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Case Report

Appendicovaginal Fistula- A Rare Presentation of
Mucinous Adenocarcinoma of Appendix
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PRESENTATION OF CASE

A 78 yrs., old female patient presented with history of recurrent right lower
abdominal pain and burning micturition since 3 months. She had an episode of foul-
smelling vaginal discharge 10 days back. She had undergone abdominal
hysterectomy and bilateral salpingo-oophorectomy for adenomyosis 26 years back
and vaginal vault repair for cystocele 4 years back. She is known hypertensive and is
on antihypertensive medication for past 10 years. A full review of systems was
otherwise negative, including the absence of haematochezia, melena, nausea,
vomiting, appetite change and weight loss. She had an unremarkable abdominal
examination, including the absence of tenderness to palpation, palpable masses, and
peritoneal signs. Laboratory investigation revealed ESR 80 mm/hr, with Hb 9.9
gm/dl and normal total count. URE done was normal.

Colonoscopy revealed diminutive polyps in sigmoid colon from which biopsy was
taken. No mass lesion/ulceration were observed. Ascending and descending colon
were found to be normal. CT Scan (both plane and contrast) revealed 20 mm dilated
inflamed appendix with minimal vaginal fluid and enhancing wall thickening of
vaginal vault with apparent fistulous connection between appendicular tip and
vaginal vault. MRI confirmed the above findings.

‘ CLINICAL DIAGNOSIS ‘

Acute appendicitis.

| DIFFERENTIAL DIAGNOSIS ‘

e  Pelvic inflammatory disease
e  Pelvicabscess

DISCUSSION OF MANAGEMENT

She underwent laparoscopy. Intraoperatively appendix base was friable; tip was
perforated with a fistulous tract with the vaginal vault. Appendicectomy was done
and fistulous tract was excised, and vaginal vault opening was closed. There was no
intraperitoneal deposits or lymph nodes. Since gross and microscopic pathological
examination revealed mucinous adenocarcinoma of appendix, she underwent
laparotomy. Intraoperatively there were serosal nodules over the cecum and multiple
mesenteric lymph nodes. Hemicolectomy was done with ileotransverse side to side
anastomosis.
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Figure 2a. Appendicectomy Specimen Showing Tip Perforated with
Appendicovaginal Fistula Remnant at the Tip

Figure 2c. Hemicolectomy Specimen. Appendix Stump can be Seen
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Figure 2d. Histopathological Appearance (H&E Stain) Suggestive of
Mucinous Adenocarcinoma
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PATHOLOGICAL DISCUSSION

Gross and microscopic pathological examination revealed
mucinous adenocarcinoma of appendix. Further pathological
examination of hemicolectomy specimen revealed mucinous
adenocarcinoma of appendiceal stump with few signet ring
cells. Focal tumour deposits in the caecal subserosa with
mesenteric deposits. Fistulous tract also showed malignant
cells. 1/11 lymph node was found to have metastasis.

DISCUSSION

Primary adenocarcinoma of the appendix is rare condition. It
accounts for 0.12 cases per 1000000 patients per annum,
0.05%-0.2% of all appendectomies, about 0.2% of all
gastrointestinal neoplasms, and only 6% of appendiceal
cancers.(13) The typical patient is older, and duration of
symptom is usually longer.(1) There are four major histological
subtypes of appendiceal adenocarcinoma: cystic, colonic,
carcinoid, and adeno-carcinoid. Carcinoids are the most
common, comprising nearly 90% of all primary appendiceal
tumours while mucinous cystadenocarcinoma is the second
most common type.(?) Appendiceal adenocarcinoma is further
divided into colonic, mucinous (MAA), goblet cell, and signet
ring cell types.34) Primary signet ring cell carcinoma of the
appendix is an exceedingly rare entity, comprising only 4% of
all appendiceal neoplasms

MAA usually presents with nonspecific findings. It
frequently presents with acute abdominal pain resembling
acute appendicitis; sometimes presents as an abdominal mass
detected by palpation or abdominal imaging rarely presents
with nausea, vomiting, ascites, or involuntary weight loss.(5.6.7)
Due to its nonspecific presentation malignancy of the appendix
are never diagnosed preoperatively and seldom intra
operatively, the diagnosis being usually made at
histopathological examination of the surgical specimen or as
an incidental finding during exploration for another disease.(®)
MAA usually a non-invasive, low grade malignancy with less
chance of distant metastasis. However, the signet ring type is
high grade with chance of metastasis. Unfortunately, our case
has few signet ring cells which is a rare entity.(®)

MAA frequently causes appendiceal perforation attributed
to the mucinous gel obstructing the lumen and the narrow
appendiceal lumen.(®.10) Details regarding the therapy for MAA
is sparse. Surgical management is the mainstay. Right
hemicolectomy is done when appendicectomy specimen
reveals Adenocarcinoma.(11)

CT Abdomen and pelvis and colonoscopy are essential
before doing hemicolectomy to rule out metachronous/
synchronous lesions.

Presence of peritoneal spread requires surgical debulking
by primary tumor excision, right hemicolectomy, lymph node
dissection, omentectomy, peritoneotomy, and removal of
malignant  ascites. Patients =~ with  intraperitoneal
lymphadenopathy or PMP benefit from adjuvant
intraperitoneal hyperthermic chemotherapy. The drugs used
intraoperatively for hyperthermic chemotherapy are
mitomycin (Mutamycin), cisplatin, and doxorubicin or
oxaliplatin (Eloxatin). Most patients who receive heated
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intraoperative intraperitoneal chemotherapy are also given
early postoperative intraperitoneal fluorouracil (5-FU) or
paclitaxel.(12) There are studies where patient benefitted
from 12 cycles of oxaliplatin, 5-fluorouracil, and leucovorin
(FOLFOX-4).(12) Frequent colonoscopy is required after
surgery since incidence of metachronous cancer is 17%.(2)

FINAL DIAGNOSIS

Mucinous adenocarcinoma of appendix with appendicovaginal
fistula.
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