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Abstract
One of the most common causes of chronic abdominal pain is
‘Chronic Abdominal Wall Pain, “CAWP”, which frequently goes undiagnosed. CAWP accounts for 10-30% of patients in surgical, gynecological, and gastrointestinal clinics who have a primary complaint of persistent abdominal pain. CAWP, on the other hand, may be treated quickly
and efficiently using a neuro intervention approach. This study provides a real-world example of a 40-year-old man who has CAWP in the
right bottom quadrant. Endoscopic, imaging and biochemical results
were all normal. With a positive Carnett’s sign and probable CAWP, she
was given an ultrasound-guided injection of 2 percent lidocaine in the
suspected nerve entrapment location, with no recurrence discomfort.
Significant CAWP management include reassurance, activity moderation, physical therapy, and pain control. Local anesthetic and steroid
injection can be used for both diagnostic and curative purposes. There
is an evident lack of knowledge regarding the diagnosis and treatment
of AWPs among physicians. However, a sensitive and straightforward
finding (Carnett’s Sign) in the physical examination can help quickly diagnose AWPs which in turn, in many cases, can be treated effectively.
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What is CAWP
Either organic or non-organic causes can cause chronic abdominal pain. Organic non-visceral causes are related with abdominal wall structures, including muscles, fascia, and nerves
[8]. Chronic abdominal wall pain (CAWP) is described as chronic
or intermittent pain in the abdominal area that lasts at least
three to six months [1]. A dramatic drop in the patient’s quality of life and negative personal and work-related consequences
raises healthcare expenses, superfluous diagnostic testing, and

treatments for visceral diagnoses [2]. The following are the
characteristics of abdominal discomfort that originates in the
abdominal wall:
The pain is typically constant or intermittent and is seldom
paroxysmal. The intensity of pain is dependent on the patient’s
posture and is exacerbated by physical activity (such as exercise, coughing, or sneezing). Pain has no bearing on digestion
or intestinal function. When the abdominal wall is stretched,
abdominal soreness increases dramatically. The trigger points
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are often smaller than 2 cm in diameter. The trigger point is
frequently located on the lateral edge of the rectus abdominal muscle or is related to the abdominal muscle or fascia. By
stimulating the trigger point, the pain is extended to a larger
region [3,4].
Physical examination of CAWP
Physical examination of the abdomen enables the physician
to differentiate relatively well between visceral and non-visceral
pain. Contraction of the abdominal wall and simultaneous elevation of the head and shoulders from the bed in the supine
position, lessens the pain with an intra-abdominal origin. In
contrast, the pain with abdominal wall origin stays the same or
worsens (referred to as a positive Carnet Sign). Carnett was a
surgeon who described the clinical features of CAWP [5]. The
patient sleeps in a supine position for examination. Most patients localize the pain site precisely by fingertips (Trigger Point).
Usually, its margin has a maximum of 2 cm in diameter and is
on the semilunar line (the outer margin of the rectus abdominal
muscle). Since the pain is localized, the patient is urged to contract his abdominal wall, either by lifting his extended foot or by
raising the upper half of his body without using his arms. When
the abdominal muscles are tightened, pressing with a single finger on the most painful region frequently exacerbates the pain
(positive Carnett’s sign). However, aggravation may not occur in
the absence of tightness. By contrast, people with abdominal
visceral discomfort get alleviation when their abdominal muscles are contracted (negative Carnett’s sign) [6]. To conduct the
test successfully, adequate cooperation and voluntary contraction of the anterior abdominal muscles are required.

Maybe some other neuro-intervention that can be used in
the future for the treatment of peripheral neuropathies may be
future indications of neuro-intervention and neuromodulation
[8].
Real case management
This study provides a real-world example in our physical medicine and rehabilitation clinic. A 40-year-old man with CAWP in
the right lower quadrant for the past one year, refer to our clinic. His pain started suddenly without any stimuli and increased
in times of stress but without any associated symptoms. The
severity of the pain has not been to prevent the patient from
daily work. Endoscopic and imaging were normal. The patient’s
biochemistry was normal. Given a positive Carnett’s sign and
suspected CAWP, she was given an ultrasound-guided injection
in nerve entrapment suspected area with 2% lidocaine, with no
recurrent pain (Figure 2).

Figure 2: Ultrasound-guided Lidocaine injection for a patient with
chronic undiagnosed abdominal pain.

Discussion and conclusion

Figure 1: Specific pain points on the outer edge of the rectus muscle.

Available treatment for CAWP
Reassurance, activity modification, physical therapy, and
pain management are key CAWP therapies. Patient education is
critical in therapy. Pain alleviation from a local anesthetic injection frequently helps persuade the patient.
There are four treatments:
1- Local anesthetic injection
2- Local anesthesia and steroid injection
3- Phenol neurolysis
4- Nurectomy or nerve decompression [7]
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CAWP is one of the challenges that primary care physicians
and specialists face. Previous research has found that only approximately 1% of patients and clinicians are aware of AWP as
a cause of CAWP. Only 4% of clinicians that visited CWAP used
AWP as their initial diagnosis [4]. For many years, individuals
with CAWP were exposed to endoscopy, colonoscopy, diagnostic laparoscopy, laparotomy, and a range of imaging and
laboratory testing and other diagnoses such as IBS and chronic
pancreatitis. Patients will eventually be unsatisfied with the
outcome of their treatment. If simple physical tests and a comprehensive history test (as described in the checklist elements)
can be used to discover the cause of AWP. Furthermore, medical professionals (including gastroenterologists, gastrointestinal
surgeons, urologists, and gynecologists) believe that CAWP is
caused only by visceral disorders. All of this suggests that doctors are unfamiliar with the etiology of AWP [9].
However, the abdominal wall is the source of pain in 10%
to 90% of patients with unclear abdominal pain, or 10% of all
abdominal pain patients referred to gastrointestinal clinics. It
is worth mentioning that few researchers have addressed this
issue from the standpoint of PM & R, although many AWPs are
treated with various PM & R modalities. Local anesthetic injec-
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tions, for example, can reduce pain in 60 to 90 percent of patients and confirm the diagnosis [10]. CAWP is a prevalent clinical disease [11] CAWP was found in 20% of patients hospitalized
to surgery for abdominal discomfort [15]. In the Srinivasan research, 10–90% of individuals with unclear etiology stomach
discomfort had AWP [9].
Neuroradiology and ultrasound can be used in various situations, such as when a diagnosis is uncertain or a patient is not
ready for intervention [18,19]. A nerve conduction test is a gold
standard for some peripheral neuropathies (CTS). When CTS
causes discomfort in a patient, we can replace it with ultrasonography. For example, according to the Mirzasgari et al. study,
US can be used as a reliable diagnostic biomarker for diagnosing
carpal tunnel syndrome as a common peripheral neuropathy
[12]. Anterior cutaneous nerve entrapment (ACNES) was identified as the major cause of AWP by Asan et al. in 2013. This
study created an 18-question checklist. ACNES detection had
92% specificity and 94% specificity when 10 of the 18 ACNES
checklist questions were positive [13].
While ACNES is not known to induce CAWP in adults, it is
a prominent source of abdominal pain in children. ACNES, like
CAWP, can lead a kid to be sent to a psychiatrist. Three cases of
ACNES were studied and treated with a nerve block [14]. CAWP
therapy is based on local trigger point injections. A retrospective study of 110 individuals with abdominal pain who had local trigger point injections found that 89 of them experienced
CAWP. After a median of 25 months of Using topical injections
to diagnose and treat CAWP, 77% of patients had full remission,
however, 23% reported no relief in their symptoms. A good reaction to trigger point injection was predicted by CAWP criteria,
absence of gastrointestinal symptoms, and localization of discomfort in the upper abdomen region [15].
In this regard, Alnahhas has investigated using a steroid, a
local anesthetic, or a combination of both in ultrasound-guided
trigger point injections [16]. According to their findings, the
most common site of CAWP was the right upper quadrant,
and the median pain duration was 12 months. On the TEQ,
44 of the 120 patients (37 percent) matched the criterion for
the responder. In comparison to before therapy, 36% said they
were “much better” and 22% said they were “somewhat better.” Higher somatization indicated a worse reaction. There was
no correlation between the reaction to the TPI and any of the
other history, examination, or TPI features. They claimed that
TPI can provide considerable, long-term symptom alleviation
in a third of individuals with persistent abdominal discomfort
caused by CAWP. Treatment success was inversely associated
to somatization. Other neuro-intevention can be combined by
neuroimaging and used with nerves or target organs in any location. Different pain-producing components, for example, can be
ablated or manipulated by radiofrequency to reduce pain under
the guidance of imaging [17].
Suggestion
Well-trained physicians, particularly neurologists, physiatrists, and surgeons, can relieve a great deal of the chronic abdominal pain patients’ helplessness by considering a possible
diagnosis of CAWP, performing a simple physical examination,
and then ordering neuro intervention modalities such as physiotherapy, manipulation, and nerve block that can be performed
even in the office setting.
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