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Introduction: Acute appendicitis in children is a clinical diagnosis, which often requires preoperative 
confirmation with either ultrasound (US) or computed tomography (CT) studies. CTs expose children to 
radiation, which may increase the lifetime risk of developing malignancy. US in the pediatric population 
with appropriate clinical follow up and serial exam may be an effective diagnostic modality for many 
children without incurring the risk of radiation. The objective of the study was to compare the rate of 
appendiceal rupture and negative appendectomies between children with and without abdominal CTs; 
and to evaluate the same outcomes for children with and without USs to determine if there were any 
associations between imaging modalities and outcomes. 
 
Methods: We conducted a retrospective chart review including emergency department (ED) and inpatient 
records from 1/1/2009–2/31/2010 and included patients with suspected acute appendicitis. 
 
Results: 1,493 children, aged less than one year to 20 years, were identified in the ED with suspected 
appendicitis. These patients presented with abdominal pain who had either a surgical consult or an 
abdominal imaging study to evaluate for appendicitis, or were transferred from an outside hospital or 
primary care physician office with the stated suspicion of acute appendicitis. Of these patients, 739 were 
sent home following evaluation in the ED and did not return within the subsequent two weeks and were 
therefore presumed not to have appendicitis. A total of 754 were admitted and form the study population, 
of which 20% received a CT, 53% US, and 8% received both. Of these 57%, 95% CI [53.5,60.5] had 
pathology-proven appendicitis. Appendicitis rates were similar for children with a CT (57%, 95% CI 
[49.6,64.4]) compared to those without (57%, 95% CI [52.9,61.0]). Children with perforation were similar 
between those with a CT (18%, 95% CI [12.3,23.7]) and those without (13%, 95% CI [10.3,15.7]). 
The proportion of children with a negative appendectomy was similar in both groups: CT (7%, 95% CI 
[2.1,11.9]), US (8%, 95% CI [4.7,11.3]) and neither (12%, 95% CI [5.9,18.1]). 
 
Conclusion: In this uncontrolled study, the accuracy of preoperative diagnosis of appendicitis and 
the incidence of pathology-proven perforation appendix were similar for children with suspected acute 
appendicitis whether they had CT, US or neither imaging, in conjunction with surgical consult. The 
imaging modality of CT was not associated with better outcomes for children presenting to the ED with 
suspected appendicitis. [West J Emerg Med. 2015;16(7):974-982.]
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INTRODUCTION
Acute appendicitis in the pediatric population remains 

one of the most common surgical emergencies.1 The risk of 
developing appendicitis over the course of a lifetime is 7% 
in females, and 9% in males.2,3 In the United States, there are 
more than 70,000 appendectomies performed on pediatric 
patients 3-18 years old each year.4 Despite its high incidence, 
appendicitis may be challenging to diagnose due to the 
overlap of symptoms with other acute abdominal conditions 
or atypical presenting symptoms.5-8 Timely diagnosis and 
treatment of acute appendicitis is important to prevent 
complications such as a perforated appendix.9 Radiographic 
imaging studies such as ultrasound (US) and computed 
tomography (CT) are frequently ordered to aid in the 
diagnosis of patients who present with symptoms consistent 
with acute appendicitis.

With the advent of the helical CT study, physicians can 
rapidly obtain a three-dimensional view of the appendix and 
abdominal region. Image capture is estimated to take less than 
one second, which diminishes the need to anesthetize the child 
before a CT.10 The high image resolution, diagnostic accuracy, 
and convenience of a CT study have been contributing factors 
associated with its frequent use as a diagnostic tool.11

As the utilization of CT studies has increased over 
recent decades, the risks associated with varying doses of 
ionizing radiation have been estimated using data from atomic 
bomb survivors.10-12 For children younger than 15 years, the 
estimated risk of dying from a radiation-induced malignancy 
ranges from 0.07%-0.10%, with children in the lower ages 
having a higher estimated risk.13 In a recent retrospective 
cohort study the estimated risk for children younger than 15 
developing leukemia and brain tumors tripled if a child had 
undergone more than two CTs.14 Additionally, children are more 
susceptible to the effects of ionizing radiation because they 
have a higher rate of cell divisions in developing tissues. Their 
younger age also leaves more years of life in which a radiation-
induced malignancy may develop.15 Brenner and colleagues 
estimated that approximately one million children per year are 
unnecessarily exposed to harmful radiation from CTs.10

Despite the increased use of CTs, additional imaging 
studies may not improve the accuracy of the preoperative 
diagnosis of acute appendicitis.16,17 Flum and colleagues found 
that the increased use of CT and US studies have not impacted 
the population-level rate of negative appendectomy.18,19 
In addition, a recent retrospective study found there was 
no increase in negative appendectomy or perforation rate 
following the implementation of a multi-disciplinary 
diagnostic protocol which used US as the initial diagnostic 
imaging study.20

The aim of this study was to determine if a correlation 
exists between children who received diagnostic imaging (CT 
and/or US) and two clinical outcomes: the rate of perforation 
and negative appendectomy. The hypothesis was that 
diagnostic imaging does not improve clinical outcomes for 

children with suspected acute appendicitis. 

METHODS
We conducted this study at an urban, tertiary-care 

children’s hospital with over 50,000 emergency department 
(ED) visits per year. Approval was obtained from the 
institutional review board to conduct a retrospective chart 
review of pediatric emergency medicine (PEM) patients. 
We screened ED and inpatient electronic medical records 
(EMR) from January 1, 2009 through December 31, 2010 to 
identify patients who presented to the ED with suspected acute 
appendicitis. The ED EMR system is PulseCheck version 
5.0 Picis Inc., and the radiology EMR system is Phillips I-Site 
Version 3.6. Demographic data were automatically exported 
from the ED EMR into an excel spreadsheet. Additional 
data that could not be exported were hand entered onto this 
spreadsheet. The data from inpatient and radiology EMRs 
were hand entered onto the same spreadsheet. Initial screening 
to meet the primary inclusion criterion of suspected acute 
appendicitis was done by the primary author who had two 
years of research experience in this ED. 

Inclusion criteria were all patients who met the following 
definition for suspected acute appendicitis, presented to the 
ED with acute abdominal pain who had either a surgical 
consult or an abdominal imaging study (ultrasound, CT) or 
presented to and were transferred from an outside hospital 
or primary care physician office with the stated suspicion 
of acute appendicitis. The decision to obtain imaging and 
the type of imaging was determined by the board-certified 
pediatric emergency physician, certified pediatric advanced 
practitioner in the ED, or the board-certified pediatric surgeon. 
Physicians in training did not make imaging decisions without 
first consulting their respective attending physicians. We 
included all patients aged birth to 20 years who met the pre-
determined definition for suspected appendicitis (Figure 1). 
Patients were excluded if they eloped from the ED, left against 
medical advice, or if they had a previous appendectomy. 
Data collected from the ED EMR included the following: 
demographics, location of initial presentation, chief complaint, 
results and location of radiographic imaging (plain film, 
US, CT), disposition from ED, previous surgeries, chronic 
medical conditions, antibiotics administered, duration of pain, 
and inpatient length of stay. Imaging studies were classified 
as positive for appendicitis if the radiology report stated 
“enlarged or thickened appendix,” “consistent with acute 
appendicitis” or “consider appendicitis.” Imaging studies were 
classified as negative if the radiology report stated “appendix 
not visualized,” or “normal appearing appendix.”

Inpatient charts for children who were admitted for 
observation or transferred to the operating room (OR) were 
evaluated for surgical documentation of appendectomy. We 
verified diagnosis of appendicitis by review of the pathology 
report. Appendicitis was defined as a pathology report that 
stated “acute appendicitis,” “gangrenous appendix,” or if 
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Figure 1. Histogram of study population ages (N=754) compared to population sent home (N=739).

any appendiceal inflammatory changes were documented 
within the report. Negative appendectomy was defined as 
an appendix with no inflammatory changes. Appendiceal 
perforation was determined by reviewing both the operative 
and pathology report. For purposes of analysis, we categorized 
patients sent home and not known to return as not having 
appendicitis (if true).

This retrospective chart review followed the methods 
outlined by Kaji and Schriger.21 All demographic data, 
chief complaints, dispositions, and lengths of stay were 
automatically exported into an Excel spread sheet. Additional 
data columns were created for entry of other data and used as 
the data collection form. Undergraduate research assistants, 
trained and participating in a for-credit research course, 
abstracted location of original presentation (children’s 
hospital or community hospital), location and type of all 
radiology studies ( plain radiographs, USs, CTs), reported 
results of radiographic studies, if done at outside hospital, 
based on scanned copies of interpretation in the EMR or (if 
not available) reported results documented by the physician 
provider, antibiotic medications given, and duration of 
reported pain from history of present illness section. All data 
abstracted was reviewed for correctness and accuracy by 
the primary and secondary authors. Any discrepancies were 
reviewed by both authors and final data were determined, after 
they verified the accuracy of all data entered. No data analyses 
were done until the final, cleaned database was completed.

We compared the data in two phases. The first comparison 
grouped children who had a pre-operative abdominal CT and 
children without a CT to rate of pathology-proven diagnosis 
of appendicitis, rate of perforation, and rate of negative 
appendectomy using chi-square analyses. Patients who had 
an abdominal CT before surgery, regardless of any other 
imaging, were included in this group. Secondly, we divided 
the cohort into three groups of patients: children who had 
an abdominal CT before surgery, children who had a pre-
operative abdominal US, and children who had no imaging. 
Chi-square analyses were used to compare rate of pathology 
proven appendicitis, rate of perforation, and rate of negative 
appendectomy among these three groups. We conducted all 
analyses using SPSS 17.0.

RESULTS
Between January 1, 2009 through December 31, 2010, 

1,493 children presented to the pediatric ED with suspected 
acute appendicitis, with a mean age of 11 years (SD=4) 
(Figure 2). Reported ethnicities were 54% Caucasian, 25% 
Hispanic, 10% African-American, and 50% were female 
(Table 1 and 2). Of the 1,493 patients who presented with 
suspected acute appendicitis, 51%, 95% CI [48.5,53.5] were 
admitted for observation or for surgery. Of these, 62%, 95% 
CI [58.5,65.5] went to the OR for an appendectomy and 
91%, 95% CI [88.4,93.6] were shown to have had pathology-
proven appendicitis (Figure 2). None of the 739 children 



Volume XVI, no. 7 : December 2015 977 Western Journal of Emergency Medicine

Miano et al. Abdominal CTs Do Not Improve Acute Appendicitis Outcomes

CT 16% (N=233) US 51% (N=766) Neither 33% (N=494) 
Age (years) 11.9 (SD 3.63) 11.0 (SD 4.05) 10.5 (SD 4.00)
Gender (% female) 50% 54% 44%
Race 

White 57.5% 57.3% 46.0%
Hispanic 22.3% 23.4% 28.1% 
Black 7.7% 7.8% 13.2%
Other 12.4% 11.3% 12.6%

Insurance 
Private 58.7% 59.5% 55.5%
Public 39.1% 37.1% 40.1%
Self-pay 2.0% 3.5% 4.3%

Table 2. Demographic table comparing the three study groups: children who had a diagnostic computed tomography (CT), children who 
had a diagnostic ultrasound (US), and those who had neither.

sent home returned to this hospital within the subsequent 
two weeks and diagnosed with acute appendicitis and were 
therefore presumed to not have appendicitis. Of the 430 with 
pathology-proven appendicitis, 23%, 95% CI [19.0,94.9] had 
a CT while 57%, 95% CI [52.3,61.7] had an abdominal US. 

The frequency of pathology-proven appendicitis was 
similar for children who had a CT (57 %, 95% CI [49.6,64.4]), 
compared to those without a CT (57%, 95% CI [52.9,61.0]) 
(p=1.00) (Figure 3). The frequency of pathology-proven 
appendicitis was similar for children who received a CT 
(57%, 95% CI [52.3,61.7]), or an abdominal US (59%, 95% 
CI [55.0,60.1]), or those who received neither (53%, 95% 
CI [49.2,56.8]) (p=0.39). Of the 107 patients found to have 
a perforated appendix, 28%, 95% CI [19.5,36.5] of them 
had undergone pre-operative CT. The rate of perforation was 
similar for children who had a pre-operative CT (18%, 95% 
CI [12.2,13.8]) compared to those who did not (13%, 95% CI 

[10.2,15.8]) (p=0.15). No significant difference emerged when 
the three study groups were compared for rate of perforation; 
CT (31%, 95% CI [26.6,35.4]), US (20%, 95% CI [16.2,23.8]) 
and neither (29%, 95% CI [24.7,33.2]) (p=0.07) (Figure 4). 
9%, 95% CI [6.4,11.6-2.58] of patients were determined to 
have a negative appendectomy and 17%, 95% CI [5.5,28.5] 
had a CT scan. The rate of negative appendectomy was not 
significantly different for children who had a pre-operative 
CT (7%, 95% CI [2.1,11.9]) versus those who did not (9%, 
95% CI [6.0,11.9]) (p=0.56). The proportion of children who 
went to the OR and had a negative appendectomy was similar 
for those with CT (7%, 95% CI [2.1,11.9]), those with US 
(8%, 95% CI [4.7,11.3]) and those with neither (12%, 95% CI 
[5.9,18.1]) (p=0.44). 

Of the 754 patients who were admitted to inpatient units, 
283 did not undergo surgery; only six of those patients had 
abdominal CTs interpreted as positive for appendicitis by a 
radiologist at a community hospital that were later determined 
to be negative when read by a pediatric radiologist. Eleven of 
the patients admitted returned to the ED within seven days of 
their initial ED admission. Of these 11, four had abdominal 
CT interpretations that were negative for appendicitis and 
were admitted for inpatient observation. These patients had a 
discharge diagnosis of “RLQ Abdominal Pain” or “Abdominal 
Pain Site NOS,” as indicated by the ICD-9 code. The remaining 
seven patients who returned did not have abdominal CTs during 
their initial ED visit; two were discharged home from the ED 
with a diagnosis of acute gastroenteritis; two were discharged 
home and one was admitted for observation with a diagnosis of 
abdominal pain; one was discharged home with a diagnosis of 
ovarian cyst; and one had a discharge diagnosis of mesenteric 
adenitis. Table 3 compares false positive rates (FPR) and false 
negative rates (FNR) for US and CT.

Community hospitals performed the majority (61%) of 
abdominal CTs whereas the most (89%) abdominal USs were 
done at a children’s hospital. 

CT 16% (N=233) No CT 84% (N=1260) 
Age (years) 11.9 (SD 3.6) 10.8 (SD 4.0) 
Gender (% female) 50% 50% 
Race 

White 57.1% 52.9% 
Hispanic 22.3% 25.3% 
Black 7.7% 9.9% 
Other 12.4% 11.8% 

Insurance 
Private 58.7% 56.7% 
Public 39.1% 37.4% 
Self-pay 2.2% 3.7% 

Table 1. Demographic table comparing the two study groups: 
children who had a diagnostic computed tomography (CT), and 
those who did not have a CT.
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Figure 2. Histogram of study population ages (N=754).

DISCUSSION
The objective of this study was to determine if 

diagnostic imaging was associated with clinical outcomes 
(e.g., pathology-proven appendicitis, rate of perforation 
or negative appendectomy) for children who present to a 
pediatric ED with suspected acute appendicitis. The results 
of this study demonstrated that patients who underwent a 
pre-operative abdominal CT were equally as likely to have 
pathology-proven appendicitis, perforated appendices, or 
negative appendectomies when compared to patients who 
did not undergo CT pre-operatively. Additionally, negative 
appendectomy and perforation rates were similar for children 
who received either a diagnostic CT or US and children 
without any diagnostic imaging. Riesenman and colleagues 
reported no difference in perforation rates for children with 
and without diagnostic CT studies but an increased length of 
stay for children who had a CT.22 Other authors have reported 
similar findings that despite an increased use of diagnostic 
imaging, there have not been any significant decreases in rates 
of negative appendectomy and perforation.17-19, 23 

Because the use of CTs has been increasing at an 
approximate rate of 10% each year,11,24 more attention has 
been given to the risks involved with radiation exposure 
from CT.10-14,25 The amount of ionizing radiation from one CT 
study is approximately 100 times that of a plain radiograph, 
which may increase the potential to induce malignant 
cell divisions.25 Staged diagnostic protocols and scoring 
algorithms have been explored by several investigators who 

report that implementation of the protocol or scoring system 
not only reduced radiation exposure but also was found to 
have a high specificity and sensitivity when used to diagnose 
appendicitis.5,6,26 Moreover, Kim et al. studied the effects of 
lowering radiation doses involved with CTs used to diagnose 
appendicitis and found that negative appendectomy rates 
were similar in patient groups who received the low dose or 
standard dose CTs. Sensitivity and specificity in diagnosing 
appendicitis and perforated appendicitis were not found to be 
significantly different in Kim’s study.27 

In this study, children who had pre-operative CTs were 
more inclined to have a perforated appendix (31%) at the 
time of surgery, although this was not statistically significant. 
The increase in perforation rate in children who had a CT 
may be attributable to a delay in seeking care, or a delay 
in surgery or transfer as a result of having a CT.9 Other 
potential factors that may have influenced the clinician to 
order a CT include concerning symptoms for perforated 
appendix, longer latency time to presenting to the ED, and/or 
equivocal US studies.8, 28 

This study found that the majority (61%) of patients had 
abdominal CTs at community hospitals, whereas only 11% of 
patients had abdominal USs at a community hospital. Recent 
publications have reported positive correlations between 
the number of diagnostic CTs performed and community 
hospitals.28, 29 In this study, six patients had a positive CT 
interpreted at a community hospital that were later determined 
to be negative for appendicitis when interpreted by a children’s 
hospital radiologist. A recent study by Saito et al. reported that 
children evaluated for appendicitis at community hospitals were 
less likely to have an abdominal US and diagnostic accuracy 
of both CT and abdominal USs was reduced if the imaging 
was performed and interpreted at a community hospital.29 A 
potential explanation for these observations might be due to a 
lack of US availability and adequately trained US technicians at 
community hospitals, especially at night.30

Using US as the primary imaging modality in children 
with suspected acute appendicitis has been shown to be cost 
effective and reduces the number of CTs ordered.5,6,26,31 With 
the cost of an abdominal CT estimated to be triple the cost 
of an abdominal US32 it may be appropriate to employ US 
initially.This approach will not only keep costs down but 
will prevent some children from being exposed to harmful 
radiation. Pediatric surgeons at our institution are willing to 
operate on children with suspected appendicitis who have 
classic history, exam and laboratory findings, but when 
diagnostic uncertainty exists US is used. 

A prospective, multi-center study to better identify how 
and when to use CTs in children may decrease radiation 
exposure while ensuring good clinical outcomes. 

Because the rate of complications is similar and CT 
carries the added risk of radiation, we believe that the use 
of CT should be reserved for children who pose diagnostic 

CT 20% (N=150) US 53% (N=397)
FPR 12% 16%
FNR 16% 23%

Table 3. Comparison of false positive rate (FPR) and false 
negative rate (FNR) for computed tomography (CT) and 
ultrasound (US) for the 754 patients who were admitted. 



Volume XVI, no. 7 : December 2015 979 Western Journal of Emergency Medicine

Miano et al. Abdominal CTs Do Not Improve Acute Appendicitis Outcomes

Figure 3. Flow diagram of initial ED presentation to discharge diagnosis and disposition from hospital. 
ED, emergency department; CT, computed tomography; US, ultrasound; OR, operating room

challenges or risks of other pathologies.

LIMITATIONS
This is a retrospective, single-center non-randomized 

study, where imaging decisions were left to the treating 
physician as described in the methods section. The initial 
definition used to identify children who presented to the ED 
with suspected acute appendicitis may have limited our study 
population. It is possible that some children with appendicitis 
were missed. Additionally, follow-up contact on the 739 
patients discharged from the ED was not possible, and patients 
who were discharged with a diagnosis other than appendicitis 
may have presented to another institution and ultimately been 

diagnosed with appendicitis. However, in our region it is rare 
for a community hospital to perform an appendectomy on a 
child. Only 11 children returned to our ED within seven days 
of original presentation, and none had appendicitis. Also, no 
children who were originally sent home returned to this study 
hospital within two weeks of the original visit and diagnosed 
with acute appendicitis. The availability of US in community 
hospitals may limit its use and decrease the generalizability of 
our results. US was available in the study hospital weekdays 
from 7:30am until 11:00p, and Saturday mornings. US was not 
available overnight or on Sundays. Propensity score analysis 
was not done because details regarding specific surgeon and 
illness severity on presentation were not available. 
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Figure 4. This figure shows the rate comparison of the two study groups and the three outcomes: pathology proven appendicitis, 
rupture, and negative appendectomy.
CT, computed tomography

Figure 5. This figure shows the rate comparison of the three study groups and the three outcomes: pathology proven appendicitis, 
rupture, and negative appendectomy.
CT, computed tomography; US, ultrasound
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CONCLUSION
 The rate of complications did not vary significantly for 

children with suspected acute appendicitis who had CT versus 
US, in conjunction with surgical consult. The proportion 
of children with pathology-proven appendicitis, ruptured 
appendices, and negative appendectomy was similar for 
children regardless of type of imaging used.

Address for Correspondence: Danielle I. Miano, BS, Connecticut 
Children’s Medical Center, Department of Research, Department 
of Emergency Medicine, 282 Washington Street, Hartford, CT 
06106. Email: danielle.miano1@gmail.com.

Conflicts of Interest: By the WestJEM article submission 
agreement, all authors are required to disclose all affiliations, 
funding sources and financial or management relationships that 
could be perceived as potential sources of bias. The authors 
disclosed none.

Copyright: © 2015 Miano et al. This is an open access article 
distributed in accordance with the terms of the Creative Commons 
Attribution (CC BY 4.0) License. See: http://creativecommons.org/
licenses/by/4.0/

REFERENCES
1. Aarabi S, Sidhwa F, Riehle KJ, et al. Pediatric appendicitis in 

New England: epidemiology and outcomes. J Pediatri Surg. 
2011;46(6):1106-14. 

2. Addiss DG, Shaffer N, Fowler BS, et al. The epidemiology of 
appendicitis and appendectomy in the United States. Am J 
Epidemiol. 1990;132(5):910-25.

3. Sivit CJ. Imaging the child with right lower quadrant pain and 
suspected appendicitis: current concepts. Pediatr Radiol. 
2004;34:447-53. 

4. Kharbanda AB, Taylor GA, Fishman, et al. A clinical decision 
rule to identify children at low risk for appendicitis. Pediatrics. 
2005;116(3):709-16. 

5. Rezak A, Abbas HMA, Ajemian MS, et al. Decreased use of computed 
tomography with a modified clinical scoring system in diagnosis of 
pediatric acute appendicitis. Arch Surg. 2011;146(1):64-7. 

6. Russell WS, Schuh AM, Hill JG, et al. Clinical practice guidelines for 
pediatric appendicitis evaluation can decrease computed tomography 
utilization while maintaining diagnostic accuracy. Pediatr Emerg Care. 
2013;29(5):568-73.

7. Becker T, Kharbanda A, Bachur R. Atypical clinical features of 
pediatric appendicitis. Acad Emer Med. 2007;14(2):124-9.

8. Krajewski S, Brown J, Phang PT, et al. Impact of computed 
tomography of the abdomen on clinical outcomes in patients with 
acute right lower quadrant pain: a meta analysis. Can J Surg. 
2011;54(1):43-53.

9. Bickel NA, Aufses AH, Rojas M, et al. How time affects the risk of 
rupture in appendicitis. J Am Coll Surg. 2006;202(3):401–6.

10. Brenner DJ and Hall EJ. Computed tomography – an increasing 
source of radiation exposure. N Engl J Med. 2007;357:2277-84. 

11. Brody AS, Frush DP, Huda W, et al. Radiation risk to children from 
computed tomography. Pediatrics. 2007;120:677-82. 

12. Hendee WR and O’Connor MK. Radiation risks of medical imaging: 
separating fact from fantasy. Radiology. 2012;264(2):312-321.

13. Brenner DJ, Elliston CD, Hall EJ, et al. Estimated risks of 
radiation-induced fatal cancer from pediatric CT. Am J Roentgenol. 
2001;176:289-96.

14. Pearce MS, Salotti JA, Little MP,et al. Radiation exposure from 
CT scans in childhood and subsequent risk of leukemia and brain 
tumours: a retrospective cohort study. Lancet. 2012;380(9840):499-
505.

15. Doria SA. Optimizing the role of imaging. Pediatr Radiol. 
2009;39(Suppl 2):S144-8.

16. Martin AE, Vollman D, Adler B, et al. CT scans may not reduce 
the negative appendectomy rate in children. J Pediatr Surg. 
2004;39(6):886-90.

17. Frei SP, Bond WF, Bazuro RK, et al. Appendicitis outcome with 
increasing computed tomographic scanning. Am J Emerg Med. 
2008;26:39-44.

18. Flum DR, McClure TD, Morris A, et al. Misdiagnosis of appendicitis and 
the use of diagnostic imaging. J Am Coll Surg. 2005;201(6):933-9.

19. Flum DR, Morris A, Koepsell T, et al. Has misdiagnosis of 
appendicitis decreased over time? A population-based analysis. 
JAMA. 2001;286(14):1748-53. 

20. Thirumoorthi AS, Fefferman NR, Ginsburg HB, et al. Managing 
radiation exposure in children–reexamining the role of ultrasound in 
the diagnosis of appendicitis. J Pediatr Surg. 2012;47:2268-72.

21. Kaji AH, Schriger D, Green S. Looking through the restroscope: 
reducing bias in emergency medicine chart review studies. Ann 
Emerg Med. 2014;64:292-98.

22. Riesnman PJ, Riesenman KP, Stone TJ, et al. Nonfocused enhanced 
CT evaluation of acute appendicitis increases length of stay in 
the emergency department but not perforation rate. Am Surg 
2008;74(6):488-93.

23. Markar SR, Karthikesalingam A, Cunningham J, et al. Increased 
use of pre-operative imaging and laparoscopy has no impact on 
clinical outcomes in patients undergoing appendicectomy. Ann R 
Coll Surg Engl. 2011;93:620-3.

24. Fahimi J, Herring A, Harries A, et al. Computed tomography 
use among children presenting to emergency departments with 
abdominal pain. Pediatrics. 2012;130;e1069-75.

25. Smith-Bindman R, Lipson J, Marcus R, et al. Radiation dose 
associated with common computed tomography examinations and 
the associated lifetime attributable risk of cancer. Arch Intern Med. 
2009;169(22):2078-86.

26. Krishnamoorthi R, Ramarajan N, Wang NE, et al. Effectiveness of 
a staged US and CT protocol for diagnosis of pediatric appendicitis: 
reducing radiation exposure in the age of ALARA. Radiology. 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/


Western Journal of Emergency Medicine 982 Volume XVI, no. 7 : December 2015

Abdominal CTs Do Not Improve Acute Appendicitis Outcomes Miano et al.

2011;259(1):231 -9.
27. Kim K, Kim YH, Kim SY, et al. Low dose abdominal CT for evaluating 

suspected acute appendicits. N Engl J Med. 2012;366(17):1596-605.
28. Ladd MR, Neff LO, Becher RB, et al. Computerized tomography in 

the workup of pediatric appendicitis: why are children scanned? Am 
Surg. 2012 Jun;78(6):716-21. 

29. Saito JM, Yan Y, Evashwick TW, et al. Use and accuracy of 
diagnostic imaging by hospital type in pediatric appendicitis. 
Pediatrics. 2013;131(1):e37-43. 

30. Burr A, Renaud EJ, Manno M, et al. Glowing in the dark: time of 
day as a determinant of radiographic imaging in the evaluation of 
abdominal pain in children. J Pediatr Surg. 2011;46:188-91. 

31. Wan MJ, Krahn MR, Ungar WJ, et al. Acute appendicitis in young 
children: cost-effectiveness of US versus CT in diagnosis – a markov 
decision analytic model. Radiology. 2009;250(2):378-86.

32. Reich B, Zalut T, Weiner SG. An international evaluation of 
ultrasound vs. computed tomography in the diagnosis of appendicitis. 
Int J Emerg Med. 2011;4(68):1-7. 


