3.13 Acute abdominal pain

Recognise local and generalised peritonitis and begin to distinguish the common causes

Localised peritonitis occurs with all acute inflammatory conditions of the GI tracts (e.g. appendicitis, cholycystitis). The features are local pain and tenderness. Treatment is for the underlying condition.

Generalised peritonitis is much more serious and arises from irritation of the peritoneum as a result of infection (e.g. perforated appendix) or chemical irritation due to leakage of intestinal contents (e.g. perforated ulcer) In the latter a superadded infection may occur as a sequel.

The peritoneal cavity becomes inflamed with production of an inflammatory exudate that spreads throughout the peritoneum and leads to intestinal dilatation and paralytic ileus.

	In perforation

· Sudden onset

· General collapse and shock

· May be a transient improvement becoming worse with generalised toxaemia
	Secondary to inflammatory disease

· Less rapid onset

· Initial features are those of underlying disease


	Investigations

· CXR (erect) to detect free air under diaphragm

· Serum amylase (acute pancreatitis)

· USS or CT for diagnosis
	Management

· Resuscitation inc good urinary output, nasogastric tube

· IV fluids

· antibiotics

· Peritoneal lavage of abdo cavity

· Treatment of underlying cause


Complications include: toxaemia, septicaemia, local abscess formation. Suspect the latter if patient remains unwell with swinging fever and (WCC + continuing pain.

Appreciate the causes of a ruptured viscus and how they may be distinguished

A patient with perforated viscus looks unwell and will frequently have 

· generalised peritonitis

· "board-like rigidity" on palpation of the abdomen. 

· Free air under the diaphragm

Causes include:

· Ulcer

· Neoplasm

· Bowel obstruction

· Bowel Ischaemia

· Trauma

The most common organs to perforate are the 

· Appendix 

· Stomach 

· Duodenum

· Colon 

Investigations include

· Serum amylase (Rise of ~200 U in perforation, (( may indicate pancreatitis)

· Erect and lateral decubitus CXR

· Pregnancy test

The organ that is responsible may be indicated by the original site of the pain and the age of the patient. The management for all is similar, with resuscitation followed by laparotomy.

Investigate, assess and initiate management of acute pancreatitis

	Common Presentation

· A steady, ‘boring’ pain, mild – severe, epigastric / periumbilical radiating to the back. May affect chest, flanks and lower abdo.

· Pain worse with food, alcohol or when lying supine

· N&V, abdominal distension, fever possible

· Hypoxaemia possible – dyspnoea

· Hypotension / tachycardia  - hypovolaemia (fluid in abdo)
	Common causes:

· Idiopathic

· Gallstones

· Alcohol abuse
· Trauma

· Mumps / other viral

· Hyperlipidaemia

· Steroids, diuretics


	Investigations

· FBC, U+E, LFT (bilirubin ↑)

· Serum amylase (ideally within 24 hrs – levels drop over 3-5 days)

· Urine amylase (levels elevated longer)

· Blood glucose

· Arterial blood gas.

· AXR, CXR (exludes peptic ulcer perf.)
· USS
· Contrast enhanced CT
· MRCP
	Indicating poor prognosis (3 or more from PANCREAS)

· Pa02: <8 kPa

· Age > 55

· Neutrphils (WBC: >15^9/L)

· Calcium <2

· Renal (serum urea: >16 mmol/L)

· Enzymes (AST: >200 U/L, LDH: >600 U/L)

· Albumin <32 g/L

· Sugars (BM> 10)


Management: The most at-risk cases should be transferred to HDU or ITU.

· Oxygen

· Cannulate for IV access

· Catheterise

· Fluid balance with fluid replacement as needed.
· Nasogastric suction to prevent aspiration
· Prophylactic antibiotics: cefuroxime (cehalosporin) or imipenem (carbapenem) (broad spectrum  lactam antibiotics)
· Analgesia – tramadol or pethidine (opioids). 
· Feeding via nasojejunal tube
· CT at seven days to assess necrosis
· Removal of gallstones if appropriate
· Surgical resection of necrotic pancreas as appropriate (↑ CRP, WCC)
· Drainage of peripancreatic cysts if required after 6 weeks.
Mnemonic: AEIOU; Analgesia, / antibiotics, Investigations, ERCP, Oxygen, Urine (catheterise + keep up with fluids)

Appreciate common causes of pain in the RIF and how to distinguish

	Common causes
	Suggestive features

	Appendicitis
	Pain starts in umbilical region and moves to RIF. Pain is severe and constant with guarding and rebound tenderness. A tender mass may be felt. Nausea, vomiting, mild pyrexia, anorexia and occasional diarrhoea may occur.

	Ectopic pregnancy
	Recurrent low abdo pain associated with vaginal bleeding

hCG +ve, transvaginal USS shows no foetus.

	Salpingitis
	Bilateral low abdo pain, fever and vaginal discharge.

	Meckels diverticulitis
	Clinically identical to appendicitis.

	Crohns Disease
	( CRP/ESR, altered bowel habits, PR bleed (small amounts) Appearance upon FOS (w biopsy) / barium enema.

	Renal Colic
	Loin ( groin pain, colicky. 90% of stones show on X-ray.

	UTI
	Frequent micturition, dysuria, haematuria, smelly urine. MSU 


Initiate appropriate investigations on a patient with upper abdominal pain

	Common causes
	Aetiology (A) / Complications (C)
	Suggestive features

	Gastritis / GOR(D)
	
	

	Gastric Ulcer
	A: H. pylori, NSAIDS, aspirin, cancer.

C: Haemmorhage, obstruction, perforation (HOP). 
	Epigastric pain – dull, aching, assoc w food, wt loss, poss. relief from antacids.

	Duodenal ulcer
	
	Epigastric pain – sharp, burning, 90-180 min post food, relief via food / antacids.

	Acute cholecystitis
	A: + / - Gallstones
	Severe, steady RUQ / epigastric pain (may radiate R shoulder /  between shoulders), precip by large / fatty meal, anorexia, N&V, ?jaundice, ?fever.

	Acute pancreatitis
	See above
	See above

	Acute sm. bowel obstr.
	A: Adhesions, internal hernia, hernial strangulation, volvulus, Crohns, neoplasm
	Severe, colicky  epigastric / paraumbilical pain. Spasms 3-10 mins and lasts ~1 min at a time. Vomiting (mins after pain = prox. obstr., hours = distal)

	Ac. mesenteric ischaemia
	A: Occlusion of blood flow, low flow, cirrhosis, infection, hypercoagulability, 
	

	Pneumonia
	
	LUQ / RUQ pain – pleuritic, productive cough.


	Investigations (approximately in the order they would be requested in R column)

	· FBC: Anaemia

· Leucocytosis: perf DU/GU, pancreatitis, cholecystitis, sm. bowel obstr., diverticulitis.

· LFTs: bilirubin ↑: pancreatitis (obstr CBD), cholycystitis.

· U+Es:

· Serum Amylase ↑: acute pancreatitis, cholecystitis, bowel ischaemia, ruptured AAA or ectopic pregnancy, renal failure, perforated peptic ulcer.

· hGG: to exclude ectopic preg in iliac fossa pain.
	· AXR (supine and erect)

· USS: esp good for RUQ / iliac sossae pain – gallbladder, liver, appendix, pregnancy

· Flexible sigmoidoscopy: IBD

· Barium meal: peptic ulcer

· Barium follow through: sm bowel

· Barium enema: lg. bowel - 

· Endoscopy (OGD): peptic ulcer

· Colonoscopy + biopsy: Crohn’s, neoplasm, 


Recognise the possibility of bowel obstruction , Initiate appropriate investigations and initiate IV fluid replacement and pain relief.

Intestinal obstruction involves a partial or complete blockage of the bowel that results in the failure of the intestinal contents to pass through.

Obstruction of the bowel may be caused by ileus -- in which the bowel doesn't function correctly but there is no "mechanical" (anatomic) problem -- or by mechanical causes. Paralytic ileus, also called pseudo-obstruction, is one of the major causes of obstruction in infants and children.

The causes of paralytic ileus may include the following:

· Intra-abdominal surgery

· Medications, especially narcotics

· Intraperitoneal infection

· Mesenteric ischemia (decreased blood supply to the support structures in the abdomen)

· Injury to the abdominal blood supply

· Kidney or thoracic disease

· Metabolic disturbances (such as decreased potassium levels)

Paralytic ileus may lead to complications causing jaundice and electrolyte imbalances. In the newborn, paralytic ileus that is associated with destruction of the bowel wall (necrotizing enterocolitis) is life-threatening and may lead to infection in the infant's blood and lungs.

In older children, gastroenteritis may be a cause of paralytic ileus, which is sometimes associated with peritonitis and a ruptured appendix. Paralytic ileus is marked by:

· Abdominal distention
· Absent bowel sounds 

· Relatively little pain (as compared to mechanical obstruction)

Mechanical obstruction occurs when movement of material through the intestines is physically blocked. The mechanical causes of obstruction are numerous and may include the following:

	In the lumen
	In the wall
	Outside the wall

	· Faeces

· Meconium

· Gallstone

· Foreign Body
	· Tumour (common)

· Stricture (common)
· Diverticulae

· Ischaemia

· Crohns

· Intussusception
	· Adhesions (v common)

· Hernia (v common)
· Volvulus

· Lymphoma / nodes


Signs

	· Dehydration
	Bowel wall becomes oedematous – fluids and electrolytes accumulate in the wall and lumen. This is third space loss of fluids.

	· Oliguria
	Due to dehydration

	· Distended
	Swallowed air and accumulating intestinal secretions

	· Tympanitic
	

	· ( bowel sounds
	(Compare to absent / reduced in paralytic ileus)

	· Visible peristalsis
	

	· Septic / toxic
	Bowel orgs cross the compromised bowel wall into peritoneal space


	Symptoms
	Tests
	Complications

	· Vomiting

· Distension

· Colicky pain

· Constipation
	· ABG (acidosis)

· LFT (hypoalbuminaemia)

· U+E (Hypokalaemia)

· Gastrograffin enema

· Small bowel follow through

· AXR / CT
	· Infection

· Gangerene of the bowel

· Perforation


Management

· Analgesia: IV morphine 5 - 10 mg or diamorphine 2.5 - 5 mg

· IV fluids: Normal saline until electrolyte balance known – 1L stat + 1 L 2˚

· Nasogastric tube for decompression

· Urinary catheter to measure output

· Assess for laparotomy
Management: FAAANUX


Fluids: stat 1˚, 2˚, 4˚


Analgesia


Antibiotics: Cef + Met


Amylase levels


NG tube + aspiration


Urinary catheter


X-ray showing diaphragm











