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RESULTS

The results obtained from this study are as follows:-

The incidence of complications in unperforated appe-
ndix was 3.61 %. The incidence of complications in
perforated appendix was 35.3 %. The cases of wound infec-
tion were 4 with the incidence of 44.5 % , one case was in
the form of infected haematoma of the wound, the raimaining
3 cases were of clasaic type. Moat of the cases were in
the middle age, 3 males and a single female, two cases were
found to be ruptured gangrenous appendix and one case was
found to be catarrhal inflammation and other case of supp-
urative non obstructed appendix, In one of them no drain
was left, intrgperitoneal rubber drain was applied in 2
cases, and extraperitoneal drain was applied in one case.
Two cases of pefitonitis were pregsent in one case the per-
itonitis was present before appendicectomy and_peritonitis
continued for s period after the operation. In the other
case the peritonitis develbped after removal of the appendix,

In both cases drain was applied.
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Phe incidence of peritonitis is 22.2% . One cese
of extermal faecal fistula was encountered with the percen-
tage of 11.1%. The case was a faemale child and she reco-
vered completely under eon_aervative treatment. One case of
peratytic ileus was met a.nd relieved under conservative
treatment with incidence of 11.1 %. Also one case of ineci-
gional hernia was met, and repeir was performed, its incid-

ence was 1l.1 % . The mortality rate was Non,
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Number and types of complications per patient

Type of No Infected | Peritonitis | Faecal Paralytic | Incisional
inflemmation * wound, fistula ileus hernisa.
Catarrhal 41 1
Suppurative non 23 1
obatructed
e | s :
Perforated 14 2 1 1 1
Early Mass 3 1

TOTAL 100 4 2 1 1 1
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DISCUSSION

According to Condon 1977 postoperative complications
occur in only 5 perceant of patients if an unperforated
appendix is removed intact, but in over 30 percent of pat~
ients with gengrenous or perforated appendicitis. The
incidence of perforation is less than 20 percent in the
firgt 24 hours of symptoms, but rapldly climbs to over T0
percent efter 48 hours. There 1is considerable urgency in
making a correct diagnosis and accomplishing appendectomy
within 24 hours after the onset of sympioms in order to
reduce the incidence of complications. The more frequent
complications of eppendeciomy include wound infection,
pelvie, subphrenic, snd intraperitoneal abscesses, fecal
fistule, pylephlebitis, and intestinal obstruction (Condon,
1977).

In our series smomng 100 cases of appendicectomies
we encountered 9 postoperative complicated cases(9%). The
wound ipiection_was the mpst common complication which
fgrmed (44.5%) from all complications that we epoountered.
Pollowing that peritonitis_(22.2%) then the external faecal

fistula formed the next frequent complication which formed
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(11.1%). Paralytic ileus (11.1%), and incisional hernis,
each complication formed (11.1%).

The complications of appendicectomy are essentially
those of acute appendicitis except for those conditions
which complicate the operative proecedure of appendectomy,
enesthesia, or the general postoperative and convelescent
states. Furthermore, there are few complications of acute
appendicitis as long as the infectionm is contained within
the appendix, but omce the infecting baeteria have penet-
roted the peritonesl appendicular surface or have invaded
the regional circulation, any one or more of a geries of
gerious complicetions may develop. Thus the emphasis has
been rightly placed on early removal of the inflamed
appendix, before perforation has oecurred, as the best
method of preventing complications (Altemeier and Culbert-
son, 1975).

Pifty years ago, 15 of every 100,000 persons in
America could expect to die each year of pappendicitis.
Today, mortality has decreased to leas than 1 in 100,000
persons annuslly (Condon, 1977). The mortality risk of
an individual patient with acute but not gangrenous appen-

dicitis is less than 0.1 percent. In gangrenous appendicitis
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mortality rises to about 0.6 percent., The mortality rate
of perforative appendiciiis today is approximately 5 per-
cent, down from over 50 percent a half century age and
over 25 percent just 25 years ago. In our study the mor-
tality rate was Non and the morbidity rate was Nil, Alth-
ough the mortality of appendicitis has decreased progress-—
ively, morbidity from appendicitis continueas to be high .
Overall, morbidity currently occurs in 10 percent of all
patients with appendicitis. Wound infections account for
one third of all morbidity. The presence of gangrene or
perforation increases the morbidity risk four or fivefold,
wound infection rates of 40 to 50 percent being commonly
reported (Lewis et al., 1975; Mittelpunktl and Nora, 19663
Spitz, 1969).

Delay in eerrying out appendectomy is often due to
uncertainty of diagnosis or to trial of antibiotic therapy.
The use of antibiotics in an attempt to avolid or postipone
appendectomy ignores the fast that acute appendicitis
begins as an obstruction. Observation until typical or
definite symptoms appear_%g dangerous and ill-advised.
Exploration tgidiseqve: the cause pt_mipimal symptoms ,
even in poor-risk patients, ig safer than waiting (Howie,
1966). '
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The most common complication is wound infection
during appendicectomy, the layers of the incision should
be sedulously guarded ageinst infection, which is so prone
to occur after excision of a ruptured or gangrenous appen-
dix. Infection or abscess formation superfieial to the
aponeurcsis should be treated by Jjudiclous incisien, dra-
inasge, and antibiotic therapy. But when the pus lies
deep or is thought to be intraperitoneal, the wound should
be re-explored and dreined.

Wound sbscess is seen moet frequently after per-
forative cases. It may arise from imfeetion of a super-
ficial wound haematoma and be subcuteneous. The removal
of one or two stitches will usually release the pus and
healing is rapid. More serious is the formation of a
deep abscess between muscle layers or between peritoneum
and muscle., This collection may remain quiescent for e
few days but may suddenly cauae quite marked toxeemis,
local pain, swelling and tenderness. It may be revealed
uhexpectedly by a sudden gush of pus from a rather uncom-
fortable wound an unexplained temperature then drops
rapidly %o normal, In other instances a fluctuant mass

may point at or near the wound and incision maey be required.
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Such deep abscesaes are often caused by infeection of hae~

matoma arising from inasdequate haemostasis.

Frequently the conversion of a muiscle~-splitting
incision into & muscle—cutting incision leads to auch a
complication., With adeqﬁate incision and drainage such
abscesses clear up completely although the induration of

adjacent tissues may persiat for several weeks,

The best method to prevent wound abscesses conta-
mination of the parietal layers must be avolded by the use
of suction within the peritoneal cavity while dealing with
effusions or puruleat collections. Haemostasis must Dbe
complete and if coniamination has been suspected the pro-
vigion of a small extraperitoneal drain is helpful. The
local application of a mixed sulphonamide and antibiotic
powder in the parietal layers is probably eof vajue (She-
pherd, 1960).

A study at the Reading District Hospital on 451
congecutive patients undergoing appendicectomy through
grid-iron incieions sought to determime factors influenc-

ing wound infection and the effects of a prophylactic
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wound-spraying procedure. Wound infection increased with
the geverity of appendicular inflammation and was well
correlated with the degree and nature of bacteriél conta~
mination at the time of wound closure. The infection rate
was reduced by about ome-half when either an aersol anti-
biotic powder formulation of povidone iodine or an aerogsol
antibiotic powder spray containing neomycin, bacitracin,
and polymixin was sprayed on the wound before and efter
clogure., The reduction of infection achieved by spraying
with povidone ilodine was significant (Gilmore and Martin,
1974).

It was found that faecal fistula following operations
for appendicitie end eppendicular abscess is offen seen
within 48 hours of operation and its appearance may coincide
with a marked improvement in the patient's condition. This
complication is commonly due to erosion of a portion of the
caecal wall by a drainage tube, to necrosis of a circumsc-
ribed part of the caput caeci, or %o the giving way of the
ligatured appendix stump. Other posaible factiors in the
development of such a fistula are failure %o find a faeco-
1ith, failure, probably deliberate, tc remove the appendix,
agsociated diseasee.g. carcinoma in the caecum or ileum

e.g, regional ileitis and, finally the presence of &
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foreign body (Black burn , 1956).

As reguards iis types there are tyo varieties of

faecal fistula~externel and internal, External faecal
figtula is sometimes exceedingly difficult to distinguish
between a faecal fistula and a discharging haemaioma in-
fected with Esch. coli. The discharge from an Esch.coll
abscess may simulate that from a faecal fistula in that
it may be highly offensive and derk brown in colour, and
gas may bubble up from time to time from the depth of the
wound., Eventuslly, however, the irue nature of the disch-
arge-liquid faeces-leaves no room for doubt. A faecal
fistule has to be distinguished from a persistent sinus.
A peraistent sinus following appendicectomy may be due to
retention of a drainage tube, a swab, an unabsorbed suture
or a faecal conceration. Actinomycosis and regional ilei-
tis are other causes of persistent sinus in this region

(Maingot, 1948).

In subphrenic suppuration there are few local
aigns of inrlammation_in_the majority of patients. The
possibilify of a subphienic abscess should be considered
in any patient who is not dolng well affer appendectonmy
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for ruptured appendicitis and who maintains or exhibits

en increase in the general signs of infection between the
seventh and fourteenth days. Elevation of a sustained

type of fever is usually followed by a septic epiking
fever associated in some instances with ehills and sweats.
The white blood celles count charascteristically is elevated,
and the respiratory rate is increased. Occasicnally ten-
derness of the tip of the tvelfth rib pesteriorly, inter-
costal space tenderness or lateral aubcostal tenderness
and muscle spasm may be found on careful physical examin-

ation,

Radiologically there isas elevatiqn and impairment
of motion of the diaphragm, fixation of the diasphragm, and
occasionally an air or fluid level within the abscess
cavily itself. Chenge in position of the patient during
X-ray examination may yield useful 1nformatien_ahout the
relative position and size of the abscess containing gas
and flulid. In abscesges 1ocated in the left subphrenic
spece the diagnosis may be particularly diffienlt. Exami-
nation of the stomach after ingestion of barium may show
displacement of the fumdus to the right and inferiorly ,
with a mass interposed between the elevated diaphregm and

the fundus,
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- The‘t:eartz_n_ent_of' auhphr_opj_._c aba_o_eaguas ia drainage
b_y_one of seve;-al approaches placed over the area of the
abscesg. Operation should Dbe perfermed as early as posa-
ible and not delayed untill the X-ray findings have deve-
loped., Approaches to abscesses in the subphrenic and
subhepatic area may be through subcestal incisions, trans-.
verse flank incisions, pesterolateral thoracic two—stage
procedures through the bed of the eighth rib, and the
retroperitoneal approach of Ochsmer and DeBakey through
the bed of the temnth rib posteriorly (Altemeier and Culber-
tson, 1975 ).

* % % %




