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ABSTRACT

Introduction and objective: Acute appendicitis is
considered the most common cause of acute surgical
abdomen. It has a prevalence of 7% in the world population;
laparoscopic surgical treatment is the treatment of choice.
However, at the beginning of the COVID-19 pandemic, a
probable increase in the risk of contagion for the work team
due to the use of the laparoscopic approach was described,
for which reason our hospital opted for open treatment for
patients with acute abdominal pathology. We consider it
relevant to share our experience in a national reference
center. Case presentation: 47-year-old female patient, who
starts with a clinical picture of abdominal pain, nausea, and
vomiting; she took analgesic and antibiotic drugs. After
migration of pain, increase and exacerbation of abdominal
pain, she decided to see a private physician who ordered
CT abdominal scan that showed signs of acute appendicitis
and images suggestive of infection by SARS-CoV-2, so she
was sent to our unit. It was decided to perform an open
appendectomy and she was discharged to the Intensive Care
Unit with favorable evolution. Discussion: Currently, the
diagnosis of acute appendicitis in the context of a patient
with COVID-19 represents a challenge, since there are
symptoms shared by both diseases, so we consider it
relevant to share our experience in a tertiary-care level
hospital. No relationship was found in the pathological
study between coronavirus disease and acute appendicitis.

RESUMEN

Introduccion y objetivo: La apendicitis aguda es consi-
derada la causa mas comun de abdomen agudo quirdr-
gico. Cuenta con una prevalencia de 7% en la poblacién
mundial; el tratamiento quirdrgico laparoscopico es el
de eleccion. Sin embargo, a inicios de la pandemia CO-
VID-19, se describi6 un probable aumento de riesgo de
contagio para el equipo de trabajo por el uso del abordaje
laparoscopico, por lo que en nuestro hospital se opt6 por
el tratamiento abierto para los pacientes con patologia
aguda abdominal. Consideramos relevante compartir
nuestra experiencia en un centro nacional de referencia.
Presentacion del caso: Paciente femenino de 47 afios,
quien inicia cuadro clinico con dolor abdominal, nausea
y vomito; con ingesta de analgésico y antibiotico. Después
de migracion de dolor, aumento y exacerbacion del dolor
abdominal, decide acudir al médico particular en donde se
le realiza tomografia, la cual report6 apendicitis aguda e
imagenes sugestivas de infeccion por SARS-CoV-2, por lo
que es enviada a nuestra unidad. Se decide realizar apen-
dicectomia abiertay es egresada a la Unidad de Cuidados
Intensivos con evolucion favorable. Discusion: Actualmen-
te, el diagnéstico de apendicitis aguda en el contexto de un
paciente con COVID-19 representa un reto, ya que existen
sintomas que pertenecen a ambas enfermedades, por lo que
consideramos relevante compartir nuestra experiencia en
un hospital de tercer nivel. No se encontro relacion en el
estudio patoldgico entre la enfermedad por coronavirus y
la apendicitis aguda.
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Figure 1:

Computed axial
tomography scan

of the abdomen.
The cecal appendix
is not visualized

but distal ileum
loops with mural
thickening and
inflammation of the
mesenteric fat of the
right iliac fossa are
observed, suggesting
an inflammatory
process.

INTRODUCTION

Acute appendicitis is a cause of abdominal
pain and is considered the most common
cause of lower abdominal pain and acute
surgical abdomen, which can progress to
perforation and peritonitis.' It has a worldwide
prevalence of 7%. Its diagnosis has traditionally
been clinical and has been complemented
by laboratory and imaging studies.” Due to
the current pandemic, thoracic computed
tomography (CT) has been implemented as
part of the protocol of an emergency surgical
patient, regardless of the abdominal diagnosis,
to rule out COVID-19 infection.’
Appendectomy through laparoscopic
approach is the treatment of choice;' however,
at the beginning of the COVID-19 pandemic,
a probable increase in the risk of contagion
for the entire surgical team was described
with the use of endoscopic surgery, due to the
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pressurized expulsion of intracavitary gas when
removing and introducing instruments through
the ports (despite the anti-leakage membranes
they have), as well as at the end of the
procedure when evacuating the gas.* The risk
of using laparoscopy is considered higher than
that of conventional open surgery and for this
reason, the open approach has been chosen
in most cases according to recommendations
for laparotomy over laparoscopy provided
by different surgical societies.®® Technical
implementations have been made, such as
filters or modifications in suction, which in the
future will benefit the use of laparoscopy.’
Due to the pandemic, we have encountered
greater difficulty in the diagnosis of abdominal
surgical pathologies, since fever, nausea,
vomiting, and abdominal pain can be confused
as symptoms of COVID-19'% and, after a
literature review, we found that there are only
three reported cases of acute appendicitis
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Figure 2:

Computed axial
tomography scan of
the lung, showing
parenchymal
changes suggestive
of atypical SARS-
CoV-2 pneumonia.

[ .

management in this context: one treated with
laparoscopic appendectomy'’ and two were
managed conservatively.'”"3 So, we consider
it was relevant to share the experience at the
Hospital General de México “Dr. Eduardo
Liceaga”, which is a tertiary-care level hospital
that was designated as a care center in the
country for treating patients with SARS-CoV-2.

Objective. To share the experience in a
patient with acute appendicitis with the added
diagnosis of COVID-19 in a tertiary hospital
center.

CLINICAL CASE

This is the case of a 47-year-old female patient
with no relevant medical history. She smoked
20 cigarettes per day with a smoking index
of 25, which is considered as a major risk for
chronic obstructive pulmonary disease (COPD);
she had an elective cesarean section 13 years
ago. Her condition began four days prior to
her evaluation, when she presented pain in the
epigastrium of intensity 7/10 without irradiation,
without triggering or exacerbating factors; it was
accompanied by nausea and vomiting of food
content on five occasions. Twenty-four hours
after the onset of the symptoms, she reported
having self-medicated with the antispasmodic
drug butyl-hyoscine 10 mg every 12 hours,
after which she had a slight improvement,
so she was left to free evolution. 48 hours
later she presented increased vomiting, as
well as abdominal pain that had migrated
to the right iliac fossa. She did not report
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having fever. She went to a private hospital 72
hours after the onset of the symptoms, where
amikacin as antibiotic was administered along
with an analgesic drug and metoclopramide
at unspecified doses, without relieving the
symptoms. At another private hospital where
she was taken because of increasing intensity
of abdominal pain, laboratory studies were
performed that showed: a white blood cell
count of 23.3 x 103/ul with a neutrophil count
of (19.48 x 103/ul). The rest of the laboratory
parameters were within normal range values.
Once acute appendicitis was suspected, a
contrasted thoraco-abdominal-pelvic CT
scan was requested, which showed signs of a
probable acute appendicitis complicated with
a localized abscess, as well as findings of air
bronchogram and data suggestive of atypical
pneumonia due to SARS-CoV-2 (Figures 1
and 2), so it was decided to send her to the
emergency department of our hospital unit.
When the patient was in emergency
respiratory triage, surgical evaluation was
requested. The patient was found with a
heart rate of 106/min, respiratory rate of 22/
min, capillary oxygen saturation of 88% when
beathing room air, a body mass index (BMI)
of 30. Bilateral basal rales were heard on lung
auscultation. And she has positive appendicular
signs as well as signs of peritoneal irritation
on abdominal examination. Complementary
lab studies were requested such as D-dimer
(3,268), ferritin (96), procalcitonin (0.81), and
lactate dehydrogenase 164 [U/I. A polymerase
chain reaction (PCR) on pharyngeal swab was
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Figure 3:

Histopathological
study slides:

A-D: Ulcerated
appendicular
mucosa
(conventional
hematoxylin-eosin
and Masson’s
trichrome stain).
E-F: Secondary
vasculitis in medium
caliber vessels,
located contiguous
to the ulcerated
area. G-H: Medium
caliber vessels,
located in the sub
serosal tissue;
absence of acute
thrombosis is
evidenced.

Cirujano General 2020; 42 (2): 170-175 www.medigraphic.com/cirujanogeneral



174

not performed at this time due to hospital
budget restrictions. She was taken to the
operating room at that time.

An open appendectomy implementing
international recommendations and with the
necessary protocol and personal protective
equipment was decided. An infraumbilical
median incision was made, finding an
infraumbilical aponeurotic defect of 2 X 2 cm
with preperitoneal fat inside. Upon entering the
cavity, we found a cecal appendix measuring
6 X 2 X 2 cm in retrocecal position with the
presence of perforation at the junction of the
middle third with the distal third, as well as a
peri-appendicular abscess of approximately
50 ml. An appendectomy with Zuckerman
invaginating technique and, subsequently,
local surgical lavage with 500 ml of 0.9% saline
solution was performed. No external drainage
was placed, and wall closure with simple
continuous suture with polypropylene 1 and
skin closure with polypropylene 3-0 was done.

The patient was admitted to the Intensive
Care Unit with mechanical ventilation, where
a PCR was performed for SARS-CoV-2, which
was positive, and treatment continued with a
double antibiotic regimen for seven days with
ceftriaxone 1 g intravenous every 12 hours
and metronidazole 500 mg intravenous every
8 hours. Subcutaneous enoxaparin 80 mg
every 12 hours, chloroquine 450 mg every 24
hours and oseltamivir 75 mg every 12 hours
for five days. A nasogastric tube was used for
enteral route. She was treated with mechanical
ventilation and evolution was favorable, so she
was extubated on the sixth day after admission
and discharged from the Intensive Care Unit
on the eighth day of hospital stay. She was
transferred to the area assigned for patients with
COVID-19 and was discharged 13 days after
surgery. The histopathological study reported
acute fibrinopurulent perforated appendicitis
(Figure 3).

DISCUSSION

Currently, the diagnosis of acute appendicitis
in the context of a patient with COVID-19
represents a challenge, since there are
symptoms that belong to both diseases'* and to
diagnostic scales such as Alvarado, RIPASA (Raja
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Isteri Pengiran Anak Saleha) or AIR (Appendicitis
Inflammatory Response);' therefore, according
to international recommendations, we consider
it necessary to perform an imaging study in
these patients, with thoracoabdominal CT
scan being the imaging study of choice, since it
allows to guide a differential diagnosis between
both pathologies.® There is no evidence in the
literature comparing or supporting conservative
vs. surgical treatment. So, in our center,
we consider performing surgical treatment
with the necessary protective equipment
and an open surgical approach without the
use of electrocautery, since we do not have
the necessary equipment for the safe use of
laparoscopic surgery. However, with a safety
equipment this will not be ruled out in the
future.’1° No relationship was found in the
histopathological study between coronavirus
disease and acute appendicitis.
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