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ABSTRACT: Acute appendicitis is usually diagnosed and managed easily with a low mortality and 

morbidity. However, in 20.74% patients, acute appendicitis may occasionally become extraordinarily 

complicated and life threatening with significant morbidity and mortality.[1] We report a case of 44 

year old male, a known case of Diabetes Mellitus since 4 years (on irregular treatment) who was 

brought to our hospital with severe pain in right lower quadrant of abdomen since 4 days. On 

examination, patient had tachycardia, tenderness and guarding in the right iliac fossa. Laboratory 

results revealed leucocytosis and raised blood glucose levels. Measures for glycemic control were 

initiated. At exploratory laparotomy, an inflamed and retrocaecal appendix ruptured at the base with 

small local abscess was found. Abscess was drained and appendectomy done. Initially patient did well 

but at the end of second post-operative week, the patient started having pain and swelling over 

posterior chest wall, flank, sacral and occipital regions suggestive of inflammation. CT abdomen and 

pelvis showed extensive necrotizing fasciitis of trunk, occiput and sacrum. Repeated multiple 

fasciotomies were performed over the back. The patient finally recovered fully at the end of 8th post-

operative week. 
 

INTRODUCTION: Acute Appendicitis is a disease which is commonly encountered in daily clinical 

practice. It is one of the significant causes of severe acute abdominal pain worldwide. American 

surgeon Charles McBurney has established the definite role of early surgical intervention in the 

management of acute appendicitis.[2] It may sometimes become life threatening. In case the diagnosis 

and treatment are delayed it gives rise to complications such as peritonitis, perforation and abscess 

formation. We present an unusual case of retroperitoneal perforated appendicitis resulting in 

extensive necrotizing fasciitis over back, right flank and nape of the neck, post operatively resulting in 

prolonged hospital stay. 
 

CASE REPORT: A 44 year old man reported to our hospital with complains of severe pain in right 

lower quadrant of the abdomen since 4 days. He was a known case of Diabetes Mellitus since 4 years 

but on irregular treatment. Physical examination revealed an ill-looking man with the body 

temperature of 38ᴼC and tachycardia (pulse rate–100 beats/min). 

Tenderness and guarding was present over right iliac fossa. There was leucocytosis with a 

WBC count of 12,000 cells/mm3, random blood sugar level was raised (535mg/dL) and urinary 

ketone bodies were present (4+). Ultrasound was suggestive of acute appendicitis with no collection 

in Right Iliac Fossa. 

At emergency exploratory laparotomy, appendix was found inflamed and perforated at the 

base with small collection in the right iliac fossa. Appendectomy was performed. Histopathological 

examination confirmed Acute Appendicitis. Antibiotics were commenced and glycemic control was 

achieved. 
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The patient had uneventful post-operative course till the end of second post-operative week 

when he complained of swelling and pain over the right side of posterior chest wall and right flank 

which subsequently spread to whole sacral and occipital regions. On examination, patient had 

tachycardia (pulse rate–120 beats/min) although he was afebrile. There was evidence of cellulitis 

over posterior chest wall, right flank, sacral and occipital regions but no crepitus felt. Ultrasound scan 

also revealed features of cellulitis while CT scan revealed evidence of extensive necrotizing fasciitis 

over the trunk. (Fig. 1.) 

Multiple incisions and drainage with fasciotomy were performed frank pus was drained        

(Fig. 2 & 3). The incisions were left open. The bacterial culture revealed Klebsiella pneumonia which 

was sensitive to Ciprofloxacin, Chloramphenicol, Gentamicin, Amikacin, Imipenem. He was started on 

Chloramphenicol 500mg i/v QID, Ciprofloxacin 500mg i/v BID which was accompanied with daily 

dressing of the wounds. Repeated debridement (Seven times) was required over a period next 7 

weeks and by the end of 8th week, patient recovered fully. 

 

DISCUSSION: Intestinal perforation due to appendicitis, diverticulitis, or a carcinoma can cause 

retroperitoneal and psoas abscesses, which may extend down along the inguinal ligament, or through 

the femoral canal, sciatic foramen, and obturator foramen, resulting in emphysema and abscesses in 

the thigh and leg.[3][4][5][6][7] Knowing that the anatomical position of the appendix is variable and 65% 

of the appendix have been reported to be retrocecal,[8] a perforation at this location is fraught with 

danger of retroperitoneal abscess. 

In our case, the occurrence of the necrotizing fasciitis of the trunk is very rare. The possible 

mechanism of the spread of infection is from the retrocaecal region to Petit’s triangle to trunk. Post 

operatively, though there were no abdominal findings (such as guarding and rigidity), the occurrence 

of signs of inflammation of the trunk region is very unusual. 

In case report by Mukoyama et al, an elderly patient with perforated acute appendicitis 

reported with severe necrotizing fasciitis of the right thorax to right lower abdomen and lateral 

aspect of the right ilium.[9] They could search only 10 more similar cases from the literature. 

However, amongst all these none developed necrotizing fasciitis following appendectomy. 

In addition to the physical signs of diagnosis, CT scan is used as a diagnostic tool. Contrast 

enhanced CT scan of the abdomen imaging study gives highest accuracy and efficiency. CT scan of the 

abdomen not only helps in the establishment of the diagnosis, but also extent of involvement. 

 

CONCLUSION: Extensive Necrotizing Fasciitis of trunk following Appendicectomy is extremely rare. 

Surgeons should keep this its rare complication in mind which increases morbidity and may result in 

fatality if not treated aggressively. Incision and drainage with fasciotomy often at multiple sittings 

with appropriate antibiotics form the mainstay of the management. Emphasis should be laid on early 

diagnosis and aggressive management. 
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Fig. 1:  CT scan of abdomen showing extensive mottled air in the 
subcutaneous as well as intermuscular plane which is the evidence of 

necrotizing fasciitis over posterior chest wall & right flank 
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Fig. 2: Showing multiple incisions and 
drainage with fasciotomy (day 10) 

Fig. 3: Incisions were left open and daily 
Dressing was done (day 20) 

 


