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Medical Quiz Answers
A1. Ultrasound (figure 1) and CT scan (figure 2).
A2. Dilated and thickened bowel loops in right iliac fossa seen
in figure 1. The appendix is dilated containing phlebolith
and surrounding bowel loops are prominent in CT scan.
A3. The diagnosis is acute appendicitis. The management is
appendectomy.
DISCUSSION
Acute appendicitis in pediatrics remains a diagnostic dilemma,
despite the wide availability of diagnostic radiological
investigations. Acute appendicitis in pediatrics is one of the
common causes of pediatric surgical emergency admissions1-3.
The clinical presentation of acute appendicitis in children varies
from abdominal pain to late complications, such as perforation
leading to generalized peritonitis and sepsis. The varied clinical
presentation is well explained by pathophysiological variation
and anatomical differences causing acute appendicitis4,5.
Abdominal pain in children is the most common presenting
symptom followed by fever, vomiting and loss of appetite.
Generalized and localized right lower quadrant tenderness is
found in 60% of acute appendicitis in preschool children4,5.
The clinical presentation of acute appendicitis in pediatrics
is non-specific leading to delayed diagnosis. Overlap of the
symptoms, poor/limited communication skills, inadequate
physical examination and irritability lead to misdiagnosis4,5.

The management of acute appendicitis in children is urgent
appendectomy. Children with atypical clinical presentation
need close observation and require radiological investigations,
such as ultrasound or CT scan8.
CONCLUSION
Acute appendicitis in children is rare. Delay in the diagnosis
may be due to the overlap of symptoms, poor communication
skills, atypical presentation and irritability during physical
examination. Diagnosis of acute appendicitis in children
requires detailed history, high index of suspicion, repeated
physical examination and imaging tools. Early surgical
intervention reduces mortality and morbidity associated
with complicated appendicitis in children.
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The diagnosis of acute appendicitis is difficult in younger
children. It needs a high index of suspicion and necessitates
radiological and laboratory tests to be certain of the diagnosis6.
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Complete blood count (CBC) is the most common blood
test used for suspected acute appendicitis; however, it is not
sensitive and non-specific6.
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C-reactive protein (CRP) is more sensitive than CBC
in diagnosing appendicular abscess and appendicular
perforation6,7.
Abdominal X-ray is usually performed in cases of acute
abdominal pain in children. The most specific finding in
children is fecolith, which only accounts for 33% of the cases.
Other non-specific plain radiographical findings suggestive
of acute appendicitis in children are localized ileus, bowel
obstruction, free peritoneal fluid and pneumoperitoneum.
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are appendix diameter more than 6 mm, an appendicolith,
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in cases of suspected acute appendicitis in children. Common
findings of acute appendicitis on CT scan are an appendicolith,
abscesses, appendix diameter more than 6 mm, thickening of
bowel loops and fat streaking7,8.
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