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Abstract

Background—The purpose of this study was to compare postoperative outcomes of pediatric 

patients with complicated appendicitis managed with or without a peripherally inserted central 

catheter (PICC).

Methods—Patients ≤18 years old in the Pediatric Health Information System database with 

complicated appendicitis that underwent appendectomy during their index admission in 2000–

2012 were grouped by whether they had a PICC placed using relevant procedure and billing 

codes. Rates of subsequent encounters within 30 days of discharge along with associated 

diagnoses and procedures were determined. A propensity score matched (PSM) analysis was 

performed to account for differences in baseline exposures and severity of illness.

Results—We included 33,482 patients with complicated appendicitis, of whom 6,620 (19.8%) 

received a PICC and 26,862 (80.2%) did not. The PICC group had a longer post-operative length 

of stay (median 7 vs. 5 days, p<0.001), and were more likely to undergo intra-abdominal abscess 

drainage during the index admission (14.4% vs. 2.1%, p<0.001), and have a re-encounter (17.5% 

vs. 11.4%, p<0.001) within 30 days of discharge. However, in the PSM cohort (n=4,428 in each 

group), outcomes did not differ between treatment groups, although the PICC group did have 

increased odds for development of other post-operative complications (odds ratio=3.95, 95% 

confidence interval: 1.45, 10.71).
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Conclusions—After accounting for differences in severity of illness by propensity score 

matching, patients managed with PICCs had a similar risk for nearly all post-operative 

complications, including re-encounters. Post-operative management of pediatric complicated 

appendicitis with a PICC is not clearly associated with improved outcomes.

Introduction

Approximately 30% of children diagnosed with acute appendicitis will be identified as 

having complicated appendicitis.(1) A standard component of the management of this 

disease is broad-spectrum antibiotic therapy.(2, 3) Recommendations for the management of 

complicated appendicitis in children published in the 1980s called for a 10-day inpatient 

course of parenteral triple-antibiotics.(4) Since then studies have demonstrated the safety 

and efficacy of using shorter time courses of antibiotics, single-agent regimens, and 

completing intravenous (IV) antibiotics at home using a peripherally inserted central 

catheter (PICC) compared to continued hospitalization.(5–8) Furthermore, there is now 

evidence that an oral (PO) antibiotic regimen is equivalent to IV administration with respect 

to disease-related complications, such as intra-abdominal abscesses and wound infections, 

while reducing overall costs.(9–12)

PICCs do have some potential advantages in hospitalized children including providing stable 

intravenous access which decreases the number peripheral IV insertions throughout the 

hospital course and allows for blood sample collection without phlebotomy. In addition, 

PICCs can be used to administer parenteral nutrition to patients who have prolonged post-

operative ileus. Despite these potential in-hospital benefits, PICCS are associated with 

increased costs and health care utilization and several PICC related complications including 

thrombosis, line fractures, and both superficial and bloodstream infections.(13, 14) These 

complications occur more commonly in patients receiving more frequent doses of 

medications and those who have the line in place for shorter periods of time.(14)

With studies demonstrating equivalence between prolonged home IV antibiotics with a 

PICC to oral antibiotics in patients with complicated appendicitis, PICC associated risks 

may outweigh their potential benefits in terms of improving post-operative outcomes. The 

objective of this study was to compare postoperative outcomes of a multi-institutional cohort 

of pediatric patients with complicated appendicitis managed with or without a PICC.

Methods

Cohort and Treatment Group Identification

This multi-institutional cohort study utilized the Pediatric Health Information System 

(PHIS), an administrative database managed by the Children’s Hospital Association (CHA). 

The database contains inpatient and emergency department data including demographic and 

payer information, International Classification of Diseases, Ninth Revision, Clinical 

Modification (ICD-9-CM) diagnosis codes, and date-stamped procedure and billing codes 

from 44 free-standing children’s hospitals. Encrypted medical record numbers allow for 

longitudinal tracking of data at the same institution that spans multiple encounters.
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The complicated appendicitis cohort was defined by adopting previously published criteria.

(15) Figure 1 displays the cohort development algorithm. Briefly, the complicated 

appendicitis cohort was developed by including all patients less than or equal to 18 years of 

age with a diagnosis code for acute appendicitis (ICD-9-CM diagnosis codes 540.0, 540.1, 

and 540.9). Patients initially managed non-operatively were excluded by requiring that 

patients also have a relevant procedure code for appendectomy (ICD-9-CM procedure codes 

47.01, 47.09, 54.11, and 54.21) during the same admission. Additionally during the index 

admission, the postoperative length of stay (LOS) had to be at least 3 days and patients had 

to receive at least 4 days of IV antibiotics.

Treatment group assignment was based on a combination of billing charges, procedure 

codes, and if the patient was in an intensive care unit (ICU) during their index admission. In 

order to distinguish a PICC from a standard central venous catheter (CVC), patients who had 

an ICU stay were required to have both the ICD-9-CM procedure code (38.93) and a billing 

charge for a PICC, while those who were never in the ICU could have either the procedure 

code or a billing charge. This strategy was used to minimize inclusion of patients with 

CVCs. The patients meeting these criteria comprised the “PICC” treatment group, while all 

others were in the “No PICC” group. PICC placement was assumed to be a surrogate for 

eventual discharge with at-home IV antibiotic treatment. In order to minimize the inclusion 

of patents who had their PICC removed prior to discharge, we excluded all patients in the 

PICC group that received any post-operative doses of oral antibiotics as this would be 

associated with a higher likelihood of having the PICC removed and being discharged with 

oral antibiotic therapy.

Data Elements and Statistical Analysis

Baseline characteristics examined included demographics and clinical characteristics of the 

first admission for appendicitis. The primary outcome of this study was the rate of 

subsequent encounters (emergency department or inpatient) within 30 days of discharge 

from the index admission. Additional outcomes and procedures examined during the re-

encounter included superficial or intra-abdominal abscess, surgical site infection (SSI), 

venous thrombosis (VT), pulmonary embolism (PE), vascular access complications, 

gastrointestinal (GI) complications, complicated wound closures, and repeat operations. 

Intra-abdominal abscesses were evaluated through a combination of billing charges for 

abdominal imaging studies, IV antibiotics, and associated ICD-9-CM procedure codes. An 

abscess/phlegmon was considered present if an imaging study was performed with IV 

antibiotic administration alone or with a related procedure, while concern for abscess/

phlegmon referred to an abdominal imaging study being performed within 30 days of 

discharge without antibiotics or a related procedure.

Comparisons between the treatment groups were analyzed with the Wilcoxon Rank Sum test 

for continuous variables and the Pearson chi square or Fisher’s Exact test for categorical 

variables. A propensity score matched (PSM) analysis was performed in order to compare 

patients in each treatment group with similar characteristics, including several severity of 

illness factors. Variables from the initial admission that were significantly different between 

the groups (p<0.05) included in the propensity score matching were: age, gender and race; 
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post-operative LOS; the hospital-specific proportion of patients in the study cohort with a 

PICC; use of parenteral nutrition, mechanical ventilation, vasopressors, or transfusions; 

intra-abdominal abscess drainage procedures; and complications that occurred during the 

index admission including VT, PE, PICC complications, and post-operative infectious or 

gastrointestinal complications. Patients with and without a PICC were matched on the logit 

of their propensity score using 1:1 nearest neighbor matching within calipers of width equal 

to 0.25 times the standard deviation of the logit of the propensity score.(16) Propensity score 

matching was performed using the “gmatch” macro.(17) Patients without a match were 

excluded from further analyses to lessen the risk of bias to due non-exchangeability of 

patients between treatment groups. Balance between the PSM treatment groups in all factors 

included in the propensity score matching was observed by ensuring the standardized 

differences were less than or equal to 0.10. Odds ratios (OR) and 95% confidence intervals 

(CI) were estimated from logistic regression mixed effects models for the overall and PSM 

cohorts. These models included random intercepts for hospitals in order to adjust for 

variability in management between institutions.

All analyses were repeated on a subset of patients with a ICD-9-CM diagnosis code for 

acute appendicitis with generalized peritonitis (540.0) or with peritoneal abscess (540.1) 

only (excluded acute appendicitis without mention of peritonitis; 540.9). This sub-analysis 

was done to reduce potential variability in severity of illness between treatment groups 

based on diagnosis code because those with more severe illness may be more likely to have 

a PICC. All analyses were performed with SAS 9.3 (Carey, NC) and a p<0.05 was 

considered statistically significant.

Results

Overall Cohort

At the 39 included PHIS hospitals, 96,469 patients had one of the three ICD-9-CM codes for 

appendicitis, 87,128 (90.3%) also had a procedure code for appendectomy during the same 

admission, and 34,526 (35.8%) met criteria for complicated appendicitis (Figure 1). Of the 

patients with complicated disease, 7,664 patients had a PICC placed during the index 

admission but 1,044 were excluded because they received oral (PO) antibiotics post-

operatively. The final cohort included 33,482 patients of which 6,620 (19.8%) had a PICC 

placed during the index admission and 26,862 (80.2%) did not.

Overall, there were significant differences between the groups for all baseline characteristics 

and factors associated with the index admission with the exception of gender (Table 1). 

Patients in the PICC group had a longer post-operative and total hospital LOS, were more 

likely to have a complex or chronic medical problem, received mechanical ventilation, TPN, 

vasopressors, or transfusions, or to have been in an ICU during the index admission (Table 

1). Patients in the PICC group also experienced more post-operative complications during 

the index admission, including undergoing intra-abdominal abscess drainage procedures 

(Table 2).

In the 30 days after discharge from the index admission, patients in the PICC group were 

more likely to have a subsequent encounter, an abscess or concern for an abscess, an 
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additional operation, or one of several other complications (Table 3). Vascular access 

complications including VT, both during the initial encounter and subsequent encounters 

within 30 days, were rare (Table 2).

All results were similar in the subgroup analysis of patients with diagnosis codes for acute 

appendicitis with generalized peritonitis (540.0) or with peritoneal abscess (540.1) only.

Propensity Score Matched Cohort

Propensity score matching produced two groups of 4,428 patients each. Baseline 

characteristics were similar between both groups, including the different diagnoses for acute 

appendicitis that indicate severity of illness (Table 1). Although some of the characteristics 

of the index admission, such as LOS and use of TPN, remained significantly different, the 

standardized differences in all pre-treatment variables between the two treatment groups 

were less than 10%. Complications that occurred during the index admission were also 

similar for both groups in the PSM cohort (Table 2). Of note, we could not match 33% of 

patients in the PICC group because there were insufficient numbers of patients in the No 

PICC group with propensity scores high enough to match these patients

There was no significant difference between the matched treatment groups in proportions of 

patients who had a repeat encounter within 30 days (Table 3). Furthermore, other outcomes 

during the subsequent encounter, such as additional operations or post-operative infections, 

were statistically similar between the two groups. The PICC group did have higher 

proportions of patients who were evaluated with imaging due to concern for intra-abdominal 

abscess and who were treated with antibiotics for an abscess, although the two groups were 

similar for the proportion who underwent abscess drainage at a subsequent encounter.

Regression analysis of the PSM cohort demonstrated that patients who had a PICC placed 

during the index admission had lower odds of developing a superficial abscess (OR=0.09, 

95% CI: 0.01, 0.62); however, they had higher odds for concern for abscess (OR=1.24, 95% 

CI: 1.08, 1.41) and for abscess treated with antibiotics only (OR=1.18, 95% CI: 1.02, 1.37). 

They also had a higher risk for a composite group of other post-operative complications 

including bleeding, shock, accidental puncture, disruption of wound, fistula, and non-healing 

wound (OR=3.95, 95% CI: 1.45,10.71). There were no other outcomes with significantly 

different odds for either treatment group (Table 3). Vascular access complications were also 

rare in the propensity score matched groups (Table 2).

Findings were similar in the subset analysis of patients with diagnosis codes for acute 

appendicitis with generalized peritonitis (540.0) or with peritoneal abscess (540.1) only, 

except that in this sub-group analysis, patients with a PICC placed during the index 

admission now had a significantly higher odds of a subsequent encounter (OR=1.15, 95% 

CI: 1.01,1.29).

Discussion

After accounting for disparities in baseline characteristics, severity of illness, and 

complications that occurred during the index admission including development of intra-
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abdominal abscesses between the two treatment groups using propensity score matching, use 

of a PICC in the management of patients with complicated appendicitis was not associated 

with improved outcomes within 30 days after discharge. Rates of re-encounters and 

additional operations were similar in both groups. Patients with PICCs were less likely to 

develop a superficial abscess, but were more likely to develop other post-operative 

complications, be evaluated for concern for an intra-abdominal abscess, or be treated for an 

intra-abdominal abscess with antibiotics only in the 30 days after hospital discharge.

The last several decades have seen a progressive shift in management of complicated 

appendicitis from a prolonged course of IV antibiotics administered on an inpatient basis to 

expedited discharge followed by prolonged antibiotic therapy, administered either IV or PO.

(4–12) Placement of a PICC for prolonged IV antibiotic administration can cause discomfort 

for children, is associated with higher costs, and exposes patients to the potential for catheter 

associated complications including thrombosis, infection, or line breakage.(13, 14) PICCs 

were advocated for post-operative care of patients with complicated appendicitis as a way of 

continuing long-term antibiotic regimens while allowing children to go home sooner and 

thus reducing total costs.(5) Since then, several studies in children have supported 

conversion to oral antibiotics for prolonged therapy. Gollin, et al. (2002) reported their 

successful trial of a treatment strategy utilizing early discharge with oral antibiotics, with the 

rate of both wound infections and intra-abdominal abscesses less than 5%.(10) Adibe, et al. 

(2008) retrospectively reviewed 47 patients treated with oral trimethoprim-sulfamethoxazole 

and metronidazole compared to 102 patients treated with IV ampicillin-sulbactam for a total 

14-day course and found both groups to be similar in terms of the rate of intra-abdominal 

abscess formation.(11) In that study, oral antibiotic therapy was associated with a significant 

cost savings, although the IV group did have a significantly longer average initial hospital 

LOS. Rice, et al. (2001), and Fraser, et al. (2010) both carried out similarly designed 

randomized controlled trials (RCT) comparing a complete IV antibiotic course to a 

combined course of IV converted to PO antibiotics.(9, 12) The former study looked 

primarily at “clearance of infection” which included the possibility of complications, while 

the latter focused on intra-abdominal abscess formation. Both studies observed equivalence 

between the two groups with respect to their primary outcomes.

A large multi-institutional RCT to address the role of PICCs in complicated appendicitis 

would be difficult and expensive to perform. In addition, there may now be a lack of 

equipoise as many centers have shifted their practice towards using oral antibiotics at 

discharge and limiting PICC usage. Our study adds to the literature by performing a large 

multi-institutional cohort study comparing differences in outcomes based on utilization of a 

PICC line in the management of children with complicated appendicitis. Using propensity 

score matching to simulate the effects of randomization, we developed and compared two 

large groups with similar baseline characteristics and severity of illness.

The present study found that across 39 free-standing children’s hospitals, approximately 

20% of patients with complicated appendicitis were managed with a PICC. These patients 

were more likely to have had critical interventions during their index admission including 

mechanical ventilation, blood transfusions, and drainage procedures for intra-abdominal 

abscesses. They demonstrated an increased severity of illness by having higher percentages 
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of repeat encounters following discharge, post-operative infections and GI complications, 

and additional surgical procedures including exploratory laparotomy and complicated 

wound closures. In order to account for these baseline differences we performed a 

propensity score matched (PSM) analysis. Patients with one treatment (PICC) were matched 

to patients receiving the other treatment (No PICC) who had similar baseline exposures. 

This allowed us to determine if utilization of a PICC line provided any benefit in terms of 

post-operative complications. The results of this analysis demonstrated that the two groups 

were similar in almost all outcomes, including the proportion that had a repeat encounter or 

an additional surgical procedure. It must be pointed out that the number of complications 

that can be attributed to the PICC itself were very low, likely owing to the short amount of 

time these lines are in place. In addition, PICCs may have several benefits in selected 

complex patients including allowing for parenteral nutrition administration and blood draws 

without phlebotomy and providing stable access for intravenous medication administration 

throughout a prolonged hospitalization. Despite this, given the increased costs and risks, and 

lack of demonstrated improvement in outcomes related to appendicitis, the universal use of 

PICCs in the management of children with complicated appendicitis should be re-evaluated 

with PICC use reserved for selected complex patients..

This study has several limitations. First, errors and misclassifications of data within an 

administrative dataset can occur. However, administrative databases with rigorous quality 

control measures to minimize errors and misclassifications, such as PHIS, are being 

increasingly utilized to perform large comparative effectiveness studies, similar to this one, 

which have affected changes in practice.(18–21) Second, the temporal relationship between 

PICC placement and certain factors/outcomes (e.g. SSI) within the same encounter cannot 

be determined. This was accounted for in our study by considering these variables as 

outcomes only if they occurred at a subsequent hospital encounter. Third, longitudinal 

tracking of individual patients can only be done if a patient returns to the hospital of their 

index admission; therefore, any patient that returned to a different hospital will not be 

included in this analysis. The effect of this on our analysis is difficult to measure; however, 

when evaluating short-term outcomes 30-days) following a severe surgical illness, such as 

complicated appendicitis, we believe that the effect will be minimal because most patients 

are likely to return to the same children’s hospital where their initial care had taken place in 

the event of a subsequent problem. Fourth, to account for differences in severity of illness of 

patients managed with and without a PICC, we performed a PSM analysis to compare 

groups with similar baseline characteristics. The presence of unmeasured or unaccounted-for 

factors that contribute to treatment choice may confound the interpretation of these analyses; 

to minimize this possibility, we included as many known markers of severity illness that 

could be derived from the PHIS as possible including the use of post-operative length of stay 

and complications (e.g. abscess) during the index admission.

In conclusion, after matched analysis, management of complicated appendicitis with a PICC 

was not clearly associated with improved outcomes. These findings, in combination with 

other recent studies, suggest that, although PICCs may have potential benefits in the 

management of selected complex patients, treatment protocols that include universal PICC 

placement for complicated appendicitis in children should be reconsidered.
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Figure 1. Identification of study cohort with complicated appendicitis
Note: ICD-9-CM diagnosis codes for appendicitis: 540.0, 540.1, 540.9; ICD-9-CM 

procedure codes for appendectomy: 47.01, 47.09, 54.11, 54.21. PHIS=Pediatric Health 

Information System; LOS=length of stay; IV=intravenous; ICU=intensive care unit; 

PO=oral; PICC=peripherally inserted central catheter.
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