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اﻟﺨﻼﺻﺔ
ﺧﻠﻔﯿﺔ اﻟﺒﺤﺚ  :ﺗﺼﻨﻒ اﻟﻌﻤﻠﯿﺎت اﻟﺠﺮاﺣﯿﺔ اﻟﺒﻄﻨﯿﺔ ﺗﻘﻠﯿﺪﯾﺎ اﻟﻰ ﻋﻤﻠﯿﺎت أﺧﺘﯿﺎرﯾﺔ و أﺧﺮى ﻃﺎرﺋﺔ و
ﻛﻼھﻤﮭﺎ ﻣﻦ اﻟﻤﻤﻜﻦ أن ﯾﺘﺒﻊ ﺑﻌﺪوى ﺟﺮوح اﻟﻌﻤﻠﯿﺎت  .وﻓﯿﻤﺎ ﺗﻌﺘﺒﺮ ﻋﺪوى اﻟﺠﺮوح ﻓﻲ اﻟﻌﻤﻠﯿﺎت
اﻷﺧﺘﯿﺎرﯾﺔ ﻣﻦ ﻏﯿﺮ اﻟﺸﺎﺋﻌﺔ ﻓﺄﻧﮭﺎ ﻣﻦ اﻟﻤﻀﺎﻋﻔﺎت اﻟﻤﺘﻮﻗﻌﺔ و اﻟﻤﻘﺒﻮﻟﺔﻓﻲ ﺟﺮاﺣﺔ اﻟﻄﻮاري ﻛﻮﻧﮭﺎ ﻋﺎدة
ﻣﺎ ﺗﻜﻮن ﻣﻠﻮﺛﺔ و ﺗﺠﺮى ﺑﺪون ﺗﺤﻀﯿﺮ ﻗﯿﺎﺳﻲ ﻟﻤﺎ ﻗﺒﻞ اﻟﻌﻤﻠﯿﺔ ﻣﻊ وﺟﻮد داﻓﻊ ﻟﻠﺘﺪاﺧﻞ اﻟﺠﺮاﺣﯿﺎﻟﺴﺮﯾﻊ .
اﻷھﺪاف  :ﺗﮭﺪف ھﺬه اﻟﺪراﺳﺔ اﻟﻰ ﻣﻘﺎرﻧﺔ ﻧﺘﺎﺋﺞ أﺳﺘﺨﺪام ﻧﻈﺎﻣﯿﻦ ﻟﻌﻼج ﻋﺪوى ﺟﺮوح أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة
و ﺗﻘﯿﯿﻢ اﻟﻔﺎﺋﺪة اﻟﻤﺮﺟﻮة ﻣﻦ أﺳﺘﺨﺪام اﻟﻤﻀﺎدات اﻟﺤﯿﺎﺗﯿﺔ ﺣﻘﻨﺎ ﺑﺎﻟﻮرﯾﺪ .
اﻟﻄﺮﯾﻘﺔ  :ﻗﯿﻤﺖ ھﺬه اﻟﺪراﺳﺔ ) (108ﻣﺼﺎﺑﺎ ﺑﻌﺪوى ﺟﺮوح أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة ﻋﻠﻰ ﻣﺪى ﺛﻼث ﺳﻨﻮات
ﻓﻲ ﻣﺴﺘﺸﻔﻰ اﻟﺤﻠﺔ اﻟﺘﻌﻠﯿﻤﻲ اﻟﻌﺎم  .ﺗﻢ أﺳﺘﺜﻨﺎء ﻛﻞ اﻟﺤﺎﻻت اﻟﺘﻲ ﻛﺎﻧﺖ ﻓﯿﮭﺎ اﻟﺰاﺋﺪة ﻏﯿﺮ ﻣﻠﺘﮭﺒﺔ أو ﻛﺎن
اﻟﻤﺮﯾﺾ ﯾﺘﻌﺎﻃﻰ اﻟﻤﻀﺎدات اﻟﺤﯿﺎﺗﯿﺔ ﻣﺎ ﻗﺒﻞ اﻟﻌﻤﻠﯿﺔ ﻷي ﺳﺒﺐ ﻛﺎن  .ﻛﺎن اﻟﻨﻈﺎم اﻟﻌﻼﺟﻲ ) أ ( ﻣﻜﻮﻧﺎ ﻣﻦ
ﺗﺒﺪﯾﻞ ﺿﻤﺎد اﻟﺠﺮوح ﺑﻀﻤﺎدات ﻣﻄﮭﺮة و ﺣﺴﺐ اﻟﺤﺎﻟﺔ ﺑﯿﻨﻤﺎ ﻛﺎن اﻟﻨﻈﺎم اﻟﻌﻼﺟﻲ ) ب (ﻣﻜﻮﻧﺎ ﻣﻦ ﺗﺒﺪﯾﻞ
ﺿﻤﺎد اﻟﺠﺮوح ﺑﻀﻤﺎدات ﻣﻄﮭﺮة و ﺣﺴﺐ اﻟﺤﺎﻟﺔ ﻣﻊ أﺿﺎﻓﺔ اﻟﻤﻀﺎد اﻟﺤﯿﺎﺗﻲ اﻟﻤﺘﺮوﻧﯿﺪازول )( 500
ﻣﻠﻐﻢ ورﯾﺪﯾﺎ ﺛﻼث ﻣﺮات ﯾﻮﻣﯿﺎ ﻣﻊ اﻟﺴﯿﻔﻮﺗﺎﻛﺴﯿﻢ ) (1000ﻣﻠﻐﻢ ورﯾﺪﯾﺎ ﻣﺮﺗﯿﻦ ﯾﻮﻣﯿﺎ  .ﺗﻢ ﺗﻮزﯾﻊ اﻟﻤﺮﺿﻰ
ﺑﺼﻮرة ﻋﺸﻮاﺋﯿﺔ ﻓﻲ ﺗﺠﺮﺑﺔ ﻣﻔﺮدة اﻟﺘﻌﻤﯿﺔ ﻋﻠﻰ اﻟﻨﻈﺎﻣﯿﯿﻦ اﻟﻌﻼﺟﯿﯿﻦ ) أ ( و ) ب ( ﻟﻐﺮض ﺗﻘﯿﯿﻢ اﻟﻨﺘﺎﺋﺞ.
ﺗﻢ ﻣﺘﺎﺑﻌﺔ اﻟﻤﺮﺿﻰ ﻟﻤﺪة ﻣﻌﺪﻟﮭﺎ ) (50ﯾﻮﻣﺎ .
اﻟﻨﺘﺎﺋﺞ  :ﻛﺎﻧﺖ ھﻨﺎك ﻧﺘﺎﺋﺞ ﻣﻔﯿﺪة ﺑﺄﺳﺘﺨﺪام اﻟﻨﻈﺎم اﻟﻌﻼﺟﻲ )ب( ﻓﻲ ﻋﻼج ﻋﺪوى ﺟﺮوح ﻋﻤﻠﯿﺎت
أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة اﻟﻤﺜﻘﻮﺑﺔ و ذﻟﻚ ﺑﺪﻻﻟﺔ ﺗﻨﺎﻗﺺ ﻓﻲ ﻋﺪد اﻟﻀﻤﺎدات اﻟﻤﺴﺘﺨﺪﻣﺔ وﻓﻲ ﻓﺘﺮة رﻗﻮد أﻗﻞ ﻓﻲ
اﻟﻤﺴﺘﺸﻔﻰ  .ﻟﻢ ﺗﻜﻦ اﻟﻨﺘﺎﺋﺞ ﻛﺬﻟﻚ ﻋﻨﺪ ﻣﻌﺎﻟﺠﺔ ﻋﺪوى ﺟﺮوح ﻋﻤﻠﯿﺎت أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة ﻏﯿﺮ اﻟﻤﺜﻘﻮﺑﺔ .
اﻷﺳﺘﻨﺎج :أﺳﺘﻨﺎدا اﻟﻰ ﻣﺮاﺟﻌﺔ اﻟﺪراﺳﺎت و اﻟﺘﻘﺎرﯾﺮ اﻟﺴﺎﺑﻘﺔ اﻟﺘﻲ ﺗﻨﺎوﻟﺖ ﻧﻔﺲ اﻟﻤﻮﺿﻮع ﻓﺄﻧﮫ ﻣﻦ
اﻟﻤﺴﺘﺤﺴﻦ أﺳﺘﺨﺪام ﻋﻼج اﻟﻤﻀﺎد اﻟﺤﯿﺎﺗﻲ اﻷﺣﺘﺮازي ﻗﺒﻞ أﺟﺮاء اﻟﻌﻤﻠﯿﺔ و ﻟﻜﻦ ھﺬا ﻻ ﯾﺘﻢ اﻟﻌﻤﻞ ﺑﮫ ﻓﻲ
ﻣﻤﺎرﺳﺘﻨﺎ اﻟﺠﺮاﺣﯿﺔ  .أن ﻏﺴﻞ اﻟﺠﺮوح ﺑﺎﻟﻤﻄﮭﺮات ﺑﻌﺪ أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة اﻟﻤﺜﻘﻮﺑﺔ ﻣﺒﺎﺷﺮة ﻣﻔﯿﺪ ﻟﻤﻨﻊ
ﺣﺪوث ﻋﺪوى اﻟﺠﺮوح  .ﯾﻮﺻﻰ ﺑﺄن اﻟﻨﻈﺎم اﻟﻌﻼﺟﻲ )ب ( ﯾﺠﺐ أن ﯾﺴﺘﺨﺪم ﻟﻌﻼج ﻋﺪوى ﺟﺮوح
أﺳﺘﺌﺼﺎل اﻟﺰاﺋﺪة اﻟﻤﺜﻘﻮﺑﺔ ﺗﺤﺪﯾﺪا.
Abstract
Background :Abdominal operations are traditionally classified into elective
and emergency procedures both of which may be complicated by
postoperative wound infections. Although postoperative wound infection is
usually infrequent following elective procedures, it is an anticipated and
acceptable complication of emergency surgeries as these operations are
usually of a contaminated nature with no standard preoperative preparation
associated with an urge to operate.
Objectives :This study tries to compare the results of a two adopted regimes
to manage post-appendectomy wound infections in regard to the significance
of using parenteral antibiotics.
*Surgery and Consultant Surgeon College of Medicine, Babylon University, Babylon,
Iraq
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Methods : This study had evaluated (108) patients with clinical
postoperatively wound infections over a period of (3) years in Al-Hilla
General Teaching Hospital. All cases with normal appendices and those on
preoperative antibiotics therapy for any reason had been excluded from the
study. Two treatment regimes had been evaluated : Regime (A) consisting of
changing antiseptic wound dressings only while Regime (B) consisted of
changing antiseptic wound dressings combined with parenteral administration
of intravenous metronidazole (500) mg thrice daily with intravenous
cefotaxime (1000) mg twice daily. The study group had been allocated to a
randomized single-blind trial to assess the outcomes. Patients were followed–
up to an average of (50) days.
Results :There is a beneficial effects of adopting Regime (B) in the
management of infected wounds following perforated appendectomies in
terms of reducing the number of dressings change and the period of inpatients
hospitalization . This was not the case with infected wounds following nonperforated appendectomies.
Conclusion : According to the literature reviewed, in order to prevent or
reduce the rate of post-appendectomy infected wounds it is recommended to
use preoperative prophylactic antibiotics which is not a routine in our
practice.Wound irrigation with antiseptics may be beneficial in prevention of
wound infection following complicated appendectomy. Regime (B) of
treatment should be reserved for infected wounds following complicated
appendectomy.
Keywords :Appendectomy, Infected wounds, post-appendectomy, Babylon
Introduction
Acute appendicitis is the most common abdominal surgical emergency
encounteredin clinical general surgery.The standard worldwide treatment is
urgent appendectomy. As with other general abdominal operations postappendectomy wound infection is a frequent and acceptable outcome. Postappendectomy wound infection varies from (3%) to as high as (60%)
according to the type of pathology involving the appendix (1-3). Certainly,
post-appendectomy wound infection constitutes a source of distress to the
patient and the responsible surgeon together besides the cost-effects on the
health care system (4-6). For a long time the management of these infected
wounds varies considerably and more than not had been managed empirically
depending on the personal experience of the surgeon concerned. Reviewing
the literature showed that there are many works and reports investigating the
problem of post-appendecyomy infected wounds. Some of these reports are
sometimes of contradicting conclusions regarding the best choice of treatment
(2-4)
. This study tries to evaluate the significance and efficacy of two adopted
management regimes. Regime (A) consisted of frequent dressings change

119

JUL

QMJ VOL.10 No.17
alone while Regime (B) consisted of frequent dressings change combined with
parenteral antibiotics.
Patients and Methods
This study was conducted over a period of (3) years from 19/2/2009-19/2/2012
in the surgical wards of Al-Hilla General Teaching Hospital. We included all
cases of clinically evident post-appendectomy infected wounds and excluded
all cases with normal intraoperative appendicesand those who were on
antibiotics therapyfor any other reason before appendectomy. All cases of
established post-appendectomy wound infection which had been included in
this study had been managed with normal saline (0.9%) wound irrigation
followed by application of antiseptic dressings with povidine-iodine solution
(10% in alcohol ). The regimes we adopted were Regime (A) : to have
frequent antiseptic dressings change alone and Regime (B) : to have frequent
antiseptic dressings change combined with administering parenteral antibiotics
in a formula of metronidazole (500) mg thrice daily intravenously +
cefotaxime (1000)mg twice daily intravenously. Regime (B) was used until all
clinical features of wound infection had subsided. In this study we randomized
all patients with post-appendectomy infected wounds in a single-blind trial to
be treated on Regime (A) or Regime (B).Our criteria to evaluate the success
of both regimes were the period of inpatient hospitalization till discharge and
the rate of dressings change needed per day. Change of antiseptic dressings
was determined by the medical staff according to the wound discharge. The
average of dressings change ranged from (1-6) times daily. This study
followed patients until evident clinical cure of wound infection and their
discharge to home. All patients had been seen in the outpatients clinic for an
average follow-up period of (50) days.
Results
During this study a total of (721) appendectomies were reviewed. The
pathologicaltype of appendicitis encountered among this group was as follow :
(364) with catarrhal appendicitis , (258) with severe appendicitis and (99)
with perforated appendicitis. Postoperative wound infection occurred in a total
of (108) patients which is equal to an infection rate of (15%). Cases of
catarrhal appendicitis accounted for (3%) while severe appendicitis accounted
for (18%) and perforated appendicitis accounted for (52%). Table (1)
demonstrates these results.
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Table(1) showing post-appendectomy wound
randomization to treatment regimes.
Appendicitis

Number

Infected wounds

Catarrhal
Severe
Perforated
Total

364
258
99
721

11 (3%)
46 (18%)
51 (52%)
108 (15%)

2014
infection and patients

Randomization to regimes
Regime (A) Regime (B)
5
6
10
36
25 26
37
70

Due to the relatively little number of infected wounds following
appendectomy for catarrhal appendicitis these were grouped with the severely
appendicitis for ease of analysis which means that all cases of catarrhal
appendicitis had been delt with as cases of non-perforated appendicitis.
Table (2) shows the mean of derssings change and the mean of inpatient
hospitalization for the perforated and the non-perforated appendectomies
complicated by postoperative wound infection according to the adopted two
regimes of treatment in this study.
Table (2) showing mean of dressings change, mean of inpatients hospital
admission for the study group.
Appendicitis and
Regime
Non-perforated
Regime (A)
Regime (B)
Perforated
Regime (A)
Regime (B)

Number of
patients

Mean of dressings
change /day

15

3
2

42
25

5
26

Mean of inpatient
admission
6
5
13

3

8

We observed that in wound infections following non-perforated appendectomy
there was no remarkable significance of using parenteral antibiotics regarding
the mean of dressings change or the mean of inpatient hospitalization (p >
0.05) whereas in theperforated appendectomies group the mean of dressings
change was significantly lower in Regime(B) : 3 versus 5. Similarly, the mean
of inpatient hospitalization was remarkably lower : 8 versus 13 (p < 0.05). Of
the whole group receiving antibiotics (42+26=68) in Regime (B) we got only
(5) patients who developed some drug related side-effects problems : (4)
developed mild to moderate diarrhea but they nevertheless continued
parenteral antibioticstill evident clinical resolution of their infections. Only
one of these five patients developed some sort of drug allergy which
necessitated withdrawal of antibiotics.
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Discussion
This study tries to assess whether there is any significant role of using
parenteral antibiotics in the management of post-appendectomy wound
infections. It have revealed a beneficial effect of parenteral metronidazole
(500) mg intravenously thrice daily combined with cefotaxime (1000) mg
intravenously twice daily in management of wounds infections following
perforated appendectomy. There are many reports that had investigated the
role of prophylactic antibioticsand it is universally accepted that these have a
remarkable role in reducing post-appendectomy wound infections (1-7). Yet,
there are less studies that investigated the role of antibiotics in the
management of established wound infections following appendectomy. There
are different regimes of antibiotics use but we preferred to study those
antibiotics which are most commonly used in our hospital :metronidazole and
cefotaxime. There are many reports that recommend the use of a combination
of a cephalosporin with metronidazole over the use of other combinations
including an aminoglycoside or quinolone with a cephalosporin (8-9). It is
universally agreed that metronidazole is the antibiotic of choice in cases of
perforated appendicitis (1,2,5,10,11,12). There is also one study that had disclosed
an equal efficacy between oral and parenteral metronidazole (13). We reported
a rate of post-appendectomy wound infection of (3%) after catarrhal
appendectomy and of (52%) following appendectomy for perforated
appendicitis which are consistent with other studies (1,2,5). An important aspect
in the prevention of post-appendectomy wound infection is the answer to the
question of whether to leave the wound open or closed. Lemieur et al reported
that primary closure following perforated appendectomy had a fourfold
increase in the rate of re-admission , a fivefold increase in wound infection
and twice the period of inpatients hospital stay when compared with primary
wound closure following non-perforated appendectomy.They had cited the
recommendation
for leaving the wound open following perforated
appendectomy(14). This had been also cited by other workers (15,16).With the
advent of laparoscopic surgery there have been many workers
comparingtraditional open versus laparoscopic appendectomy (17,18 , 19) .
Literature had cited many other methods in an attempt to prevent or reduce the
rate of wound infection following appendectomy. One of these is the
pressurized irrigation of the subdermal tissues in complicated cases (20). Other
one was the infiltration of the site of incision with (1) gram of metronidazole
which had been proven to be influencial in reducing the rate of wound
infection from (12%) to (1%)(21) .
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Conclusion
This study has shown that the use of antibiotics as a combination of
metronidazole (500) mg intravenously thrice daily with cefotaxime (1000) mg
intravenously twice daily usedto treat post-appendectomy wound infection is
effective in cost-reduction in terms of the number of dressings change and
inpatient stay. Nevertheless, this regime seems unsuitable for infected wounds
following non-perforated appendectomy. We do recommend also the use of
prophylactic antibiotics, wound irrigation and/or infiltration of metronidazole
in the incision tissues according to the studies and reports we had reviewed.
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