ACUTE ABDOMEN IN CHILDREN



ILEOCOLIC INTUSSUSCEPTION

boy (2y), periodic abdominal pain, vomiting

palpable mass in right upper quadrant, pr: stool mixed with blood and mucus
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MECKEL'S DIVERTICLUM RESECTION










, boy (12y), .plrogressive permanent pain in RUQ, vomitin
fever, tachycardia, tenderne
LEU 18 th. BILI 38 ALT 2,4 AST 1,3 CRP 94
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TYPES OF ICTERUS

PREHEPATAL




IF ERCP FAILS...

COMMON BILE DUCT
EXPLORATION
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boy (16y), sudden severe sharp pain in epigastric region

subsequent shift of pain to the whole abdomen
exhaustion, antalgic position and restriction of motion, tachycardia

tenderness of whole abdomen, guarding in epigastrium
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CLINICAL SUSPICION ON GIT PERFORATION
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| ABDOMINAL X-RAY IN UPRIGHT POSITION |
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90% OF PEPTIC ULCERS ARE IN DUODENUM
TO EXPOSE POSTERIOR WALL OF DUODENUM:
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DISSOLVE IONS AND MEDICAMENTS

EFFUSE INFUSE LIQUID
ACCUMULATED INTO VENOUS SYSTEM
LIQUID

ADMIT, THAT CONSERVATIVE
TREATMENT MAY NOT BE
SUFFICIENT

DROAERIC PHENOMENG
~ (LIQUID LEVELS)
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BASIC TYPES OF BLEEDING INTO GIT
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CAUSES OF BLEEDING INTO UPPER GIT

REFLUX ESOPHAGITIS
ESOPHAGEAL VARICES

TUMOR

MALLORY-WEISS
PEPTIC ULCER

HEMOBILIA EROSIVE GASTRITIS

ZOLLINGER-ELLISON




SENGSTAKEN — BLAKEMORE
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ESOPHAGEAL TRANSECTION



ACUTE APPENDICITIS
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IT COULD BE DIFFICULT

o EVEN FOR A SKILLED

DIAGNOSTICIAN
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ji in May 1961 as the only doctor in an Nl e

FED TO KN THE APP%NDECTOI\/IY/ 238 & T\ A
antarctic station diagnosed his own % A : v
appendicitis and later on performed

appendectomy on himself




AND WHO IS THIS GENTLEMAN?

ALFRED NOBEL
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THE SUN SHOULD NOT BOTH RISE AND SET ON
ACUTE ABDOMEN




