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Case 1 presentation

m A /74 years old male, retired solider
m Past history: COPD for years

m Chief complaint: intermittent epigastric
pain since last afternoon-ER

m One year ago: constipation

m Constipation and COPD control at local
clinics
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Case presentation

m Conscious: alert, well oriented
m PE: BT 38.5°c BP 104/51, PR 93
m HEENT: Pale conjunctiva. Anicteric sclera

m Abdomen: epigastric tenderness, muscle

guarding, palpable mass over epigastric
area
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Case presentation

m Lab data: Hb 9.8, WBC 11030, N 87.4%
MCV 71.4. BUN 17, Cr 0.7

m Blood culture: Alcaligenes Faecalis

m KUB:

m Abdominal CT:

m Colonofibroscopy:
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Abdomen CT
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Colonofibroscopy
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Case 2 presentation

m 38 years old male businessman with
history of urolithiasis

m Chief complaint: intermittent epigastric
pain for 5 days

m Visiting family clinics, taking some antacid
m 2 days before this admission: tarry stool
m Panendoscopy:. GERD
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Case presentation

m Epigastric pain got worse-ER
m Vital sign: BT: 35.8, BP 141/81.
m HEENT: mild icteric sclera

m Abdomen: Murphy’s sign-positive, muscle
guarding

m Lab data: Hb 15.2, RBC 4.79, WBC 8610

m Bio: SGOT 290, SGPT 538, BIl-T 2.22, Bili-D
1.32, amylase 70, lipase 28, Alk-P 166.

m Hepatitis marker: HBS Ag negative. HCV Ab
negative
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Figure 119-1. Diagram of typical celiac axis anatomy and branching
pattern. A, aorta; C, celiac axis; H, hepatic artery; GD, gastroduodenal ™
artery; LG, left gastric artery; S, splenic artery; DP, dorsal pancreatic
artery; TP, transverse pancreatic artery; PM, pancreata magna; CP, cau-
dal pancreatic artery; SM, superior mesenteric artery; PIPD, posterior
inferior pancreaticoduodenal artery; ASPD, anterior superior pancreati-
coduodenal artery; AIPD, anterior inferior pancreaticoduodenal artery;
RGE, right gastroepiploic artery. (From Nebesar RA, Kornblith PL, Pol-
lard JJ, Michels NA: Celiac and Superior Mesenteric Arteries: A Correla-__
tion of Angiograms and Dissections. Boston, Little, Brown, 1969.) .5
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s Michels NA: Celiac and Superior Mesenteric Arleries: A Correlation of
IJJ Angiograms and Dissections. Boston, Little, Brown, 1969.)
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i
Infection

Inflammation
ODbstruction
Ischemia
Perforation
Neoplasm
Functional
Psychiatric
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Acute abdomen

m Synonym: surgical abdomen

m Gl causes

Acute appendicitis, acute cholecystitis, acute
pancreatitis, acute diverticulitis, acute cholangitis

PPU, small bowel obstruction, acute mesenteric
Ischemia

m Non-GlIl causes

Ectopic pregnancy (GYN/OBS), aneurysm rupture,
urolithiasis

Testicular torsion,



Table 16.2 Common causes of acute abdominal pain requiring
admission to hospital in UK adults

Condition Approximate incidence (%)
Non-specific abdominal pain 35
Acute appendicitis 30

Acute cholecystitis and biliary colic 10
Peptic ulcer disease
Small bowel obstruction
Gynaecological disorders
Acute pancreatitis

Renal and ureteric colic
Malignant disease

Acute diverticulitis
Dyspepsia
Miscellaneous
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Figure 4-1  Pathways of visceral
sensory innervation. The visceral
afferent fibers mediating pain
travel with autonomic nerves to
communicate with the central
nervous system. In the abdomen,
these include both wvagal and
pelvic parasympathetic nerves
and thoracolumbar sympathetic
nerves. Sympathetic fibers (red|
lines);  parasympathetics  (blue
lines).




JfPUEZ (Types of pain)

m Abdominal pain may be classified into
three categories

Visceral pain
Somatoparietal pain
Referred pain



m It IS usua
midline e

Visceral pain

ly dull and poor localized in the
nigastrium, peri-umbilical region, or

lower mid-abdomen because abdominal
organs transmit sensory afferents to both

sides of the spinal cord.
Intestinal pain: cramping, above or around
the umbilicus

Colonic pain: hypogastrium, lower
guadrants

Biliary or ureteral obstruction: causes

patient

to writhe In discomfort.



Figure 4—2 Localization of visceral pain. Pain arising from organ
areas depicted in 7, 2, and 3 is felt in the epigastrium, midabdomen,
and hypogastrium, respectively, as shown in A,
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Somatoparietal pain

m |t arises from noxious (&|F/HY)
stimulation of the parietal peritoneum

m [t IS generally more intense and more
precisely localized than visceral pain.

m [t Is usually aggravated by movement or
coughing.
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Fig. 16.1 The shared sensory innervation of the

shoulder and diaphragm.



Referred pain

m [t is felt in areas remote to the diseased organ

m [t Is a result of convergence of visceral afferent
neurons with somatic afferent neurons from
different anatomic regions on second-order
neurons in the spinal cord at the same spinal
segment

m [t may be felt in skin or deeper tissues but is
usually well localized.

m Generally, it appears as the noxious visceral
stimulus becomes more intense.



To brain

B

Spinal cord

Visceral afferent first-order neuron A
\ Spinal cord second-order neuron B

; 2 i‘ Somatic afferent first-order neuron C
.Y

Figure 4-3 Demonstration of the neuroanatomic basis of referred
pain. Visceral afferent fibers innervating the diaphragm are stimu-
lated by local irritation (e.g., subdiaphragmatic abscess). These vis-
ceral afferent fibers (A) synapse with second-order neurons in the
spinal cord (B) at the same level as somatic afferent fibers (C) arising
from the shoulder area (cervical roots 3 to 5). The brain interprets
the pain to be somatic in origin and localizes it to the shoulder.
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m  \Whole abdominal
tenderness :

PPU, hallow organ
perforation

Ischemic bowel
Pancreatitis

Spontaneous
bacterial peritonitis

Ruptured ectopic
pregnancy

> owh e

Ol

m Epigastric region :
1. Gastritis, peptic ulcer

2. AMI, Ischemic heart
disease

3. Gallstone,
cholecystitis

4. Stool impaction
5. Early appendicitis
6. Pancreatitis



B I - R

N
1. Acute cholecystltis, gallstone 2. CBD stone

3. Duodenal ulcer stone 4. PPU

5. A-colon diverticulitis 6. Right side urolithiasis
m RLQ:

1. Acute appendicitis 2. Right side urolithiasis
3. Right tubo-ovarian abscess

4. Pelvic inflammatory disease

m Peri-umbilical region :

1. Stool impaction 2. Enterocolitis

3. Incarcerated hernia
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n LUQ :
1. Gastric ulcer 2. Ischemic colitis (Splenic flexure)
3. Left side urolithiasis 4. Pancreatitis

| LLQ :

1. Stool impaction 2. Left side urolithiasis 3. Left tubo-ovarian
abscess 4. Pelvic inflammatory disease 5. Ischemic colitis
(Sigmoid colon)

o Flank region :
1. Urolithiasis (Renal/Ureteral stone) 2. Pyelonephritis (PN)
3. Pancreatitis

o Lower region :
1. Right side urolithiasis 2. Bilateral tubo-ovarian abscess
3. Pelvic inflammatory disease (PID) 4. Ovulation
5. Ectopic pregnancy

o Four Quadrants :
1. Diverticulitis(i#[— Ffucolonii )
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m Cardiovascular: AMI, aortic dissection, aortic
aneurysm, endocarditis

m Respiratory : pneumonia, empyema, pneumothorax

m Gastrointestinal: acute pancreatitis, acute

cholecystitis, acute appendicitis, iIschemic bowel,
peptic ulcer

m Genitourinary: urolithiasis, renal abscess, renal
tumor




" A
q&fﬁ E J\fm H”?j’;[: r=-- %‘ s Ry

m Endocrine: DKA, HHNK, uremia, porphyria
m Hematological: PNH, lymphoma, sarcoma

m Connective tissue disease: SLE, Henoch-
Schonlein purpura

m Neurological: herpes zoster, compression or
iInflammation of spinal roots

m Toxin: lead poisoning, black widow spider bite
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Table 4-1 Comparison of Common Causes of Acute Abdominal Pain

Condition Onset Location Character Descriptor Radiation Intensity

Appendicitis Gradual  Periumbilical early; Diffuse early; Ache RLQ o

RLQ late localized late

Cholecystitis Rapid RUQ Localized Constricting Scapula 4

Pancreatitis Rapid Epigastric, back Localized Boring Mid-back F+—t++

Diverticulitis Gradual LLOY Localized Ache Nane +—++

Perforated peptic ulcer Sudden Epigastric Localized early, Burning None +++

diffuse late

Small bowel obstruction Gradual  Periumbilical Diffuse Cramping None ++

Mesenteric ischemia/infarction  Sudden Periumbilical Diifuse Agonizing None it

Ruptured abdominal aortic Sudden Abdominal, back, Diffuse Tearing Back, flank +4+
aneurysm flank :

Gastroenteritis Gradual Periumbilical Diffuse Spasmodic None +—++

Pelvic inflammatory disease Gradual Either LQ, pelvic Localized Ache Upper thigh ++

Ruptured ectopic pregnancy Sudden Either LQ, pelvic Localized Lightheaded None ++

+ = mild, ++ = moderate, ++ = severe; LLQ = left lower quadrant; LQ = lower quadrant; RLQ = right lower quadrant; RUQ = right upper

quadrant.
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Characteristics of abdominal pain

m Location:

RUQ, LLQ, whole abdomen
m Quality:

dull, sharp, crampy
m Quantity:

frequency, duration

m Onset:
sudden, acute onset, insidious.



Characteristics of abdominal pain
m Precipitating factor: NSAIDs, aspirin, Af,
DM

m Exaggerating factors: eating, defecation,
urination, position

m Relieving factor: position

m Associated symptoms: fever/chill, weight

loss, jaundice, nausea/vomiting,
diarrhea/constipation,



Severity ——

Time
Figure 4-4 Patterns of acute abdominal pain. A, Many causes of
abdominal pain subside spontaneously with time (e.g., gastroen-
teritis). B, Some pain is colicky (i.e., the pain progresses and remits
over time); examples include intestinal, renal, and biliary pain
(“colic”). The time course may vary widely from minutes in intes-
tinal and renal pain to days, weeks, or even months in biliary pain.
C, Commonly, abdominal pain is progressive, as in appendicitis or
diverticulitis. D, Certain conditions have a catastrophic onset, such
as ruptured aortic aneurysm.
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Peutz-Jeghers Syndrome




" A
R 7 - SR A

R
CBCYIp 175 FAL A PRy a7~ T % ~ ST
B8~ R B SO AR TR B S
AR
Biochemistry :
= Amylase, Iipasée_ﬁﬂ ST AR %Ej@fﬁa“’i'“ ~ A AR
0 RRIENERE k2o
n TORE AR A
Electrolytes: Ca, Na, K,
Inflammatory markers: CRP, ESR




P
m Hyfle s A

Cell count
Bilirubin

Sugar

Ketone
Urobilinogen
Protein
Pregnancy test

LT

?%
=

0



T EV R 2 (-
m P55

Cell count
Biochemistry

Parasite

1:1

LT

SR



ASTRFREH 72 -

PRI e

pneumonia, pneumothorax

MR s SR At 5 R

intestinal obstruction,

AMI
L b
tumor, ulcer,

TG A b g
galls

tone, tumor, abscess

TR




" J
BRI 7 B R TR

TR abscess, mass,
AR H YA
m “ VLY 7E ischemic bowel disease

m PTCD, ERCP, MRCP: biliary duct stones,
tumors

m Radionuclide scanning

N
Sy
'_%% '_“K%




ID No. :
Sex: Age:
D. O. Birth:

1272772002
09:27:13




CHINA MED.




fRREAYEE (
RBEETRE (A

ﬁ
)

)

BHRG8 FIRAVIER. » Rl EE A 2



Caollap=sed lung

Absent vascular
rmarkings













ab

HOM

HOH

e







