Gastrointestinal System

Conditions Causing Abdominal Pain or Masses- RLQ

Appendicitis
Obstruction
Crohn’s Disease

Description


acute inflammation of the veriform appendix
Complete arrest or impairment of the passage of intestinal contents caused by mechanical blockage.
A non-specific granulomatous disease, usually affecting the lower ileum, but often involving the colon and occasionally other parts of the GI tract.

Sn/Sx


-Typical Sx appear in < 50% of pts:  

Initial mild epigastric/periumbilical pain moving to the RLQ (McBurney’s point) w/in 12-24hrs  where it is persistent, well localized and accentuated by movement, deep respiration, coughing, sneezing. 

-N/V common

-Mild fever

-Anorexia
Vary depending on site and severity: distension, constipation, failure to pass flatus, vomiting

-abdominal cramps around umbilicus  or epigastrium

-Sx start early w/ small-bowel and late w/ large bowel obstruction

-strangulation:  steady, severe pain; ( distention, tender abdomen, silent or minimal sounds

-RLQ or LLQ
-chronic recurrent bouts of diarrhea, abdominal pain/ tenderness/ fullness,  fever, weight loss anorexia

-recurrent partial obstruction( colic, constipation, vomiting

-diffuse jejunoileitis w/ inflammation, obstruction(malnutrition

-ileitis can cause LLQ pain
-1( cecal colitis, “spares”  the rectum

Extraintestinal Manifestations 

-Direct relation:  KD stones, UTI’s, malabsorption, amyloidosis, gallstones

-Parallel activity:  arthritis, episcleritis, aphthous stomatitis, erythema nodosum, pyoderma gangrenum

-Associated but independent:  ankylosing spondylitis, sacroiliitis, uveitis, 1( sclerosing chol-angitis, inflammation of iris, ciliary body

-Children:  extraintestinal Sx > GI Sx such as arthritis, FUO, anemia, growth retardation.

Etiology
-Bacterial invasion; intestinal obstruction by fecaliths, foreign body, pinworm, carcinoid, cancer, vilous adenoma, diverticula, lymphoid hyperplasia
75% adhesions, hernia

-Neoplasm, fecalith, worms, gallstones, intussu-sception, volvulus, adynamic ileus, IBS, Hirshsprung’s dz
unknown

Onset/ Course


-ACUTE (but not abrupt):   Sx present less than one day( if unsure then observe over the next few hrs
-Peak incidence 15-24 yr

-15-40% perforation
-intussusception can be fatal w/in 24 hr

-strangulation (25% of small bowel cases) can progress to gangrene w/in 6 hr 
-( frequency in the western world

-aggravated by smoking, food

-intermittent exacerbations

-more likely to have malnutrition that ulcerative colitis

Physical Exam


-Ask if the pt. still has their appendix

-Rebound tenderness, Rosving’s sign, obturator sign, psoas sign. Rigid abdomen. Cutaneous hyperesthesia.  (Pain, fever and  leukocytosis after perforation.  Heat w/ rectal exam 

-Variant Presentation:  Appendix low in pelvic cavity may cause tenderness on pelvic or rectal examination w/o marked abdominal tenderness.  Appendix may be retrocecal or in other areas where typical pain Sx do not present.  Palpate the back and sides.  
Bowel sounds increased w/ a high pitch, peristalsis visible above obstruction, abdominal wall tenderness, muscle rigidity, abdominal distension especially w/ colon  
-abdominal mass, RLQ pain and tenderness, 

-rectal fissures/fistulas (1/3 pts early sign)

-abdominal fistulas and abscess (late sign)

-skip lesions in GI tract

DDx


-perforated peptic ulcer, acute gangrenous cholecystitis, acute intestinal obstruction, Meckel’s diverticulum, Crohn’s dz. 

-female:  ovarian cyst, salpinitis, ectopic pregnancy, PID

-acute abdomen:  appendicitis, obstruction

-ulcerative colitis- esp.  when only the colon is involved:  nongranulomatous, contiguous bowel section involvement, 1( affects rectosigmoid colon, no perianal dz.

-IBS

-other RLQ problems (esp. GYN)

-Y. enterocolitica, other infectious agents

Dx
-usually based on clinical examination

-leukocytosis
barium scan, CBC, colonoscopy
-Radiography:  barium scan, colonoscopy 

-granulomas are pathognomonic but present in only 50% of pts.


Parasites
Perforated Duod Ulcer
Colon Cancer
Meckel’s Diverticulitis

Description


Infection of the colon by parasitic organisms
leakage of intestinal contents into the R iliac fossa
adenocarcinoma of the colon
Acute inflammation of Meckel’s diverticulum

Sn/Sx


-can be asymptomatic

-diarrhea, constipation, bloating, cramping, pain:  RLQ, LLQ
-bronchial Sx
-RLQ, and/or epigastric pain

-peritoneal signs, fever
-fatigue, weakness d/t severe anemia, back pain
-sigmoid carcinoma:  LLQ pain


Etiology
Entamoeba histolytica

Giardia, worms, flukes, etc.
-previous Hx of ulcer
diet, genetic, environmental, other disease states:  ulcerative colits, granulomatous colitis, familial poyposis, 
Congenital sacculation following incomplete obliteration of the omphalomesenteric duct.

Onset/ Course


-depends on organism
-abrupt onset of pain
-insidious 
-rarely symptomatic after age 5

-can be complicated by intestinal obstruction

Physical Exam


Tenderness to palpation over colon and liver, abdominal mass, hematuria, hepatomegally
-abdominal tenderness, rigidity, decreased or absent bowel sounds
-palpable mass, occult blood, frank blood

-65% of CA of colon/rectum are w/in reach of palpation or sigmoidoscope
Local abdominal pain and tenderness below or to the left of the umbilicus.  It is often accompanied by vomiting.

DDx



-abdominal masses

-acute abdomen

acute appendicitis

Dx
stool culture:  O/P x 3

sputum culture, blood culture


-Rad:  RUQ  x-ray for DDx

-leukocytosis
serum CEA, sonogram, sigmoidoscopy
isotope injection of technetium

