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BACKGROUND

Abdominal pain is a symptom of many 
different conditions, ranging from acute 
self-limiting problems to life threatening 
conditions such as ruptured 
appendicitis and bowel obstruction. 



AETIOLOGY

• Abdominal pain does not only arise from the GI tract but 
also from the cardiovascular and musculoskeletal 
system. 
→ Therefore the aetiology of abdominal pain is dependent 

on its cause. 

• GI tract causes include poor muscle tone leading to 
reflux (e.g. lower oesophageal sphincter incompetence), 
infections that cause peptic ulcers (from H. pylori) and 
mechanical blockages causing renal and biliary colic.  

• Cardiovascular causes include angina and myocardial 
infarction whereas musculoskeletal problems often 
involve tearing of abdominal muscles.





Anatomic
al location 
of organs 
and 
conditions 
that can 
cause 
abdominal 
pain.

Salpingitis 
is inflammation of 
the fallopian tubes, 
caused by 
bacterial infection



CONDITIONS AFFECTING THE UPPER ABDOMEN 
DYSPEPSIA/GASTRITIS
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Patients with dyspepsia present with a range of 
symptoms that commonly involve vague abdominal 
discomfort (aching) above the umbilicus associated 
with belching, bloating, flatulence, feeling of fullness 
and heartburn. 

It is normally relieved by antacids and aggravated by 
spicy foods or excessive caffeine. Vomiting is unusual.



CONDITIONS AFFECTING THE UPPER ABDOMEN 
MYOCARDIAL ISCHAEMIA

• Angina and myocardial infarction (MI) cause chest pain that 
can be difficult to distinguish initially from 
epigastric/retrosternal pain caused by dyspepsia.

• Pain of cardiovascular origin often radiates to the neck, jaw 
and inner aspect of the left arm. 

• Typically, angina pain is precipitated by exertion and subsides 
after a few minutes once at rest. 

• Pain associated with Ml will present with characteristic deep 
crushing pain .

•  The patient will appear pale, display weakness and be 
tachycardia. 



CONDITIONS AFFECTING THE UPPER ABDOMEN 
ACUTE CHOLECYSTITIS AND CHOLELITHIASIS

• Cholelithiasis (presence of gall stones in the bile 
ducts, also called biliary colic) is the more 
common presentation.

•  Typically, the pain lasts for more than 30 minutes, 
but less than 8 hours, is colicky in nature and often 
severe. 

• Nausea and vomiting are often present. Classically, 
the onset is sudden, starts a few hours after a meal 
and frequently awakens the patient in the early 
hours of the morning.

---------------------------------------------------------------

• Acute cholecystitis (inflammation of the gall 
bladder) symptoms are similar but also associated 
with fever and abdominal tenderness. The pain 
may radiate to the tip of the right scapula. 

• The incidence of both increases with increasing 
age and is most common in people aged over 50. It 
is also more prevalent in women than in men. Right upper quadrant pain



CONDITIONS AFFECTING THE LOWER ABDOMEN 
IRRITABLE BOWEL SYNDROME

• Pain is most often observed in the left lower 
quadrant; however, the discomfort can be 
vague and diffuse and about one-third of 
patients exhibit upper abdominal pain. 

• The pain is described as ‘cramp-like’ and is 
recurrent.

•  Alternating diarrhoea and constipation and 
mucous coating the stools is also often present.



• Classically, the pain starts in the mid-abdomen 
region, around the umbilicus, before migrating 
to the right lower quadrant after a few hours, 
although right-sided pain is experienced from 
the outset in about 50% of patients. 

• The pain of appendicitis is described as 
colicky or cramp-like but after a few hours 
becomes constant. 

• Movement tends to aggravate the pain and 
vomiting might also be present.

• Appendicitis is most common in young adults, 
especially in young men.

CONDITIONS AFFECTING THE LOWER ABDOMEN 
APPENDICITIS



PAIN AFFECTING BOTH RIGHT AND LEFT UPPER 
QUADRANTS
RENAL COLIC

• Urinary calculi (stones) can occur anywhere in the urinary 
tract, although most frequently stones get lodged in the 
ureter.

• Pain begins in the loin, radiating around the flank into the 
groin and sometimes down the inner side of the thigh.

• Pain is very severe and colicky in nature. Attacks are 
spasmodic and tend to last minutes to hours and often leave 
the person prostrate with pain. 

• The person is restless and cannot lie still. 

• Symptoms of nausea and vomiting might also be present. 

• It is twice as common in men than in women and usually 
occurs between the ages of 40 and 60 years old.



CONDITIONS AFFECTING WOMEN 
(OTHER THAN PERIOD PAIN)

Generalised lower abdominal pain can be experienced in a number of 
gynaecological conditions:

➢Ectopic pregnancy: these are usually experienced between weeks 5 and 
14 of the pregnancy. Patients suffer from persistent moderate to severe 
pain that is sudden in onset. Referred pain to the tip of the scapula is 
possible. Most patients (80%) experience bleeding that ranges from 
spotting to the equivalent of a menstrual period. Diarrhoea and vomiting 
is often also present.

➢Salpingitis (inflammation of the fallopian tubes): occurs predominantly 
in young, sexually active women, especially those fitted with an IUD. 
Pain is usually bilateral, low and cramping. Pain starts shortly after 
menstruation and can worsen with movement. Malaise and fever are 
common.

➢Endometriosis: patients experience lower abdominal aching pain that 
usually starts 5 to 7 days before menstruation begins and can be constant 
and severe. The pain often worsens at the onset of menstruation. Referred 
pain into the back and down the thighs is also possible.







GASTROENTEROLOGY

IRRITABLE BOWEL SYNDROME
(IBS)



AETIOLOGY

•No anatomic cause can be found.
 Many factors can contribute to disease expression 

and include motility dysfunction, diet and 
genetics (In a small proportion of cases 
symptoms appear after bacterial gastroenteritis). 
•Psychological factors also influence symptom 

reporting (stress or depression).
•Symptoms of diarrhoea and constipation appear 

to be linked with hyperactivity of the small 
intestine and colon in response to food ingestion 
and  parasympathomimetic drugs. 
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EVIDENCE BASE FOR OVER-THE-COUNTER MEDICATION
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•Before medicines are recommended it might be useful to 
discuss if stress is a factor and if this can be avoided. 
•Dietary modification has shown to be effective for some 

patients. Suspected food products must be excluded 
from the diet for a minimum of 2 weeks and then 
gradually reintroduced to determine if the food item 
triggers symptoms.
•Antispasmodics are considered first-line 

pharmacological intervention for IBS, these include 
mebeverine, alverine, hyoscine and peppermint oil. 
•Bulk-forming and stimulant laxatives can be used to 

treat constipation-predominant IBS and loperamide for 
diarrhoea-predominant IBS. 
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CONSTIPATION

•Constipation is defined as difficult or infrequent 
passage of stool, at times associated with straining or a 
feeling of incomplete defecation.

• In Western populations 90% of people defecate between 
three times a day and once every 3 days. 

•However,  many people still believe that anything other 
than one bowel movement a day is abnormal.

•Underlying causes of constipation should be identified 
when possible and corrective measures taken (eg, 
alteration of diet or treatment of diseases such as 
hypothyroidism).



CONSTIPATION
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The foundation of treatment
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DIARRHOEA
✓Diarrhoea can be defined as an increase in frequency of the passage of soft or 

watery stools relative to the usual bowel habit for that individual. It is not a disease 
but a sign of an underlying problem such as an infection or gastrointestinal
disorder. 

It can be classed as:

→Acute (less than 7 days),

→ Persistent (more than 14 days) 

→ Chronic (lasting longer than a month). 

----------------------------------------------------------

✓Most patients will present to the pharmacy with a self-diagnosis of acute diarrhoea.

✓Management of diarrhea focuses on preventing excessive water and electrolyte 
losses, dietary care, relieving symptoms, treating curable causes, and treating 
secondary disorders.

✓Bismuth subsalicylate is marketed for indigestion, relieving abdominal cramps, and 
controlling diarrhea, including traveler’s diarrhea, but may cause interactions with 
several components if given excessively.



DIARRHOEA
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Oral rehydration 
solution (ORS)



GASTROENTEROLOGY

HAEMORRHOIDS



PREVALENCE AND EPIDEMIOLOGY
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• Haemorrhoids (piles) are the most common problem affecting 
the anorectal region. 

• The exact prevalence of haemorrhoids is unknown but it is 
estimated that one in two people will experience at least one 
episode at some point during their lives. 

• Haemorrhoids can occur at any age but are rare in children 
and adults under the age of 20. 

• It affects both sexes equally and is more common with 
increasing age; especially in people aged between 45 to 65 
years of age. 

• There is a high incidence of haemorrhoids in pregnant 
women.



AETIOLOGY
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• The cause of haemorrhoids is probably multifactorial with anatomical 
(degeneration of elastic), physiological (increased anal canal pressure) 
and mechanical (straining at stool} processes implicated. 

• Haemorrhoids have been traditionally described as engorged veins of the 
haemorrhoidal plexus. The analogy of varicose veins of the anal canal is 
often used but is misleading. 

• Current thinking favours the theory of prolapsed anal cushions.
• Anal cushions are 3 consistently placed submucosal vascular plexuses formed 

by anastomosis of rectal veins within anal columns.

• Anal cushions maintain fine continence and are submucosal vascular 
structures suspended in the canal by a connective tissue framework 
derived from the internal anal sphincter and longitudinal muscle. 

• Within each of the three cushions is a venous plexus that is fed by 
arteriovenous blood supply. Veins in these cushions fill with blood when 
sphincters inside them relax and empty when the sphincters contract. 

• Fragmentation of the connective tissue supporting the cushions leads 
to their descent. 

• The prolapsed anal cushion has impaired venous return resulting in 
venous stasis and inflammation of the cushion's epithelium.



Macroscopic anatomy of anal canal
REFERENCE : https://www.kenhub.com/en/library/anatomy/the-anal-canal



AETIOLOGY (Haemorrhoids classification)
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• Haemorrhoids are classified 
as either internal or external.  
This distinction is an 
anatomical one. 

• Superior to the anal sphincter 
there is an area known as the 
dentate line. At this junction 
epithelial cells change from 
squamous to columnar 
epithelial tissue.

•  Above the dentate line 
haemorrhoids are classed as 
internal and below, external. 





AETIOLOGY (Internal Haemorrhoids Grades) 
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• Internal haemorrhoids are graded according to 
severity: grade I, do not prolapse out of the anal 
canal; grade II, prolapse on defecation but reduce 
spontaneously; grade III, require manual 
reduction; and grade IV, cannot be reduced. 



ARRIVING AT A DIFFERENTIAL DIAGNOSIS
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• In the first instance most patients with anorectal symptoms will 
self-diagnose haemorrhoids and often self-treat due to 
embarrassment about symptoms. 

• Bleeding tends to cause the greatest concern and often instigates 
the patient to seek help. 

• Invariably, rectal bleeding is of little consequence but should be 
thoroughly investigated to exclude sinister pathology. 

• A number of haemorrhoid –specific questions should always be 
asked



CLINICAL FEATURES OF HAEMORRHOIDS

• Symptoms experienced by the patient are dependent upon the 
severity or type of haemorrhoid and can include bleeding, perianal 
itching, mucus discharge and pain. 

• Often patients are asymptomatic until the haemorrhoid prolapses.
• Any blood associated is bright red and is most commonly seen as 

spotting around the toilet pan, streaking on toilet tissue or visible on 
the surface of the stool. 

• Symptoms are often intermittent and each episode usually lasts 
from a few days to a few weeks.

• Internal haemorrhoids are rarely painful, whereas external 
haemorrhoids often cause pain due to the cushion becoming 
thrombosed. 

• Pain is described as a dull ache that increases in severity when the 
patient defecates leading to patients ignoring the urge to defecate.  

• This can then lead to constipation, which in turn will lead to more 
difficulty in passing stools and further increase the pain associated 
with defecation.



CONDITIONS TO ELIMINATE

➢Dermatitis→ dermatitis often caused by toiletries or even threadworm 
infection.
➢Medication → medicines that are prone to causing constipation.
➢Conditions causing rectal bleeding:

✓Anal fissure→ Pain can be intense on defecation and can last between 
a few minutes and a few hours after defecation. Bright red blood is 
commonly seen. 
✓Ulcerative colitis and Crohn's disease → These tend to be stools that 

are watery, abdominal pain in the lower left quadrant, weight loss and 
fever. 
✓Upper Gl bleeds→ The color of the stool is related to the rate of 

bleeding. Stools from GI bleeds can be:
→Tarry (indicating a bleed of 100 to 200 mL of blood) 
→ Black (indicating a bleed of 400 to 500 mL of blood
✓Colorectal cancer→ Colorectal bleeds depend on the site of tumor, for 

example sigmoid tumors lead to bright red blood in or around the stool. 
Any patient over 40 years of age with persistent rectal bleeding and a 
change of bowel habit must be urgently referred. 
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EVIDENCE BASE FOR OVER-THE-COUNTER MEDICATION
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Diet
•Patients should try to eat more fruit, vegetables, bran, and 

whole meal bread. 
• If this is not possible then fibre supplementation with a 

bulk-forming laxative could be recommended. 
•Bulk-forming laxatives will take 2-3 days to relieve 

constipation and may take up to 6 weeks to improve 
symptoms of haemorrhoids.

Pharmacological Intervention
→ Anaesthetics (lidocaine, benzocaine and cinchocaine)
→Astringents (allantoin, bismuth, zinc, Peru balsam)
→ Anti-inflammatories (hydrocortisone)



SUMMARY

• With so little data available on effectiveness of 
pharmacological interventions. 

• It is impossible to say whether any product is a credible 
treatment for haemorrhoids, and many medical authorities 
regard them as little more than placebos. 

• Until such time, it seems prudent to recommend products 
containing a local anaesthetic or hydrocortisone as they do 
have proven effectiveness in other similar conditions.

• Treatment should only be recommended to patients with mild 
haemorrhoids. 

• Any person complaining of prolapsing haemorrhoids, which 
need reducing by the patient should be referred, because 
these patients might require non-surgical intervention with 
sclerotherapy or rubber band ligation. 

• If these fail to cure the problem then a haemorrhoidectomy 
might be performed.
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