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Tri 6 Phys Dx Abdominal


1.
List the reasons for performing an abdominal exam and differentials associated with each. (Class notes)

Part of the complete PE
Jaundice

Complaint of abdominal pain
Pruritis

Nausea and or vomiting
Back pain

Change in bowel habits
Change in appetite (anorexia)

Dysphagia
Risk factors:

Indigestion
Family history cancer (CA)

Mass or distention
IBD - inflammatory bowel disease

Rectal bleeding
IBS – inflammatory bowel syndrome

2.
Discuss pain referral areas on the back for abdominal visceral disorders. (Class notes)

Right diaphragm – upper right shoulder

Esophagus – mid thoracic posterior

Aorta – same as esophagus

Lung and pleura left lung region posterior

Gallbladder – lower right lung area posterior

Pancreas (tail) – throracolumbar area

Pancreas (head) – lower right lung area posterior

Kidney – along the twelfth rib

Ureter – just under kidney

3.
What are the four quadrants of the abdomen and their anatomical correlates? (Bates 356)

The abdomen divides into four quadrants by imaginary lines crossing at the umbilicus:

Right upper, Right lower, Left upper, Left lower:

4.
What are the 9 regions of the abdomen and their anatomical correlates? (Bates 356, Tortora)

The abdomen divides into nine sections by imaginary lines: left and right vertical mid-clavicular lines, a horizontal line crossing the inferior border of the rib cage (subcostal line), and one more crossing just above the hip bones (transtubercular).  They sectioned areas have names as follows:

Epigastric, Umbilical, Hypogastric or suprapubic, Right hypochondriac, Left hypochondriac, Right lumbar (flank), Left lumbar (flank), Right iliac (inguinal), Left iliac (inguinal)

5.
Discuss abdominal aortic aneurysms noting symptoms, exam findings, location and prognosis in relation to aneurysm size. (Class notes)

No bruit with a systolic and diastolic component is normal; over the kidney indicates renal failure.  AAA presents often with severe back pain as a first symptom – fewer than 50% calcify enough for X-ray determination.  Obstruction can lead to claudication.  Know where abdominal aneurysms are found: most commonly found in the entire aorta inferior to the renal arteries to the iliacs; also the common iliacs.  Less than 5% of patients may have renal, superior mesenteric, and hepatic.  3.8 cm or greater is now considered the intraluminal dimension necessary to classify as aneurysm.  The size of the aneurysm will affect the prognosis.  Perform palpation as follows: 

· Fingertips pointed into abdomen just lateral, bilaterally, to the rectus abdominis muscle.

· Pulsations should be noted on medial aspects (pads) of fingertips

· Assess for size – should be 2-5 cm (larger is AAA or dissection).

6.
Discuss some of the most common causes of abdominal pain and clinical features. (Bates 383-384 and 86-87)

Abdominal wall tenderness – tenderness may originate in the abdominal wall.  When the patient raises head and shoulders, this tenderness persists, whereas tenderness from a deeper lesion (protected by the tightened muscles) decreases.

Visceral tenderness – an enlarged liver, normal aorta, normal cecum, or normal or spastic sigmoid colon may be tender to deep palpation.  Usually the discomfort is dull and there is no muscular rigidity or rebound tenderness.  A reassuring explanation to the patient may prove quite helpful.

Tenderness from disease in the chest and pelvis:

Acute pleurisy – abdominal pain and tenderness may be due to acute pleural inflammation.  When unilateral, it may mimic acute cholecystitis or appendicitis.  4rebound tenderness and rigidity are less common; chest signs are usually present.

Acute salpingitis – frequently lateral, the tenderness of acute salpingitis (inflammation of the fallopian tubes) is usually maximal just above the inguinal ligaments.  Rebound tenderness and rigidity may be present.  On pelvic examination, motion of the uterus causes pain.

Tenderness of peritoneal inflammation – tenderness associated with peritoneal inflammation is usually more severe than visceral tenderness muscular rigidity and rebound tenderness are frequently, but not necessarily present.  Generalized peritonitis causes exquisite tenderness throughout the abdomen, together with boardlike muscular rigidity.  Local causes of peritoneal inflammation include:

Acute cholecystitis – signs are maximal in the right upper quadrant.  Check for Murphy’s sign.

Acute pancreatitis – epigastric tenderness and rebound tenderness are usually present, but the abdominal wall may be soft.

Acute appendicitis – right lower quadrant signs are typical of acute appendicitis, but may be absent early in the course.  Explore other portions of the right lower quadrant as well as the right flank

Acute diverticulitis – most often involves the sigmoid colon and then resembles a left-sided appendicitis.

	Peptic ulcer and dyspepsia
	Epigastric, may radiate to the back

	Cancer of the stomach
	Epigastric, a malignant neoplasm

	Acute pancreatitis
	Epigastric, may radiate to the back or other parts of the abdomen; may be poorly localized

	Chronic pancreatitis
	Epigastric, radiating through to the back

	Cancer of the pancreas
	Epigastric and in either upper quadrant; often radiates to the back

	Biliary colic
	Epigastric or right upper quadrant; may radiate to the right scapula and shoulder

	Acute cholecystitis
	Right upper quadrant or upper abdominal, may radiate to the right scapular area

	Acute diverticulitis
	Left lower quadrant

	Acute appendicitis
	Poorly localized periumbilical pain followed usually by right lower quadrant pain

	Acute mechanical intestinal obstruction
	Small bowel: periumbilical or upper abdominal

Colon: lower abdominal generalized

	Mesenteric ischemia
	May be periumbilical at first, then diffuse


7.
Provide a differential for vomiting including content evaluation and relationship to meals. (Class notes)

Although vomiting associates with various disorders, it does not always indicate the seriousness of the disorder.

· Differential

· GI disorders

· Uremic disorders

· Drug overdose

· CNS disorders

· Pregnancy

· Infections or allergies

· Quality/content

· undigested food – obstruction

· blood – CA, rupture

· absence of bile – prepyloric disorder

· bile present – post pyloric disorder

· increased acidity – CA, obstruction

· Timing in relation to meals

· vomiting during or soon after meal – psychoneurotic vomiting, gastric ulcer

· vomiting 1 or more hours after eating – gastric outlet obstruction

· early morning – pregnancy, alcoholics, patients with uremia

· Projectile vomiting – CNS disorders with increased intracranial pressure

· Associated symptoms – abdominal mass, bowel changes, dysphagia, jaundice

· Hyperemesis gravidarum – associated with pregnancy

8.
What is dysphagia and what features differentiate mechanical vs neuromuscular? (Bates 85)

	Process and problem
	Timing
	Factors that aggravate
	Factors that relieve
	Associated symptoms and conditions

	Transfer dysphagia, due to motor disorders affecting the pharyngeal muscles
	Acute or gradual onset and a variable course, depending on the underlying disorders
	Attempts to start the swallowing process
	
	Aspiration into the lungs or regurgitation into the nose with attempts to swallow.  Neurologic evidence of stroke, bulbar palsy, or other neuromuscular condition

	Esophageal dysphagia
	
	
	
	

	Mechanical narrowing
	
	
	
	

	Mucosal rings and webs
	Intermittent
	Solid foods
	Regurgitation of the bolus of food
	Usually none

	Esophageal stricture
	Intermittent, may become slowly progressive
	Solid foods
	Regurgitation of the bolus of food
	A long history of heartburn and regurgitation

	Esophageal cancer 
	May be intermittent at first; progressive over months
	Solid foods, with progression to liquids
	Regurgitation of the bolus of food
	Pain in the chest and back and weight loss, especially late in the course of illness

	Motor disorders
	
	
	
	

	Diffuse esophageal spasm
	Intermittent
	Solids or liquids
	Maneuvers described below; sometimes nitro
	Chest pain that mimics angina pectoris or myocardial infarction and lasts minutes to hours; possibly heartburn

	Scleroderma
	Intermittent, may progress slowly
	Solids or liquids
	Repeated swallowing, movements such as 
	Heartburn. Other manifestations of scleroderma

	Achalasia
	Intermittent, may progress
	Solids or liquids
	straightening the back, raising the arms, or a Valsalva maneuver
	Regurgitation, often at night when lying down, with nocturnal cough; possibly chest pain precipitated by eating


9.
What is melena and hematochezia and with what conditions do they occur? (Tabor’s and class notes)

Melena – black, tarry feces due to action of intestinal secretions on free blood.  Common in the newborn.

Hematochezia – passage of stools containing red blood rather than tarry stools.

· Melena – shiny, black, sticky, foul smelling stool that results from degradation of blood

· Hematochezia – passage of bright red blood from the rectum in the form of pure blood, blood intermixed with formed stool or bloody diarrhea

10.
What features are noted during inspection of the abdomen? (Class notes – handout)

Abdomen - shape or contour 

Umbilicus - site and shape

Skin - lesions and rashes, scar(s), striae, dilated veins

Movements of the four quadrants with respiration

Visible peristalsis or epigastric pulsations

11.
List causes of a uniformly distended abdomen? Non uniform abdominal distention. (Bates 380-381)

Uniformly protuberant abdomens: fat , gas, tumor, pregnancy, ascitic fluid.

Non-uniform, localized bulges in the abdominal wall: umbilical hernia, incisional hernia, epigastric hernia, diastasis recti, lipoma.

12.
When distended veins are noted what could assist in determining the direction of blood flow? What is caput medusae? (Class notes)

Vein distention results from venae cavae obstruction, portal obstruction, caput medusae (dilated veins that radiate out from the umbilicus).  With regard to venous patterns, note that obstruction of the I.V.C. results in upward superficial flow and obstruction of the S.V.C. results in downward blood flow (CHF, liver, and renal failure)

13.
What is the location and the direction of peristalsis in case of pyloric obstruction, transverse colon obstruction, and early small intestinal obstruction? (Class notes)

Pyloric obstruction (duodenal ulcers) results in right to left of midline movement

Transverse colon obstruction results in left to right of midline movement.

Early Small intestinal obstruction gives a high-pitched, prolonged bowel sound.

14.
Discuss auscultation of the abdomen with normal and abnormal findings. What might cause bowel sounds to be absent or high pitched? (Bates 361, 382)

Auscultation is useful in assessing bowel motility and abdominal complaints, searching for renal artery stenosis as a cause of HTN, and exploring for other vascular obstructions.  Normal sounds consist of clicks and gurgles, occurring at an estimated frequency of 5 to 34  per minute with occasional borborygmi.

Bowel sounds may be:

Increased, as from diarrhea or early intestinal obstruction.  High-pitched tinkling sounds suggest intestinal fluid and air under tension in a dilated bowel.  Rushes of high-pitched sounds coinciding with an abdominal cramp indicate intestinal obstruction.

Decreased, then absent, as in adynamic ileus and peritonitis.  Before deciding that bowel sounds are absent, sit down and listen where shown for 2 minutes or more.

Bruits:

An hepatic bruit suggests carcinoma of the liver or alcoholic hepatitis.

Arterial briuts with both systolic and diastolic components suggest partial occlusion of the aorta or large arteries.  Partial occlusion of a renal artery may cause and explain HTN.

Venous hum – a rare, soft humming noise with both systolic and diastolic components indicating increased collateral circulation between portal and systemic venous systems, as in hepatic cirrhosis.

Friction rubs – rare, grating sounds with respiratory variation.  Indicative of inflammation of the peritoneal surface of an organ, as from a liver tumor, chlamydial or gonococcal perihepatitis, recent liver biopsy, or splenic infarct.  When a systolic bruit accompanies an hepatic friction rub, suspect carcinoma of the liver.

15.
What are some of the sounds and their significance that might be heard with auscultation of the liver?

See question 14.

16.
Discuss percussion of the abdominal structures with normal/abnormal findings. (Bates 362)

Percussion helps you to assess the amount and distribution of gas in the abdomen and to identify possible masses that are solid or fluid filled.  Tympany usually predominates because of gas in the GI tract, but scattered areas of dullness due to fluid and feces are typical too.

A protuberant, tympanitic abdomen throughout suggests intestinal obstruction

A large dull area might indicate an underlying mass or enlarged organ (pregnant uterus, ovarian tumor, distended bladder, large liver or spleen).

Dullness in both flanks indicates potential ascites.

Between the lungs and lower costal cartilage, on the right, you should percuss dullness of the liver, and on the left, tympany of the gastric air bubble and splenic flexure.

17.
How is ascites evaluated? (Bates 374-375 and Class notes)

A protuberant abdomen with building flanks suggests the possibility of ascitic fluid (characteristically sinking with gravity while gas-filled loops of bowel float to the top). There must be at least 150mL of fluid in the abdominal cavity to have notable ascites.  This is not really an easy sign to find.  Percussion gives a dull note in dependent areas, demonstrated through a pattern of percussion outward in several directions from the central area of tympany.  Test also for shifting dullness by having the patient turn onto one side.  Additionally, test for a fluid wave by pressing the edges of both hands firmly down the midline of the abdomen while another person taps one flank sharply with their fingertips while feeling for an impulse transmitted through the fluid.

Puddle sign – with the patient on hands and knees, the examiner auscultates in the midline as he or she flicks the side of the abdomen with a finger.  Sound is not transmitted through fluid but is heard as the edge of the puddle is passed with the stethoscope.

18.
What is the significance of light and deep palpation? What structures are evaluated? (Bates 363)

Light palpation identifies abdominal tenderness, muscular resistance, and some superficial organs and masses.  It also serves to reassure and relax the patient.

Deep palpation delineates abdominal masses: physiologic (pregnant uterus), inflammatory (diverticulitis), vascular (aneurysm), neoplastic (colon CA), or obstructive (distended bladder or dilated loop of bowel).  Begin in the lower quadrants to avoid accidentally missing the inferior edge of a huge liver or spleen.

19.
Discuss abdominal signs and unexpected findings associated with common conditions.

ABDOMINAL SIGNS: UNEXPECTED FINDINGS ASSOCIATED WITH COMMON CONDITIONS

	SIGN
	DESCRIPTION
	ASSOCIATED CONDITIONS

	Cullen
	Ecchymosis around umbilicus
	Hemoperitoneum; pancreatitis; ectopic pregnancy

	Grey Turner
	Ecchymosis of flanks
	Hemoperitoneum; pancreatitis

	Kehr
	Abdominal pain radiating to left shoulder
	Spleen rupture; renal calculi

	Murphy
	Abrupt cessation of inspiration on palpation of gallbladder
	Cholecystitis

	Dance
	Absence of bowel sounds in right lower quadrant
	Intussusception

	Romberg-Howship
	Pain down the medial aspect of the thigh to the knees
	Strangulated obturator hernia

	Blumberg
	Rebound tenderness
	Peritoneal irritation; appendicitis

	Markle (heel jar)
	Patient stands with straightened knees, then raises up on tows, relaxes, and allows heels to hit floor, this jarring body.  Action will cause abdominal pain if positive
	Peritoneal irritation; appendicitis

	Rovsing
	Right lower quadrant pain intensified by lift lower quadrant abdominal pressure
	Peritoneal irritation; appendicitis


Test superficial reflexes T5-T12.  Normal deviation of the umbilicus and linea alba toward the area stimulated

· abnormal: abdominal muscle stretch

· obesity

· pyramidal tract lesions

20.
Again, Look at some common causes for abdominal pain and clinical findings. (appendicitis, cholecystitis, pancreatitis, hepatitis, diverticular ds, inflammatory bowel ds, irritable bowel ds, ulcers, cancer) (Bates abdominal chapter 11, Bates 86-87, Bates 383-386, class notes)

What this question really means is: read Bates, read your notes, read the red areas in Bates, review your abdominal lab notes, read the black words in Bates, read your notes, read the charts and tables from Bates, and read your notes.  Here are some that I put together:

Peritoneal inflammation – involuntary abdominal muscle rigidity, abdominal pain on coughing or with light percussion, and rebound tenderness.

Liver 

Liver dullness increases with liver enlargement (falsely from right pleural effusion or consolidated lung; if there is a smooth tender edge: inflammation [hepatitis] or venous congestion [right heart failure];if smooth and nontender: cirrhosis; if firm or hard with bluntness or rounding of its edge and irregular with or without tenderness:  neoplasm, malignancy, or cirrhosis.

The liver depresses inferiorly with a low diaphragm as from COPD.

The liver size decreases when small (as in the presence of free air below the diaphragm [perforated hollow viscus or gas in the colon] or with resolution of hepatitis or congestive heart failure, or with progression of fulminant hepatitis.

Of note, I recognized that there is nothing mentioned about tenderness or pain with regard to the Spleen.  Remember the notch with splenomegaly.

Kidneys – enlargement from hydronephrosis, cysts, and tumors.  Bilateral enlargement suggests polycystic disease.  Pain with pressure or fist percussion suggests kidney infection.

Appendicitis – pain initiates near the umbilicus and shifts to the right lower quadrant, where coughing increases it; early voluntary guarding may replace with involuntary muscular rigidity.  Rovsing’s sign, psoas sign, obturator sign, and cutaneous hyperesthesia will also help to elicit classical pain patterns.

Cholecystitis – right upper quadrant pain and tenderness with a positive Murphy’s sign.

Cancer – risk factors: family history of colonic polyps, history of colorectal cancer or adenoma in a first-degree relative, and a personal history of ulcerative colitis, adenomatous polyps, or prior diagnosis of endometrial, ovarian, or breast cancer. Annual testing over age 50 with fecal occult blood test (may produce many false positives related to diet, selected medications, and GI conditions such as ulcer disease, diverticulosis, and hemorrhoids. 

HERNIA EXAMINATION:

21. What are the different types of hernias? Give examples of each. (Bates 402-403)

Internal: diaphragmatic hernia (hiatal); non-viewable

External: umbilical, femoral, inguinal, incisional
	
	Frequency
	Age and sex
	Point of origin

	Hiatal
	
	
	See question 23.

	Indirect inguinal hernia
	Most common, all ages, both sexes
	Often in children, may be in adults
	Above inguinal ligament, near it midpoint (the internal inguinal ring)

	Direct inguinal hernia
	Less common
	Usually in men over age 40, rare in women
	Above the inguinal ligament, close to the pubic tubercle (near the external inguinal ring)

	Femoral hernia
	Least common
	More common in women than in men
	Below the inguinal ligament; appears more lateral than an inguinal he4rnia and may be hard to differentiate from lymph nodes

	Umbilical hernia
	
	Most common in infants but also occur in adults – often spontaneously closing within a year tot two in infants
	At the umbilicus

	Incisional hernia
	Related to obesity, pregnancy, COPD, surgery, congenital
	
	Protrudes through an operative scar or through a defect in the abdominal wall.


22.
What is meant by incarcerated? By strangulated. (Bates 396)

Incarcerated – when the contents of a scrotal hernia are not returnable to the abdominal cavity.

Strangulated – when the blood supply to the entrapped contents of a hernia is compromised.  Suspect strangulation in the presence of tenderness, nausea, and vomiting, and consider surgical intervention.  Associates with fever, pain, neurovascular.

23.
Discuss the difference between rolling and sliding hiatal hernias. (Library copy)

Rolling hiatal hernia – the gastric cardia rolls through the hiatus beside the gastroesophageal junction, normally situated in relation to the diaphragmatic hiatus.  Also called parahiatal or paraesophageal hernia.

Sliding hiatal hernia – the sliding or direct hernia is characterized by a lack of distinction between the LES and the cardia.  Both slide up into the chest as the angle of His disappears.

24.
Discuss femoral hernias, their significance and clinical findings. (Bates 403)

The Femoral hernia, as noted above, is the least common, is more common in women than in men.  It appears below the inguinal ligament; appears more lateral than an inguinal hernia and may be hard to differentiate from lymph nodes.  It never enters into the scrotum and the inguinal canal is empty.

25.
What is the course of the indirect inguinal hernia? The direct inguinal hernias? (Bates 403)

Indirect inguinal hernia – often into the scrotum; the hernia comes down the inguinal canal and touches the fingertips on palpation.

Direct inguinal hernia – rarely goes into the scrotum; the hernia bulges anteriorly and pushes the side of the finger forward on palpation.

26.
What clinical procedure may differentiate the two? (Bates 395, 403)

Palpation by invagination of the loose scrotal skin with your index finger to note, as above, if the hernia comes down the inguinal canal and touches the fingertips (indirect inguinal), or if the hernia bulges anteriorly and pushes the side of the finger forward (direct inguinal).

27.
Which of these may be complete or incomplete? (Class notes)

Complete – material enters the scrotum.

Incomplete – material does not enter the scrotum.

This terminology refers to inguinal hernias, direct or indirect, though more commonly indirect.

28.
What conditions may predispose someone to a hernia developing? (Class notes)

Predisposing factors: Weak abdominal muscles, crying, coughing, intra-abdominal masses, heavy manual labor, improper use of support belts, couch potato life-style, obesity, surgery, congenital defects.

ANORECTAL EXAM:

29.
What are the symptoms of anorectal disorders and provide differentials?

Most common symptoms LIBRARY COPY: ANORECTAL SYMPTOMS: A CHECKLIST…:
· Itching: “idiopathic” pruritis (due to irritated soft stool contents), dermatitis medicamentosa, monoiliasis (sometimes during antibiotic administration, erythrasma, psoriasis, seborrheic dermatitis, herpes simplex lesions, condylomata acuminata, pinworms, lice, or scabies, Bowen’s or Paget’s disease, “neurodermatitis” (psychogenic), fissures. 

· Pain; fissures or ulcers, thrombosed external hemorrhoids, cryptitis, abscesses or fistulas, levator spasm (proctalgia fugax), Crohn’s disease, ulcerative colitis, leukemic infiltration, trauma (including instrumentation and anal sex, local STD lesions.

· Diarrhea and or urgency: dietary factors or drugs, proctitis or proctocolitis (ulcerative, Crohn’s, bacterial, viral, fungal, or parasitic), cryptitis, irritable bowel syndrome, villous tumors, carcinoma, diverticular disease, functional problems (psychogenic), impacted stool, recent instrumentation or operative procedures, enema use or abuse, malabsorption (many causes), lactase deficiency.

· Constipation: dietary factors or drugs, anal fissures, anal stenosis, irritable bowel syndrome, carcinoma, diverticular disease, Hirschsprung’s disease, functional disorders (psychogenic), impacted stool.

· Bleeding: ectasia or AV malformation, polyps, carcinoma, proctitis or proctocolitis (all forms), diverticulitis, solitary giant rectal ulcer, complicated endometriosis, trauma, foreign bodies, hemorrhoids (internal or external), anal fissures or ulcers, local STD lesions, excoriations due to scratching.

· Swelling or mass

· Rectal polyp or carcinoma

· External hemorrhoid – not painful

· Perirectal abscess

· Carcinoma of the cervix, ovarian cyst

· Pus from ruptured appendix or diverticulum

· Bladder rupture from trauma

· Rectal prolapse

30.
What is an abscess? A fistula? A sentinel pile? A hemorrhoid? (Bates 452, 457, 458)

Abscess – painful, tender, indurated, and reddened mass.

Fistula – an inflammatory tract o tube that opens at one end into the anus or rectum and at the other end onto the skin surface, or into another viscus.  An abscess usually antedates such a fistula.

Sentinel pile – a soft, pliable tag of redundant skin found around the anus, sometimes due to past anal surgery or previous thrombosed hemorrhoids.

Hemorrhoid –  two types:

External hemorrhoids (thrombosed) are dilated hemorrhoidal veins that originate below the pectinate line and are covered with skin.  they seldom produce symptoms unless thrombosis occurs.  This causes acute local pain that increases by defecation and by sitting.  A tender, swollen, bluish, ovoid mass is visible at the anal margin.

Internal hemorrhoids (prolapsed) are an enlargement of the normal vascular cushions located above the pectinate line.  Here they are not usually palpable.  Sometimes, especially during defecation, internal hemorrhoids may cause bright red bleeding.  They may also prolapse through the anal canal and appear as reddish, moist, protruding masses.

31.
What features are noted during inspection of the perianal area? (Bates 452)

Inspect the sacrococcygeal and perianal areas for lumps, ulcers, inflammation, rashes, or excoriations.  adult perianal skin is normally more pigmented and somewhat coarser than the skin over the buttocks.

32.
How is the anal sphincter evaluated? (Bates 452-453)

Look for a lesion such as an anal fissure, that might explain tenderness when inserting the finger-tip into the anal canal.  If you can proceed without undue discomfort, note:

The tone of the anal sphincter – should close snugly around the finger (tightness occurs in anxiety, inflammation, or scarring; laxity occurs in some neurologic diseases).

Any tenderness.

Induration (due to inflammation, scarring, or malignancy).

Irregularities or nodules (cancer, polyps, rectal shelf, prostate gland).

33.
What are the risk factors associated with the development of colorectal CA? (Library copy)

· Age over 40 (incidence peaks in ages 65 to 74)

· Family history of colon cancer, familial polyposis, gardner syndrome, peutz-jeghers syndrome.

· Personal history of colon polyps; crohn disease; gardner syndrome; ovarian, breast, or endometrial cancer; ulcerative colitis of more than 10 years duration

· Diet high in beef and animal fats, low in fiber

· Exposure to asbestos, acrylics, and other carcinogens

34.
Discuss some of the known features regarding anorectal lesions. (Library copy, Bates 452, 457,458)

1. More than 50% of anorectal lesions are within the reach of the examining finger.

2. Malignant polyps are more apt to bleed than benign adenomas

3. Never conclude that rectal bleeding is due to hemorrhoids until carcinoma has been ruled out.  It is not unusual for these two bleeding lesions to coexist.

4. Be alert to the increased possibility of malignancy in patients with multiple polyps.  Consider all polypoid lesions larger than 1-2 cm in diameter as malignant until proven otherwise.

Anal and perianal lesions include hemorrhoids, venereal warts, herpes, syphilitic chancre, and carcinoma.  A perianal abscess produces a painful, tender, indurated, and reddened mass.  Pruritus ani causes swollen, thickened, fissured skin with excoriations.  Soft, pliable tags of redundant skin at the anal margin are common.  Also there are pilonidal cysts, anorectal fistulas, anal fissures, hemorrhoids, prolapse of the rectum.  Additionally, there are polyps, cancerous lesions including a rectal shelf, and the prostate gland.

35.
What are some of the stool characteristics associated with GI disease? (Library copy)

Changes in the shape, content, or consistency of the stool suggest that some disease process is present.  Stool characteristics can sometimes point to the type of disorder present; therefore you should be familiar with the following characteristics and associated disorders:

· intermittent, pencil-like stools suggest a spasmodic contraction in the rectal area.

· Persistent, pencil-like stools indicate permanent stenosis from scarring or from pressure of a malignancy.

· Pipestem stools and ribbon stools indicate lower rectal stricture.

· A large amount of mucus in the fecal matter is characteristic of intestinal inflammation and mucous colitis.

· Small flecks of blood-stained mucus in liquid feces are indicative of amebiasis.

· Fatty stools are seen in pancreatic disorders and malabsorption syndromes.

· Stools the color of aluminum (caused by a mixture of melena and fat) occur in tropical sprue, carcinoma of the hepatopancreatic ampulla, and children treated with sulfonamides for diarrhea.

36. Discuss variations of symptoms of cancer in the right or left colon and rectum. (Library copy)

	Symptom
	Cancer of right colon
	Cancer of left colon
	Cancer of rectum

	Pain
	Ill defined
	Colicky (worse with ingestion of foods)
	Steady, gnawing

	Obstruction
	Infrequent
	Common
	Infrequent

	Bleeding
	Brick red
	Red mixed with stool
	Bright red coating stool

	Weakness (secondary to anemia)
	Common
	Infrequent
	Infrequent


