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 To evaluate the justification for conservative treatment of appendicular mass without interval 
appendicectomy.

This study was conducted at the department of surgery Postgraduate Medical 
Institute HMC Peshawar. It was a descriptive study including all those patients who presented with 
appendicular mass from January 2000 to December 2005. These patients were treated conservatively. 
Patients who responded to conservative treatment were sent home and were followed for months for any 
recurrent attack. Patients who did not respond to conservative treatment, were explored after further 
investigation. Patients who had recurrent attack in the follow up were offered appendicectomy. No patient 
was offered interval appendicectomy.

 Total number of the patients included in the study was 125. Patients responded to conservative 
treatment were 88% (n=110). Failure of conservative treatment occurred in 12% (n=15). Out of these, 
abscess formation occurred in 8% (n=10) who responded well to open drainage with out appendicectomy 
while 4% (n=5) were explored after CT abdomen. Appendicitis was found in 2 cases (1.6%), ileoceacal 
tuberculosis, colonic tumour and appendicular tumour in 1 case each (0.8%). All patients except for the 5 
cases already explored were followed up for 18 months. Recurrent attack of acute appendicitis occurred 
only in 8.33% (n=10/120) and appendicectomy was performed on these patients. 

 Conservative management is effective in the majority of the patients. Randomized control 
trial is needed to study the real need of interval appendicectomy.

 Appendiceal mass, Conservative management, Appendicular Abscess, Interval 
Appendicectomy. 

INTRODUCTION Class ica l management ' involves in i t ia l 
conservative treatment with broad-spectrum 

Interval appendicectomy has been defined 
antibiotics and intravenous fluid until the 

as ”appendicectomy in asymptomatic patient after inflammatory mass resolves. The patient is 
resolution of inflammatory appendix mass with t h e n o f f e r e d i n t e r v a l  a p p e n d i c e c t o m y 

1conservative treatment”  Appendicular mass is a following resolution of symptoms. 
common surgical clinical entity encountered in 2-

M o r e  r e c e n t l y  t h e  n e e d  f o r  i n t e r v a l  6% of the pa t i en t  p resen t ing wi th acu te 
appendicectomy has been questioned, by a appendicitis. It forms a spectrum of disease 
number of authors adopting an entirely ranging from an inflamed appendix walled off by 
conservative approach with out interval the omentum (an appendicular phlegmon) to a 

3appendicectomy.large collection of pus surrounded by adherent and 
2inflamed omentum (an appendiceal abscess).  A th i rd approach involves per forming 

Managemen t  o f  an append i cu l a r  mas s  i s  immediate appendicectomy during the initial 
2 controversial with three general approaches.' admission prior to resolution of the mass.
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Advocates of immediate appendcectomy 
describe the advantages of avoiding the need for 
interval appendicectomy, and the exclusion of 
other pathologies simulating to an c mass. 
Advocates of interval appendicectomy describe the 
advantages of avoiding recurrence of symptoms 
a n d  t h e  m i s d i a g n o s i s  o f  a n  i n t e r v a l  
appendicectomy mass. They suggest interval 
appendicectomy is less hazardous and challenging 
o p e r a t i o n ,  c o m p a r e d  w i t h  i m m e d i a t e  
appendicectomy during the initial admission. 
Proponents of an entirely conservative approach 
claim appendicectomy, whether interval or 

3immediate, is unnecessary.  

Total number of patient included in our 
study was 125.  Female to male ratio was 2:3. Age 
distribution was 14 to 65 years with mean age of 
31.92+ 14.24 years. Complete resolution after 
conservative treatment occurred in 88% (n=110) 
patients. Abscess formation occurred in 8% (n=10) 
patients. Clinically and ultrasonically abscess 
formation was confirmed in these cases and was 
drained retroperitonialy under general anaesthesia. 
They made good recovery and were included in 
series of those who responded to the conservative 
treatment for follow up as shown in table no.1. 

P a t i e n t s  w h o r e s p o n d e d p u r e l y  t o  
This study was planned to evaluate the 

conservative management and patients who 
just i f icat ion for conservat ive t reatment of 

underwent open drainage of abscess along with 
a p p e n d i c u l a r  m a s s  w i t h o u t  i n t e r v a l  

conservative treatment were followed for 18 
appendicectomy in our patients.

m o n t h s  f o r  r e c u r r e n c e  a n d  n o  i n t e r v a l  
appendicectomy was offered. Recurrent attack of 
acute appendicit is occurred only in 8.33% 

stThis descriptive study was conduced at the (n=10/120) patients with in 1  year of follow up. 
department of surgery Postgraduate Medical Clinically the presentation was mild in these cases. 
Institute Hayatabad Medical Complex, Peshawar. It Appendicectomy was performed on these patients 
included all those patients who presented with as shown in (Table-2). There was failure of 
appendicular mass from January 2000 to December complete resolution in 4% (n=5) patients. Clinical 
2005. The sampling was purposive. Clinical data assessment including ultrasound abdomen of these 
of every patient was recorded on a proforma. cases did not show evidence of appendicular 
Baseline investigations including ultrasound were abscess. CT abdomen was performed on these 
performed. CT abdomen were done in few  cases. cases and were explored. Appendicectomy was 

performed in 2 cases. Peroperative suspicion of 
These patients were put on conservative 

pathologies other than appendix was noted in 03 
treatment which included: soft diet, i/v antibiotic, 

cases (2.4%). Limited right hemicollectomy was 
i/v fluid, pulse/temperature record, marking of the 

done in 2 cases (1.6%) with the suspicion of I m, 
mass, noting the response of the mass to treatment 

leocaecal tuberculosis and carcinoid tumour of 
with daily examination. Patients who responded to 

a p p e n d i x  a n d  f o r m a l  e x t e n d e d  r i g h t  
conservative treatment were sent home and were 

hemicollectomy in one case (0.8%) with the 
followed for 18 months. Patients with abscess 

suspicion of colonic tumour. Later on the 
formation, confirmed clinically and ultrasonically, 

suspected pathologies were confirmed by biopsy 
were treated with open drainage by retroperitoneal 

reports as shown in table No.3.  
approach under general anesthesia.  These cases 
were also fol lowed along with those who 
responded to conservative treatment. Cases who 

thAt the beginning of the 20  century, did not respond to treatment and clinical and 
O s c h n e r  ( 1 9 0 1 )  p r o p o s e d  n o n - o p e r a t i v e  ultrasound did not show any evidence of abscess 

4management for the appendix mass.  This approach formation, were explored after CT abdomen. 
involved the administration of intravenous fluids Different pathologies found were dealt with 
and antibiotics whilst keeping the patient starved. accordingly. Data was collected and manually 
The aim of this approach was to achieve resolution analyzed for descriptive statistics.  

RESULTS

MATERIAL AND METHODS                                                                                      

DISCUSSION

56JPMIJPMI

CONSERVATIVE TREATMENT OF APPENDICULAR MASS WITHOUT INTERVAL APPENDICECTOMY: IS IT JUSTIFIED?

Table 1

RESPONSE TO CONSERVATIVE TREATMENT   

Type of response 
Number of 

patients
Percentage

Successful response

Unsuccessful Response

Total

Abscess formation

No response

110

10

5

125

88%

8%

4%

100%



of the mass and an asymptomatic patient. This has 8.33% (n=10) with in one year time. The attacks 
5 were mild. These cases underwent appendicectomy. been found effective in the majority of patients.   

They made good recovery. Mean incidence of We followed the same regimen in our study and 
recurrent appendicitis in a number of  international 88% (n=110) responded to conservative treatment 

6 studies was 13.7% (rang 0-20%). Most recurrence which is comparable to Adalla  study in which 
7 occurred with in the first two years and the attacks 87% responded but lower than Kumar et al  where 

12-15were mild.   the response was 95%.

Analysis of our study and other available  We noted abscess formation in 8% (n=10) 
3 , 5 , 1 6 - 1 88 s t u d i e s  m a k e s  t h e  r o l e  o f  i n t e r v a l  while Jeffery et al  found in 7.45% cases. We 

append icec tomy l e s s impor t an t .  C la s s i ca l  drained the abscess retroperitonialy under general 
8 management invo lves pe r fo rming in te rva l  anaesthesia. Jeffery et al  performed radiological 

appendicectomy following resolution of the mass guided percutaneous drainage of abscess under 
and symptoms. This approach dates to the local anesthesia. They noted recurrence of abscess 

17beginning of the 20th century when Murphy  in 2 cases and the success rate was 90%. We found 
proposed elect ive interval appendicectomy no recurrence of abscess after open drainage.  

9 following successful conservative management. Similarly Yamini et al  found 97% success rate 
Recently the value of interval appendicectomy has with conservative treatment associated with 

 been questioned, with the majority of authors percutaneous drainage of appendicular abscess. In 
advocating an entirely conservative approach our study 4% (n=5) cases showed no response. 

18-21 where possible. The principal reasons for Ultrasound abdomen and clinical assessment did 
justifying interval appendicectomy are firstly to not confirm abscess formation in these cases. CT 
prevent recurrence of acute appendicitis and abdomen was done before exploration. Two cases 
secondly to avoid misdiagnosing an alternative were found to be of acute appendicular mass and 

22-25pathology  such as a malignancy.  Most of the appendicectomy was done by senior surgeon. One 
26-29 case was found to be of ileoceacal tuberculosis and studies  provide good evidence, firstly, that the 

limited right hemicollectomy was done. One case risk of recurrent acute appendicitis following 
turned out to be right sided colonic tumour and successful conservative management is low; 
another one appendicular tumour(carcinoid). between 5% and14%. Secondly in the minority of 
Formal right hemicollectomy was performed for patients whose symptoms do recur, this usually 
colonic tumour and limited right hemicollectomy occurs with in first year of the initial attack. 

6 Thirdly, recurrence of appendicitis following for carcinoid tumour of appendix. Adala , Nitech et 
5 10 11 conservative management is usually associated al , Dexon et al  and Kaminski et al  found failure 

with a milder clinical course amenable to both of conservative treatment in 12%, 6%, 5%, and 3% 
operative and non-operative approaches. Fourthly respectively in their studies. Patients of these 

studies with no response to conservative treatment 
were investigated in detail including CT abdomen 
before exploration. No other pathologies except 
appendicitis were found. Appendicectomy was 
performed on these cases.

In our study we followed all those patients 
(n=120) who responded to conservative treatment 
including those who developed abscess and were 
treated with open drainage associated with   
conservative treatment for eighteen months. 
Recurrent attacks of acute appendicitis occurred in 
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Table 2

Percentage

110

10

120

10/120

88%

8%

96%

8.33%

FOLLOW UP

Characteristics
Frequency 

(n=125)

Patients  responded purely to conservative 

treatment & were followed for 18 months

Patients with abscess formation responded to open 

drainage along with conservative treatment.

Total No. of patients who are followed for 18 months.

Patients with recurrence of acute appendicitis. 

Histology Report 
Frequency 

(n=125)
%age

Table 3

HISTOLOGY OF UNRESOLVED MASS

Acute appendicitis

Ileocaecal tuberculosis

Colonic tumour

Appendicular tumour

Total

2

1

1

1

5

1.6%

0.8%

0.8%

0.8%

4%



there is no accurate method for predicting patients 
at risk of recurrence. 

It is obvious from our study and most 
18,26,30,31available studies  that the incidence of 

misdiagnosing an appendix mass varies between 0 
and 10%. Following non-operative management of 
an appendix mass most authors consider further 

32,33investigations as mandatory.  CT has been shown 
to be e ffec t ive in d iagnos ing a l t e rna t ive 
pathologies that had clinically been thought as an 
a p p e n d i x  m a s s .  T h e  c o n s e q u e n c e s  o f  
misdiagnosing an intra-abdominal malignancy as 
an appendix mass are serious. It is, therefore 
essent ia l to exclude other diagnoses wi th 

3-5,32,33investigation. Analysis of a number of studies  
shows almost similar complications of interval 
appendicectomy to as that of appendicectomy 
performed for acute appendicitis. Eriksson and 

1styrud  found comparable complications rates for 
both types of appendicectomy (13% verus10%).

In i t ia l conserva t ive management i s 
successful in the vast majority of patients with an 
appendix mass. The indications for interval 
appendicectomy are to exclude an alternative 
diagnosis, following recurrence of symptoms after 
successful conservative management and if the 
patient is unwilling to take the low risk of 
recurrence. However randomized control trial is 
needed to study the real need of interval 
appendicectomy in patients presenting with an 
appendix mass. 

CONCLUSION
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