Acute abdomen

6o K mzc 2 B B

103.09.09

46Y % vomiting

+ Chief complaint
— Abdominal pain, vomiting and no appetite for 2
days
* Presentillness
— Intermittent abdominal pain
— Abdominal distention(+)
— Vomitus: yellowish/ greenish fluid
— No flatus
— Similar episode before

» Past Hx
— Ectopic pregnancy s/p OP 20yrs ago
— Pregnancy: denied

* PE
— Abdomen: / P \
diffuse tender(+) / X
no rebound pain *&/
bowel sound: hypoactive /-\

percussion: tympanic

Impression?/ Order

CBD/DC/PIt JHX J
Panel 1/ T-bil/ Lipase< Site of tender

 PT/aPTT oP?
KUB ('?#ElA) Anticoagulant use?

Urine EIA
* NPO
D5S run 60mL/hr

Adhesion ileus

o
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Clinical feature

Promeran 1amp v Q6h & st iSevere distension ]
« On NG with decompression 4 Yomiting

D5S run 120mL/hr
HEGIK/ #55¥8EC
flu KUB 8hrs later

Fluid resuscitation
Dry mouth/ UOP
AKI? Prerenal azotemia?

+ 2nd KUB: ileus improved « 274 KUB: fixed bowel loop

 Flatus(+), abdominal * Fever(+)
pain and distension « Persisted abd.pain
improved

* Rebound pain(+)

+ NG decompression: 2%,
greenish

=>what’s next?

=Try water and soft diet
=No discomfort
=MBD

» Abdominal CT with/without contrast

* B/C xII
» Cefmetazole 1g iv q8h & st

Bowel obstruction:
bezoar => OP

* Abd OP Hx + ileus = adhesion ileus =>empiric
Tx

* Be ware of mechanical bowel obstruction!!!
=> CT indication/ OP indicated

» Be ware of medication | bowel motility for Abd
OP Hx Pt

78y & Abdominal pain

* Chief complaint
— Abdominal pain since 6 hrs ago
* Presentillness
-E5&: —[E—[ERALFE
— Vomiting once, food content
— Diarrhea for 2 times, watery, brownish/ yellowish
— No fever
» Past Hx
— Old CVA with bed-ridden/ DM/ HTN/ CAD Hx




Impression?/ Order

h .ﬂ,

— Abd OP Hx: nil
* PE:
— Chest: clear BS, IRHB
— Abdomen: soft, no tender point

no rebound pain / \
— Ext: warm, no pitting edema <

NS

N\

« NPO

* D5S run 60mL/hr
« CBD/DC/PIt

* FIS Joka?)

» VBG G6
* Cr, AST, lipase, T-bil
+ KUB

e ECG [Previous ECG: Af. ]
.« PT/aPTT OPD drug: warfarin 3mg qd

GBI Hik R BRI

Lab data/ Image

Impression?/ Order

WBC: 22000/ seg. 80%/ band 5%
INR: 1.65

ECG: Af | L]
F/S: 206

- VBG

—pH 7.372 Na 138 K3.6

-P0O261 PCO233
—-HCO3 18

Enteritis
Leukocytosis, other infection source?

* B/C xII

Stool culture x I, stool pus cell & OB
U/A, U/C

* CXR

Cravit 500mg iv qd & st

HEGIR/ FF45EC

8 hrs later...

ERRTRKELAEAE, BTN LSRR
PE: diffuse tender(+) rebound pain(+)

- ABG G4 / \
—pH 7.205 / % % \
~P0261 PCO215 Sa0291% s
~HCOs3 6 2
— Lactate 85 /'\

» Abdominal CT with/without contrast
* 02 mask 10L/min

Consult GS
On critical

Send Pt to OR on
call

* PreOP prepare

Admit to ICU post
OoP




Ischemic bowel disease

* Great mimic

— From enteritis to septic shock, respiratory failure,
unknown cause of acidosis

= 1> AFischemic bowel, 7 &£ Eischemic bowel
= Persisted pain without tender
* Risk factor
—->60ylo
— Af/ hypercoagulopathy/ digoxin use

-
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—, " 63y 4 sudden onset abd pain
* Chief complaint
— MRS ARLFHE, BERT
* Presentillness
— EEFENZEER, RALTE
— RESERYRE, RRIRERKI® ( Vital signs

L . e BT: 37.3T
Tearing ‘pa|n(+), MOthERE HR: 78bpm
—IRELEBEARRET RR: 18/ min
« Past Hx BP: 195/ 100
N - mmHg
- TR EEBENEE SpO2: 99%

— No abd OP Hx
* PE:
— Chest: clear BS, RHB
— Abdomen: soft, no tender point

no rebound pain
— Ext: warm, no pitting edema / N \
— Skin: wet and cold

(IS AT) \v p

A
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« On monitor - MAEBP
« ECG [NSR, no STeIevation] 195/100 | 195/100
. On IV lock 208/135 | 185/100

e Aorta CT with/without

* Morphine 5mg iv st

« CBC/DC/PIt contrast

- PT/aPTT TZNPO & Cr

e Panel I, CK, CKMB, Tro | FTEELL2M1B34ER M
* CXRA{portable)

» B=dimer




Aortic dissection

* On critical HR 82bpm » Tearing/ cutting pain/ severe pain

. BP 195/100 mmHg — Rupture/ tearing/ occlusion
Consutl CVS Pt BHE RIS 4 ) prirer fearing

« Labetalol 20mg iv st + Cold sweating

— 1Sympathetic tone
With direction mmp
No tender point — visceral pain

Risk factor: HTN, connective tissue
disease(Marfan syndrome),

Admit to SICU

e
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=, , 82 Y & sudden onset flank pain

* Chief complaint

— Sudden onset flank pain just now
* Presentillness

- I~ sHE R R E R A S

RE—HRE

— Not aggravated with motion

— Abdominal pain: mild

— Nausea (+) vomiting (-) tenesmus(-) diarrhea(-)

— Hematuria (-)

— Flank pain(+): ¥ &2 tLEE

Vital signs
BT: 37.3C
HR: 78bpm
RR: 18/ min
BP: 165/95
mmHg
Sp0O2: 99%

Impression?/ Order

» Past Hx « U/A _
—HTN(+) CAD(+) urolithiasis Hx(+) + Morphine 5mg IM st
— OP Hx: s/p appendectomy, trauma s/p OP (B F#? ) . KUB

* PE

- .

N\

AN

tender
S

Bedside echo

Tender(+) Right side / x
No rebound x flank
pain N S knocking N




* On critical « ECG, CXR

* On monitor * NS 1000mL IV st

+ On large bore IV x2 « BSf&MpRBC 6U, i

+ 02 N/C 4L/min pRBC 4U

* Triage® 1 #& * Consult CVS

« CBC/DC/PIt, Panel 1,  * NPO
PT/aPTT * PreOP prepare

» Aorta CT with/ without * Admit to ICU post OP
contrast

AORTA CT with contrast

* Abdominal
aneurysm: >3cm
— =5cm rupture risk 1

AAA rupture

Most important D.D of urolithiasis
— Bedside echo=> always check aorta
— Life-threatening

Tender point(+) — somatic pain
Risk factor

—0Old age

—HTN, AAA Hx

Keep BP balance

e
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>, , 45Y ¢ sudden onset abd. pain

+ Chief complaint
— Abdominal pain since 2hrs ago
* Presentillness
— Sudden onset epigastric pain, dull pain(+)
— Diffuse abdominal pain now
— Radiate to back(+)
- BB R EBE YRR AR
— Nausea/ vomiting (-)
— Diarrhea(-)

» Past Hx
— Pregnancy: denied LMP: =i2 T, #HAHRE]
— Abd OP Hx: denied

—PUD (+)
. PE / P \
— Diffuse rebound tender(+) 4 *
— Bowel sounds: normoactive ® %
Pt AR A \/-\




e
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CBC/DC/PIt
Panel 1, lipase, T-bil
PT/aPTT
Urine EIA
CXR (sitting or standing, {$EIA), KUB
NPO

Bain 5mg iv st
D5S run 60mL/hr

Impression?/ Order

Lab data & Image

* Urine EIA: negative
« WBC 15000 seg. 78% band 0%

PtRREL TR A LLEURES, E—ENERRE
=> PE: diffuse rebound pain(+)

» Abdominal CT with/ without contrast

Ertapenem 1g IV st
Consult GS
Send Pt to OR on call
preOP prepare

ECG
Admit to ward post OP

What if... 1st CXR

* Hx + image = hollow
organ perforation

=> |[mmediate GS
consultation for OP




Hollow organ perforation

)

» Typical presentation: sudden onset +
peritoneal sign &2 A ELEN
 Atypical presentation
— Duodenal posterior wall: retroperitoneum
— Sealing of perforated wound —delayed ED visit
» Diagnostic tool
— Xray: CXR, Left decubitus view, KUB
-CT

10 signs of HOP on KUB

/: Triangle sign '
i '\\‘ I X /

Double wall/ N

Rigler’s sign

Transalucent
liver sign

Italian style

* Doge’s cap sign
— Air in Morrison
pouch
(liver & kidney

D
Doge’s cap sign
A

; .

A

TBAEE,
BERHE...

* Inverted V sign
— Sacrotuberous ligament




Extra-abdominal cause

* Thoracic

— Pneumonia/ myocardial infarction/ pulmonary
embolism

« Abdominal wall
— Herpes zoster/ muscle spasm
« GU
— Testicular torsion
» Systemic
— DKA/ AKA/ uremia/ porphyria/ SLE/ vasculitis

« Pain —vomit
* Peritoneal sign

» Sudden onset
— Vessel/ occlusion

Red flag signs

* No tender point + old age
» Syncope/ cold sweating

Unexplained shock or acidosis
=> | ate stage of sever intraabdominal infection

[Conscious change

|

Thank you for your
attention!!!




