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INTRODUCTION 

he appendix is a small tube-shaped pouch attached to the 

caecum and located in the lower right side of abdomen 

(Agresta et al., 2014). 

Appendicitis was first recognized as a disease in the 

sixteenth century and was called perityphlitis (Beg et al., 2017). 

Appendicitis is the most common intra-abdominal 

condition requiring emergency surgery. Appendectomy 

continues to be one of the commonest procedures in general 

surgery, accounts for approximately 1% of all surgical 

operation (Sharma et al., 2017). The life time risk of acute 

appendicitis is 8.6% for males and 6.7% for females (male: 

female ratio is 1.4:1) (Mir et al., 2016). 

The first appendectomy was performed in 1736 by 

Claudius Amyand, Surgeon of St. Georges Hospital, London, 

UK (Talukder et al., 2006). McBurney in 1889 described the 

clinical features of acute appendicitis. Open appendectomy has 

been the standard surgical treatment since the last century (Beg 

et al., 2017). 

Diagnosis is founded upon well-recognized signs, 

symptoms as well as physician‘s practice. The signs & symptoms 

most prognostic of acute appendicitis is pain in right lower 

quadrant (RLQ) or pain around umbilicus and then transferring to 

RLQ presenting along with fever, nausea and vomiting. On 

T 
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abdominal examination there will be rigidity, tenderness and 

rebound tenderness in right iliac fossa (Dal et al., 2016). 

The reported incidence of acute appendicitis has increased 

over the last few decades potentially due to the increased use of 

CT imaging, with the rate of complicated appendicitis 

representing 25% of all cases (Athanasiou et al., 2017). 

Several diseases such as pelvic inflammatory disease, 

endometriosis, ovarian cysts, ectopic pregnancy, cholecystitis 

and colonic perforation may mimic acute appendicitis so proper 

imaging is mandatory in diagnosis of acute appendicitis 

(Minutolo et al., 2014). 

The introduction of laparoscopic surgery has 

dramatically changed the field of surgery. With improvement in 

the equipment and increasing clinical experience it is possible 

to perform almost any kind of procedure under laparoscopic 

visualization (kehagias et al., 2008). Laparoscopic 

appendectomy was first reported by the gynaecologist Kurt 

Semm in 1982 (Siddiqui et al., 2018). 

The laparoscopic approach allows a full exploration of 

the peritoneal cavity, thus representing an important diagnostic 

tool in case there is only suspicion of acute appendicitis 

(Minutolo et al., 2014). Complicated appendicitis (CA) defined 

as gangrenous or perforated appendicitis with or without 

peritonitis has been increasingly managed laparoscopically. 


