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PMHX – past medical hisotry

PSHX – past surgical history



Pain assessment allows the clinician to track the patients response to treatment such 

as analgesia. A detail description can also be helpful in identifying the pathology that 

is required to be collected. Pain can be more difficult to assess in the elderly patient, 

as it may be diffuse. Try not to be swayed by patient’s explanations for their pain, 

they may lead you down the wrong track. 



High-Yield Historical Questions

1. How old are you? Advanced age means increased risk.

2. Which came first—pain or vomiting? Pain first is worse ( , more likely to be caused by 
surgical disease).

3. How long have you had the pain? Pain for less than 48 hours is worse.

4. Have you ever had abdominal surgery? Consider obstruction in patients who report 
previous abdominal surgery.

5. Is the pain constant or intermittent? Constant pain is worse.

6. Have you ever had this before? A report of no prior episodes is worse.

7. D o you have a history of cancer, diverticulitis, pancreatitis, kidney failure, gallstones, or 
inflammatory bowel

disease? All are suggestive of more serious disease.

8. Do you have human immunodeficiency virus (HIV)? Consider occult infection or 
drugrelated pancreatitis.

9. How much alcohol do you drink per day? Consider pancreatitis, hepatitis, or cirrhosis in 
patients with history or

signs of significant intake.

10. Are you pregnant? Test for pregnancy—consider ectopic pregnancy.

11. Are you taking antibiotics or steroids? Effects of these drugs may mask infection.

12. Did the pain start centrally and migrate to the right lower quadrant? High specificity for 
appendicitis.

13. D o you have a history of vascular or heart disease, hypertension, or atrial fibrillation? 
Consider mesenteric ischemia

and abdominal aneurysm.

From Colucciello SA, Lukens TW, Morgan DL: Abdominal pain: An evidence-based 
approach.Emerg Med Pract 1:2, 1999.

Red Flags from the elicited History

(should raise the index of suspicion of more serious causes)

• Pain that:

– Is steady, severe and progressing pain
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Pt may require postural BP and HR – document any postural dizziness.
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When documenting, use these to describe the patients general appearance. Patients 

that lie very still with shallow breathing should be assessed for an acute abdomen.



Visceral pain – stretching of the peritoneum or organ capsule



Scars – could indicate previous surgery or trauma – old scars are usually white new 

scars are red/pink.

Stomata – colostomy, ileostomy,ileal conduit

7 F’s of distension – fat, fluid, fetus, flatus, faeces, ‘filthy’ big tumor, ‘phantom’ 

pregnancy.

Local swelling – enlargement of the one of the abdominal organs

Veins – portal hypertension

Pulsations – AAA 

Peristalsis – could be normal in thin patients – intestinal obstruction

Skin lesions – herpes/sister Joseph nodule

Discolouration – cullens / grey turner



Absent bowel sounds can only be documented if not present for 4 mins and this is 

from a paralytic ileus

Obstructed bowel sounds – louder and higher pitch with a tinkling quality due to the 

presence of air and liquid. 
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Each region can be palpated – regions can also be used to document the location of 

tenderness



16



17



Rovsings sign – pressure over the descending colon produces rebound tenderness in 

the RLQ
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