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Message for usery

Whenever you go through the long cases of this book...

HPI

We have tried to write the possible clinical presentations of a patient in each
case before we proceed to the sample hx. So, you are expected to characterize

each Clinical Presentation based on your patient to write your HPL.

Positive-negative statementy (HPI)
Throughout the long cases of this text book we have tried to focus on this part
because we find it challenging for a beginner. Whenever you go through the
cases, please give attention for the first part of each case that contains the
causes, risk factors, differential diagnosis & complications which are essential
for construction of your positive & negative statements.

Investigations

In bedsides & oral examination, If you are asked to list investigations you want
to do for your patient...try to mention from diagnostic investigation modalities
that are available in your setting & those that are cost-effective then you can list
the others. ®£12AM.!1!

Also be ready for the next question of the investigation you
mentioned...=”What information do you want to get from this investigation?”

DDy

Notice =»since almost all epidemiological data are from abroad...for some cases,
the orders of the DDx listed in books (common ?least common) often may

mismatch with our country...

DEBOL

How to-take Hyx in surgery+++QUICK REVISION GCMHS Page 4
2"° EDITION




Aeronpms used

v Ass’t = Assessment

v' ATLS = Advanced trauma life
support

Abd. = Abdominal

ANDI = Aberration of normal
development & involution
Ca = Cancer

CPs = Clinical presentations
Cmn = Common

Cpds = Compounds

Dx = Diagnosis

Dxtic= Dignostic

DRE = Digital rectal examination
DOC = Drug of choice

G/A = General appearance
Hx = History

INVx = Investigations

Lt = Left

LNs = Lymphnodes

AN

L 0 XX

NN N N N N N N N N N T U N N N RN

LAP = Lymphadenopathy
LOC = Loss of consciousness
MOI = Mechanism of injury
MOA = Mechanism of action
MVA = Motor vehicle accident
Mov’t = Movement

Mgt = management

N&YV = Nausea & vomiting
NR = Non-reactive

No# = Number

P/E = Physical examination
Pts = Patients

+ve = positive

RFs = Risk factors

R/o = rule out

Rx = treatment

Rt = Right

U/S = ultrasound

Ur = your

# = fracture
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IAMPLE ST UICY UN YU ENCAIRGEMENT!

» Goiter
o May be
v'  Diffuse, uni-nodular or multi-nodular
v Non toxic(simple) or toxic goiter

Lipoma

Thyroglossal cyst
Brachial cleft anomalies
Lymphadenopathy
Cystic hygroma

> Subhyoid bursitis...

YV VYV VY

DDx for goiter (enlargement of thyroid gland)
1) Causes of non-toxic goiter

» Endemic goiter

v lodine deficiency
» Dietary goitrogens

v Cabbage, Cassava...
» Drug induced goiter

v lodide, amiodarone, lithium
» Thyroiditis (inflammatory goiter)

v’ Sub-acute, chronic thyroiditis
» Familial goiter

v Dyshormogenesis--inborn errors of metabolism
» Neoplastic goiter

2) Causes of toxic goiter

A. By increasing hormone synthesis = they have increased Radio-Active lodine Uptake (RAIU)
Graves’ disease

TMNG

Toxic adenoma

Drug induced goiter

Thyroid ca.

Struma ovarii

GTD (gestational trophoblastic disease)= The a-subunit of HCG mimic TSH

YVVVYYVYYVY
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» TSH-secreting pituitary adenoma
B. By releasing pre-formed hormone=> they have decreased RAIU
» Thyroiditis
v Acute phase of hashimoto’s thyroiditis
v’ Subacute thyroiditis

Clinical Presentations (CPs)
1) History (Hx)

*In order to write a good hx on thyroid enlargement follow the orders listed below
A. About the swelling
v" When it began?
v" How the pt noticed the swelling?
v" Painful /painless
v Site & progression
B. Pressure symptoms
v" Dyspnea /Stridor
v" Dysphagia
C. Abnormal function manifestations

v Hyperthyroidism: symptoms like...

Heat intolerance

Palpitation

Irritability, emotional lability

Sleep disturbance

Weight loss despite increased appetite
Diarrhea

Tremor (the pt may complain as symptom)
N & V (nausea & vomiting)
Oligomenorrhea or amenorrhea...

v Hypothyroidism: symptoms like...

Cold intolerance

Weight gain

Anorexia

Constipation

Menorrhagia

Fatigue

Slowed intellectual & motor activity ...

VVVVVVVVY

VVVVVVYY

D. Mention any medication hx (attempted Rx)
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E. Compose ur +ve & -ve statements

v' If you are trying to r/o or rule in simple goiter...

> Is the pt from lodine deficient area/not--endemic goiter
=Ask if there are peoples in the vicinity with similar illness

=ldentifying the geographical location from where the pt come from->1D
v" Is it mountainous /not?

> Because in highland areas—>low iodine content of the water
» Goitrogen intake
=Drug hx

v" lodide, amiodarone, lithium
=Dietary hx

v'  Because diets containing heavy metals compete with iodine to be
taken by thyroid tissue

v' Cabbage, Cassava
» Family hx of thyroid disease (similar illness)
» Dyshormogenesis

v' If you are trying to r/o or rule in Grave’s disease Vs TMNG...

» Ask the pt about the timing between the goiter & thyrotoxic symptoms
a.

The anterior neck swelling first then thyrotoxic symptoms or
b. Did both appear simultaneously?

v' If you are trying to r/o or rule in malignancy...

» Rapidly/ slowly growing mass?(duration)

» Constitutional symptoms of malignancy?
v' Anorexia

v’ Easily fatigability
v Wt. loss

» Family hx of thyroid ca.

» Previous head & neck radiation therapy
v If you suspect metastasis...Ask

» Hx of hoarseness of voice (RLN involvement)
» Hx of swelling in the neck (LAP--LN metastasis)
» Hx of hemoptysis, bone pain...(Distal metastasis)

v If you want to r/o or rule in inflammatory causes ...Ask

> Pain in the neck
> Fever, chills

DEBOL
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2) Physical Exaumination (P/E)

» General Appearance (G/A)
v Thyrotoxic pts=>hot intolerance-> See carefully their dressing...
» Vital Signs (VS)
< BP
v" Thyrotoxic pts=>wide pulse pressure due to systolic hypertension
<+ PR
v Tachycardia (in thyrotoxic pt(>85bpm))
v Bradycadia (in hypothyroidism)
<+ BMI

> LGS examinatiovw

¢ Thyroid examination

v On inspection, notice...

Size (estimate)

Shape

Site

Overlying skin color change
Visible Pulsation

Movement with deglutition & protrusion of tongue
O Because thyroid gland is enclosed by pretracheal
fascia—>it moves with deglutition
o In case of solitary thyroid swelling looks for upward
movement of the swelling on protrusion of the tongue to
differentiate a thyroid nodule from thyroglossal cyst.
» Pemberton’s sign
o Ask the patient to raise both upper limbs above the head
and keep it for @least 1 minute. If retrosternal
prolongation is there, patient will have congestion and
puffiness in the face with respiratory distress.
o Done...when? In pts with...
= Compliant of aero-digestive tract obstruction
= Vascular COthStiOI’I
= |f the lower border of the gland is not visible during
deglutition/ lower tracheal ring isn’t palpable

v" On palpation of the swelling, appreciate...
» Temperature
» Tenderness
> Size (measure)

YVVVVVYY
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Surface (smooth Vs nodular)
Border (regular Vs irregular)
Consistency (soft Vs Firm Vs hard)
Retrosternal extension
=try to palpate the lowest tracheal ring above the sternal notch
Fixity to overlying structure
Thrill (on upper pole)
Position of trachea (central Vs deviated)
kocher’s test> test for tracheal compression
=The swelling is pressed slightly on either side of trachea. If
trachea is already compressed patient will have stridor
> Berry’s sign—>carotid pulse palpation

o Berry’s sign positive mean->Carotid pulse is not palpable
on the side of the swelling

Methods of palpation
v’ Standing in front of the pt &
v’ Standing behind the pt
+ Percuss—>if you suspect retrosternal extension

VVVYV VVVY

=Resonant Vs dull
+ Auscultation

v’ Bruit over the swelling= upper poles
v" Venous hum=>in supraclavicular space
Reporting format
Inspection
+ There is about 15X10cms butterfly shaped anterior neck swelling which
moves with deglutition. The lower border is visible on swallowing. It’s
slightly deviated to the right side. There is no visible pulsation or
overlying skin color change. Pemberton’s sign is —ve.
Palpation
4+ There is 20X14cms non-tender, nodular, firm anterior neck mass with
regular border & no fixity to the overlying skin. Its temperature is
comparable to other parts of the body. The lower tracheal ring is palpable
above sternal notch. There is no thrill. Kocher’s test is —ve. Carotid
arteries are palpable bilaterally (Berry sign is negative). The trachea is
central.
Percussion
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Auscultation

+ No bruit over the swelling

NB*****

Pertinent positive or negative physical examination findings on other systems...
v &igns of thyrotoxicosis
+* Tachycardia (on VS)
++ Eye signs (on HEENT)
¢ Exophthalmos= abnormal protrusion of the eye ball
o Top view (see from top)
= Exophthalmos is said to be present when the eyeball is
seen beyond the superior orbital margin
o Visibility of both the upper & lower sclera=>exophtalamos
e Lid lag (von graefe’s sign)
o Steady the patient’s head with one hand
o ask the patient to look at your finger
o Ask the patient to look up and down following your finger
o In case of thyrotoxicosis, the lid may lag while the eyeball move
downward and the upper sclera become visible.
e Lid retraction (Dalrymple’s sign)
+%* Visibility of upper sclera due to spasm of upper eyelid.(@rest)
e Absence of wrinkling (Jofroy’s sign)
o Steady the patient’s head with one hand
o Ask the patient to look up at the ceiling.
o In case of thyrotoxicosis, there may be loss of wrinkling of
forehead.
e Failure of convergence
o Ask the pt to look at your finger at distance then bring it
suddenly in front of the pt eye
o In thyrotoxicosis, there is failure of convergence
+* Warm moist skin (on IGS)
+* Pretibial myxedema (on IGS)
+* Tremor (on CNS)
e Finger
o Ask the patient to stretch out both the upper limbs and spread
out the fingers
e Tongue
o Ask the pt to protrude the tongue resting on the lower lip

DEBOL
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v Signg of hypothyroidism
¢ Bradycardia (on VS)
+» Edema of face & legs (HEENT + MSS)

+» Delayed relaxation of deep reflexes (on CNS)
+* Pendred’s sign (on CNS)

Goiter + severe sensory neural hearing impairment
v Signs of retrosternal extension

+* Increased JVP (on CVS)
+* Horner syndrome

e ptosis

e Anhidrosis

e Miosis...
v Signs of metastasis

+* Hard cervical LNs (on LGS)

Never forget to check LNs
+* Nodules on skull (on HEENT)

e Rapidly growing, pulsatile & warm swelling

erosion of the skull may be present
+* Long bone metastasis (on MSS)

+* Chest effusion & consolidation (on RS)
+* Nodular liver & ascites (abd. Examination)

www.youtube.com/watch?v=ta-s-ZWRk6
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https://www.youtube.com/watch?v=ta-s-ZWRk6g

Discussion of the DDx (goiter)

1) Simple goiter
Causes

=» See causes listed for nontoxic goiter above...
CPs

=» Most—>asymptomatic
=» If symptomatic> often complain of
+Pressure sensation in the neck
+Compressive symptoms
>Dyspnea
>Dysphagia
>Catarrh--A need for frequent throat clearing
+ Acute pain
>In case of hemorrhage
+ In substernal goiters=»on P/E-> Positive Pemberton’s sign
o If Diffuse type>on P/E- Soft, diffusely enlarged thyroid gland

Types +diffuse> due to persistent stimulation by TSH

o If Multinodular type=»on P/E->Nodules of various size & consistency
+nodules—> due to fluctuation in stimulation by TSH

Complications

» Tracheal obstruction
> 2° thyrotoxicosis
o In30% of pts
» calcification
» Premalignancy
o Cmn for follicular thyroid ca
NB*
Cmn in females—> because of estrogen receptors in the thyroid tissue

INVxX
) = pormal TSH
euthyroid
= pormal free T4 level
DEBOL
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Mgt

o Large goiters

v Give exogenous thyroid hormone

e toreduce TSH stimulation of the gland growth (-ve feedback
mechanism)

o Endemic goiters

v' administer iodine

o Surgical resection

v indications

e toxic feature

goiters causing obstructive symptoms

goiters suspected for being malignant or proven by FNA
e goiters cosmetically unacceptable

v' Preferred methods of resection=> Near-total or total

thyroidectomy with lifelong T4 therapy.

2) Toxic goiter (thyrotoxicosis)|

A. Diffuse toxic goiter (graves’ disease)

v' An autoimmune disease with a strong familial predisposition
v Cmn in females (5:1)
v' Thyroidal manifestations
» Thyrotoxicosis
> Diffuse goiter
v

Extra-thyroidal manifestations
> Eye signs + CNS symptoms—>cmn

Triggering agents

v/ Postpartum state

v"  lodine excess

v' Lithium therapy

v'  Bacterial & viral infections
CPs

v

Related to hyperthyroidism...
» See lists of hyperthyroidism symptoms above...
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v' Specific to graves’ disease
» Opthalmopathy
o Lid lag (von graefe’s sign)
o Spasm of upper eye lid (Dalrymple’s sign)
o Prominent staring
o Exophthalmos, conjunctival swelling & congestion,
proptosis=>...in true infiltrating eye disease
» Dermopathy
o Pretibial myxedema
o Due to deposition of glycosaminoglycans
v' Thyroid gland on P/E
» the thyroid is usually diffusely & symmetrically enlarged
» there may be overlying bruit or thrill on thyroid gland
» there may be loud venous hum in supraclavicular space

INVx
» TSH level
o Finding>Suppressed
» Free T3 or T4 level
o Finding>May or may not be elevated
» Radioactive iodine uptake (RAIU) & scan
o Findings—2>increased uptake + diffusely enlarged gland
Mgt
1) Medical Rx

v' Anti-thyroid drugs
» Usually administered for preparing the pt for thyroid ablation with
radioactive iodine or thyroidectomy.
o Torender the pt euthyroid
o If not=»thyroid storm will happen during the procedure
» Dose=titrated as needed in accordance to TSH & T4 level
» Duration= Until the pt is euthyroid (Clinical & Lab. Evidences)
» Anti-thyroid drugs...
o PTU (propylthiouracil)
0 100-300 mg three times daily
o DOC
o Methimazole
MOA:
o both reduce thyroid hormone production by inhibiting the organic
binding of iodine & the coupling of iodotyrosines
o In addition PTU inhibits peripheral conversion of T4 to T3
o Making it DOC for Rx of thyroid storm
o PTU->less risk of transplacental transfer compared to
methimazole-> Preferred in pregnant & breast feeding women
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v' B-blocking agents

o To alleviate catecholamine response of thyrotoxicosis;
=...Palpitation, nervousness, emotional lability, hyperkinesis & tremors

o Should be considered in all symptomatic (thyrotoxic) pts &
elderly with cardiac disease

o PB-blockers...

o Propranolol
» 20-40 mg four times daily

o Atenolol
» Long acting

2) Thyroid ablation with Radio-Active lodine (RAI)

v" indications
> elderly pts with small or moderate sized goiters
» those who relapsed after medical or surgical therapy
> when anti-thyroid drugs or surgery is contraindicated in the pt

v'  Absolute contraindications for this Rx

» Pregnant or planning to conceive soon (< 6 month ) after the Rx
> Breast feeding mother

v'  Relative contraindications
> Young pts
» Those with thyroid nodules
» Those with opthalmopathy

3) Surgical Rx

v"  Indications
» Confirmed ca. or suspicious thyroid nodules
> Enlarged goiters (>80gm) causing compressive symptoms
> Desire to conceive soon (<6 month) after the Rx
» Pts with moderate to severe Grave’s opthalmopathy
v' Pre-op preparation
» Ptshould be rendered euthyroid with anti-thyroid drugs
» 7-10 days prior to surgery give #3drops bid of...
o lugol’s iodine solution or
o Saturated potassium iodide

o MOA: they reduce vascularity of the gland & decrease the risk of
precipitating thyroid storm
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v" Procedure=>»thyroidectomy
» Types

o Total thyroidectomy

Recommended for Graves’

disegse o Near total thyroidectomy
o Subtotal thyroidectomy
o Lobectomy
o Hartley—Dunhill procedure
o Subtotal thyroidectomy + Total lobectomy
NB*****

In Graves’ disease Appear @ the same

time unlike TMNG

——

v' enlargement of thyroid gland
&
v'  thyrotoxic signs & symptoms

B.Toxic Multinodular Goiter (TMNG)
CPs

» This pts will have prior hx of non-toxic multi-nodular goiter
o this pts will tell you that “I had anterior neck swelling first”
(non-toxic)
o “Then...after some period of time | started to experience......”
(the thyrotoxic symptoms)
» CVS symptoms—>cmn

> Eye signs—2>infrequent unlike graves’ disease

INVxX

TSH level>Suppressed TSH
Free T3 & T4->both elevated

If RAI scan is done=>it will show you multiple nodules with increased
uptake

Y V VY

Mgt

1) Control hyperthyroidism
a. Anti-thyroid drugs
b. B-blockers

2) RAl—thyroid ablation

/7

+* Reserved for elderly pts
3) Surgical Rx

¢ Near total or total thyroidectomy is recommended
o To avoid recurrence & risk of repeating the surgery
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C) Toxic adenoma (Plummer disease)

=Autonomous, solitary overactive nodule with inactive surrounding tissue
=Typically occur in young pts

>>...recent growth of long standing nodule along with symptoms of hyperthyroidism
=Thyroid gland on P/E

>>usually reveals a solitary nodule without palpable thyroid tissue on the contra lateral side

=RAl scan (INVx)

>>Hot nodule with suppression of the rest of the gland
=Mgt

=Smaller nodules

>>Anti-thyroid drugs
>>RAI-- thyroid ablation

=Larger nodules
=Higher dose
>>Anti-thyroid drugs
>>RAI

=Surgery
>>Lobectomy & isthmusectomy

3) Inflammatory goiter
- Inflammatory goiter may be toxic or non-toxic

A) Acute (suppurative) thyroiditis

» More cmn in children

» Often preceded by URTI or otitis media
CPs

> Severe neck pain radiating to the jaws/ear
> Fever, chills

» Odynophagia

» Dysphonia

» Systemic sepsis

» Tracheal /esophageal rupture

» Jugular vein thrombosis

» Laryngeal chondritis & perichondritis

» Sympathetic trunk paralysis
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INVxX

» CBC=leukocytosis
» FNA for gram stain, culture & cytology

Mgt

» Parenteral antibiotics
» Drainage of abscesses
» Thyroidectomy
= For persistent abscess
= Failure of open drainage

B) Sub acute thyroiditis (granulomatous thyroiditis)

CPs
May be painful or painless
e Painful
v Thought to be viral in origin or post-viral inflammatory response
v' Four stages
> Hyperthyroidism—> euthyroid=>hypothyroidism=> resolution & return to euthyroid
state
v' On Hx
» sudden or gradual onset neck pain
e which may radiate to the mandible or ear
» Hx of preceeding URTI (often)
v OnP/E
» Enlarged, tender, firm gland
v" INVx.
» Early stage
e TSH dereased, T4 &T3 elevated
e ESR>100mm/h
e RAl uptake=decreased
v' Mgt=>Self limiting disease
» So Rx is primarily symptomatic relief
e painrelief
o Asprin & NSAIDS
o Steroids—>in severe cases
e Short-term thyroid replacement may be necessary
o To shorten duration of symptoms
DEBOL
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e Painless

» Considered to be autoimmune
» OnP/E

e normal sized or minimally enlarged, firm, non-tender gland
> INVx.

e Similar to the painful one except

o Normal ESR
» Mgt

Pts>with symptoms
o B-blockers

o Thyroid hormone replacement
C) Chronic lymphocytic thyroiditis /Hashimoto’s/

» A transformation of thyroid tissue to lymphoid tissue
» Leading cause of hypothyroidism
» Cmn in females (10-20:1)

CPs

v" Minimally or moderately enlarged firm & nodular gland
v 20%

present with hypothyroidism while 5% present with
hyperthyroidism
INVx.

v Elevated TSH

v Thyroid auto-antibodies
o Present

Mgt

v Overtly hypothyroid pts

o Thyroid hormone replacement therapy
» Levothyroxine

D)Reide’s thyroiditis

» Replacement of all or part of the thyroid parenchyma by fibrous tissue
CPs

v The pt may present with symptoms of hypothyroidism &
hypoparathyroidism—>since the gland is replaced by fibrous tissue

v Typically presents as painless, hard (“woody”) anterior neck mass,
with fixation to the surrounding tissue

Dx

v" Open thyroid biopsy
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Mgt

v’ Surgery
v Hypothyroid pts=>thyroid hormone replacement therapy

NB***

Thyroid gland is inherently resistant to infection due to
e Its extensive blood & lymphatic supply
e High iodide content &
e Fibrous capsule

4) Neoplastic goiter

0,

% Benign

o Follicular adenoma

< Malignant

v" May be primary or secondary (metastasis to thyroid gland)

i) Primary

e From follicular epithelium=> well differentiated->slow growth

a. Papillary thyroid ca.(PTC)
¢ 80% of all thyroid malignancies
¢ Predominant in children & individuals exposed to
radiation
¢ LN metastasis=>cmn
e Distant metastasis
v" Lungs, bone, liver & brain
e Dx>FNAC
o Mgt
oSurgical Rx
v Total /near total thyroidectomy
oPost-op
v Radioiodine therapy

v' Radiotherapy & chemotherapy
v" Thyroid hormone

DEBOL

How to-take Hyx in surgery+++QUICK REVISION GCMHS

Page 26
2"° EDITION




b. Follicular thyroid ca.(FTC)
¢ 10% of thyroid ca.
e Occur more commonly in iodine deficient areas
¢ Often present as solitary thyroid nodule
e Hematogenous metastasis=>cmn
e Unlike PTC cervical LAP isn’t cmn
e Dx
o FNAC is unable to distinguish benign from malignant
disease
o Difficult to DX pre-op unless distal metastasis
e Mgt
oSurgical Rx
v" Lobectomy
v" Total thyroidectomy
oPost-op
v" Radioiodine therapy
v" Radiotherapy & chemotherapy
v" Thyroid hormone
c. Hurthle cell ca. (subtype of follicular ca)
o 3% of thyroid ca
o Can’t be DXed with FNAB

v" Since it's characterized by vascular & capsular
invasion

=» Follicular epithelium =>»de-differentiated

a. Anaplastic ca.

oearly local infiltration—> aggressive
oTypically pts present with long standing neck mass,
which rapidly enlarges & may be painful+...
1. Dysphagia
2. Dyspnea
3. dysphonia
o pts may experience...
1. bone pain
2. weakness
3. cough
o poor prognosis
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> Others

==Medullary ca.

o arise from Para-follicular or C cells
v" Lump @ supero-lateral neck
o may occur in combination with adrenal phaeochromocytoma
and hyperparathyroidism
o Mgt
v'  total thyroidectomy
v' External beam radiation
==Thyroid Lymphoma
o Non Hodgkin’s B-cell type

ii) Secondary (Metastasis)

o Thyroid is rare site of metastasis
O Sites—>kidney, breast, lung & melanoma

NB*
Prognosis=» parameters;
e Age
e Metastasis
e Size
e Extrathyroidal extension
e Histologic type
e Resectability
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SAMPLE Hx

é/e

Anterior neck swelling of 2yrs duration

HPI

This pt was LRH 2yrs back @ which time her families suddenly noticed a
swelling on her left lower neck. The swelling was painless & it was initially pea
sized but it started to grow slowly upwards & to the right to attain its current
size & location. Associated with this she started to experience stridor which
worsen during sleeping but no difficulty of swallowing or change in voice
quality.
07 months prior to admission she started to experience palpitation, heat
intolerance, profuse sweating & un-quantified weight loss to the extent her
skirts become loose despite good appetite. In addition she started to experience
irregular menstrual cycle for the past 07months which come every 2 or
3months.
03 months prior to admission she visited our hospital where blood sample &
sample from the swelling was taken. Then she was given whitish scored oval
tablet to be taken three times daily & reddish scored circular tablet to be taken
twice daily. She is taking her medications adherently & currently she has no
palpitation, heat intolerance or excessive sweating.

» Many peoples in her vicinity have similar iliness. (endemic goiter)

> Her regular dietary habit is ‘injera’ made of ‘teff’ & ‘shirowot’ made of

‘atter.” She occasionally eats cabbage. (Dietary goitrogens)

No hx of drug intake except the medication explained above.(prug induced
goiter)

No hx of fever, chills or rigor.(inflammatory goiter)

No family hx of similar illness.(familial goiter or thyroid ca.)

No hx of head & neck radiation therapy. (RF--if ca)

No hx of swelling in the neck or axilla. (LN metastasis-if malignant)

No hx of bone pain, hemoptysis or yellowish discoloration of the eyes.
(distant metastasis-if ca)

No hx of dyspnea, orthopnea, PND or lower leg swelling. (thyrocardiac disease)
No hx of chronic cough, contact with a chronic cougher or previous TB Rx
No self/family hx of DM, HTN or asthma

She was screened for RVI 7months back & found to be NR (non-reactive)

Finally she was admitted to-our hospital walking by herself.

VVVV VYVVVYY VY
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Investigations (INVx.)
Lab. studies

> TFT (thyroid function test)
v TSH

R

+* Normal=0.5-5pu/mL
v T3&T4

RO

+ Total (reference range)
e T3=1.5-3.5nmol/L
e T4=55-150nmol/L
** Free(reference range)
e T3=3-9pmol/L
e T4=12-28pmol/L

Pathology
v FNAC

+* Reliable in...

Papillary, medullary, anaplastic thyroid ca.
¢ Not reliable in...

o follicular adenoma vs follicular carcinoma
o hurthle cell ca.

o hashimoto’s thyroiditis Vs thyroid lymphoma
Imaging

» Chest & thoracic inlet radiograph
v" What to look?
+* Retrosternal goiter
++ Tracheal deviation & compression
+* Pulmonary metastasis
» U/S
v' In evaluation of thyroid nodules
++ solid Vs cystic
< size
+* multicentericity
++ risk of malignancy...by looking @ its echotexture, shape, border,
calcifications, vascularity...
v’ Targeted aspiration-(USG-FNAC)

v’ For assessing cervical lymphadenopathy
» CT, MRI & PET
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Thyroid (isotope) scanning

» Size & shape of the gland
» Activity of the gland
v hot
v Warm
v’ Cold
Anti-thyroid antibody assessment

7
L X4

Do not indicate thyroid function rather indicate the underlying disorder

e Usually an autoimmune thyroiditis
Management

» See the mgt in each section on the discussion of DDx

Complications of thyroid surgery

v' Hemorrhage

v’ Airway obstruction
» causes

#+ Laryngeal edema
o Mgt
o Intubate then

o Give Steroids>to reduce the edema
#+ RLN injury

e Bilateral
o CPs—respiratory distress
o Mgt
= tracheostomy
= chordoctomy

e unilateral

o CPs--hoarseness of voice
o Mgt

re-innervation
[ ]

medialization=> injection therapy (edema)
+ Haematoma

CPs—respiratory symptoms due to the compression
e Mgt

o remove all the stitches

o Urgent decompression = release the blood collection
4+ Hypocalcemic tetany

e lLaryngeal spasm—>cause airway obstruction
e Mgt

o Intubate first & then Calcium supplementation
+ Tracheomalacia
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v" Wound infection
v Thyroid storm
» Is a condition of hyperthyroidism accompanied by
+ fever, CNS agitation or depression,
4+ Cardio-vascular dysfunction (hypotension + tachycardia) &
+ Gl dysfunction, including hepatic failure
» Due to Poor pre-op preparation
» Mgt of thyroid storm
e B-blockers
o propranalol
e Oxygen supplementation
e Hemodynamic support
e Pyrexia->give non-aspirin cpds
e Lugol’s iodine or sodium ipodate (IV route)
e PTU
e Corticosteroids

o To prevent adrenal exhaustion & block hepatic thyroid hormone
conversion

v Hypothyroidism
> Mgt
+ levothyroxine
v Hypoparathyroidism
» May be
+ Transient
e Due to ischemia/manipulation
+ Permanent
e Due to removal of the gland
» May be
+ Subclinical--asymptomatic
e Elicit signs of hypocalcemia
o Chovestik sign
o Trousseau sign
+ symptomatic--overt
e CPs
o perioral parasthesia, carpopedal spasm, laryngospasm,
seizure, tetany...
e Mgt
o symptomatic--calcium supplementation
v’ Superior laryngeal nerve injury
» Cps
+ can’t produce high pitch sound
» Mgt—>speech therapy
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v Other complications
» Keloids

» Stitch granuloma

NB**

reaches up to 7days.
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SAN AL

IO ON B

CASTRCAN LS

I How to- approach Breast disovdersy

-

Benign Breast disorders

Congenital

Injury

Inflammation/
Infection

O~

Malignant Breast disorders

| I
Infiltrating ca Inflammatory ca.
e Ductal ca.(cmn) - Most aggressive
e Lobular ca.

=Hematoma

=Fat necrosis
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BREASTFCA

+ Female sex
+ Increasing age (65+)
+ Hormonal

v' Increased (unopposed) estrogen exposure due to
» Early menarche
e age<12
> Late menopause
e age>55
» Nulliparity
> Never breastfed
e Breast feeding = protective
» First full term pregnancy >30yrs of age
e First child @ early age-> protective
» Exogenous hormones
e Hormone Replacement therapy (HRT) within the last 5yrs
o Increased risk among those taking combined HRT
than single estrogen formulation
e ? OCP use within the last 10yrs
o Up to 25% of pts=»increased risk
O >10 yrs of cessation=>risk returns to that of average
population
» Obesity
¢ In postmenopausal women=>the adipose tissue acts as
major source of estrogen
+ Non hormonal
v’ Hx of radiation therapy/high dose/
» E.g. mantle radiotherapy for Hodgkin’s lymphoma
v" Alcohol abuse (females=>not cmn in our country)
» known to increase serum level of estradiol
+ Genetics
v’ Familial breast ca
» Ask Hx of first degree relatives with breast ca.
v" Hx of endometrial, ovarian or colonic ca
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Clinical presentations
1) History

o Common presentations

= Lump (swelling)
e When the pt noticed the swelling?
e How?
e Site & progression?

= Nipple discharge or retraction
e Color of discharge?

= Ulceration or erythema of the skin

= Axillary mass

= Pain=>usually associated with benign diseases

Pain ——
Cyclical Ow Hiustory L— Nonﬁ

/2

o In advanced cases>when you suspect metastatic spread, u

can ask...

= Bone pain, fracture hx (pathological one)=»bone metastasis

= Breathing difficulties (breathlessness)=»malignant pleural
effusion

= Yellowish discoloration of the eyes & the skin=>liver
metastasis

= Headache, nausea, vomiting (features of raised
ICP)=> cerebral metastasis

Spread, of breast cav

1. Local spread
o Skin, muscles, chest wall
2. Lymphatic metastasis
o Auxillary LNs, internal mammary LNs, supraclavicular LNs
3. Hematogenous metastasis
o Skeletal metastasis (lumbar vertebrae, femur, thoracic vertebrae, rib & skull) |
o Liver, lungs & brain
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2) Physical Exaumination

=» LGS Examination
> Breast examinatiov
Inspection
= First position the pt
1. Arms by side
2. Arms straight up in the air
3. Hands on hips
= Commenton....
= Symmetry with other breast
e Use nipple line for comparison
breast size & shape—>compare both sides
Edema or peau d’orange appearance
e due to cutaneous lymphatic obstruction

e peau d’orange appearance become more prominent on
elevation of the hands
= Skin or nipple retraction
e skin retraction accentuated by positioning the pt with
arms extended forward, sitting position & leaning
forward
= Nipple discharge
= Ulceration

Palpation

Technique
= Examine all the 04 quadrants with palmar aspect of your
fingers
= Avoid a grasping or pinching motion
o Comment on the swelling...
= Site
e Upper outer quadrant(UOQ)écmn
= Tender / non-tender
= Consistency
e Hard Vs firm Vs soft
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= Border

e irregular Vs regular

Surface

Nodular Vs smooth
Fixation

o fixed to overlying or underlying structures v not fixed

On Physicalr Exaumiationw

Lump -DDX

Based on Surface+ border & consistency

I Smooth & well defined I I Nodular & irregular I

I ¥
.%_ E’i[. minsistencv

Cyst Fibroadenoma Carcinoma
#Common—>35-55 yrs #“Breast mouse”=coz of its free mov’t
#Common - 15-25 yrs
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https://www.youtube.com/watch?v=_p8PobUp2Yo

Onwphysical examination

N

Nipple -areola complex findings—DDx

N

Single duct

LT

I Change inv appearance I

Multiple ducts

Recent nipple retraction

Surface

1. blood stained

a. intraductal ca.

b. intraductal

papilloma
c. duct ectasia
2. serous
a. fibrocystic
disease
b. duct ectasia
c. ca.

appearance
change

| Circumferential

| slit like |

=carcinoma

e duct ectasia
e chronic periductal
mastitis

Eczema
Bilateral
Commonly occurs @ lactation
ltches
Vesicles
Nipple intact
No lumps

Paget’s disease
Unilateral
Occurs at menopause
Does not itch
No vesicles
Nipple may be destroyed

there may be an underlying lump

blood stained

a. ca.

b. ectasia

c. fibrocystic disease
black/green

a. duct ectasia
purulent

a. infection
serous

a. fibrocystic disease

b. duct ectasia

c. ca.

5. milk

***important things to check after breast examination in breast ca.
» Axillary + supraclavicular lymphadenopathy (LAP)

» Upper extremity neurologic motor & sensory examination

o In case of infiltration of brachial plexus
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Approach
TO THE LIKELY

DX

But painful & tender

Cyclical breast pain
Non-cyclical breast
pain

Very rarely, carcinoma

Painless

» Carcinoma
» Cyst

Painful

> Fibroadenoma

i

Nipple

Discharge

Change in appea
(including areola)

Y VVY

Duct ectasia
Intraductal papilloma
DCIS

Associated with a cyst

» An area of fibroadenosis
» Cyst
» Periductal mastitis
» Abscess

usually postpartum or lactational
» Sometimes carcinoma

Change in breast size/ shape

VVVYY

Pregnancy
Carcinoma
Benign hypertrophy
Rare large tumors

YV VYV

Duct ectasia
Carcinoma
Paget’s disease
eczema
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NB*Bacterial mastitis

Can be

1. Lactational

= Ask hx of crackled nipple or skin abrasion
2. Non-lactational

= periareolar

e periductal mastitis
= peripheral-rare
=» ask Hx of DM, RA, steroid Rx, trauma

CPs

e cardinal signs of inflammation
o severe pain
o swollen breast cellulitic stage
o Erythema
o warm to touch

e When breast abscess develop there will be...

o high grade fever &
o Fluctuant swelling=>can be felt unless deep seated

Mgt

o Cellulitic stage
o Proper antibiotics

= Penicillins or Cephalosporins
Appropriately fitting supportive bra
Warm compress
Analgesia
Emptying the breast with breast suction pump
If not resolved within 48hrs or tense indurations after being
emptied/underlying abscess=» repeated aspirations

e Stage of abscess
o Repeated aspiration with antibiotic coverage with or without u/s
guidance
o Incision & drainage ( 1&D)
= For large abscesses with purulent discharge

O O O O O

O Antibioma=large, sterile, brawny edematous swelling that form if
antibiotic is used in the presence of undrained pus

® antibiotic induced swelling=antibioma

NB* Duct ectasia=dilatation of the breast ducts
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SAMPLE Hx
e/e

Breast swelling of 6 months duration

HPJ
This is a 38 years old nulligravida lady who was LRH 6months back @ which
time she noticed a small swelling on her left upper lateral breast while she was
taking shower. Initially the swelling was pea sized, and then it started to grow
downwards & medially to attain its current size & shape.01 month prior to
admission she started to experience bright red colored discharge from her
left nipple but no hx of breast pain. Associated with this she started to notice
change in nipple position & orange cover like skin appearance change
over the left breast.
For the above complaints she visited a private clinic in Gondar where aspiration
was taken from her left breast & told to have breast cancer. Then they referred
her to our hospital for better management.

> Her menses started @ the age of 12, It was regular, comes every 28
days, stays for 3-4 days, moderate in amount & associated with mild
abdominal discomfort
The pt doesn’t notice any cyclical changes of the swelling with her
menses.(AnDI)
No family hx of similar illnesses. (rF)
No hx of HRT or OCP use. (rF)
No hx of radiation therapy. (rF)
No hx chronic alcohol consumption. (rF)
No hx of breast trauma
No hx of breast or abdominal surgery. (recurrence + surgery for ovarian/ endometrial ca resp.)
No hx of swelling in the neck or axilla. (lymph node metastasis)
No hx of bone pain, breathing difficulty or yellowish discoloration of the
eyes.(metastasis)
> No hx of cough, contact with chronic cougher or previous TB RX. (breast TB)
» No self or family hx of DM, HTN or asthma
» Has been screened for RVI 01 month back & found to be NR.

Finally she was admitted to-owr hospital walking by her
self.

Y

VYVYY VVVVY
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Investigations
Imaging studies

1.

Mawmwg«mphy

Mammography=imaging breast either in medio-lateral or cranio-caudal view
by a selenium coated x-ray plate which become in direct contact with the
breast.

e sensitivity of this investigation increases with age as the breast becomes
less dense

e What to look for ca. in mammography?
o asolid mass with or without stellate features
o asymmetric thickening of breast tissue &
o clustered micro-calcifications

2.

u/s

can be used in young women with dense breasts in whom mammograms
are difficult to interpret
e can distinguish cysts from solid lesions
e Can localize impalpable areas of breast pathology
e |t can guide
o FNAC, core biopsy...
e Drawback=not ideal for lesions < or =1cm in diameter

e What to look for a cyst on u/s?
o Well circumscribed wall
o Smooth margins
o Echo-free center
e What to look for breast ca. on u/s?
o Irregular walls
o But may have smooth margins
o Acoustic enhancement
e What to look generally for benign breast masses?
o Well defined margins
o Round or oval shape
o Smooth contour
o _Weak internal echoes

. Ductography

e Ductography = Radio-opaque contrast media (injected) +
mammography
e Primarily indicated for->blood stained nipple discharge

e What to look in ductography?
-If intraductal papilloma
=Small filling defects surrounded by contrast media
>If ca.
=May appear as irregular masses or as multiple intra-luminal filling defects
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4. MRI
Pathology

5.FNAC

® The least invasive technique for obtaining a cytological Dx.

6. Core biopsy

® Drawback->can’t distinguish invasive cancer from in-situ disease

Differentiates invasive ca from in-situ ca
[ )

Pre-op ass’t of hormone receptors can be done
Routine workups

= CBC

o May show Anemia

Metastatic workups
= Lab. studies
o ALP Level

If increased=» Bone or liver metastasis
Radiological

o CXR
o Abdominal U/S

= |f there is hepatomegally
o Bone scan

If the pt is symptomatic or increased ALP level
NB***

Tr‘fpl@ ass’t D for pts suspicious of carcinoma

Positive predictive value (PPV)=99.9%

1) Clinical ass’t

Triple
Ass’t
2) Radiological imaging

\ 3) FNAC
e [f >40 u/s ,<40 mammography |
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*Early breast ca (Stage | & II1A)
> Swrgical mgt
+* Mastectomy
* Indicated for
v’ Large tumors
v’ Central tumors beneath or involving the nipple
v' Multifocal
v' Local recurrence
v Pt’s preference
* May be
v Simple mastectomy
* Removal of the entire breast tissue
v' Modified radical mastectomy (patey)
* Simple mastectomy + removal of pectoralis
minor + axillary block dissection
v Radical mastectomy
* Obsolete nowadays
+ Breast conservative surgery
*  Lumpectomy+ axillary block dissection
« Lumpectomy
* Removal of the tumor with a rim of at least 1cm of normal
breast tissue
* Indicated for <4cms tumors with well-differentiated histology

+ Sentinel node biopsy

» Sentinel LN=The first LN to get enlarged in malignancies=»has
metastatic potential

* Considered as standard care for mgt of axilla in early breast
ca with no clinically apparent LNs & non-multicenteric
disease

* Node localized preoperatively by injection of blue dye or
using radio-isotope

e But, if node +ve disease detected=>axillary block dissection
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> Adjuvant treatment

% Radiotherapy
* Indications
v +ve tumor margin
v’ Breast conservative surgery
v’ Pectoralis major involved
v Inner quadrant tumor
v" High grade tumors
v' Axillary clearance not satisfactory
« Chemotherapy
« Hormonal Therapy

NB*

*In case of advanced breast ca, mgt should be aimed at palliation of the
symptoms & Rx of breast ca by hormonal therapy (usually) with or without
radiation therapy.
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SAM LSOOV GO,

GOO 2° TO???

Approaciv

Benign causes Malignant causes

> PUD > hastric ca.

o Decreasing in incidence due to .
e > Pancreatic ca.
» Less frequent

> Infantile Hypertrophic Pyloric

o Gastric lymphoma
stenosis/IHPS o Duodenal ca.

o Pediatric groups o Ampullary ca.
> Gastric polyp o cholangiocarcinoma
» Caustic ingestion
» Gastric TB
» Pancreatic pseudocyst
» Bezoars

o Child

o Adults 2° to bariatic surgery
=  From vagotomy induced
hypomotility
» Post surgical complication

Mechanism of obstruction & clinical presentation of GOO depend up on the underlying cause.
The following cases are selected for discussion here...

1. PUD
2. Gastric ca
3. IHPS
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LEAE

Risk Factors

» H. pylori infection
v" Predispose to ulcer by increasing acid secretion & compromising the
mucosal defense mechanism.
» Drugs
v" Chronic use of NSAIDS... E.g. Aspirin

v' Cause ulcer predominantly by compromising the mucosal
defense mechanism.

> Age
v’ Gastric ulcer—cmn in >40yrs of age
» Lifestyle
v’ Cigarette Smoking
v' 2X increased risk than non-smokers
v" Smoking cause ulcer by increasing gastric acid secretion &
duodeno-gastric reflex

o It also interferes with the blood flow=>»impairing healing
process

v" Chronic alcohol consumption
> Severe stress like...

v Burn (curling’s ulcer)

v Head trauma (Cushing’s ulcer)
» ZES (gastrinoma)
» Neurological causes
» Genetic factors

Clinical Presentations

1. History

v" Abdominal pain
v’ Site = Epigastrium
v Character = gnawing, burning
v/ Pattern= may be episodic, seasonal or may become
constant (deeper penetration)
v’ Radiation= no radiation in typical pts

O referral of pain to the back is usually a sign of
penetration into the pancreas
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v Timing of the pain

o Immediately after a meal

=  Gastric Ulcer (GU)
o After 2-3hrs

® Duodenal Ulcer (DU)
[ J

Food is usually emptied in 2-3 hrs. And

food stimulated acid secretion persist 3-
Shrs.

o DU--often awakens the pt @night(nocturnal)
* because

e Hunger aggravates it &

e circadian stimulation of acid secretion

is
maximal from 5PM-2AM
v Aggravating & relieving factors

o DU —aggravated by hunger & relieved by eating food

o GU—aggravated during eating & relieved by vomiting
v Associated symptoms

o Nausea, bloating
o wtloss, anemia...
NB*

If the symptoms are severe, sudden onset & with sharp abdominal pain (generalized/
epigastric) >suspect the complicated one-> i.e. perforated PUD

2. Physical Examination
> G/A

o Acutely sick looking Vs chronically sick looking Vs acutely sick looking on
chronic base

o Nutritional status

> V/S
o Hypotension

v" Think of complications (like Shock 2° to Upper Gl bleeding...)
o Tachycardia

v'  Complications (like perforation...)

v" The pain by itself
o Febrile

v" Think of complications (like perforation...)
o BMI

» Clinical findings are few & non-specific for uncomplicated PUD
» For complicated PUD

oSee the findings below on complications of PUD...
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Investigations

» Diagnostic studies

v Upper GI endoscopy
v What to look?
o we look for ulcers, protruding mass or any active bleeding
v’ Benign Vs Malignant Ulcers. How to differentiate on visualization?
e Benign ulcers ...

o Have smoother, more regular, rounded edges with a flat, smooth
ulcer base.

e Malignancy is more often associated with...

o A mass that may protrude into the lumen or

o have folds surrounding the ulcer crater (cavity) that are ...

= nodular, clubbed, fused, or stop short of the ulcer margin.

o Multiple biopsy specimens are necessary for any of these ulcers to
r/o malignancy.(see the nxt section for gastric ca)

Imaging
o Double contrast bowivwm swallow (meal)
v’ It demonstrates barium within the ulcer crater

useful to determine the location and the depth of penetration of the ulcer
as well as the extent of deformation from chronic fibrosis

o larger size, irregular filling defects...~> suggestive of malignancy

o site=>little predictive value ,since malignancy can occur in any site.

(see the nxt section for gastric ca)
Laboratory
o H. pylori testing

v" Non-invasive tests

Serology (fecal Ag testing...) and urea breathe test.
v" Invasive tests (need sample from gastric mucosa)
® Rapid urease test, histology and culture

> Imaging studies

O An upright chest radiograph

v" When ruling out perforation=what to look for perforated PUD?...air under the
diaphragm

O Abdominal/pelvic CT with IV & oral contrast

v for staging gastric ca.(see the nxt section for gastric ca)
» Lab studies
o CBC
o LFT

o Serum electrolytes

o Serum Cr level

o serum gastrin level (for ZES)...in patients with ulcers that are refractory to medical therapy or require surgery
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Mgt of PUD

1. Aim

» Symptoms need to be relieved
» The ulcer needs to be healed
» Recurrence must be prevented

2. Non pharmacologic

» Stop smoking
> Avoid alcohol & NSAIDS

3. Pharmacologic Rx

» Antacids

® MOA: by reacting with hydrochloric acid, forming a salt and water to inhibit
peptic activity by raising pH.
e Magnesium antacids tend to be the best buffers
» H2-receptor antagonists
o structurally similar to histamine
e cimetidine ,Famotidine...
» Protein pump inhibitors (PPIs)
e most potent antisecretory agents
e omeprazole...
> sucralfate

e it disassociates under the acidic conditions in the stomach & produce a kind of

protective coating that can last for up to 6 hours
® In case of H.pylori infection

o Triple (eradication) therapy
v' PPIs + 2 antibiotics
O Antibiotics such as metronidazole, clarithromycin or

amoxicillin
v" For 2wks—bid

v" For failures or in patients with high metronidazole resistance—>

quadruple therapy with bismuth added to the triple regimen is
recommended.

4. Surgical Rx

» Indication for surgery;
e perforation
¢ Hemorrhage

e Intractability (Non healing)
¢ Obstruction
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» Surgical methods

e Vagotomy
v’ 3levels...
o Truncal

o Highly Selective Vagotomy (Parietal Cell Vagotomy)
o Truncal Vagotomy +antrectomy
e Subtotal gastrectomy

v’ Usually reserved for patients with underlying malignancies or patients
who have developed recurrent ulcerations after truncal vagotomy and
antrectomy.

Complications of PUD

1. Bleeding---(most frequent complication)

v’ CPs
e Melena & or hematemesis
e Shock
e Abd. pain is quite uncmn
v Mgt
e ABC of life & resuscitation
e Hx&P/E

e Localize bleeding
o NGT aspirate
o Endoscopy
= Diagnostic & therapeutic importance
¢ Initiate therapy
O If the bleeding is controlled...
= |nitiate long-term medical therapy. This includes;
e Anti-secretory agents, usually in the form of a
PPl or

e H. pylori treatment (eradication therapy) for
positive test results.
o Eradication of H.pylori should be
documented after therapy.

O If the bleeding continues or recurs, surgery may be
indicated.

2. Perforation---(fatal complication)
v' CPs

e Present as acute abdomen

e The patient can typically recall the exact time of onset of abdominal
pain

e frequently accompanied by fever, tachycardia, dehydration, and ileus

e Peritoneal signs +ve
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v' INVxX

e Upright CXR
o Free Air under the diaphragm—in 80%

v Mgt

® |t’s surgical emergency...
o After the diagnosis is made, operation is performed in an
expeditious fashion following appropriate fluid resuscitation.

linical presentations of GOO

1) History

» cardinal symptoms
o Nausea & Vomiting
= Non-bilious
= Undigested food
» Others symptoms

o If the obstruction is incomplete—> Gastric retention symptoms like...
e Early satiety
e Bloating/ epigastric fullness
¢ Indigestion
e Anorexia
e Epigastric pain
o ltis not frequent in GOO. Usually related to the underlying
cause...E.g. like this PUD case
o WHi. loss depending on the duration

2) Physical Examinationw

» Dehydration signs Dehydration

> Distended stomach and succession splash may _
be audible with Stethoscope placed o| *Dry skin & tongue
in epigastrium. 5| *Sunkew eye ball
>| *Poor venous fillling
* >, -
NE 5| Foliguriav

GOO 2°to-PUD cawv occuwr both inv

1. acute setting---due to inflammation & edema
2. chronic setting---due to scarring & fibrosis=» part of the healing process
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Mgt of GOO
> NGT suction

o for relief of the obstructed stomach
» Dealing with metabolic abnormalities

¢ Rehydration with IV fluid

o isotonic saline
e Electrolyte repletion

o with potassium & chloride supplementation

NB***

Because of the prolonged vomiting this pts are @ risk of Hypokalemic
hypochloremia

v’ secondary to loss of gastric juice rich in hydrogen, chloride, and
potassium ions

NB**

Metabolic abnormalities (acid-base disturbance) will be less
pronounced if it’s due to malignancy
» Acid suppression

» Dealing with mechanical obstruction based on the underlying etiology
¢ Benign obstruction

v As this case we are discussing if it’'s GOO 2° to PUD
o Vagotomy & antrectomy->standard

o Alternative vagotomy + gastrojejunostomy...
e Malignant obstruction

v seethe next section onw Gastric cav.mgt
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IT) GAS;

Risk Factors

v Environmental & host factors
> Age
v elderly
» Diet
v' Salted & smoked foods (used as preservative)
v Nitrate rich foods
» Chronic H.pylori infection
v" 3Xincreased risk than non-infected individuals
v’ Causes atrophic gastritis, intestinal metaplasia, dysplasia=> precursors
for Gastric ca
v H.pylori affects about 50% of the population but only 5% of the pop..
develop cancer, why?
o Genetic susceptibility
o Different strain of H.pylori

» Previous gastric surgery (>10 yrs ago)
v" Why? Surgery may alter the normal PH production...

» Pernicious anemia
v IF deficiency

» Radiation exposure

» Smoking
v’ Write it in #pack years

v’ Genetic factors

» Family hx of gastric ca

» Blood group A

» Others that’ll predispose to gastric ca

v" HNPCC
v" FAP...

NB*
Adenocarcinoma 95% cmn
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Clinical Presentations of Gastric ca
1. History

v’ Early=>asymptomatic
v" In advanced cases...
o Constitutional symptoms of malignancy
= WHt. loss, Anorexia & Easily fatigability
o Early satiety=>May be due to...
= The tumor mass & or
= Poor stomach distensibility.
o N&V
Bloating
o Tinnitus, blurring of vision & light headedness
v’ Due to iron deficiency anemia 2° to Chronic occult blood loss—cmn
o Dysphagia=> Cmn if the tumor arises from GE junction
o Overt bleeding ( <20% of the cases)

= Melena
=  Hematemesis

> Paraneoplastic syndromes—rarely present

O

2. Physical examination> late events

*P/E is typically normal. If present...usually indicate incurability.
> G/A
> V/S
» Focused examination...
= HEENT

¢ Look for signs of anemia—> Pale conjunctiva, Pale buccal mucosa

e Look for liver involvement=> Icteric sclera
= LGS

e Look for LAP in the neck, axilla...

v’ Especially ...Virchow’s node (left supraclavicular LN)
= Chest examination

e Metastatic pleural effusion
v Inspection
= Chest lag on the affected site
v' Palpation
= Tracheal deviation away from the affected site
=  Asymmetrical chest expansion
= Decreased tactile fremitus on the affected site

DEBOL

How to-take Hyx in surgery+++QUICK REVISION GCMHS Page 56
2"° EDITION




v" Percussion

Stony dullness on the affected site
v Auscultation

Abd. examination

Absent/decreased air entry on the affected site
BBS sound above the effusion

Palpable mass=>If 1° tumor is large
Palpable mass 2° to metastasis
v' Hepatomegally=> Liver metastasis
v’ Sister Mary Joseph nodules=> Periumblical metastasis
= pathognomoic of advanced disease

v/ Carcinomatosis (metastasis to the peritoneum) including
krukenberg’s tumor of ovary
Evidence of malignant ascites

[ ]
v Dull abdomen with fluid shift & or +ve fluid thrill
e Incase of GOO 2% to gastric ca

v' Distended stomach with succession splash &
v’ Visible peristalsis may be present

« DRE

v Hard, nodularity mass may be palpable anteriorly & extraluminally
= Drop metastasis on blumer shelf
(in the pouch of Douglas)
v" Heme +ve stool on examining finger
= IGS

e Look for signs of anemia

v" Palmar pallor

v Seethe um/e/afﬁwwy listed under PUD
» Surgical resection (Gastrectomy)

¢ Radical subtotal gastrectomy->standard
» Chemotherapy & radiation...

Complications
+ GOO

v See GOO above...under PUD complications
+ Obstruction of gastoesophageal (GE) junction
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v

v

v
v

v

HX

Cmn->3-6wks of age

Male sex

o 5Xmore common in males
Family hx
Drugs

o erythromycin in early infancy
B & O blood group

v

Non-bilious vomiting
o Progressively become projectile
o Occurs immediately after feeding
After vomiting—> Become hungry—=>wants to feed again
Become increasingly dehydrated (see symptoms of DHN in the table below)
o Wetdippers become less frequent
Yellowish discoloration of the body
o Jaundice2>indirect hyperbilirubinemia

P/E

Palpation of “olive” shaped, firm, movable mass in the RUQ~> pyloric mass
o Best palpated after vomiting

Presence of visible gastric peristalisis from left to right
o Best seen after eating

Look for signs of DHN(see signs of DHN in the table below)

In Pediatrics>The 4 important DHN signs in well-nourished child are:

No Dehydration Some Dehydration Severe Dehydration

Alert Restless,irritable Lethargic or unconscious

(mental status)

No sunken eyes sunken eyes sunken eyes

(eye ball)

Drinking normally Eager to drink Unable to drink
(Drinking)

Normal skin turgor Skin pinch returns slowly Skin pinch returns very

(Skin turgor) slowly

‘ Ass’ts be like = some/ severe DHN 2° to intractable vomiting 2°to ?IHPS
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v u/S

> What to look for IHPS?
= Channel length

e InIHPS>16mm
Pyloric thickness

e InIHPS >4mm
Pyloric diameter

¢ InIHPS<12mm

v' Contrast studies>what to look?
» String sign

Due to elongated pyloric channel
» Shoulder sign

Due to bulging of pyloric muscle in to the antrum
» Double tract sign

Parallel streaks of barium in the narrowed channel

v" Medical emergency not surgical

o First>fluid resuscitation with correction of electrolyte abnormalities
n

NB***Hypochloric, hypokalemic metabolic alkalosis
v’ Surgical Rx-> pyloromyotomy
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SAMPLE HX GOO 2° to? Chronic PUD
e/e

Vomiting of 1month duration

HPJ

This patient was LRH #1month back @which time he started to experience non-
projectile, non-blood tingled, non-bilious, non-foul smelling vomiting of
ingested matter 2-3X/day about 2hrs after taking a meal. Associated with this
he started to experience loss of appetite, feeling of early satiety &
abdominal bloating. In addition he has significant wt. loss of 4kg for the past
06months (from 70 to 66kg—>>5% in 06 month). #04 days prior to admission he
started to experience projectile, blood tingled, non-bilious vomiting of
ingested matter 5-6X per day. Concomitantly he started to experience lip
crackling & dryness of the mouth, His families also noticed recent sunkening of
the eyeballs. In addition he has tinnitus, blurring of vision & light headedness.
#From O2years prior to admission till now he was experiencing intermittent
burning type epigastric pain with no radiation which was aggravated by taking
spicy foods like “key wot” but without relieving factor noticed by the pt. The
pain usually awakens the pt @ the night. For the above compliant he visited a
nearby health center where he was given Omeprazole to be taken 2X/day for
10days. For the past #2yrs he was taking this medication repeatedly when his
symptoms reappear.

No hx drug use except the medication explained above.(nsaiDs-rF)

No hx of cigarette smoking or chronic alcohol consumption. (grs)

His regular dietary habit is ‘injera’ made of ‘teff’ & ‘shiro’ made of ‘atter.’ (pietary RFs—
smoked food...)

He has no hx of previous abdominal surgery. (rr)

No hx of burn or trauma to the head. (stress ulcer)

No hx of similar illness in the family. (rf-- pup +Gastric ca)

No hx of difficulty or pain during swallowing.(Gastric ca @ GE junction)
No hx of radiation therapy.(rr-gastric ca)

No hx of swelling in the neck or axilla. (Lap in gastric ca)

No hx of yellowish discoloration of the eye or itching sensation (hepatobiliary disease with
vomiting-DDx)

v No hx of chronic cough, contact with chronic cougher or previous TB RX.(gastric T8)
v" No self/family hx of DM, HTN or asthma
v" Has been screened for RVI 08 months back & found to be NR

Finally he was admitted to- our hospital supported by his families

NN N NS S U VR NN
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SBONSHIAB

SBO 2° to???

» Volvulus
v’ Volvulus is a twisting of a portion of bowel about its mesentry.
o Common (cmn) in rural parts of Ethiopia.
* Why?
1. Redundant small bowel (vegeterians)
2. Heavy meal (1-2X/day)
3. Strong abdominal muscle
» Previous abdominal or pelvic surgery
o Post-op adhesion
*Cmn in developed countries & major cities of Ethiopia
> Incarcerated hernia
o Incarcerated=permanent trapping
o Strangulation=arterial + venous occlusion
» Malignancy
o E.g.lymphoma...
» Inflammatory Bowel Disease
o Crohn Disease
» Infection
o Intestinal TB
» Pediatric group

o Intussusception
*peak incidence between 5 & 10months of age

*90% idiopathic, but URTI & AGE may precede the condition
*ileo-colic cmn in most children (77%)

> Clinical presentations (intussusception)

Hy

» bloody diarrhea(currant jelly stool)
= intermittent crying with the laps towards the abdomen
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P/E

o Dance’s sign-elongated mass in RUQ with absence of bowel in
the RLQ

o DRE=>blood stained mucus on examining finger (use little finger)
> Investigations for intussusception
o Barium enema-ileocolic
= Claw sign
o Abdominal u/s = high diagnostic sensitivity
= Dougnut sign
e Appearance of concentric rings transverse section
= Target sign
> Treatment of intussusception
» Resuscitation
» IV antibiotics

» Radiographic (pneumatic or hydrostatic) or surgical reduction

Extra-mural
Extramural Intra-mural Intra-luminal
e Adhesion e volvulus e Fecal impaction
e Hernias ¢ Malignancy e Worms
e Carcinomatosis e Stricture (A.lumboricoides)
o  Mass effect o IBD e Gallstones
e Intussusception
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Clinical Presentations (SBO)
Z) History

A. Nausea & Vomiting
i. If frequent
> It tells us the level of obstruction

RO

** More frequent in proximal obstruction
ii. Timing (between the onset of the pain & the vomiting)

> Early=»suspect proximal obstruction
NB*Becareful=» =>rapid dehydration=>electrolyte derangement

B. Crampy Periumblical pain
i. Simple obstruction=»intermittent pain
ii. Strangulated=»steady pain
*In distal SBO pain is predominant
C. Constipation
i. Absolute constipation/ obstipation
> absence of feces + flatus =»complete
ii. Relative
» Can pass flatus=> partial
d. Distension
> In distal SBO =central distension
» In proximal SBO=minimal distension
» In LBO =pronounced distension

Proximal Distal

Vo-wu:t{,y\g/ Early & profuse | delayed Mayn’t have vomiting
Abd. Painvv Predominant

(periumblical) | lower abdominal
Cmmatww It may take 1 or 2 days to empty the bowel distal Early

to the obstruction.coz it was already there!!!

Distension Minimal Central Pronounced distension
distension
= Little evidence of | Multiple dilated | The colon proximal to the
Radiograph . ? 2 e
dilated loops small bowel | obstruction is dilated
loops *Small bowel will be dilated only

if incompetent ileocaecal valve

Cardinal Clinical features of acute obstruction
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Intestinal Obstruction

Based on lumen caliber Based on complication

Partial

Complete Simple Strangulated

No complication

2) Physical Exauminatio
v General Appearance
o Quietly lying down/not

v’ Vital signs Dehydration

0
o PRT 5| *Dry skin & tongue
v’ Signs of dehydration >| *Sunken eye bally
v On Abdominal examination # notice... )| *Poor venouws flling

. * P2 P2
o Inspection | Foliguriov

e Abdominal distension

o Proximal vs distal
= more pronounced in distal obstruction
e visible peristalsis
e Look for surgical scars
e look hernial sites carefully
o Palpation
= tenderness
=  mass
o Percussion
= tympanicity
= signs of fluid collection
o Auscultation
e Bowel sounds
o Early
=  Hyperactive
o Late
= Hypoactive
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o OnDRE...

If gross blood on examining finger—> (malignancy or strangulation)
Presence or absence of fecal matter

= Complete vs partial

***Check the following evidences for<<>> intestinal strangulation-> surgical emergency

[ Physical Examinatior ]
1/General appearance
(), VVH MO‘Y)’ v Quietly lying down [I’M/WLOH/
1/ abdominal pain=»become steady /| 2/Vital signs 1/CBC=leukoctosis
Z/Fever v Febrile
v/ Tachycardic
3/Abdominal exmination
v'  Peritoneal signs +ve
+ Tenderness
+ Rigidity
NB

whew wtry to-Dx.. approach>

1. Is it mechanical obstruction or ileus?

*Colicky pain is not its feature paralytic ileus & it become significant if 72 hrs lapsed after
laparatomy but still...
e No bowel sound
No passage of flatus
2. What is the underlying cause?
3. Is it partial or complete obstruction?

4. Is it simple or strangulated?

NB

# ureteral colic= G/Appearance—>restless patient...busy finding comfortable position
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SAMPLE Hx

e/e

Periumblical abdominal pain of 3day duration

HPI

This pt was LRH 3day back @ which time he started to experience
sudden onset severe intermittent crampy periumblical pain without
known aggravating or relieving factor. About 3-4hrs after the onset of
the pain he started to experience bilious, non-projectile, non-blood
tingled, non-foul smelling vomiting about 5-7X/day. Associated with
this he started to experience failure to pass feces & flatus (write the duration)
with central distension of the abdomen.
For the above compliant.........coeeeicreeenieccrreeeeieccrnereeeeeeseseeenesescnnns
= No hx of previous abdominal surgery.(post-op adhesion)
= No hx of fever, wt loss or swelling in the neck, axilla or
groin.(lymphoma)
= No hx of chronic cough, contact with known TB pt or
previous TB RX (intestinal TB)
= No hx of yellowish discoloration of the eyes or itching
sensation. nepatobiiary disease...
= No hx of smoking, NSAIDS use or chronic alcohol
consumption (RFs for GOO)
= His regular diet is “shiro” made of “atter” & “injera”
made of “teff”, 2-3x/day.
= No self/ family hx of DM,HTN or asthma
= Not screened for RVI but he has no hx of MSP, chronic
diarrhea or HZV attack

Finally he was admitted to-our Nosp.............cccocovceiiiiiiiniiiiiiinns
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Investigations

Diagnostic

v Abdominal radiograph (Erect or supine)
*  What to look on x-ray for obstruction? Jhe triad
1) Air-fluid level
2) Width of the bowel
3) Paucity of Colonic air

Dilated if > 03cms

Triad (SBO)

No colonic air
Multiple air fluid level L

SBO s LBO onplacn abd: x-ray
*In SBO
1) Site=The obstructed bowel is central & lie transversely
2) Anatomical landmarks
o Valvulae conniventes of small bowel completely pass across the

width of the bowel & are regularly spaced unlike haustral folds in
large bowel

*in LBO =haustral folds are spaced irregularly & don’t cross the whole
diameter of the bowel (only 1/3)
3) No or minimal gas is seen in the colon incase SBO

*incase of LBO air may be absent or minimally present only in the rectum

v Enteroclysis

= gold standard...partial vs complete

v barium as a contrast is contraindicated if perforation exists > peritonitis
v' CT-scan & MRI

v U/s
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Lab. Studies

v" CBC----in case of strangulation<<>> leukocytosis
v Degree of dehydration
®* RFT, Hct
e BUN & Hctrise, giving a secondary polycythemia
v’ Sr. electrolyte
<<>>dehydration<>electrolyte imbalance

*NB** Delwdration & electrolyte loss are due to-

1) Reduced oral intake

2) Defective intestinal absorption

3) Losses as a result of vomiting

4) Sequestration in the bowel lumen

5) Transudation of fluid in to the peritoneal cavity

Management

1. Conservative( supportive) Rx
= Secure NGT

v For bowel decompression=>see page 90 for NGT
= SecurelV line
v Fluid & electrolyte replacement

*Water & sodium loss=» Give Hartmann’s soln. or Normal Saline
= Analgesics & antiemetic

= Antibiotics (broad spectrum)
4 Mandatory for all pts undergoing surgery
2. Surgical Rx

= |ndication for early intervention

4 Signs & symptoms of intestinal strangulation
4 Obstructed external hernia
4 Obstruction in a ’virgin’ abdomen

Operative decompression

= The type of surgical procedure required will depend upon the cause of
obstruction

4 Division of adhesions (enterolysis/adhesiolysis)
4 Excision
4 Bypass or proximal decompression
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- Elderly

> Anatomical RFs
> Diet

o High residue diet
» Chronic constipation

LBO 2°to??? DDy
v’ Volvulus

> Sigmoid volvulus
= Risk factors(RFs)

Anatomic RF

o Long mesentry
o Narrow base

o Elongated colon (redundant)
» Cecal
» Colonic

v' Malignancy

Colorectal ca.
v Fecal Impaction

v’ Stricture
> IBD

> Diverticular disease
v’ Pediatric group

» Imperforate anus
Clinical Presentation
1) History
o Abdominal distension

- Ask hx of obstipation
o Nausea & Vomiting

-LBO may not cause vomiting despite markedly distended abdomen
o Crampy abdominal pain
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Ask about...
#The onset

1. Abrupt=>acute obstructive events
—>Cecal or sigmoid volvulus
2. Chronic constipation, straining @stool
->Diverticular disease
->Cancer
#stool caliber change—> Cancer

NB
**Sigmoid colon & rectal tumors cause colonic obstruction earlier than right sided colon.
**Attempt to distinguish

v' Complete vs partial
v" Simple Vs strangulated

2) Physical Exauminatio

1) General appearance
2) Vital signs
3) Signs of dehydration
4) Abdominal examination
i)Hyper-tympanic on percussion
ii)Hypoactive bowel sound
iii) May be tender
O Inguinal & femoral hernial examination
5) DRE
i) Hard stool=» impaction
ii) Soft stool=> obstipation
ili)Empty vault=>»obstruction proximal to the level that our finger can reach
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SAMPLE Hx
e/e

Failure to pass feces of 2days & flatus of 1day duration

HPJI

This patient was last relatively healthy #03 days back @ which time he
started to experience severe intermittent crampy lower left abdominal
pain without known aggravating or relieving factor.#02 days prior to
admission he started to experience failure to pass feces associated
with distension of the lower abdomen which was relieved by passing
flatus.
One day prior to admission he totally failed to pass both feces &
flatus. In addition the abdominal pain & the distension progresses to
become generalized. He has experienced nausea but no vomiting.
He had history of similar episode #03months back for which he was
deflated with rectal tube in our hospital.

v" No hx of rectal bleeding, tenesmus or wt loss

v No hx of tinnitus, vertigo or blurring of vision

v" No hx of similar illness in the family

v" No hx of previous abdominal surgery

v" No hx of chronic cough, contact with chronic cougher or

previous TB Rx
v No self/family hx of DM, HTN or asthma
v’ Screened for RVI 2yrs back & found to NR

Finally he was admitted to- our hospital supported
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Investigations

Diagnostic
v Radiograph (erect /flat)
e Plain abdominal x-ray
*What to look for?
v’ Dialated bowel loop

e >05 cms for large bowel

o If for small bowel >03 cms is dialated
v’ Paucity of air

e Absent or reduced air in the rectum

v’ Important to differentiate complete from
partial obstruction
v’ Air fluid level

*How to differentiate LBO from SBO?
<<+>>Anatomic markers

v Haustral markings LBO
v Valvulaie conventi >SBO

o Regular spacing & go the whole length
<<+>>Colonic air absent in case of SBO

v’ Lower Gl Endoscope
++ E.g. sigmoidosopy

o Has diagnostic & therapeutic importance
v’ Contrast studies with enema

X/
0’0

Contraindicated in case of perforation or gangrenous change
v CT-scan
Lab. studies

v CBC=in case of strangulation<<>>leukocytosis

v Serum electrolyte= Coz dehydration can lead to electrolyte imbalance
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e Depends on the underlying cause

LBO Z to-sigmoid volvulus

Is it...
/
/ \
Simple obstruction (viable) Strangulated
v Deflation Strangulated cContraindicated for deflation
o With sigmoidoscopy & a flatus tube v’ Secure lv line
o :epeat x-ray to ensure that decompression o Resuscitate
as occurred 3}
=  The tube should be secured for 24hrs v Catheterize

o There is 50% risk of recurrence =the
definitive mgt is surgery

v Surgery should be done 01-02 weeks

o Follow urine output for
adequacy of resuscitation
v’ Antibiotics-broad spectrum

dfter the deflation BN
*{/Vhy? f v’ Anti-pain
=»To buy time for the inflammation & edema to o Lap aratomy &
subside. o Gangrenous sigmoid resected
v’ Pre-op preparation o Hartman’s procedure
o Bowelpreparalion = Sigmoidectomy
(*See page 113*) = Proximal colostomy
v Surgical OptiOﬂS + See colostomy @page 91
o Resection & anastomosis » Closed distal end

o Paul-mikulicz procedure
o Sigmoid colectomy

N B % %k k
Evidences for intestinal strangulation

- [ Physical Examination ]
OW‘HM 1/General appearance
1/ abdominal pain=»become steady v' Quietly lying down .[M%Z‘WLOI’I/
2/Fever 2/Vital signs -
v ; 1/CBC=leukoctosis
Febrile

v' Tachycardic

3/Abdominal exmination
v'  Peritoneal signs +ve
+ Tenderness
+ Rigidity
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1) Aging

» >50yrs=» increased risk

» Median age @ Dx of colorectal ca is 62.
2) Genetic factors

» Progression from premalignant to invasive Ca.
o FAP (Familial adenomatous polyposis)
= Mutation in APC gene
= More than 100 colonic adenomas are diagnostic
= Rare but in known FAP pts life time risk of developing
colorectal ca is 100% by age of 50
Prophylactic surgery is indicated to prevent colorectal ca.
o HNPCC (hereditary non-polyposis colon ca.) or lynch syndrome
= Error in mismatch repair
= More cmn than FAP & in known HNPCC pts there is 70-
80% life time risk of developing colorectal ca.

= Pts with HNPCC - subjected to regular colonoscopic
surveillance

» Familial colorectal ca.(Hereditary RF)
o Accounts 10-15% of colorectal ca.

o Risk rises with no# of first degree relatives affected
> Hx of breast ca.

o BRCA2
» Hx prostate or lung ca in men
3) Environmental factors
» “SAD” factors
o Smoking
o Alcohol abuse
o Dietary factors
= High intake of red meat

o Red meat components (haem & N-nitroso cpds) have
shown effect on the DNA in colorectal mucosa
= High intake of animal fat

¢ Direct toxic effect to the colonic mucosa=» early malignant
change
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= Low fiber diet

e Because of increased exposure to dietary

carcinogens

o increased roughage is associated with reduced bowel

transit time=»reduced exposure
» obesity & sedentary life style

3) Inflammatory
> IBD

o Particularly chronic UC

Because chronic inflammation predisposes the mucosa to

malignant changes
4) Others

» Previous hx of surgery for colorectal ca.

o Recurrence risk 20-40%
> Pelvic irradiation

» ?Cholecystectomy

o Possibly as a consequence of increased bile acid exposure
» ureterosigmoidostomy

_—

é‘lppmadmto— Rfm

Aging=»dominant RF

— —;Zienetlcj_ctors:, || Environ meni_L_ | [ :lnflammggo ,:,—
> FAP > SAD factors > UucC
> HNPCC > Obesity > CD
> Familial colonic ca

DEBOL
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Clinical Presentations

* CPs of colorectal ca depend on tumor size, type & location

1) History
v’ Rectal bleeding
e Gross

e For suspected occult bleeding=> FOBT (INVx)
Change in bowel habit
e Chronic constipation or diarrhea
May complain of abdominal pain
Feeling of incomplete voiding
symptoms of Intestinal obstruction->left sided ca
Tenesmus—>cmn in rectal ca
Anemia symptoms (tinnitus, blurring of vision & light headedness)
e Unexplained iron deficiency anemia
e Cmn as initial presentation in Rt. sided tumors
v Unexplained wt loss —

<

ANANANA YN

v’ easy fatigability — constitutional symptoms of malignancy
v/ anorexia —_—
2) Physical Examination
<+ G/A

o Chronically sick looking/not
o Nutritional status (looks malnourished or not)
V/S
HEENT
o Signs of anemia (eye=pale conjunctiva + mouth &throat=pale
buccal mucosa)
o Signs of liver involvement-metastasis...= icteric sclera (eye)
LGS>LAP
Chest examination
o If metastasis...signs of pleural effusion
+ Abd. examination
o In advanced cases there may be...
= Palpable abdominal mass
= Hepatomegally
= Ascites

R/ R/
0’0 0’0

0’0

X/
0’0
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o DRE
= |n case of rectal ca.~>
e Characterize tumor size, location, surface,
consistency, fixation to the underlying or
overlying structure
e Blood on examining finger

Modes of spread (colorectal ca) |

Sacy) ZB* ites of distal metastasi
; 'mn sites of distal metastasis
2) Lymphatic v’ Liver=®most cmn
3) Hematogenous V' Lung
4) Transcoelomic v’ Carcinomatosis
=Diffuse peritoneal metastasis

Tumors that arise from distal rectum may metastasis initially to the lung.
=  75-80% pts present with localized disease

= Adenocarconoma >95%

= When u write ur ass’t be specific=>Don’t say colorectal ca...

o Say colonic or rectal ca.

DDx

> Inflammatory bowel disease (IBD)
o CD
o UC

> Diverticulosis
> Hemorrhoids (bright red bleeding +/- pain)

o Seepage 200 for hemorrhoids
> Anal fissure (bright red bleeding + pain)

o Seepage 203 for anal fissure
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SAMPLE Hx

e/e
Bleeding per rectum of 06 months duration

HPJI

This pt was LRH 06 months back @ which time she started to experience
bleeding per rectum which was tingled with mucoid, foul smelling diarrhea
4-5x/day. Associated with this she started to experience dull aching left lower
abdominal pain without known aggravating or relieving factor noticed by the
pt. #02 month prior to admission she started to experience tinnitus, light
headedness & blurring of vision. In addition she started to experience loss
of appetite, easy fatigability & significant weight loss of 5kg for the past 06
months (from 59 to 54kg. >5% in 06 months).But she didn’t experience
abdominal distension, failure to pass feces or feeling of incomplete defecation.
For the above complaints she visited a local health center @ Dabat 02 months
prior to admission where stool examination was done & treated for amebiasis.
But there was no improvement & finally they referred her to our hospital for
better investigation & management.

e Her father died 20yrs back @ the age of 73 by similar illness.(Genetic
Rfs)

e No hx of breast,endometrial or ovarian cancer.(RFs)

« She has no hx previous abdominal surgery.( for colorectal ca—recurrence)

e Her regular dietary habit is “injera” made of “teff” & shirowot made
of “atter.” (sap..rfs)

e She has no hx chronic alcohol cosumption or cigarette
smoking.(sAp...Rfs)

e She has no hx of radiation therapy.(rrs—radiation to the pelvic)

¢ No hx of yellowish discoloration of the eyes, bone pain or
hemoptysis.(metastasis)

¢ No hx of chronic cough, contact with chronic cougher or Previous TB
Rx

e She has no self or family hx of DM, HTN or asthma

e She was screened for RVI 4 months back & found to be NR

Finally she was admitted to-ouwr hospitoal walking
by herself
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Investigations

Diagnostic

v Colonoscopy
Advantages
v You can see the entire colon
v’ Has advantage on detecting synchronous ca.

/7 . .
** Synchronous colorectal carcinoma refers to more than one primary
colorectal carcinoma detected in a single patient at initial presentation. Or

pt presented with colorectal ca within #06 month after surgery was done
for colorectal ca.

+* NB*Metachronous-> defined as a secondary colorectal cancer occurring
more than 6 months after the index cancer.

v’ You can take biopsy
Disadvantages
v Most invasive
v" Needs bowel preparation & IV sedation
v’ Risk of perforation or bleeding

v__costly
Advantages

v' Enemal bowel preparation only but sedation isn’t necessary
v' Slight risk of perforation or bleeding
v You can take biopsy
Disadvantages
v’ you can see only up to splenic flexure (60cms)
¢ You may miss detecting synchronous polyps
(I.e. you may miss proximal lesions)
v’ Colonoscopy is required if polyp is found
v Imaging
v Double contrast bawivuwnw enemav (DCBE)

e A double-contrast barium enema is a form of contrast
radiography in which x-rays of the colon and rectum are
taken using two forms of contrast to make the structures
easier to see.

o (1) Liquid containing bawium(that is, a radio-
contrast agent) is put into the rectum.
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o (2) Airis also put into the rectum and colon to
further enhance the x-ray.

v' What to see?
o Constant irregular filling defects (‘Apple core’ sign)

Advantages of DCBE

e Examines entire colon

e Good sensitivity for polyps >1cm
Disadvantages

e Require bowel preparation
Less sensitivity for polyps <1cm
e May miss lesions in sigmoid colon
e Colonoscopy required if +ve result

v' Abdomino-pelvic CT-Scan
e For diagnosis & staging

* Metastatic workup

v' U/S of liver
v" CXR

v' Abdominal/ pelvic/chest CT-Scan
v" Abdominal/ pelvic MRI

Lab studies

v FOBT(fecal occult blood test)
v’ Blood studies

v CBC

v’ OFT

v" Serum chemistries

v" Tumor markers

v" Serum CEA level=> More sensitive indicator of recurrence

(important for post-op follow-up) but no role in screening
or Dx.
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Management

Pre-op preparation
v Correct Anemia

o Hct should be >30 for operating

if emergent surgery is needed-> consider blood transfusion

o Seepage 273 for blood tramsfusion
v Bowel preparation

o For elective pts
o Seepage 194 for bowel prep.
Principle of colorectal ca. mgt

o Surgical Rx
o Medical care

Chemotherapy
Radiation therapy

1) Swrgical Ry

Depend on presentation

+«» Acute on chronic base
presentation->obstructive symptoms
Because the bowel isn’t prepared

o We will not consider anastomosis

of the bowel or definitive Rx
Defunctioning colostomy

0
0'0

o
o Loop colostomy proximal to the

tumor

o Seepage 191 for —
colostomy

Elective
s Then definitive Rx

D3

% Definitive Rx after
preparation

*
A X4

Principle of resection in colorectal ca/ Definitive Rx/
=» Complete removal of

1. The tumor a. Involved adjacent
2. The major vascular pedicles structures (itficult in case of rectal ca.)
3. The lymphatic drainage &
DEBOL
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+* Types of resection (colectomy) in colonic ca.

v Right hemicolectomy v'  Left hemicolectomy v" Sigmoid colectomy
v' Extended rt. v'  Extended left v" Total colectomy with
hemicolectomy hemicolectomy ileorectal anastomosis

*» Types of resection in rectal ca.

= it is based on the distance from the sphincter=> Rigid proctosigmoidoscopy should
be done to accurately measure the exact distance of the tumor from the anal sphincter.

+ Anterior resection
+* Lower anterior resection
+» Abdominal perineal resection/APR-> If below 7cms
o complete excision of the rectum and anus &
o End permanent colostomy
2) Medical cawe
v Chemotherapy
e Systemic chemotherapy
e Adjuvant
v Radiationtherapy
Post-op complications
+ Bleeding
Anastomosis leak
Colostomy related complications
o Seepage 192 for the complications
Intra- op injury to the adjacent structures
DVT & embolism

D)

R/ R/
0’0 0’0

R/ R/ R/
0’0 0’0 0’0

Wound related complications
Anesthesia related complications

3

*

R/
0’0

Recurrence

NB*
Adverse prognosis if

Post-op follow-up

Nutritional rehabilitation Younger age < 40 yr
Serum CEA level * Longer duration of symptoms

) * Obstruction/ perforation
Metastatic work up

. * Ulcerative lesion
Psychological support

O/ R/ R/ R/
0‘0 0’0 0’0 0’0
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SAMPLTAS IO ONBOD,

BOO Z 70?777 DDX

1. BPH

2. Prostatic ca

3. Bladder ca

4. Urethral stricture
5. Bladder neck contracture

e E.g. following aggressive resection of a small prostate
6. Bladder stone

7. Bladder trauma
8. Neurogenic bladder—functional obstruction

Discussion of the DDX
1) BPH
*Common cause of BOO in elderly > 70yrs

*LUTS (Lower Urinary Tract Symptoms)

=The voiding dysfunction that results from prostatic enlargement & Bladder Outflow
Obstruction (BOO)

*Not all men with BPH have LUTS & the vice versa
*hyperplasia of the gland = on periurethral & transition zone

Clinical presentations

1) History
> How to approach symptoms of BPH--
| Voiding (obstructive) symptoms | | Storage (irritative) symptoms |

— Hesitancy — Frequency
— Poor flow Put it in Day:Night ratio

Ask if Improved/ not > by straining = Urgenc_y
— Intermittent stream — Nocturia

Stops and starts — Urgeincontinence

— dribbling

Including Post-micturition
— Sensation of poor bladder emptying
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Special attention to....

O
O
O

Onset & duration of symptoms
Precipitating factors
General health issues including sexual history
= ...Erectile & ejaculatory dysfunction
Severity of symptoms & how they are affecting the patients quality
of life
Medication intake
= E.g.--- anti-histamines, anti-hypertensives, anti-cholinergics,
tricyclic antidepressants>these drugs can induce retention
Previously attempted Rx

2) Physical Examinatiovw

» Focus on
++ Signs of anemia

= Kidney > erythropoietin production...

+* Suprapubic area

= For bladder distension

*+ DRE

DEBOL

» Prostate
1. Size
*Measure (by finger) & approximate if reachable

surface DRE reporting format

Consistency e inspection

oOukwN

Contour o No ulceration or no visible protruding
Fixity mass
Medial sulcus e Palpation

o Normotonic anal sphincter

o There is palpable mass which is non-
tender with smooth surface, regular
border, firm in consistency, not fixed to
the rectal mucosa & palpable medial
sulcus but the upper border isn’t

reachable.

How to-take Hy in surgery+++QUICK REVISION o No blood on the examining finger
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BPH Possible findings during DRE Prostatic ca

-/1.-=Enlarged Size=Enlarged
(Measure) Urethral stricture (Measure)
=Smooth e Palpable beadings Surface:May be
=Firm on urethral
I nodular
=we" examination 4 4
e Normal prostate Consistency=hard
ned findings on DRE Contours=ill
examination 4 J
=Not fixed to e youcan’t advance a def'ned/'"egm
al mucosa catheter Fixity= fixed t
rectal muco

Medial
sable =obliter

*» Also assess...
1. Absence or presence of fluctuation
o Prostatic abscess
2. Tenderness
o Prostitis
= Anal sphincter tone & bulbocavernous muscle reflex
o ...neurological disorder

» Urine analysis
» Urine culture |

> Srelectrolytes |
> Sr creatinine -
> Hct International prostate symptom score (IPSS)
*scored out of 35 & has 7 components
*it tells us how severe the patients’ symptoms are
=> 0-7=Mild
= 8-19=Moderate
=»20-35=Severe
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Management of BPH

1) Watchful waiting

o For mild symptoms, follow-up—>1 to 2 times yearly
o Offer suggestions that help to reduce symptoms
= Avoid caffeine and alcohol
= Avoid decongestants and antihistamines

2) Medical mgt
3) Surgical mgt

Medical
[ |

¢

’ 1) a-adnergic blockers

E.g. tamsolusin

MOA: act on a-receptors in the smooth muscles of prostate & decrease its tone

2) 5a reductase inhibitors

prostate over several months

MOA: inhibit conversion of testosterone to its potent form (DHT) & shrink the

NB*this drugs can be given in combination or as a single agent

e ——————

Indications

1) AUR
2) Chronic urinary retention & renal

impairment
e  Hydroureter or hydronephrosis
e  Residual urine> or =200ml
e  Raised BUN

®  Uraemic manifestations

3) Complications of BOO

*infection, stone, diverticulum formation...
4) Symptoms are severe enough to
bother the patient and affect his quality
of life
5) Failed medical Rx

DEBOL
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Surgical methods

Minimally invasive procedure

1) Trans-urethral resection/TURP
*Gold standard

| Open surgery

2)Retropubic
*commonly done in our setup
(Gondar university hospital)
3)Transvesical
4)Perineal
*Obsolete nowadays

Specific complications of the Surgery

1) Bleeding

2) retro-grade ejaculation
3) Incontinence

4) Impotence

5) Urethral stricture

6) Bladder neck contracture




NB*
If the pt present with AUR->the mgt initially is...
e Urethral catheterization then arrange urological mgt...

o Seepage 206 for uwrethwal catheterigation

: When compared to prostatic ca :

! BPH causes LUTS earlier. WHY? |

1) Pr-ostitne Co

Risk Factors

e Genetics
o Ask similar illness in the family... e CCTTTTTTTTTTmTTT T
. ! Prostatic ca.
o Diet | o 70% arise from peripheral zone
o Dietary hx? | e 95% are adenocarcinoma
= Fat intake CTTTTTTTTTTmm T T e m e
e Obesity

e Hormonal
o High levels of LH , testosterone : DHT ratio

Clinical Presentations

e Urinary complaints or retention
e Back pain
e Hematuria

e Advanced disease
o Wt loss & anorexia
Anemia
Bone pain with /without pathologic fracture
Neurologic deficit from spinal cord compression
Lower extremity pain & edema due to obstruction of venous &
lymphatic tributaries by nodal metastasis

o O O O

Prostatic ca on DRE

1

i !

1

E Size=Enlarged (Measure) Surface=May be nodular |

! Consistency=hard Contours=ill defined/irregular E

i_ Fixity= fixed to rectal mucosa Medial sulcus =obliterated '
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Investigations

* PSA level

— PSA velocity
— PSA density [percentage of free PSA]
* The lower the percentage of free PSA , the higher the likelihood of ca .

* Prostate biopsy
— Done when PSA level is elevated or abnormal DRE

* Ultrasonography
—>What to look on u/s for prostatic ca.?

* Enlarged prostate
* Nodular surface

* calcification

*  Capsular invasion

* CT, MRI =for staging
* Bone scan

Mgt of prostatic ca.

Localized disease

Radical prostatectomy
Radiation therapy

Active surveillance

Androgen deprivation therapy

/ / / K/
0’0 0’0 0’0 0’0

[ADT] v

¢ Palliation of pain
s Attempt to slow further

progression of disease
v" LHRH agonists
v' Antiandrogens
v" Orchidectomy
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INEE)E)lgtelel

1

Risk Factors

e Environmental factors (80%)

o Cigarette smoking
o Occupational exposures
e Medical RFs
o Radiation therapy to the pelvis
o Chemotherapy with cyclophospamide

o Prolonged indwelling catheter due to spinal cord injury > RF
for Squamous Cell Ca.(SCC)

S.hematobium > SCC

NB**transitional/urothelial/ cell carcinoma is the most cmn-90%
**common in males & elderly

Clinical Presentations

¢ Irritative bladder symptoms(20-30%)-> appear before the
hematuria

Dysuria
Urgency
Frequency...

¢ Painless gross hematuria (80-90% of cases) =>terminal reddish

discoloration of urine (the discoloration come at the end of
urination)

+* In advanced cases
= Pelvic/ bone pain

Lower extremity edema

1. Due to compression of iliac vessels
Flank pain

1. Due to ureteral obstruction

NB**
Sowrce: of hematwriak>based ow the timing duwring
mictuiwratior

v' @ the beginning=>urethra

v @ the end=»bladder neck + prostate
v Throughout=> high up in the kidneys & ureter

~civiHS
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Investigations

* Urinalysis
* urine culture
* before any endoscopic procedure
* Urine cytology
* Cystoscopy
* u/s
* LFT (liver metastasis) , ALP (bone metastasis)

Mgt of Bladder ca.
e Non muscle invasive

o Immunotherapy & chemotherapy
= Intravesical BCG

o TURBT
= Electrocautery

o Radical cystectomy
= High risk

e Muscle invasive

Radical cystectomy

Pelvic lymphadenectomy
Urinary diversion
Neoadjuvant chemotherapy

OEeOR © O

e Metastatic

o Chemotherapy
o Radiation therapy
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) Urethwo

Causes

¢ Inflammatory/infectious/ stricture
e Gonoccocal infection
CPs=>» Penile discharge, dysuria...
NB*Bulbar urethra—cmn site

NB*prostate—cmn site
*multiple strictures @ the site
e Traumatic stricture
--Instrumentation (for therapeutic or diagnostic)
E.g. prolonged catheterization...
--pelvic injury
Clinical presentations

e The voiding symptoms of urethral stricture are very similar to BPH
e Suspect the Dx in a young man with poor urinary stream

Urethral stricture on P/E
e Palpable beadings/scaring on urethral examination
o Normal prostate findings on PR examination

e you can’t advance a catheter

e Urethroscopy

o The stricture will be viewed as circumferential scar
e Urethrography

o Show the extent & severity of the stricture

e Urethral dilation
e Endoscopic (internal) urethrotomy
e Urethroplasty
NB*
In case of AUR (even though rare)=>suprapubic catheterization

o Seepage 208 for suprapubic catheterigation
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e Common in male children
¢ Is the difficulty of urination position dependent or not? =»bladder stone
¢ Pain on the tip of the penis + hx of stone passage-> urethral

v’ Triad of symptoms

Gross hematuria

Difficulty of voiding

Suprapubic pain/tenderness

» Urinary retention
o Acute Urinary Retention (AUR)

Precipitated by

=  postponement of micturation
o Cmn after heavy drinking of alcohol in social gathering
= Medications

= Perianal pain
= UTI
o Chronic urinary retention
= Due to Vesiculoureteral junction incompetence
>Bilateral hydronephrosis...
Renal insufficiency
Recurrent UTI
Gross hematuria
Bladder caliculi
Dierticulum formation
Renal Failure-rare

VYVVVYVY
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SAMPLE Hx
JD

Age= 68yrs old

e/e

Difficulty of urination of 06 months duration

H#HPJ

This pt was LRH 06 months back @ which time he started to experience
difficulty of urination associated with straining to initiate & maintain his
urination. In addition he started to experience urgency & frequency of
urination with D:N ratio of 10 to 6 which made his bed time difficult. He has also
a feeling of incomplete voiding & post micturation dribbling but no reddish
discoloration of urine.1 month back he was totally unable to pass urine after
drinking about 1 & % Liters of local tella on a social gathering. On the next day
he visited our hospital & he was catheterized which enable him to urinate.
10days prior to admission he returned on the appointed date for catheter
replacement & his catheter was changed. Currently he presented with total
failure to pass urine of 01 day duration after he removed the second catheter
because he felt discomfort.

» No hx of anorexia, easily fatigability or significant wt l0ss. (maiignancy constitutional

symptoms)
No hx of similar illness in the family. (genetic RF--prostatic ca)
No hx penile discharge, geital ulcer or MSP (urethral stricture—RF->symptoms)

No hx chronic cough, contact with a chronic cougher or previous TB Rx .
(uretheral stricture—TB)

No hx trauma to the pelvis. (traumatic stricture)

No hx of cigarette smoking or radiation therapy to the pelvis. (RF-bladder ca)
Has hx of river water contact but can’t recall post RWC itching.( rRF bladder ca)
No hx medication intake. (retension=>Anti-histamines, anti-cholinergics...)

No hx of position dependent sudden cessation of urine (bladder stone)

No hx of fever, chills or rigor. (complication--UTi)

No hx of tinnitus, blurring of vision or light headedess.(compiication—renai

insufficiency >anemia)

No hx of bone pain, hemoptysis or yellowish discoloration of the eyes. (metastasis)
No self /family hx of DM, HTN or Asthma

Screened for RVI & found to be NR 06 months back.

VVV VVVVVVYVY VVYVYVY

Finally he was admitted to- owr hospital supported by his families.
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General list of investigations in BOO

» CBC
o Information we may get->Anemia, leukocytosis

» Urine analysis

o Midstream urine

o Information we may get->Blood, leukocytes, bacteria, protein or glucose
» Urine culture=>To r/o infectious causes of irritative voiding

o Done if the Urinanalysis shows abnormality
» Sr. electrolytes & RFT=> chronic renal insufficiency...
» Ultrasound (abdominal ,renal ,trans-rectal)

o Prostate,what to look?
= Size
=  Surface
e Smooth/nodular
= Capsular invasion
= calcification
o Bladder ,what to look?
= Size
=  stone
o Degree of hydronephrosis

IVP
cystoscopy
Urine cytology—> Bladder ca.
PSA
o Screening for prostate ca.
= PSA velocity
= PSA density
o 4ng/ml
> Prostate biopsy

o In pts with elevated PSA
o Abnormal DRE

» CT/MRI
O For staging

» Urodynamic flow studies
O Done in best setups

YV VYVYVY

See the mgt inv each pauwt of the DDx discussion.
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SAMPLEETCIS TORY ON

> Infection...

e E.g. Due to chronic catheterization
o So, ask hx of catheterization
» Dietary + environmental factors...

e Low fluid intake(dehydration)-> low urine output

o increased concentration of urinary solutes=> @ risk of stone formation
o So, ask about fluid intake habit & the type of the fluid...
e Vitamin A deficiency
o Cause desquamation of renal epithelium—=>which act as a nidus for
stone deposition

e Dietrich in red meat, fish, eggs (rich in proteins (purines))
o Leads to hyperuricemia
o So, ask dietary hx...

e Living in hot climate area
» Medical conditions...
e Hyperparathyroidism
o Resultin a great increase in the elimination of calcium in the urine
e these pts “pass their skeleton in their urine”
e Gout

o Increases uric acid level & causes multiple uric acid stones
o Ask hx of joint pain, swelling, disability
e Especially at the base of big toe
e Crohn’s disease=>hyperoxaluria & malabsorption of magnesium

e Obesity

e HTN

e Medication hx
o e.g.

e acyclovir,sulfadiazine
¢ loop diureticsincrease calcium renal excretion
e glucocorticosteroids =»increase bone resorption
¢ Prolonged immobilization
o E.g. paraplegic pt
» Surgical hx
o Gastric bypass procedures, bariatric surgery, short bowel syndrome

e Enhanced enteric oxalate absorption—=>increased risk of stone
formation
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» Anatomical...

¢ Inadequate urinary drainage
E.g. Horse shoe kidney, un-ascended kidney
» Others...
e Prior hx of nephrolithiasis=>recurrence
e Family hx of nephrolithiasis

NB*

Renal stone=Nephrolithiasis
Ureteral stone=ureterolithiasis Urolithiasis
Bladder calculi

Clinical Presentations

» May be clinically silent (asymptomatic)
» Symptomatic stones are commonly associated with pain in the flank area
» Site of obstruction determine the location of the pain
v Upper ureteral or renal pelvic obstructions lead to flank pain
owhich is dull aching to pricking type
v Lower ureteral obstructions lead to colicky type of flank pain with
radiation from the loin to the groin area
o The radiation is due to irritation of genitofemoral nerve
o Patients are usually quite agitated and have difficulty in getting a
comfortable position unlike peritonitis pts.(writhe)
o The severity of the pain isn’t associated with the size of the stone
> In majority of symptomatic pts there is microscopic or gross hematuria
» Nausea and vomiting commonly accompany ureteral colic...
v’ as a result of pressure on the renal capsule
oDue to common innervation pathway of the renal pelvis,
stomach & intestine
e Through the celiac axis and vagal nerve afferents
> Due to recurrent UTI the pt may present with
v Fever with chills & rigor
v" Burning micturation, increased frequency of micturation & or
v' pyuria
> Urinary urgency or frequency may also be present if the obstruction is in
the distal ureter
> OnP/E

v" there may be guarding & rigidity on the back & abdominal muscles during
severe attacks of the pain
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Complications

e Calculus hydronephrosis
o due to back pressure>renal enlargement-> pain
e Calculus pyonephrosis
o Calculus hydronephrosis2>infected
e Renal failure
o staghorn calculi can lead to renal failure over years if it’s bilateral

= because they don’t typically produce symptoms unless the stone
results in urinary tract obstruction or infection

e Squamous cell ca----long standing stones—>increased risk

1. Pyelonephritis
CPs

o fever,chills
e N&V
e CVAT
2. Renal Cell Carcinoma (RCC)
RFs

e Cigarette smoking

e Obesity

e HTN

¢ Long term dialysis
CPs

¢ Flank pain
e Hematuria
¢ Palpable abdominal/flank mass
e Firm, homogenous, non-tender & moves with respiration
Mgt principles

e surgery, radiation therapy , chemotherapy , hormonal therapy ,
immunotherapy...combinations
Peri-renal abscess
Bladder ca
Renal trauma
Polycystic kidney disease
e Hematuria
e Hypertension
e Bilateral renal mass
e Nodular, firm to hard sometimes cystic

o wmhWw

7. Renal TB
e Frequency—>earliest
e Sterile pyuria
e Hematuria...
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SAMPLE Hx
e/e

Right flank pain of 2days duration

HPI

This pt was LRH 2 days back @ which time he started to experience sudden
onset severe intermittent colicky right flank pain with radiation to the right
groin area & the right medial thigh which was aggravated by going up stairs but
no relieving factor noticed by the pt. The pain started while he was trying to
urinate after drinking about 2 liters of beer from local beer house. Associated
with this he started to experience nausea & non-bilious, non-blood tingled, non-
foul smelling vomiting of ingested matter about 3-4X/day. One day prior to
admission he started to experience urgency, dysuria with D:N frequency of 5:3
but no fever, chills or rigor. In addition he noticed decreased amount of his urine
when compared to the previous times but no reddish discoloration of the urine.
This pt had hx of deep dull aching right flank pain 01 year prior to admission for
which he visited a private clinic in Gondar town where abdominal x-ray was
done. He was told to have small renal stones and he was given antipain &

advised to drinking plenty of water.

He usually drinks up to #02 glass of water/day. (dietary RF)

His regular dietary habit is “shiro” made of “atter” & “enjera” made of “teff.” (dietary RF)
No hx of catheterization.(uTI--RF)

No self/family hx of similar illness.( recurrence + RF)

No hx of prolonged immobilization. (RF)

No hx of abdominal surgery. (RF--bariatic surgery...)

No hx of medication intake except the antipain.(medication hx-RF)

No self/family hx of DM, HTN or gout.(medical conditions-RF)

No hx of penile discharge, genital ulcer or MSP. (RF-ascending infection)

No hx of tinnitus, blurring of vision or light headedness. (anemia>may have
microscopic hematuria in this pt)

No hx trauma to the abdomen or pelvic area. (renal trauma)

No hx of chronic cough, contact with chronic cougher or previous TB Rx. (renal TB)
No hx of anorexia, easily fatigability or significant wt loss

No hx of bone pain or hemoptysis

He has been screened for RVI 1yr back & found to be NR

Finally he was admitted to-our hospitald supported by his
omilion

SR SRV VRN R NENE R

ANENENENEN
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Investigations
Lab. studies
1. U/A

Information we get...
oHematuria

oBacteria, Leukocytes
oPH

v PH > 7...urea-splitting micro-organisms

a. proteus , pseudomonas , klebsiella , struvite
stone

v" PH < 5 = uric acid stones
ocrystals

v’ ca oxalate, uric acid, cystine
2. CBC

e Anemia, leukocytosis

3. Serum electrolytes
4. RFT (BUN & creatinine)

e Tor/o renal failure
Radiological studies

5. Plain x-ray (KUB)

KUB=Kidney+ureter+bladder

Will identify sufficiently large radio-opaque stones
6. IVU (intra-venous urography)

o |t tells us the presence & anatomical position of a calculus
e Also gives us information on the function of the kidneys
e Hydronephrosis, Hydrouretronephrosis can also be seen
o>6mm of ureter — hydroureter
7. Non-contrast enhanced helical CT scan
¢ Gold standard
8. u/s scanning

¢ valuable in locating stones for Rx by ESWL
9. Retrograde pyelography
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1. Conservative Rx

a. Pain mgt
< NSAIDS
v" Diclofenac, indomethacin
b. Hydration

R

< Small stones <5mm can pass with intake of plenty amount of fluid
v" Advice them to drink > 2L of water/day=around #08 glass
c. alpha-adrenergic blockers

< tamsulosin...
v ureteral smooth muscle relaxing effect

2. Medical Rx

a. alkalization of urine=>to dissolute the calculi

Using NaHCO3 or K'citrate (urinary PH should be between 6.5-7)
+*  Which stones dissolute?
v’ uric acid stones
v cystine stones

b. Chemoprophylaxis=>to prevent recurrence
+ Limitation of dietary components

7

< Addition of stone formation inhibitors (Magnesium & citrate) or
intestinal Calcium binders

7

*»  Avoid excess salt / protein intake

7

s Augmentation of fluid intake(>2L/day)

7

< Allopurinol

3. Surgical Rx

a. Non-invasive procedures

X/

+* PLS (percutaneous nephrolithotomy)
«* ECSWL (extracorporeal shock wave lithotripsy)
b. Open surgery
+* Pyelolithotomy
v Indicated for stones in the renal pelvis

* Nephrolithotomy

Emergency management of renal colic
a. Secure IV line & give

7/

< analgesics

v NSAIDs, PO
v’ Parentral narcotics
«  Fluid
v IV hydration
E— *» . antiemetic [rm—
DEBOL b. obstruction / infection
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Indications for surgical removal of a ureteric calculus

m Repeated attacks of pain and the stone is not moving

m Stone is enlarging

m Complete obstruction of the kidney

m Urine is infected

m Stone is too large to pass

m Stone is obstructing solitary kidney or there is bilateral obstruction

Surgical Rx of ureteric calculus

Endoscopic stone removal

v' Dormia basket
v Ureteric meatotomy
Ureteroscopic stone removal

v" Push bang
v’ Lithotripsy in-situ
Open surgery

v ureterolithotomy

NB*
If UTl is present, appropriate antibiotic is given & continued during & after surgery
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WIASLS

Lholelithiasis=> Stane in the gallbladder

> Gender=»Female sex

o

#03 times increased risk

» Increasing age
» Obesity
» Factors that predispose to gallbladder stasis. E.g. ...

o Pregnancy

= Mechanism=Because of increased progesterone exposure->reduce gallbladder
contractility=>bile stasis

o prolonged NPO with parenteral nutrition(PTN)

= Previous abdominal surgery. e.g.
e vagotomy—> Mechanism=denervation of gallbladder=> affects its motility

> Surgery. E.g. ...

O Truncal vagotomy in case of GOO(RXx)

o Post surgical biliary tract stricture

o Terminal ileum resection

e Mechanism=It affects enterohepatic circulation

» Drugs

o

Estrogen formulations=» E.g. OCP, medications for Prostatic ca.

¢ Mechanism=by increasing biliary cholesterol secretion
Colfibrate (hypolipidemic drug)=> Mechanism=by increasing hepatic elimination of
cholesterol via biliary secretion
Somatostatine analogues—> Mechanism=CCK inhibition...decrease gallbladder
emptying

< Hereditary 25%
<> Disorders of hemolysis

= Sickle cell anemia, Heriditary spherocytosis,Beta-thalassemia...
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Clinical Presentations

1. Lithogenic stage

2. Asymptomatic stage
3. Symptomatic stage
4. Complicated stage

1) History

*About 2/3 of pts with gallstone present with chronic cholecystits characterized

by recurrent attacks of pain.

> Pain

v’ characterization of the pain
e Site=>localized to the RUQ/epigastrium
e Quality=>colicky
e Pattern=>episodic in chronic one & Persistent in acute cholecystitis
e Radiation=May radiate to the right upper back or between the
scapulae

® Aggravating & relieving factors
o Usually begins postprandially after fatty meal
< Associated symptoms
v Nausea & vomiting
v’ fever

*Acute cholecystitis is seconday to gallstones in 90-95% of the cases
» about 80% of pts have compatible hx with chronic cholecystitis

v but the pain is unremitting type & may persist for several days
v' & the pt is often febrile ,complains of anorexia, N & V + reluctant to move

Pain characterization

= (OPQR’s*)
> Onset(1)
Pattern(3)
Quality(4)
Radiation(s)
Relieving & Aggravate factors(7)
Severity(2)
Site(s) —
E.g.... sudden onset severe intermittent colicky RUQ pain with radiation to the right upper back ==
which was aggravated by taking fatty meals & relieved by....

VVVYVYVYY

)3




2) Physical examination
S G/A
< vital signs
S HEENT

< Abdominal examination...

¢ In chronic cholecystitis P/E may reveal

o Mild RUQ tenderness during episodes of pain
¢ In acute cholecystitis

o Focal tenderness & guarding are usually present in
RUQ

Guarding=contraction of abdominal muscles on palpation

o Mwphy’sy sigw +ve

Inspiratory arrest with deep palpation in the
right subcoastal area

Complications of gallstone

1. Cholecystitis

» Well localized steady pain with rebound tenderness & guarding
» Murphy sign +ve

» No peritoneal signs present unless perforated
» Differentiate calculus vs acalculus cholecystitis

= Calculus

Have high suspicion
index for complication
when there is

e Hx of biliary pain
= Acalculus
e Persistent steady pain for > 6-8hrs
e No previous hx of biliary pain
e Inseverelyiill pts...e.g.elderly with D

*Fever

*Tachycardiav
2. Cholidocolilithiasis + or - Ascending cholangitis

» Charcot triad=» Reynolds’pentad (see page 69)
3. Acute pancreatitis

» Pain=severe steady sharp epigastric/mid-abdominal
» Radiation to the back
» Relieving factor=leaning 4wrd

» Associated smx=2»anorexia, N & V ,diarrhea may be present

*Hypotension

4:]- zt
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4. Gallbladder empyema
5. Gallstone ileus
6. Mirizzi syndrome

> Distended gallbladder causing common bile duct obstruction
» Cause elevated LFT

< PUD(Perforated/without perforation)
< Acute pancreatitis
< Appendicitis
o Before it shifts to RLQ
GERD
Hepatitis
Liver abscess
Acute pyelonephritis
Renal calculi
Diverticulitis
Gallbladder ca
o Painis late manifestation in malignancies
pneumonia
Pleuritis
Myocardial ischemia
HZA involving IC nerves

OO0 00VOVOVOLOO
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SAMPLE Hx

e/e

Right upper abdominal pain of 03 days duration

HPJ

This patient was LRH 03 days back at which time she started to experience
abrupt onset severe intermittent colicky RU abdominal pain with radiation to
the right upper back which was aggravated by taking fatty meal but no relieving
factor noticed by the pt. Associated with this she started to experience nausea
& bilious,non-projectile,non-blood tingled,non-foul smelling vomiting for about
4-5X/day immediately after taking a meal. Inaddition she started to experience
low grade intermittent fever but no chills or rigor.For the above compliant she
visited a LHC @ Dabat town where she was given #01 bag of IV fluid & they
referred her to our hospital for better investigation & management.

v' She was on oral contraceptive pill for the last 3 years but no hx of other
medication intake
She is a grand mutipara mother
She has no history of abdominal surgery
She has no hx of similar illness in the family
She has history of burning epigastric pain for the past 02 years but no hx
NSAID use or chronic alcohol consumption.(PUD)
She has no history of yellowish discoloration of eye, itching sensation or
color change in the urine & stool (choledocolithiasis)
v No hx of MSP, contact with jaundiced person or blood transfusion
(hepatitis)
She has no history flank pain or pain on passing urine(renal colic)
She has loss of appetite but no significant wt loss or easily fatigability
She has no history of chronic cough but has history of contact with known
TB patient who was on Anti-TB medication after diagnosed by sputum &
CXR examination.
v She has no self or family history of DM, HTN or asthma.
v She was screened for RVI 9 month back and found to be NR.

Finally she was admitted to-our hospital by...

DN NI NI

<
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Investigations

Imaging modalities

» Abdk Ullrasonography

& standard Dxtic test

What to look on U/S for Acute cholecystitis?

1. Acoustic shadow ((stone)
2. Gall bladder wall thickening
o Acute cholecystitis if >3mms
3. Pericholecystic fluid
4. Sonographic murphy’s sign
> HIDA Scan=>+ve if there is lack of filling of the gallbladder in 4 hours
» Computed tomography (CT) scan->less sensitive than U/S

Lab. studies

> CBC with differential

» Degree of leukocytosis +++ neutrophil predominance
> LFT
= Sr bilirubin, Albumin, PT & PTT
» In case of Mirrizi syndrome=>»elevated

= Read on components of LFT
> RBS

= DM
> Amylase /Lipase
> Urinalysis
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Management
Acute cholecystitis

> Conservative Rx

o NPO
o IV fluid
o Antibiotic
» Criteria
o Broad spectrum
o Single
o Effective
o Fast acting

» Drug Of Choice (DOC)
v 3" generation cephalosporin or
v’ 2" generation with metronidazole
*If allergic to cephalosporins=» Aminoglycosides with metronidazole

> Invouwr setting(GUH), Ceftriaxone (3 generation
cephalosporin) withy metronidagole is being wsed

o Analgesics

> Definitive Rx=»surgery

o Cholecystectomy

o Timing =2 with in 2-3 days of the illness (preferred)- (source--Schwartz 10™
edition)

> Preparation for operation for Cholecystectomy
v CBC

OFT

Prothrombin time

AN

Chest X-ray and electrocardiogram (if over 45 years or
medically indicated)

(\

Antibiotic prophylaxis

(\

Deep vein thrombosis prophylaxis
v Informed consent

» Methods
v’ Laparascopic cholecystectomy
v' Open cholecystectomy
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Chronic cholecystitis

» While waiting for surgery

o Avoid dietary fats and large meals
o Control comorbities

> Cholecystectomy

Indications for surgery

Symptomatic/complicated cholecystitis

Rare indications in asymptomatic cholecystitis =»for prophylaxis
*= Elderly with DM

In individuals to be isolated from medical care for long period of time
In population with increased risk of gallbladder ca
*= Porcelain gallbladder

> Because this pts may develop complications without biliary symptoms
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Before we proceed to-nxt case:.. Let’s Recall

Jaundice

I Unconjugated hyperbilirubinemia

conjugated hyperbilirubinemia

I Over production

e E.g.Hemolysis...
Reduced uptake
e E.g.Gilbert’s syndrome...
Conjugation defect
Acquired
e E.g.neonatal...
Inherited
~ Cfig'w
I_Exfra-hebaiii:?ljoTestéE_ig e — "“:I Intra-hepatic cholestasis |
= o hepatitis
Surgical ol %
- alcohol
Jaundice E
o drugs
e NASH
e Primary biliary cirrhosis -
e TPN...
—

\/
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SANELEHASIN STV ES UG EAL) I AUNDI L5

OBSTRUCTIVE JAUNDICE 20 TO ?77

APPROACH

Extra-ductal causes
I Intra-ductal causes I |
e Stone disease e Pancreatitis
e Neoplasms e 2°to neoplasms
o Cholangiocarcinoma o Periampullary ca.
o Gall bladder ca. e Portal adenopathy
e Biliary stricture o Metastasis
o Surgical trauma = GIT
o Erosion by gallstone * breast
o TB

e Parasitic infection
o A.lumbricoides
e Primary scleorising
cholangitis/PSC/

e Cystic duct stones
o Mirizzi syndrome

Choledocal
Biliary TB

NB

Periampullary ca. includes=>»
1. Pancreatic head ca.
2. Cholangiocarcinoma
3. Duodenal ca.
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Clinical Presentation Obstructive jaundice
1) History

> Pale stool
» Dark urine
» Pruritus
o May be related to the circulating bile acids or our body response...
» Jaundice
NB*
Urine darkening, stool changes & pruritus are often noticed by the pt
before clinical jaundice. Usually clinical jaundice is noticed by the pt & the
family when it reaches 6-8mg/dl. Physicians can usually detect it @ 2.5-
3mg/dl...

On Hx->Also consider
o Pt’s age & associated conditions
o Presence/absence of pain
= Location & character
e Stone in CBD->severe colicky pain
e Periampullary ca. = mild discomfort
o Acuteness of symptoms
= Stone in CBD->long duration
= Periampullary ca=>short duration (1-3months)

o Presence of systemic symptoms
= Fever
= Wt loss--Significant in periampullary ca.

o Symptoms of gastric stasis>/GO0O/
= Early satiety
=  Vomiting
= Belching
Anemia symptoms--Usually present in periampullary ca.
Previous malignancy
Gl bleeding
Hepatitis
Known gallstone disease
Previous biliary surgery
Diabetes or diarrhea of recent onset
alcohol, drugs & medications

0 O 0O o0 0O O O O°
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2) Physical Examination
> G/A
» V/S
» Signs of jaundice
o sclera
o skin

» Gall bladder may be palpable

Courvoisier sign

Suspect underlying pancreatic malignancy...
» Neoplastic>suggestive

o Look sign’s of wt loss, adenopathies & occult blood in the stool

o Malignancy is more cmnly associated with the absence of pain &
tenderness

» Signs of cirrhosis
= Ascites

Collateral circulation-> Gl bleeding
» Xanthomas

o PBC=primary biliary cirrhosis
» Excoriations

o Prolonged cholestasis /high grade biliary obstruction

DEBOL

How to-take Hyx in surgery+++QUICK REVISION
2"° EDITION

GCMHS Page 113




DDx

+Discussion
1* try to differentiate between obstructive jaundice & medical jaundice

Obstructive jaundice 2°to???

1) Choledocholithiasis(stone disease)

v Gall stone in CBD /cmn bile duct

v ecmn->2° to passage of stone from gall bladder to CBD
v 1°less cmn

Clinical Presentation

v Asymptomatic/ 85%
v Symptomatic 2>
4 Pain is similar to billiary colic

= Usually with nausea and vomiting
= Usually intermittent

Complications of choledocholithiasis

Acute cholangitis

4. hypotension
5. altered mental status

Acute pancreatitis

- pain—>severe steady sharp epigastric/mid-abdominal pain
# Radiation to the back

- Relieving factor->leaning 4ward
+ N&V

- Anorexia, diarrhea may be present
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2) Periampullary carcinoma

I) Pancreatic ca.

e 95% -exocrine portion
e 75%-@ the pancreatic head & neck

Etiology+Risk Factors

v' Sporadic=>40%
v" Smoking=>30%
v Dietary factors=>5-10%
o Esp. red meat —processed kind
Hereditary—=>5-10%
DM->2X increased risk
Underlying chronic pancreatitis=2<5%
Alcohol=>not independent P@

Industrial carcinogen exposur

AN NI NI NN

Clinical Presentation

i) History

v Significant wt loss

o Carcinoma associated, or

o Malabsorption from exocrine pancreas insufficiency
v" Mid epigastric pain

o Radiation to mid/lower back may be present

o Unrelenting in nature—night time
v" Onset of DM within the previous yrs

v Painless obstructive jaundice+ Pruritus

v" Migratory thrombophlebitis (Trousseau sign) + venous thrombosis

i) Physical Examination

v' Palpable, non tender gall bladder
v’ Skin excoriations
v" Developing, advanced intra-abdominal disease
o Ascites
o Palpable abd.mass
= Hepatomegally
e metastasis
= splenommegally
e portal venous obstruction
v ..advanced
o sister mary joseph nodule
o virchow’s node
o blumer’s shelf also possible> palpable rectal mass in rectal pouch
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Il) Cholangiocarcinoma

Clinical Presentation

) History
e jaundice

e clay-colored stools

e dark urine> bilirubinemia

e pruritus

e wtloss...(variable)

e abdominal pain...dull ache in RUQ

i) Physical Exauminatiow

v’ palpable gall bladder may be present
o Courvaoisier sign

DEBOL

How to-take Hyx in surgery+++QUICK REVISION GCMHS Page 116
2"° EDITION




SAMPLE Hy 1 QJ 2° to- ?periavmpullary cov.

e/e

Loss of consciousness of 1hr duration

HPI

This is a known DM pt for the past 10yrs on insulin injection, who claimed to be
adherent to his medication.
This pt was LRH 04 wks back @ which time he started to experience dark
colored urine & pale stool. 3 wks prior to admission he started to experience
itching sensation which began from his hands & progresses to include all the
body parts which especially worsens @ night. 2wks prior to admission his
families began to notice persistent light lemon to deep yellow discoloration
of his eyes. Associated with this he started to experience steady epigastric
pain without radiation or known aggravating/relieving factor. In addition he
started to experience low grade intermittent fever but no chills or rigor. 03 days
prior to admission he started to experience nausea & non blood tingled, non
bilious vomiting of ingested matter about 6X/day. For the above complaints he
visited a traditional healer where he was cauterized on his back. One hour prior
to admission he experienced LOC.

v' Has hx of anorexia, easily fatigability & unquantified wt loss for the
past 1 month
Has hx of tinnitus, blurring of vision & light headedness
No hx of cigarette smoking or chronic alcohol consumption
His regular dietary habit is “shiro” made of “atter” & “siga wot” by
“injera” made of “teff”
No hx of similar iliness in the family
No hx of previous abdominal surgery
No hx of MSP, contact with jaundiced pt or blood transfusion
No hx of river water contact itching
No hx of malarial attack for the past 1yr
No hx of medication except the insulin injection explained above
No hx of chronic cough, contact with chronic cougher or previous TB Rx
No self/family hx of HTN or asthma. No family hx of DM
He has been screened for RVI 1yrs back & found to be sero-negative

Finally, he was admitted to-our hospitald by ambulance.

ANEANIRN
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SAMPLE Hyx 2 QJ 2° to-cholidocholithiasis

e/e

Abdominal pain of 01yr duration

HPJ

This pt was LRH 01yr back @ which time he began to experience severe
intermittent colicky right upper abdominal pain with radiation to the right
shoulder. The pain was aggravated while taking fatty meal but no relieving
factor noticed by the pt. 03 months prior to admission he started to experience
low grade intermittent fever but no chills & rigor. 01 month prior to admission
his families started to notice intermittent deep yellowish discoloration of the
eye. In addition he started to experience mild itching sensation all over the body
but no change in urine or stool color. For the above complaints he visited a
traditional healer repeatedly, where he was given herbal medication & got
cauterized. But he didn’t get any relief from his symptoms for which he came to
our hospital.

He has hx of nausea but no vomiting

No hx of LOC

No hx of anorexia, easily fatigability or significant wt loss

No hx of smoking or alcohol abuse

No hx of MSP, contact with jaundice person or blood transfusion

No hx of abdominal surgery

No family hx of similar iliness

No hx of chronic cough or previous TB Rx but he has hx of contact with
known TB patient which was on medication.

v No self/family history of DM, HTN or asthma.

v’ He was screened for RVI 9 month back and found to be sero-negative

AN N N N NN
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Investigations
Lab.studies

o Serum bilirubin,ALP,transaminaes(AST,ALT), GGT
o PT

= Vit. K administration

e Hepatic failure/cholestasis?

Hepatitis serology
Anti-microbial Ab
Urine bilirubin
CBC—acute cholangitis

O O O O

Imaging
o U/s
* Important for documenting stones in the gallbladder (if still
present) & determines size of CBD.

e Dilated CBD when >8mm in diameter
o Contrast CT-scan
o MRI

Cholangiography

o ERCP/endoscopic retrograde cholagiopancreatography
® Endoscopic cholangiography—=>gold standard for Dxing CBD stones +
advantage of therapeutic options @ the time of Dx.
o PTC/ percutaneous transhepatic cholangiography
= Examination of liver and bile ducts by x-rays. This is accomplished by the

insertion of a thin needle into the liver carrying a contrast medium to
help to see blockage in liver and bile ducts.

*In both cases fluorescent fluids are used to create contrasts that make the diagnosis
possible
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https://en.wikipedia.org/wiki/Liver
https://en.wikipedia.org/wiki/Fluorescent

1) cholidocolithiasis

» sphincterectomy & ductal clearance, followed by laparascopic clearance
or

» open CBD exploration->choledochotomy-> T-tube left in place
Complications=> If cholangitis...
= Stabilize patient with
e |V fluid resuscitation
e |V Antibiotics
e |V analgesia
= 15% will not stabilize with conservative Mgt-> requiring
emergency decompression
- If acute pancreatitis...

e Billiary pancreatitis
v’ Mgt
» Stabilize patients
» ERCP
» Cholecystectomy +/- CBD exploration

2) periampullary ca.

I) Pancreatic ca.
Palliative

Pain-> Narcotics, Celiac plexuse block
Jaundice and pruritis
® Stenting
® Cholidochoduodenostomy
® Cholidochojejunostomy
® Cholecystojejunostomy
® Duodenal obstruction (20%)->Prophylactic bypass in unresectable
disease is controversial
¢ Adjuvant theraphy > Chemotheraphy (Gemcitabine), Radiotheraphy

Curative

e Surgical resection-=>whipple’s (with or without pylorus
sparing)
e Adjuvant theraphy
® Chemotheraphy
® Radiotheraphy
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Il) cholangiocarcinoma

» Surgery is the only curative treatment

o > half patients have unresectable tumor on intraoperative finding

= billary decompression + cholecystectomy (to prevent cholecystitis)

o Unresectable perihilar tumor=>Roux-en-Y cholangiojejunostomy
> Distal bile duct tumors often resectable = Pylorus preserving pancreatico-
duodenostomy

» No proven benefit of adjuvant chemotheraphy

> intraoperative radiation and external beam radiation for unresectable
tumor
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SAMPLEAHTSORY ONILIVERABSCESS)

Liver abscess may be due to-.....Etiologic wise

1) Pyogenic liver abscess
Risk Factors

v Impaired bile drainage
o Biliary tract disease—> causing ascending cholangitis
v’ systemic bacteremia=>Hematogenous dissemination
o Subacute Endocarditis
o Infected indwelling catheter
o Pyelonephritis
v' Local spread of infection
o like gangrenous cholecystitis, perforated ulcers and subphrenic
abscesses
o diverticulitis, Crohn’s disease=>direct extension to liver
v’ hepatic trauma
o penetrating=> Direct inoculation of microrganisms
o Blunt=> by causing localized hepatic necrosis + hemorrhage+bile leakage...
v' May be b/ce of Complication of...
o Cholangiography, percutaneous transhepatic stents, endoscopic stent

placement, and biliary-e