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                                                                                     Abstract-

 
Purpose:

 
To report our experience in the management of appendicular mucoceles.  

Method:
 
Retrospective and descriptive study carried out in the Department of General and 

Digestive Surgery of the University Hospital of Bouaké.
 

Results:
 
We recorded six cases of appendicular mucocele. The average age of onset was 53 

years. The male sex predominated. Pain in the right iliac fossa was the predominant sign. The 
average duration of evolution was four months. Appendectomy was performed in four patients 
and appendectomy with partial excision of the coecum in one patient. Histologically, three 
patients had a simple mucocele, one had a mucinous cytadenoma and one had a 
cystadenocarcinoma. In the latter, the indication of a right hemicolectomy was recommended but 
the patient refused the operation. Morbidity was nil. The average follow-up time was 13 months, 
after which the patients were lost to follow-up.
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Abstract- Purpose: To report our experience in the 
management of appendicular mucoceles.  

Method: Retrospective and descriptive study carried out in the 
Department of General and Digestive Surgery of the University 
Hospital of Bouaké. 

Results: We recorded six cases of appendicular mucocele. 
The average age of onset was 53 years. The male sex 
predominated. Pain in the right iliac fossa was the 
predominant sign. The average duration of evolution was four 
months. Appendectomy was performed in four patients and 
appendectomy with partial excision of the coecum in one 
patient. Histologically, three patients had a simple mucocele, 
one had a mucinous cytadenoma and one had a 
cystadenocarcinoma. In the latter, the indication of a right 
hemicolectomy was recommended but the patient refused the 
operation. Morbidity was nil. The average follow-up time was 
13 months, after which the patients were lost to follow-up. 

Conclusion: The treatment of appendicular mucocele is 
surgical. The evolution and the prognosis are conditioned by 
the histological type, the surgical gesture and the peritoneal 
cytology. 
Keywords: mucocele-tumor-appendicectomy. 

I. Introduction 

ppendiceal mucocele (AM) or mucosecretory 
tumor of the appendix is a pathological entity 
referring to cystic dilatation of the appendiceal 

lumen, secondary to intraluminal accumulation of 
mucinous, gelatinous, or translucent secretions, which 
may involve the entire organ or a segment of it, most 
often distal [1].  

This condition is rare. It is observed in 0.15 to 
0.6% of appendectomies and represents 7% to 8% of 
appendicular tumors [2]. Its treatment ranges from 
simple appendectomy in benign forms to right 
hemicolectomy for cancer in malignant mucoceles [3]. 

The most serious complications are the risk of 
malignancy and peritoneal pseudomyxoma (PMP) in 
case of perforation [4,5]. The objective of this work was 
to report our experience in the management of 
appendiceal mucoceles.  
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Surgery Department, Bouaké Teaching Hospital.  
e-mail: ankib7@yahoo.fr 

II. Our Observations 

Over an 11-year period from 2010 to 2020 we 
performed 2024 appendectomies. An 
anatomopathological examination of the surgical 
specimen was performed in 876 cases. This 
examination showed an appendicular mucocele in 6 
cases (0.68%). We report below the observations of 
these 6 patients. 
Observation 1 

A 44-year-old patient with no prior history of any 
kind visited the surgical emergency room with right iliac 
fossa pain that had been evolving for three days. The 
patient had nausea but no transit disorders. On clinical 
examination, the temperature was 38.5°C, the general 
condition was preserved and there was pain and 
tenderness in the right iliac fossa. Clinically the 
diagnosis of appendicular syndrome was retained. The 
sedimentation rate was accelerated with figures of 50 at 
the first hour and 75 at the second hour. On the blood 
count, the white blood cell count was 10500/mm3. 
Abdominal ultrasound revealed pain in the right iliac 
fossa when the probe was passed, and a thick-walled 
non-compressible appendix. The diagnosis of 
appendicitis was made and the patient was operated on 
using the McBurney approach. Intraoperatively, an 
appendix measuring 8.5 cm x 5 cm with a point of 
increased volume was discovered. Appendectomy was 
performed. The postoperative course was simple and 
the patient was discharged at D3 postoperatively after 
resumption of transit and oral feeding. 

Anatomopathological examination of the 
appendicular specimen (figure 1) showed a simple 
appendicular mucocele without any degenerative focus 
(figure 2, 3). The colonoscopy performed at 3 months 
was normal. The patient was lost to follow-up after 12 
months. 
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Figure 1: Appearance of an appendicular mucocele after formalin fixation. Note the increased volume of the distal 

half of the appendix.

 

 

Figure 2:
 
HE x 250: histological aspect of an appendicular mucocele showing a dilated lumen with abundant mucoid 

substance infiltrating the smooth muscle layers and serosa.
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Figure 3: HE x 250: histological aspect of an appendicular mucocele showing in the periphery of the wall, in the 
peritoneum, mucus patches without tumor masses and malignant tumor cells.

Observation 2 
A 63-year-old patient with no previous history 

consulted for a painful but non febrile mass in the right 
iliac fossa that had appeared three months earlier. The 
mass had progressively increased in size until it reached 
the present dimensions. There was no transit disorder 
(diarrhea, constipation) and no rectal bleeding. The 
physical examination revealed a painful right iliac fossa 
with a regular surface, poorly limited, fixed to the deep 
and superficial plane.  On rectal examination, the lower 
pole of the mass could not be felt. Clinically, the 
diagnosis of colonic tumor was evoked. Colonoscopy 
could not be performed and tumor markers (CEA, CA 
19-9) were not detected. The sedimentation rate was 
accelerated with figures of 45 at the first hour and 85 at 
the second hour. The white blood cell count was 
13500/mm3.  The C-reactive protein was increased to 
200 mg/l. Abdominal ultrasound revealed a 
heterogeneous mass in the right iliac fossa, suggesting 
an abscess. The patient was operated by median 
laparotomy. When the abdomen was opened, there was 
no abscess in the right iliac fossa, but a large appendix 
measuring 15 cm x 7 cm, with a pedicle base on the 
cecum. On palpation of the colonic frame there was no 
tumor, there was no adenopathy in the abdomen, no 
ascites or mucus. The diagnosis of appendicular 
mucocele was evoked. An appendectomy with resection 
of the base of the cecum was performed. The 
postoperative course was simple and the patient was 

discharged at 5 days postoperatively after resumption of 
transit and oral feeding. 

The anatomical-pathological examination 
showed a simple appendicular mucocele without any 
degenerative focus. Colonoscopy performed at 3 
months postoperatively was normal. The patient was 
lost to follow-up after 6 months. 

Observation 3 

A 38-year-old G3P3 patient with no particular 
medical or surgical history consulted the surgical 
emergency room for right iliac fossa pain evolving for 
three days. The date of the last ones was known by the 
patient, there was no menstrual cycle disorder. The 
patient also complained of nausea and vomiting. The 
physical examination revealed pain and tenderness in 
the right iliac fossa, the temperature was 38.9°C. The 
rectal examination revealed pain at the top and right 
fingertips. The vaginal touch was normal. The 
sedimentation rate was 45 at the first hour and 70 at the 
second hour. The white blood cell count was 
14500/mm3.  The C-reactive protein was increased to 
78mg/l. Abdominopelvic ultrasound showed a 
hypoechoic structure with a thickened wall suggesting a 
periappendicular abscess. The right uterine adnexa and 
uterus were normal. The patient was operated by 
laparotomy (Mc Burney). During the operation, an 
appendix measuring 8 cm long was discovered, 
enlarged in its proximal part and indurated in its median 
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part.  The right uterine appendages were unremarkable. 
An appendectomy was performed (Figure 4). The 
postoperative course was simple and the patient was 
discharged at 2 days postoperatively. 

Anatomopathological examination of the 
appendectomy specimen showed a mucinous 
cystadenocarcinoma without invasion of the 
appendicular base. There was no metastatic embolism 
in the vessels and no perineural envelopment. Pelvic 

ultrasound performed at three months post-op showed 
normal right and left uterine appendages. The 
colonoscopy performed at the same date was normal. 
The patient refused the proposed reintervention to 
perform a hemicolectomy. Tumor markers (CEA, CA 19-
9 ca 125) were normal at 12 and 24 months. The last 
pelvic ultrasound done after 36 months was normal. She 
was subsequently lost to follow-up.  

 
Figure 4: Appendectomy specimen for appendiceal mucocele: Note the swollen appearance of the appendix 

especially marked in its proximal half.

Observation 4 
A 54-year-old patient was admitted to the 

emergency room with sudden onset right iliac fossa pain 
that had been evolving for 4 days with nausea but no 
transit disorders. On clinical examination, the 
temperature was 38.5°C, there was pain and tenderness 
in the right iliac fossa. Abdominal ultrasound was not 
performed. The sedimentation rate was accelerated with 
figures of 30 at the first hour and 50 at the second hour. 
The white blood cell count was 10300/mm3.  The C-
reactive protein was increased to 21mg/l. The diagnosis 
of acute appendicitis was evoked and the patient was 
operated. At laparotomy through McBurney's approach, 
an appendix measuring 9 cm x 5 cm was discovered. 
The appendectomy was performed (figure 5). When the 
appendix was cut, mucus was seen to be flowing. This 

fact necessitated the resection of the appendicular 
stump taking away the base of the appendix on the 
cecum. The postoperative course was simple and the 
patient was discharged on day 3. 

The anatomical-pathological examination of the 
appendicular specimen showed a simple appendicular 
mucocele without any degenerative focus. Colonoscopy 
was not performed. The patient was lost to follow-up 
after the first postoperative consultation at one month 
postoperatively. 
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Figure 5: Appendectomy specimen. Note the uniformly dilated appearance of the appendix. 

Observation 5 
A 68-year-old patient with known hypertension 

and G6P6 menopausal disease consulted for right iliac 
fossa pain that had been present for 3 months. The pain 
was dull without radiations, there was no weight loss. 
Clinical examination revealed a firm right iliac fossa 
mass adherent to the deep plane. Pelvic touch was 
normal. Ultrasound examination showed a hypoechoic 
mass of digestive appearance, heterogeneous, 
independent of the right psoas muscle and the bladder, 
measuring 169 mm long and 80 mm in diameter, 
pushing the right adnexa posteriorly. There was no 
adenopathy and no ascites. Colonoscopy showed a 
decrease of the colonic lumen, the poor colonic 
preparation did not allow to affirm the presence of an 
intra luminal lesion (tumor). Tumor markers were normal. 
The rest of the biological work-up was also normal 
(blood glucose, blood count, prothrombin rate). An 
indication for laparotomy was given for a tumor of the 
cecum. During the operation, there was no colonic 

tumor and a large appendicular tumor was discovered.  
The mass was oblong, elongated and well limited, 17.5 
cm in length and 7 cm in diameter, with a healthy base, 
but with an epiploic call and small intestines. There was 
no adenopathy, ascites or mucoid effusion in the 
abdominal cavity. The uterus and adnexa were normal. 
An appendectomy was performed. The postoperative 
course was simple and the patient was discharged at 8 
days postoperatively.  Anatomopathological analysis of 
the surgical specimen confirmed the diagnosis of 
appendicular mucocele without malignant cells, of 
mucinous cystadenoma type. Ultrasound of the 
abdomen done at 6 months was normal as was 
colonoscopy done at 12 months. Tumor markers could 
not be performed. The patient was lost to follow-up after 
27 months. 

Observation 6  

A 55-year-old chronically constipated patient 
was accompanied by his parents in January 2019 for 
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late postprandial vomiting associated with altered 
general condition evolving around 05 months. He had 
no abdominal pain, cessation of matter and gas, 
hematemesis, melena, and rectorrhagia.  The patient 
had anorexia, reported asthenia and weight loss with an 
estimated weight loss of 2% of the body weight (Formal 
weight: 87 kg Current weight 83kg). The conjunctiva 
were slightly colored, the blood pressure was 130/90 
mmHg, the pulse was 80 beats/min and the respiratory 
rate was 20cycles/min. There was an abdominal 
tumefaction from the right para-umbilical region to the 
right flank. The mass was round, painless, firm, mobile 
and dull on percussion. On digital rectal examination the 
prostate appeared to be enlarged, and the fingernail 
brought back soft stools. The diagnosis of cystic tumor 
of the mesentery was evoked. Due to post prandial 
vomiting, an oesogastroduodenal fibroscopy was 
performed and revealed an erythematous fundic 
gastropaphy. Abdominopelvic CT scan showed a 
homogeneous liquid mass in favor of a mesenteric cyst 
corresponding to a giant cystic lymphangioma (Figures 
6 and 7). Biologically, the hemoglobin level was 8.7 

g/dL, the white blood cell count was 4600 and the 
platelets were 189000. Blood glucose was normal, as 
well as creatinine and prothrombin level (92%).  
Regarding tumor markers, CEA was 8ng/ and CA19-9 
was 53 IU/ml. The patient was transfused and then 
operated on. Intraoperatively it was a large, firm, pearly 
white mass measuring 14 cm x 7 cm, located at the 
ileocaecal junction at the junction of the three caecal 
bands (Figure 8). The appendix was not seen. There 
was no adenopathy, no ascites. Palpation of the colonic 
frame did not reveal any tumor. We performed the 
removal of the mass (figure 9).  The postoperative 
course was simple and the patient was discharged at 
D7 postoperatively. On anatomopathological 
examination it was an appendicular mucocele. 

At 6 months post-op, the patient underwent a 
colonoscopy which was normal as were the tumor 
marker assays (CEA was 4.5ng/ml and CA19-9 was 17 
IU/ml). Contacted by telephone in July 2021, the patient 
was doing well, and claimed to have regained his 
appetite and weight. 

 
Figure 6: CT scan section showing the cystic mass with wall enhancement (thin arrow). Note the cyst on the lower 

pole of the right kidney (thick arrow).
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Figure 7: Scannographic section showing the cystic mass coming into contact with the psoas in the right iliac fossa.

 

Figure 8: Intraoperative findings: elongated pearly white mass located at the ileocaecal junction (ileum: left clamp 
and cecum: right clamp).
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Figure 9: Appearance of an appendiceal mucocele after appendectomy. Note the pearly white oblong appendicular 
mass.

III. Discussion 

Appendicular mucocele is a rare condition, 
observed in 0.2% to 0.7% of appendectomy specimens 
according to the literature [6-8]. The first Ivorian case 
seems to have been reported by Kouadio L et al in 2003 
[9].  

The treatment of appendiceal mucocele is 
surgical, balancing appendectomy in healthy tissue and 
right hemicolectomy. The surgical procedure can be 
conducted by laparotomy or laparoscopic surgery [10-
12]. To prevent any risk of rupture of the appendicular 
mass, some authors perform the appendicular resection 
with automatic suture forceps [12-14]. Appendectomy is 
sufficient for a simple appendicular mucocele or a 
mucinous cystadenoma. When in doubt intraoperatively, 
some authors excise the caecal insertion of the 
appendicular base [12, 15], others perform a resection 
of the cecum, and still others perform a right 
hemicolectomy [16, 17].  

In the present study, simple appendectomy was 
performed in five patients and excision of the caecal 
insertion of the appendicular base in one patient 
(observation 2).  Intraoperatively, exploration of the 
colonic framework is important if the operation is 

performed by a large laparotomy or by laparoscopic 
surgery, otherwise a colonoscopy should be performed 
in the follow-up of the patient to look for a synchronous 
or metachronous colonic tumor [6,15]. In women it is 
essential to explore the adnexa [7,18]. 

It is important to avoid intraoperative rupture 
and to look for this rupture on anatomopathological 
examination of the specimen. This rupture has a poor 
prognosis because it exposes the risk of peritoneal 
pseudomyxoma [15,19]. This was not found in our 
observations.   

Anatomopathological examination is essential in 
the subsequent management, especially if a simple 
appendectomy has been performed. If there is no 
invasion of the appendicular base, no metastatic 
embolism in the vessels and no perineural envelopment, 
a simple appendectomy can be performed, otherwise a 
right hemicolectomy with lymph node curage should be 
performed [1, 15, 20].

 

Long-term postoperative follow-up
 

is crucial 
because cancers have been discovered after a follow-
up of 12 to 33 months and a peritoneal pseudomyxoma 
occurred after a follow-up of more than 60 months 
[7,15]. 
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In our study, no tumor recurrence or metastasis 
was observed after one year of follow-up. Only one 
patient is currently followed up, the others have been 
lost to follow-up. 

IV. Conclusion 

Appendicular mucocele is a rare condition. The 
treatment of appendicular mucocele is surgical for two 
reasons; its potential malignancy on the one hand and 
on the other hand the risk of a peritoneal pseudomyxone 
or gelatinous disease of the peritoneum in case of 
perforation. The evolution and prognosis are 
conditioned by the histological type, the surgical 
procedure and the peritoneal. Long-term follow-up after 
surgery is important because of the risk of possible 
recurrence. 
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