoperatif dönemde semptomların-
dan kurtulmuştur.  Bu olgu sunumu, sağ alt kadran ağrısına neden olabilen ve 
apandisiti taklit edebilen izole apendiks endometriozunu vurgulamaktadır.

Anahtar kelimeler: Endometriozis, Apendikal Endometriozis, Apandisit, Sağ Alt 
Kadran Ağrısı, Apendektomi
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Right lower quadrant (RLQ) pain is a frequent complaint of pa-
tients admitting to emergency department and acute appendi-
citis is the most common symptom-related surgical cause. But, 
in rare cases it should be noted that, pain can also be caused 
by appendiceal endometriosis (AE). (1) 

Endometriosis is decribed as the pathological proliferation of 
functioning endometrial tissue outside the uterine cavity. While 
it is usually detected in pelvic organs near to the uterus, it could 
also affect the extrapelvic parts of body in rare.  Gastrointesti-
nal (GI) tract is the most common location of extrapelvic endo-

metriosis with the percentage of 3-37%, and it can be seen in 
the sigmoid colon, rectum, ileum, appendix and caecum respe-
ctively.(2,3)

Here, we reported a rare case with a RLQ pain mimicking ap-
pendicitis. It was revealed AE in histopathological examination. 
To our knowledge, scant number of isolated AE case,  without 
pelvic illness, was reported in the literatures.

A 36-year-old fertile woman admitted to emergency room 
complaining of RLQ pain for 1 day. She had no genitourinary, 
gastrointestinal or gynecological symptoms. She reported that 
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she was actively menstruating and the pain was cyclically pre-
sent for 8 months in association with menstruation. She stated 
that she was presented to hospital several times for the same 
complaint, was observed for a while with the suspicion of acute 
appendicitis and than she was discharged from hospital when 
her symptom was healed. On her medical history, she noticed 
that she had 2 children with vaginal delivery, had an hemoroide-
ctomy opeation and had been treated for iron defficiency ane-
mia in the past. She did not use alcohol, tobacco and there was 
no family history of malignancy.

Except tenderness in Mc Burney’s point, physical examination 
was unremarkable with normal vital signs. Blood investigation 
yielded anemia, low white blood cell count and a normal C-re-
active protein level. Pregnancy was excluded with a negative 
serum β-hCG. US pointed wall thickening on tip of the appendix 
and small amount of localized fluid around it, suspected for a 
distal appandicitis and suggested a computed tomography (CT) 
examination. CT examination revealed a nodulary mass on dis-
tal part of the appendix without any evidence of inflammation.

  Although, after about 12 hours of follow-up, her symptom was 
improved and the diagnosis of acute appendicitis was abando-
ned, elective appendectomy was decided for recurrent compla-
int and in order to clarify the mass exhibited on CT examination. 

About 20 days later, appendectomy was performed. Intraope-
ratively a 4-5 cm length appendix with a 1-1,5 cm nodule on tip 
of the appendix was noted without the evidence of inflammation 
and any other pathological finding. (Figure 1) 

Figure 1: Appendectomy specimen seeing the nodular mass 
on the tip

Subsequently, histopathologic examination revealed that the 
macroscobic analysis of the specimen showed an appendix 
with 3 cm of length, 0,8 cm of diameter and having a 1 cm no-
dular mass on tip and the microscobic evaluation demonstrated 
the presence of endometrial tissue affecting the serozal and 
muscular layers. (Figure 2) On basis of findings, AE was finally 
diagnosed.

Figure 2:  Histopathological finding; definition of endometrial 
tissue by stromal and cytoplasmic staining with CD10 indicator

She was discharged postoperative first day, had uneventful re-
covery and was free of symptoms during the 2 months follow 
up.

Endometriosis is estimated to affect up to 15 % of women in 
reproductive age. The clinical features could varies from asy-
mptomatic to pelvic pain, pelvic mass or infertility.(3,4) 

The clinical presentation of GI tract endometriosis depends on 
the segment of bowel involved and depth of invasion. Most ca-
ses are asymptomatic, when present, it can cause abdominal 
pain, abdominal distention, tenesmus, meteorism, vomitting, 
diarrhea, constipation, dyschezia, hematochezia etc. And that’s 
why, intestinal endometriosis can be confused lots of disease 
such as irritable bowel syndrome, inflammatory bowel disease, 
ischemic colitis, malignancy. Although the magnetic resonance 
imaging (MRI) has a high sensitivity, it is difficult to perform in 
every emergency room. Additionally, there are no specific ra-
dialogic findings for diagnosis of intestinal endometriosis by 
ultrasound (US), CT or colonoscopy. Because of these causes 
above mentioned, there is a challenge to diagnose without sur-
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gery and histopathological evaluation.(2,3) 

Extrapelvic endometriosis is generally detected a decade later 
than pelvic endometriosis at the age of 34-40 years old.(2) This 
was true for our patient and she was 36 years old.

Although the AE considered as a rare phenomenon, it has a 
wide range incidence with 0,05-37 % in the available literatures. 
This situation is associated with the patient population and the 
surgical strategies that the surgeons are used to.(5,6). We are 
agree with this proposal as well. AE may be asymptomatic or 
present with acute or chronic appendicitis, chronic pelvic pain, 
intusseption, obstruction, intestinal perforation or bleeding.
(1,4,5) Two common appendiceal pathologies that are thought 
to cause symptoms are mentioned in the study. The initial one 
is the adhesions and mass effect of the endometriosis and the 
latter is fibrous obliteration caused by continuous inflammation.
(7)	

While currently there isn’t any pathognomonic clinical or radio-
logic findings to estimate the appendiceal disease, we may sus-
pect if symptoms are related to menstrual cycles.(3,7) Similarly, 
our patient’s pain was occuring cyclically. Also having a history 
of infertility and pelvic endometriosis are the other conditions to 
be suspected.(1,3,7) But our patient had no relevant medical 
history. 

Although US is the most common imaging modality for the eva-
luation of abdominal pain, it has been reported in different stu-
dies that sensitivity and specificity vary to depict entometriosis. 
CT scan is another imaging modality that is not specific for the 
diagnosis of endometriosis, but may be useful for evaluating 
differential diagnoses or complications.(2,3,4) In our case, US 
was revealed wall thickening on tip of the appendix and small 
amount of localized fluid around it, CT examination showed a 
nodulary mass on distal part of the appendix without any evi-
dence of inflammation.

Remorgida and colleagues suggested a system, for staging 
endometriosis involved bowel, which can be hystologically clas-
sified into four groups. Stage 0, the endometrial tissue affec-
ting the peritoneum and subserosal connective tissue; stage 1, 
endometriotic foci are placed in the subserous fat tissue or ad-
jecent to the neurovascular branches, rarely involving the exter-
nal muscle layer; stage 2, the muscular wall and the Auerbach 
plexus are deeply infiltrated; stage 3, the infiltration has reached 
the submocosal (Meissner) nervous plexus or the mucosa. And 
in the same study it is mentioned that in the majority of patients 
(66.2%) endometriotic lessions were confined at stage 0.(8) But 

the endometrial foci was seen both in serozal and muscular la-
yers in our case. 

The primarily choice for treatment of GI tract endometriosis is 
surgical excision. Because it is the most efficient and the comp-
rehensive treatment. Treatment is determined by the severity of 
symptoms, extent and depth of bowel infiltration. The purpose 
of surgery is to extract all the foci, restore the bowel continuity 
and function and getting rid off complaints. Thanks to this, the 
risk of re-intervetional procedures and recurrens of disease will 
be reduced. But there is still no consensus over the necessity to 
perform incidental appendectomy for occult AE in women with 
endometriosis.(1,2,4,5,7,9,10) We performed appendectomy to 
our patient for recurrent complaint and to make differential diag-
nosis of mass revealed on CT scan.

In conclusion, isolated appendiceal endometriosis is an uncom-
mon condition that is difficult to diagnose preoperatively and 
without histopatological evaluation. But it should be kept in mind 
in differantial diagnosis of RLQ pain, especially if it is recurred in 
relation to the menstrual cycle.
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