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ABS TR AC T

Importance | Optimal duration of antibiotic treatment to reduce infectious compli-
cations after an appendectomy for acute complicated appendicitis remains unclear. 

Objective | To investigate the effect of antibiotic length on infectious complica-
tions after laparoscopic appendectomy for acute complicated appendicitis.

Design, setting and participants | National multicenter prospective, observa-
tional, surgical resident-led cohort study conducted in June and July 2014. This 
study involved academic teaching hospitals (n = 8), community teaching hospitals 
(n = 38), and community nonteaching hospitals (n = 16), and all consecutive pa-
tients (n = 1975) who underwent surgery for suspected acute appendicitis.

Exposure | Patients treated laparoscopically for whom the antibiotic regimens 
were prolonged postoperatively because of complicated appendicitis. 

Main Outcome and Measure | Receiving either 3 or 5 days of antibiotic treatment 
as planned and additional variables were explored as risk factors for infectious 
complications using regression analyses.

Results | A total of 1975 patients were included in 62 participating Dutch hospi-
tals; 1901 (96.3%) of these underwent an appendectomy for acute appendicitis 
and laparoscopy was used in 74.4%of these patients (n = 1415). In 415 laparoscop-
ically treated patients, antibiotic treatment was continued for more than 24 hours 
because of acute complicated appendicitis (29.3%). The prescribed antibiotic du-
ration varied between 2 and 6 days in all of these patients. In 123 patients (29.6%), 
the length of treatment was adjusted. A shorter duration of antibiotic treatment (3 
days instead of 5) had no significant effect on any infectious complication (odds 
ratio [OR], 0.93; 95% CI, 0.38-2.32; P = .88) or on intra-abdominal abscess devel-
opment (OR, 0.89; 95% CI, 0.34-2.35; P = .81). Perforation of the appendix was the 
only independent risk factor for the development of an infectious complication 
(OR, 4.90; 95% CI, 1.41-17.06; P = .01) and intra-abdominal abscess (OR, 7.46; 95% 
CI, 1.65-33.66;P = .009) in multivariable regression analysis. 

Conclusions and Relevance | Lengthening of postoperative antibiotic treatment 
to 5 days was not associated with a reduction in infectious complications. Further 
restriction of antibiotic treatment can be considered in nonperforated complicat-
ed appendicitis.
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INTRODUC TION

Uncomplicated and complicated appendicitis are currently distinguished as 
2 different disease entities that require different treatments.1 The role of anti-
biotic treatment as an alternative for surgery in simple or uncomplicated ap-
pendicitis has been studied in adults2-4 and, more recently, in children.5,6 Acute 
complicated appendicitis with necrosis or perforation of the appendix is treat-
ed by appendectomy and usually followed by additional antibiotic treatment 
aimed at reducing postoperative infectious complications. Restriction and 
proper use of antibiotics are important for reducing and preventing harmful ad-
verse effects to the patients and preventing antibiotic resistance.7 In American 
guidelines, an antibiotic length of 4 to 7 days is advised after complicatedap-
pendicitis.8 To our knowledge, few studies have investigated the reduction 
of antibiotic administration after appendectomy and these were mostly per-
formed in children.9-11 Restricting antibiotic duration to fewer than 5 days after 
surgery in complicated appendicitis is seldom done, fearing infectious compli-
cations. However, 3 days of antibiotic treatment has been observed to be feasi-
ble and safe in a retrospective cohort of adults with complicated appendicitis.12 

 

The objectives of this prospective study were to investigate the relation of anti-
biotic duration and infectious complications and to identify possible risk factors 
for a postoperative infectious complication after laparoscopic appendectomy for 
acute complicated appendicitis.

METHODS

Study design | A surgical resident–led prospective, observational, cohort study 
was conducted in 62 Dutch hospitals including all consecutive patients who un-
derwent surgery for suspected acute appendicitis between June 1, 2014, and 
July 31, 2014, preceded by a pilot phase in 8 hospitals in May 2014. All patients 
were treated according to the local hospital protocol that was based on the Dutch 
guideline for appendicitis.13 One local investigator was responsible for identifying 
patients and collecting the data that were entered anonymized into an electronic 
database. 
 
The medical ethics committee in the Academic Medical Center in Amsterdam ap-
proved the study design and judged that no informed consent from the patients 
was necessary because of the observational study design without additional bur-
den for the patient.
 
For this analysis, only patients who underwent a laparoscopic appendectomy for 
acute complicated appendicitis were included. Both pediatric and adult patients 
were included in this analysis. The primary outcome was the effect of antibiotic 
treatment length on the infectious complication rate. To identify in-hospital and 
out-hospital complications during the 30-day follow-up, the electronic patient 
database system was checked to monitor visits at the emergency department, 
postoperative imaging or intervention, unscheduled outpatient visits, and hospi-
tal readmission.
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Complicated appendicitis and antibiotic treatment | Complicated appendicitis 
was defined as necrosis or perforation of the appendix or if an extensive purulent 
peritonitis was found during laparoscopy for which the surgeon prolonged anti-
biotic treatment for more than 24 hours. Two lengths of antibiotic treatment were 
registered; the duration as prescribed by the local surgeon directly after surgery 
and the duration that the patient eventually received. The actual received dura-
tion of antibiotics was retrieved from the medical prescription system. Intravenous 
antibiotics or a combination with an oral regimen was also registered. In case of 
the latter, the total duration of antibiotic treatment was calculated and used for 
analysis. A new course of antibiotics that was started for a complication after the 
initial course was finished was not included in the registered treatment duration. 

Patients were treated according to the local hospital protocol based on local re-
sistance pattern (in the Netherlands, usually a combination of cephalosporin and 
metronidazole).

Infectious complications | Superficial surgical site infection was recorded when 
administration of antibiotics (restart or lengthening for this reason), whether in 
combination with drainage of a wound abscess, was necessary. An intra-abdomi-
nal abscess was defined as a postoperative intra-abdominal fluid collection diag-
nosed by cross-sectional imaging for which administration of antibiotics (restart 
or lengthening) or a radiological or surgical intervention was needed. Any infec-
tious complication was defined as a superficial surgical site infection, an intra-ab-
dominal abscess, or both. Postoperative ileus was reported as an adverse event 
when resumption of oral diet was not achieved within 5 days after surgery.14

Statistical analysis | Dichotomous outcomes were compared using the χ2 
test or Fisher exact test where appropriate and comparison of nonparamet-
ric outcome (medians) was calculated with the Mann-Whitney U test. A 2-sid-
ed P < .05 was considered significant. Univariable odds ratios (ORs) and 95% 
Cis were calculated using logistic regression analysis for identifying risk fac-
tors for infectious complications and intra-abdominal abscesses. A multivar-
iable logistic regression model was built for variables with P < .20 in univaria-
ble analysis and 3 or 5 days of postoperative antibiotic treatment as planned. 
 
Statistical analyses were performed using SPSS version 21 (IBM). The Strengthen-
ing the Reporting of Observational Studies in Epidemiology (STROBE) statement 
was used in the study design and for preparing the article.15

RESULTS
 
Included patients | A total of 1975 patients underwent surgery for suspected 
acute appendicitis in 62 Dutch hospitals in the 2-month period (3 months in pilot 
centers). Among the participating hospitals were all academic teaching hospitals 
(n = 8), 84% of the community teaching hospitals (n = 38) and 41% of the com-
munity non-teaching hospitals (n = 16). The laparoscopic approach was used in 
1415 patients (74.4%) who underwent an appendectomy for acute appendicitis 
(n = 1901) and more frequently in adults than in children (79.5% vs 61.0%). In 415 
patients, the local surgeon continued antibiotic treatment for more than 24 hours 
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Characteristic

No. (%)

Total 
(n = 415)

2-3 d received 
(n = 89)

4-5 d received 
(n = 225)

>5 d received 
(n=101) P valuea

Median age, y 44.0 46.0 43.0 43.0 .62b

Sex

   Male

   Female

197 (47.5)

218 (52.5)

43 (48.3)

46 (51.7)

108 (48.0)

117 (52.0)

46 (45.5)

55 (54.5)
.90

ASA classification

   1 or 2

   3 or 4

401 (96.6)

14 (3.4)

86 (96.6)

3 (3.4)

216 (96.0)

9 (4.0)

99 (98.0)

2 (2.0)
.65

Surgeon

   Consultant or  
   supervised resident

   Resident without  
   supervising consultant

354 (85.3)

61 (14.7)

68 (76.4)

21 (23.6)

193 (85.8)

32 (14.2)

93 (92.1)

8 (7.9)

.009

Operating time

   Median

   Daytime, 8 AM-6 PM

   On-call, 6 PM-8 AM

   Missing

 
 
51.0

186 (45.0)

227 (55.0)

2

 
 
50.0

40 (46.0)

47 (54.0)

NA

52.0

96 (42.7)

129 (57.3)

NA

52.0

50 (49.5)

51 (50.5)

NA

.63b

.51

Antibiotic administration

   Only intravenous

   Combination of  
   intravenous and oral

185 (58.7)

130 (41.3)

78 (87.6)

11 (12.4)

106 (47.1)

119 (52.9)

60 (59.4)

41 (40.6) <.001

Reason for antibiotic  
prolongation

   Perforation

   Necrosis

   Pus

 
282 (68.0)

90 (21.7)

43 (10.4)

 
55 (61.8)

25 (28.1)

9 (10.1)

 
149 (66.2)

50 (22.2)

26 (11.6)

 
78 (77.3)

15 (14.9)

8 (7.9)

 
.01

Conversion 33 (8.0) 6 (6.7) 13 (5.8) 14 (13.9) .04

TABLE 1 Demographics and outcome after variable durations of antibiotic treatments
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Appendix stump closure

   Endoloops

   Endostapler

250 (65.6)

131 (34.4)

61 (73.5)

22 (26.5)

140 (66.0)

72 (34.0)

49 (57.0)

37 (43.0) .08

Histology

   Uncomplicated

   Complicated, necrosis    or perforation

215 (51.8)

200 (48.2)

43 (48.3)

46 (51.7)

125 (55.6)

100 (44.4)

47 (46.5)

54 (53.5) .24

Median hospital stay, d 5.0 4.0 5.0 7.0 <.001b

Any complication 95 (22.9) 14 (15.7) 44 (19.6) 37 (36.6) <.001

Superficial surgical site 
infection 9 (2.2) 1 (1.1) 4 (1.8) 4 (4.0) .34

Intra-abdominal abscess

   Reintervention

50 (12.0)

29 (7.0)

6 (6.7)

5 (5.6)

20 (8.9)

10 (4.4)

24 (23.8)

14 (13.9)

<.001

.007

Ileus 18 (4.3) 2 (2.2) 8 (3.6) 8 (7.9) .11

Hospital readmission 43 (10.4) 6 (6.7) 27 (12.0) 10 (9.9) .38

Characteristic

No. (%)

Total 
(n = 415)

2-3 d received 
(n = 89)

4-5 d received 
(n = 225)

>5 d received 
(n=101) P valuea

Abbreviations: ASA, American Society of Anesthesiologists; NA, not applicable.
aχ2 Test except where Mann-Whitney U test is indicated.
bMann-Whitney U test.

after laparoscopic appendectomy because of acute complicated appendicitis 
and these patients were included in the analysis. The conversion rate in these 
complicated cases was 8.0%. The demographics and outcomes of patients with 
prolonged antibiotic treatment after laparoscopic appendectomy for complicat-
ed appendicitis are displayed in Table 1.

Duration of antibiotics | The duration of antibiotics as prescribed directly after 
surgery by the surgeon varied between 2 and 6 days; most frequently, the pre-
scribed doses lasted 3 days or 5 days (Table 2). A change in antibiotic duration 
was ordered in 29.6% of the patients (n = 123), a longer duration in 106 patients 
(25.5%), and a shorter duration in 17 patients (4.1%). Reasons for continuing antibi-
otic treatment longer than initially ordered varied and consisted of superficial sur-
gical site infection in 3.8% (4 of 106), intra-abdominal abscess in 22.6% (24 of 106), 
or were dictated by the clinical course without an objective complication. The 
actual received duration of antibiotics varied between 2 and 10 days, almost 25% 
of the patients received eventually more than 5 days of antibiotic treatment (Ta-
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ble 2). In the patients who were treated longer than 5 days, appendicitis seemed 
more severe, with a higher rate of perforation, conversion, and participation of 
a senior surgeon. A higher rate of complications and intra-abdominal abscesses 
and a longer hospital stay were observed in these patients (Table 1).

Infectious complications after complicated appendicitis | A postoper-
ative complication was seen in 22.9% of the patients with complicated ap-
pendicitis. A superficial surgical site infection was seen in 2.2% (n = 9) and 
an intra-abdominal abscess in 12.0% (n = 50) (Table 1). The median time af-

Duration, d
No. (%)
Prescribed duration Received duration

2 4 (1.0) 3 (0.7)

3 114 (27.5) 86 (20.7)

4 2 (0.5) 2 (0.5)

5 269 (64.8) 223 (53.7)

6 26 (6.3) 100 (24.1)

10 NA 1 (0.2)

TABLE 2 Antibiotic duration as prescribed and received

ter which a complication was diagnosed after surgery was 6 days (range, 1-24 
days) and 7 days (range, 2-24 days) for an intra-abdominal abscess. In 41 pa-
tients with a prescribed regimen of 3 days, the antibiotic regimen was contin-
ued longer than this, and in these patients, a superficial surgical site infec-
tion was seen in 7.3% (n = 3) and an intra-abdominal abscess in 14.6% (n = 6). 
 
In converted cases, the superficial surgical site infection rate was 15.2% 
and the intra-abdominal abscess rate was 21.2%. The conversion rate was 
comparable between pediatric and adult patients (10.4% vs 7.4%; P = .36). 
 
In patients with a perforated appendix, the intra-abdominal abscess rate was 
16.0% in contrast to a rate of 3.8% when the appendix was not perforated but 
when necrosis or pus was the reason for continuing antibiotics (P < .001).

Three or 5 days of antibiotics and other risk factors | In 292 of the 415 laparo-
scopically treated patients (70.4%), the received antibiotic length was the same 
as prescribed. In 266 of these patients, antibiotic length was 3 or 5 days; 75 pa-
tients (28.2%) received 3 days and 191 patients (71.8%) received 5 days. The de-
mographics and outcomes of these patients are displayed in Table 3. No differ-
ences in complications were observed after 3 or 5 days of antibiotic treatment 
(infectious complication: OR, 0.93; 95% CI, 0.38-2.32; P = .88 and intra-abdominal 
abscess development: OR, 0.89; 95% CI, 0.34-2.35; P = .81; Table 4); however, 
patients who were treated for 3 days had a shorter hospital stay (Table 3). Neither 
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in the univariable nor the multivariable analysis was 3 vs 5 days of antibiotic treat-
ment identified as a risk factor for infectious complications and intra-abdominal 
abscess (Table 4). Perforation of the appendix was the only independent risk fac-
tor for developing an infectious complication (OR, 4.90; 95% CI, 1.41-17.06; P = .01) 
and intra-abdominal abscess (OR, 7.46; 95% CI, 1.65-33.66; P = .009) in multivari-
able regression analysis (Table 4).
 

Characteristic
No. (%)

Total 
(n = 266)

3 d 
(n = 75)

5 d 
(n = 191) P valuea

Median age, y 43.0 44.0 43.0 .62b

Sex
   Male
   Female

128 (48.1)
138 (51.9)

35 (46.7)
40 (53.3)

93 (48.7)
98 (51.3) .79

ASA classification
   1 or 2
   3 or 4

256 (96.2)
10 (3.8)

72 (96.0)
3 (4.0)

184 (96.3)
7 (3.7) .90

Surgeon

   Consultant or  
   supervised resident

   Resident without  
   supervising consultant

219 (82.3)

47 (17.7)

56 (74.7)

19 (25.3)

163 (83.3)

28 (14.7) .049

Operating time
   Median
   Daytime, 8 AM-6 PM
   On-call, 6 PM-8 AM
   Missing

51.5
118 (44.7)
146 (55.3)
2

49.0
36 (49.3)
37 (50.7)
NA

52.0
82 (42.9)
109 (57.1)
NA

.41b

.41

Antibiotic administration

   Only intravenous

   Combination of  
   intravenous and oral

157 (59.0)

109 (41.0)

68 (90.7)

7 (9.3)

89 (46.6)

102 (53.4) <.001

TABLE 3 Demographics and outcome of patients treated with antibiotics exactly 3 or 5 
days as prescribed
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Reason for antibiotic  
prolongation
   Perforation
   Necrosis
   Pus

  

171 (64.3)
64 (24.1)
31 (11.7)

  46 (61.3)
20 (26.7)
9 (12.0)

  125 (65.5)
44 (23.0)
22 (11.5) .92

Conversion 16 (6.0) 4 (5.3) 12 (6.3) .77

Appendix stump closure

   Endoloops

   Endostapler

179 (71.6)

71 (28.4)

55 (77.5)

16 (22.5)

124 (69.3)

55 (30.7) .22

Histology

   Uncomplicated

   Complicated, necrosis  
   or perforation

146 (54.9)

120 (45.1)

36 (48.0)

39 (52.0)

110 (57.6)

81 (42.4)
.17  

Median hospital stay, d 5.0 4.0 5.0 <.001b

Any complication 48 (18.0) 12 (16.0) 36 (18.8) .72

Superficial surgical  
site infection 4 (1.5) 1 (1.3) 3 (1.6) .89

Intra-abdominal abscess

   Reintervention

23 (8.6)

13 (4.9)

6 (8.0)

5 (6.7)

17 (8.9)

8 (4.2)

.81

.53

Ileus 8 (3.0) 1 (1.3) 7 (3.7) .45

Hospital readmission 28 (10.5) 6 (8.0) 22 (11.5) .51

Characteristic
No. (%)

Total 
(n = 266)

3 d 
(n = 75)

5 d 
(n = 191) P valuea

Abbreviations: ASA, American Society of Anesthesiologists; NA, not applicable.
aχ2 Test except where Mann-Whitney U test is indicated.
bMann-Whitney U test.
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Odds Ratio (95% CI)

Analysis Prevalence in  
first group, %

Any infectious 
complicationa P value

Intra- 
abdominal 
abscess

P value

Univariable

Antibiotic duration 
received as  
prescribed,  
3 vs 5 d

28.2

 

0.93  
(0.38-2.32)    
 

.88 
 
 

0.89  
(0.34-2.35) 
 

.81 
 
 

Age, children <18 y 
vs adult

18.6 2.11  
(1.12-3.97)    

.02 2.62  
(1.37-5.00)

.004 

Male vs female 47.5 0.78  
(0.44-1.37) .38 0.85  

(0.47-1.55) .60

ASA classification,  
1 or 2 vs 3 or 4

96.6 0.95  
(0.21-4.38)

.95 0.82  
(0.18-3.76)

.79 

Time of surgery, 
daytime vs evening 
or nighttime 

45.0 
 

0.95  
(0.54-1.66) 

.85 
 

0.87  
(0.48-1.58) 

.65 
 

Surgeon, consul-
tant or supervised 
resident vs resident 
without supervising  
consultant

85.3 
 
 
 

1.27  
(0.55-2.95) 
 
 

.58 
 
 
 

1.63  
(0.62-4.29) 
 
 

.32 
 
 
 

Operating time, 
<51 min vs ≥51 min

50.1 0.43  
(0.24-0.79)

.006 0.56  
(0.30-1.04)

.07 

Stump closure,  
endoloops vs 
endostapler

65.6 
 

1.38  
(0.70-2.72) 

.35 
 

1.35  
(0.67-2.74) 

.40 
 

No conversion vs 
conversion to open

92.0 0.32  
(0.15-0.72)

.006 0.47  
(0.19-1.15)

.10 

Perforated vs  
nonperforated

68.0 4.67  
(1.95-11.19)

.001 4.86  
(1.88-12.55)

.001 

Histology, compli-
catedb vs noncom-
plicated

48.2 
 

1.13  
(0.65-1.98) 

.66 
 

1.57  
(0.86-2.85) 

.14 
 

Oral antibiotics, 
only intravenous vs 
partly oral

58.8 
 

1.96  
(1.06-3.62) 

.03 
 

1.57  
(0.84-2.94) 

.16 
 

TABLE 4 Logistic regression analyses of risk factors for infectious complications and in-
tra-abdominal abscesses
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Multivariable

Antibiotic duration 
received as pre-
scribed, 3 vs 5 d

28.2 
 

0.98  
(0.37-2.59) 

.97 
 

1.09  
(0.38-3.12) 

.87 
 

Age, children <18 y 
vs adult

18.6 1.20  
(0.42-3.45)

.73 1.35  
(0.46-3.98)

.59 

Operating time, 
<51 min vs ≥51 min

50.1 0.49  
(0.21-1.16)

.10 0.64  
(0.26-1.60)

.34 

No conversion vs 
conversion to open

92.0 0.61 (0.16-2.41) .48 0.42  
(0.10-1.70)

.22 

Perforated vs  
nonperforated

68.0 4.90  
(1.41-17.06)c

.01 c 7.46  
(1.65-33.66)c

.009 c 

Histology, compli-
catedb vs noncom-
plicated

48.2 …d 0.82  
(0.34-1.95)

.65 

Oral antibiotics, 
only intravenous vs 
partly oral

58.8 
 

0.91  
(0.37-2.24) 

.84 
 

0.65  
(0.25-1.69) 

.38 
 

Abbreviations: ASA, American Society of Anesthesiologists.
a Any infectious complication is defined as a superficial surgical site infection, an intra-abdominal abscess or both.
b Histological complicated appendicitis is defined as necrosis or perforation.
c Risk factor for infectious complication and intra-abdominal abscess.
d Histology was not included in multivariable regression analysis for any infectious complication because the P value 
in univariable regression analysis was greater than .20 (in contrast to intra-abdominal abscess where the P value for 
histology in univariable regression analysis was <.20).

Odds Ratio (95% CI)

Analysis Prevalence in  
first group, %

Any infectious 
complicationa P value

Intra- 
abdominal 
abscess

P value
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DISCUSSION

One of the main findings in this large prospective cohort was that there was no dif-
ference in either 3 or 5 days of antibiotic treatment, according to protocol, on the 
development of infectious complications after laparoscopic appendectomy for 
complicated appendicitis. Perforation of the appendix was the only identified risk 
factor for developing an infectious complication. Different regimens of antibiotic 
duration after an appendectomy for complicated appendicitis were seen in this 
cohort that reflects nationwide variance in current treatment practice. Most fre-
quently used standard lengths were 3 or 5 days, with a predominance of the latter. 
 
The results of this study are in accordance with the results of an obser-
vational cohort study11 and a small randomized clinical trial comparing 3 
and 5 days of antibiotic treatment in secondary peritonitis in which half of 
the patients had a complicated appendicitis.16 The importance of restrict-
ing antibiotic treatment when possible was pointed out in a report of the 
World Health Organization,7 concluding that the most important reason 
for antibiotic resistance is the misuse of and overtreatment with antibiotics. 
 
Switching to oral antibiotics can be considered when diet resumption is 
sufficient.17 In the current cohort, this switch was not applied in most pa-
tients, leading to a significantly shorter hospital stay in the 3-day group. This 
is not only beneficial to the patient, but this reduction of hospital stay can 
lead to a substantial cost reduction, although no cost analyses were con-
ducted in this study. On a macroeconomic level, shortening of antibiot-
ic treatment duration could lead to a cost reduction in this frequent disease. 
 
Histological severity did not match with clinical severity in more than half of the 
clinically assessed complicated cases. This discordance between histological and 
surgical judgment has also been seen in other studies.18,19 Histological severity 
was no risk factor for infectious complications in logistic regression analysis in 
contrast to a clinically assessed perforation of the appendix. This is in concord-
ance with another study20 that showed that perforation of the appendix was as-
sociated with a higher risk for infectious complications compared with necro-
sis or pus without perforation. Therefore, proper intraoperative assessment of 
disease severity is important because further restriction of antibiotic treatment 
may be justified in the absence of perforated appendicitis. The interobserv-
er variation in scoring appendicitis as complicated can vary among surgeons. 
However, necrosis or perforation of the appendix is mostly an obvious finding. 
 
Laparoscopy was the prevailing approach in the treatment of acute ap-
pendicitis in this nationwide Dutch cohort, especially in adult patients. 
Patients who underwent primary open appendectomy were not in-
cluded in this analysis because of the small numbers in this cohort.  
 
The duration of antibiotic prescription was changed in almost 30% of the patients 
because the clinical evaluation of the patient demanded it. Patients who eventually 
received more than 5 days of antibiotic treatment were different in disease sever-
ity and outcome compared with patients with a shorter regimen and could there-
fore not be compared with patients receiving 3 or 5 days of antibiotic treatment. 
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Patients who received either 3 or 5 days of antibiotic treatment according to pro-
tocol without a modification of the length were comparable in disease severity 
and outcome. Continuation of antibiotics beyond day 3 may be mandated by find-
ings of persisting clinical infection, although it does not seem to prevent forma-
tion of an infectious complication. Therefore, antibiotic treatment beyond day 3 
must be considered supportive therapy while the source of persistent infection is 
identified.

Conclusions |  Three days of antibiotic treatment for complicated appendicitis 
appeared to be sufficient. Longer administration of antibiotics was not associated 
with prevention of intra-abdominal abscesses and a reactive strategy based on 
clinical condition of the patient is therefore advised.
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