Clinical Workshop Session 5 – GI Tract II
Notes: (refer to hand given notes. If not given, can be obtained from Raja):

What does the location and timing of the pain (epigastric, back, shoulder) suggest?
· Pain started very acutely at epigastric region – referred pain from foregut derivatives ( stomach, 1st part of duodenum, liver & pancreas
· Shoulder pain ( phrenic nerve (C3-C5)

· Worse when lying down, better when leaning forward (acidic juices flowing forward)

· Posterior abdominal wall is painful ( inflammation (acidic juice flowing back)

What does the “coffee ground” emesis suggest?
· Blood in stomach after digestion – comes out granulated & dark

· Coffee ground – old blood, been in stomach for hours – digested by acids
What is the significance of the darkened stools?


· Melaena – refer to given notes – looks darky and juicy
What is the significance of the history of indigestion relieved by antacids?


· Indicates that the patient has long standing peptic ulcer
· Note that the word “indigestion” is a very vague term – can refer to anything from burp, regurgitation, heart burn

· Antacids are one way of treating them (i.e.: Research a little bit about treatment of peptic ulcer now).

Discuss the vital signs.

· HR ↑ ( signifies fairly substantial blood loss
· Postural hypertension, ↓ Venous return, ↓ CO, reflex tachycardia due to ↓ SV ( (i.e.: Research CO equation & related factors here).

What is the significance of the negative finding related to rebound tenderness?
Rebound Tenderness:
· When stomach pressed heavily ( let hand go, no involvement of overlying peritoneum ( you are OK. 
· Diseased peritoneum causes ( rebound tenderness (i.e.: separation of parietal + visceral layer of peritoneum)

What do you think happened to this patient to cause his symptoms?
· Peptic Ulcer (obvious symptoms): involving stomach + duodenum ( perforated lining ( most likely penetrates into lesser sac (Revise anatomical relations of Stomach here) ( Bleeding may have begun 2 days earlier  ( darkened stools take 2-3 days to come out
· If perforated anteriorly, then will go into greater sac ( more bleeding profusely ( more widespread PERITONITIS. 

Discuss the treatment of the patient’s condition.

· Diagnosis: blood loss, vomiting, malaena
· X Ray shows: air under diaphragm, SHOCK ( must be resuscitated (O2 administered (100%))

· PERFORATED PEPTIC ULCER

· Treatment:

· First canulate (wide ball) ( get into vein, take blood, haemoglobin levels checked, haematocrit checked

· Estimate blood loss, blood group ( cross match, 6 Bags of blood

· BASE line: electrolytes, kidney, function

· 2ND line: fluids, saline, ↑ intravascular blood volume – 2L/10mins

· Nasogastric tube – suck out acid from stomach ( prevent further acid spillage

· Pain ( administer morphine(IV), pethidine is more addictive

· 3RD line: Use O- blood (universal donor), cross match, 4 bags – 500ml

· Resusitation: operating theatre, Laparotomy (Research Laparotomy here) (
·  open belly up, access stomach via duodenum, identify perforation, sew up the hole. 

What does the location and timing of the pain suggest?
· Epigastric pain ( referred pain from foregut structures (2hrs after meal)
· Diagnosis structure: always observe site of pain, depth of pain

· CCK is released after food is ingested ( contraction of gall bladder is caused releasing bile into the duodenum)

What is the significance of her description of her faeces after an episode of pain?
Refer to hand given notes
Discuss the vital signs. What is her body mass index, and how do you calculate it?
Obviously obese. BMI = weight/height2
What is the significance of the mild rebound tenderness without guarding? 

Signifies overlying peritoneum over gall bladder involved. Inflammation of peritoneum (acute chylocystitis)

To what dermatomes does the back pain correspond? Relate this to her other symptoms. Where else could the pain be referred?

T6 – T8 – referred by foregut derivatives, and supplied by derivatives of celiac trunk. Right shoulder pain transmitted by phrenic nerve (C3-C5).  
What is the surface anatomy of the gall bladder and the liver?
Refer to lecture notes. 
What do you think happens to this patient to cause her symptoms?

Cause – 1-2 hours – gall bladder stimulated to release bile due to CCK secretion

· contraction of GB

· - pressure on cystic / bile duct ( cause pain ( gall stones normally

· pass spontaneously

What imaging studies will be useful?

Ultrasound – show you gall stones (most cases)

CAT scans will also show you gall stones

What additional events could occur that could result in a more serious condition?

· Block in bile/common bile ducts ( causing inflammation of liver and gall bladder ( will cause obstructive jaundice ( ↑ bilirubin ( pale stools
· If stone blocked at hepatopancreatic duct
· Causes acute pancreatitis ( has a high mortality rate ( hence very significant
Discuss the treatment of the patient’s condition. 

NO NEED TO OPEN BELLY:
· Pain relief
· Diagnosis is gall stones – most stones pass spontaneously

· BROAD SPECTRUM ANTIBIOTICS

· Weight loss program (Medical School recommends Jenny Craig)

· If severe – remove gall bladder

Sometimes the concentration of sound energy will tend to break up gall stones (works extremely well for kidney stones), small stones can easily pass through the GIT. 
Another method is do an endoscopy ( Pathway involves: esophagus, stomach, duodenum, 2nd part (post. Wall) ( introduce canula ( dilate ( grab stone ( pull stone out. 
