
 

 

 

 

 

ABDOMINAL PAIN IN THE ELDERLY 

 

“Sixty Years Ago”, oil on canvas, c. 1880, John Atkinson Grimshaw 

 

“The past is a foreign country: they do things differently there”. 

 

L.P Hartley, “The Go Between”, 1953. 

 

As patients grow older they no longer present the way in which they used to - they 

present so differently in fact, it is as if their past were a foreign country!   

 

 

 

 



ABDOMINAL PAIN IN THE ELDERLY 

 

Introduction 

 

Abdominal pain in the elderly presents a number of diagnostic challenges in the 

Emergency Department. 

 

There is no widely accepted consensus on the definition of an “elderly” age group but an 

age greater than 60 years is generally accepted as a reasonable threshold where important 

differences in the assessment of patients with abdominal pain will exist. 1 

  

It is important to appreciate that with respect to abdominal pain in the elderly: 

 

1. There is a high rate of misdiagnosis in this age group.  

 

● Many elderly patients with serious pathology initially are misdiagnosed 

 with benign conditions such as gastroenteritis or constipation, these should 

 be diagnoses of exclusion in the elderly.   

 

2. Adverse outcomes remain higher in this age group.  

 

● Morbidity and mortality among older patients presenting with acute 

 abdominal pain are high. 

 

3. Patients more commonly present relatively late. 

 

4. Elderly patients have a high incidence of asymptomatic underlying pathology, 

such as cholelithiasis, abdominal aortic aneurysm and diverticulosis. 

 

5. The incidence of surgical disease is high in elderly patients who present with 

 acute abdominal pain.  

 

● Additionally elderly patients require surgical intervention more often 

 when compared to younger age groups. 

 

6. Signs and symptoms are often not as “classic” when compared to younger age 

groups. They are often much vaguer and more non specific.  

 

7.  Normal physiological inflammatory and cardiovascular responses to disease are 

often suppressed in the elderly.   

 

8. The threshold for biochemical and radiological imaging must be relatively lower 

than in younger age groups. 

 

9. The index of suspicion of significant underlying disease must remain high in 

elderly patients. 

 



10. The threshold for hospital admission must be lower than in younger age groups, 

particularly for those cases of recurrent presentation. 

 

Abdominal imaging plays a critical role in the workup of elderly patients with 

abdominal pain because of the relative unreliability of history, examination and 

blood test findings. 

 

Even though advanced imaging (ultrasound, CT scanning, CT angiography) has 

greatly improved diagnostic accuracy, compared to previous decades when these 

modalities were not readily available, the risk for adverse outcome in this patient 

population still remains high.  

 

Screening abdominal CT scanning (even without contrast) is a far superior 

investigation to the traditional plain abdominal x-ray. 

 

While there may be concerns regarding the extra radiation that screening of this 

nature incurs these are far outweighed by the risk of missing serious pathology in 

this age group.  

 

See also separate documents on: 

 

● Undifferentiated Abdominal Pain (in Clinical Presentations folder)  

 

● Mesenteric Ischemia (in General Surgery folder)  

 

● Constipation in Adults (in Clinical Presentations folder) 

 

Pathophysiology 

 

Multiple risk factors contribute to diagnostic difficulty, and a high incidence of serious 

pathology in elderly patients who present with abdominal pain. 

 

These risk factors include: 

 

1. Immunosuppression: 

 

● Immune responses are less in the elderly. 

 

2. Altered physiological responses to disease: 

 

● Fever and tachycardia may not be seen in elderly patients.  

 

● White cell or inflammatory marker elevation may not be seen in elderly 

 patients. 

 

3. Co-morbidities: 

 



Significant co-morbidities contribute to increased risk for serious abdominal 

pathology: 

 

Examples include:  

 

● Cardiovascular disease and:  

 

♥ Mesenteric ischemia syndromes. 

 

  ♥ Abdominal aortic disease 

 

  ♥ AF and embolic disease. 

 

● Diabetes mellitus: 

 

  ♥ Intra-abdominal sepsis/ suppressed immunity 

 

 ● Malignancies. 

 

4. Medications: 

 

● Many patients will be on antiplatelet or anticoagulant agents, 

predisposing to bleeding conditions such as retro-peritoneal hematoma.  

 

● Many will be on anti-inflammatory or immunosuppressive (including 

steroid) agents.    

 

5. Previous abdominal surgery: 

 

● Small bowel obstruction is most commonly caused by adhesions from 

 previous surgery 

 

5. Communication impairment:  

 

● In patients with confusion and dementia, history will necessarily be less 

reliable, or indeed frequently non-existent.  

 

Specific conditions 

 

The causes of acute abdominal pain in older patients are similar to younger patients; 

however, many disease processes occur relatively more commonly in elderly patients. 

 

The following specific conditions need to be considered. All are more common in the 

elderly:  

 

1. Biliary tract disease:   

  



● Both calculus and acalculus cholecystitis and complicating and ascending 

 cholangitis are more frequent in the elderly.   

 

 ● Approximately 30-50 % of patients older than 65 years have gallstones. 1 

 

2. Bowel obstruction 

 

 ● Previous abdominal surgery   

 

● Note that gallstone ileus is a rare but important cause of small bowel 

 obstruction in older patients.  

 

The classic presentation is of the triad of: 

 

♥ Small bowel obstruction 

 

♥ Air in the biliary tree 

 

♥ Calculus on imaging.  

 

3. Mesenteric ischemia: 

 

● Suspect especially in patients with AF, and where pain seems out of 

 proportion to the physical findings. 

 

 ● Solid organ embolic disease may also occur in patients with A.F   

 

4. Abdominal aortic aneurysm: 

 

 ● This is almost exclusively a disease of the elderly   

 

 Suspect this if back pain is prominent, or if the patient has extensive 

vascular disease or there has been a past history of aortic surgery. 

 

5. Pancreatitis:  

 

 ● Morbidity and mortality are much higher in the elderly with this condition.  

 

6. Gastroenteritis: 

 

● Gastroenteritis should be a diagnosis of exclusion in elderly patients with 

 vomiting and diarrhea. Vomiting and diarrhea can be caused by many 

 illnesses. 

 

Note that even when more dangerous conditions have been excluded, 

gastroenteritis can cause serious morbidity in elderly patients. 

 

7. Peptic ulcer disease: 



 

● Many elderly patients take NSAIDs   

 

 Users of NSAIDs are 5-10 times more likely to develop PUD than non-

 users. 

 

8. Malignant conditions (far more common) 

 

● Among elderly patients discharged from the ED with a diagnosis of non-

 specific abdominal pain, approximately 10% eventually are diagnosed 

 with an underlying malignancy. 1 

 

9. Hollow viscus perforations (from any cause) 

 

10. Diverticulitis: 

 

● The incidence of diverticulosis rises with age, and the incidence 

 diverticulitis rises accordingly.  

 

11. Appendicitis:  

 

 ● Although less common, appendicitis can occur in the elderly. 1 

 

 Only approximately 10% of cases of acute appendicitis occur in patients 

 older than 60 years, whereas one half of all deaths from appendicitis occur 

 in this age group. 

 

The rate of perforation in elderly patients is approximately 50%, five times 

higher than in younger adults. This is largely because 75% of elderly 

patients wait more than 24 hours to seek medical attention. 

 

The diagnosis can be difficult to make, since more than one half of 

patients in this age group do not present with fever or leukocytosis.  

 

Further confusing the picture, approximately one third do not localize pain 

to the right lower quadrant, and one fourth do not have appreciable right 

lower quadrant tenderness 

 

Only 20% of elderly patients present with anorexia, fever, right lower 

quadrant pain, and leukocytosis. The initial diagnosis is incorrect in 40-

50% of patients in this age range. 

 

All of the above factors contribute to delayed diagnosis and high 

complication rates 

 

Common more benign conditions such as constipation, UTI, renal colic and 

gastroenteritis can of course occur in the elderly, but these must largely remain diagnoses 

of exclusion in the first instance. 



 

Clinical assessment 

 

Do not expect “classic textbook” presentation signs and symptoms in the elderly  

 

History from the patient may be vague, or indeed not infrequently, non-existent. 

 

Physical findings are less sensitive and less specific in elderly patients (> 60years) 

with abdominal pain. 

 

Important points of history 

 

Note that pain often appears less severe than expected for a particular disease. 

 

Additionally pain that seems out of proportion to the physical findings is significant and 

may represent mesenteric ischemia. 

 

As well as the routine abdominal pain questioning, further important points to determine 

from families include: 

 

1. Ability to tolerate oral food and fluids  

 

2. Medications: 

 

● In particular: 

 

 ♥ Steroids/ immunosuppressant agents  

 

 ♥ Warfarin /DOACS 

 

 ♥ NSAIDS 

 

 ♥ Antiplatelet agents. 

 

3. Co-morbidities: 

 

In particular: 

 

● Cardiovascular disease 

 

● Diabetes 

   

● Malignant disease 

 

● Chronic lung, renal or hepatic disease. 

 

4. Past history: 

 



● Previous surgery   

 

● Known gallstones 

 

● Known diverticulosis  

 

5. Note any history of recurrerent recent presentations for the same complaint. 

 

Important points of examination 

 

1. Initial general assessment: 

 

● Vital signs: 

 

 Fever: 

 

 The absence of fever does not rule out the possibility of intra-

abdominal sepsis  

 

 The presence of fever should always be taken seriously in the 

elderly.  

 

 Occult surgical sepsis should always be suspected before 

attributing the cause to “gastroenteritis”.  

 

   Hypothermia may be a manifestation of sepsis in the elderly. 

 

   Tachycardia: 

 

   May be absent, (from medications or intrinsic cardiac disease). 

 

● Hydration status and peripheral perfusion. 

 

● Mental state 

 

2. Abdominal assessment: 

 

● Abdominal examination can be can be misleadingly benign, even with 

catastrophic conditions such as abdominal aortic aneurysm rupture 

and mesenteric ischemia. 
 

● Elderly patients with acute peritonitis are much less likely to have the 

 classic findings of rebound tenderness and local rigidity. 3  

 

● Check specifically for an abdominal aortic aneurysm. 

 



● Check specifically for the presence of hernias at the umbilicus, in the 

groin (including femoral in females), or near the site of prior surgical 

incisions. 

 

3. GIT bleeding: 

 

 ● Meleana should be ruled out, (PR examination) 

 

● Nasogastric tube aspiration of stomach contents can be done, looking for 

 blood if there is any doubt.   

 

Investigations 

 

The threshold for investigation of abdominal pain in the elderly must be lower than 

it is for younger age groups. 

 

The elderly are less likely to have fever, leukocytosis, or elevated C-reactive protein 

levels. 

 

Normal blood test results do not necessarily exclude the possibility of serious 

underlying pathology. 

 

Imaging plays a much greater role in the workup of elderly patients with abdominal 

pain than in younger patients because of the relative unreliability of history, 

examination and blood test findings. 

 

Investigations that need to be considered include: 

 

Blood tests 

 

1. FBE: 

 

 ● Elevated WCC 

 

 ● Low Hb. 

 

2. CRP: 

 

● There is some perception that this test is of limited value. This is untrue.  

 

● In cases where the diagnosis is unclear a high CRP may be the only early 

 indicator of serious underlying pathology, and as such is a very useful 

 test.  

 

● A high CRP is not caused by “constipation” and should not be ignored.   

 

 Patients can have serious underlying pathology and appear “well” early on 

 in their disease process.  



 

3. U&Es/ glucose 

 

4. LFTs 

  

 ● Note that normal LFTs do not rule out early cholecystitis. 

 

5. Lipase (occasionally forgotten, this should be routine).   

 

6. VBGs / lactate: 

 

● Looking for acidosis in particular.  

 

This is not a specific test but can be a good indicator of how unwell a 

patient is. 

 

7. Clotting profile: 

 

● Particularly in patients in whom liver disease, sepsis, or GI bleeding is 

 suspected and in those expected to require operative intervention. 

 

8. Blood cultures: 

 

● Blood cultures are recommended for elderly patients presenting with 

 abdominal pain associated with either fever or hypothermia or when sepsis 

 is otherwise suspected. 

 

9 Group and save or cross match blood, as clinically indicated 

 

Urine for microscopy and culture 

 

Note that elderly patients with urinary tract infection are much less likely to have 

symptoms of dysuria, frequency, or urgency than younger patients. 

 

Confusion may be the only clinical feature.  

 

ECG 

 

This should always be done in any unwell elderly patient, especially when diagnosis is 

uncertain. 

 

Inferior myocardial ischemia can masquerade as epigastric abdominal pain. 

 

The presence of AF should raise suspicion for mesenteric ischemia or other embolic 

disease. 

 

 

 



Ultrasound 

 

This can be done at the bedside in the ED and is useful in particular for the detection of: 

 

● Biliary tract disease 

 

● Abdominal aortic aneurysm 

 

● Free intra-abdominal fluid  

 

Plain radiography 

 

Plain radiography for abdominal pain is a crude screening modality- at best.  

 

If is helpful if positive - but if negative does not exclude potentially serious / life 

threatening pathology.    

 

CXR: 

 

● For the presence of gas under the diaphragm. 

 

AXR: 

 

● Erect and supine, for evidence of ileus or mechanical obstruction 

 

Traditional plain AXR has very low sensitivity and specificity for the diagnosis of 

abdominal pain, particularly in the elderly. 

 

CT scan 

 

The threshold for this modality must be lower in the elderly patient with abdominal 

pain. 

 

This will be the most useful investigation. It is far more sensitive and specific than 

plain radiography.   

 

Oral contrast is not necessary unless there is a very specific indication for it, e.g. 

anastomotic leaks. Otherwise attempts to administer oral contrast to patients 

merely results in prolonged delays in imaging with consequent increased risk of 

adverse outcomes.     

 

IV contrast is desirable but not essential. 

 

Concerns about nephrotoxicity should not preclude its use. 

 

If there is a genuine  contraindication to IV contrast, such as anaphylactic reaction, 

then a plain CT without contrast is done   

 



CT angiogram/ venogram:  

 

The definitive investigation is a triple phase CT angiogram which consists of: 

 

● Non-contrast phase  

 

● CT arterial contrast phase 

 

● CT portal-venous phase contrast (for the uncommon cases of venous 

 infarction)   

 

It is very useful for the difficult diagnoses of  

 

● Mesenteric ischemia in the elderly 

 

● Embolic disease in general  

 

When a specific vascular pathology is suspected, CT angiography will be required. 

Specific vascular pathologies include:   

 

1. GIT Ischemia: 

 

 ● Patients with atherosclerotic mesenteric vessel disease  

 

 ● Patients with AF , where solid organ embolism/ infarction is suspected   

 

3. Intra-abdominal bleeding: 

 

● Suspected AAA, where the patient is relatively stable. 

 

● Ruptured VAA (visceral artery aneurysm).  

 

 ● Trauma   

 

4. Abdominal aortic dissection  

 

Management 

 

General initial measures will include: 

 

1. Initial resuscitation 

 

 ● Initial attention to any immediate ABC issues 

 

 ● Rehydration as clinically indicated 

 

2. Correction of any electrolyte disturbances 

 



3. Analgesia: 

 

● Analgesia must be given as required.  

 

 This does not have to be withheld for a surgical opinion 

 

Definitive treatment of course then depends on the nature of the underlying pathology. 

 

Palliation may be appropriate for end-of-life type elderly patients.  

 

Disposition  

 

Specific diagnosis is often not possible in the ED. 

 

Patients who are obviously unwell or have significantly abnormal investigation results 

are admitted to hospital even if the diagnosis is initially unclear. 

 

The threshold for admission and ongoing investigation and observation must be remain 

low for elderly patients who present with undiagnosed abdominal pain, even if they 

appear relatively well. 

 

Important considerations in this regard include: 

 

1 Patients who have serious co-morbidities 

 

2 Patients who have had recurrent presentations to the ED. 

 

3 Patients whose home situation will not allow for appropriate close observation 

 

In general terms elderly patients with abdominal pain are best admitted under a 

Surgical Unit, (as opposed to a Medical Unit) - for at least such time as a surgical 

condition can be definitively excluded.     

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

“The Lovers”, oil on canvas, 1874, John Atkinson Grimshaw. 
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