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			Abstract 

			We present the clinical case of a 54-year-old female patient, who came to the emergency department for abdominal pain of 2 days of evolution, predominantly mesogastric and radiating to the right iliac fossa, accompanied by nausea and vomiting, does not refer fever. The clinical and paraclinical symptoms are suggestive of acute appendicitis. With Alvarado’s criteria with a high probability of acute appendicitis, she motivates herself and prepares for appendectomy, finding retroileal appendicular plastron. In the immediate postoperative period, complications inherent to the procedure arise: medically managed retroileal hematoma x 72 hours, decrease in hemoglobin levels, which requires a transfusion of compatible packed red blood cells, significant retroileal hematoma drainage is performed with infiltration in the ileum walls Cecal, bizarre evolution, torpid, with vomiting, abdominal distention, absence of stools and flatus on postoperative day 10, an Abdomen Rx is performed where they report air-fluid levels, Contrasting Computerized Axial Tomography of the abdomen reports narrow ileus cecal union, which is why it is motivated for Laparotomy explorer, finding stenosis of the ileo cecal segment due to stenosis, distortion of the segment, performing a right hemicolectomy and ileotransverse anastomosis, good evolution in the Intensive Care Unit until the 8th day when she presented leakage of intestinal contents through the penrose drain, quantifying m As of 500 cc a day, classifying high-output fistula, signs of abdominal sepsis, it is motivated for exploratory relaparotomy, with a frozen abdominal cavity, by multiple peritoneal adhesions, peritonitis, managing to identify the fistula of the anastomosis, friable tissue, performing drainage of localized peritonitis of the right hemiabdomen, ileostomy plus transverse colostomy, subsequently suffers alkaline burn at the operative site, despite handling with the colotomy kit isolating the ostomy from the skin, enters into hydro-electrolyte imbalance with severe hypokalemia, managing it with Parenteral replacement of potassium, until stabilizing and overcoming abdominal sepsis, being discharged after the 2nd month of hospitalization.
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			Introduction

			Acute appendicitis is the main cause of surgical care in emergency centers around the world, with a diagnosis percentage of 26.7% to 60.6%, and within this percentage, 3.7 to 28.6% represent appendicitis with perforations [1-3]. Once the pathology of acute appendicitis is diagnosed, an appendectomy should be performed, therefore the results that this surgical act can trigger are closely related to the precociousness of the latter [4-6]. It is also related to the stage of the appendicular process [5-7]. 

			In the context of pathologies like this, proceeding with surgery is indicated in confirmed cases and also in cases where it cannot be excluded from differential diagnoses, due to mortality and morbidity in these patients when undergoing laparotomy conventional or laparoscopic, are appreciably less than those that would occur in the patient if his appendicitis is allowed to evolve to more serious stages (gangrenous and perforated) and the risk is much more increased, if it is a patient who is at the extremes of life [7,8]. 

			Following the same order of ideas, the complications that can occur after the resolution of an acute appendicitis is not uncommon, despite the many technological advances and procedures in surgery, anesthesiology and resuscitation, which seek to reduce the trauma caused to the maximum for a surgical act [9,10]. Some of the complications of this are mentioned: Intra or postoperative bleeding that warrant reoperations, hematomas, seromas, from the surgical wound due to poor hemostasis, intra-abdominal abscesses, hemorrhage, phlebitis, intestinal obstruction, stercoracic fistulas, sepsis, septic shock, evisceration and eventration [11]. 

			Clinical Case

			Female patient, 54 years old, from Sincelejo - Sucre; from and resident in Sincelejo - Sucre; widow, Catholic, beneficiary of the subsidized scheme (Mutual Ser). Emergency consultation on September 20, 2016 with a clinical picture of approximately 2 days of evolution of distension Abdominal pain and pain predominantly in the mesogastrium radiating to the right iliac fossa that worsens in the last hours. Associated with nausea and vomiting. Denies the presence of fever.

			The patient has no previous pathological history. There is no relevant personal and / or family history. On physical examination, the patient was found to be in a fair general and nutritional condition with allergic facies. Vital signs: Pulse: 78 beats per minute; RT: 110/80 mmHg; FR: 19 breaths per minute. T: 38°C. Normocephalic patient, anicteric sclera, dry oral mucosa, non-congestive oropharynx, mobile neck, symmetrical, not painful, no masses or lymph nodes palpable, thorax symmetric, expandable; no pulls, rhythmic heart sounds without murmurs, lungs with preserved vesicular murmur, no overgrowths, flat, soft, depressible abdomen, 3 per minute peristalsis, with tenderness at the level of the right iliac fossa, doubtful Blumberg’s sign, positive psoas. No signs of peritoneal irritation at the time of abdominal examination. Neurologically, alert, conscious, without motor or sensory deficit, without motor or sensory deficit. Glasgow 15/15 General surgery orders paraclinics showing: hemoglobin 12.4 gr / dl; leukocyte count 7,700; platelets 288,000; serum chlorine level of 108 mEq / l; serum potassium k 3.4 mEq / L; serum sodium level of 145 mEq / l.

			The ultrasound reported September 20, 2016: gallbladder with stones of 8 and 12 mm with posterior shadow, wall not thickened, common bile duct not dilated. Pancreas, head, body and tail normal. Kidneys, adrenals and spleen without alterations. Abdominal vessels of normal caliber, not abdominal masses or collections. Normal urinary bladder. 15 x 90 mm hypoechoic tubular image in the right iliac fossa. No free liquid. Colic distension with abundant gas. Alvarado’s criteria with high probability of acute appendicitis, for which appendectomy, lysis of peritoneal adhesions, peritoneal lavage, transfer to the Intensive Care Unit, for sepsis management is motivated.

			The patient develops a series of complications in which the following stand out: A diagnostic postsurgical hematoma in an abdominal ultrasound 09/23/2016 that reports cholelithiasis and a residual hematoma, after which a laparotomy is scheduled in which a retrocecal and mesoappendix hematoma was found as well as the distal ileum meso and adhesions, epiploic appendages of the plastron which were ligated with silk in this case, management was adhesion lysis, reexploration + drainage of postsurgical hematoma, hemostasis of mesenteric vessels and surgical lavage.
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			7 days after the postoperative surgery on 10/10/2016, the patient was taken to surgery for an exploratory laparotomy (right hemicolectomy due to retrocecal obstructive plastron-ileocecal valve). This intestinal obstruction was reported in the absence of peristalsis, which is why A contrasted abdominal CT was requested, which was performed on 10/04/2016 (Figure 1), which reported evidence of a decrease in the intestinal lumen at the distal ileum, with dilation of the thin loops. No contrast medium passed into the colon; transverse ileus anastomosis; lysis of peritoneal adhesions is performed; surgical lavage by laparotomy (Figure 2); It was followed as a procedure due to the leakage of intestinal juice through the penrose drain in a moderate amount, difficult to quantify associated with distension and generalized abdominal pain for 8 hours, serous discharge from a moderate amount of surgical wound. Flatus and stools ++, denies fever, chills.

			The patient presented a final complication, a burn secondary to exposure to alkaline substances of intestinal juices caused by the ileostomy (Figure 3).
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			A third intervention was performed due to dehiscence of the anastomosis suture (high-debit fistula). The management of this complication was drainage of the localized peritonitis, ileostomy, transverse colostomy due to the impossibility of resection and ileocolic anastomosis, lysis of peritoneal adhesions; mixed total parenteral and elemental enteral nutrition, antibiotic therapy according to cultures and sequential antibiotics with Meropenem-Metrodinazole-Vancomycin were started in the ICU.

			It should be noted that in the last days of hospitalization, the patient was on elemental enteral feeding and began a progressive oral route, which she tolerates, medical discharge is decided with recommendations, education on wound care and prevention of risk factors.

			Discussion

			Appendectomy is a very common procedure today, despite being so common it is not exempt from the complications that every surgical procedure entails and even more so if the intrinsic pathology has evolved to states of greater organic involvement. One of the complications that can occur after an appendectomy is the formation of an appendicular plastron, which is the formation of a type of abdominal adherence secondary to an inflammatory process, this is a strange complication of which there are not very clear statistics of his presentation [12-13].

			Continuing with the complications, we found intestinal obstruction with an incidence of 0.2%, this was found in a descriptive, observational and prospective study of 560 appendectomized patients [14], intestinal obstruction is a complication that occurs in various ways, one of which is obstruction due to secondary adhesions, after a surgical procedure [15], in this case the obstruction was secondary to the appendicular stump.

			Moving on to another complication, we have the presence of hematoma, a complication in abdominal surgeries, whose incidence is around 0.8% [16].

			Another complication associated with appendicitis is suture dehiscence. The frequency with which it occurs will depend on the surgical technique, the patient’s response and the surgical procedure to be performed. Generally, when there is dehiscence it is because the stitches made have produced a tissue tear. Another possible cause of dehiscence will be the excessive tension of the stitches, resulting in strangulation of the edges of the suture, compromising local circulation. Stitches with weak tension, an inappropriate suture technique, or inappropriate suture material for the wound, among others [17] also influence.
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Figure 3: Burn in the right iliac fossa, ileostomy area.
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Figure 1: Abdominal CT.
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Note the obstruction (Circle) and distal and proximal dilation.
Intestinal distention (Arrow).
Figure 2: Intestinal obstruction, stricture.






