NCH IN PAVLODAR

anatomy and operative

Prepared by: student of 712 group
Ismagulova Zamira
Checked by: A.V. Shtukert

Pavlodar, 2019



AMPPENDICITIS

s defined as an inflammation of
the vermiform appendix that
arts. This condition is a
ical illness with

n manifestations, generous overlap with
inical syndromes, and significant

idity, which increases with diagnostic




Anatomy

eniae coli converge at the junction
e cecum with the appendix and can be a
seful landmark to identify the appendix.

e appendix can vary in length from <1 cm to
0 cm; most appendices are 6 &=
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Variations in topographic
position of the appendix

From its base at the cecum, the appendix may extend (A) upward, retrocecal and
retrocolic; (B) downward, pelvic; (C) downward to the right, subcecal; or (D) upward to
the left, ileocecal (may pass anterior or posterior to the ileum)
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Incidence

rate of appendectomy is 12% for men and 25% for women,
ately 7% of all people undergoing appendectomy for acute
pendicitis during their lifetim

Despite the increased use of ultrasonography, computed tomography
(CT), and laparoscopy, the rate of misdiagnosis of appendicitis has
remained constant (15.3%), as has the rate of appendiceal rupture.

The percentage of misdiagnosed cases of appendicitis is significantly
higher among women than among men
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tiology

e lumen is the dominant etiologic

issated barium
table/fruit seeds

s (Entrobius vermicularis
ours of caecum/appendix



Pictorial Explanation

Distention
causing
Ischemia

Gangrene

~ - -



Appendix — Normal




Bacteriology

m Common organisms seen in patients with
acute appendicitis

Gram-negative bacilli
Gram-negative bacilli
Escherichia coli
Bacteroides fragilis
Pseudomonas aeruginosa
Other Bacteroide s species
Klebsiella species
Fusobacterium species
Gram-positive cocci
Gram-positive cocci
Streptococcus anginosus
Peptostreptococcus species
Other Streptococcu s species
Gram-positive bacilli
Enterococcus species
Clostridium species




Sym ptoms

e prime symptom of acute appendicitis. Classically,

e lower
tely severe, and is steady, sometimes with

r umbilical area, is
ramping superimposed.
varying from 1 to 12 hours, ut usually within 4 to 6 hours, the pain
right lower quadrant

| nearly always accompanies appendicitis. It is so constant that
ould be questioned if the patient is
ot anorectic.

_-vomiting occurs in nearly 75% of patients

4-obstipation beginning before the onset of abdominal pain



om appearance has great

ntial diagnosis. In >95% of
1tis, anorexia is the first
followed by ab al pain, which is
turn, by vomiting (if vomiting occurs). If
cedes the onset of pain, the diagnosis of
is should be questioned.




signs

r the McBurney point

d tenderness

d tenderness

‘ 1—pain in the right lower quadrant when palpatory pressure
e left lower quadrant

nce to palpation of the abdominal wall roughly parallels the severity

the inflamm process

as sign - indicates an irritative focus in proximity to that muscle

-obturator sign of hypogastric pain on stretching the obturator internus indicates
irritation in the pelvis. The test is performed by passive internal rotation of the flexed
right thigh with the patient supine.



RATORY FINDINGS

m 10,000 to 18,000 cells/mm3, usually is

ncomplicated appendicitis and often is

_ | orphonuclear predominance. White blood
re variable,however. nusual for the white blood cell count

cells/mm3 in uncomplicated appendicitis. White blood cell

this level raise the possibility of a perforated appendix with or
ess.

a mode

rinalysis ca useful to rule out the urinary tract as the source of infection



Imaging Studies

icitis, one often sees an abnormal bowel gas pattern,

pression sonography h n suggested as an accurate way to
 diagnosis of appendicitis. The technique is inexpensive, can be

idly, does not require a contrast medium, and can be used even in

ts. Sonographically, the appendix is identified as a blind-ending,
bowel loop originating from the cecum.

compression, the diameter of the appendix is measured in the
dimension. Scan results are considered positive if a noncompressible
ppendix 26 mm in the anteroposterior direction is demonstrated (Fig. 30-3). The
resence of an appendicolith establishes the diagnosis. Thickening of the
appendiceal wall and the presence of periappendiceal fluid is highly suggestive.




Alvarado Scale for the Diagnosis of Appendicit

‘ Symptoms

Signs

Laboratory values

Migration of pain 1
Anorexia 1
Nausea and/or 1
vomiting

Right lower quadrant 2
tenderness

Rebound
Elevated temperature
Leukocytosis

Left shift in leukocyte
count




ical algorithm for suspected cases of

acute appendicitis

History and
physical examination

Classic presentation of 4 Equivocal presentation

|

appendicitis:

Short duration of pain ‘
Male or nonpregnant

Abdominal rigidity

v
Pregnant
patient

I
v

Appendicitis Indeterminate results Normal findings or
P or appendix not seen alternative diagnosis

v v v

Supportive care
or treatment

female patient

Migration of pain to right
lower quadrant ‘

Computerized tomography

I
Y v

Pain centered in right lower quadrant
Right lower quadrant tenderness
Anorexia

» Appendectomy Ultrasonography



sendiceal Rupture

)ng been the recommended treatment for acute
2d risk of progression to rupture. The overall rate of



ifferential Diagnosis

ute appendicitis depends on four major factors: the
appendix; the stage of the process (i.e., simple or
patient's sex

IC ADENITI
matory Disease

afian Follicle

8-Crohn's Enteritis

9-Colonic Lesions



Treatment

r presumed acute appendicitis has been made, the
operating room. Adequate hydration should be
uld be corrected, and pre-existing cardiac,

e efficacy of preopera
appendicitis.

etomy
_aparoscopic appendetomy



ost surgeons use either a

_ -Davis (transverse) right
drant muscle-sp incision in patients with

appendicitis. The incision should be centered

the point of maximal tenderness or a palpable




oscopic appendetomy

endectomy usually requires the use of

ts may occasionally be necessary to
lize a retro ppendix. The surgeon usually stands
patient's left. One assistant is required to operate the
a. One trocar is placed in the umbilicus (10 mm), and
d trocar is placed in the suprapubic position. Some
ns place this second port in the left lower quadrant.
rapubic trocar is either 10 or 12 mm, depending on
whether or not a linear stapler will be used.

The placement of the third trocar (5 mm) is variable and
usually is either in the left lower quadrant, epigastrium, or
right upper quadrant.



OA

Decreased wound infection rate Cheaper

Earlier return to normal life Shorter operating time

Shorter Hospital stay

Can assess the rest of the abdominal
cavity with ease

? Associated with increased intra-
abdominal infections

More beneficial in obese, females and
employed pts




Prognosis

m appendicitis in the United States has

om a rate of 9.9 per 100,000 in 1939 to 0.2
ng the factors responsible are advances
nesthesia, antibiotics, IV fluids, and blood products.

cipal factors influencing mortality are whether rupture

s before surgical treatment and the age of the patient. The
]l mortality rate in acute appendicitis with rupture is
oximately 1%. The mortality rate of appendicitis with

e in the elderly is approximately 5% —a fivefold increase
from the overall rate. Death is usually attributable to
uncontrolled sepsis peritonitis, intra-abdominal abscesses, or
gram-negative septicemia. Pulmonary embolism continues to
account for some deaths.
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