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INTRODUCTION

TT
he medical approach of patients who present an
appendicular plastron arouses multiple contro-
versies and divides surgical world according to

the preferred type of management: conservatory or surgically.

Conservatory treatment implies antibiotic administration
and, if necessary, purulent collection drainage, followed, at a
variable period of time, by an appendectomy.  

On the other hand, it is believed that immediate
appendectomy is a method which clearly avoids the risk 
of recurrence and can also be a way of diagnosing an 
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SUMMARY

The medical approach of patients who present an appendicular
plastron arouses multiple controversies and divides surgical world
according to the preferred type of management: conservatory 
or surgically. We discuss the case of a 21-year-old male, with
Imipenem allergy, without significant medical history, who 
presents with pain in the right iliac fossa and in the right lumbar
region, nausea and vomiting. The CT scans revealed an 
appendicular bloc near the terminal portion of the ileon and the
dilation of the appendix. On the 10th day it was decided to 
perform a surgical intervention for abscess drainage under 
general anesthesia with orotracheal intubation. An immediate
appendectomy was prohibited. After one month, the patient 
presented for the clinical and imagistic follow-up evaluation. The
CT scan did not reveal any peritoneal collections or the 
vermicular appendix. After a successful conservative treatment
associated or not with abscess drainage, a subsequent appendec-
tomy is not necessary, although the patient must be informed
about the recurrence risk. The probability of missing an insidious
pathology is low, although it should not be excluded, especially
for patients over 40 years old.
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RÉSUMÉ

Evolution particulière d’un patient avec plastron appendiculaire 

L'approche médicale des patients présentant un plastron appendic-
ulaire suscite de multiples controverses et divise le monde médical
d’après le type préférentiel de gestion: conservatoire ou chirurgical.
Nous débattons le cas d'un homme en âge de 21 ans, avec allergie
imipenem, sans une histoire médicale significative, qui se présente
avec une douleur dans la fosse iliaque droite et dans la région 
lombaire droite, de la nausée et du vomissement. Les tomographie
computérisée a montré un bloc appendiculaire proche de la portion
terminale de l'iléon et la dilatation de l'appendice. Le 10ème jour,
on a décidé à exécuter l’intervention chirurgicale pour le drainage
de l'abcès sous anesthésie générale avec intubation de l’orotraché.
L’appendicectomie immédiate n’a pas été admise. Après un mois,
le patient s’est présenté pour le suivi clinique et imagistique. La TC
n'a dévoilé aucune collection péritonéale ou un appendice 
vermiculaire. Après un traitement conservateur avec succès associé
ou non au drainage de l'abcès une deuxième appendicectomie n’est
plus nécessaire, bien que le patient doit être informé du risque
récurrent. La probabilité d’omission d’une pathologie insidieuse est
faible, même si elle ne doit pas être exclue, surtout en ce qui 
concerne les patients de plus de 40 ans.
Mots clefs: plastron appendiculaire
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unexpected neoplasm. Theoretically, even if this type of
management is preferred, this intervention can become
challenging for the surgeon due to tissular inflammation.
This is the reason why immediate appendectomy is 
frequently associated with complications resulting in ileo-
cecectomy or right hemicolectomy. This type of compli-
cations are mentioned to occur in over 30% of the total
cases of immediate surgical interventions applied in
appendicular plastrons [1].

In the light of recent studies, this paper aims at 
comparing the potential risks and benefits of choosing a
conservative approach in treating appendicular bloc and
at the same time presents the details of a clinical case.

CASE REPORT

A 21-year-old male, with Imipenem allergy and without
any significant medical history, presented with pain in the
right iliac fossa and right lumbar region, nausea and 
vomiting.

After a complete set of analysis, a significant increase
in white blood cells count was recorded (16,9*103/μL
(N:4*103-8*103/μL)).

The CT scans revealed an appendicular bloc near the 
terminal portion of the ileon and the dilation of the appendix.
It was decided to apply conservative antibiotic treatment for
a week, during which the patient was afebrile. After a week,
the patient became pyretic and a following CT scan revealed
the presence of an area of uneven parafluid density, with
irregular shape, peripheric iodophylia and pseudosepta
associating a fine edematous densification of the peri-
lesional fat. This area is in direct contact with the last ileal
loop which appears to be slightly distended by hydric 
content, with a hydroaeric level. Also an eight mm thick layer
was visible in the Douglas pouch, accompanied by a liquid
densification on the posterior contour of the lesion. Multiple
retrocecal, lumbo-aortical and bilateral superficial inguinal
adenopathies were also identified. The pyelocaliceal system
and the right ureter appear to be moderately enlarged (7 mm
for the right ureter and 4 mm for the left ureter) and the
pericecal collection is compressing the anterior side of the
pelvic segment (fig. 1-3).

On the 10th day it was decided to perform a surgical
intervention under general anesthesia with orotracheal
intubation. This revealed appendicular plastron with the
participation of the last small intestine loop and a collec-
tion of purulent liquid which was aspired. It was not pos-
sible to identify the appendix due to the abscess lesion,
which would have made a potential appendectomy very
difficult.

The post-operatory evolution was favorable and the
patient was discharged two days after the surgery, in a
good condition.

After one month, the patient presented for the clinical
and imagistic follow-up evaluation. The CT scan did not
reveal any collection in the right iliac fossa, intra or
retroperitoneal free liquid, or other significant changes to
previous results. It is worth mentioning that CT scan did

not show any peritoneal collections or the vermicular
appendix, although an appendectomy was not performed
(fig. 4, 5).

Figure 1 – CT scan preooperatively

Figure 2 – CT scan preooperatively

Figure 3 – CT scan preooperatively
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DISCUSSION

A study comparing 61 cases of appendicular abscess
and phlegmon indicated that conservative treatment was
shown to be effective in 93% of cases, while immediate
surgical intervention is associated with a three times
increase in morbidity rate [2].

In 20% of the cases the conservative treatment also
necessitates percutaneous drainage. There is a risk of a
moderate inflammation recurrence, even after successful
less invasive treatment, mainly due to calcified deposits
present within the appendix. On the other hand, simply
treating the inflammation symptoms could be misleading
in diagnosing cancer or Crohn’s disease, especially for
patients over 40 years old [2]. This can be avoided by
using imagistic methods in establishing the final diagnosis
and underlines the necessity of periodical evaluation.

Recurrence risk

The minimal invasive strategy adopted for treating peri-
apendicular abscess is generally accepted as efficient and
favorable for the patient, by avoiding the risks associated
with a surgical intervention. On the other hand, it should
be considered the possibility of a disease recurrence. A study
analyzing 94 patients who did not undergo interval 
appendectomy showed that in 25,5% of cases (24 patients)
suffered a recurrent appendicitis up to 12 months (83,3% in
the first 6 months) [3]. Other statistical studies indicate
smaller percentages of recurrent appendicitis; 9% of cases
(from a total of 1061 patients) [2], or 8% of cases (from a
total of 155 patients) respectively [4].

Should interval appendectomy be performed?

The minimally invasive strategy has another debate
subject which is the necessity of performing interval
appendectomy and whether this intervention is beneficial
for the patient. If we consider the highest value for the

recurrence rate mentioned earlier [2,3,4], the authors
demonstrate that appendectomy performed after 6 weeks
can have a real benefit for less than 16% of cases. From
this point of view, it appears that interval appendectomy
is not justified in the light of smaller percentages 
mentioned in other studies. Some authors suggest that a
decision about a subsequent appendectomy should be
taken considering the patient’s response to an antibiotic
treatment. On the other hand, an interval appendectomy
could be essential for establishing an otherwise difficult to
diagnose condition, like some tumors, Crohn’s disease or
Meckel diverticulitis [2,5].

In our case the conservative strategy had a positive
outcome, the surgical intervention was limited to abscess
drainage without any complications and the patient
responded well to antibiotics. Taking into consideration
the statistical context presented above and the patient’s
age, medical history and evolution, it could be implied
that an interval appendectomy is not a necessity. Further-
more, the CT scan did not reveal the vermicular appen-
dix, supporting this opinion.

Possible complications

A fairly rigorous meta-analysis concludes that conserva-
tive treatment associated or not with an interval appendec-
tomy is accompanied by a smaller rate of complication cases
than immediate surgical intervention. The latter is followed
by a higher probability of infection, pelvine/abdominal
abscess or intestinal obstruction [5,6].

Overstimulation of inflammatory response can result
in a higher morbidity rate and a higher risk of complica-
tions. This is the reason why an appendectomy should be
postponed until the inflammation subsides. The purpose
of the conservative treatment is to facilitate the recovery
of the tissue by localizing the inflammation site and
decreasing the risk of abscess development [5].

There were no significant differences reported between

Figure 4 – CT scan after surgery (1 month) Figure 5 – CT scan after surgery (1 month)
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the two therapeutic conducts regarding the length of 
hospital stay and the length of intravenous antibiotic
treatment [5].

CONCLUSIONS

After a successful conservative treatment associated or
not with abscess drainage, a subsequent appendectomy is
not necessary, although the patient must be informed
about the recurrence risk. The probability of missing an
insidious pathology is low, although it should not be
excluded, especially for patients over 40 years old.
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