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Abstract: Background: Simple appendicitis may be self-limiting or require antibiotic treatment or
appendectomy. The aim of this study was to assess the feasibility and safety of a nonoperative,
antibiotic-free approach for suspected simple appendicitis in children. Methods: This single-center,
retrospective study included patients (0–17 years old) who were hospitalized at the pediatric surgery
department due to suspected appendicitis between 2011 and 2012. Data from patients who primarily
underwent appendectomy were used as controls. The follow-up of nonoperatively managed patients
was conducted in 2014. The main outcome of interest was appendicitis recurrence. Results: A total
of 365 patients were included: 226 were treated conservatively and 139 underwent appendectomy.
Fourteen (6.2% of 226) of the primarily nonoperatively treated patients required secondary appen-
dectomy during follow-up, and histology confirmed simple, uncomplicated appendicitis in 10 (4.4%
of 226) patients. Among a subset of 53 patients managed nonoperatively with available Alvarado
and/or Pediatric Appendicitis Scores and sonographic appendix diameters in clinical reports, 29 met
the criteria for a high probability of appendicitis. Three of these patients (10.3% of 29) underwent
secondary appendectomy. No complications were reported during follow-up. Conclusions: A
conservative, antibiotic-free approach may be considered for pediatric patients with suspected un-
complicated appendicitis in a hospital setting. Only between 6 and 10% of these patients required
secondary appendectomy. Nevertheless, the cohort of patients treated nonoperatively was likely to
have also included individuals with further abdominal conditions other than appendicitis. Active
observation and clinical support during the disease course may help patients avoid unnecessary
procedures and contribute to spontaneous resolution of appendicitis or other pediatric conditions as
the cause of abdominal pain. However, further studies are needed to define validated diagnostic and
management criteria.

Keywords: abdominal pain; appendicitis; simple; conservative treatment; appendectomy; pediatrics

1. Introduction

Acute appendicitis is one of the most common abdominal conditions in childhood
and adolescence. Approximately one-third of the indications for inpatient admission for
abdominal pain in the pediatric population are suspected appendicitis [1]. Appendectomy
has been performed for more than 130 years as standard therapy for acute appendicitis [2,3].
Recently, the role of appendectomy as a generally unique valid standard for the treatment
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of suspected appendicitis has been frequently questioned. In addition to standard operative
intervention, conservative therapy has been the subject of a considerable number of studies
in adults and, increasingly, children [3–11]. Current studies have demonstrated comparable
outcomes between nonoperative therapy with antibiotics and the operative approach for
uncomplicated appendicitis in children [6,12]; however, for conservative management, the
recurrence rate after one year is approximately 32% [9].

The cause of approximately 60% of appendicitis cases remains unclear [13,14]. Lumi-
nal obstruction (e.g., by fecalith, lymphoid hyperplasia, or adhesions; rarely, by parasites,
tumors, or foreign bodies) is responsible for the remaining cases [13,15], although these
features can also be present in the absence of inflammation [14,16]. The presence of an
appendicolith in imaging studies has been described as a possible risk factor for appen-
dicitis recurrence and treatment failure, so conservative therapy is not recommended for
these patients [8,11,13]. Furthermore, observations of the natural history of the disease
suggest that uncomplicated and incipient appendicitis can be self-limiting and can occur in
combination with other inflammatory conditions [3,17–21].

In cases of suspected appendicitis in children, hospital admission and clinical monitor-
ing are recommended. Initially, nonoperative therapy includes parenteral fluids, analgesics,
and, if necessary, appropriate laxatives and antibiotics [3,6,18,22–24]. Active observation
of the disease course, including clinical re-evaluations and repeated ultrasound (US), as
well as the control of biochemical inflammation parameters, can be used to support the
maintenance of conservative treatment or escalation to a surgical approach. This strategy
may contribute to the spontaneous resolution of uncomplicated, incipient, or early cases of
appendicitis, avoiding invasive procedures and complications [17,19,25].

The purpose of this observational study was to investigate the feasibility and safety of
a nonoperative, antibiotic-free approach for pediatric patients presenting with suspected
uncomplicated appendicitis.

2. Materials and Methods
2.1. Study Design, Population, and Parameters

We conducted a retrospective electronic data analysis of inpatients aged between 0 and
17 years who were hospitalized with suspected appendicitis at the department of pediatric
surgery in a single tertiary medical center (Pediatric Hospital St. Hedwig in Regensburg,
Germany) during the 2-year period from 1 January 2011 to 31 December 2012. The study
was approved by the Ethics Committee of the University of Regensburg (no. 19-1339-104;
date of approval: 20 February 2019). The participants were retrospectively divided into two
groups: primarily conservative or primarily operative treatment. Primary or immediate
operation was defined by appendectomy (conventional, laparoscopic, or single port) during
the first/index hospital admission due to suspected appendicitis. Primary conservative
therapy was defined by supportive care, including the administration of parenteral fluids,
by initially pausing or decreasing oral food intake and, if necessary, providing clysters and
analgesics, with no use of antibiotics. The decision between nonoperative, antibiotic-free
management, and appendectomy was made clinically by a consultant pediatric surgeon.

After chart review, documented parameters in both groups at admission were recorded,
which included the following:

‚ Patient demographic data: Age and sex.
‚ Clinical signs and symptoms: Nausea or vomiting, right lower quadrant (RLQ)

tenderness, rebound pain, and fever.
‚ Ultrasonographic findings: Free intraabdominal fluid, visible appendix, appendix

diameter, and appendicolith.
‚ Biochemical parameters: Leukocytosis, C-reactive protein (CRP) elevation, and

neutrophilia.

The length of hospital stay was also assessed for both groups.
To assess the likelihood of appendicitis in pediatric patients treated conservatively,

two validated scores, the Alvarado Score (AS) and the Pediatric Appendicitis Score (PAS)
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(Table 1), were retrospectively assessed as supportive diagnostic instruments [26,27]. Due
to data availability, scores were calculated only for patients treated nonoperatively.

Table 1. Appendicitis Scores.

Alvarado Score (AS) Pediatric Appendicitis Score (PAS)
Diagnostic Criteria Value Diagnostic Criteria Value

Migration of pain 1 Migration of pain 1
Anorexia/Ketones in urine 1 Anorexia 1
Nausea/Vomiting 1 Nausea/Emesis 1
Tenderness in the right lower quadrant 2 Tenderness in the right lower quadrant 2
Rebound pain 1 Cough/Percussion/Hopping tenderness 2
Elevation of temperature (ě37.3 ˝C) 1 Fever (ě38 ˝C) 1
Leukocytosis (ě10.000/µL) 2 Leukocytosis (ě10.000/µL) 1
Neutrophilia (ě75%) 1 Neutrophilia (ě75%) 1

AS, points: 1–4, low appendicitis probability; 5–8, intermediate risk (5–6, possible appendicitis; 7–8, probable
appendicitis); 9–10, high risk [26,28]. PAS, points: 1–3, low risk; 4–7, intermediate risk; 8–10, high risk [27–29].

The histopathological findings were recorded for patients who underwent appendectomy.
The parents and/or patients in the conservative group were interviewed in the context

of prospective clinical follow-up after discharge in 2014 so that patient outcomes could
be evaluated after a minimum of 1 year. Patients completed a survey regarding recurrent
abdominal pain during the first 3 months after discharge, new hospital admission due to
suspected appendicitis, and another conservative therapy or appendectomy (if present,
medical records and histology were assessed) until the time of follow-up. Those data were
then analyzed retrospectively.

2.2. Inclusion and Exclusion Criteria

Only children admitted for inpatient treatment were included in the study. Patients
who presented to the emergency department or outpatient clinic with abdominal pain and
who were discharged after initial evaluation and management without hospital admission
were excluded from the analysis. In this patient cohort, no antibiotics were prescribed to
treat patients with suspected appendicitis. Patients that received antibiotics due to con-
current disease (e.g., pneumonia) were excluded from the analysis. The included patients
from the conservative group had also not previously received antibiotics specifically for
appendicitis treatment. Previous antibacterial treatment (due to another disease) prior to
the index hospital admission was not assessed. The inclusion and exclusion criteria are
summarized in Table 2.

Table 2. Inclusion and exclusion criteria.

Included Excluded

Hospital admission to the pediatric surgery unit due
to abdominal pain and suspected appendicitis. Outpatients.

Age < 18 years. Patients who have undergone appendectomy before.
Surgical group: histological uncomplicated
appendicitis (catarrhal, phlegmonous, or chronic).

Surgical group: negative and incidental appendectomy, complicated
appendicitis (gangrenous, abscess, or perforated).
Another relevant diagnosis as the cause of abdominal pain
(intussusception, pneumonia, or ovarian torsion) or relevant comorbidities
(neoplasia or chronic intestinal disease, such as Crohn’s disease and
ulcerative colitis).
Conservative group: antibiotics during hospitalization; loss to follow-up.
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The surgical group with uncomplicated appendicitis was included as a diagnostic
control for conservative patients, allowing for the comparison of demographic, clinical,
biochemical, and sonographic parameters between the two populations. Patients with
histologically normal appendices (negative appendectomies) were excluded because the
controls should be patients with confirmed appendicitis.

2.3. Subgroup of Nonoperatively Treated Patients

To carry out a closer analysis of the patients initially treated conservatively and with-
out antibiotics, a subgroup of patients with available appendicitis scores (AS and/or PAS)
and US reports with a visible appendix and appendix diameter was assessed. As in previ-
ous research, a valid diagnostic approach included clinical assessment with appendicitis
scores combined with imaging studies [28,29]. In the proposed clinical pathway, patients
with low-risk Alvarado and/or Pediatric Appendicitis Scores were considered unlikely
to have appendicitis. The data from patients with intermediate scores were combined
with appendix ultrasound data and the patients were classified as having appendicitis if
their appendix diameter was ě6 mm. Patients with high risk scores were also classified as
having appendicitis. The classification goal was to identify individuals with a very high
probability of actually having acute appendicitis.

2.4. Outcomes of Interest

The primary outcome of interest was the recurrence of appendicitis, which was deter-
mined via appendectomy with histological confirmation of acute appendicitis as follows:
short-term, within 6 months and 6–12 months after discharge; or long-term, after 12 months.
The secondary outcomes included the length of primary hospitalization, recurrent hospi-
talization due to suspected appendicitis, recurrent abdominal pain within 3 months after
discharge, and complications after conservative management.

2.5. Statistical Analysis

Descriptive statistics were calculated using the number of events and percentages.
Comparisons between groups were performed using chi-squared tests and Fisher’s exact
tests for categorical variables. To test the normality of the data distribution, the Kolmogorov–
Smirnov test was used. For continuous variables with a normal distribution, a t test was
used to compare the mean values. For nonnormally distributed variables, the Mann–
Whitney U test was used to compare the median values. p < 0.05 indicated statistical
significance. All of the statistical analyses were performed using IBM SPSS Statistics 25
software for Windows.

3. Results
3.1. Study Population

A total of 545 patients with abdominal pain and suspected appendicitis were admitted
to the pediatric surgery department during the two-year period. A total of 360 children were
primarily treated nonoperatively and 185 underwent immediate appendectomy (i.e., during
the index hospitalization). A total of 365 patients (67%) met the inclusion criteria—226
(62%) in the nonoperative group and 139 (38%) in the operative group (Figure 1).

Nonoperative Treatment: Subgroup with Available Appendicitis Scores and Appendix
Diameter on US

A total of 53 patients in the primarily nonoperative group (n = 226) had at least one
available appendicitis score (AS and/or PAS) and a visible appendix on US in clinical
reports. The retrospectively defined criteria for diagnosing acute appendicitis included, as
stated in the Methods section, a positive appendicitis score (Alvarado 9–10 and/or PAS
8–10) or an appendix diameter of at least 6 mm on US combined with an intermediate
score (Alvarado 5–8 and/or PAS 4–7), as shown in Figure 2. Based on the abovementioned
criteria, appendicitis was diagnosed in a total of 29 patients (54.7% of 53).
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Figure 2. Flowcharts and patient subgroup classifications. (left) Alvarado Score (AS); (right) Pediatric
Appendicitis Score (PAS). US, ultrasound. The appendix diameter is displayed as the mean (SD):
appendicitis unlikely, n = 24: 5.5 mm (SD 2.2); appendicitis, n = 29: 7.5 mm (SD 2.2), p < 0.001.

3.2. Population Characteristics and Parameters

The characteristics and variable distributions of the included children who underwent
nonoperative therapy and primary appendectomy are summarized in Table 3. A com-
parison of the operative group with the complete study population of the nonoperative
group is shown in the Appendectomy column (n = 139 vs. Nonoperative Treatment group;
n = 226; p-value §). For the comparison of parameters between the nonoperative subgroup
(n = 29) and primary surgery patients, the data are shown in the columns Appendectomy,
n = 139 vs. Subgroup Nonoperative Treatment, n = 29, and p value §§.



Children 2024, 11, 340 6 of 14

Table 3. Patient group characteristics of the study population.

Parameters * Appendectomy
N = 139

Nonoperative
Treatment

N = 226
p-Value §

Subgroup
Nonoperative

Treatment
N = 29

p-Value §§

Demographics
Sex 0.161 0.686

Male 75 (54%) 104 (46%) 17 (59%)
Female 64 (46%) 122 (54%) 12 (41%)

Age in years (mean) 10.8 (SD 3.4) 10.6 (SD 3.3) 0.501 10 (SD 2.3) 0.249
Inflammatory parameters

Leukocytosis (ě10/nL) 104 b (75%) 108 a (48%) 0.000 23 (79%) 0.812
CRP elevated (>5 mg/L) 92 c (68%) 73 (32%) 0.000 14 (48%) 0.057

Neutrophilia (ě75%) 97 e (73%) 66 d (30%) 0.000 15 (52%) 0.044
Clinical parameters

Nausea or vomiting (yes) 69 f (57%) 94 a (42%) 0.010 17 (59%) 1.000
RLQ tenderness (yes) 138 (99%) 197 a (88%) 0.000 29 (100%) 1.000
Rebound pain (yes) 56 h (50%) 42 g (20%) 0.000 9 o (32%) 0.137

Fever (temp. ě 38 ˝C) 64 (46%) 40 (18%) 0.000 7 (24%) 0.038
Ultrasound records

Free intraabdominal fluid + 47 j (37%) 46 i (21%) 0.002 6 o (21%) 0.129
Visible appendix + 69 l (54%) 61 k (28%) 0.000 29 (100%) 0.000

Appendix diameter in mm (mean) 7.6 n (SD 1.6) 6.6 m (SD 2.4) 0.009 7.5 (SD 2.2) 0.835
Length of hospital stay

Days (mean) 4.5 (SD 2.7) 1.9 (SD 0.8) 0.000 2.1 (SD 0.9) 0.000

* Data are displayed as the number of patients and percentages unless stated otherwise. § Appendectomy vs.
nonoperative treatment. §§ Appendectomy vs. subgroup nonoperative treatment. + Presence of. RLQ: Right lower
quadrant. SD: Standard deviation. Documented cases: a N = 224; b N = 138; c N = 136; d N = 221; e N = 133;
f N = 122; g N = 215; h N = 112; i N = 218; j N = 127; k N = 219; l N = 128; m N = 52; n N = 55; o N = 28. Significant
p-values are marked in bold.

Patient demographic data such as age and sex were comparable between the surgical
and conservative groups since the differences were not statistically significant. For the
general population, significant differences were observed in the clinical, laboratory, and
sonographic parameters. When comparing the variables of the subgroup of 29 patients with
those of the operated cohort, no significant differences were found in terms of leukocytosis,
elevated CRP levels, nausea/vomiting, RLQ tenderness, rebound pain, the presence of free
abdominal fluid, or appendix diameter on US.

The variable appendicolith (calcified material within the appendix) was poorly docu-
mented in the US records. This variable was mentioned in only 7 US reports: 2 patients
had a positive sign, and 5 patients had no signs of appendicolith. All 5 patients without
appendicolith were treated conservatively with no recurrence in follow-up. One patient
with appendicolith underwent primary operation (histologically phlegmonous appendici-
tis), and the other patient underwent a nonoperative approach without recurrence during
follow-up. Due to missing variables, performing statistical analysis and comparisons for
this variable was not feasible.

Patients treated nonoperatively had a median score of 5 for both AS and PAS (interquar-
tile range [IQR] 3–6 and 4–6, respectively). With respect to the nonoperative subgroup
(n = 29), the median score was 6.5 (IQR 5.2–8) for AS and 6 (IQR 4–7) for PAS.

The histological findings of patients who underwent primary appendectomy are
summarized in Table 4.
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Table 4. Primary appendectomies and histopathology.

Primary Appendectomy Group N = 139

Phlegmonous appendicitis 106 (76.3%)
Catarrhal appendicitis 20 (14.4%)
Chronic appendicitis 13 (9.3%)

Phlegmonous: Mucosal ulceration; neutrophilic infiltration of the submucosa, muscularis propria, and serosa
layers; possibly microabscesses of the wall; and thrombosis/hemorrhage. Catarrhal: Focal mucosal erosions,
inflammatory infiltrate in the submucosal layer, and edema. Chronic: infiltration of the lamina propria by lympho-
cytes, histiocytes, and plasma cells; lymphoid tissue hyperplasia; and fibrosis (local pathology reports) [16,30,31].

3.3. Outcomes
3.3.1. Length of Hospital Stay during Index Hospitalization

Patients who underwent nonoperative therapy had a significantly shorter hospital
stay (mean of 1.9 days) than those in the operative group (4.5 days), p = 0.000 (Table 3). In
addition to the recovery time necessary after a surgical procedure, those patients may have
experienced a longer hospital stay for observation prior to the indication for surgery.

3.3.2. Follow-Up after Nonoperative Treatment: Secondary Appendectomies, Recurrent
Abdominal Pain, and Complications

Follow-up of the initially nonoperatively treated patients (n = 226) was performed in
2014 (minimum of 1.3 years and maximum of 4.3 years after primary treatment). Fourteen
patients (6.2% of 226), nine boys and five girls, underwent secondary appendectomy
after discharge following nonoperative therapy and readmission (Figure 3). Ten surgical
procedures were performed at external hospitals, and four were performed at Children’s
Hospital St. Hedwig. All secondary appendectomies were performed during the first
hospital readmission after conservative treatment.
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Ten (4.4% of 226) secondarily operated patients were histologically confirmed to have
simple appendicitis (six at external hospitals and four at Children’s Hospital St. Hedwig),
as shown in Table 5.
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Table 5. Follow-up: Secondary appendectomies and histopathology.

Secondary Appendectomy Group N = 14

Phlegmonous appendicitis 4 (28.6%)
Catarrhal appendicitis 3 (21.4%)
Chronic appendicitis 3 (21.4%)

Normal appendix 2 (14.3%)
No histology available * 2 (14.3%)

* According to patient information, uncomplicated appendicitis.

In patients with histologically confirmed appendicitis (acute and subacute, n = 10),
appendectomy was performed a mean of 13.9 months after initial discharge (minimum of
5 days and maximum of 23.2 months). In summary, short-term recurrence was observed
in four patients (1.8% of 226), with a mean of 6.2 months: one patient underwent appen-
dectomy 5 days after initial discharge due to early pain recurrence, and three patients
underwent appendectomy within 6–12 months (7.7, 7.9, and 8.9 months). Six patients (2.7%
of 226) experienced long-term recurrence (after 12 months), with a mean of 18.9 months, a
minimum of 16.2 months, and a maximum of 23.2 months. Negative appendectomies (nor-
mal appendix on histology) were performed 14.7 and 36.1 months after initial discharge.

Thirteen patients (5.7% of 226) in the nonoperative group underwent recurrent hospital-
ization (once to four times) without appendectomy due to recurrent abdominal pain. Forty-
nine patients (21.6% of 226) reported relevant abdominal pain during the first 3 months
after undergoing conservative therapy.

No patients experienced any complications or perforation during follow-up.
The follow-up findings for the subgroup of 29 patients classified as having appendicitis

are reported in Figure 4. In summary, 10.3% of these patients underwent secondary appen-
dectomy with histologically confirmed appendicitis recurrence. Two patients presented
with short-term recurrence (7.9 and 8.9 months after discharge), and one patient presented
with long-term recurrence (23.2 months after discharge). Recurrent hospitalization without
appendectomy was reported in two patients (6.9%). Eight patients (2.8%) reported relevant
abdominal pain within the first 3 months of conservative therapy.
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4. Discussion

This descriptive observational study of pediatric patients with suspected simple
appendicitis following nonoperative, antibiotic-free management shows that this approach
can be feasible and safe in the target population. After a follow-up of at least one year,
6.2% of the patients in the general conservative group underwent appendectomy. In a
subgroup of patients classified as having a high probability of having appendicitis, the
secondary appendectomy rate was 10.3%. During the follow-up period, no complications
were reported.

In our study, patients with suspected uncomplicated appendicitis were admitted and
underwent clinical examination, often combined with laboratory and imaging evaluations
(especially US), observation and inflammation control. Patients received supportive care,
which included reduced enteral intake, intravenous fluids, analgesics, and enemas. A com-
parison of patient data between the conservative and surgical groups could not support
a diagnosis of appendicitis in the nonoperative cohort, as most of the parameters were
significantly different. Generally, patients in the operative group more often had clinical
appendicitis signs and symptoms, elevated inflammatory marker levels, or sonographic
appendicitis signs. It is possible that patients treated nonoperatively may have presented
a milder form of appendicitis or even another abdominal condition that also resolved
nonoperatively. Based on this fact, the cohort of patients treated nonoperatively might
have included many individuals without acute or subacute appendicitis. Nevertheless,
the most analyzed parameters were comparable between the group with histologically
confirmed appendicitis and the subgroup classified as having a high probability of appen-
dicitis, revealing significant differences only for fever and neutrophilia. In our analysis,
negative and simultaneous appendectomies accounted for 5.9% of the procedures, which is
comparable with the findings in the literature [32]. We decided to exclude these patients
from the analysis because the data from the conservative group should be compared with
the data from patients with confirmed appendicitis.

Even though pediatric appendicitis is a common condition, its diagnosis remains
challenging, especially retrospectively and following a nonoperative approach. Several
scoring systems have been developed to assist physicians in the treatment of suspected
appendicitis. In the present study, we chose AS and PAS to label patients in a subgroup
at high risk of appendicitis due to their practicability since both scores combine routine
clinical and biochemical parameters. Thus, these scores have been the subject of previous
validation studies in the pediatric population [28,29,33,34]. If the scores are used alone, they
can be helpful for excluding appendicitis in an emergency setting (area under the curve
[AUC] of 84% for Alvarado ď 3 and PAS ď 2) [34]. A previous prospective study reported
a sensitivity of 90.4% and a specificity of 91.2% for AS and a sensitivity of 88.1% and a
specificity of 98.2% for PAS at a cutoff point of 6 [28]. The combination of intermediate
scores (5–8 for AS and 4–7 for PAS) with US suggesting appendicitis increased the sensitivity
to 93.3% and 97.2% for AS and PAS, respectively, while the specificity reached 100% for
AS and slightly decreased to 97.6% for PAS [28,33]. Another prospective evaluation of the
proposed diagnostic tool reported a diagnostic accuracy of 94% (confidence interval [CI]
91–97%) [29]. A cutoff of 6 mm for appendix diameter has also been previously described
as indicative of a sonographic appendicitis sign, especially when combined with relevant
clinical findings [17,35,36].

Biochemical and immunological inflammatory cascade analyses, as well as observa-
tions of the natural history and epidemiology of this disease, indicate that complex and
simple appendicitis might present a distinct pathophysiology [19,21,37,38]. Spontaneous
healing of mild forms of acute uncomplicated appendicitis has been observed and described,
but no antibiotic-free indications or therapeutic regimens have been established [3,19,39].
A relevant number of studies have evaluated conservative therapy for acute uncomplicated
appendicitis with antibiotics in children and adults, comparing diagnostic and therapeutic
outcomes with operative therapy and confirming the feasibility of a nonoperative approach
with antibiotic therapy [4,6,9,12,40]. A recent meta-analysis reported that nonoperative
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treatment with antibiotics is safe, although recurrence occurred in 32% of the patients after
one year [9]. Ohba et al. proposed in a prospective trial combining B-mode and Doppler
US findings for treating pediatric appendicitis conservatively without antibiotics if the ap-
pendix wall perfusion was normal or increased [17]. The study reported initial spontaneous
improvement, with a recurrence rate of up to 27% after discharge. Decreased blood flow
with irregularity or loss of the submucosal layer is indicative of necrotic change, and these
patients underwent primary appendectomy [17]. In a randomized clinical trial including
only adult patients, treatment failure rates after conservative therapy with or without
antibiotics (20.7% vs. 23.4%, median follow-up time of 19 months) were not significantly
different [18]. Salminen et al. reported similar outcomes after comparing antibiotics vs.
placebo in adults [41]. There is still a lack of similar evaluations in children.

Generally, our secondary appendectomy rates (6.2%, 4.4% histologically confirmed, for
the general conservative study population vs. 10.3% for the subgroup) during follow-up are
low compared to those in the literature. These comparisons must be performed carefully, as
different studies have different inclusion criteria for diagnosis and management, and most
of them used antibiotics [6,9,17]. Treatment failure was evaluated only after discharge in our
population, as patients who underwent initial observation and then appendectomy were
considered operative. One patient underwent appendectomy 5 days after initial discharge
with pain improvement and subsequent early pain recurrence, presenting histopathological
phlegmonous appendicitis. For this patient, early failure of nonsurgical therapy could
be confirmed. Nevertheless, the safety of the presented therapy is illustrated by the fact
that no patients presented with complications during follow-up. Generally, 93.8% of the
complete conservative study population (212 of 226 patients) and 89.7% of the subgroup
(26 of 29 patients) did not undergo appendectomy during the follow-up period. Since
the diagnosis of this population could not be histologically confirmed and the inclusion
criteria did not include CT or detailed US findings, it remains unclear which patients
truly presented with appendicitis. The diagnosis might have also been another abdominal
condition that healed spontaneously or was resolved by supportive care.

The advantages of a nonoperative therapy consist of preserving the appendix vermi-
formis and its immune function [42,43], avoiding operation- and anesthesia-related risks
and negative appendectomies, saving medical resources and, in the case of the nonuse of
antibiotics, preventing the generation of further bacterial resistance. Arguments against
conservative approaches include possible pain relapse, rehospitalization, appendicitis re-
currence, possible complications due to delayed surgery such as perforation [7,9,20,37,44],
and undetected neoplasia (for which the incidence of carcinoid tumors in the appendix is
approximately 0.3–0.49%) [45–47].

Based on our results, especially regarding the absence of complicated cases during
follow-up and the low recurrence rate, supported by the current literature and further
clinical observations, we developed an internal clinical pathway for the management of
upcoming pediatric patients with suspected appendicitis presenting to the emergency
department (Appendix A). The proposed algorithm was used as a basis for patient manage-
ment and prospective data collection for further research with a larger dataset of patients
and variables, including the use of machine learning for predicting the diagnosis, man-
agement, and severity of pediatric appendicitis [25,48]. The most important predictors for
all target outcomes were abdominal guarding, appendix diameter, white blood cell count,
neutrophil percentage, and CRP at entry [25].

Our study is limited primarily by its retrospective design, small sample size, retro-
spective diagnoses, and criteria for allocating patients to the general conservative group.
Further limitations included incomplete documentation of patient charts and missing
variables, which also limited the possibility of defining predictors. Poorly documented
variables, such as abdominal guarding, fecalith, and appendix wall perfusion on US, did
not allow for the analysis of those parameters in the current study. In addition, due to
missing data, proper assessment of the appendicitis scores of the surgical group was also
not feasible. Selection bias between the two groups was also observed, as patients who
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presented with a more severe disease course were more frequently selected for a primary
operation. Thus, the lack of histological examination of conservative patients precludes
the confirmation of an appendicitis diagnosis, unlike for operated patients. The probable
inclusion of patients without appendicitis in the conservative group limited the validity of
the results. However, the combination of available scores and US findings seems to be a
valid option for diagnostic assessment. Thus, only patients with suspected appendicitis
admitted to the pediatric surgery unit were included, not those that had been discharged
after presenting to the emergency department. Moreover, the strength of the present study
was the low loss to follow-up rate, which allows for a wide estimation of rehospitalization
and the recurrence of (suspected) uncomplicated appendicitis. In addition, few publications
on this topic exist, especially in the pediatric population.

Further research should focus on identifying, during initial assessment, which children
and adolescents might adequately respond to a nonoperative approach—with or without
antibiotics—and which patients should be referred for surgery. Based on our findings,
conservative, antibiotic-free management is feasible in selected patients. Identifying these
patients at admission or during the initial observation period can reduce surgical and
anesthesiologic risks, postoperative complications, and negative appendectomy rates.
Thus, the goal of further research should be the early differentiation of different forms
of appendicitis (simple vs. complicated) and their course (self-limiting vs. progressive
disease) to support the basis of an individual therapeutic approach.

5. Conclusions

In conclusion, a nonoperative, antibiotic-free approach for children and adolescents
presenting with mild signs and symptoms and laboratory and US findings suggesting
uncomplicated appendicitis may be safely applied in a hospital setting, including active
observation. However, further prospective and randomized trials are needed to establish
a consistent recommendation regarding diagnosis and management and to differentiate
patients who can be conservatively treated with or without antibiotics from those who
should be referred for surgery.
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32. Jukić, M.; Nizeteo, P.; Matas, J.; Pogorelić, Z. Trends and Predictors of Pediatric Negative Appendectomy Rates: A Single-Centre

Retrospective Study. Children 2023, 10, 887. [CrossRef]
33. Dingemann, J.; Ure, B. Imaging and the use of scores for the diagnosis of appendicitis in children. Eur. J. Pediatr. Surg. 2012, 22,

195–200. [CrossRef]
34. Nepogodiev, D.; Wilkin, R.J.W.; Bradshaw, C.J.; Skerritt, C.; Ball, A.; Moni-Nwinia, W.; Blanco-Colino, R.; Chauhan, P.; Drake,

T.M.; Frasson, M.; et al. Appendicitis risk prediction models in children presenting with right iliac fossa pain (RIFT study): A
prospective, multicentre validation study. Lancet Child. Adolesc. Health 2020, 4, 271–280. [CrossRef]

35. Park, H.-C.; Kim, B.-S.; Lee, B.H. Efficacy of short-term antibiotic therapy for consecutive patients with mild appendicitis. Am.
Surg. 2011, 77, 752–755. [CrossRef] [PubMed]

36. Stackievicz, R.; Milner, R.; Werner, M.; Arnon, S.; Steiner, Z. Follow-up ultrasonographic findings among children treated
conservatively for uncomplicated acute appendicitis. Pediatr. Radiol. 2023, 53, 223–234. [CrossRef] [PubMed]

37. Andersson, R.; Hugander, A.; Thulin, A.; Nyström, P.O.; Olaison, G. Indications for operation in suspected appendicitis and
incidence of perforation. BMJ 1994, 308, 107–110. [CrossRef]

38. Kiss, N.; Minderjahn, M.; Reismann, J.; Svensson, J.; Wester, T.; Hauptmann, K.; Schad, M.; Kallarackal, J.; von Bernuth, H.;
Reismann, M. Use of gene expression profiling to identify candidate genes for pretherapeutic patient classification in acute
appendicitis. BJS Open 2021, 5, zraa045. [CrossRef] [PubMed]

39. Migraine, S.; Atri, M.; Bret, P.M.; Lough, J.O.; Hinchey, J.E. Spontaneously resolving acute appendicitis: Clinical and sonographic
documentation. Radiology 1997, 205, 55–58. [CrossRef]

40. Huang, L.; Yin, Y.; Yang, L.; Wang, C.; Li, Y.; Zhou, Z. Comparison of Antibiotic Therapy and Appendectomy for Acute
Uncomplicated Appendicitis in Children: A Meta-analysis. JAMA Pediatr. 2017, 171, 426–434. [CrossRef]

https://doi.org/10.1097/SLA.0000000000003225
https://doi.org/10.14744/nci.2022.67984
https://doi.org/10.1007/s00383-016-3990-2
https://doi.org/10.1053/j.semdp.2004.11.003
https://doi.org/10.1016/S1092-9134(00)90011-X
https://doi.org/10.1055/s-0035-1570756
https://www.ncbi.nlm.nih.gov/pubmed/26745520
https://doi.org/10.1002/bjs.10660
https://www.ncbi.nlm.nih.gov/pubmed/28925502
https://doi.org/10.1007/s00268-006-0056-y
https://doi.org/10.1007/s00268-016-3489-y
https://www.ncbi.nlm.nih.gov/pubmed/26935563
https://doi.org/10.1016/S0140-6736(15)00275-5
https://www.ncbi.nlm.nih.gov/pubmed/26460662
https://doi.org/10.1197/aemj.9.4.281
https://www.ncbi.nlm.nih.gov/pubmed/11927450
https://doi.org/10.1542/peds.2005-0273
https://www.ncbi.nlm.nih.gov/pubmed/16199711
https://doi.org/10.1016/j.jpedsurg.2017.12.012
https://doi.org/10.3389/fped.2021.662183
https://www.ncbi.nlm.nih.gov/pubmed/33996697
https://doi.org/10.1016/S0196-0644(86)80993-3
https://doi.org/10.1053/jpsu.2002.32893
https://www.ncbi.nlm.nih.gov/pubmed/12037754
https://doi.org/10.1097/PEC.0b013e31820d6460
https://doi.org/10.1542/peds.2013-2208
https://doi.org/10.1097/MD.0000000000009518
https://doi.org/10.1007/s00104-002-0437-1
https://doi.org/10.3390/children10050887
https://doi.org/10.1055/s-0032-1320017
https://doi.org/10.1016/S2352-4642(20)30006-7
https://doi.org/10.1177/000313481107700633
https://www.ncbi.nlm.nih.gov/pubmed/21679646
https://doi.org/10.1007/s00247-022-05497-2
https://www.ncbi.nlm.nih.gov/pubmed/36112194
https://doi.org/10.1136/bmj.308.6921.107
https://doi.org/10.1093/bjsopen/zraa045
https://www.ncbi.nlm.nih.gov/pubmed/33609379
https://doi.org/10.1148/radiology.205.1.9314962
https://doi.org/10.1001/jamapediatrics.2017.0057


Children 2024, 11, 340 14 of 14

41. Salminen, P.; Sippola, S.; Haijanen, J.; Nordström, P.; Rantanen, T.; Rautio, T.; Sallinen, V.; Löyttyniemi, E.; Hurme, S.; Tammilehto,
V.; et al. Antibiotics versus placebo in adults with CT-confirmed uncomplicated acute appendicitis (APPAC III): Randomized
double-blind superiority trial. Br. J. Surg. 2022, 109, 503–509. [CrossRef]

42. Randal Bollinger, R.; Barbas, A.S.; Bush, E.L.; Lin, S.S.; Parker, W. Biofilms in the large bowel suggest an apparent function of the
human vermiform appendix. J. Theor. Biol. 2007, 249, 826–831. [CrossRef]

43. Petruzziello, C.; Saviano, A.; Ojetti, V. Probiotics, the Immune Response and Acute Appendicitis: A Review. Vaccines 2023,
11, 1170. [CrossRef]

44. Hall, N.J.; Eaton, S.; Sherratt, F.C.; Reading, I.; Walker, E.; Chorozoglou, M.; Beasant, L.; Wood, W.; Stanton, M.; Corbett, H.; et al.
CONservative TReatment of Appendicitis in Children: A randomised controlled feasibility Trial (CONTRACT). Arch. Dis. Child.
2021, 106, 764–773. [CrossRef]

45. Vandevelde, A.; Gera, P. Carcinoid tumours of the appendix in children having appendicectomies at Princess Margaret Hospital
since 1995. J. Pediatr. Surg. 2015, 50, 1595–1599. [CrossRef] [PubMed]

46. Lobeck, I.N.; Jeste, N.; Geller, J.; Pressey, J.; von Allmen, D. Surgical management and surveillance of pediatric appendiceal
carcinoid tumor. J. Pediatr. Surg. 2017, 52, 925–927. [CrossRef] [PubMed]
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