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ABSTRACT
Although some authors resist the defi nition of chronic appendicitis, 
it is the chronic infl ammation of the appendiceal tissue and some-
times it is also recurrent. The resistance is related to the absence 
of the classical clinical symptoms and signs observed during the 
infl ammatory process of the appendicitis. It is usually diagnosed 
following the histo-pathological examination. The operations are 
mostly indicated with the persistent or recurrent abdominal pain. 
In this report we aim to present a case of chronic appendicitis and 
its clinical manifestation.
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ÖZET
Bazı yazarlar tanıma karșı direnç gösterseler de, kronik apandisit 
apendiks dokusunun kronik enflamasyonudur ve bazen de tek-
rarlayıcıdır. Yazarların direnci akut apendisitin enflamatuvar seyri 
sırasında görülen belirti ve bulguların yokluğu ile ilișkilidir. Kronik 
apendisit tanısı genellikle histopatolojik inceleme sonrası konulur. 
Sürekli ve tekrarlayan karın ağrısı ise ameliyat için gerekçeyi oluș-
turur. Bu yazıda bir kronik apendisit olgusu ve klinik özelliklerini 
sunmayı amaçladık. 

Anahtar kelimeler: kronik apandisit, erișkin; kronik karın ağrısı

Although, some authors published results of  suc-
cessful conservative treatment options in acute ap-
pendicitis, the conservative approach could not take 
its place in daily practice 2.
The diagnosis of  acute appendicitis depends on the pa-
tient’s history, and the basic clinical and laboratory fi nd-
ings. Many surgeons prefer the surgical removal of  the 
infl amed appendix, even if  the diagnosis is only suspi-
cious. However, one third of  the patients have atypical 
symptoms confusing the diagnosis. In such cases the 
removal of  the appendix is delayed or even not per-
formed3.  In contrast, earlier diagnosis and operation 
may prevent the spread of  the infl ammation and avoid 
the development of  the related complications.
Although, there has been a signifi cant decrease in the 
acute appendicitis related death rates for the last four 
decades, despite the advances in daily medical prac-
tice the rates appendiceal perforation and appendec-
tomies without appendicitis remain to be high4,5.   
Although some authors resist the defi nition of  
chronic appendicitis, it is the chronic infl ammation 
of  the appendiceal tissue and and sometimes it is also 
recurrent6. The resistance is related to the absence 
of  the classical clinical symptoms and signs observed 
during the infl ammatory process of  the appendicitis. 
It is usually diagnosed following the histo-pathologi-
cal examination. The operations are mostly indicated 
with the persistent or recurrent abdominal pain7.
In this report we aim to present a case of  chronic ap-
pendicitis and its clinical manifestation.

Case
A 28-year-old male patient admitted to hospital with 
the complaints of  abdominal pain, diarrhea and loss 

Introduction
Severe abdominal pain which may the result of  a par-
tial obstruction of  the lumen of  the appendix in the 
absence of  infl ammation is one of  the commonest 
symptoms leading the patients to the emergency ser-
vice1 and acute appendicitis is one of  the commonest 
surgical diseases resulting in an emergency operation. 
In addition, throughout the world emergency appen-
dectomy is still one of  the most frequent operations.
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of  appetite. He had been experiencing the abdominal 
pain after passing stools and losing weight for the 
last eight months. He had been hospitalized and fol-
lowed up in different centres for the evaluation of  
the weight loss of  about 5 kilograms.

The previous medical histories of  his family and 
himself  were not remarkable. Palpation of  the right 
lower quadrant of  the anterior abdominal wall re-
vealed tenderness, however there was not any sign of  
defence or rebound. General physical examination 
was unremarkable with the fi ndings of  the arterial 
blood pressure, pulse rate, respiration rate and the 
rectal temperature as 110/70 mmHg, 72/min, 16/
min and 36,5 ºC, respectively.

Laboratory and imaging work-up included a com-
plete blood count, a white blood cell count (5.100/
mm), renal and kidney function tests, a urine analysis, 
and a lower abdominal ultrasound and computerized 
tomography (CT) examinations. All the test results 
were within the normal reference values. Ultrasound 
examination revealed a thickness of  the appendiceal 
wall as 3 mm, which was also within the previously 
determined normal range. Abdominal CT examina-
tion showed the thickening of  the appendiceal wall 
and the fl uid accumulation inside its lumen (Figure 1).

As an advanced and invasive procedure we performed 
a colonoscopic examination, however could not gather 
any additional fi nding. On the suspicious diagnosis of  
a chronic appendicitis we performed a laparotomy and 
examined the appendix. Its appearance, colour and 
size were similar with the small intestine (Figure 2). 
We performed appendectomy and besides the usual 
post operative treatment we ordered a daily single dose 
of  1 gr Cefazolin sodium. On the post-operative fi rst 
day the patient began oral alimentation. On the fourth 
postoperative day he was discharged with full recovery. 
The fi nal diagnosis was confi rmed by the pathological 
examination, as the chronic appendicitis.

Discussion
Appendicitis with or without its complications are seen 
in all age groups, especially in children and young adults. 
In addition, the surgical removal of  the appendix is re-
quired for the management of  the most of  the cases8.

Acute appendicitis manifests as a feeling of  abdomi-
nal distension and pain. The symptoms are the results 
of  the obstruction of  the appendiceal lumen which 
leads to the development of  the infl ammation and the 

distension of  the appendix. In some cases, the over 
distended wall of  the appendix perforates and the in-
fl ammatory contents spreads through the surround-
ing tissue, while in some other cases the infl ammatory 
process is localized and it is held among the peripheral 
tissue causing the formation of  a phlegmon9,10.

Appendiceal luminal obstruction results from the 
lymphoid hyperplasia secondary to the infectious 
process in children and adults, however it results from 
a fecalithis in elder patients. Parasites, foreign bodies 
and neoplasias may occasionally cause appendicitis.

Clinical manifestation of  the entity is similar in many 
cases, independent of  the etiology. Generally fi rst 
symptom is the peri-umbilical pain, and then the pain 
spreads towards the right lower abdominal quadrant 
and fi nally it is localized in the right lower abdomi-
nal quadrant. On palpation, the signs of  tenderness 
and rebound may be revealed. Although some patients 
may benefi t from the antibiotic treatment, in most 
cases the defi nitive treatment is the surgical removal 
of  the appendix8, 11, 12.

Chronic pain in the right lower abdominal quadrant 
may be misdiagnosed, particularly in childhood and 
puberty. It is because the chronic pelvic pain may be 
a component of  various clinical situations. It may be 
associated with several diseases such as irritable bow-
el syndrome or dilated pelvic veins complicated with 
vascular hyperesthesia13, 14.

Recurrent abdominal pain is a major problem frequent-
ly seen in childhood and only 10% of  them can be re-
lated with an organic disorder1. Patient history, physical 
examination and the laboratory work-up are generally 
adequate for a correct diagnosis of  appendicitis, how-
ever in rare cases an imaging modality is also needed.

In one third of  the cases of  acute appendicitis the 
clinical fi ndings are not typical and the tenderness is 
not associated with the pain in the right lower quad-
rant of  the abdomen. There is no nausea or vomiting 
and the body temperature and the white blood cell 
count may be in the normal reference levels15.

The chronic appendicitis does not manifest with the 
classical symptoms of  the acute appendicitis and it is 
usually diagnosed secondary to the histo-pathologi-
cal examination. Persistent and recurrent abdominal 
pain is the usual indication for the surgery7.

Stroh et al. determined a 35% chronic appendicitis 
rate diagnosed histopathologically in their laparotomy 
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series performed with the indication of  abdominal 
pain. In the same study, they found an appendicitis 
rate of  83% in children experiencing no abdominal 
pain. Montiel-Jarquín et al. also reported a chronic ap-
pendicitis case having similarities with our case. The 
patient had appendectomy and the diagnosis was as-
sured following the histopathological examination16.
In a study conducted by Savrin et al., 16% of  a to-
tal of  225 patients were diagnosed with the chronic 
or subappendicitis. However, the chronic abdomi-
nal pain and histopathological confi rmation was 
achieved only in four patients. Recurrent abdominal 
pain episodes was present in nine patients and they 
were diagnosed with acute suppurative appendicitis 
after the hisopathological examination.
In conclusion, chronic appendicitis does not mani-
fest with classical clinical symptoms and signs of  
acute appendicitis. In the evolution of  the chronic 
and recurrent abdominal pain, the chronic appendici-
tis must always be considered as one of  the probable 
pathological conditions.  
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Figure 2. The appearance, colour and size of the operated appendix 
looked liked as the small intestine. It was significantly dilated.

Figure 1. Axial computerized tomography image demonstrated the increased 
appendiceal wall thickness and the fluid accumulation in the lumen of the appendix.
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