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Summary

Acute appendicitis is the most common acute surgical condition of the abdomen
and appendicectomy is the most frequently performed urgent abdominal
operation. Delay in treatment of acute appendicitis causes lot of complications.
On the other hand, to reduce complications prompt diagnosis and treatment
results lot of negative laparotomy (as high as 25%). The prime aim of this study
was to reduce the incidence of negative laparotomy.

Introduction considered together, however fewer than 4%

of patients with acute appendicitis have a

normal pr_ofile.3
Although acute appendicitis is the most
common acute surgical condition but
sometimes diagnosis of acute appendicitis
become a challenge to the surgeons.
Diagnosticdilemmacausesincreasednumber
of negative laparotomy. Siberman VA et al
reported their experience with 1a 13
appendicectomies at the Danvers General
Hospital, and found 14.7%of the patient had
normal appendix.l In order to reduce the
incidence of negative appendicectomy
appropriatemeasuresshouldbetakeninevery
step of management of the patient.

The most common constant symptom of
acute appendicitis is abdominal pain or
epigastric discomfort followed by localized
tenderness at the right iliac fossa. But it is
present in only half of the patients.2 Acute Thepresent study wasan attempttocorrelate
appendicitis is associated with neutrophilic the clinical and operative findings of the
leucocytosis. Though not absolute if acuteappendicitisandtofind outthe disparity
leucocytosisis ]a,aOO/cummwithneutrophil betweenclinicaland histo-diagnosis of acute
count over 75% is statistically significant. appendicitisas wellas toreduce the incidence
When leucocyte and neutrophil counts are of negative appendicectomy.
Deptt. of Surgery, Chittagong Medical College Hospital, Chittagong.

Recently some study have focused their
attention on diagnostic scores of acute
appendicitis. Scoring system seems to be
ideal for supporting the diagnosis of acute
appendicitis because they are non-invasive
and can be used in clinical practice.4 The
scorecovers] 5 items - Age, Sex, Duration of
symptoms, location of initialpain, migration
of pain, anorexia or nausea, vomiting,
diarrhoea, genito-urinary symptoms,
temperature, rebound tenderness, guarding
at the right iliac fossa,total WBC count,
differential W.B.C count, abdominal
radiograph.
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Materials and methods

Three hundred patients with acute

appendicitis were studied in this series in

Chittagong Medical College Hospital during

the period Jan 95 to Jan 2000 and were

analysed subsequently to determine the

accuracy of diagnosis.

Inclusion Criteria:

Irrespective of age and sex of the patients
those who fulfilled the diagnostic criteria
based on clinical and laboratory parameters
were included in this study. Six diagnostic

criteria of acute appendicitis were taken for
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accurate clinical diagnosis (not necessarily

all were present in same patient). These were-
Abdominal pain, Right lower quadrant
tenderness, Low grade fever= t 00° F, Nausea/

Vomiting, WBC= t OOOO/cumm, Neutrophil
count = 75%.

Exclusion criteria:

Patient who was previously admitted for
appendicular lump.
Patient with incidental appendicectomy.

Results

A total 300 cases were analysed in this
series,clinically they had acute appendicitis.

Sex.

Table-I: Study of different parameters of patients (n=300).

Ratio (M:F) Age (:tSD) yr. Socio - economic status. Duration of Sympt.
(:tSD) hrs.

3Ot3.3Male - 228 (76%)
Female - 72 ( 24%)

3. 16:1 22:t4.5
20 :t 6.5

Upper /Average -34 %
Below average /Poor - 66%

Table-II: Significant predictive factors (diagnostic criteria) in the diagnosis of acut appendicitis.
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Acute appendicitis n=279. Normal appendix or X2 P-value
other n=21

Initial pain
Peri-umbilical 255 3 96.43 <.001
other 24 18

Vomiting
Yes 261 6 84.19 <.001
No 18 15
Right lower quadrant tenderness-
Yes 257 0 138.7 <.001

No 0
22 21

Fever(::::100 F)
Yes 252 12 36,56 <.001
No 27 9

Neutrophil count (%)
75 249 0 110.23 <.001

<75 30 21
W.B.C

10000/cu mm 243 3 70.14 <.001
<10000/cu mm 36 18

p<05 was considered significant among the predictive factors.
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Table-III: Total number of diagnostic criteria and histopathologically proved Acute Appendicitis.

Table-IV: Differentfindings of Vermiform appendices.

Pcroperative No. of Luminal Histopatholo-
appendi- content gical
cectomy Classification

Non-preforated Yes 298
264(88%)

Faecoliths Acute

105 (35%) appendicitis
Viscid faecal 279(93%)
material 96(32%)

Perforated No.-02
36(12%)

Worm 24 (8%) Normal
appendix/

Empty 75 other 21(7%)
(25%)

Histopatholo-
gical
Findings

Acutely
inflamed

273(91 %)
Gangrenous
06(2%)

Carcinoid

01(.33%)

Normal

appendix
18(6% )

Different dagnosis
other than acute

appendicitis

Folicular

hyperplasia
09(42,85%)
Carcinoid

01(4.73%)

Twisted ovarian

cyst 02(9.5%)
PID 05(23.81%)
Unexplained
04 (19.05%)

Discussion

In this study male and female ratio was 3.16:1.
Usually males are affected more commonly
than the female.s The male to female ratio is

about 2: I at the age twenty five. After which
the male incidence gradually declines until

the sex related incidences are again equal. 6
Epidemiologic studies have shown that
appendicitis is most common in the 10-29

years old age group.7 The incidence of acute
appendicitis is rare before the age of two.s

Although no age is exempted from acute

appendicitis, but there is rough parallel

between the amount oflymphoid tissue in the

Vermiform appendix and the incidence of
acuteappendicitis,thepeakforboth occurring
in the middle teens.8

Abdominal pain withdifferent intensity was
the most common clinical feature and was

present in 100%of cases. In non-obstructive
cases pain is usually constant but in
obstructive cases it is colicky.s Anorexia,
nausea and vomiting were present in 89% of
cases. Protective pylorospasm leads to
gastrointestinal upset. Typically the illness
beginswithvaguemidabdominal discomfort
followed by anorexia, nausea and vomiting.
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Group. No. of diagnostic Clinically Acute Histo-pathologically Accuracy X2' p-value
criteria present. Appendicitis Acute appendicitis (%)

All six criteria 165 165 100 29.53 <.001
were present

2 When 4-5 criteria 108 102 94.44 94.11 <.001
were present

3 When 3 criteria were 27 12 44.44 19.84 <.001
present

The patient who had six clinical criteria chance of acute appendicitis were 100%.
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If vomiting preceeds the onset of pain the

diagnosis should be questioned. 8.9Mild fever
was another feature of acute appendicitis. In
this series 88% patients had fever among

them 42(14.3%) patients had high fever
(> I OOOp).Acute appendicitis with high fever

indicates the complicated appendicitis i.e -

burst appendix, gangrenous appendix or
appendicular abscess etc. Temperature more
than 37.50p was in 68.5% of the patients with
perforation compare with 2% when the
appendix was non-perforated.lo Acute

appendicitis is essentially a clinical diagnosis.
Abdominal pain, vomiting, fever followed
by local tenderness at the right iliac fossa can

be sufficient for the surgeon to proceed to
laparotomy. Digital rectal examination is
useless to find out rectal tenderness in acute

appendicitis. II

There is no specific investigation for the
diagnosis of acute appendicitis.RaisedWBC
count and neutrophil count should only be
interpreted in the light ofphysical findings in
patient with possible acute appendicitis. In
this study 82% patients had raised WBC
count (=IOOOO/cu mm) and 83% had
neutrophilicleucocytosis(=75%).Thedegree
of leucocytosis and neutrophilia reflects the
severity of inflammation in acute
appendicitis.3N.VDoraiswamyshowed that
leucocytosis was present in 4% and
Neutrophiliain30%ofcasesofmisdiagnosed
of acute appendicitis.12In this study (Table-
II) no patient with normal appendix had
neutrophiliabutin I%hadleucocytosis.Urine
routine and microscopic examination, X-ray
KUB region, Ultrasonography of abdomen
etc can be helpful to exclude other
pathology. 13.14
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From last decade, some potential diagnostic
factors were tried to find out to establish the

acute appendicitis.4Most of the factors are
non - invasive and each of them are tested

statistically. Six predictive factors were
selected and showed that they were
statistically significant (Table-III).

Acute appendicitis with complications
definitely increases the morbidity and
mortality of the patients. The average
morbiditywithperforatedappendicitisis four
times higher and average mortality is It
times higher than the patients undergoing.
appendicectomy with a normal acute
appendicitis. The rate of perforation in
different series ranges from 10-37%.14In this
study incidence of perforation was about
12%.Early diagnosis and treatment of acute
appendicitis definitely reduces the rate of
perforation. An inverse relationship was
found between normal appendicectomy
rate and perforated appendicitis.15.16

During and after appendicectomy all
specimen were palpated or longitudinally
sectioned to guess and see the luminal
contents. Faecoliths, viscid purulent faecal
material, worm and empty lumen were the
luminal findings in this series (Table-IV).
Faecoliths are commonest luminal content

of acuteappendicitisand ranges t 3.5-67.0%
in different series.I?

In this series out of 300 patients of suspected
acute appendicitis underwent laparotomy.
Among them appendicectomy were done in
298 cases. Two patient were escaped from

appendicectomybecauseperoperativelythey
were diagnosed as twisted ovarian cyst. All

resected specimen were fixed with formalin
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and sent for histopathological examination.
Different histopathological findings of acute
appendicitis and normal appendices are
shown in Table-IV

In this study 20(6.66%) patients had
normal appendices. The rate of normal
appendicectomyindifferent seriesareshown
in Table-V. For the entire modem era of

surgery many surgeons have followed the
maxim that 15-20% negative
appendicectomy is acceptable.18

Table-V: Comparisons between normal appendix
and histopathologically appendicitis
in different series.

Author Total Normal Histologically
appendicitis

Histologically the rate of normal
appendicectomy ranges from 1.5% to 25%.

Out of 20 normal appendices 14(70%)
patients were female and 6(30%) were male.
Siberman V.A cited in his study that there
were twice as many female as male patients
were in the normal group. Higher incidence
of negative appendicectomy in is due to
pelvic organ diseases.I

In western countries approximately 7%
population suffer from acute appendicitis.
There is no such statistics in ourcountry. But

a significantnumber of cases are found in our
hospitals. The number of male patients
outnumbered the female patients in our
hospitals, most probably due to, males are
more susceptible to appendicitis or they are
more cared than the female in our society.
The diagnosis of acute appendicitis remains
mainly on history and physical examination.
Investigationsare helpful in suspected cases.
Emergencyappendicectomy is the treatment
of choice of acute appendicitis. Delay in
operation,increasesthe chanceof perforation
as well as morbidity and mortality of the
patient. Negative appendicectomy is one of
the drawback of this procedure. Some
parameters are selected in the diagnosis of
acute appendicitis,these should be evaluated
statisti'cally and find out the relationship
with the disease. Clinically seems to be acute
appendicitis may not be histopathologically
appendicitis. So these two situation must be
correlated.
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