
Surgery H&P

CC: The patient is a 62 yo old female with a 2 day history of worsening abdominal pain and 
distension.

HPI: The patient states that for the past five days she has felt bloated and has had a decrease in 
appetite. Two days ago she began having intermittent abdominal pain that initially felt like gas 
pains but it has now progressed to being nearly constant. Since yesterday she has had severe 
nausea and has had 4 episodes of bilious vomiting despite not having taken anything by mouth in 
over 24 hours. Her last bowel movement was over five days ago. She has a history of 
intermittent constipation but never with this level of pain, the vomiting, or the bloating. She has a 
history of multiple abdominal surgeries. 

Initially, when she would eat the pain would increase but she has not eaten anything for 
over 24 hours. Vomiting is the only thing that seems to provide some minimal relief. Currently, 
the pain is described as a constant dull, diffuse pain that intermittently becomes sharp and well 
localized. The sharp pain tends to occur in different locations at different times. The intensity of 
the pain has been increasing over the past two days and on pain scale she now rates the pain at 8 
out of 10. 

She denies a recent history of fever, jaundice, pruritis, diarrhea, hemoptysis, melena, or 
hematochezia. She denies a known history of hemorrhoids, diverticulitis, colon cancer, peptic 
ulcer disease, gastritis, acid reflux, gall bladder disease or cholelithiasis. She denies a history of 
smoking or alcohol consumption.

PMH: Hypertension. History of benign ovarian cyst. No history of colon cancer, diabetes, renal 
disease, lung disease, bleeding disorders, blood dyscrasias, heart disease, or other cancers.

Surg Hx: 1) Appendectomy at age 18 yo. 
2) Right ovary excision at age 51 yo. 
3) Hysterectomy at age 58 yo. 

Allergies: NKMA

Medications: lisinopril 10mg, hydrochlorothiazide 25mg.

Social Hx: Lives with husband, married for 40 years. Non-smoker, non-drinker.

Family History: Son, age 41, alive and well. 
Mother, 80 yo, history of HTN and stroke. 
Father, died at 81 yo from MI, history of HTN and hyperlipidemia.

ROS: Constitutional- no fever or decreased energy
Skin- No rashes, dryness, pruritis, or jaundice.
Head- No headaches, dizziness, or syncope
Eyes- No vision changes or pain
Ears- No tinnitus or changes in hearing
Nose- No congestion or rhinitis. No epistaxis.



Mouth/Throat- So throat soreness and dryness. No oral sores or dysphagia.
Neck- No pain or swelling.
Respiratory- No wheezing, coughing, orthopnea
Cardiovascular- No chest pain, palpitations, edema, or syncope.
GI- As above
GU- No dysuria or hematuria. No nocturia. 
Endocrine- No history of diabetes, polydipsia, or polyuria. Heat or cold intolerance.

Physical Exam:
Vitals: T-99.4, BP- 135/88, P- 92, R- 18
General: Laying in bed, appears uncomfortable with moderate abdominal distension.
Abdomen: Moderate distension with diffuse tenderness to light palpation. No localizable 

tenderness. Bowel sounds are high pitched and hyperactive. No organomegaly 
appreciated. No visible hernias. Old surgical scars present.

Skin: No jaundice, lesions, or rashes.
Mouth/Throat: Oral mucosa is dry but no erythema, exudates, or masses.
Neck: Supple without lymphadenopathy.
Lungs: CTABL
CV: RRR, no murmurs or gallops, no lower extremity edema, capillary refill is 3 seconds.

Assessment: 
1) Small bowel Obstruction: This is the most likely diagnosis given the history of 

multiple abdominal surgeries, the abdominal distension, and the bilious vomiting. The 
history of intermittent constipation supports the diagnosis as well. With the decreased 
appetite, the nausea, and the lack of oral intake for over 24 hours she is likely 
dehydrated as well, which is supported by the dry oral mucosa. The cause of her 
obstruction is likely adhesions.

2) Colon CA causing obstruction: the symptoms support an obstruction due to a 
cancerous lesion however vomiting would be less likely with an obstruction in the 
colon. She has no family history of colon cancer. The work-up for the obstruction will 
likely identify any underlying cancer. 

3) Diverticulitis: The abdominal distension and pain supports this diagnosis, however, 
the pain would be more likely to be localized to the left lower quadrant. As well, the 
lack of fever negates an infectious etiology. 

4) Cholecystitis/choledocholithiasis: Again the abdominal distension and pain supports 
this diagnosis, however, the pain would be more likely to be localized to the right 
upper quadrant. Additionally, the pain would likely worsen after consumption of fatty 
meals. Bilious vomiting would be uncommon. It is possible that over time a gall stone 
ileus occurred. This is unlikely however. 

Plan: We will begin by giving a 1 liter fluid bolus of lactated ringers followed by maintenance 
fluids at a rate of 125ml/hour. NPO status. A nasogastric tube set to suction will be placed. We 
will run the following labs, CBC with differential, electrolytes, BUN, creatinine, liver function 
tests, amylase and lipase, and PT/INR. We will begin low molecular weight heparin for DVT
prophylaxis. We will obtain a CT of the abdomen and pelvis. If the CT shows a transition point 



with high-grade obstruction, and if the patient continues to deteriorate, we will consider taking 
the patient to the OR for resection of obstruction and lysis of adhesions.
                                      


