Open Access

Archives in
Biomedical Engineering & Biotechnology
Case Report

Copyright © All rights are reserved by Juan Piazze

Purulent Appendicular Peritonitis in Pregnancy:
Management and Pregnancy Outcome
Piazze Juan1,4*, Donfrancesco Cristina1,2, Testani Costantino1 and Rea Silvio3,4
1

Department of Gynecology and Obstetrics, SS. Trinity Hospital, Italy

2

Department of Experimental Medicine, Sapienza University of Rome, Italy

3

Oncological Surgery, University of L’Aquila, Italy

4

Carlo Ferri Foundation, Monterotondo, Italy

*Corresponding author: Juan Piazze, Department of Gynecology and Obstetrics, SS.
Trinity Hospital, Carlo Ferri Foundation, Monterotondo, Italy.

Received Date: December 14, 2018
Published Date: January 25, 2019

Abstract
Appendicitis represents the most common cause of acute abdomen in pregnancy, but diagnosis remains challenging.

Case presentation: A 40-years woman at 23 weeks of pregnancy with an under-head presentation of purulent peritonitis
secondary to acute appendicitis, we present this case report in order to describe the uneventful maternal-neonatal outcome at term,
despite the risky acute abdomen caused by a retrocecal appendicitis at mid pregnancy.
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Background
Appendicitis represents the most common cause of acute
abdomen in pregnancy, accounting for 25% of non-obstetric
surgery in pregnant women, with an incidence between 0.06%
and 0.28% [1,2]. Forty per cent of cases takes place on the second
trimester [3]. Diagnosis of appendicitis during pregnancy remains
challenging, for the low sensitivity of ultrasound (US) and low
predict value of typical symptoms, due to the change of appendix
location and to the physiological mild leukocytosis [4-7]. Therefore,
complications occur more frequently during pregnancy than in
non-pregnant women [8].
In the current case we report our experience of the challenging
diagnosis and subsequent laparotomic treatment of purulent
appendicular peritonitis in the second trimester, reflecting an
optimal management of this threatening situation.

Case Presentation

A gravida 2, para 2, 40-year-old white woman at 23 weeks
of gestation, presented to the emergency room of our Hospital
with abdominal discomfort and gastrointestinal symptoms such
as nausea and vomiting. At the time of admission to hospital, her
blood pressure was 110/70 mmHg, heart-frequency 72 bpm, body

temperature 37 °C and laboratory tests indicated a mild leukocytosis
with neutrophilia, low monocytes and lymphocytes. The local
examination showed a regular vagina without pathological loss, a
posterior cervix and a soft uterine body. On abdominal examination
she presented right back pain; Giordano’s test was positive at the
same side. At ultrasound evaluation, she presented dilatation of the
right renal pelvis and proximal ureter, and palpable inguinal lymph
nodes at the same side, as well as good fetal parameters. She was
hospitalized with the diagnosis of right renal colic. A treatment
with antibiotics, antiemetics and antalgic drugs was started. The
day after admission her conditions get worse, and she presented
temperature (37.8 °C). This time abdominal US showed moderate
fluid in all quadrants.

So, the patient was taken for emergency exploratory laparotomy.
We decided to perform laparotomy in consideration of her two
previous cesarean section and the possible difficulties we could
have found due to adhesions. Intraoperatively we found out a diffuse
purulent peritonitis secondary to acute appendicitis. Appendix
was even dislocated in the retrocecal site. Appendicectomy and
thorough abdominal washing were performed. The postoperative
course was normal. The patient’s symptoms regressed. She was
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treated with large spectrum antibiotics for seven days. Histological
examination found acute purulent appendicitis.
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The patient was discharged on the 8th day after surgery and
was constantly followed by our Division. At 39 weeks of pregnancy
she underwent cesarean section. This time we found a clean
abdominal cavity, without signs of inflammations or adhesions. A
healthy female child, weighting 3.300 gr, was born. The surgery was
uneventful, the postoperative course and her blood exams were
normal. The patient and her baby were discharged home three days
after cesarean section in healthy conditions.
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