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Mc Burney described a surgical technique that was quick,
easy and inexpensive with low rates of morbidity and
mortality.1,2 It remained the gold standard for the next century.
However, the introduction of laparoscopic appendectomy in
the 1980s advanced the tide of change toward minimally
invasive surgery.3 Its popularity evolved at a time when there
was an emphasis on “new” techniques coupled with reduced
length of stay in hospital. The advantages of the approach
included better visualization of the abdomen, less post-
operative pain, faster recovery, reduced hospital stay, better
cosmesis, and reduced wound infections.4,5 The role of diag-
nostic laparoscopy became favoured by many surgeons as
they were able to inspect the abdominal cavity initially and
avoid appendectomy if appendicitis was not found.

Despite the aforementioned benefits, laparoscopic appen-
dectomy is plagued with more than double the number of
intra-abdominal abscess post-operatively.6,7 The conscious
drive for minimally invasive surgery has obscured the funda-
mental differences between open and laparoscopic appendec-
tomy. In the majority of open appendectomies, the
appendiceal stump is invaginated or buried. Speculation sug-
gests that this technique significantly reduces the chance of
spillage of pathogens and hence peritonitis.8 Furthermore,
there is improved healing of the gut via the formation of
collagen and granulation tissue from the serosal layer of the
caecum. In contrast, ligation of the appendix with preformed
Roeder knots are most commonly used in laparoscopic ap-
pendectomy. It has been hypothesized that loosening of such
ligatures can occur due to mucosal necrosis, resulting in
leakage.9

Intra-abdominal abscess is a potentially lethal complication
resulting in prolonged hospital stay with many patients requir-
ing intervention, radiological or even surgical drainage of the
abscess. This has considerable resource implications, which
negate the benefit of a laparoscopic approach. Observational
studies show abscess formation in 0.5–1 % and 2–5 % of
patients following open and laparoscopic appendectomy, re-
spectively. In addition, these rates dramatically increase when
treating a perforated appendix (4 % in open vs. 24 % in
laparoscopic appendectomy).8 As a result, many surgeons
have reverted to an open approach in the setting of a perforat-
ed appendix.

Some surgeons speculate that a pneumoperitoneum
causes diffusion and dissemination of infection through-
out the abdominal cavity.8 However, if this was the case,
one would expect multiple abscesses throughout the ab-
dominal cavity. The majority of post appendectomy ab-
scesses tend to be localized to the right lower quadrant.
Though many publications have compared the complica-
tion rates after laparoscopic and open appendectomy, none
specify clearly whether the appendiceal stump was invag-
inated in the open or laparoscopic approach. A study
comparing abscess formation rates after both laparoscopic
and open appendectomy with or without stump invagina-
tion would be beneficial.

In recent years, there is a growing volume of surgeons who
propose the use of laparoscopic stapler devices as a better
means of stump closure. The application of a stapler (espe-
cially in complicated appendicitis) reduces faecal spillage and
provides a reproducibly secure stump closure without the
heterogeneity of ligation of the protrudingmucosa.9 However,
this has generated heated debates around the expense of such
practice.9,10 Alternatively, a laparoscopic purse-string device
that facilitates closure and invagination would be a useful
development. Perhaps the surgical community should rekin-
dle old principles that stood the test of time; open

M. E. Kelly (*) :D. C. Winter
Department of Surgery, St Vincent’s University Hospital, Dublin,
Ireland
e-mail: kellym11@tcd.ie

J Gastrointest Surg (2014) 18:1381–1382
DOI 10.1007/s11605-014-2532-2



appendectomy had little wrong with it, and not burying the
stump could turn out to be a costly omission.
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