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Cirugía ActI

03/12/01

Abdomen agudo

Profesor visitante:  Dr. Alexander DiStante

I. Introduction

A. Acute and chronic GI disease

B. 10% of healthcare cost

C. 200,000 deaths yearly

D. Symptoms related to pathophysiology secretion, absorption, motility, synthesis, digestion, transport

E. Symptoms:  pain, anorexia, weight loss, nausea, etc

F. Duodenal ulcers

1. Affect 10% of men

2. 4% women

G. Gallstones

1. 8-10% adults

2. 10% of men and 20% of women over 55

3. 800,000 cases annually

H. Inflammatory bowel disease (IBD):  affects 20% of adults

II. History and physical

A. Co-morbidity

B. Pain

C. N/V, diarrhea

D. Anorexia:  important, especially for appendicitis

E. Menstruation:  female with pelvic pain may not have appendicitis, it may be an ovarian problem or PID

F. Family history:  if everyone in family has had diarrhea, N/V then its probably gastroenteritis

G. ROS

III. Pain

A. Foregut, midgut, and hindgut are involved with the distribution of pain and the dermatomes

B. Peritoneum:  mesodermal (somatic) derivation

C. Visceral:  autonomic innervation, dull, crampy, aching, difficult to localize at times

D. Parietal:  somatic innervation (spinal n.) with dermatomes, sharp, severe, persistent, referred pain, localized

E. Viscera and peritoneum

1. Rapid tension or stretching

2. Traction due to neoplasm

3. Distention of hollow viscus (colic)

4. Forced muscular contraction (obstruction)

5. Inflammation or tissue edema

6. Ischemia

a. Severe pain felt by patient, but physician cannot localize pain on physical exam

b. Look for risk factors such as smoking or heart problems

7. Neuronal invasion by tumor

IV. Referred pain

A. Perforated ulcers:  shoulder

B. Biliary colic:  shoulder

C. Renal colic:  back, radiate to front

D. Retrocecal appendicitis:  left upper quadrant

V. Acute pain

A. Pain <6 hours

B. History and physical

C. Onset:  acute, progressive, temporary

D. Location:  appendicitis begins periumbilical and then right lower quadrant

E. Character

1. Sharp, dull, burning, cramping, constant

2. Example:  biliary colic starts couple of hours after eat, not necessarily fatty meal, gets worse over time, hard to breath, gets worse, need to come to hospital, usually in the middle of the night

F. Radiating pain

G. Anorexia

1. Precedes pain

2. Appendicitis:  anorexia > pain > vomiting

H. Bowel habits

1. Constipation, diarrhea, flatus

2. Bowel obstruction or tumor

I. Menstruation

1. History, dates, sexual activity

2. Excuse parents from room to ask minor about sexual activity because may lie otherwise

VI. Physical exam

A. General appearance: cachectic, “Acapulco sign” (if complain of pain, but are relaxed-looking laying back with legs crossed)

B. Position:  renal colic if can’t find position to decrease pain

C. Comfort

D. Anxiety

E. Pale

F. Sweating

G. Hydration status

H. Inspection

1. Scars, hernias, masses

2. Distended, tympanic, look for bowel obstructions

I. Auscultation

1. Bowel sounds

2. If absence of pains there may be dead bowel

J. Percussion

1. Location of tenderness, peritoneal signs, rebound tenderness

2. Palpate and rigid or patient bounces off bed with pain

K. Pelvic exam

L. Rectal exam

1. Two indications not to do it

2. No rectum, no finger

VII. Labs

A. CBC with differential

B. Amylase, lipase

C. Liver function tests

D. Urinalysis

E. Chem 7:  blood test for sodium, potassium, chloride, bicarbonate, BUN, creatinine, glucose

F. EKG

G. CXR

VIII. Studies

A. Plain films

1. Chest xray, KUB (kidney, ureter, bladder)

2. KUB:  retroperitoneal air, air fluid levels, no gas all the way down

3. Chest xray:  right sided subdiaphragmatic free air because that’s where the liver is and there shouldn’t be air there

4. Lateral decubitus:  lay on one side and air comes up on other side

5. 15-25% of patients with perforated bowel don’t have free air

6. Bowel distension:  obstruction

7. Air-fluid levels

8. Pneumoperitoneum

9. Mass effect

10. Calcific densities

a. Pancreas:  popcorn appearance across top of pancreas, calcifications from chronic pancreatitis

b. Appendix:  see fecalith in right lower quadrant

c. Gallbladder (GB):  see gallstones, porcelain gallbladder associated with gallbladder calcification

11. Fingerprinting

a. Pneumatosis intestinalis

b. Associated with ischemic process of the bowel

c. Bowel wall edema similar to pitting edema of the legs, but on the intestines seen in the xray

12. Foreign bodies

13. Sigmoid volvulus:  obstruction because mesentery twists and treatment is endoscopic detwisting per rectum

14. If can see gallbladder on plain film its not a good thing, you have porcelain gallbladder

B. Contrast studies

1. Drink contrast, shoot films

2. Upper GI (UGI):  esophagus, stomach, duodenum

3. Small bowel follow-through (SBFT):  take hours to follow in xray and watch contrast go down to tell transit time and visualize blockages along small bowel

4. Barium enema (BE)

C. Ultrasonography

1. Fast, inexpensive, non-invasive (no contrast)

2. Indications

a. Biliary tract disease

i. Look for distended GB, wall inflamed, pericholecystic fluid, stones

ii. Do nothing if asymptomatic cholelithiasis

b. Appendicitis

c. PID

3. Limited by

a. Bone

b. Bowel gas

D. CT scan

1. Provides more thorough exam

a. In trauma do head, abdomen, pelvis in minutes

b. Takes time getting patient from ER to scanner, from gurney to scanner bed

2. Relatively fast

3. Defines abscess

a. Amenable to percutaneous needle drainage

b. Diverticulitis

i. Years ago you opened up, drained abscess, did colostomy, complications, then reverse colostomy weeks late

ii. Now, stick abscess with pigtail catheter (size of IV tube), drain it, 2-3 days of hospital stay, 1 week later remove catheter, come back in 6 weeks and get your colon ressected electively, less complications

4. Non-invasive drainage

5. Standard of care for complicated

a. Pancreatitis

b. Diverticular disease

E. Nuclear medicine scans

F. Angiography

1. Most invasive

2. Limited use:  ischemic bowel

3. Diagnostic and therapeutic

4. Ischemic bowel etiologies

a. Clot

b. Low flow:  combo of marginal blood flow through mesenteric arteries and an MI produce low cardiac output and then restricted flow of the mesenteric vessels

c. Patient gets pain like angina of the heart but it occurs in the intestines

d. See spasms of vessels and diagnosed as ischemic bowel from low flow, need to give Havrin and fluids

e. If don’t pick up fast then you have dead bowel

IX. Peritonitis

A. Primary (spontaneous)

1. Pneumococcus

2. Hemolytic streptococcus

3. Cirrhosis:  E. coli, Klebsiella

B. Secondary

1. Ruptured appendicitis, diverticulum, peptic ulcer

2. Bacterial

3. Chemical:  bile, urine, gastric juice, barium

C. General characteristics

1. An inflammatory response

2. Fluid transudation from extravascular space which causes edema in bowel wall

3. Diapedesis of PMN

4. Macrophage activation and release interleukins

5. Complement activation

6. Fibrin deposition and adhesions

X. Acute abdomen:  etiology

A. Non surgical

1. Know when not to operate

2. He who operates for pain, finds it (because patient keeps coming back for the pain because you caused it and have no way to fix it)

3. Sickle cell crisis

a. Hemoglobin is abnormal and is sickled

b. Happens when dehydrated

c. RBC sludge through vascular system and forms clots

d. Severe abdominal pain in left upper quadrant (spleen)

e. Have so many infarcts of spleen it becomes shriveled up

f. Severe pain and abscesses

4. MI

a. Abdominal pain that doesn’t really make sense and they are smokers with heart problems in past

b. Get EKG

5. Pneumonia:  pain referred to shoulders or upper abdomen

6. Nephritis

7. Urethral obstruction

8. Diabetic ketoacidosis (DKA)

B. Surgical

1. Mid epigastric:  pancreatitis, peptic ulcer disease (PUD)

2. RUQ:  cholecystitis, PUD, appendicitis

3. LUQ:  pancreatitis

4. LLQ:  diverticulitis, abdominal aortic aneurysm (AAA), PID, ectopic

5. RLQ:  appendicitis, IBD, cholecystitis

XI. Peptic ulcer disease

A. Duodenal > gastric

B. Males 3rd-4th decade

C. Fever, tachypnea, tachycardia

D. Rigid board-like abdomen (ischemic bowel, renal stone, peptic ulcer disease have immediate unrelenting pain)

E. WBC 12,000-20,000; elevated hematocrit

F. U/A:  elevated specific gravity

G. 75% free air (25% have no free air)

H. Plain film:  lateral decubitus see free air

I. Treatment

1. Gastric:  resect ulcer with clean margins but worry about gastric cancer

2. Duodenal:  if due from NSAIDS, do Gram Patch with piece of omentum

XII. Acute cholecystitis

A. See this and appendicitis most common in ER

B. Feel for things before surgery to get experience on how things feel

C. Rule of 4’s:  fat, female, forty, fertile

D. Constant dull pain, N/V

E. Febrile, RUQ pain, RUQ mass

F. WBC:  10,000-13,000

G. Total bili:  2.0-2.5

H. U/S

1. Sensitivity 85-95%, specificity 64-100%

2. See stones

3. Criteria

a. Sonographic Murphy’s sign:  pain on placement of US probe over GB

b. Wall thickness:  >3 mm

c. Pericholecystic fluid:  black line along the surface

d. GB wall distention:  not too specific

I. HIDA scan

1. Nuclear medicine study

2. Non visualization >4 hours

3. Most sensitive, specific

4. Intravenous injection of a 99mtechnetium-labeled derivative of iminodiacetic acid

5. Scan through machine that picks up radiation

6. Puts them on a film that looks like a transparency

7. Dye is concentrated in the liver and then passes into the common bile duct, and then goes into the gallbladder

8. What causes cholecystitis?  cystic duct obstruction

9. If its obstructed on the HIDA scan, there is non-visualization of the gallbladder

10. Takes a long time and the majority of the times you don’t need it

J. CCK stimulated HIDA scan

1. Indications

a. Cholecystitis or biliary colic where not infected

b. Biliary dyskinesia:  contractions not normal

2. CCK:  contracts gallbladder to reproduce symptoms

3. Quantify ejection fraction of radioactive tracer:  if <20% then its biliary dyskinesia

XIII. Acute pancreatitis

A. Etiology

1. Alcohol:  increases secretion and sphincter

2. Biliary tract disease:  bile reflux in pancreatic ducts causes autodigestion

3. Hyperlipidemia;  hypercalcemia:  activation of trypsin

4. Trauma;  tumors;  scorpion bites

5. Drugs:  azathioprine, estrogens

B. Ranson criteria

1. Diagnostic criteria

2. Systemic inflammatory response

3. At admission

a. Age:  >55

b. WBC:  >16,000

c. Blood glucose:  >200

d. LDH:  >350

e. AST:  >250

4. During initial 48 hours

a. Hct fall:  >10%

b. BUN:  >5

c. Serums Ca fall:  <8

d. PO2:  <60

e. Base deficit:  >4

f. Fluid sequestration:  >6L

5. Scoring

a. 0-2 present:  no mortality

b. 3-4:  15% mortality, 50% require ICU admission

c. 5-6:  50% mortality, nearly all in ICU

C. Lab

1. Serum amylase

a. 10% false negative

b. Absence does not exclude:  don’t always need high amylase to have pancreatitis

c. Pancreatitis

d. No correlation with severity

e. Not very accurate:  also comes from salivary glands

2. Serum lipase

a. Solely pancreatic origin

b. More accurate

D. Non pancreatic causes of hyperamylasemia

1. Biliary tract disease

2. Salivary gland disorders:  duct obstruction

3. Impaired excretion:  renal failure

4. Perforate peptic ulcer

5. Ectopic pregnancy

6. Intestinal obstruction

7. Drugs

E. Radiographic procedures

1. Plain xrays

a. Loss of psoas margin:  edema occludes margin

b. Sentinel loop:  one loop of bowel if you shoot xray several times and always see air-fluid level in same position

c. Soap bubble sign

2. U/S

a. Peripancreatic fluid

b. Pancreatic edema

3. CT scan

a. Most sensitive method

b. Tells you have it and stratifies the severity of it

F. Treatment

1. NPO

2. IVF

3. Fluid resuscitation

4. Monitoring

a. If 3-4:  don’t do anything

b. If 5-6: put Foley in

5. Serial exams/labs

6. Pain control

a. Use meperidol

b. Don’t use morphine because increases sphincter pressure

7. Antibiotics:  controversial

8. If caused from stone:  cholecystectomy

9. Complications

a. Ranson <6:  5%

b. Ranson >6:  50%

10. Operative drainage of abscess mandatory

11. 16-40% require reoperation

12. Mortality 5-50%, average 30%

