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Objectives

▪ Who’s The More Foolish:  The Fool or the Fool Who Follows Him?

▪ I’ve Got A Bad Feeling About This

▪ Don’t Be Too Proud Of This Technological Terror You’ve Constructed

▪ You’ll Find I’m Full Of Surprises

▪ Never Tell Me The Odds

▪ Your Eyes Can Deceive You

▪ Let’s Keep A Little Optimism Here

▪ Taking One Last Look At My Friends

▪ You’re All Clear, Kid, Now Let’s Blow This Thing And Go Home



Background

▪ Abdominal pain is the most common emergency department 

chief complaint in adult patients

▪ Responsible for more than 7 million ED visits / year

▪ Ultimately 25% of patients are diagnosed with “nonspecific 

abdominal pain”



▪ Mechanical/functional abnormalities of the 

lower esophageal sphincter (LES)

▪ Gastric contents reflux into the distal 

esophagus

▪ The mucosa of the esophagus is damaged

Gastroesophageal Reflux Disease (GERD)



Gastroesophageal Reflux Disease (GERD)

▪ Classic symptoms

• “Heartburn,” regurgitation

▪ Atypical manifestations

• Hoarseness, halitosis, chronic cough, chest pain

▪ Physical exam – benign; mild tenderness, no peritoneal signs



Gastroesophageal Reflux Disease (GERD)

▪ A working diagnosis can be made clinically

• Transient pain

• Provoking factors – large meals, eating at bedtime, increased 

intraabdominal pressure (obesity, pregnancy)

• History of irritants – smoking, ETOH, spicy foods



Gastroesophageal Reflux Disease (GERD)

▪ Confirming the diagnosis requires

• an upper endoscopy and direct visualization of damage

• perhaps esophageal manometry 

• ambulatory pH monitoring in pts with suspected dz refractory to meds, 

behavioral changes

▪ If one of your patients required an emergent scope, they’ve got other 

problems going on



Gastritis

▪ Gastric mucosa is in a constant 

state of renewal

▪ If damage overtakes the ability for 

gastric mucosa to heal, 

inflammation and injury can 

develop



▪ Gastric mucosa can be chronically inflamed

• Helicobacter pylori

• Autoimmune disease

▪ Gastric mucosa can be acutely injured

• Also Helicobacter pylori

• Meds – NSAIDs, aspirin

• Critical illness – CNS injury, burns

• Heavy ETOH consumption

• Radiation

Gastritis



▪ Epigastric pain / discomfort; usually nonradiating

▪ Bloating, early satiety, fullness, nausea, even vomiting

▪ Even GI bleeding

▪ Physical exam is benign; epigastric TTP w/o peritoneal signs

Gastritis



Gastritis

▪ A working diagnosis can be made clinically, assisted with labs

• Positive testing for H. pylori – serology, stool, or breath tests

• Pernicious anemia

o Anti-parietal cell antibody (>90% sensitive, 50% specific)

o Anti-intrinsic factor antibody (50% sensitive, 98% specific)

▪ But these are labs that are almost never ordered in the ED



Gastritis

▪ Confirming the diagnosis requires

• Endoscopy – does it look acute (erythema, erosions) or chronic 

(atrophy, flattened rugal folds, submucosal vessels)

• Perhaps even biopsy



When Gastritis Goes Hard – Peptic Ulcer Disease

▪ Chronic irritation overwhelming 

mechanisms of mucosal repair

▪ Defect through muscularis mucosae



▪ Gastric ulcers often affect 55-70 (“grandparents”)

• Duodenal ulcers often affect 30-55 y/o (“dads”)

▪ Risk factors:

• Helicobacter pylori

• NSAIDs

• Heavy ETOH

• Smoking

• Genetic factors

Peptic Ulcer Disease



▪ Epigastric pain / discomfort; unusually nonradiating

▪ Sometimes worse at night

▪ Textbook presentation:  > pain of gastric ulcers with food

▪ Physical exam is benign; epigastric TTP w/o peritoneal signs

Peptic Ulcer Disease



▪ A working diagnosis can be made clinically, assisted with labs

• Positive testing for H. pylori – serology, stool, or breath tests

• Anemia 

• Elevated gastrin level (Zollinger-Ellison syndrome)

▪ But the anemic patient with recurrent abdominal pain has more 

emergent diagnoses to consider than PUD

Peptic Ulcer Disease



Peptic Ulcer Disease

▪ Confirming the diagnosis requires

• Endoscopy

o benign (smooth, round edges, flat base) 

o malignant (ulcerated mass into center of ulcer, thickened/irregular margins)

• Perhaps even biopsy



Who’s The More Foolish:
The Fool or the Fool Who Follows Him?

▪ Patients may come in with a PMH of GERD, PUD, gastritis

• How was this determined?

• What other workups have been performed?

• In what setting?

• Do we have access to those workups?

▪ Have a healthy amount of suspicion



▪ Do not withhold abdominal pain meds; no evidence that analgesia → diagnostic errors

▪ “GI cocktail” / “pink lady” – depends on your practice, but usually:

• liquid antacid like aluminum hydroxide / magnesium hydroxide (Mylanta; Maalox brand d/ced)

• viscous lidocaine 

• sometimes Donnatal or other combination drug

o Atropine for anticholinergic effect of < gastric acid secretion

o Hyoscyamine for antispasmodic

o Scopolamine for antipasmodic

o phenobarbital (Donnatal) for analgesia – pregnancy Cat D, CP450 inducer

▪ No evidence that this cocktail is more efficacious for pain relief than liquid antacid alone

I’ve Got a Bad Feeling About This – Treating Abdominal Pain



▪ Proton pump inhibitor (PPI)

• Omeprazole, pantoprazole 

• Time to maximum effect – 24 hours to 4 days

• Pantoprazole bolus & infusion often given for GI bleed

▪ Histamine-2 receptor antagonist (H2RA)

• Famotidine, cimetidine

• Onset of action – 30 minutes if IV, 60 minutes in PO

Treating Abdominal Pain – Other Antacids



▪ Antispasmodics

• Dicyclomine / Bentyl – PO, IM

• Hyoscyamine / Levsin – PO, IV, ODT

▪ Increase GI motility

• Metoclopramide / Reglan – FDA approved for tx of gastroparesis (DM?)

Treating Abdominal Pain – Motility Drugs



▪ Morphine IV 0.05-0.1 mg/kg up to 10mg q15-20m

• Weight-based regimen is recommended by SAEM, Tintinalli’s, Rosen’s

• Titrate to pain relief or respiratory depression

• Modify dose for age, history of opioid tolerance, other comorbidities

▪ Consider fentanyl or hydromorphone (renal dysfunction?)

• Understand pharmacodynamics and polypharmacy issues

Treating Abdominal Pain – Opioids



▪ The resolution of abdominal pain with any of these pain 

medication does not mean the etiology is benign

▪ Does this patient’s emergent problem naturally have a self-

limited duration of pain?

▪ Does a sudden improvement of pain actually mean the problem 

is worse?

Don’t Be Too Proud of This Technological Terror You’ve Constructed



You’ll Find I’m Full of Surprises



You’ll Find I’m Full of Surprises

▪ This is an incomplete list



Never Tell Me The Odds – Higher Risk Patients



▪ CBC

▪ CMP (or BMP + LFTs… can get Total & Direct Bilirubin)

▪ Lipase

▪ UA

▪ HCG

▪ Beta-hydroxybutyrate if concerned about DKA

▪ Lactate (tissue perfusion?)

▪ Stool guaiac / hemoccult

Your Eyes Can Deceive You – Labs



▪ Plain radiographs – poor sensitivity but can be done quickly and 

see obvious badness

▪ CT – IV contrast, angiography?

▪ US

Imaging



Let’s Keep A Little Optimism Here –
Emergency Diagnoses to Not Miss



Emergency Diagnoses to Not Miss



Emergency Diagnoses to Not Miss





▪ Every acute abdominal pain patient gets a repeat abdominal 

exam

▪ Every EKG gets a second EKG

Taking One Last Look At My Friends



▪ Understand when patients with normal-ish workups still may 

need to get consulted / admitted

• High risk chest pain

• Normal biliary US with persistent pain (especially if > LFTs)

• Female pelvic pain with large cysts but a normal pelvic ultrasound

You’re All Clear, Kid, Now Let’s Blow This Thing And Go Home



▪ Your discharge diagnoses should reflect the things that you objectively found

▪ Sometimes the diagnosis is just “abdominal pain” and that’s OK

▪ Also include:

• Abnormal vital signs, especially “elevated BP without diagnosis of hypertension” (R03.0)

• Lab abnormalities:  “anemia,” “elevated LFTs,” “hematuria”

• “Abnormal imaging findings”

▪ If you definitively diagnose someone with a benign condition that you can’t actually 

diagnose, will it seem to the patient that you have excluded other more serious problems?

Discharge Diagnoses



▪ There are often pre-printed discharge instructions for 

• Abdominal pain

• Incidental abnormal imaging finding

• The different lab abnormalities

▪ You may think it’s GERD / PUD / gastritis

• It’s OK to give those discharge instructions and even recommend meds that may help

• Make it clear that this is just one possible diagnosis and not a definitive diagnosis

Discharge Instructions



▪ Every patient needs a plan for follow up

▪ There are more tests that may need to be done; just not in the ED

▪ The plan has to make sense for the patient’s circumstances

• Consider admission, consultation, referral for patients with social determinants 

of health or other issues affecting their ability to follow up

▪ Patients should return in 8-12 hours if not clearly improved

Follow Up
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Questions?

WE’RE HAPPY TO HELP

(before some closing slides)



www.totalem.org
PA Chip Lange (rural EM & POCUS guru) and PA Mike Sharma (urban/ 

suburban EM & Army veteran) go chapter-by-chapter on ATLS standards, 

tell tales, and look ahead to emerging trends in trauma care.

(It's a work in progress.)



2view.fireside.fm



▪ We cannot definitively dx GERD / PUD / gastritis in the standard ED 

patient

▪ Don’t let a “history” of these conditions this mislead you

▪ Please treat the patient’s pain

• However, resolution of pain doesn’t mean that a bad problem is excluded

▪ Keep a broad differential and understand who your risky patients are

Conclusion



▪ Understand the limitations of your diagnostics

▪ Repeat your physical exam, document findings, and be prepared to change 

your plan

▪ Everyone needs a follow-up outpatient visit, if not a repeat exam in the ED

• The plan has to make sense for the patient’s circumstances

• Document in their discharge instructions that they are to come back in 8-12 hours if 

their acute abdominal pain is not improved or worsened, or if there are any new or 

worsening symptoms

Conclusion
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