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Abstract: Background: The anatomical location of the appendix in females determines its close
contact with the internal genitalia, involving the latter in case of acute appendicitis (AA). The aim of
this study was to evaluate the incidence of pelvic health impairment in adult women who underwent
appendicectomy during childhood. Materials and Methods: A retrospective observational study was
conducted including all female patients who underwent appendicectomy for acute appendicitis at
our Center between January 1985 and December 1995. The patients were divided into two groups,
i.e., complicated AA (Group A) and not complicated AA (Group B), and were asked to respond to
a questionnaire investigating their general health status, fertility impairment, ectopic pregnancies,
miscarriages, endometriosis, and chronic pelvic pain. The same questionnaire was administered
to female volunteers with past medical history (PMH) negative for AA. The data were compared
using chi-square test and Fisher exact test (a p value < 0.05 was considered for statistical significance).
Results: In total, 75 patients operated for AA during childhood (22 in Group A and 53 in group
B) and 44 female volunteers with PMH negative for AA (group C) were enrolled in the study.
Seventeen patients (77.3%) in group A, 40 (75.4%) in group B, and 29 (65.9%) in group C (p > 0.05)
had pregnancies. The number of miscarriages among women who became pregnant in their life was
5 in group A, 13 in group B, and 12 in group C (p > 0.05). Chronic pelvic pain was reported by 7 out
of 22 (31.8%) patients in group A, 7 out of 53 (13.2%) in group B, and 5 out of 44 (11.4%) in group C
(A vs. C: p = 0.04, OR = 3.64; A vs. B: p = 0.06 and B vs. C: p = 0.52). Conclusions: In our series, AA,
complicated or not, neither determined repercussions on fertility, risk of miscarriages, and ectopic
pregnancies nor increased the risk of developing endometriosis. However, women who experienced
complicated AA showed a higher prevalence of chronic pelvic pain onset in adulthood compared to
healthy women.

Keywords: acute appendicitis; peritonitis; gynecological health; chronic pelvic pain; transitional care

1. Introduction

Acute appendicitis (AA) is the most common cause of abdominal pain in children,
with an estimated incidence ranging from 1 to 6/10,000 in the age group from 0 to 4 years
of age and from 19 to 28/10,000 in the age group between 5 and 14 years of age. Boys are
more frequently affected than girls [1].

Appendicitis presents in a spectrum of anatomopathological entities, varying from a
simple inflammation to perforation with systemic involvement (peritonitis, sepsis).

The most frequent etiology is thought to be the obstruction of the appendiceal lumen
by appendicoliths; other causes include lymphoid hyperplasia, foreign body, parasites,
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or malignancy [2]. The obstruction of the lumen leads to the distension of the appendix,
which continues to secrete mucus promoting bacterial proliferation, and the impairment of
the lymphatic and venous drainage, consequently limiting also the arterial supply. As the
disease progresses, the appendiceal tissue undergoes necrosis and then perforation [3,4].

Laparoscopic appendectomy has become the gold standard among treatments, replac-
ing the conventional open technique [5].

The widespread adoption of the laparoscopic approach and the growing expertise in
it have led to a substantial decrease in intraoperative complications, ensuring considerable
benefits such reduced post-operative pain and shorter hospitalization [5,6]; the morbidity
and mortality of patients who undergo appendectomy largely depends on the severity of
AA [7].

The possible extension of the inflammatory process from the appendix to nearby
structures, especially in case of appendicular peritonitis, can affect, in female patients, the
internal genitalia, with possible sequelae on gynecological health [8].

Cases of reduction in ovarian follicular growth, hypomotility of the tubes, and adhe-
sions close to the right ovary and tube after AA have been described in the literature [9].

In this study, we investigated potential correlations between acute appendicitis and
pelvic health impairment.

2. Materials and Methods

A retrospective observational study was conducted in our Department of Pediatric
Surgery, IRCCS Sant’Orsola, University Hospital of Bologna, following Ethical Committee
approval (CHPED-21-04-GYN).

Clinical records were retrospectively analyzed to identify all female patients operated
for AA in our center between January 1985 and December 1995. The time interval was
chosen to ensure that all patients were currently at least 18 years old.

All women between 18 and 50 years old with a negative medical history for abdominal
surgery other than appendicectomy and caesarian section were enrolled.

Data such as age at surgery, histological classification of the appendicitis (catarrhal,
phlegmonous, gangrenous, perforated), presence of peritonitis, and abdominal/pelvic
abscesses were recorded.

A questionnaire (standard detailed ob-gyn medical history form) was administered to
all patients included in the study, investigating demographic data (age, ethnicity, smoking
habits, type of relationship currently involved in), family history, past medical and sur-
gical history, use of contraceptives, Sexually Transmitted Disease (STD), menstrual cycle
(presence and causes of amenorrhea, menarche, date of the last cycle, symptoms during
the cycle), pregnancies (number, full-term deliveries, vaginal deliveries, caesarean sections,
voluntary interruption of pregnancies, miscarriages, extrauterine pregnancies), presence,
and eventually description, of chronic abdominopelvic pain and diagnosis of endometriosis
(Figure 1).

The patients were divided into two groups: Group A included patients with com-
plicated AA (i.e., gangrenous, perforated with/without abdominal/pelvic abscess or
peritonitis), and Group B included patients with non-complicated AA (i.e., catarrhal
or phlegmonous).

We randomly administered the same questionnaire to 18–50-year-old female volun-
teers working in our institute with a negative medical history for AA and abdominal
surgery except for caesarian section (control group, Group C).

Continuous data are presented as mean ± standard deviations.
Statistical analysis was performed using Fisher exact test, Chi-square test, and t test; a

p value < 0.05 was considered statistically significant.
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Figure 1. Questionnaire administered to the patients: detailed ob-gyn anamnestic form. 

  

Figure 1. Questionnaire administered to the patients: detailed ob-gyn anamnestic form.
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3. Results

Between January 1985 and December 1995, 256 female patients underwent appendicec-
tomy at our Pediatric Surgery Department. Among these, 138 were tracked down, and
76 of them accepted to participate to the study. In total, 75 out of the 76 patients enrolled
satisfied the inclusion criteria and answered the questionnaire.

All patients underwent open appendicectomy, and the histology exams reported
22 patients with catarrhal AA (29.3%), 31 with phlegmonous AA (41.4%), and 22 with
gangrenous or perforated AA with appendicular peritonitis or abscess (29.3%).

The patients were divided into two groups:
Group A included 22 patients (29.3%) treated for complicated AA (gangrenous or

perforated and appendicular peritonitis or abscess);
Group B included 53 patients (70.7%) treated for uncomplicated AA (catarrhal or

phlegmonous AA).
A third control group, named Group C, included 44 healthy female volunteers who

had never undergone surgery, except for caesarean section.
The mean age at surgery of Group A and B was, respectively, 7.5 ± 4.5 (range: 2.5–20.9)

and 9.5 ± 2.4 (range: 4.7–4.2) years, with a statistically significant difference (p < 0.01).
The mean age of Group A, B, and C when answering the questionnaire was, respectively,
38.7 ± 4.7 (range: 27–46), 40.7 ± 4.2 (range: 32–48), and 39.7 ± 6.9 (range: 28–50) years
(p-values are reported in Table 1).

Table 1. Data of the study and p-values. Group A: complicated AA, Group B: not-complicated AA,
Group C: control group; *: pregnancies in women in a stable relationship.

Group A Group B Group C p-Values
A vs. C B vs. C A vs. B

Enrolled 22 53 44 - - -
Age at surgery 7.5 ± 4.5 9.5 ± 2.4 - - - <0.01

Current age 38.7 ± 4.7 40.7 ± 4.2 39.7 ± 6.9 0.24 <0.01 0.04
Pregnancies * 14/17 (82.4%) 35/47 (79.5%) 26/33 (78.8%) 0.54 0.50 0.44
Miscarriages 6/29 (20.7%) 13/59 (15.9%) 17/72 (23.6%) 0.31 0.35 0.54

Ectopic pregnancies 0/29 (0.0%) 3/59 (3.7%) 2/72 (2.8%) 0.39 0.38 0.70
Chronic pelvic pain 7/22 (31.8%) 7/53 (13.2%) 5/44 (11.4%) 0.04 0.52 0.06

Endometriosis 1/22 (4.6%) 5/53 (10.6%) 1/44 (2.3%) 0.74 0.30 0.43

According to the kind of relationship in which the patients were involved, Group A
included 3 (13.6%) single women, 9 (40.9%) married women, 2 (9.1%) separated women,
and 8 (36.4%) women with a regular partner; Group B included 2 (3.8%) single women, 27
(50.9%) married women, 4 (7.6%) separated women, and 20 (37.7%) women with a regular
partner; Group C included 8 (18.2%) single women, 25 (56.8%) married women, 2 (4.6%)
separated women, and 9 (20.5%) women with a regular partner.

To study patients’ fertility, we considered only women in a stable relationship, i.e., just
married and with a single regular partner; it was therefore possible to identify 17 (77.3%)
women in a stable relationship in group A, 47 (88.7%) in group B, and 33 (75%) in group C.

Women who had pregnancies were 17 (77.3%) in group A, 40 (75.4%) in group B, and
29 (65.9%) in Group C. Considering only women in a stable relationship, the number of
women who had pregnancies was 14 (82.4%) in group A, 35 (79.5%) in group B, and 26
(78.8%) in group C.

The total number of pregnancies was 29 in group A, 23 (79.3%), of which those carried
to term included 17 (73.9%) with vaginal delivery and 6 (26.1%) with caesarean delivery.
Group A did not declare any voluntary interruption of pregnancy (VIP) nor any ectopic
pregnancy, but six miscarriages (20.7%) were recorded.

Group B reported a total of 82 pregnancies, 59 (72.0%) of which were carried to term,
while 3 were still in progress when the questionnaire was administered and, thus, were
excluded. Forty-five out of the 59 (76.3%) pregnant women delivered vaginally, and 14
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out of 59 (23.7%) underwent caesarian section. Moreover, Group B declared 4 VIPs (4.9%),
13 miscarriages (15.9%), and 3 ectopic pregnancies (3.7%, all occurred in a Fallopian tube).

Group C reported a total of 72 pregnancies (one excluded because still in progress dur-
ing the questionnaire administration), of which 52 (72.2%) carried to term, 38 (73.1%) with
vaginal delivery, and 14 (26.9%) with caesarian delivery. Group C declared 17 miscarriages
(23.6%) and 2 ectopic pregnancies (2.8%, one occurred in the Fallopian tube, while the exact
location of the other was not known by the patient).

Comparing pregnancies distribution, no statistically significant differences were found
between the three groups (p > 0.05).

When considering only married women and those with a stable partner, differences
in pregnancies’ distribution between the three groups were not statistically significant
(p > 0.05).

The comparison of the number of miscarriages between the three groups did not show
a statistically significant difference (p > 0.05).

Excluding nulliparous women, the number of ectopic pregnancies in the three groups
was 0 in group A, 1 in group B, and 2 in group C. The differences were not statistically
significant (p > 0.05).

Chronic pelvic pain was reported by 7 out of 22 (31.8%) patients in group A, 7 out of
53 (13.2%) in group B, and 5 out of 44 (11.4%) in group C. The analysis suggested that the
patients in group A were more affected by chronic pelvic pain than those in the control
group (p = 0.04), with an OR = 3.64, while no statistical significance was found in the
comparison between groups A and B (p = 0.062) and between groups B and C (p = 0.516).

Endometriosis was diagnosed in one case (4.6%) in group A, in five cases (10.6%) in
group B, and in one case (2.3%) in group C. The differences between the groups were not
statistically significant (p > 0.05).

Data are summarized in Figure 2 and Table 1.
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pelvic pain in the three groups. Group A: complicated AA, Group B: not-complicated AA, Group C:
control group; *: pregnancies in women in a stable relationship.

4. Discussion

The gold standard among treatments for AA in children is appendectomy [10].
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Adhesion formations, due to the inflammatory nature of the disease and/or sec-
ondary to surgery, especially if performed with open techniques, are extremely common,
representing a considerable cause of morbidity [11].

The possible extension of the inflammation from the appendix to close structures can
affect, in female patients, the internal genitalia, with possible sequelae on gynecological
health; this is even more common in cases of generalized inflammation such as appendicular
peritonitis.

In the literature, there are several studies assessing possible correlations between
female infertility and acute appendicitis [12].

Wiig et al., in a retrospective study, analyzed a cohort of patients operated during
childhood for perforated AA and a second cohort of patients with Douglas abscess, com-
paring them with a healthy control group; they showed that, respectively, 19%, 31%, and
12% of women in the above-mentioned groups could not have children, concluding that
infertility could be correlated to the severity of appendix inflammation [13].

Geerdsen et al. investigated the incidence of infertility, defined as failure in getting
pregnant after 12 months of unprotected sexual intercourses, in female patients who
underwent appendectomy during childhood for non-complicated AA in comparison with
patients who were operated for complicated AA; no significant differences between these
two groups were found. Nevertheless, if compared with healthy women of the same age,
women operated for complicated AA presented higher rates of infertility. According to
Geerdsen et al., such findings suggest the need for early treatment of AA in young girls to
avoid long-term complications affecting their fertility [14].

Thompson et al. reviewed data of girls under 20 years treated for perforated AA at
the Mayo Clinic between January 1940 and December 1949. They stated that infertility
could be a potential sequela of peritonitis, concluding that, in cases of doubtful diagnosis,
appendectomy should be performed anyway [15].

Liakakos et al. analyzed the most common etiological factors of infertility and its
pathophysiology in case of peritonitis and peritoneal adhesions’ formation. They asserted
that inflammatory adhesions could affect gynecological health by causing a reduction in
ovarian follicular growth and a hypomotility of the tubes. This results in a slower passage
of the oocyte and in difficulties for the embryo to reach the uterus, increasing the risk of
ectopic pregnancies [9].

Elraiyah et al. conducted a meta-analysis considering randomized trials and obser-
vational studies enrolling patients who underwent open or laparoscopic appendectomy
to ascertain any possible relationship between acute appendicitis and tubal infertility or
ectopic pregnancy. The results indicated a statistically significant increase in the inci-
dence of extra-uterine pregnancies in women who underwent appendectomy (OR = 1.78,
p < 0.0001), without finding a statistically significant difference in the rate of infertility (OR
1.03, p = 0.91) [16].

Lalos et al. compared data obtained from 120 women with tubal infertility due to tubal
occlusion and/or peritoneal–adnexal adhesions and 126 pregnant women: they showed
that previous pelvic surgery and inflammation were the most important risk factors for
tubal infertility (p < 0.001). Moreover, abdominal surgery seemed to be a risk factor in the
onset of abdominal pain of unknown etiology (p < 0.001) [17].

Contrarily to most of the literature discussed above, our study did not reveal any
significant fertility impairment in women with complicated AA, uncomplicated AA, and in
the control group.

Moreover, we did not find any significant differences in the incidence of either ectopic
pregnancies or endometriosis and miscarriage between the three groups.

An important finding derived from our study is the statistically significant increase in
the incidence of chronic pelvic pain (CPP) in women with complicated AA compared to
the control group (OR = 3.64, 95% confidence interval = 1.00–13.26, p = 0.047).

Only Lalos et al. reported the same result in their series [17].
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This result suggests that the onset of CPP in adulthood could be a long-term complica-
tion of complicated AA.

In the literature, CPP is considered a multifactorial illness secondary to a series of
bladder, urethral, gynecological, anorectal, neurogenic, vascular, or cutaneous diseases,
and it is often impossible to identify a single cause of CPP [18]. Probably, a dysfunction
of the somatosensory system, due to peripheral and central sensitization, associated with
neurogenic inflammation, can determine the clinical manifestation of CPP. Indeed, it is
described that the onset of CPP could be triggered by a previous episode of infection and
inflammation, such as peritonitis secondary to AA, that determines the hyperstimulation of
the afferent pain fibers of the nervous system, favoring the long-term onset of hyperalgesia
and allodynia [19].

Therefore, it remains unclear if CPP in patients operated for AA is more likely depen-
dent on a peripheric neurologic impairment or arising from internal genitalia conditions.
In our opinion, the latter cannot be excluded with certainty.

Summarizing the studies previously discussed, along with our results, it is still debated
if AA during childhood can in the future impair the gynecological function in women.

What we surely recommend, is to consider CPP as a possible long-term complication
of appendiceal peritonitis in females.

Because of the higher mortality and morbidity of complicated AA compared to simple
AA, we, pediatric surgeons, agree on the need for prompt diagnosis and treatment of
this disease to prevent the establishment of peritonitis. The area in which our results and
the contradictory evidence on this topic in the literature find the highest level of clinical
applicability is the doubtful diagnosis of AA.

Indeed, on the basis of what discussed above, we suggest preferring appendectomy to
clinical observation in case of doubtful AA, in order not to incur in long-term complications
such as CPP.

Moreover, we suggest presenting this topic during the preoperative informed consent
discussion to raise awareness in the parents about conditions that may affect the future life
of their daughters.

Limits of the Study

We are aware of the limits of the present study. First, the low number of enrolled
patients decreases the statistical strength of our conclusions. The number of patients
obtained from the operating registers was extremely significant. However, as expected, after
20 years it was difficult to trace some patients (change of telephone number, address, etc.).
Finally, as it commonly happens when administering a questionnaire, not all candidates
thoroughly answered the questionnaire, leading to a further decrease of the number of
participants. Nevertheless, we believe that the size of our population is sufficient for a
preliminary result that should in any case be further investigated through multicenter
studies, to which we are willing to collaborate.

Second, we are conscious of the heterogeneous definition of complicated appendicitis;
we adopted the most common one, which is perforation of the appendix with or without
abscess formation and fecal peritonitis. We just added gangrenous appendicitis to this defi-
nition, because this condition generally determines at least an irritation of the peritoneum.

Moreover, it is difficult to study fertility in women just based on whether they have
ever become pregnant and on the number of their pregnancies, and it is also extremely
tricky not to run into selection biases, even if we tried to apply a standardization by
considering the parameter “being in a stable relationship”. This parameter was chosen
because, considering the definition of infertility (not being able to become pregnant after
one year, or longer, of unprotected sex), this category of women is the one that likely
practices unprotected sex (to be sure, in the questionnaire, we investigate contraception).
On the other hand, if we had only enrolled patients with diagnosed infertility, followed up
in the Obstetrics and Gynecology department of our institute, studying how many of them
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had a PMH positive for appendicular peritonitis, we would have fallen into an even worse
selection bias that could have led to an overestimate of the possible findings.

Lastly, the following issues remain to be considered and better addressed by fur-
ther studies.

First, is CPP derived from AA or is it a consequence of the surgical technique? A
study evaluating CPP in a cohort of patients with the same characteristics as ours who
were operated using the laparoscopic technique or the open surgery is needed.

Second, is it possible to identify an anatomical explanation to our findings? To answer
to this question, it is necessary to perform investigations such as hysterosalpingography or
sonohysterography, but we have to take into account the invasive nature of these exams.
Therefore, we preferred to wait for the current preliminary results to understand if it can
be worth it to further proceed with second-level diagnostic tools in future studies.

Third, when facing an appendicular abscess, several options are suggested in the
literature: emergency appendectomy and peritoneal cavity’s toilette (approach followed in
our center) or antibiotic therapy and/or CT-guided drainage of pus and fluid, followed
by appendectomy 8 to 12 weeks later. The latter approach is called “interval appendec-
tomy” [20–25]. Regarding the aim of the present study, it could be interesting to collaborate
with centers where interval appendectomy is routinely performed to evaluate the presence
or absence of gynecological sequelae in this category of patients. In our opinion, consider-
ing that the potential damage is determined by acute inflammation that spreads from the
appendix to the internal genitalia rather than by the timing of the surgical intervention, we
do not expect different results from those obtained for our group A patients; however, this
is just a speculation, and further studies are needed to confirm our hypothesis.

Finally, does complicated AA in adulthood predispose to the same long-term compli-
cations discussed above, or does its impact remain limited to childhood? This topic should
be addressed too in future papers, and we encourage general surgeons and gynecologists
to investigate it.

Therefore, further studies, especially multicentric ones with a high number of par-
ticipants, focused on the issues mentioned above are needed to better investigate and
understand the topic of our work.

5. Conclusions

Even if data in the literature are controversial, our study did not show a significant per-
turbance in the gynecological function of future women operated for AA during childhood.

The only suspected long-term consequence of complicated AA is the onset of CPP
in adulthood.

We are far from considering this topic exhaustively dealt with, as long as a lot needs
to be explained about CPP in this population.

Our findings should promote further multicentric studies to reach more reliable
conclusions.

Furthermore, we strongly recommend performing a similar study comparing patients
who underwent open and minimally invasive surgery to understand if long-term conse-
quences should be attributed to the inflammatory nature of AA or to the surgical technique.

Author Contributions: Conceptualization, G.P. and M.D.M.; methodology, G.P.; software, S.C.;
validation, M.L. (Mario Lima) and M.L. (Michele Libri); formal analysis, T.G.; investigation, G.P.; data
curation, E.T., R.L., S.D., M.V.; writing—original draft preparation, S.C., M.D.M. and G.P.; writing—
review and editing, G.P., T.G. and M.D.M.; visualization, M.L. (Mario Lima) and M.L. (Michele Libri);
supervision, T.G., M.L. (Mario Lima) and M.L. (Michele Libri); project administration, T.G. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki and approved by the Ethics Committee of IRCCS Sant’Orsola Malpighi
University Hospital (CHPED-21-04-GYN), date of approval 20 April 2021.



Children 2022, 9, 346 9 of 10

Informed Consent Statement: Informed consent was obtained from all subjects involved in the
study. Written informed consent has been obtained from the patient(s) to publish this paper.

Data Availability Statement: The data presented in this study are available on request from the
corresponding author. The data are not publicly available due to privacy restrictions.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Anderson, J.E.; Bickler, S.W.; Chang, D.C.; Talamini, M.A. Examining a common disease with unknown etiology: Trends in

epidemiology and surgical management of appendicitis in California. Calif. World J. Surg. 2012, 36, 2787. [CrossRef] [PubMed]
2. Gosain, A.; Williams, R.F.; Blakely, M.L. Distinguishing Acute from Ruptured Appendicitis Preoperatively in the Pediatric Patient.

Adv. Surg. 2010, 44, 73–85. [CrossRef] [PubMed]
3. Ashcraft, K.W.; Holcomb, G.W.; Murphy, J.P.; Ostlie, D.J. Ashcraft’s Pediatric Surgery, 6th ed.; Ashcraft’s Pediatric Surgery: London,

UK; Saunders/Elsevier: New York, NY, USA, 2014.
4. Howell, E.C.; Dubina, E.D.; Lee, S.L. Perforation risk in pediatric appendicitis: Assessment and management. Pediatr. Health Med.

Ther. 2018, 9, 135–145. [CrossRef] [PubMed]
5. Morrow, S.E.; Newman, K.D. Current management of appendicitis. In Seminars in Pediaitric Surgery; Saunders/Elsevier: Philadel-

phia, PA, USA, 2007.
6. Jaschinski, T.; Mosch, C.G.; Eikermann, M.; Neugebauer, E.A.; Sauerland, S. Laparoscopic versus open surgery for suspected

appendicitis. Cochrane Database Syst. Rev. 2018, 11, CD001546. [CrossRef] [PubMed]
7. Téoule, P.; Laffolie, J.; Rolle, U.; Reissfelder, C. Acute Appendicitis in Childhood and Adulthood. Dtsch. Arztebl. Int. 2020, 117,

764–774. [PubMed]
8. Luttjeboer, F.Y.; Verhoeve, H.R.; van Dessel, H.J.; van der Veen, F.; Mol, B.W.; Coppus, S.F. The value of medical history taking as

risk indicator for tuboperitoneal pathology: A systematic review. J. Obstet. Gynaecol. 2009, 116, 612–625. [CrossRef] [PubMed]
9. Youngc, T.; Liakakosa, N.; Thomakosc, P.M. Finec Christos Dervenisb Ronald L. Peritoneal Adhesions Etiology, Pathophysiology,

and Clinical Significance. Dig. Surg. 2001, 18, 260–273.
10. Ruffolo, C.; Fiorot, A.; Pagura, G.; Antoniutti, M.; Massani, M.; Caratozzolo, E.; Bonariol, L.; di Pinto, F.C.; Bassi, N. Acute

appendicitis: What is the gold standard of treatment? World J. Gastroenterol. 2013, 19, 8799–8807. [CrossRef] [PubMed]
11. Arung, W.; Meurisse, M.; Detry, O. Pathophysiology and prevention of postoperative peritoneal adhesions. World J. Gastroenterol.

2011, 17, 4545–4553. [CrossRef] [PubMed]
12. Becker, V.M.; Silver, S.; Seufert, R.; Muensterer, O.J. The Association of Appendectomy, Adhesions, Tubal Pathology, and Female

Infertility. J. Soc. Laparosc. Robot. Surg. 2019, 23, e2018-00099.
13. Wiig, J.N.; Janssen, C.W.; Fuglesang, P.; Gjøen, O.I.; Hansen, H.A.; Thue, G.; Tylden, E.B. Infertility as a complication of perforated

appendicitis. Late follow-up of a clinical series. Acta Chir. Scand. 1979, 45, 409–410.
14. Geerdsen, J.; Hansen, J.B. Incidence of sterility in women operated on in childhood for perforated appendicitis. Acta Obstet.

Gynecol. Scand. 1977, 56, 523–524. [CrossRef] [PubMed]
15. Thompson, W.M.; Lynn, H.B. The possible relationship of appendicitis with perforation in childhood to infertility in women. J.

Pediatr. Surg. 1971, 6, 458–461. [CrossRef]
16. Elraiyah, T.; Hashim, Y.; Elamin, M.; Erwin, P.J.; Zarroug, A.E. The effect of appendectomy in future tubal infertility and ectopic

pregnancy: A systematic review and meta-analysis. J. Surg. Res. 2014, 192, 368–374. [CrossRef] [PubMed]
17. Lalos, O. Risk factors for tubal infertility among infertile and fertile women. Eur. J. Obstet. Gynecol. Reprod. Biol. 1988, 29, 129–136.

[CrossRef]
18. Engeler, D.S.; Baranowski, A.P.; Dinis-Oliveira, P.; Elneil, S.; Hughes, J.; Messelink, E.J.; van Ophoven, A.; Williams, A.C.

Guidelines on Chronic Pelvic Pain. Eur. Assoc. Urol. 2014, 64, 431–439. [CrossRef]
19. van Rijckevorsel, D.C.; de Vries, M.; Schreuder, L.T.; Wilder-Smith, O.H.; van Goor, H. Risk factors for chronic postsurgical

abdominal and pelvic pain. Future Med. 2015, 5, 107–116. [CrossRef] [PubMed]
20. Hayes, D.; Reiter, S.; Hagen, E.; Lucas, G.; Chu, I.; Muñiz, T.; Martinez, R. Is interval appendectomy really needed? A closer look

at neoplasm rates in adult patients undergoing interval appendectomy after complicated appendicitis. Surg. Endosc. 2021, 35,
3855–3860. [CrossRef]

21. Andersson, R.E.; Petzold, M.G. Nonsurgical treatment of appendiceal abscess or phlegmon: A systematic review and meta-
analysis. Ann. Surg. 2007, 246, 741–748. [CrossRef]

22. Aranda-Narváez, J.M.; González-Sánchez, A.J.; Marín-Camero, N.; Montiel-Casado, C.; López-Ruiz, P.; Sánchez-Pérez, B.; Álvarez-
Alcalde, A.; Ramírez-Plaza, C.P.; Santoyo, J. Conservative approach versus urgent appendectomy in surgical management of
acute appendicitis with abscess or phlegmon. Rev. Esp. Enferm. Dig. 2010, 102, 648–652. [CrossRef]

23. Perez, K.S.; Allen, S.R. Complicated appendicitis and considerations for interval appendectomy. J. Am. Acad. Physician Assist.
2018, 31, 35–41. [CrossRef] [PubMed]

http://doi.org/10.1007/s00268-012-1749-z
http://www.ncbi.nlm.nih.gov/pubmed/22948195
http://doi.org/10.1016/j.yasu.2010.05.021
http://www.ncbi.nlm.nih.gov/pubmed/20919515
http://doi.org/10.2147/PHMT.S155302
http://www.ncbi.nlm.nih.gov/pubmed/30464677
http://doi.org/10.1002/14651858.CD001546.pub4
http://www.ncbi.nlm.nih.gov/pubmed/30484855
http://www.ncbi.nlm.nih.gov/pubmed/33533331
http://doi.org/10.1111/j.1471-0528.2008.02070.x
http://www.ncbi.nlm.nih.gov/pubmed/19220240
http://doi.org/10.3748/wjg.v19.i47.8799
http://www.ncbi.nlm.nih.gov/pubmed/24379603
http://doi.org/10.3748/wjg.v17.i41.4545
http://www.ncbi.nlm.nih.gov/pubmed/22147959
http://doi.org/10.3109/00016347709155024
http://www.ncbi.nlm.nih.gov/pubmed/602725
http://doi.org/10.1016/S0022-3468(71)80008-8
http://doi.org/10.1016/j.jss.2014.08.017
http://www.ncbi.nlm.nih.gov/pubmed/25303785
http://doi.org/10.1016/0028-2243(88)90139-6
http://doi.org/10.1016/j.eururo.2013.04.035
http://doi.org/10.2217/pmt.14.47
http://www.ncbi.nlm.nih.gov/pubmed/25806905
http://doi.org/10.1007/s00464-020-07798-9
http://doi.org/10.1097/SLA.0b013e31811f3f9f
http://doi.org/10.4321/S1130-01082010001100005
http://doi.org/10.1097/01.JAA.0000544304.30954.40
http://www.ncbi.nlm.nih.gov/pubmed/30153202


Children 2022, 9, 346 10 of 10

24. Minneci, P.C.; Sulkowski, J.P.; Nacion, K.M.; Mahida, J.B.; Cooper, J.N.; Moss, R.L.; Deans, K.J. Feasibility of a nonoperative
management strategy for uncomplicated acute appendicitis in children. J. Am. Coll. Surg. 2014, 219, 272–279. [CrossRef] [PubMed]

25. Fawkner-Corbett, D.; Jawaid, W.B.; McPartland, J.; Losty, P.D. Interval appendectomy in children clinical outcomes, financial
costs and patient benefits. Pediatr. Surg. Int. 2014, 30, 743–746. [CrossRef] [PubMed]

http://doi.org/10.1016/j.jamcollsurg.2014.02.031
http://www.ncbi.nlm.nih.gov/pubmed/24951281
http://doi.org/10.1007/s00383-014-3521-y
http://www.ncbi.nlm.nih.gov/pubmed/24874344

	Introduction 
	Materials and Methods 
	Results 
	Discussion 
	Conclusions 
	References

