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CLINICAL VIGNETTE

An Integrative Approach to Chronic Abdominal Wall Pain
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Introduction

Chronic abdominal wall pain is a common, yet often over-
looked, cause of chronic abdominal pain for which patients
often undergo an extensive and unrevealing workup before
being diagnosed.? Here, a case of chronic abdominal wall pain
is described and successfully treated with an integrative
approach involving a series of trigger point injections, use of a
transcutaneous electric nerve stimulator (TENS), and lifestyle
modification.

Case Presentation

A 30-year-old, wheelchair bound female with a past medical
history of cerebral palsy, asthma, depression, and seizures
presented with right lower quadrant abdominal pain. The
abdominal pain developed six months prior resulting in
evaluation at an outside emergency room. CT urogram showed
only a small pleural effusion, transvaginal ultrasound was
normal, and abdominal ultrasound demonstrated a 3.7cm
echogenic lesion in the left hepatic lobe. She was treated for a
urinary tract infection and discharged with follow up with her
primary care physician (PCP).

The patient saw her PCP who obtained plain films of the right
hip and intraarticular right hip joint injection without improve-
ment of the pain. She also tried physical therapy with no
benefit. Her gynecologist, performed a pelvic exam which was
normal. CT of the abdomen and pelvis was unremarkable
except for an indeterminate liver mass of the left lobe. Mag-
netic resonance imaging of the abdomen confirmed the mass
was consistent with focal nodular hyperplasia requiring no
further surveillance. The patient consulted with a gastro-
enterologist, and endoscopy and colonoscopy were normal.

The patient was referred to East-West Medicine where she
presented with her parents who provided much of the history.
The right lower quadrant abdominal pain was described as
sharp and constant. It was not associated with eating or bowel
movements. The pain was better with lying down, but woke
her up every few hours throughout the night. She had to stop
her job due to the pain. She denied any nausea, vomiting, diar-
rhea, constipation, fever, or chills. Pregabalin and dicyclomine
were tried without relief. At thistime, her medications included
acetaminophen with codeine three times a day, trazodone,
fluoxetine, montelukast, albuterol and fluticasone inhalers, and
ethinylestradiol/levonorestrel pill. She had no history of prior
abdominal surgeries.

On physical exam, vital signs were normal. She was thin and
her abdomen had discrete areas of tenderness along the lateral
edge of the right rectus abdominis muscle without rebound.
Otherwise her exam was unremarkable.

The patient’s presentation was consistent with chronic
abdominal wall pain for which she underwent a diagnostic and
therapeutic trial of trigger point injections with 1% lidocaine.
Her parents were advised to have the patient out of her
wheelchair to change positions throughout the day and to use a
transcutaneous electrical nerve stimulator (TENS) with pads
applied locally to help manage the pain.

At her second visit one month later, the abdominal pain was
much improved. The patient woke up just once a night instead
of every few hours. She no longer required codeine and was
only taking acetaminophen twice a day. At her third visit two
months later, she was off acetaminophen and woke up only a
few times a week due to the pain. She was able to return to
work.

Discussion

The patient with chronic abdominal pain provides a unique
challenge to a variety of physicians, including primary care
providers, gastroenterologists, gynecologists, pain management
specialists, and general surgeons. According to some estimates,
10-30% of patients presenting to gastroenterologists with
chronic abdominal pain are eventually diagnosed with chronic
abdominal wall pain (CAWP).2 The estimated incidence of
abdominal wall pain is 1 in 1800 individuals. Although cases
have been reported in children and older adults, the peak
incidences are between the ages of 15 to 20 and 35 to 45 years.*

The most common cause of CAWP is anterior cutaneous nerve
entrapment syndrome, which mostly affects middle-aged adults
and appears to be four times more prevalent in women than in
men. Other causes of CAWP include myofascial pain, nerve
irritation in a surgical scar, hernia, rectus sheath hematoma,
abdominal wall endometriosis, or compression of thoracic
spinal nerves by tumor or slipped rib syndrome. Due to the
abdominal wall being the source of the pain, the pain tends to
have no relationship to eating or bowel function, but is often
affected by position or posture. On physical exam, a positive
Carnett’s sign is often telling when tenderness is unchanged or
increased while abdominal muscles are contracted. This was



difficult to elicit in this patient due to her history of cerebral
palsy, but localized, active trigger points were able to be
identified.

Performing local trigger point injections with a local anesthetic
or glucocorticoids can be both diagnostic and therapeutic.>® In
addition to trigger point injections, “dry” needling of these
points has been utilized with some success.” In a randomized
controlled trial, local acupuncture and anesthetic injections
were both effective in reducing clinical pain in women with
abdominal myofascial pain syndrome.® Nerve stimulation may
also be of benefit,® and furthermore, may be performed from the
convenience of home through the use of a transcutaneous
electrical nerve stimulator (TENS). Other therapeutic options
include physical therapy, massage, oral and topical analgesic
agents, activity and exercise modifications, or in severe and
refractory cases, neurectomy may be considered.*°

This patient with CAWP responded favorably to a short series
of trigger point injections, activity modification, and the use of
a TENS unit at home. Not only did her pain markedly improve,
but she was able to sleep better, return to work, and stop all her
analgesic pharmacotherapy. CAWP patients often undergo
expensive diagnostic testing and imaging to rule out visceral
sources that may be avoided if properly diagnosed and treated
early with trigger point injections and directed self-care.
Physicians should be aware that CAWP is a common and often
missed clinical diagnosis, but if identified accurately can reduce
unnecessary testing and be effectively treated with a combina-
tion of therapeutic options.
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