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Abstract

Aim of the Study was to study the clinical profile of patients admitted with acute appendicitis. Thirty cases of acute appendicitis
were studied in detail and were compared with the previous data from literature. All the thirty cases were brought to our hospital as
a case of acute abdomen. Cases of the age more than 14 years were included in the study.

Ultrasonography was the key diagnostic investigation in these cases. Acute appendicitis is more common in males. Maximum
number of cases is seen in third and second decade. Females of fourth and fifth decade are vulnerable for acute appendicitis. Pain
abdomen, nausea, vomiting are the commonest symptoms. Tenderness over McBurney’s point and rebound tenderness were the
commonest sign.

Leukocytosis was commonest finding in complete blood count. Thickening of the wall of the appendix was commonest
ultrasonography finding. Appendicular mass formation was the commonest complication. Surgical appendectomy was the mode of

treatment in maximum patients. All the patients’ recovered. There was no mortality.
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1. Introduction

Acute appendicitis can be defined as acute inflammation of the
appendix. For many years, the appendix was erroneously
viewed as a vestigial organ with no known function. It is now
well recognized that the appendix is an immunologic organ that
actively participates in the secretion of immunoglobulin,
particularly immunoglobulin A. Although, there is no clear role
for the appendix in the development of human disease, recent
studies demonstrate a potential correlation between
appendectomy and the development of inflammatory bowel
disease.

There appears to be a negative age-related association between
prior appendectomy and subsequent development of ulcerative
colitis. The association between Crohn's disease and
appendectomy is less clear. Although, earlier studies suggested
that appendectomy increases the risk of developing Crohn's
disease, more recent studies that carefully assessed the timing
of appendectomy in relation to the onset of Crohn's disease
demonstrated a negative correlation. These data suggest that
appendectomy may protect against the subsequent
development of inflammatory bowel disease; however, the
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mechanism is unclear (McBurney, 1889) Bl The vermiform
appendix is located at the base of the cecum, near the ileocecal
valve where the taenia coli converge on the cecum (William,
1983) [,

2. Materials and Methods

In this study, 30 cases of acute appendicitis were included.
Cases were analyzed as per age, sex, symptoms, signs,
ultrasound findings, complications, duration of hospital, stay
and outcome. Complete blood count and other routine blood
tests were done. Ultrasonography was the imaging modality
used for diagnosis.

3. Results
Table 1: Sex Wise Distribution of Cases
Male Female Total
Number of patients 18 12 30
Percentage 60% 40% 100%

Maximum number of cases [60%] in the present study were male patients [n=18].
Minimum number of cases [40%] in the present study were female patients [n=12].
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Figure 1: Sex Wise Distribution of Cases
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Table 2: Age Wise Distribution of Cases

Age Group in Years Number of Cases Percentage
1420 09 30.00%
21-30 16 53.33%
31-40 04 13.33%
41-50 01 03.33%
51-60 00 00.00%
More than 60 00 00.00%
Total 30 100%

Maximum number of cases [n=16] in present in the age group of 21-30 years. 53.33% incidence was seen
in third decade.
Minimum number of cases [n=1] was seen in age group of 41-50 vears. The incidence was 03.33%.

Table 3: Symptom Wise Distribution of Cases

Pain Abdomen Nausea Yomiting Fever
Number of cases 30 30 2% n
percentage 100% 100% 86.67% 73.33%

Maximum number of cases [n=30] had pain abdomen and nausea. Incidence was 100%.
Minimum number of cases [n=22] had fever. Incidence was 73.33%.
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Table 4: Clinical Signs in Patients with Acute Appendicitis

Number of Patients Percentage
Me Bumey's point 30 100%
tenderness
Rebound tenderness 24 80%
Rovsing’s sign 05 16.66%
Obturator sign 07 2333%
lliopsoas sign 03 10.00%

Minimum number of cases [n=3] had 1liopsoas sign positive.

Maximum number of cases [n=30] had tendemess over Burney’s point. The incidence was 100%.

35
30
30
25 24
20
15
10 7
5
5 - . :
0 N
McBurney's rebound rovsing's sign obturator sign iliopsoas sign
point enderness tendrness
Figure 4: Clinical Signs in Patients with Acute Appendicitis
4. Discussion

4.1. Sex Prevalence [Table 1]

In present study, maximum numbers of cases were males. They
were 18 in number and accounted for 60% of cases. 12 cases
were females and were contributing to 40% of cases. Our study
correlates with the study done by Lewis et al., (1975) 'l where
males were the commonest victim of acute appendicitis.

4.2. Age Prevalence [Table 2]

Maximum numbers of cases were from the age group of 21-30
years age. They were 16 in number and accounted for 53.33%
of cases. Next highest numbers of cases were present in the age
group of 14-20 years. This age group had 9 cases and
accounted for 30%. 4 cases were present in fourth decade and
accounted for 13.33 % of cases and all of them were females.
Single patient was seen in fifth decade, she was a female
contributing to 3.33% of cases. Our study correlates with the
study done by Kazarian et al., (1970) B! where maximum
numbers of cases were present in second and third decade.

4.3. Symptom Prevalence [Table 3]

In the present study pain in abdomen and nausea was present
in all the thirty cases. This was followed by vomiting, which
was seen in 26[86.67%] cases. Fever was seen in 73.33 % of
cases. Our study correlates with the study done by Earley et al.,
(2006) 1 where pain abdomen, nausea and vomiting were
commonest symptoms.

4.4. Sign Prevalence [Table 4]

Tenderness over Burney’s point was present in all the thirty
cases. Next common sign was rebound tenderness and was
seen in 80% [n=24] of the cases. obturaor sign was positive in
23.33% [n=7] which is suggestive of presence of inflamed
appendix in the pelvis. Rovsing’s sign was positive in 16.66%
[n=5] of cases. Iliopsoas sign was positive in 10% [n=3] of the
cases, which indicates presence of retrocecal appendicitis
(Danny O, 2015) [,

5. Conclusion

Acute appendicitis is more common in males. Maximum
number of cases is seen in third and second decade. Females of
fourth and fifth decade are vulnerable for acute appendicitis.
Pain abdomen, nausea, vomiting are the commonest
symptoms. Tenderness over Burney’s point and rebound
tenderness was the commonest sign. Leukocytosis was
commonest finding in complete blood count. Thickening of the
wall of the appendix was commonest ultrasonography finding.
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Appendicular mass formation was the commonest
complication. Surgical appendectomy was the mode of
treatment in maximum patients. All the patients recovered.
There was no mortality.
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