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ABDOMINAL SWELLING
Abdominal swelling is a manifestation of numerous diseases. Patients
may complain of bloating or abdominal fullness and may note increasing abdominal girth on the basis of increased clothing or belt size.
Abdominal discomfort is often reported, but pain is less frequent.
When abdominal pain does accompany swelling, it is frequently the
result of an intraabdominal infection, peritonitis, or pancreatitis.
Patients with abdominal distention from ascites (fluid in the abdomen)
may report the new onset of an inguinal or umbilical hernia. Dyspnea
may result from pressure against the diaphragm and the inability to
expand the lungs fully.
CAUSES
The causes of abdominal swelling can be remembered conveniently
as the six Fs: flatus, fat, fluid, fetus, feces, or a “fatal growth” (often a
neoplasm).
Flatus Abdominal swelling may be the result of increased intestinal
gas. The normal small intestine contains approximately 200 mL of gas
made up of nitrogen, oxygen, carbon dioxide, hydrogen, and methane.
Nitrogen and oxygen are consumed (swallowed), whereas carbon
dioxide, hydrogen, and methane are produced intraluminally by bacterial fermentation. Increased intestinal gas can occur in a number of
conditions. Aerophagia, the swallowing of air, can result in increased
amounts of oxygen and nitrogen in the small intestine and lead to
abdominal swelling. Aerophagia typically results from gulping food;
chewing gum; smoking; or as a response to anxiety, which can lead
to repetitive belching. In some cases, increased intestinal gas is the
consequence of bacterial metabolism of excess fermentable substances
such as lactose and other oligosaccharides, which can lead to production of hydrogen, carbon dioxide, or methane. In many cases, the
precise cause of abdominal distention cannot be determined. In some
persons, particularly those with irritable bowel syndrome and bloating,
the subjective sense of abdominal pressure is attributable to impaired
intestinal transit of gas rather than increased gas volume. Abdominal
distention—an objective increase in girth—is the result of a lack
of coordination between diaphragmatic contraction and anterior
abdominal wall relaxation, a response in some cases to an increase in
intraabdominal volume loads. Occasionally, increased lumbar lordosis
accounts for apparent abdominal distention.
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GLOBAL CONSIDERATIONS
While extrahepatic biliary obstruction and drugs are common
causes of new-onset jaundice in developed countries, infections remain the leading cause in developing countries. Liver
involvement and jaundice are observed with numerous infections,
particularly malaria, babesiosis, severe leptospirosis, infections due to
Mycobacterium tuberculosis and the Mycobacterium avium complex,
typhoid fever, viral hepatitis secondary to infection with hepatitis
viruses A–E, EBV and CMV infections, late phases of yellow fever,
dengue hemorrhagic fever, schistosomiasis, fascioliasis, clonorchiasis,
opisthorchiasis, ascariasis, echinococcosis, hepatosplenic candidiasis,
disseminated histoplasmosis, cryptococcosis, coccidioimycosis,
ehrlichiosis, chronic Q fever, yersiniosis, brucellosis, syphilis, and leprosy. Bacterial infections that do not necessarily involve the liver and
bile ducts may also lead to jaundice, as in cholestasis of sepsis.
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should be sepsis, ischemic hepatitis (“shock liver”), and TPN jaundice. Jaundice occurring after bone marrow transplantation is most
likely due to veno-occlusive disease or graft-versus-host disease. In
addition to hemolysis, sickle cell disease may cause intrahepatic and
extrahepatic cholestasis. Jaundice is a late finding in heart failure
caused by hepatic congestion and hepatocellular hypoxia. Ischemic
hepatitis is a distinct entity of acute hypoperfusion characterized
by an acute and dramatic elevation in the serum aminotransferases
followed by a gradual peak in serum bilirubin.
Jaundice with associated liver dysfunction can be seen in severe
cases of Plasmodium falciparum malaria. The jaundice in these
cases is due to a combination of indirect hyperbilirubinemia from
hemolysis and both cholestatic and hepatocellular jaundice. Weil’s
disease, a severe presentation of leptospirosis, is marked by jaundice
with renal failure, fever, headache, and muscle pain.
Causes of extrahepatic cholestasis can be split into malignant
and benign (Table 58-3). Malignant causes include pancreatic,
gallbladder, and ampullary cancers as well as cholangiocarcinoma.
This last malignancy is most commonly associated with PSC and is
exceptionally difficult to diagnose because its appearance is often
identical to that of PSC. Pancreatic and gallbladder tumors as well
as cholangiocarcinoma are rarely resectable and have poor prognoses. Ampullary carcinoma has the highest surgical cure rate of all
the tumors that present as painless jaundice. Hilar lymphadenopathy due to metastases from other cancers may cause obstruction of
the extrahepatic biliary tree.
Choledocholithiasis is the most common cause of extrahepatic cholestasis. The clinical presentation can range from mild
right-upper-quadrant discomfort with only minimal elevations of
enzyme test values to ascending cholangitis with jaundice, sepsis,
and circulatory collapse. PSC may occur with clinically important
strictures limited to the extrahepatic biliary tree. IgG4-associated
cholangitis is marked by stricturing of the biliary tree. It is critical that the clinician differentiate this condition from PSC as it is
responsive to glucocorticoid therapy. In rare instances, chronic pancreatitis causes strictures of the distal common bile duct, where it
passes through the head of the pancreas. AIDS cholangiopathy is a
condition that is usually due to infection of the bile duct epithelium
with CMV or cryptosporidia and has a cholangiographic appearance similar to that of PSC. The affected patients usually present
with greatly elevated serum alkaline phosphatase levels (mean, 800
IU/L), but the bilirubin level is often near normal. These patients do
not typically present with jaundice.

Fat Weight gain with an increase in abdominal fat can result in an
increase in abdominal girth and can be perceived as abdominal swelling. Abdominal fat may be caused by an imbalance between caloric
intake and energy expenditure associated with a poor diet and sedentary lifestyle; it also can be a manifestation of certain diseases, such as
Cushing’s syndrome. Excess abdominal fat has been associated with an
increased risk of insulin resistance and cardiovascular disease.
Fluid The accumulation of fluid within the abdominal cavity (ascites)
often results in abdominal distention and is discussed in detail below.
Fetus Pregnancy results in increased abdominal girth. Typically, an
increase in abdominal size is first noted at 12–14 weeks of gestation,
when the uterus moves from the pelvis into the abdomen. Abdominal
distention may be seen before this point as a result of fluid retention
and relaxation of the abdominal muscles.
Feces In the setting of severe constipation or intestinal obstruction,
increased stool in the colon leads to increased abdominal girth. These
conditions are often accompanied by abdominal discomfort or pain,
nausea, and vomiting and can be diagnosed by imaging studies.
Fatal Growth An abdominal mass can result in abdominal swelling.
Enlargement of the intraabdominal organs, specifically the liver (hepatomegaly) or spleen (splenomegaly), or an abdominal aortic aneurysm
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