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Is it necessary to perform
appendicectomy in the middle of
the night in children?

Rajendra Surana, Feargal Quinn, Prem Puri

Early appendicectomy has been the treatment of choice
for acute appendicitis. The report of a confidential
inquiry into perioperative deaths (CEPOD) in the
United Kingdom has shown that there is increased
reluctance to involve senior members of the staff in
the night, resulting in a lower standard of care which
is reflected by inappropriate preoperative manage-
ment, inappropriate operation, and deaths related
to surgery.' It is generally accepted that delay in
appendicectomy is associated with increased risk of
perforation, complications, and prolonged hospitalisa-
tion. Advances in preoperative fluid and electrolyte
management, anaesthesia, and antimicrobial prophy-
laxis, especially against anaerobes, have resulted in
decreased morbidity in appendicitis.2 It is increasingly
realised that sleep deprivation in surgical and anaes-
thetic junior hospital staff causes significant reduction
in performance of mental and physical skills.3 With
these factors in mind we compared the outcome
in children with appendicitis who underwent early
appendicectomy with that in those whose operation
was delayed overnight.

Materials, methods, and results
We audited outcome in patients who had emergency

appendicectomy between January 1987 and December
1991. Patients were divided into two groups: those who
had an appendicectomy within six hours of admission
and those observed overnight and who had an appendi-
cectomy 6-18 hours after admission. It is hospital
policy that all patients with acute appendicitis who
cannot be operated on before midnight are operated on
the following morning.

Antibiotics were given before operation in all
patients. Amoxycillin with clavulinic acid was given
for up to 48 hours to patients with acute appendicitis
and gentamicin with metronidazole for up to seven
days to patients with perforated appendicitis. All
wounds were. closed primarily in layers with absorb-
able subcuticular sutures.
We estimated that 230 patients would be needed in

each group to obtain a sample with 80% power and 10%
difference in incidence of perforation (20% v 30%).
The Z test, two tailed for age and one tailed for
perforation and complications, was used for statistical
analysis.
This study included 695 patients-451 (257 boys)

operated on within six hours and 244 (128 boys)
operated on 6-18 hours after admission. Mean (SD) age
was 9 9 (2 7) years and 10 1 (2 8) years respectively
(p=0 363). Diagnoses included acute appendicitis in
325 (72%) patients, perforated-appendix in 81 (18%),
and normal appendix in 45 (10%) in the group operated
on within six hours and 169 (69%), 50 (21%), and 25
(10%) in the group whose operation was delayed. The
difference in the rate of perforation was not significant

(p=0-21; 95% confidence interval -3 7% to 8&7%).
Postoperative complications occurred in 18 patients

(4%) in the group operated on within six hours and 12
(5%) patients in the group operated on 6-18 hours after
admission (table). Wound infections were treated

Postoperative complications in children undergoing appendicectomy

Operation within Operation 6-18 hours
6 hours after admission

Complications (n=451) (n=244)

Minor:
Wound infection 6 5
Ileus 2 1

Major:
Intra-abdominal abscess 8 4
Adhesive obstruction 2 2

Total 18 (4-0%) 12 (4 9%)

by local drainage, dressings, and antibiotics without
resuturing or debridement of wounds. Eight patients
with intra-abdominal abscesses responded to anti-
biotics, one patient from each group required
peroperative drainage. One patient with intestinal
obstruction from each group failed to respond to
conservative management and required laparotomy
and adhesiolysis. There was no statistical difference in
the rate of complications in the two groups (p=028;
-233% to 4-2%).
The average hospital stay for the group operated on

within six hours was 3-5 (range 2-18) days compared
with 4 1 (2-21) days for the group whose operation was
delayed. There were no deaths.

Comment
Our data show that the rate of appendiceal perfora-

tion and complications in two groups were similar and
compare favourably with the recently published reports
where the emphasis was on early appendicectomy.4'
The incidence of wound infection in our patients was
only 1 4% and includes those patients who developed
wound infection after discharge. Although this is a
non-randomised study, the two groups of patients were
similar in age, sex, operative technique, and antibiotic
treatment.

Sixty per cent of the patients from both the groups
were discharged within three days. The difference in
the average duration of hospitalisation is explained by
the additional preoperative hospitalisation for the
patients whose operation was delayed overnight.
The incidence of perforation, complications, and

duration of hospitalisation was similar in both groups
in our series. Although early appendicectomy remains
the treatment of choice, it can be safely postponed
overnight without increasing morbidity and mortality.
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