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 Appendicitis is one of the most common abdominal inflammations in daily 

emergency cases. The diagnosis of appendicitis is often delayed because the 

symptoms resemble other abdominal emergencies. The present research 

aimed to describe the clinical and epidemiological profile of acute 

appendicitis patients. The research design is a cohort retrospective study 

employing appendicitis patients' medical record data at PKU 

Muhammadiyah Hospital from January 1, 2016, to December 31, 2020. The 

variables obtained through the patient records were age, gender, domicile 

location, vital signs, physical examination, blood laboratory, ultrasound, 

histopathology, postoperative diagnosis, the incidence of peritonitis, and 

length of stay. The median age value in patients with appendicitis was 27 

years (0-95), and the largest group was young adults (19-44 years). 

Abdominal pain was found in almost all research subjects. The median of 

leukocytes was 10.1 (3.32-65.80)×106/ml and the neutrophil-lymphocyte 

ratio (NLR) was 3.52 (0.47-30.57)/µl. The median percentage of the 

neutrophil count was 70.7 (27.90-94.81). The final diagnosis of complicated 

appendicitis was more than uncomplicated appendicitis (51.2% vs. 48.8%). 

We conclude that several detailed parameters, such as the location of 

abdominal pain, leukocyte count, and NLR can help the physician diagnose 

appendicitis and guide surgeons in deciding the type of surgery. 
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1. INTRODUCTION 

Appendicitis is an infection of the appendix, most often caused by an obstruction in the  

appendix [1]. Appendicitis is one of the most common abdominal inflammations in daily emergency  

cases [2], the estimated incidence of appendicitis at 86 cases per 100,000 people per year globally [3]. In 

Indonesia, the prevalence of acute appendicitis has been estimated at 95 cases per 1,000 population (0.05%) 

[4] and reaching 10 million annually. This number made Indonesia as the highest incidence of acute 

appendicitis in Southeast Asia [5]. Other recent data are scattered due to research location. A study revealed 

503 appendicitis patients in 2012 at Dr. Hasan Sadikin General Hospital, Bandung, Indonesia [6]. Acute 

appendicitis is more common in men than women and is more prevalent in young adults [7]. The lifetime risk 

of appendicitis is 8.6% in men and 6.7% in women [8]. 

https://creativecommons.org/licenses/by-sa/4.0/
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Clinically, the chief complaint of appendicitis is sometimes difficult to distinguish from other 

abdominal complaints. Appendicitis has a characteristic location of pain in the lower right abdomen [9], [10]. 

However, the patient often feels pain at a non-specific location and migrates to other abdominal regions. This 

condition challenges the physician to diagnose appendicitis immediately [11]. Several scoring tools can help 

to diagnose, but the accuracy is still inadequate [11]. Delay in making the diagnosis of appendicitis results in 

delays in treatment and increases the possibility of further complications [12]. 

Studies report there is an increase in the number of complicated appendicitis during  

COVID-19 [13], [14]. This increased number might be an effect of patient fear of COVID-19 and delay in 

looking for immediate treatment [15]. Complications can occur in the form of adhesions, perforation of the 

appendix, peritonitis, and sepsis, which can lead to death. Older patients (>40 years) are more likely to have 

false negatives result, increasing the risk of perforation and abscess [8], [16]. 

Appendectomy is still the best choice in managing appendicitis, either laparotomy or 

laparoscopically. Some cases of appendicitis can be treated with conservative management without surgery, 

especially in uncomplicated acute appendicitis [17], [18]. However, the number is tiny compared to cases 

requiring appendectomy. Several studies report changes in appendicitis management during the COVID-19 

pandemic [17], [19]–[21]. Still, the results of the physical examination and investigations are essential for the 

surgeon to estimate the severity of appendicitis [2]. 

Data on appendicitis and its severity in developing countries have yet to be widely reported. 

Although areas in Asia and Africa are estimated to have a lower trend due to higher fiber consumption [2], 

limited access to health facilities can cause an increase in the severity of acute appendicitis cases [22]. There 

are no data on the prevalence and severity of appendicitis in Indonesia that are more recent than the 

previously mentioned, especially in Daerah Istimewa Yogyakarta (DIY). 

Bantul is one of five regencies/cities in DIY Province, Indonesia. This regency can be categorized as 

a rural-urban area because half of the population lives in rural areas, farming is their daily occupation, and 

the other half already live in urban areas [23]. PKU Muhammadiyah Bantul Hospital, the place for this 

research, is more urban and closer to the government place. Hence, the patients vary between those who 

travel far from the rural area and those just around the hospital. The findings of this study would provide 

helpful decision-making information for physicians to determine the initial management in treating patients 

with appendicitis and distinguish it from other abdominal complaints by presenting these profiles of 

appendicitis patients. 

 

 

2. RESEARCH METHOD 

This retrospective cohort study used medical records of acute appendicitis patients. The subjects in this 

study were patients diagnosed with appendicitis, both based on clinical manifestation and histopathology, 

from January 2016 to December 2020. This study was conducted at PKU Muhammadiyah Bantul Hospital. 

The search for medical records was carried out by entering the international classification of 

diseases 10th revision (ICD-10) code of appendicitis through electronic medical records and tracking the data 

of patients who undergo appendectomy from the hospital operating room register. The data collected are age, 

gender, address, patient complaints, vital signs, physical examination, other examinations (blood laboratory, 

ultrasound, and histopathology), postoperative diagnosis, the incidence of peritonitis, and length of stay. We 

analyzed the medical records and collected the data through an online research datasheet. The analysis did 

not include patient data that did not meet the inclusion and exclusion criteria. 

A total 1,011 patients diagnosed with appendicitis from January 1, 2016, to December 31, 2020. The 

data was obtained using the ICD-10 code for appendicitis in electronic medical records and from the 

operating room register of patients who performed appendicectomy. The 748 medical record data have 

successfully been input into the research datasheet. From these data, 181 were duplicated, and 601 patient 

data met the inclusion and exclusion criteria for further analysis. Figure 1 shows a schematic data acquisition 

flow. 

Data were processed and analyzed using the IBM-SPSS statistics version 25.0 software program. 

First, we performed a normality test using the Kolmogorov-Smirnov test on numerical data. The results were 

p<0.05 on all the data. It means that the data distribution is not normal; thus, the analysis data displayed is the 

median and range of each variable. The data were analyzed descriptively and presented in tables with 

explanations according to the research objective. This research has obtained permission from the Faculty of 

Medicine, Public Health, and Nursing ethics committee, Universitas Gadjah Mada (FK-KMK UGM), with 

ethical eligibility number: KE/0067/01/2021. 
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Figure 1. Data acquisition flow 

 

 

3. RESULTS AND DISCUSSION 

3.1.  Subjects’ characteristics  

Table 1 shows the characteristics of the research subjects. The median age of appendicitis patients in 

this study was 27 years (0–95 years), and the highest percentage of subjects based on age group was young 

adults (19–44 years), with 261 subjects (43.5%). In this study, the number of female subjects (54.3%) was 

more than male subjects (45.7%). Fifty hundred and sixteen (86%) research subjects lived in the Bantul 

Regency. 

In this retrospective cohort study, 601 appendicitis patients’ data could be analyzed. The median age 

value in patients with appendicitis was 27 years (0-95), and the largest group was young adults (19-44 years), 

as much as 43.4%. The results in this study are in line with the research made by Lima et al. [7] which also 

showed that the most age group with appendicitis was young adults (60.3%). Other studies have shown 

different results regarding the age group of appendicitis patients [13], [24], [25]. This result may be due to 

the different age groupings in each study. 

This study shows more female subjects than male subjects (54.3% vs. 45.7%). This result is in line 

with the research conducted Zhafira et al. [6] which also showed that the female population was larger than 

the male population (52.1% vs. 47.9%). In comparison, other studies showed that male is more than female in 

appendicitis incidences [13], [14], [19], [26]. Of the subjects in this research, 85.9% lived in Bantul Regency 

in domicile characteristics. These results may be due to the geographical location of the research data 

collection hospital. 

We analyzed the complaints of appendicitis patients. Almost all subjects (99.2%) complained of 

abdominal pain, and only five subjects denied any abdominal pain. Other complaints felt by the subjects were 

nausea (37%), vomiting (25.8%), fever (16.3%), and gastrointestinal problems such as diarrhea, constipation, 

bloating, and flatus difficulty (9.5%). The other complaints in this study are urinary tract disorders, weakness, 

headache, cough, shortness of breath, and others. 

We tried to identify complaints in patients with appendicitis. Abdominal pain, fever, gastrointestinal 

complaints, and anorexia were included in the list of complaints included in the research datasheet. It was 

found that almost all research subjects had complaints of abdominal pain (99.2%); in line with other research, 

as many as 90% of subjects stated lower right abdominal pain [4], [25]. This study did not include more 

detailed data regarding the quality of abdominal pain or the location of abdomen pain. Other subjects' 

complaints obtained in this study were nausea (37%), vomiting (25.8%), fever (16.3%), digestive tract 

problems (diarrhea, constipation, bloating, and flatus difficulty) (9.5%), anorexia (3.3%), and other 

complaints (3.7%). Other prior studies also stated these complaints [3], [27]. One study reports another 

unusual complaint, such as scrotal pain and lower extremity edema in appendicitis, that needed additional 

diagnostic guidance [28]. Due to the width of complaints in appendicitis patients, physicians must be aware 

of these various possibilities to prevent delays in diagnosing appendicitis [3]. A more in-depth history and 

examination of some of these complaints can help the physician diagnose acute appendicitis and differentiate 

it from other abdominal complaints. 
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Table 1. Subjects’ characteristics 
Characteristic Value 

Age (years old) median (min-max) 27 (0–95) 
Child (0–18) n=(%) 187 (31.1%) 

Young adult (19–44) n=(%) 261 (43.4%) 

Adult (45–64) n=(%) 133 (22.1%) 
Elderly (>65) n=(%) 20 (3.3%) 

Sex n=(%)  

Male 274 (45.6%) 
Female 327 (54.4%) 

Domiciled area n=(%)  

Bantul 516 (85.9%) 
Outside Bantul Region (DIY) 70 (11.6%) 

Outside DIY Province 15 (2.5%) 

Patient’s complaints n=(%)  
Abdominal pain 596 (99.2%) 

Fever 99 (16.5%) 

Nausea 223 (37.1%) 

Vomiting 156 (26%) 

Gastrointestinal problems (diarrhea, constipation, flatus difficulty, and bloating) 57 (9.5%) 

Anorexia 20 (3.3%) 
Other complaints 22 (3.7%) 

Vital sign, median (min-max)  
Blood pressure (mmHg) n=574  

Systolic blood pressure  115 (70–201) 

Diastolic blood pressure  71 (20–123) 
Heart rate (x/minute) n=600 83 (40–150) 

Respiration rate (x/minute) n=597  20 (15–32) 

Body temperature (celsius degree) n=597 36.6 (35.0–40.0) 
Visual Analogue Scale (VAS) n=470, median (min–max) 4 (0–8) 

Alvarado score n=601, median (min–max) 4 (0–9) 

Peritonitis, n=(%)  
Yes 96 (16%) 

No 456 (75.9%) 

No data 49 (8.2%) 
Medical procedure, n=(%)  

Appendectomy 266 (44.3%) 

Laparoscopy 27 (4.5%) 
Laparotomy 205 (34.1%) 

Conservative (no surgery) 2 (0.3%) 

No data 101 (16.8%) 
Diagnosis, n=(%)  

Uncomplicated appendicitis 293 (48.8%) 

Complicated appendicitis 308 (51.2%) 
Length of stay (days) median (min-max) 4 (0–31) 

 

 

3.2.  Laboratory finding 

Table 2 shows the laboratory values in appendicitis patients in this study. The research subjects' 

hemoglobin results showed a median value of 13.31 g/dl (7–38.10 g/dl) and a median hematocrit value of 

39.50% (6.20–54.20%). The results of the leukocyte examination showed a median value of 10.1×106/ml 

(3.32–65.80×106/ml). The erythrocytes and platelets examination results had median values of 4.7×109/ml 

and 287.2×106/ml, respectively. 

The percentage of neutrophils had a median of 70.7% (27.90–94.81%). The median of lymphocytes 

was 20.3% (2.85–58.90%). The median of monocytes was 5.87% (0.50–14.49%). The median of eosinophils 

was 1.40% (0.00–19.60%). Lastly, the median of basophils is 0.30% (0.00–4.90%). The neutrophil-

lymphocyte ratio (NLR) median is 3.52 (0.47–30.57). The platelet-lymphocyte ratio (PLR) median is 1.49 

(0.18–9.74). The median of the lymphocyte-monocyte ratio (LMR) is 3.41 (0.31–21.44). 

Several relevant laboratory tests can help establish the diagnosis of acute appendicitis. Complete 

blood count, C-reactive protein (CRP), routine urine examination, and pp test for women can be done for 

diagnosis [3], [29] leukocyte count and NLR are significant parameters for diagnosing acute  

appendicitis [30]–[32]. The leukocyte count can show us the inflammatory process quantitatively and is often 

accompanied by increased body temperature [8]. In this study, the median of leukocytes was 10.1  

(3.32–65.80)×106/ml, and the NLR was 3.52 (0.47–30.57)/µl. This result is quite similar to the cut-off value 

proposed by Shashirekha et al. 11.900/mm3 for leukocyte count and 3.0 for NLR [30]. Moreover, NLR can 

predict appendix perforation with a cut-off of 8.96 [33]. 

The leukocyte count or NLR alone, is insufficient to diagnose appendicitis without considering their 

parameters due to a lack of clinical accuracy and specificity [12]. In one study, with a leukocyte count of less 
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than 10,000 per microliter, 20% of the population was still diagnosed with acute appendicitis. An 

observational study conducted by Andersson et al. [34] showed an accuracy of 0.85 when acute appendicitis 

was established based on clinical and laboratory parameters (body temperature, leukocyte count, CRP, 

polymorphonuclear (PMN) count, and PMN ratio). 

In this study, the median percentage of the neutrophil count was 70.7 (27.90–94.81). These results 

are quite in line with several studies which state that an increase in PMN of more than 7–7.5 has a sensitivity 

of 71–89% and a specificity of 48–80% in diagnosing acute appendicitis. The proportion of PMN of more 

than 75% can predict acute appendicitis [12]. Increased NLR and decreased lymphocyte percentage in acute 

appendicitis cases can be used as additional diagnostic markers [35]–[37]. Moreover, NLR and platelet count 

(PLT) can help predict patients with complicated acute appendicitis [38]. 

 

 

Table 2. Laboratory examination result 
Laboratory parameters, n=601 Value, median (min-max) 

Haemoglobin (g/dl) 13.31 (7.00–38.10) 
Haematocrit (%) 39.50 (6.20–54.20) 

Leukocyte (x 106/ml) 10.1 (3.32–65.80) 

Erythrocytes (x 109/ml) 4.7 (2.8–20.9) 
Platelets (x 106/ml) 287.2 (7.5–802.0) 

Neutrophils (%) 70.7 (27.90–94.81) 

Lymphocyte (%) 20.30 (2.85–58.90) 
Monocyte (%) 5.87 (0.50–14.49) 

Eosinophil (%) 1.40 (0.00–19.60) 

Basophil (%) 0.30 (0.00–4.90) 
Absolute neutrophil (/µl) 693.16 (134.32–4606.00) 

Absolute lymphocyte (/µl) 198.24 (15.38–1579.20) 

Absolute monocyte (/µl) 57.37 (2.34–383.68) 
Absolute eosinophil (/µl) 16.65 (0.00–207.76) 

Absolute basophil (/µl) 2.61 (0.00–63.36) 

NLR 3.52 (0.47–30.57) 
PLR 1.49 (0.18–9.74) 

LMR 3.41 (0.31–21.44) 

 

 

3.3.  Ultrasonography and histopathology result 

Table 3 shows the results of the ultrasound and histopathology examination. Ultrasound examination 

was performed in more than half of appendicitis patients. The ultrasound results were 173 (28.8%) subjects 

with acute appendicitis, 153 (25.5%) subjects who came out with appendix not being visualized, 10 (1.7%) 

subjects with chronic appendicitis, 6 (1%) subjects with suspected appendicitis, 1 (0.2%) subject received 

normal ultrasound results. The remaining subjects, 257 (42.8%), did not undergo ultrasound examination. 

Histopathological examinations were only performed on less than half of the research subjects. In 

subjects with histopathological examination results, chronic appendicitis with acute exacerbation was the 

most common result, with 89 subjects (14.8%). Followed by acute appendicitis et peri appendicular infiltrates 

in 39 subjects (6.5%) and chronic appendicitis with acute exacerbations et peri appendicular infiltrates in 27 

subjects (4.5%). Subjects diagnosed with acute appendicitis and acute perforated appendicitis had the same 

percentage of 2.8% of the total subjects, equal to 17 subjects. Last, two subjects had chronic appendicitis 

obliterans (0.3%). 

Ultrasound, computed tomography scan (CT scan), and magnetic resonance imaging (MRI) are 

options for evaluating patients with suspected appendicitis. Ultrasound is the most frequently used modality 

to confirm the diagnosis of appendicitis. It has a high sensitivity of 71–85% and a specificity of up to  

97% [3], [12]. Ultrasound is also the least expensive and non-invasive imaging modality [8]. Combining 

laboratory results and other examinations, such as history taking/physical examination or ultrasound/CT scan, 

is an excellent way to establish an acute appendicitis diagnosis [39]. 

The ultrasound examination was performed on 343 research subjects. From the results of these 

examinations, as many as 173 subjects with ultrasound results of acute appendicitis, and 153 subjects had 

ultrasound results of the appendix not visualized. These results align with research conducted by  

D'Souza et al. [40] that 45% of ultrasound results cannot show the condition of the appendix. Obesity, 

anatomical variations, and overlapping with abdomen gases cause the appendix not to visualize properly. 

However, if the appendix can be visualized using ultrasound, the negative appendicectomy rate (NAR) will 

decrease from 55–18.3%. 
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Table 3. Ultrasonography (USG) and histopathology result 
Examination results Value, n (%) 

USG  
Normal 1 (0.2%) 

Acute appendicitis 173 (28.8%) 

Chronic appendicitis 10 (1.7%) 
Not visualized appendix 153 (25.5%) 

Suspect appendicitis 6 (1%) 

Not underwent USG 258 (42.9%) 
Histopathology   

Acute appendicitis 16 (2.7%) 

Acute appendicitis et peri appendicular infiltrate 39 (6.5%) 
Perforated acute appendicitis 17 (2.8%) 

Chronic appendicitis with acute exacerbation 89 (14.8%) 

Chronic appendicitis with acute exacerbation et peri appendicular 
infiltrate  

27 (4.5%) 

Chronic appendicitis obliterans 2 (0.3%) 

Not undergo histopathology examination 411 (68.2%) 

 

 

3.4.  The severity on appendicitis 

Postoperative diagnoses in this study were 293 (48.8%) uncomplicated appendicitis, and 308 

(51.2%) subjects were complicated appendicitis. The most frequently performed procedures for appendicitis 

patients were appendectomy (44.2%), followed by laparotomy appendectomy (34.2%), and laparoscopy 

(4.5%). A total of 2 (0.3%) subjects did not have the appendix removed. There were 96 (16%) subjects with 

peritonitis. The length of stay for appendicitis patients in this study had a median of four days (0–31 days). 

These data are shown in Table 1. 

The final diagnosis of complicated appendicitis was more than uncomplicated appendicitis  

(51.2% vs. 48.8%). This result is similar to a study that showed a 59.67% result of complicated  

appendicitis [15], [22]. This can be caused by various factors, such as limited access to health facilities, 

examination delays, and logistical problems when referring patients [41]. Other than that, the fear of  

COVID-19 is one of the reasons why the diagnosis was delayed during the pandemic [15]. Complicated 

appendicitis increased during the COVID-19 pandemic [42], [43]. In addition, delays due to health-seeking 

behavior make it difficult for clinicians to determine the subsequent treatment/action. Research by  

Kong et al. [41] explained that the delay had approximately five days from the patient's first complaint. 

Delay in diagnosing appendicitis can cause appendix complications into perforation, abscess formation, 

sepsis, and intra-abdominal adhesions [44]. 

In this study, 96 subjects (16%) were diagnosed with peritonitis caused by appendicitis. This result 

is similar to a study by Gudi et al. [45] that found 13% of patients with peritonitis. Peritonitis is an 

inflammation in the peritoneum caused by several factors; bacteria are the most common. Other causes can 

be chemical, biliary, tuberculous, chlamydial, and drug-induced. Peritonitis caused by bacteria comes from 

various site infections: direct invasion, translocation, circulation, or female genital tract. Peritonitis caused by 

appendicitis is categorized as translocation because it moved from the gangrene appendix or perforated  

one [46]. Appendicitis in children is more likely to develop into peritonitis than in adults. In a study by 

Bhuiyan [47] the prevalence of peritonitis caused by perforated appendicitis was up to 42.25% in children 

younger than 18 years old. 

 

 

4. CONCLUSION 

Appendicitis patient profiles can vary, although there is much literature regarding the typical signs 

and symptoms. A physician must understand the examination thoroughly and consider various examination 

results immediately to establish the diagnosis of appendicitis. Several additional, more detailed parameters, 

such as the location of abdominal pain, leukocyte count, and NLR, can assist clinically in establishing the 

diagnosis of appendicitis and support the surgeon in deciding the surgery type. 

This research also had various kinds of shortcomings and obstacles. Research using secondary data 

has problems obtaining incomplete data and not meeting the research team's desired parameters. We often 

found incomplete data during the medical record analysis, such as uncompleted anamnesis or missing 

examination results. This causes some subjects' data not to be analyzed due to insufficient data. More 

detailed research and using different methods can be carried out in the future to provide better and 

statistically meaningful data output. 

 

 

 



                ISSN: 2252-8806 

Int J Public Health Sci, Vol. 12, No. 4, December 2023: 1384-1392 

1390 

ACKNOWLEDGEMENTS 

The authors would acknowledge Aulia Azizah Mansyur, Izza Qorina, Adila Rahmia Nasuha, and 

Mochamad Fachraj Ar Razi for their contribution to collecting data for this research. This research was 

supported by a research grant "RisetMu" from Muhammadiyah Central Leadership Diktilitbang Council. The 

grant number is 1587/I.3/D/2022. 

 

 

REFERENCES 
[1] D. L. H. Baird, C. Simillis, C. Kontovounisios, S. Rasheed, and P. P. Tekkis, “Acute appendicitis,” BMJ, vol. 357, pp. 1–6, Apr. 

2017, doi: 10.1136/bmj.j1703. 
[2] S. Di Saverio et al., “Diagnosis and treatment of acute appendicitis: 2020 update of the WSES Jerusalem guidelines,” World 

Journal of Emergency Surgery, vol. 15, no. 1, pp. 1–42, Dec. 2020, doi: 10.1186/s13017-020-00306-3. 
[3] K. Vagholkar, “Acute appendicitis in adults,” International Surgery Journal, vol. 7, no. 9, pp. 3180–3186, Aug. 2020, doi: 

10.18203/2349-2902.isj20203822. 

[4] D. Moris, E. K. Paulson, and T. N. Pappas, “Diagnosis and management of acute appendicitis in adults: a review,” JAMA, vol. 
326, no. 22, pp. 2299–2311, Dec. 2021, doi: 10.1001/jama.2021.20502. 

[5] S. Desfina, M. Ivan, V. T. Septiana, P. Fegita, and A. L. Maribeth, “Characteristics of patients with acute appendicitis at RSUP 

Dr. M. Djamil Padang year 2017-2019,” Jurnal EduHealth, vol. 12, no. 2, pp. 72–83, 2022. 
[6] T. Zhafira, H. Yulianti, and M. Wastaman, “Histopathologic distribution of appendicitis at Dr. Hasan Sadikin General Hospital, 

Bandung, Indonesia, in 2012,” Althea Medical Journal, vol. 4, no. 1, pp. 36–41, 2017, doi: 10.15850/amj.v4n1.1017. 

[7] A. P. Lima et al., “Clinical-epidemiological profile of acute appendicitis: retrospective analysis of 638 cases,” Revista do Colégio 
Brasileiro de Cirurgiões, vol. 43, no. 4, pp. 248–253, Aug. 2016, doi: 10.1590/0100-69912016004009. 

[8] A. Alvarado, “Clinical approach in the diagnosis of acute appendicitis,” in Current Issues in the Diagnostics and Treatment of 
Acute Appendicitis, London: IntechOpen, 2018, pp. 13–34. doi: 10.5772/intechopen.75530. 

[9] M. J. Snyder, M. Guthrie, and S. Cagle, “Acute appendicitis: efficient diagnosis and management,” American Family Physician, 

vol. 98, no. 1, pp. 25–33, 2018. 
[10] E. Köse et al., “Is it beneficial to use clinical scoring systems for acute appendicitis in adults?,” Turkish Journal of Trauma and 

Emergency Surgery, vol. 25, no. 1, pp. 12–19, 2018, doi: 10.5505/tjtes.2018.22378. 

[11] W. Xingye, L. Yuqiang, W. Rong, and Z. Hongyu, “Evaluation of diagnostic scores for acute appendicitis,” Journal of the 
College of Physicians and Surgeons Pakistan, vol. 28, no. 2, pp. 110–114, Feb. 2018, doi: 10.29271/jcpsp.2018.02.110. 

[12] S. A. Kabir, S. I. Kabir, R. Sun, S. Jafferbhoy, and A. Karim, “How to diagnose an acutely inflamed appendix; a systematic 

review of the latest evidence,” International Journal of Surgery, vol. 40, pp. 155–162, Apr. 2017, doi: 10.1016/j.ijsu.2017.03.013. 
[13] G. Orthopoulos et al., “Increasing incidence of complicated appendicitis during COVID-19 pandemic,” The American Journal of 

Surgery, vol. 221, no. 5, pp. 1056–1060, May 2021, doi: 10.1016/j.amjsurg.2020.09.026. 

[14] P. Lee‐Archer, S. Blackall, H. Campbell, D. Boyd, B. Patel, and C. McBride, “Increased incidence of complicated appendicitis 
during the COVID‐19 pandemic,” Journal of Paediatrics and Child Health, vol. 56, no. 8, pp. 1313–1314, Aug. 2020, doi: 

10.1111/jpc.15058. 

[15] O. Snapiri et al., “Delayed diagnosis of paediatric appendicitis during the COVID‐19 pandemic,” Acta Paediatrica, vol. 109, no. 
8, pp. 1672–1676, Aug. 2020, doi: 10.1111/apa.15376. 

[16] W. J. Bom, J. C. G. Scheijmans, P. Salminen, and M. A. Boermeester, “Diagnosis of uncomplicated and complicated appendicitis 

in adults,” Scandinavian Journal of Surgery, vol. 110, no. 2, pp. 170–179, Jun. 2021, doi: 10.1177/14574969211008330. 
[17] D. A. Talan and S. Di Saverio, “Treatment of acute uncomplicated appendicitis,” New England Journal of Medicine, vol. 385, no. 

12, pp. 1116–1123, Sep. 2021, doi: 10.1056/NEJMcp2107675. 

[18] F. Köhler et al., “Changes in appendicitis treatment during the COVID-19 pandemic–a systematic review and meta-analysis,” 
International Journal of Surgery, vol. 95, pp. 1–12, Nov. 2021, doi: 10.1016/j.ijsu.2021.106148. 

[19] H. Javanmard-Emamghissi et al., “The management of adult appendicitis during the COVID-19 pandemic: an interim analysis of 

a UK cohort study,” Techniques in Coloproctology, vol. 25, no. 4, pp. 401–411, Apr. 2021, doi: 10.1007/s10151-020-02297-4. 
[20] B. Ielpo et al., “Global attitudes in the management of acute appendicitis during COVID-19 pandemic: ACIE appy study,” British 

Journal of Surgery, vol. 108, no. 6, pp. 717–726, Jun. 2021, doi: 10.1002/bjs.11999. 

[21] The CODA Collaborative, “A randomized trial comparing antibiotics with appendectomy for appendicitis,” New England Journal 
of Medicine, vol. 383, no. 20, pp. 1907–1919, Nov. 2020, doi: 10.1056/NEJMoa2014320. 

[22] V. Y. Kong, B. Sartorius, and D. L. Clarke, “Acute appendicitis in the developing world is a morbid disease,” The Annals of The 

Royal College of Surgeons of England, vol. 97, no. 5, pp. 390–395, Jul. 2015, doi: 10.1308/003588415X14181254790608. 
[23] Central Bureau of Statistics of Bantul Regency, Bantul Regency in figures 2020 (in Indonesian). Bantul: Central Bureau of 

Statistics of Bantul Regency, 2020. 

[24] P. Finkelstein et al., “A retrospective analysis of the trends in acute appendicitis during the COVID-19 pandemic,” Journal of 
Laparoendoscopic & Advanced Surgical Techniques, vol. 31, no. 3, pp. 243–246, Mar. 2021, doi: 10.1089/lap.2020.0749. 

[25] A. N. Saputra, S. M. Ibrahim, and F. W. Ardianto, “Prevalence of appendicitis at surgery inpatient department of a secondary care 

hospital: a descriptive study,” International Journal Of Medical Science And Clinical Research Studies, vol. 2, no. 10,  
pp. 1059–1063, Oct. 2022, doi: 10.47191/ijmscrs/v2-i10-07. 

[26] J. C. Fisher, S. S. Tomita, H. B. Ginsburg, A. Gordon, D. Walker, and K. A. Kuenzler, “Increase in pediatric perforated 

appendicitis in the New York City metropolitan region at the epicenter of the COVID-19 outbreak,” Annals of Surgery, vol. 273, 
no. 3, pp. 410–415, Mar. 2021, doi: 10.1097/SLA.0000000000004426. 

[27] K. Potey, A. Kandi, S. Jadhav, and V. Gowda, “Study of outcomes of perforated appendicitis in adults: a prospective cohort 

study,” Annals of Medicine & Surgery, vol. 85, no. 4, pp. 694–700, Apr. 2023, doi: 10.1097/MS9.0000000000000277. 
[28] A. Barman, M. Panja, R. Samanta, and R. Bari, “Various unusual presentation of acute appendicitis in adult. A case series,” Asian 

Journal of Medical Sciences, vol. 14, no. 4, pp. 264–267, Apr. 2023, doi: 10.3126/ajms.v14i4.51710. 

[29] D. S. Huckins and K. Copeland, “Diagnostic accuracy of combined WBC, ANC and CRP in adult emergency department patients 
suspected of acute appendicitis,” The American Journal of Emergency Medicine, vol. 44, pp. 401–406, Jun. 2021, doi: 

10.1016/j.ajem.2020.04.086. 



Int J Public Health Sci  ISSN: 2252-8806  

 

Profile of appendicitis patient: epidemiology, … (Mochammad Junaidy Heriyanto) 

1391 

[30] C. Shashirekha, R. Singh, S. Sanganboina, and K. Prasad, “Preoperative neutrophil-to-lymphocyte ratio in predicting the severity 
of appendicitis: A retrospective cohort study in a tertiary rural hospital,” International Journal of Surgery Science, vol. 1, no. 1, 

pp. 3–6, 2017, [Online]. Available: www.surgeryscience.com 

[31] H. Kamran, D. Naveed, A. Nazir, M. Hameed, M. Ahmed, and U. Khan, “Role of total leukocyte count in diagnosis of acute 
appendicitis.,” J Ayub Med Coll Abbottabad, vol. 20, no. 3, pp. 70–1, 2008. 

[32] K. A. Ahmad, N. Ideris, and S. H. S. Abd Aziz, “A cross-sectional study of neutrophilto- lymphocyte ratio in diagnosing acute 

appendicitis in hospital Melaka,” Malaysian Journal of Medical Sciences, vol. 26, no. 6, pp. 55–66, 2019, doi: 
10.21315/mjms2019.26.6.6. 

[33] H. Zhou, J. Xu, J. Han, X. Xie, and H. Xu, “Evaluation of neutrophil-to-lymphocyte and platelet-to-lymphocyte ratios as reliable 

biomarkers for the diagnosis of perforated acute appendicitis: a retrospective case control study.” pp. 1–10, 2020. doi: 
10.21203/rs.3.rs-32681/v1. 

[34] R. E. Andersson et al., “Diagnostic value of disease history, clinical presentation, and inflammatory parameters of appendicitis,” 

World Journal of Surgery, vol. 23, no. 2, pp. 133–140, Feb. 1999, doi: 10.1007/PL00013174. 
[35] K. A. Ahmad, N. Ideris, and S. H. S. A. Aziz, “A cross-sectional study of neutrophil-to-lymphocyte ratio in diagnosing acute 

appendicitis in Hospital Melaka,” Malaysian Journal of Medical Sciences, vol. 26, no. 6, pp. 55–66, 2019, doi: 

10.21315/mjms2019.26.6.6. 
[36] I. D. Kostakis et al., “Platelet indices and neutrophil to lymphocyte ratio in adults with acute appendicitis,” South African Journal 

of Surgery, vol. 54, no. 1, pp. 29–34, 2016. 

[37] M. Celik, E. Tekin, and M. Bayraktar, “Use of platelet large cell ratio as a new biomarker in the diagnosis of acute appendicitis,” 
Journal of Surgery and Medicine, vol. 4, no. 6, pp. 479–482, Jun. 2020, doi: 10.28982/josam.690517. 

[38] R. Rahman, A. Kartini, Y. Widaningsih, and A. A. Abdullah, “Analysis of hematologic parameters and serum bilirubin levels in 

complicated and uncomplicated acute appendicitis patients,” Indonesian Journal of Clinical Pathology and Medical Laboratory, 
vol. 26, no. 2, pp. 229–234, Mar. 2020, doi: 10.24293/ijcpml.v26i2.1536. 

[39] S. P. Anandalwar et al., “Use of white blood cell count and polymorphonuclear leukocyte differential to improve the predictive 

value of ultrasound for suspected appendicitis in children,” Journal of the American College of Surgeons, vol. 220, no. 6,  
pp. 1010–1017, Jun. 2015, doi: 10.1016/j.jamcollsurg.2015.01.039. 

[40] N. D’Souza, C. D’Souza, D. Grant, E. Royston, and M. Farouk, “The value of ultrasonography in the diagnosis of appendicitis,” 

International Journal of Surgery, vol. 13, pp. 165–169, Jan. 2015, doi: 10.1016/j.ijsu.2014.11.039. 
[41] V. Y. Kong, C. Aldous, and D. L. Clarke, “Understanding the reasons for delay to definitive surgical care of patients with acute 

appendicitis in rural South Africa,” South African Journal of Surgery, vol. 52, no. 1, pp. 2–5, 2014, doi: 10.7196/SAJS.1737. 

[42] Z. Gao et al., “Complicated appendicitis are common during the epidemic period of 2019 novel coronavirus (2019-nCoV),” Asian 
Journal of Surgery, vol. 43, no. 10, pp. 1002–1005, Oct. 2020, doi: 10.1016/j.asjsur.2020.07.019. 

[43] Y. Rudnicki, H. Soback, O. Mekiten, G. Lifshiz, and S. Avital, “The impact of COVID-19 pandemic lockdown on the incidence 

and outcome of complicated appendicitis,” Surgical Endoscopy, vol. 36, no. 5, pp. 3460–3466, May 2022, doi: 10.1007/s00464-
021-08667-9. 

[44] T. W. Brown, M. L. McCarthy, G. D. Kelen, and F. Levy, “An epidemiologic study of closed emergency department malpractice 

claims in a national database of physician malpractice insurers,” Academic Emergency Medicine, vol. 17, no. 5, pp. 553–560, Apr. 
2010, doi: 10.1111/j.1553-2712.2010.00729.x. 

[45] N. Gudi, J. M. Francis, and K. Thinagaran, “Complications of appendicitis in a tertiary care centre,” International Surgery 

Journal, vol. 8, no. 9, pp. 2612–2617, Aug. 2021, doi: 10.18203/2349-2902.isj20213585. 
[46] R. J. E. Skipworth and K. C. H. Fearon, “Acute abdomen: peritonitis,” Surgery (Oxford), vol. 26, no. 3, pp. 98–101, Mar. 2008, 

doi: 10.1016/j.mpsur.2008.01.004. 

[47] M. M. Bhuiyan, “Perforation rate of appendicitis and negative appendectomies in children in Mankweng Hospital,” Journal of 
Medical Research and Health Sciences, vol. 3, no. 6, pp. 991–995, Jun. 2020, doi: 10.15520/jmrhs.v3i6.205. 

 
 

BIOGRAPHIES OF AUTHORS 

 

 

Mochammad Junaidy Heriyanto     is a surgeon live in Yogyakarta, Indonesia. He 

received a Medical Doctor degree from the Faculty of Medicine, Gadjah Mada University, 

Indonesia. He continued his career journey later as a surgeon. Through years of hard work and 

dedication, he has become an expert in his field, receiving a fellowship from Fellow of 

Indonesian College Surgery. He is now deputy dean of the Faculty of Medicine, Universitas 

Ahmad Dahlan. He excels in teaching as a lecturer at Universitas Islam Indonesia and 

Universitas Ahmad Dahlan. He can be contacted at email: m.junaidy@med.uad.ac.id. 

  

 

Tri Ratnaningsih     received a Medical Doctor degree from the Faculty of 

Medicine, Gadjah Mada University, Indonesia, in 1995, and a master degree in tropical 

medical science and a Ph.D. in health science from Gadjah Mada University. Subsequently, 

she continued her career as Clinical Pathologist and became a Hematology and Transfusion 

Medicine consultant in 2014. She is currently a Lecturer and holds the position of Head of the 

Department of Clinical Pathology and Laboratory Medicine Universitas Gadjah Mada, 

Indonesia. She can be contacted at email: triratnaningsih@ugm.ac.id. 

mailto:m.junaidy@med.uad.ac.id
mailto:triratnaningsih@ugm.ac.id
https://orcid.org/0000-0002-0351-562X
https://www.scopus.com/authid/detail.uri?authorId=57280468600
https://orcid.org/0000-0001-9847-4770
https://scholar.google.com/citations?hl=id&user=E0TgCG4AAAAJ
https://www.scopus.com/authid/detail.uri?authorId=57192904914
https://www.webofscience.com/wos/author/record/3616509


                ISSN: 2252-8806 

Int J Public Health Sci, Vol. 12, No. 4, December 2023: 1384-1392 

1392 

 

Bunga Fatimah     works as a general practitioner daily. She graduates from Faculty 

of Medicine, Universitas Sebelas Maret, Indonesia. She also works as a research assistant at 

the Surgery Department, Faculty of Medicine, Universitas Ahmad Dahlan. She can be 

contacted at email: bungafatimah96@gmail.com. 

  

 

Rona Hafida Heriyanto Putri     is a general practitioner. She was graduated from 

Faculty of Medicine, Gadjah Mada University, Indonesia. Curently, she is a lecturer at the 

Faculty of Medicine, Universitas Ahmad Dahlan. She is also active in doing telemedicine for 

those in need. She can be contacted at email: rona.putri@med.uad.ac.id. 

  

 

Afifah Khoiru Nisa     is a general practitioner. She was graduated from Faculty of 

Medicine, Gadjah Mada University, Indonesia. Curently, she is lecturer at the Faculty of 

Medicine, Universitas Ahmad Dahlan. She has years of teaching experience, starting as a 

Clinical Pathology and Laboratory Medicine Department teaching assistant. She can be 

contacted at email: afifah.nisa@med.uad.ac.id. 

 

mailto:bungafatimah96@gmail.com
mailto:rona.putri@med.uad.ac.id
mailto:afifah.nisa@med.uad.ac.id
https://orcid.org/0009-0004-9754-7236
https://orcid.org/0009-0004-2270-9050
https://scholar.google.com/citations?hl=id&user=Mt_mOOgAAAAJ
https://orcid.org/0000-0002-7002-2964

