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ABSTRACT 
 

Calcified deposits in the lumen of the appendix are called appendicolith. The diameter of these 
appendicoliths is usually smaller than 1 cm. A giant Appendicolith is a rare faecolith larger than 2 
cm. Usually, these giant appendicoliths are diagnosed by radiological investigations (such as 
computed tomography or X-rays of the abdomen) as the patients with giant appendicoliths have no 
complaints. Obstruction of the appendicular lumen by appendicolith not only increases the risk of 
acute appendicitis but also increases the risk of complications such as abscess formation and 
perforation. Our case report is for a 23-year-old gentleman who presented to the casualty with a 
history of right iliac fossa pain, nausea, vomiting, loose motion and loss of appetite for 2 days. A 
radio-opaque shadow in the pelvis was seen in an X-ray of the abdomen.  An intravenous (IV) 
contrast-based abdominal computed tomography (CT) revealed acute appendicitis with a calcified 
2.5 cm giant appendicolith. laparoscopic appendicectomy was performed. The patient was doing 
well postoperatively with no postoperative complications, and the patient was discharged home 
after one day. Two weeks later, the patient was reviewed in the surgical outpatient clinic (SOPD) 
with no complaints. 

Case Report 
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1. INTRODUCTION 
 
Acute appendicitis is one of the most common 
causes of emergent surgeries [1]. Appendicolith 
and gastrointestinal infections cause acute 
inflammation of the appendix [2]. Obstruction OF 
the appendicular lumen either by appendicoliths, 
lymphoid hyperplasia, tumours, or foreign bodies 
explains the pathophysiology of acute 
appendicitis in most cases. The appendicular 
lumen obstruction leads to intraluminal pressure 
rise, the collapse of lymphatic vessels, collapsed 
veins, and decreased arterial flow, consequently 
leading to necrosis and perforation [3,4]. 
Complications of acute appendicitis such as 
perforation or abscess formation are more 
common with appendicolith. In literature, the 
incidence of a giant appendicolith is rare, with the 
largest measuring 3.5 cm in diameter [5]. 
However, most cases of appendicoliths are 
asymptomatic, it may cause intermittent chronic 
abdominal pain and is associated with an 
increased risk of acute appendicitis, perforation 
and abscess formation [6,7,8]. Appendicolith    
may also present as a colicky pain, in                   
which stones in the urinary system must be 
considered [9]. Gallstone ileus, renal or extruded 
vesical calculi, phlebolith, calcified uterine fibroid 
tumor, lithopedion, genitourinary tract 
calcifications, ovarian tumours, rejected renal 
allograft, calcified lymphatic ganglia, foreign 
bodies, or radiologic artefact are the differential 
diagnoses of calcifications in the right iliac fossa 
[10,11]. 
 

2. CASE REPORT 
 
A previously healthy 23-year-old gentleman 
presented to the casualty complaining of 
abdominal pain for 2 days. Initially, The pain 
started around the umbilicus and then migrated 
to the Right Iliac Fossa. The pain was acute in 
onset and continuous in nature associated with 
two times of nausea and vomiting.  There was no 
change in bowel and bladder habits. On physical 
examination, the vital signs of the patient were 
within normal range. The abdomen was soft and 
lax, with mild tenderness at the lower right 
abdomen. Other signs of cute appendicitis such 
as Psoas test, Obturator test, and Rovsing sign 
were negative. His complete blood count on 
admission showed that the WBC was 14.7 
(Neutrophils =10.6), and haemoglobin and 
platelets were within normal limits. A radio-
opaque shadow in the pelvis was seen in an X-

ray of the abdomen.  An intravenous (IV) 
contrast-based abdominal computed tomography 
(CT) revealed acute appendicitis with a calcified 
2.5 cm giant appendicolith with surrounding fat 
stranding and minimal free fluid in the pelvis. The 
patient was admitted to the ward, and he was 
kept NPO, and IV fluids were started with Normal 
Saline. IV antibiotics (Ceftriaxone and 
Metronidazole) were initiated. The patient was 
shifted to the ward to be prepared for 
laparoscopic appendectomy. Skeletonization of 
the appendix was done by diathermy till the 
proper appendicula base, which was ligated 
using the regular end loop (the proper base was 
not so wide as seen in the operative image). The 
appendix was extracted by endobag. No drains 
were used. The postoperative day was smooth, 
and on the post-operative second day, he 
was discharged home from the hospital. At the 
follow-up after 2 weeks, the patient was well, and 
surgical stitches were removed. 
 

3. DISCUSSION  
 
Appendicoliths are solid deposits within 
the lumen of the appendix that are composed of 
faecal matter and mineral deposits [12]. The size 
of these appendicoliths is usually less than 1 cm. 
If their size is larger than 2 cm, then they are 
called giant appendicoliths [12]. In literature, the 
largest giant appendicolith was 3.5 cm in 
diameter in a patient with Crohn's disease and 
stump appendicitis (Our case had 2.5cm 
faecolith). In many studies, appendicoliths have 
been reported as the cause of 20%–40% of 
acute appendicitis. The risk factor of acute 
appendicitis because of appendicolith is male 
patients under 35 years of age (our case is 23 
years old) and the position of the appendix is 
retrocecal [13]. The proximal appendiceal lumen 
obstruction results in closed-loop obstruction, 
which leads to an increase in luminal pressure. 
This intraluminal pressure increase can lead to a 
series of events, from congestion and ischemia 
of the appendiceal wall to gangrene and 
perforation if unresolved [1]. The perforation and 
abscess formation incidence in appendicitis 
associated with appendicoliths is 39.4%–50% [1]. 
In various studies, appendicoliths were 
suggested to have 100% specificity for the 
diagnosis of acute appendicitis [14,15].  On the 
other hand, some researchers have 
demonstrated the possibility of an appendicolith 
without acute appendicitis [16-18].  There is a big 
controversy between surgical versus 
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conservative management with antibiotics for the 
treatment of appendicitis. However, various 
studies showed that conservative management 
for acute appendicitis because of an 

appendicolith has a higher rate of complications 
[1]. We managed our patient laparoscopically, 
and no complications either intraoperative or 
post-operative were found. 

 

 
 

Fig. 1. Pelvic X-ray shows a radio-opaque shadow at the pelvis 
 

 
 

Fig. 2. Axial CT of the abdomen image shows hyperdense calcification in the pelvis 
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Fig. 3. Intraoperative images show an inflamed dilated appendix 
 

 
 

 
 

Fig. 4. Postoperative images show extracted appendicolith of about 2.5 cm 
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4. CONCLUSION  
 
Giant appendicoliths are rare and their clinical 
presentation can sometimes be deceptive. 
However, when complicated, they can associate 
acute appendicitis with the risk of 
perforation, abscess formation, and peritonitis for 
which an emergency appendectomy is 
mandatory. 
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