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CORRESPONDENCE

Acute Purulent Appendicitis 
The authors do not include acute purulent appendicitis 
in their list of differential diagnoses. Clinical experi-
ence as well as the issue of medical liability, however, 
make an addendum necessary.

Purulent, usually already perforated, appendicitis is 
the most common and dangerous differential diagnosis 
for acute infectious enteritis, in children as well as in 
adults. Unpublished statistics from the North German 
arbitration board that relate to acute appendicitis show 
that some 345 cases were handled between 2000 and 
2008; 277 of these were in adults and 68 in children. A 
complaint because of a delay in diagnosis and therapy 
was made in the cases of 153 adults (55 %) and 42 
children (62 %). The misdiagnosis enteritis was the 
cause of the diagnostic delay in 56 adults (37 %) and 25 
children (60 %). In 37 adults (66 %) and 15 children 
(60 %), diagnostic errors were confirmed. In all cases 
the diagnostic delay resulted in severe disease courses; 
in the case of one adult the outcome was fatal. Accord-
ing to our own estimates the ratio of appendicitis 
 associated diarrhea to infectious enteritis is about 
1:100. In spite of this, the differential diagnosis should 
always be considered. Diarrhea as a symptom does not 
exclude appendicitis; rather, it is a typical symptom in 
locally advanced appendicitis, especially in patients 
with interenteric abscesses. I would recommend subtle 
palpation of the abdomen, paying attention to region-
ally different pain reactions and muscular guarding, 
and taking the patient’s rectal temperature. Rectal 
examination, especially in young children, is not obli-
gatory but often helpful, because pain symptoms in the 
pouch of Douglas or the right lower quadrant can be 
triggered in this way. If the diagnosis is likely to be 
non-enteritis related diarrhea, control examinations 
should be performed after 6–12 hours, followed by leu-
kocyte and C-reactive protein tests and ultra -
sonography. Purulent appendicitis may occasionally 
occur as a comorbidity in patients with infectious 
 enteritis. 
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In Reply:
We thank Professor Vinz for his helpful addendum that 
acute appendicitis should be considered as a differential 
diagnosis for infectious gastroenteritis. However, we 
do not share his view that appendicitis is the most com-
mon differential diagnosis for acute gastroenteritis and 
that the ratio is one case of appendicitis in every 100 
cases of acute diarrhea. As we explained in our article, 
the acute gastroenteritis peaks in older infants and 
young toddlers, who experience an average of 2 epi-
sodes of diarrhea per year. Acute appendicitis, however, 
affects mainly school children; the ratio in this age 
group is 4 cases per 1000 children per year. By contrast, 
acute appendicitis is much rarer in infants and toddlers. 
In a retrospective analysis of the pediatric hospital in 
Toronto, which analyzed data from 28 years, only 
2.3 % of all children were younger than 3 years (1). 
However, an atypical presentation with delayed diag-
nosis and a high risk of perforation is common in these 
young children. 41 % of toddlers with appendicitis had 
diarrhea, whereas this symptom was observed in less 
than 20 % of school children. A systematic review has 
shown that in children who presented to emergency 
outpatient departments because of abdominal pain, 
fever and rebound tenderness were the best discrimi-
nators (positive likelihood ratio 3.4 and 3.0), whereas 
rectal examination, vomiting, diarrhea, and the leuko-
cyte count were not that helpful (2). Acute appendicitis 
remains a clinical diagnosis. We agree with Vinz that if 
in doubt, a child should be admitted as an inpatient and 
should be thoroughly clinically evaluated.
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