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Subhepatic appendicitis a rare entity 

 
Dr. Parthraj Vadher, Dr. Trupal Desai and Dr. Jainesh Shah 

 
Abstract 
Sub hepatic appendix and caecum is an uncommon condition. It occurs due to incomplete rotation of 

foetal foregut and maldescent of caecum. This condition may be mistaken for acute cholecystitis, liver 

abscess, duodenal perforation or right renal calculus. Appendicitis is a common surgical emergency. 

When present in abnormal sub hepatic location, it can pose a challenge in its diagnosis and 

management. Diagnosis may be delayed when acute appendicitis develops complications- appendicular 

rupture, perforation or localized abscess. The condition may be missed on ultrasound and CT abdomen 

may be inconclusive. Thus, surgeon should have a high index of suspicion in such undiagnosed right 

upper abdominal pain. In such cases an early diagnostic laparoscopy is suggested to avoid further 

complications. We are reporting a case of sub hepatic appendicitis in young male with diagnostic 

difficulties, need for timely surgical intervention and to avoid life threatening complications and our 

experience. 
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Introduction 

Sub hepatic appendicitis is rare condition. The incidence of sub hepatic appendicitis is found 

to be 0.08%. Atypical presentation of acute appendicitis may be due to varied position of tip 

of the appendix. The location and spread of inflammation from acute appendicitis depends 

on the location of the appendix. Subhepatic appendicitis usually presents with right upper 

abdominal pain. Due to non-perception and inadequacies in diagnosis the condition presents 

as appendicular rupture, localized sub hepatic abscess or sepsis.  In case of appendicitis, 

there will be symptom of nausea, vomiting and fever. The etiopathology of acute 

appendicitis is usually due to obstruction of lumen. Most common organism causing 

appendicitis are E. coli, bacteriodes fragilis, viridans streptococci. Appendicitis can lead to 

intestinal obstruction, perforation, gangrene. Appendicitis should be managed by 

laparoscopic appendectomy or open appendectomy or laparotomy. 

 

Case Report 

A 35 Years old male patient came to emergency room in C U Shah medical college, 

Surendranagar, Gujarat with complaint of pain in epigastric region since 4 days, and 

associated with vomiting since 3 days and not associated with fever, burning micturition, 

hematuria. There was no history of trauma or smoking or alcohol intoxication. There was no 

any significant past history or any surgical history. 

On examination patient was conscious oriented and afebrile with tachycardia. On per 

abdomen examination he had tenderness in epigastric and right hypochondriac region.On 

blood investigation there was 19300 total leucocyte count with SGPT 79.7 with other report 

were in normal limit. The ultrasonography of the patient was showing no abnormality on the 

day of admission with normal Xray abdomen standing. The patient was managed 

conservatively for 2 days with antibiotic and intravenous fluids accordingly to weight. Then 

patient was planned for diagnostic laparoscopy as the symptoms was not resolving and 

patient was having similar complaint. 

On initial inspection caecum and appendix could not be found as those were missing in right 

iliac fossa. On further exploration a diagnosis of an abnormally located appendix was made, 

and the patient was subjected to lap converted to exploratory laparotomy, an abnormally high 

lying caecum was observed in the right hypochondrium; the ascending colon was absent and 

a redundant dilated transverse colon was seen. An early inflammatory lump involving the 

cecum, transverse colon, omentum and the duodenum was detected. Upon manipulation, the 

cecum was mobilized by incising the lateral peritoneal reflection. The appendix was located 

immediately medial to the ileocecal junction craniocaudally with the tip trailing superiorly in 

Morison's pouch. 
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The appendix was grossly inflamed with an unhealthy base 

with features of peritonitis. The terminal ileum was 

abnormally retroperitoneal, winding around the cecum with 

the ileocecal junction on the anterolateral aspect. 

Appendectomy was performed and followed by proper 

lavage and placement of drain. 

The patient had an uneventful recovery and was discharged 

home on the fifth postoperative day. The patient was seen in 

the outpatient clinic, and he was in his usual state of health.  

 

 
 

Fig 1: Intro op Sub-hepatic appendix in exploratory laprotomy 

 

Discussion 

We present a unique and challenging case of a middle aged 

man with sub hepatic perforated appendicitis and peritonitis. 

The case is unique in its diagnosis and management, which 

are challenging. This case report makes readers aware of 

rare presentation and its management. Acute appendicitis is 

the most common surgical emergency in children. The most 

common location of the appendix is retrocecal (65.3%). 

However, other rare positions have been reported including 

subhepatic, lateral pouch, mesoceliac, left-sided, 

intraherniary and lumbar. When the appendix is located in 

an atypical position, patients may present with unusual 

clinical symptoms. This can result in a delay in the 

diagnosis and unfavourable complications such as sepsis, 

suppuration, perforation and abscess formation. 

In 1955, King described the first case of subhepatic 

appendicitis and concluded that in such conditions the 

cecum remains in the subhepatic area. Subhepatic 

appendicitis is a rare disease and accounts for 0.08% of all 

cases of appendicitis with a marginally higher incidence of 

1% and 3.2% in other studies.  

While an ultrasound scan of the abdomen is the first 

radiological investigation, it has a high probability of 

misdiagnosis. High suspicion and caution must be 

maintained in atypical presentations due to reports of sub 

hepatic appendiceal disease misdiagnosed as liver abscess or 

cholecystitis. Nevertheless, a CT scan is the best modality to 

identify subhepatic appendicitis as it is reported to have high 

sensitivity (100%), specificity (95%) and accuracy (98%) in 

establishing the diagnosis of acute appendicitis. 

In a sub hepatic appendix, a conventional Lanz incision in 

the right lower quadrant may not be suitable to remove the 

appendix. In our patient’s case, we performed a midline 

laparotomy due to the sub hepatic location of the appendix 

and the possibility of retrocaecal, dense adhesion or fibrosis 

and perforation, which would make a laparoscopic approach 

an unsafe option, in addition to the fact that open access 

would provide better tactile input and direct access to the 

appendix. Laparoscopy could also be an option in patients 

who are clinically stable and not peritonitic in a similar 

situation for its versatility and diagnostic and therapeutic 

ability. 

 

Conclusion 

Acute subhepatic appendicitis is a unique and rare 

presentation, making its diagnosis and management 

challenging. Its unusual location may delay and complicate 

the underlying pathology. However, a high degree of 

clinical suspicion and superior imaging modalities like CT 

scan of the abdomen can aid in the diagnosis and 

appropriate timely intervention. 
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