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ABSTRACT: Mucocele of appendix (MA) is a rare entity and is defined as mucin filled dilated 

appendicular lumen which may be due to distal obstruction. It is usually asymptomatic and may 

present as appendicitis. We present a rare case of an elderly female who presented with features of 

acute intestinal obstruction secondary to mucinous cystadenoma of appendix for which she had to 

undergo exploratory laporotomy. 
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INTRODUCTION: MA refers to dilated mucin filled appendicular lumen which may be secondary to 

distal obstruction. It is a rare condition with estimated incidence of only 0.2-0.3% in appendicectomy 

specimens.(1) It can be asymptomatic, but acute or chronic pain in the right iliac fossa is the most 

frequent symptom.(2) Intestinal obstruction complicating an appendiceal mucocele has rarely been 

reported.(3) We describe the case of an old woman who came to emergency with signs and symptoms 

of intestinal obstruction due to appendiceal mucocele. 

 

CASE REPORT: We report the case of a 60years old, previously healthy woman, who presented to our 

emergency room with a 3day history of acute and diffusely abdominal pain, nausea, vomiting and 

disruption of bowel movements. Her abdomen was distended and tympanic with diffuse tenderness, 

especially in the periumbilical areas with exaggerated bowel sounds. She had a history of ant 

tubercular treatment for pulmonary koch’s 5years back. She also had a history of an episode of 

subacute intestinal obstruction 6months back which was managed conservatively outside. The 

leukocyte count was 22,000 with 95% neutrophils.  

An erect film of the abdomen revealed multiple air fluid levels suggestive of small bowel 

obstruction. CECT abdomen was done which showed small bowel dilatation with abrupt tapering 

near IC junction with mesentric lymphadenopathy. So, a diagnosis of acute intestinal obstruction 

secondary to ileocaecal koch’s was made. After resuscitation, patient was undertaken for exploratory 

laporotomy. On inspection, dilated small bowel loops with collapsed large bowel mesentry were 

found and a 4*3cm in size firm mass was found at the anatomical site of appendix. The mass was 

preileal in position and was compressing over terminal ileum. About 10ml mucinous collection was 

found in right iliac fossa and pelvis. So, right sided hemicolectomy was performed. The postop period 

was uneventful and patient was discharged on day 11 in satisfactory condition. The final 

histopathology showed mucinous cystadenoma of appendix collection and reactive lymphoid 

hyperplasia with no epithelial cells in mucin. 
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DISCUSSION: Appendiceal mucoceles are a group of diseases characterized by filling of appendiceal 

lumen by mucin. It consists of 4 histopathological findings: simple mucocele or retention cyst, 

mucosal hyperplasia, mucinous cystadenoma, and mucinous cystadenocarcinoma.(4) The incidence of 

MA is relatively rare with mucinous cystadenocarcinoma being the rarest. It is usually and presents 

as incidental finding in 50% of patients at the time of surgery.(2) The most common clinical feature is 

right iliac fossa pain followed by abdominal mass, weight loss, nausea, vomiting. 

They may present as acute appendicitis or as an abdominal mass.[5] Other rare presentations 

include intestinal intussusception,[5] torsion,(6) or ureteral obstruction.(7) However, in our case it 

presented as acute intestinal obstruction. The differential diagnosis kept were ileocaecal tuberculosis 

which is highly prevalent in this part of world and colonic tumor. 

They may also present as pseudomyxoma peritonei if cystadencarcinoma gets ruptured and 

deposits epithelial elements and mucin in peritoneal cavity. 

Ultrasonography is a valuable tool for diagnosing of MA which shows hypoechoic lesion with 

an irregular inner wall caused by mucinous debris and varying degrees of epithelial hyperplasia. It is 

also helpful for diagnosing ascites due to pseudomyxoma peritonei.(8)  Recently, CT has been shown 

to be effective in recognizing the anatomy.  It shows a near water density mass in right iliac fossa with 

focal areas of calcification in the cyst wall.(9) 

CT scan showing dilated bowel loops with abrupt cut off at terminal lieum 

Intraoperative pictures showing mass at ic junction and appendicular lumen lieum 
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MA is treated with appendicectomy. Dhage-Ivatury and Sugarbaker studied the importance 

for evaluating appendiceal lymph nodes and appendiceal stump. They concluded that if lymph nodes 

are positive, right hemicolectomy should be performed. However, during resection it should be borne 

in mind that appendix specimen be removed without rupture so as to prevent any spillage of mucin 

in peritoneal cavity and hence a few authors recommend conversion to open surgery if mucocele is 

found at laparoscopic surgery.(10) 

MA is an uncommon cause of intestinal obstruction. In our case, cystadenoma variety of MA 

presented with intestinal obstruction. Prior history of pulmonary koch’s in patient with an earlier 

attack of subacute intestinal obstruction led us to keep the possibility of ileocaecal koch’s as the 1st 

diagnosis. During any surgical intervention on MA it should be borne in mind to keep the appendix 

intact so as to prevent pseudomyxoma peritonei which is a fatal complication. 

 

ABBREVIATIONS: MA- MUCOCELE OF APPENDIX. 
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