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Four decades of laparoscopic appendectomy. does it have the
same role in the management algorithm of a postappendectomy

abscess?
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Background/Objective

Postappendectomy abscess (PAA) is the most controversial complication after
appendectomy. We aimed to identify the actual incidence of PAA and to compare
the success rate of different lines of treatment both in adult and pediatric age groups
in our institute.

Methods

A prospective study was conducted on patients who had a radiologically confirmed
PAA. They were subdivided into adults (group A) and children (group B). A stepwise
approach was used for the management of the PAA. The success rate of each line
of treatment was recorded and compared between both groups.

Results

Five hundred twenty appendectomy patients were included in this study (321 adult
and 199 pediatric patients). In group A, 14 (4.36%) patients had a PAA in
comparison to 9 (4.52%) children in group B. In group A, the success rate of
both the medical and surgical treatment was 66.7%, whereas the radiological
drainage was successful in the three cases. In group B, medical treatment was
successful in 83.3% and the patient who failed medical treatment was drained
laparoscopically. The remaining three cases were radiologically drained.
Conclusion

This is the first trial to compare the success rate of different lines of treatment of PAA
between adult and pediatric patients. Our results conclude that there is no
statistically significant difference between the success rate of each line of
treatment.

Keywords:
abdominal  drainage, intra-abdominal  collection, laparoscopic
postappendectomy abscess, post-appendectomy complications

appendectomy,

Egyptian J Surgery 42:1017-1024
© 2023 The Egyptian Journal of Surgery
1110-1121

Authors’ contributions: A. S. and T. A. did the
operations, conceived and designed the study,
collected and analyzed the data, and wrote the
manuscript. R. H. and N. N. shared in data
collection, wrote and critically revised the
manuscript. All authors read and approved the final
manuscript.

Introduction

Charles McBurney was the first to do an open
appendectomy via its contemporary  gridiron
technique in 1889 [1]. This technique remained the
gold standard technique till the innovation of
laparoscopy in Germany by Dr. Semm in 1983.
Since that, scientists have been studying and
comparing both laparoscopic appendectomy (LA)
and open appendectomy (OA), especially in cases of
complicated appendicitis (CA) [1,2].

Acute appendicitis (AA) is the most common cause of
acute abdomen in adults with approximately 17.7

© 2023 The Egyptian Journal of Surgery | Published by Wolters Kluwer - Medknow

million patients diagnosed with AA worldwide in
2019 [2]. The overall time risk is 7-9% in USA and
Europe [3,4]. Appendectomy is the most accepted line
of treatment for AA [3].

Postappendectomy abscess (PAA) is the most serious
complication occurring after appendectomy. It occurs
in 0.8-1.7% after simple appendectomy in comparison
to 14-24% of those suffering from complicated AA
[4-9]. However, a recently published trial from Taiwan
[10] reported a much lower incidence of about 2.3%
after CA. Despite the high incidence of AA and the
passage of four decades since the emergence of LA,
there is no consensus on a standardized approach for
managing PAA in both adults and children [8] making
it a hotly contested topic for scientific research up till
now.
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In this setting of conflicting published research,
this study aimed to identify the actual incidence of
PAA and to compare the success rate of different
lines of treatment both in adult and pediatric age

groups.

Methods

To that purpose and as mentioned ahead, this
prospective study was conducted between January
2021 and December 2022 on patients who had PAA
after both simple and CA presented to us at the Ain
Shams University Hospitals, Cairo, Egypt. PAA is
defined as an intraperitoneal accumulation of
purulent exudative fluid in a walled-oft space after
appendectomy detected by an ultrasound study or
computed tomography (CT) scan associated with
clinical and laboratory signs of infection [7,8,11].
This trial was done in accordance with The Code of
Ethics of the World Medical Association (Declaration
of Helsinki) for experiments involving humans and
after approval of the local ethical committee of our
institute.

Difterent intraoperative classification scoring systems
have been proposed and investigated, such as LAPP
(Laparoscopic Appendicitis Score) [12], the Gomes
et al. grading system [13], the World Society of
Emergency Surgery (WSES) 2015 grading score
[14] the American Association for the Surgery of
Trauma (AAST) grading score [15], and the
Sunshine Appendicitis Grading System  Score
(SAGS) [16]. In this series, we used the AAST
EGS (emergency general surgery) anatomic severity
score [17] which differentiates between simple
appendicitis (grade I) and complicated appendicitis
(grade 1II, III, IV, and V). Based on these
definitions, CA represents up to 35% of cases [4].
Severe peritonitis is defined as the presence of pus in
more than two abdominal quadrants [11].

The enrolled patients were subclassified according to
age into group (A) (adults, >16 years) and group (B)
(pediatric, <16 years). We expressed the results of both
groups separately, trying to detect if there is any age-
specific difference in the response of PAA to different
lines of treatment. The primary endpoint for this study
was the incidence of PAA in each group, while the
secondary endpoint was the determination of the
success of each line of treatment in both pediatric
and adult patients.

All postappendectomy patients presented with a
clinical picture suspicious of PAA were meticulously

examined. Some laboratory investigations were ordered
such as complete blood count (CBC), and C-reactive
protein (CRP). In addition, they were scanned by
pelviabdominal ultrasound, checking for the presence
of collections with a special comment on the
number of collections, the echogenicity (turbidity)
of the fluid, the maximal three-dimensions,
the estimated volume, the accessibility to be
radiologically drained, and if possible, aspiration of
a sample of the fluid. In some cases, and according to
the radiologist’s opinion, a CT scan with IV and oral
contrast may be ordered (Fig. 1).

For those confirmed to have PAA in both groups, we
start with medical treatment unless the general
condition is bad and/or the maximal dimension of
the abscess is more than 7cm. The protocol of
antibiotics included IV ceftriaxone 1 gm twice daily
and IV metronidazole 500 mg every eight hours.
Continuous monitoring of the patients was done
over the first 48h. If the patient is not improving
and was having a large accessible collection,
radiological drainage is our preferred choice. If the
patient was not improved and his collection was not
accessible, the patient is prepared for laparoscopic
exploration.

The demographic, clinical, and radiological data were
collected and recorded. Intraoperative data (especially
the AAST EGS grade) checked. The
postoperative course and subsequent follow-up were
documented.

were

Surgical technique for laparoscopic drainage

After cutting off the wound stitches, cautious
introduction of the index finger to exclude any
herniation. Introduction of the ports and insufflation

Figure 1

Computed tomography scan showing a multiloculated postap-
pendectomy abscess in the rectovesical pouch extended to the
Rt iliac fossa.
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(A and B): Laparoscopic drainage of a pelvic postappendectomy abscess.

of the abdomen in a supine reverse Trendlenberg’s
position. Formal diagnostic laparoscopic exploration
of the whole abdomen, searching for the site of
collection (especially the right and left subphrenic
regions, right paracolic gutter, and pelvic areas)
(Fig. 2a and b). The appendicular stump was
checked for the possibility of a fecal leak (Fig. 3). If
the PAA was surrounded by intestinal loops or were
multiple abscesses, meticulous dissection of the
intestinal loops either by the suction catheter
(Fig. 4) or by atraumatic instruments. We tried as
much as possible not to grasp loops to diminish the
risk of bowel perforation. Opening of closed pockets
was done followed by pus suction and in some cases, a
wide bore tube drain was left (Fig. 5).

Statistical analyses

The demographic, clinical, and surgical data were
analyzed by standard descriptive statistics. The
quantitative variables with a normal distribution
were expressed as mean +SD, whereas the qualitative
data with binary variables were expressed as frequency
and percentage.

To unveil the real difference between the success rate of
each line of treatment between the two groups, relevant
statistical tests were used such as Z-test for comparing
two independent proportions [18], and Z test for
comparison of 95% confidence interval [19].
Confidence interval of a proportion including
continuity  correction.  During  sample  size
calculation, beta error accepted up to 20% with a
power of study of 80%. An alpha level was set to 5%
with a significance level of 95%. Statistical significance
was tested at Pvalue less than 0.05. Data were analyzed
using the statistical package for social sciences, version
25 software package (SPSS Inc., Chicago, Illinois,
USA).

Figure 3

Laparoscopic view showing intact appendicular stump ligated with a
stitch.

Figure 4

Laparoscopic view showing drainage of right iliac fossa postappen-
dectomy abscess.

Results

During the defined period of the study, 520
appendectomy patients were included in this study.
Out of 325 adult cases, 4 cases were proved to be
Crohn’s disease and were excluded, with a net result of
321 cases who were enrolled in this trial and assigned as
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Figure 5

Laparoscopic view of drain placement.

group A. Out of them, 14 (4.63%) cases (Fig. 6)
developed PAA with their baseline characteristics
shown in Table 1.

Medical treatment was offered for 12 cases with
complete recovery for 8 (66.7%) only six patients of
them were CA. The remaining four cases were scanned
by ultrasound, and the radiological drainage was
successful in two patients while the other two had
no safe access for the radiologist, therefore, they had
laparoscopic drainage. One patient who presented with
a high-grade fever (39.4), with a PAA of 8.2x4.6 cm
had an immediate successful radiological drain and was
discharged after 3 days. The last patient presented with
a bad general condition and by ultrasound scan, the

Figure 6

collection was radiologically inaccessible, therefore, he
had laparoscopic drainage. However, he had a
recurrence of symptoms with a recollection of pus in
the rectovesical pouch which necessitated laparotomy
after 8 days. Surprisingly, this case suffered from a
recurrence of symptoms and recollection, and it was
successfully managed by conservative treatment.

Regarding group B, 199 appendectomy cases were
included (after the exclusion of eight cases due to
refusal to participate), 134 were having the diagnosis
of simple AA while 66 were CA. Nine cases were
presented with PAA (All were after CA). The detailed
management was illustrated in (Fig. 7). The
comparative statistical analysis between the two
groups is illustrated in Table 2.

Table 1 Baseline characteristics of patients

Variable Outcomes Outcomes
(group A) (group B)

Age (mean) 21.4 years 7.9 years

Male: female 8:6 5:4

CA 12/14 (85.7%) 9/9 (100%)

Temperature (in Celsius) 38.2-39.7 38.5-39.6 (39)

(39.1)

Time of appearance after 7.3 days (4-13) 6.9 days (5-11)

appendectomy

CRP 155 (30-255) 168 (48-270)

Hospital stay (days) 6.7 days (2-14) 7.5 (3-12)

(14 patients )

PAA ( Adults)

12 patients

resolved

Radiological

l 4 patients |

I

laparoscopy

successful

Flowchart of management in group A patients.

Radiologica

inaccessible

2 patients
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PAA (9 patients)

Medical treatment

6 patients

Successful failed

5 patients

Laparoscopy

1 patient

Radiological

3 patients

Flowchart of management in group B patients.

Table 2 Comparative statistical analysis between the two groups

Group A (n=321)

Group B (n=199) Test of significance (P value)

Postappendectomy Abscess

Number (%) 14 (4.36%)

95% CI of the percentage 2.50-7.37%
Medical
Number (%) 12 (85.71%)
Success 8 (66.67%)
95% CI of the percentage 35.44-88.73%
Failure 4 (33.33%)
95% CI of the percentage 11.27-64.56%
Radiological
Number (%) 3 (21.43%)
Success 3 (100.00%)
95% CI of the percentage 31.00-100.00%
Failure 0
95% CI of the percentage 0.00-69.00%
Surgical
Number (%) 3 (21.43%)
Success 2 (66.67%)
95% CI of the percentage 12.53-98.24%
Failure 1 (33.33%)

95% CI of the percentage 1.76-87.47%

9 (4.52%)
2.22-8.68%

6 (66.67%)
5 (83.33%)
36.48-99.12%
1 (16.67%)
8.80-63.52%

Z,=0.744, P=0.459
Z2,=0.744, P=0.228
Z,=0.744, P=0.459
Z,=0.744, P=0.228

NA
NA

3 (33.33%)
3 (100.00%)
31.00-100.00%
0
0.00-69.00%

1(11.11%) Z,=0.667, P=0.502

1 (100.00%) Z,=0.000, P=0.500

5.46-100.00% Z,=0.667, P=0.502

0 Z,=0.000, P=0.500
0.00-94.54%

ClI: Confidence interval, 95% CI of the proportion was calculated using the continuity correction, Z,: Z test for comparison of 2 independent
proportions [18], Z,: Z test for comparison of 95% CI [19]. NA, Nonapplicable statistics (exact match). *Statistically significant (P<0.05).

Discussion

The literature review showed heterogeneous data
regarding the rate of PAA ranging from 3.4% to 6%
after OA, and from 3.7 to 8% after LA [20-23]. This
relatively higher incidence of PAA after LA was the
focus of certain studies [24,25] which recommended
reduction of the pneumoperitoneum pressure. However,

a more recent trial [26] concluded that LA for CA is not
associated with any increase in PAA formation.

Peritoneal lavage was previously a point of debate
[3,27-29]. In this study, we did not study this issue
because we used only suction and sometimes gauze
wiping of exudate according to the last available

evidence (level 1B) [3].
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Interestingly, drain use failed to decrease the incidence
of PAA formation as shown by Alleman ez a/. [1], and
confirmed by many recent studies [4,10,30-32]. The
World Society of Emergency Surgery issued its
evidence-based guidelines in 2015 [33] discouraging
the use of drains even after CA. This concept is
confirmed after the Nijemegen consensus conference
(The Netherlands, 2019) [3]. This could be explained
by the fact that PAA usually develops on top of missed
unevaluated fluid collection rather than in the well-
evacuated abscess cavity [1],

The old surgical doctrine addressed that pus collection
necessities drainage is dated back to the Hippocratic
era when they drained empyema thoracis with a simple
knife [32]. This rule does not apply for all surgical
disorders such as the appendicular abscess which is
managed successfully by the conservative protocol
despite the presence of the case of inflammation.
This success encourages the surgical community to
evaluate the role of conservative treatment in PAA
(where the cause of inflammation is removed). In 1991,
a Spanish team headed by Dr. San-Roman confirmed
the efficacy of medical treatment on PAA in children
under 10 years [34]. This issue was further evaluated by
extensive research managing this complication as a hot

topic up till now [4,7,35-37].

Inspired by the previously published work, the Surgical
Society of the Netherlands
conservative treatment of PAA
contrary to the radiological drainage for adults [34].
At that time, only a 3cm PAA was amenable for
nonoperative treatment [38,39]. Collins ez al [37]
published in 2020 the largest Australian
retrospective ~ study ~ which  enrolled 4901
appendectomy patients. They set a 4cm maximal
diameter as a cut-off value for medical treatment.
Their results were not completely in accordance with
the outcomes of two previously published series [7,35]
which successfully had larger abscesses of 6—7 cm with
antibiotics only.

recommended the
in children in

Two years later, Bough e# al. [8] advocated the use of
the volume of collection instead of the maximal
diameter as a more representative indicator of the
success of nonoperative treatment. They considered
2 ml/kg as a new cut-off value. The antibiotics used in
the conservative treatment should be triple parenteral
bactericidal antibiotics that cover the anaerobic
organisms as well [35].

In Fact, there is an important issue unaddressed in the
literature as a possible cause of failure of the

nonoperative treatment which is the

type of
microorganism and its resistance potential. We
should bear in mind that the success of treatment of
any inflammatory process depends on the balance
between the body’s defense mechanisms and the
offending microorganism (its virulence and its
concentration). Therefore, the resistance to the
antibiotics could be the underlying cause of failure
and could be much more important than the

absolute volume (or the maximal diameter) of PAA.

The percutaneous drain was first tried at Tufts
University in 1976 with an 86% success rate [40].
This success paved the way to radiologists to try the
transvaginal and transrectal routes for drainage with
good outcomes [35]. The success depends on the sum,
site, and size of the PAA [7]. The surgical drainage is
reserved for those who had bad general condition, and/
or large multiple collections [35,41]. Retained fecolith
is a relative indication of laparoscopic drainage.

In this study, regarding the adult group (group A),
PAA developed in 14 out of the 321 cases (4.4%). This
is in range with the recently published research
(0.9-8%). Of those, 8/12 patients responded
completely to the medical (66.7%).
Radiological drainage was successful in three cases,
while  laparoscopic  exploration and  drainage
succeeded in two of the three cases. The third
patient needed laparotomy through a lower midline
incision due to persistent fever after the laparoscopic
intervention.

treatment

Collins ez al. [37] presented the least incidence of PAA
published in the literature (0.9%) which could be
attributed to the high incidence of negative
appendectomy (36%) enrolled in their series. They
reported 42 PAA patients, 26 had medical treatment
and 16 patients had radiological drainage. The medical
treatment was successful in all cases while the
radiological drain failed in four cases that had
surgical drainage.

Regarding group (B), it included 199 appendectomy
patients. Nine (4.5%) patients developed PAA which is
nearly the same as in group (A). The location of PAA
was variable, four cases had pelvic collections, three
cases in the right iliac fossa, one in the subhepatic area,
and one in the right subdiaphragmatic space. Seven out
of the nine patients had complete resolution with
nonoperative treatment over a 7-day course of triple
antibiotics. Interestingly, the distribution of the
collection of patients who responded to medical
treatment was one subhepatic collection, three



multiple small collections, and one large-sized
collection. It is worth mentioning that 1 case (9
years old) needed radiological drainage and pigtail
insertion. Only 1 case (10 years old) had a

laparoscopy for a missed fecolith and was discharged
2 days later with a smooth recovery.

Forgues et al. [35] from the University Hospital of
Montpellier stated in their retrospective study a rate of
3.3% (26/783 patients) for PAA formation. The
included children had a single PAA (23 cases) and 3
had multiple PAA. They have a remarkably high
success rate of an 8-day course of medical treatment
(92.3%) of PAA which included 22 cases of an isolated
PAA and 2 cases of multiple PAA. The remaining four

patients had surgical drainage.

To further elaborate, in a retrospective trial on 60 PAA
patients, Bough ez a/. [8] reported that non-operative
treatment was sufficient in 38/44 patients (86.3%).
Those who failed the medical treatment improved
with radiological drainage only (five patients) or had
a laparoscopy (one case). They did not offer surgical
drainage as a first-line treatment except if bad general
condition along with inaccessible PAA by the
radiologists. In this group of surgical drainage (five
cases), one of them had recurrent symptoms and
needed radiological drainage.

Additionally, in a Dutch comprehensive study
addressing the management of PAA in children,
Gorter ef al. [7] have shown an incidence of 6.7%.
Nine (36%) out of them were treated conservatively
without any intervention and 16 (64%) cases were
treated either by percutaneous drainage or invasive
surgical drainage.

In this study, the success rate of each line of
treatment was shown in Table 2. Going deeply
through these figures, and by statistical analyses,
we can understand some important points. Firstly,
given the high success rate of the medical treatment,
in both adults and Pediatric patients, it should be
tried first for all patients unless a bad general
condition or the maximal dimension of the
collection is more than 7cm. This could be
explained by the fact that the medical treatment
needs some time (latent period) for its effect to be
full-blown. This lag could not be awaited in the
previous two conditions.

Secondly, the radiological percutaneous drainage of the
collection is to some extent described as a simple

procedure, with an astonishingly high safety and
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success rate. Thirdly, laparoscopic exploration and
drainage seem to be efficient and safe.

In this study, and by differential analysis of the data, we
herein can observe that the success rate of medical
treatment is higher in the pediatric group, however,
this difference is statistically non-significant. The
limitations of this study are the relatively small
number of PAA patients due to its relative rarity.

Conclusion

To our best knowledge, this is the first trial to compare
the success rate of different lines of treatment between
adult and pediatric patients. There is no statistically
significant difference between the success rate of each
line of treatment of PAA between adult and pediatric
patients.

Acknowledgments
We would like to thank Miss Alshaimaa Nabil for her
efforts in editing the manuscript.

Funding: none.

Financial support and sponsorship

Nil.

Conflicts of interest
No conflicts of interest for all authors to disclose.

References
1 Allemann P, Probst H, Demartines N, Schafer M. Prevention of infectious
complications after laparoscopic appendectomy for complicated acute
appendicitis—the role of routine abdominal drainage. Langenbecks Arch
Surg 2011; 396:63-68.

2 Yang Y, Guo C, Gu Z, Hua J, Zhang J, Qian S, Shi J. The Global Burden of
Appendicitis in 204 Countries and Territories from 1990 to 2019, Clin
Epidemiol 2022; 14:1487—-1499.

3 DiSaverio S, Podda M, De Simone B, Ceresoli M, Augustin G, Gori A, et al.
Diagnosis and treatment of acute appendicitis: 2020 update of the WSES
Jerusalem guidelines. BMC 2020; 15:27.

4 Schlottmann F, Reino R, Sadava E, Campos A, Rotholtz N. Could an
abdominal drainage be avoided in complicated acute appendicitis?
Lessons learned after 1300 laparoscopic appendectomies. Int J Surg
2016; 36:40-43.

5 Peter S, Sharp S, Holcomb G, Ostlie D. An evidence-based definition for
perforated appendicitis derived from a prospective randomized trial. J
Pediatr Surg 2008; 43:2242-2245.

6 Boom V, Gorter R, van Haard P, Doornebosch P, Heij H, Dawson I. The
impact of disease severity, age and surgical approach on the outcome of
acute appendicitis in children. Pediatr Surg Int 2015; 31:339-345.

7 Gorter R, Meiring S, Van der Lee J, Heij H. Intervention not always
necessary in post-appendectomy abscesses in children; clinical
experience in a tertiary surgical centre and an overview of the literature,
Eur J Pediatr 2016; 175:1185-1191.

8 Bough G, Singh R, Johnson B, Soorasangaram M, Mahbubani K, Joshi A,
Sharif S. Management of post appendicectomy intra-abdominal collections:
A volumetric cut off for drainage? J Pediatr Surg 2022; 57:245-249.

9 Schmidt Y, Wendling-Keim D, Schweinitz D, Hubertus J, Berger M.
Prophylactic Drain Placement in Childhood Perforated Appendicitis:
Does Spillage Matter? Front Pediatr 2020; 8:588109.



1024 The Egyptian Journal of Surgery, Vol. 42 No. 4, October-December 2023

10

1

12

13

14

15

16

17

18

19

20

21

22

23

24

25

Liao Y, Huang J, Wu C, Chen P, Hsieh T, Lai F, et al. The necessity of
abdominal drainage for patients with complicated appendicitis undergoing
laparoscopic appendectomy: a retrospective cohort study. World J Emerg
Surg 2022; 17:16.

Laxague F, Angeramo C, Schlottmann F. Development and Validation of a
Novel Nomogram to Predict the Risk of Postoperative Intraabdominal
Abscess after Laparoscopic Appendectomy. J Gastrointest Surg 2021;
25:2101-2103.

Hamminga J, Hofker H, Broens P, et al. Evaluation of the appendix during
diagnostic laparoscopy, the laparoscopic appendicitis score: a pilot study.
Surg Endosc 2013; 27:1594-1600.

Gomes C, Sartelli M, Di Saverio S, et al. Acute appendicitis: proposal of a
new comprehensive grading system based on clinical, imaging and
laparoscopic findings. World J Emerg Surg 2015; 10:60.

Sartelli M, Baiocchi GL, Di Saverio S, et al. Prospective observational study
on acute appendicitis worldwide (POSAW). World J Emerg Surg 2018;
13:19.

Shafi S, Aboutanos M, Brown C, et al. Measuring anatomic severity of
disease in emergency general surgery. J Trauma Acute Care Surg 2014;
76:884-887.

Reid F, Choi J, Williams M, et al. Prospective evaluation of the Sunshine
Appendicitis Grading System score: Sunshine Appendicitis Grading
System score. ANZ J Surg 2017; 87:368-371.

Schuster K, Holena D, Salim A, et al. American Association for the Surgery
of Trauma emergency general surgery guideline summaries 2018: acute
appendicitis, acute cholecystitis, acute diverticulitis, acute pancreatitis, and
small bowel obstruction. Trauma Surg Acute Care Open 2019; 4:000281.

Sprinthall RC. Basic Statistical Analysis: Pearson New International
Edition. 9, UK: Pearson Education, Limited; 2013.

Greenland S, Senn S, Rothman K, Carlin J, Poole C, Goodman S, et al.
Statistical tests, P values, confidence intervals, and power: a guide to
misinterpretations. Eur J Epidemiol 2016; 31:337-350.

Fernandez-Moreno M, Perez L, Marti R, Leon C, Ortega J. Is laparoscopic
approach still a risk factor for postappendectomy intra-abdominal abscess?
J Trauma Acute Care Surg 2021; 90:163—-169.

Gavriilidis P, de’ Angelis N, Katsanos K, et al. Acute appendicectomy or
conservative treatment for complicated appendicitis (phlegmon or
abscess)? A systematic review by updated traditional and cumulative
metaanalysis. J Clin Med Res 2019; 11:56-64.

Athanasiou C, Lockwood S, Markides GA. Systematic review and meta-
analysis of laparoscopic versus open appendicectomy in adults with
complicated appendicitis: an update of the literature. World J Surg 2017;
41:3083-3099.

Francesk M, Kerasia-Maria P, Elias L, Dimitris K, loannis K. Comparison of
intra-abdominal abscess formation after laparoscopic and open
appendectomy for complicated and uncomplicated appendicitis: a
retrospective study, Videosurgery Miniinv 2021; 16:560-565.

Evasovich M, Clark T, Horattas M, Holda S, Treen L. Does
pneumoperitoneum during laparoscopy increase bacterial translocation?
Surg Endosc 1996; 10:1176-1179.

Gurtner GC, Robertson CS, Chung SC, Ling TK, Ip SM, Li AK. Effect of
carbon dioxide pneumoperitoneum on bacteraemia and endotoxaemia in
an animal model of peritonitis. Br J Surg 1995; 82:844-848.

27

28

30

32

34

35

38

40

)

Yu M-C., Feng Y, Wang W, Fan W, Cheng H, Xu J. Is laparoscopic
appendectomy feasible for complicated appendicitis? A systematic
review and meta-analysis. Int J Surg 2017; 40:187-197.

Horvath P, Lange J, Bachmann R, Struller F, Konigsrainer A, Zdichavsky M.
Comparison of clinical outcome of lapa-roscopic versus open
appendectomy for complicated appendicitis. Surg Endosc 2017;
31:199-205.

Hajibandeh S, Hajibandeh S, Kelly A, et al. Irrigation versus suction alone in
laparoscopic appendectomy: is dilution the solution to pollution? A

systematic review and meta-analysis. Surg Innov 2018; 25:174-—
182.
Siotos C, Stergios K, Prasath V, et al. Irrigation versus suction in

laparoscopic appendectomy for complicated appendicitis: a meta-
analysis. J Surg Res 2019; 235:237-243.

Akkoyun |, Tuna AT. Advantages of abandoning abdominal cavity irrigation
and drainage in operations performed on children with perforated
appendicitis. J Pediatr Surg 2012; 47:1886—1890.

Song RY, Jung K. Drain insertion after appendectomy in children with
perforated appendicitis based on a single-center experience. Ann Surg
Treat Res 2015; 88:341-344.

Aneiros C, Cano |, Garcia A, Yuste P, Ferrero E, Gomez A. Abdominal
drainage after Laparoscopic Appendectomy in children: An endless
controversy? Scand J Surg 2018; 107:197-200.

Di Saverio S, Birindelli A, Kelly MD, Catena F, Weber DG, Sartelli M, et al.
WSES Jerusalem guidelines for diagnosis and treatment of acute
appendicitis. World J of Emerg Surg 2016; 11:34.

Gutiérrez C, Marco A, Vila J, Garcia-Sala C. Conservative treatment of
post-appendectomy abscesses. An Esp Pediatr 1991; 34:273-275.

Forgues D, Habbig S, Diallo AF, Kalfa N, Lopez M, Allal H, et al. Post-
appendectomy intraabdominal abscesses. Can they successfully be
managed with the sole use of antibiotic therapy? Eur J Pediatr Surg
2007; 17:104-109.

Bakker O, Go P, Puylaert J, Kazemier G, Heij H. Werkgroep richtlijn
diagnostiek en behandeling van acute appendicitis. Guideline on
diagnosis and treatment of acute appendicitis: imaging prior to
appendectomy is recommended. Ned Tijdschr Geneeskd 2010; 154:A303.

Collins G, Allaway M, Eslick G, Cox M. Non-operative management of small
post-appendicectomy intra-abdominal abscess is safe and effective. ANZ J
Surg 2020; 90:1979-1983.

Keckler SJ, Tsao K, Sharp SW, Ostlie DJ, Holcomb G, St Peter S. Resource
utilization and outcomes for percutaneous drainage and interval
appendectomy for perforated appendicitis with abscess. J Pediatr Surg.
2008; 43:977-980.

St Peter S, Aguayo P, Fraser J, et al. Initial laparoscopic appendectomy
versus initial non-operative management and interval appendectomy for
perforated appendicitis with abscess: a prospective randomized trial. J
Pediatr Surg 2010; 45:236—240.

Gerzof S, Robbins A, Johnson W, Birkett D, Nabseth D. Percutaneous
catheter drainage of abdominal abscesses: a five-year experience. N Engl J
Med 1981; 305:653-657.

Dobremez E, Lavrand F, Lefevre Y, Boer M, Bondonny JM, Vergnes P.

Treatment of post-appendectomy intra-abdominal deep abscesses. Eur J
Pediatr Surg 2003; 13:393-397.





