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> KwAnKoelditdba

e Xxeb0ov 100% laon!
e XaunAd mocootd emimAokwy (2,5-8%).
e Xxebov undév Bvntotntal

e BeAtiwon emiS00ewV OTIG EMUTTAEYUEVEG
OKWANKOELSLTLOEG.
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> KwAnKoelditdba
e MeyaAvtepn aveon.

e AcBevwv

e Owkoyevelag
* Melwon KOOTOUG.

e Apeoov.

e 'Eppeocov




Standard of Care: Atayvwon

e [oTOpLKO.
o Avtikelpevikn E€etaon.

e Epyaotnplako ‘EAseyxoc:
e ['ev. Alpatog: PMNSs.
e CRP / Procalcitotin (emmAeyuéveg).

* Ymepnyoypa@npa.
e Low dose CT.




Standard of Care: Ogparnela.

AaTTapOOKOTILKY) TKWANKOELSEKTOUT).
e Transumbilical vs Single port vs 2-3 ports.




Laparoscope
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Surgical Tools
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Standard of Care: Ogparnela.

AaTTapOOKOTILKY) TKWANKOELSEKTOUT).
e Single port vs 3 port.

e E&ttnplo oe 24-48 wpec.
® ..KOL O€ EMIMAEYUEVEC AAA...

e Y& ToOLA KATW TWV 5 eTwV;




Tnc podac...
e YUVTNPNTIKY avTipeTwmion Mn EmmAsyuevng
ZkwAnkoewditidag (MEX).

o To «xivnua» Eekivnoe oo ToUG EVIALKEG UE LEYAAO
apLOUO LEAETWV.

o «Alayvon» Kol oto TatdLd...
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Ot peAETEC:

e 13 peAeteg
* 4 avaSPOULKEG AVAAVOELG.
* 4 avaOPOULKES CUYKPLTIKEG LEAETEC.
* 4 TPOSPOULKEG U] TUXXLOTIOLUEVEG.

e 1 MIAOTIKI] TPOSPOULKN TUXALOTIOLNUEVT) LEAETT).
2. Results

Fifteen articles met the inclusion criteria, covering thirteen studies:
four retrospective analyses [28-31], four prospective cohort studies
[32-35], four prospective nonrandomized comparative trials [ 36-41],
and one pilot prospective RCT [42] (Table 2). Three articles were
about one study at different time points [38—40].




Table 2

Summary of findings for the studies assessing the role of nonoperative management of acute appendictis in children included in the review.

First author Class* Patientsin  Age, years Diagnostid M antibiotic regimen ( Endpoint of \  Mean initial Initial treatment Subsequent Follow-up,
(year) eacharm  (mean) method antibiotics LOS, days success® (%) appendectomy months
OM NOM OM NOM oM NOM OM NOM
Abes et al, 4 - 16 - 5-13(9) CLL IV ampicillin/sulbactam Abdominal - N/S - 15/16 (94%) 2/15 12
(2007) {28] tenderness 7 days
resolved
Armstrong = 4 12 12 (122) (125) (o] IV dprofloxacin and metronidazole, or 7 days total 1.3 15 12/12 (100%) 11/12 (92%) 2m Mean 5.3
et al ampidllin, gentamicdin, and metronidazole; (NOM) 6
(2014) [29] discharged on oral amoxicillin/davulanic acgd (OoM)
Koike et al. B 114 125 2-15 1-15 CLL IV cefoperazone; discharged on oral cefcapene IV duration of 6.7 44 114/114 111/125 (89%) 10/111 18
(2014) [30] (7.01) pivoxil if (RP > 1.0 mg/dL hospitalization; (100%) 1 day
oral 3 days
Steineretal. 3 - 45 - 4-15 CLL IV cefiriaxone and metronidazole; IV 3-5 days; oral - 38 - 42/45 (93%) 2/42 14
(2015) [31] discharged on 5 days
(94) oral amoxicillin/davulanic aad
Gorteretal. 3 - 25 - 10-16 cl1 IV amoxicillin/davulanic acid and IV gentamicin] IV 48 h; oral 5 days| - N/S - 24725 (96%) 124 2
(2015) [32] (13) oral amoxicillin/davulanic add for 24 h in
hospital and at discharge
Kanekoeral. 3 2 2 NS (10.6) 1 1V flomoxef Abdominal NS N/ 2/2 (100%)  22/22 (100%) 6/2 36
(2004) [33] tenderness 6 days
resolved
Park et al. 3 -1 107 - 5-86 cl IV ce phalosporins (N/S) and IV metronidazole N/S - N/S - 97107 (91%) 5/97 Median 18
(2011) [34] (31) 2 days
Paudel et al. 3 - 96 - 10-60 CLL IV cefiriaxone and metronidazole; 10 days total - N/S - 9196 (95%) 6/85 6
(2010) [35] (2596) discharged on oral cefixime and metronidazole
Carusoetal. 3 - 197 - (96) CLL IV cefotaxime; discharged on unspecified oral IV72 h; oral 5 days| - 49 - 115/197 (58%) 12/1s N/S
(2016) [36] antibiotics
Hartwich 3 50 24 (12.1) (126) Cl1 IV piperacillin-tazobactam; discharged on oral IV 8 h; oral 7 days N/S N/S 50/50 (100%) 21,24 (88%) 221 14
et al ampidllin/davulanic acid
(2016) [37]
Minned et al. 3 65 37 Median12 Median11] CLL IV piperacillin—tazobactam, or IV dprofloxacin | 10 days wral 20h 37h  60/65(92%) 3537 (95%) 7/35 12
(2016) [40] hydrochloride and metronidazole hydrochloride}
discharged on oral amoxicillin/davulanic add,
or oral dprofloxacin and metronidazole
Tanakaetal. 3 86 78 57-159 62-154 CLL IV cetmetazole; IV subbactam/ampicillin and No signs of 6.5 66 82/86 (95%) 77/78 (99%) 22/77 Mean 52
(2015) [41] (104) (10.1) ceftazidime if WCC not decreased by 25% in inflammation
2 days; IV meropenem or imipenem,/
cilastatin and gentamidn if still no response
Svensson 2 26 24 59-150 59-15.0 CLL IV meropenem and metronidazole; discharged IV48 h +;oral 345h 515h 26/26(100%) 2224 (92%) 7/2 12
et al ( median ( median y n oral dprofloxacin and metmmdamlc_/ \B days J
(2015) [42] 11.2) 12 >

C, dinical; L imaging; IV, intravenous; L, laboratory; mo, months; NOM, nonoperative management; N'S, not specified in the original article; OM, operative management; WCC, white cell count; —, not applicable in the original article
* Class has been determined with the Oxford Centre for Evidence-Based Medicine 2011 Levels of Evidence [27].
® Treatment success is within 2 weeks, unless specified.
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numbers are low and, aside from the one pilot prospective randomized
study [42], the quality of the literature to date is poor. Reviewed papers
have diverse diagnostic criteria, biased selection criteria, and widely
variable antibiotic choice, operative approach, LOS and follow-up. This
diversity only allows presentation of outcome ranges and precludes
meta-analysis of results. Thus, before its place in clinical practice can
be determined, higher level evidence of the noninferiority of NOM is
required.




Feasibility of a Nonoperative Management @) oo
Strategy for Uncomplicated Acute Appendicitis
in Children

Peter C Minneci, MD, MHSc, FACS, Jason P Sulkowski, MD, Kristine M Nacion, MPH,
Justin B Mahida, MD, Jennifer N Cooper, PhD, MS, R Lawrence Moss, MD, FACS,
Katherine J] Deans, MD, MHSc, FACS

BACKGROUND: For decades, urgent operation has been considered the only appropriate management of acute
appendicirtis in children. The purpose of this study was to investigate the feasibility of nonop-
erative management of uncomplicated acute appendicids in children.

STUDY DESIGN: A prospective nonrandomized dinical trial of children with uncomplicated acute appendiads
comparing nonoperative management with urgent appendectomy was performed. The pn-
mary result was 30-day success rate of nonoperative management. Secondary outcomes
included comparisons of disability days, missed school days, hospital length of stay, and
measures of quality of life and health care sadsfactdon.

RESULTS: Seventy-seven patients were enrolled during Ocrober 2012 to Ocrober 2013; 30 chose nonop-
erative management and 47 chose surgery. There were no significant differences in demo-
graphic or clinical characteristics. The immediate and 30-day success rates of nonoperartive
management were 93% (28 of 30) and 90% (27 of 30). There was no evidence of progression of
appendicitis to rupture at the dme of surgery in the 3 padents for whom nonoperative man-
agement failed. Compared with the surgery group, the nonoperative group had fewer disabilicy
days (3 vs 17 days; p < 0.0001), returned to school more quickly (3 vs 5 days; p = 0.008), and
exhibited higher quality of life scores in both the child (93 vs 88; p = 0.01) and the parent (96
vs 90; p = 0.03), burt incurred a longer length of stay (38 vs 20 hours; p < 0.0001).

CONCLUSIONS: Nonoperative management of uncomplicared acute appendicitis in children is feasible, with a
high 30-day success rate and short-term benefits that include quicker recovery and improved
qualicy of life scores. Additional follow-up will allow for determination of longer-term success
rate, safery, and cost effecdveness. (J Am Coll Surg 2014;219:272—279. © 2014 by the
American College of Surgeons)




Kpttnpla evtaénc

e KolAlakog movog < 48wpe.
* 'OxL StaAelov

e WBC< 18.000

e USG:<1,1cm

* 'OyLkompOALOOG

* 'Oy emumAeypevn
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2UVTNPNTLKN Ogparmeia

e |V piperacillin/tazobactam 1
ciprofloxacin/metronidazole (kat’eAdxloToV 24WPEG)

e NPO kat’edaylotov 12wpeg.

e Mia TovAdylotov §6on pos avTLBLoTikoV 6To
VOOOKOUELO.

e YUVoAo avTiotikng aywyns 10 nuépec.




AmoteAeopata
e Emituyia otig 30 nuépes mapakoAovOnong 98%.

e Yuveylletal n TApAKOAOVONON YO ATTOTEAECUATO
£TOUG.

o 13/47 tn¢ emeuPatiknc ue@odov eiyav TeAka
EMITAEYUEVT) OKwANKoELSITIoa!!!!




able 2. Comparison of OQutcomes at 30-Day Follow-Up

Outcomes Nonoperative management (n = 28) Surgery (n = 38)

p Value

Length of stay, h, median (IQR) 38.0 (31.0—42.0) 20.0 (16.0—34.0)

<0.0001

Days to return to normal activities, median (IQR) 3.0 (2.5-6.5) 16.5 (9.0-21.0)

<0.0001

3.0 (2.0-5.0) 5.0 (3.0—6.0)

0.008

Days of school missed, median (IQR)

Fevers, n (%)

2(7.1) 4 (10.5)

1.00

Abdominal pain, n (%) 6(21.4) 12 (31.6) 0.36
Nausea, n (%) 1 (3.6) 3 (7.9) 0.63
Vomiting, n (%) 3(10.7) 3(7.9) 0.69
Patients with an ED wisit at 30 d, n (%) 2 (7.14) 4 (10.5) 1.00
ED, emergency deparmment; IQR, interquartle range.
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Kpttnpla

o Aldtyvwon «apyouevne» OX Baocet:
e KAwikn ¢ elxovag;;
e USG: >6)IA., UTIEPNXOYEVES TIEPLOKWANKOELOLKO ALTTOG.

* 'Otav o& USG >9x1A. Me evtovn evaitoOnoia AAB
TA TALSLX AVTIUETWTIIOVTAV XEIPOVPYIKA!




Table 2
Ultrasound findings.

Parameter

Value

Appendix diameter (mm)
Hyperechoic fat ( positive finding)

Fluid (positive finding)

6.6-9, mean 7.6
33/42 (T8%)
17/42 (41%)

Table 1

Epidemiological and clinical characteristics of the study group (N = 45).
Variable Value
Age (years) 4-15, mean 9.3
Cender M/F = 33/12

Symptom duration { hours)
Time to management [ hours)

Temperature (°C)
Vomiting
Diarrhea

WBC (K/uL)

Left shift

CRP

Hospitalization length (days)
Management length (days)

8-72, mean 26.5

12-74, mean 28.1
36.6-39.4, mean 37.3
20/45 (44%)

8/45 (18%)

4150-22. 400, mean 3960
19,45 (42%)

0.15-8.1, mean 3.35

2-5 mean 3.8

2-5 mean 3.3




AVTILETWTTLON

e Keptpra&ovn/petpovidaloAn yia 5 nuepegiv 1!

e Augmentin pos yla QAAEG 5 nuEPEG.




AmoteAeopata

e Y& mapakoAovOnon ewg 14unv: emitvyio 88%
e ANS umotponn 12%.
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2uvtnpntkn nebodog

e Cefmedazole iv (2 nuEpPeG), emL amoTu)iag,

e Ampicillin/sulbactam + ceftazidime iv (2nuepeg), emt
OTTOTUY LG,

e Meropenem....

o IV HEXPLKALVIKOEPYXOTNPLAKNG OEPATIELNG...




AmoteAeopata

e Emituyla apeoca 98.7%.

* Ymotpom) o€ mapakoAovOnon 4 etwv 28,6%.




B number of recurrent patients
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Fig. 1. The timing of recurrence after successful nonoperative treatment is shown. One pa-
tient was treated at another hospital at the time of recurrence more than 1 year after the
inital reatment, but could not be tracked for the precise date of recurrence.




Table 2
Patient characteristics.
Nonoperative treatment without recurrence (n = 55) Nonoperative treatment with recurrence (n = 22) P-value

Age (years) 10.0 + 2.1 (range, 6.17-15.4) 10.3 + 2.0 (range, 7.1-15.2) 0.57
Male/Female 38/17 15/7 1
Height (cm) 137 4+ 13 137 + 13 0.94
Weight (kg) 32.0 + 101 314 + 99 0.81
Duration of symptoms (h) 215 + 150 224 + 166 0.84
WBC (x 10%/L) 142 + 3.5 158 + 3.9 0.12

43 +4.1 51 +58 0.59

nuaoIoutcs omy

Hospital stay for nonoperative treatment (d) 6.4 4+ 25 64 + 2 0.88

WBC, white blood cell; CRP, C-reactive protein.
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Nonoperative treatment with antibiotics versus surgery for acute

nonperforated appendicitis in children: a pilot randomized
controlled trial.

Svensson JF1, Patkova B, Aimstrom M, Naji H, Hall NJ, Eaton S, Pierro A, Wester T.
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e YUvoAo 50 aoBevelg
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AmoteAeopata
e Emituxla ouvTnpnTIKNG:
e 22/24 (apeoa)
e 13/24 paxkpompoBeopa (38% vmotpomn) arAd...

e Y& 6 amol Ta malSLd IOV YEIpovpynnkay yia
vmotpomialov KA, Tta supnuata ntav




[Miow otnv peta-avaivon...
e Yrotpomn: 5.2- 38% (RCT).

e KOOTOG GUVOALKA: VPNAOTEPO...LAAAOV.
e LOS: ???

e M'a TV AVOEKTIKOTNTA 6TA AVTLRLOTIKA TTOLOC
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Letter to the Editor
Are we doing right suggesting a non-ope
appendicitis in children?

rative

® CromsMark

management for suspected

Dear Editor,

Recently many authors have been reporting their findings regacrding
thhe value of the conservative treatment in cases of non-complicated
appendicitis [ 110

The data from the different trials and the numerous meta-analyses
SeCIMSs o support the theory that a non-operative management mighr
bDe the correct solution.

However, many doubts arise as to the terminology used, the
methodology and the interpretation of the data.

Probably the titles should be changed adding the term “suspected”
since the diagnosis is only anatomopathological until there is evidenoe
to the contrary.

Sclience and progress are b:lsed on a simple triad: hypothesis,
reasoning, and thesis. Prom a esis, Wwrong reasoning can
lead to an incorrect statement

This emerges from the data on the non-surgical oreatment of
appendicitis. What data allow a clinician to diagnose appendicitis
correctly? Probably the clinical picture together with the laborarorry
tests and the radiological results. Starting with the clinical picture, the
validity of considering the surgical evaluation homogeneous can be
certainly challenged,. Literatwure data report that the patients are
cevaluared by more surgeons but do Nnot stare whether these patients
are re-evaluated by the same surgeon at A48 h from the beginning of
treatment. This is indeed a bias that causes several false positives and
talse negatives. Conversely, little can be sald on the Interpretation of

J wy cdata si e they are objective data. However, regarding the
ra(lu)k)gocal evaluation, several aspects are 1o be questioned and careful-
Iy analyzed. Some partients are studied using CT scan, a test that cannot
be performed in all hospitals and does not have an ideal cost- benefic
ratio for both the patient and the hospital. Also, a CT scan can be very
invasive, especially for pediatnic patients,

When abdominal US scan is used instead, the study mclusion cniteria
do not specifly how many radiologists perform such proceduare,
Ulrasound scan is an operator-de pendent proceduce with some Himita-
tions related to the type of probe used as well as to the position of the
appendix inside the abdomen. 1t is difficult to measure the diameter
with certainty: in addition, it is much more difficult 1o visualize
correctly the appendix at cach ultrasound scan. Is the appendix always
placed in the vight iliac ditch? From my @xperience as a4 surgaeon, many
of the uncomplicated appendixes are In a retrocaccal or sub-hepatic
position. Are they always and clearly visualized and measured?

How many abdominal US scans clearly show the appendixes? Could
the radiologists involved in the studies always and clearly visualize and

describe the appoendix even il it was not inflamed, independently from

the study? (11 14).
T ~

LE 3 =
slucly. ﬁ O 25% 1o GO% after one year; obviously, it 05 Necessary (o
consider thar any treatment involves expenses in rerms of medicinal

l.nk?wise, hnw many pa(ienlx leuaive bllls?ly I)el’nr (heh h mlologﬁ-
cal examination shows that they did not have appendicitls ac an?

Have failure rates between 25% and 45% ever been reported in
literature? The only data questioned by to recorded surgical cases are
complications, which are mostly wound infections or abdominal
Abscesses, probably caused by an incorrect post-operative short-term
antibiotic therapy, as it is very often veported, Back 1o the hypothesis
that the antibiotics are uselful to treat cases of “suspecrted™ appendicitis,
this is undoubtedly true, however, studies must be done o clarify when
we are dealing with cases of “true” appendicitis instead, The data must
be as comparable as possible, with clinical and radiological evaluation
always performed by the same clinical operators [ 10-16).

Therefore, should we rely on US diagnosis only? Consequently, how
should we treat abdominal pain when we find high WC values, high
PCR, a clinical picture positive for suspected appendicitis but US scans
do not show the appendix but only presence of liguid in the right iliac
septum?

Unless otherwise proven, the diagnosis is only histological,

Nicola Zampien™

Francesco Saverio Camoglio

Pediarvic Surgrical Unir, University of Verona, AOULIH- Morther and child
Hospital, 37100 Verona , lcaly

*Cormresponding author at: Azienda Ospedaliera Universitaria
Integrata, Pediatric Surgical Linit Piazzale Stefani, 37 100 Verona, ltaly.
Tel: + 39 045 8124916,

E-mall address: dr.zam pierigelibero.it
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From: Patient Preferences for Surgery or Antibiotics for the Treatment of Acute Appendicitis

JAMA Surg. 2018;153(5):471-478. doi:10.1001/jamasurg.2017.5310

Antibiotic treatment alone

You will be admitted to the hospital, [&.wcn itravenous antibiotics for 3 ddys]and observed
closely.'™"? If all goes well, you will be discharged on a course offoralantibiotics for 2 wecks]
You will probablynot be allowed to eat for a couple of‘daye]umil it is clcar that the antibiotics
are working, but will receive fluids mtravcnously There 1s about a 3 in 4 chance that if you
choose this, you will avoid surgery.'"'* The main risk of this dppl()d(.h is that you still might end
up needing surgery:

The antibiotics may not work and[you might need an operation)for this episode of
appendicitis anyway. There is a(l12.5% Fhance that this will happen before you leave the
hospital dnd another(10.5%) chance that you will need an operation within 2-4 weeks after
dlschara.c If you do need surgery for an antibiotic failure, the overall rate of
[Complications is about 8% hfter the appendectomy (twice the complication rate of 4% if
the appendectomy were done right at the start.

The appendicitis m:&.ht also happen again later on bL(.dl.l'sL you would still have your
appendix. There is a[6%9d chance that this would happen.’'' This includes the risk that
your[second cpnsodc?dppcndlutls might be a perforated appendicitis.Jwhich would
require shightly more complicated treatment and pose slightly higher risks. There is about
a[l in 200 chance @)f that happening.’

KDate of download: 6/11/2019 Copyright 2018 American Medical Association. All Rights Reserved.
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JAMA Surg. 2018;153(5):471-478. doi:10.1001/jamasurg.2017.5310

Treatment # of Incision Size Recurrence Complication Rate Need for Need for
Days in Risk antibiotics | Anesthesia
Hospital
Laparoscopic 1 day 2 holes: 1/5in. None 4% One dose Yes
appendectomy 1 hole: %zin. before (Risk of dying
surgery from anesthesia
< 1:100,000)
Open surgical 2 days 1 incision: 3-5in. | None 4% One dose Yes
appendectomy before (Risk of dying
surgery from anesthesia
< 1:100,000)
Antibiotic 3 days None Within 1 month: | 29% chance of 3 days at None
treatment alone 23% chance appendectomy with the hospital
8% complication rate
if you end up having 14 days
Long Term: an appendectomy oral at
6% chance home
1in 200 chance of
perforated
appendicitis

KDate of download: 6/11/2019

Copyright 2018 American Medical Association. All Rights Reserved.
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Table 3. Results of Web Survey Self-choice

Respondents Who Made Choice for Self, No. (%2)

Laparoscopic Open Antibiotics
Variable Surgery Surgery Alone P Value
| All respondents 1482 (85.8) 84 (4.9) 162 (9.4) |
Age, y

20-29 (17.0%) 254 (86.4) 7 (2.4) 33 (11.2)

60-69 (13.9%) 211 (87.6) 18 (7.5) 12 (5.0) ML
Education beyond college (48.4%) 696 (83.4) 34 (4.1) 105 (1'2.6) <.001
Surgeon occupation (11.9%) 177 (86.3) 17 (8.2) 11 (5.4) .008
Self-identify as other than non-Hispanic 121 (75.2) 16 (9.9) 24 (14.9) <.001
white race/ethnicity (9.3%)

Have not had/do not know someone 629 (85.5) 27 (3_6) 81 (10.8) .03
who has had appendicitis (432.2%)

!(-Iga7ve3;£i)ends/family who have had surgery 1440 (85.9) 78 (4.7) 159 (9.5) .03
Do not have friends/family who have 57 (75.0) 7 (9.2) 12 (15.8) .02

ever been hospitalized (4.4%2)

Table Title:
Results of Web Survey Self-choice

KDate of download: 6/11/2019 Copyright 2018 American Medical Association. All Rights Reserved.
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Table 4. Results of Web Survey Child Choice

Respondents Who Made Choice for Child, Mo. (%)

Laparoscopic Open Antibiotics
Variable Surgery Surgery Alone P Value
[All respondents 1372 (79.4) 106 (b.1) 250 (14.5) l
Age, y

40-49 (20.3%) 280 (79.8) 15 (4.3) 56 (16.0)

60-69 (13.9%) 194 (80.5) 17 (7.1) 30 (12.4) <001
Education beyond college (48.4%) 656 (78.6) 42 (5.0) 137 (16.4) 005
Surgeon occupation (11.99%5) 173 (84.4) 18 (8.8) 14 (6.8) 002
Have not had/do not know someone 581 (77.8) 36 (4.8) 130 (17.4) 003

who has had appendicitis (43.3%)

Table Title:
Results of Web Survey Child Choice

KDate of download: 6/11/2019 Copyright 2018 American Medical Association. All Rights Reserved.




g

JAMA Network”

From: Patient Preferences for Surgery or Antibiotics for the Treatment of Acute Appendicitis

JAMA Surg. 2018;153(5):471-478. doi:10.1001/jamasurg.2017.5310

Table 2. Rank of Importance of Factors in Treatment Self-choice and Child Choice?

|

Mean (SD)

Self-choice Child Choice

Laparoscopic Open Antibiotics Laparoscopic Open Antibiotics

Surgery Surgery Alone Surgery Surgery Alone
Factor (n=1482) (n=84) (n=162) (n=1372) (n = 106) (n = 250)
Quick treatment 4.69 (0.73) 4.61(0.91) J 3.67 (1.16) 14.76 (0.66) 4.76 (0.72) 3.99 (1.15)
Pain 3.69 (1.15) 3.52(1.23) 3.35(1.21) \4.31 (0.96) 4.11(1.17) 4.16 {1.10]\
Avoiding surgery 2.38 (1.18) 1.88 (1.09) 4.36 (1.03) 262 (1.23) 2.23 (1.34) 4.33 {l.lﬂ])
Avoiding recurrence 4.62 (0.79) 4.56 (1.06) 3.52(1.12) 4.67 (0.76) 4.52 (1.11) 3.78(1.17)

[ Avoiding complications 4.50 (0.79) 4.50 (0.99) [1.63 (0.72) 4.54 {{].HaiJ 4.45 {D.Qﬂlf

? Results given as scores on a Likert-type scale of 1to 5. All results were significant at P < 002,

kDate of download: 6/11/2019

Copyright 2018 American Medical Association. All Rights Reserved.
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TL CUMTTEPOLVETOL;

H Siayvwon mapapével TpOKANOT UE TTAPAUETPOVGS TTOV KOEV
umaivouv oto Uy,

Katdypnon avtiflotikwv.
e Makpd Bepameia oe vOoo oL BepameVeTal Kol AAALWG.

e Mnmw¢ kataAnEovue va Bepamelovpe He EVKOALX TTALOLA TTOV
dev xpeldletal;

ZTPEG VTIOTPOTING YL TO TIPOOWTILKO.
Képdog culntoiuo (k6otog, LOS).
Amartovvtatl aflomioteg RCTs (SVoKOA0)!

Mnv naipvoupe yia €dopevo TL mpayuatika 6a nBeAav ot
YOVELC.




ATIO TNV QAAN...

Journal of Pediatric Surgery 52 (2017) 1760-1763

Contents lists available at ScienceDirect

Journal of Pediatric Surgery

FI.SEVIER journal homepage: www.elsevier.com/locate/jpedsurg

Resource savings and outcomes associated with outpatient laparoscopic @mm
appendectomy for nonperforated appendicitis*'**

Lori A. Gurien ** Jeffrey M. Burford 2, Patrick C. Bonasso *P, Melvin S. Dassinger 2

* Department of Pediatric Surgery, Arkansas Children's Hospital, T Children’s Way, Slot 837, Little Rock, AR 72202, USA
b Department of Pediatric Surgery, Arkansas Children's Hospital Research Institute, 13 Children’s Way, Little Rock, AR 72202, USA




Fast track

‘'OAEG OL AATTOLPOOKOTILKEG OKWANKOELOEKTOEG, UM
eTIMAEYHEVEG, To 2015.

Group A: ODC.
Group B: eloaywyn pe €itnplo <24 wpeg.
Group C: eloaywyn He €T pLo >24 wpeg.




294 appendectomies

f 30 appendectomies for reasons other than

264 appendectomies

171 acute
appendicitis

108 admitted for
observation

93 complicated

appendicitis (Ladd's procedure for malrotation,
’L intussusception, Meckel's diverticulum, etc.)

5] surgeon EBTQI'QI'ICG
4 medical reasons

4 social reasons

Fig. 1. Flow diagram of pediatric patients who underwent appendectomy during the study period.




AmoteAEopata

Table 2
Outcomes and charges for different appendectomy discharge groups.

PACU- Admission Admission p-value
discharge <24 h =24 h
N =63 N =94 N=14

Readmissions 0 1 0

Complications 1 0 0

Mean difference in Reference $1007 $2237

patient charges

PACU, postanesthesia care unit; ED, emergency department.
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Number of patients
[

10 -

~

12AM to 6AM

6PM109PM  9PM to 12AM
Time of admission from Emergency Department

Fig. 2. Association between time of day and outpatient appendectomies.

B PACU-discharge

2 Observation



Number of patients

35 -

30 -

15 1

10

Jan to Mar

Apr to June

July to Sept
Month

Oct to Dec

B PACU-discharge
# Observation



Fast track

Apyn 2015 20%, tédog 2015 49%
2016: 42%
LOS (wpeg, Aemrta) /Cost
Gr. ODC: 3,6
Gr. eloaywyn pe €itnplo <24 wpeg: 11,47 /+1000s
Gr. etloaywyn He e&tnplo >24 wpeg: 33,19 / +2200s




Extra bonus:

“Due to rapidity of process patients experienced
more standardized, uniform care!”




M€ TLC EMUTAEYUEVEC TL YLVETOL;

* XT0 OKWANKOELSIKO ATIOOTN LA TILO GUVTTPNTLKN
OVTLUETWTILON = ALYOTEPEG ETUTTAOKEG.

Surgery. 2010 Jun;147(6):818-29. doi: 10.1016/j.surg.2009.11.013. Epub 2010 F&BT0—iiad

A meta-analysis comparing conservative treatment versus acute
appendectomy for complicated appendicitis (abscess or
phlegmon).

Simillis C1, Symeonides P, Shorthouse AJ, Tekkis PP.

. )




Me prén xwpig amootnpa Opwg;;;

 [Iio ovykexvLUEVN ElKOVA.

ORIGINAL ARTICLE

ONLINE FIRST
Early vs Interval Appendectomy for Children
With Perforated Appendicitis

Martin L. Blakely, MD, MS; Regan Williams, MD; Melvin S. Dassinger, MD; James W. Eubanks I1I, MD;
Peter Fischer, MD, MS; Eunice Y. Huang, MD, MS; Elizabeth Paton, PNP; Barbara Culbreath, BSN, CCRC;
Allison Hester, PNP; Christian Streck, MD; S. Douglas Hixson, MD; Max R. Langham Jr, MD

Arch Surg. 2011;146(6):660-665. Published online
February 21, 2011. doi:10.1001/archsurg.2011.6




Kpttnpla

Evtoc:
* P1)&n okwAnkoetdo0¢ BAoel KALVIKOEPYAOTNPLAKYG
ELKOVOG KL ATIELKOVLOTG.

e TeAkn amo@aon amno edikevpevo Iatdoxelpovpyo
(established accuracy 92%)

ExTOG:
* YKWANKOELSIKO ATTOO TN AL,
e Makptvog TOToG SLapovG.




247 Assassed for eligibility

116 Excluded
73 Ineligible
43 Refusad

131 Randomized

€4 Early appendectomy group 67 Inierval appendectomy group
64 Received appendectomy 65 Received appendectomy
0 Lost to follow-up 0 Lost to follow-up
&4 Anahyzed 67 Analyzed

Figure. How diagram of trial: exclusion, enrollment, randomization, and

follow-up.




ApPXLKN QVTLULETWTTLON

e Avavnym / avataén tooppomiag VSAToG
NAEKTPOAVTWV.

o Ceftazidime + Clindamycin Q 8hrs.

e Tuyalomoinon




OpLoTIKN AVTIMETWTILON

* A) QueEcA OKWANKOELOEKTOUT).

e B) ivavtiflotikd kat emotpo@n 6-8 efOoUAdES
LETA TO EELTNPLO VIO CKWANKOELOEKTOUN).

Kpitnpia dtakomnc iv avtifiotikwy: O<38° C yia 48 wpeg,
géouaivvon WBC.

Koitnpila e&itnpiov: Emapknc oltion, EAyyoc movouv kal
Kivntomoinon ywpl(c fonbeia.

ZVVEYLON aywyN ¢ UE poS aVTLRLOTIKO, EAEVOEPN €MIAOYY TOU
KOs OspATOVTOC.




AmoteAeopata

34% vToANONKAV EKTAKTWS VWPLTEPH OE

OKOANKOEIOEKTOUN.
Time away from activities:(Gra.A: 13.8 d vs 19.4 d
(p<.001)
LOS:[Gr.- AT 9dvs 11.2d (p= O 03)
Adverse events: [Gr A: 30% vs 55% (p=0.003)

Operative time: 113" vs 112’




Table 3. Adverse Events After Early or Interval Appendectomy

No. (%)

' Early ntseval RR Associated With
Event (n=64) (n=67) Interval Appendectomy (95% Cl) P Value
Any adverse event 19 (30) 37 (55) 1.86 (1.21-2.87) 003
Intra-abdominal abscess 12 (19) 25 (37) 1.99 (1.10-3.62) 02
Small bowel obstruction 0 7(10.4) 0
Wound infection 6(9.4) 6(9.0) 0.94 (0.32-2.76) 91
Unplanned readmission 5(8) 21 (31) 3.94 (1.59-0.84) 01
CVL-related adverse event 1(1.6) 4 (6.0) 0.88 (0.21-3.72) 1
IR procedure-related adverse event 0 1(1.5) 1
Recurrent appendicitis 0 6 (9) 0

Abbreviations: Cl, confidence interval; CVL, central venous line; IR, interventional radiology; RR, relative risk.




[1ooo mpermetL va Levouv ta matdiLo
ue pnén okwAnkoetdbouc oto
voookoueio yia IV aywyn;;




Joumal of Pediatric Surgery (2010) 45, 1198-1202
o o Journal of

Pediatric

o Surgery

scWage ¥ SRS www.elsevier.com/locate/jpedsu
ELSEVIER S

A complete course of intravenous antibiotics vs a
combination of intravenous and oral antibiotics for
perforated appendicitis in children: a prospective,
randomized trial

Jason D. Fraser, Pablo Aguayo, Charles M. Leys, Scott J. Keckler, Jason G. Newland,
Susan W. Sharp, John P. Murphy, Charles L. Snyder, Ronald J. Sharp,
Walter S. Andrews, George W. Holcomb III, Daniel J. Ostlie, Shawn D. St. Peter*

Department of Surgery, The Children's Mercy Hospital, Kansas City, MO 64108, USA
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Joumal of Pediatric Surgery 51 (2016) 903-907

Contents lists available at ScienceDirect

Journal of Pediatric Surgery

journal homepage: www.elsevier.com/locate/jpedsurg

Early transition to oral antibiotics for treatment of perforated appendicitis @mﬁm
in pediatric patients: Confirmation of the safety and efficacy of a growing
national trend

Tara ], Loux, Gavin A. Falk, Cathy A. Burnweit *, Carmen Ramos, Colin Knight, Leopoldo Malvezzi
Department of Pediatric Surgery, Miami Children’s Hospital Miami, F1




YroBeon;

e E@Ooov Ta TalSla avexovtal pos Slalta £we KoL TNV
AN pTY NUEPA KAl

e Amipeta yax 12 wpeg,

* YUVEXLOT OYWYNG POS OTO OTILTL.




AmoteAeopa

* 42% TOUVAGYLOTOV TWV TTALSLWV KATAPEPAV VX
TIANPOVV TIG TPOUTOOETELC.

e LOS peltwBnKe popavwe.

e MelwBnkav oL EETpa ATIELKOVIOELG.

* Emavelcaywyeg idieg (av kat €6el&av TAoELg
LELWOTNG OG0 TO TPOCWTILKO EEOLKELWVOTAV LE TO
VEO TIPWTOKOAAOD).

e Extipopevn e€oltkovounon o€ mepLmTwon
TaveOVIKN G epapuoyng: 150 ex. $.




Kol TL oTtoKOLoOLLE aTto OAQL LUTAL;;

Aev VTTAPYOLV ETAPKN oTOLYXELA Vo vTToo TN pl{OVV
QAAOYT) AVTILETWTILONG TNG 0EELOG OKWANKOELSITISOC.

Taon etvat ya fast track ODC 0KWANKOELOEKTOEG.

To okwANKoelS1KO amoécTNUX O TIPETEL VX
QVTLUETWTIL(ETAL CLUVTTPTTIKC.

Ol EMTTAEYUEVEG OKWANKOELSITIOEG B TIPETIEL VXX
QVTLLETWTIL(OVTAL XELPOVPYIKA.

Y€ EMIAEYUEVEG TIEPLTITWOELG T) CLVEXLOT AVTLBLOTIKNG
AYWYNGS 0€ TSI LUE ETUTTAEYUEVT OKWANKOELSITIO O
UTTOPEL VA YIVETOL POS OTO OTILTL.
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