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INTRODUCTION
AND
AIM OF WORK



INTREODUCTION AND ATM OF THE WORK

Patients with acute abdominal diseases are critical
patienta need a good and correct dicision tfrom the swrgon ,
howv to manage and treat. The correct diclsion takxen by the
surgen should be based on a sclentific scheme that can help
him to reach the proper diagnosis of the case very early
for thig critical patient. This correct and early diagnosis
is considered the real problem after which the managementwill

be more ezslisr .

Resglde the good clinical examinaticon , many recent
advances of investigations are of great help esgpecially
if susgpieion occurs in the clinical eXsminaticn or if the
patient is not cooperative or in gheocked and comatosed

patient .

I aim in this esgay to put in hand a simple and
eagy gcheme that can help in the early dizgnesis of acute
abdominal diseases which is wery impertant both to the
patient and the physician .

A4im of the Work

The study was carried out to improve tihe resnlts of

treatment of acuie abdominal diseases. To reach such ain ,

the study provides aids which can be uszed zagily ang

rapidly to reach the correct diagnosias .



The hisztory and physical examination are the basis
the diasgnogis. However , invesgtigations sre advised
there is guzpecion in the diagnesis. Flain ¥-rays

‘he abdomnen are the most imporitznt of all .
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ANATCAY

I, anterolateral abdominal wall { McVay , 1984 )

It is bounded above by the flare of the costal
margin and Xiphold process , and below by the iliac cresta,
inguinzgl ligaments , pubic crests and public symphysis

Huperficial structures :

1. Skin: 1t ig loeosly attached to the subjacent structures.

2. Superficial fascia: has a superficial stratum
{( Camper's fascia ) and a deep gtratum { Scarpa’'s fascia)
which ie dense and more clogly attached to abdomingl
muscles .

3. Broad abdominal muscles: the flat muscles { external
oblique , internal oblique and trazsversus abdominisg}
and the recti form an elastic contractile layer about
the abdominal cavity protecting its conftsnts .

4. Fascia transversalis : it is regicnally named for the
muscle 1t covers such ag ileo-psoas fascla, obturator
fageia , etc..

The integrity of transversalis fascia i1z essential
for the integrity of the sbdominal wall and no hernia
could be exist ( Fietach et al., 1981 ) .

5. Preperitoneal ceonnective tissue: a layer that separates
the transveréalis fascia frem the peritoneum .

6. Linea semilunaris : which are the lateral marging of

the recti muscles .



T+ Linea alba: it iz a linear midiine furrow .
B. Vessles and nerveg: the arterial sunply comes from the

lagti =ix intercostal and the five lumbar artries ,

topotier with superior ard inferior eplgastiric and

[ )
]
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the deep clrcumflex iliac artries. The trunks of the
intercostal angd lumbar artries run with the interzostal,
ilio-hypogantric and ilic-inguinal nerves bheatwesn the
infernal obligue and lrangversus abdoming musclean .
There are coanections between nerves of the abdominal
wall and thoss 07 the vigceraza. When viscera are injured
gr periicnitls develops , the abdominal muscles contract

throuvgh a reflsx gaction .

11. Posterclateral abdominal wall :

Dus to the Torward convexity of the lumbar vertebras |,
two paravertebrsl gutters are formed. They are Floored
in by the psocas, the lumborum muscles . The kicdreys lie

high vp in the paravertebral gutters .

IIT. Abdominal cevity { Last , 1979) .

The ailimentary cenal is invested unevenly. The
stomach 1z [ixed at its two endas , but eleswhere owings
free on Y mesentries ' . The duodenum is olastered down
to the posterior abdeminal wall , wkile the whols length

of the small intestine swings free or its mesentry .



Agcending and descending colons are bhoth adherent to the
pogterior sbdominal wall , but the transverse colon 1s
mobile on its own mesentry " the ftransverse mssocclon ".

Th
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pelvic colon awings on its pelvic mesocolon. Lastly,
the rectum iz plastered by the peritoneum to the hollow
ol the gacrum. The suprarenals , kldueyo and uroteen lie
behind the peritoneum and posgsess no serous coat. The
aorta and vena cava lie behind the peritoneum. The
intestinal veszies run through the mesentries to reach
the gut .

I1V. The periteneum { Last , 1979 and MeVay , 1984 ) .

The peritoneum iz a fibrous membrans that lines fthe
wegll of the abdominal cavity , the parietal peritoneum ,
and invests tne abdominal viscera , the vigceral peri-
tonsum,. It hazs a potential space between the parietal
and visceral layorsg which ia the peritoneal cavity or the
greater sac to distinguish it from the lesser sac or
omental bursa which lies behind the stomach. 11 cpens
into the greater sae through the epiniloic foramen or the

foramen of Winglow .

(a} The preater cmentum :

It lieg over the coils of small integiine like &
vagcular apron from the transverse colon. The twe

layers of ihe greater omeatum enclose the stomach



and leaves ite leasser curvature to pass upwards forming

the legsger omentum .

{b} The lesser omentum :

I+t attachment to the stomach extends from the right
gide of zbdominsl oesophagus , along the legser curvature
and the pylorusz to the first inch of the ducdenum . Itsg
mpper attachment passes acrosz the under surface of the
liver. From fthe right side of the portz hepatis to the
first irnch of the ducdenum , the right side of the leszer
omentum lieg free enclosing the hepatic artery , the

common bile duct snéd the portal vien .

{c¢) Ths greater sac :

The transverse mesocolon divides the abdominal
cavity into supraceclic and infracclic compartments . The
infracelic compariment is further subdivided by the root
of the mezentry into right and left infracclic compartments.
The transverse mesccolon is attached across the second
part of the ducdenum and ends over ths lower pole of the
right kidney at the hepatic flexure. ©On ths left side
it ends over the lower pole of the left kidney at ths

gplenic flexure .

The mesentry begins ite attzchment at the ducdeno-
jejunal flexure , crosses the third part of the dusdenum

where the superior mesentric vessgles lie between its



folde , and slopes downwards acress the aorta , inferior

o
Y
o+

vena cavia ., ri vzoas muscle and right ureter to the

o

right iliac fossa over the iliacus muscle and fascia .

The right infracciic compertment is triangular in
shape. It contains the right erd of the Inferior pole
of the right kidney , crossed by the ascending branch of
the ripght colic vessles. Just to the left of this is the

gecond part of the ducdenum .

Thae left infracolic compariment is quadrilateral in
ghape. It contains the fourth part of the ducdenum
paraducdenal fosgsae, irferior pole of the 1eft kidney ,
the agcending branch of the upper left z2olic vesszles ,

gorta , inferior wvena cava , promontry of the sacrum and

attachment of ths pelvic mesocolon .

The supracclic compariment containg the abdominal
part of the ogesocophagus , stomach , 1liver and biliary
gystem,mest of the body and head of the pancreas anid

gtructures forming the stomach bed .

fd) The legser sac :

1t 19 a diverticulum from the greater sac and

communicates with it through the epiploic foramen .

¥. The peritoneel recesses 3

ey

They are of surgical impertance as they may be the

gite of internal hernistion. The recesseas are :



1.

2.

The lesger gac .

Recesses in relation to the duodenum: superior ,

inferior , para-and retroe-ducdenal recessea. Also

dupdenojejunal and mesentrico parietal recegses . Thsa

mozt imporiant recegses are

a)

b)

3.

Superioe ducdenal recess t lies on fthe left side of
the fourth part of the ducdenum. Its opening looks

downwards .

b

Inferior ducdenal recess @ in 75 perecent of subjscis

L

n

it is asasociated with the superior ducildenal recess .
It 3iea to the left =ide of the fourth part of the
ducdenum. Its opening leoks upwords .

Cascal recsases @

Superior ileccaecal recesg: opens downwards and to the
left. It 13 bounded by a vascular fold from the caeum
infront , the mesentry of the ilsum behind , terminal
part of the ileum below and the ileccaescal junction on
the right side .

Inferior caecal recess .

Retronaecal racess -

The intersigmoid recesa @ 1t 1s constantly present in

the foetus and during infancy , but may disappear as
the age advances. It lies behind the apex of the
mesocolon and formg & funnel-zhaped recess which 1s

directed downwerds { Daviea , 196% ) .



PHYSIOLOGY OF
ABD OMINAL PAIN



PHYSIOLOCY OF ABDOMINAL PATH

Schwartz { 1979 } , defined pain { from the latin
poena , penalty , punshment , torment ) as the predominent
gengory experience by which man judges the existence of
digeage within himself. Uost diseases of abdominal vigcera
are ageociated with pain at some time during their course.
Indeed , the correct diagnosis of acute abdomen usually
amounts to the correct identification of the cause of the
gbdominsl pain. About the nsture of pain , most physiolo-
gists now describe to the specificity theory , which heold
that pain is a separate gensory modelity with ita own

specifisc neural apparatus .

Cryil ( 1974 ) , stated that pein may be accompanied
by mezzgurable physlilogical changes as the heart rate ,

breathing and sweating .

The parietsal peritoneum is senstive to physical and
chemical stimuli while visceral peritoneum isg insenstive.
The liver gpleen and kidnsey are not senstive to incisiors,
nregsure or cauterisation. Also , the alimentary trect
is not genstive to the previous stimuli but is senstive to
distension. The inflamed organ is sexnstive to pressure
as well ag to distension. Ryle { 1948 ) , emphzsized that
contraction of smoocth muscle of hollow viscera ig an

adquate physiologic stimulus for pain .



