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Assessing Acute Abdominal Pain


Several causes are life-threatening and require immediate intervention.  Diagnostic possibilities that may indicate a surgical abdomen include, but are not limited to:  acute cholecystitis, appendicitis, biliary or renal colic, ectopic pregnancy, intestinal obstruction, pancreatitis, pelvic inflammatory disease (PID), perforated peptic ulcer, mesenteric vascular infarction, ruptured ovarian cyst, ruptured abdominal aortic aneurysm, myocardial infarction and pneumonia.


When evaluating acute abdominal pain consider the worst possibilities first, and systematically exclude them from the differential.

Acute appendicitis should never be lower than second on your list for those people who still have an appendix as it is the most commonly misdiagnosed surgical cause of acute abdominal pain. Order a pregnancy test on all female patients of child-bearing age.


Evaluate the need for emergency room referral: 

1. Evaluate for hypovolemia: Take orthostatic blood pressure supine and again sitting or standing.  If the pulse increases by   > 30 bpm or the diastolic or systolic pressures decrease by 20 mmHg, there is a strong possibility of hypovolemia.  Dizziness and syncope also suggest hypovolemia.  Decreased alertness and cool skin and extremities suggest shock. Children and elderly are especially susceptible to hypovolemia.

2. Gently palpate the abdomen. A board-like abdomen (peritonitis) , involuntary guarding, severe rebound tenderness (with board like abdomen often presents with bacterial peritonitis), or signs of an aortic aneurysm (pulsatile mass) all require immediate surgical referral.


If the above signs are not present, proceed with your investigation by obtaining the pain history (Obtaining the pain history can be 
done while you are continuing the abdominal examination.)  Pain descriptions are subjective, however certain patterns are more 
typical of some conditions than others. In general, older people tend to under-report pain symptoms. Children's descriptions are 
often inaccurate, use parents observations and physical examination.

3. Order a pregnancy test for all women of childbearing age.

4. Also look for these appendicitis signs:

· can’t hold food down

· temperature is up

· RLQ tenderness

· Some children have milder diffuse pain


Type of pain:

a. severe and explosive: Suspect a vascular catastrophe such as abdominal aortic aneurysm rupture, embolus to the superior mesenteric artery.  (Note that pain with superior mesenteric artery embolus can start as severe, then lessen or even disappear as the ischemia progresses to infarction – ask: “has there been problems with pain after eating before?))  Other causes of severe and explosive pain include biliary or renal colic, perforation of the stomach, spleen perforation, other organ perforation.

b. rapidly and steadily worsening (think inflammatory or infection): Suspect acute pancreatitis and penetrating peptic ulcer.  If this pain is felt in by a woman in her pelvic region, suspect a ruptured ectopic pregnancy or ovarian cyst or PID

c. diffuse, mild pain punctuated by sharp stabbing:  Suspect early ectopic pregnancy, especially when located in lower abdomen.

d. steady pain that came on insidiously:  Suspect acute appendicitis, diverticulitis, acute cholecystitis. Cholecystitis can have pain 2 hours after eating, but usually only in upper quadrants.

e. crampy or colicky pain:  Suspect intestinal obstruction, gastroenteritis, inflammatory bowel disease, ischemic colitis, diverticulitis.

f. low-grade periumbilical pain in conjunction with colicky pain:  If the colicky pain occurs at 10 minute intervals, suspect a lesion or obstruction in the jejunum.  If the colicky pain occurs at 30 minute intervals, suspect an ileal obstruction.  If the colic occurs after meals, suspect a colonic obstruction.

g. pain that causes crying every 10-30 minutes in a child who otherwise lies quietly:  Assume intestinal colic.  Suspect intussusception or small-bowel obstruction – usually no associated fever

Location of pain
diffuse pain
IBD, peritonitis (usually d/t CA, infxn, liver disease or rupture), ischemic colitis, splenic rupture, gastroenteritis (usually viral where you see vomiting and a stuffed nose), and advanced PID

epigastric pain
acute cholecystitis, MI, ischemic colitis, abdominal aortic aneurysm, acute pancreatitis, perforated peptic ulcer

right upper quadrant pain:
acute cholecystitis, empyema of the gallbladder, ascending cholangitis, hepatitis, liver abscess or tumor

intermittent pain is typical of biliary colic or pneumonia

left upper quadrant pain
pancreatitis, splenic rupture (usually due only to trauma), infarction or pneumonia



left lower quadrant pain
diverticulitis and IBD

- -think about colon or ovaries, ectopic pregnancy, ruptured ovaries, PID

right lower quadrant pain:
appendicitis, and occasionally IBD



flank pain
pyelonephritis, renal calculi, retrocecal appendicitis, retroperitoneal bleeding

umbilical pain 
that localizes to the RLQ within 6-12 hours: acute appendicitis

suprapubic pain


Common referral patterns of abdominal pain

Right shoulder
acute cholecystitis (can also refer to the back)

Left shoulder 
splenic rupture

Epigastric pain radiating to or boring through the back
acute pancreatitis

Shoulder pain following unilateral pelvic pain
ectopic implantation

Scrotum or labia majora associated with flank pain 
ureteral colic (stones)

Lower quadrants bilaterally
viscus perforation

Timing of pain


When pain precedes vomiting, suspect a condition that may require surgery.  When vomiting or diarrhea precede pain, suspect gastroenteritis, gastritis, or acute pancreatitis.  Severe vomiting followed by abdominal pain and hematemesis suggests a tear at the gastroesophageal junction or a perforation of the esophagus (especially following an alcoholic binge).  Also consider a bleeding ulcer

Generally pain duration is an unreliable indicator, although pain of shorter duration raises the index of alarm.

Medical History


A variety of cues from the medical history will suggest the source of abdominal pain.  Also, ascertain whether the patient is taking any pain medications (OTC meds. included) because these can dampen the severity of the pain. Anorexia, nausea and vomiting occur with most causes of acute abdominal pain and therefore are a non-specific triad of symptoms.  


Fever > 102(F is uncommon except when a viscus is ruptured or when PID is present.  If rigors are present with fever, consider biliary or urinary tract infections.  If fever, jaundice and hypotension are present, consider suppurative cholangitis. In kids, fever over 102(F, can often be just a viral gastroeneteritis.  Ask if the child usually gets high fevers (103-104(F).


Diarrhea and constipation are also non-specific, but in a patient with ulcerative colitis, consider the possibility of toxic megacolon.

Dysuria and polyuria suggest UTI, but appendicitis or inflammation of another pelvic organ impinging on the bladder can also cause these symptoms. 


Determine a history of abdominal illness or trauma.  Following trauma, ruptured spleen is the first consideration. A history of abdominal surgery suggests intestinal obstruction by adhesions.  Most patients with acute gallbladder disease have had minor, intermittent RUQ or epigastric pain episodes.  Most patients with diverticulitis, IBD, biliary colic and ischemic colitis may have had previous milder attacks.

Physical examination


Observation of the abdomen may demonstrate abdominal retraction suggesting bowel perforation.  In turn, distention plus visible peristalsis is a clue to intestinal obstruction.  


Auscultation may demonstrate the absence of peristalsis, a strong clue to peritonitis.  Any pain evoked during the auscultation also suggests peritonitis.  If the patient has not eaten for 2-3 hours, you may have to listen for 2-3 minutes to determine whether peristalsis is occurring. Suspect small-bowel obstruction if peristalsis is associated with pain and silent intervals can be detected.  High-pitched peristalsis that is not synchronous with pain spasms can occur in gastroenteritis and ulcerative colitis. 


Palpation should involve examination for hernia. Check inguinal and femoral areas in women and men to look for an obstructing hernia.  Ask the patient to cough. Palpate the entire abdomen with one finger working towards the spot that was most painful upon coughing.  This should further localize the painful area. Press lightly over the rectus abdominus muscle and ask the patient to inhale slowly and deeply.  If the muscle remains rigid, peritonitis is a strong possibility. 



Help the patient differentiate between tenderness and pain: Tenderness is diffuse, where as spasm is localized and the tender area becomes painful with greater palpating pressure.  If the spasm is unilateral, peritonitis is unlikely, and renal colic becomes the most likely diagnosis. Diffuse tenderness without involuntary guarding suggests gastroenteritis or another inflammation that does not involve the peritoneum. If inflammation is present, the patient will be able to localize the area of maximum pain. 


Palpate deeply for abdominal masses; be on the alert for enlarged gallbladder, abscesses and pulsatile masses. Palpation revealing a doughy abdomen suggests a retroperitoneal process in the kidney, pancreas, or occasionally the duodenum. 


Percuss gently to expose tympany and masses.  Percuss the CVA areas to look for pyelonephritis, retroperitoneal abcesses, and retrocecal appendicitis. When doing the "kidney punch" look for spasm of the paraspinous muscle on the affected side.


Special tests can also be helpful in evaluating abdominal pain. 
While the patient is distracted, gently pick up the leg and tap the heel.  If the patient winces, suspect parietal peritoneal inflammation. The presence of Murphy's sign suggests cholangitis.  Rosving's, Obturator, Psoas, and McBurnery's point can all be positive in appendicitis, diverticulitis or PID.


Other systems should be examined as well.  A pulmonary exam may reveal pneumonia in a case of  upper abdominal pain.   The heart (angina, MI) may also be involved in upper abdominal pain. In women, pelvic and rectal exams may be indicated.  In men, genital and rectal exams may be indicated.


With any female lower quadrant pain, you need to do a pelvic (true pelvic pain is below the pelvic bone)

Laboratory tests

a. CBC with differential (suspect inflammatory or septic process if serial determinations show increased wbc count or shift left.

b. UA:  hematuria suggests urolithiasis [Note:  small numbers of wbcs may appear in appendicitis.]

c. In women of child-bearing age, do a rapid blood HCG.

d. Test all women with pelvic signs for Gonorrhea and Chlamydia.

e. Obtain an ECG whenever MI signs and symptoms are present.

f. Obtain chest X-ray to rule out pneumonia.

g. Obtain serum amylase and lipase:  associated with acute pancreatitis, perforated peptic ulcer, mesenteric ischemia and ischemic intestinal obstruction.



-amylase is up for any organ rupture



-lipase will tell you if it is the pancreas. If amylase is normal, don’t check lipase.

1.) pancreatic amylase is more specific for pancreatitis

2.) urinary trypsinogen-2 dipstick test for pancreatitis (see II.E.4.)

h. Consider liver profiles for all patients with upper abdominal pain, especially when you suspect hepatitis, gall bladder disease.

B. Imaging studies

1. Abdominal plain films

a. order whenever a trauma has preceded the acute abdominal symptoms.

b. X-ray will demonstrate abnormal calcifications seen in appendicolithiasis, acute appendicitis, renal stones, aortic calcifications may indicate aortic aneurysm.

c. Most of the above diagnoses need to be confirmed with other tests (ie Ultrasound, which is, in fact usually done before X-ray)

d. X-ray is an excellent way to assess gas patterns created by intestinal loops, and therefore can asses intestinal obstruction, paralytic ileus, duodenal ulcer (air beneath the diaphragm in an upright film).

2. Ultrasonography

a. If the patient has substantial abdominal gas, has sustained traumatic injury or has an exquisitely tender abdomen, or has increased abdominal adipose tissue proceed directly to CT instead of US.

b. US is highly recommended to assess appendicitis, ovarian cysts, ectopic pregnancy, PID (pyosalpinx), acute cholecystitis and cholelithiasis, renal colic, diverticulitis, aortic aneurysm, determining the cause of intestinal obstruction, and can help in the evaluation of a palpated abdominal mass. 

3. CT scans

a. Order immediately if acute pancreatitis is suspected

b. CT will accurately detect bile duct pathology, inflammatory masses of diverticulitis, appendicitis, intraorgan and 

retroperitoneal abscesses, aortic aneurysm rupture, viscus rupture, perienteric inflammatory changes of IBD, renal 

colic, liver masses.

c. CT scan is the best way to see a pancreas (inflammation and cysts)

d. CT scan is now used instead of IVP for renal stones too.
e. East Coast vs. West Coast: East uses U/S for appendix; West Coast uses CAT scans

4. Angiography (is a last resort)

a. Refer for angiography if a ruptured abdominal aortic aneurysm is suspected, vessel damage from a traumatic injury, or there is evidence of abdominal bleeding. 

Common disorders causing acute abdominal pain

A. Acute gastroenteritis (most common)

1. History of:  ASA, NSAIDS, steroids, alcohol use/abuse, caustic ingestion, surgery and/or prolonged hospitalization (stress 


ulcers), irradiation, bacterial or viral infection

2. Sn/Sx:  dyspepsia, epigastric/diffuse abdominal pain (burning, crampy, poorly localized), N/V, diarrhea, fever, leukocytosis.

3. Common complications:  bleeding from superficial erosions, fluid and electrolyte losses.

4. In severe cases:  start IV line and refer to ER

5. Less severe cases:  Do stool culture with O & P, give fluids and electrolytes (IV)

“Remember, gastroenteritis can mimic anything”

- M. Ross, MD

B. Acute appendicitis (should be 2nd on R/O list)

1. Sn/Sx:  abdominal pain (early:  visceral type, periumbilical or epigastric; later:  somatic, becomes more steady, severe, and 

localized to RLQ, < motion, cough, rebound),  anorexia (presence of hunger should arouse suspicion against Dx of appendicitis), ineffectual urgency of stool/flatus, N/V, fever (99-100, > 101 suspect perforation), mild leukocytosis (shift to left)

2. Unenhanced CT is the best way to diagnose acute appendicitis.  No contrast material is used, the patient lays supine, and the 


abdominal scan takes less than 1 minute.  Unenhanced CT costs less than half the cost of contrast-enhanced CT.  Some 


children are poorer candidates for unenhanced CT because they have less retroperitoneal fat, which allows for better images.  


Ultrasound is also useful.

3. Common complications:  peritonitis, sepsis and septic shock, death.

4. TX:  IV line and refer to ER

IF you are un sure whether a gastroenteritis or appendicitis:

1) give warning signs to pt of when to go to ER

2) give tx and have return next day and see if improved 
C. Acute cholecystitis and choledocholithiasis

1. H/O:  estrogens/OCPs, > in females paricularly over age 40, multiparity, obesity, terminal ileal dz (decreases bile acid pool), 

parenteral hyperalimentation, fasting/dieting, biliary dz, fatty food intolerance, flatulence, post-prandial fullness, RUQ discomfort, diabetes, family history

2. Common Sn/Sx:  steady, severe RUQ or epigastric pain (often referred to R subscapular area) with tenderness/rebound and 


guarding; anorexia; N/V; fever; leukocytosis; mild hyperbilirubeinemia; occas. elevated alk.phos and jaundice.

3. Complications:  pancreatitis, hepatic damage, gangrene of GB and perforation, sepsis.  Pts at greatest risk of complication 


include diabetics, persons with calcified GB (assoc. with CA of the GB), and elderly.

4. Refer for US; consider ERCP for choledocholithiasis.  Also, CT is indicated.

5. In severe cases, immediate hospitalization may be required.

6. See Details about Gall bladder disease and Treatments
D. Acute diverticulitis

1. H/O:  chronic constipation, poor diet of refined foods (low fiber).

2. Common Sn/Sx:  LLQ abdominal pain, tenderness with rebound and guarding, fever, leukocytosis, constipation, sometimes 


N/V and  a palpable inflammatory mass; tender mass on rectal exam; hematochezia.  Among patients with severe 



hematochezia and diverticulosis, at least 1/5th have definite diverticular hemorrhage.

3. Complications:  perforation with local or generalized peritonitis, fistulas, abcesses.

4. Refer for Sigmoidoscopy-- narrowing of colonic lumen and inflamed mucosa.

5. Severe cases:  start IV line and refer to ER

E. Acute pancreatitis

1. H/O:  alcohol use/abuse, GB dz, abdominal trauma, infections (mumps, coxackie, hepatitis), hyperlipidemia/lipoproteinemias, 


hypercalcemia, drugs (steroids, diuretics, isoniazid, immunosuppressives), polyarteritis, SLE, CA of the pancreas.

2. Common Sn/Sx:  abdominal pain (typically steady, severe, epigastric with later radiation to back and partially relieved by 


leaning forward, can be mild and diffuse) often accompanied by prostration, sweating and shock; abdominal distention; 


elevated serum and/or urinary amylase; leukocytosis; hyperglycemia; hyperbilirubinemia and hypocalcemia may occur.

3. Complications:  pancreatic abcess and hemorrhage, bowel necrosis, hypotension, pericardial effusion, pleural effusion, acute 


renal failure, gastritis, DIC, fat necrosis, delirium.              

4. Diagnosis:  serum amylase and lipase, contrast-enhanced  CT scan, urinary trypsinogen-2 dipstick test; detection limit = 50 

ng/ml (94% sensitivity and 95% specificity) [Trypsinogen is a pancreatic proteinase secreted at high concentrations into pancreatic fluid, with normally a small proportion escaping into circulation.  Trypsinogen-2 is excreted through the kidneys.  Greater than 50 ng/mL suggests acute pancreatitis.]

5. Treatment:  This condition is managed medically (not surgically).  If you choose to manage mild pancreatitis, make sure the 



patient  signs a consent form after advising the patient about the standard allopathic medical management.

a. Allopathic management consists of pain control, anti-inflammatory medication, and enteral feeding (feeding tube 


positioned at or below the ligament of Treitz).  




Acute pancreatitis causes reduce small bowel motility, bacterial overgrowth and increased  intestinal permeability.   It 



has been shown that TPN and the consequent gut disuse accentuates the consequences and  results in greater systemic 

exposure to gut endotoxins, greater oxidant stress, hyperglycemia and prolongation of systemic  inflammatory response than those patients receiving enteral feeding.  Thus, for patients with moderate to severe disease, tube feeding of odorless, isomolar and nearly fat-free formula (fat is the greatest stimulant of pancreatic secretions) infused low into the jejunum is indicated.  For mild disease, the same formula orally or infused higher in the jejunum is indicated.  Obtaining gut access and beginning enteral feeding within 48-72 hours of onset of disease is critical in order to maintain gut integrity.



About 20% of patients with acute pancreatitis have severe necrotizing disease with systemic or local complications.  


Mortality associated with severe acute pancreatitis can be as high as 40%, especially if bacterial contamination of the 




necrotic pancreas develops.  Therefore, if your patient's symptoms worsen, or new symptoms develop, send to ER.

b. Naturopathic tx of mild pancreatitis:  

1.) no food, no water for 3-5 days, no herbs (nothing to stimulate the pancreas).  The avoidance of any food will 


decrease pancreatic enzyme production, however the risk of food avoidance is compromised gut integrity, which 


contributes to longer recovery time. Consider food allergy in cases of recurrent acute pancreatitis (several cases 

apparently due to food allergy have be reported).

2.) Hydrotherapy (cold for first 24 hours then cold/hot, gradually increasing the time of hot)

3.) Adjust areas of celiac plexus (thoracic vertebrae)

4.) Homeopathic RX.

5.) Castor oil packs externally to decrease inflammation

6.) Grape Seed Extract  300 mg qd during exacerbations.
  May cause constipation.

7.)  After pain resolves, re-introduce food with Miso broth, seaweed broths, give pancreatic enzymes and pancreatic 


tissue as meals are being introduced.  Introduce well-cooked vegetables after 5 days.

F. Acute intestinal obstruction (usually in elderly patients):
1. H/O:  abdominal surgery (adhesions) and/or hernia (adhesions and hernias cz 75% sm. bowel obstruction), CA (esp. 


colon), IBD, diverticulitis, constipation, runny-liquid stool, adynamic ileus

2. Common Sn/Sx:  symptoms depend on site and degree of obstruction; crampy abdominal pain; localized and steady, 


vomiting (with obstruction of proximal gut), constipation progressing to complete inability to pass feces or flatus, 




abdominal distension and tenderness, hyperperistalsis and borborygmi. Often hear pinging sounds or none at all.

3. X-ray:  cross table lateral and lateral decubitus

4. Complications:  strangulation of small intestine, gangrene, fluid and electrolyte imbalances, peritonitis, shock

5. TX:  IV line and refer to ER (Ultrasound and CT are best initial dx) – bowels are allowed to rest

6. Naturopathic Warning: do not stimulate gut when it is blocked

G. Perforated viscus (most commonly produced by perforation of a peptic ulcer)

1. H/O:  PUD, alcohol use/abuse, chronic ASA, NSAID or steroid use, hematemesis, blood in stool, abdominal trauma

2. Common Sn/Sx:  Sudden onset of severe abdominal pain aggravated by movement; tenderness (inc. rebound) and 


rigidity; distention, obliteration of hepatic dullness, air demonstrable below the diaphragm on X-ray; hypotension and 




shock

3. Complications:  peritonitis, hemorrhage, shock

4. TX:  IV line and refer to ER – often will have a colonoscopy for short periods

5. Pts with perforation may need a short term colostomy

H. Mesenteric Vascular Infarction

1. H/O:  chronic or recurrent atrial fibrillation and other arrhythmias, hypertension, artificial heart valves, valvular problems, 


Hx vascular probs., severe atherosclerosis, heart failure and/or low cardiac output

2. Common Sn/Sx:  Severe abdominal pain (often colicky and periumbilical at onset then becoming diffuse and constant), 

often cramping pain with eating, vomiting, anorexia, diarrhea, hypotension and shock, in severe cases--distention, tenderness and rigidity, leukocytosis.

3. Complications:  peritonitis, gangrene, shock

4. Angiogram to see where the blockage is.

5. Tx:  IV line and refer to ER for arteriography and CT

I. Acute salpingitis (PID)

1. H/O:  STDs (C. trachomatis, N. gonorrhea), PID, vaginitis/cervicitis, vag. d/c, UTI, sexually active, recent new partners, 


ectopic pregnancy, recent pelvic procedures, IUD

2. Common Sn/Sx:  most symptoms occur during or just after menstruation, lower abdominal pain (dull, aching), vaginal d/c, 

urethritis, chills and fever, adnexal mass(es), cervical motion tenderness (chandeleir’s sign), elevated ESR and CRP, leukocytosis. B/L adnexal tenedernss is probably PID; Unilateral tenderness may be an ectopic pregnancy or PID.

3. Complications:  septicemia, tubal scaring-- inability to conceive

4. TX:  culture of os; start broad spectrum antibiotics while waiting for culture and sensitivity results.  Also:  Bromelain, anti-


microbial tinctures, contrast hydrotherapy

J. Ruptured Ectopic Pregnancy

1. H/O:  PID, STDs, other ectopic pregnancies, sexually active with men, vague soreness in affected side, delay in menses, 


spotting, subjective sx of pregnancy

2. Common Sn/Sx:  7-14 day delay in menses, spotting, severe lower abdominal pain assoc. with faintness/syncope (sharp 


pain proceeding to soreness), N/V, sx of shock, abdominal tenderness, dullness of flanks on percussion, tender mass on 




one side of the pelvis (adnexal mass). Unilateral adnexal tenderness: r/o ectopic pregnancy and PID

3. Complications:  peritonitis, hemorrhage, shock

4. Tx:  IV line and refer to ER for US

K. Ruptured ovarian cyst

1. H/O:  pelvic trauma, recent intercourse, a diagnosed cyst, chronic LLQ or R LQ pain

2. Common Sn/Sx:  similar to ruptured ectopic preg. but generally less severe and without the pregnancy symptoms

3. Complications:  peritonitis in some cases, hemorrhage

4. Tx:  refer for immediate pelvic US and tx accordingly
Differential diagnosis of Abdominal Pain.

Disease
Location of pain and prior attacks
Mode of onset
Associated symptoms
Physical examination
Helpful tests and examinations

Acute appendicitis
Periumbilical or localized to RLQ
Insidious to acute and persistent
Anorexia common; N/V in some patients
Low-grade fever.  Periumbilical tenderness initially; later, RLQ
Slight leukocytosis.  CT and US show appendix and RLQ inflammatory changes

Acute cholecystitis
Epigastric or RUQ; may refer to R shoulder
Insidious to acute
Anorexia; N/V
RUQ tenderness
US shows gallstones and large GB lumen.  HIDA scan fails to visualize GB

Acute pancreatitis
Epigastric boring through to back
Acute; persistent, dull, severe
Anorexia; N/V common
Epigastric tenderness
Elevated serum amylase, CT shows pancreatic inflammation

Acute salpingitis
Bilateral adnexal; later, may be generalized
Gradually becomes worse
Possible N/V
Cervical motion elicits tenderness.  Mass if tubo-ovarian abscess is present
Culdocentesis reveals purulent material.  US shows tubo-ovarian pathology and/or pyosalpinx

Biliary colic
Intermittent RUQ, Prior attacks common
Often abrupt onset, dull to sharp
Anorexia, N/V common
RUQ tenderness
US shows gallstones, increased caliber of bile ducts, and choledocholithiasis

Diverticulitis
LLQ, History of previous attacks
Gradual onset, steady or crampy
Mild diarrhea common; hematochezia
Fever common; mass and tenderness in LLQ
Barium enema shows diverticulitis.  CT or US shows local inflammatory mass.

Ectopic pregnancy
Unilateral early; possibly pain after rupture
Sudden or intermittent; vague to sharp
Frequently none except signs of shock
Adnexal mass; tenderness
Culdocentesis shows blood.  Pregnancy tests:  Serum is positive; urine may be negative.  Nongravid uterus on US.

Inflammatory bowel disease
Diffuse; primarily in lower abdomen.  Prior attacks common
Gradual onset, often crampy
Diarrhea common, often with blood and mucus
Fever, diffuse abdominal tenderness
Blood and leukocytes in stool.  Abnormal results on proctosigmoidoscopy or barium enema.  CT and US show thick gut wall and perienteric inflammatory change.

Disease
Location of pain and prior attacks
Mode of onset
Associated symptoms
Physical examination
Helpful tests and examinations

Intestinal obstruction
Diffuse
Sudden onset, crampy
Vomiting common
Abdominal distension; high-pitched rushes
Dilated, fluid-filled loops of bowel on abdominal X-ray, CT or US may show cause

Ischemic colitis
Epigastric; diffuse. Prior attacks common
Often abrupt, crampy
Diarrhea, commonly bloody
Diffuse abdominal tenderness; vascular disease elsewhere
CT, US, and barium enema show “thumbprinting” of mucosa.  Visceral angiography shows vascular obstruction.

Perforated duodenal ulcer
Epigastric.  History of ulcers in many patients
Abrupt onset, steady
Anorexia, N/V
Epigastric tenderness evolving to board-like abdomen; involuntary guarding
Upright abdominal X-ray shows air under diaphragm.  Water soluble contrast study shows perforation

Renal colic
Costovertebral or along course of ureter into labia or scrotum
Sudden, severe, and sharp
Frequently N/V
Flank tenderness
Hematuria. Excretory urogram is abnormal; CT and US show stones

Ruptured abdominal aortic aneurysm
Epigastrium and back
Abrupt, sharp and severe
Variable; may be none
Hypotension or shock; abdominal aneurysm
Lateral abdominal X-ray shows calcification in aneurysm.  US, CT, or angiography shows aneurysm.

Ruptured spleen
LUQ of diffuse.  May be referred to L. shoulder.  Hx of trauma common
Abrupt, severe
Usually none except signs of shock
Hypotension or shock; peritonitis; LUQ tenderness; fractured L ribs
CT or liver-spleen scan shows rupture.  Peritoneal lavage reveals blood.

M. Ross, MD  says:


-First assess area of pain and type of pain


- “most times pain is from a gastroenteritis or virus. Most cases are not major ER issues.”





Appendicitis!


- gnawing pain that slowly gets more intense. Can start periumbilical and move to Mc Burneys’s later


-consider when PAIN PRECEDES VOMITING





DDx Guarding vs. Rigidity:


- if you leave your hand there, they will usually soften up if they were guarding.  


-Asking to take a deep breath helps too
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