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CASE REPORT

Introduction:
Malignant conditions of appendix are rare. Con-
ditions like primary adenocarcinoma of appen-
dix had been reported to be 0.05%-0.2% in all 
resected appendixes.1 Primary adenocarcinoma 
of appendix had been classifi ed into four distinct 
variants which include mucinous, colonic, gob-
let cell and signet ring cell carcinoma.2 Appen-
diceal carcinoma are usually well diff erentiated 
and tend to metastasize late in disease process 
whereas adenocarcinoma of colon and rectum 
tends to metastasize and do not produce psue-
domyxoma peritonei3 Primary adenocarcinoma 
can present as acute appendicitis and may result 
in mass formation. We are reporting a case of 35 
years female who had a primary adenocarcino-
ma of appendix and misdiagnosed as carcinoma 
colon. 

Case Report:
A 35 years female with no known co-morbid 
presented with complaint of right lower ab-
dominal pain for past 2-3 days. She was oper-
ated for acute appendicitis. Per-operative a mass 
was found and diagnosis of carcinoma colon was 
made. Biopsy taken from that mass and patient 
was referred to tertiary care hospital. Patient 

presented to Jinnah Medical College Hospital 
15 days aft er surgery. Patient gives no history of 
fever, nausea, vomiting, altered bowel habits or 
weight loss. No urinary complaints and no sig-
nifi cant gynecological and obstetric history was 
revealed on closed inquiry. 

On examination patient was of normal built and 
vitally stable. Abdomen was soft , non-tender, 
no guarding or rigidity. No any abnormal mass 
palpable.  Th ere was tenderness around the scar 
on deep palpation. No visceromegaly. Gynea-
cological examination was not signifi cant. Her 
routine baseline investigations were performed. 
Her hemoglobin and white blood cell count 
were within normal range. Stool for occult blood 
was also negative. Her carcino-embryonic an-
tigen (CEA) was 1.33 ng/ml.  Imaging studies 
were performed. Ultrasound showed a heterog-
enous area seen in right iliac region measuring 
6.0X1.6 cm with few calcifi cations. No enlarged 
lymph nodes seen. CT Abdomen was done and 
it showed ill-defi ned mixed density mass seen 
in right iliac fossa involving at ileocaecal region. 
It was measuring 8.2X8.0 cm in size. Anteriorly 
mass abutt ing anterior abdominal wall and medi-
ally to small bowel loops. Findings were sugges-
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tive of likelihood of neoplastic mass. In light of 
such fi ndings patient was counseled about pos-
sible diagnosis of appendicitis versus carcinoma 
of colon and management accordingly. So ex-
ploratory laparotomy was planned. 

Patient underwent exploratory laparotomy 
through lower midline incision and found to 
have distended mucin fi lled appendix as shown 
in fi gure I and II. Th ere were multiple adhesions 
because of previous surgery and omentum was 
adhered with appendix.  Appendix was freed 
from adhesions and routine appendectomy 
was done. Other abdominal viscera’s was ex-
amined and found to have no signifi cant fi nd-
ings. Specimen was sent for histopathology. 
Histopathology report showed acellular extra 
appendiceal mucin compatible with low grade 
mucinous neoplasm of appendix. Th e lesion 
was 0.7 cm away from the closest painted exci-
sion margin. Patient was referred to oncologist 
for expert opinion. Repeat CT scan was done to 
re-evaluate lymph node status which showed no 
enlarged lymph nodes. Plan for right hemicolec-
tomy was made. 

Discussion:
Appendix is a rare site for malignancies of gas-
trointestinal tract.4 Out of 848 appendectomies 
performed in last 10 years at our institute, this is 
the only case of primary appendiceal carcinoma. 
Adenocarcinoma is most common malignancy 
of appendix which is followed by neuroendo-
crine tumors.5 Primary adenocarcinoma of ap-
pendix presents in variety of ways ranging from 
clinical features of acute appendicitis to palpable 
mass. Its diagnosis is diffi  cult to make pre-op-
eratively and it is diagnosed mostly on histopa-
thology report.2 It usually presents in male with 
male to female ration is 4:1 and mean age of 
presentation is around 50 years.6 Its signifi cance 

lies in view of treatment options and chances 
of developing psuedomyxoma peritonei which 
is wide spread of mucin within peritoneal cav-
ity.7 Histopathological features include atypical 
glands invading wall of appendix with acellular 
mucin.8 

Th ese tumors exhibits similar behavior as of 
colonic adenocarcinoma therefore, it requires 
same surgical treatment.9 Th e choice of treat-
ment in such cases is hemicolectomy along with 
resection of lymph nodes.10 Bett er survival is 
reported among patients underwent extended 
resection in comparison with appendectomy 
alone.11 Available evidences have revealed that 
5 year survival rate among patients underwent 
appendectomy alone is 20% whereas, among pa-
tients underwent right hemicolectomy is 63%.12 
One of the research studies reported that among 
patients presented with metastatic disease, vis-
ceral, or nodal; right hemicolectomy may not 
provide any additional therapeutic eff ect13. Th e 
staging is more appropriate for patients who are 
at high risk of nodal metastases. Decision to per-
form right hemicolectomy should be based upon 
the risk of morbidity based on need for staging 
or if the tumor cannot be cleared. So staging in 
our case was done as no lymph node was identi-
fi ed on CT imaging as lymph node biopsy was 
negative so patient was discharged with no fur-
ther intervention as to prevent morbidities and 
mortality associated with extensive surgery.13

Th e case is interesting in a view that a 35 years 
female presented with features of mass. History 
was also not suggestive of malignancy. Intra-op-
eratively found to have distended appendix and 
histopathology confi rmed low grade malignan-
cy of appendix. Th erefore it is advisable to send 
all specimen for histopathology as these condi-
tions are diffi  cult to diagnose pre-operatively 
and intra-operatively. 
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