values (e.g., leukocytosis) may represent the normal physiologic
changes of pregnancy.

In the examination, simple critical inspection of the patient, for
example, of facies, position in bed, and respiratory activity,
provides valuable clues. The amount of information to be gleaned
is directly proportional to the gentleness and thoroughness of the
examiner. Once a patient with peritoneal inflammation has been
examined brusquely, accurate assessment by the next examiner
becomes almost impossible. Eliciting rebound tenderness by
sudden release of a deeply palpating hand in a patient with
suspected peritonitis is cruel and unnecessary. The same
information can be obtained by gentle percussion of the abdomen
(rebound tenderness on a miniature scale), a maneuver that can
be far more precise and localizing. Asking the patient to cough will
elicit true rebound tenderness without the need for placing a hand
on the abdomen. Furthermore, the forceful demonstration of
rebound tenderness will startle and induce protective spasm in a
nervous or worried patient in whom true rebound tenderness is not
present. A palpable gallbladder will be missed if palpation is so
aggressive that voluntary muscle spasm becomes superimposed
on involuntary muscular rigidity.

As with history taking, sufficient time should be spent in the
examination. Abdominal signs may be minimal but, nevertheless, if
accompanied by consistent symptoms, may be exceptionally
meaningful. Abdominal signs may be virtually or totally absent in
cases of pelvic peritonitis, so careful pelvic and rectal
examinations are mandatory in every patient with abdominal pain.
Tenderness on pelvic or rectal examination in the absence of other
abdominal signs can be caused by operative indications such as
perforated appendicitis, diverticulitis, twisted ovarian cyst, and
many others. Much attention has been paid to the presence or
absence of peristaltic sounds, their quality, and their frequency.
Auscultation of the abdomen is one of the least revealing aspects
of the physical examination of a patient with abdominal pain.
Catastrophes such as a strangulating small-intestinal obstruction
or perforated appendicitis may occur in the presence of normal
peristaltic sounds. Conversely, when the proximal part of the



