Case conference

Supervisor: VS AH iy
Presentor: R1IZIFSE
102.12.16

Visit ER at 10:43

60 y/o male

Chief complaint: syncope

Triage: |

T/P/R:33.2/81/18, BP=78/41mmHg,
Sp02=92%

Conscious: E4V5M6

Present illlness

¢ Initial mild abdominal pain
g [ —HiR ST BT+ KR (VAS:8)
->Syncope within minute(BE{Z{5)

>WEA 1% complain f &, denied back pain,
limb numbness

Past history

Allergy: NKA

Medical history

— DM(+), Hypertension(+)
Surgical history

— Unknown

Alcohol history: &5 K&

Physical examination

¢ Cons: E4AM6VS5
¢ Head & neck: Pupil: 3/3, light reflex: +/+
¢ Chest: clear breath sounds, RHB [
¢ abdomen: Tenderness(+), guarding(+) =
no back pain and tenderness :
¢ Extremity: freely movable
no numbness
symmetric pulse(dorsalis
pedis a.)

Impression

* Abdominal pain r/o pancreatitis
¢ Head injury




Management(10:58)

Morphine 5 mg IV ST
Whole body CT

N/S 500 ml STAT, then 60 ml/hr
FS(High)

ABG(6)
CBC/DC/platelet
AST, Cr, Troponin-I, Lipase ketone, Cl

WEE L H 537] 1106

PH=7.274
PC02=35.0 mmHg
P02=113 mmHg
BE=-11 mmol/L
HC03=16.2 mmol/L
TC02=17 mmol/L
502=98 %
NA=133 mmol/L
K=3.7 mmol/L
HCT=32 %PCV
HB=10.9 g/dL

Management(11:13)

RI10 IV ST

Check FS Q1H X2
TT0.5mlIMST

* Bacitracin 1 tube EXT ST
Wound CD

e On BP monitor(11:21)

Management(11:26)

N/S 500 ml IV ST

Bedside echo (poor echo window)
— No obvious AAA
— Some ascites noted

On line 2 with lock
Check VUf%BP
(1139) Warm N/S 1000 IV ST

Management(1151)

e Bain J2amp iv st
¢ Aorta CT with/without contrast + brain CT
e DC whole body CT without contrast

EKG

Aorta CT + Brain CT
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Laboratory data

WRTIH A

bty A2 S

CRCPlatelet T *rvdiirr GOTAST) 44 UL

WERC 7.3 H1000A1 Creatinme 142 mgHL

REC 330 million eGFR 50,85

Hb 105  gmdl Cl 9 megll

He Lipase 2 UL
Troponin I 0.2 lugL

BBHEHAR
Differential count
Segmented Newtro. M8 %
Lymphocyte %5 |%
Monocyte 57 %
Eosinophil 26 %
Basophil 03 %
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Management (12:20)

« B/CXII
VBG (4)

#51fL(PRBC:6, PLT:12, FFP:12)

* Jusomine 4 amp iv st

* Primperan 1 amp iv st

(1229) TAE

WEERL H R 12:33
PH=7.150
PCO2=56.6 mmHg
P02=20 mmHg
BE=-9 mmol/L
HC03=19.7 mmol/L
TCO02=21 mmol/L
502=21 %
LAC=65.2 mg/dL

Management (1232)

Morphine 6 mg iv st
Pre-OP

Sent patient to angioroom on call

Contact Gl doctor for admission(ward/ICU)

(1256) pRBC 2 U
(1256) PT/PTT

(1327) N/S 500 ML IV ST

1908 | R R

Hormal control 108 |second
INR 111 Ratio
APTT 214 second
Haormal contral 334 second
AFTT ratio 082

Angiography

Management(1550)

JERE use
Morphine 7 mg iv st
fi%i pRBC 2 u

(1600) admission to RI-6

ICU course

D1

D2 D3

—

#HpRBC:2+2, FFP:8, PLT:12
(Hb:10.5->8.2->8.6)

On neck CVC

N/S 500+500 ml iv

Abdominal echo

Hyperkalemia episode(K:7.2-->4.9)
Scv02: 52.6%->65.3%->86%
Lactate: 87.8>28.4 mg/dI

Hb:8.9, K:3.8
GOT/GPT:311/70
D/T-BIL:0.21/0.77
HBsAQ:932.6 U
Anit-HCV:Neg
Scv02: >90%

Transfer to 7B




b1 TPR D4 Abdominal echo

¢ Mild fatty liver

¢ Hepatocellular carcinoma, Posterior Inferior
segment (S6)

¢ Cholecystopathy secondary to parenchymal

[0 |10 2 liver disease,
o n * Ascites, bloody
30 |80 | 37

o | VI

iM% (mmHg)
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CXR(D1)

Characterization of pain

e provocative and palliating factors

Parforated
¢ Onset mgd%
* Quality 4 \

Discussion * Radiation

/ i\
¢ Slte el | .
Acute pancrealitis ?élliacry
* Associated S/S e N
* Time course : :

rectal pain




High risk feature of abdominal pain

History

Age over 65

Immunocompromised (eg, HIY, chronic glucocorticoid treatment)

Alcoholism (risk of hepatitis, cirrhosis, pancreatitis)

Cardiovascular disease (eg, CAD, PVD, hypertension, atrial fibrillation)

Major comorbidities (eg, cancer, diverticulosis, gallstones, 18D, pancreatitis, renal failure)
Prior surgery or recent GI instrumentation (risk of obstruction, perforation)

Early pregnancy (risk of ectopic pregnancy)

Pain characteristics

Sudden onset > organ perforation or ischemia/ obstruction of a small tubular structure
Maximal at onset > abdominal or extraabdominal vascular emergencies
Pain then subsequent vomiting > more likely to a surgical process, such as bowel obstruction

Constant pain of less than two days duration

Exam findings

Tense or rigid abdomen
Involuntary guarding

Signs of shock

DDX of Abdominal pain+ shock

Table 74-2 G ing of Known

by

Pain/vomiting/+ rigidity

Pain/vomiting/distention

Pain (+ vomiting)

Acute pancreatitis

Bowel obstruction

Acute diverticulitis

Diabetic gastric paresis

Cecal volvulus

Adnexal torsion

Diabetic ketoacidosis

Mesenteric ischemia

Incarcerated hernia

Myocardial ischemia®

Testicular torsion

Pain/shock

Pain/shock/rigidity

Distention (+ pain)

Abdominal sepsis

Perforated appendix

Elderly with bowel obstruction/volvulus

Aortic dissection

Perforated diverticulum

Hemorrhagic pancreatitis

Perforated ulcer

Leaking/ruptured abdominal aortic aneurysm

Ruptured esophagus

Splenic rupture

Mesenteric ischemia (late)

Myocardial ischemia®

Ruptured ectopic pregnancy

Life threatening condition

¢ Abdominal aortic aneurysm
¢ Mesenteric ischemia

* Perforation of gastrointestinal tract (including peptic ulcer,
bowel, esophagus, or appendix)

¢ Acute bowel obstruction

¢ Volvulus

¢ Ectopic pregnancy

¢ Placental abruption

¢ Myocardial infarction

¢ Splenic rupture (eg, secondary to EBV, leukemia, trauma)

REVIEW ARTICLE

Spontaneous Rupture of Hepatocellular Carcinoma

A Systematic Review

Eric C. IL Lai. MB, ChB, MRCSEd: W. Y. Lau, MD, FRCS, FRACS

Arch Surg. 2006;141:191-198

epidemiology

e Ruptured HCC: 3-15%

* Mortality rate of rupture HCC in acute phase:
25-75%
* Liver failure during acute phase : 12-42%

Clinical manifestation

¢ Sudden onset of abdominal pain(66-100%)

e Shock( 33%-90%)




‘ Patients With Spontanaous Ruptured HCG ‘

I

Acute Treatment and Triage
Hemodynamically Stable Hemodynamically Unstable

Conservativa Treatment Resuscitation
Stabilization; Hemostasis Procedure
Close Monitoring;
Correct Goagulopathy

TAE Open Surgery: Emargency Liver
Expertise Available; Perihepatic Packing; Resection:

Portal Vein Patent; |—| Suture Plication; Small and Easily
Reasonable Liver Alconol Injection Accessible Tumor,
Function HAL Noncirrhotic Liver

I
]

Assessment of Liver Function
Staging of HCC

Staged Liver Resection for Palliative Treatment
Resectable HCC

TAE

¢ Contraindication: complete occlusion of main portal vein
¢ Successful rate: 53-100%

Table 2. Results of lion for Ruplured Carcinoma in the Acule Phasa

Samgle Suceass Liwae Failure Ie-Hospital 30-Day
Source Size Size of Tumer, em Rate, % Rate, % Mantality Rate, % Mortality Rate, %
Nouchd et 8l 1984 4 NA 75 NA % NA
Sato et 8™ 1985 L] NA 100 B3 NA 167
Chen o1 al.* 1985 3 NA 100 A 0 NA
Hsleh ef al.™ 1087 17 NA 100 18 HA 294
Oicazakd e 2™ 1991 38 NA 100 %3 NA 368
Coer et al™ 1 15 Mean, 9 (range, 3-12) 53 133 LY n2
Ngan et al™ 1998 B Median, 12 (range, 3-32) a7 73 LY 364
Caztells at al.” 2001 T NA 100 NA n5 NA
Liu et al,™ 2001 4z NA 83 ] NA 3
Leumg gt al ™ 2002 an Mean, 8.8 (3-23) 100 19 nA %

e Complication:
— postembolization syndrome(26-85%)--fever, abdominal pain, nausea,
and liver enzyme elevation)
— Liver failure (11.8%-33.3%)

Prognostic factor in acute phase

* The serum bilirubin level(T-BIL>2.92 mg/dI)
* shock on hospital admission
* prerupture disease state

Conclusion

¢ Transarterial embolization is effective in
controlling bleeding for ruptured HCC in the
acute phase

e |tis still unclear whether the long-term
outcome of curative liver resection for HCC
with previous rupture is inferior to that for
HCC without rupture




