DDX pf the Surgical Abdomen Pancreatitis

- Acute abdomen/Surgical Abdomen- Any sudden spontaneous non-traumatic disorder whose chief manifestation is in the abdominal area and for which may necessitate urgent operation

- Delay in diagnosis and definitive treatment may adversely affect outcome


- History and physical exam will be helpful to identify acute abdomen


- Must always use clinical suspicion 
I. Types and Location of Abdominal Pain

a. Visceral Pain- Distension, ischemia, or direct involvement of sensory nerves; poorly differentiated and localized pain ; most often felt midline and affects afferent C fibers in the wall of the viscera
i. Mid-epigastrum
ii. Periumbilical area
iii. Lower abdomen
iv. Flanks
b. Parietal Pain- sharp, acute, better localized pain to an abdominal quadrant; caused by direct irritation of parietal peritoneum
i. Epigastric 
ii. Central abdominal area
iii. Sharply localized to an abdominal quadrant
c. Referred Pain- Sensation of pain that is far removed from the affected area; hypersensitivity
i. Shoulder 
ii. Scapular region
iii. Anterior chest
iv. Posterolateral flank
v. Rectal or pubic area
d. Shifting or Spreading Pain
i. Dull epigastric area to intense RLQ- appendicitis
ii. Intense epigastric to RLQ- perforated peptic ulcer
II. Important Factors to Consider in Patients with Abdominal Pain

a. Onset of Pain

i. Insidious (over several hours)
1. Acute cholecystitis
2. Acute Cholangitis
3. Acute hepatitis
4. Appendicitis
5. Acute salpingitis
6. Diverticulitis
ii. Intermittent, colicky presentation
1. Early pancreatitis
2. Small bowel obstruction
3. Inflammatory bowel disease
iii. Rapidly progressive (1-2 hours)
1. Acute pancreatitis 
2. Mesenteric thrombosis/ischemia
3. Ectopic pregnancy
iv. Explosive (within seconds)- suggestive of intraabdominal catastrophic event
1. Myocardial infarction
2. Perforated ulcer
3. Ruptured ectopic pregnancy
4. Intraabdominal abscess rupture
5. Biliary colic
6. Ruptured aortic aneurysm
7. Ureteral colic
III. Associated Symptoms to Investigate in Patients with Abdominal Pain

a. Nausea
b. Vomiting
c. Change in bowel habits (diarrhea, constipation, mucous and/or blood in stool)
d. Unintentional weigh loss (always inquire about purposeful weight loss)
e. Fatty food intolerance- gall bladder disease
f. Anorexia- appendicitis, malignancy
g. Jaundice- change in urine and/or stool color
h. Hematuria, Hematochezia, or hematemesis
i. Menstrual changes/irregularities
IV. Historical Information Relevant in Patients with Abdominal Pain

a. Previous history of similar pain
b. Drug history (illicit and prescribed)
c. Past Pregnancies
d. Past anesthesia complications
e. Family history (malignancy, polyposis syndromes, IBD)
f. Travel history
g. Past surgical history
V. Steps in Physical Examination of the Acute Abdomen

	Inspection
	Palpation (light, deep, rebound)

	Auscultation
	Punch tenderness (costal area, CVA)

	Cough tenderness
	Special signs (Murphy’s, psoas, obturator)

	Percussion
	External hernias, rectal and male genitalia

	Guarding or rigidity
	Pelvic and rectal examination


VI. Physical Findings in various causes of Acute Abdomen

	Condition
	Helpful Signs

	Perforated Viscous
	Scaphoid, tense abdomen; diminished bowel sounds (late); loss of liver dullness; guarding or rigidity

	Peritonitis
	Motionless; absent bowel sounds (late) cough and rebound tenderness; guarding or rigidity

	Inflamed mass or abscess
	Tender mass (abdominal, rectal, or pelvic); punch tenderness; special signs- Murphy’s, psoas, obturator

	Intestinal Obstruction
	Distension; visible peristalsis (late), hyperperistalsis (early); quiet abdomen (late); diffuse pain without rebound tenderness; hernia or rectal mass (some)

	Paralytic Ileus
	Distension; minimal bowel sounds; no localized tenderness

	Ischemic or Strangulated bowel
	Not distended (until late); bowel sound variable; severe pain but little tenderness; rectal bleeding (some)

	Bleeding
	Pallor, shock; distension; pulsatile (aneurysm) or tender (e.g., ectopic pregnancy) mass; rectal bleeding (some)


VII. Laboratory Studies helpful in Confirming Differential Diagnosis in the Surgical Abdomen

a. Blood studies
b. Urine studies
c. Stool tests
VIII. Imaging Studies Helpful in Confirming Differential Diagnosis in the Surgical Abdomen

a. Plain CXR
b. Plain AXR
c. Ultrasonography
d. Contrast X-ray studies
e. CT scans
f. Radionuclide studies (HIDA, technetium gallium)
g. MRI
IX. Adjuvant Studies Useful in Evaluating Abdominal pain

a. Endoscopy
b. Paracentesis (blood, malignant cells)
c. Laparoscopy
X. Indications for Urgent Operations in Patients with Acute Abdomen

a. Physical Findings

i. Involuntary guarding or rigidity
ii. Increasing or severe localized tenderness
iii. Tense or progressive distension
iv. Tender abdominal or rectal mass with high fever or hypotension
v. Rectal bleeding with shock or acidosis
vi. Equivocal abdominal findings with associated
1. Septicemia
2. Mental changes or increasing glucose intolerance in a diabetic patient
3. Bleeding (shock, acidosis, falling hematocrit)
4. Suspected ischemia (acidosis, fever, tachycardia)
5. Deterioration on conservative treatment
b. Radiologic Findings

i. Pneumoperitoneum- perforated abdominal viscous
ii. Gross or progressive distension- already/impending perforation
iii. Free extravasation of contrast material- indicative of perforation
iv. Space-occupying lesion on scan, with fever- sepsis, intraabdominal abscess
v. Mesenteric occlusion on angiography- impending vascular compromise; needs surgical intervention
c. Endoscopy Findings

i. Perforated or uncontrollably bleeding lesion- must do laparotomy
d. Paracentesis Findings

i. Blood, bile, pus, bowel contests, or urine
Pancreatitis

I. Pancreatitis- Common non bacterial inflammatory disease caused by activation, intestinal liberation, and auto-digestion of the pancreas by its own enzymes
a. May or may not be associated with permanent morphological and functional changes in the gland
II. Classification of Pancreatitis

a. Acute

i. Sudden onset; severe epigastric pain that may be associated with vomiting
b. Chronic- associated with morphologic changes of the pancreas and calcifications
i. Exacerbations and remission of painful episodes
c. Acute Relapsing

i. Multiple attacks of pancreatitis without permanent scarring
d. Chronic Relapsing

i. Recurrent attacks of acute pancreatitis superimposed on chronic pancreatitis
e. Sub-Acute

i. Minor acute attacks
III. Causes of Pancreatitis

a. Gallstones- biliary pancreatitis (40% of all pancreatitis)
b. Alcoholism- alcoholic pancreatitis; more associated with wine and hard liquor (40% of all pancreatitis)
c. Familial factors

d. Iatrogenic- post-operative
i. S/P common bile duct exploration
ii. ERCP procedure/endoscopic sphincterotomies
iii. Biopsy of the pancreas
iv. S/P gastrointestinal procedures
v. S/P cardiopulmonary bypass procedures

e. Drug Induced

i. Corticosteroids
ii. Estrogen-containing contraceptives
iii. Thiazide diuretics
iv. Tetracyclines
f. Obstructive Factors

i. Congenital 
ii. Scarring- injury or inflammation
g. Miscellaneous Causes

i. Idiopathic
ii. Genetic Links- cystic fibrosis
iii. Viral infections
iv. Protein deficiency
v. Hypercalcemia
vi. Hyperlipidemia
vii. Scorpion stings
IV. Signs and Symptoms of Acute Pancreatitis

a. Severe epigastric pain- most often radiates through to the back
b. Nausea, vomiting
c. Profound dehydration (tachycardia, hypotension)
d. Elevated temperature
e. Bluish discoloration of the flanks (Grey-Turner’s sign)
f. Periumbilical discoloration (Cullen’s Sign)
V. Diagnostic Work-up for Acute Pancreatitis

a. Cell profile- sepsis, drop in H/H
b. Liver function tests
c. Serum and/or urine amylase, serum lipase
d. Serum chemistries
VI. Imaging Studies Useful in the Diagnosis of Acute Pancreatitis

a. Plain abdominal films

i. Sentinel loop
ii. Colon cutoff
iii. Calcifications of the pancreas
b. CT scan- necessary if symptoms not resolving in 48-72 hours- indicative of complicated course
VII. Ranson’s Criteria for Acute Pancreatitis

a. Criteria present initially

i. Age >55 years
ii. White blood cell count >16,000 micro liters
iii. Blood glucose >200mg/dl
iv. Serum LDH >350IU/L
v. AST (SGOT) >250IU/dl
b. Criteria developing during first 24 hours
i. Hematocrit fall >10%
ii. BUN rise >8mg/dl
iii. Serum Ca <8mg/dl
iv. Arterial PO2 <60mmHg
v. Base deficit >4meq/L
vi. Estimated fluid sequestration >600ml
c. Morbidity and mortality rates correlate with the number of criteria present
d. Mortality Rates

i. 0-2 criteria= 2%
ii. 3 or 4 criteria= 15%
iii. 5 or 6 criteria= 40%
iv. 7 or 8 criteria= 100%
VIII. Treatment of Acute Pancreatitis

a. Gastric suction/NPO status
b. Fluid replacement
c. Antibiotics (Imipenem)
d. Calcium and magnesium- prevent hypocalcemia/hypomagnesemia (watch patient’s chemistries)
e. Oxygen
f. Peritoneal lavage- for fluid sequestration and to remove toxins in peritoneal fluid
g. Parenteral nutrition- use TPN; can contribute to healing from acute disease
h. Surgical treatment- elective cholecystectomy and intraoperative cholangiogram; partial pancreatectomy 
i. Gallstone pancreatitis- elective cholecystectomy
ii. Debridement of peri-pancreatic necrotic tissue with or without pancreatectomy
IX. Differential Diagnosis

a. Acute cholecystitis

b. Penetrating/perforated duodenal ulcer

c. High small bowel obstruction

d. Acute appendicitis

e. Mesenteric infarction

X. Complications of Acute Pancreatitis

a. Pancreatic pseudocyst- encapsulated collections of fluid with high enzyme concentrations that arise form the pancreas prone to infection, rupture or hemorrhage
i. Palpable tender epigastric mass
ii. Acute pancreatitis fails to resolve
b. Phlegmon- phlegmons contain little pus but much edema. They spread along fat planes and by continuous necrosis. Retroperitoneal peripancreatic inflammation or infection is common
c. Pancreatic abscess- fatal if not treated surgically
i. Hypovolemic shock
ii. Pancreatic necrosis
XI. Chronic Pancreatitis- recurrent or persistent abdominal pain
a. Common causes

i. Alcoholism
ii. Gallstones (few cases)
iii. Direct trauma (if healing contributes to stricture formation)
iv. Duct obstruction from any cause
v. Inherited predisposition- familial pancreatitis
vi. Hyperlipidemia, hypercalcemia
b. Signs and Symptoms

i. May be asymptomatic
ii. Abdominal pain (may wax and wane, episodic, pain-free intervals)
iii. Malabsorption
iv. Diabetes Mellitus
c. Complications of Chronic Pancreatitis

i. Pancreatic pseudocyst
ii. Biliary obstruction
iii. Duodenal obstruction
iv. Malnutrition
v. Diabetes Mellitus
vi. Adenocarcinoma
d. Treatment of Chronic Pancreatitis

i. Eliminate alcohol
ii. Surgical intervention for intractable pain- facilitate pancreatic drainage, or resect diseased pancreas
