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Introduction

A
bdominopelvic pain is something that every urgent

care provider can relate to. Although urgent care sta-

tistics are not readily available, the Centers for Disease

Control and Prevention reports that 5.1% of emergency

department (ED) visits are because of abdominal pain,

whereas 10.9% of all ED diagnoses made are related to

the digestive or genitourinary system. More adults visit

the ED annually for stomach-related pain or cramps

than for any other concern.1 It is reasonable to assume

that a similar number of patients, if not more, present

to an urgent care center only, or prior to going to an ED.

Pain anywhere in the abdomen or pelvis can represent

a myriad of potential problems, some of which can be

life-threatening.

Of course there is a great divide between the male and

female presentations of abdominopelvic pain and the

subsequent evaluations. Given the breadth of the topic,

this discussion is broken into two parts. Part 1 focuses on men, with examination of relevant anatomy, med-

ical history, physical examination, testing, and, finally,

diagnosis and treatment. Part 2, in this journal’s next

issue, will focus on women and will include discussion

of pitfalls to avoid in practice.

Clinical

Abdominopelvic Pain, Part 1:
Approach to Men in the
Urgent Care Setting

Urgent message: Abdominopelvic pain is one of the most complex issues

encountered in the urgent care settings.  Clinicians must make evaluations

and decisions rapidly, and it is imperative that they make the appropriate

diagnosis to prevent negative outcomes. How this article helps you: assists

you in detecting potentially life-threatening problems.
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Consider the case of a 78-year-old man who presents

to an urgent care center with a 3-day history of worsening

generalized abdominal pain. He had a sudden worsening

of the pain the preceding night and now reports associ-

ated back pain as well. He has no nausea, vomiting, diar-

rhea, or constipation. He says his abdomen feels full,

and his legs feel weak. He has never had pain like this

before, but he admits that he has not seen his primary-

care provider in 5 years. The task for the health-care

provider is to tease out the relevant information, to avoid

being overwhelmed by the potential seriousness and

large differential, and to competently arrive at a decision

that will best serve the patient. The relevant anatomy

should always be taken into consideration, and thus

male anatomy is discussed next.

Anatomy

Much of what is generally considered the digestive tract

passes through or is in some way connected to the

abdomen and pelvis. As food and liquid enter the stom-

ach from the esophagus, they cross the diaphragm and

enter the abdominal cavity. From the stomach, sub-

stances cross into the small intestine, which is broken

into three parts—the duodenum, the jejunum, and the

ileum. The ileum connects to the large intestines at the

ileocecal valve. From there, digestive contents move into

the ascending colon, across transverse colon, down the

descending colon, into the sigmoid colon, and out

through the rectum and anus.

Other organs connect to the intestines along the way

to provide various enzymes and to aide in the absorp-

tion of important nutrients. The liver secretes bile,

which is stored in the gallbladder. The pancreas secretes

insulin and other enzymes. The appendix, although

having no clinical function, is a site of infection. It

attaches to the large intestine near the proximal ileum.

The urogenital tract also sits within the abdominopelvic

cavity. The bladder and prostate sit above the muscula-

ture of the pelvic floor in what is commonly referred to

as the true pelvis, the area of the pelvis below the pelvic

brim. The inguinal canal opens through the ligamen-

tous and muscular structures of the anterior abdominal

wall to connect the testicles to the peritoneal space. The

blood supply and ductus deferens pass through the

canal. The major vessels that carry blood to and from

the abdomen and the lower half of the body also pass

through the abdominopelvic cavity—the descending

aorta and the inferior vena cava.

The abdominal cavity is wrapped in a serous mem-

brane known as the peritoneum. The peritoneum is bet-

ter described as a sac in which abdominal organs pro-

trude. The aspect that lines the abdominal wall is the

parietal peritoneum, and the aspect into which organs

push is the visceral peritoneum. Any organ with only

an anterior surface touching the peritoneum is consid-

ered retroperitoneal in nature, including the ascending

and descending colon, kidneys, ureters, adrenal glands,

aorta, inferior vena cava, rectum, esophagus, duode-

num, and the pancreas, except for its tail. This leaves the

stomach, the first part of the duodenum, the jejunum,

ileum, cecum, appendix, transverse colon, sigmoid

colon, liver, spleen, and the remainder of the pancreas

as intraperitoneal.

Although the heart is separated from the abdomen by

the diaphragm, irritation of the heart musculature can

cause pain in the upper abdomen, and is thus some-

thing the clinician should be aware of.2

Medical History and Physical Examination

Clinical Gestalt

Astute clinicians know that one of their greatest tools is

their clinical gestalt. The impression that a clinician gets

on meeting an ill patient is difficult to describe, but it

can be one of the greatest determining factors when

making important decisions. Does the patient look sick

or in pain? Is the patient motionless, or thrashing

about? Is the patient’s skin flushed or gray? For example,

the 78-year-old patient discussed here may look pale or

be diaphoretic. Either one of these findings should alert

the clinician to a potentially serious problem.

Pain

The patient’s description of pain can provide key details

to the differential diagnosis. Although pain level may

show no relationship to the severity of the disease

process, the timing of pain onset can be a clue to the

diagnosis. Abrupt pain will raise suspicion for rupture

of a hollow organ or a vascular accident. Gradual-onset

pain should prompt consideration of infection or

inflammatory conditions. Pain location is also impor-

tant. Pain can also be referred to and from the abdomen.

Irritation of the diaphragm from above because of

ischemia of the inferior cardiac wall may cause upper

abdominal or epigastric pain. An inflamed gallbladder

may irritate the diaphragm from below, causing referred

pain to the right shoulder blade.

Associated Symptoms

A thorough review of any associated symptoms is also

important:
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! Nausea and vomiting preceded by abdominal

pain should alert the health-care provider to

obstruction, especially if the patient has had prior

abdominal surgeries. The presence of vomiting

without diarrhea is less likely to indicate viral

gastro enteritis than if both are present.

! Fever can indicate an infectious process and is also

important when ruling out sepsis.3,4

! Symptoms of volume depletion such as light-

headedness, dry mouth, and headache are espe-

cially important in conjunction with vomiting.

! Urinary symptoms such as burning with urina-

tion, urgency, frequency, and discharge should

obviously alert the clinician to the possibility of a

genitourinary infection. In men, special attention

should be paid to the prostate and the testicles, and

suspicion of a sexually transmitted infection should

increase simply because urinary tract infections are

not common in men.

! Associated unilateral back or flank pain should

cause concern about the possibility of a renal stone.

! Abdominal pain described as tearing through to

the back should cause the clinician to evaluate the

patient for aortic dissection.

! Reluctance to eat or drink anything occurs in

most cases of abdominal pain, but a decrease in

pain with oral intake may indicate a peptic ulcer if

the pain is in the epigastric region.

Table 1 lists some associated findings and their pos-

sible clinical significance.

Past Medical History

A detailed medical history is always necessary. For exam-

ple, a history of abdominal surgeries increases the risk

of obstruction-related adhesions. Medications like opi-

oids can slow gut motility. A history of weight loss and

previous cancer is ominous for recurrence or metastasis.

General Physical Examination

Any patient who appears ill should be treated swiftly.

Well-trained front-desk and ancillary staff members can

help identify and triage acutely ill patients. The physical

examination should include the following:

! Assessment of vital signs: Vital signs can play an

important role in determining patient prognosis,

but sometimes they can be misleading and thus

should be taken into context of the complete

examination. Although fever and tachycardia are

certainly ominous, 15.6% of adults with acute

appendicitis do not have a fever.5 Paradoxical

bradycardia can easily delay the diagnosis of

abdominal bleeding when free blood irritates the

peritoneum, lowering the pulse rate rather than

increasing it as expected.6

! Cardiopulmonary examination: A good car-

diopulmonary examination can reveal complicat-

ing diagnoses like heart failure or provide

information about diagnoses that present as

Table 1. Abdominopelvic Signs and Symptoms and Possible Causes

Associated Sign or Symptom Possible Clinical Significance

Nausea with or without vomiting Viral gastroenteritis, obstruction, appendicitis, food poisoning, mesenteric ischemia

Diarrhea Diverticulitis, infectious gastroenteritis, cholecystitis, food poisoning, mesenteric ischemia

Urethral discharge Chlamydia, gonorrhea, trichomonas (sexually transmitted infection)

Urinary burning or urgency Prostatitis, renal calculi, sexually transmitted infection

Flank pain Renal calculi

Testicular pain Renal calculi, testicular torsion, inguinal hernia

Midline back pain Aortic dissection

Fever Diverticulitis, cholecystitis, infectious gastroenteritis, pyelonephritis, appendicitis, mesenteric

ischemia

Tachycardia Diverticulitis, cholecystitis, infectious gastroenteritis, pyelonephritis, appendicitis,

gastrointestinal bleeding, mesenteric ischemia

Hypotension Aortic dissection, gastrointestinal bleeding, mesenteric ischemia

Peripheral neuropathy Aortic dissection

Hypertension Aortic dissection, any condition causing pain
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abdominal pain, like pneumonia or myocardial

infarction.

! Abdominal examination:

• The abdomen should be fully exposed and

assessed for any distention, surgical scars, her-

nias, rashes, and so on.

• Bowel sounds must be identified in all four quad-

rants, but they cannot be deemed absent until

approximately 5 minutes pass without sound.

Hyperactivity suggests gastroenteritis or early

obstruction, whereas the absence of sound indi-

cates late obstruction or ileus.

• Percussion must be performed, and a normal

abdomen should have varying degrees of dull-

ness and tympany. Excess tympany represents

free air or increased intraluminal gas. Dullness

suggests bleeding or obstruction.

• Palpation should be done from light to deep, with

the clinician watching the patient’s face while

applying pressure to evaluate for tenderness.

Guarding suggests significant pathology, such as

bacterial infection. Rigidity is a strong indicator

of peritonitis. There may be costovertebral angle

tenderness if there are retroperitoneal processes

such as renal calculi or pyelonephritis.

Diagnostic Signs

The special tests should be performed next. Because of

space limitations, techniques are not described here, but

there are plenty of reference works to consult.

! Rebound tenderness indicates peritoneal irritation

and is most commonly used in the diagnostic eval-

uation of appendicitis. When the clinician releases

pressure from palpation on the abdomen and the

patient experiences this as more painful than the

pressure itself, that is a positive finding.

! Rovsing sign indicates peritoneal irritation, and

although it is nonspecific, it should be viewed as

one of many tools in your toolbox. Its findings are

positive when deep palpation on the left side of the

abdomen leads to pain on the right side.

! Psoas sign indicates appendicitis that is irritating

the psoas muscle posteriorly. It is performed most

commonly by asking the patient to lift the right leg

against resistance while the patient is prone.

! McBurney point is not an examination but is

worth noting as the area midline between the

umbilicus and the anterior superior iliac spine. Ten-

derness here suggests appendicitis.

! Murphy sign suggests inflammation of the gall-

bladder. Findings are positive when the patient’s

breathing arrests during deep palpation of the right

upper quadrant. The diaphragm pushes the liver

and gallbladder down against the fingertips, pro-

ducing pain that causes the patient to stop breath-

ing.

! The Markle sign is performed by firmly tapping on

the heels of the supine patient, jarring the abdom-

inal cavity enough to elicit pain if there is peri-

toneal inflammation.

! A prostate examination should at least be consid-

ered in all men with abdominal pain, as should

 testicular and hernia examinations. A judicious

approach is to perform these examinations anytime

an alternative diagnosis is not abundantly clear or

if there is concern about the presence of pathology

in the reproductive tract, as with urinary hesitancy,

deep rectal pain, urethral discharge, testicular pain,

or testicular swelling.

! A hernia check should also be considered if there

is any concern about possible intestinal obstruction

because of bowel incarceration.

Laboratory Testing

The complete blood cell (CBC) count is a commonly

ordered but seldom useful test in the urgent care setting.

For example, a study7 reported in 2006 showed that of

744 adults with appendicitis, only 64.8% had an ele-

vated white blood cell (WBC) count. The study also

showed that a WBC count greater than 12 × 109/L had

a positive predictive value for appendicitis of only

84.3%. A normal CBC count should never be used to

rule out significant pathology.

The complete metabolic panel has a similar lack of

usability in the urgent care. For instance, elevation of

serum alanine aminotransferase and aspartate amino-

transferase levels has only a 38% sensitivity for determin-

ing the presence of acute cholecystitis.8 A serum lipase

test should be considered when pancreatitis is suspected.

Although classically ordered in tandem with amylase,

lipase testing has been shown to be more sensitive and

specific to amylase in the setting of acute pancreatitis.9

The lipase test generally ordered in conjunction with

computed tomography (CT) imaging if the patient’s con-

dition is otherwise stable. In the absence of urinary tract

symptoms (burning with urination, hesitancy, etc.), pos-

itive findings on urinalysis (i.e., the presence of WBCs or

blood in the urine) should never be used to make clinical

decisions about a patient’s condition and readiness for

discharge, because both of these findings can result from
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lower abdominal infection outside of the urinary tract,

specifically peritonitis.

Diagnostic Imaging

Plain film radiography has largely been replaced by CT

and ultrasonography for investigating abdominal pain.

Bowel obstruction remains one of the few diagnoses that

can be made on plain film, but studies show that it has

limited sensitivity and specificity compared with CT:

77% versus 93% and 50% versus 100%, respectively.10

Ultrasonography has limited use as well, although it

can be used to evaluate for splenic enlargement, testic-

ular torsion, epididymitis, and cholecystitis. Focused

assessment with sonography in trauma is being used in

EDs to evaluate for abdominal free fluid but is not appli-

cable to urgent care. Most importantly, ultrasonography

is the imaging modality of choice in evaluation of tes-

ticular or inguinal pathology.

CT is the most widely used imaging modality in the

investigation of acute abdominal pain, but it also has an

increased cost and more radiation exposure for the

patient. CT is 97% sensitive for diverticulitis and is the

recommended study of choice for pancreatitis, mesen-

teric ischemia, dissecting aorta, and most other causes

of abdominal pain, given its ability to look for severity

and complications.11

Diagnosis-Specific Treatment

The following possible causes of abdominal pain in men

should always be considered. Listed for each one are treat-

ment plans to think over once the medical history has

been obtained, the physical examination has been per-

formed, and the diagnostic work-up has been completed.

! Abdominal aortic aneurysm: Patients suspected

of having an abdominal aortic aneurysm should

always be transported to an ED via ambulance as

soon as possible. The clinician and staff members

should prepare for resuscitative measures while

awaiting the ambulance. This includes obtaining

large-bore (18-gauge or larger) intravenous access

and starting oxygen therapy.

! Myocardial infarction: Myocardial infarction

should be ruled out in any patient older than 40

years who presents with isolated epigastric pain

with no other obvious cause. Given that a simple

electrocardiogram is not sufficient to do this, these

patients should be referred to an ED, where serial

electrocardiograms and cardiac enzyme tests can

be ordered.

! Viral gastroenteritis: The diagnosis of viral gas-

troenteritis should be made only after all other life-

threatening diagnoses are appropriately ruled out.

It should never be made in the absence of associ-

ated diarrhea and/or vomiting. Vomiting alone

should make the provider strongly question the

diagnosis and continue to investigate, possibly for

obstruction or appendicitis. At discharge, the

patient should be given clear instructions regarding

fluid intake and follow-up care.

! Bacterial gastroenteritis: Patients who present

with both bloody diarrhea and abdominal pain

should be transferred to an ED, where their condi-

tion can be stabilized if needed. This is especially

true if vital signs show hemodynamic instability.

! Ischemic mesentery: The signs and symptoms of

mesenteric ischemia can mimic other abdominal

problems, with sudden onset of pain, pain that

sometimes worsens with eating, and pain that is

sometimes associated with bloody diarrhea. Clini-

cians should maintain a high index of suspicion

when assessing patients older than 60 years or

those who have risk factors such as atrial fibrilla-

tion, clotting disorders, or concurrent vasculitis.

These patients need CT angiography and close

monitoring in an ED.12

! Small and large bowel obstruction: If a bowel

obstruction is confirmed via imaging, the patient

should likely be transported to an ED.

! Appendicitis: Appendicitis is an acute surgical

emergency. If the clinician strongly suspects that

appendicitis is present, the patient should be trans-

ported to an ED without delay, prior to imaging

studies. If suspicion is relatively low and the

patient’s pain level is tolerable, CT imaging with

intravenous and oral contrast should be ordered

immediately, and the patient should be instructed

to proceed to an ED if the pain worsens.

! Diverticulitis: Although the standard of care calls

for obtaining CT imaging of the abdomen, many

patients who have had repeated episodes of diver-

ticulitis are very aware of the symptomatology and

can be treated with appropriate antibiotics, pro-

vided that they have no signs of critical illness and

provided that appropriate follow-up care has been

arranged. If the patient has never had diverticulitis,

a CT scan with oral and intravenous contrast is war-

ranted to confirm the diagnosis.

! Cholecystitis: In a patient in stable condition who

does not need narcotic pain relief, the work-up for

cholecystitis, which consists of right upper quadrant
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ultrasonography and meta-

bolic laboratory testing, can

be done on an outpatient

basis. Once the diagnosis is

made, however, this patient

should either be admitted to a hospital surgical serv-

ice or transferred to an ED, depending on what local

institutional guidelines specify.

! Pancreatitis: Acute pancreatitis can range from

mild discomfort to exquisitely painful. If tolerable,

a CT scan of the abdomen should be ordered along

with a serum lipase test. If pancreatitis is confirmed,

the patient should either be referred to an ED or

directly admitted to a hospital, depending on what

institutional guidelines specify.

! Prostatitis: Outside of urosepsis, acute bacterial pro-

statitis can be treated on an outpatient basis with

appropriate follow-up with urgent care or, preferably,

primary care. Treatment for 6 weeks with Bactrim DS

(trimethoprim-sulfamethoxazole) or ciprofloxacin

is needed to adequately penetrate the prostate.

! Inguinal hernia: An incarcerated hernia or stran-

gulated inguinal hernia can cause pain that radiates

into the abdomen, and both are surgical emergen-

cies. Transfer the patient to an ED if the presence

of such a hernia is strongly suspected or is con-

firmed by ultrasonography or CT.

! Peptic ulcer: Diagnosis of a peptic ulcer is typically

made by endoscopy and treated with proton pump

inhibitors with or without antibiotics, depending

on the cause. A bleeding ulcer, however, can cause

serious complications, including anemia and peri-

tonitis from perforation. Patients in whom peptic

ulcer disease is suspected but who show no evi-

dence of complications should be referred for out-

patient treatment to a gastroenterologist and

treated with proton pump inhibitors. Signs of peri-

tonitis, anemia on a CBC count, or signs of bleed-

ing on a CT scan should result in transfer to an ED.

! Constipation: The diagnosis of constipation

should never be made in the urgent care setting

unless all other possible causes of pain have been

ruled out. In such a case, give clear follow-up

instructions need and document them well. Use of

bulk-forming laxatives or polyethylene glycol is

safe. Other osmotic laxatives must be prescribed

with caution because of the risk of dehydration.

Case Dispensation

The patient described in the beginning of this article was

quickly triaged and roomed by

a medical assistant. The physi-

cian assistant did a brief assess-

ment of his appearance and vital

signs. The patient was tachy-

cardic, and his blood pressure was elevated. The physician

assistant used this information, along with the patient’s

description of the pain, to decide that the patient’s con-

dition was serious. The physician assistant did a thorough

abdominal examination and noted a left-of-midline pul-

satile mass above the umbilicus. The area was tender to

palpation. He immediately arranged to transfer the patient

to an ED for CT angiography, which revealed a dissecting

aorta.

Conclusion

Not every diagnosis will be clear or lifesaving. More often

than not, the patient will be sent home and will make a

full recovery. The keys to avoiding critical errors and

detecting potentially life-threatening problems are

obtaining a thorough medical history and conducting a

detailed physical examination, supplementing with the

appropriate diagnostic laboratory tests and imaging. Part

2 of this article will discuss the abdomen and pelvis in

women and delve more deeply into discharge care and

instructions. !
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“The diagnosis of constipation should
never be made in the urgent care setting
unless all other possible causes of pain

have been ruled out.”


