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Cardinal signs/symptoms | Common causes of pain
| Peptic ulcer
: | Pancreatitis
Pneumonia ‘
Cholecystitis | Preumonia
Pyelonephritis Splenic infarction
Cholangitis Epigastric
Renal Central
Colic e Pyelonephritis
Pyelonephritis
Appendicitis
o o | Suprapubic
Signs of peritoneal 4 eshality [ Renal colic
inflammation Diverticulitis
Mild —Tender
‘ Remember
Moderate z" Tender Cystitis owel sounds
{ + rebound Diverticulitis Check hernial orifice
I e | Appendicitis | Pulses
Severe v‘ Rigid Signs of sh "'""‘:,"v"‘"r‘r ension
: \ abdomen -TPulse
: v
-LBf
Types of Abdominal pain:
L. : extension of pain from original site to another site with

persistence of pain at original site. e.g. penetration of duodenal ulcer
posteriorly causes pain both in epigastrium and back , pancreatitis radiates to

back .

2. pain is not felt at the site of disease but felt at distant site. e.g.
diaphragmatic irritation causes referred pain at the tip of shoulder through
same segmental supply . Diaphragm ( phrenic c4,c5), shoulder (cutaneous supply

c 4,c5).

3. pain that begin in a site and then move to other site

e.g. appendicitis

4, ((generalized)) occur in the epigastric, suprapubic regions and
around the umbilicus.

5. ((localized)) occur when an inflamed organ touch the
parietal peritoneum. Like pain in the right iliac fossa (R.I.F)

6. could contracting pain, it is due to inflammation

7. a cramp-like pain that originates in the small or large intestine due

to muscular tube obstruction
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History of Abdominal Pain

Introduction: Greet the patient, introduce yourself, explain what you plan to do, & take Patient ID
Focused Hx (SOCRATES)

e Where is the pain?

When did it start?
Did it start suddenly or gradually?
Is it constant or intermittent? (How many times if intermittent)

e Describe the pain is it sharp, colicky, dull?
e Does it radiate anywhere? To the back or shoulder for example?

Alleviating &

Onset,
duration,

e Is there anything that relieves the pain? Like changing your posture, vomiting?

Exacerbatin
g e Anything that makes it more painful like movement, eating or drinking?

Factor

— e Has the pain changed over time?
= 9 e When is the pain worse?

e Does it wake you up from sleep?
Severity e Rate the pain out of 10?

e How has this affected your daily life?

Risk Factors

Related System
Questions

e Have you eaten from a restaurant recently? Old food?

e ANTIBIOTICS

e Do you take Aspirin, Ibuprofen or other painkillers? (GERD, PUD)

e H.pylori? PUD?

e Do you have a family history of UGI cancer?

e Have you and any surgeries before (SBO)

e Hx of Crohn's, malignancies, hernias? (SEO)

e Have you ever had gallstones, similar pain before? ERCP? (Pancreatitis, Cholecystitis)
e Alcohol? (Pancreatitis)

o Travel, unprotected intercourse, IVDU? (Acute hepatitis)

e difficulty/ pain with swallowing?

e Nausea?

e Vomiting? (when? How many times? color? content/ blood/ amount?)
e Do you have diarrhea? Blood with stool?

e Yellowish discoloration of your eyes, skin? Urine & stool?

e Abdominal distension?

e Bloating? Flatulence?

e Any pain in defecation or sense of incomplete emptying?

e Joint pain? Mouth Ulcers? Rashes?

titutional ; . . .
Constittions e Night Sweats? Nausea? Weight loss? Loss of Appetite? Fever? Fatigue?
Symptoms

Finishing & Thank the patient
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Examination

wash hands, introduce yourself, permission, expose patient, reposition
Expose from the nipples down to mid thigh and let them sit in 45 degrees for
the inspection and lay flat for the abdominal exam .

e From end of the bed :

e Stand right to the patient:
o Vitals ( take HR comment rhythm, volume & RR rate )
e Hands: koilonychia, leukonychia, dupuytren’s contracture, clubbing and
flapping tremors.
e Arms and Axilla: temperature, bruises and petechiae, acanthosis nigricans
(below the axilla).

e Eyes: Pale conjunctiva, xanthelasma, jaundice.

e Mouth : Angular stomatitis, fetor hepaticus, ulcers.
e Neck : Check for lymphadenopathy (Virchow’s node)
e Chest : Spider naevi and gynecomastia.

e From the bed end:

e From theright side:

° (fat, fetus, flatus, feces, fluid)

e 2Ps: Pulses, prominent veins

° cars, skin lesion, stomas, striae

e Umbilicus: inverted or everted, color, discharge

Consider

Mass m—

Virchow’s node
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Abdomen
Examination

Do you have any pain? Start farthest away from the pain. And keep your eyes
on the patient’s face. Palpate across the nine regions gently.

Look for superficial masses, tenderness, temperature, guarding (and elicit
rebound tenderness (for appendicitis).

Palpate across the nine regions deeply, look for deep masses & organomegaly
( )

o Start at the right iliac fossa, put your hands
parallel to the right costal margin and with
each expiration, move the hand upwards closer
to the right costal margin.

The liver edge may be palpable 1-2 cm below the right costal margin during deep inspiration. This finding is
considered normal if the liver edge is soft, smooth, and non-tender..

T4
o PALPATE THE
LIVER

N

o Ask the patient to exhale then palpate the
gallbladder (medial to the midclavicular line)
then ask the patient to inhale to push down
the gallbladder. If the patient stops breathing
due to pain this is a
(due to cholecystitis). (Video)

L PALPATE THE
s

o Palpate from the right iliac fossa, going obliquely 72 -
to the LUQ (because the spleen enlarges obliquely). : \ il
If you can't palpate it, do the bimanual maneuver to
feel the splenic notch.

BALLOT THE
RIDNEYS

o Place your left hand behind the
patient between the rib cage and the iliac crest and
your right hand anteriorly below the costal margin.
Press with your left hand upwards and the kidney
will float upward and strike your right hand.

PALPATE THE
AORTA

o Use both hands and palpate just superiorly to the
umbilicus in the midline. If your hands move away
from each other — AAA.

To achieve this, the examiner must sit or kneel beside the bed. Do not examine the patient from a standing position by leaning forwards and dorsi-flexing your wrist.
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Examination

o  Start to percuss from the 2nd intercostal space ﬁ \c‘\\ <
midclavicular line, and mark the area of . ) e
Then percuss from the right iliac fossa upwards =
until you hear dullness and mark it again. l mrmstcunn S

o Measure the liver span (normally it is from ,

from the 5th IC space to the right costal margin).
n Early cirrhosis and acute hepatitis 1 liver span
n Late cirrhosis and Fulminant hepatitis | liver span

o  Percuss over the lowest intercostal space at the left
anterior axillary line (traube’s triangle). This is
usually . Ask the patient to take a deep
breath and if it becomes dull — splenomegaly

PERCUSS THE
SPLENIC BORDER
SPLENOMEGALY

o Percuss from the umbilicus down the midline and
look for suprapubic dullness.

PERCUSS TO
ASSESS FOR A
SUPRAPUBIC

BLADDER

(it

IF YOU SUSPECT
ASCITES, ASSESS FOR
SHIFTING DULLNESS

o  Start at the midline and percuss laterally (away
from you) to the flank. If you hear dullness —
perform a shifting dullness test:

m Fix your hand at the area of the dullness and
roll the patient to your side and wait for
about 30 seconds then percuss again.

m If it switches from dull to resonant — is +ve

WAIT 30 SECONDS
BEFORE PERCUSSING AGAIN

o  Ask the patient to place their hand in the middle of
their abdomen and the examiner places their
fingertips along one flank and the other hand firmly
gives a sharp tap along the opposite flank.
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Examination

o Normal bowel sounds are low-pitched gurgles which occur
every few seconds.
o Use the diaphragm of the stethoscope and place it in at

least 3 different areas, especially the right iliac fossa.
o Exaggerated bowel sounds — Qbstruction
o Absent bowel sounds — Paralytic ileus
o Bowel sounds should be auscultated for at least 2
minutes before concluding that they are absent.

o Auscultate 1-2 cm above umbilicus.
o Auscultate 1-2 cm above and lateral to umbilicus.
o Might indicate peritonitis.

o Between the umbilicus and xiphisternum, indicates portal

hypertension.
Right upper Left upper
2 R ~
quadrant quadrant
P - ‘7/,,. Abdominal aorts
Right renal artery — N oTeE i Lett renal artery
Right lower Left lower { t
] |
quadrant quadrant ! / 3
Raght iliac artery = -— 0 O——————— Lemacar
J 4
t ——————————0 o— - ==

Revision panel 15.1
McBurney point is the best site for bowel sound WHY?

Never forget to examine

Supraclavicular lymph glands
Hernia orifices

Femoral pulses

Genitalia

Bowel sounds

Anal canal and rectum

1- Presence of ileocecal valve
2- Transition area between large and small intestine
3- Junction between moveable (ileum) and fixed (cecum) part

When describing bowel sounds:

frequency (normally 5-35/min), duration of each one,
character (clicking, gargling..), volume/intensity (soft, harsh?),
and pitch (idk how)
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Theoretical Notes

Introdsction AT [ c [ vn

e Inspection: No abdominal movement on respiration
e Palpation: Tenderness, rebound tenderness, guarding & rigidity.
“““ e  Percussion: tenderness on percussion
\\\\\ e  Auscultation: Absence of bowel sound.
e  Associated: Pyrexia and tachycardia.
e  Hydronephrosis e Infection e Infection
° Pyonephrosis e Infraction e  Congestion
° Malignant disease e  Congestion e  Cellular infiltration
e  Polycystic disease e Collagen disease e  Cellular proliferation
e  Hypertrophy e  Cellular infiltration e  Bile duct obstruction
e  Cellular proliferation e  Cirrhosis

e Guarding : voluntary reaction to protect an area from pain (as by spasm of muscle on
palpation of the abdomen over a painful lesion)

e Rigidity : is involuntary stiffness of the muscles in the belly area, which can be felt when
touched or pressed.

Midgut
° Hemate_m esis is the vomiting of blood, ﬁéﬁ*551ghAﬁalpmew
Melena is the passage of black, tarry stools - ndeﬂr“allblad s RO,
e Hematochezia is the passage of fresh blood per anus BRRRFNaSr Y

Summary box 63.6
It has a palpable upper border so, we Has no palpable upper border so, ) . )

can go above it not possible to palpate over it Colicky abdominal pain
No palpable notch Has palpable notch ) e Pain of ‘small bowel colic’ comes in waves and disappears

Move inferforly Move querqmtffdlallleth completely in minutes when the peristaltic wave ceases

. INSPITAUON, e Pain of biliary colic is insidious in onset, reaches the peak in
Floatable(bloating) Not Floatable half an hour or so and does not ease off completely between
Resonant on percussion "it’s spasms

Dull on percussion

. "
retroperitoneal organ ® Pain of ureteric colic is intense, lasting 1-2 minutes

No friction rub Friction rub maybe heard
Summary box 63.5 Revision panel ]5-4. . . Revision panel 15.9
The common conditions that present with The causes of acute and chronic lower
Specific characteristics of abdominal pain acute upper abdominal pain abdominal pain
e Visceral pain arises from ischaemia, muscle spasm or S e
stretching of the visceral peritoneum Oesophagitis é:]ophenqglgi::ase
® Autonomic pain, deep and poorly localised, is referred to the Boerhaave's syndrome Carcino £ th d riaht colon
equivalent somatic distribution of that nerve root from T1 to L2 Acute gastritis ? cm_ a0 : SiGaeCHIant HGARCO
) . . . ) Diverticular disease
® When an inflamed organ touches the parietal peritoneum, pain Perforated peptic ulcer e e p s eblon /tactum
is then localised to the segmental dermatome of the abdominal s
Acute cholecystitis Bladder outflow obstruction

wall 2 2
e The pain in the parietal peritoneum may radiate to back or front Gallstone and b!"_ary colic Intetst{tlal/lrradlatlon cystitis
along the dermatome Acute pancreatitis Pelvic inflammatory disease
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0 Cardinal signs of some disease of acute abdomen

° : Nausea, vomiting, central abdominal pain which later shifts to the right iliac fossa

e Examination: Peritonitis features, palpable mass in the right iliac fossa. Rovsing’s sign (Palpation in the left
iliac fossa produces pain in the right iliac fossa). Iliopsoas test (for Retroileal appendicitis, iliopsoas abscess):
Ask the patient to flex the thigh against the resistance of your hand; a painful response indicates an
inflammatory process involving the right psoas muscle.

° : Colicky abdominal pain, vomiting, distention and constipation
e Examination: Surgical scars, hernias, mass, distension, visible peristalsis, increased bowel sounds

e The constipation could be relieved easily without surgery but the obstruction very difficult to be relieved

° : alcoholism /cholelithiasis, Anorexia, nausea, vomiting, constant severe epigastric pain
° Examination: Peritonitis features, epigastric tenderness, periumbilical bruising (Cullen’s sign) or loin
bruising (Grey—Turner’s sign, fever)

° : history of dyspepsia, ulcer disease, NSAIDs or corticosteroid therapy. Vomiting at onset
associated with severe acute onset abdominal pain, previous
° Examination: Peritonitis features (previous page)

° : history of vascular disease and/or high blood pressure. Sudden onset of severe, tearing
back/loin/abdominal pain.

° Examination: Shock and hypotension, pulsatile, tender, abdominal mass, asymmetrical femoral
pulses, Grey—Turner’s and Cullen’s sign.

° Febrile, Nausea

e Colic abdominal pain
but if there is inflammation it will spread to make
constant referral pain

° Post-meal pain (30 min)

e  Fatty meal will increase the pain

e The painis sudden, severe, continuous, radiated to
tip of right scapula, aggravated by moving and
coughing, relieved by analgesics and the site is
right hypochondrium.

The most common type of diverticulitis is sigmoid
diverticulitis and it is caused by fiber full food and it
is acquired type of diverticulitis and not occur in
developing countries

Lead to inflammation -» acute abdomen
Diarrhea

Bleeding per rectum

Nausea & vomiting
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Appendicitis
1

History Examination

¢ Periumbilical pain, then

to tne rignt

Perforation
Late presentation —» appendix mass

Differential diagnoses include: Appendicitis more likely Appendicitis less likely
ectopic pregnancy Right iliac f pain, Generalized pain
> tenderness FPain zed elsewhere in the

diarrhoea

and many others Previous appendicectomy!

An inflammation of the inner lining of the vermiform appendix that spreads to
its other parts. Despite diagnostic and therapeutic advancement in medicine,
appendicitis remains a clinical emergency and is one of the more common
causes of acute abdominal pain.

Causes: Obstruction of the appendiceal lumen by:

Lymphoid hyperplasia (commonly due to infections, rarely due to IBD)
Fecaliths and fecal stasis

Infections (bacterial, parasitic, viral)

Foreign bodies

Neoplasms (e.g., carcinoid tumor, adenocarcinoma, lymphoma)
Strictures (secondary to IBD, fibrosis, or previous surgery)

<
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History

Shifting pain: start as visceral pain (around the umbilicus) then shift to
parietal pain ( in the R.I.F )
Sudden onset of severe pain in the R.I.F (in 1/3 of patients)

Nausea
Vomiting one or two times per day, usually start after the pain )

Loss of appetite
Diarrhea or constipation ( in 18% of patients )

Investigations

AA is Diagnosed from history and clinical examination , but we do many
investigations for differential diagnosis ddx and complications:

Ectopic pregnancy L Tumor L. Ac_ute appendicitis _
Ovarian cyst 2. Perforated appendix 2. Urinary Tract Infection (UTI)
Salpingitis 3. Perforated viscus 3. Stone formation
Ureteric stone 4, Pancreatitis 4, Irritation of bladder wall
Pyelonephritis
TABLE 76.1 Differential diagnosis of acute appendicitis.
Children Adult Adult female Elderly
Gastroenteritis Regional enteritis Mittelschmerz Diverticulitis
Intestinal obstruction Mesenteric adenitis Ureteric colic Pelvic inflammatory disease Intestinal obstruction
ureteric Stone Meckel’s diverticulitis Perforated peptic ulcer Pyelonephritis Colonic carcinoma
Pyelonephritis Intussusception Torsion of testis Ectopic pregnancy Torsion appendix epiploicae
Henoch-Schonlein purpura Pancreatitis Torsion/rupture of ovarian cyst Mesenteric infarction
Lobar pneumonia Rectus sheath haematoma Endometriosis Leaking aortic aneurysm

To differentiate between acute appendicitis and Meckel's diverticulum:

o  Rotate the baby to the left side then exam the pain if the pain is still in the R.I.F it
is acute appendicitis but if the pain disappear it is Meckel's diverticulum both
have the same clinical characters

To differentiate between acute appendicitis and Mesenteric lymphadenoma

o  Viashifting pain
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Clinical signs

Rebound tendemess or Blumberg's sign

pain when removing pressure from abdomen
- peritonitis, appendicitis

o

Obturator sign

Pain results because the psoas borders the peritoneal
cavity, so stretching (by hyperextension at the hip) or
contraction (by flexion of the hip) of the muscles causes
friction against nearby inflamed tissues like appendix.

Obturator muscle

\_ J

Psoas sign

Pain due to contact between the inflamed
appendix and obturator muscle.

Rovsing's sign

Pressure on left iliac fossa
and the pain will appear in
Right iliac fossa

Right Left
),

=
Pain here _ Palpate here

- J

McBurney's sign

deep tenderness at
the McBurney's point

Navel

L Appendix

McBurney’s
Point

g J

NS

Increased pain in the right lower quadrant with coughing .

Guarding sign

The tensed muscles of the abdominal wall automatically go
into spasm to keep the tender underlying tissues (appendix)
from being disturbed.
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 RPORTANT

TABLE 76.2 The Alvarado (MANTRELS) score.

Score

Symptoms

Migratory RIF pain 1

Anorexia 1

Nausea and vomiting 1
Signs

Tenderness (RIF) 2

Rebound tenderness

Elevated temperature 1
Laboratory

Leukocytosis 2

Shift to left 1
Total 10

RIF, right iliac fossa.

One of the widely used methods to assist in the diagnosis of an
appendicitis is Alvarado score, which is a clinical and
laboratory-based scoring system.

9-10 : almost certain appendicitis and should go to

7-8 : high likelihood of appendicitis, imaging study.

5-6 : compatible but not diagnostic, CT scan is appropriate.
0-4 : extremely unlikely.

[Bailey and Love’s Short Practice of Surgery 28th edition]

complications of acute appendicitis:

Appendicular abscess
Appendicular mass
Generalized peritonitis

[ ]
[ ]
[ ]
e Perforation:
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Important Question in OSCE

How can you detect the site of the appendix at the operation ?

The position of the base of the appendix is constant, being found at the
confluence of the three taeniae coli of the caecum, which fuse to form the
outer longitudinal muscle coat of the appendix. At operation, use can be made
of this to find an elusive appendix, as gentle traction on the taeniae coli,
particularly the anterior taenia, will lead the operator to the base of the
appendix

What are the condition that needs urgent surgical intervention?
1- Extremes of age

2- Immunosuppression

3- Diabetes mellitus

4- Faecolith obstruction

5- Pelvic appendix

6- Previous abdominal surgery

Define the silent appendix?

Retrocaecal appendix

Rigidity is often absent, and even application of deep pressure may fail to
elicit tenderness (silent appendix), the reason being that the caecum,
distended with gas, prevents the pressure exerted by the hand from reaching
the inflamed structure. However, deep tenderness is often present in the
loin, and rigidity of the quadratus lumborum may be in evidence

How can you differentiate between acute appendicitis and ruptured ectopic
pregnancy ?

In ruptured ectopic pregnancy :

1. the pain commences on the right side and stays there.

2. there is a history of a missed menstrual period.

3. urinary pregnancy test may be positive.

4. Severe pain is felt when the cervix is moved on vaginal examination.

5. Pelvic ultrasonography.

6. There are well-defined signs of hemoperitoneum.

Types of the incisions in appendicectomy
e grid iron incision
e Lanzincision
e Rutherford-morrison incision
e laparoscopic incisions
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Important Question in OSCE

What is the most dangerous type of appendicitis ? why ?
Post-ileal type is considered the most dangerous type because :
1. No shift of pain which is misdiagnosed as gastroenteritis

2. No omental localization ...Peritonitis

3. Affection of ileocecal vein ..... Portal pyemia

4. Affection of appendicular artery ....gangrene

How to differentiate between sub-hepatic acute appendicitis and acute
cholecystitis?
e Type of the patient
o In acute appendicitis : the patient is young , slim
o In acute cholecystitis: female , fatey , fertile, fortie, fair
e Hyperesthesia
o in appendicitis: hyperesthesia in the tringle of shirine
o In cholycytisits : hyperesthesia in the on the back( boass sign)
e US

how do you know that the appendix has been raptured ?
The patient develops generalised abdominal pain
Temperature increases ( 39-40 ¢)

Gardening and rigidity all over the abdomen
Shifting dullness ( due to fluid)

Diminished the liver dullness on percussion

US : fluid around the appendix and peritoneal cavity
CXR: air under diaphragm

T

Define appendicular mass? How could it occur ?

When the inflammatory process is slow (> 48 hours), the body defense
mechanism has enough time to surround the inflamed appendix by adhesions
to the nearby intestine and omentum. Thus, forming

appendicular mass within 3-5 days after starting of pain.

It is suspected by history of pain 3 days ago and temperature 39 c .the patient
develops repeated vomiting , with increase the constipation , gradually mass
in the right iliac fossa beguns to increase...

What are the anatomical site of appendix ? according to the frequency?
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