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Abstract
The treatment for pain before arriving the diagnosis in patients with acute abdominal pain still remains controversial. Many recent studies
have showed that the treatment of pain does not negatively influence either the diagnosis or subsequent treatment of these patients; however,
current practice patterns continue to favour withholding pain medication prior to diagnosis and surgical treatment decision [1]. Pain is a complex
phenomenon with various causes and issues associated with its incidences. This complexity is especially true for those who have chronic pain.
In light of the multifactorial nature of this problem, the treatment plan has to be individualized for each patient [2]. Any doctor doing practice in
emergency medicine should be skilled in the assessment of abdominal pain and related diseases. Although a common presentation, abdominal pain
must be approached in a serious manner, as it is often a symptom of serious disease and misdiagnosis may occur.

Abdominal pain is the presenting issue in a high percentage of medico legal actions against both general and paediatric emergency medicine
physicians [3,4]. The modern physician should be humbled by the fact that, despite diagnostic and therapeutic advances (computed tomography,
ultrasonography, interventional radiology and laparoscopy), the misdiagnosis rate of the most common surgical emergency, acute appendicitis,
has changed little over time [5]. Our purpose of this article is to help and provide clinicians with a framework for evaluating the complaint of acute
abdominal pain and recognizing patients who require expedited evaluation for the treatment and further management.

Mini Review
Abdominal Pain Conditions
There are some of the most common causes of abdominal
pain are inflammation of appendix, gallbladder, Pancreatitis,
diverticulitis, Gastroesophageal reflux disease, small and large
bowel ‘s diseases and it’s obstruction and renal colic.

Appendicitis

This is the commonest condition of hospital admissions and
surgeries around the world. There are 250,000 appendectomies
performed in the United States every year [6,7]. The diagnosis of
appendicitis needs to be made quickly because the risk for rupture
or perforation increases significantly after 36 hours from the onset
of symptoms [8]. The typical presentation of appendicitis includes
a patient complaining of periumbilical, colicky pain that worsens
during the first 24 hours. The pain then localizes to the right lower
quadrant of the abdomen and sharpens in intensity. This migration
of pain is the most consistent finding for appendicitis [9,10]. Most
of the surgeons diagnose the acute appendicitis by clinical and do
some investigations to rule out other acute abdominal conditions.
Although appendicitis is the most common reason to undergo
surgery due to right iliac fossa pain, there are many other diseases
which can mimic or confuse the picture, including diverticulitis,
mesenteric inflammation, Crohn’s disease, infectious enterocolitis,
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endometriosis, ectopic pregnancy, and intussusception, to name a
few [11]. It is advisable to avoid analgesic and sedation till we arrive
the proper diagnosis of acute appendicitis , otherwise it would lead
to the wrong diagnosis since the pain in right iliac fossa would have
been masked.

Acute Cholecystitis

Patients with right hyphochondrial pain with fever is
the commonest presentation for acute cholecystitis. Acute
cholecystitis-inflammation of the gall bladder-is most often caused
by gall stones. Gall stones are one of the most common disorders
of the gastrointestinal tract, affecting about 10% of people in
Western society [12,13]. More than 80% of people with gall stones
are asymptomatic. Acute cholecystitis develops in 1-3% of patients
with symptomatic gall stones [14]. Ultrasound abdomen is the best
key investigation to arrive the diagnosis. Adrian A , Indar et all
stated as below
a.
Patients suspected of having acute cholecystitis should be
referred to hospital immediately.
b.
First line treatment includes fasting, intravenous fluids
and analgesia.

c.
Surgery (cholecystectomy) within 24-48hours of
admission (early) as preferable to delayed or “interval” surgery.
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d.
Percutaneous cholecystostomy is a safe alternative to
cholecystectomy for very ill patients or those unfit to undergo
surgery.
e.
In 20%of cases, emergency surgery is needed to treat
gangreneous cholecystitis or gall bladder perforation [15].

There are some evidences showing that chronic inflammation
of gallbladder would cause carcinoma gallbladder. Chronic
inflammation of the gallbladder for 15 or more years in a genetically
predisposed individual likely promotes malignant transformation,
aided in some instances by exposure to carcinogens. Carcinoma of
the gallbladder is a multistep process involving cumulative genetic
and epigenetic alterations that include activation of oncogenes and
inactivation of tumor suppressor genes [16].

Acute Diverticulitis

It is an inflammation of diverticular disease of colon with clinical
presentation of pain abdomen . The site of pain varies according
to part of colon involved and the pain would be generalised if the
diverticulitis gets perforated. The common site of diverticulum is
sigmoid colon and the past history of passing pellet like stool would
support the diagnosis. On clinical examination , there would be
tenderness at diverticulitis area. There would be pnemo peritoneum
in plain X-ray abdomen, if there was perforated diverticulitis. As
reported above, today contrast-enhanced CT has a pivotal role in
the clinical practice regarding diverticular disease, and because
of their superior sensitivity and specificity up to 100%, replaced
the most important imaging modality [17]. Especially when an
associated abscess is suspected, a CT scan can be very helpful to
demonstrate its presence, and also for evaluate the possibility of a
percutaneous drainage [18].

Acute Pancreatitis

Acute pancreatitis is a chemical inflammation of the pancreas
and sometimes associated with a systemic inflammatory response
which can impair the function of other vital organs. It may
settle sometimes or it may lead to necrosis of the pancreas and
surrounding fatty tissue with severe sepsis. Acute pancreatitis
is a common disease with a high mortality [19], and frequently
caused by gallstone disease [19] or excess alcohol ingestion [20].
The diagnosis of acute pancreatitis is supported by an elevation of
the serum amylase and lipase levels. The amylase level becomes
elevated within hours of the development of pain and may remain
elevated for 3 to 5 days. There are some other conditions as well
where there is raise in serum amylase and these are
a.
Post Endoscopic Retrograde Cholangio Pancreatogram
(ERCP).
b.
c.

Post-surgical (Stomach and splenic surgeries).
Blunt injury abdomen.

Serum lipase has higher specificity for pancreatic disease, but
its level may be elevated in other conditions as well. Laboratory
abnormalities encountered in acute pancreatitis include
hyperglycemia, hypocalcemia, leukocytosis, and mild elevations
of liver function test results. Ultrasound and magnetic resonance
cholangiopancreatography are potentially valuable tests in the
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evaluation of acute pancreatitis and are helpful in detecting stones
in the common bile duct and directly assessing the pancreatic
parenchyma [21].

Gastroesophageal Reflux Disease

Gastroesophageal reflux disease is commonly managed in both
primary and secondary care settings, as this condition occurs in
patients of all ages and has a wide variety of clinical presentations.
However, evidence suggests that Gastroesophageal reflux disease is
commonly overdiagnosed and overtreated. Adherence to guidelines
may help reduce the harms of overdiagnosis [22]. Physician’s role
is very important to rule out ischaemic heart disease which would
mimic the signs and symptoms of Gastroesophageal reflux disease.

Treatment

Lifestyle modification is often recommended for the treatment
of GERD symptoms. For nocturnal symptoms, elevating the head
of the bed and avoiding meals 2–3 hours prior to bedtime may be
helpful. For patients with a body mass index above 25kg/m2 or
patients with a normal body mass index but recent weight gain,
weight loss may result in significant improvement of symptoms
[23]. Other commonly touted lifestyle recommendations such as
avoidance of caffeine, carbonated beverages, alcohol, spicy foods,
and fatty foods have no evidence to support them [24]. Proton
pump inhibitors have the main role to reduce the acidity in stomach
and PPI would heal the mucosal inflammation and erosions of
Oesophago gastric junction and lower end of oesophagus.

Ulcerative Colitis

Ulcerative colitis is a chronic, inflammatory bowel disease that
arises from an interaction between genetic and environmental
factors [25] .The primary presenting symptom of Ulcerative colitis
is visible blood in the stools, which is reported by more than 90%
of Ulcerative colitis patients25 However, since the fecal occult blood
test and colonoscopy have recently been used for colorectal cancer
screening as part of general health screening programs, a small
number of Ulcerative colitis patients that lack Ulcerative colitis
-related symptoms are diagnosed during screening examinations
[26]. The signs and symptom are diarrhea, crampy abdominal pain,
bloody diarrhea with mucus , weight loss, loss of appetite, tiredness,
anemia and fever. Treatment includes amino salicylates , steroids
and azathioprine (immune suppressant ). If the medical line of
management of Ulcerative colitis fails , the surgical treatment is
indicated to prevent further complications namely colonic cancer
, toxic mega colon and fistulae.

Ischemic Colitis

The patients are with severe abdominal pain with bleeding per
rectum. The patients with poor prognostic disease can be saved
by arriving early diagnosis by doing CT Angiogram. CT angiogram
was performed in more than a quarter of our patients following
the diagnosis of ischemic colitis. CT angiogram detected more
stenosis than the contrast-enhanced CT scan as the primary goal
of performing the latter is not for detecting this finding. However,
CT angiogram did not change the management or the prognosis
of ischemic colitis. We recommend against the routine use of CT
angiogram after the diagnosis of ischemic colitis. CT angiogram
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might be considered in more severe cases of ischemic colitis
especially with right colon involvement or in instances of the need
for excluding acute mesenteric ischemia based on clinical scenarios
[27].

Acute Intestinal Obstruction

This is also very common condition which can be easily
diagnosed. The patients are with pain abdomen, vomiting,
abdominal distension and constipation and the clinician in
emergency department has to start intravenous fluids and insert
ryles tube immediately. The patient has to be ordered for X-ray
abdomen which would give information not only for diagnosis
but also for the plan of the management. Bowel obstruction
continues to be one of the most common abdominal problems
faced by general surgeons. Irrespective of the cause, it remains a
major cause of morbidity and mortality. Success in the treatment of
intestinal obstruction depends largely upon early diagnosis, skilful
management and treating the pathological effects of the obstruction
just as much as the cause itself. Early recognition and aggressive
treatment are crucial in preventing irreversible ischemia and
transmural necrosis and thereby in decreasing mortality and longterm morbidity. The evaluation of patients with suspected bowel
obstruction endeavours not only to confirm the diagnosis but also
to determine the need for and timing of surgery. Certain severity
indicators and scoring systems can help to optimize this timing of
surgery and prevent mortality [28,29].

Renal Colic

Renal colic and ureteric colic have acute radiating pain over
loin and it may be associated with painful or painless haematuria.
Sever loin pain with sweating may be the main symptom. Urine
examination and ultra sound KUB would help to arrive the
diagnosis and further management. The commonest cause for the
renal colic is stones. Nephrolithiasis remains a major economic
and health burden worldwide. Nephrolithiasis is considered a
systemic disorder associated with chronic kidney disease, bone
loss and fractures, increased risk of coronary artery disease,
hypertension, type 2 diabetes mellitus, and the metabolic
syndrome. Further understanding of the pathophysiological link
between nephrolithiasis and these systemic disorders is necessary
for the development of new therapeutic options.

Conclusion

There are lot of causes for acute abdomen and we discussed
here some of the conditions only. We have to get proper history and
do physical examination. We have to order relevant investigations
to arrive proper diagnosis for further treatment. In acute abdomen
patients , we need not follow regular procedures as investigations
first and treatment later. We need to start the acute management
(IV fluids, blood transfusion and antibiotics) simultaneously when
we order for the investigations.
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