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APPENDICITIS-IMAGING CONSIDERATIONS
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APPENDICITIS —=SONOGRAPHIC FINDINGS

DIRECT SIGNS- INDIRECT SIGNS-

hypoechoic musculc

®* Probe tenderness may be present.




ACUTE APPENDICITIS-
ULTRASOUND

pressible
ive probe

appendicolith
owing.

mucosal lining(yellow arrows)

Yo . luminal fluid, discontinuity of which

may suggest focal perforation.




. , &* 9.

w ‘ ‘.I’ o ("i\ : .
LN «Xi T
A case of appendiceal perforation with pelvic abscess. On Left is a coronal CT image demonstrating dilated air
\ filled appendix( ) with obstructing appendicolith(yellow arrow) at its base. Note extensive inflammatory

changes subjacent to appendiceal tip. Axial CT image(right) of lower pelvis in same patient showing walled off air
containing pelvic abscess( ) secondary to sealed off appendiceal perforation.
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Note-In larger mucoceles, always search for
mural nodularity, irregular wall and low
attenuation peritoneal deposits in pericecal
region, pelvis, perihepatic region and along
peritoneum (pseudomyxoma peritonei)-features
suggesting neoplastic mucocele.
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APPENDICEAL
CARCINOMA

® Nonmucinous neoplasm

age).
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arcinoma.

Note- In cases of acute appendicitis, always

scrutinize for focal soft tissue mass or subtle
soft tissue infiltration of whole appendix which
indicate underlying neoplasm. In addition,

locoregional or distant lymphadenopathy.
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Enlargement of loco-i oh nodes to varying extent-usually
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Campylobacter lleitis.
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arrows surrounding inflammatory
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obstruction(image on right). A calcified
enterolith can be appreciated in the
diverticular lumen on both CT and
ultrasound. Yellow arrow shows normal

appendix in right iliac fossa.
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favoring inflammatory over neoplastic etiology.

No complications in form of perforation or
abscess are evident.
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atient underwent laparotomy confirming
the CT findings with edematous, necrosec@

mucosa giving appearance of a

mass/lead point. No mass was identified

on histopathological examination.
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® Differential diagnosis includes omental infarction.

® It is a self limiting condition.
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