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Diffuse Pain

Abdominal compartment syndrome Mesenteric ischemia
Aortic aneurysm (leaking, ruptured) Metabolic disorder

Aortic dissection (Addisonian crisis, AKA,
Appendicitis (early) DKA, porphyria, uremia)
Bowel obstruction Narcotic withdrawal
Diabetic gastric paresis Pancreatitis
Familial Mediterranean fever Perforated bowel
Gastroenteritis Peritonitis (of any cause)
, Heavy metal poisoning Sickle cell crisis
Hereditary angioedema Volvulus
VTOTILOUO
Right Upper Quadrant Pain Left Upper Quadrant Pain
Appendicitis (retrocecal) Gastric ulcer
Biliary colic Gastritis
Cholangitis Herpes zoster
Cholecystitis Myocardial ischemia
Fitz-Hugh-Curtis syndrome Pancreatitis
, s , s Hepatitis Pneumonia (LLL)
* O TUMOG KOl N KATOAVOUH TwV aLoBnTikwv VEUPWV OTA Hepatic abscess Pulmonary embolism
, , ’ ’ ’ Hepatic congestion Splenic rupture/distention
oTAdyva KAveL omoladnmote nmpoonabela akpLBoug Herpes zoster
E£VTOTILOMOU TOU KOWALaKoU GAyoug avakpLpn. Parforaios ducdongl sicer
Pneumonia (RLL)
° KQVOVEC 1? Pulmonary embolism
° I'I(')voc QtO TOV TIETTITLKO ow)\r']va vivsrou O'UVI"]G(.OC _ Right Lower Quadrant Pain - R Left Lower Quadrant Pain
, , , Aortic aneurysm (leaking, ruptured) —’ Aortic aneurysm (leaking, ruptured)
aLO'er]TOQ OTI’]V uecn ypauun Appendicitis Diverticulitis (sigmoid)
Crohn's disease (terminal ileitis) Ectopic pregnancy
. - A = < A Diverticulitis (cecal) Endometriosis
EVTO]:[LO'J.'EVO 017’\\/09 > VSd)lpO' OUpr]Tlr]pOLC, , Ectopic pregnancy Epiploic appendagitis
woBnkn A doun OV VEUPWVETOAL OO CWHLOTIKA Endometriosis Herpes zoster
' ’ ’ ’ P Epiploic appendagitis Inguinal hernia
Kol oxL GT[}\U.XVLKQ VEUpPQA (T[X KOLALOKO TO Xw ua) Herpes zoster (incarcerated, strangulated)
s Inguinal hernia Ischemic colitis
*  ESaupEoelg —XoAnddyog kUotn, avidv Kat Kattdv KOAov (icarotatas S land) g:gerlizzhgitrz(ruplured)
* AV KQL VEUPWVOVTOL QUPOTEPOTIAELPX EXOUV O eciectutns vyl ot PR
TipoTLpNTEQ T()\EUp(l VEUPWONG Ovarian cyst (ruptured) Psoas abscess
Ovarian torsion Regional enteritis
Pelvic inflammatory disease Testicular torsion
Psoas abscess Ureteral calculi
Regional enteritis
Testicular torsion
Ureteral calculi

Ray BS, Neill CL. Abdominal Visceral Sensation in Man. Ann Surg 1947; 126:709.

Bentley FH. Observations on Visceral Pain : (1) Visceral Tenderness. Ann Surg 1948; 128:881.

CHAPMAN WP, HERRERA R, JONES CM. A comparison of pain produced experimentally in lower esophagus, common bile duct, and upper small intestine with pain experienced by patients with diseases of biliary tract
and pancreas. Surg Gynecol Obstet 1949; 89:573.



Anterior Posterior

. Heart

. Lung and diaphragm

. Esophagus

. Liver and galibladder
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Urinary bladder

Referred pain. The sites for referred pain from various organs are shown.
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The term acute abdomen has been used loosely to include
OVERVIEW
ey T2t 3 variety of illnesses that may cause acute abdominal pain

osibih from ischemia, infections or inflammation.
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* H amouacia kowvou oplopoU Ko n xaAopn xprnon tTou opou dnuLoupyel
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EPYOQOTNPLOKWY EVPNUATWY KOL TNG ATTELKOVIONG 0 adladopormnolnTtoq
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It’s a sock... but just to be sure...




H mpaypaTtkoTNTo TOU KOLALOLKOU QAYOUC

Diffuse Pain

Abdominal compartment syndrome Mesenteric ischemia
Aortic aneurysm (leaking, ruptured) Metabolic disorder

Aortic dissection (Addisonian crisis, AKA,
Appendicitis (early) DKA, porphyria, uremia)
Bowel obstruction Narcotic withdrawal
Diabetic gastric paresis Pancreatitis
Familial Mediterranean fever Perforated bowel
Gastroenteritis Peritonitis (of any cause)
Heavy metal poisoning Sickle cell crisis
Hereditary angioedema Volvulus
Malaria
Right Upper Quadrant Pain Left Upper Quadrant Pain
Appendicitis (retrocecal) Gastric ulcer
Biliary colic Gastritis
Cholangitis Herpes zoster
Cholecystitis Myocardial ischemia
Fitz-Hugh-Curtis syndrome Pancreatitis
Hepatitis Pneumonia (LLL)
Hepatic abscess Pulmonary embolism
Hepatic congestion Splenic rupture/distention

Herpes zoster

Myocardial ischemia
Perforated duodenal ulcer |
Pneumonia (RLL) I
Pulmonary embolism

Right Lower Quadrant Pain Left Lower Quadrant Pain

Aortic aneurysm (leaking, ruptured) [7 2 Aortic aneurysm (leaking, ruptured) H : Potential chcrity of ]njury Associated with
Appendicitis " —l Diverticulitis (sigmoid) D Ia g nostic errors 35 Diagnostic Error Cases
Crohn's disease (terminal ileitis) Ectopic pregnancy .
Dé‘;‘:;’:g“&;:éﬁ:ﬁig Eg:’pﬁ’;‘l‘:gg’:; it occurred in 35 of Immediate and Inevitable Death [l 2 (6%)
Endometriosis Herpes zoster . . |
Epiploic appendagitis Inguinal hernia 1 OO h |g h -ris k cases. Serious Permanent Damage [l 1 (3%)
Herpes zoster (incarcerated, strangulated)
Inguinal hernia Ischemic colitis . .
(incarcerated, strangulated) Mittelschmerz Very Serious Harm [ 2 (6%)
Ischemic colitis Ovarian cyst (ruptured) 1
Meckel’s diverticulum Ovarian torsion L5 P & _ 0,
Mittelschmerz Pelvic inflammatory disease Saeideniule Hac 15 (43%)
Ovarian cyst (ruptured) Psoas abscess
Qvarian torsion Regional enteritis Minor Harm || (| 31
Pelvic inflammatory disease Testicular torsion ]
Psoas abscess Ureteral calculi ;
Regional enteritis Very Minor Harm | 4 (11%)

Testicular torsion
Ureteral calculi

0 5 10 15 20

Medford-Davis L, et al. Emerg Med J 2015:0:1-7.



Guideline for the Diagnostic Pathway in

Patients with Acute Abdominal Pain

Sarah L. Gans® Margreet A. Pols® Jaap Stoker¢ Marja A. Boermeester?
on behalf of the expert steering group

Clinical Diagnosis

The first step in the diagnostic pathway is clinical evalu-
ation. Based on medical history, physical examination, and
laboratory parameters, a physician will decide whether ad-
ditional investigations are necessary. Diagnostic accuracy
of clinical evaluation has to be high enough to justify this
decision. Most studies have analyzed the combination of
medical history, physical examination, and laboratory pa-
rameters, and not the separate elements. The diagnosis af-
ter clinical evaluation is compared with the reference diag-
nosis to establish the diagnostic accuracy. Only studies us-

ing imaging, pathology, and/or surgery reports as a

reference standard for the final diagnosis were included.

Review Article

|
Dig Surg 2015;32:23-31
DOI: 10.1159/000371583

The diagnosis based on medical history and physical
examination is correct in 43—59% of patients with
abdominal pain ((Evidence level (EL) B)

The diagnosis based on medical history, physical
examination, and laboratory parameters is correct in 46—
48% of patients with abdominal pain ((EL A2).

Based on current literature, no conclusions can be drawn on
the differences in accuracy between residents and
specialists.

No conclusions can be drawn on the influence of a
gynecological consultation.



Diagnostic accuracy of surgeons and trainees in assessment of
patients with acute abdominal pain

Acute Abdominal Pain (AAP) study group*

© 2016 BJS Society Ltd )
Published by John Wiley & Sons Ltd DOI: 10.1002/b}5. 10232

Background: Diagnostic accuracy in the assessment of patients with acute abdominal pain in the
emergency ward is not adequate. It has been argued that this is because the investigations are carried
out predominantly by a trainee. Resource utilization could be lowered if surgeons had a higher initial
diagnostic accuracy.

Methods: Patients with acute abdominal pain were included in a prospective cohort study. A surgical
trainee and a surgeon made independent assessments in the emergency department, recording the clinical
diagnosis and proposed diagnostic investigations. A reference standard diagnosis was established by an
expert panel, and the proportion of correct diagnoses was calculated. Diagnostic accuracy was expressed
in terms of sensitivity, specificity, positive predictive value and negative predictive value. Interobserver
agreement for the diagnosis and elements of history-taking and physical examination were expressed by
means of Cohen’s k. Certainty of diagnosis was recorded using a visual analogue scale.

Results: A trainee and a surgeon independently assessed 126 patients. Trainees made a correct diagnosis
in 44-4 per cent of patients and surgeons in 42-9 per cent (P =0-839). Surgeons, however, recorded a
higher level of diagnostic certainty. Diagnostic accuracy was comparable in distinguishing urgent from
non-urgent diagnoses, and for the most common diseases. Interobserver agreement for the clinical
diagnosis varied from fair to moderate (x =0-28-0-57).

Conclusion: The diagnostic accuracy of the initial clinical assessment is not improved when a surgeon
rather than a surgical trainee assesses a patient with abdominal pain in the emergency department.



TEALKQL TTOOO KAAQL KATOWVOOU LLE TNV
T[pav H(ITLK(I)T r]'[a VLI) pw Haq’ Amnoucia mpwTtoBAduLaC TTou

vouiletal OTL ElpaOTE;
5% pretest probability 25% pretest
(%) probability (%)

Finding LR+ LR-
Finding Finding  Finding Finding Overconfidence Bias
present absent present absent
Bowel obstruction* The tendency of people to overestimate their abilities.
Constipation B8 06 32 3 75 16
Abdominal distention 57 04 23 2 66 12 ‘ . '
Pain decreases after vomiting 45 08 19 4 60 21
Colic 28 08 13 - 48 21
Previous abdominal surgery 27 04 12 2 47 12
Cholecystitis®
Murphy's sign 50 04 21 2 62 12
Right upper quadrant pain 25 03 11 2 45 9 "%iw“"mr“m“’"
Fever 18 08 8 - 37 21
Jaundice® 10 10 5 5 25 25

Am Fam Physician. 2008;77(7):971-978



Otea KOLALaKAL
MPOPBANUATA OTOUC
UTTEPNALKEC

R TSUNAMI HAZARD

* Epdavilovtal ouxvotepa pe vautia, ELETOUC,
Sdidppola n amAd cuyxuon

* O nupetog eival Alyotepo ouxvog (33% vs 60%)

* 'Exouv ouxvotepa TTOAU XaunAd
noAuvpopdonupnva (<2,000/mm3)

* 79% 6gev Ba €xouv KOLALOKI) cUCTIOON TTOLPA TNV
napouoia meptrovitidag

* To oL KOolALaKO AAyoG o0TOUC UTLEPNALKEG Elvalt
pla 8UoKoAN Ko emikivéuvn katdotoon mov Oa
TPEMEL va SLlepeuvVeital ETILOETIKA
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Never let the skin stand between
you and the diagnosis
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Guideline for the Diagnostic Pathway in
Patients with Acute Abdominal Pain

Sarah L. Gans® Margreet A. Pols® Jaap Stoker® Marja A. Boermeester?
on behalf of the expert steering group

* Diagnostic Accuracy of Conventional Radiography (Plain Chest and Abdominal Radiography)
* Conventional radiography has a diagnostic accuracy of 47-56% ((EL A2)).

* Conventional radiography correctly diagnosed the presence of a cause in 47% of patients ((EL
A2)).

* Conventional radiography does not have an added value on top of clinical assessment in
correctly discriminating between urgent and nonurgent causes ((EL A2)).

* Conventional radiography leads to a high percentage of false positive and false negative
diagnoses.

* Even for specific causes such as suspected perforated viscus, urolithiasis, or foreign bodies
there is no added value.

* Only for bowel obstruction, conventional radiography has a higher sensitivity than clinical
evaluation (74 vs. 57%). However, it is impossible to diagnose the underlying cause for the
bowel obstruction with conventional radiography only



Exploring the evidence-practice gap in the use of plain
radiography for acute abdominal pain and intestinal
obstruction: a systematic review and meta-analysis

Gary Denham MMedRadSc (Computerized Tomography),1 Tony Smith PhD,’ Daphne James PhD,’

International Journal of Evidence-Based Healthcare © 2020 University of Adelaide, Joanna Briggs Institute

What is known about the topic?

e There is a long history of using plain abdominal radiography to
investigate abdominal pain, though recently other imaging
modalities are used.

e Previous studies have shown that the use of plain abdominal
radiography is of limited diagnostic accuracy and value.

e Plain abdominal radiography is still commonly requested in
clinical practice.

Results: Four studies evaluated plain abdominal radiography for acute abdominal pain (Group A) and 10 for
suspected intestinal obstruction (Group B). Two studies mvestlgated both presentations and were included in both
groups. Methodological quality of studies was moder tion bias was a common limitation.
Sensitivity for Group A studies ranged fro to 46%, with specificity from 75 to 88%>For Group B, the range of

sensitivity wa@% and specificity from 50 to 10
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Plain Radiographs In some institutions, an “abdominal series”
includes an upright abdomen; in others, an upright chest; in still
others, only a single supine film is obtained. If plain radiographs are
obtained, make sure the inguinal region is included to help identify
incarcerated hernia. Radiographic evidence of small bowel obstruction
may be seen 6 to 12 hours before symptoms develop. However, signs
may be absent in up to half of patients with developing small bowel
obstruction.'*'* Although an upright chest film is better to detect free
air than an abdominal film, the sensitivity for small amounts of free air
is only about 30%.'*"* The use of plain abdominal radiographs should
be limited to screening for obstruction, sigmoid volvulus, perforation,
or severe constipation.

ROSEN’S

Emergency Medicine

Volume 1

Imaging Studies

Plain radiographs of the abdomen have limited utility and are gen-
erally only useful if there is clinical suspicion for bowel obstruction,
perforation, or foreign body ingestion or rectal insertion. Chest radio-
graphs may reveal a pulmonary cause or may show free air under the
diaphragm in cases of perforated viscus (Fig. 23.4).
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[TAeoveKTNUATA TNC ATELKOVIONC LE YIEPNYO
O0TO KOWALAKO OAYOC

* Aev €XeL akTwvofoAla

* Y€ KATTOLEC TIEPLITTWOELC EXEL KAAUTEPN SLAKPLTIKA LKovOoTNTA (av To Opyavo sival
Kovta oto 6€ppa Kol 0 aoBevrc dev eival mayxvoapkog)

* Mmtopel va aoknBeL rieon yla val EVIOTILOTEL AV VoL OpyaVO ELVOLL GULTILECLUO

* Mrntopel va eKTLUNOEL N TEPLOTAATIKOTNTA TOU EVIEPOU

* Mrnopel va eKTLUNOEL N allpdTwon evog opyavou

* Mrntopel va xpnolpomolnOel yia Apeon mopakeVTnNon ULog cUAAOYNC

* E¢éetalel Tov Appwaoto sotalovtag oTnV MEPLOXT TO TTOVOU

* Eival «gukivntn» wc e€€taon

* EmutpEmel TNV emkowvwvia pe tov acBevn yia tnv AP n meploootepwv MANPodopLwV



MIELOVEKTNMOTO TNC ATTELKOVLIONC ME YTTEPNXO
O0TO KOWALAKO OAYOC
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riou ouvt <2, eival n afovik topoypadia
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* Oela yoAokuc?

Variant 1:

XoAnpopwv

* E¢€taon eKkAc
* AUO AAAec €16
TMPOCEYYLON Wi

* Oela okwAN

* Mn amnewo
apPVNTIKA €

* Otela eKKOAT
* Agv aTtOKAL!

* Artapaitntn npolmoBeon n ocnUOVTIKNA

Variant 2:

1. ¢c../l_cL_. .. _L. . .

Suspected acute pancreatitis. First-tin

and hases T sce than AR #a TY hamee of

Suspected acute pancreatitis. Init

including equivocal amylase and lip
or chronic kidney disease) and wk
{bowel perforation, bowel ischemia,

Right upper quadrant pain. Unknown etiology. Initial Imaging.

Procedure Appropriateness Category Relative Radiation Level
US abdomen Usually Appropriate Q
CT abdomen with IV contrast Usua]!y Appropriate gl i b
Radiography abdomen May Be Appropriate (isagreement) LWL
MEI abdomen without and with IV contrast :
with MRCP May Be Appropriate O
MEI abdomen without I'V contrast with :
MRCP May Be Appropriate 0
CT abdomen without 1V contrast May Be Appropriate S
Nuclear medicine scan gallbladder Usually Mot Appropriate i
CT abdomen without and with IV contrast Usunll}r Mot Apj:ﬂnp‘l‘iﬁm s g g

Variant 2:

Right upper quadrant pain. Suspected biliary disease. Initial imaging.

Procedure Approp
CT abdomen and pelvis with IV contrast Us
MRI abdomen without and with IV Uae
contrast with MRCP
CT abdomen and pelvis without IV
: May
contrast 2
MRI abdomen without IV contrast with Mav
MRCP a
US abdomen May

Procedure Appropriateness Category Relative Radiation Level
US abdomen Usually Appropriate O
CT abdomen with IV contrast May Be Appropriate A
MEI abdomen without and with IV :
contrast with MRCP Ay AR 9
MEI abdomen without [V contrast with :
MRCP May Be Appropriate O
Muclear medicine scan gallbladder May Be Appropriate Ll
CT abdomen without I'V contrast May Be Appropriate g g
CT abdomen without and with I'V isaalby Not : oo

conlrast

US duplex Doppler abdomen

CT abdomen and pelvis without and with
IV contrast

Usuall

LIS abdomen with IV contrast

Usuall

epumeLlpla kol €€L6keUON TOU ATIELKOVLOTN

J. Clin. Med. 2023, 12(3), 799

Variant 3:

Right upper quadrant pain. No fever and no high white blood cell (WBC) count. Suspected

biliary disease. Negative or equivecal ultrasound. Next imaging study.

Procedure Appropriateness Category Relative Radiation Level
MEI abdomen without and with I'V .
contrast with MRCP AN AFgptal 0
CT abdomen with IV contrast Usually Appropriate el
MEI abdomen without IV contrast with :
MRCP Usually Appropriate 0
Muclear medicine scan gallbladder May Be Appropriate Ll
CT abdomen without 1V contrast May Be Appropriate S
CT abdomen without and with [ Usually Not A i LOBH

contrast




Lo O\l TOL UTTOAO UL

Vst i

Suspected Crohn disease, no prior Crohn diagnosis. Initial imaging.

Procedure Appropriateness Category Relative Radiation Lewvel

* IBD

CT abdomen and pelvis with IV contrast Usually Approprate L

I 14 C‘T N
* I_I pU.)TI’] 6 L(XVVU)O' n m Nariant 2= Known Crohn disease, suspected acute exacerbation.
° 'E Eapc r] E Procedure Appropriateness Category Relative Radiation Leve
’ ’ : CT enterography Usually Appropriate g gk by
* Mel€Eteg pe kaAn evooBdr [ L : Ko Oev
, , Fluc MR enterography Usually Approprate O
|J.T[OpEL va e Ktl'ur] OELTO O E CT abdomen and pelvis with IV contrast Usually Appropriate 1

—— | MRI abdomen and pe Yari s

Suspected acute mesenteric ischemia. Initial imaging.

* ArtoppaKTLkOC ELAEOC R | et

CT | CT abdomen and pelt Procedure Appropriateness Category Relative Radiation Level
1 ’ con
° I 6 LA EV al.ce n oL KOl € l.6 Lt cr | MRIabdomen and pe | CTA abdomen and pelvis with IV contrast Usually Appropriate Ll
, , , Fhut CT enteroclysis CT abdomen and pelvis with I'V contrast May Be Appropriate S
* P r] Er] KO l-AO U OT[AG.XVO U M | Fluoroscopy small-be | Aneriography abdomen May Be Appropriate (Disagreement) Ak i
MR enteroclysis MRA abdomen and pelvis without and waitl : :
° K A ' e ’ Rad 2 _L“[er :r.m v cu:[m:inun PR NE TS | S AT (25 AT Ry May Be Appropriate (Disagreement) 0
Cx UTEpn Eual,o r]cl,a KO i CT abdomen and pel
, FI} contrast Radiography abdomen May Be Appropriate i
KAl TO v LALTL HM | Fluoroscopy contrast | ys duplex Doppler abdomen May Be Appropriate 0
, , Radiography abdome | CT abdomen and pelvis without and with IV Usually Not ’ SODS
d I Gxa LIJ, La EVTE p O U US abdomen and pely L_L'l[l[]'d.w K ; BT
CT abdomen and pelvis without IV contrast Umnll].r Mot Appropriate g gk gl
[ ) N aL T[O Ei. iow _> N 0 _ N C FDG-PET/CT skull b MEBA abdomen and pelvis without IV Usually Not : 0
M P GC= HMPAO WBC scan [ contrast it

J. Clin. Med. 2023, 12(3), 799
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EMERGENCY RADIOLOGY SPECIAL FEATURE: REVIEW ARTICLE

Multidetector CT in emergency radiology: acute and
generalized non-traumatic abdominal pain

ABSTRACT

Multidetector CT (MDCT) is an imaging technique that provides otherwise unobtainable information in the diagnostic
work-up of patients presenting with acute abdominal pain. A correct working diagnosis depends essentially on
understanding the individual patient’s clinical data and laboratory findings. In haemodynamically stable patients with
acute severe and generalized abdominal pain, MDCT is now the preferred imaging test and gives invaluable diagnostic
information, also in unstable patients after stabilization. In this descriptive review, we focus our attention on acute, severe
and generalized or undifferentiated non-traumatic abdominal pain. The main differential diagnoses are acute pancreatitis,
gastrointestinal perforation, ruptured abdominal aneurysm and acute mesenteric ischaemia. We will provide radiologist
readers with a technical guide to optimize MDCT imaging protocols and list the major CT signs essential to reach a correct
diagnosis and guide the best treatment.



ACR Appropriateness Criteria® Acute

Nonlocalized Abdominal Pain © 2018 American College of Radiology

Expert Panel on Gastrointestinal Imaging: Christopher D. Scheirey, MD", Kathryn J. Fowler, MD?, ]546-]440”8’%36'00 https://doi.org/10.1016/}.jacr.2018.09.010

Jaclyn A. Therrien, DO, David H. Kim, MD", Waddah B. Al-Refzie, MD', Marc A. Camacho, MD’,
Brooks D. Cash, MD*, Kevin J. Chang, MD", Evelyn M. Garcia, MD', Avinash R. Kambadakone, MD”,
Drew L. Lambert, MD", Angela D. Levy, MD', Daniele Marin, MD"", Courtney Moreno, MD",
Richard B. Noto, MD’, Christine M. Peterson, MD”, Martin P. Smith, MD, Stefanie Weinstein, MD',
Lauwra R. Carucci, MD’

Variant 1. Acute nonlocalized abdominal pain and fever. No recent surgery. Initial imaging

Variant 2. Acute nonlocalized abdominal pain and fever. Postoperative patient. Initial imaging

- I?rocedure Appropriateness Ca-tegory Relative Radiation Level Procedure Appropriateness Category Relative Radiation Level

CT abdamen and pelvis with IV contrast Usually Appropriate wew CT abdomen and pelvis with |V contrast Usually Appropriate 208

MRI abdomen and pelvis without and with IV contrast e BE A © MRI abdomen and pelvis without and with IV contrast May Be Appropriate @)

US abdomen May Be Spprapriate © US abdomen May Be Appropriate O

CT abdomen and pelvis without IV contrast May Be Appropriate oo CT abdomen and pelvis without IV contrast May Be Appropriate 29

MRI abdomen and pelvis without IV contrast May Be Appropriate O MRI abdomen and pelvis without IV contrast May Be Appropriate 0

CT abdomen and pelvis without and with IV contrast May Be Appropriate ewew CT abdomen and pelvis without and with IV contrast May Be Appropriate 2009

Radiography abdomen May Be Appropriate e Radiography abdomen May Be Appropriate o8
Fluoroscopy contrast enema May Be Appropriate 0D

Fluoroscopy upper Gl series with small bowel follow-through May Be Appropriate 209



Variant 4. Acute nonlocalized abdominal pain. Not otherwise specified. Initial imaging

Procedure Appropriateness Category Relative Radiation Level
CT abdomen and pelvis with IV contrast Usually Appropriate DD
CT abdomen and pelvis without IV contrast Usually Appropriate PP
MRI abdomen and pelvis without and with IV contrast Usually Appropriate O
US abdomen May Be Appropriate O
MRI abdomen and pelvis without IV contrast May Be Appropriate O
CT abdomen and pelvis without and with |V contrast May Be Appropriate 029
Radiography abdomen May Be Appropriate DD



LLQ pain

contrast

Mariant 1: Left lower quadrant pain. Initial imaging.
T
Mariant 2: Left lower quadrant pain. Suspected diverticulitis. Initial imaging.
MNaviapi 3= Left lower quadrant pain. Suspected complication(s) of diverticulitis. Initial imaging.
Procedure Appropriateness Category Relative Radiation Level
CT abdomen and pelvis with IV contrast Usually Appropriate e
Fluoroscopy contrast enema May Be Appropriate e
Fluoroscopy cystography May Be Appropriate 200
MRI abdomen and pelvis without and with I'V ;
2 May Be Appropriate 8]
MERI abdomen and pelvis without I'V contrast May Be Appropriate O
CT abdomen and pelvis without IV contrast May Be Appropriate 200
CT pelvis with bladder contrast (CT :
May Be Ay ate

cystography) it i bactiog
US abdomen transabdominal o
US pelvis transvaginal 0
Radiography abdomen and pelvis 200
CT abdomen and pelvis without and with 1V PP




RLQ pain

Right lower quadrant pain. Initial imaging.

Marjapt 2: Right lower guadrant pain, fever, leukocyvtosis. Suspected appendicitis. Initial imaging.
Procedure Appropriateness Category Relative Radiation Levd
CT abdomen and pelvis with IV contrast Usually Appropriate e
CT abdomen and pelvis without IV :
3 % May Be Appropriate S
US abdomen May Be Appropriate 0
US pelvis May Be Appropriate O
MRI abdomen and pelvis without and with IV :
: it May Be Appropriate O
MRI abdomen and pelvis without IV contrast May Be Appropriate ]
CT abdomen and pelvis without and with 1V
S T SR
Radiography abdomen e
WBC scan abdomen and pelvis L
Fluoroscopy contrast enema 2




AAyocC Le avtavakAaon
oTnV 00PU

Variant 1: Acute onset flank pain. Suspicion of stone disease. No history or remote history of stone
disease. Initial imaging.

Variant 2: Acute onset flank pain in patient with known current stone disease, diagnosed on recent
imaging. Recurrent symptoms of stone disease. Follow-up imaging.
Variant 3: Pregnant patient. Acute onset flank pain. Suspicion of stone disease. Initial or follow-up
imaging.
Procedure Appropriateness Category Relative Radiation Level
US kidneys and bladder retroperitoneal Usually Appropriate O
US color Doppler kidneys and bladder . : :
retroperitoneal May Be Appropnate (Disagrecment) O
MRU without IV contrast May Be Appropnate O
CT abdomen and pelvis without IV contrast May Be Appropnate A
Radiography abdomen and pelvis (KUB) Usually Not Appropriate sl
Radiography intravenous urography Usually Not Appropriate SO
MRI abdomen and pelvis without and with I'V .
SRRl Usually Not Appropriate
MRI abdomen and pelvis without IV contrast Usually Not Appropriate
MRU without and with IV contrast Usually Not Appropriate 0
CT abdomen and pelvis with I'V contrast Usually Not Appropriate £iR gk A
CT abdomen and pelvis without and with IV Husially Not Approprists PDDS
contrast i
CTU without and with I'V contrast Usually Not Appropriate g g




G Chir Vol. 41 - n. 1 - pp. 66-72 o _» P
January-February 2020PP Orlglnal artICIe

An analysis of missed cases with surgical emergencies admitted in
non-surgical departments. Case series and a review of the literature

" Conclusions. The missed surgical cases represent only a small
proportion of the patients in emergency department. The causes for
wrong initial admissions in our series were misinterpretation of the
symptoms, insufficient clinical examination and underuse of US and
CT. The careful clinical assessment, point-of care US and CT may
decrease the rate of the delayed diagnosis.



EAAnvikn AxTivoAoyikn Eraipeia

AlayvwoTikd kal OepanguTika

[MpwrékoAa oThv
AkTIvoAoyia

ABriva 2011

O&U koihiakd diyoc:
unoyia dlaTprioewg
YOOTPEVTEPIKOU owArnva
A anégpaéng -€lheol

AkTivoypadpia kolhiag

« Ixemikri évdei€n. Mpomipdral érav
dev undpxel diabBéoipog a§ovikég
Topoypagoc. lepicodtepo evai-
ofntn ornv didyvwon ikeod napd
diatpricew koihou anAdyxvou

AEovikr Topoypagia

« Andhutn £vdeién

Evdokoihiakr ofiyn -
EUNUPETO QyvwoToU
aiTiohoyiag
(AAyOpIOpog 44)

Ynepnxoypagnua

« Apxikri péBodog e&€raonc - evde-
delypévn e€€raon

« YuvnBwg enialel To npéBAnpua
1dlaitepa érav undpxouv Tonikd
onyeia QAeyUOVIC

« |&diaitepa afiémoTn péBodog
yia Tnv unodiagpaypankn kai
upNNaTkn Nepioxn, kabuwg kai
yia Tnv nueAo

AEovikri Topoypagia

« Eival n kaAdTepn eEéraon - andAu-
T £vdeién

« Miayiyvidokel i anokAgigl Gykoug
KOl (PAEYHOVEC

« Xpnoipelel otnv kaBodnyoupevn
Bloyia Aeppadévwy kal TNy napo-
x€Teuon evdbokolhakwy culhoyuv
érav eival dUoKOAD VO NAPOXETEU-
Bouv pe ungpnxoypagnua



56. lotpeviepikd L0otnpa: ofeia xelpoupyikn koidia

O&eia xeipoupyiki kolhia

[ A&ovikri Topoypagia ]

Ny F e 4 ™
Ynepnxoypagnua: Axmivoypagia kolhiag: MayvnTikri Topoypagia:
eni unoyiag nabrioe- yia didyvwon ehelBepou 0€ eyKUOUC pE
WG TWV X0ANPOPWY a€pa wg onpeio didrpnong un diayvwoTiké
A yuvaikohoyikou MEL kai didyvwon gikeod. unepnxoypdgnua
VOO paTog Na napakeinerar étav eival L J
4 BéPain n dievépyeia AT




2 last words of wisdom



Do not get bullied over allergies

* [vwotég alAepyiec og oTOATIOTE AANO €KTOC OO To EVOOPAEBLO oKlaypadLKO
dev amoteAoUv avtevdelfn yla ektEAeon a€OVIKAC Le oklaypadLkd otov acbevn)
TIOU TNV XPeLAleToL oUTE Kal EVOELEN yLaL TNV XOPrynon tng axpnotng
evOoPAEBLAC TTpOoETOLUACIOC UE AVTILOTOULVLKA KoL KOPTL{OVN

In general, patients with unrelated allergies are at a 2- to 3-fold increased risk of an allergic-like contrast
reaction, but due to the modest increased risk, restricting contrast medium use or premedicating solely on the
basis of unrelated allergies is not recommended. Patients with shellfish or povidone-iodine {e.g.. Betadine™)
allergies are at no greater risk from iodinated contrast medium than are patients with other allergies (i.e.,
neither is a significant risk factor) [5.0

There is no cross-reactivity between d ffe at a ==af  »bh -t » 4w > "or > ap - 1 cTe  gor ©
gadolinium-based contrast medium does not predict a future reac 1on to iodin: 2d cor rast medium, or vice
versa, more than any other unrelated allergy.

Asthma: A history of asthma increases the likelithood of an allergic-like contrast reaction [3.7].

Patients with asthma may be more prone to develop bronchospasm. Due to the modest increased risk,
restricting contrast medium use or premedicating solely on the basis of a history of asthma 1s not

recommended.




MNmwc va EKAOYLKEVOOUE TNV LOoTopLlo LE ToV GO0
oéelac vepplknc PAaPNC e ta IV okloypodLKA;

* Kapta coBoapn peAeétn dev €xeL deitet otL pe GFR>30 umapyel
Kivbuvocg vedpoTtolkoTnTog

* Akopa kot pe GFR<30 ta dedopeva Sev elval amayopeUTIKA
ylo TV xopnynon okaypodikou

Despite this common ground, there are differences among these studies [3.4,7,9] in the covanates chosen for
inclusion, the method of controlling baseline renal function instability, the defimitions of AKI, and the nuances of
the statistical methodology. These differences hkely explain the different conclusions drawn between these studies
for patients with Stage I'V and Stage V chromie kidney disease (eGFR <30 mL / muin/1.73 mll. In particular, two
propensity-score matched studies [3,4] have shown that I'V 1odinated contrast material 15 an independent
nephrotoxic nsk factor in patients with Stage I'V and Stage V chronic kidney disease, while two others were unable
to find such evidence [7.9].

* Ta teAevtaia dedopeva delyvouv otL n PAAPN elval AT,
napodikn kat tibavotata dev oxeTileTal YE TUTOTA TTOPOTIAVW

Qo AUENMEVN TIAPALLOVI) OTO VOCOKOLLELO
* H ektipnon tng GFR e TUTTOUC O€ IEPUTTWOELG OELL
vedpknc BAaBNnc oto TEM d& €xel kaveva vonua




YUUIEpAOATA...

* [La tov adltadopormointo (KAWVIKA N epyaoctnplokd) acBevn pe o
KOLALOLKO OAYOC OTOV OTTOLO MTTOPEL VAl XPELAOTEL Apeon BepameuTIKN
nopepBoon n e€€taon ekAoyng elval n a€ovikn topoypadia.

* Ro kolAiac og untoia anodpatnc/pnénc/avivooklepou EEvou
owpatoC (LOvVo oTo TEAEUTOLO GLyoupLQ)

* YIEPNXOG
* JUYKEKPLUEVEC eVOEifeLC
* Meploplopol TNG e€€taoNnc
* MmopouUue Kat KaAUTtepa
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QTIELKOVIONC OTO

Tunua Emetyoviwy

[leploTATIKWY

lewpylog Notag - MNaboAoyog
AvarAnpwtnc KaBnyntng Enetyovoag latpikng
latpkn ZxoAn Navenotnuiov KpAtng
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