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A 85 years old male patient presented suffering from ‘abdominal, colic, repeated
greenish vomiting, distension and absolute constipation for three days. He also
complains of a mass in the abdominal over a previous iaparot,omy incision, The mass
has become recently larger, tense and tender. a8
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- A55yearsold male
. Abdominal colic
- Repeated greenish vomiting
= Distension
- Absolute constipation
- Mass over laparotomy incision. ]
= The mass has become recently larger, tense and tender

8 Wﬁat is the d"mﬁnosis?' 2 -:-..hurvﬁpw vene is e ivieed dbiesjrosiy .

— Mostly it’s a case of strangulated i_n‘cisional hernia however it may be

obstructed hernia but it is difficuit to clinically differentiate between
them so the management will be the same. :

» What 'fﬁvestigatiom you need (strangulated hernia is a clinical

diagnosts) 0.0 of Ry Mclomin
g i ® 2 ' v Y o 003 megs inthe

* Plain X-Ray of the abdomen:
: > Erect: multiple fluid levels
.. > Supine; According to distended segment: . _
‘ o Jejunal loop - mucosal folds (Valvulae conniventes).
o lleal loop - featureless with no mucosal pattern.

o Colon - hausterations, b : 2 i

=p# CT scan with contrast:  *iPle conhush ¢ T scaun —p vring St e
> Has 80-90 % sensitivity in diagnosis, showing transition zone and the facial defect.

2. For complications: (To assess the general condition) di&k-ndq.d

* CBC: hemoconcentration and leukocytosis (especially uf.:ith gangreng). = %7 e . 4
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CT imaging is the

j gnosis is in question after
history, physical and plain abdominal radiographs, :
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= What are the management options?

— It is a case of complicated hernia so the priorities will be:
* TTT of complications. ( strangulation ). -
TTT of hernia ( (her'mn’rorny) & her'nlor-r-huphy )

- Incasmnal hernia treated by anatomical repair
- No hernioplasty in strangulation as the tissues are potentially mfected.

toe I + . .

PBE -QPERATIVE INTRA-OPERATIVE ; B POST-OPERATIVE
RES].ISCI'I'atIOn {Mandatorv} M General anesthééia‘(s*ﬁlal anesthesia may 1 Sedation
M RYE: -~ g postoperative paralytic ileus). M NPO
* GIT suction e M Wide exploratory incision M Ryle suction + IV fluids = -
» Frevent vomiting:. -. M Open the sac: M Antibiotics
« Erevent Asplratloh < At the fundus (in mgu:nal&femoral hernia) @ Drains
= Prevent post-ope: lative paralyllc = Near its neck (in umbilical &paraumbilicalhernia;
iiaus g " because it is multi-loculated) ‘
= Asses amount of:uid loss B Evacuate it from toxic fluid before division'of :
= Aspirate toxins constriction ring, grasp the intestinal loop & examlne
& CANNULA 4 it (Viable vs. Non-Viable) :
= IV fluids . f- Then Deal with contents:
____ = Blood transfusion S M2
* Pre-operative medications : J\S‘%F _ _ :
“morphia& Antibiotics” . _ 52 : n - : _
M CATHETER i -

. » Detection of urine output/hour
MONITORING of Vital data

» Pulse, BP, temperature . X
= Urine output : . - N
. v X : §
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Cover it by hot sallne packs + pure 02
— _ mhalat:on for faw mmu;es then: decidei-
— ‘ whether gnablefg;:r not. S ,,‘-_ﬁ
s | “Small intestine ST =
. . oo Large intestine
: Resection and anastomosis -
\d b4
_ Resection & anastomosis. €| Rt. colon K Lt. colen
—— N +
_ 1. Resectiori ard 1ry anastomosis after
—— intra-operative colonic wash (lavage) =
— %‘“5\“'::') Duddly method.
rrEoas 2. Exteriorization of both ends (Miculickz)
— YO V= from other incision and anastomose
— . later on after improvement of general
condition & preoperative colonic
preparation. :
— -
Viable Not viable
— Consistency
Musculature Hirm Floppy
— Peristalsis - Present Absent
W Color o o
- Pink . -| Green to black
— Vasculature - : — -
— - Mesenteric arteries | Pulsating | Non-pulsating
if injured ' Bleeds Ng bleeding
L] ' - ;
— Peritoneal covering | Luster Present Absent i
] . L] 2 . : . i
J‘millr.ﬁpr . R e
s . .
' o The timing for symptomatic hernia repairs depends on whether the hernia is redumb!e
— incarcerated or strangulated .
— o Reducible hernias can be repaired in an elective outpatient fashlon |
| o Incarcerated and strangulated hernias need to go to the operating room emergency. L
— o Open.or laparoscopic techniques are acceptable , although it is the preference of.the auther . :
""‘ to utilize the open procedure if there is concern for strangulation This i |s due to the tlssue = :
distortion and friability associated with acute mﬂammaﬂon ' - g_.
— 3 N
; R
— ? |
— ;
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Post-operatwe management - E

For urgent or emergent cases if no bowel was affected usually 24 hours of ebservehc-n are
adequate before discharge .

- For elective cases or cases with omental incarceration the patient usually can be discharged
within 3 to 4 hours

-~ In cases where bowe| was found strangulated and bewel resectlen was done the patients
are usually followed in the hospital for 2 to 3 days

- Follow up in all cases usually 3 to 4 weeks post operatively to check the weund healing

- Most patients are able to return to work within 2 weeks from surgery ,and even earlier if
performed laparoscopically.

— No heavy weight lifting is advisable up to 3 monlhs from the operation -

IRV

- TITT of PPF to aveid the recurrence - :
ih—

A 45-years-old rnale presented with irreducible ‘Rt. .O..H he was ebselutely
constipated since one day &there was vomiting 3 times. —
h’b‘,\vj‘aﬁﬁ' - A 45-years-old male - Irreducible Rt. Q.L.H '?ﬂ"” e

5 - Absolutely constipated —VemutedStlmes
prd Ao Apsolutely p

Mﬂ:' -\p%cprﬂ ' L__ {}9_} if"pﬁf.ﬂ-d la&ﬂ&& —
= ‘What is the most probable diagnosis -

What is the most probable diagnosis? |t S sherp 5Tl ™

. —> Mostly it is a case of obstructed Rt. nhllque inguinal- hernia hswever it may

be strangulated hernia but it is difficult to differentiate clinically between them
so the manage'ment will be the same

« How ta differentiate cli nr.ca[l'y 6ehveen irreducible and stra.ngmhted'

hernia?

—* The dlfferentlatlon between obstructmn and strangulation is difficult

clinically, so they have the same treatment. Urgent operation to avoid
strangulation, beeause we can't differentiate between both. However;

Strangulation gives no expansile impulse on cough (obstructed hernia gives wzak
expansile impulse with cough).

- Strangulated hemia tense (full of exudate or transudate) & tender {Obstructed hernia is

not). _
= Discuss the management of the presented case?
( sBe bgforle, _}. P mbek e e Bt e e ] e e S EEATID R T T A T i ALK LY ErRN £ - TUNIE S PRSI B

A 61 year old man presents to the emergency department with constipation and
left groin mass for 3 days. His past. medical history: was: nctable« for chronic-.
obstructive pulmonary disease, type 2 diabetes, obesity & hyperlipidemia. His
[ 4 .
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. Iiurgjfc,anl history was signiﬁr_:ant for two prior inguinal hernia repalrs on the left side.

€ describes an Increase in abdominal pain and distention over the past 3 days.

: His oral intake has decreased and he reports minimal urine output over the past 2

days. Large 12x12 cm bulge in the left inguinal region. The mass is tender to

palpation, erythematous and non
: been present, the patient state th

days. Laboratory values were notable for a WBC of 8.7

RSt T i S ) o B B
A 61 year old man ' |
i - Constipation,
Chronic obstr

left groinfmass, increase in abdominal pain and distention aver the past 3 days. *

uctive pulmonary disease, type 2 diabetes, obesity, hyperlipidemia.

Two prior inguinal hernia repairs on the left side. ¢

2 large 12x12 cm bulge in the left
new in the past 2 days R

. . - The mass is tender to palpatien, erythematous and non-reducible.
' - WBCof8.7,

inguinal region, the patient state that the size and tenderness are

— Mostly it's a case of strangulated left recurrent |
It may be obstructed hernla but [t Is di
Lt the management will be the same.

nguinal hernia however
fficult to clinically between them so

* Discuss the management of the presented case?

( See before )

A 55 year old male smoker with diabetes and hypertension presents to the
Outpatient clinic with complaints of'intermiftent periumbilical abdominal discomfort

.He has a long midline scar with 5x6 swelling in the periumblical area . There are

‘ no overlying skin changes ,the swelling is reducible and tender only to deep

W palpation. His past surgical history is notable for a perforated diverticulitis 5 years

, prior requiring emergency colectomy with diverting sigmoid colostomy .His

\‘ﬁ \colostomy was reversed 2 years ago and was complicated by wound infection that

,ops-¢ healed by secondary intention . : -
U

. "

A-w - = AS55year old male smoker
’“‘fﬁ—' ¢ diabetes, obesity (BM! is 41 ) and hypertension

- Long midline scar with 5x6 swelling in the periumblical area.

- - There are no overlying skin changes ,the hernia is :reducible and tender only to deep palpation
- Surgical history is notable for a perforated diverticulitis 5 years prior requiring emergency

colectomy with divert"i;g'sigmcid colostomy. .
- His colostomy complicated by wound infection that healed by secondary intention.

5

-reducible. Although the blige  has intermittently
at the size and tenderhess are new in the past 2

of 3 months duration. On examination his vital signs are ‘stable and his BMI is 41>

oz


http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

Freely you have received; freely give.

-

Dr. Mohameéd El Mamry =
1
* What is your d‘:agnasis'? i
— Clinically it's a case; :of incisional hernia not cnmpllcati:.
: h‘sSnc:.cJ-an\ m?h\. Mo |V =
« What is the D.D? (T esa205% Drgtest & entwﬂ\ &
- Rectus diastasis (separation of right and left recti abdominis muscle from midline) =
= Common problem in postpartum women and obese men. -
= Symmetric, midline bulge
* Extending from the umbilicus to the xiphoid process _
* Fascia is intact — there is no need for surgical repair S
- Chronically incarcerated ventral hernia from an acutely incarcerated hernia
= . Acute incarceration may present with bowel obstruction _
« What are the risk factors of this condition? !
a. Pre-operative:
1. Weak abdominal muscles.
2.  Obesity. .
3. Chronic cough P The most common cause.is. SSI |
4. Chronic constipation =
5. Senile enlarged prostate. '
6. Nature of 1ry disease e.g. peritonltis naglected 1.O. or abdominal malignancy —
7. General debilitating dlsease e.g. uremia, obstructive jaundice or DM. e
b. Operativé: : i '
1. Excessive trauma to the tissues. -
2. Bad hemostasis, with loss of > 1000 ml blood during operation. -
3. The repairis too loose or too tight.
4. Vertical more than transverse incisions.
5. Muscle cutting more than muscle splitting incisions. '
6. Closure-of abdominal wall with gbsorbable sutures. It's recommended to take good
bites on either.sides of the wound using-non-absorbable sutures as pro1ene
7. Insertion of foreign bodies hke tube drains in the main wound. .
c. Post-operative: —
1. W?UT; infection (SSI) - friable tissues, cunsurnptlon of nutrients, dlssnlve Of
catgu
Vomiting or vigorous coughing due to bad recovery from anesthesia.
Early return to work. . =

Persistent precipitating factors.
Abdominal distension due-to prolongecl paralytic ileus.
Wound hematoma.

omaeN

L

« What is the treatment of this condition?
- Pre-operative preparations:

e Avoid the precipitating factors e.g. reduction of waght stop smoking for at least
one week, control of diabetes. i P
« Treatment of intertrigo if present.

« Gradual abdominal insufflation, .prepare for post- operative ventilator if large

-H-H—I—I

5 Ugg | hernia. prnmm-ﬂvml.un :
s
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- Intra operative cansideraﬁaﬁy ° A
* Use of non-absorbabl

* Good bites on each sids (0.5cm). .
. Uselof mesh to avoid tensi
* Types of surgical repair:
o Anatomical repair.

Maingot (Keel) repair.
o Cattell's repair. -
o Tension-free hernioplasty especially if large.
o Laparoscopic hernia repair, '

- Post-operative complications :
'- Respiratory distress, wound infection, seroma, recurrence are the commonest
- Palliative (abdominal corset): o
- o |f the operation is contra-indicated - .

a

-+ Write TTT of complication possible cdmplicaticﬁs in brief such as
ST_r‘Gngulaﬁon :

A 50 year old gbese man is referred for evaluatioﬁ of right inguinal bulge occurring
5 years fo[l_ov.:mg open repair of a right inguinal hernia .He has noticed bulge for
the last several months .He denies any obstructive symptoms and has had no

symptoms.on the left side .Physical exam demonstrates some reducible fullness
in the. right groin . -

- A 50yearold obese man : _
- Right inguinal bulge accurring 5 years following open repair of a right inguinal hernia
- Reducible bulge for the last several months ) '
- No cbstructive symptoms |
No symptoms on the left side. ‘

»  What is your diagnosis? i
—_ ':_Glinically it's a case of rei:urral_lt Rt. inguinal hernia not complicated.

. Wﬁat is the D.D.?

1. Direct hernia 6. Infantile hydrocele of the cord.

2. Dual hernia g st e needa, - ENCYSted hydrocele of the cord
3. Femoral hernia. B. Hydrocele of hernlal sac.
]

4, Varicocele . 9. Fibro-fatty lipoma of the cord
5. Congenital hydrocele U

= What is the etiofogy of such case? | .
—  As incisional hernia( See before) , - - Displacement of prosthesis
- Incomplete removal of the sac " — Use of prosthesis of inadequate size
- Missed sac (2s dual hernia) ;

_ U-_;; ) S L2 U inn o Dr. Mohamed El Matary

_bff"?utda_‘s‘;

e prolena sutures in clo;ur'e of the abdominal incision, ™=

on (the most important dependent factor for recurrence).

Mﬂ;jy/q’?)g/eg/y/;/
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What is tﬁg investigation would ydu Gke to do?

- Hernia:is a clinical diagnosis

Freely you have received; freely give.

- Investigations are done to detect precipitating factors, complications and as preoperative

preparation of all patients

— However to evaluate for recurrent hernia the best imaging study is C.T. of the abcfomEn
and pelvis with at least oral contrast. Two sets of images should be obtained .the first
using the standard technigue and the second while the patient performing valsalva

maneuver. This test will allow for better identification of hernia contents, the inguinal canal

» What is thé treatment of such case?

- Correction of precipitating factors

1

Retroperitoneal or laparoscopic approach should be considered.

~ — * Wiite the treatment of possible complications in brief as strangulation

Hernioplasty through a different approach to avoid dissection through the scar tlssue

O TN e P NB A B ATET Tt

standing and supine position

75% and 96% respectively

- In all cases all sides shaould be examlned

Put in conmderatmn the following dunng chmcal examination of inguinal hernia:

- The patient must undergo more extenswe physical exam of his abdomen in the

- Sensitivity and specificity of physmal exam for the dsagnoms of inguinal hernia are

- The patlent should be asked to cough or perform a va!salva maneuver

e & s
d.‘ﬂf! i

S CASE 6394

A 2 years old boy presented with right groin lump which proves reduc|b1e with
sedation, analgesia and cold

s AL yearsold Boy - Right*

- Groia lump
- Reducible, - On the Anatomical site of hernia,

» What is the most (ikely diagnosis and why?

—* Rt. Inguinal hernia in infants
¢ ltis always of indirect type..
= Occurs in any sex but more common in males
by the spermatic cord,

o 55% on the right side due to delayed descent of the right testis.

Pt A I

« What is the D.D.2

( See before )

(20:1) due to weakness of the wall

pack.

-

— %om aw:; beflie we Mmu invefwegadvon to Sudyde Dr. Mohamed El Matary

-

W L)

T Il I

Crve”ve o 1111


http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

‘It is more blessed to give than to receive.

What is your dia gnosis?

— Mostly it's a case of complete burst abdomen I

#*

Dr. Mohamed El Mil’tary 1

Pnstoperalwe fasmal dehlscence has been repdne between postdperatwe days 1

\]

and 21 with the average occurrence being on postoperative day 7.

What are the types of Burst abdomen?

1. Partial burst abdomen i.e. incisional hernia -

11 ]

2." Complete burst-abdomen with evisceration if the peritoneum is torn

3. Complete burst abdomen without evisceration if the peritoneum is rntact

’ Wﬁat is the etiology of this condition 7
hernia ( See before )

As incisional’

What is your management? |

- Investigations |

= Lab:

e Wound and tissue culture.
o Blood tests

» |maging:

o Xsray muttlpie fluid levels due to illeus.
c U/S for pus pockets, ;
o CT for.pus pockels to evaldate the extent of the wound separation.’
-, Treatment
* Prophylaxis: Avoid and treat any predisposing factor
* Treatment of complete burst abdomen:.

TI1T 0

a. Pre-0peratwe.measures.
1. Cover the wound with a sterile towel and warm saline.

2. Ryle's tube + IV fluids + antibiotics.
(i '
At b. Operative:
ks evg e 1. Protruded intestinal loop are washed with saline and returned tcr abdomen

uﬂoml_‘:"- Z.

e
Sgndom €
Y

)i__}_l.l!? 1
Puﬂl

P& e 2

leach® - 3

4.

5,

LR AT

C. Poet-operatwe ' ;
. After closure of a fascial dehiscence particular attention shou'!d be made to

. Abdominal binder & Used post-operative.
‘Patients should be educated regardmg tneir postoperative surgical and

-Patients should bekmstructed to avoid straining and heavy lifting for a

Omentum is spread over the intestine
Abdominal wall is closed as one layer using “through and through” retention
suture as thay are retained at Ieast for 3 weeks.

modifying risk fac:tdrs lo prevent recurrence.

wound care.

minimum of 6 weeks.
Patient's nutritional status should be optimized to promote healing
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A male patient aged 35 yéars was éﬂffe‘-ri'n

35 years male
= Reducible swelling in the right groin.

i -
Suddenly the swelling became irreducible and painfyl.

= It's a case of complicated RT inguinal hernia, which may:

Im g::lsgahnn | +ve (difficult) ; : -ve
Reducibility ) -ve -ve
A..O e e +ve
Tender +ve +ve
Tense gl -ve +ve

— If strangulation or obstruction the management is Urgent operation,
“(see case 1)

A 24 years old woman presents to E.R. with abdominal pain, nausea, vomiting and
anorexia that began the previous evening. She describes her abdominal pain as

initially_para umbilical, but now localized to the right lower quadrant .Her
temperature is 37.9.Her vital signs are otheawise normal. On abdominal exam her
abdomen is sqft and not distended but tender to palpation over meburney's point.
She has no signs =% Of peritonitis

A 24 years old woman

_ g from a reducible-swelling in the right
groin. Suddenly the swelling became irreducible and painful.

= What is the diagnosis and Row will you treat A ;‘.m?

. : B i ¥ - gt .o L aza . - TR g N i Bl sy 1A
- Abdominal pain, nausea, vomiting and @norexia that began the previous éyéning. " i o G

Abdominal pain as initially paraumbilical, but now localized to the right lower quadrant.
- Temperature is 37.9
- Vital signs are othenwise normal.
- Abdomenis soft and not distended
- Tender to palpation over mcbhurney’s point
- She has no signs of peritonitis

B e, L i .‘ B L B

i
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* What is the diﬁereﬁtiaf diagnosis of tﬁis'comﬁtm' ?

~— In adult females careful history, examination and U/S are essential to
detect the cause. ’

—* Commonest cause of acute abdomen in surgery is acute appendicitis,
— D.D. |

1. Acute agg'endicitis~. ;

* Symptoms .
’ 1- Acute Pain that shifts
- It starts periumbilical , ill-defined colicky (visceral pain)
- = Within 6 -10 hours the pain shifts to right iliac fossa
% - Becomes sharper (Somatic pain).

- Aggravated by movement or cough.

2- Anorexia & Nausea:

3- Vomiting: It is always preceded by pain.

4- Constipation: Diarrhea may present early in the ‘course of appendicitis ( 1 or 2

motions) or in case of pelvic or retroileal appendicitis '

» General Examination

1. Mild fever < 38°C (If higher indicates complications or suggest other causes of acute
abdomen). :

2. Tachycardia not prominént (< 100): (Proportionate to fever)
(If higher indicates complications)

* Local Examination - > The signs of appendicitis are more
' ! : evident on McBurney's point

- 1. Inspection: _
-\ Abdominal movement with respiration = indicates peritonitis.
- Rigidity on the right iliac fossa !
2. Palpation:
- Localized tenderness in right iliac fossa.
- Rebound tenderness on the right iliac fossa. .
- Guarding on the right iliac fossa (voluntary muscle 'spasm).
- Rigidity indicates perforation (involuntary muscle spasm).

- Ifthe patient presents on the third or fourth day of the attack, a tender appendicular
mass may be felt in the right iliac fossa. .

3. Auscultation:
- There may be diminished intestinal movement.
4. PV&PR:-

- To detect pelvic appendix & exclude gynecological causes. -

Special Signs - T
1. Rovsing's sign: (crossed tenderness)

- Pressure on left iliac fossa = pain on right iliac
2. Hyperaesthesia of friangle of Sheren:

- |n sub-hepatic appendicitis.
3. Obturator sign (Zachary Cope): (in pelvic type) :
- Pain on internal rotation of flexea rigit thign due (o irritation of tha obturator internus

muscle by pelvic appendicitis

LT} o
v - i H
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4. Psoas sign: (in retroceecaltype)

- Pain on extension of the right thigh due to psoas spasm asa result of irritation by
retrocaecala ppendicitis. .

2. Pelvic problems
1. Disturbed right ectopic Eregnancz

- History of amenorrthea , - Vaginal bleeding
- .- Shock, - Tender cervix

Acute salgingitie: _ .

- Fever, vaginal discharge, tenderness often bilateral.

Midcyclic pain (Mittelschmerz) -

Twisted right ovarian

. PID:
- Vagmaldmcharge bilateral pain, mass felt on PV

-

Y R

- Careful detaﬂe menstrual hlstery eheuld be tken especlafly as reg'erd the exact
date of last menstrual period and any delay in the cycle
- PV examination is very informative

3. Uroibgical problems:
1.” Right ureteric coli:

.- Pain from loin - groin, pain does not i mcrease wﬂh mugh patient writhing on himself
- while in appendicitis patient lies flat as movement increases pain.
2. Rt. Pvelonephritis:

- Fever 40°C + rigors, tender pain, dysuria
- Pain in loin radiate to groin rather than iliac fossa
4. Lower Abdominal Problems
1. Non-specific Mesenteric Lymghademtis
- Common in children. : L
- There is shifting tenderness .
2. Regional ileitis.
3. Deep iliac adenitis: Common in children
‘4. Mickle’s Diverticulitis.
5. Perforated ileal typhoid ulcer:

I

ot - Hrstoryoftyphmd

L tenderness all.over the abdomen _ ‘
- X-Ray-> free gas in peritoneum (erect ->gas under diaphragm).
6. Diverticulitis of a long sigmoid colon. Common old age

- ‘What are the im.»'est;g‘. ations needed to esmﬁﬁsﬁ a d"mgng is?

5 Acute appendicitis is a clinical diagnosis I.e. in\restlgatlons are needed
mainly to exclude other causes of acute abdomen

13
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- Laboratory:

* Leucocytic count: -
- Moderate leucocytosis (10, 000 ~ 16 Q00/ul) 8O- 20% of cases, However

normal WEBCs count does not rule out appendicitis.
» Urine analysis: To exclude.UTI or urinary stones.
* Pregnancy test: If ectopic pregnancy is suspected.
- Radiological:
e U/S: . , o
- May diagnose appendicitis (dilated lumen, thick walled appendix , non-
compressible :

- Exclude other diseases (Ureteric stones, Gynecological preblems)

[ ]
CT
- Although CT scan is an expenswe a focused contrast CT scan I|rn|ted to the
appendix may actually be cost saving.
- A study showed that routine appendix focused CT in patients with suspected
appendicitis prevented unnecessary appendectomies as well as unnecessary
hospitalization for observation

- Instrumental:
* Laparoscopy:

- Some surgeons have the policy to perfenn laparoscopy for fernales in the

. childbearing period with lower right abdominal pain.
- Advantage —If the problem is medical (PID, Mid-ovulatory pain) ,we protect
the'patients from hazards of surgery :

- -
3 i Fitgad B oy -'-_‘-"' .:,____..-..a-._. _._."4:-
N.Bp"‘ e L e 4 ; "" ! o Ve | R R

ool gt

- F‘atrents >50 or have SUSpICIDUS findings on.imaging sheuldundergn ce[eneecepy
to rule out malignancy

» What is the treatment of an appendicular mass?

-  Appendicular mass:

* Conservative management: (Oschner Sherren)

— This'is due to marked adhesion so the operation is’ dlff'cult & injury of the
cascum might lead to fecal fistula

« ‘Semi-sitting position to relax the abdominal muscles & to make the pelvis
more dependent

* Ryle if there is vomiting for 48 hours.

*» Intravenous fluids (until nausea subsides, then oral intake starts with fluids
followed by gradual intreduction of solid meals).

+ Intravenous antibiotics: Ampicillin + Melremdazele + Ammeglycesndes
-« Monitoring of; '-

o Vital signs : o Degree eftendemees
. o Vomiting . o Size of lhe mass
— Results of conservative management;
» In 80-90% of patients, Mass+, feverd, paind -)appendectemy after 3
months (interval appendeclemy) .
- Pain 1 (throbbing), fever 4 (hectic).-> abscess - LT SO
e PainV, feverd, but mass persists = investigate as cancer caéeum

‘14
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. ; - Appendicular abscess: (complicated mass) _

* Urgently drainage muscle cutting extra-peritoneal & Antibiotic

i
%f:'\
<

i CASE 10

A 28 years old female came to the emergency room with vague abdominal pain,
- around the umbilicus and then localizing to the right iliac fossa. She had nausea,
— a pulse rate of 100/min., temperature 37.8 C. Abdominal.examination revealed
localized tenderness, and rebound tenderness in the right iliac fossa,

— A 28 years old female
— = Vague abdominal pain around the umbilicus
Then localizing to the right iliac fossd.

She had nausea. '

Pulse 100/min.

.Temperature 37.8C

“Localized tenderness, and rebound tenderness in the right iliac fossa

» What is the mastpraﬁciﬁié diagnosis?

— Acute appendicitis

+ ZEnumerate the differential diagnosis? (See before )

» What are the investigations required? (See before )

. ’_Wﬁat are the possible complications?

— Local complications: ._ : :
_1. Persistent Obstruction > Gangrene and perforation
*2. Appendicular mass (Phlegmon)
3. Appendicular Abscess :

4. Chronic Appendicitis (Recurrent Subacute appendicitis)
5. Fecal Fistula :
- General Complications: (rare)
1- Septicemia, toxemia, bacteremia or pyemia.
' 2- Portal pyemia (Pylephlebitis): " o
"~ - ltis a grave condition (rare). - I
- Cause: Suppurative thrombophlebitis of portal venous system.
- Clinical Picture: Chills, 1 fever, low grade jaundice & later hepatlic abscess

« What is the _treatment of the case and its cmn;gﬁcatig?u?

Al 11

A.Uncomplicated:

o

- Acute appendicitis. | s E .
- = Urgent appendectomy through Gridiron incision at point of maximum
tenderness (mostly at McBurney's point)

Al

Ry
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B. Complicated _
+ - Appendicular mass:
* Conservative management: (Oschner Sherren)

— This is.due to marked adhesion so the operation is difficult & injury Df the
caecum might lead to fecal fistula

» Semi-sitting pc-smon to relax the abdnmmal muscles & to make. the pelvis
more dependent _
* Ryle if there is vomiting for 48 hours.
Intravenous fluids {until nausea subsides, then oral intake starts with fluids
~ followed by gradual introduction of solid meals).
"= Intravenous antibiotics: Ampicillin + Metronidazole 4- Aminoglycosides.
. Mnnitunng of: : LR
' o Vital signs o ' o Degree of tenderness

o Vomiting ’ o Size of the mass
— Results of conservative management: .
' * InB80-90% of patients, Mass«, feverd, pain' - appendectomy after 3

. months (interval appendectomy).
+ - Pain 1 (throbbing), fever 1 (hectic) < abscess
¢ Pain', feverd, but mass persists - investigate as cancer caecum.,

- Appendicular abscess: (camplicated mass)

" Urgently drainage muscle cutting extra-pentonm! & Antibiotic
a. U/S guided drainage.
b. Open drainage:
Muscle cutting incision
Extraperitoneal drainage
.Drain is introduced
- Appendix is. not removed
* Appendectomy after 3-6 months.'

- Diffuse Peri?aniﬁs'

Hesuscltatlan & Mon itoring.
Exploration.
Removal of the appendm
Peritoneal toilet.
Three drains:

= Pelvic drain = most dependent while standing.

- * Hepatorenal - most dependent wh|le lylng down.

= Paracaecal.

- Appendectomy. through Rt. lower paramedian mclsmn due to adhesions & to explora
the abdomen to exclude other causes of dysp—epsm

S

- Portal Pyemia: ' ' |
- Ligation of ileocolic vessel + antibiotics + TPN,

16
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A 22 years male with pain in the right iliac fossa, vomiting & diarrhea.
O/E : tachycardia, with tenderness and guarding the right iliac fossa.

A 22 years male - With pain in the right iliac fossa,

- Vomiting & diarrhea. - Tachycardia
- with tenderness and guarding the right ifiac fossa '

lower abdominal pain Is important (See before ) -]E-
o S This patient is a
. t are the Speci vestiga ? (See before ) male patient

* Discus Di ST .

—> Maostly it's a case of acute appendicitis pre-ileal post ileal causing
enteritis or pelvic causing proctitis however exclusion of other cause of

A 25-years-old male gives history of vague umbilical pain that shifted to the Rt. lliac
fossa of 3 days duration. The patient has pulse of 100/man & temp is 38 c,
abdominal examination reveals a tender mass in Rt lliac fossa

A 25-\rears oid mala
- 'v‘ague umbilical pain that shifted to the Rt. lliac fessa of 3 days duration.
» Pulse of 100/man

- Tempis3Be.

- Tender mass in Rt. tliac fossa.

ﬂfa@m‘ﬁ? : o | |
— It is a case of appendicular mass appendicitis however exclusion of
other cause of lower abdominal pain Is important (See before)

Discuss the Management? - NB. -

Diagnrosis { C/P, investigations) (See before) - ---|:This patient is a male patient

Treatment

TTT of appendicular mass and abscess {See before)

17
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hsEcemamtasie: CASE 13 mmeaticsmecavetiom e e
A 57 years old man presented with epigastric discomfort since two months for =l
which he received a proton pump inhibitor with no improvement. Dyspepsia was to
all types of food. He lost eight kilograms of his weight over the last two months, He __|
is a heavy smoker and occasional alcohol user, but never had such symptoms  w
before the last two-months. He is not diabetic. There is no history of gastro-

oesophageal reflux nor gall stones. On general examination he looked pale and
weak. Abdominal clinical examination was not remarkable.

CKEYS s jris g | —

A 57 years old man, heavy smoker, alcohol user.
Epigastric discomfort for two months T
Dyspepsia to all types of food -
With no l;n'qrc'werr"rent on proton pumg inhibitor -
Lost elght kilograms - ' \ =
- Is no history of gastro-cesophageal reflux nor gall stones
Abdominal clinical examination was not remarkable.

|
A 52 years old male presents with history dyspepsia and epigastric discomfort for
6 months. He describes 2 episodes of black tarry stool and 30 Ib weight loss over
the past 3 months. His past medical history is significant for hypertension,
hyperlipidemia and BPH. He had an open appendectomy as a child. He drinks 8
beers a day and has a 30 pack year history of smoking cigarettes. He has family
history of heart disease and hypertension .his medications include tamsulosin,
metoprolol, omeprazole and Lipitor. He is not allergic to any medication s:
A 52 years old male -
- History dyspepsia and epigastric discomfort far 6 months.
2 episodes of black tarry stool _gVojur i :
30 1b weight loss over the past 3 munthls. : G Ci.é,l?-a-show WH:C.
BT o r
w599 283 -

‘

. G bk
* What are the diagnostic possibilities? R

— Any old male with dyspepsia is cancer stomach until proved
otherwise however other causes of dyspepsia should be excluded

. sy
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a. Gastric causes '

- Chronic gastric ulcer. ( eplgastna pain after maai dacrease with fasting )
- Chronic gastritis. -

- Gastric carcinoma
b. Duodenal causes:

' - Chronic duodenal ulcer (abdominal paln increase with fasting decrease wlth
eating )

c. Biliary causes:
- GB carcinoma.
. =GB stone (Usually female 40 . Fatty ........... )
d. Pancreatic causes: :

- Chronic pancreatitis. ( usually alcoholic )
- Pancreatic carcinoma. (old male with progressive painless jaundice )

e. Appendicular dyspepsia (chronic appendicitis)

_f. Colonic_dyspepsia specially CA caecum

« How would you investigate Aim? | W Npwassl
1. For diagnosis:

e e

? -
54

B S0 01 S '
Upper' GI endoscopy: Si:&«o SCreemiy
» To visualize the macrascaplc picture. S
* Endoscopy detects tumor at aarhar stage than radiology-The diagnostic accuracy
: of upper Gl endoscapy for gastric cancer appmaches 98% .
.." To take multiple biopsies (punch or brush cytology).

Barium meal: _ o g st
. A- If caulifiower mass: a s S 3 g‘lzwkld\

= Persistent irregular filling defect '

B- If malignant ulcer: _ | s v.;::P_
- Large Ulcer niche outside the ulcer bearing area. -

C- Llinitis plastica“{leather bottle stomach):
= Marked narrowing cf lumen of the stomach wllhuut mtarmptlon of barium flow.

2. For staging: {j p Shew d.o_pi-hr
' S L
Abdominal U/S: felumined IS “ﬂ wa
* Detects L.Ns involvement (not accurate} — n 0+
. Detecls liver secondaries. | WS
CT SCﬂn ' ' uJ‘IH“-
- w  Detects LN involvement (mnra accurate than U/} Qt Scown. U "-} Bt
. Helps in preoperative staging of the dlsease ool {_QK\Y"-‘&?
Endoscopic U/S: - : T W‘N’a
» Can detect the depth of invasion in the gastric wall
PET scan: v o
* Detect metastasis . L S - A ¥ \ S
S
£
19 <§; :
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3. For follow up:

- Tumor markers: .

- -

Itis of prognostic value rather than diagnostic.

Dr. Mohamed El Matary ™

* CEA 1 in 65%and indicates extengive spread.
* CA19-9 & recently CA 72-4

' 4. For preoperative preparation:

CBC:

- KFTs, LETS, serum electrolytes:.

For operable fitness

Anemia (micro or macrocytic anemia )

. “What is the treatment plan f_m' the most probable diagnosis?

A.Operable Cases

Aim is to cure the patient.
Radical operation is performed:

1) Removal of the tumor bearing area + safety margin 5.cm above + first 1.5 cm

of the duodenum below.

2) Removal of the omentum (greater & lesser).

3) Removal of L.Ns

4) Spleen

5) Tail of pancreas.
According to site of tumor:

Site Operation Anastomosis
» Lower 1/3 | —»Lower radical partia! gastrectomy Stomach to jejunum
o g (Billroth || or Polya gastrectomy)
« Middle 1/3 |.—»Total radical gastrectomy Esophagus to jejunum (Roux enY)

. | Upper 1/3

—Esophagogastreclomy
(through thoraco-abdominal

safety margin)

incision to guarantee an upper .

Esophagus to jejunum (Roux

enY)

Oral feedlng is started once it is established that the patient does
not have an intra-abdcminal leak from esophagojejunostomy.

B. Inoperable Cases

Resectable:

- Palliative gastrectomy {Best palliative option} as it is surface tumor hemerrhage and

obstruciiori might etcur, it'is hot'so $énsitive’to irradiation-& chemotherapy

Irresectable:’

» According to site of tumor:

1.1f in pyloric region on > Anterior gastrofefunostomy:.
2. If in-upper stomach > Posterior gastrojejunostomy

Radiotherapy & chemotherapy. ! :
- 5 fluro-uracil in general adenocarcinima nct sanslwa to [rradlahon & chemotharapy'

20
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A 40-years-old male patient presented to emergency room with abdominal pain of
24 hours duration. The condition started by sudden severe epigastric pain, foljowed
by a period of total improvement . The patient gives history of dyspepsia. Pulse was
120 per minute, A.B.P was 90/60 mm/Hg & temp 37.9 C. Abdominal examination
revealed tenderness & rigidity over epigastrium & Rt. Side abdomen

A 40-years-gld male
- Recurrent at'{duminal pain of 24 hours duration.,

-+ The condition started by sudden severe epigastric pain, followed b'f a period of total improvement
- History of dyspepsia. :

- Pulse was 120 per minute,

- . A.B.Pwas 90/60 mm/Hg &temp 37.9 C.

- 'Tenderness & rigidity over eplgastrium & Rt. Side qbdamen' ;

* Discuss the management?

H Acute Perforated peptic ulcer mnstlj.{ duodenal ulcer (Mostly stage of

septic paritunitis] LA IR
- K CASE 16 il

A 45 years old business man presented to the ER because of sudden severe pain
in his abdomen above the umbilicus. On examination his abdomen was slightly
distended, tender, and very rigid on percussion there was obliteration of liver

dullness. The patient is a smoker with history of attacks of heart burn but there is
no history of medications 3 :

'

A 45 years old business man, smoker
= Sudden severe pain in his abdomen above the umbificus. '
- Abdomen was si.‘ght!p distended, tender, and very rigid
- Onpercussion there was obliteration of liver duliness.
- Attacks of heart burn but there is no history of medications

» What is the d"msﬂ‘ of this cﬁe? | o %‘C&Pmﬂ%mﬂ

— Clinically It's a case of acute perforated peptic ulcer.

— Other causes of acute abdomen should be excluded such as; ror
-~ Mesenteric ischemia: There is no cardiac problem or bleeding per rectum. U=

- Small bowel obstruction: But the pain not colicky, there is diminished liver
duliness. : e

- Crohn's disease: But no chronic diarfhea. malébsorpticn
- Ppancreatitis, appendicitis, diverticulitis, ruptured abdominal aortic aneurysm,
pneumonia, pulmonary infarction, and renal or biliary colic.

21
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Describe the develo t of clinical picture of this case i lected?

1. The patient now in the Stage of Chemical Peritonitis:

* Symptoms -

Sudden severe pain in eplgastrlum which then becomes generalized.

* Signs .
» General: Pallor, sweating, subnormal temperature, rapid weak pulse.
» Local: '
‘'« Inspection: Board like rigidity,
» Palpation: . guarding,
7 eplgastric tenc!arnass

. Percussior} V liver dullness (air under the diaphragm).
.‘ Shifting dullness (fluid in the peritoneal cavity).

« Auscuitation:| intestinal sounds (Paralytic ileus occurs late).
* P/R: fullness in Dcugtas pouch In females & rectovescial pouch in males.

2. Stage of Illusion-. {Quiescent Stage):

Patient feels better with less pain & rigidity

3. Stage of Septic Peritonitis if this case ‘ﬁeglected

» Symptoms

= Pain increases wtth rising temperalure
= Signs

» General: Fever & tachycardia.

> Lgca !

- Generalized rigidity, tenderness, prograsswe abdommal distension.

What investigations neea’écf in this case?
1. Plain X-Ray abdomen erect:

- Air under the diaphragm (absence of air under diaphragm doesn't exclude perforation but nit
is +ve 70% of cases and it is enough to take the patient to the uperatlng theatre).

2. U/S: Shows fluid in peritoneum -> aspiration.
3. Gastrografin meal: ensure escape of the dye through the perforation,

4 CT with contrast (more accurate)
5. Routine pre-operative investigations: CB.C.......

What is t ement of this case

- Itis important to quickly diagnose a perforated peptic ulcer because the prognosis
is good If treatment is provided within the first 8 hours, whereas delayed treatment
beyond 12 hours is associated with decrease.. survival and increased mesbidity.

1. Resuscitation & Monltorlnq

a- Resuscitatlon
* Ryle: continuous asmration
= |V (fluids, blood, antibiotics, anaIgesms Hz blockers omeprazole}
» Catheter

b- Monitoring: of BP, pulse, urina 0utput CVP, eleclrolytes and pH.

22
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> Emergency Operation: (the srmplas'r nr‘oceduf‘e is d""’-]
» Peritoneal toilet then
a. Simple closure of the perforation with omental patch (Graham's method)

b. In Gastric ulcer — biopsy must be taken.
c. Draining of the peritoneum.

]
2. Postoperative-Care:

- Medical treatment of the ulcer — LIFE STYLE MODIFICATION:
1. Rest: Physical & mental rest (sedatives might be needed)
2, Small frequent meals; about 5 times a day )
3. Avoid irritant foods -> spicy etc.
4. Avoid irritant drugs - NSAIDs are stopped
5. Avoid - smoking, alcohol, coffee, tea and cola.

- A 33-years-old male patient presenting with persistent projectile vomiting & colicky
abdominal pain 4 weeks duration. The vomitus contained food particles from
previous meal. On examination his tongue was dry, oliguric & his pulse was 60 per
minute, A.B.P was 110/70° mm/Hg. Abdominal examination revealed waves of

eristalsis ;
P [ P O s (v A
» A 33-years-old male : (_é.,ﬂs )
¥ 'Persistent projectile vomiting ‘ WJ ol
- Colicky abdominal pain 4 weeks duration. :
¥ p o s
- The vomitus contained food particles from previous meal, '

-* Tongue was dry, oliguric & his pulse was 60 per minute,
- Blood pressure was 110/70 mm/hg.
- Ahdnmlnal examination revealed waves of DErIStaiSis

. W 'tis the possible diagnosis and differential osis?

—> Clinically it is a case of gastric outlet obstruction inostly due to

healed duodenal Ulcer - post pyloric stenosis campllcated by
dehydration

— D.D. of pyloric obstruction in aduits:
1- Healed DU: (history of periodic pain that's now lost & become continues. O/E:
suction splash)
2- Malignant obstructicn :Cancer pylorus

- Old age - Epigastric mass ., .
- Cachexia o - 'Metastatic:jéundice malignant ascites.
- Vomiting

-3~ Praessure from outside i.e. CA head ofpancreas old age & obs‘ructwe jaundice.
4- Others: as chron’s disease, T.B.

23
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* Clinical evaluation and investigat 7

- History of periodic pain, which is lost at presentanon & changing to epigastric pain.(Some
cases are silent first and first presentation is pyloric stenosis)

> Vomiting:
Projectile, contains food of previous day. not bile stained, fnul odour from
fermentatlun characlensllcaliy in the evening

. Igns. (We have to exclude malignancy)
» General:

1. Under weight.

(—
2. Dehydration S
3. Chestinfection.
» Abdominal; —
* Inspectioh: . .
o Epigastric.fullness .
o Perlstaltic waves from left to right. i
» Auscultation: -
' »o Succussion splash,
* Investigations: , r i
— Main aim is to exclude malignancy & assess the gem.-ral condition of
the patient. —
1. Radiological: hodd oS e A e
Uneg 1 4
* Barium meal: Chegl - T
=¥ = Findings: - ; ' e
. -a. Dilated stomach ‘ —
b. Soup Dish appearance® or invertad hat appearance (Fluid level + rugae) sp—
c. Delayed gastric emptying
= It may mlss small pylorlc carcinoma, therefore gastroscnpy is assential —
| ‘ 2. Instrumental: e
! == - Upper GI endoscopy: o
} = Main value: To exclude malignancy + biopsy e
_ = Findings: Dilated stomach with atrophic gastritis & stenosed inactive pyloric
| ring with failure of passage through pyrorus —
rmm—
. A - q N B . ] : » )
Endoscopy can only be done on empty stomach and so should folluw a period of —
fasting & gastric lavage.. (—
3, Labor‘ﬂ'l‘orv‘(assésé general condition. of the patlent)- Un\«b('&- e e W AR e
» CBC - anemia, hemoconcentrat;on : [Mm =
» KFTs= prerenal failure. —
* Serum electrolytes > \ Na*, K* & CI- & paradoxical aciduria. T
§‘:
= S

e
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v W to prepare tﬁe atient and how to treatment the case?
— Only surgical but not an emergency
1. Preoperative preparation:

a) Correction of the general condition of the pat[ent (Preeperati\fe preparation).
""9’ . High protein fluid diet given I.V.

2, Correction of fluid (by saline first), electrolytes (Na*, K*, Cl-and Ca*) and acid-

base balance by 1.V sclution, (a!kelosm}

3. Blood transfusion for anemia. db“:"‘“'?}w)c Ll=

' 4. Chest physiotherapy and antibictics. vis 2ar
b) Gastric lavage through R & M‘i.&‘-ﬁuﬁ,.m

Ie s e _,
2. Operative: G'Em‘m}” s> Mgl Vs

- 3) The standard treatment:— Truncal vagotomy & gastroje unestenM “p' <
—+ b) In the elderly or unfit patients— Gastrojejunostomy alene

wé-u

B CASE 18

44 years old man presented at the ER with massive melena and drowsiness. The
patient indicated that he had several bowel motions, containing black tarry colored
stools. There is a history of frequent drinking of alcohol and also the patient used
ibuprofen (Non-steroidal analgesic) tablets frequently to relieve headache and
knee pains in the last ten days. On general examination, his temperature was 37
C, pulse rate 110/minute, B.P. 95/70 and the respiratory rate was 22/minute. The
patient was pale and cooperative on insertion of nasogastric tube fresh blood

comes out in the aspirate.

Freely you have received; freely give. _
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: ' 'f oles’
Sanad - | — T . 1 g LRAL - O-ll&
P Myears old man s et
- Massive melena and drowsiness. of
- Seyeral bowel motions containing black tarry calored stools. ¥ dﬂ&l =
- Frequent drinking of alcohol and ibuprofen for last 10 days. A3 rwo
- Tehpemthre was 37 ¢ - Pulse rate 110/minuta e;t I
- Blood pressure 95/70 "~ Respiratory rate was 22/minute c
- The patient was pale and cooperative o s ) Wﬂ '
« ‘What are the possible sources of bleeding? colsy
. * ;‘ )
— Black tarry colored stools = melena = upper Gl bleeding &2.{ v eurices
— Upgar G... hemcrrh.age Is usually due to lesions above the ligament of )
Treitz (end of duodenum). IR ” Kpﬁ. : e fhe i,_,‘“m S
Gd\o'Ns) G a5 mexk
« Bleeding chronic PU ( gastric or duodenal ) ddirein £ clep
» Acute erosive gastritis ' « Mallory Weiss syndrome
+ Ruplure esophageal varices _ « gaslric carcinoma (rare)
« Bieeding disorders, e.g. hemophilia, thrombocytopenia.
S
N
" a5 @ _
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«  How could you proceed in the investigations according to priorities?
1. Fiber-optic Endoscopy: ' _
tion. It should be performed as early as pcss;ble once

—> Localization of the site and cause of bleeding by

Dr. h-iohaﬁled El Matary

history of:

+ Previous attacl-c's and their management.

« Hepatitis and bilharziasis. + manifestation of fiver ce
« Medications, particutarly NSAIDs. .

+ Peptic ulcér symptoms + tender epigastrium O/E

« Bleeding tendency.

i failure O/E

- Is the most important investiga

the patient has been resuscitated. o S
- In the majority of cases (90-95%) endoscopy will establish the cause of bleeding

- Endoscopy can also be used therapeutically to stop bleeding

I R e i
is important to identify any associated malignancy

. When feasible, biopsy of the ulcer
and to detect presence of H.pylort

2.

:.D-LU

SMA angiography: : . _
- |n difficult cases where radiography or endoscopy fails to diagnose the lesion that
causes the bleeding '
- Angiography needs to be performed during active bleeding

B 5. LETs :

—

N"’" . Admit to hospital. Severe bleeding cases require ICU admission.

. Repeated clinical and hematocrit assessment.
Insert two peripheral venous lines & withdraw blood for cross-matching-& blood tests.

W@ .
é)!-‘" - Insert a Foley catheter, Urine output is the best monitor of tissue perfusion.

'\W - Acentral venous line is needed for monitoring in severe cases.

s

w,&‘;'- Correct coagulopathy by FFP and by giving missing factors. Patients taking warfarin or

- 1V sodium containing fluids is started until blood is available e.g., Ringer's lactate.
- A nasogastric tube is inserted for all cases.

antiplatelet are likely to require reversal of their coagulopathy.
- Endotracheal tube intubation should be considered in patients with altered mental
status because aspiration of blood is a major cause of morbidity and mortality.

KFTs S : . 6. ‘ABG& serum electrolytes
How can you proceed in the treatment according to priorities?
1. Correction of general condition of the paﬁenf (Resuscitation + Monitoring)
E—
E—

2. Urgent endoscopy: Done once the patient is stabilized and according the cause:

5™ AL If acute erosive gastritis: - —
W% e ~ IV proton pump inhibitors. . ‘
anc,\":‘ ~ Endoscopy: Local injection of adrenaline in the submucousa or laser
’?)*\9 : photacq_agulalion — if failed - Urgent gastrectomy
\vexrsdoon = O\ - ?O'LLUW“P__C_F“ o) Lo ipnresiadds G »
¢yl U sl 5/Ls0y B s
7-10 cmh2e % o 2 163Lo i g
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A 60-years-old male
Severe attack of Hem

Abdgminal examination was free. The
medications for indigestion.

PRI S KEYS - .

= A60-years-old male - Severe attack of Hematemesis.

= The pulse 120/min. - ABP was 90/60 mmHg.
‘Abdominal examination was free.

patient: was admitted to the emergency department after
atemesis. The pulse was 120/min. & ABP was 90/60 mmHg.

patient mentioned that he used to take

-

. ma
( See before )

A 40-years-old male presented with vomiting large amounts of blood. Pulse
140/min, B.P 90/60, jaundice, drowsy, irritable with clinical ascites.

- 40-years-old male - Vomiting large amounts of biood {haematemsis)
Pulse 140/min - B.P 80/60
=* Jaundice, drowsy, irritable with clinical ascites

« What is the most (ikely diagnosis?

— Clinically it's a case of upper Gl bleeding mostly rupture esophageal
varices but other causes of upper Gi hla-ding should be excluded ( See

before )

« Discuss specific investigations & immediate mana t?

( See before ) - A
A 45 year old male with a long.standing history of.a duodenal! ulcer.presentad with... -,

hematemesis to the emergency room. His blood pressure was 80/50, his pulse was
135 and his respiratory rate was 32' : : et

|
A 45 year gld male - Long standing history of a duud_enal ulcer‘presqntep :
- Hematemesis. - Blood pressure was 30/50 X
- Pulse was 135 - Respiratory rate was 32 N
29
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A 58 year old man presents to the emergency room following several episodes of
coffee ground emesis. He suddenly vomits a large volume of bright red blood. his
wife explains that he is generally healthy except for the stomach ulcer he had the
previous year. He completed a course of two antibiotics and continues to take
omeprazole dajly. He has never had any operation and takes no other medications.
On exam the patient is distressed but alert and no longer vomiting. [nitial vital signs
reveal tachycardia with a pulse of 115 and blood pressure of 100\70. He has mild
discomfort with deep palpation in the epigastrium and the remainder of his exam
IS unremarkable - - ; :

- A58 vyearold man
Several episodes of coffee ground emesis.
Suddenly vomits a large volume of bright red bload.
Generally healthy except for the stomach ulcer he had the previous year.
Completed a course of two antibiotics and continues to take omeprazole daily.

On exam the patient is distressed but alert '

Tachycardia with a pulse of 115

Blood pressure of 100470,

He has mild discomfort with deep palpation in the epigastrium

The remainder of his exam is unremarkable

* What is the most fikely diagnosis?

— cllnicﬁliy it's a case of upper Gl bleeding mostly bleeding peptic
ulcer, but other causes of upper GI bl'eedlng should be excluded ( See

before )

. T
e of upper GIT tleeding needing hospitalization

| Peptic ulcers are the most common caus

¢ I
* How would you resuscitate the patient?

( See before )

. v would investigate . eat Aim?
( See before )

A 45-years-old male presented for the 1st time td the ER by complaining of upper
G.I.T. bleeding. He was on NSAIDs for joint pains for the past 3 weeks.
Examination revealed: Liver 2 fingers below the costal margin, spleen enlarged 3
fingers below the costal margin. -

30
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B. If peptic ulcer:
> Conservative Treatment:

-~ Most of cases stop bleedin

9 spontaneously due to clot formation at
base of ulcer ' -

1. IV proton pump inhibitors. : '
2; Urge_nt endoscopy: Done once the patient is stabilized.”
— Diagnostic; | - |

= Either bloed clot is seen at base of the ulcer or actual bleeding is seen.
—Therapeutic: s
= Indications:
1. The ulcer is seen to be actively bleeding
2. Visible vessels in the base
- = Methods:
' 1. Laser coagulation.
2. Thermal coagulation.

3. Injection of the ulcer base by adrenaline or alcohol.

3. Fresh clot covering the ulcer.

A N e T N B T T S T DR R A
o The following cases usually respond well to conservative treatment:
1. Young patients under 45 years cld. 2. Minar bleeds.

3. Short histary of dyspepsia. 4. Recent history of ulcerogenic drug intake

o Studies show that epinephrine injection alone is inferior to combined therapies with
epinephrine injection and thermal coagulation or placement of a hemoclip

3. Patients are advised to avoid tobacco & NSAIDS"as. waﬂ, as to continue PP therapy.

. Those colonized with H.pylori receiva triple therapy & eradicatlon is confirmed at
. -‘follow up .

> Surgical Treatment:
—Indications:

A. Absolute Indications; 1 ' _
1. Patient under adequate medical treatment bleeds. . P
2. Severe bleeding from the start of about 2L or more (> 4 units of Blood nesded for
correction). - .
3. Continuous bleeding.(as evidenced by the nead to transfuse 1000 ml of blood / day to
maintain stabhility) _
4. |f bleeding recurs while patient is in the hospital
B. Relative indications:
' 1. Old patient due to atherosclerosis — can't withstand effect of shock & the arleries are not capable
of geod contraction to stop bleading ) o
2. Associated with a serious disease — risk of cperation is less than risk af shock -
3. Long history of ulcer disease — doesn't respond well to medical trealment

. —Methods: R TSRS LR LA P ST R SYRTE IO .
. If GU->Gastrectomy. .

* If DU->Truncalvagotomy+pyloroplasty+ under running sutures for hemestasis.
(Gastroduodenal artery may require ligation)

P . e A T

sy
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C.If bleeding esophageal varices:

1. Prevent encephalopathy:
o By evacuating hlccd from GIT & preventing its fermentatlc:-n
o Method: _
- Gastric lavage.
- Repeated enemas.-
- Enteral antibiotics e.g. neomycin 0.5 gmi/-4 hrs. (L bacterial flora)

- Lactulose (10 — 30 mi tds orally). It is fermented to Iactic acid— combines wdh ammonia and

has mild laxative ei‘fect
2. Stop bleeding:

o Measures to stop bleeding are arranged in order of priority.
. o If one method fails, the next is used.

i.Uxzgent upper GIT endoscopy:

- - Confirm the source of bleeding (diagnostic).
.- Therapeutic

» Injection Sclerotherapy: Intravariceal or Paravariceal

-

> Band ligation: First choice now.

* Encircle each varix by a tight band - thrombosis of tha veins.
®* Comparable results as sclerotherapy with fewer side eﬂects
ii. Drugs: : L

- Vasopressin: Temporary control bleedmg

»~ Dose: '
"+ Continuous infusion into a peripheral vein at 0.2 unitkg dlssolved in 200ml of

5% dextrose given over 20 min.
- Action:

* vasoconstriction of splanchmc arierioles 2 4 pcrtal VEenous pressure

- Glypressin {vasopressin + Glycine): Has more prolonged action.

- Somatostatin: Lower Intravariceal pressurea.
- Dctreotide! Longer acting analogue of somatostatin.

iii. Balloon tamponade:

- Indications:
~ Bleeding is severe & can t do endoscope
-~ Band l:gatmn / sclerotherapy & drugs di chn 't stop bleeding.
- Value: :
~ Temporary measure untll arranging for repeat endoscopy or emergency TIPSS
or surgery.
- Types:
1. Linton-Nachlas tube:
- Has alarge gasinc but no esophageal ballacn
2. Sengestaken-Blakmore *ube: (3iumen)

- Have both gastric & asophageal balloans.
- Effective in cases of gastro-esophageal bleeding.
3. Minnesota: (4 lumen tube)
. =. thefourn lemen is for aspiration of saliva from emphagus

‘ The gastnc baFloon is inflated by 200 ml air and pulled upward to press gastric fundus
o If bleeding continues, the escphageai tube is inflatetd and the pressure in it should not exceed 40 mm Hg.
o Patient shouid be in ICU for monitering & insertion of endo-tracheal tube to prevent aspiration pneumonia

i, T:a.nsjugglar int:aheea.tic Eurta—sgstamic shunt (TIPSS) :
- if all the previous methods failed to stop bleeding.
28

1IRIEIRIEY

THRE)

RIERY

1]

A 11 1 1] 1


http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

n 1 1

1

il

(r

\ I

et ARe K iy o

- A4S l - : bl -
NS:!‘ years fal:d mah.e - Upper G.I.T. bleeding.
SAIDs for joint pains for the past 3 weeks - Liver 2 fingers below the costal margin
- Spleenenlarged 3 fingers below the costal margin.

» What is the D.D? .
— Upper GI bleeding for D.D. ! See b'e.for'e !

* How toreach a diagnosis?

( See before ) . L
» What is the treatment?

( See befpre ]

A 68 year old male presented to the emergency room complaining of passage of
fresh blood mixed with blood clots per rectum, which was not related to defecation.
This was the 4th attack in 24 hours. He was pale, pulse rate 120/min, blood
pressure was 90/60, and nasogastric aspirate was bilious.

;= AGEyearold male
- passage of fresh blood mixed with blood clots per rectum,

© - Not related to defecation. { not piles)
- This was the 4th attack in 24 hours. :
- _He was pale, pulse rate 120/min, blood pressure was 30/60,
- Nasogastric aspirate was bilious. { not upper GIT bleeding )

» What are the most likely causes of this sive bleedt er rectum t
Such patient?
—> Massive bleeding per rectum in adults:
1. Diverticular disease. o
Angiodysplasia.
Ulcerative colitis
lschemic colilis (less commen)

Bleeding piles (less common) | ) | |
Massive bleeding from upper GIT. ( exciuded by bilious nasa‘gastn’p aspirate )

CEURCAYN

Cancer colon is a cause of fresh bleeding/rectum but not a common cause of massive bleeding/rectum

31
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— Estimation of sevarlty of bleeding and resuscitation

Admit te hospital. Sever bleeding cases require ICU admission.
Repeated clinical and hematocrit assessment. -

Insert 2 peripHeral venous lines & withdraw blood for cross-matching & blood tests.

Insert a Foley catheter. Urine output is the best monitor of tissue perfusion.

A central venous line is needed for monitoring in severe cases.

Ryle tube and aspirate to exclude causes of upper GIT bleeding. -

IV sodium containing fluids is started until blood is available e.g., R*nger‘s lactate.
Exclude Bleeding tendency -

Correct coagulopathy by FFP and by giving missing factors.

— Localization of the site and cause of bleeding: '
A. Hrsfor*y

Prawaus attacks and Ihenr management.

Diverticular disease. usually large volume painless bleeding and ass. with I1BS

Angiodysplasia repeated attacks
Haemorrhoidal bleeding is characterized by :
o Fresh bright red.
o Jetor drops separate from stools, .
o Occurs with strainig usually by the end of defecation.
In ulcerative colitis there i is a long history of diarrhoea with rectal discharge of
mucous or blood.

Patients with ischemic colitis are usually elderly and complain of left sided
abdominal pain especially after meal and bright red rectal bleeding.
Recent change of bowe! habits, esp. In carcinoma of colon,

B. Exdmination:

Abdominal examination may reveal presence of a mass e.g.. cancer sigmoid

DRE may réveal carcinoma of rectum,

Clinical exarmnation is 1.|5L.=eﬂh;r irrelevant in cases ﬂf dwertlcular disease and vascular malformations

* What are the fwa&w@w

— Lower Gl bleeding is more difficult to diagnose than upper Gl bleeding
— No source of bleeding can be identified in 12°% of cases.
I. Proctoscopy: Will raveal interal haemnrrhmds

2. Sigmoidoscopy:

* The rigid sigmoidoscope can reach up to 30cm from the anal verge '
= The fiber-optic sigmoidoscope can reach up to 70cm and so it can diagnose must of the

lesions of the rectum, sigmoid colon and descending carnn

----- e T 1f [ ey

3. Colonoscopy:

Can visualize the whole colon but it needs proper preparatlon of the colon by repeated
enemas before the procedure.
In patients with massive colonic bleeding, the blood will obscure the field and sa it is better

to postpone the procedure in these situatidns.

TR

Cainnascnnv is the Invesnnaﬂcn of choice for chronic blood |oss,

32
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4. Anglograghx:
= * This invasive investigation is performed when colonoscopy cannot be performed because

of massive bleeding or when colonscopy cannot pinpoaint the source of bleeding e.g. in
angiomatous malformations of the colon. '

* Selective catheterization o
= localizing the source of b
of vasoconstrictors or gel foam through the angiography catheter.

5. Isotope scans: |

* The patient's own RBCs are tagged vith 99mTc and then injected intravenously.

. Aydaminal scanning by a gamma camera can identify the site of bleeding.
= * Diagnostic not therapeutic

6. Contrast radiology:

. Daubl_a contrast barium enema is only justified as an elective investigation in case of
chronic blood loss not in massive B/R '

* WAhat is the proper treatment if the source of bleeding was in the
- | slgmold colon? :

- Spontaneous remission rate is 80% Bleeding has usually ceased by the time the
patient presents to hospital. '

: - Bleeding is recurrent in 25% of cases.
- Start the usual resuscitative measures.

- If massive bleeding continues proceed with colonoscopy or angiography according to
= --= the available experience and facilities.

- Ifangiography succeeds in localizing the bleeding point an attempt can be made to

stop bieeding by injection of vasopressin 0,2unit/minute or by embalization with
thrombin or gel foam.

- If colonoscopy visualizes an area of vascular malformation{angiodysplasia),bleeding
" can be stopped by diathermy or laser

= . == Ifall the previous measures fail to stop bleeding, surgical intervention will have a'
lower mortality than continued conservative management.

- If the source of bleeding could be Igcalized preoperalively, segmental resection of the
— colon would be performed

If localization fails = total colectomy and ileorectal anastomosis.

= i i e CASE 25

e A 30 years old obese male presented to the E.R. with severe constant epigastric

- pain referred to the back. He was admitted that he was used to many alcoholic

drinks in weekends. On examination he was uncomfortable, temp. 38.5C, pulse

— was 110/min, BP was 110/60 and respiratory rate was 28/min. abdomen was

distended, tender epigastrium- & paraumbilical region. Laboratory studies revealed

= .. WBC countof 18.000/mm3, HB 14 gm%, hematocrit 45%, glucose was 190 mg%,

2 total bilirubin 3.3 mg%, AST 370 U/L and serum amylase was 6800 IU/L. The initial
plain x-ray abdomen in erect position revealed nothing significant.

=
':1

f the suparior or inferior mesenteric artery, will usually succeed in
eeding, an attempt can be made to stop the bleeding by injection

Dr. Mohamed EI Marary

sy
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= A30Qyears old male obese & alcoholic - Severe constant epgastric pain referred to back. .
-  Temp.385C ' - Heart rate 110/min i.
- BPwas 110/60 - Respiratory rate was 28/min.
- Abdomen was distended, tender epigastrium & paraumbilical region. :
= W3C count of 18.000/mm = HB 14 gm3%, hematocrit $5%
- Glucose was 190 mg% - Total bilirubin 3.3 mg%
- ASTI70U/L - Serum amyfase was 6800 IU/L. -
- The initial plain x-ray abdormen in erect position :evealed nothing significant,

. A 39-year-old male with a history of alcohol abuse presents to the emergency
department complaining of epigastric abdominal pain for the past 36 hours. He
describes the pain as constant and radiating to his back. He also complains of =
nausea and has vomited several times. He had a normal bowel movementone day =
prior to presentation and denies melena. He admits to drinking a case of beer each
day for the past week He denies‘smoking and illicit drug. His family history is
significant for hypertriglyceridemia. Physical exam reveals abdominal distension
and diffuse tenderness to palpation, worse over t eke_piga@riu but no guarding e
or rigidity. He is not jaundiced and has no Grey-Turner 3r Clifien signs. His vital e
signs are notable for a temperature of 37.9 °c. sinus tachycardia, and hypotension

with a blood pressure of 890/60 mm Hg. He has palpable distal pulses and no ==
pretibial edema, e

13 = B

39-year-old male ,alcohalic naot s

moker

- Constant epigastric abdominal pain for the past 36 hour radiating to his back

Nausea and has vomited several times.

Normal bowel movement one day prior to p'resentatlon and denies melena

- Hisfamily history is significant for hypertrighyceridemia

- Abdominal distension and diffuse tenderness to palpat
guarding or rigidity

Mot jaundiced and has no grey-turner or Cullen signs. L.{‘_jjc,‘v— Gzl.ah’j:tq-f\ L

ion, worse over the epigastrium but ng

Temperature of 37 9 ¢

|
- Sinus tachycardia \J'M":. E_D«j-)
- Hypotension 30/60 mm hg. >« 3 he
- Palpable distal pulses and na pretibial edErna.. o qu"l%:"‘] a_,:.;, S olda _.r
fzgqxcbb,ﬂ
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— * What are the main ostic babiliti '?- ‘J ﬂeu.L
1. Acute Pancreatitis: ' C SR w b \ Shaeck
- -
— :;‘;mgzt probable cause however other causes uf uppar abdamrnat pain should be
- 2. Perforated Peptic Ulcer —»  bord Aite _.:a.fd*-& &
- - History of dyspepsia - Plain X-Ray shows air under diaphragm.
3. Acute Cholecystitis: _
- i Eernale with history of bikary colic - - Feveris higher.
ain in the right hypochondrium . U:'S will confirm [he diagnosis.
- 4. Intestinal Obstruction : _ .
— - SEIIJHE?TER V:';ﬂ ltlﬂrg o . - Ahsolula constipatinn .
- ple fluid levels in X-Ray abdoman erect Qe g,,,.
— S. Inferior wall M1 \-l&ﬁpxl!-'ﬁ'ﬂ. V
— .- Old age , heavy smoker, with chest pain o ocejmibﬂn
6. Dissecting aortic aneurysm \ewluay AAA - i T
— - Old male, hypertensive, with severa chest pain, puIsatmg ab mmai mass g‘ 5 o
v How to investigate this case? g}wd- (C" E — FGK
A.For diagnosis: wsﬁ’"
1) Serum Amylase: ‘5:‘:'
- Elevated within few hours.
— - Remains elevated for 2 - 3 days.
- Diagnostic level:'> 1000 semoagyi units.
- Normal level: ‘I_GO - 300 somogyi units.
- Serum amylase is not specific, but in other diseases as perforated peptic uicer,
acute cholecystitls, intestinal obstruction and acute mesentanc ischemia, it
_ does not exceed 500 units.
— . T - After 5 days, level of serum Amylase drnps but urinary Amylase increases
' 2) .Serum Lipase (specific). . _
3) CT scan: . St
— - CT scan with |V contrast is very helpful in Ihe diagnosis.
.hiFM X - It reveals enlargement of pancreas, pancreatic edema & intraperitoneal fluids
— w-"'"‘s - Pancreatic necrosis is diagnosed when a big part of the parenchyma is not
— ad enhanced after contrast injactian
- The presence of necrosis is a strong indicator of severily of the attack.
p— —}p- C.T scan should be performed at least 48 hours after the onset of symptoms in
: order to detect the extent of necrosis _
. Studies revealed that the associated radiation exposure was significant, & after
— C.T imaging, changes in clinical management were infrequent. Subsequently, it
—r— is recommended that the use of C.T be restricted to pattants with sevare
pancreatitis. R
B 4) Plain X-Ray of the abdomen: Aerde. Mcﬂmb edefiedt o e
2 . Gall bladder stone. (.not in this case ) -
- Colon cut off sign: distended transverse colon and collapse of descending colon.
'—"W . Sentinel loop ileus: distention of the duodenum & upper part of jejunum.
m——

""’M

BRI

cm\‘”‘

5) Paracentesis: Hemorrhagic fluids & pancreatic enzymes. Lo AnlesHwe

6) ECG & curdiae engyimes: 7o excluds Ml | L6010y Qlolsd
7) Laparotomy - | Pantrenge -

bad
LW

by
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+ B.For the cause: |
1) Abdominal U/S: May show gall stones (not in this case)

C. For complications:
1) CBC:
- Leucocytosis.

- Hematocrit value; Usually increases due to fluid loss but may decrease in
hemorrhagic pancreatitis

2) ABG: To detect cases who might need mechanical ventilation

3) LFTs: T bilirubin due to stone or edema. ,

4) KFTs: Renal failure due to hypovolemia or MOF. Cﬂ&‘i‘*ﬁ\% Cibich
5) Fasting blood sugar: 7 due to ! insulin,  * L

6) Serum Ca: Decreases due to formation of Ca soaps, alummum laxt

" 7) Hypoproteinemia, :4’
. A'V : [ ocess?

t are the expected complicat of such diseas i

IR TR VBRI B

1]

A, Systemic complications: * MOF" : = f

1) Shock: ' . ' T
a- Hypovolemic shock (vomiting, exudates & hemorrhage) .p\,uaﬁ-‘ﬂ-"‘
b- Neurogenic shock (pain). TP

2) ARDS: Adult Respiratory Distress Syndrome and respiratory failure. :

3) Renal failure: Due to hypovolemia or as a part of MOF.

4) Pleural & pericardial effusion

5) DIC: Consumptive coagulopathy.

6) Acute gastroduodenal stress ulceration & hemorrhage & paralytic ileus

7) Tetany: Due to hypocalcemia.

8) Left sectorial portal hypertension: Splenic vein thrombosis.

1]

|

B. Local complications:
1) Pseudopancreatic cyst (10%)
2) Pancreatic_abscess: (45%)

- The patient presents with a swelling in epigastrium & hectic fever,
- The abscess should be drained.

3) Chronic pancreatitis.

(]

' Bad Prognostic Markers in Acute Pancreatitis
[Ransnn's criteria) indicates the risk of systemic complications and

o the likelihood of pancreatic necrosis
. On Admisslon (€ard3) 5 Within the First 48 hrs. C\aJ) -

36

|i""" Age > bbyears. :BaseDeficit > 4 mEq/L :
9 Blood sugar > 200 mg/dl  Serum Ca < 8 mg/dl. <

WBCs count > 16 000/l . Hct, decrease > 10%. §\__

e Ter e ST WO - >0 350U/ - BUN elevation > 5 mg/dl. -
AST > 250 IU/IL  : Arterlal PO; < 60 mmHg N

b . ! . %
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— Essentially conservative

*

1

—*Resuscitation + Monitoring + No drugs are of valua + llmitﬂd
indications for surgery,

/1

A. Conservative: (best)
— Severe cases are admitted to the ICU,

1) Relief of pain:

- By pethidine combined with atropfne to avoid spasm of sphrnclar or Oddi.
- Morphine should be avoided as it causes severe spasm of sphinctar of Oddi.

2) Replacement of the lost fluids:
- By crystalloids, plasma and blood (in hemorrhagic causes).
- Monitored by vital signs, urine output and CVP.
3) Rest of the pancreas and bowel:
- NPO, NG suction.
- Somatostatin: | GIT secretion.

o@ ,,‘I—-;I“ - Rest as the patient's anorexia and pain resoivn
" 4) Respiratory support.
t:P ;"'J &S\ - 02 mask or mechanical ventilation
2%

5) Resistance of Infection
- By prophylactic antibiotics. The value of antibiotics is controversial, yat it may

reduce the incidence of infaction in cases of necrotizing pancreatitis. The
preferred antibictics are these of the carbapenems class, e.g. imipenem /
cilastatin or meropenem '

6) Reassessment after improvement: (if the couse is ga!lstnnz )

- By ERCP to remove any residual stones.

- ERCP & sphincterotomy is recommended if there is obstructive jaundice or

cholangitis, otherwise it is not required during the attack

7) Qther therapy: | _ pubbem —6 Y}D

- PAF antagonist e.g. Lexipasanl - —_— i
- L.V calcium is added to the infusion as required

b -
(W4}
- Diuretics : No e oL J@a‘t lsg s>

. 3 de'wbga Promad Rleve.
B. Surgical: ovgams I (pacthagent).

« Indications of Surgery:

. If explored after doubtful diagnosis — drain & close the abdomen.
t:"w o - In late cases; we remove the necrotic tissues which were datected by CT.

} N - Complications:
Q o * Left-sided portal hygertensmn = Hassab 's oparation.

-~ e wam e T W T Tad a7 wania

oo . PSEUdapancreatlc cyst that does not resolve in 8 wks - Cystogastrostdmy
//ﬂdo 5 or Cystejejunostomy.
9

» Percutaneous aspiration of fluid q'g!l_g_qtipn.

P %. Treatment of the cause: : f

. i ot l"‘hn[nruﬂl'nrtnmu zhayld ha p-g[fc:'m*d "".I'hﬁ"l 'ﬂ -] l’U
@ %‘r\‘ - CBD ston “'Ei:ap alc _Ohcl I ‘ahe avoud recurrence cf gallstone-associated pancraatitis
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" 4 A middle-aged man with a history of alcohol abuse and several previous episodes
b?-\})\’ of acute pancreatitis requiring hospitalization presents with vague upper abdominal
pain, weight loss, and early satiety for the past several months. Physical
examination reveals a_non-pulsatile fullness in the epigastrium with minimal
tenderness to palpation,.. A computed tomography (CT) scan, enhanced with
Intravenous contrast, is obtained and demonstrates a 6- x 8-cm fluid collection
,compressing the posterior wall of the gastric body

- A middie-aged man alcoholic

- Previcus episodes of acute pancreatitis requiring hospitalization

- Presents with vague upper abdominal pain, weight loss & early satiety for the past several manths.

- Physical examination reveals a non-pulsatile fullness in epigastrium with minimal tenderness to palpation.

-,

— Itis acase of pseudo pnncraa_tic cyst. (This is a collection afpancreﬁtic secretion

and inflammatory exudates within a lining of inflammatory tissue rather than epitheliurm “false
cyst’) E : : :
* What is your D.D?

— Mass in the epigastrium:
A.Parietal swellings:

+  Skin: Abscess Sebaceous cyst & Haemangioma
+ S.C tissue: Lipoma & Neurofibroma

« Muscle: Fibrosarcoma

 Hernia: Incisional hernia & Epigastric hernia

B. Intra-abdominal swellina;:

« Visceral: :
i. Lt lobe of the liver:

1. Amoebic abscess — Occurs usually in endemic areas and responds very well to
metronidazole within 72 hours S e

A 2. Hydatid cyst — Usually occurs in endemic areas (e.g Algeria) and shou-;rs hydatid thrill
in 70% of cases

3. Malignant nodule {cancer; — CT scan is accurate and level of alpha feto protein
above 2000 ng/dl is diagnastic
4. Liver cirhosis —There may be history of the cause and manifestations of cirrhosis,
e Ofeediny iendency. - - .
ii. Transverse colon:
- 1. Carcinoma — More in females and usually presents by a mass rather than 1.0
2. Bilharzial colitis — Hard nodular mass and may be associated with portal HTN
3. Diverticulitis — Occurs usually in oid males & may cause massive bieeding per
rectum
M. Greatercmantum: L cow e :
1. 1B peritonitis — There may be ascites, pain or abdominal masses. It is best
diagnosed by laparoscopy. :

a7y
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ol " 2. Malignan; nodule *Tumor” rare

Stomach:
1.C§r§inoma, . e

2. Epigastiic abscess,

3. Gastric outlet obstruction — Characteristic projectile, non-bilious, foul odor
vomiting containing f

0od from pravious meals or days especially at the night
» Vascular - g .
~i. Aorta: - : : ‘

Abdominal Aortic aneurysm (MA] bl.it 95%
umbilical region).
il. Aortic L.Ns:

1. me: Acute & chronic (non-specific & specific e.g. TB lymphadenitis),
2. Malignancy: Lymphoma & metaslatic carcinoma

~+ Retroperitoneal sarcoma ! '

What is the investigation would you (ie to do?

* Barium meal: Shows forward displacement of the stomach in'a lateral view

« The most accurate diagnostic measures are:
- WS

- C.T. scan enhanced with intravenous contrast: Will show fluid collection
compressing the posterior wall of the gastric body -

I

below level of renal arteries (i.e in the

I 11

* What is the treatment of such case? S '

»  Treatment should be considered for 5
- Spontaneously

s Follow-up for 6 weeks clinically & by U/S to allow development of strong cg.rs:t wall
' that can hold sutures. '

«. If persistent after 6 weeks - Internally drainad to stomach (cystogastrastomy) or
jejunal laop.

* It can be performed by open or laparoscopic internal drainage.

ymptomatic patients, most of cases recolva

i ] iy, LI 8
it e o A A

- Disktnguishing a pancreatc pseudocyst from a cystic necplasm of the pancreas s crucial

- Pseudocyst by excluding inlemnal septalions that are frequently found in cystic necplasms

- EUS-guided fine needie aspiration of the cyst fluid can also help to disciminate these two diagnoses.
Cyst fiuid high 1n amylase but content is consistent low in mucin with a pseudocyst,

+ Mucin and high carcinoembryanic antigen may be more suggestive of a mucinous Cysiic neoplasm,

- ERCP is helpful in determining whether a pseudocyst communicates with the main pancreatic duct
and whether downslream strictures of the pancraatic duct

Py satwpns: CASE 28 »

—

y - A 40 year old female with history of recurrent rt. abdominal calicky pzin presented-~ -
:fla? to ER with severe -epigastric pain radiating to back that impreves by leaning

-’lf? forward. On examination; pulse 100/min, B.P 100/60 mmHg, temperature 38.5.
==Y}’ Abdominal examination showed severe tenderness of the epigastrium. Laboratory
"'_':'9 investigations showed WBCs 20.000/mm3, serum amylase 1500 IU/L. abdominal

' ,9 ultrasound showed multiple-small gall bladder stones. The patient's acute condition..
— \533 was treated and was discharged she returned after 2 months tg the outpatient ¢linic

N
complaining of progressive abdominal swelling. )y §
' . 21 .
bhdad s 6 weRks - 3
— Chore®d —=
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- A ao year old female
- History of recurrent right abdaminal colicky pain
- Severe epigastric pain radiating to the back that improves by leaning forward.
- Pulse 100/min, blood pressure 100/60 mm Hg, temperature 38.5.
- Severe tenderness of the epigastrium,
- Whes 20.000/mmMm3, serum amylase 1500 iu/l.
- Abdominal ultrasound showed multiple small gall bladder stones.
- The patient’s acute conditlon was treated and was dlscharged she returnad after 2 mnnths to the
outpatient clinic complaining of progressive abdominal swelling. :

« ‘What is your possible diagnosis?
- Acute pancreatitis complicated by pseudo pancreatic cyst

» What are other possible etiologies for the patient’s acute condition?

« Bile Duct Stones (COMMONEST): (50%)

- 50% of cases of acute pancreatitis are associated with CBD stones. .-

- Transient obstruction of the ampulla of Vater which is a common channel between
CBD and the pancreatic duct — bile enters the pancreatic duct — activates the
pancreatic enzymes.

- It.is now realized that, the simple passage of a stone through the ampul'a may
initiate an attack.

» Excess Alcohol Intake: (35%)
- Its metabolites activate pancreatic enzymes.
+ Postoperative (Iatrogenic) Pancreatitis:
- CBD exploration & ERCP (1-3%)
- The 3rd most common cause
- Splenectomy (injury of the tail) - pancreatic fi stula
- Gastrectomy.
- Afferent loop-obstruction (after gastro-;e;unostumy}

+ Idiopathic Puncrea'l'l‘rts (20%)

‘- However, it has been suggested that most of these cases are due lo the passage
of minute stones through the sphincter of Oddi.

» Neoplasm: Peri-ampullary carcinoma.

+ Other rare causes:
* Hypercalcemia (hyperparathyroidism).
» Hyperlipidemia.
» Familial pancreatitis.

* Drug-induced-pancreatitis: Corticosteraids, estrogen contai
* Viral & Mumps. i : g ining contraceptive pills.

* What was the treatment of tﬁe _patient’s acute condition?
( See before ) ST '

patient’s nroﬁresswe abdominal swellt ng?
( See before )

» What is the treatment of tﬁrc condi tiom?..
( See before )

T
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— A 52 Male presents with 8 il shagi .
. month - '
fltin the cenveal region, S pr@rgsswe dysplhagla., O;'E A lymph node is
= R KEYS st
- - AS2Male - -
=~ - 8 months progressive dysphagia.
- lymph node is felt in the cervical reglon
B “ CASE 30

A B5-year-

dyspha_lgis_n and a 15-b weight loss. He has experienced heartburn and effortless

~ regurgitation of gastric contents, worse when supine and after eating, for more than
15 years and treated with over the counter antacids. In the past 5 years, however,
the heartburn has gradually subsided along with his need for antacid use. He has
had no abdominal pain, hematemesis, or melena. Aside from mild chronic
dehydration, his physical examination is entirely unremarkable-

old man presents with a 3-month history of progressive low retrosternal

- A Bb5-year-old man

4 . T vl L Dlﬂ
- 3-month history of progressive low retrostergal dysphagia \%k___,“ J _'Sh:.julﬁ- —
- 15-Ib weight loss. ' '

I
- He has experienced heartburn and effortless regurgitation of gastric contents worse when supine an:\
after eating, for more than 15 years and treated with over the counter antacids.

In the past S years, however, the heartburn has gradually subsided along with his need for antacid us

e.
I*li::r abdominal pain, heimateme.ﬂs, or melena. ' Cont2X Mo /
Mild chronic dehydration . .

- Physical exarmination is entirely unremarkable

= What is the diagnosis?
— Progressive dysphagia in old male is cancer esophagus.
— Clinically it is a case of cancer esophagus; however other
causes of dysphagia must be excluded such as:
A.In the Mouth:
- Stomatitis, glossitis :
- Neoplasms, and ulcers of tongue and cheek.
B. In the pharynx:
- Pharyngitis and tonsillitis.
- Retropharyngeal abscess. : -

bt - Plummer-Vinson syndrome=>More in females. Associated with spooning of nails "
and splenomegaly. -

L e L e -

R R (R O L L L L I L
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- Phaq’rhgeal diverticulum = Usually in an old male. Associated with neck swelling 1
that regurgitates undigested food on compression.
- Poslericoid carcmoma -) Assccnated with dysphagia at a Iate stage and Moure's -
sign - . . -
€. In the Esophaqus '
-
1. Mechanical causes: —
‘= Lumen: '
- Foreign body. =
= Wall:
" - Congenital stenosis
yricias - Traumatic as corrosive stricture. e
* i - Inflammatory as reflux esophaglhs-)l'\.dore in obese females above 40 years -
""‘G\i'.;bf:oﬂ” " old. Associated with heart burn. 24 hour PH monitoring is diagnostic.
o " - Neoplg’astic as carcinoma. : —
= Compression from outside: o
- Thoracic aortic aneurysm Thoracic p,i.,mw»ﬂ R Wﬂ"""ﬁ
- LNs. - dugsphapca \aZovien - ¥ . v =
- Malignant thyroid. : NS 5";.":
W\&mﬁa 2. Neuromuscular: L J < N —
- Acha cardia. : . E
" Achalasia af fhe cardia. —¥ pounless SEpheg cegep Mot

l&;ﬂ - - - Neuritis of g[ossﬂpharyngeal or vagus nerve.
' lv - Myasthenia gravis -
2 dulbuse ¢—- Esophageal motility disorder e. 9. corkscrew Esophagus.ﬁ_;b ﬁ.}'m sk.ru—-o -
< h%—-‘ - Hysterical or buibar palsy L Pl

= Puudn-achaluia with ubst,ruchcn secondary = neoplasm in 1he distal amphagu: or
extraluminal compression, can present in the same manner & must be considered in D.D

E Chegas’ disease (chronic trypancsome cruzl infection result in denarvation of hollow viscera
and consequent dysfunction) : Is clinjcally identical to achalasia : an a peristaltic esophagus and

' a LES that fails to relax in response to swallowing

. What are the investigations needed in this case?
A_For diagnosis:
1) Esophagoscopy: To demonstrate the lesion & take biopsies.
2) Barium swallow:
- Cauliflower mass — Persistent irregular filling defect.
- Scirrhous lesions — Irregular narr-::uwed segment with overhanging margins.
[Shouldering)

- Differentiate between achalasia & carcinomaas in cancer proxima!l dilatation is
mild & tem-lmallon is lrregular [Rat tail appearance] -

B. For staging: :
1) Endoluminal sonar: Show extent of tumor(the most important for local staging and
assessing operability)

2) Chest X-Ray: Elevated copula of diaphragm due to affection of phremc nerve,
pleural effusion& pulmonary metastasis.

3) Abdominal U/S = liver metastasis& ascites.

7 (1
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4.J CT scan > Showing extent of the lesion, LN metastams & presence of infiltration of
surrounding structures, -

5) Bone Scan.

6) Br‘onchoscoge - invasion of the trachea (bronchuscope is done before barium
swallow because if there is fistula — barium will pass into trachea).

7) Indirect Laryngoscope -) mvasmn of recurrent Iaryngeal nerve.
C. For preoperative Erepurn'l'mns

1)} CBC: Anemia & leucocytosis in chest mfectlon.
2) LETs: For metastasis
3) KFTs

4) Serum electrolytes

« What is the treatment of this case?
— Dysphagia: (indicates advanced stage of the disease) : g
— Most cases are incurable at time of presentation

A. Inoperable Tumors ( 60% of the patients)
= Treatment is palliative
= Aim of treatment is to relieve dgsghagi a i.e. allow the patient to swallow
= Indications for palliation:
1. Unfit for surgery
2. Distant metastasis
3. Wide local metastasis:
- - Tracheo-oesophageal fistula.
ﬁ'_;: - Recurrent laryngeal paralysis. :
.'.-1 - Infiltration of the pleura or pericardium or extanswe lymph node deposits.
= Mathods of palliation:

SR TP TR he best nowadays

- Theidea is to insert a rIgId tube through tha stenosed segment to keep a patent
lumen

- The tube is inserted by :

o Gastrostomy (e.g. Celestin tuba)
' o Esophagoscopy (e.g. Souttar tube).
> Radiol . : .

- The dose of X-Ray should be betwaen 4000 and 4500 rads over 4 weeks:

- Suitable for upper esophageal carcinoma

- Complications include: esophageal bleeding, esophageal perfuratlon &
pneumonilis,

i
"~ Dysphagia ¢anbe relieved by endoscopic laser therapy.
- Energy cause coagulative necrosis.
- Complications include chest pain.
- Treatment needs to be repeated every 6-8 weeks.
> Gastrotomy;
- Ferfonned when there is no other alternative. _ :
“The patient remains unable to swallow his saliva, so.it dnesn t relieve the |
problem thus it's obsolete nowadays.

W
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B. Operable tumors (40%) -
= Treatment is radical.” R
= Aim is to cure'the patient . 1
= Indications: o
- Good general condition
- Noadvanced local or distant spread.

= |dea:

1. Resects the lésion with adequate safety margin in either side (10 cm)
2. Restore the continuity of the GIT.-

= Types of operations;. .. - P
1) Nowadays many surgeon prefer to do: Transhiatal total esophagectomy

» Thoracotomy is avoided by mobilizing the esophagus from the abdomen via the’
diaphragmatic hiatus and via the neck incision.

» Advantages:

- No need for thoracotomy.
- Anastomosis in neck (if leakage occurs, it is not dangerous).
- Guarantee of an adequate safety margin.-

.- Stomach can be mobilized easily.

g faantd, \_, it N.B.' .".:, a*gl',.::rll:i.;.l,{ ‘:. i
If there 1s any intra operative difficulty in transhiatal cesaphagegtomy. McKeown operation (3
phases) should be done. '
MecKeown operation (2 phases):
© lsiphase Laparotomy & mobikzation of stomach. S :
o . 2nd phase; Rt thoracotomy through Sth intarcostal space & esophageal mobilization.
= 3rdphase Neck incision, the esophagus & stomach are deliverad ta the neck where

resaction is done and anas!gmosis of the stomach & cervical esophagus is carried out
A barium swallow on day 7 documents integrity of the anastomaosis, adequacy of gastric
emplying. and absence of obstruction at the jejunostomy tube site.

- Tumors below the diaphragm (1 phase) for lover 1/3 tumours — Lt thorace-abdominal incision,
the stomach & lower esophaqus are removed with esophageo-gastric anastomosis,

1l

TEN)

l

1j

1IN

|1

# CASE 31 i i

Mother came to the ER with her daughter 7
ingestion.

-years-old with history of corrosive

* What is 1* aid ttt., sequelae & definitive
A.Immediate treatment
= Ask the patient to swallow som
. = Exclude laryngeal edema:
- How: No stridor or dyspnea.

- If present: Introduce endotracheal tube.
* Analgesics — for pain

management of this case?

€ water or milk to dilute corrosive éffect. :

* Antibiotics } Markedly . escohageal stricturs
* Steroids — To | laryngeal edema (Shouldn't be administered for mare than 3 weeks,)
* No oral intake for 1-2 weeks , -

" Gastric lavage is contraindicated

44
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B. Investigations
- 1. Barium swallow: ‘ .
- Diagnose the 1) Length 2) Level 3) Multiplicity of the stricture.
- This is done before endoscopy & preparatory step before dilatation.

2. Es::ghaguscopg

Why: To confirm the presance of the corrosive |njury
- When' After 24hrs,

- Exceptions: In cases with laryngeal edema orin patie_nts 'in Wh'om perforation is
suspected, '

- Precautions: Shouldn't be

 C. Later definitive treatment:
1. Endoscopic dilatation:

* Very gradual repeated dilatation using bougies.
* Done after the end of the first week.
* Criteria of success of dilatation:
- Improvement of swallowing.
- Progressive increase in size of the dilator.
- Patient is increasing in weight.
2. Surgery:
_ * Indications:
o« - < Failure of dilatation
- The need of frequent dilatations
- Dilatation is hazardous or difficult.

Cimdie s NOBGE el
Some surgeans excise the striclure
_ esophagus as.itis precancerous,

" Operation; :
- First gastrostomy as a rnmor procedure to improve the patient condition
SEe S before the definitive surgery.

Then Colon bypass operation is perfc:-n'rmed.

W&* t CASE 32 om0 el ki

-""A'k"-éd-yEar-ald man with a known hlstnry of alcohol abuse presents to the

emergency department complaining of substernal chest ‘pain after muiltiple
episodes of vomiting. Initial vital signs reveal sinus tachycardia along with a systolic
blood pressure of.85 mm Hg. The patient is also febrile to 39.1°C. On physical
examination, the patient is found to have a systolic crunching sound heard at the
left sternal border (Hamman's sign) along with subcutaneous emphysema.
Laboratory tests demonstrate an elevated whrte bload cell count of 15,000/mm3
but are otherwise nc-r"lal I

- Known hlilﬂl"‘p‘ of alcohol abuse.

- Substernal chest pain after multiple episodes nf\mmltmg_
- Sinus tachycardia, a svstolic blood nressurgqf 85 mm h hn
. Fehnle to 39.1%c.

- Systalic crunching sound heard at the left sternal border (hamman’s sEgn} ’
- Subcutaneous emphysema. - Elevated white blood cell count of 15,000/mm3.
3 * B
45

introduced through damaged area to avoid perl'c:-ranng it.

sy



http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

‘It is more blessed to give than to receive.

|
Dr. Mohamed E| M;{m}, =

. t' is your diagnosis and differential di 52 | !
— Clinically, this Is a case of spontaneous esophageal perforation

- ——

N.B. e gpeisais

You must be caraful to rule out other cardiac, vascular, or intrathoracic patholagy that may
p contribute to this palien!’s presenting symptams (retrosternal pain).

* What are the other causes of esophageal perforations?

» What are the other types of perforation?

IT+ Boerhaave’s §

1. Iatrogenic: . o
* Unskilled esophagoscopy, during removal of F.B. or stricture dilatation.
* Its commonest site is al the level of cricopharyngeus muscle (upper as_.c_:phagus).
2. Accidental: . 1
* FB, caustic ingestion and stab wound.

3. Spontaneous:
» The condition is likely affect patients with head trauma and drunken
* in Both situations there is vomiting and uncoordinated esophageal motility

* The lower esophagus fails to relax in front of the ejected vomitus so the pressure
markedly rises & the wall becomes stretched & perforates

* As aresult the wall gives way either partially were the mucosa only is split
producing severe bleeding (Mallory weiss sy

ndrome), or completely
{Boerhaave's §) through the whole wall thickness,

* The tear is longitudinal in the lower part of the esophagus
* The tear is usually situated in the left posteriaor aspect.

* How could you diagnose such a case? ( clinical picture + investigations)

1. Clinical Picture
* Severe dysphagia.
* Severe pain at the site of rupture.
* Patient is acutely ill, with fever, tachycardia & hypotension

Mediastinal emphysema appears as crepitus at the base of the neck, léter
subcutaneous emphysema over the chest wall & the neck.

* Ifrupture penetrates the pleural cavity — pneumothorax.or pleural effusion occur
—lead lo respitatory distress

amsE’ T A

4+

L1 VI 11}

i1 {1 L 11

R BTG RRRentaan g ie N,B, Syt
The combmaticn of subcutanecus emphysema, vomitin
pathognomonic sign for esophageal perforation.

Ll

9. and chest pain comprises

Mackler's triad, a

\ |

2. Investigations
- Plain X- Ray:

" Airin neck, pleura and mediastinum,
* Pleural effusion,

- * ~Hydropneumothorax

- Gastrografin Swallow (Fsophago ra
i .. " Willreveal site & extent of rupture.

- There is no role for endoscopy
- Barium swallow is not usad

: (The best for diagnosis)
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« What is th of thi
v Cervical perforation: e :
1. NIl by mouth |
IV hyperalimentation

: 3 Drainage of the extravasated ﬂuld :
. 4. Intensive antibiotics

" 5. Ifthe case is early , surgical closure of the perforalron may be successful
v* Thoracic perforation :

- 1. Ifthe diagnosis is early, suture of the perforation & chest drainage are often
successful. A flap from the gastric wall may be utilized to close the perforation

- 2. If the diagnosis is delayed any attempt to close the perforation will fail. :
Bs?phagectomy &a gastnc pull up operation with chest dralnaga may save the
patient ’ ; .

CASE 33 : ?"'3*1'.:151'3".\'.}'.1'*_‘.'-?'-?*'_"}# R 7—.?.:=e;'ﬂf'1-' .

A with an unremarkable past medical history presents to his primary care physician
with a chief complaint of difficulty swallowing. He describes symptoms of
progressive dysphagia to liquids MORE THAN solids and over several years. He
regurgitates undigested food daily and has loss of weight was not remarkable. He
occasionally regurgitates when lying down at night and sometimes wakes up
coughing. He denies any nausea, chest, or abdominal pam His- vital signs and -
physical examination are otherwise unremarkable. |

IR [ TEE L A .-\m-#-é-#'.ra.iv dpns

- 4B-year- oid male.
Progressive dysphagia to liguids mare than solids over sweraf years.
= He'regurgitaies undigested focd daily,
= He oceasionally regurgitates when lying down at night and sometimes wakes up coughing.
- Hedenies any nausea, chest, or abdaminal pain.
His vital signs and physical examination are otherwise unremarkable.

» What is r diagnosis and differential dia
‘— Clinically The diagnosis is achalasia of the cardia, however other
‘causes of dysphagia should be excluded { See before )

» How could you diagnose such case?

1. Type of patient
= More often in 2" to 4" decades.
.* Egqual in both males & females.

2. Symptoms -
a) Dysphagia =
- Gradual onset, slowly progressive & of long durat;on

-Towards fluids > solids. - Painless
- First intermittent but as-the disease progresacs Sooomne sonstantarmma. ..

b) Postural Regurgitation > Alkaline, foul smelling (when lying down during night)
¢) Halitosis due to stasis of food -> Putrefaction. :
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d) Retrosternal pain (esophagitis) (stasis - infection).
e) Pulmohary symptoms: As aspiration & wheezing.
3. Signs : : b ' ‘ ' _
* The general condition is usually reasonable compared with patients with cancer

esophagus.
= Bad nutritional state or anemia (late)

4. Investigations:
a) For diagnosis:

»~ Barium swallow: (main diagnostic tool)
- Delayed evacuation.

- Advanced cases >Esophagus appears dilated and tortuous )
(Called sigmoid esophagus).

- Lower end is tapered (narrow) = [Parrot (Hen's)- beak appearance]

- Absence of air in the fundus of stomach

a4 r‘.'u- ] p Ean

In barium meal if the esophagus 1s

interrupted above the diaphragm it is mostly carcinoma of lower end
esophagus but if the cardia below diaphragm is narrowed it is mostly achalasia

> Plain X-Ray chest:
- Absence of gastric air bubble. - Widening of mediastinum:.

~ Esophagoscopy: (Biopsy + cytology in doubtful cases)
- Main aim is to exclude carcinoma:

~. Esophagus is dilated & full of retained food & fiuid.
~ Signs of esophagitis (red esophagus).
~ Narrow eccentric cardiac orifice (golf Hall appearance) > esophagoscope

can pass in achalasia but in carcinoma it is not wide enough for passage.
‘ -~ Esophageal manometry:

- Weak peristaltic wave

- Failure of relaxation of LOS, ;

- Pressure in high pressure zone is > 25 mmHg (N=8-25 mm Hg).
b) For complications:

» EBC: Anemia, hemoconcentration & leucocytosis.

» What is the treatment of this condition?
— Surgical TTT (Most reliable method of treatment)
Modified Heller's operation -

* Not extending to cardia depending on manometry.

* This is done to avoid reflux

* Expose the lower part of esg,
buiges through the incision,

= Some authors advise anti-reflux mechanism,

phagus & cut muscle fibers .completaly until mucosa

— Medical Treatment

= (COCBs or Botulinum toxin or nitrates, are of very little clinical value (ineffective).
» Effectiveness of these TTT. is short-lived & often causes significant side effects.
* Endoscopic injection of botulinum toxin (Botox), its effects often last < & months

Botox injections can also cause an inflammatory reaction, which can make a future
- myotomy more difficult.,
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— Forcible Dilatation by-

. * High pneumatic pressure balioon: using Regiflex tube, the risk of perforation
associated with this procedure is 3% to 5%.

* Plummer's hydrostatic balloon (obsolete)

None of ihe available frealments
aparistaltic,

A careful balance must be achievad between alleviating obstruction & creating Gastroesophageal reflux.

will return the esophagus to normal, & esophageal body remains

1 's-"' b €0 S Nl

Shimisvaises: CASE 34 bt R S S _

A old 55 Years healthy mildly obese woman is referred for evaluation of refractory
heartburn and regurgitation. Her symptoms have been present. for approximately
10 years. She initially attempted lifestyle changes including cessation of smaking
and caffeine use as well as weight loss but did not have significant relief. Her
symptoms has improves by using proton pump inhibitor but she continues to have
breakthrough symptoms especially after sating and when lying down.

' . KEYS®
¥ B o i P —— : ’ ¥
. = Aold 55 years healthy mildly obese waman :
- - Refractory heartburn and regurgitation for approximately 10 years, -
- = She initially attempted lifestyle changes including cessation of smoking and caffeine use as well
as weight loss but did not have significant relief. ' :
- Improves by using proton pump inhibitor but she continues to have breakthrough symptoms
especially after eating and when lying down '

* What is your diagnosis and differential diagnosis?
— Clinically, this is a case of gastro-esophageal reflux disease GERD,
however other causes of dyspepsia should be excluded ( See before )

* How .Cﬁuﬁfyﬂu d‘mse Such case? ( clinical picture + investigations)
1. Symptoms s .
A- Typical symptoms: ' : s )
' -~ Retrosternal .'- :
- Heart bumn —é Burning '
- Regurgitation Mimic angina

- Dysphagia

- - Water brush :
> These symptoms are aggravated by posture (lying flat, bending & stooping) & by
standing. : :
» Can be severe specially at night & after large meals.
B- Atypical symptoms: : 2 o
- - Chest pain simulating coronary artery disease: Pl e e

- Pulmonary manifestations simulating bronchial asthma.
- Aspiration pneumonia : '
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- Laryngeal rnamfestatrons as persistent cough, choking or change in vorce
- Bleeding from ulcer - anemia or hematémems (rare).

. Certam alan‘n symptoms as dysphagla odynophagla welght loss, anemia and gastromtestlnal
bleeding should prompt the search for esophago-gasmc malignancy
* Fat dyspepsia is more common in GERD than Gall stone disease’

2. Investigations "
a) For diagnosis

> PH study: '
" - Ifthe time of esophagitis symptoms is the same time of lowered PH, then
¢ symptoms are due to reflux.

> Esophageal manometry: -
- It assesses the LOS pressure and peristalsis.

- It will reveal loss of high pressure zone of the lo
sliding hiatus hernia.

~ Upper Gl endoscopy:
- Evaluate the degree of esophagitis.
- Diagnose the presence of Hiatus hernia.
- Biopsy if suspecting malignancy or Barrett'
- Belsey endoscopic grading of reflux:

- Grade | hyperemac mucosa,

- Grade Il'intermittent’ superficial ulcers.

- Grade Il extensive ulceration.

- Grade IV. stricture or Barrett S esophagus.

Radioloqical:

> Barium swallow & meal in 20°:
=N swallow & meal in 20°:
- Reflux of barium from stomach
- In case of shdlng hiatus hernia:

b) For complications: A
» CBC - microcytic hypochromic anemig due to chronic blood loss

» What is the treatment of tﬁu‘ case?
1. Conservative (Mum line):

a) Life style modification:
- Reduction of weight (markedly improve symptems).
- Stop smoking :
- Avoid large, fatty, spicy & acidic meals.
- Avoid chocolate, coffee & spirits.
- Avoid lying ﬂat espec:aily after meals for at least 2 hrs.

-: Sleep with extra pillows (elevate head & bed 159).
--Avoid constricting clothes as corset.

s esophagus

(Trendelenburg position):
to esophagus. -

wer end of esophagus in case of

- part of stomach in the chest (gases in chest).
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= b) Drug therapy:
- Antacids: :

- = H2 receptor blockers: b s il

- " . Prokinetic drugs
. .' '.'“.'- N;B- g - : .—“‘.H‘
— . * PPIs are the most effective single drug for esophagitis.
2. Surgical: -
— 2. Surgical: + Prokinetics are as effective as H2 blockers
_ : .
- Approximately 10-15% of ,patients with GERD will be referred for
— consideration to have antireflux surgery..” - s
> Indications: ' : oo
— H -
—— 1. Failure of conservative treatment after 6 months.
2. Presence of complications: :
— - Hemorrhage or chronic anemia. _
— - Esophageal stricture with failure of endoscopic dilation.
- Atypical symptoms. o
. 3. Presence ?f other indications for laparotomy e.g. Saint’s triad.
4.. Non-compliance of the patient. ' : : - ’
i > Procedure [anti-reflux surgeryl:
. o Nissen fundoplication: :
» Includes a complete wrap of the fundus of the stomach around the lower end of
— "~ the esophagus (360°) to create a high pressure zone.
— "= This operation can be don;e by open or laparoscopic surgery
A 66:year old man presents to the clinic for evaluation of a large hiatal hernia
m— discovered on chest x ray. He has a significant history of gastro-esophageal reflux
disease characterized by retro sternal burning and regurgitation which is controlled
by a proton pump inhibitor taken daily. More recently he is experiencing mild
— postprandial chest discomfort and early satiety. He also notes cccasional
- dysphagia and vomiting. On examination he is well appearing. Heart sounds are
S— normal and his lungs are clear. Occasional bowel sounds are heard on auscultation
' of ‘the chest. On examination his abdomen is soft without tenderness or palpable
; masses and he has no palpable lymphadenopathy. qun-labcratory |nvest|gatlpns
e he is noted to have a-hemoglobin level of 10.5. Recent colonoscopy was negative.
~— PUAURNA Ropisiies KEYS SREmmesten
- - 4 o6 searold man with large hiatal hernia discovered on chest x ray.
S - Significant history of gastro-esophageal reflux disease controlled by a P.P.|. taken daily.
_—-" - Recently heis experiencing mild postprandial chest discomfort ar';:d early satiety.
' - Occasional dysphagia and vomiting.
- - On examination he is well appearing.
: - . Heart sounds are normaj and his lungs are clear. -
. .- ' Qccasional bowel sounds are heard on auscultation of the chest.
N . On examination his abdomen is soft without tenderness or palpable masss.f_s
"""‘i - No palpable lymphadenopathy. g : S <
' - Hemoglobin level of 10.5. - Colonoscopy was negatjve ' g
—] | ! )
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- What is your diagnosis?
— Clinically, it is a case of hiatus hernia mostly sliding type (GERD)

presence of dysphagia make the probability of association with rolling
hernia i.e mixed type Ill or complicated by esophagitis or stricture,
however other causes dysphagia should be excluded especially cancer
esophagus

+ Presence of H.H. on Ba. meal doesn't mean the symptoms are due to H.H.
H.H. may occur without reflux & reflux may cccur without presence of H.H,

« What are the types of ﬁiatd( hernia?

— There are four types of hiatal hernlas:
1. Type 1 or the sliding hiatal hernia :
» |s the most common accounting for 80% to 95% of hiatal hernias. It is characterized
by migration of the gastroesophageal junction through the hiatus.
2. Type 2 hernias are true paraesophageal hernias :
*  Where the GEJ remain in its normal anatomic position below the diaphragm while
the gastri¢ fundus hemniates above the GEJ through the hiatus.
3. Type 3 or mixed type hiatal hernias:
» Characterized by herniation of both GEJ & gastric fundus above diaphragm. These
tend to be Iarge hernias with more than 50% of stomach located in mediastinum.

4, Finally type 4 hiatal hernias :
» Occur when type 2 or 3 & other organs (spleen, colon) migrate into thorax as well.

» What further investigations are ded in this case?
1- Barium meal m the Trandelenburq s posr‘non

» The sliding hernm

- Appears as.a.small epiphrenic bulge which is reducible in the erect position
- Widening of the esophageal hiatus.
- Usually there is reflux of barium from the stomach to the escphagus.
- If there is esophagitis, there will be irregularity of the esophageal lumen with

granular mucosal pattern.
» Paraesophageal Rolling hernia:

- Herniation of the stomach into chest
gastrnesophageal junction‘in its normal location.

2- Per‘fo_r-m the investigations of GERD. ( See before )

+ Sliding hernia # Rolling hernia- -

More common More serious
Cardia in chest Cardia in place
. +ve reflux No reflux
Mainly conservative TTT| ‘.-~ Surgical TTT % Dedior m
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gl
e * How could you treqt this case?
_ > Treatment of sliding hiatus_hernia:
LI i l
sy 5 i} tshhec::I?sbe stressed that sliding hiatus hernia alone does not need treatment.
2 B o Symptoms of GERD follow the medical treatmern in case (923 4¥ .
- nee}éed @ symptoms or complications of GERD are severe, then surgery will be
= L
* The principles of surgery are:
- * . Reduction of the hernia. - '
— * Maintain a segment of the esophagus intra-abdominally.
_ . F'erfo_rmance c_rf anti-reflux mechanism (Nissen fundoplication).
— * Repair of the right crus of the diaphragm.
. > Treatment of paraesophageal hernia: IR NER o Lol
— * Slomach is retracted downwards

*:- Hernial sac is excised- _
Repair of hernial defect in the diaphragm.

_lsevmpmi b iinomme: CASE 36 7

AT A B o N Ay U AL B s 2 0 )
el S o B i

A 55 years female presented with severe right upper quadrant abdominal pain after
fatty-meals. The pain radiating to the shoulder and back with nausea.

- SO B . "'"‘ . st iw
= _ASS5yearsfemale

- Severe right upper quadrant abdominal pain after fatty meals.
= = The pain radiating to the shoulder and back with nausea.

1 .
« Discuss the diagnosis & D.D of this case?
— Clinically, this is a case of biliary colic.
— It presents by:

1. Pain:
- - Site: Right hypochondrium.
". Character: Colicky pain. .
- Radiation: Right shoulder & less common to the back of the right chest.
- Onset: Sudden onset. . '
. Course: Increase in severity over 30 minutes.
- Duration: Lasts for le3s than 5-6 hrs. (more than this suggests acute cholecystitis)
. Associated symptoms: Severe attacks may be accompanied by nausea & vemiting.
-. Precipitated by: Fatty meals
- * Relieved by: Antispasmadics.

2. Reflex symptoms: i om wE
_ Reflex ralrnsternal pain usually diagnosed as anginal pain, and actual ECG changes

may occur.

33
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3. Biliary dxsgegsm . .
! - Fatty dyspepsia with bloating & excessive eructation after fatty meals is a common

complain.

4, Signs: .
_ Tenderness in the right hypochondrium, and Murphy's sign may be +ve.

— D.D pain in the right upper abdomen

» Perforated Peptic Ulcer:

» History of dyspepsia is present.

« Plain X-Ray shows air under the diaphragm.
» Acute Cholecystitis:

= Pain in the right hypochondrium

* Feveris higher.

= U/S will confirm the diagnosis.

» Intestinal Obstruction:
= Repeated vomiting.
= Absolute constipation.
= Multiple fluid levels in X-Ray abdomen erect
» Amebic liver abscess
= Patient in endemic areas presents with pu;ture similar to acute cholecystitis
but with major pain and minimal fever
= +Ve metronidazole Therapeutic test

> Acute hepatitis

» Acute. p_ancreuh'hs
« Alcoholic patient or hlStOl“,-‘ of gall stone
= ‘Sever epigastric pain radiate to the back
= Increase serum amylase and lipase
« CT. )

» Pyogenic liver abscess:
» Fever, malaise, RT upper quadrant pain

= Tender hepatomegaly

» Subdiphragmatic abscess:
= Subphrenic abscess should be suspected whenever hectic fever develops or

persists-after the treatment of any inflammatory lesion within the abdomen

. _» - Pus somewhere , Pus nowhere else. Pus under the diaphragm
s General: FAHM
s, Local

- Impaired chest movement on the affected side
- Tendemess may be present in the lower ribs & just below the costal margin.

> Right pyelonephritis:
» Fever 40°C + rigors, tender pain, dysuria
# Inferior wall MI

. 1

> Dlssechng aortic aneugy_'srn

« What are the i o di e & exclude D.D of thi
> Abdomlnal U/S (Inv Of choice)

‘Detects size & thickness of GB & presence of the stone (in 98% of case
- Detects dlameter of CBD and any intrahepatic biliary dI|E!('(EItI0n ’ S}

Mﬂ;;zyrq’?)g/eg/y/;/
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» Plain X-Ray: b M

~ Only 10-15% are radio-opaque.

- They are multiple, faceted signet ring.
hey lie anterior to spine in lateral view

> LFTs
- Bilirubin, ALP, gamma GT.

(If high direct bilirubin & ALP 5 Stone in CBD - ERCP is needed)
- PT, albumin, SGOT, SGPT. ik

> KFTs: : '
- Creatinine, BUN, ¥ :
SERC.

- It helps in diagnosis of infections -

> Investigations fo'exclude the D.D:

¢ Amebic liver abscess
- U/s :

~ Serological: CFT, IHA. Gel diffusion precipitive test is +ve in 95%o0f amoebic
abscesses

- Stools analysis: Entamoeba histolytica will be found.
~ Therapeutic test: Toxic symptoms will improve on metronidazole as a
therapeutic agent.(dizgnostic & therapeutic).

* Acute hepatitis :
- LFTs , viral markers
* Pyogenic liver abscess:
- CBC,U/s .CT.scan
» Perforated peptic ulcer:
- Xray erect ,gastrographin meal, u/s

* Subdiphragmatic abscess:
= Xray, U/S

%' Right pvelonephritis: R :
AR - CBC ,U/S, KFTS, urine analysis .

* Acute pancreatitis:
- Serum amylase, lipase, C.T.

E e a2
e b N RS N e lod ’*“

- RS e CASE 37,
‘ 3

A 43 female with long history
abdominal pain. Temperature 39
Upper Rt. quadrant.

of fatty ‘dyspepsia, -'presentéﬁ, with upper Rt.
°c, pulse ‘130/min with - rebound tenderness in

- A 43 female ; i S s
- History of fatty dyspepsia

Upper Rt. abdominal pain.

Temperature 39°c

Pulse 130/min

.

Rebound tenderness in upper Rt. quadrant, . e S
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A 48 year old female p_rese'nted to the emergency room with pers{'fte.“t dgilt a;hmg
pain in the right hypochondrium, radiating to the right sﬁhoulder . and associated with
vomiting. On examination, the temperature was 17.8° C, abdominal exgmlr)atlon
revealed absence of scars, plus the presence of tenderness and guarding in the
right hypochondrium. The lab results showed a total leucocytic count of 13000, a
L tiirubin of 0.8 mg/100ml, and an ALT of 22 1U/L . A HIDA scan revealed

non-visualization of the gall bladder.

- A48 yearold female '

. Persistent dull aching pain in the right hypochondrium, radiating to the right shoulder, .alnd
associated with vomiting. : g
Temperature was 37.8°C,

Abdominal examination revealed absence of scars,
Presence of tendemess and guarding in the right hypochondrium.
Total leycocytic count of 13000, {H) o :

. Serum bilirubin of 0.8 mg/dl, (N}

- ALTof221U/L. (N} _

A HIDA scan revealed non-visualization of the gall biadder. (diagnostic )

11

« What is your diagnosis?

— Mostly it's a case of acute obstructive cholecystitis however other
causes of acute abdomen should be kept in consideration ( See before )

» What mig ﬁt.exdmiﬁation of the back feveaf? : 3

— Boas',_s_ign.{An area of hyperesthesia between Rt. 9th & 11th ribs posteriorly)

«  Mention the possible complications.
— Complications develop in 3-5 % of symptomatic patients per year.

Stones —
e k ¥ —
Stavs in GB Migrates to o
i i — — —
- Arite S pees o e oo Duodenum through fistula CcBD
cholecystitis S— .
+/- empyema I - chronic cholecystitis
+/- gangrene A - ¥ y
+{- perforati : CoE *
P an | - Gall stane - Obst, jaundice §\_
—bl - GB cancer | - Cholangitis ¥
o it S - Pancreatitis N
- RN
« A large stone obkstructing Hartman's pouch will cause pressure on CBD leading to Mirizzi syn ; ‘:{
56 ¢ ~
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» Complications in the gall bladder:
1,

Obstruction of cystic duct or neck of qall bladder: -
* Mucocele of gall bladder. :
* Acute calcularcholecystit
(suppurative inflammation),

2. Chronic caleularcholecystitis:

. _Usuaﬂy it has thick walled gall bladder & is contracted.
3. Carcinoma of the gall bladder: C ‘

* Long-standing calcular disease —Squamousmetaplesia— carcinoma.

" ltis a very rare complication however, 90 % of cases with carcinoma of gall biadder
have gallstones. _ '

{if contents remain sterile)
Is (if infection occurs) with or without empyema
gangrene or perforation.

’

» Complications caused by migration of stones:

1. Migrgtion to common bile duct:
a. Obstructive jaundice:

* This occur with its consequences: bleeding tendency, septicemia, renal & hepatic failure.
b. Cholangitis &cholangitic abscesses of the liver. '
c. Acute pancreatitis:
* Occurs when stone obstructs the lower end of CBD or pancreatic duct.
d. Biliary cirrhosis: '
* This occur in long-standing intermittent obstruction. (rare)
2. Migration to duodenum through fistula: :
~ = Gall stone ileus: (rare)
— Fistula between gall bladder & duodenum —stone passes (> 2.5 cm) =Impactin the

terminal ileumn (about-2 feet from ileacaecal valve) —Intestinal obstruction. (Called gall
stone ileus obstruction) '

» What is the treatment of this case?

— The definitive treatment is cholecystectomy.
— There are two options:

: ol v g Tk b et "t
4B Initial conservative ttt. followedd
¥ by cholecystectomy after 6 wéeks==.

FeITIRET it FC— i If the patient deteriorates
ey R0l ¥ PN
H s Oeh B E I 1T COTR T R " .

SR o B S EE gt Cholecystectomy .OR | | -Cholecystostomy

» Early cholecystectomy within 3 days of onset of attack:

= Early cholecystectomy is now recommended.

* Provided that: N
1-Sure diagnosis. 2- Good surgeon. 3- Fit patient.

. ntages:. - : e -
Ac{l\tﬂEnaSy surgery is not difficult as adhesions are fibrinous and not fibrous.

2’ Avoid possible future complications of acute cholecystitis.
37
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3. One day hospital admission with early return to work. 1 . ) '
» Initial conservative treatment followed by ChOhCSTechm sl

» Tnitial conservative treatment:

H-_-—______—_-—l-—— y .
Feeding: Stop oral feeding & give IV fluids.

Ryle: Tube suction. : .
Antispasmodics: To relax the sphincter of lOgicil. .
Sedatives: e.g. Pethidine, because morphia is contrain

the sphincter of Oddi, or NSAIDs. . — :
5, Antibpiotics: Effective against gram negative bacilll as Ampicillin or a cephalosporin.

6. Observation: Pulse, temperature, area of tenderness. & rigidity.
* Then: | ,

——— i

= Undar this treatment most of the patients improve & the attack subsides.
» Patient is sent home & comes back after 6 weeks to have elective cholecystectomy.

» If patient deteriorates during conservative treatment:
- Either:
1.Cholecystectomy—s If safely feasible. )
2. Cholecystostomy—> If dense adhesions is present, as this makes cholecystectomy
a risky operation. (percutaneous or laparoscopic cholecystostomy) - .

caalll ol salns

dicated as it causes spasm of

. What are the post-operative compfications of cholecystectomy?
1- Primary hemorrhage:
- Due to injury of cystic artery
- Treatment:
+ - Compression cf hepatic artery at the free border of lesser omentum tetween left index
. (in foramen of Winslow) & left thumb (over the free border of lesser omentum)
“Pringle's maneuver '
2- Injury of important structures:
- CHD or €BD — stricture — obstructive jaundice.
- Accidental ligation of hepatic a.
- Injury of duodenum — repair in two layers + NG suction
3- Post-cholecystectomy jaundice:
Missed stone in CBD. : \
Stricture or ligation of CBD. .
Liver cell failure (due to ligation of hepatic a.).
Incompatible blood transfusion
Viral Hepatitis.
Halothane toxicity. ;
4- Post-cholecystectomy syndreme “Persistence of symptoms post nperﬁ‘i‘iuly"
a. Stricture of CBD.
Missed stone inCBD. |, . _ . .
Long cystic duet stump (only if contains a _s?one).
Biliary dyskinesia. .
. Wrong diagnesis: e.g. Duodenal ulcer.
5- Subphrenic_collection
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40-years-old diabetic woman presented with persistent pain in Rt. Hypochondrium

for one day. Her temp. 390, Abdominal examination revealed tenderness &
Guar ‘?““Q in Rt. Hypochondrium. i : -

"= 40-years-old diabetic woman

- Persistent pain in Rt. Hypochondrium for one day
- Temp. 39° i

- Tenderness & Guarding in Rt. Hypochondrium.,

70-year-old woman with multiple chronic medical conditions presents to the
emergency room with 36 hours of right upper-quadrant (RUQ) pain and subjective
feu.rer. She describes numerous prior episodes of postprandial RUQ abdominal
pain that resolves after several hours. While her pain is occasionally accompanied
by nausea and vomiting, she denies jaundice, alcoholic stools, or dark urine..On
exam, she is febrile to 38.5°C with otherwise normal vital signs. Her abdomen is
soft with a well-healed vertical midline incision. ‘She has marked tenderness to
palpation in the right subcostal region and a positive Murphy’s sign.

— ™ g
“
T ET

- 70-year-old woman
* = 36 hours of right upper-quadrant (RUQ) pain,

- Numerous prior episodes of postprandial RUQ abdominal pain that resolves after several
hours. aceasionally accompanied by nausea and vomiting
No jaundice, alcoholic stools, or dark urine, . -
Temp 38.5°C with otherwise normal vital signs.
Marked tenderness to palpation in the right subcostal region and a positive Murphy's sign.

~ What is the diagnosis? |
— Clinically it is a case of acute obstructive cholecystitis however other
causes of acute abdomen should be excluded ( See before )

+ How to confirm the diagnosis? ( ¢/ + investigations )

> Symptoms:
A. General:
- FAHM (fever is high) : A
B. Local: ; o 7 Eapat e
. Pain: S W ot e
- Atfirst: It is diffuse colicky upper abdominal pain.

- Then it becomes dull-aching, persistent & localized to right upper quadrant.(when
serosa is inflamed)

-

38
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May be referred to: to the Rt shoulder due to irritation of under surface of the

dlaphragm suppned by sensory fibers of phrenic n..
2. Usually there is pausea, sometimes vomiting.

» Examination
A. General:
- High temperature (fever) & tachycardia. :
- Jaundice: Present if large stone is impacted in hartman s pouch and compresses E
bile.duct ( MIRRIZI syndrome ) '
B. Locadl (maximum on the Rt. hypochondrium):
— Signs of acute abdomen— marked at Rt. Hypochondrium.
v Inspection: rigidity.
v Palpation: tenderness, guarding, rebound tenderness.
v Percussion: —ve.

v Auscultation: decreased intestinal sound.
v DRE: -ve

C. Special signs:
v Boas' sign: ‘An area of hypereslhesia between Rt. Sth & 11th ribs posteriorly.
v GB mass: difficult to palpate due to overlying tenderness and rigidity

> Inves'riqﬁﬁons

A. For diagnesis: :
1, Laboratory: . Murphy s sign may be detected

» CBC: PMN leucocytosis may be present.
* LFTs: Usually normal except in Mirizzi syndrome .
2. Radiological:

« WiSy (investlgation of chnice) \
> Gall bladder:

- Stones obstructing cystic duct (sensitivity reaching 98%) Distension of GB
- Thickened wall,

- Serosal edema.
> CBD:

- Dlameter of the CBD (normal 0.6 mm) - Stones
» HIDA:
» Scanning of the liver & 't:all bladder:
- Most accurate but not practical

- If the CBD is visualized while Non-visualization of the gallbladder at 60
minutes is d:agnoshc acute calcular cholecystitis.

- Micro abscesses.

|1 I ¥

+ Gallbladder contraction may be stimulated
accuracy in diagnosing cholecystitis,
+ Measurement of the gallbladder ejection fraction by HIDA alsg allows for ider:

y marphine or cholecystokinin to further increase HIDA's

ficalion of biliary dyskinesia.

B. To exclude D.D e.q.:
' -ECG for ischemic heart
-Serum amylase for acute pancreatitis

* What is the possible treatment? ( See before )
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étfesmale patient, came'to emergency room with severe Rt. Hypochondrial pain,
- S houlder & radiating to back, bilirubin level was 0:8 & temp. 37°,

P YR KEYS o
- A female patient

- Severe Rt. Hypochondrial pain, Rt. Shoulder, radiating to back -
Bilirubin level was 0.8 {N) . . -
Temp. 37%.

* WAhat is your diagnosis? :
— Mostly it is a case of gall bladder stone causing ﬁillary colic however
consider the D.D. ( See before ) : :

* What are the possible complications? .
( See before ) :

RV ] N Rt e et CASE 41 isimssrimssns o

r
1

*» What is the treatment?

» Treatment of stones

A. Asymptomatic Gall Stones:
No treatment (wait & watch) except in: \
- Elderly diabetic patient (controversizl)(because if acute cholecystitis occurs > gangrene)
- Porcelain GB (gall bladder wall calcification), which is precancerous.
B. Symptomatic Gall Stones: . i :
Cholecystectomy is the standard treatment
Done either open or faparoscopic.

$ zi e ML . " g -
bt 6 b g e s St NLB, cotdungs . vt ad ssinan o
! e s a

CBD stones are found in 15% of patients undergeing cholacystectomy (withaut preoperative ERCP). '

» Treatment of possible comgliéaﬁcns
1. Acute Cholecystitis:

-Patient > 48 hours: Conservative treatment then cholecystectomy (now done lap.).
-Patient < 48 hours: Urgent cholecystectomy.
2. Acute Pancreatitis: Conservative treatment.

‘3. Obstructive Joundice: .
 First we do ERCP =
~ -If succeed — Laparoscopic cholecystectomy
.:=If fails — We do open cholecystectomy & explore CBD..
4. Gall Stone lleus: Y S
 Relief of intestinal obstruction _ : Bgen y
-Resuscitation & Monitoring. : '
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-Deal with the stone : « Removal buy enterustomy

e CrusninaifieHons o « Resection anastmosis .
« Milking to pass ileocecal valve ' Shon T, : oy g

55 years old diabetic female came complaining of pers_istent pain & vomiting
of 6 hours duration. On examination pulse was 100a’mlnute..B.P 130/90 mm
Hg. & temp. 37°. She had a mild tinge of jaundice & localized tenderness

in the Rt. Hypochondrium.

it el ¢ KEYS el et
- 55 years old diabetic female - Persistent pain & vomiting of 6 hours duration.

- Pulse 100/minute - 8.P 130/90 mm Hg.

- Temp. 37 c. { Not cholecystitis .nor cholangitis )

- Mild tirfge of jaundice { May be calcular O} qr mirrizie syndrome )

- Localized tenderness in the Rt. hypachondrium

» Discuss the ﬂgﬂggé&neﬂt?, :
( See before ) ez . | |

RS RSSE: CASE 43 iiiroa

A 44 years old obese type |l diabetic female was previously diagnosed as
having gall stones for which nothing was done for 3 years. This lady

presenteq to the E.F{;. 9 p.m. suffering from severe deep color urine &
showed little acetone in it. Her eyes showed icteric tinge.

MERmRTseR: KEYS %
- A 44 years old obese type Il diabetic female y
- Having gall stones for which nothing was done for 3 years
- Severe deep color urine & her eyes showed icteric tinge

. Di.scms_tﬁe management?
( See before )

Qi hmmisemmenemmvienss: CASE 44 sasmismmtseesseneere | I

A 38-years old woman pFesented by severe Rt
to the back for the past 3 days. She has notice
' dark in color. On examination there was yellow

hypochondial pain radiating
d that her urine has become
Ish colorlalion of sclera.
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- A 38-years old waman
- ngere Rt. Hypochondial

b pain radiating to the back f
= Urine has bacome dark in color. R0 S pa?t 3 days. .

- Yellowish colaration of sclera.

. W, the
( See before ) _
. IIWﬁat e investigat .
- ( See before ) '

ovisional diagnosis?

» What are the possible complications of treatment?

{ See before )

Wi CASE 454

A female patient fifty years old, she had 5 children, felt sever right sided

abdominal pain 3 days previously; this was followed by dark urine, pale
_Stools. On examination she was clinically jaundiced, abdominal examination
"“revealed no palpable gall bladder.

VLT T EF Candn B ¢ LTI
s "\-’jf'.?i‘{,'.’:',‘j_l‘

o Pyl

S A female patient fifty years old,
She had 5 children

Sever right sided abdominal pain 3 days previously

- By dark urine, pale stools.

Clinically jaundiced

- Abdominal examination revealed no palpable gall bladder (Courvoisier's law)

v What is the initial diagnosis? = L :
— Clinically it is a case of obstructive jaundice mostly calcular 0.J.
—C/P of patient with calcular 0.J.:

> Symptoms:
1. Jaundice :
e Onset: slowly progressive. : L o
‘e Course: Intermittent, usually does not reach severe degree.
« Duration: variable ' . Lo

ine . .
¢« Dark - excess direct billirubin
» Frothy— excess bile salts — | surface tension’

AR O T R Ty e

3. Stool: Bulky offensive clay colored stool. |
| 63
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-Site: Rt. Hypochondrium, epigastrium
» Character: Severe dull aching pain.

+ Radiation: Rt: scapular region or back.
« Course: Recurrent attacks
a
L]
]

4, Pain: (biliary colic)

What {: Fatty meals :
What |: Antispasmodics ;
' Associated symptoms: There may be nausea & vomiting.
5. Fever: Intermittent with rigors (ascending cholangitis)
6. Itching: Specially in limbs due to 1 bile salts and PG in skin.

7. Bleeding tendency: Due to malabsorption of Vit, K, improved by IV Vit. K.

Charcot's triad: :
Indicates ascending cholanagitis.

Recurrent attacks of: - Pain. - Jaundice. - Fever and rigors.
Reynold's pentad:” - L _

. - . As above + altered mental $tate + 5ho-£:k ; '
cBD Has no smooth Ms. — so, it can be presented by dull aching pain.

B Signs
1, General
1- Vital signs: |
_» Temperature: high if associated with cholangitis.
-+ Pulse: bradycardia (bile salts suppresses SAN & myocardium).

. *- 'BP: hypotension (vasodilator effect of bile salts).
2- Jaundice: May not be savere. -

3- Purpura and ecchymosis (signé:of bleeding tendency).
4- Itching marks. :

2! Local
=2 GB:

* Usually not palpable® (chronic inflammation —» fibrosis).
‘»  Murphy's sign is +ve,

* What are the investigations would you order?

» Laboratory
1 LFTs:

- Bilirubin: T serum bilirubin mainly direct fraction

- Alkaline phosphatase: 1. It's the most sensitive inds i
obstruction sensitive indicator of biliary tract

- S‘GOT & SGPT: Slight rise specially with ¢holangitis.

- v GT and 5-nucleotidase: Both are maximally elevated

- PT: Prolonged, improved by IV vitgmin K '
2. Stool:

- Clay colored, bulky offensive.
- Stercobilinogen: diminished

. 64
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.
p— : .
3. Urine: ,

- - Dark colored, B
- - Frothy,

- Bilirubin: 1 direct > 10 mg%®.
— - Urobilinogen: diminished
— 4. BUN & creatinine: 1 in hepatorenal failure.
_ - 5. CBC: To-exclude hemolytic anemia, increase TLC if there is chnlangltrs
— : (polymorph-nuclear leucocytosis)

> Radiological

— 1. Abdominal U/S: (The first to be done)

- CBD diamater > 8 cm on U/S suggests CBD stones. '

- Dilated intrahepatic biliary radicals.

- Chronically inflamed GB wnh stones. (Not diagnostic of obstructlon but

points to it)

- 2. ERCP: (Indicated in OF with suSpechd lesnon in lower end of the CBD)
— - Both common bile ducts and pancreatic duct will be wsuallzed

- Stone will appear as a filling defect.

3. PTC: (indicated in obstructive jaundice with suspecfed lesion in upper end
of CBD)
- Visualize extra and mtrahepatlc bllrary system
- Indications: .
a. Impacted stone.
‘b. Arrest of dye due to stricture.
c. Failure of cannulation of ducdenal papilla).

4. MRCP: Good diagnostic value but not therapeutic)
B. Abdominal CT: To exclude cancer head of pancreas

« Mention advantages of using 1_145 for diagnosis & it'’s findings in
G.B? :
— Abdominal U/S Is the 1st Investlgatlon done in most biliary

disorders.

» Advantages:
- Easy, non-invasive and inexpensive, quick to parform
. Can be done in acute inflammation & jaundice.

» It can detect:
a- GB stones in 98% of cases. (very accurata}
b- CBD stones in 70% of cases. (less accurate}
¢- Thickening of the GB wall.
d- Masses in porta hepatis or head of pancreas _
e- Dilatation of extra and intra hepatic biliary ducts | Jn patlents with obstructwe
jaundice.

p—
—

|
p——
—
p——
——

- What _preparations should she receive & explain wﬁu?
— Preoperative Preparations: : ) '
— Admission to hospital for f:.a.w days untll nrenarafior; is done:

65
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1. Correct clotting dysfunction: .
_ .V vitamin K & patient should be checked before operation.

2. Guard aqainst liver cell failure: .
. Broad spectrum antibiotics (e.d. cephalosporins)
cholangitis -
3. Guard against renal failure:
1 - Adequate hydration by 1V fluids.
- 1.V. mannitol (If urine output is not good enough). _
- Oral bile salts (May prevent renal failure & endotoxemia)

« What treatment showld be done after the preparation?

— Definitive Treatment
1. Aim: .~ L . ; N
- To relieve biliary obstruction by removal of CBD stones: (1st priority)
a) With endoscope or b) By CBD exploration. o
. To remove the GB, that is usually the source of CBD stones (2nd priority).

2. Methoc!s:

if there is evidence of

: Not avatiable or failed to clear Choledocholithotomy +
FRCP | —f CBD stones E— Cholecystectomy

v

+4 Choledochodiodenostomy OR Transduodenal sphinecteroplasty
II there is an indication

' «» If ERCP available:
- Procedure : : ' _
1. Sphincterotomy by diathermy (at 11 o'clock to avoid injury to the blood supply).
2. Removal of stone(s) by dormia basket or ballon catheter. e
3. A large stone can be fragmented before removal either by mechanical,
electrohydrolic or laser lithofripsy

< If ERCP not available or failed te clear CBD stones:
* Operative exploration of CBD and removal of the stones (Choledocholithotomy)
= Then Check absence of stones by cheledochoscope. lts use makes the
incidence of missed stones ZERO in treatment of calcular obstructive jaundice
a. If choedochoscope not available: Intraoperative T-tube cholangiography to detect
any missed stones

- T-tube is'inserted in the CBD, which is closed around it with the long limb of the tube brought
outside the patient o
lincidence of missed stone from 10-20% to 0%
b. T-tube cholangiography Postoperative:

- If intraoperative imaging is not available, but in this case there is a high inciderice of missed
stones.

- Cholangiography prior to T-tube removal is usually peformed 7-10 days postoperative to
check far missed stone.

- ifthere is no residual stonas & there is free flow of contrast to duodenum the tube is removed
66
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- If retained stones are identi
_ _ entified the mature T-
for non-operative stone extraction,

. Olther theraputic maneuvers such as balioon dilatation of bile duct strictures or stent
Placement can be done via the T-tube tract. :'

** Additional rocedures to prevent future obstruction:

-Indications: :
-~ Impacted stone in the lower end of CBD
- Stricture of CBD.
- Inaccessible stones.
—>Choice:

-1fCBD>2cm > Choledochaduqdenosfqmy. '
= 1fCBD < 2 ¢cm = Transduodenal sphincteroplasty (rarely done now as it can be
performec_i by endoscopic sphincterotomy) ' ’

. 'Wﬁdt are the possible complications of treatment?
— Complications of ERCP :

1. Bleeding in 2-9%, may be due to coagulation disorder.
2. Acute cholangitis in 1-3%, may progress to septicemia & death specially with

failure of bile duct clearance after sphincterotomy If endoscopic drainage fails,
it's mandatory to achieve biliary drainage = '
3. Pancreatitis in 1-4%.

— Complications of cholecystectomy

S ( See before )

pi: CASE 46 imsissmeratasa syt -

A 60 years old man came presenting with upper abdominal pain for two months
and loss of appetite. On examination the abdomen was lax but the liver was
enlarged. No ascites was detected. The patient was jaundiced and his urine was
dark and stools clay colored. The direct bilirubin and serum alkaline phosphatase
were elevated.

AR A [KEVS Jri i e
- A 60 years old man :

- Upper abdominal pain for two months
Loss of appetite. - '

- Abdomen was lax but the liver was enlarged.

- Mo ascites was detected. .

- The patient was jaundiced and his urine was dark and stoals clay colored (0..)

- The direct bilirubin and serum alkaline phosphatase were eleval:el:!. “:_:'.J',] )

What are the possible causes of this condition & how to differentiate
@MM (history /examination )

— Painless jaundice in a middle-aged or elderly person without overt
liver disease sheuld be assumed to be a malignancy until proven

otherwise however, D.D. of O.J. should be considered
' . ;
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1. Cancer head pancreas - .
2. Cancer stomach with metastasis to LN at porta hepatis
3. Klatskin tumor o

4. Caleular obstructive jaundice

5. Lymphoma

1. Cancer head pancreas: R |
— Any elderly male with rapidly progressive painless jaundice should be .-
considered as cancer head of pancreas till proved otherwise.

- Obstructive Jaundice '

* Painless » Olive green
* Progressive:

- Asthenia (common).
- Anorexia & loss of weight,
- O/E: '

Distended palpable GB in 50% (Courvoisier's law)
Enlarged liver (Due to engorgement with bile),
Enlarged Virchow's LNs (Troisier's sign).

Thrombophlebitis migrans (Trousseay's sign).
2. Cancer stomach with LN metastasis:

- Anorexia (Loss of weight) & Astheniag
- Epigastric.pain may occur )
- O/E '

* Anemia (Anemia in the elderly should rajse ossibility j
stomach is one of the Commonest) B PreNgEnGy Ay
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3. Klatskin tumor:

- Cholangiocarcinoma above the leve) of gall bladder

- Its cause of malignant obstryctive Jaundice in old age but without gallbladder
4. Caleular obstructive jaundice (less probable 0.D.)

- Common in middle aged females

- Jaundice ' '

s Slowly progressive - -
* Intermittent,

- Recurrent attacks of Pain (biliary colic)

* Site: Rt. Hy'pﬂchondriumrepi astrium
Character: Severa gy aching "

Does not reach severe degree.

L g pain,
*- Radiation: Rt. seq ular region or p
* 'What 1: Fatty meaffs He anRek
* What 1: Antispasmodics
- O/E
. GB:-UsuaI'Iy: not palpable (

chronic infi _
Murphy's sign is +ve. ammation fibrosis)
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" What investigations are needed in this case?
> Luborn?nrg |

A. LFTs:

- Bilirubin: T serum bilirubin main
- Alkaline phosphatase: Raised
- SGOT & SGPT: Slight rise specially with cholangitis.
i L_?Tp&:ro'lld 5-nuc_|eutldasa: Both are maximally elevated.
. onged, improved by IV vitamin K
B. Stool: -
sz - Cla'_y colored, bulky offensive.
C. Urine: ' -
- Dark colored.
- Frothy.
D. BUN & creatinine:
- 1 in hepatorenal failure.
E. CBC:
. - To exclude hemolytic anemia, '
- Increase T.L.C.: If there is cholangitis (polymorph-nuclear leukocytosis)
F. Tumar markers '

- Carcinoembryonicantigen(CEA).
- CA19-9

- Pancreatic onchofetal antigen (POFA).
--Pancreatic cancer associated antigen (PCAA)

> Radiological

A. Abdominal U/S:
- CBD diameter > 8 cm on U/S suggests CBD stones.
- Dilated intrahepatic biliary radicals.
- Chronically inflamed GB with stones

- Liver secondaries
B. ERCP: Diagnestic & therapeutic
- Stene will appear as a filling defect. .
- In cancer head of pancreas: Irregular stricture in lower part o
- Placing stent ' o
PTC:

G. . !

- Indicated in obstructive jaundice with suspected lesion in upper end of CBD
D. MRCP: Good diagnostic value but not therapeutic
E.

Abdominal CT: ‘

" . To exclude cancer head of pancreas/stomach

- LN at porta hepatis .

- Assess operability in cancer (pancreas / stomach). ) _

- CT guided biopsy if biopsy by endoscopy failed and markers was not hight.
F. Upper GI endoscopy: i

: To detect any mass in the stomach and take biopsy
G. Barium meal: It shows:

" If caulifiower mass: Persistent irregular fiiling defect
_If malignant ulcer: Ulcer niche outside the ulcer bearing area.

ly direct fraction.

* - Bilirubin: 1 direct
- Urobilinogen: diminished

- -

e

f CBD & for biopsy

B
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' —
- Linitis plastic — (leather boltle stomach). Marked narrowing of the lumen of the ‘:-
stomach without interruption of barium flow. !

> For preoperative preparation: - ) o
CBC, CXR, KFTs _ .

» What are the treatment options in this case? —

A. Preoperative Preparations | -

1. Admission to hospital for few days until preparation is done: oo

2. Correct clotting dysfunction: _

* |V vitamin K & patient should be checked before operation. —=

3. Guard against liver cell failure:
* Broad spectrum antibiotics (e.g.' cephalosporins) if there is evidence of cholangitis =~ ™=

4. Guard against renal failure: ) .

* Adequate hydration by I.V. fluids

N 2 & M b1

* |.V. mannito!'(If urine cutput is not good enough) —_
* Qral bi!e. salts (May prevent renal failure & endoloxamia}

=,

B..If Cancer Head Of Pancreas:
| .Au:urding' fo {he galnéfgt
cund‘lﬂl:'m of the patient

1]

3 BAFL T N et hih s
3 Uit for surgery 532,
(Very i, Jaundiced patient)

Preoperati ,".;':'lrébé'iatfd‘n' i’nt_'!:f_ie '

i iohslmcltyajaund‘m"then i
l *i4%2 s exploration.” it

11 11

70

3648 tnoperatie —» it Ml peratie 10- 15% (no liveror
cholecystojejunostomy ® or peritonieal deposits + not fixed to
l.-_..-.rdpleaﬂiﬂﬂ'“h'-‘_".}hf- g PDI‘tE'l_\iBI:qi—_p}mlple's L :
—Whipple's operation (Pancreatico - duodenostomy) -
: =
- Removal of: P -
. 1. Head & neck of the pancreas, a B —
g. lhe whole duodenum (as it shares the same blood supply as the head of pancreas).
. Antrum of the stomach (may not be done in pylorus preserving Whipple's operati
4. GB & CBD. P e e
—
R
C. If Cancer Stomach:
- Operable Cases: £
— Radical operation is performed: RN
1) Remo\_:al,nf the tumor bearing area + safety margin 5 cm above + first 1.5 ¢m of the §:
duodenum below. Sia ! ; ' 5
2) Rr—;muval of omentum 4) Spleen \g\
3) Rgmoval of L.Ns 9) Tail of pancreas. §‘\-’
-
|
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T Accordlng to site of tumor:

: Losne” Operation . Anastomosis i
wer 1/3 [ —Lower radical Partial gastrectomy Stomach to jejunum
‘ (Biliroth 1l or Polya gastrectomy) ,
: ﬂiddle 1/3 | > Total radical gastrectomy Esophagus to jejunum (Roux enY)
pper 1/3 ﬂEscphagggastrectomy ' Esophagus to jejunum (Roux
(through thoraco-abdeminal '

eny) :

incision to guarantee'an upper
: safety margin) )

- Inoperable Cases

— Resectable:

* Palliative gastrectomy (Best palliative option),
— Irresectable:; ; '

* According to site of tumor:

1. If in pyloric region = Anterior Qasrrojejunostomy. e : '
2.1f in upper stomach - Posterior gastrofejunostomy. .

— Radiotherapy & chemotherapy. (not good at all)

D. If stones: ( See before )

. CASE 47.

A 70 year old male presented with jaundice and anorexia of one month duration.
Helost 8 kilograms in the last few weeks. On'éxaminatiog he was-deeply jaundiced
and cachectic. The liver was felt 3 fingers below the costal margin in the mid-
ctavicular line and was smooth and soft. The spleen was not felt and there was no
ascites.. Abdominal sonography revealed a distended gall bladder and dilated intra
hepatic-and cystic duct but no stonés were present. Cach

- A 70 vyear old male
- Jaundice and anorexia of one month duration,
- Lost 8 kilograms in the last few weeks.
- Deeply jaundiced and cachectic. :
- Liver was felt 3 fingers below costal margin in mid-clavicular line & was smooth & soft.
The spleen was not felt and there was no ascites. i
Abdominal U/S revealed a distended gall bladder & dilated intra hepatic & cystic duct
"but no stones were present,

o What is the likely diagnosis? State why? ( See before )

« ‘What further investigations would you (ike to order? ( See before )

s w{ See be.for;e )
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A SO-yeérs old male presented by anorexia, loss of wgight &'pair‘flestisoﬁrorirf:asgz
olive-green jaundice over last 3 months. Abdominal exgr;nmzr s e
hepatomegaly with palpable tender swelling protruding beyond fow :

- A 60-years old male

- Anorexia, loss of weight

- Painless progressive olive-green jaundice over the last 3 months. o ‘
- Hepatomegaly with palpable tender swelling protruding beyond the lower liver edge.” -

 What is tﬁepfwikionaf diagnosis? ( See before )

« What are the investigations would you ovder? ( See before) :

« Discuss the Treatment? ( Sée before )

esipbusissdns . CASE 40. st

58-year-old man with a 50-pack-year smoking history presents to his primary care
doctor after family members noted that his eyes were turning yellow. He notes that
over the past'2 weeks$, he has developed pruritus and clay-colored stools. He
describes darkening of his urine and a 15-lb weight loss over the past 2 months. |

Vital signs are within normal limits. On examination, he appears jaundiced with

scleral icterus. He has rio abdominal pain and no palpable masses. He has:no prior

medical problems and is a construction worker -

58-year-old man smoker .
His:eyes were turning vellow over thé past 2 weeks : .
Pruritus and clay-colored stools.
Darkening of his urine :

[} i [}

\\

- 15-b -.-:eight loss over the past 2 months.
- He has no abdominal pain and no palpable masses.

\

- What is the provisional diagnosis?

1\

— Painless iat;nciicé in a middfle-aged'or e] ;
disease should be assumed-to be 23 mzl?:r:?nggrﬁg?ilwnhom it o
however D.D. of 0.J. should be considered (s proven otherwise

— So it’s a case of malignant obstructive jaundi:ee Before:)

N
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ical picture & investigations of this case?

> Clinical picture of Cancer Head Of Pancreas:
1. Obstructive Jaundice:

2. Distended palpable 6B in 50% (Courvoisier's I;:w).

* Painless (classic descri
« Progressive: :

- Except in periampullary carcinoma, 1 or 2 remissions may occur due to
_ sloughing of a part of the tumor with passage of bile.
« Olive green -

» Pruritus

ption). but pain is extremely frequent

3. Enlarged liver (due to engorgement with bile), :
4. Asthenia (common). : ’

5. Anorexia & loss of weight.

» Investigations:

1. For diagnosis:

i
. a- Bilirubin: tserum bilirubin mainly direct fraction

&
<

LFTs:

b- SGOT & SGPT: No rise unless cholangiohepatitis occurs

c- PT: Prolonged due to defect in vitamin K (Improved by 1.V vitamin K)
Stool: ' o e

a- Clay colored ,bulky ,offensive

b- No Stercobilinogen

Urine:

a- Dark colored, frothy

b- No urobilinogen

c- /M direct bilirubin

. ERCP — Biopsy & stent

PTC

i Barium meal (obsolete): widening of the C-curve of the ducdenum
VIII E : N ! i

Tumor Markers:

s Carcinoembryonic antigen (CEA).

= CA19-9 is useful in patients for whom pancreatic cancer is suspected as a
method for confirmation and follow-up for response to treatment.

Pancreatic onchofetal antigen (POFA). .
Pancreatic cancer associated antigen (PCAA):

2. For staging:

uIs:

. Abdominal ultrasound:

- The examiination is useful to: o :
- Dilated extra- and intra-hepatic bile ducts. '
« Finds out-gallstonés which may be the cause of obstruction.

. Liver metastases are readily diagnosed by ultrasound.

_. Endoscopic U/S: Gives more information about the degree of invasion.
¥ i be triphasic, spiral CT with thin"cut (3 mm)].
CT scan: [Ideally it should p p

~ Shows the tumor, its local extent and liver metastasis.
- The tumor classically appears as a hypodense lesion.

by
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iii. Endoscopic retrograde cholangiopancreatography [ERCF], or
percutaneous transhepatic cholangiography [PTC]
~ - Exact delineation of the site of obstruction. ‘
: - Differentiate between malignant and stone abstruction of the bile duct_.
- Placing a stent in the bile duct allows drainage of bile to relieve jaundice either

as a preparation for surgery or permanently in very ill inoperable .cases.

3. For preoperative preparation: CBC, CXR, KFTs
4. For follow up: Tumor markers

* What is the treatment? -
— Preoperative Preparations:
1. Correct clotting dysfunction:

- LVyvitamin K., ) - Fresh blood transfusion.
2. Guard against liver cell failure: . : -
- High intake of glucose , - Broad spectrum antibiotics.
-3. Guard against renal_failure: '
- Adequaté hydration by 1V fluids. - Qral bile salts.
- IV mannitol. -

— Actual treatmen:t:

Bl According to the gi:'.nera'll
ctlml:li?lon of ﬂ't'e patient’

| J'
Preoperative preparation for the
*g structive jaundice them:;*

< TESEE exploration | s

4311 Inoperable -4 sig.
cholecystojejunostomy ¥ pr
"= Triple anastomosis ¥5 *

Operable 10- 15% (0o liver;or,

pertoneal deposits + not fived, t
. “portal vein) —» whiplé's I

— Palliative treatment

1. Relieve jaundice + treat b'iliarz seq_sis
- Surgical biliary bypass )
- Stent placed at ERCP or percutaneous transh
2. Improve gastric_emptying:
- Surgical gastroenterostomy
- Ducdenai stant ~ -~
3. Pain relief w w8 :
4. Symptom relief for quality of life
- Enzyme replacement for steatorrhea
- Treatment of DM '

5. Consider chamotherapy

epatic cholangiography
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- st inoperabilit :
- Patient unfit

for surgery
- Metastasing tumors

Wide local spread.
- Involvement

of th ' - . ; :
Sh e assessl:;upe”or Mesenteric artery (SMA) and vein, hepatic artery, and portal vein
- Direct arteria| involvement g most ofte [ i '
3 . i ! N considered a contraindication to surgical resection,
In patiants consnde_rud borqerlme' resectable due to either long segment venous involvement !
" Given the high recurren
pathology, all patients with ap
adjuvant chemotherapy tr : !
* Ideally, adjuvant therapy should be started within 6 to 10 weeks of the date of surgical
resection ? !
* Prognosis: '
- Exl{emely POOr — 5 years survival rate is < § %.
- Operative mortaliity 10% _
- Better prognosis in Pen-ampullary carcinoma — 30%,

R A

A R

(PV)

¥ CASE 50 ity

A .45 .year old female underwent |a

X =T s P -.
oJuih AR AW gy Wi

: paroscopic cholecystectomy for calcular
cholecystitis (multiple small stones). She had a smooth post-operative course and

the patient was discharged on the second post-operative day. The patient returned
to the 4th postoperative day with yellowish discoloration of sclera-and pain at right
Upper abdomen. On examination, abdomen was lax with normal bowel sounds.

- A 45 year old female .
- Underwent laparoscopic cholecystectomy for calcular chole
.- Smooth post-operative course and dischirged on the Seco

- 4™ postoperative day with yellowish discoloration of sclera
- Abdomen was lax with normal bowel sounds

cystitis (multiple small stones),
nd post operative day.
& pain at right uppar abdomen,

= What are the possible causes of the previous scenario?

— It’s a case of post-operative Jaundice most probably missed stone however
other D.D. should be excluded:

1. Hemolytic: :
- Immune: sy : .
v Autoimmune (drugs):.e.g. penicillin. e '
v Alloimmune: Incompatible blood transfusion, ( no history of transfusion)
- Blood accumulating in the peritoneum. ( Abdemen lax )
- Pulmonary infarction. ( Smooth post-operative course ) ;
2. Hepatocellular:
- Liver damage: e
¥ Operative stress upon liver disease,
73
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v Liver hypoxia during operation.
. Toxic: Anesthetic toxicity as fluthane.
- Infections: :
v Viral hepatitis.
v Septicemia.
3 Obstructive:
- Leakage of bile into the peritoneal cavity. ( abdomen lax )

et st NoBa ob b fsdal s i

Smooth post-operative course and the abdomen was Iax wnh normal bcwel
sounds exclude the previous causes

- Stricture of the CBD.
- Missed stone

« How can you reach the d'iaﬁosu? ( See before )
» How can you manage this case? ( See befare. )

A 55 years old male patient presented suffering from abdominal distention &
absolute constlpahon for 3 days & complains of lower abdominal pain, vomited
twice. He has a history of recent progressive constipation in last few months

- A 55 years ald male

- Abdominal distention and absolute constipation for three days.

- Lower abdominal pain, vomited twice,

- History of recent progressive constipation in the last few months

% CASE 52 s

A 67 years male with 4 days of history of central abdominal colics , distension &
absolute constipation. He gave a hlstory of changing bowel habits in- the last 2
years. He is dehydrated with vague Lt lliac mass.

AL S s S

A 67 years male
With 4 days of history of central abdominal colics

Distension

Absolute constipation.

- He gave a history of changing bowel habits in the last 2 years,
- Heis dehydrated with vague | Lt I1|ac mass.

76
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Y Wﬁa the di sis (s case?
- =~ Progressive Constipation in old male is cancer colan until proved otherwise.
- Clinically it is a case of cancer colon (mds't'i'y left side, usually presented by change In
bowel habit ang 10) complicated by acute intestinal obstruction.
- Othar‘ causes of 10 in old age should be excluded such as volvulus of sigmoid colon &
diverticulitis, ¥ -

— Your first concern will b

» For diagnesis of I0

1. Plain X-Ray of the abdomen:
> Erect: multiple fluid levels
» Supine: According to distended segment:

J_ejunaf loop - mucosal falds (Valvulae conniventes) crossing from one
side of the lumen to the other & regular interval,
lleal loop =» featureless with no mucosal pattern,

« What investigations are needed in this case? =

e 1.0, so the foll-owln'g investigations should be done:

O

o Colon < hausterations do not reach the other side of the lumen.
o If the ilieocaecal valve is incompetent all the loops weel be seen; if the

- valve is competent only the colon will ke seen, this'is closed loop
obstruction in which the caecum liable for rupture 5

2. U/S: May show Distended bowel loops

3. Barium enema: Can assure the diagnosis of obstruction and carcinoma
4. CT scan with contrast: . '

» For diagnosis of 1.0. and carcinoma, it will show irénsitfcn point between the
distended part and the collapsed part

» Will show the presence of metastasis in the liver or invasion to surrounding
structures. :

-» For complications & preoperative preparation

— To assess the general condition
1. €BC: Hemoconcentration and leucocytosis.
2. KFTs: Pre-renal failure. '

. 3. Serum electrolytes

%, 4, LFTs, FBS & ECG

s staging
1. Endoluminal (trans-rectal) U/S/ MRT - Detects depth of local infiltration,
2. Abdominal U/S and CT scan - Metastasis to LNs, liver and abdomen.
3..Chest X-Ray or CT scan ; g A

> For follow up

1. Tumour Markers:

# Carcino Embryonic Antigen (CEA) = it is not specific & is of prognostic rather
than diagnostic value as it drops after successful TTT, detect recurrent cancer
colon if it rises again after relllef of the obstruction

2. Bone scan e
3. IVU - Possibility of invelvement of ureters.

4. PET scanning - Malignant nodules elsewhere.

ey

! g
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!

77

oy


http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

‘It is more blessed to give than to receive.

Dr. Mohamed El Matary .:

( = MWhat are the maM: gement options in this case?

M
L
1. Resuscitation & monitoring. - |
2. According to general condition of the patient -
Cood general condition * Critically il =
1L - L :
Explore , _ Proximal colostomy -
. £ = T =
Operable * | Inoperable . =
Radical resection Local excision =
according to site
— s J Rt. Colon = 1ry anastomosis -
= =
Fellewed by EanISf:Oﬂ'IL:ISI_S {Other parts of the colon <> |ater anastomnosis
x T ' {Miculicz, or,Hartman, dudly) '
- Operability is checked by €/P_ investiqations & intra-operative: =
s ;
P — - .
Operable = curable [ _ ’ Inoperable l -
1) Radical resection acc. 1o site "see table a Check rescectability. i.e. tumor is fixed .
below" o ) g B to important iremovable structures
S . . - or not: e
a) Removal of the tumor and its bearing segment T
6) Removal of the draining [ Ns |
.S‘in;e LNy are re_."area.f te blood -.'e_sse.'s rising *| Resecctable e
from Superior or inferior mesenteric artery, so e

these arteries musi be ligated & divided 1o * Palliative local exicision without L.N.
remove L.Ns & so the whole segment supplied removal, '
by this artery is removed. g : _—

Irresecctable | .- -

o _ * left colon-> proximal coi‘ostofﬁy.
2) Restore bowel continuity by end-to-end * Supplementary chemotherapy with

anastomosis S-fluouracil may be useful for
cancer colon,

tr 1 VI

- Type of resection according to site;

o T caliapgwer LSS g TE AR =ad? oY 5

Site Operation . __Dividedvs, |
Descending colon | Lt. hemicolectomy | Inferior mesenteric vs
Sigmoid colon Sigmoid colectomy Sigmoid vs. '

a A VER T
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e e My, B! CASE 53 v
A 63lma_le presented with Jower abdomfnal péin' of 4 days duration, absdluté
constipation with loss of weight. O/E distended soft abdomen. X-ray revealed large
bowel obstruction, ' ¢ :

. - ate L e s "
-_r-:—l.*- " l%:lfq.ﬁm#h:" e .,,

- Lower abdominal

- Absolute constipatian
- Loss of weight.

- O/E distended soft abdomen.

Pain of 4 days duration -

Discuss the differential diagnosis?
— Intestinal obstruction in an old,

- Cancer colon (progressive constipation) mostly left side

2- Vplvul.us of the pelvic colon (non-progressive constipation)
3- Diverticulitis

1. Cancer colon:

— Any 35 > 40 years with Progressive constipation & Cancer colon till proved

ctherwise : -
e _A'__ e '
Rt. Colon : Lt. Colon Rectum
) B _T_anumus

+Weakness, anemia & wt. loss]| |+ Change in bowel habit

Bleedingfrectum

-+ Mass | Blaeding/rectum Pai
ain
Pain 1.0,
- Piles
* ° Acute 0. ~ Mass _

L Mass

2. Volvulus of the pelvic colon:
— Elderly chronically constipated male with re

1. Symptoms: - ‘

-2 History of episodes of colicky pain relfqved by passage of large amount of gases &

peated episodes of abdominal pain

stool,
-> Presents by: ; :
.. - Pain: Sudden severe colicky pain, : - :
© - Marked distension: In the flanks from Lt. side towards the umbilicus,

- Constipation: Absolute,
- Vomiting: Delayed for 1-2 days.

79
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2. Signs

- Inspection: '
= Distension = early in the Lt side for 2-3 hrs = central & might cross Umb'“CUS to

Rt. hypochondrium. o
x Visible penstalms '
- Palpation: ‘ :
. Tense balloon of the volvulus can be felt > gmng towards umbilicus. :
- Percussion: Tympanic abdomen.- L -
- Auscultation: mad abdomen.
- DRE: Empty rectum. _"_
3. Diverticulitis:
— There is long history of eonstlpatlon then there is symptnms & signs as left - d
appendicltls. —
- What is the most fiﬁeﬁr diaqnom? _
) — Clinically it is cancer “colon, mostly left side complicated by acute 1.0. -
v Specific investigations? . —
 ( See before ) ' -
1. Plain X-Ray of the abdomen -
- Omega sign (Q): There will be a very big loop d:stended with gas & occupyang neariy .
the whole abdomen
2. CT scan: - - - :
- Best mvestigatlon in acute diverticulitis, 'volvulus swirl sign.
« Immediate and subsequent management? —
( See before ) : '
i CASE 54 wibnersnts o i st L e
A 60 years old female presented to the emergency room with recurrent attacks of
abdominal colics & distension. Attacks were relieved with passage of large amount
of flatus. On exarmination there was localized tenderness & rigidity over the Lt. iliac
fossa with a hyper-tympanic note. —
et DL i e ) ) i
el KEYS 'H#ﬂi LR -

- AGBO years old female

- Recurrent attacks of abdominal colics & distension.

- Attacks were relieved with passage of large amount of flatus.

- On examination there was localized tenderness & rigidity over the Lt lliac
fossa with a hyper -tympanic note. K IR

- Discuss the Management?
> Type of patient ' ' :
. Elderiy chronically constlpated male with repeated episodes of abdominal pain |

80
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* What is th, tho Ls of the condition?
- M
© Congenital (Preformed) sac: Due to unobliterated processus vaginalis or it may be
¢ obliterated by weak tissye —, herniates later in life,
-. Patholo :
o o Defect: Stratcheq deep inguinal nng lateral to inferior epigastric arte
- o Sac: Present inside cord coverings antero-lateral to vas & vessals: .
o Contents Small intestine, omentum or both {or other conteiits),
- - Coverings: :
- ¢ Ininguinal region:
2 1- Internal spermatic fascia 4- Camper's &Scarpa's fascig
& .- . 2= Cremasteric muscle & fascia ) 5- Skin
' - .Externa| oblique aponeurocsis i
o Inthe scrotum: ; .
: 1- Internal spermatic fascia. 4- Dartos muscle
2- Cremasteric muscle. : 5- Skin,
3- External spermatic fascia J ; ;
= * WAat is the most likely diagnosis and Why?
- Surgery is the standard TTT of hernia
- - Operation can be performed ar any age provided a skillad ‘anesthetist is available.
If strangulation oceurs & neglected — testicular atrophy may occur
Itis important to explore the other sida .
: w» ° Ininfants the operation €an be performed through the external ring without the need to open
: - the inguinal canai. :
- Herniotomy alone is performed with no need to herniarraphy .
: (It includes excision of the hernial sac from the neck after'reductipn of the contents.)
3 —=+% .+ Recurrence is rare & is due to failure to ligate the sac at the proper neck.
o - -+ Write management of strangulation in brief.
[__|
- N\
.wa}

/YA 59 year old male with a history of
} *5 pack/year smoking history underwent

type 2 diabetes, hypertension and a 30
- ﬁ
f/ cancer .He tolerated the procedure

a left colectomy for an obstructing colon

well except for some hypotension in the
7 operating room due to bleeding .On postoperative day 5, he was febrile to 38.7 ¢
o was found for which he was started on cefazolin .On Postoperative day 6, he was
: getting out of bed when he noticed the abrupt onset of copious serosanguinpus
& drainage from the wound. And felt something gives away :
-

A 59 year old male, diabetic, hypertensive and smoker

Underwent a left colectomy far an cbstructing colon cancer.

an dign} .

- drainage from the wound and felt something gives away §
®
INN
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> Symptoms ' , : |
— History of episodes of ' passa.

oasory of spls _ colicky pain relieved by passage of large amount of
— Presents by: :

- Pain: Sudden severe cohck ain.
arked distension: A

- - Constipation i Lll?eﬁt]}etﬂl?lnksd from Lt. sm{e towards the umbilicus.
-V_ILD_ ut bleeding per rectum may be présent.
- omiting: elayed for 1-2 days ap m KRSPISSEN

» Signs .
"~ - Inspection:
* Distension = early in the Lt side for 2
to Rt. hypochondrium.
* Visible peristalsis.
- Palpation: :
* Tense balloon of the volvulus can be felt > gomg towards umbilicus.
-. - Percussion: Tympanic abdomen. :

.- Auscultation: Mad abdomen.
.- DRE: Empty rectum.

-3 hrs - central - might cross umbllicus

NegEected cases show ewdence of pertonitus
Rigidity, guardmg tenderness & Rebound

« What is the D.D of this case? : _ te”demess

— Intestinal obstruction in an old, chronically constlpated
1- Cancer colon (progressive constlpa!ion) mostly left side

2- Volvulus of the pelvic colon (non-progressive constlpanon)
3- Diverticulitis

« How to investigate this case?

> For diagnosis
1. Plain X-Ray of the abdomen:

e - Omega sign (Q) : There will be a very big loop dlstended W|th gas & occupy:r,]g

nearly the whole abdomen

2. Tripe contrast CT scan
- show swirl sign

P For complications:
1. C__B_Q:_Ahemia,
2. KFTs: Pre-renal failure.
3. Serum electrolytes.

How to treat this case?

> Preoperative preparation ' resusc:’raﬂon
» NG suction "Ryle". : * Catheter.
~w |V line . o * Monitoring.

- » Conservative Tri‘_l_"'_m.‘ﬂ

» [ndications:
~ Early non-complicated cases (i.e. no ewdence of gangrene).
. od:
M_e't:bmctal tube is passed through a sigmoidoscope to untwtst the sigmoid loop.
. If successful: the tube is left in place and tha patient is prepared for later
elective resection of the long sigmoid to prevent recurrence.
.= Success is confifmied by: Gﬂsh nfgases & fluid stools
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> Surgery :
= Indications: '
- Failure of the conservalive treatment.
- Late compllcated cases.
» Method: :
1-1f the colon is viable and short:
- Untwist the colon.
- Fix to the posterior abdominal wall (colopexy)
2- If the colon is viable & lona:
- Untwist the colon.
- Mikulicz or Hartmann's method.
3- If the colon is qanarenous:
- Resection of gangrenous bowel
- Mikulicz or Hartmann's method

Freely you have received; freely give.
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A 50-years_—old male presented with bleeding per rectum, tenesmus, mucous with
stool. On P/R examinaticn.' you found an ulcerated mass.

- A 50- -years-old male '
- Bleeding per rectum, tenesmus, mucous with stool.
- On PR exammatlon you found an ulcerated mass,

» What is your diagnosis? (Cancer rectum)
» Discuss the Management? ( See before )

sgaivgiaii) CASE 56 Hipmheiieiis

A ?S—years-old male presented with progressive constipation & recurrent attacks

of fresh bleeding per rectum. Abdominal examination reveals som

e distension.

(I

- AT5- years old male
- Progressive constipation
- Recurrent attacks of fresh bleeding per rectum.
- Abdominal examination reveals some distension.

i

» Proceed to the most probable diagnosis by Clinical examination,

1]

- Investigations & Treatment. (Cancer colon mostly. left side)
vty CASE 57 S it

A 54 year old male presented to thé outpatient department
bleeding per rectum and the passage of mucous. Abdominal e
normal. Rectal examination revealed an ulcerating mass in the a
blood coming out on the examination gloves.

82
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- A 54 year ald male
Tenesmus, bleeding per rect
-.- Abdominal ex
- Rectal examin

ation revealed an
blood coming

out on the examination gloves.

i um and the passage of mucous.
amination was normal, :

ulcerating mass in the anterior. wall with

m |

What is your diagnosis? ( Cancer rectum )

Wﬁat is the differential diagnosis of bleeding per rectum?

How would you investigate and treat this case?

SEEE g CASE 58 s
A 65-years-

old male presented with

progressive constipation with passing red
blood in stools infrequently. On examination a hard mass felt in'the Lt.

P.R examination was free.

- A B5-years-old male

- Progressive constipation w

- Hard mass felt in the Lt, (i
| - P.R examination was free,

ith passing red blood in s
ac fossa.

tools infrequently.

s t is the diagnosis? ( Cancer colon left side )
g I"ﬁflr?‘inr:uf: are the investigations would Vou order?

" Qiscﬁs; the Treatment?

A 70-years-old male patient gives a history of chan
weight & fresh bleeding per rectum. Recta] examin

- lil'..‘:n';;"'i*ﬁ‘.‘*ﬁ)l‘;"'h'..l.-nh\.'.l'-’.. i

.I-';é‘i';

ge of his bowel habits, loss of
ation is free.

v CASE D9 ks ssane iy

" Mention the differential, diagnosis? (Mass in It. i'liqi: fossa, B/R) (See before)

Fh T ST T A . -

- A 70-years-old male

- History of change of his bowel habits,
- Loss of weight

- Fresh bleeding per recturm,

- Rectal examination is free.

]
LF R

iliac fossa,
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» Discuss diagnosis? - .

. 3 i i | o
— Any 3 > 40 years with progressive constipation > 2wks - Cancer colon till
proved otherwise ; P4 ey .' :
: =y
Rt. Colon Lt. Colon Reetum may
|  Tenesmus
| : oy
+Weakness, anemla & wt, loss| [+{Change In bowel habit > Bleeding/rectum —
> Mass - -+ Bleeding/rectum Wi N Pain —
- Pain > 1.O. Subacute i —
_ —————__Chronic > Piles
*  Acute 1.0. s Mass
L Mass

» Left Colon ‘Cancer:’ S

1 " ] . .
1. Change of bowel habits: (It is the most important presentation)
» Usually progressive constipation or constipation alternating with diarrhea or diarrhea.
' * Spurious diarrhea [early morning slime] (overflow diarrhea) may be present: This

‘occur with constipation where faeces can't be expelled & faecal fluid flow around the
block. :

2. Bleeding per rectum: _ :
* Common cause of fresh bleeding/rectum
* Not a common cause of massive bleeding/rectum

3. Intestinal obstruction:
®» Either acute, subacute or chronic. -

* Presents by progressive constipation, severe abdominal distension & colicky lower

abdominal pain but vomiting is late. Sigmoid colon is a very common cause of 1.0,
in elderly patients :

4. Mass on the Lt. side of abdomen: (Rare presentation)
* Rare preséntation as the lesion is usually infiltrating type. .
* |If a mass is palpable, it's due to impacted stools above obstruction
» Rectal Carcinoma:

1. Bleeding per rectum: Usually slight; rarely massive.
2. Tenesmus: May be present

3. Usually painless: Unless spread outside the wall (to sacral plexus or infiltrated
the anal canal). - '

4. Sometimes, may be presented by piles (bleeding/rectum)
o 5. DRE: Palpable lesions if within 10 cm from anal ver
. P Right Colon Cancer: .
1. Usually vague with unexplained loss of weight & appetite, anemia & weakness.

2. Hard mass in the right side of abdomen may be present.
3. May present with recurrent attacks of pain in the right iliac fossq, -
4. Paraly, acute .0 if the lesion obstructs the ileacaecal valve,

ge. Higher lesions can't be felt.

84
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- ) . .'J-fmvtol

nvestigate tﬁ. ca_gg?
> For diagnosis

. Lo . . [ -

1. '
- E_?cim {S'gmmdﬂsmp}’ If < EUcm from anus, calonuscapy if more)
LA
. é $ investigation of chaice for old patients with altered bowel habits or rectal blesding.

_ iopsy is taken from suspicious lesions (which is mandatory).
- 2. Barium enema

- : ;‘lhe cauliflower tumor appears as a fixed irregular filling defect.
- _ nnular strictures of the Ieft colon show a characteristic "apple core appearance.
— > For staging -
- 1. Endoluminal (trdans- -rectal) U/’Sf MRI—) Detects depth of local infiltration. .
— 2. Abdominal U/S and CT scan-> Metastasis to LNs, liver and abdumen
- 3. Chest X-Ray or €T scan 4. Bone scan
— 3. IVU- Possibility of involvement of ureters.
- 6. PET scanning-> Malignant nodules elsewhere
— B For preoperative preparation .- -
. - EBC (Microcytic hypochromic anemia) - KFTs - LFTs - FBS -ECG
— > For follow up '- '

= Tumour Markers: Carcino Embryonic Anhgen (CEAY >
— - It's not specific & is of prognostic rather than diagnostic value as it dmps after
- " successful TTT,
- Detect recurrent cancer colon if it rises again
— * What is the treatment of this case?
. ., Surgery is the main line of treatment
o '— It's the only curative measure & best palliative option ,
- — Management depends on the presentation: A.No acutel.O. B. Acute I.O.
i ' A. No acute 1.0,
— —
— Operable = curable Inoperable .
3) Radical resection acc. to site “see table - a Check rescectability, i.e. tumor is fixed
below" . _ 'ch: :_r:;;t:.nrtan: irremovable structures

c) Removal of the tumor and iis bearing segment

d) Removal of the draining L N's | o e
Since L.Ns are related to olood vessels rising — Resecctable | =~~~ " :
from superior or inferior mesenteric artery, so || |. o — .
these arteries must be ligated & divided to '* Palliative local exicision without,L.N.
remove L.Ns & so the whole segment supplied - removal.’
by this artery is removed. . —e——| [rreiccctable

_ o v left colon’—)é pro:'timal coiostomy.
4) Restore bowel continuity by end-to-end * Supplementary chemotherapy with

anastomosis , S5-fluouracii may be useful for
' cancer colon.
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- Type of resection according fo site: ! j
Site I Operation Divided vs. :
Caecum _ Rt. Hemicolectomy lleocolic and Rt. colic vs. g
L . lleocolicvs.
H o f -
Ascending colon Extended Rt. Hemicolectomy Rt. CO|IC‘VS. =
Middle colic vs.

! fansvarse Transverse colectomy Middle colic vs. —
colon s

Descending Lt. hemicolectomy Inferior mesenteric vs.
colon . : e
Sigmoid colon - Sigmoid colectomy Sigmoid vS. =)

Upper 1/3 of Anterior restorative resection Inferior mesenteric vs.
rectum (Lt. colic vs. maybe left) -
Lower 1/3 of Abdominopgrir:eall re;.s.ection with Inferior mesenteric vs. e

recturn femyinal cOlosiory (Lt. colic vs. maybe left)
Lo
- = Now: —
. , Anterior restorative resection . }
M'ddli il = In past: See above —
FEESM Abdominoperineal resection with i
terminal colostorny
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A 71-year-old woman with a significant smoking history, not alcoholic .presents to
the emergency department (ED) with 24 hours of abdominal pain, nausea,
vomiting, diarrhea and Bleeding per rectum, She was discharged from the hospital
1 week prior after an elective corenary artery bypass graft, which was significant
only for an episode of new onset atrial fibrillation. In the ED, her vitals are as =
follows: temperature: 38.1°C, heart rate; 101 and irregular, blood pressure: 148/67, =
respiratory rate 16, On physical examination, she is clearly uncomfortable. She __
underwent open cholecystectomy, open appendectomy, two prlor -cesarean ==
sections and total abdominal hysterectomy. Her abdomen is distended, and

diffusely and impressively tender to palpation throughout. :
L]
- - w - f L] . -
- A 71 year-old woman smoker, non alcoholic =
- 24 hours of abdominal pain, nausea. vomiting, diarrhea and Bleeding per rectum.
- 1 week ago underweént elective coronary artery bypass graft ,
- Episode of new onset atrial fibrillation.
- Temp: 38.1°C, heart rate:101 and irregular, blood pressure: 148/67, respiratory rate: 16
- She underwent open cholecystectomy, open appendectomy, two prior cesarean sections
and total abdomlnal hysterectomy (exclude this organs from causes of acute abdomen ) <
- Her abdomen is distended, and diffusely and impressively tender to palpation throughout. §:
' ' ' Q
! b
]
N

I


http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

‘It is more blessed to give than to receive.

.
.

Al

BV 1 £ P L L L RO LI

&

L
. . LA EF LU= s s TR UL F

' .

What's your diagnosis and differential diagnosis?

— Clinically it's a case of acute abdomen most probably acute mesenteric
vascular occlusion mostly embolic type however other cause of acute
abdomen should be excluded |

- Acute abdominal gain can be a diagnostic challenge to clinicians as the presenting
symptoms fo_r a variety of etiologies are often non specific and overlapping.

. Thaldlff_erenlle_al diagnosis includes peptic ulcer disease with perforation, acute pancreatitis,
aortic dissection, myocardial infarction, acute diverticulitis, small bowel obstruction, and
gastroenteritis. And not applicable to this patient given her past surgical history, the
differential also includes cholecystitis and appendicitis

How do you proceed in the diagnosis of such case?

> C/P T
* Itis common in the elderly due to thrombosis (on top of atharosclerosis).
» |t may occur in young patients with source of embolism e.g. AF.

» Symptoms
1. Pain: Severe (acute abdomen) (out of proportion to physical signs and not relisved by
NG suction or narcotics). : :
2. Bleeding per rectum: When mucosal infarction has occurred.

3. Vomiting and diarrhea: May be present.
. 4. Shock and toxzmia: In late cases patient

» Signs

L 2 1. Early: Little physical signs

‘» Investigations

- 2. Late: Peritonitis & blood loss leading to:

= Shock and toxemia - _
« Guarding, tenderness and rebound tenderness.

R e
(R

+ There 15 Na Speci

i v .'- _.'_'ﬂ-; .-,'._,J,:Zj - ..~_ oA A T N.B. R H_ _ il es :_ ."_‘. 1ht ) LL-I' / A "'Il-

- - : ik i i ol Kol < [ Uik
fic test, the only key for diagnosis Is to put the conditon in mind especially if the nistory is
suggestive .9 patient with AF or old age with atherosclerasis

1. For diagnosis:

= Mesenteric angiography or duplex scan:
" The value is controversial as it may delay surgical interference. . -.
- Angiography has been the historic gold standard and has the bensfit of also

allowing for simultaneous endovascular revascularization gptions

« CT angiography (CTA) : _ <
_ Become the most important diagnostic test for acute mesenteric ischemia (AMY.
. CTA has the advantages of being more readily available and rapid.

It alsn parmits simultansous avaluation of the bowel and the vasculaturs, as well
as allowing for a more thorough evaluation of the abdominal cavity, wnich may rule
out other etiologies, as the diagnosis is often in question prior to performing the
_ . CTA.

= Plain X-Ray: _

- Multiple air - fluid levels.
- Late cases: intestinal necrosis (Intraluminal & intramural gas).
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2. For complications: "To assess the
» CBC:

= |ner

- 4 HCT except with massive blood loss.
» KFTs: Pre-renal failure.

sed serum amylase: Serum amylase
levels as high as those of acute pancreatitis)
» Serum phosphate level: May be e

Freely you have received; freely give.

Dr. Mohamed El Mataqy
general condition of the patient”
_ Marked 4 in TLC may be used to monitor progress of the disease.

1in 50% of pts with MVO (but not reaching

levated but not specific far bowel ischamia.

= Metabolic acldosm' L.-ate and suggests bowel necrosis.

Unfor’tunately,

no spacrrc rapndly available serum mamer exist

. Most of markers that do rise in AMI only do so after transmural

. AMI causes a significant elevation in the white blood cell count. an

are often saan later in the course of the disease

s for AMI
bowel infarction has already occurred”

d lactic acidasis and serum ar_n:,rlase

3. For the cause: e.g. ECG or echo, US (routine in cases of acute abdomen)

g tﬁg a

this ?

— Urgent surgery is the key of survival.

Pre operative urebaratlnn

1L

Laparotomv
|
B ]
Healthy intestine Gangrenous
' intestine
| I
MAE MAT * Resection
¥ ¥ s Anpastomosis decision
'‘Embolectomy =Endarterectomy According to} presence of:
=Bypass - Peritonitis
- Doubtful viability
- Bad general condition
|
A
7 =
Present Absent
Mikulicz B
Ll 1l
| Improve general & local ~ Followed by 2™
AN operation after 24
hrs. to check
Then, bowel anastomosis boiain F e e i
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> Preogeraﬂve Preparation:

1. IV fluids: For rehydration.
2. IV antibiotics, ‘

3. Ryle: For NG decompression

4 Heparin: Continuous infusion for thrombo-embolic disease to prevent clot extension and

DIC. Itis interrupted during surgery,

5. Infusion of papaverine directly: Improves intestinal viability if arteriographic

findings are diagnostic of MAE
> Laparotomy

1. Gangrenous intestine: 2 :

* Resect the gangrenocus part. :
Anastomosis decisiop, according ta presence of
1- Peritonitis with friable tissue.
2- Doubtful viability of the remaining intestine.
3- Patient with bad general condition.

it conditions then restore bowel continuity.

hrs. to check viabllity.
2. Vigble intestine: = - e
* Mesenteric arterial embolic occlusion: Embolectomy.,

then post-operative anticoagulants for 3 months.
* Mesenteric venous thrombosis:

" Diagnosed at operation by edema of mesentery and extrusion of clots from

e A mesenteric veins when they are cut.
e v Treated by Resection c{ gangrenous inlestine
» Postoperative care : ;

* The patient is given postoperative hepariri'_and dischar’ged un'qe'r oral anticoagulants

for at least 3 months to prevent recurrence.
» - Sedation, NPOI, IV fluids e

> Pr'o'gnos is

* AMI is a relatively uncommon diagnosis

* However, maintaining a high index of suspicion is critical because mortality is very
‘high with this disease process and a delay in diagnosis and treatment can be fatal.

* Mortality rate of: _ R i
- Mesenteric venous occlusion: 30%
- Mesenteric arterial occlusion; 45%
- Mesenteric thrombosis > mesenteric embolism
* Resection of more than 70 % of small intestine leads to short bowe! syndrome

—> If present — Stoma & ileostomy bag until inﬁprovement of general & local -

If absent — Primary anastomosis followed by second look uperétlon after 24

" Mesenteric arterial thrombetic occlusion: Thromboendarterectorny or bypass graft

;.".i.'r,"i‘“.'l - o O - ™ N.B. 4 ) 2 ; i o [P - “.‘..‘I:T , ™
An embolic event, usually to the SKIA, is the most common cause of AMI, acccunung for approwmalely haif of all
cases Emtoli tend to lodge in the SMA aistal to the takeoff of the middle colic artery, which causes ischemia of
the distal jejunum through the ascending colon, with sparing of the proximal jejunum and Ihe transversa calon

- Arterial thrombosis accounts for 20% of AMI cases. Many of thess patients have extensive atherasclerotic
disease in the mesentenc vasculature. A thorcugh histary will often reveal abdominal pain after meals, weight
loss, ang fvod avoigance _Unlike in SMA embolism, which tands to occur slightly more distal, SMA thrombosis
typically occurs at the ongin lof the vessel, which creates ischemia from the mid Buadenum to the splenic flaxure

[ 50 the prognosis of thrombasis is worsa than embolism
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A 61 year old man with a history of morbid obesity hypertension diabet]c;undenvent
resection.anastomosis of a loop of the intestine one week ago The patler_'lt pregepts
now with a non healing abdominal wound that for the past 2 days is draining
increasing amounts of foul smelling fluid .He complains of pain at the wpynd site
and skin irritation from the drainage ,but denies fever chills nau%ea or vomiting , The
patient is a febrile and vital signs are normal. He weighs140 Mucous membranes
are noted to be dry. O/E reveals a 12*12 cm open, granulating wound'in'the mid |
abdomen with two sinus tracts from which is expressed 600 ml /day a thin foul
smelling light brown fluid. Normal white blood cell and platelet counts and -
hemoglobin. Potassium and chioride are somewhat low at 3.4 and 95 mmol/L,
respectively, the remainder of the electrolytes is normal, but BUN and creatinine
are elevated at 32 and 1.5 mg/dL, respectively. Liver function tests are within
normal limits but the albumin is low at 3.0 g/dL: CT scan shows no evidence of
abscess, inflammation, or wound infection However, there is a loop of bowel that
is in close approximation to the skin surface !

- AB1year old an.ubesg hypertensive diabetic : :
- Underwent resection anastomosis of a gangrencus loop of the intestine one week ago

A non healirig abdominal wound that for the pagt 2 days is draining increasing amounts of
foul smelling fluid

! Pain at the wound site and skin irritation from the drainage : v
Denies fever chills nausea or vomiting , =
The patient is a febrile .
Mucous membranes are noted to be dry. 8
OfE reveals a 12x12 cm open, granulating wound in the mid abdomen with two sinus tracts *

from which is expressed 600 ml /day a thin foul smelling light brown fluid
Normal white blcod cell and platelet counts and hemoglobin.
- Potassium and chloride are the remainder of the electrolytes is normal, .
- BUN and creatinine are elevated.
- Liver function tests are within normal llmits but the albumin is low
- CT scan show no evidence of abscess, , inflammation, or wound infection
- Howaver, there is a loop of bowel that is in close approximation to the skin surface

* What's the most probable diagnosis & explain why? _

» Clinically it's a case of enterocutaneus fistula { intestinal fistula ) External type
connects, intestine to skin- High output fistula > 500 ml /day complicated by
dehydration and malnutrition ' e
Postoperative abdominal wound drainage mest often signifies the presence cf
infection, seroma, hematoma, or enterocutaneous fistula.

Foul-smelling, purulent discharge in this patient most likely indicates a deep-space
wound infection, or a gastrointestinal fistula with drainage of bowe! conterits.

The majority of enterocutaneous fistulas develop postoperatively (80%), following
surgery for inflammatory bowel disease (IBD), cancer, or bowel obstruction.
Presentation is-usually during the first Sto 7 postoperative days,

* Serum laboratory studies are important to evaluate for. signs of infection, electrolyte
disturbances, and malnutritiori

-
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- normal, but BUN andnde are somewhat low the remainder of the electrolytes are

, creatinine are elevated indicalé that the atient is sufferin
: E!Le;rt:uz:nfilg'di loss and dehydration and will need raa-susr.:itat"n:m.‘{J 9 the
that the t+n ests are within narma| limits but the albumnin is low at 3.0 g/dL. Suggests
: patient also may be mainourished despite his obesity.

No evidence of abscess, inflammation, or wound infection

is @ loop of bowel that is in clese approximation to the skin
the presence of an enterocutaneous fistula

What is the etiology of this condition? .
> Acquired: (TIT)
1. Trauma:

8 Following abdominal operations (80 % of cases): Due to either; '
- Unrecognized intestinal injury '

- Failure of intestinal anastomosis: Due to
i. Poor vascularity

il. Anastomosis under tension _ S '
lii. Anastomosis in presence of sepsis e

iv. Distal obstruction ' -

v. Presence of generalized disease

vi. Lack of proper surgical technique
o Abdominal trauma as in RTA

___. 2. Inflammation

o Colonic diverticulitis
o 'Crohn's disease
n Radiation enteritis

3. Tumour

» What investigations are needed in this case?

> Aim of investigation is to detect:
- Level of fistula
--Presence of bowel disease
- Presence of distal obstruction

» These investigations are:

1. Barium meal follow up : 4. Serum electrolytes & KFTs
2. Fistulogram : 5. Serum albumin b £
3. W/S or C.T abdomen to detect abscess cavity

on CT scan. However, there
surface, which may indicate

(hypoproteinemia, impaired healing)

- Presence of infraperitoneal sepsis
- - To detect complications

« What are the management o tions? -

_ _.—_Spontaneous closuré occurs in 70-80%of cases if:

»  Nutritional status is maintained
» Sepsis is eradicated _
= Distal obstruction (if present) is relieved

3]

w7y ny



http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

Freely you have received; freely give.

Dr. Mohamed El Maiaw

I. Resuscitation:
» |V fluids. Blood transfusmn may be needed

2. Skm gro'rectlon.
. Start as early as possible - _ . fistul
« Adhesive cover and collection bag are applied to skin around fistula

3. Nutritional support:

* If high output fistula or proximal — Parenteral nutrition
» If low output fistula or distal — Enteral nutrition wk
4. Eradication of sepsis. —
External fistula —
v —A ™~ . :
If output is If there is ey
decreasing v —
J * Significant output after 4-6 weeks of canservative management. !
i e » Distal obstruction. | —
SOfi e con_servatwe » Affected ségment has active granu!omatous disease. F":
» Total discontinuity of bowel ends _
» Mucocutaneous continuity .
: . _-i
Il &
' [
Surgical intervention is by resection of the —
affected segment and anastomosm of the healthy —
_ ’ ::‘_3; i.'n-l. (KK 4 a -.” NB'., : i }-{-;»,,"u, rm i ,, ‘x i "HI'“-“ T-ir,’f.rr.:.;:-’ :
Any underlymg condition assomaled wtth the Fstula should ba controllad Mihila in tha hospital the patiant's ;
wound should be assessed regularly for signs of infection or fistula recurrence. If an open wound or stoma !
is present the patient should be educated about wound or stomal care prior to discharge or provided with —
nurse visits i
—
A 30 years old man presented with recurrent colicky abdominal pain, vomiting &
constipation. General examination revealed pulse of 100/min. ABP 120/80 mmHg,  m=

Temp. 37°%. Abdominal examination revealed distension & a scar of
appendectomy operation

. =
- A 30 years old man =
- Recurrent colicky abdominal pain, vomiting & constipation.
- Pulse of 100/min. ABP 120/80, Temp. 37°c.
- Distension & a scar of appendectomy operation §
B R
N
“&
R
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| . ﬂucms tﬁe Management?

— Clinically it's a case of Adhesive 10

'. > Etiology

Post-operative (most common) especially appendicitis

» Clinical Picture - ‘- .

Presence of scar or history of previous operations +C/P of 10

> Investiaations

- L

i1y, 1 11

B}

I

[
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p Treatment
—The treatment of adhesive obs

> Principles:

For diagnosis:
» Plain X-Ray of the abdomen:
» Erect: multiple fluid levels.
» Supine: According to distended segment:
o Jejunal loop > mucosal folds (Valvulae conniventes) crossing from one
side of the lumen tg the other & regular interval.
o lleal loop -» featureless with no mucosal pattern. - *
o Colon = hausterations do not reach the other side cf the lumen.
‘s UIS: May show distended bowel loops.
= CT scan with contrast: Has 80-90 % sensitivity in diagnosis of 1.O.

_For complications: To assess the general condition
-« GBC: Hemoconcentration and leucocytosis.

= KFTs: Pre-renal failure.
= Serum electrolytes

truction is mainly conservative
“specially in reccurent cases”

e 1 LV fluids | A
el . 2. N.G. suction '
" 3. Close observation to judge success of treafment by: '

" Ta. Resolution of pain & distention ' o
b. Passage of flatus T
c. Clear gastric aspirate

—Surgical treatment
R Indications:

« There is suspected strangulation or gangrene
« Failure of conservative treatment .g. No response in 48 hrs.

1. Resuscitation & monitoring if needed

2. Divide adhesions

3. Assess bowel viability & deal-accordingly -~ -
. \h.able or not . .

. Small Vs. large
. Rt. Colon Vs. Lt Colon

a3
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of partial small bowel obstructions will resolve

Sixty-five to eighty-five percent with conservative
management. . : o s
The old dictum of “never let the sun rise nor set on a bowel obstruction 15 still
small bowel obstruction. . _
Indications for immediate operation include: peritonitis, Sepsi
acidosis, or radiographic evidence of small bowel comprom
perforation, signs of bowel ischemia, internal hemia, or volvulus. . ——
Physical findings suggesting the need for early operation are fever, tachycardia, and pain out o

proportion to physical findings.

true for complete

s, hemodynamic instability,
ise, such as pneumatosis,

[}

ey -1 -
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20 years female presents after delivery with 3 weeks history of bright red rectal

bleeding associated with painful defecation.

wapaeR A, KEYS
- 20 years female _
. 3 weeks history of bright red rectal bleeding associated with painful defecation.

» What is the most (ikely diagnosis?
_. Hemorrhoids which may be associated with fissure (NB: internal piles
is a painless condition)

« What is the precipitating factor?
» occur with Pregnancy:

- Due to raised intra-abdominal pressure (straining /constipation) and the relaxing

effect of progesterone..
- If piles persist after pregnancy 3 months. it is considered primary piles.

» What are the grades of the disease?
» Clinical Degrees of Piles According to Prolapse
~ First degree :
~ The patient has only bleeding but no prolapse of piles, diagnosed oniy by

) proctoscope as it is not felt by DRE. It is not reaching level of dentate line.
» Second degree : N

- The piles prolapse only during defecation, but they are spontaneousl
reduced attha end ol oohos Coe g P .

» Third degree

- There is prolapse of piles during defecation and patient has to reduce it
manually.

» Fourth degree
__Ther_e is permanent prolapse of piles
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» Treafmenf oT_uncomplicated cases:
= Primary Hemorrhoids

> For first and second degrees:
* Conservative TTT:
1. High fiber diet
2. Small doses of laxative.

3. Sup_posituries that contain decongestant, - s | .
4. Avoidance of straining during defecation, - -
> P * Injection sclerotherapy:

Indication:Bleeding 1st& 2nd degree hemorrhoids

= ldea:injection of irritant material (e.g. 5% phenol in almond oil} in the

submucosa to induce fibrosis causing obliteration of venous plexusand
-pulling up of the prolapsed cushions.. :

= It may be complicated by pain & abscess formation.
Rubber band ligation (good for large 2nd degree piles)

- Placing a ribber band around the piles — ischemic necrosis & separation.
- Selective haemorrhoidal artery ligation,
Photocoagulation. - -

* Cryosurgery (not done now)

» For third and fourth deqrees:
= Hemorrhoidectomy: excision of the
" redundant skin. :

3 Healthy muco-cutaneous bridges should be left to avoid postoperative stenosis,
-~ - * Recently stapled hemorrhoidectomy allows excision without stricture.

»>Treatment of complicated cases:
> Sirangulated piles

1.. If the case is diagnosed early — surgical intervention under antibiofic coverége (To
avoid bleeding) : . i .
2. Ifthe case is diagnosed late, the tissuss are friable-& edematous — conservative
. measures: (To avoid 27 infections) '

a. Restin bed 'c. Analgesics

b. Antibiotics d. Frequent warm baths
e. Decongestive oinments (as glycerine + tanic acid) & Ical compresses by
lead subacetate lotion

* What are the complications of Aaemoroidectomu?
» Complications: :

> Early:
* Hemorrhage: :
- - Reactionary, ol Bt Lo
- - Secondary (Treated by packing). - i TLRRRUE S PR S
Acute urinary retention (Due to reflex spasm-of external urethral sphincter, don't
rush for catheter). G : :
Constipation (Due to pain during defecation).
ate. :
* - Anal stenosis. | Bigae g e
* Recurrence. :
* " Incontinence with sphincter qamage.

: : . | Dr. Mohamed El Matary

hypertrophied E:ushions with the overlying
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A 70 yeat old man has been complaining of passage of early mom'ngt,b'o?dy
diarrhea presented to the outpatient clinic. The patient gives history of constipation
for the last six months-to which he was taking increasing doses of laxatives. C{n
P/R examination a mass was found with an everted ulcerated edge that is

approximatéely found 5 cm from analverge.

- A T0vyear old man ' ;

- Passage of early morning bloody diarrhea. _ .

. Constipation for the last six months to which he was taking increasing doses of laxatwas:

- On P/R examination a mass was found with am everted ulcerated edge that is :
approximately found 5 cm from anal verge. -

. What is the possible diagnosis?
v How will yaﬁ caﬁﬁrm the cﬁdgﬁosis?'
» How will y;.m man_ag- e this p a,f-.l“ié':;t?

68 year old female presented with a three month history of watery diarrhea.
Physical examination revealed a large cauliflower lesion 4 cm above the anal
verge. Laboratory studies revealed potassium of 2.8 mEq\L : % !

- 68 year old female
- Threa month history of watery diarrhea. : : |
- Large cauliflower lesion 4 cm above the anal verge. ' l
- potassium of 2.8 mEq\L. (L) e g

"

«» What is your provisional diagnosis?
— It's a case of villous adenoma of anorectal junction t
~ — D.D.: Chronic diarrhea, hypelalemia & rectalsrass v

+ What are the investigations you would fike to do for this patient?
1, Endoscopy : Colonoscopy reaching up to caecum: i :
* Biopsy is taken from suspicious lesions mandatory).
3. Bariumenema. . .. AL S
* better a double contrast barium enema '
= The cauliflower tumor appears as a fixed irregular filling defect.

96
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* Can detect
4, Bl'op_s'g
" is taken from suspicious lesions mandatory during colonoscopy

» How are you doing to treat this vatzent?
— According to SSAT (The Snciety for Surgery of the Alimentary Tract)

Patient Care Guidelines, Management of Colonic Polyps and Adenomas

- In order to minimize the risk of future malignancy, polyps should be completely
‘removed or destroyed.
* Most polyps can be removed during colonoscopy using electrocautery techniques.
- Small polyps (0.5 cm or less) can be treated by biopsy and fulguration. :
- Most pedunculated polyps are amenable to snare polypectomy using electrocautery.
- Sessile polyps larger than 2 cm usually contain villous features, have a higher
malignant potential, and may recur following colonoscopic polypectomy, so open
polypectomy may be needed. :
. - Follow-up endescopy should be done in 3-6 months to confirm complete resection.
- Any patient with suspicious lesions or lesions proved to be mallunant should underge
elective radical surgery.
- This case if proved to be malignant (lesion 4 cm above the anal verge] so the
operation will be (AbdominoPerineal Resectlcn )i :

or exclude 2 higher tumor | rectél cancer is suspected.

97
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« B Plastic’ cases H—_—,
1- A 45 years oid male, weighting 70 kg, sustained a ﬂame burnin a

Freely you have received;

closed room, resulting in a 30 % mtermedlate burn

Discuss
a- Diagnosis of depth & extent,
b- 1st aid & hospital management
c- Early & late complications & possible cause of death

An intermediate burn
* 15.-30% in adults.
» 10 --30% in children.
A minor burn )
* Less than 15 % in adults. :
« Less than 10 % in children.
This is estimated by:

a- Rule of 9

. Q ’,‘5“ i
- This method is easy but not accurate in-children d gifa. la:;\&gof the
- head in relation to the rest of the body. :

b- Lund and Browder charts:

-Moare accurate in all age groups

_ rnajor P e e e
= More than 30 % of the body surface area.

| QP’?

‘reely give.

plasma.

- Their su_rface is moist due to exudatlon of

_2- According to the demt!. i
5 1" degree®on 1 ?@gr&e 37 degree
Damage Only the gé 14 Sidermis + portion of .Complete
Epidermis : » dermis. - destruction of
erythema of skin epidermis and
usual example is dermis. °
sunburn.
Healing Heal rapidly - Epiden‘nal regeneration | - No healing only
. 0 can, occur “from remnants migration of
of hair follicles and - Epllheltum‘rrom
sweat glands ih dermis. ~ | edges of burnt
provided that no infection. area
- If infection : destruction | - Separation of
of epithelial remnants : eschar by 3"
, 37 degree. week ‘
- Skin-graftis
- ‘| needed
Appearance | - Forms blisters surrounded by erythema. - White or black.
eschar

- The area is dry

- Possible visible
Thrombosed S.C Vs

Presence of
pain

- Painful
- Sensitive to air

(can be elicited by pinprick test)

- Painless (due
to loss of :
terminal nerve

. endings.
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II. Fluid Therapy .

|
|
|

Y1 1L H 11 e

2

b- 1° aid and hospital management © o0t ks

A- Definitive treatment of minor burn gan ge t:-:ii : : :

* Clean with antiseptics solution as Savion™ or | es Silvér' 8

* Dressing using proper local chemotherapeulic as Silver,
Ointment .

+ Vaseline gauze dressing . o
= Give analgesic and prophylactic systemic.antibiotic.
* Repeat the dressing for 2 weeks till healing.

ulphadiazine

B- Definitive treatment of major burn

I. Firstaid e
-+ = Move the patient from the source of bum (stop; drop &rall) and remgye the Phtient's
clothes.’ : . :

Airway: maintained
Breathing: maintained.
Circutation: maintained.. . _ o
Drugs: IV analgesics (as 50mg pethidine), antitetanic impf
- injections are avoided as absorption is podr. VA
= Exposure:remove any clothes. v 4
Fluid {run) water: at room temperature immediate immers{on in ¢ old water or _
* Tape water can be poured over the burnt area far inutessto limit the depth of burn,
decrease edema ,relieve pain 1 and .F'.EW‘EE'_L scular Q?Tf.%e:

: Ice cold is contraindicated = Missue damaﬁg o "]
II. Admission &Resuscitatiénﬁx ¥ 4
» Admission_of the patient to burnilinit o

* Rsuscitation and monitoring: % e )
: - Widgfure IV cannula serted rapidly before the veins get collapsed
to gV 1V Mlthsherdpy and IV antibiotics. :
- A Foley'sh Akgatheter is introduced to check urine output.

- Ryle tube'siiction and nothing by mouth in the first 48 hours then oral
feeding sholligibe started gradually after that,
. - Monitoring:
© Vital signs: urine output, cvp, consciousness level,

- Laboratory tests to be done : aomplete blood picture, arterial blood
gases, serum e olytes, INEr and Kidney function tests, :

w.&alculate total burn size and estimate the depth of the burn wound..
- Medications : . e

a. Tetanus vaccine or immunoglobulin,

b. Antibiotics: better to use broad spectrum antibiotics.
c. Analgesics: IV morphine to avoid neurogenic shock. '
d.

Anti-ulcer measures in the form of antacids to protect against
the  develdpment of Curling's” ulcer.

According to parkland formula (cemmonly used)

1- Amount: 4 ml/ % of burnt area from TBSA ! kg body wt..

1st 8 hrs % total amount

2nd 8 hrs ¥4 amount 3" 8 hrs v amount

L u

11

17 Il

11
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give ¥ dose in the 1* day
+

0.5 cc colloid / kg / %bumn area

2- Rate: S0 - 70 ccthr
Other Formula
= _Evan's formuia: : : -
- 1" day: 1 mlkg/% burnt area saline + 1 mifkg/% bunt area colloid
day. 0.5 mifkg/% burnt area saline + 0. 5 ml,'kgf"f’o burnt area colloid
3- Ty_gas of fluids
-~ 1- Crystaloids : saline or nnger lactate
... 2- colloids : ¥ crystalloids + ¥, colioads especnallym deep burn
4- ﬂnute
a- Inburns < 20% TBSA (adults} or < 10% TBSA [chaldren)
given by the oral route.
b= In burns that are 20 — 30% TBSA, the oral route is supple ted by IV ids.
c- In burns > 30% TBSA fluid lherapy is given via thg

1. Regular check-up of vital sig ‘WA
2. Urine output should be 0.5-1 %lliljgu'hur

: 3. C.V.P. in critical cases. e o 4
» Nutrition %
o It shouldn't be neglected. Ty

g Patients who have exlensive burns liabje "'\ ave a serious catabolnc stalus due
to the combined effects of ahorexia, i ater and :onsequanlly caloric :

losses and due to sepsis,if it s t,
@ Introduction of intravenous h e% ation has made it easy lo cnrrect this

problem and to support the patient itionally dunng the critical period.
IV. [Keleiz] treatrnent of major burn

Theaim Is to avoid infection

1- Escharctomy. is cir ferential burns in limbs and chest, the
constricting eschars erent necrotic tissue) have to be released

immedialtely.

2- Fasamrom\_r in deeper burns may be limb salvage.

3- Cleanhing and.removing loose skin and initial cnnservalwe
desqdement : x= 355 .- e

g "'70 nical'antimicrobial aen!s

Fallergic, not toxic and bactericidal. F
YThe 3 most commonly used are silver sulphadiazine, silver

" 4 nitrate solution and mafenide acetate.
5- After application of local cream, the wound is managed by either

gx,gosure merhod or by occlusive method.

i

c- early, Iate COI‘I‘IphCEItIOHS and causes of death |
Systemic: | , 3 .
1 Shock i B~ e
A 9] k< [ ('..-';E- 'i-l.-';f} ar }':-..-_\-_‘: Li * f-"'-_f:-'; (3 B ke atB.‘f T % R IR Ay,
I .'- Neurogemc Hypovolemic Septic :
" from severity of pain - due to under correctlun of after 1 week'from
: lost fluid infection
' . th i
E“ : ———

”"””727’2"9)9/92/?//
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E

2. Pulmonary complications: —=Tr o NP0 | ALate’: ‘¥ ~VE
-:-lmmediate), = % .. | - Early = Respiratory fail
Asphyxia Pnuemothorax HE__—._,p"—rL'—- ure
‘inhalationof . Pneumonia ) ! : -
E::l' Sﬂﬁr?g;!{?::g;:sés. " Pulmonary embolism - gyggg?' hypercapnia
The resultis 80
Bronchospasm. '

3. Cardiovascular complications:
a- Acute left ventricular failure.
b- Congestive heart failure.
c- Arrhythmia (especially in electrical burn).
" d- Myocardial infarction (eithér dueto stress or hypovolemia
4, Renal complications:

" a Acute tubular necrosis (acute cortical necrosis) due to @@lease of cytokines

i . W s X \%
b- Myoglobinuria & hemoglobinuria (especially with.glectrical

¢ ARF (due to hypovolemic shock— leading to wéler &'¢lettro

5. Gastro-intestinal complications:
a. Adynamic ileus . Acute gastric dilatation tg severe sympathetic
stimulation & release of cytoki Ls. occurs early and may
necessitate the insertion of a gasogastric,tube.
b. Curling's Ulcer: due tg‘%‘t_ress& anghnic vasoconstriction — Ischemia
- destructlon_of muco‘s;ai_\ _
Liver dysfunction: due tt@s\!ﬂle ida"& toxins.
Recenlly acutéulcerationof theleolon may _
-oceur and ItIs;suggested'tb be due to fungal |
infection. N '
6. Multiorgan failure:
Often follows pulmonary insuffi Iency or sepsis > death.

7. Psychological com lications:

8. Septic ci:}m lications:
- ‘g[g%asrytraﬁ_ﬁfectinn.

ae

Thwound sepsis.
iy, R
__Sne‘l‘.imoma.

Septic shock,
\ .éep!ic thrombophlebitis
9. Engocrine system complications:
\5;7 - Catecholamines from stress.
- Cortisol and ADH = Na & H:0 retention.

- Protein catabolism < -ve nitro enb :
F . ala .
Local complications: d nce + 1 glycogenolysis.

. Early local complications:
1

. Infection:

H
% -
-

The primary cause of death | :
i n
immunosuppression. burnt patients dye to

It occurs usually between

d J 4 _— ? da -

= .Itmay be bacterial, viral or fungal YS postburn.
* It may be either exogenous or end.

endogenous sources.

- e = e = e o ¥ 51—
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Infection may lead to the development of septicemia and seplic shock.
Treatment by proper local burn wound care {discuss).
* The value of systemic antibiotics in the prevention of infecti
2. Constricting eschars; - R

* In deep circumferential burns of the limbs = Ischemia or the chest -
dyspnea due lo restriction of chest expansion.

* It should be treated by urgent escharotomy (not painful as nerves are
damaged). - :

3. Suffocation:

* Due to edema in bumns of the face and neck and may need urgent
tracheostomy. o

4. Compartment syndrome: ‘
. ..*. Due to edema of the subcutaneous tissue. .
Il. Delayed (late) local complications:
1- arring and loss of quallty of skin. :
2- Presence of raw skin argas due to 3rd degree burns?
Pigmentary skin changes in the f of hypolhvper-pigm
4- Contractures: across joints. T

o.'n is doubtiul,

5- Scar formation: (hypertrophic or keloid) 7O _ |
6- Malignant transformation: (Marjolin's i g unstable scars is
i
!
' |
e E——— — R —

(LYY A 1 1 € e A S L A L L LA ol
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6 . |

2- A ars old female presented to the emergency room
with ; ?:nlj?n gﬁg ?0 : fire cn:curnf.-'-.'éiJ in her house, that affected the ant,
aspect of the Rt. Leg & the Ant. aspect of the apdomen & chest. On
examination, she had a history of smoke inhalation due to her
entrapment in her house and locally, the burnt area was

erythematous with blisters & was sen,sitjve to pinpricking.
a- How much fluids will she require in the 1* & 2™ 24 hours.
b- Discuss the effect and complications of smoke inhalation.

A- The extent of burn=ai Aspect of right leg + aril. Aspect of abdo
=9+ 18 = 27 % TBSA

- parkland formulas( % of burnt area of TBSA x Kg body weight ) -Ca\x 4 mf]iin 12 o

mlin 2"

= 27 x 70 =1890

1-in the first day we give = 1850 x 4 = 7560 mbfluigs ¥ give saline or ringer lactate (

better ) _ pedd ,J '
- 1/2 total amount In‘iW‘h'rs .

. - 1/4 total agﬁﬁplin the;:2°%8 hrs .

: - 1/4 tolfmo L-;?I}%a '8 hrs .-

2-in the second day we give£4/2 Déic;ﬁg e 24 hrs = 3780 ml fluids

' EN + 0.5cc colloid x ( 1890 )
mm.lom of intravascular fluids from the microcirculation is often called LEAKY ' )
" CAPILLARY SYNDROME. This is initiated by the release of preinflammatory mediators

and reactive oxygen species from the nonviable burned tissue. The overall biologic effect - :

_f_'of these mediators include microvascular changes:consistent with capillary leak syndrnme.f;
svascular stasis and decreased cardiac output :

- the most commonly used fluid for burn resuscitation is LACTATE RINGER . avoid normal,

. saline because large volumes of saline Is associated with development of hyperchloremic -
imétabolic acidosis. : . 3

b- in addition td'tHe diagnéais of burn th

e patient might also develop :

1- toxic.&sp ,a_go :
2- aiplay obstruction .

3- ke inhalatn%?;
4-ci |

ferentigllimb burns of the torso preventing respiratibn .
5- limb*= @atag]ﬁg limb ischemia from circumferential limb burns .
. smoke inhélation injuries :.
- the leading cause of death from structure f;
However , smoke injury when it's the only inj
with burn injuries the mortality of smoke inh
* Carbon monoxide (CO) o,
- colorless, odorless gas that binds with h
oxygen forming (carboxyhemoglobin).
- C/P: nonspecific symptoms includin
severe cases patient will experien
hypotension and eventually death

res is complications of smoke inhalation.

ury has a mortality of < 10% . when combined
alation increases to 20 %

emoglobin more than 210 times stronger than

g headaches, nausea, and dizziness.
Ce weakness, seizers, coma, arrhyth

In most
mias,

51 11 | | [ |
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- ‘n[triévzﬁ'z:;aaur‘\); °ff 100% oxygen ( hyperbaric oxygen is theoretically bett
co / ) 0 qgesllonable benefit to such critically injured patients=
inhalation with CO toxicity )

er but remain
smoke

.8

‘..’_.\’ﬁ-. IR A A L = TR - - — - -
B: why hyperbaric is theoretically better?? " on rcom air the half-li 5
ncarquyhemoglpbln is 250 min , {ube it's reduced o 50 &

3 m;n.;wtth,hye,erp,aric oxygen at two,atmospheres it's reduced.to 27 .
i " JL . : e Bl s L N e I [P T e .-_“".l‘kﬂ'}_',qé.-: Sy s \ ol

lf;;of ’

on 100% oxygen: ny endotracheal
min

« Hydrogen cyanide (HCN
THCN is produced from th
- it poisans cellular respira
. phosphoryl
. diagnosis is

and increase

cyanide level ( usually not done)
-TTT:

e burning of many materials in the environment.
' ! tion at the level of electron t
ation leading to anaerobic metabolism and lactic acidosis. :

based on history and nonspecific metabolic ctic'agidosis |
in oxygen saturation on the venous blood gas. ConfirmatQua

ranspart chain or oxidative

findings such s la

ications

. -treatment of suspected cases should start rapidly to avoid o
or death, even in absence of confirmatory tests . basedgmRstory nonspecific -
metabolic findings. ' ' ﬂ ~
. treatment include the use of hydroxocobalami@(grﬁ 0 @M /s an analogue of '

Vit. B12 , this antidote chelates the cyanide, it [ggispeci insig? effect which is red
_ discoloration of skin and urine. @i& I
£ . o : L e - ) ]
+During Burn excision : i& Wy -

- the timing of surgery with patients withism ] gh is complicated by the '
thegefpatients. . . ﬁ \

+ HONEY MOON * perio

- With smoke inhalation the pajgp} will hgve
significant pulmonary prq&lgmg%{ c
ing the aq‘%hof performing such an operation. Therefore,
to surgically excisg as much as

room, as well as increas
in patients

burn as safely possible priof 1o

- burn excision can th considerable blood loss, therefore
hemorrhage sh
deployed whe sver

with smoke inhald 0

be associated wi
1d be made. Tourniquets and topica

feasible.

d experiengeddd
P oriod of 48 to 72 hrs prior to developing

omplicate transporting to the operating #

t may
ne‘ahould attempt
respiratory status deteriorating -
attempts to limit

| haemostatic agents should be %

D—

orbny
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3- A 37 year old women noted a ptgmented lesion on her left arm
approximately 3 months ago . she sought the attention of dermatologist

who performed an excisional biopsy of the lesion. pathology was
consistent with malignant melanoma ,Clark level 11, with a Breslow
depth of 0.8 mm without ulceration . the tumor mitotic rate was
measured at.2 mitoses / mm?. margins from the biopsy were negative
but close ( <1mm). her physical examination only reveals a well-healed
scar at the biopsy site with no palpable Iymphadenopathy.
4- during the routine physical examination of a 30 year old whitggmale
patient , you discovered a 1.5 cm pigmented skin lesion.on the pgsterior
aspect of his left shouldér this lésion is hot indurated , has._ilizdefir
borders and is without surrounding erythema exammaho"ﬁ of
patient's left axilla and neck reveals no identifiable abnog
other pigmented skin lesions are observed during tlgvph .
examination. According to the patient's wife the s n s been
present for the past several months and she bel s increased in
size and become darker during this time , tne pahent
healthy. ,
plgmented lesion, ill-defined border, mch&a m izefand darkening( progressive coarse),
short duration, hlslopathnlnglcal detectlo )
a- the diagnosis is ma m ano‘ma of { mention the sﬂe)
DD: : :
1- granuloma.
2- Pigmented basal cell carcmoma I
3- Hemangicma differentiated by biopsy.
4- Compound or junctj al naevus :
# Stin
: (-b Hﬂﬁbpcdﬁulvcai&,_g

ég“ nosusf c[mrcal + investigation ) Desnosis
Cf' malignant melanoma o bi'?ffx‘a \ <
compL te I-ustary a{'lﬁ physical. examination focusmg on the characteristics of the lesion as well as I
the statug £\lhe gional lymph nodes . ey &‘-

mptoms
1- Denovo lesion.
2- Malignant changes in benign naevus.

- Rapidly growing, itching, pain, change of color, hemorrhage or ulcer.
3- Occult presentation.
4- Transit metastasis > Enlarged mlcro-metaslasis after removing of the 1 tumor,
» Siagns
1. Nodule or ulcer of variable colors (from ametanollc to black) :
—p 2. Satellite lesions may be seen. ( per mewr‘_,b WOTLYR "‘bu’-&m‘“ a
2- Regional L. N. or liver metastasis \‘U“‘{-‘

" NB: The t:ml},r sure method of d1agn05i5 is hlatolﬁgtcal examlnalmn however mallgnant me!aonoma
;can be suspected clinically with A, B, Cs of melanoma ] s . 2 i

b

- T



http://www.facebook.com/DoctorWhitey
http://www.facebook.com/DoctorWhitey

Freely you have received; freely give.

‘the ABCDEs of melanoma recognition :
A. Asymmetry . ' -

B. Border irregularity .

C. Color variation . -
D. Diameter of > 6mm

E. Evolution ( change in lesion )

Investigations:

. '
e - l . o —— ——— e -l.-...--_ — g T [r——— -—-olu—-— e ——

To confirm diagnosis | | Forstaging N Routine precperative

. u N - . ek | . - .t o
! EER I—— s e e mendrvesY gations
J \‘ : : N ! T %

& Isotope scintigraphy forsentinel | :
l_- LNs

" Bliopsy

|5 T e
2 : How 1o take biopsy? i i hOA21
1= The line of incision should confirm tb the possible stibspquen hply-
2- Safety margin should be 3 mm. - S A
3- Biopsy should include the whole skin and subcutaneousgissu s lo allow pathaolagist o
determine Clark's level and Breslow lhicknes \ .
4- Paraffin section is better than frozen section 3 - | -

n aof skin and"

SC tssues but not including deep fascia

A- Qperable: . aﬁ% e : .
1. Foriry tumor: " o

« < imm — 1cm safely méggjg."
« 1-4 mm — 2 cm salety margin.

Treatment 2 - —
. - R ) [5 'l 1'?"1 ‘t T, 4.%']"'
Surgical excision of the 1ry lesion with adequate safety margl

L;

= > d4mm — 3 cm safety margin. |
o -.-l-"E -_'-:-"-.:- -, . . .:" !' T .._,._.".? -
IR vide excision done by itself (i.e. without an.accompanying lymph node -
biopsy or dissection ) can often be performed under local anesthesia with
- 4 intravenous sedation if necesgary . : , i
%2. For draining LNs: . .
& "+ Propbviactic dissection of LNs is no more performed. "
Hical dissection is performed if they are large & firm, but if not frankly malignant
&PV clinical examination — FNABC is performed. s
B- Inoperable tumor (stage 4) :
o Metastasis is treated by interferons, chemotherapy and interleukin-2.-
Prognosis: |

- the status of the regibrial lymph node is the most impartant prognostic factor for survival .
- Prognosis of malignant melanoma depends on type, rate of growth and depth of the

tumnor as depth T prognosis become more worse. - e 1
g : '\ Tivantee Py
CRegdad e — ,‘ompriesd
: ' : : Qecor i
irmJ»'v)"”‘“ g wwl‘ra»g :

Ao

. —

\ | 9”’”737’2"7@92/?/'/
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ll- Breslow classification ¥ (more used because it is belter in predrr:tmg prognosis)
1~ Skin infiltration < 0,75 mm. : ;
2- Skin infiltration 0.75— 1.5 mm. o .
3- Skin infiltration 1.75 - 4 mm. :
4- Skin infiltration’ > 4 mmi.
‘- in patients with stage IV disease at presentation, elevated serum values of LDH are
associated wﬂh reduced survival rates

1 1 I N 4L

‘histopathological factors associated with melanoma prognosis : 1
1- tumor thickness . 2- ulceralion .
3- phase of the tumor growth { radial versus vertical growth phase )
4- mitotic rate . 5- angiolymphatic invasion .
6- regression . ’ 7- tumar infiltrating lymphocytes . —
8- solar elastosis . 9- satellitosis.
—
F—
*Follow up : -
1
- Patients with history of melanoma. those patients should b& :
months for the first 3 years and annually thereaftafi,
- this schedule is influenced by a variety of factors sugh
melanoma, number of lymph nodes involved , an p —
presence of multiple atypical moles, or a famll 2'disease. -
- routine self skin examination and assessmen odes is of great value, since
many patients presenling with recurfénce fi se themselves, T—
..\:.'.-\‘ —
‘%% —

¢
[

[
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5-A 65 year.old white male presents with slowly enlarging, tender 1.5 cm
hyperkeratotic erythematous nodule on his left forearm . the patient first

| noticed the lesion about 3 months ago . he has severe photodamage
atrophic skin with numerous lentigines and senile purpura )-."because of his

occupation as a farmer, he has a chronic history of significant sun exposure ®

previous njedic‘.al history is significant for actinic keratoses on the face and
hands, which have been treated with, cryotherapy. family history is significant

for melanoma in his father . _

- 65 year old, white male. _
.- tender 1.5 cm hyperkeratotic erythematous nodule T
- -3 months duration ' o p
" . had severe photodamage.
-occupation as a farmer
.- 'significant sun exposuré

- history of actinic keratoses on th
-family history is significant for melanoma in

er.

a- the diagnosis is squamous cell caréingrg in ft forearm.
DD: S - R

1- Rodent ulcer.

2- Chancre.
3-Malignant melanoma.

4- Keratoacanthoma.
5-Septic granuloma.

e face and hands

.

Clinical Picture
* s Type of patient:

- £ > 40 years

- Fair colored people
- Farmers & sailors .

= Nodule

aglers : _
=1 ) Shape - Rounded. oval or irregular.

"2 Number - usually single but may be multiple

i 3. @ase > Indurated and it becomes rapidly fixed to underlying tissue

4, floor 2 nrerotic. . L - k

5. Edge 2 everted : : .

% ,' 6. Margin -> early soft & |late indurated.

' 7. L.N. = Early: enlarged & soft {due to infection) ,2ry infection may occur
? ned discharge. E

and there may be blood stai .
|ate: hard due (0 infiltration

= Lymph Nodes
L d Enlarged in
" . o 2ryinfection
. o Metastasis -2

> elastic & tender
Hard & fixed

—M" -
u have re wedi

freely give.
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Complications , _
1. Infiltration of the surrounding (Direct >lymphatic >blood)
2. Secondary infection ]
3. Hemorrhage
4. distanl melastasis & cache)ua

- ' == b " Sk _1r.:

T4y
=Y Metastasis of squamous cell carcinoma o 3
* -Ina pE!tIEr'IlWIIh Marjolin's ulcer the scarring makes Iyrnphauc sErea ate , Rt
~ - fenslures associated with increased metastatic pqlenhal are tumbr diameter-greater = 7

than 2cm and tumor depth more than 2 mm .

- the overall metastatic rate of solar induced squamous cell carcmoma is <5% . 4
- squamaus cell carcinomarof the scalp, ears , and prs have a P'ngher metastaﬂc rale of
approximately 10% 10 15% . S OO et e et w2 .‘ :

Investigations
1. Biopsy = excisional or incisional
2. X-ray = To detect bony involvement
3. sentinel L.N study: affected L.Ns
4. CT scan.

Treatment ’ s
s Two modahlles of treatment are available (Surgical‘
el ca ~lndma is exc:s:on with

A -Surgical
' lndicatmns of surge

1L

- |

a. T
b. Infiltration of ca({' &
c

d

e

. Radioresistant Ies'b S, oy | :
Lo
. Marjolin’s ulcer. %} —
. Block dissection of metastatic LNs.
1- Excision with safety margin is at least 2 cm except in the face where itis
I—
—

1 c?
24Better to b@h‘@ﬂcaa’for cosmetic closure of the wound.

3- Tne raw area is covered by Skin graft or by Primary closure
- IrradJ‘ atucﬁ}\n

»a  The mai mdrgallon of radiotherapy is for tumors of the head and neck |
particul@}ly for poorly differentiated tumors. . o,
If LNstenlarge metastasis (SCC onl :
1-If LN Se to tumor > excised with 1ry lesion in 1 block.
2- If LNs afejfaway from tumor = block dissection later on (after 2 wks), to avoid
postoperative lymphedema and picking up of micrometastsis.
3- No prophylaclic block dissection in skin malignancy.

Prognosis _ _
=  90% 5 year cure rate. ' ; .-

nw o w 11 1l
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6-a 62 yearg—old male patient referred from ENT clinic to your
ogtpatient clinic complaining of pain in his ear, the patient is sitting
with-cotton wool in his ear and blood stained saliva drippling from
his mouth, on examination, the patient has ulcer with everted edge
on the lateral side of his tongue, also you noticed swellings in the
sub-mandibular region and upper lateral side of the neck.

a- what is your diagnosis and DD ? '
b- How can you diagnose such a case ?
c- How can you treat this patient 70

- Key: - a 62 years-old male patient.
- referred from ENT clinic.
- painin his ear.
- the patient is sitting with cotton wool in his ear.
- blood stained saliva drippling from his mouth.
- ulcer with everted edge on the lateral side of his tongue ;
_ swellings in the sub-mandibular region and uppePlateralsidgyof

a- the diagnosis Is cancer tongue sBmplicated by spread to
sub-mandibular and uppgr deg{ rvigal lymph nodes. ;
However other causes of ulCg S t outh should be excluded: |

i-Trauma: -
—Minor physical injuries €.9. 8
- Chemical injuries e.g. AspIrimg

ii-Infection : -
R@‘ virus ( associated with unilateral eruption, don't

~Viral: the commonest is herpes sim
cross the midline, extremely painful ) .:
- Bacterial: e.g. TB., ‘?‘yphilis or opportunistic by the nasal bact. flora

- Fungal: e.g. cryptggoccus
- Protozoal: E.hist@ca > 4

iiz-lm‘mum'ﬁinggg D,
- Ap ulcer 'éiy common, superficial small yellow ulcer surrounded by red hyperemic
ar eals withinil to 2 weeks but recurrence is common } -

- immynodeficiency as in HIV

- autoimpmune ﬁll‘ergy : ' . L e
iv-Dietaryifmalnutrition e.g. Vit C deficiency, Vit. B12 deficiency: _

v-Cancer: : ,
basal cell carcinoma, sG. cell carcinom
as a mass, definitive diagnosis by biopsy )

Ui-Medical conditions ass. with mouth ulcers: €.g. :
.Systemic lupus ’

a, melanoma ( raised everted edges, usually starts

Behcet's ds

Celiac ds Ulcertive colitis

Chron's ds Oral thrush
Gingivosmmatitis Infectious mononucleosis
Leukoplakia Oral Iiphen planus

o7y
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b- diagriosis = ( clinical picture + investigation )

Clinical Picture t
The classic clinical picture of tongue cancer is that an old man sitting in the outpatien
clinic with cotton wool in his ear, and blood stained saliva dnbbllng from the mouth

Early cases

- Symplomless .
- The patient may complain of pemlstent ulcer with indurated base and everted edge.
Late presentatior .
- Pain : 1- Tongue: - 1st; due to infection
-Later : due to lingual nerve affection .
2- Ear : refrred by auriculo-temporal nerve .
-+ 3- On swallowing: tumors of posterior 1/3
- Salivation: It may be blood stained and smiells badly.
- Difficult speaking.
- Enlarged cervical LNs.
- Ankyloglossia.

Complications j

- Inhalation pneumonia. - Infection and seco 1dary b

- Cachexia due to staryation. - Asphyxia. {.5?3\ .~ ;
iy

Investigations

= Biopsy.
= FNAC of suspected cervical LNs.
= CT of neck and mandible.s /
c- Treatment :
®» Surgery and radlolheraS{ce 'thze ma

treatment.

® Chemotherapy is used some cases.

A. Radical treatment of ear se
Surgery ‘
» Indications:
;1. Small growths T,T1.and T2.

2. Incomplete regression or recurrence after radiotherapy.
3. Cancer on topff a precancerous lesion as leukoplakia.
4. Presence oftthe tumor vely close to the mandible or infi ilterating it.
h- Preo eratwe reparation
ré"ofitebth and:oral hygiene.
[ reoperaffve irradiation by 4000 rad may be advlsed
Resection proced

Safety marging
AN
Cis. Excisian 1 cmon sides & 0.5 cm Advancement
§ ‘ in depth - | mucosal flap on
. - i e | floor of the mouth
Anterior 2/3 Partial glossectomy, o o oy e T
hemiglossectomy or near 1.5em Peclomllsfmajor
total glossectomy myocutaneous flap

Posterior 1/3  |» Total glossectomy
(difficunt access) -
needs median
mandibulotomy.
» Irradiation

Pectoralis major
myocutaneous
flap
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- Unilateral L.N. | Complele neck dissection |- - - N

metastasis . : - |

Bilateral L.N. - {» Complete neck : ER -
metast351s dissection. s B
- |» Selective neck dissection
3 , on the less affected site
{ preserving the 1JV '
r Mandible » Commando operation L . ]
t‘_ e (combined— - -|-Osteamyocutaneo:4
i ' mandibulectomy & neck ' R . usflap N
dissection operation) ' : R

Radiotherapy )

o T1and T2 (less than 4cm) may equally benefit from surgery orr = ;

» Advantages
@ Avoiding the disfiguring side effects of surgery.

b- Disadvantages
o ‘Mucaositis, dysphagia and osteoradlonecrosm

> Methods
g Brachytherapy - cesium or iridium needles.
o Teletherapy = external beam irradiation.
B. Palliation for advanced cases

> Indications

18

Y »

‘.

' 3 Distant metasteses.
. Methods -
1- Radiotherapy. «‘f"
2- Palliative resection. -
3- Analgesics, nasogastn _

- 4- Chemotherapy.

e or tracheostomy may be required.

Prognosis p? & : .
1- TNM,staglng LLymph node involvement is the most |mportant prognostic
dex]s ™,

-} e de]gree of tumor differentiation. Poody dlfferentlated tumors develop local

aven if surgery and radiotherapy are combined.

Fthe tumor posteriorly to the oropharynx carries bad prognosis

. ‘m pingdFsurgery and radiotherapy improve prognosis.

rggnosis is better in females than males.

l 0798wy 3
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7- a mother came to your outpatient clinic carrying her newborn
complaining that she can't breast feed her baby as the baby
can't suck, also she noticed that the baby cries with a strange
tone, she showed you a defect in the upper lip of the baby

reaching his nostril.

a- What.is your diagnosis ? .
b- Mention the development of lips and palate ?
c- How could you diagnose this case ?

b- What is the treatment in such a condition ?

a- the diagnosis is unilateral lateral cleft lip of the upperligg. &
associated with cleft palate. .

1. Upper lip > by fusion of Fronto-nasal + Maxillary
2. Lower lip - fusion of 2 Mandibular process ) & Y.
3. Ant part of (alveolar margin + palate) - Fro 'f‘t,i;fnasa!_ progess.
4. Post part of (alveolar margin + palate) '—){I'Qla’iéillar?‘-'process.

PN : r

b- Devélopr’nent of lips &"palate gf ; A

c- diagnosis of cleft lip:

b
referral to a cleft surgeon
» Clinical picture & Complica

* Antenatal diagnosis: % . & .
1. By U/S scan after 18 wee;E . é[;zgestlo {(if antenatal diagnosis is confirmed,
0
- — - nl
Flaring & flatness.of ﬂa@.e affected side if complete.

: %}3 INg to allay fears) (reassure the patient )

Disfigurement.
Abnormal teeth growth
Nasal tone.

Short lip-nose distance.

In 35"@»‘& cases > Associated congenital anomalies e.g. cleft
palatef colobom@: encephalocele etc, .

By

9 i k) -

) xiggnd_sis oficlefPpalate
a.-‘%gntéhata\?’diagnosis:

%, - Allfypes (except isolated cleft palate) can be diagnosed by U/S scan after 18

- C“’; 4 e:;zf gezteétion (t?en tr_eferra[ to a cleft surgeon)
ini re omplication: municati
W (Duie to communication between the oral & nasal

- Impairment of suckling:-due t

; 0 inability t :
-' " Impaired speech: due to bility to create

-Ve intra-oral pressure.

2- Hearing loss.

- Impairment of dentation if the alveolar margin is reached.

11
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|
- Impaireq sinus, otltis media due to nasal regurgitation due to
impaired aeration ‘of Eustachian tube. " |
- Distortion of facial growth.” - .
- Recurrent chest infection (due to reflux mto nosa)
- Usually associated with other congenital anomalies.
d- treatment :
- tfreatment of cleft lip :
Surgery is the only treatment (Mlllard S. ogeratlon[
u ming: 3-6 months .
. Pre-regumltes The infant shouid be at leasl 10 pounds in welght and b level at
least 10 mg% O .. YRR W
= Goals of lip repair: T
1. -Cosmetic lip repair where all anatomical defects are cor, ? N
2. Functional repair of orbicularis oris to preserve functio facial expresgions
"'":i 3 Repalr of alveolus (anterior palate) in the same setn 1g by: ) ﬁ
e - a- Primary gingivo-periosteoplasty. . '
+ b- Primary alveolar bone grafting. : .
E » Itis called primary-when it's done bgf
" » Aim: itis needed to help the teeth Lp.gggpt
- ® Secondary alveolar. rafting is done after 2 years of age (Most successful B
: m Early > 812 years (transitional dentition). '
: . Late —> after 16 years. '
. b Aduantages don't |rnpa:r the gmwth of the upper jaw.
== e
N \;\ b
= Principle: 4 Paring of edges. 9-\
J 2- Repairing the def Yg with sutunng the three layers of lip (Skin, muscle and
— . mucous membrane] ‘*;::
b | ®  Sutures are made in zigzag way not in
= } : a stralght line (Why?)
¢ - To aveid notching of the lip margin as
' Ay the scar contract. :
N
ﬂ z E.{'Attenilon to feeding. As there is inefficient breast feeding, a bottle with a
E Iar e hole is used or spoon feeding in an upright posmon
ﬁ 2- Pre}/entlon and treatment of chest mfectlon
J Ob ectivesyof surgery:
¥ Closure of oro-nasal communication.
: E 2. Achieving a competent veiopharyngeal sphlncter
: - Prmmgles of surgery:
1. Paring of edges.
:P 2. Suturing is done in three layers in the middle Ilne (nasal mucosa,
muscle layer, then oral mucosa). .t
3. Lateral relaxation incisions are needed. .
4. fracture of the pterygoid hamulus to relax tensor palate.
ﬁ = Post-operative teratment :
Speech therapy
j 2 Orthodontic treatment.
= | s
&
R
N X
‘ N
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