Q&A 6: Acute abdomen in Gynaecology
	Pregnant
	Non-pregnant

	Early:

Ectopic

Abortions/ Miscarriages

Moles esp. invasive

Ovarian cyst

Fibroids- degeneration

Acute urinary retention

Round ligament pain ( stretching of uterine veins)
Prenatal diagnosis

Late:

Placental abruption

Pre-term labour

Increased AFI/ Polyhydramnios

Uterine rupture ( esp. in prev. LSCS, myomectomy)

Aggravated:

Musculoskeletal

Appendicitis

Urinary obstruction - Hydroureter

                                -  Hydronephrosis

                                -  Infection eg.cystitis

                                    pyelonephritis

Urinary stones

Gallstones
	Ovarian torsion

Ovarian cyst – Haemorrhage

                     -  Torsion

                     -  Rupture

Pelvic inflammatory disease

Fibroids

CA

NON-RELATED

Abdominal:

Intestinal obstruction

Diverticulitis

Pancreatitis

Splenic vein thrombosis

Non-abdominal / Referred:
Pulmonary embolism

AMI

Sickle-cell crisis

Acute porphyria


History:
1) Pain : severity, duration, nature, radiation 

               - shoulder tip pain : due to bleeding into intra-abdominal cavity-> irritate 

                 diaphragm
2) Vaginal bleeding – miscarriage(?)

3) LMP - ectopic usually present 7-8 wks ( due to distension of tubes )

              - regular cycles (?)

4) Urinary symptoms

5) Bowel symptoms

6) Past history

Physical examination:
1) General - pallor, b.p, dehydration, temp.

2) Abdomen - tenderness, rebound, guarding
3) Vaginal exam - discharge, os open (?), any gestation sac (?)

                           - fornix, cervix, uterus, adnexae

4) PR ( not so important )

Investigations:
1) Urine pregnancy test / HCG  - threshold 25
2) High vaginal swab – PID

3) Urine dipstick

4) FBC – Inc. WBC ( >15000 in pregnancy )

5) Serum B- HCG – do in equivocal situations

                              -  abdominal pain

                              -  urine pregnancy test positive ( 1. complete abortion
                                                                                   2. small,early ectopic preg

                                                                                   3. abdominal pregnancy )

                              -  no U/S evidence of pregnancy

Monitor HCG levels. If increased, pregnancy still viable. ( Repeat 48 hrs later )
6) Ultrasonography – location of pregnancy

                                -  lesions (fibroids, cysts )

                                -  hydronephrosis, hydroureter, ascites ( >500 ml )

                                -  polyhyramnios

>10 wks, do transabdominal U/S ( must have full bladder )

Otherwise, do transvaginal scan ( must empty bladder )

If patient says pregnant, but cannot see on scan, maybe

1) early pregnancy ( <8 wks ) Note: If B-HCG >1500, shld be able to see intrauterine pregnancy.

2) Ectopic pregnancy ( not easy to see )

3) Miscarriage

7) CT scan ( in late pregnancy )

8) Plain X- rays 

9) MRI – not usu. done as temp. inc.

Note: 7&8 : < 5 rad generally safe

DDx of PV bleeding, abdominal pain, amenorrhoea :

1) Ectopic

2) Missed abortion

3) Early pregnancy

ECTOPIC PREGNANCY
Predisposing factors :

- Prev. hist. of ectopics

- IUCD insertion

- Surgical procedures eg. prev. tubal surgery, 

- Unhealthy tube

- Multiple sexual partners, Inc PID, tube scarring

- Prev. STD

- IVF pregnancy

- pregnancy after sterilization

- Emergency contraception ( Decreased risk of uterine preg but not ectopic)

History:

- Amenorrhoea 

- +/- vaginal discharge

- Abdominal pain – shoulder pain

                             -  reverse renal colic
- Asymptomatic
Presentation of ectopic pregnancy :

1) Acute – pain, bleeding, hypotension etc. Acute abdomen
2) Subacute- mild pain etc. Hard to diagnose. No acute abdomen

3) Asymptomatic– discover adnexal mass on U/S

                             -  IVF followed closely. Early U/S at 6-8 wks show ectopic

If don’t do anything to the ectopic( usu. tubal pregnancy ), either rupture tube or get tubal abortion (rare)

Examination:
- Tachycardia, tachypnoea

- Peritonism ( tenderness +/- rebound & guarding )

- Cardiovascular collapse

- Vaginal examination – palpable adnexal mass

                                     -  uterus of normal size

                                     -  cervical excitation ( due to blood tracking down broad lig)

Investigations:
- B-HCG trends

- U/S abdomen ( B-HCG> 1500 )

- U/S transvaginal ( B-HCG> 6000 )

Management:

Resuscitation:-

- 2 large bore IV lines

- FBC + GXM ( need blood transfusion => 4 units )

Surgical :
- Salphingostomy ( if tube is intact )

    - 20% chance of recurrence of ectopic

   - do β – HCG to follow up so that the levels are < 2.5 U  cos not sure if the whole                 

    thing is removed

- Salphingectomy ( if tube has already ruptured )

    - fertility rate abt the same since other tube still present

Approach :

- Laparostomy  - faster, for patients who are hemodynamically unstable

                         -  at least 4 days hospitalization

- Laparoscopy   - Decrease risk of scar tissue, adhesions, Inc. fertility rate

                          - ↓ hospitalization, ↑ recovery, ↓ anaesthesia requirement, ↓ scarring
Conditions required for laparotomy :

1) facilities

2) personnel

3) hemodynamically stable patient

4) Cannot be ruptured ectopic pregnancy ( if ruptured, when you inflate her, it will lead to pneumoperitoneum →rigid response → ↓↓ BP
Medical : 
- low HCG (< 1500 )

- small pregnancy, unruptured

- asymptomatic, stable ( monitor B-JCG every 48 hrs to ensure it is coming down)

- Methotrexate – I/M  or directly into gestation sac

                         -  wait for pregnancy to be resorbed by itself

                         - used in research setting/project protocol, pt’s wishes
                         - patient must be hemodynamically stable

                         - F/U β – HCG in hosp. Must be admitted

                         - may be given post-op

Conservative:

- monitor and hope for tubal abortion

Counselling:

- ↑ risk of ectopic pregnancy – seek early medical help when pregnant

- contraception : IUCD not advisable

ABORTIONS
- Similar symptoms as ectopic pregnancy

- Cervical os dilated in imminent abortion

OVARIAN CYSTS ACCIDENTS
History typically recurrent pain due to twisting and untwisting of the cyst.

Dermoid cyst → torsion → usu. Found in front of uterus

Endometriod cyst → rupture → usu. Found posteriorly in pouch of douglas

Indications for removal :
1) Size > 5cm ( if size 4-5 cm, can do laparoscopy )
2) Malignancy – rapid enlargement

                         - U/S features: - mixed echogenicity, heterogenous

                                                  - invasion, metastases

                                                  - high blood flow indices ( false positive in infections)

- Bilateral cysts

- Ascites

- ↑ cancer markers : - CA 125 in epithelial tumours of ovary

                                   - CEA in mucionous cystadenocarcinoma

                                   - Glycoprotein secreted by peritoneal macrophages will ↑ in any       

                                     condition that irritates peritoneum eg. endometriosis, fibroids,

                                     PID

- Family history (BRCA 1&2)

- Menopausal/ post-menopausal/ ↑ age ( no GnRH stimulation -> no stimulation for ovaries)

Torsion : emergency

                Danger of necrosis, death of ovary

Treatment: Untwist to save ovary if still viable

                 If cyst present- cystectomy

                If ischemic, necrotic -> remove ovary

PELVIC INFLAMMATORY DISEASE
History : STD, Cervicitis

Examination :

- Swinging fever ( >> 38 ˚C )

- Bilateral abdominal pain

- Peritonism

- Vaginal discharge

- Cervical excitation, uterus & adnexal tenderness
- Adnexal masses – salphingitis, tubo-ovarian abscess

- Vagina generally warm

Acute PID – Do endocervical swab – Chlamydia, gonorrhoea

                  -  High vaginal swab : Candida, BV, Trichomonas

Blood investigations ; FBC, ESR, Bld culture

Treatment : Chlamydia -> doxycycline

                    Empirical : Cephalosporin + flagyl

FIBROIDS
Polyps degenerate -> Torsion, hemorrhage

POST-OP COMPLCATIONS LEADING TO ACUTE ABDOMEN

1) Injury to bowel, bladder

2) Intestinal obstruction

3) Fecal contamination → peritonitis

4) Cutting of ureters
SURGICAL ABDOMEN
Appendicitis

Position changes from right iliac fossa to right hypochondrium

↓ inflammatory rxn : less pain; less omental, peritoneal rxn

Alder’s sign:

Lie patient on back & establish point of maximal tenderness

Shift patient to left lateral position

If pain shifts/point of tenderness shifts -> uterine cause
