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Although it is the most common cause of acute abdomen in adults, 

acute appendicitis can present variably. Acute appendicitis causing left 

upper quadrant abdominal pain is an extremely uncommon event. The 

authors report a case of generalized abdominal and left upper quadrant 

pain in a 25-year-old male, where subsequent imaging was directed to 

exclude common causes of left upper quadrant abdominal pain. Upon 

further investigations which included abdomen-computed tomography 

(CT) and ultrasound imaging, a perforated left upper quadrant acute 

appendix was discovered. This case illustrates an instance of unusual 

presentation of acute appendicitis. 
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Introduction:- 
Not only it is one of the most common and significant causes of severe abdominal pain of acute-onset worldwide, it 

is also the most common condition that requires abdominal surgery in children and young adults, and the most 

common condition associated with lawsuits against emergency physicians [1].  

 

Here, we report a rare case of left upper quadrant perforated appendix, most likely due to mobile cecum syndrome. 

Delay in the diagnosis in this case is thought to result from absent objective signs of typical acute appendicitis.   

 

Case History:- 

A 25-year-old male presented to the emergency department with acute onset of generalized abdominal pain radiating 

to the left upper quadrant, associated with nausea and vomiting. Biochemical profile revealed leukocytosis 15.1 

10*9/L with 11.9 10*9/L Neutrophils. All other tests including liver function tests, amylase and lipase were within 

normal range. 

 

The initial investigations were directed toward excluding common causes of acute abdomen in a young adult, where 

an abdominal and pelvic ultrasound showed perisplenic fluid and unusual appearance of right lower quadrant bowel 

loops. 

 

Given the unusual presentation of this patient along with the essentially inconclusive initial abdominal and pelvic 

ultrasound, further evaluation was needed to make the diagnosis. Therefore, an abdominal and pelvic computed 

tomography scan was performed (SIEMENS SOMATOM Definition Flash as multi-detector scanner) and images 

were obtained in three orthogonal scans with a slice thickness of 3 mm. 

 

The scan showed absent right colon, which was malrotated towards the left upper quadrant, as well as findings 

suggestive of complicated appendicitis with early signs of abscess formation. [figure 1 and 2]. 
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The patient was managed conservatively. Two weeks later, abdominal ultrasound was obtained and showed 

resolution of the appendicular abscess. 

 

This work was not supported by any funding agency and the authors have nothing to disclose. 

 

Discussion:- 
The most common presentation of acute appendicitis is periumbilical pain radiating to the right   lower quadrant. 

Although patients can present with different patterns of abdominal pain, left upper quadrant pain as a manifestation 

of acute appendicitis is extremely unusual [2]. 

 

Left sided appendicitis are commonly seen due to midgutmalrotation (MM), situsinversustotalis (SIT) and mobile 

cecum syndrome. However, renal ectopia or agenesis are also other congenital anatomical anomalies which are 

usually associated with malpositioning of specific portions of the bowel. In case of absence of left kidney, as in our 

patient, the left renal fossa will be occupied by splenic flexure [3],[4] However, in our case the left renal fossa was 

free and the patient has only the cecum and right colon shifted to the left upper quadrant. 

 

A mobile cecum is a very rare congenital developmental disorder, which occurs during gestational age when the 

posterior peritoneum fails to cover the cecum and ascending colon retroperitoneally. Accordingly, the cecum and 

ascending colon may be pendent on a mesentery that allows free rotation to the colon. This uncommon condition is 

usually detected during early life stage. [5].  therefore, the clinical suspicion of such a condition will be decreased in 

adulthood. 

 

In the diagnosis of acute appendicitis, ultrasound (US) examination has excellent accuracy, however, during US a 

mobile caecum may be misdiagnosed as Meckel’s diverticulitis, mesenteric cyst, infected urachal cyst, or sigmoid 

diverticulitis. [6] 

 

Computed tomography is a highly reliable non-invasive diagnostic tool to assess for acute appendicitis. Abdominal 

CT is a well-established technique in the study of acute abdominal pain and has shown high sensitivity and 

specificity for diagnosing and differentiating appendicitis, providing an accurate diagnosis in the early stages of the 

disease [7],[8]. Barium studies may be used to demonstrate abnormally located caecum and ascending colon. But, in 

patients with acute abdomen symptoms barium studies may delay the diagnosis and may lead to peritonitis in the 

case of perforation. 

 

In radiological point of view, Plain radiographs have no role for establishing the diagnosis of appendicitis. Never the 

less, detection of dextrocardia on chest X-ray and right-sided gastric bubble on abdominal plain X-ray is a valuable 

consideration in determining SIT. 

 

In literatures, a study reviewed a total of 95 case reports about left-sided appendicitis. According to the study, 66 

patients had SIT, 23 had MM and only three had ceacalmalrotation. Furthermore, only seven presented with left 

upper quadrant pain, but none of them were reported to have renal agenesis. [9] 

 

Another case was reported in 2015 of 6-year-old boy with gangrenous appendicitis in the epigastric area and 

underwent surgery. In contrast to their case, we found acute gangrenous appendicitis in an adult, extending laterally 

to the left upper quadrant and treated conservatively. [10]. 

 

The aimed message from this case report is to keep clinicians aware of possible unusual presentations of acute 

appendicitis. Early CT scan should be performed in patients with acute abdomen and inconclusive US study to 

prevent any delay in the diagnosis and thus the complication of the disease. 

 

Figures 1 and 2:- 

Sagittal and coronal views, a distended appendicular structure (9-10 mm) originating from the malpositioned cecum 

located in the left upper quadrant is seen with an underlying appendicolith, extraluminal air, moderate amount free 

fluid and surrounding inflammatory changes, consistent with perforated appendix. 
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Figure 3:- A note is made of absent left kidney 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

References:- 
1. Nuno Pinto Leite1, José M. Pereira1, Rui Cunha1, Pedro Pinto1 2 and Claude Sirlin1 3. CT Evaluation of 

Appendicitis and Its Complications: Imaging Techniques and Key Diagnostic Findings. American Journal of 

Roentgenology406-417Read more: http://www.ajronline.org/doi/full/10.2214/ajr.185.2.01850406. 

2. Charbel M. Tawk,a, Rana R. Zgheib, and SebaMehannaa. Unusual case of acute appendicitis with left upper 

quadrant abdominal pain. Iran J Radiol. 2013; 10(3): 156–159. 

3. Tsung-Ju Chuang, Chun-Wen Chen, Hsin-Yuan Lin, Wen-Hsiu Hsu, Shou-Cheng Wang, and Chuan-Chou Tu. 

Acute appendicitis presenting as unusual left upper quadrant pain. AJR Am J Roentgenol. 1993 

Dec;161(6):1199-203. doi:  10.5812/iranjradiol.6326. 

4. MORTON A. MEYERS, JOSEPH P. WHALEN, JOHN A. EVANS, and MANUEL VIAMONTE. 

MALPOSITION AND DISPLACEMENT OF THE BOWEL IN RENAL AGENESIS AND ECTOPIA: NEW 

OBSERVATIONS. American Journal of Roentgenology; 1973;117: 323-333. 10.2214/ajr.117.2.323Read More: 

http://www.ajronline.org/doi/abs/10.2214/ajr.117.2.323. 

5. Printen KJ. Mobile cecal syndrome in the adult.Am Surg. 1976 Mar;42(3):204-5.Read more: 

https://www.ncbi.nlm.nih.gov/pubmed/1259253. 

6. Wong CH, Trinh TM, Robbins AN, Rowen SJ, Cohen. Diagnosis of appendicitis: imaging findings in patients 

with atypical clinical features.1993, DOI:10.2214/ajr.161.6.8249725Read more: 

https://www.ncbi.nlm.nih.gov/pubmed/8249725. 

7. Nuno Pinto Leite1, José M. Pereira1, Rui Cunha1, Pedro Pinto1 2 and Claude Sirlin1 3. CT Evaluation of 

Appendicitis and Its Complications: Imaging Techniques and Key Diagnostic Findings. American Journal of 

Roentgenology.2005;185:406-417.Read More: http://www.ajronline.org/doi/full/10.2214/ajr.185.2.01850406 

8. Sarah D. Bixby, Brian C. Lucey, Jorge A. Soto, Jens M. Theysohn, Al Ozon off, and Jose C. Varghese. 

Perforated versus Nonperforated Acute Appendicitis: Accuracy of Multidetector CT Detection.  

9. Sami Akbulut, Abdullah Ulku, AyhanSenol, MahmutTas, and Yusuf YagmurLeft-sided appendicitis: Review of 

95 published cases and a case report, 2012.Read more:  10.3748/wjg.v16.i44.5598 

10. Keskin S, Keskin Z, Gunduz M, Sekmenli T, Kivrak HY . Gangrenous Appendicitis in a Boy with Mobile 

Caecum. 2015. 

Figures 1 and 2:- Figure 3:- 

http://www.ajronline.org/doi/full/10.2214/ajr.185.2.01850406
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Chuang%20TJ%22
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Chen%20CW%22
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Lin%20HY%22
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Hsu%20WH%22
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Wang%20SC%22
http://europepmc.org/search/?scope=fulltext&page=1&query=AUTH:%22Tu%20CC%22
https://www.ncbi.nlm.nih.gov/pubmed/8249725
http://dx.doi.org/10.5812%2Firanjradiol.6326
http://www.ajronline.org/doi/abs/10.2214/ajr.117.2.323
https://www.ncbi.nlm.nih.gov/pubmed/1259253
https://www.ncbi.nlm.nih.gov/pubmed/1259253
https://doi.org/10.2214/ajr.161.6.8249725
https://www.ncbi.nlm.nih.gov/pubmed/8249725
http://www.ajronline.org/doi/full/10.2214/ajr.185.2.01850406
https://www.ncbi.nlm.nih.gov/pubmed/?term=Akbulut%20S%5BAuthor%5D&cauthor=true&cauthor_uid=21105193
https://www.ncbi.nlm.nih.gov/pubmed/?term=Ulku%20A%5BAuthor%5D&cauthor=true&cauthor_uid=21105193
https://www.ncbi.nlm.nih.gov/pubmed/?term=Senol%20A%5BAuthor%5D&cauthor=true&cauthor_uid=21105193
https://www.ncbi.nlm.nih.gov/pubmed/?term=Tas%20M%5BAuthor%5D&cauthor=true&cauthor_uid=21105193
https://www.ncbi.nlm.nih.gov/pubmed/?term=Yagmur%20Y%5BAuthor%5D&cauthor=true&cauthor_uid=21105193
https://dx.doi.org/10.3748%2Fwjg.v16.i44.5598
https://www.ncbi.nlm.nih.gov/pubmed/?term=Keskin%20S%5BAuthor%5D&cauthor=true&cauthor_uid=26060548
https://www.ncbi.nlm.nih.gov/pubmed/?term=Keskin%20Z%5BAuthor%5D&cauthor=true&cauthor_uid=26060548
https://www.ncbi.nlm.nih.gov/pubmed/?term=Gunduz%20M%5BAuthor%5D&cauthor=true&cauthor_uid=26060548
https://www.ncbi.nlm.nih.gov/pubmed/?term=Sekmenli%20T%5BAuthor%5D&cauthor=true&cauthor_uid=26060548
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kivrak%20HY%5BAuthor%5D&cauthor=true&cauthor_uid=26060548

	Introduction
	Title
	References

