Abdominal

Biliary colic and acute cholecystitis

· Severe RUQ pain cometimes radiating to shoulder tip (+ve Murphy’s sign – cease inspiration as abdomen touches examiners finger placed in RUQ), often colicky, starting suddenly and subsiding over a few hours, with nausea and vomiting

· Biliary colic is caused by gallstones (80% cholesterol) lodging in neck of gall bladder

· Cholecystitis is often a sequel to biliary colic, and involves subsequent bacterial infection with symptoms of fever

· Diagnosis – history, examination and special investigation

· Investigations – Ultrasound will detect 95% gallstones – dilation of gall bladder

· Treatment

· Opioid analgesia

· IV fluids

· Antibiotics

· 90% will resolve with above intervention, if not, cholecystectomy

· Complications

· Gallstones may dislodge and migrate to common bile duct anywhere between GB and the ampulla of vater.  This can cause obstructive jaundice, asceding cholangitis or gallstone pancreatitis

Peritonitis

· Board-like abdominal rigidity, inability to move in bed, very severe pain, guarding, +ve cough test (wince upon coughing), rebound tenderness (upon releasing pressure on abdomen)

· Surgical emergency!

· Can be secondary to ruptured appendix, perforated GI ulcer, rupture of gallbladder, spleen, diverticulum, surgery and subsequent faeces in peritoneum

· Erect CXR may show gas under diaphragm due to bowel rupture e.g. perforation of duodenal ulcer

· Patient needs washing out, antibiotics and repair of rupture where neccessary

Obstruction

· General abdominal pain, vomiting with relief, inability to pass stools, distention and tinkly bowel sounds

· Could be adhesions (secondary to surgery), diverticulum, sigmoid vulvulus, cancer, foreign body. PR bleeding? PR req’d to eliminate rectal carcinoma

· Diagnosis can be made with AXR, plain or contrast.  N.b. contrast AXR (barium) not suitable for patients under 45 – radiation dose very high and procedure horrible.  

· AXR will show gas in bowel proximal to obstruction.  

· Distention if small bowel >2.5cm, large bowel >5cm and caecum >9cm

· Small bowel indentifiable as valvulae coniventes (septa) extend across whole width of bowel whereas in large bowel only part way across

· Strangulation – if patient very unwell with severe, persistent, localised peritonitis and often rasied WBC

· Pseudo-obstruction is where symptoms suggest mechanical obstruction but there is no sign

Pancreatitis

· Severe epigastric oc central abdo pain radiating to back and flanks, often better when leant forward, nausea and vomiting

· Acute or chronic – chronic usually due to several acute episodes

· Causes of pancreatitis (GET SMASHED)

· Gallstones, ethanol, trauma, steroids, mumps, autoimmune, scorpion venom, hyperlipidaemia, ERCP, drugs

· Tests 

· FBC (white cells for infection)

· Serum amylase >1000u/L

· Ultrasound may show peripancreatic fluid or gallstones

· Treatment

· IV infusion 9% saline

· Analgesia (pethidine or morphine)

· ERCP if required

Apendicitis

· General epigastric or central abdo pain to begin with, later localising to McBurney’s point (1/3 way from ASIS to umbilicus) with guarding, rebound tenderness, nausea, vomiting and fever

· Diagnosis – purely clinical, might do AXR to exclude other causes

· Surgery without tests…can’t delay!

Acute diverticular disease

· Infection and inflammation of diverticulum, a point of herniation of gut mucosa through smooth muscle wall present in almost all old people.  Pain presents usually in LIF with varying severity, symptoms of infection and altered bowel habit.

· Commonly in sigmoid colon

· Diagnosis – history, examination, WBC count, AXR

· Treat with IV fluids, antibiotics and analgesia if simply diverticular attack

· If peritonitis…surgery required immediately

· Complications – fistulae between bowel and bowel, bowel and vagina, bowel and skin, abscesses etc

Crohn’s, UC, Coeliac disease

· Crohn’s

· Inflammatory bowel disorder affecting GI mucosa from mouth to anus, occurring in focal skip lesions with fistulae and ulceration

· Colicky abdominal pains, diarrhoea, weight loss and failure to thrive, right iliac fossa mass, clubbing

· Diagnosis

· Sigmoidoscopy and colonoscopy allows visualisation of lesions

· Barium follow through (most conclusive) -shows cobblestone mucosa, strictures, fistulae 

· UC – inflammatory bowel disorder affecting colon and rectum, causing full thickness ulceration of gut mucosa and submucosa, diarrhoea and rectal bleeding common, with symptoms remitting and recurring

· Similar to above

· Coeliac disease – allergy to a-Gliardin in wheat causing inflammation and villous atrophy in small bowel resulting in impairment of absorption

· Biopsy will show villous atrophy

Acid reflux / gastroduodenal ulcers

· Epigastric burning, often better following food

· Risk of perforation

· Test for H. pylori
Jaundice

· Increased serum bilirubin resulting in yellowing of sclera, skin and causing itching

· Pathology – bilirubin produced by breakdown of RBC in spleen.  It passes to liver where is conjugated.  Conjugated bilirubin passes from liver into bowel via hepatic duct, cystic duct (stored in GB) and ultimately common bile duct for excretion in bile.  Conjugated bilirubin is oxidised in bowel to urobilinogen and finally stercobilinogen by gut flora.  Urobilnogen is water soluble and is absorbed into bloodstream for excretion by kidney – urine without urobilinogen is dark brown.  Stercobilinogen is insoluble and remains in faeces, making them dark.

· Jaundice may be pre-hepatic, hepatic or posthepatic

· Pre-hepatic – haemolytic blood disorders – too much breakdown of RBC, usually hereditary and known about. Can normally exclude

· Hepatic – hepatitis, cirrhosis, carcinoma etc

· Post-hepatic – obstructive jaundice, usually gallstones or cancer

· Hepatic jaundice – must ask about contact with people with hepatitis, recent foreign travel, whether worked in healthcare profession, whether had any tattoos or shared razors, drinking habits

· Obstructive jaundice caused usually by blockage of common bile duct prevents flow of conjugated bilirubin into gut.  Blockage usually caused by gallstones or cancer.  Ultrasound is required to show gallstones. ERCP is subsequently required to remove stones.  CT will show hepatic carcinoma and subsequent ERCP is required to stent open the bile duct.  Patients will be jaundiced with pale stools and dark brown urine.

Investigations + tests

Full blood count


WBC

4-11 x 109 

infection if raised. Neutrophils 40-70%


Anaemia
13-18g/dL (men)
anaemia = reduced Hb




11.5-16g/dL (women)

Iron deficiency anaemia – causes:


Acute blood loss: haemorrhage, ulcer perf, ectopic pregnancy, carcinoma


Menorrhagic

Dietary (rare)

Koilonychias (whitening of nails) is a key sign

Amylase (pancreatitis)

Pancreatitis if serum amylase >1000u/mL but may be normal even in severe pancreatitis

LFTs


Bilirubin
(3-17umol/L)

visible jaundice above 35umol/L

Jaundice:


Pre-hepatic:

Serum - unconjugated hyperbilirubinaemia

Urine – no bilirubin (unconjugated form is insoluble)


Obstructive:

Serum - conjugated hyperbilirubinaemia

Urine – conjugated bilirubin but no urobilirubin (dark)

Plain CXR


Obstruction visible 

(distention proximal to obstruction)


Intraperitoneal air visiable 
(blackness in thin peritoneal cavity)

Erect CXR 


Air under diaphragm indicates perforated bowel e.g. secondary to ulcer


Plain KUB X-ray


Kidney stones visible (mainly calcium)


Hard to distinguish stones in bladder from normal calcified vessels

IVU


IV contrast injected. Plain control film and films at 5min, 10min and 30min 

Urinary obstruction visible

Ultrasound


Gallstones
distention of bile duct


Kidney stones
distention of collecting system

Proctoscopy and sigmoidoscopy (identify and understand role)


Proctoscope – for viewing anus (haemorrhoids mainly)


Sigmoidoscope – for colonoscopy – can get almost to ileo-caecal junction?

ERCP


Endoscopic retrograde cholangiopancreatography


Used diagnostically and therapeutically

Can remove/crush stones under endoscopic guidance or in cancer insert stent

