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Abstract

Background: To identify clinico-pathological
entities presenting as mass in right iliac fossa.

Methods: In this observational study patients of
mass in right iliac fossa were recruited. All patients
who presented with sign and symptoms of mass in
right iliac fossa were investigated and subjected to
conservative or operative managements depending
upon the cause and response to conservative
management.

Results: Appendicular mass (33.7%) was the
commonest finding, followed by cecal
carcinoma(9.8%), ileocecal tuberculosis(9.8%), psoas
abcess (7.6%), retroperitoneal dermoid(3.3%), worm
infestation (3.3%) and lymphoma (3.3%).
Conclusion: Appendicular mass is the main cause
of mass in right iliac fossa, with a wide range of
other causes.

Key words: Mass in right iliac fossa, Appendicular
mass, Psoas abscess.

Introduction

A mass in the right iliac fossa is a “temple of surprises’
and a common presentation at surgical floor, requiring
skill and acumen to diagnose. The mass arises either
from the normal structures present in the area between
the symphysis pubis, umbilicus and anterior superior
spine iliac.! Sometimes the mass arises from the
structures abnormally situated in the region.2Among
the multiple diagnoses of right iliac fossa mass, some
are operable, some need staging, still others need
conservative management and still more are initially
conservatively managed with a later surgery.® It is
utmost important to differentiate each condition and
have a diagnosis and a management plan due to vast
variability in management.3

Female patients pose a greater diagnostic dilemma due
to their different pelvic anatomy. Detailed history and
examination is a key to clinch the appropriate
diagnosis. A set of investigations are ordered to reach
at a definite diagnosis.> These include complete blood
count, ultrasonography and contrast enhanced
Computer tomography (CECT) which are usually
done in all cases. Additional tests like ESR, pregnancy
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tests, tumor markers, biopsies and spinal surveys may
be needed.?

Patients with mass in right iliac fossa may be
confronted by a general practitioner, a surgeon or a
gynecologist and knowledge of anatomy, detailed
history, clinical examination referring towards the
pathological process followed by lab analysis and
imaging lead to a diagnosis. The most common
differential diagnosis encountered by surgeons*° are:
appendicular mass, appendicular abscess, ileocecal
tuberculosis, right ovarian mass, right ectopic kidney,
rectus sheath hematoma, carcinoma caecum and
ameboma.4>

An important differential diagnosis is often between
an appendicular mass, carcinoma of the caecum and
ileocecal tuberculosis.! In Subcontinent, tuberculosis
has been the main cause of intestinal obstruction and
perforation.#¢Cecal carcinoma is more common in the
elderly and higher socio-economic group consuming
less fibrous diet.>* Crohn disease is a disease of
western world.? Appendicular masses are seen in
relatively younger people with both conservative and
operative strategies. Other less common causes are
diagnosed and managed accordingly®.

Patients and Methods

This study was carried out at Benazir Bhutto Hospital,
a tertiary care hospital of Pakistan draining Urban,
semi urban and rural areas of Northern Punjab, from
January 2014 to July 2015. All patients with suggestive
history of pain or mass Right iliac fossa and mass
palpable on clinical examination were included.
Patients who underwent emergency surgery were
excluded. Upon arrival of the patients in the ward, a
fluid and electrolyte resuscitation and empirical
antibiotics were started according to provisional
diagnosis. Patients with clinical suspicion and
previous history of tuberculosis were also initially kept
on conservative regime. All patients underwent
complete blood count and ultrasonography. CECT
scan was done in patients with unsure diagnosis and
in whom mass was suspected to be other than
inflammatory appendicular mass secondary to
appendiceal pathology. The additional investigations
included pregnancy test (done in all women of child
bearing age); colonoscopy for suspected cecal
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carcinomas; X ray erect abdomen for patients with
obstructive symptoms; ESR , X ray lumbosacral spine
and CXR for suspected tuberculosis and ultrasound to
detect  psoas abscess ; percutaneous ultrasound
guided biopsies for tumors needing histopathological
proofs and diagnostic laparoscopy and proceed for
still undiagnosed cases.  The wvariables studied
included demographic details, time between onset of
symptoms and arrival in ward, symptoms,
investigations done, type of treatment offered and
operative findings and definitive diagnosis. The data
were statistically analyzed using Statistical package for
social sciences (SPSS, version 16.0).

Results
A total of 92 cases were included in the study, out of
which 52(56.5%) were males and 40(43.5%) were
females. Patients ranged between 8 to 70 years
Average age was 30.35 years (Figure 1). Commonest
presentation was mass in RIF (Table 1). Appendicular
mass in 33.7%,ceacal carcinoma in 9.8%,lleocecal
tuberculosis in 9.8%and psoas abscess in 7.6% making
the most common causes (Table 2). Twenty nine
(32.7%) appendectomies for appendicular masses, all
done after initial resuscitation and antibiotics. Wound
infections were seen in  17.24%  patients
postoperatively. Operating appendicular masses with
initial optimization was the strategy in our hospital.
Conservative management on Oshner Sherren
regimen, for delayed treatment of acute appendicitis,
was done in 2 patients. 19(20.7%) right
hemicolectomies for carcinoma cecum and iliocecal
tuberculosis, 7 (7.6%)incision and drainage for
abcesses, 3(3.3%) nephrectomies for kidney diseases, 2
(2.2%) marsupialization for right ovarian cysts, 2(2.2%)
wedge resections for Meckel’s diverticulitis, 4(4.3%)
enterotomies for worm infestation and phytobezoars,
2(2.2%) salpingotomies for ectopic tubal pregnancies,1
cystectomy for pseudo pancreatic cyst, 1 TAH with
BSO for ovarian Ca which came out to be secondary
from stomach, 1 hernioplasty for lumbar hernia 1
patient underwent orchidectomy and 1 retroperitoneal
lymph  node  dissection(1.1%) for testicular
malignancies and 9(9.8%) patients were managed
conservatively  including  GIST,  lymphomas,
tuberculous psoas abscess and appendicular masses.
Table 1: Symptoms of patients with pain RIF

Symptom No %
Mass in RIF 43 46.7
Pain in RIF 39 424
Mass along with pain in RIF 7 7.6
Subacute intestinal obstruction | 3 3.3
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Figure 1: Age distribution
Table 2: Causes and Percentage of mass in RIF

Causes No. Percentage
Appendicular mass 31 33.7
Cecal carcinoma 9 9.8
Ileocecal tuberculosis 9 9.8
Carcinoid tumor 1 1.1
Retroperitoneal dermoid 3 3.
Retroperitoneal sarcoma 1 11
GIST involving lymphnodes 1 1.1
Worm infestation 3 3.3
Psoas abcess 7 7.6
Ectopic pregnancy 2 22
Right ovarian cysts 2 22
Phytobezoar 1 1.1
Enteric fever 1 1.1
Meckel’s diverticulum 2 22
Hydatid cyst 2 22
Rectus sheath hematoma 2 2.2
Leomyosarcoma 1 11
Rhabdomyosarcoma 2 2.2
Renal cell carcinoma 1 1.1
PCKD 1 1.1
Pseudopancreatic cyst 1 11
Lymphoma 3 3.3
Krukenberg tumor with primary | 1 1.1
in stomach
Undescended malignant | 1 1.1
testicular tumor
Metastatic testicular malignancy | 1 1.1
Paraganglioma 1 1.1

Discussion

Mass in RIF poses a diagnostic dilemma for surgeons
all over the world. The present study was carried out
to study various clinico pathological aspects and
diagnoses of mass in RIF in relation to age and sex
distribution along with clinical presentations followed
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by subsequent managements. There were 27
differential diagnoses for mass RIF in our study
including the rarer conditions.Age group ranged from
8-75years similar to the literature.* There was a male
preponderance accounting for 56.5 % contrary to study
by Anuradha® where females were more than 50% but
similar to Narendran who evaluated pathological
nature of the right iliac fossa mass and its
management and he found male preponderance in
appendicular pathology.3-

Main clinical sign was mass in RIF accounting for
46.7% followed by pain in 42.4% patients. Pain was the
main symptom in literature majorly for appendicular
masses done by Shetty with tenderness in 92% and
mass in 100%.3>18 Mass in RIF mainly was due to
appendicular pathology accounting for 33.7%, 29
underwent surgery after initial resuscitation and
antibiotics and 2 were managed on Oshner Sherren
regimen. 27.32% patients got wound infection in
postoperative period. Surgery remained the main stay
for appendicular mass management in our hospital.
Appendicular abcesses were excluded from study
group. The incidence was similar to literature with
50% appendicular masses in an Indian study.’?
However Oshner Sherren regime was the main
management strategy in various studies. Tuberculosis
(9.8%) and cecal carcinoma (9.8%) ranked 20d in
incidence. Cecal carcinomal? patients underwent Right
hemicolectomies after staging as in other studies!”. The
patients with tuberculosis were started anti
tuberculous therapy (ATT), 8 patients underwent right
hemicolectomy, 1 patient improved on ATT. 4 (4.4%)
incision and drainage for psoas abcesses which were
superinfected and ATT was given for others. Similar
results were seen in other studies.>1%Age group was
also similar in these studies.?>1618 Imatinib was started
for GIST of lymph nodes and chemotherapy for
lymphomas. Similar management option are valid in
various studies across the world.13-16

Conclusion

1.Maximum incidence of RIF mass was the
appendicular mass which was most common in the
mean age of 30+/- 16.04 years and having male
predominance.

2. Detailed history and thorough clinical examination
can solve the enigma of RIF mass and helpful for
correct clinical diagnosis.

References

1. Panarese A, Pironi D, Pontone S, Vendettuoli M. A case of
symptomatic mass in the right iliac fossa:A Bermuda

47

10.

11.

12.

13.

14.

15.

16.

17.

18.

Triangle which often lies the right diagnosis. Ann. Ital. Chir
2014; 24;85-88

Juniorsundresh.N, Narendran.S,Ramanathan.M. Evaluation
of Pathological nature of the right iliac fossa mass and its
management. ] Biomed Sci Res. 2009; 1 (1): 55~
58

Madhushankar L, Satish Kumar R, Sanjay SC. Role of
ultrasonography in pre-operative evaluation of right iliac
fossa mass. Journal of Evolution of Medical and Dental
Sciences 2013; 2(126):9030-36

Howell S and Knapton PJ. Ileo-caecal tuberculosis. Gut ; 5:
524-529.

Dnyanmote AS, Sinha N, Chavan S, Sable S. Clinico-
pathological  study of right Iliac Fossa  Mass.
WebmedCentralGeneral surgery 2014;5(11):wmc004766

Bakhshi G D, Deshpande S, Jadhav K V, Shenoy S S, Yadav
R.Abdominal Koch's: An Analysis- An Indian Perspective.
International Journal Of Medical And Applied Sciences.
2013;2(3):248-54.

Shaikh R, Khalid MA, Malik A . Abdominal tuberculosis -
profile of 26 cases. Pakistan J Surg 2008; 24:217-19.

Sharma YR. Abdominal tuberculosis - a study of 25 cases.
Kathmandu University Medical Journal 2003;2(6):137-
41.

Abro A, Siddiqui FG, Akhtar S, Memo AS. Spectrum of
clinical presentation and surgical management of intestinal
tuberculosis. ] Ayub Med Coll Abbottabad 2010;22(3):96-~
98.

Chalya PL, Mchembe MD, StephenE, Rambau PF, Jaka H,
Mabula JB. Clinicopathological profile and surgical
treatment of abdominal tuberculosis: a single centre
experience in northwestern Tanzania. BMC Infectious
Diseases 2013;13:270-73.

Saaiq M, Shah SA, ZubaiM. Abdominal Tuberculosis:
Epidemiologic profile and management experience. J Pak
Med Assoc 2012; 62,(7): 112-15

Das S, Sahu D, Wani M, Reddy PK. A curious discourse of
Krukenberg tumor: a case report. Journal of Gastrointestinal
Oncology. 2014;5(6):117-20.

Mahajan A, Varma A, Singh M, Singla SP, Singla A.
Eventration of right hemidiaphragm, right ectopic kidney,
intra-abdominal seminoma in cryptorchid testis: A rare
combination or a possible sequence?. Arch Int Surg
2014;4:190-92

Mukhopadhyay M , Chattopadhyay SD, Karmakar NC,
Mukherjee R. Echinococcal lump: An unusual differential
diagnosis for a right iliac fossa lump. Hellenic Journal of
Surgery 2015;87(4):342-44

Armstrong A, Coulston], MackeyP,SaxbyC. Bezoar: an
Unusual Palpable Mass in the Right Iliac Fossa. Indian
Journal of Surgery 2015;77(1):73-74.

Kumar MS, Mohan, Babu S, Hongaiah D, Kumar P,
Balakrishna MA. Demographic data comparison of
prevalence of mass in right iliac fossa: a prospective hospital
based study. International journal of bioassays
2014.;3(3):970-73

Budamala S, Penugonda A, Ramanaiah NV, Rao BS, Prakash
GV. A rare presentation of carcinoma caecum: as
appendicular abscess. JEBMH 2015;2(15):2371-74

Shetty SK, Shankar M. A clinical study of right iliac fossa
mass. The Internet Journal of Surgery. 2013;30(4):40-43



