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NMEPVUOMNEPATUBHA AHTUBMOTUYHA TEPAMUSA MPU OCTbP AMEHAULINT
[BULGARIAN]

PE3IHOME

Ocmpusim aneHguuum e Hall-yecmama Xupypau4Ha cnewHocm B abgomMuHaAnHama xupypaus,
npu kosmo aHmubuomuyHama mepanus 3aemMa cowecmBeHo macmo B komnaekcHus nogxog.
B cvBpemeHHama npakmuka msa ce npuna2a kakmo kamo nepuonepamuBHa npodurakmuka,
maka u kamo mepaneBmuuHa Mapka npu ycaoXkHeHu ¢dopmu. HaauuHume KAUHUYHU
npoyuBaHus u meXkgyHapogHu pvkoBogcmBa noguepmaBam 3HauYeHUEMO HA payuOHaAHUSA
uzbop Ha aHmubakmepuanHu pexkumu, agekBamHomo BpemeBo npuaokeHue u onmumManHama
npogbrkumeAHocm Ha mepanusima, kamo ce ueAu nocmuzaHe Ha banaHc Mexkgy edpukacHocm
u oz2paHuyaBaHe Ha pucka om pe3zucmeHmHocm. Hacmoswuam 0630p uMa 3a UeA ga
npegcmaBu akmyanHume gokazameacmBa u koHCeHCyCHU npenopbku OMHOCHO poAama Ha
nepuonepamuBHama aHMubuomMuUUYHa Mepanus NpPU 0CMbp aneHguuum.

KAKOYOBU AYMU
aHmMubuomuuHa mepanus, HeycAOXKHEH aneHguuum, YCAOXKHEH aneHguuum

BbBEAEHUE

AneHguuumbm npegcmaBanBa Bv3naneHue Ha aneHgukc BepudopmMuc u e Hall-uecmama
ChewHa xupypauyHa namoaAoz2usi B abgomMuHanHama xupypausi ¢ 20guwHa 3aboareBaemocm
okono 96—100 cayuas Ha 100 000 Bv3pacmHu. AuazHocmuuHusm anzopumbuM BkalouBa
kaAuHuuHa aHamHe3a, ¢u3ukaneH npeaneg, AabopamopHu noka3zameAu u o06pa3Ha
guazHocmuka, 6razogapeHue Ha koumo HaBpemeHHa guazHo3a ce nocmuza B Hag 90% om
caydaume. [1,2]

CvBpemeHHama kauHuuHa npakmuka pa3geas ocmpus aneHguuum Ha HeyCAOXKHEH U
ycnokHeH. HeycnokHeHussm aneHguuum BkalouBa kamapanHu u daeamoHo3HU dopmu, npu
koumo AuncBam gaHHU 3a nepdopauyusi, 2aH2peHa, nepuaneHgukynapeH abcuec uAu
nepumoHum. YcAokHeHusm aneHguuum o06xBawa Bcuuku cayuau c nepdopauus,
2aHz2peHo3HOo Bv3naneHue, nepuaneHgukynapeH abcuec, daez2MoH uau gudy3eH nepumoHum.
ToBa pa3zepaHuueHue uma cbwecmBeHo 3HaueHue 3a mepaneBmuuHus nogxog U
noka3aHusama 3a nepuonepamuBHa aHmubuomuuHa mepanus. [1,2]

MukpobuonozuuHusm npodua npu OCMbpP aneHguuum geMoHCMpupa 3HayumeAHa
BapuabuaHocm. B HauaAHUMeE cmaguu Ha Bv3naaumeAHus npouec ce HabalogaBam npeguMmHo
aepobHu MukpoopzaHu3mu, gokamo npozpecusima koM HanpegHaau dopmu ce xapakmepu3upa
¢ nonuMukpobHu acouuauuu, BkalouBawu egHoBpemeHHO aepobHa u aHaepobHa daopa. Mpu
2aH2peHO03eH u nepdopamuBeH aneHguuum Hal-uecmo ce u3oAaupam Escherichia coli,
Peptostreptococcus spp., Bacteroides fragilis u npegcmaBumeau Ha poga Pseudomonas,
koumo umam cowecmBeHo 3HaueHue 3a cucmemMHume uHdekuyuo3Hu ycAokHeHuUs.[1]
Xupyp2uuHomo AeyeHue Ha aneHguuum gamupa om 1735 2., koezamo e onucaHa nbpBama
aneHgekmomusi. [3] Tpe3 nocaegHume gecemuaemuss ob6aue, Aanapockonckama
aneHgekmomuss ce ymBuvpgu kamo cmaHgapm, npegocmaBsw, npegumcmBa kamo
pegyuupaHa nocmonepamuBHa 6oaka, u no-kpamvk 60AHUYEeH npecmou. Hapeg c
XUpyp2uyHOmMo AeyeHue, cbBpemeHHume npoyuyBaHuss geMoHCmpupam Bwv3moXkHocmma 3a
koHcepBamuBHo noBegeHue npu HeycAoXXHEHU ¢GOpMuU upe3 u30AUpaHa aHmMubuomuuHa
mepanus, Makap u ¢ HeMaAbk puck om peuuguB.
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ToBa noguepmaBa poadma Ha aHmMubuomuuyHama mepanus B usrocmHus MeHUgKMbHM Ha
ocmpus aneHguuum — kakmo kamo enemeHm om nepuonepamuBHama npoguaakmuka, maka
u kamo mepaneBmuuHa mMsapka npu ycaoXkHeHu cayuau. Lleama Ha Hacmosawus o630p e ga
npegcmaBu cwBpemMeHHume gokazameacmBa u MeXgyHapogHuU npenopbku OMHOCHO
nepuonepamuBHama aHmubuomu4yHa mepanus npu moBa 3abonsBaHe c akueHm Buvpxy
noka3aHusama, u3bopa Ha aHMuBUOMUUHU peXkuMu U oONMuUMaAHama NpogbAKUMeEAHOCM.

AHTUBUOTUYHA TEPANKNA NPU HEYCAOXXHEH ANEHANLUNT

MNpu HeycAoXkHEH OCMbpP aneHguuum poAsdma Ha aHmubuomuuHama mepanusi € 0CHoBHO
npodunakmuuHa. OcHoBHama uen e pegykuuss Ha pucka om xupyp2uyHu uHdekuuu Ha
onepamuBHama paHa u om pa3Bumue Ha cenmuuHu ycAoXkHeHusi. CucmemMamuueH npeaaeg Ha
45 paHgomu3upaHu koHmpoAupaHu npoyuBaHus ¢ obwo 9576 nauueHmu noka3Ba, ue
aHmubuomuuyHama npodurakmuka e no-epekmuBHa om naauebo 3a npeBeHuus Ha paHeBu
uHdekuyuu u uHMpaabgoMuHanHU abcuecu caeg aneHgekmomus, He3aBucumo om moBa gaau
aneHguuuUM© M e HeYCAOXKHEH UAU YCAOXKHEH. [4]

CvBpemeHHume kauHuuHu pvkoBogcmBa (World Society of Emergency Surgery Jerusalem
guidelines, Society of American Gastrointestinal and Endoscopic Surgeon (SAGES), Surgical
Infection Society (SIS) Guidelines) ca eguHogywHu, ye Bcuuku nauueHmu, nogaeXkawu Ha
aneHgekmomua — He3aBucumo om cmaguss Ha Bwv3naneHuemo (kamapaAHO UAU
dnea2moHO3HO)— cAegBa ga noayyam npegonepamuBHa aHmubuomuuHa go3a. OnmuManHUsm
BpemeBu npo3opey, 3a npunokeHue e 30—60 MUHYMU Npegu UHUU3USA C UeA ocuzypsiBaHe Ha
agekBamHu cepyMHU u mbvkaHHu koHueHmpauuu Ha wMegukamMeHma no Bpeme Ha
Xupypa2uyHama uHmepBeHuus. [2,5,6,7]

MpenopbuumenHume aHmubakmepuanHu pexkumu BkalouBam:

MopBa 2eHepauuss uedanocnopuH - LedazonuH B8 kombuHauus C MEMpPOHUGA30A,
ocuzypsiBawu nokpumue kakmo cpewy 2pamMm-ompuuamenHu aepobu, maka u cpewy
aHaepobHu MukpoopaaHu3mu;

Bmopa =2eHepauus uedanocnopuH - LedokcumuH uAau uedomemaH kamo
MOHOMepanus;

MNpu nayueHMu c aHamHe3a 3a anepausi koM P-aakmamMHu aHmubuomuuu —
kauHgaMuuuH B koMmbuHauusi c amuHo2Auko3ug, a3mpeoHaM UAU AYOPOXUHOACH. [7]

BakHo 3HaueHue uma npogbrkumeAaHocmma Ha aHmubuomuyHama npodunakmuka. Cnopeg
pempocnekmuBHomo obcepBayuoHHO npoyuBaHe Buvpxy 940 nauyueHmu Cc HeycAoXHeH
aneHguuum Ha Zi-Shen K. u comp. (2022) ygonkaBaHemo Ha aHmubuomuyHama mepanus
cAeg aneHgekmomusi npu HeycAoXKHEH aneHguuum Hag 24 uaca He Bogu go cmamucmuuecku
3HauuMa pegykuust Ha nocmonepamuBHume uHdekuyuo3Hu ycaoXkHeHus, koemo nocmaBs nog
Bonpoc kauHuuHama obocHoBaHocm Ha nogobHa npakmuka. Cnopeg npocnekmuBHomo
paHgoMu3upaHo koHmpoAupaHo npoyuBaHe npu 62 nauueHmu ¢ HeyCAOKHEH aneHguuum Ha
Brotobor 0. u covmp. (2025) egHokpamHOmo npegonepamuBHO npuaoXkeHue Ha
aHmubakmepuaneH azeHm gemMoHcmpupa cbnocmaBuma edpukacHocm ¢ MHoz2okpamHume
go3u, npu no-Hucvk puck om HekenaHu AekapcmBeHu peakuuu u no-gobuvp
tdapmakoukoHomuuecku npodun. [8,9]

lNpe3 nocAegHOMO gecemuAemue Ce Hampynaxa gaHHU 3a NOMeHUUaAHa pPOAS Ha
koHcepBamuBHomo noBegeHue c u3oAupaHa aHMuUbBUOMUUHA mMepanust Npu HeycAOXKHEH
aneHguuyum. PaHgoMu3upaHu npoyuBaHus kamo APPAC trial geMmoHCmMpupam npubAu3zumeAHo
70% nvpBoHauanHa ycneBaemocm npu koHcepBamuBHo AeueHue, HO cbweBpemeHHO okoao
30% om nauueHmume peuyuguBupam B pamkume Ha egHa 2oguHa, kamo 3Ha4YumeAHa yacm
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om msax u3uckBam nocaegBawa aneHgekmomusa. AonbAHUMEAEH npobaem e
HeobxogumMocmma om ygbakeHa aHmubuomuuHa ekcno3uuus (7—10 gHu), koemo
nomeHyuanHo yBeauuaBa pucka om pe3ucmeHmHocm. lMopagu moBa mo3u nogxog ce
pa3zanexkga kamo aanmepHamuBHa cmpamezaus npu cmpoz2o cenekmupaHu nauueHmu ¢ Bucok
onepamuBeH puck uau npomuBonoka3aHus 3a Xupyp2u4yHO AEYEeHUE, HO He ce npenopuvuBa
kamo cmaHgapmHa mepanus. [10, 11]

AHTUBUOTUYHA TEPANKSA NPU YCAOXXHEH ANEHANUNT

MNpu ycaoXkHEH OCmMbp aneHguuum aHmubuomuyHama mepanus uma mepaneBmuuHo
3HaueHue u npegcmaBaaBa cobwecmBeH KOMNOHEHM OM USAAOCMHUS A€UEDEH aAn20puMbBM,
Hapeg c Xupypau4Hust KoHmpoA Ha ugmoyHuka Ha uH@ekuyusma.

EMnupuuHama aHmubuomuuHa mepanus cAegBa ga ocuz2ypu nokpumue cnpsMo 2paMm-
ompuuamenHu aepobu (Escherichia coli, Klebsiella spp.) u aHaepob6Hu MukpoopzaHu3mu
(Bacteroides fragilis, Peptostreptococcus spp.), kamo B omgeAHu cAyyau e Heobxogumo
pa3wupeHo nokpumue cpewy Pseudomonas spp. uau Enterococcus spp. BuHazu B8
3aBucumocm om AokanHama enugemMuono2usi u pe3ucmeHmHocm. [lpenopvuBaHume
mepaneBmuuHu cxemu BkalouBam:

KombuHauusi om uedanocnopuHu mpemo nokoneHue c MEMpPOHUQGa30A;

MunepayuAuH/ma3obakmam kamo MoOHOmMepanus;

Mpu meXkku cenmuyHU CbCMOSHUA UAU HaAUYUE Ha NOAUPE3UCMEHMHU u3oAamu ce

npenopbvuBa uznon3zBaHemo Ha kapbaneHeMu (MeponeHeM, UMUNEHeEM-uuAacmamut). [6, 7, 12]
Mpu agekBameH xupypauueH KoHMpoOA Ha Bb3naAumeAHUMO O02HUWE CbBpeMEHHUME gaHHU
nogkpenssm kpamku aHmubuomuuHu kypcoBe: paHgoMu3upaHomo npoyuBaHe APPIC (The
Lancet, 2023) gemoHCcmpupa cxogHa edekmuBHocm Ha 2 gHU cnpsiMO 5 gHU nocmonepamuBHu
aHmMubuomuuu npu ycAoXkHeH aneHguuum. MocaegBaausm ukoHoMuuecku aHaau3 noka3Ba u
no-Hucku pa3xogu u no-kpamvk npecmol npu kpamkus peXuM. AHano2uuHO akmyaAHume
Hacoku Ha SIS 2024 npenopvuBam oz2paHuuaBaHe Ha npogbrkumeaHocmma go MmakcumyMm 4
gHU cAeg HageXkgeH xupypauveH KoHmMpoA Ha uzmouHuka. No-gbA2ume peXkumu ce npuAazam
Nnpu HenvAeH KOHMpoOA uAu nepcucmupawu koaekyuu/cenmuuyHuo cecmosHe. WSES 2020
cbwo nogkpensi kpamkama mepanus (o6uualiHo 3—5 gHu) caeg agekBamHa caHauusi u no-
NnpogbAkumeAnHO AeveHue caMO npu abcuec/pAe2MOH UAU Heycnex Ha KkoHmMpoAa Ha
Bb3nanumeAHomMo o2HUWE. [13,14]
MepuaneHgukyAnapHuasm abcuec npegcmaBasBa aokanugupaHa 2HouHa koaekuus B gscHa
uauavHa simka, Bv3HukBawa B pe3zyamam Ha nepdopamuBeH aneHguuum. Aua2Ho3ama
obuualiHo ce nomBuvprkgaBa upe3 koHmpacmHo-ycuneHa komnlombpHa momMozpadus, kosmo
no3BonaBa onpegendHe Ha pa3Mepa u gocmbvna 3a gpeHax. TepaneBmuuyHusam nogxog e
npegumHo koHcepBamuBeH u BkalouBa kombuHauus om wupokocnekmbvpHa aHmubuomuuHa
mepanus u, npu noka3aHusi, nepkymaHeH gpeHaxk nog o6pa3eH koHmpoa. [1,2] EMnupuuHume
peXkumu caegBa ga ocuzaypsiBam nokpumue cpewy 2paM-ompuuameAnHu aepobu u aHaepobu,
kamo ce npuaazam npenopbvuBaHume CxeMu 3a aHmubuomuuHa mepanusi Npu yCAOXKHEH
aneHguuum. NpogbrkumeaHocmma Ha mepanusama obuuyaliHo e 7—10 gHu, kamo MoXe ga
6bge ygoakeHa npu nepcucmupawa cumnmomamuka uau He3zagoBoAumeneH gpeHaxk. Mpu
6razonpusmHa kauHuuHa kapmuHa (adebpuaumem, cnag Ha Bwv3naanumeaHu mapkepu)
aHmubuomuuume Mo2am ga 6vgam geeckaaupaHu u npeMuHamu kbM nepopanHu. [2,5,6,7]
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AHTUBNOTUYHA TEPAMUA NP ANEHAULUWUT B NEAUATPUYHATA NMOMYAALNA

Mpu HeycAOKHEH aneHguUUM Npu geua aHmMubuomuuyume cbw,0 uMam camo npodusakmuuHa
poasi. Cv2aacHo HaauvyHume pvkoBogcmBa ce npenopvuBa egHokpamHa npegonepamuBHa
go3a (Hanpumep ueda3oAuH + MempoHUga3oA uAu uedokcumuH/uedpomeman) ¢ go3zupoBka,
cbobpa3eHa c meanecHOmMo mezAo. NpogonkaBaHemo Ha npodurakmukama caeg onepauus He
e noka3aHo u He mps6Ba ga HagBuwaBa 24 vaca. [2,5,6,7]

Mpu ycAaokHeH aneHguuum B gemckama Bv3zpacm aHMubuomuyHOMO AEUYEeHue uMma
mepaneBmuuHo 3HaveHue. WSES 2020 npenopbvuBa emnupuyHa mepanus ¢ nokpumue cpewy
2paMm-ompuuamenHu aepobu u aHaepobu: nunepauuAuH/ma3zobakmam kamo MoHomepanus
uau uedmpuakcoH/uedomakcum B kombuHauyua ¢ MempoHugas3on, a npu mexku cayuyau —
kapbaneHemu. Mpu ocuz2ypeH xupypauuyeH KOHMpoA Ha uzmouHuka npogbAkumeAaHocmma
cnegBa ga bvge kpamka (3—5 gHu) c paHeH npexog kbM nepopanHa mepanus (caeg
npubAu3zumenHo 48 vaca) u obwa npogbamkumeaHocm nog 7 gHu. [2]

AaHHume om Western Pediatric Surgery Research Consortium (2023), BkalouBaw,o Hag 1300
geua c nanapockoncka aneHgekmomus 3a ycaokHeH aneHguuum noka3Bam, ue pa3auyHume
npomokoAu 3a npogbakaBaHe Ha aHmubuomuuHama mepanusi cAeg u3nucBaHemo Ha
nayueHma (6e3 mepanus, mepanus npu AeBkouyumo3a, yHuBepcanHa mepanus 3a Bcuuku) He
ce cBop3Bam covc 3Hauumu pa3auvus B yuecmomama Ha xupypa2uuHu uHdekuuu, noBmopHu
X0CchumaAaAu3auuu UAu noceweHust B cnewHo omgeneHue. OcBeH moBa, Hali-azpecuBHusm
npomokoA cbc 3agbAkumenHo npogbakaBaHe Ha aHmubuomuuu npu uznucBaHe ce acouyuupa
C no-uecmu uHmepBeHuuu cAeg gexocnumaauzauus (nepkymaHeH gpeHaX Ha
uHmpaabgomuHanHu koaekuuu/abcuecu, ycmaHoBeHu caAeg onepauyusi, noBmopHo
UHUYUUpaHe Ha BeHO3HU aHMubuoMuuu nopagu KAUHUUHO UAU AaBOpamOpPHO NepcucmMupaHe
Ha uHdekuus). ToBa noguepmaBa, ye pymuHHOMO npogbAkaBaHe Ha aHmMubuomuuHa
mepanus caeg uznucBaHe npu geua c ycAOXKHEH aneHguuum He HOocu noA3a u e onpaBgaHo
camo B uHguBugyanHu cAayyau npu kauHuuHU uHgukayuu. [15]

AHTUBUOTUYHA TEPANUA NPU ANEHANUWUT NPU BPEMEHHU

MNpu 6pemMeHHU nauueHmMku cxemume Ha nepuonepamuBHa aHmubuomuyHa mepanus He ce
pa3auuaBam cowecmBeHo om me3u npu obwama nonyaauus — u3noa3Bam ce
wupokocnekmvpHu peXumu, nokpuBawu 2paM-ompuuameAHu aepobu u aHaepobu
(uedanocnopuHu + MempoHUga3oA, nunepauuAuH/mazobakmam). Bonpeku moBa, 3a pa3auka
om gpyau 2pynu, koHcepBamuBeH aHmubuomuueH nogxog 6e3 aneHgekmomusi He ce
npenopvuBa nopagu noBuweHus puck om nepdopauus, 2eHepaAu3upaH nepumoHUM, cencuc,
npexgeBpemeHHo pakgaHe u demanHa cmbpm. Mpu u3zbopa Ha aHMubakmepuaneH azeHm
mpa6Ba ga ce omuyuma pemomokcuyHocmma: mempauyukauHume ce u3zbazBam nopagu
yBpexkgaHusi Ha kocmu u 36U, dAYyOpOXUHOAOHUME — nopagu puck om xoHgpomokcuuHocm,
a  amuHoz2Aauko3ugume  —  3apagu  nomeHuuaAHa  omomokcuuyHocm.  3amoBa
nepuonepamuBHama aHmubuomuyHa mepanus ce 6a3upa Ha uedarocnopuHu u B-aakmam/B-
AakmamasHu uHxubumopu, koumo umam gobvbp npodua Ha 6e3zonacHocm no Bpeme Ha
bpemeHHocm. [16]
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3AKAKOYEHUE

MepuonepamuBHama aHmMubuomMuUUHa mMepanus npu ocmMbp aneHguuum ocmaBa kalouoB
enemMeHm om koMnaekcHomo AeueHue, kamo nogxogbm ce onpegeAst 0CHOBHO om cmagus Ha
Bb3nanumenHua npouec. Mpu HeycAokHEH aneHguuum aHmubuomuuyume umMam Uu3usAO
npodurakmuuHa poas, oz2paHuyeHa go egHokpamHa npegonepamuBHa go3a, gokamo npu
ycnoXkHeHU dopmu me npugobuBam mepaneBmuuHo 3HaueHue, HO NpogbAkumeaHOoCcMMmMa
cAegBa ga bvbge kpamka npu HagexXgeH xupypauueH KoHMpoA. AaHHUMEe om paHgoMu3upaHu
npoyuBaHusi u MemaaHaAu3u icHo noka3zBam, ue ygoamkeHama aHmubuomuyHa mepanus He
pegyuupa nocmonepamuBHume uHdekuyuu, Ho yBeauuaBa pucka om pe3ucmeHmHocm u
HekenaHu peakuuu. CvuBpemeHHume MeXkgyHapogHu pbvkoBogcmBa (SIS, WSES, ASHP)
noguepmaBam HeobxogumMocmma om payuoHaAHa, kpamka u ueaeHacoueHa aHmubuomuyHa
mepanus, uHguBugyaau3upaHa cnopeg kauHuuHusa koHmekem..
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PERIOPERATIVE ANTIBIOTIC THERAPY IN ACUTE APPENDICITIS [ENGLISH]

SUMMARY

The acute appendicitis is the most common surgical emergency in the abdominal surgery,
which includes the antibiotic therapy as a significant part of the complex approach in its
treatment. In the modern practice it is administered both as perioperative prophylaxis and as
therapeutic measure in complicated forms. The present clinical studies and international
guidelines emphasize the significance of the rational choice of antibacterial regimens, the
adequate time of administration, and the optimal duration of the therapy, while the aim is
achievement of balance between efficacy and limitation of the risk from resistance. This
review has as its purpose presenting of the current proofs and consensus recommendations
regarding the role of perioperative antibiotic therapy in acute appendicitis.

KEYWORDS
antibiotic therapy, non-complicated appendicitis, complicated appendicites

INTRODUCTION

The appendicitis represents inflammation of vermiform appendix and is the most common
emergency surgical pathology in the abdominal surgery, with yearly morbidity of about 96-100
cases per 100 000 adults. The diagnostic algorithm includes medical history, physical
examination, laboratory parameters, and radiology imaging, owing to which timely diagnosis is
achieved in more than 90% of the cases. [1,2]

The modern clinical practice divides the acute appendicitis into non-complicated and
complicated one. The non-complicated appendicitis includes catarrhal and phlegmonous
forms, in which there are no data of perforation, gangrene, periappendicular abscess or
peritonitis. The complicated appendicitis comprises all cases with perforation, gangrenous
inflammation, periappendicular abscess, phlegmon, or diffuse peritonitis. This differentiation
has essential significance for the therapeutic approach, and the indications for perioperative
antibiotic therapy. [1,2]

The microbiological profile in acute appendicitis demonstrates significant variability. Aerobic
microorganisms are mainly observed in the initial stages of the inflammatory process, while
the worsening to advanced forms is characterized with polymicrobic associations, including
simultaneously aerobic and anaerobic flora. In gangrenous and perforative appendicitis most
frequently are isolated Escherechia coli, Peptostreptococcus spp., Bacteroides fragilis and
representatives of the Pseudomonas genus, which have essential significance for the systemic
infectious complications. [1]

The surgical treatment of appendicitis dates from 1735, when the first appendectomy was
described.[3] In the last few decades, however, the laparoscopic appendectomy gained ground
as a standard, providing advantages as reduced postoperative pain and shorter hospital stay.
Together with the surgical treatment, the modern studies demonstrate the possibility of
conservative therapeutic measures only in non-complicated forms by means of isolated
antibiotic therapy, even though with considerable risk from relapse.

This emphasizes the role of the antibiotic therapy in the overall management of the acute
appendicitis — both as an element of the perioperative prophylaxis, and as therapeutic
measure in complicated cases. The aim of this review is to present the modern proofs and
international recommendations with respect to the perioperative antibiotic therapy for that
disease, with accent on the indications, the choice of antibiotic regimens, and the optimal
duration.
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ANTIBIOTIC THERAPY IN NON-COMPLICATED APPENDICITIS
In non-complicated acute appendicitis, the role of the antibiotic therapy is predominantly
prophylactic. The basic aim is reduction of the risk from surgical site infections and from
development of septic complications. The systematic review of 45 randomized controlled
studies, with a total of 9576 patients, showed that the antibiotic prophylaxis is more effective
than placebo for prevention of wound infections and intraabdominal abscesses after
appendectomy, regardless of whether the appendicitis is non-complicated or complicated. [4]
The modern clinical guidelines (World Society of Emergency Surgery Jerusalem guidelines,
Society of American Gastrointestinal and Endoscopic Surgeons (SAGES), Surgical Infection
Society (SIS) Guidelines) are unanimous that all patients, who are subject to appendectomy —
regardless of the stage of inflammation (catarrhal or phlegmonous) — are to receive a
preoperative antibiotic dose. The optimal time window for administration is 30-60 minutes
before incision with the purpose of ensuring adequate serum and tissue concentrations of the
medication during the surgical intervention. [2, 5, 6, 7]
The recommendatory antibacterial regimens include:

First generation of cephalosporins - Cefazolin in combination with metronidazole,
ensuring coverage against both Gram-negative aerobs, and anaerobic microorganisms;

Second generation of cephalosporins - Cefoxitin or cefotetan as a monotherapy;

In patients with medical history of allergy to B-lactam antibiotics — clindamycin in
combination with aminoglycoside, aztreonam, or fluoroquinolone. [7]
The duration of the antibiotic prophylaxis has important significance. According to the
retrospective observational study, on 940 patients with non-complicated appendicitis, by Zi-
Shen K. et al. (2022), the extension of the antibiotic therapy after appendectomy in non-
complicated appendicitis with more than 24 hours does not result in statistically significant
reduction of the postoperative infectious complications, which questions the clinical validity
of such a practice. According to the prospective randomized controlled study, in 62 patients
with non-complicated appendicitis, by Brotobor O. et al. (2025), the single preoperative
administration of an antibacterial agent demonstrates comparable efficacy with multiple
doses, with lower risk from adverse medicinal reactions and better pharmaco-economical
profile. [8, 9]
During the last decade, there was accumulation of data for a potential role of the conservative
therapeutic measures with isolated antibiotic therapy in non-complicated appendicitis.
Randomized studies, as APPAC trial, demonstrated approximately 70% initial success in
conservative treatment, but at the same time about 30% of the patients had relapse within
one year, while a significant part of them required following appendectomy. An additional
problem was the need of extended antibiotic exposition (7-10 days), which potentially
increased the risk from resistance. That is why this approach was reviewed both as an
alternative strategy in strictly selected patients with high surgical risk or contraindications for
surgical treatment, but it was not recommended as a standard therapy. [10, 11]

ANTIBIOTIC THERAPY IN COMPLICATED APPENDICITIS

In case of complicated acute appendicitis, the antibiotic therapy has therapeutic significance
and represents an essential component from the overall therapeutic algorithm together with
the surgical control of the source of infection.

The empirical antibiotic therapy is to ensure coverage against Gram-negative aerobs
(Escherichia coli, Klebsiella spp.), and anaerobic microorganisms (Bacteroides fragilis,
Peptostreptococcus spp.), while in separate cases, extended coverage against Pseudomonas
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spp. or Enterococcus spp. is necessary, always depending on the local epidemiology and
resistance. The recommendatory therapeutic regimens include:

. Combination of cephalosporins of third generation with metronidazole;
. Piperacillin/tazobactam as a monotherapy;
. In severe septic conditions or presence of polyresistant isolates, the administration of

carbapenems (meropenem, imipenem-cilastatin) is recommended. [6, 7, 12]

With adequate surgical control of the inflammation, the current data support the brief
antibiotic courses: the randomized study APPIC (The Lancet, 2023) demonstrated similar
effectiveness of 2 days compared to 5 days of postoperative antibiotics in complicated
appendicitis. The following economic analysis shows both lower expenses and shorter hospital
stay with the brief regimen. Analogically, the current guidelines of SIS 2024 recommend
limitation of the duration of up to maximum of 4 days after reliable surgical control of the
source. The longer regimens are administered with incomplete control or persisting
collections/septic condition. WSES 2020 also maintains the brief therapy (usually 3-5 days)
after adequate sanative treatment, and more prolonged treatment only with
abscess/phlegmon or failure of the control of inflammatory focus. [13, 14]

The periappendicular abscess represents localized purulent collection in right iliac fossa,
occurring as a result of perforative appendicitis. The diagnosis is usually confirmed by means
of contrast-enhanced computed tomography, which allows determination of the size and
approach for drainage. The therapeutic approach is mainly conservative and it includes a
combination of wide spectrum antibiotic therapy, and, with indications, percutaneous
drainage under imaging control. [1,2] The empirical regimens are to ensure coverage against
Gram-negative aerobs and anaerobs, while the recommendatory regimens for antibiotic
therapy are applied in complicated appendicitis. The duration of the therapy is usually 7-10
days, while it can be prolonged with persisting symptoms or unsatisfactory drainage. With
favorable clinical picture (afebricity, reduction of the inflammatory markers), the antibiotics
can be deescalated with transfer to perioral therapy. [2, 5, 6, 7]

ANTIBIOTIC THERAPY IN APPENDICITIS IN THE PEDIATRIC POPULATION

The antibiotics also have only prophylactic role in non-complicated appendicitis in children.
According to the present guidelines, a single preoperative dose is recommended (e.g., cefazolin
+ metronidazole, or cefoxitin/cefotetan) in a dosage, consistent with the body weight. The
continuation of the prophylaxis after operation is not indicated and must not exceed 24 hours.
[2,5,6,7]

In case of complicated appendicitis in childhood, the antibiotic treatment has therapeutic
significance. WSES 2020 recommends empirical therapy with coverage against Gram-
negative aerobs and anaerobs: piperacillin/tazobactam as a monotherapy or
ceftriaxone/cefotaxime in combination with metronidazole, while in more severe cases —
carbapenems. When surgical control of the source is ensured, the duration is to be brief (3-5
days) with early transfer to peroral therapy (after approximately 48 hours) and total duration
of less than 7 days. [2]

The data from Western Pediatric Surgery Research Consortium (2023), including more than
1300 children with laparoscopic appendectomy for complicated appendicitis, show that the
various protocols for continuation of the antibiotic therapy after hospital discharge of patient
(without therapy, therapy with leukocytosis, universal therapy for all) are not related to
significant differences in the frequency of surgical infections, repeated hospitalizations, or
visits at the emergency department. Besides, the most aggressive protocol with obligatory
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continuation of antibiotics, at the time of hospital discharge, is associated with more frequent
interventions after the end of hospitalization (percutaneous drainage of intraabdominal
collections/abscesses found after operation, repeated initiation of venous antibiotics due to
clinical or laboratory persistence of infection). This emphasizes that the routine continuation
of antibiotic therapy after hospital discharge in children with complicated appendicitis is not
beneficial, and is justified only in individual cases with clinical indications. [15]

ANTIBIOTIC THERAPY IN APPENDICITIS IN PREGNANT WOMEN

In pregnant patients, the regimens of perioperative antibiotic therapy do not differ
significantly from of the general population — wide spectrum regimens, with coverage against
Gram-negative aerobs and anaerobs (metronidazole + cephalosporins,
piperacillin/tazobactam). In spite of that, by contrast of other groups, conservative antibiotic
approach without appendectomy is not recommendatory due to the increased risk from
perforation, generalized peritonitis, sepsis, premature birth, and fetal death. In the choice of
an antibacterial agent the fetotoxicity must be considered: tetracyclines are avoided due to
harming of bones and teeth, fluoroquinolones — due to risk from chondrotoxicity, while
aminoglycosides — due to potential ototoxicity. That is why the perioperative antibiotic
therapy is based on cephalosporins and B-lactam/B-lactamase inhibitors, which have good
safety profile during pregnancy. [16]

CONCLUSION

The perioperative antibiotic therapy in acute appendicitis remains a key element of the
complex treatment, while the approach is determined mainly by the stage of inflammatory
disease process. Innon-complicated appendicitis, the antibiotics have an entirely prophylactic
role, limited to a single preoperative dose, while with complicated forms they acquire
therapeutic significance, but the duration is to be brief, with reliable surgical control. The data
of randomized studies and meta-analyses clearly show that the extended antibiotic therapy
does not reduce the postoperative infections, but increases the risk from resistance and
adverse reactions. The up-to-date international guidelines (SIS, WSES, ASHP) emphasize the
need from rational, brief, and purposeful antibiotic therapy, that is individualized according to
the clinical context.
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