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Tumor formations of the tubes, hydrosalpinxes, pyosalpixes have a number of discrepancies in outpatient service examinations and
intraoperative clinical diagnosis.

Purpose — to report a unique case with discrepancies between the preoperative diagnosis (pyosalpinx, hydrosalpinx) and the intraoperative
and postoperative definitive findings (appendicular tumor, mucocele).

Clinical case. A 50-year-old woman, a 3-year-old Mirena IUD wearer, applied for examination for pain in the right iliac region and a slight
rise in temperature to 37-37.5 over the past 10 days. The examination showed the movement of the tumor on the right up to 7-4 cm, sensitive
on palpation, uterine fibroids, and appendices on the left without features. Other history, physical examination, and laboratory tests were not
remarkable, and there was no leukocytosis as in inflammatory processes. Ultrasound and MRI showed neoplasms of the right appendages
of 7-5-4 cm, avascular and uterine fibroids — 3 subserosal nodes of 10-5 mm each. Intraoperatively Intact 2 fallopian tubes were detect-
ed, a tumor formation of the appendix 3-2-3 cm without adhesions was isolated. Laparoscopic appendectomy was performed along with
conservative myomectomy and bilateral salpingectomy. Histopathology showed mucocele without atypia, myomas nodules, and fallopian
tubes without features.

Conclusions. In the formation of the right appendages of the uterus, a thorough preoperative diagnosis is required, which does not always
give a definitive answer to the clinical diagnosis. Diagnostic laparoscopy, visual and operational clinical experience of the surgeon, cytological
and histological examination of intra- and postoperative results make it possible to carry out adequate surgical treatment. Patients should
be informed about doubts between outpatient and intraoperative diagnosis, possible changes in the intraoperative surgical plan. Prompt care
should be provided in institutions with appropriate teams and equipment.

The research was carried out in accordance with the principles of the Helsinki Declaration. The informed consent of the patient was obtained
for conducting the studies.

No conflict of interests was declared by the authors.
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Po306ixHOCTi MiX nepeaonepauiiiHOIO AiarHOCTUKOIO NYXJIMHHUX YTBOPIB NPaBUX
npuaaTkiB MaTKu Ta IHTpaonepauiMuHUMU AaHNMN. AneHnuKynﬂpHe MykKouene.
KniniyHuin BUNnagok

B.O. CxknspoBa'-2, P.A. Yarvikiscbkuiil, O.B. Mpukynexko?, I1.0. Cknsipos', B.P. YaiikiBcbka

1JTbBIBCbKMIA HALLIOHANBHUIA MEANYHUI YHIBEPCUTET IMeHi [aHuna lannupkoro, Ykpaina

2JTbBIBCbKMIA 0O6NACHWI rOCNIiTasb iHBaNIAIB BiiHW Ta penpecoBaHnx imeHi KOpia Junu, Ykpaina

MyxnnHHI yTBOPEHHS TPYO, rigpocanbniHkey, niocansbniken MaTe pag po36iXHOCTEN NpK amOynaTopHUX OBCTEXEHHSX Ta iHTpaonepaLlinHii
KNIHIYHIM gjarHOCTULL.

MeTta — noBiAOMUTI NPO YHIKaIbHWIA BMNAA0K i3 PO3BIXHOCTAMM MiX nepeaonepaujiHo AjarHOCTMKOIO NiocanbiHKCy, rapocanbiiHKCy,
Tyb600BapianbHOro yTBOPEHHA, MIATBEPIXKEHNX 32 AOMOMOroio 3D-ynsTpasBykKOBOro AOCHIMKEHHA (Y3/1) i MarHiTHO-pe30oHaHCHOI ToMmorpadii
(MPT), iHTpaonepaLinHux Ta nicngonepauiiHnx OCTaTo4HIX PE3YNLTATIB (aneHAMKYISpHA NyXnHA, MyKOLLEene).

KniHiyHnia BUNnapok. XiHka sikom 50 pokiB, HOCI BHYTPILLHBOMATKOBOI CUCTEMM «MipeHa» ynpoaoBX 3 POKIiB, 3BepHyNacs A5 OOCTEXEHHS
3 nNpvBoay OO0 B NpaBii kKyOoBIi AiNSHLI Ta HE3HAYHOro NiABMLLEHHS Temnepatypu 0o 37-37,5°C npotsarom octaHHix 10 ai6. 3a peaynbra-
TaMmy OOCTEXEHHSA BUSBNIEHO PYXOMUIA MYXIVHHWIA YTBIP CnpasBa po3mMipamu 7—4 CM, YyTnBKA Npy nanenawii, Mioma markm 8 TVXHIB, ooaar-
kv 3niBa — 6e3 ocobnmocTeit. CynyTHiIn aHamHes, disvkanbHe 00CTEXEHHS Ta NabopaTopHi aHanian — 6e3 0COONMBOCTEN, NEKOLMTOSY,
AK MPK 3ananbHyx npouecax, He BussneHo. Ha Y3/, ta MPT BigyanisaoBaHO HOBOYTBOPEHHA OaratokaMepHe aBackynapHe npasyix npuaar-
KiB 7-5—4 cm Ta matkoBy mMiomy — 3 cybceposHi By3nm no 10—-5 mMm. IHTpaonepauiiHo BUABNEHO ABI IHTAKTHI MaTKOBI TPYOW, MyXVHHNIA
VTBIp aneHamkca 3—2-3 cM 6e3 Cnamok i MyLMHO3HOMO BMICTY B HEPEBHIN NOPOXHWHI. JlanapockoniyHy aneHAeKTOMIl0 NPOBEAEHO NOPSAL,
i3 KOHCEPBATVBHO MIOMEKTOMIEIO | ABOBIMHOIO CanbMiHreKTOMIEID. 3a AaHnMK ricTonaTonorii BigMideHo Mykouene 6e3 atnnii, MioMu, By3amku,
MaTKoBi TpyOu — 6e3 0COBNNBOCTEN.

AneHaVKynapHe Mykouene MOXe NPOSIBASATUCS Y BUMISAI yTBOPEHHS NpaBOoi MaTKOBOI TPYOW, ike CKNaaHOo AiarHOCTyBaT amoOynaTtopHo, HaBiTb
3a gonomoroto MPT.

BucHOBKM. [1ig 4ac 0OCTEXEHHA NpaBux NpMOATKIB Matky NOTPIOHO MPOBOAMTI PETENbHY nepeaonepauinHy aiarHocTuky. JiarHoctnyHa
1lanapoCKOonis, Bi3yalbHNIA i ONepauinHnA KNiHIYHUIA AOCBIA Xipypra, LWTONOrYHE | MCTONOr4YHe AOCNIMKEHHS IHTPa- i nicnaonepauinHix pe-
3ynbTarTie AaloTb 3MOry NpU3HayaTy ageksatHe NikyBaHHs. MNaujeHTis cnif iHpopMyBaTH LLLOAO CYMHIBIB aMOyNaTopHOI AjarHOCTVIKM i MiAKPeCio-
BaTW, LLLO BCTAHOBIEHHS KJTIHIYHOIO AjarHO3y MOXJIMBE NICNA IHTPAoNepaLLMHOi PEBI3ii OpraHiB YepPEBHOI NOPOXHVIHK Ta Manoro Tasa, Lo MOXe
CAPVYUHATY 3MiHI B MnaHi nikyBaHHA. CBOEYaCcHy 4ONOMOry HeOOXiAHO HaJasaTy B 3akiaaax i3 BignosiaHvmMy 6prragamm tTa 06naaHaHHsaM.
L0oCnimKeHHst BUKOHAHO BIANOBIAHO 0 NPUHLMMIB [eNbCIHCHKOI Aeknapauii. Ha npoBeaeHHA OOCNIAXEHb OTPUMAHO IHOOPMOBAHY 3rOALY XKIHKN.
ABTOPU 3a8BNSHOTb MNP0 BIACYTHICTb KOHMAIKTY iIHTEPECIB.

KniouoBi cnoBa: npasi npuaarky Markm, MykoLene, aneHanke, nioCanbiHke.
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Introduction
ppendage neoplasms have a broad
differential ~ diagnosis, e.g., benign/

malignant, gynecological, gastrointestinal, urinary,
or metastatic [7]. However, when a patient goes
to an obstetrician-gynecologist for examination,
in most cases, uterine appendages are regarded
as a gynecological pathology [14]. Metastatic
tumors of gastrointestinal cancer, cysts, and
abscesses of other abdominal or pelvic organs may
mimic the formation of appendages, particularly
in the right iliac region [7]. One of the formations
is an appendicular tumor — mucinous cystadenoma
and rarely by mucinous cystadenocarcinoma,
which is difficult to differentiate from tumor
formations of the right uterine appendages at the
outpatient stage of examination [10].

Appendicular mucocele (AM) is an obstruc-
tive dilation of the lumen of the appendicular pro-
cess due to hyperproduction of mucus (0.2-0.3%
among all appendiectomies), but can occur in the
practical operative work of the operating gynecolo-
gist [19,21]. The most aggressive is mucinous cysta-
denocarcinoma, the dissemination of which during
surgery can lead to pseudomyxoma peritonia in the
form of multiple mucinous deposits [2,3,16]. A fea-
ture of AM is the difficulty of diagnosis during ul-
trasound and magnetic resonance imaging (MRI)
examinations that visualize the tumor formation of
the right uterine appendages [13,18,20].

The purpose of the presentation were to report
a case of unique discrepancy between the preope-
rative preliminary diagnosis (appendages) and the
intraoperative /postoperative definitive conclusion
(tumor of appendicular origin). Since the appen-
dicular and appendage masses mimic each other;
Thus, in addition, we use a literature review with
similar cases described. We report this case in ac-
cordance with the updated Consensus-Based Sur-
gical Case Report (SCARE) guidelines [1].

Written informed consent has been obtained
from the patient for the publication of this case re-
port and accompanying images. The research was
carried out in accordance with the principles of the
Declaration of Helsinki.

Clinical case

A 50-year-old woman from the Lviv region,
Ukraine, went to a gynecological clinic in Lviv
Regional Hospital of War Veterans and Repressed
named after Y. Lypa. A patient who has been
a Mirena intrauterine device (IUD) carrier for
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3 years, for the treatment of uterine fibroids
and abnormal uterine bleeding, sought examination
for pain in the right iliac region and a slight increase
in temperature to 37—37.5°C over the past 10 days.
The patient had no gastrointestinal problems.
The patient underwent regular gynecological
observation as a carrier of the Mirena IUD for
3 years against the background of uterine fibroids;
before Mirena was staged, there were uterine
bleeding, against the background of treatment,
menstruation became short and scanty. Her history
was 1 cesarean section. Social, environmental,
family and work history have been unremarkable in
the past. She never smoked, little bit drank alcohol,
no took long-term medication.

During the physical examination, the
movement of the tumor on the right up to
7-4 cm was detected, sensitive on palpation,
uterine fibroids, and processes on the left without
features. The cervix was clean, the Papp test
was normal. Ultrasound and MRI showed
neoplasms of the right appendages 7-5-4 cm,
avascular and uterine fibroids — 3 subserosal nodes
of 10—5 mm each.

Ultrasound of the pelvic organs showed a
volumetric formation of the right appendages of the
uterus 67—-25-31 mm, without vascular invasion
during Dopplerometry, an TUD in the uterine
cavity and 3 subserosal nodes 10—13 mm along the
anterior wall of the uterus. The tumor formation
during dynamic observation and nodes have not
changed over the past 2 years. MRI showed a cystic
lesion of the right appendages (72x40%35 mm)
with thin septa, no signal intensity, but 3 small
myometrial lesions (10—15 mm) with low signals
on T2. Ureters without features.

The patient’s condition was regarded as a
tubo-ovarian mass on the right, or pyosalpinx
according to ultrasound and MRI data, the
rest of the physical examinations were without
features. Antibiotic therapy was recommended
to treat right-hand pyosalpinx for 10 days:
Ceftriaxone 1.0 twice daily, Metronidazole
100 intravenously twice daily, Levofloxacin
500 once daily, Diclofenac 100 supp rectal —
10days. At the time of hospitalization, her vital signs
were normal. Tumor markers showed normal HE 4
and CA 125, her hemogram and metabolic panel
were within normal limits and did not match the
diagnosis of pyosalpinx. On the last day of antibiotic
therapy, a pipelle biopsy of the endometrium
was performed against the background of the
endometrium 2.4 mm by ultrasound. After a benign
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histological conclusion, a pipelle of an endometrial
biopsy and a control ultrasound, the woman
insisted on surgery unchanged.

The patient was discussed in the surgical
department regarding the tactics of surgical
treatment and it was decided to perform a
laparoscopic bilateral salpingectomy on both sides
and a conservative myomectomy, since at the age of
50 the patient insisted on preserving the uterus and
ovaries, as well as not removing Mirena. Since there
was a history of cesarean section, postoperative
adhesions were expected, the operating team was
formed a gynecologist and a general surgeon.

Surgical technique and findings

The patient was hospitalized for diagnostic
laparoscopy, bilateral salpingectomy, conservative
myomectomy. After revision of the abdominal
cavity and pelvic organs, the appendicular tumor
formation was isolated from the ovaries, obturated,
without mucus leakage. No mucinous fluid was
found in the abdomen. The liver, spleen, kidneys
on palpation are normal, there are no peritoneal
nodules.

First, bilateral salpingectomy and conserva-
tive myomectomy of 3 subserosal nodules were
performed by a gynecologist. At the appendixec-
tomy stage, the operator was an experienced sur-
geon (Fig. 1, 2, 3). Intraoperative cytology of the
impressions of the contents of the appendix did not
show an oncological process. The postoperative pe-
riod passed without complications, on the 2nd day
she was discharged on the postoperative day with-
out complaints.

Histopathological report showed a mucinous
neoplasm of the appendix (6%2.5x3 cm) — a cystic
formation lined with mucin-producing intestinal
epithelium with the formation of numerous papillae
and formed by fibrous tissue with lymphocytic
infiltrates, uterine nodes and tubes — without
features. He was diagnosed with mucocele of the
appendix — mucinous cystadenoma.

Discussion

AM belongs to the category of rare types of
tumors of the gastrointestinal tract, more common
among postmenopausal women [4,22]. However,
in recent years, there have been more and more
publications on the detection of appendix tumors
in women of reproductive age [5,11].

In terms of clinical manifestations, AM is often
nonspecific. This rare pathology may never be seen
by obstetricians and gynecologists, in particular
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Fg. 3. Appenicular mucocele
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those of the outpatient service, in practice. The
situation is similar with ultrasound and MRI
doctors.

In the preoperative period, only <30% of
general surgeons can diagnose appendicular
mucinous cystadenomas before surgery using
transvaginal /transabdominal ultrasound, MRI,
computed tomography (CT), and positron
emission tomography (PET) [15,19]. Our patient’s
tumor markers were normal, and pelvic ultrasound
and MRI indicated an ovarian tumor, which
later turned out to be a mucinous cystadenoma
of the appendix. This situation is rare, although
others have reported similar possible uncertainty
[4,9,17]. Even with the involvement of a full range
of outpatient examinations in the diagnosis of
this pathology, diagnostic laparoscopy justifies
adequacy in making a diagnosis.

Thus, AM should be considered in the differential
diagnosis of women with neoplasms on ultrasound in
order to choose the best surgical approach [6,8,12,18].
The gynecologist can use diagnostic laparoscopy if
there is a general surgeon in the medical institution,
if a mass of appendicular origin is detected. Thorough
preoperative discussing such cases can help minimize
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