
Current Guidelines For 
Diagnosis And Management Of 
Abdominal Pain In The 
Emergency Department

In this issue of EM Practice Guidelines Update, we review a total of 6 guide-
lines that address the diagnosis and management of abdominal pain. Abdomi-
nal pain is a frequent and potentially high-risk chief complaint. Patients with 

abdominal pain compose roughly 7% of annual US emergency department (ED) 
visits and remain a common cause of malpractice claims against emergency 
physicians.1 Growing awareness of the adverse consequences of radiographic 
imaging,2,3 as well as of intravenous (IV) contrast,4 further adds to the challenges 
faced by the emergency clinician managing this common complaint. Although 
the recommendations contained within these guidelines direct decisionmaking 
when evaluating the patient with abdominal pain, it should be noted that 1 of 
these guidelines has been rescinded as of October 2009. The American College 
of Emergency Physicians (ACEP) updates its clinical policies on a regular basis, 
and the policy on abdominal pain published in 2000 in the Annals of Emergency 
Medicine is no longer available on the ACEP website. This should highlight the 
fact that an important component of guideline utilization is to determine the date 
of publication and the effect that this may have on current applicability to patient 
care. Because a number of issues discussed in this older policy remain relevant 
and not fully addressed or revised in the latest policy, we briefly discuss these 
here, with the caveat that readers should understand that ACEP considers this 
clinical policy outdated. 

Practice Guideline Impact
Clinical findings can be used to support a reduction in radiographic imag-• 
ing; the use of laboratory tests and clinical information together may re-
duce post-test probability to a level below a radiographic testing threshold 
in many patients.

The benefit of using IV and/or oral contrast is controversial, and practice • 
patterns are determined primarily by institutional preference.

Aggressive analgesia with opiates early in the course of patients present-• 
ing with abdominal pain is an acceptable and appropriate policy.
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Current Guidelines For 
Sickle Cell Disease: 
Management Of Acute Complications

IIn this issue of EM Practice Guidelines Update, 2 guidelines 
addressing the management of sickle cell disease (SCD) are 
reviewed. As a result of numerous SCD-related complications, 

patients with SCD have significantly diminished life expectancy. 
Although most patients will be followed by subspecialty hema-
tologists, SCD is fundamentally a “‘disease of emergencies.”’ 
Emergency clinicians should be familiar with the recommenda-
tions around management of acute SCD complications, because 
failure to appreciate the nuances of care in these brittle patients 
may place them at risk for short-term morbidity and mortality. The 
methodology of these practice guidelines varies greatly–from 
evidence- based to expert opinion–and thus must be applied to 
emergency practice with caution and pragmatism.

Practice Guideline Impact
In the management of acute SCD pain crises, bolus normal • 
saline is not recommended unless the patient is hypovolem-
ic. In euvolemic patients, intravenous hydration should not 
exceed 1.5 times maintenance with D5 ½ NS.

In the management of acute SCD pain crises, specific rec-• 
ommendations exist with regard to opiate choice and adju-
vant medications.

In patients with SCD and suspected infection, criteria exist to • 
identify candidates for outpatient treatment.

Separate algorithms exist for the diagnosis and treatment of • 
stroke in adults and children with SCD.
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The strength of recommendations regarding patient management 
were then made into a 3-level stratification (A, B, C). 

Level A:•	  Generally accepted principles for patient manage-
ment that reflect a high degree of clinical certainty (ie, based 
on strength of evidence Class I or overwhelming evidence from 
strength of evidence Class II studies that directly address all of 
the issues).  
Level B:•	  Recommendations for patient management that may 
identify a particular strategy or range of management strategies 
that reflect moderate clinical certainty (ie, based on strength of 
evidence Class II studies that directly address the issue, decision 
analysis that directly addresses the issue, or strong consensus of 
strength of evidence Class III studies).  
Level C:•	  Other strategies for patient management that are based 
on preliminary, inconclusive, or conflicting evidence, or in the ab-
sence of any published literature, based on panel consensus. 

 
This clinical policy targets emergency clinicians working in hospital-
based EDs and was written with emphasis on clinically oriented sta-
tistics (likelihood ratios, odds ratios, risk ratios, and number needed 
to treat) rather than simple descriptive statistics (sensitivity, specific-
ity, predictive values), since the former are felt to help the reader bet-
ter understand how to interpret study results taking into account the 
probability of disease. The guideline applies to patients presenting 
to the ED with acute, nontraumatic abdominal pain and possible or 
suspected appendicitis, but it excludes pregnant patients and those 
with trauma-related abdominal pain.

Clinical Policy: Critical Issues in the Evaluation and Management of 
Emergency Department Patients With Suspected Appendicitis5

American College of Emergency Physicians Clinical Policies Subcommittee on Appendicitis 
and Clinical Policies Committee
Annals of Emergency Medicine. 2010;55:71-116.                                    Link: http://www.acep.org/practres.aspx?id=30060

This clinical policy was developed by the Clinical Policies 
Committee of the American College of Emergency Physi-
cians (ACEP) and approved by the ACEP Board in October 

2009 as a revision of an abdominal pain clinical policy published 
in 2000. The group undertook literature searches of MEDLINE and 
the Cochrane database, limited to English language human studies, 
of articles published from January 2000 to March 2007. Conflicts 
of interest were reported as being nonexistent; relevant industry 
relationships were defined as "relationships with companies associ-
ated with products or services that significantly impact the specific 
aspect of disease addressed in the critical question."

On the basis of the design of the study, articles used in the formu-
lation of the clinical policy were graded by at least 2 subcommit-
tee members into 3 classes of evidence. Design 1 represents the 
strongest evidence, and design 3 represents the weakest evidence. 
Articles were then graded on 6 dimensions (involving blinding, ran-
domization, outcome measures, biases, validity, and size) thought to 
be most relevant to the development of a clinical guideline. 

Articles then received a final grade (Class I, II, III) on the basis of 
a predetermined formula, taking into account design and quality 
of study. Because evidence grading was done with respect to the 
specific data being extracted and the specific critical question being 
reviewed, the level of evidence for a single study may vary accord-
ing to the question, and it is possible for a single article to have 
received different levels of grading as different critical questions 
were answered.
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Critical Question 1. Can clinical findings be used to guide 
decisionmaking in the risk stratification of patients with possible 
appendicitis? 
Level B recommendation: In patients with suspected acute appen-
dicitis, use clinical findings (ie, signs and symptoms) to risk-stratify 
patients and guide decisions about further testing (eg, no further test-
ing, laboratory tests, and/or imaging studies), and management (eg, 
discharge, observation, and/or surgical consultation).
 
Critical Question 2. In adult patients with suspected acute 
appendicitis who are undergoing a computed tomography (CT) 
scan, what is the role of contrast? 
Level B recommendation: In adult patients undergoing a CT scan 
for suspected appendicitis, perform abdominal and pelvic CT scan 
with or without contrast (IV, oral, or rectal). The addition of IV and oral 
contrast may increase the sensitivity of the CT scan for the diagnosis 
of appendicitis.

Critical Question 3. In children with suspected acute appendi-
citis who undergo diagnostic imaging, what are the roles of CT 
and ultrasound (US) in diagnosing acute appendicitis?
Level B recommendations: 
1. In children, use US to confirm acute appendicitis but not to defini-
tively exclude acute appendicitis.
2. In children, use an abdominal and pelvic CT to confirm or exclude 
acute appendicitis.
Level C recommendation: Given the concern over exposing chil-
dren to ionizing radiation, consider using US as the initial imaging 
modality. In cases in which the diagnosis remains uncertain after US, 
CT may be performed.     ■

©2010 American College of Emergency Physicians® (ACEP). Re-
printed with permission from ACEP. All rights reserved.

Editorial Comment
This 2010 clinical policy updates a prior clinical policy published 
in 2000 (reviewed next) but narrows the scope significantly from 
the broader topic of nontraumatic abdominal pain and focuses 
instead on evidence-based recommendations to help clinicians 
answer the 3 questions related to appendicitis that the authors 
felt were most critical.

The approval by ACEP of a Level B recommendation for the use 
of clinical findings to guide further workup decisions (which may 
include performing no further tests on the patient and discharging 
with close follow-up and/or observation) is intended to reduce the 
overuse of and over-reliance on CT imaging. Although CT scan 
utilization in both the pediatric and adult ED has increased dramati-
cally in recent years, excessive use of CT results not only in undue 
expense and prolongation of ED length of stay but unnecessarily 
exposes patients to high doses of radiation. Some have suggested 
that protocols be designed that would limit radiation exposure while 
"preserving rapid and accurate diagnosis of time-sensitive condi-
tions."6 Although this clinical policy does not provide specific proto-
cols, the authors' support of a "no further testing" approach based 
on emergency clinician judgment may give clinicians (particularly 
those most concerned with medicolegal consequences) additional 
assurance in pursuing this strategy.

In an effort to highlight the available evidence, the authors report 
likelihood ratios of various clinical findings potentially helpful in 
diagnosing appendicitis. They note that right lower quadrant ab-
dominal pain is the most useful, with a positive likelihood ratio 95% 
confidence interval (CI) of 7.31 to 8.46 and a negative likelihood 
ratio 95% CI of 0 to 0.28 (point estimates are not provided). Pain 
migration, pain progression, anorexia, tenderness on rectal exami-
nation, guarding, fever, and percussion tenderness in the right lower 
quadrant were all less helpful, although rigidity on abdominal exami-
nation had a positive likelihood ratio of 3.8.  
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Total white blood cell (WBC) count, when used alone, is not a con-
sistent predictor, but the addition of a C-reactive protein (CRP) level 
appears to result in a useful test combination (WBC cutoff of 10,000/
mm3 and CRP cutoff of 8 mg/L shows a negative likelihood ratio of 
0.03 [95% CI, 0.0 to 0.14] and a positive likelihood ratio of 23.32 
[95% CI, 6.87 to 84.79] in 1 meta-analysis).  
 
The Alvarado score (also known by the MANTRELS mnemonic) com-
bines Migration of pain (1 point), Anorexia (1 point), Nausea (1 point), 
Tenderness in the right lower quadrant (2 points), Rebound pain 
(1 point), Elevation of temperature above 37.3°C (99°F) (1 point), 
Leukocytosis over 10,000/mm3 (2 points), and Shift to the left (> 75% 
neutrophils) (1 point) into a composite score with a maximum of 10 
points. Studies report conflicting evidence regarding the utility of the 
Alvarado score. Some Class III studies have suggested that patients 
with scores of 3 or less should not have CT imaging7 and that those 
with scores of 5 or less are unlikely to have appendicitis,8 whereas 
others have shown that a low Alvarado score does not reliably ex-
clude appendicitis or the need for CT.9,10 

The authors' article search date ended 1 month before the publica-
tion of a large prospective cohort study of almost 600 patients aged 
3 to 21 years that found that the Alvarado score (and the similar 
Samuel score) both "provide measurably useful diagnostic informa-
tion in evaluating children with suspected appendicitis."11 Although 

this study concluded that neither method provided sufficient positive 
predictive value to be used as the sole method for determination of 
the need for surgery, the large areas under the receiver operating 
characteristic curves suggest that meaningful changes to post-test 
probabilities can be made using these scoring systems. Document-
ing a low Alvarado score in patients being discharged without imag-
ing demonstrates that the emergency clinician carefully considered 
the diagnosis of appendicitis. 
 
Based on the authors' review of the literature, whether or not contrast 
provides a diagnostic advantage in CT imaging remains debatable. 
Intravenous contrast tends to highlight inflammation in the wall of the 
appendix and surrounding tissues, while enteric contrast can help 
differentiate the appendix from surrounding structures. The disadvan-
tages of contrast include increased time to administer oral contrast, 
discomfort associated with rectal contrast, and potential untoward 
renal effects and allergic reactions with IV contrast. The enhanced 
resolution of newer generation multislice CT scanners may possibly 
obviate the need for contrast, though this may come at the price of 
even more radiation exposure. This clinical policy's authors note that 
although study design varies significantly among the articles with 
regards to setting, population, radiologist training, inclusion criteria, 
CT type, slice thickness, type of contrast, and transit time of contrast, 
it appears that the improvement in diagnostic accuracy achieved by 
the addition of IV or enteric contrast is small.    ■

http://www.ebmedicine.net/subscribe
http://www.ebmedicine.net/index.php


Current Guidelines For Diagnosis And Management Of Abdominal Pain In The ED

EM Practice Guidelines Update © 2010           5 ebmedicine.net • May 2010

  | print | SUBSCriBE | WEBSitE

Clinical Policy: Critical Issues for the Initial Evaluation and 
Management of Patients Presenting With a Chief Complaint of 
Nontraumatic Acute Abdominal Pain12

American College of Emergency Physicians Clinical Policies Subcommittee on Abdominal Pain and 
American College of Emergency Physicians Clinical Policies Committee
Annals of Emergency Medicine. 2000;36:406-415.                             

This clinical policy, published in 2000 and rescinded by ACEP in Oc-
tober 2009, expanded upon the previous iteration published in 1994. 
The recommendations specifically exclude children, patients with 
known antecedent trauma, and patients in the last trimester of preg-
nancy or the first month postpartum. The clinical policy was derived 
from a MEDLINE search of articles using certain keywords published 
between January 1990 and January 1999 and included articles from 
bibliographies which may have predated 1990. ACEP was the funding 
source and specific details on author conflict of interest are not explic-
itly provided in the document.

Scores	were	assigned	to	articles	in	a	3-level	stratification	from	
strength	of	evidence	A	to	C;	specific	recommendations	were	
then made on a 3-level system. However, because this clinical 
policy was rescinded by ACEP after the 2010 appendicitis guide-
lines were published (see introduction on page 1), recommenda-
tions made primarily on low-grade evidence and consensus are 
abstracted below by the author of EM Practice Guidelines Up-
date from the original as undifferentiated good practice points.

Editorial Abstraction   
Diagnosing Undifferentiated Abdominal Pain

Avoid assigning a specific etiology for abdominal pain when spe-1. 
cific evidence for that etiology is lacking. Use a descriptive term 
such as "undifferentiated abdominal pain" in these patients.
Provide appropriate discharge instructions and follow-up in pa-2. 
tients discharged with a nonspecific abdominal pain diagnosis.

Evaluating Abdominal Pain
The location of abdominal pain should not restrict the differential 1. 
diagnosis; for example, right-sided structures may refer pain to 
the left abdomen.
The presence or absence of fever should not be used to distin-2. 
guish surgical from medical causes of abdominal pain.
In cases of abdominal pain of unclear etiology, performing serial 3. 
abdominal examinations over several hours may improve diag-
nostic accuracy and direct care.

High-Risk Patients (Elderly Patients And Patients With HIV)
Elderly and HIV patients are more likely to have dangerous condi-1. 
tions presenting with atypical features. Identify these high-risk 
patients to avoid misdiagnosis and imprudent discharge.

Commonly Missed Diagnoses
The evaluation of patients who present with upper abdominal pain 1. 
of uncertain cause and have cardiac risk factors (including all 
elderly patients) should include an electrocardiogram. 
All women of childbearing age who present with abdominal pain 2. 
should be tested for pregnancy.
In stable patients over the age of 50 who present with abdomi-3. 
nal pain of uncertain cause, consider excluding abdominal aortic 
aneurysm (AAA) by performing abdominal US or CT.
In women who are given a diagnosis of pelvic inflammatory dis-4. 
ease or urinary tract infection, consider appendicitis as the cause 
of the patient's symptoms.
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Narcotic Analgesia In Abdominal Pain
1. Patients who present to the ED with moderate or severe abdomi-
nal pain should receive narcotic analgesia.     ■

©2000 American College of Emergency Physicians® (ACEP). Re-
printed with permission from ACEP. All rights reserved. 

Editorial Comment
This clinical policy marked a slight departure from the format of the 
original abdominal pain clinical policy which focused on the broader 
topic of evaluation of the undifferentiated patient presenting with ab-
dominal pain. The authors of this clinical policy intended to "present 
important research on critical issues regarding the topic, and make 
recommendations based as much as possible on scientific research 
rather than expert consensus." However, the evidence grading cri-
teria are somewhat relaxed compared to more recent policies, such 
that even the highest strength of evidence (level A) allowed "obser-
vational studies including prospective cohort studies," and level B ar-
ticles allowed "retrospective cohort studies and case-control studies." 
This perhaps reflects the caliber of study available on the undifferenti-
ated abdominal pain patient in the 1990s. Despite this, in the decade 
since publication of this clinical policy, a number of recommendations 
have been incorporated into the routine care of the abdominal pain 
patient, such as performing a urine pregnancy test on females of 
childbearing age and an electrocardiogram on older patients, as well 
as providing discharge instructions and follow-up.

The option to provide narcotic analgesia to patients being evaluated
for abdominal pain in the ED was a welcome component, but even
with the relatively lenient criteria required of articles to obtain high
strength of evidence grades, the authors were only able to provide
the lowest strength of recommendation for this element of the policy.
Fortunately, many more rigorous studies have been performed in this
area since the publication of these guidelines, and the recommenda-
tion to provide early, aggressive analgesia to abdominal pain patients
using opiates as necessary is stronger. The current Cochrane Review
reports "some evidence to support the notion that the use of opioid
analgesics in patients with acute abdominal pain is helpful in terms
of patient comfort and does not retard decisions to treat."13

Foreshadowing the changes incorporated into the more recent ACEP
clinical policy, the authors of the 2000 clinical policy informally sug-
gest that, because many commonly used laboratory tests and imag-
ing studies are neither sensitive nor specific, the emergency clinician 
"should understand the limits of these ancillary studies and should 
order only those tests likely to affect diagnosis or management."    ■
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ACR Appropriateness Criteria®14

American College of Radiology; 2007, 2008.                                                                                       Link: http://www.acr.org/ac

effective dose estimate range for each designation provided. The pres-
ence of any conflicts of interest is not explicitly identified. The guidelines 
are regularly updated. Refer to the links below the Clnical Conditions for 
the most current and complete versions on the ACR website.

Only procedures relevant to emergency medicine are reported here.

Clinical Condition: Right Upper Quadrant Pain. Date of origin: 
1996. Last review date: 2007.
Link to the full guideline:

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/
app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightUpper-
QuadrantPainDoc13.aspx

Variant 1: Fever, elevated WBC, positive Murphy sign
Radiologic Procedures:

US abdomen•	 . Rating: 9. RRL: None.
X-ray abdomen.•	  Rating: 5. RRL: Medium.
CT abdomen with or without contrast.•	  Rating: 5. RRL: Medium.

Variant 2: Suspected acalculous cholecystitis
Radiologic Procedures:

Cholescintigraphy.•	  Rating: 8. RRL: Low.
CT abdomen with or without contrast.•	  Rating: 6. RRL: Medium.
X-ray abdomen.•	  Rating: 6. RRL: Medium.
US abdomen.•	  Rating: 4. RRL: None. (Comment: Repeat within 
24 hours.)

Variant 3: No fever, normal WBC
Radiologic Procedures:

US abdomen.•	  Rating: 8. RRL: None.
CT abdomen with or without contrast.•	  Rating: 7. RRL: Medium.

These evidence-based guidelines were created by the American 
College of Radiology Committee on Appropriateness Criteria, 
using attributes put forth by the Agency for Healthcare Re-

search and Quality (AHRQ) as designed by the Institute of Medicine. 
The committee oversees multiple consensus panels made up of phy-
sicians from diverse geographic regions and includes representation 
from specialties outside of radiology. Funding for the process is as-
sumed entirely by ACR, and ACR staff provides support to the expert 
panels. The resulting guidelines are available on the ACR website 
(www.acr.org/ac) as well as at the National Guidelines Clearinghouse 
(www.guideline.gov). The guidelines reviewed here include the fol-
lowing clinical conditions: 

Right Upper Quadrant Pain • 
Right Lower Quadrant Pain • 
Left Lower Quadrant Pain• 
Acute Abdominal Pain and Fever or Suspected Abdominal  • 
Abscess 

 
The criteria development process involves definition of a clinical condi-
tion and its variants, literature searches of peer-reviewed medical 
journals, identification of relevant articles, expert panel review and as-
signment of a 4-level strength of evidence rating, and assignment of an 
appropriateness rating for each procedure under consideration utilizing 
a modified Delphi technique. The Committee on Appropriateness Cri-
teria definition of appropriateness, paraphrased, is, "balancing risk and 
benefit of the treatment, test, or procedure in the context of available 
resources for an individual patient with specific characteristics." 

The final rating is an integer on a scale between 1 and 9, where 1 is 
"least appropriate" and 9 is "most appropriate."  An additional catego-
ry, the relative radiation level (RRL), is provided for each test, with the 

http://www.acr.org/ac
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightUpperQuadrantPainDoc13.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightUpperQuadrantPainDoc13.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightUpperQuadrantPainDoc13.aspx
http://www.guideline.gov
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US abdomen right lower quadrant.•	  Rating: 6. RRL: None. 
(Comment: With graded compression.) 
US pelvis.•	  Rating: 6. RRL: None.
CT abdomen and pelvis without contrast.•	  Rating: 6. RRL: 
High. (Comment: Use of oral or rectal contrast depends on institu-
tional preference.)

Variant 3: Fever, leukocytosis, pregnant woman
Radiologic Procedures:

US abdomen right lower quadrant.•	  Rating: 8. RRL: None. 
(Comment: With graded compression. Better in first and early 
second trimester.)
MRI abdomen and pelvis without contrast.•	  Rating: 7. RRL: 
None.
US pelvis.•	  Rating: 6, RRL: None.
CT abdomen and pelvis with contrast.•	  Rating: 6. RRL: High. 
(Comment: Use of oral or rectal contrast depends on institutional 
preference.)
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: High. 
(Comment: Use of oral or rectal contrast depends on institutional 
preference.)
X-ray abdomen.•	  Rating: 2. RRL: Medium.

Variant 4: Fever, leukocytosis, possible appendicitis, atypical 
presentation in children (less than 14 years of age)
Radiologic Procedures:

US abdomen right lower quadrant.•	  Rating: 8. RRL: None. 
(Comment: With graded compression.)
CT abdomen and pelvis with contrast.•	  Rating: 7. RRL: High. 
(Comments: Maybe useful following negative US. Use of oral 
or rectal contrast depends on institutional preference. Consider 
limited right lower quadrant CT.)
X-ray abdomen.•	  Rating: 6. RRL: Medium.
US pelvis.•	  Rating: 5. RRL: None.
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: 
High. (Comments: Use of oral or rectal contrast depends on insti-
tutional preference. Consider limited right lower quadrant CT.)

Cholescintigraphy.•	  Rating: 6. RRL: Low.
X-ray abdomen.•	  Rating: 4. RRL: Medium.

Variant 4: No fever, normal WBC, ultrasound shows only gallstones
Radiologic Procedures:

Cholescintigraphy.•	  Rating: 8. RRL: Low.
CT abdomen with or without contrast.•	  Rating: 6. RRL: Medium.
X-ray abdomen.•	  Rating: 4. RRL: Medium.

Clinical Condition: Right Lower Quadrant Pain. Date of origin: 
1996. Last review date: 2007.
Link to full guideline:

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/
app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightLower-
QuadrantPainDoc12.aspx

Variant 1: Fever, leukocytosis, and classic presentation clinically 
for appendicitis in adults
Radiologic Procedures:

CT abdomen and pelvis with contrast•	 . Rating: 8. RRL: High. 
(Comment: Use of oral or rectal contrast depends on institutional 
preference.)
CT abdomen and pelvis without contrast•	 . Rating: 7. RRL: High. 
(Comment: Use of oral or rectal contrast depends on institutional 
preference.)
US abdomen right lower quadrant.•	  Rating: 6. RRL: None. 
(Comment: With graded compression.) 
US pelvis.•	  Rating: 5. RRL: None.
X-ray abdomen•	 . Rating: 5. RRL: Medium.

Variant 2: Fever, leukocytosis; possible appendicitis, atypical 
presentation, adults and adolescents
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8, RRL: High. 
(Comment: Use of oral or rectal contrast depends on institutional 
preference.)
X-ray abdomen•	 . Rating: 6. RRL: Medium.

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightLowerQuadrantPainDoc12.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightLowerQuadrantPainDoc12.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/RightLowerQuadrantPainDoc12.aspx
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Clinical Condition: Left Lower Quadrant Pain. Date of origin: 
1996. Last review date: 2008.
Link to full guideline:

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/
app_criteria/pdf/ExpertPanelonGastrointestinalImaging/LeftLower-
QuadrantPainDoc8.aspx

Variant 1: Older patient with typical clinical presentation for 
diverticulitis
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High. 
(Comment: Oral and/or colonic contrast may be helpful for bowel 
luminal visualization.)
CT abdomen and pelvis without contrast.•	  Rating: 6. RRL: High.
US abdomen transabdominal graded compression.•	  Rating: 4. 
RRL: None.
US abdomen transrectal or transvaginal.•	  Rating: 4. RRL: None.
X-ray abdomen and pelvis•	 . Rating: 4. RRL: Medium.

Variant 2: Acute, severe, with or without fever
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 9. RRL: High. 
(Comment: Oral and/or colonic contrast may be helpful for bowel 
luminal visualization.)
CT abdomen and pelvis without contrast.•	  Rating: 6. RRL: High.
X-ray abdomen and pelvis.•	  Rating: 5. RRL: Medium.
US abdomen transabdominal graded compression.•	  Rating: 4. 
RRL: None.
US abdomen transrectal or transvaginal.•	  Rating: 4. RRL: None.

Variant 3: Chronic, intermittent, or low grade
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High.
(Comment: Oral and/or colonic contrast may be helpful for bowel 
luminal visualization.)
X-ray contrast enema.•	  Rating: 6. RRL: Medium.
X-ray abdomen and pelvis.•	  Rating: 5. RRL: Medium. 

US abdomen transabdominal graded compression.•	  Rating: 5. 
RRL: None.
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: High.
US abdomen transrectal or transvaginal.•	  Rating: 4. RRL: None.

Variant 4: Woman of childbearing age
Radiologic Procedures:

US abdomen transabdominal graded compression. •	 Rating: 8. 
RRL: None. (Comment: Could be done first to exclude gyneco-
logic abnormality.)
US abdomen transrectal or transvaginal.•	  Rating: 8. RRL: 
None. (Comment: Could be done first to exclude gynecologic 
abnormality.)
CT abdomen and pelvis with contrast.•	  Rating: 7. RRL: High. 
(Comment: Oral and/or colonic contrast may be helpful for bowel 
luminal visualization.)
X-ray contrast enema.•	  Rating: 6. RRL: Medium.
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: High.
X-ray abdomen and pelvis.•	  Rating: 5. RRL: Medium.

Variant 5: Obese patient
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High. 
(Comment: Oral and/or colonic contrast may be helpful for bowel 
luminal visualization.)
X-ray contrast enema.•	  Rating: 5. RRL: Medium.
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: High.
X-ray abdomen and pelvis.•	  Rating: 5. RRL: Medium. 
US abdomen transabdominal graded compression.•	  Rating: 4. 
RRL: None. 
US abdomen transrectal or transvaginal.•	  Rating: 4. RRL: None. 
 

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/LeftLowerQuadrantPainDoc8.aspx
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Variant 4: Pregnant patient
Radiologic Procedures:

US abdomen.•	  Rating: 8. RRL: None.
MRI abdomen and pelvis without contrast.•	  Rating: 7. RRL: 
None.
MRI abdomen and pelvis with contrast.•	  Rating: 7. RRL: None.
CT abdomen and pelvis with contrast.•	  Rating: 5. RRL: High.  
(Comment: Only after other studies without ionizing radiation 
have been utilized.)
CT abdomen and pelvis without contrast.•	  Rating: 5. RRL: High.  
X-ray abdomen.•	  Rating: 4. RRL: Medium.    ■

Reprinted with permission of the American College of Radiology. No 
other representation of this material is authorized without expressed, 
written permission from the American College of Radiology. 

Clinical Condition: Acute Abdominal Pain and Fever or 
Suspected Abdominal Abscess. Date of origin: 1996. Last review 
date: 2008.
Link to full guideline:

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/
app_criteria/pdf/ExpertPanelonGastrointestinalImaging/AcuteAb-
dominalPainandFeverorSuspectedAbdominalAbscessDoc1.aspx

Variant 1: Postoperative patient with fever
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High. 
CT abdomen and pelvis without contrast.•	  Rating: 7. RRL: High.
US abdomen.•	  Rating: 6. RRL: None.
MRI abdomen and pelvis with contrast.•	  Rating: 6. RRL: None.
X-ray abdomen.•	  Rating: 5. RRL: Medium. 

Variant 2: Postoperative patient with persistent fever and no 
abscess seen on CT scan within the last 7 days
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High.
CT abdomen and pelvis without contrast.•	  Rating: 6. RRL: High.
US abdomen.•	  Rating: 6. RRL: None.
Tc-99m or In-111 WBC scan abdomen and pelvis.•	  Rating: 6. 
RRL: Medium.
X-ray abdomen.•	  Rating: 5. RRL: Medium.

Variant 3: Patient presenting with fever, non-localizing abdomi-
nal pain, and no recent operation
Radiologic Procedures:

CT abdomen and pelvis with contrast.•	  Rating: 8. RRL: High.
CT abdomen and pelvis without contrast.•	  Rating: 6. RRL: High.
US abdomen.•	  Rating: 6. RRL: None.
X-ray abdomen•	 . Rating: 6. RRL: Medium.

http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/AcuteAbdominalPainandFeverorSuspectedAbdominalAbscessDoc1.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/AcuteAbdominalPainandFeverorSuspectedAbdominalAbscessDoc1.aspx
http://www.acr.org/SecondaryMainMenuCategories/quality_safety/app_criteria/pdf/ExpertPanelonGastrointestinalImaging/AcuteAbdominalPainandFeverorSuspectedAbdominalAbscessDoc1.aspx
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Editorial Comment
Most recommendations presented in these guidelines correspond to 
usual ED practice. Specific points of interest include the following:

The importance of oral or rectal contrast is touched upon in the • 
comments that differ according to "institutional preference," but 
firm guidance in this area is lacking. 

The recommendations in the guideline in Right Upper Quadrant • 
Pain Variant 4 (no fever or leukocytosis, with US positive for gall-
stones only) do not account for what (in most cases) is the most 
prudent measure, which is to make the diagnosis of biliary colic. 
This highlights a weakness of the ACR Appropriateness Criteria® 
format: the option of "no imaging" is not rated. 

X-ray of the abdomen in Right Lower Quadrant Pain Variant 2 • 
and Variant 4 garners a relatively high rating of 6. Although the 
drawbacks of performing plain films are few, in most cases where 
appendicitis is the primary concern, radiographs will not push 
post-test probability above or below the threshold to move for-
ward with CT or US and are therefore of very limited value.

In the evaluation of patients with left lower quadrant pain, se-• 
lected cases with typical symptoms of diverticulitis or those with 
a previous history of diverticulitis who present with clinical symp-
toms of recurrent disease may not require any imaging.

Regarding the relationship between gadolinium-based IV contrast • 
agents and the development of nephrogenic systemic fibrosis 
(NSF), the authors report that "although some controversy and 
lack of clarity remain, there is consensus that it is advisable to 
avoid all gadolinium-based contrast agents in dialysis-dependent 
patients unless the possible benefits clearly outweigh the risk, 
and to limit the type and amount in patients with estimated glom-
erular filtration rate (GFR) of less than 30 mL/min/1.73m2."  

MRI without contrast is rated highly in Acute Abdominal Pain • 
and Fever or Suspected Abdominal Abscess Variant 4 (preg-
nant patient). This option removes both radiation and gado-
linium concerns.      ■
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