Early Exploration Of Appendicular Mass
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The management of an appendicular mass has traditionally been conservative, involving a long hospital stay. The
patients in whom mass resolves have to be readmitted for interval appendicectomy at a later stage. Those who
develop an appendicular abscess during admission need to be operated upon for drainage of the abscess and still
called tater for elective appendicectomy. A prospective study was earried out to compare the merits and demerits of
early exploration vs. conservative treatment of appendicular mass in the Department of Surgery, Unit-1, Lahore
General Hospital attached to Postgraduate Medical Institute, Lahore. Fifty patients were admitted and divided in
two equal group. One group was managed conservatively and the other underwent early exploration of the
appendicular mass of five days or lesser duration. The mean hospital stay in the operated group was 3.48 days and
in the other it was 5.7 days. No major complication occurred in patients who had early exploration except wound
infection rate of 8 percent. We found that early exploration was not only safe and advantageous but cost effective as

well. We recommend carly exploration of appendicular mass of five days or lesser duration,
key words: Appendicitis, appendicular mass, appendicectomy.

Acute appendicitis, the most commaen cause of an acute
abdomen requiring surgery. is complicated by the
development of a periappendicular mass in 2-6 % of
cases. Appendicular mass is an inflammatory tumour of
an inflamed appendix. its adjacent viscera and greater
omentum. This may or may not contain pus”. Such a mass
mav either resolve or become an abscess, within its midst
is & perforated or otherwise inflamed appendix’.

The management of patients with appendicitis and a
mass in the right iliac fossa or pelvis is controversial’
Maost of the surgeons favour initial non-operative treatment
of appendicular mass with antibiotics’, followed by
appendicectomy at a later smgc‘_ (Others advocate an
immediate appendicectomy. The proponents of immediate
appendicectomy claim that the procedure is safe and the
total hospital stay is reduced by eliminating the need for
readmission " "

Some surgeons advocate immediate appendicectomy
of all masses at any ';Eea,gv.‘."1 " We describe our experience
with 25 patients who underwent treatment by immediate
appendicectomy and compare our results with same
number of patients who were managed conservatively,

Patients And Methods

I'he study was carried out - Surzgical Unit | of Lahore
General Hospital Lahore from April 1994 1o December
994, The patients were admitted through the casualty
depariment. Those patients presenting with five days of
onset of svmptoms were randomly allocated to either
group A or B, However those patients who presented after
five davs were meluded in group B and those patients in

which mass discovered only at palpation under anesthesia
were included in group A

A standard protocol invelved history, physical
examination, investigations and proper evaluation of the
mass. The investigations included haemoglobin, leukocyie
count, urinalysis routinely and in relevant cases blood
sugar, urea and serum electrolytes. In group A all patients
were operated under general anaesthesia (GA) by a
consultant or a senior resident. A dose of prophylactic
antibiotic was given at the time of induction which was
continued if an abscess was found. The mass was palpated
again under GA. The exploration of mass was done
through the Gridiron incision by splitting or cutting the
muscle fibres. After opening the peritoneum at a healthy
site the mass was assessed again, the omentum separated
gently from the gut and adhesions broken with finger
dissection method, pus if present was drained and
specimen sent for culture and sensitivity. The appendix
was defivered and after ligating the meso-appendix
appendicectomy performed. In cases of retrocascal
appendix mobilization of the caecum facilitated delivery of
the appendix into the wound. If the caecum was maobllized
the area was regularly drained through a tbe. The wound
was closed in layers. Skin subcutaneous tissue was left
open in cases where pus was present, otherwise it was
loosely stitched afier thorough irrigation with saline and
povidone iodine. Oral sips and feeding was started when
the bowel sounds returned. The patient was allowed 1o go
home as soon as his general condition became stable with
an advice 1o come for follow up at one week and six weeks
of operation. The condition of the wound and other post
operative complications were noted.
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Patients i group B were managed with a combination of
ampicillin, gentamicin and metronidazole administered
intravenously for 7 days. Regular analgesia was given to
refieve pain. Intravenous fuids were given as long as
paralvtic ileus lasted. The patiens were monitored for
pain. pulse rate, temperature, tenderness and size of the
nrass. They were discharged as their symploms resolved
and mass showed signs of regression with an advice to
come hack for interval appendicectomy after eight weeks
or anyvtime earlier if their symptoms recurred.

Results

Chur study of 30 patients included 33 male and 15 female
patients. Minimum age was 6 years and the maximum 43
vears with a mean of 24.8 years. In group A. the
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Oral fluids were started much carlier in group A as
compared to that in group B indicating early recovery and
return to normality (Table 4},

Table 4: Commencemenl of feeding.
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I'wenty one patients (84%) had appendicectomy
done without caecal mobilization, while two (8%) required
caecal  mobilization. Only 2 (3%) necded right
hemicolectomy for ileocascal tuberculosis tater confirmed
on histopathology.

In group A 23 patients (92%) got complete relief of
pain within 3 days of admission, On the other hand it took
3 days for patients in group B 1o become pain
free after admission { Table 3},

The hospital stay in group A was nearly hall as
compared to the group B{Table &). The mcidence of
wound infection in our study was 8% which is comparable
to wound infection rate in routine appendicectamy ™
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Majority of patients did not rewmn for follow up.
Only 8% came for interval appendicectomy, rest of the
patients (23%) presented with recurrent disease (Table 7).

Table 7+ Follow up of paticnis in group B
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I'he morbidity was comparable 1o other studies (Table 8},
Tabiv B: Resuhs compared with other series.
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[discussion

lhe patients presenting with appendicular mass have
conventionally been managed conservatively by hospital
admission and treatment with antibiotics and intravenous
fluids ‘for a period of 7-10 days. The patients have to
undergo @ period of considerable pain and unpleasant
repeat physical examinations to monitor the course of
disease.. This involves heavy work load on staff. who
remain on guard for any untoward happening, The patients
are denied oral feeding for several days. Intravenous fluids
and large dose of multiple antibiotics make the patient
even more distressed. In case the appendix perforates
urgent laparotomy s required with  its  associated
cumplir.'atiuns]. In this way both the surgeons and the
patient remain in a state of uncertainty, 1f the conservative
treatment is successful , the patient goes home with a
warkant that he will have to come back for interval
appendicectomy'' . Readmission for interval
appendicectomy adds to the cost of treatment and another
period of absence from job. The protagonists of
copservative  management  argue  that  performing
appendicectomy in patients with appendicular mass is
hazardous since it involves dissection of adherent loop of
ileum. caecum and omentum, |njury to any part of the gut
may lead to complications of which the most dreadful is a
faccal fistula '

With improved anaesthesia, betier supportive care
and  antibiotic  therapy immediate exploration of
appendicular mass is recommended by many surgeons’.
They believe that appendicectomy is technically possible
in most of these cases and that when successfully
accomplished it obviates the prolonged disability resulting
for the policy of conservative management” | It cuts off
the length of hospital stay. cost of treatment and the patient
gets complete cure during his  primary  admission.
Chemoprophylaxis, adequate relaxation during surgery. a
generous  incision and above all painstaking  gentle
dissection are prerequisites for an excellent outcome,
Operating on appendicular mass (within 5 days) when the
adhesions are flimsy, soft and easily separable is a
procedure which should be taken up by a senior surgeon
who has extensive experience of performing difficult

appendicectomies. This procedure although not generally
advocated because of the fear of serious complications like
faccal fistula, is relatively safe in the hands of senior
surgeons .

Our study clearly highlights that those patients
who had early appendicectomy during primary admission
had quicker relief of pain and at the same time they did not
develop any complications e.g. pelvic abscess or
recurrence of disease. It also shows that 60% of patiens
initially managed conservatively did not return for interval
appendicectomy. Of those who did. majority came back
with recurrent mass or appendicitis. The incidence or
wound infection in our study is much less to preclude such
a pmnedure“. We did not experience any faecal fistula
formation. Another advantage observed during exploration
of appendicular mass was early diagnosis and treatmem of
lesions other than appendicitis e.g. carcinoma of appendix
and caecum” "and ileocaecal wberculosis,

We recommend early exploration of appendicular
mass as it ensures early recovery with complete cure and
obvious cost effectiveness. It also prevents delay resulting
from misdiagnosis of appendicular mass in ileocaecal
tuberculosis and malignancy.

References

i Ambjornsson E: Management of appendiceal abscess. Current
Surzery 1984:41 4.9

2, Nitecki 5, Assalia A, Schein M. Contemporars Manggement of the
Appendiceal Mass. Br. ] Surg 199380 18-20

3 Mann CV. Russel RCG, Bailey and Love's Shor Practice of
Surgery, 2 1= edition. London: Chapman & Hill 1949111205

4 Ochoer AL: The couse of diffuse peritonitis  complicating
appendicitis and s prevention. JAMA 1901 1747-534.

3. Murphy JB: Twe thousand operations [or appendicitis. Am } Med
S¢i

(1 Vakili C: Owperative treatment of appendis mass. Am 1 Surg
1976:131;:312-13,

7. Foran B. Berne TV. Rosoll L: Mandagement of e appendicular
mass. Ann Surg

B Jorden 15, Kovalick P, Schwab OW: Appendicitis with u palpable
mass. Ann Surg

0. Felds 1A, Naiditch MJ, Rothman PE: Acute appendicitls in inlants
1 Dis Child

1), Shephered JA- Surgery of the scute abdomen. Loandon | & S,
Livingsione, 1968,

11, Ellis H: Appendix In: Schwarte 510 Ellis H eds Mainget s
shdominal surgery Norwalk, Connenctiout:  Appleton-Centiry -
Crofts 1989:967-9

12, Paul DIL. Bloom PG Appendicular  abscess.  Arch Surg
1982:117:1017-19.

13 Way LW Current surgical diagnosis’ and treatment 6" ed
Califomi:Lange

4. Mosegarard A, WNielsen O5; Imerval appendicectomy  Acta
Chiiurgia Scandinavia,

15 Bleker RJ, Wereldsma JC: Colonic malignaney mimicking an
appendiceal mass. Neth I Surg 1989.41:42-2

i6.  Cuschieri A, Giles GR, Mposa AR: Fssentinl sureical proctice 2"
ed. London Wright 1988: 1 162

66 PAKISTAN JOURNAL OF SURGERY, Apr - Jun 1996, Vol. 12 NO. 2



