
PMH: Multiple small and 
large bowel diverticula → 
diverticular bleeds → SB 
perforation and resection.  
CAD - 80% stenosis LAD 
and RCA.  Biliary 
dyskinesia → 
cholecystectomy. Prostate 
Ca → prostatectomy 10y 
ago. Cecal adenoma → R 
hemicolectomy 10y ago. 
Hyperlipidemia. 
Depression. 

Meds: atorvastatin, 
ezetimibe, vitamin 
supplements, fluoxetine, 
not on ASA. 

Fam Hx: None. 

Soc Hx: 
Functional 
dependent. 
Navy veteran. 
Retired 16y 
ago. 

Health- 
Related 
Behaviors: 20 
pack/year 
history.  

Allergies: 
None. 

CC:  Abdominal pain

HPI:  79y M had chicken salad w/wife and 
woke up w/abrupt onset stabbing epigastric 
pain 2 days ago. Started epigastric region → 
radiates to whole abdomen in a couple of 
minutes. Constant, unremitting. Wife doesn’t 
have symptoms. No changes to diet habit. 

ROS: Nausea and 5-10 dark stools over past 2 
days. No blood no vomiting, no melena or 
hematochezia. No fevers, chills. Was able to 
drink a little bit and take meds. 

Vitals: T:36.7 HR:79 BP:113/67 RR: SpO
2
: 95% RA

Exam: 
Gen: Chronically ill appearing, mild distress, little bit anxious. 
HEENT: moist mucous membranes. 
CV: RR  Pulm: CTAB, no extra sounds. 
Abd: Not distended, tender more pronounced in epigastric region 
but generally throughout w/ minimum palpation. Involuntary 
guarding + peritoneal signs. 
Neuro: No meningismus. 
Extremities/Skin: No lower extremity edema. 

Notable Labs & Imaging: 
Symptom day 1: 
CT Abdomen + Pelvis no contrast: focal thickening of small bowel 
at the site of prior anastomosis, possible enteritis or inflammation 
related to adhesion. No free air or fluid collections. Few diverticula 
in small bowel, extensive in large bowel, no diverticulitis. 

Symptom day 2: Developed darker + more watery stools. No 
changes in pain - constant, stabbing, generalized to abdomen. 

Hematology: WBC: 19 (N 81%, Bands 12%, L 0%) Hgb:12 Plt:145    

Chemistry: Na:141  K:3.7 Cl:105 CO2:27 BUN:38 Cr:1.7 (baseline 
1.2) glucose:96 Ca:8.0 AST:23 ALT:14 Alk-P:40 T. Bili:0.8  
PT: 15.2 INR:1.2 Lactate: 1.1 CPK: 27 Amylase: 26, Lipase: normal. 

EKG: sinus tachycardia, old bifascicular block, no acute ischemic 
changes.  

Was taken to OR, Final Dx: Large diverticulum in small bowel 
w/intra abdominal perforation +  abscess  → Small bowel 
resection + drainage. 

Problem Representation: 79y M w/an extensive abdominal surgical 
history notable for multiple small and large bowel diverticula p/w 
stabbing epigastric pain, CT negative. 

Teaching Points (Rafa):
● APPROACHING ABRUPT AND CONSTANT EPIGASTRIC ABDOMINAL PAIN 

RADIATING TO THE WHOLE ABDOMEN 
- Abdominal pain: Acute? Subacute? Chronic? 

If really abrupt - obstruction,impaired  vascular structures ( MI, acute 
mesenteric ischemia d/t AF) , perforation (peritonitis - PE), arrhythmia

- Anatomical approach: Epigastric: esophagus (esophageal 
perforation?) ,stomach  (ruptured ulcer)

- Elderly patient - obstructive problem: prior surgeries/radiation 
(adhesions?), chronic constipation 

● PE: PERITONEAL SIGNS 
- Rule out  life-threatening conditions like MI - order an EKG! 
- Patient is stable - gather more information: x-ray,  labs  - when it 

comes to abdominal pain, to reach a diagnosis can be tricky! 
● LABS: LEUKOCYTOSIS WITH A LEFT SHIFT WITH NEUTROPHILIC 

PREDOMINANCE + ELEVATED Cr FROM BASELINE
- Acute process - inflammation: infection? (IMADE-autoimmune, 

malignancy, drugs, endocrinopathy)
- AKI - pre/intrinsic/post-renal? Check Cr baseline - if hydration 

resolves, pre-renal  cause d/t dehydration 
● CT SCAN SHOWING  FOCAL THICKENING OF SMALL BOWEL  

- No air - no perforation 
- Inflammation - infection? Enteritis (C diff - leukocytosis, dark watery 

stools)? Diverticulitis?
- Intussusception? Mesenteric ischemia?

DON’T RELY ONLY ON THE LABS/IMAGING: TRUST YOUR GUT/ PHYSICAL 
EXAM! - here the labs were not so concerning but it was a 
life-threatening condition. 
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