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PART 2
Cardinal Manifestations and Presentation of Diseases

circumstances, all obstacles must be swept aside, adequate venous
access for fluid replacement obtained, and the operation begun.
Many of these patients have died in the radiology department or the
emergency room while awaiting unnecessary examinations such as
electrocardiograms or computed tomography (CT) scans. There are
no contraindications to operation when massive intraabdominal hemorrhage is present. Fortunately, this situation is relatively rare. This
statement does not necessarily apply to patients with intraluminal
gastrointestinal hemorrhage, who can often be managed by other
means (Chap. 57). Nothing will supplant an orderly, painstakingly
detailed history, which is far more valuable than any laboratory or
radiographic examination. This kind of history is laborious and
time-consuming, making it not especially popular, even though
a reasonably accurate diagnosis can be made on the basis of the
history alone in the majority of cases.
In cases of acute abdominal pain, a diagnosis is readily established in most instances, whereas success is not so frequent in
patients with chronic pain. IBS is one of the most common causes of
abdominal pain and must always be kept in mind (Chap. 352). The
location of the pain can assist in narrowing the differential diagnosis (Table 20-3); however, the chronological sequence of events in the
patient’s history is often more important than the pain’s location. If
the examiner is sufficiently open-minded and unhurried, asks the
proper questions, and listens, the patient will usually provide the
diagnosis. Careful attention should be paid to the extraabdominal
regions. Narcotics or analgesics should not be withheld until a
definitive diagnosis or a definitive plan has been formulated; obfuscation of the diagnosis by adequate analgesia is unlikely.
An accurate menstrual history in a female patient is essential.
It is important to remember that normal anatomic relationships
can be significantly altered by the gravid uterus. Abdominal and
pelvic pain may occur during pregnancy due to conditions that do

TABLE 20-3 Differential Diagnoses of Abdominal Pain by Location
Right Upper Quadrant Epigastric
Cholecystitis
Peptic ulcer disease
Cholangitis
Gastritis
Pancreatitis
GERD
Pneumonia/empyema
Pancreatitis
Pleurisy/pleurodynia
Myocardial infarction
Subdiaphragmatic
Pericarditis
abscess
Ruptured aortic
Hepatitis
aneurysm
Budd-Chiari syndrome
Esophagitis
Right Lower Quadrant Periumbilical
Appendicitis
Early appendicitis
Salpingitis
Gastroenteritis
Inguinal hernia
Bowel obstruction
Ectopic pregnancy
Ruptured aortic
aneurysm
Nephrolithiasis
Inflammatory bowel
disease
Mesenteric lymphadenitis
Typhlitis
Diffuse Nonlocalized Pain
Gastroenteritis
Malaria
Mesenteric ischemia
Familial Mediterranean
fever
Bowel obstruction
Metabolic diseases
Irritable bowel
syndrome
Psychiatric disease
Peritonitis
Diabetes
Abbreviation: GERD, gastroesophageal reflux disease.
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Left Upper Quadrant
Splenic infarct
Splenic rupture
Splenic abscess
Gastritis
Gastric ulcer
Pancreatitis
Subdiaphragmatic
abscess
Left Lower Quadrant
Diverticulitis
Salpingitis
Inguinal hernia
Ectopic pregnancy
Nephrolithiasis
Irritable bowel
syndrome
Inflammatory bowel
disease

not require surgery. Lastly, some otherwise noteworthy laboratory
values (e.g., leukocytosis) may represent the normal physiologic
changes of pregnancy.
In the examination, simple critical inspection of the patient,
e.g., of facies, position in bed, and respiratory activity, provides
valuable clues. The amount of information to be gleaned is directly
proportional to the gentleness and thoroughness of the examiner.
Once a patient with peritoneal inflammation has been examined
brusquely, accurate assessment by the next examiner becomes
almost impossible. Eliciting rebound tenderness by sudden release
of a deeply palpating hand in a patient with suspected peritonitis is
cruel and unnecessary. The same information can be obtained by
gentle percussion of the abdomen (rebound tenderness on a miniature scale), a maneuver that can be far more precise and localizing.
Asking the patient to cough will elicit true rebound tenderness
without the need for placing a hand on the abdomen. Furthermore,
the forceful demonstration of rebound tenderness will startle and
induce protective spasm in a nervous or worried patient in whom
true rebound tenderness is not present. A palpable gallbladder will
be missed if palpation is so aggressive that voluntary muscle spasm
becomes superimposed on involuntary muscular rigidity. As with
history taking, sufficient time should be spent in the examination.
Abdominal signs may be minimal but nevertheless, if accompanied by consistent symptoms, may be exceptionally meaningful.
Abdominal signs may be virtually or totally absent in cases of pelvic
peritonitis, so careful pelvic and rectal examinations are mandatory
in every patient with abdominal pain. Tenderness on pelvic or rectal
examination in the absence of other abdominal signs can be caused
by operative indications such as perforated appendicitis, diverticulitis, twisted ovarian cyst, and many others. Much attention has been
paid to the presence or absence of peristaltic sounds, their quality,
and their frequency. Auscultation of the abdomen is one of the
least revealing aspects of the physical examination of a patient with
abdominal pain. Catastrophes such as a strangulating small intestinal obstruction or perforated appendicitis may occur in the presence of normal peristaltic sounds. Conversely, when the proximal
part of the intestine above obstruction becomes markedly distended
and edematous, peristaltic sounds may lose the characteristics of
borborygmi and become weak or absent, even when peritonitis is
not present. It is usually the severe chemical peritonitis of sudden
onset that is associated with the truly silent abdomen.
Laboratory examinations may be valuable in assessing the
patient with abdominal pain, yet, with few exceptions, they rarely
establish a diagnosis. Leukocytosis should never be the single deciding factor as to whether or not operation is indicated. A white blood
cell count >20,000/μL may be observed with perforation of a viscus,
but pancreatitis, acute cholecystitis, pelvic inflammatory disease,
and intestinal infarction may also be associated with marked leukocytosis. A normal white blood cell count is not rare in cases of
perforation of abdominal viscera. The diagnosis of anemia may
be more helpful than the white blood cell count, especially when
combined with the history.
The urinalysis may reveal the state of hydration or rule out severe
renal disease, diabetes, or urinary infection. Blood urea nitrogen,
glucose, and serum bilirubin levels may be helpful. Serum amylase
levels may be increased by many diseases other than pancreatitis,
e.g., perforated ulcer, strangulating intestinal obstruction, and acute
cholecystitis; thus, elevations of serum amylase do not rule out the
need for an operation.
Plain and upright or lateral decubitus radiographs of the abdomen may be of value in cases of intestinal obstruction, perforated
ulcer, and a variety of other conditions. They are usually unnecessary in patients with acute appendicitis or strangulated external
hernias. In rare instances, barium or water-soluble contrast study of
the upper part of the gastrointestinal tract may demonstrate partial
intestinal obstruction that may elude diagnosis by other means. If
there is any question of obstruction of the colon, oral administration of barium sulfate should be avoided. On the other hand, in
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