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In Ukraine, the share of patients with acute appendicitis is 89.1 % of the total number of patients with acute
surgical pathology. In modern surgical practice, early and late complications occupy the first place in the struc-
ture of acute surgical diseases of the abdominal organs, regardless of the age and gender of the patients, and the
postoperative mortality is on average 0.15 %. In the remote period after an appendectomy, despite the progress
of modern surgery, a very rare complication known as inflammation of the stump of the appendix can occur.

The patient, 25 years old, turned to the department of purulent surgery with complaints of a «small wound» at
the site of the postoperative scar in the right inguinal area and minor purulent discharge from it. Four months
ago, in July, he was operated on for acute phlegmonous appendicitis. On November 1, after physical exertion,
the wound reappeared, and on November 3, the patient independently sought a consultation at the reception
department of the Clinical City Hospital No. 3. He was examined by a surgeon and hospitalized. During the revi-
sion of the wound, a tumor-like formation measuring 2.5 x3.0x 2.5 cm, as well as the parietal peritoneum, was
revealed. Appendectomy was performed by the method of pouch ligation with drainage of the abdominal cavity
through a separate contraperture with polyvinyl chloride drainage. After the operation, a diagnosis was estab-
lished: abscess of the stump of the appendix, and external fistula of the anterior abdominal wall. The postopera-
tive wound healed with primary tension, and the sutures were removed.

The diagnosis of appendicitis may be mistakenly excluded from the clinical search due to the presence of
a postoperative scar after appendectomy. A clear clinical picture of acute appendicitis or the opening of a fis-
tula at the site of a postoperative scar in the right iliac region indicates the need for a computer tomography
of the abdominal organs with contrast to establish an accurate diagnosis and choose the correct treatment
tactics. The only treatment for inflammation of the appendiceal stump is a complete appendectomy with
appendix removal either by open or laparoscopic surgery, which should be performed urgently to avoid fur-
ther complications.
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In Ukraine, acute appendicitis (AP) accounts for
89.1 % of the total number of patients with acute
surgical pathology. In modern surgical practice, ear-
ly and late complications take the first place in the
structure of acute surgical diseases of the abdominal
cavity, regardless of the age and gender of the pa-
tients, and the postoperative mortality rate is 0.15 %
on average [1, 2]. In the long run, following an ap-
pendectomy, despite the advancements in modern
surgery rare and infrequent complication known as
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inflammation of the appendiceal stump might occur.
Few surgeons have ever encountered this in their
practice. Even at the dawn of surgical treatment
for acute appendicitis, surgeons of that time wrote
about this pathology in their works. 48 clinical cases
of this pathology have been reported in the contem-
porary medical research literature [3, 5, 6].
Postoperative complications present a chal-
lenge in abdominal surgery as they interfere with
predicting the course and the surgical treatment of
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abdominal emergencies. According to O. S. Balogun
et al. (2019) [4], their number is 28.5 %, with such
complications as suppuration of the surgical wound
in 18.6 %, wound dehiscence in 15.2 %, and intra-
abdominal abscess in 13.5 % of patients.

Clinical case

A 25 y.o. male patient presented to the Department
of Purulent Surgery complaining of a «<small wound»
at the site of the postoperative scar in the right in-
guinal area and minor purulent discharge from it.

According to the anamnesis, he underwent sur-
gery for acute phlegmonous appendicitis four
months ago. The early postoperative period was un-
eventful. On the fifth day, he was discharged in satis-
factory condition. The postoperative wound healed
with primary tension, and the sutures were removed
on the seventh day. The patient reported that
two months after the surgical treatment, a «small
wound» «opened» for no apparent reason at the site
of the postoperative scar, and there was also minor
purulent discharge from it. That was the cause of
his appointment with the surgeon at the polyclinic.
The ligature was removed during a wound revision
procedure. A ligature fistula at the site of the post-
operative scar was diagnosed. The application of
dressings, drainage of the wound with an antiseptic
Decametoxinum, and oral administration of Leflox-
acin 500 mg promoted wound healing by second-
ary tension. On November 1, after physical exertion
(playing football), the wound appeared again, and
on November 3, the patient independently sought
consultation with the Department of Purulent Sur-
gery at Kyiv City Clinical Hospital No. 3, where he
was examined by a surgeon and hospitalized.

On examination, from the side of the digestive
organs, there is no pathology. Auscultation and per-
cussion are unchanged. A digital rectal examination
shows no pathology

The right inguinal area has a postoperative scar but
no signs of perifocal inflammation. In the lower third,
there is a fistula tract up to 0.1 cm with a minor puru-
lent discharge. Skin hyperemia and edema is absent,
as is pain syndrome during palpation, and there are
no signs of peritoneal irritation. A ligature fistula at
the site of the postoperative scar is initially diagnosed.

To prepare for the surgical procedure, the patient
underwent clinical and laboratory examinations.
CDC on November 3: HB — 148 g/, glucose —
5.2mmol/1, leukocytes — 6,7-10%/1, rod cells — 4 %,
segment cells — 70 %, eosinophils — 1 %, lympho-
cytes — 24 %, monocytes — 1 %.

According to the ultrasound of the abdominal
cavity, in the right iliac region, in the projection of
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the postoperative scar at a depth of up to 3.5 cm,
a hyperechoic formation measuring 1 x 1.5 cm with
clear contours is visualized. Free fluid is not de-
tected. X-ray of the organs of the abdominal cavity
with identification of the fistula tract with sodium
amidotrizoate contrast: free gas and Kloiber’s cups
are not detected; an accumulation of contrast in the
form of a «mace» is noted, with a high probability in
the abdominal cavity in the right iliac fossa (Fig. 1).

Based on the results of the instrumental research
methods, the patient was prescribed a CT scan with
contrast enhancement to confirm or exclude the lo-
calization of the pathological process in the abdomi-
nal cavity and to determine the extent of the surgi-
cal treatment (Fig. 2).

Figure 1. X-ray of the abdominal organs with fistula
contrast with an iodine-containing radiopaque agent

Figure 2. CT of the organs of the abdominal cavity
with contrast enhancement
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The blue arrow in the photo indicates the skin de-
fect and the external opening of the fistula. The red
arrow in the photo indicates the accumulation of
contrast in the right iliac fossa, and the radiologist’s
conclusion led the diagnosis of an abdominal abscess.

On November 4, the patient underwent surgi-
cal treatment following diagnostic procedures. After
treatment of the operative field, the postoperative
scar was excised together with the fistula tract to the
aponeurosis. The abdominal cavity was opened in lay-
ers. The wound revision showed a tumor like forma-
tion measuring 2.5 x 3.0 x 2.5 cm with even margins of
adense consistency fused with the dome of the cecum,
and the parietal peritoneum was revealed too. As a re-
sult of the separation of the formation up to 3.5—4.0
cm, the appendiceal stump, which was located subse-
rosally in the wall of the cecum, was found (Fig. 3).

Removal of the appendiceal stump was performed
by the purse-string ligation method abdominal cav-
ity drainage through a separate contraperture with
polyvinyl chloride tube drainage.

After the surgery, a diagnosis was determined: an
abscess of the appendiceal stump and an external
fistula of the anterior abdominal wall.

Therapy was prescribed in the postoperative pe-
riod for 3 days: Moxifloxacin 400 mg intravenously
once a day; Enoxaparin sodium 0.3 subcutaneously
once a day; Pantoprazole 40 mg intravenously once
a day; and Dexketoprofen 50 mg IV 3 times a day.
The drain was removed on the second day.

Treatment outcomes

The patient was discharged for outpatient treatment
on the fifth day after the operation. On the eighth
day, he was examined in the hospital; the postopera-
tive wound healed with primary tension, and the
stitches were removed. The patient had follow-up
exams at 6 and 12 months post-surgery, including an
abdominal cavity ultrasound (no pathology).

Figure 3. Immobilized Jong» appendiceal stump:
1 — stump itself, 2 — stump abscess
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Discussion

Although appendectomy is the most used and fre-
quent surgical operation in the world, it still does
not exclude the possibility of complications in the
postoperative period [1, 2]. One of the rarest com-
plications of this operation is the formation of an ab-
scess of the appendix stump. According to Truty MJ,
[8] the condition is accompanied by clinical appen-
dicitis in patients with a history of appendectomy.
This can lead the surgeon to make the wrong deci-
sion. After all, he is sure that the patient’s appendix
has already been removed. In the scientific medical
literature, there is no clear definition of the etiology
of the formation of an abscess in the stump of the
appendix. According to Kurt E. Roberts [7], there
are two main intraoperative factors for the occur-
rence of stump appendicitis: 1) incorrect identifica-
tion of the appendix; 2) incomplete removal of the
appendix, that is its resection. In general, the main
hypotheses for the occurrence of this pathology are:
less often — poor surgical technique (ignorance of
the basic aspects of appendectomy), more often —
the choice of incorrect patient management tactics
(dense appendicular infiltrate, in which it is techni-
cally impossible to perform a full appendectomy).
It is these two aspects, in our opinion, that encour-
age surgeons to perform resection of the appendix,
which subsequently creates the risk of an abscess of
the appendix stump. In most cases, patients have an
acute appendicitis clinic, which allows for a better
diagnosis of the patient’s condition and a diagnosis
of appendix stump abscess.

Authors such as Kurt E. Roberts et al. [ 7] suggest
performing a CT scan of the abdominal wall and
cavity to determine the exact size and location of
the appendix or its stump.

The diagnosis of AP can be mistakenly excluded
due to the presence of a postoperative scar after
an appendectomy. A clear clinical pattern of acute
appendicitis or a fistula opening at the site of the
postoperative scar in the right iliac region directly
indicates the need for a contrast-enhanced CT of
the abdominal cavity. A full-scale appendectomy by
open or laparoscopic surgery is the only method for
managing an inflamed appendiceal stump.

Compliance with the basics of deontology, such as
accurate medical recording and informing patients
about intraoperative issues or difficulties, is also impor-
tant for facilitating diagnosis and further treatment.

Conclusions

Inflammation of the «long» appendiceal stump re-
mains a potential complication in the long run after
appendectomy.
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Onuc KIiHIYHOT'O BUIIAJKY XipYyPIri4yHOI'O JiKyBaAHHA 3aI1AJICHHA
KyYKCH 9€pPBONOAIOHOIO BiIpOCTKA

O.1I. Creuenxo, 10.1II. ITiopa, C. JI. Kinazep, M. C. KpuBonycros, €. C. IIpuxoabko
Hamionampanit mepnanamii yaisepcureT iMeri O. O. Boromoubirst, Kuis

B VkpaiHi Ha 4aCTKy IAL[i€HTiB 3 TOCTPUM AIICHAUIUATOM npumagae 89,1 % Bi 3arajbHOI KUIBKOCTI XBOPHUX i3
TOCTPOIO XiPYPrivyHOIO HATOJIOTIEI0. Y CYYaCHI XipypriuHii IPaKTULLl PAHHI TA Mi3Hi YCKIaJHEHHS OCIAAI0Th
nepiie MiCle B CTPYKTYPi TOCTPUX XipyPriyHUX 3aXBOPIOBAHbL OPIAHIB YEPEBHOI ITIOPOKHUHN HE3AJICKHO Bij
BIKYy T4 CTaTi XBOPUX, 4 MiCJAONEPALIMHA JICTAIbHICT CTAHOBUTD y cepesHbomy 0,15 %. V BinganeHun nepio,
MiC/Is AIEHICKTOMIT, HE3BAXKAI0YM Ha IIPOI'PEC CYyYACHOI Xipyprii, MOXKe BUHUKHYTHU JIyKE PiIKICHE YCK/IQIHECHHS,
BiZJOME K 3aMAJIEHHs KyKCH YEPBOIIOIiOGHOTO BiZJPOCTKA.

XBOpUH, 25 POKIB, 3BEPHYBCA /IO BiIUIEHHS THIFHOL Xipypril 31 CKapraMu Ha «JpiOHy PaHKy» Ha MiCLIi ITiC/s-
ONEPALITHOrO pyoIs B IPAaBili MAXBUHHIN AUIAHII T4 HE3HAYHI THIMHI BUAUIEHHA 3 HEl. YOTUPH MiCALli TOMY,
B JIUIIHIi, IPOONEPOBAHUN 3 MPHUBOJY I'OCTPOrO (PIIETMOHO3HOIO ANEHAUIINTY. IIepIIoro JUCTonaaa Iicis
(Pi3UUHOTO HABAHTAXKEHHS PAaHA BUHUKIA [IOBTOPHO, 4 3 JIMCTONA/A MAL[i€EHT CAMOCTIMHO 3BEPHYBCA HA KOH-
CYJIBIALIiIO O NPHUUMAIBHOIO Bif/IVICHHA KIiHIYHOI MiCBKOT JIiKapHi Ne 3. OIIIHyTUH XipyproM i rocriraizosa-
HuUL. [Ipu peBisil paHu BUABICHO NYXJIMHONOAIOHE YTBOPEHHS PO3MIPOM 2,5 x 3,0 X 2,5 CM, 4 TAKOXK IIPUCTIHKOBY
O4EePEBUHY. AIIEHIEKTOMII0O BUKOHAHO METOAOM KHCETHOI IIEPEB’I3KU 3 JPEHYBAHHAM YEPEBHOI IIOPOKHUHU
OKPEMOIO KOHTPANEPTYPOIO 3 NOIBIHUIXJIOPUIHUM JpeHaxeM. ITicisa onepariii BCTAHOBIEHO AiarHO3: A0CLIEC
KYKCHU 49EPBOMNOAIGHOIO BiIPOCTKA, 30BHIIIHA HOPHUIIA MEPEAHbOI YEPEBHOI CTiHKM. Ilicmsonepanifina paHa
3KWIA IIEPBUHHUM HATAIOM, IIIBU 3HATO.

JiarHo3 aneHauuuTy MOXe 6yTH HOMWIKOBO BIJIYYEHUH 3 KIIIHIYHOTI'O MOIIYKY YE€PE3 HABHICTb MTiC/SIONIEPATIi-
HOTO PyOLA MiC/A aneHAeKToMil. YiTka KIiHIYHA KAPTUHA TOCTPOTo allEHJUINTY 400 BiJKPUTTS HOPHLI HA MiCITi
HiC/AONEPALIITHOIO pyoLd B MPABill 3AyXBUHHINA JUIAHII BKAa3ye HA HEOOXINHICTb MIPOBEAECHHSA KOMITIOTEPHOL
TOMOTPadii OPraHiB YePEBHOI MOPOKHUHU 3 KOHTPACTYBAHHAM I BCTAHOBJIEHHA TOYHOI'O [IiarHO3y T4 OOPaHHA
TPABWIbHOI JIIKYBAJILHOI TAKTUKU. ITOBHOLIIHHA, AaTICHACKTOMIsI 3 BUJJAJICHHSM YEPBONOAIOHOTO BiIpOCTKA, AIICH-
JIEKTOMifl BIIKDUTHUM XiPYPIridHUM IUIIXOM 460 JIATAPOCKOMIYHO € €IMHHUM METOJOM JIIKYBAHHS 3AITAJICHHA KyKCH
4EPBONOJIOHOIO BiIPOCTKA T4 MAE€ MPOBOAUTHCH B yPIEHTHOMY HOPSAJIKY i1l yHUKHEHHS [OIA/BIINX YCKIA/JHEHD.

KiIr090Bi ¢J10Ba: a1ICHACKTOMIs, 46CLIEC KYKCU AIIEH/INKCA, BHYTPIIHbOYEPEBHUH a6CLIEC, XipypIrivyHE JIiKyBaH-
HS, IiarHOCTHKA.
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