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ABSTRACT: Introduction: Acute abdomen
refers to an intra-abdominal pathology including
thoracic pathology, with an onset of less than one
week that may require urgent interventions, such as
surgery. The acute abdomen may be caused by an
infection, inflammation, vascular occlusion, or
obstruction. Imaging workup traditionally starts
with  abdominal radiography. Rapid initial
diagnosis and treatment of the acute abdomen are
crucial. The objectives of this study were to
identify the demographic characteristics, preferred
imaging modalities, operative diagnosis and
preoperative delay among patients presenting to the
emergency department with acute abdomen.
Methodology: This was a retrospective record
based study. The study was conducted at Kamineni
Institute of Medical Sciences Hospital, a tertiary
care teaching institute. Study period was from
January 2019 to December 2019. Data of patients
admitted to the Emergency Department with acute
abdomen and who were subsequently operated
upon were included. Cases with a history of
trauma, malignancy and conservatively managed
patients were excluded from the study.

Results: A total of 156 non-traumatic abdominal
emergencies were performed. The male to female
ratio was nearly 2:1(65.38% males and 34.62%
females. The most common diagnosis was hollow
viscous perforation 96 (61%). The most common
age group involved was 41-50 years with a mean
age of 26 years. The average length of stay of the
patients was 13.5 days. The most preferred imaging
investigation performed to arrive at diagnosis was
Ultrasonography combined with X-ray erect
abdomen (38.83%). X-ray erect abdomen in
combination with CT scan (24.72%) was the
second most preferred investigation. In 55% of the
cases surgery was started within 4 hours from time
of admission.

Conclusion: The most common cause of
emergency acute abdomen in our study was
perforated hollow viscous. The choice of imaging

modality is oriented by the clinical context and
guided by the institutional capabilities, safety and
cost-effectiveness of the available tests. We noticed
that the most preferred imaging investigation
performed to arrive at diagnosis  was
Ultrasonography combined with X-ray erect
abdomen. Majority of the surgeries were performed
within 4 hours of admission. Today the
combination of improved diagnostic procedures,
antibiotic and better anaesthesia and preoperative
and postoperative patient care has led to a decrease
in morbidity and mortality of patients with acute
abdomen.

KEYWORDS: Acute abdomen, Abdominal
radiographs, Abdominal perforation, Emergency
surgeries

I. INTRODUCTION

Acute abdomen refers to intra-abdominal
pathology, including thoracic pathology, with an
onset of less than one week that may require urgent
interventions, such as surgery. ) It is a condition
that demands urgent attention and treatment. The
acute abdomen may be caused by an infection,
inflammation,  hollow  viscous  perforations,
vascular occlusion or obstruction. The patient will
usually present with sudden onset of abdominal
pain and abdominal distension with / without
associated nausea or vomiting. Most patients with
an acute abdomen appear ill.? It is characterized
by the presence of severe abdominal pain
developing suddenly or over a period of several
hours and constitutes a significant percentage of
emergency admissions.® About 7% and 10% of
emergency department visits are for abdominal
pain.®®)

Abdominal pain is one of the most
common reasons for visit to the emergency room.
Acute appendicitis is the commonest cause. An
accurate diagnosis is essential for the correct
treatment, which in many cases will prevent the
death of the patient. Mainstay of diagnosis is
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history and clinical examination combined with
radiological evaluation. If this information is
inadequate to establish a diagnosis where urgent or
immediate operation can be delayed, the periodic
re-examination helps document the progression of
the disease and often avoids unnecessary surgical
intervention. Today the combination of improved
diagnostic  procedures, antibiotic and better
anesthesia and preoperative and postoperative
patient care has led to a decrease in morbidity and
mortality of patients with acute abdomen.

The common causes of an acute abdomen
include appendicitis, perforated peptic ulcer, acute
pancreatitis,  ruptured  sigmoid  diverticulum,
ovarian  torsion, volvulus, ruptured aortic
aneurysm, lacerated spleen or liver, and ischemic
bowel. ® Rapid initial diagnosis and treatment of
the acute abdomen are crucial. Evaluation and
treatment should be simultaneous. @

The ideal diagnostic imaging modality for
evaluation of acute abdominal pain in adult patients
at the emergency department should provide a
balance between the highest diagnostic value and
most accurate management changes on one hand,
and lowest radiation exposure, discomfort, and
duration of stay at the emergency department on
the other hand, while ultimately resulting in the
lowest cost to the health care system. “Imaging
workup  traditionally starts with abdominal
radiography.® Standard abdominal radiography
consists of three views, i.e, a supine abdominal
view combined with an erect chest film and an
upright abdominal view. ¢” Diagnostic ultrasound
is the preferred modality for cholecystitis, pediatric
appendicitis, ruptured ectopic, and ovarian
torsion.®The radiologist also plays a vital role in
determining the cause. Without providing a proper
history, the radiologist may not be sure what to
look for or what additional radiologic exams may
be needed.®

Emergency surgery has been defined as
immediate life-saving operation where
resuscitation is carried out simultaneously with
surgical treatment. ®An emergency procedure is
one being performed on a patient whose clinical
acuity is assessed by the clinician as requiring the
surgery within 24hrs or in less than 72 hours where
the patient is not physiologically stable enough to
be discharged from hospital prior to the required
surgery. @In developing countries it is not unusual
for emergency operations to be delayed beyond 48
hours. 9

I1. METHODOLOGY
This was a retrospective record based
study conducted at Kamineni Institute of Medical

Sciences Hospital, a tertiary care teaching institute.
Study period was from January 2019 to December
2019. All patients admitted to the Emergency
Department with complaints of pain abdomen and
who were subsequently operated upon during the
study period was included. Cases with a history of
trauma, malignancy and those which required to be
managed conservatively were excluded from the
study

e Results

A total of 156 non-traumatic abdominal
emergencies were performed. The male to female
ratio was nearly 2:1(65.38% males and 34.62%
females). Only one death was reported in the post-
operative period inside the hospital. The most
common age group involved was 41-50 years with
a mean age of 26 years. The average length of stay
(ALOS) of the patients was 13.5 days. The most
common diagnosis was perforated hollow viscous
96 (61 %). It was seen most commonly in the age
group of 41-50 years (34%) followed by 31-40
years (26%). The most preferred imaging
investigation performed to arrive at diagnosis was
Ultrasonography combined with X-ray erect
abdomen (38.83%). X-ray erect abdomen in
combination with CT scan (24.72%) was the
second most preferred investigation. In 55% of the
cases surgery was started within 4 hours from time
of admission.

I11. 1V OBESERVATIONS
Figure 1: GENDER
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Figure 2: AGE
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Figure 3: INVESTIGATION OF CHOICE FOR
ACUTE ABDOMEN
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Figure 4: OPERATIVE DIAGNOSIS
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Figure 5: PREOPERATIVE TIME
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1V. CONCLUSION

Acute abdomen refers to intra-abdominal
pathology, including thoracic pathology, with an
onset of less than one week that may require urgent
interventions, such as surgery. ) It is a condition
that demands urgent attention and treatment. The
acute abdomen may be caused by an infection,
inflammation,  hollow  viscous perforations,
vascular occlusion or obstruction. The patient will
usually present with sudden onset of abdominal
pain and abdominal distension with / without
associated nausea or vomiting. Most patients with
an acute abdomen appear ill.? It is characterized
by the presence of severe abdominal pain
developing suddenly or over a period of several
hours and constitutes a significant percentage of
emergency admissions.® About 7% and 10% of
emergency department visits are for abdominal
pain.?

Abdominal pain is one of the most
common reasons for visit to the emergency room.
Acute appendicitis is the commonest cause. An
accurate diagnosis is essential for the correct
treatment, which in many cases will prevent the
death of the patient. Mainstay of diagnosis is
history and clinical examination combined with
radiological evaluation. If this information is
inadequate to establish a diagnosis where urgent or
immediate operation can be delayed, the periodic
re-examination helps document the progression of
the disease and often avoids unnecessary surgical
intervention. Today the combination of improved
diagnostic  procedures, antibiotic and better
anesthesia and preoperative and postoperative
patient care has led to a decrease in morbidity and
mortality of patients with acute abdomen.

The common causes of an acute abdomen
include appendicitis, perforated peptic ulcer, acute
pancreatitis, ruptured sigmoid  diverticulum,
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ovarian  torsion, volvulus, ruptured aortic
aneurysm, lacerated spleen or liver, and ischemic
bowel. @ Rapid initial diagnosis and treatment of
the acute abdomen are crucial. Evaluation and
treatment should be simultaneous.

The ideal diagnostic imaging modality for
evaluation of acute abdominal pain in adult patients
at the emergency department should provide a
balance between the highest diagnostic value and
most accurate management changes on one hand,
and lowest radiation exposure, discomfort, and
duration of stay at the emergency department on
the other hand, while ultimately resulting in the
lowest cost to the health care system. “Imaging
workup traditionally starts with abdominal
radiography.® Standard abdominal radiography
consists of three views, i.e, a supine abdominal
view combined with an erect chest film and an
upright abdominal view. " Diagnostic ultrasound
is the preferred modality for cholecystitis, pediatric
appendicitis, ruptured ectopic, and ovarian
torsion.®The radiologist also plays a vital role in
determining the cause. Without providing a proper
history, the radiologist may not be sure what to
look for or what additional radiologic exams may
be needed.®
Emergency surgery has been defined as immediate
life-saving operation where resuscitation is carried
out simultaneously with surgical treatment. ®An
emergency procedure is one being performed on a
patient whose clinical acuity is assessed by the
clinician as requiring the surgery within 24hrs or in
less than 72 hours where the patient is not
physiologically stable enough to be discharged
from hospital prior to the required surgery. ®In
developing countries it is not unusual for
emergency operations to be delayed beyond 48
hours. (%
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