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KOHCEPBATMBHO AEYEHUE MPU OCTbP ANEHAMLNT [BULGARIAN]

PE3HOME

BvBegeHue: Ek3zakmHama kauHuuHa guazHO3a Ha OCMpus aneHguuum 4yecmo e
npegu3BukameacmBo, koemo Hanaz2a ob6ob6waBaHemo Ha kauHuuHama kapmuHa u gaHHume
om AabopamopHume u ob6bpa3zHume u3cAegBaHus. B cowomo Bpeme npegnonazaeMama
namoAo20-aHamoMuuHa ¢a3a Ha pazBumue Ha Bb3znaneHuemo B 3HauumeAHa cmeneH MoxXke
ga onpegeAu AeyebHama cmpamezus u makmuka. CowecmByBam gBe kauHuuHuU dopmu Ha
3abonaBaHemo- HeycAoXKHEHA U yCcAoXKHEHA. YcAaokHeHusm aneHguuum BkalouBa cayuaume
npu koumo e HaAuue 2aH2peH03HO Bb3naneHue, C uau 6e3 gaHHU 3a nepuaneHgukyAapeH
dbAe2MoH, nepdopauusi, nepumoHUM UAu abcuec.

Auckycus: CowecmByBam 3HauumenHu pa3auuusi 3a noBegeHuemo Nnpu ocmpus aneHguuum
mekgy HauuoHanHume, eBponelckume u uHmepkoHmuHeHmManHume KkoHceHcycu.
AneHgekmoMusma e ,3AameH cmaHgapm” Ha AeuyeHue, a ko2zamo e HaAuuHa HanpegHaha
Aanapockoncka ekcnepmu3a e npenopvyumeAHa Aanapockonckama aneHgekmomus.
KoHcepBamuBHomo AeveHue upe3 aHmubuomuyu e o6ekm Ha HapacmBaw, uHmepec kamo
anmepHamuBa Ha cmaHgapmHus onepamuBeH nogxog. NMocaegHume npoyuBaHus noka3Bam,
ye 20AfIMa Yacm om nayueHmMuUMe C HeyCAOKHEH aneHguuum Mo2am nbpBoHauaAHo ga 6bgam
nekyBaHu koHcepBamuBHo. Mpu ycaokHeHUMe popMu Ha ocmbp aneHguuum Hskou aBmopu
omHoBo ce 3acmbvnBam 3a HayaneH HeonepamuBeH nogxog, gokamo gpyau npenopbuBam
azpecuBHo onepamuBHo noBegeHue. 0bekm Ha gebam B me3u cAayyau ocmaBa u
Heobxogumocmma om uHmepBanHa aneHgekmomus caeg eBeHmyaneH ycnex om
HeonepamuBHomo AeuyeHue. AuncBa kamezopuueH koHCEHCYC 32 oOnmuMaAHa aHmubuomuyHa
CXeMa U npogbAkumeAaHOoCmma Ha AeveHuemo. AONbAHUMEAHU acnekmu  Ha
koHcepBamuBHomo AeuveHue ca npegonepamuBHama mepanus, kakmo u cnegonepamuBHama
makaBa, ocobeHo npu ycaokHeHUmMe popMu.

N3Bogu: OcHoBHume dakmopu 3a B3emaHemo Ha peweHue 3a koHcepBamuBeH nogxog ca
mpu: 3agvAboueHa guckycus ¢ nayueHma, agekBamHa ceanekuyusi u guHaMu4yHoO HabAlogeHue
Ha pa3Bumuemo Ha 3abonsBaHemo. KoHcepBamuBHOmMoO AeveHue upe3 aHmubuomuuyu e
NpuAokuM Memog 3a AeyeHue npu ceAekmupaHu nauueHmu c HekomnAuyupaH ocmbp
aneHguuyum. [MvpBoHavyanHomo koHcepBamuBHO AeuveHue npu yaokHeHume d¢opmu e
npenopbuumeneH nogxog. AneHgekmomusama e 3aameH cmaHgapm ¢ Bucoka u gbA20CpoYHa
edbekmuBHOCM npu AeueHUEMO Ha ocmpusi aneHguuum. HeobxoguMu ca gonbAHUMEAHU
npoyuBaHus u oueHka Ha gbA2oCcpouyHUMe pe3yaAmamu om koHcepBamuBHomo AeveHue 3a ga
ce onmumMu3zupam kpumepuume 3a cearekuyusi Ha nauueHMuUMe U aHMUBUOMUUHUME CXEMU.

KAKUYOBU AYMU
ocmubp aneHguuum, koHcepBamuBHo AeueHue
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BbBEAEHUE

Ocmpusm aneHguuum e yecmo cpewaHo 3abonaBaHe, koemo 3acsza 5.7-57/100000 gywu
20gUWHO, c Hall- 2oAsMa yuecmoma npu geua u loHowu®®, Toll e egHa om Hall-uecmo
cpewaHume npu4yuHu 3a boaka B goneH geceH kopemeH kBagpaHm, Bogew,a go nocmuwnBaHe B
cnewHo omgeneHue. CowecmByBam zonemu Bapuauuu B8 kauHuuHama u3aBa Ha
3abonssBaHemo, omkaoHeHussma B nabopamopHume nokazameau, Haxogkume B obpa3zHama
guazHocmuka u mepaneBmuuyHume cmpameausi u makmuka.

MauueHmume ¢ aneHguuum mMo2am ga 6bgam pa3geneHu B gBe 2pynu cnpamo npeg-, uHmpa-
onepamuBHama u/uAu Xxucmo- namoAo2uvyHama Haxogka. HeycaokHeHusm aneHguuum ce
geduHupa kamo Bv3nanumeAHo npoMeHeH aneHgukc, 6e3 gaHHU 3a 2aH2peHa, nepdopayus,
nepumoHum, abcuec uAu ¢aea2MoH. YcAoXkHEHUAM aneHguuum ce omHacs go Bcuuku
nauueHmu npu koumo e HaAuue 2aHz2peH03HO npoMeHeH aneHguke, ¢ uau 6e3 nepdopauus, ¢
gaHHU 3a nepumoHum, abcuec uau nepuaneHgukynapeH hAe2MoH.

KAuHuuyHama guaz2Ho3a yecmo e npegu3BukameacmBo, koemo Hanaza obobwaBaHemo Ha
kaAuHuyHama kapmuHa u gaHHume om AabopamopHume u obpa3zHume u3caegBaHusa. B
cbwomo Bpeme npegnonazaeMama namoAno20-aHamoMmuuHa ¢da3a Ha pa3zBumue Ha
Bv3naneHuemo B 3HauumeAHa cmeneH MoXe ga onpegeAu AeyebHama cmpamezus U
makmuka.

3a geduHupaHemo Ha gocmoBepHa knuHuYHa guaz2Ho3a ca Cb3gageHu pa3AuYHU aA20pummMmu U
ckopoBu cucmemu, om koumo Hali-nonyasipHa, uecmo u3noA3BaHa u AeCHo npuAokume e ma3u
Ha Alvarado.

ANCKYCUA

CowecmByBam 3HauumeAHu pas3auyus MexXgy HauuoHanHume, eBponelickume u
uHmMepkoHmMuHeHMaAHume koHceHcycu, omHacawu ce KbM guagHo3ama u MeHaXkupaHemo Ha
ocmpusi aneHguuum. AuncBam kamezopuuyHu KOHCEHCyCu OMHOCHO npeg-onepamuBHama
obpazHa guazHocmuka, u3bopom mexkgy koHcepBamuBHo u onepamuBHo AeueHue, nogxoga
Nnpu HaAuuue Ha nepuaneHgukynapeH abcuec u ¢daezmoH, kakmo u no omHoweHue Ha
omcmpaHsBaHemo Ha makpockoncku HopmaneH aneHgukc npu guagHocmu4Ha Aanapockonusi.
Pa3auuus cowecmByBam u omHocHO pa3bupaHusma 3a npozpecusma Ha 3abonsBaHemo.
Hau-Bv3npuemomo cxBawaHe e, ue ocmpusim aneHguuum e HeobpamuMo npozpecupawio
3abonnBaHe, Bogewo go nepdopauus. ToBa onpegens aneHgekmomusama kamo ,3nameH
cmaHgapm” Ha AeueHue. lNNocaegHumMe gaHHU couyam, ye nanapockonckama aneHgekmomus e
Hal-edekmuBHuam xupypauueH Memog. T ce acouyuupa ¢ no- Hucbk Mopbugumem u puck
om uHdekuus Ha onepamuBHama paHa, cbkpameH 60AHUYEH npecmolU u nogobpeHo
kauecmBo Ha >kuBom cnpsamo koHBeHuuoHanHama aneHgekmomusi®®, Hanocaegvk ce
HampynBam goka3zameacmBa, ue nepdopauyusma He e 3agbrmkumeneH u Heu3zbexkeH
pe3yamam npu pazBumuemo Ha ocmbp aneHguuum. YBeauuaBam ce gokagameacmBama B
nogkpena Ha cxBaw,aHemo, ye He npu Bcuuku nayueHMuU ocmpus aneHguuum we npozpecupa
go nepdopauus u He pssigko moXke ga ce HabalogaBa o6pamHo pa3Bumue Ha Bb3naneHuemo.
KoHcepBamuBHomo AeueHue Ha ocmpust aneHguuum e o6ekm Ha HapacmBaw, uHmepec kamo
anmepHamuBa Ha cmaHgapmHus onepamuBeH xupypauueH nogxog upe3 aneHgekmomus. To
mps6Ba ga ce pa3anexkga B gBa ocHoBHU acnekma: HeonepamuBHO AeveHUe Npu HeyCAOXKHEH
aneHguuum u HeonepamuBHO AeyeHUe Npu HaAuuue Ha nepu-aneHgukynapeH abcuec uAu
dneaMoH, c uau 6e3z nocaegBawa uHmepBanHa aneHgekmomusi. Kamo gonoAHUMeEAHU achekmu
Ha koHcepBamuBHomMo AeueHue Mo2am ga ce pa3zaaekgam koHcepBamuBHama mepanus om
MOMEHMa Ha Xochumaau3auuss go npoBe)kgaHe Ha onepamuBHo AeueHue, kakmo u
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cvbnvmcmBawama caegonepamuBHa mepanus npu ycAokHeHume ¢oOpMU Ha OCMbP
aneHguuum.

HeycaokHeH ocmbp aneHguuum: NpoyuBaHusma gemoHcmpupam, ye koHcepBamuBHomo
AeYeHUEe C aHmubuomuuyu MoXke ga bvge epekmuBHO Nnpu 3HaUUMEAHa Yacm om nayueHmMume
C HeycAaokHeH aneHguuum. [lMem paHgomu3upaHu KkAuHu4yHU npoyuBaHus gokaagBam
epekmuBHocm 41-85% npu egHoz20guwHO npocAaegaBaHe™4, Mema-aHaAu3u Ha mes3u
npoyuBaHusi noka3zBam, ue HeonepamuBHomo AeueHue e no-manko epekmuBHo, Ho MoXke ga
uzbeaHe onepamuBHa uHmepBeHyusa npu 60-85% om nayueHmume®>29, OnoHeHMume Ha
ma3u cmpameauss ce onacsBam om peuuguB Ha 3aboasBaHemo, om nponyckaHe Ha
nogaeXkawa MaAu2HeEHa NamoAO2Usa UAU O0m npozpecust Ha HekomMnauuupaHa 8 komnauuupaHa
¢dopma. B cowomo Bpeme, nopagu Bvo3zmokHocmma ga ce uzbezHe Xupypa2u4Ho AeUYeHue upes
nopBoHauanHa aHmMmubuomuyHa mepanus, ce HabalogaBa pegykuuss Ha Mmopbugumema npu
masu guazHo3alt’19:2u,

NocanegHume cucmemHu peBloma u Mema-aHaau3u Ha paHgoMu3upaHu KoHMpOAHU
npoyuBaHus 3akalouaBam, ye no-z2o0AaMa yacm om nayueHmMume C HeyCAOXKHEH aneHguuum
mMo2am ga 6bgam AekyBaHu nwbpBoHayanHo koHcepBamuBHo'?2-24, Kamo kpumepuu 3a
cenekyus Ha nauueHMumMe ce cyumam Auncama Ha nepdopauusi, abcuec, aneHgukyAaum uau
npu3Hauu Ha cencuc. Obpa3Hume u3zcaegBaHus (komnlomwpHa momozpadus uau yampasByk)
uzpasm cowecmBeHa pons B onpegensHemo Ha AeuebHus nogxog. Bce nak geabm Ha
peuuguBume Ha 3a6oAnaBaHemo Bapupa om 13% go 38% B pamkume Ha egHa 2oguHa u B Hskou
cAyuau moXe ga ce pa3Bue ycnaokHeHa ¢opmal?”. CvwecmByBam u gokazameacmBa, ue
koHcepBamuBHOMO AeuveHue npu HeycAOXKHEH aneHguuum He noBuwaBa cmamucmuuecku
3HauyumMo uyecmomama Ha nepdopauyua npu peuuguB. HeonepamuBHOomo AeueHue npu
nopBuuHa xocnumaaus3auuss MoXke ga bbge HeychewHo npu okono 8% om cayuaume, kamo
gonbAHUMeEAHO npu 20% om nayueHmume MoXke ga ce HanoXu pe-xochumaaAuauus B8
paMkume Ha egHa =2o0guHa nopagu peuuguB Ha 3aboasBaHemo!?22%, Ycnexbm Ha
HeonepamuBHOmMoO AeueHue Hanaz2a BHuMamenHa ceaekuyus Ha nauueHmume u ugkalouBaHe Ha
me3u C 2aH2peHO3€eH aneHguuum, aneHgukyaumu, nepu-aneHgukyaapeH abcuec uau gudy3eH
nepumoHum. B npoyuBaHe om 20142. Hanson omkpuBa, ue nauueHmume ¢ npegnoAazaem
ocmbp aneHguuum, koumo nokpuBam kpumepuume: CRP< 60g/l, WBC <12x109, u Bv3pacm <
602. umam 89% waHc ga ce Bvb3cmaHoBsm c aHmubuomuuyHa mepanusi U ga u3bezHam
XupypauyHo AeueHue'®®, CowecmByBa u npoyuBaHe cnopeg koemo npu no-zoAsMa
npogoAkumeAHOCM Ha cuMNMOMUME Npegu Xochumaau3ayusama (>24u4.) BeposmHocmma 3a
yCcnewHo HeonepamuBHO AeueHue e no- 2oaiMa. Apyau He3aBucumu dakmopu 3a ycnex npu
HeonepamuBHOMO AeueHue ca HOpPMaAHa MeEAecHa memnepamypa, HeyCcAOXKHEH 0CMbp
aneHguuum, goka3aH upe3 obpa3Ha guazHocmuka, nauueHmu ¢ Hucvk moguduuupaH Alvarado
ckop (<4), kakmo u nauyueHmu c Manbk guamembp Ha aneHgukca om o6pa3Hume
u3caegBaHusa?”,

MNem 2oguwHomMo npocAegsBaHe Ha pegyamamume om APPAC (APPendicitis ACuta -Antibiotic
Therapy versus Appendectomy for Treatment of Uncomplicated Acute Appendicitis)
npoyuyBaHe gokaagBam, ue npu HeonepamuBHo AekyBaHume nauyueHmu, Bb3MokHOoCmma 3a
koceH peuyuguB e 39%. Om onepupaHume no noBog peuuguBupaw, aneHguuum camo 23 % ca
BuAU guazHOCMuUuupaHu C ycAoXkHeHu ¢opmu. KpaliHama yecmoma Ha yCAOKHeHUs e
3HayumeAnHo no-Hucka 8 koHcepBamuBHama 2pyna, cnpsAMO Xupyp2u4Ho uHmepBeHupaHama
(6.5% vs 24.4%). ToBa gbAazocpouHo npocaegsaBaHe nogkpens Bb3mMoXkHOCMmMa 3a yCnewHo

DOI:10.5281/zenodo.17389832 4


https://bgss.eu/

CM. XUPYPIuA1 - ). SURGERY 3'2025

Vol.89 Issue3 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

peaAu3upaHe Ha HeonepamuBHo AeveHue ¢ aHmubuomuuHa mepanus kamo anmepHamuBa Ha
XUpYpP2U4YHOMO AEUEHUE NPU OCMbpP aneHguuyum'?e),

HaAuuuemo Ha aneHgukyAum ce ugeHmudguuupa kamo He3zaBucum npozHocmuueH pakmop 3a
Heycnex Ha HeonepamuBHOMO AeuyeHue Nnpu HeycAokHeHu ¢dopmu Ha 3aboasBaHemo. B
CbuemaHue C 0CMbp aneHguuum, HaAUYUEmMo Ha aneHgukyAum ce acouuupa c noBuweH puck
om nepdopauua®®. CkopowHa nybaukauus Ha Mallinen nomBbp)kgaBa me3u mBbpgeHuat®,
Cnopeg koHceHcyca Ha WSES om 20202. nbpBoHauanHama aHmubuomuuyHa mepanus ce
cuyuma 3a 6e3onaceH u epekmuBeH Mmemog npu cenekmupaHu nayueHmu ¢ HekoMnauyupaH
aneHguuum, Ho nauyueHmume, koumo uckam ga u3bezHam XxupypauuHa uHmepBeHuus
mps66a ga ca HassicHo ¢ pucka om peuuguB, gocmuzaw, go 39% 3a nepuog om nem 2o0guHu®Y,
OnmumaAnHama aHmubuomuuHa cxemMa u npogbAkumeAHoCmMmMa Ha AeyeHuemo Bce owe ca
06ekm Ha u3caegBaHus. No-20AamMa yuacm om paHgoMu3upaHo koHmpoAupaHume npoyuBaHus
BkalouBam MuHUMyM 48u. npuna2aHe Ha uHmpaBeHo3HU aHmMubuomuuu, nocaegBaw,o om
nepopaneH npuem 3a 06w, nepuog go 7-10 gHu. MNpenopvkume Ha WSES om 2017 2. 3a
aHMUBUOMUYHO AeyeHuUe Npu He-kpumuyHo 6O0AHU NnayueHmMu ¢ npugobumu B8 cbwecmBomo
uHmpaabgomuHanHu uHdekuyuu ca kombuHauuss om amokcuuunuH/knaBynaHoBa kuceauHa u
uedmpuakcoH, uau uedomakcum u MempoHuga3oA. MNpu nayueHmu c Bema-AakmamHa
anepzus npenopvkama e ga ce npuaaza LlunpodaokcauyuH 8 kombuHauusi c MempoHUga3oA UAU
camocmosimenHo MokcudnokcauuH®?, MoHacmosiwem APPAC Il npoyuBaHemo ueAu ga
ycmaHoBu 6e3onacHocmma u ocbwecmBuMocmma Ha nepopaAHa aHmMubuomu4yHa MOHO-
mepanus, cpaBHeHa ¢ nobpBoHauanHa uHmMpaBeHo3Ha mepanus, nocaegBaHa om nepopaneH
npuem®3,

KoHceHcycbm Ha WSES om 2020 2. gaBa caegHume npenopbku 3a koHcepBamuBHo AeueHue
npu ocmbvp aneHguuumY:

1. MNpenopvuBa ce guckymupaHemo Ha HeonepamuBHOMO AeueHue C aHMubuomMuuu
kamo 6e3onacHa aanmepHamuBa Ha Xupypa2uyHOMO AeUYeHue npu ceAekmupaHu
nayueHMu ¢ HeycAoXkKHEH aneHguuum u npu omcbocmBue Ha aneHgukyAaum. Habasiza ce
Bopxy Bv3MokHocmma 3a Heycnex uAu nponyckaHe Ha ycAokHeHa dopma Ha
aneHguuum.

2. He ce npenopvuBa nogxog 3a HeonepamuBHO AeuyeHUE Ha OCmMpus aneHguuum no
Bpeme Ha bpemeHHOCM go npugobuBaHe Ha no-Bucoko HUBo Ha gokazamencmBa.

3. Tlpegnaza ce guckymupaHemo Ha HeonepamuBHoOmMoO AeveHue ¢ aHmMubuomuuyu kamo
6e3onacHa u edpekmuBHa anmepHamuBa Ha Xupyp2u4yHOMO AEYEHUE Npu geua C
HeycAokHeHU GOpMU Ha OCMbP aneHguuum npu omcocmBuemo Ha aneHgukyAum,
kamo ce HacouBa BHumaHuemo kbM Bv3MoXkHocmma 3a Heycnex u nponyckaHe Ha
ycAokHeHa popma Ha aneHguuum.

4. Bcayvaume Ha HeonepamuBHO AeueHue ce npenopbuBa nbpBoHauanHa uHMpaBeHo3Ha
aHmubuomuuyHa mepanua c nocAegBawo npeBkalouBaHe koM nepopanHu
aHmubuomuuu, 6a3upaHo Ha KAUHUYHOMO CbCMOSHUE Ha hayueHma.

Ycao)kHeH ocmbp aneHguyum: OnmumanHusm nogxog koM ycAoXkHEHUSSIM aneHguuum Cbuwio
ocmaBa guckymabuaHa mema. B mMuHanomo He3abaBHomo onepamuBHO AeuveHue ce e
acouuupano ¢ noBuweH Mopbugumem, gokamo npuAo)keHOmMo HauaAHO HeonepamuBHo
neveHue e gokaagBaHo c ycnex Hag 90%, puck om peuuguB 7,4% u Heobxogumocm om
nepkymaHeH gpeHa) camo npu 19,7% om cayyaume c abcuec®’. Mema-aHaau3 Ha Similis
(BkatlouBaw, 16 He-paHgoMu3upaHu pempocnekmuBHu npoyuBaHus u egHO HEe-paHgOMU3UpPaHo
npocnekmuBHo npoyuBaHe c 06wo 1572 nayueHma, om koumo 847 mpemupaHu Ha4yaAHO
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koHcepBamuBHo u 725 xupypz2uuHo uHmepBeHupaHu) paskpuBa, ye npegonepamuBHomo
koHcepBamuBHo AeueHue ce acoyuupa CbC 3HaUUMeAHo no-Manko ycaokHeHus (uHdekyus Ha
onepamuBHama paHa, abgomuHaneH/ ma308 abcuec, upeBHa o6cmpykuus u pe-onepauus) 8
cpaBHeHue c He3abaBHa aneHgekmomusa®, CkopowHume npoyuBaHua noka3zBam, ue npu
Haanudyue Ha agekBamHa aanapockoncka ekcnepmu3a, Xupyp2uuyHOMO AEUYEHUE Ha
nayueHmume ¢ pAe2MOH UAU abcuec ce npegnovyuma npeg HavyanHama koHcepBamuBHama
aHmubuomuuHa mepanusi ¢ o2Aeg pegykuusma Ha 6oAHUYHUS npecmou u Hy)kgama om pe-
xocnumaauszauuu®®,

B cayuaume, npu koumo e Haauue nepu-aneHgukyaapeH abcuec uau paeamoH, Hakou aBmopu
omHoBo ce 3acmbnBam 3a HauaneH mepaneBmuueH nogxog, gokamo gpyau npenopbuBam
azpecuBHo onepamuBHo noBegeHue. MNpe3 2007 2. AHgepCbH geMOHCMpuUpa, ue He3abaBHomo
XUpPYP2UYHO AEYEHUE NpU Me3u hauyueHmMu ce acouuupa ¢ noBuweH Mopbugumem cnpsiMo
nbpBoHauaAHOMOo HeonepamuBHo AeueHue® . Similis u compygHuUUu B mexHus Mema-aHaaus3
Ha 17 npoyuBaHus noka3Ba, ue npegonepamuBHomo koHcepBamuBHO AeueHue ce acouuupa ¢
no- Manko ycaokHeHus (SSI, uHmpa- abgoMuHaneH abcuec u upeBHa obcmpykuyus)®,
CkopowHu koxopmHu npoyuBaHus codam npomuBononoykHu pe3yamamu®®728), Te HacmosiBam
3a no-azpecuBHo AeuveHue B cayvyaume c nepu-aneHgukynapeH abcuec, 6a3zupawu ce Ha
ugesma, ye e Haauue penamuBHo Bucoka yecmoma Ha Heycnex om koHcepBamuBHomo
AedveHue. Cnopeg koHceHcyca Ha EAES om 2015 2. e Heobxogumo npoBexkgaHemo Ha HoBo
cucmeMamuuHo peBlo. Ao mozaBa npegonepamuBHomo koHcepBamuBHO AeuyeHue Ha
nepuaneHgukyaapHus abcuec e npegnouumaHus u3bop Ha AeueHue'®?,

Mpe3 20202. WSES gaBa caegHume npenopbku 3a AeveHue npu YyCAOKHEH OCMbp aneHguuum
c nepuaneHgukyaapeH abcuec uau paeaMoHY:

1. lMpenopvuBa ce npegonepamuBHO AeueHue ¢ aHmMubuomuyu u npu Bo3mMoXkHocm
nepkymaHeH gpeHaX, B cayuaume kozamo He e Haauue Aanapockoncka
ekcnepmusa.

2. Mpu Hanuvue Ha HanpegHana Aanapockoncka ekcnepmu3a ce npenopbuBa
ananapockoncku nogxog ¢ Hucok puck om koHBepcus kamo u3bop Ha AeueHue.

3. He ce npenopbvuBa pymuHHama uHmepBanHa aneHgekmomus caeg HeonepamuBHo
AEYEHUE HaH aneHguuum npu nayueHmu Ha Bv3pacm nog 402. u geua. MHmepBanHa
aneHgekmomus ce npenopbvuBa npu peyuguBupaHe Ha cuMnmoMume.

4. TpunauyueHmu c aneHguuum Hag 402, nekyBaHu koHcepBamuBHo ce npenopbuBam
konoHockonusi u koHmpacmHo-ycuAeHa komnlombpHa momozpadus C 0z2Aeg
uzkalouBaHe Ha nogaeXkaw,a MaAu2HEHA NnamoAo2us

MHmepBanHa (omao)keHa) aneHgekmomusi: 06ekm Ha gebam ocmaBa u HeobxogumMmocmma om
uHmepBanHa aneHgekmomus caeg nopBoHauanHo HeonepamuBHo AeueHue. Mpenopvkume 3a
uHmepBanHa aneHgekmomusa ce ocHoBaBam Ha BeposmHocmma 3a nponyck Ha nogaeXkaw,
MaAu2HUmMem (yecmoma 6%) u waHca 3a pa3Bumue Ha peuuguBupaw, aneHguuum (uecmoma
om 5 go 44%)®74%9 ABeme cbCcmosHuA Mo2am ga 6bgam u3bezHamu upe3 uHmepBanHa
aneHgekmomus, Bonpeku ye nAuncBam gaHHu 3a npegumcmBama u.

AoknagBaHama cpegHa yuecmoma Ha peuyuguB npu Hexupyp2uuyHo AeuyeHue Ha nepdopupan
aneHguuum u ¢pAeaMoH e 12,4%%“Y, C oaneg u3bazBaHe Ha mo3u He Manbk puck Hakou aBmopu
npenopbuBam pymuHHa enekmuBHa uHmepBanHa aneHgekmomus caeg nvpBoHauyanHO
HeonepamuBHo AeuveHue. B ckopowHo cucmemamuuHo peBlo Ha Darwazeh uHmepBanHama
aneHgekmomMusi u noBmapsw,omo ce HeonepamuBHO AeuveHue B cayuas Ha peuuguB ce
acoyuupam ¢ nogobHu cmouHocmu Ha Mopbugumema. EaekmuBHama uHmepBanHa
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aneHgekmomusa 6u npegomBpamuaa peuuguB npu 1 om 8 nauyueHma, HO ce cBvp3Ba c
gonbAHUMEAHU onepamuBHuU pa3xogu, nopagu koemo He ce npenopbvuBa pymuHHomo U
npunazaHe’, B cvowus acnekm Rushing gokaagBa puck om peuuguB 24,3% npu
HeonepupaHume nauueHmu c nepuaneHgukyaapeH abcuec uau gpaeamoH U 3acmaBa cpewy
pymuHHama uHmepBaAHa aneHgekmomusa npu acuMnmoMamuuHu nayueHmu®“?, Bonpeku ue
puckem om ycaokHeHuss caneg uHmepBanHa aneHgekmomusi e Hucbk, npueMaHemo Ha
uguakBameneH nogxog, 3ana3Baw, aneHgekmomMusima 3a nayueHmu, pa3BuBawu peuyuguB Ha
cumnmomume, mpsibBa ga ce cuuma 3a Hal-ukoHomuuecku epekmuBHa cmpamezus B
cpaBHeHue ¢ pymuHHama uimepBanHa aneHgekmomus®®),

B npoyuBaHe Ha Renteria HeouakBaHa ManuzHeHOCM e 3% npu Bv3pacmHu nayueHmMu (cpegHa
Bv3pacm 66 2.) u 1,5% npu maagume (cpegHa Bv3pacm 39 2.), nogaeXkawu Ha aneHgekmomust
kamo nbpBoHauaAnHO AeuyeHue Ha OCMbpP aneHguuum.(44). Bv3zpacmHume nayueHmu c
ycAokHeH ocmbp aneHguuum, AekyBaHu upe3 uHmepBanHa aneHgekmoMusa Mo2am ga 6vgam
guazHoCmMuuyupaHu ¢ HeonAa3ma Ha aneHgukca B8 go 11% om cayuaume, 8 koHmpacm ¢ 1,5%
0Om nauueHmume cbC chewHa aneHgekmomusi(45). ToBa onpegens HeobxoguMocmma om
gonbAHUMEAHU 06pa3Hu u3caegBaHua npu koHcepBamuBHo AekyBaHume nauyueHmu, npu
koumo He e u3zBopweHa uHMepBanHa aneHgekmomus.

Caeg-onepamuBHa koHcepBamuBHa mepanus: Yecmomama Ha paHeBa uHdekuus (SSI) caeg
aneHgekmomusi Bapupa om 0 go 11%%“5-%%), Da3ama Ha Bv3naneHue Ha aneHgukca 3HaUUMeAHo
Bausie Bopxy pucka om pa3Bumue Ha caegonepamuBHu ycAoXKHEHusi, pe3yamupaw,o B
3HauumenHo no-Bucoku cmolHocmu (2-4 nbmu) npu ycAokHeH aneHguuum. lMpu ma3u
cneuuduyHa 2pyna caegonepamuBHOmMoO npuAokeHue Ha aHmMubuomuuu 3HaYUMEAHO
pegyuupa yecmomama Ha SSI|. 3a ga ce pegyuupa 6akmepuemMusima u cencuca npu mesu
nayueHmu ce npoBexkga crnegonepamuBeH aHmubuomuueH kypct e Mpu HeycAoXkHEHUME
dopmu Ha 3aboasBaHemo, nuncBam gokazameacmBa, koumo ga noggobpXkam pymuHHOMO
caegonepamuBHo npunazaHe Ha aHmubuomuuu. Mopagu moBa ce npenopvuBa camo eguHUYHa
npeg-onepamuBHa go3a“®“%, MMpunokeHuemo Ha gageH mun aHmubuomuk 3aBucu om
nokanHus mukpobuom u pegucmeHmHocmma, nopagu koemo ce ocmaBs Ha npeueHkama Ha
xupyp2a®®®l, AokazameacmBama 3a npogbAkumeAHOCMMa Ha AEYEHUEMO Ca AUMUMUPaHU U
ocHoBHo ¢okycupaHu Bbpxy geua. Hama acHu gokazameacmBa Bopxy npogbmkumeaHocmma
(3-5-7-10 gHu) u HauyuHa Ha npunokeHue (0bukHoBeHo 48u. uHmpaBeHo3Ha anaukauus c
nocAaegBauw, nepopaneH npuem74850,5253)

B cvobpakeHue npu npegnpuemaHemo Ha koHcepBamuBHo AeueHue BAuzam mpu ocHOBHu
¢dakmopa. Om ocHoBHO 3HaueHue e cnogeneHOMo B3emaHe Ha peweHue cAaeg 3agbAboueHa
guckycust meXkgy nauueHma u xupypaa, ouepmaBawa nomeHuuanHUMe noA3u u puckoBe,
BkalouumenHo Bv3mokHocmma 3a peuuguB Ha 3aboasBaHemo u Heobxogumocmma om
NOMeHyUaAHa xXupypa2uuHa uHmepBeHuus B 6bgewemo. Bmopusm ocHoBeH dakmop e
agekBamHama ceaekuyusa Ha nauueHmume (bopmama Ha aneHguuuma, ¢akmopu HacouBawu
koM no-2o0AaM waHc 3a ycnex kamo Hucok Alvarado ckop, Maanvk guamemubp Ha aneHgukca,
omcwocmBuemo Ha aneHgukyaum). B cvobparkeHue npu ceaekyuama Ha nayueHume Bausa u
cbnbmcmBawus komopbugumem u 06W,OMO CbCMOHUE Ha hayueHma. Tpemusm dakmop e
BHuMameAHomo HabalogeHue. MauyueHmume nognokeHu Ha koHcepBamuBHoO AeueHue
uguckBam BHuMameAeH guHaMuyeH MOHUMOpPUH2 3a hpu3Hauu Ha BaowaBaHe Ha
cvcmosHuemo, npoBan B mepaneBmuuHusa nogxog u omkpuBaHe u AeueHue Ha eBeHmyanHa
npozpecus uau peuyuguB Ha boanecmma.
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N3BOAU

1. KoHcepBamuBHOmMO AeueHue ype3 aHmMubuomuuyu e NpuAoXKUM MEMOG Ha AeYEHUE Npu
cenekmupaHu nayueHmu ¢ HekoMnAuyupaH ocmbp aneHguuum, koumo 6uxa Xkenanu ga
ugbezHam He3abaBHO Xupyp2uuHO AeuveHue u pa3bupam cBvp3aHume puckoBe,
0cHoBHO puckbm om peuyuguB Ha 3a6oaaBaHemo.

2. MovpBoHauanHoMo koHcepBamuBHoO AeuveHue npu gecmpykmuBHume u ycAoXKHEHU
dopMu e npenopbYumMeAeH Nogxog.

3. AneHgekmoMusama ocmaBa 3AameH cmaHgapm npu AeYeHUemo Ha ocmpus
aneHguuum c Bucokama cu u gbA2ocpouHa epekmuBHocm, kamo npu HaAuuHa gobpa
ekcnepmu3sa e npenopbvuumeneHo Aanapockoncko neueHue.

4. HeobxoguMu ca gonbAHUMEAHU npoyuBaHusa u oueHka Ha gbA20CpOYHUME pe3yAmamu
om koHcepBamuBHomo AeveHue 3a ga ce onmuMu3upam kpumepuume 3a ceaekuyust Ha
nauueHmume U aHmubuoMmMuUHUMe CXeMU.
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CONSERVATIVE TREATMENT FOR ACUTE APPENDICITIS [ENGLISH]

SUMMARY

Introduction: The exact clinical diagnosis of acute appendicitis is often a challenge, requiring
a synthesis of the clinical picture and data from laboratory and imaging studies. At the same
time, the presumed pathological phase of the inflammation can significantly determine the
treatment strategy and tactics. There are two primary forms of the disease: uncomplicated
and complicated. Complicated appendicitis refers to all patients with a gangrenous appendix,
with or without perforation, and with evidence of peritonitis, an abscess, or a peri appendicular
phlegmon.

Discussion: There are significant differences among national, European, and intercontinental
consensus guidelines regarding the diagnosis and treatment of acute appendicitis.
Appendectomy is the "Gold Standard" of treatment and when there presents advanced
laparoscopic expertise the laparoscopic appendectomy is recommended. Conservative
treatment with antibiotics is a subject of increasing interest as an alternative to the standard
operative surgical approach. Recent studies conclude that most patients with uncomplicated
appendicitis can be initially treated conservatively. In complicated forms with a peri
appendicular abscess or phlegmon, some authors again advocate for a non-operative initial
approach, while others recommend aggressive operative management. A subject of debate in
these cases remains the necessity of interval appendectomy after eventual success of the
non-operative treatment. There is a lack of definitive consensus on the optimal antibiotic
regimen and the duration of treatment. Additional aspects of the conservative treatment are
the pre-operative therapy, as well as the post-operative one, particularly in complicated cases.
Conclusions: The main factors in taking the decision for conservative approach are three: In-
depth discussion with the patient, adequate patient selection, and dynamic observation of the
development of the disease. Conservative treatment with antibiotics is a viable method for
selected patients with uncomplicated acute appendicitis. Initial conservative treatment for
peri appendicular abscess is the preferred choice of treatment. Appendectomy remains the
gold standard in the treatment of acute appendicitis due to its higher long-term effectiveness.
Additional studies and evaluation of long-term outcomes in conservative treatment are
needed to optimize patient selection criteria and the antibiotics regimen.

KEYWORDS
acute appendicitis, conservative treatment

INTRODUCTION

Acute appendicitis is a common disease affecting 5.7-57/100,000 people per year, with the
highest incidence in childhood and adolescents®. It is one of the most frequent causes of
lower right quadrant abdominal pain, leading to emergency room visits. There are wide
variations in the clinical presentation of the disease, laboratory parameter deviations, findings
from imaging diagnostics, and therapeutic strategies and tactics.

Patients with appendicitis can be divided into two groups based on pre-operative, intra-
operative, and/or histopathological findings. Uncomplicated appendicitis is defined as an
inflamed appendix with no evidence of gangrene, phlegmon, perforation, peritonitis or abscess.
Complicated appendicitis refers to all patients with a gangrenous appendix, with or without
periappendicular phlegmon, perforation, evidence of peritonitis or abscess.

Clinical diagnosis is often a challenge, requiring a synthesis of the clinical performance and
data from laboratory and imaging studies. At the same time, the presumed pathological phase
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of the inflammation can significantly determine the treatment strategy and tactics. Various
algorithms and scoring systems have been created to define a reliable clinical diagnosis, with
the most popular, widely used, and easily applicable being the Alvarado score.

DISCUSSION

There are significant differences between national, European, and intercontinental consensus
guidelines regarding the diagnosis and management of acute appendicitis. There is a lack of
definitive consensus on pre-operative imaging diagnostics, the choice between conservative
and operative treatment, the approach to periappendicular abscess and phlegmon, and the
removal of a macroscopically normal appendix during diagnostic laparoscopy. Differences also
exist regarding the understanding of disease progression. The most widely accepted view is
that acute appendicitis is an irreversibly progressive disease leading to perforation, which
defines appendectomy as the "Gold Standard" of treatment. Recent data suggest that
laparoscopic appendectomy is the most effective surgical method. It is associated with lower
morbidity, a reduced risk of surgical site infection (SSI), a shorter hospital stay, and an
improved quality of life compared to conventional appendectomy®®, Lately, evidence is
accumulating that perforation is not a mandatory and inevitable result of acute appendicitis.
There is increasing evidence to support the notion that acute appendicitis does not progress
to perforation in all patients and that inflammation can often regress.

Conservative treatment of acute appendicitis is a subject of growing interest as an alternative
to the standard operative surgical approach via appendectomy. It should be viewed in two main
aspects: non-operative treatment for uncomplicated appendicitis and non-operative
treatment in the presence of destruction, a phlegmon or a periappendicular abscess, with or
without subsequentinterval appendectomy. Additional aspects of conservative treatment can
include therapy from the moment of hospitalization until surgery, as well as the postoperative
therapy for the complicated forms of acute appendicitis.

Uncomplicated Acute Appendicitis: Studies demonstrate that conservative treatment with
antibiotics can be effective in a significant part of patients with uncomplicated appendicitis.
Five randomized clinical trials reported effectiveness of 41-85% at one-year follow-up°-24,
Meta-analyses of these studies show that non-operative treatment is less effective, butit can
avoid surgical intervention in 60-85% of patients 5?0, Opponents of this strategy are
concerned about disease recurrence, missing an underlying malignant pathology, or
progression from an uncomplicated to a complicated form. The same time, because of the
possibility of avoiding surgical treatment through initial antibiotic therapy, there is a reduction
in morbidity for this diagnosis!?1%21,

Recent systematic reviews and meta-analyses of randomized controlled trials conclude that
most patients with uncomplicated appendicitis can be initially treated conservatively??24 The
considered patient selection criteria are the absence of perforation, abscess, appendicolith, or
signs of sepsis. Imaging studies (CT or ultrasound) play an essential role in determining the
treatment approach. However, the disease recurrence rate varies from 13% to 38% within one
year, and in some cases, a complicated form may develop®”. There is also evidence that
conservative treatment for uncomplicated appendicitis does not statistically increase the
frequency of perforation upon recurrence significantly. Non-operative treatment upon initial
hospitalization can be unsuccessful in approximately 8% of cases, and an additional 20% of
patients may require rehospitalization within one year due to disease recurrence® %), The
success of non-operative treatment requires careful patient selection and the exclusion of
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those with gangrenous appendicitis, appendicoliths, periappendicular abscess, or diffuse
peritonitis. In a 2014 study, Hanson found that patients with presumed acute appendicitis who
met the criteria: CRP < 60g/I, WBC < 12x10°, and age < 60 had a chance of recovering with
antibiotic therapy and avoidance of surgical treatment in 89% 6., There also exists a study
that suggests that a longer duration of symptoms before hospitalization (>24 hours) increases
the probability of successful non-operative treatment. Other independent factors for success
in non-operative treatment include a normal body temperature, uncomplicated acute
appendicitis confirmed by imaging, patients with a low modified Alvarado score (<4), and
patients with a small appendix diameter as determined by imaging studies 7.

The five-year follow-up of the APPAC (APPendicitis ACuta - Antibiotic Therapy versus
Appendectomy for Treatment of Uncomplicated Acute Appendicitis) study reported that in
non-surgically treated patients, the risk of late recurrence was 39%. Of those operated on for
recurrent appendicitis, only 23% were diagnosed with complicated forms. The final
complications rate was significantly lower in the conservative group compared to the
operatively treated group (6.5% vs 24.4%)]. This long-term follow-up supports the possibility
of successfully implementing non-operative treatment with antibiotic therapy as an
alternative to operative treatment for acute appendicitis 8.

The presence of an appendicolith is identified as an independent prognostic factor for the
failure of non-operative treatment in uncomplicated forms of the disease. In conjunction with
acute appendicitis, the presence of an appendicolith is associated with an increased risk of
perforation®®, A recent publication by Mallinen confirms these claims'®?,

According to the WSES 2020 consensus, initial antibiotic therapy is considered a safe and
effective method in selected patients with uncomplicated appendicitis. Still, patients who
wish to avoid surgical intervention must be aware of the risk of recurrence, which can reach up
to 39% over a five-year period®,

The optimal antibiotic regimen and treatment duration are still under investigation. Most
randomized controlled trials include a minimum of 48 hours of intravenous antibiotics,
followed by oral intake for a total period of up to 7-10 days. The WSES 2017 recommendations
for antibiotic treatment in non-critically ill patients with community-acquired intra-
abdominal infections are a combination of Amoxicillin/clavulanic acid and Ceftriaxone, or
Cefotaxime and Metronidazole. For patients with a beta-lactam allergy, the recommendation
is to use Ciprofloxacin in combination with Metronidazole or Moxifloxacin monotherapy®?. The
APPAC Il study aims to establish the safety and feasibility of oral antibiotic monotherapy
compared to initial intravenous therapy followed by oral administration'®®,

The WSES 2020 consensus gives the following recommendations for the conservative
treatment of acute appendicitis ©¥:

1. Itisrecommended a discussion of non-operative treatment with antibiotics as a safe
alternative to surgery in selected patients with uncomplicated appendicitis and in the
absence of an appendicolith. The possibility of failure or missing a complicated form of
appendicitis is emphasized.

2. A non-operative treatment approach for acute appendicitis during pregnancy is not
recommended until a higher level of evidence is achieved.

3. Itis suggested a discussion of non-operative treatment with antibiotics as a safe and
effective alternative to surgical treatment for children with uncomplicated forms of
acute appendicitis in the absence of an appendicolith, while drawing attention to the
possibility of failure and missing a complicated form of appendicitis.
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4. In cases of non-operative treatment, initial intravenous antibiotic therapy is
recommended, followed by a switch to oral antibiotics based on the patient's clinical
condition.

Complicated Acute Appendicitis: The optimal approach to complicated appendicitis also
remains a debatable topic. In the past, immediate operative treatment was associated with
increased morbidity. In contrast, initial non-operative treatment was reported to have a
success rate of over 90%, with a final risk of recurrence of 7.4% and a need for percutaneous
drainage in only 19.7% of cases with an abscess ®4, A meta-analysis by Similis (including 16
non-randomized retrospective studies and one non-randomized prospective study with a
total of 1572 patients, of which 847 were treated initially conservatively and 725 were
surgically intervened) revealed that conservative treatment was associated with significantly
fewer complications (SSI, abdominal/pelvic abscess, bowel obstruction, and re-operation)
compared to immediate appendectomy®), Recent studies have shown that, with adequate
laparoscopic expertise, surgical treatment for patients with phlegmon or abscess is preferred
over conservative antibiotic therapy to reduce hospital stays and the need for
rehospitalizations ©°,

In cases where a periappendicular abscess or phlegmon is present, some authors again
advocate an initial non-operative approach, while others recommend aggressive operative
treatment. In 2007, Anderson demonstrated that immediate surgical treatment in these
patients was associated with increased morbidity compared to initial non-operative
treatment®4. Similis and colleagues, in their meta-analysis of 17 studies, showed that initial
non-operative treatment was associated with fewer complications (SSI, intra-abdominal
abscess, and bowel obstruction) ©%. Recent cohort studies have yielded opposite results®®738),
They insist on more aggressive treatment in cases with periappendicular abscess, based on the
fact that there is a relatively high rate of initial non-operative treatment failure. According to
the 2015 EAES consensus, a new systematic review is needed. Until then, the initial non-
operative treatment of a periappendicular abscess is the preferred choice of treatment 9,

In 2020, WSES gave the following recommendations for the treatment of complicated acute
appendicitis with periappendicular abscess or phlegmon®2:

1. Initial non-operative treatment with antibiotics and if possible, percutaneous drainage
isrecommended in cases where laparoscopic expertise is not available.

2. In the presence of advanced laparoscopic expertise the laparoscopic approach with a
low risk of conversion to open surgery is recommended as a treatment of choice,.

3. Routineinterval appendectomy is not recommended after non-operative treatment for
complicated appendicitis in patients under 40 and children. Interval appendectomy is
recommended in case of symptom recurrence.

4. In patients over 40, treated conservatively for appendicitis are recommended
colonoscopy and contrast-enhanced computed tomography to rule out underlying
malignant pathology.

Interval (Delayed) Appendectomy: The necessity of interval appendectomy after initial non-
operative treatment also remains a subject of debate. The recommendations for interval
appendectomy are based on the probability of missing an underlying malignancy (incidence,
6%) and the risk of developing recurrent appendicitis (incidence ranging from 5% to 44%) ©”
40 Both conditions can be avoided through interval appendectomy, although data on its
benefits are lacking.
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The reported average recurrence rate for non-surgical treatment of perforated appendicitis
and phlegmon is 12.4% “Y, To avoid this risk, some authors recommend a routine elective
interval appendectomy after initial non-operative treatment. In a recent systematic review by
Darwazeh, interval appendectomy and repeated non-operative treatment in the case of
recurrence were associated with similar morbidity values. Elective interval appendectomy
would prevent recurrence in 1 out of 8 patients, but it is related to additional operative costs,
which is why its routine use is not recommended “Y. In the same vein, Rushing reports a
recurrence risk of 24.3% in non-operated patients with periappendicular abscess or phlegmon
and argues against routine interval appendectomy in asymptomatic patients “2. Although the
risk of complications after interval appendectomy is low, adopting a watchful approach that
reserves appendectomy for patients who develop symptom recurrence should be considered
the most economically effective strategy compared to routine interval appendectomy®?,

In a study by Renteria, unexpected malignancy was 3% in adult patients (average age 66) and
1.5% in young patients (average age 39) who underwent appendectomy as the initial treatment
for acute appendicitis“4. Elderly patients with complicated acute appendicitis treated with
interval appendectomy can be diagnosed with an appendix neoplasm in up to 11% of cases, in
contrast to 1.5% of patients with emergency appendectomy“, This determines the need for
additional imaging studies in conservatively treated patients who have not undergone an
interval appendectomy.

Postoperative Conservative Therapy: The frequency of SSI after appendectomy varies from
0% to 11% "“¢-%8, The inflammatory phase of the appendix significantly influences the risk of
developing postoperative complications, resulting in significantly higher values (2-4 times) in
complicated appendicitis. In this specific group, the postoperative application of antibiotics
significantly reduces the frequency of SSI. To reduce bacteremia and sepsis in these patients,
a postoperative antibiotic course is administered®“t-4® 54, For uncomplicated forms of the
disease, there is a lack of evidence to support the routine postoperative application of
antibiotics. Therefore, only a single preoperative dose is recommended “¢-4%, The application
of a given type of antibiotic depends on the local microbiome and resistance, which is why it is
left to the surgeon's assessment®%%, The evidence for the duration of treatment is limited,
with a primary focus on children. There is no clear evidence regarding the duration (3-5-7-10
days) and method of application (usually 48 hours of intravenous administration with
subsequent oral intake) 47:48:50.5253],

Three main factors are considered when undertaking a decision for conservative treatment.
Shared decision-making is of primary importance. The decision to undertake conservative
therapy must include an in-depth discussion between the patient and the surgeon, outlining
the potential benefits and risks, including the possibility of disease recurrence and the need
for potential future surgical intervention. The second main factor is the adequate patient
selection (the form of appendicitis, factors pointing to a greater chance of success, like a low
Alvarado score, a small appendix diameter, the absence of an appendicolith). The
accompanying comorbidity and the patient's general condition also come into consideration
during the patient selection. The third factor is the careful monitoring. Patients undergoing
conservative treatment require careful and dynamic monitoring for signs of worsening
condition, a failure of the therapeutic approach, and the detection and treatment of any
potential progression or recurrence of the disease.
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CONCLUSIONS

1. Conservative treatment with antibiotics is an applicable method of treatment for
selected patients with uncomplicated acute appendicitis who wish to avoid immediate
surgical treatment and understand the associated risks, mainly the risk of disease
recurrence.

2. Initial conservative treatment for periappendicular abscess is the preferred choice of
treatment.

3. Appendectomy remains the “Gold standard” in the treatment of acute appendicitis due
to its higher long-term effectiveness. When advanced laparoscopic expertise is
available there is recommended a laparoscopic treatment.

Additional studies are needed to optimize patient selection criteria, antibiotic regimens, and
the evaluation of the long-term results of conservative treatment..
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