Assessment
and management
Initial approach to the child
with acute abdominal pain
The assessment of the child with possible
abdominal pain can follow the pattern of:
1. Primary survey and stabilisation
– Airway
–

Breathing

–

Circulation

–

Disability (neurological)

–

Exposure

–

(DEFG = Don’t Ever Forget Glucose).

2. Consider pain relief.1,2
3. A targeted history (See the flowchart
on page 5).
4. Detailed examination.
5. Appropriate investigations.
6. Treatment/disposition/follow-up.
The answers to the questions in the following
flowchart should be found during the assessment.
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Abdominal pain3,4
Any history of significant trauma

Yes

See trauma guidelines

Yes

Surgical consultation

Yes

Consider urinary tract infection
(see UTI guidelines)

Yes

Consider gastroenteritis
(see gastroenteritis guidelines)

Yes

Consider pneumonia

Yes

Consider constipation

No

Bile–stained vomiting
Bloody stool
Localised tenderness
Distension
Guarding
Rebound tenderness
Palpable mass
inguinoscrotal pain or swelling

No

Positive urine dipstick for leukocyte
esterase or nitrites, or pyuria/
bacteruria on miscrosopy

No

Diarrhoea +/– vomiting/fever

No

Fever +/– tachypnoea,
recession, cough, chest pains

No

Firm stool palpable in lower abdomen

No

Consider less common diagnoses
(see following text)
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Adapted from The Royal Children’s Hospital Melbourne
Clinical Practice guideline, http://www.rch.unimelb.edu.au/
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Background on questions
asked in the flowchart
Is there evidence of trauma?
■
■

If there is a known history of trauma then
local trauma guidelines should be followed.
If the child is a victim of non-accidental
injury then the history may be misleading.
One must consider this diagnosis and look
for telltale bruising and/or fractures
and/or burns.

Is the child in shock or
severely dehydrated?
A shocked infant/small child will usually have
pallor, lethargy, tachycardia and peripheral shut
down (ie capillary refill > two seconds, cold
mottled peripheries). Hypotension is a late
and preterminal sign of shock in children.
Do not wait for this before commencing
fluid therapy.

■
■

Through the thin-walled abdomens of infants
and small children, one may be able to see
■
■

■
■

look for scars
swellings at the site of hernial orifices
and of the external genitalia.

NB: In a child with acute abdominal pain
and vomiting, gastroenteritis should be a
diagnosis of exclusion.

Does the child have peritonitis?
Signs consistent with peritonitis include:
■
■
■
■

This means a definite green colour in the vomit.
Sometimes gastric contents can have a yellow
tinge. This is not bile staining.

■

Bile-stained vomiting means
mechanical bowel obstruction until
proven otherwise.
It may be due to volvulus and bowel
ischaemia and therefore requires
immediate assessment.

■

■

visible distended loops of bowel
visible peristalsis.

When thinking about a cause for
the obstruction:

Is there bile-stained vomiting?

■

abdominal distension
increased bowel sounds.

■

■
■
■
■

refusal/inability to walk
slow walk/stooped forward
pain on coughing or jolting
lying motionless
decreased/absent abdominal wall
movements with respiration
abdominal distention
abdominal tenderness –
localised/generalised
abdominal guarding/rigidity
percussion tenderness
palpable abdominal mass (see question
below)
bowel sounds – absent/decreased (peritonitis)
associated non-specific signs –
tachycardia, fever.

Does the child have any other
indicators of intestinal obstruction?

■

Signs and symptoms of obstruction in children
are very similar to those of adults:

Symptoms and signs of acute abdominal
pathology may be masked by an altered level
of consciousness/the presence of shock.
Repeat examination after resuscitation or an
appropriate interval.

■
■
■
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vomiting
colicky abdominal pain
absence of normal stooling/flatus
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Does the child have other
abdominal tenderness?
This is tenderness not associated with
peritonitis. ls the tenderness located in the
abdominal wall or the abdominal cavity?
Is it localised or generalised?

Is there an abdominal mass?
Signs of an abdominal mass should focus on:
site, mobility, tenderness, potential relationship
to the intestine, mesentery, liver, spleen,
pancreas, kidneys or pelvic organs. Examples
of conditions with abdominal masses include
intussusception (sausage shaped) or neoplasm
(eg neuroblastoma).

Does the child have a known
congenital or pre-existing condition
that may be related to the abdominal
symptoms and signs?
For example:
■
■
■
■
■
■
■

previous abdominal surgery (adhesions)
nephrotic syndrome (primary peritonitis)
mediterranean background (familial
mediterranean fever)
hereditary spherocytosis (cholethiasis)
cystic fibrosis (meconium ileus equivalent)
cystinuria
porphyria.

Is there jaundice?
Does the bowel action contain blood?
■

■
■

Blood mixed with stools may indicate
infective diarrhoea. The presence of blood
makes it more likely to be bacterial. Ask
about travel history and recent antibiotic
therapy (pseudomembranous colitis).
Blood mixed with mucus (redcurrant jelly)
suggests intussusception.
Altered blood (meleana) suggests upper
gastrointestinal bleeding.

Other conditions where there can be abdominal
pain associated with blood in the stools include:
■
■
■
■

Inflammatory bowel disease
midgut volvulus (shocked child)
henoch schonlein purpura
haemolytic uremic syndrome.

Hepatitis may present with pain due to liver
swelling. Rarely children may have a painful
obstructive jaundice (eg choledochal cyst).

If the patient is a male, could he
have torsion of the testis?
This pain can often be referred to the
abdomen. This is a surgical emergency and
if suspected, the appropriate surgeon should
be consulted immediately.

Is the patient a
post-menarchal female?
Has the adolescent started her periods? If so
when was the last normal menstrual period?
Is she sexually active? (Ask the patient on
her own).
Suggest a pregnancy test. (Ectopic pregnancy is
a life threatening disorder).
A post-menarchal adolescent girl is
pregnant until proven otherwise.
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