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Presurgical time and associated factors 
as predictors of acute perforated appendicitis: 
a prospective cohort study in a teaching 
pediatric hospital in Colombia
Paula Castro1,2* , Julián Rincón3, Cristian Sánchez3, Iván Molina1,2 and Giancarlo Buitrago3,4 

Abstract 

Background: We aim to determine the association between out and in-hospital factors with time, from the begin-
ning of the symptoms to the surgery, in patients with acute appendicitis treated at Fundación Hospital Pediatrico La 
Misericordia (HOMI) in Colombia.

Methods: Eleven month prospective cohort study of pediatric patients at HOMI with acute appendicitis diagnosis 
taken to surgery. Data from the out-of-hospital phase was collected by surveying parents, and the data regarding 
the in-hospital phase was completed with medical records. We analyzed the association between the time from the 
beginning of the symptoms to the surgery, and out and in-hospital factors associated with this time using generalized 
linear models.

Results: Eight hundred three patients were included in the study. Total pre-surgical time was longer in perforated 
appendicitis (PA) group (2.65 days, standard deviation (SD) 1.88 vs. 2.04 days, SD 1.45) (p < 0.01). Factors associated with 
longer total and out-of-hospital presurgical times were age under 4 years old, lower socioeconomic status, father as a 
caregiver, self-medication, and underestimating disease severity.

Conclusions: Out-of-hospital timing determines the longer pre-surgical time in complicated appendicitis. Younger 
age and lower socioeconomic status affect time significantly. We suggest the implementation of strategies in order to 
lower prehospital time, rates, and costs of complicated appendicitis.
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Background
Acute appendicitis is the most common surgical cause of 
abdominal pain in children [1]. Different cohorts report 
an incidence of pediatric acute appendicitis between 
1.13 to 1.39 per 1000 per year [2], being less frequent in 
children under 4 years [3]. In 2017, pediatric surgeons 

performed 1450 appendectomies at Fundación Hospital 
Pediatrico La Misericordia (HOMI) in Bogotá.

In children, atypical or nonspecific symptoms and vari-
able disease course, especially in neonates and children 
under 1 year of age, contribute to an early appendicu-
lar obstruction and late presentation [4–6]. Addition-
ally, less developed omentum and less intra-abdominal 
fat facilitate the spread of peritonitis [4–6]. In world-
wide literature, perforation frequency is higher in chil-
dren than adults, with incidences between 15 and 50% 
[1, 7, 8]. Patient age is tied closely to the stage of acute 
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appendicitis, so the youngest patients present with 
more advanced stages of the disease and are at greater 
risk of perforation, with a recent study showing a sig-
nificant increase of perforation in relation to age as fol-
lows: 100% < 1 year; 100% 1–2 years; 83.3% 2–3 years; 
71.4% 3–4 years; 78.6% 4–5 years and 47.3% - 5 years 
[9]. In Colombia, a single national report shows 25.8% 
of appendectomies with peritoneal drainage [7]. At our 
institution, we found a 41.3% perforation rate in acute 
appendicitis in 2017.

Perforated appendicitis (PA) is associated with higher 
postoperative morbidity and mortality, prolonged hospi-
tal stays, and higher costs [1, 7, 10]. There are no com-
parative studies in our country [7].

A linear increase in perforation percentage after 24 h 
of the onset of symptoms has been described [1, 6, 
11]. When analyzing the duration of symptoms before 
admission to the hospital, a more significant delay in 
the out-of-hospital phase was found in patients with PA 
compared to non-perforated appendicitis (NPA) group, 
which is a factor that predicts perforation [10, 12, 13]. 
In cohorts carried out in developed countries, race and 
socioeconomic status are factors described associated 
with late consultation, which are preventable if access to 
health service is guaranteed [13–16]. Nevertheless, there 
are no reports in the literature that assess those demo-
graphic factors and their influence on presurgical time in 
low-income and medium-income countries.

Concerning in-hospital timing, [10, 17] there is no 
impact on the 30-day morbidity rate if appendectomy is 
carried out between 6 and 12 h after the patient’s admis-
sion [10, 17]. But performing a late surgery (more than 
48 h after admission) is associated with a higher prob-
ability of complications and a more extended hospital 
stay [18]. Several paraclinical indicators and scoring sys-
tems have been described as predictors of the probability 
of acute PA. The Alvarado score is a frequently utilized 
tool for acute appendicitis symptom gradation, yet it 
lacks specificity and sensitivity [19]. Recently, Appendi-
citis inflammatory score (AIR) has been created to over-
come shortcomings of the Alvarado score and Pediatric 
appendicitis score [20]. Recent studies validated the AIR 
score and reported that the AIR score significantly out-
performs the older Alvarado score, especially in distin-
guishing simple from advanced appendicitis but still not 
enough to be exclusive criteria in establishing the diag-
nosis of acute appendicitis [21]. However, it has not been 
analyzed if the presence of the factors evaluated in these 
scores determines a shorter or longer time of preopera-
tive hospital stay in patients with acute PA [4, 12].

In a country where health access is limited in several 
areas, factors associated with higher out-of-hospital time 
could be distinct or impact in a different magnitude than 

the observed in developed countries. This is the first 
study in our setting regarding the time from the onset of 
symptoms to surgical management of pediatric appen-
dicitis. We aim to analyze the association between out-
of-hospital and in-hospital factors with the time elapsed 
before and after admission to our institution and deter-
mine its impact in the presence of perforation in acute 
appendicitis.

Methods
Type of study
We conducted a prospective cohort study of children 
under 17 years old diagnosed with acute appendici-
tis treated at HOMI between January 10th, 2018, and 
December 16th, 2018. HOMI is a high-level teaching 
pediatric hospital located in the city of Bogotá with 336 
beds. It is a reference hospital; therefore, a population 
from all over the country is transported there to receive 
health care. The department of pediatric surgery provides 
care of patients with acute abdominal pain and after the 
clinical diagnosis of acute appendicitis, the institutional 
protocol indicates the performance of a laparoscopic 
appendectomy within the next 8 h. Sixteen pediatric 
surgeons participated in this study, with at least 5 years 
of experience acquired in pediatric surgery formation, 
and approximately 50 patients were operated on by each 
surgeon.

During the study period, all caregivers of children with 
a preoperative clinical or image-based diagnosis of acute 
appendicitis were asked to participate and informed con-
sent was signed for this purpose. Once acute appendicitis 
was diagnosed, an antibiotic was prescribed according to 
the institutional protocol: ampicillin-sulbactam or piper-
acillin-tazobactam in cases with suspicion of generalized 
peritonitis. All included children were followed up to the 
completion of hospitalization and the first postoperative 
control, which was performed between 15 and 21 days 
after the surgery. This study was approved by the HOMI 
research ethics committee (Record number 005, CEI 
49–17, August 25, 2017).

Exposure and covariates
The primary exposure variable was the total pre-sur-
gical time, which was defined as the time elapsed from 
the onset of symptoms to surgery. This time was divided 
between out-of-hospital pre-surgical time and in-hos-
pital pre-surgical time. The first was defined as the time 
between the onset of symptoms and admission to HOMI, 
and the second, as the time from admission to opera-
tion. For this, a survey was carried out to the caregiver, 
which contained questions that allowed to approximate 
the day and time of onset of symptoms, defined as the 
moment when at least one of the following symptoms 
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appears: abdominal pain, vomiting, anorexia, diarrhea, or 
fever. The date and time of arrival at HOMI and the sur-
gery were obtained from the hospital’s electronic medical 
record. Additionally, we collected information concern-
ing characteristics of the patient, their guardians, or 
situations before the hospital arrival: age of the child, car-
egiver (mother, father, or other); caregiver’s age, educa-
tion, and employment status; residence (rural or urban); 
self-medication, home management of abdominal pain; 
causes of delay for a first out-patient visit; conduct at 
the first out-patient visit and number of out-patient vis-
its before admission to our institution. In addition to 
the out-of-hospital variables, other clinical covariates of 
the child were measured at the time of admission and 
included: overall status, pain, heart rate, respiratory rate, 
temperature, and results of paraclinical examinations.

Outcomes
The diagnosis of PA was established if one or more of 
the following criteria was present: the spread of pus with 
the visible appendicolith in the abdominal cavity or vis-
ible perforation of the appendix [22]. PA was defined only 
by intraoperative findings because in our institution we 
have identified adequate concordance between surgical 
and histopathological PA diagnosis with no significant 
difference in the postoperative course if only micro-
scopic perforation is reported by the pathologist [23]. 
After establishing the presence of acute PA, the primary 
endpoint of interest of this study was to determine the 
factors associated with out-of-hospital and in-hospital 
presurgical time in PA.

Statistical analysis
Descriptive analysis of all variables in the cohort and 
bivariate analyses between the baseline characteris-
tics and the presence or absence of perforation was 
performed.

Continuous variables were compared with T-tests and 
categorical variables with chi2 tests. Multivariate analysis 
with generalized linear models was used to identify asso-
ciations between exposures and outcomes of interest, 
controlling for possible observable confounders.

These analyses were carried out for two purposes: i. To 
ascertain the association between pre-surgical times and 
the incidence of PA; and ii. Determine the prehospital 
factors (sociodemographic, symptoms, home manage-
ment, and 1st out-patient visit conduct) associated with 
preoperative times. For the first one, multivariate logis-
tic regression was performed in which the dependent 
variable was the presence or absence of perforation as a 
function of the pre-surgical times, controlling some clini-
cal and sociodemographic characteristics. For the sec-
ond analysis, multiple linear regressions were performed 

where the dependent variables were the total pre-surgical 
time and the out-of-hospital pre-surgical time, based 
on all possible associated factors. In both multivariate 
analyzes, variables to be included were selected based 
on statistical significance and based on clinical signifi-
cance. Statistical significance was identified from differ-
ences in the distribution of each variable in relation to 
the outcome (univariate analysis). Clinical significance 
was identified from previous literature and expert rec-
ommendation. All estimators were calculated with 95% 
confidence intervals, p-values lower than 0.05 were con-
sidered as significant and analyses were performed in 
Stata 14® (MP—Parallel Edition, StataCorp LLC, College 
Station, Texas).

Results
Cohort characteristics
From January to December 2018, 803 patients with acute 
appendicitis were included. Forty patients were excluded 
because of a lack of caregiver’s consent. The mean age 
was 10.7 years (Standard Deviation –SD- 3.89), with a 
male predominance (60.7%). 60.3% of the patients had 
acute perforated appendicitis. The rest of the information 
corresponding to sociodemographic and clinical char-
acteristics of the patients and caregivers at the time of 
admission to our institution is listed in Table 1. Variables 
before admission and at admission are reported in Addi-
tional  file  1. Paraclinical variables were not significantly 
different between subgroups.

Time comparison between perforated and non‑perforated 
appendicitis
We analyzed total pre-surgical time, out-of-hospital pre-
surgical time, and in-hospital presurgical time. Figure  1 
and Table  2 show the measured times comparing NPA 
and PA groups. We found statistically significant differ-
ences between the two groups in the total symptomatic 
time and total pre-surgical time was shorter in the NPA 
group (Mean: 2.04 [SD 1.45] vs. 2.65 [SD 1.88] days, 
p < 0.01).

Table 3 show multivariate logistic regressions between 
presurgical times as a predictor of PA including the fol-
lowing control variables: age, gender, caregiver’s age, 
employment status and education, socioeconomic sta-
tus, pain, heart and respiratory rate, temperature, leuko-
cyte and neutrophil count at admission. Model 1 shows 
the positive association between longer presurgical total 
time with the event of perforation (odds ratio [OR], 1.34; 
95% CI (confidence interval), 1.18–1.54; p < 0.01). When 
subdivided in categories the association increased as the 
total presurgical time was longer compared with 0–1 day 
(OR, 2.14; 95%CI,1.43–3.20 for 2 days, p = .00 Vs OR,3.61; 
95%CI,1.59–8.21 for 5 or more days, p = .00) (Model 2). 
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In the adjusted model 3, odds of perforation were higher 
in the analysis regarding out-of-hospital presurgical tim-
ing (OR, 1.39; 95% CI, 1.21–1.61; p = .00), however, the 
association was not statistically significant concerning in-
hospital pre-surgical timing.

Factors associated with time
Table 4 shows the multivariate linear regression between 
total pre-surgical time and out-of-hospital pre-surgical 
time with several factors: sociodemographic, home man-
agement, clinical, and out-hospital visit conduct.

Age between 0 and 4 years, low socioeconomic status, 
father as the caregiver, self-medication, underestimating 
the severity of the disease for the first out-patient visit, 

and medical discharge in the first out-patient visit were 
factors significantly associated with longer total and out-
of-hospital presurgical times.

Discussion
This is the first prospective study in the Colombian pedi-
atric population that analyzes pre-surgical time and out-
of-hospital factors associated with PA. During the 11 
months of the study, 803 patients with acute appendicitis 
were included. We found statistically significant differ-
ences between gender (predominantly male) and slightly 
younger age in the PA group [13, 17]. 60.3% of our cohort 
had higher acute PA incidence than previously reported 
[7]. 11.7% of the patients came from rural areas, and 

Table 1 Sociodemographic characteristics

a Doctorate, Professional, Bachelor’s or Master’s degree

SD standard deviation

Patient characteristics Full sample Non‑perforated 
appendicitis

Perforated appendicitis p‑value

All patients, No. (%) 803 (100) 319 (39.73) 484 (60.27)

Age, mean (SD), years 10.692 (3.898) 11.295 (0.201) 10.295 (0.184) 0.000
Age categories, N (%), years

 0–4 years 66 (8.20) 12 (18.18) 54 (12.7) 0.000
 5–9 years 273 (34.00) 105 (38.46) 168 (34.71)

 10–17 years 464 (57.78) 202 (43.53) 262 (54.13)

Gender, No. (%)

 Female 315 (39.23) 109 (34.17) 206 (42.56) 0.017
 Male 488 (60.77) 210 (65.83) 278 (57.44)

Domicile, No. (%)

 Rural 94 (11.71) 31 (9.72) 63 (13.02) 0.155

 Urban 709 (88.29) 288 (90.28) 421 (86.98)

Socioeconomic status, No (%)

 1: very low 149 (18.56) 47 (14.73) 102 (21.07) 0.072

 2: low 426 (53.05) 175 (54.86) 251 (51.86)

 3: intermediate 228 (28.39) 97 (30.41) 131 (27.07)

Caregiver characteristics
 Caregiver, No. (%)

  Mother 665 (82.81) 260 (81.50) 405 (83.68) 0.720

  Father 113 (14.07) 48 (15.50) 65 (13.43)

  Other 25 (3.11) 11 (3.45) 14 (2.89)

Age mean (SD), years 35.73 (8.03) 36.23 (7.89) 35.40 (8.11)

 Gender (%)

  Female 688 (85.67) 270 (84.64) 418 (86.36) 0.495

  Male 115 (14.32) 49 (15.36) 66 (13.64)

 Current worker (%)

  No 179 (22.29) 62 (19.44) 117 (24.17) 0.114

  Yes 624 (77.71) 257 (80.56) 367 (75.83)

 Education level, title (%)

  Elementary school or less 130 (16.19) 43 (13.48) 87 (17.98) 0.166

  High school 357 (44.45) 141 (44.20) 216 (44.63)

Tertiary  educationa 316 (39.35) 135 (42.32) 181 (37.40)
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Fig. 1 Distribution of presurgical times between patients with perforated and non-perforated appendicitis

Table 2 Distribution of presurgical timing for perforated and non-perforated acute appendicitis

*p < 0.01

SD standard deviation
a  p25 percentile 25th, b p50 percentile 50th, c p75 percentile 75th,

Presurgical timing Mean (days) SD p25a p50b p75c Min Max

Total presurgical timing

 Non perforated 2.046* 1.451 1.194 1.687 2.317 0.590 13.323

 Perforated 2.655* 1.887 1.550 2.115 3.149 0.507 14.334

 Total 2.413 1.751 1.396 1.951 2.799 0.507 14.334

Out-of-hospital presurgical timing

 Non perforated 1.457* 1.375 0.727 1.044 1.696 0.042 12.723

 Perforated 2.154* 1.846 1.115 1.626 2.621 0.102 14.130

 Total 1.877 1.709 0.889 1.412 2.324 0.042 14.130

In-hospital presurgical timing

 Non perforated 0.589* 0.419 0.294 0.484 0.774 0.082 2.685

 Perforated 0.501* 0.425 0.246 0.391 0.624 0.026 4.609

 Total 0.536 0.425 0.259 0.411 0.687 0.026 4.609
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71.6% had low socioeconomic status. Although there 
were no statistically significant differences between the 
two groups, in our context, these factors could be related 
to limited access to health care, which has been associ-
ated with higher rates of PA [16]. The results from this 
study found longer time lapses in the PA group regard-
ing total pre-surgical time than in other cohorts [8, 23]. 
There was a difference in pre-surgical time of 0.65 days 
among the PA and NPA groups (Table 2), which adjusted 
in the multivariate logistic regressions showed increased 

odds of PA as the time was longer (time blocks), lower 
than previously reported [8, 17].

When distinguishing between out-of-hospital and in-
hospital time, the PA group showed a mean out-of-hos-
pital time of 2.15 days compared to 1.45 days in the NPA 
group. As reported by Cameron et al., our PA group also 
presented less in-hospital time, probably because our insti-
tution is a pediatric hospital and additionally because the 
pediatric surgery team prioritizes surgical intervention in 
this group of patients [24]. Our investigation confirmed 

Table 4 Factors associated with presurgical and out-of-hospital timing in complicated appendicitis

Factors Total pre‑surgical timing (days) Out‑of‑hospital presurgical timing (days)

Multivariate analysis Multivariate analysis

Coef (95% CI) p value Coef (95% CI) p value

Age

 0–4 years 0.69 (0.26–1.13) .00 0.68 (0.26–1.1) .00

 5–9 years 0.15 (−0.10–0.39) .24 0.20 (−0.02–0.44) .085

  ≥ 10 years Ref

Gender

 Male 0.08 (−0.31–0.14) .48 −0.01 (− 0.24–0.2) .87

Domicile

 Urban −0.29 (− 0.649–0.066) .11 − 0.26 (− 0.69- -0.02) .12

Socioeconomic status

 2 − 0.44 (− 0.75- -0.13) .01 − 0.46 (− 0.76- -0.16) .00

 3 − 0.34 (− 0.69–0.01) .06 −0.36 (− 0.69- -0.02) .036

 1 Ref

Caregiver

 Father 0.38 (0.05–0.70) .02 0.41 (0.10–0.73) .01

 Other −0.13 (−0.799–0.529) .69 −1.89 (− 0.82–0.44) .56

Age

 25–39 years −0.16 (− 0.72–0.39) .55 ´-.30 (−83- -.22) .26

  > 40 years −0.15 (− 0.73–0.44) .62 ´-.31 (−.88–.24) .27

  ≤ 24 years Ref

Education

 High school 0.12 (−0.21–0.45) .47 0.02 (−0.29- -0.33) .90

 Tertiary degree 0.03 (−0.32–0.38) .876 − 0.11 (− 0.44–0.22) .52

 Elementary school or less Ref

Selfmedication

 Yes 0.29 (0.05–0.52) .02 0.33 (0.11–0.56) .00

Home management

 Herbal hot water 0–0.16 (−0.42–0.12) .26 −0.17 (− 0.43–0.08) .19

 Massage 0.04 (− 0.31–0.39) .82 0.02 (− 0.31–0.40) .91

 Other 0.06 (− 0.32–0.43) .75 0.04 (− 0.31–0.40) .80

 None Ref

Delay 1st out-patient visit (cause)

 Didn’t believe it was serious 0.54 (− 0.19–0.89) .00 .608 (.27–.94) .00

 Other 0.41 (− 0.02–0.84) .06 .42 (.01–.83) .05

1st out-patient visit conduct

 Discharge 1.61 (1.2–1.95) .00 1.68 (1.3–2.0) .00

 Referal −0.02 (− 0.27–0.23) .88 0.05 (− 0.18–0.28) .67
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that perforation is associated with an out-of-hospital delay 
in our population rather than in-hospital delay, analogous 
to literature in developed countries [8, 24, 25].

Regarding demographic and socioeconomic factors for 
delayed appendectomies, children in the PA group had 
lower socioeconomic status, but interestingly not signifi-
cant association with educational level, employment status, 
or residence [26]. Additionally, concerning complex factors 
that determine health care utilization, we do not rule out 
the limitation of economic resources as a cause of underes-
timating the severity of the disease as previously reported 
by Baxter et  al. [16]. Considering this last issue, in the 
Appendicitis Patient Pre-Hospital Experience (APPE) sur-
vey for caregivers, parents last to appear described reduced 
social support and a tendency to “wait it out” [27]. 64.3% 
of parents in our cohort of PA manifested underestimating 
disease severity compared with 35.7% in the NPA group, 
but we did not further inquire the exact cause.

Age less than 4 years was another factor related to 
longer pre-surgical time in the PA group. It has been 
previously described that patients with complicated 
appendicitis are younger than patients with non-com-
plicated appendicitis, but this factor was not previously 
reported related to delay in time [8, 17].

Other factors associated with PA in the present study were 
the father being the primary caregiver and self-medication 
(64.1% vs. 35.8%). The authors did not find literature regarding 
caregivers in appendicitis; nevertheless, there are some reports 
in other conditions that describe female caregivers have better 
knowledge concerning child’s condition [28–33]. We consider 
self-medication is associated with complicated appendicitis 
because of the false improvement in response to analgesics.

Our study may be limited due to a recall bias common 
to this type of outcomes research as some of the data 
recollection was done by surveying the caregiver in the 
out-of-hospital pre-surgical time, data accuracy might be 
lower in the NPA. Furthermore, being a high-level refer-
ral hospital for childcare patients referred with acute 
appendicitis have already had previous consultations 
which may affect out-of-hospital time and PA incidence.

Conclusions
Out-of-hospital timing determines the longer pre-sur-
gical time in complicated appendicitis. Younger age and 
lower socioeconomic status affect time significantly. 
Problematic social disparities are difficult to assess, but 
we believe that education for the overall population, 
through general teaching campaigns including enhanced 
parent awareness of warning signs related to abdominal 
pain and standardized approaches to abdominal pain 
in first care facilities could lower prehospital time and, 
therefore, rates and costs of complicated appendicitis.

Abbreviations
HOMI: Fundación Hospital Pediatrico La Misericordia; PA: Perforated appendici-
tis; SD: Standard deviation; NPA: Non-perforated appendicitis; AIR: Appendicitis 
inflammatory score; OR: Odds ratio; CI: Confidence interval; APPE: Appendicitis 
Patient Pre-Hospital Experience.

Supplementary Information
The online version contains supplementary material available at https:// doi. 
org/ 10. 1186/ s12887- 022- 03121-8.

Additional file 1. Before admission and Admission characteristics.

Acknowledgments
The authors thank the Pediatric Surgery residents of Universidad Nacional 
de Colombia, without whom the collection of this data couldn’t have been 
possible.

Authors’ contributions
PC, IM, and GB designed the study, JR and CS collected the patient data, GB 
did the statistical analysis, PC, JR and CS analyzed and interpreted the data. PC 
drafted the work. GB and IM revised the manuscript. PC, JR, CS, and GB made 
the corrections after the editor’s revision. All authors read and approved the 
submitted version of the manuscript.

Funding
The resources for this study came from the investigators. The authors did not 
receive funding from any organization for the submitted work.

Availability of data and materials
The datasets generated and/or analyzed during the current study are not 
publicly available due to patient confidentiality (children) but are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
This study was approved by the HOMI (Fundación Hospital de la Misericordia) 
research ethics committee (Record number 005, CEI 4 9–17).
Prior approval of the ethics committee, informed written consent to partici-
pate in the study was obtained from the parent or tutor/guardian (“tutor” 
meaning the person with legal custody of the child) of all patients included in 
the study.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests

Author details
1 Especialidad de Cirugía Pediátrica, Departamento de Cirugía, Universidad 
Nacional de Colombia, Calle 75a#102-25, Bogotá 111321, Colombia. 2 Fun-
dación Hospital Pediátrico La Misericordia, Bogotá 111411, Colombia. 3 Fac-
ultad de Medicina, Universidad Nacional de Colombia, Universidad Nacional 
de Colombia, Bogotá 111321, Colombia. 4 Hospital Universitario Nacional de 
Colombia, Bogotá 111321, Colombia. 

Received: 30 October 2021   Accepted: 11 January 2022

References
 1. Rentea RM, St., Peter SD. Pediatric Appendicitis. Surg Clin North Am. 

2017;97(1):93–112. https:// doi. org/ 10. 1016/j. suc. 2016. 08. 009.
 2. Kumar JS, Jaya KS. Trends in incidence of acute appendicitis in children. 

Acad J Ped Neonatol. 2017;3(5):1–5.

https://doi.org/10.1186/s12887-022-03121-8
https://doi.org/10.1186/s12887-022-03121-8
https://doi.org/10.1016/j.suc.2016.08.009


Page 9 of 9Castro et al. BMC Pediatrics           (2022) 22:49  

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

 3. Andersen SB, Paerregaard A, Larsen K. Changes in the epidemiology of 
acute appendicitis and appendectomy in Danish children 1996-2004. Eur 
J Pediatr Surg. 2009;19(5):286–9.

 4. Tsai HY, Chao HC, Yu WJ. Early appendectomy shortens antibiotic course and 
hospital stay in children with early perforated appendicitis. Pediatr Neonatol. 
2017;58(5):406–14. https:// doi. org/ 10. 1016/j. pedneo. 2016. 09. 001.

 5. Van Den Bogaard VAB, Euser SM, Van Der Ploeg T, et al. Diagnosing 
perforated appendicitis in pediatric patients: a new model. J Pediatr Surg. 
2016;51(3):444–8 https:// doi. org/ 10. 1016/j. jpeds urg. 2015. 10. 054.

 6. Lee A, Johnson JA, Fry DE, et al. Characteristics of hospitals with low-
est costs in management of pediatric appendicitis. J Pediatr Surg. 
2013;48(11):2320–6. https:// doi. org/ 10. 1016/j. jpeds urg. 2013. 06. 003.

 7. Valero J, Buitrago G, Eslava-Schmalbach J, et al. Prognostic factors associ-
ated with clinical and economic outcomes of appendectomies in chil-
dren: a multilevel analysis in a National Retrospective Cohort Study. World 
J Surg. 2020;44(1):303–12. https:// doi. org/ 10. 1007/ s00268- 019- 05182-w.

 8. Narsule CK, Kahle EJ, Kim DS, et al. Effect of delay in presentation on 
rate of perforation in children with appendicitis. Am J Emerg Med. 
2011;29(8):890–3. https:// doi. org/ 10. 1016/j. ajem. 2010. 04. 005.

 9. Pogorelić Z, Domjanović J, Jukić M, et al. Acute appendicitis in children 
younger than five years of age: diagnostic challenge for pediatric surgeons. 
Surg Infect. 2020 Apr;21(3):239–45. https:// doi. org/ 10. 1089/ sur. 2019. 175.

 10. Abbas PI, Peterson M, Stephens LJ, et al. Evaluating the effect of time 
process measures on appendectomy clinical outcomes. J Pediatr Surg. 
2016;51(5):810–4. https:// doi. org/ 10. 1016/j. jpeds urg. 2016. 02. 027.

 11. Zouari M, Abid I, Sallami S, et al. Predictive factors of complicated appen-
dicitis in children. Am J Emerg Med. 2017;35(12):1982–3. https:// doi. org/ 
10. 1016/j. ajem. 2017. 06. 049.

 12. Bonadio W, Shahid S, Vardi L, et al. A pre-operative clinical scoring system 
to distinguish perforation risk with pediatric appendicitis. J Pediatr Surg. 
2018;53(3):441–5. https:// doi. org/ 10. 1016/j. jpeds urg. 2017. 05. 017.

 13. Cheong LHA, Emil S. Determinants of appendicitis outcomes in Canadian 
children. J Pediatr Surg. 2014;49(5):777–81. https:// doi. org/ 10. 1016/j. jpeds 
urg. 2014. 02. 074.

 14. Sarda S, Short HL, Hockenberry JM, et al. Regional variation in rates of 
pediatric perforated appendicitis. J Pediatr Surg. 2017;52(9):1488–91. 
https:// doi. org/ 10. 1016/j. jpeds urg. 2017. 02. 009.

 15. Lee SL, Shekherdimian S, Chiu VY, et al. Perforated appendicitis in chil-
dren: equal access to care eliminates racial and socioeconomic dispari-
ties. J Pediatr Surg. 2010;45(6):1203–7. https:// doi. org/ 10. 1016/j. jpeds urg. 
2010. 02. 089.

 16. Baxter KJ, Nguyen HTMH, Wulkan ML, et al. Association of health care 
utilization with rates of perforated appendicitis in children 18 years or 
younger. JAMA Surg. 2018;153(6):544–50.

 17. Pham XBD, Sullins VF, Kim DY, et al. Factors predictive of complicated 
appendicitis in children. J Surg Res. 2016;206(1):62–6. https:// doi. org/ 10. 
1016/j. jss. 2016. 07. 023.

 18. Saluja S, Sun T, Mao J, et al. Early versus late surgical management of 
complicated appendicitis in children: a statewide database analysis with 
one-year follow-up. J Pediatr Surg. 2018;53(7):1339–44. https:// doi. org/ 10. 
1016/j. jpeds urg. 2017. 09. 012.

 19. Pogorelić Z, Rak S, Mrklić I, et al. Prospective validation of Alvarado score 
and pediatric appendicitis score for the diagnosis of acute appendicitis in 
children. Pediatr Emerg Care. 2015;31(3):164–8. https:// doi. org/ 10. 1097/ 
PEC. 00000 00000 000375 PMID: 25706 925.

 20. Pogorelić Z, Mihanović J, Ninčević S, et al. Validity of appendicitis inflam-
matory response score in distinguishing perforated from non-perforated 
appendicitis in children. Children (Basel, Switzerland). 2021;8(4):309. 
https:// doi. org/ 10. 3390/ child ren80 40309.

 21. Podda M, Pisanu A, Sartelli M, et al. Diagnosis of acute appendi-
citis based on clinical scores: is it a myth or reality? Acta Biomed. 
2021;92(4):e2021231. https:// doi. org/ 10. 23750/ abm. v92i4. 11666.

 22. Pogorelić Z, Lukšić AM, Mihanović J, et al. Hyperbilirubinemia as an 
Indicator of perforated acute appendicitis in pediatric population: a 
prospective study. Surg Infect. 2021 Dec;22(10):1064–71. https:// doi. org/ 
10. 1089/ sur. 2021. 107.

 23. Rodríguez E, Valero J, Jaramillo L, et al. Evaluation of concordance among 
surgeons and pathologists regarding the diagnosis and classification of 
acute appendicitis in children. J Pediatr Surg. 2020;55(8):1503–6. https:// 
doi. org/ 10. 1016/j. jpeds urg. 2019. 09. 025.

 24. Cameron DB, Williams R, Geng Y, et al. Time to appendectomy for acute 
appendicitis: a systematic review. J Pediatr Surg. 2018;53(3):396–405. 
https:// doi. org/ 10. 1016/j. jpeds urg. 2017. 11. 042.

 25. Almström M, Svensson JF, Patkova B, et al. In-hospital surgical delay does 
not increase the risk for perforated appendicitis in children. Ann Surg. 
2017;265(3):616–21.

 26. Omling E, Salö M, Saluja S, et al. Nationwide study of appendicitis in 
children. Br J Surg. 2019;106(12):1623–31.

 27. Ehlers AP, Drake FT, Kotagal M, et al. Factors influencing delayed hospital 
presentation in patients with appendicitis: the APPE survey. J Surg Res. 
2017;207:123–30. https:// doi. org/ 10. 1016/j. jss. 2016. 08. 085.

 28. Chikani UN, Bisi-Onyemaechi AI, Oguonu T, et al. Childhood diabetes: a 
myth or reality?- perception of the public from a low-income country: a 
cross-sectional study. BMC Public Health. 2018;18(1):1–6.

 29. Alomar M, Rouqi F. Al, Eldali a. knowledge, attitude, and belief regarding 
burn first aid among caregivers attending pediatric emergency medicine 
departments. Burns. 2016;42(4):938–43. https:// doi. org/ 10. 1016/j. burns. 
2016. 03. 019.

 30. Kristensen NM, Sundby CF, Hauge MN, et al. Female caregivers talk more 
to 18–56-months-old children with and without hearing impairment 
than male caregivers measured with LENATM – A cross-sectional pilot 
study. Int J Pediatr Otorhinolaryngol. 2020;130(June 2019):109809.

 31. Rensen N, Steur LM, Schepers SA, et al. Gender-specific differences in 
parental health-related quality of life in childhood cancer. Pediatr Blood 
Cancer. 2019;66(7):e27728.

 32. Anandalwar SP, Cameron DB, Graham DA, et al. Association of Intraopera-
tive Findings with outcomes and resource use in children with compli-
cated appendicitis. JAMA Surg. 2018;153(11):1021–7.

 33. Lee J, Tashjian DB, Moriarty KP. Missed opportunities in the treatment of 
pediatric appendicitis. Pediatr Surg Int. 2012;28(7):697–701.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1016/j.pedneo.2016.09.001
https://doi.org/10.1016/j.jpedsurg.2015.10.054
https://doi.org/10.1016/j.jpedsurg.2013.06.003
https://doi.org/10.1007/s00268-019-05182-w
https://doi.org/10.1016/j.ajem.2010.04.005
https://doi.org/10.1089/sur.2019.175
https://doi.org/10.1016/j.jpedsurg.2016.02.027
https://doi.org/10.1016/j.ajem.2017.06.049
https://doi.org/10.1016/j.ajem.2017.06.049
https://doi.org/10.1016/j.jpedsurg.2017.05.017
https://doi.org/10.1016/j.jpedsurg.2014.02.074
https://doi.org/10.1016/j.jpedsurg.2014.02.074
https://doi.org/10.1016/j.jpedsurg.2017.02.009
https://doi.org/10.1016/j.jpedsurg.2010.02.089
https://doi.org/10.1016/j.jpedsurg.2010.02.089
https://doi.org/10.1016/j.jss.2016.07.023
https://doi.org/10.1016/j.jss.2016.07.023
https://doi.org/10.1016/j.jpedsurg.2017.09.012
https://doi.org/10.1016/j.jpedsurg.2017.09.012
https://doi.org/10.1097/PEC.0000000000000375
https://doi.org/10.1097/PEC.0000000000000375
https://www.ncbi.nlm.nih.gov/pubmed/25706925
https://doi.org/10.3390/children8040309
https://doi.org/10.23750/abm.v92i4.11666
https://doi.org/10.1089/sur.2021.107
https://doi.org/10.1089/sur.2021.107
https://doi.org/10.1016/j.jpedsurg.2019.09.025
https://doi.org/10.1016/j.jpedsurg.2019.09.025
https://doi.org/10.1016/j.jpedsurg.2017.11.042
https://doi.org/10.1016/j.jss.2016.08.085
https://doi.org/10.1016/j.burns.2016.03.019
https://doi.org/10.1016/j.burns.2016.03.019

	Presurgical time and associated factors as predictors of acute perforated appendicitis: a prospective cohort study in a teaching pediatric hospital in Colombia
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Type of study
	Exposure and covariates
	Outcomes
	Statistical analysis

	Results
	Cohort characteristics
	Time comparison between perforated and non-perforated appendicitis
	Factors associated with time

	Discussion
	Conclusions
	Acknowledgments
	References


