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1. The topic : Vomiting in children ( congenital intestinal obstruction , acquired intestinal obstruction) – 6 hours .
2. Actuality of the topic : Vomiting is a symptom of many surgical and pediatric diseases . Many of these diseases are life-threatening  and require operation ( ileus , appendicitis , peritonitis ,others ). Doctor, examining a child , should assess character of vomiting and others symptoms of disease , what is a way to correct diagnosis and necessary treatment . This position especially important in process of examination of the newborns , in whom  early diagnosis is a pledge of a survival . Often a wrong diagnosis in children with vomiting due to ileus  leads to development of life-threatening complications ( peritonitis , sepsis , cardio-respiratory , renal insufficiency,  ) .  

3.  Objects of the lesson : 

3.1. General objects .  Students should know the clinical picture of congenital and acquired diseases with syndrome of vomiting in children , be able to give quantitative and qualitative assessment to vomiting in different diseases .

3.2. Educational objects .   As a result of lesson in students must be formed the responsible regard to examination of children with vomiting , ability to deal with children and there parents , circumspection for signs of  diseases with syndrome of vomiting  .

3.3. Concrete objects. 

Students must know :  

1. Pathogenesis of different kinds of vomiting .

2. Basic characteristics of vomiting .

3. Diseases with syndrome of vomiting.

4. Methods of examinations of the children with vomiting.

5. Basic principles of the treatment of different diseases with vomiting.

3.4.Students should be able : 

1.Compile anamnesis of the disease in children with vomiting.

2.Examine children of the different age with the complaint on vomiting.

3.Appoint a plan of examination of the child with vomiting.

4.Assess results of examination.

5.Make a diagnosis on the ground of examination.

4. The plan and organisation of lessons.

	Work type
	Time 
	Activity
	Equipment 

	
	
	Students
	Teacher
	

	Organisation of the practical class
	 5
	Listen 
	Presence control
	Journal 

	Aim setting
	5
	Listen
	Explain 
	

	Checking of the knowledge of students 
	15
	Make 
	Control 
	Tests 

	Seminar 
	60
	Answer 
	Control
	X-ray-grams

	Clinical discussion
	30
	Listen
	Discuss patients
	Patients 

	Personal student’s work
	60
	Make 
	Control
	Patients 

	Results of the lesson
	10
	Listen
	Appreciation of each activities
	

	Task for the next lesson
	5
	Listen
	Explain the task. Indicates the literature.
	


5. The contents of a topic :

        Congenital Pylorostenosis

Impaired patency of the pyloric part of the stomach is a genetically determined malformation and results from hypertrophy and degeneration of the pyloric sphincter. The factor underlying these changes is defective laying down of the nerve elements in the muscle and, as a consequence, its stable spasm.

Clinical picture. The first manifestations of the disease usually appear from the end of the second or the beginning of the third week of life. Its main sign is projectile vomiting between feedings.The vomited material is congestive in character: its amount is greater than the dose of a single feeding and it contains curdled milk with a sour smell.

The child starts loosing weight , signs of dehydration appear , and the baby urinates seldom while the stool is small in amount. In the acute form of the disease the signs develop rapidly and violently , so that the patient’s condition grows worse in a week. Disorders of water-electrolyte and acid-base equilibrium predominate in this case.

The findings of laboratory tests bear evidence of pachyhaemia (increased haemoglobin and haematocrit) and a picture of hypochloraemic alkalosis and hypokalaemia. The haemorrhagic syndrome may develop in severe cases as a concequence of intravascular coagulation of blood.

In the subacute form , the signs progress gradually: the baby regurgitates and vomits at first once or twice and then more frequently as a result of  which hypotrophy develops. No gross water-electrolyte disorders occur in this form.

On examination of the patient attention is focused on  the degree of hypotrophy and exsiccosis, epigastric distention, and increased peristalsis of the stomach of an “hourglass” type . X-ray and endoscopic methods of examination are applied to make the exact diagnosis.The size of the stomach , the presence of fluid in a fasting stomach, the time of the first evacuation of the stomach, the condition of the pyloric canal , and the time of full evacuation of the stomach are studied during X-ray examination. A distended stomach filled with gas and with a fluid level is found during scout examination. Segmental peristalsis of the stomach and absence of primary evacuation into the duodenum are demonstrated 15-20 minutes after a contrast medium (5 per cent aqueous barium suspension in 50-70 ml of breast milk) is given; a constricted  pyloric canal is seen on a lateral view. Examination of the patient in 3, 6, and 24 hours reveals retention of the contrast medium in the stomach.

Fibrogastroscopy is used latery in making the diagnosis of pylorostenosis.A distended and plicated antral part of the stomach and a drastically narrowed ( to a pin-point size) lumen of the pyloric canal which fails to open after atropinization and inflation with air (in contrast to pylorospasm) are found. Moreover, fibroscopy makes it possible to perform oesophagoscopy and determine the severity of reflux oesophagitis which is a frequent adjunct to pylorostrnosis. 

Differential diagnosis is made with pylorospasm, the adrenodenital syndrome (Debre-Fibiger syndrome), and partial duodenal obstruction above the major duodenal papilla. It is based on the difference in the X-ray and endoscopic pictures, the time of appearance of the first symptoms of the disease, and the results of  biochemical tests.In pylospasm,evacuation of the contrast medium from the stomach is disturbed for more than 2-3 hours, and antispastic therapy produces a good effect.

The adrenogenital syndrome is characterized by an admixture of  blood in the vomit, hyperkalaemia and hyponatraemia ; evacuation of the stomach does not suffer. The appearance of symptoms from the first days of life and typical X-ray findings are specific of high intestinal obstruction. Fibrogastroduodenoscopy helps in the diagnosis.

Treatment. Pylorostenosis requires surgical treatment. The operation is preceded by preoperative management for correcting dehydration, alkalosis, and hypokalaemia. The operation is conducted . under general anesthesia. Access to the pylorus is gained through a superomedian or transrectus incision or through a transverse incision in the superior abdominal quadrant.

The Fredet-Ramstedt operation is performed . The seromuscular coat of the pylorus is cut in the vascular zone and the cut edges of the muscle are drawn apart with an instrument until the mucous coat the pylorus prolapses into the wound for the whole distance of the incision. The thickness of the muscular coat on section ranges from 0,5 to 1,0 cm, whereas normally it is 0,1-0,16 cm thick.

The most responsible moment is division of the pylorus at its junction with the duodenum because the muscle is thinned out here and the overhanging mucosa may be injured. To check the intactness of the mucous membrane, the stomach is compressed and its contents moved towards the duodenum. This simple manipulation allows perforation to be recognized in time. If perforation is found, the defect is closed with one or ywo sutures. Should this prove difficult, the site of  pyloromyotomy is sutures and a cut is made on the contralateral side.

As the result of the operation,the anatomical obstruction is removed and passege of the pylorus restored. Three hours after operation the child is given a drink of 10 per cent glucose solution, in another 4 hours 10 ml of drawn off  breast milk is given at intervals of  2 hours for 10 feedings daily (no night feeding). In the following days the amount of milk is increased by 100 ml daily (by 10 ml for each feeding). From the 5th day, when the child already receives 50 ml of milk every 2 hours, its  amount is increased to 70 ml and the interval between the feedings is prolonget to 3-3,5 hours, after which the common type of feeding is given.

The lack in proteins and fluids in the first postoperative days is made up parenterally by intravenous infusion of plasma , 10 per cent glucose solution , and Ringer-Locke solution. Microenema is prescribed every 4 hours (15 ml of 10 cent glucose and 15 ml of Ringer-Locke solutions). The prognosis is favourable.

Congenital Intestinal Obstruction

Congenital intestinal obstruktion is among the most common morbid conditions call for emergency  surgery.It is encountered in children of any age, though most frequently in the neonatal period.It is caused by various malformations which can be conventionally separated into groups:(1) malformations of  the  intestinal tube; (2) malformations of the intestial wall; (3) malrotation of  the intestine;(4) defective development of other abdominal organs.

These malformations originate during organogenesis(the first 3-4 week of  intrauterine development) when one of the processes of the formation of the intestial wall and lumen and the growth and rotation of the intenstine are distorted.

The digestive tube goes through a “solid” stage during its develipment, with the proliferating epithelium closing the intestinal lumen completely. The process of vacuolation which follows next terminates in the restoration of the lumen of the tube. In certain cases, however, the last phase is disturbed and the intestinal lumen remainsclosed. When recanalization is disturbed only in a small area the lumen is closed with a thin membrane ( membranous atresia) . An opening of various size forms in the membrane ( membranous stenosis ) in cases in which recanalization has already started. In closure of the lumen for a considerable distance, the atresia has the character of a fibrous strand. This form of atresia may result from deficient development of the corresponding branch of the mesenteric vessel. Atresia may be multiple (“sausage” form). 

The malformations are encountered most freguently in the regions of “complex embryological processes”, namely, in the major duodenal papilla, at the junction of the duodenum and the jejunum, and in the distal segment of the ileum.

The intestine changes from the primary embryonic position (phase of “physiological embryonic hernia”) to the normal position by rotation . Delay of rotation in the different stages may result in various malformations which cause intestinal obstruction. When this happens in the first stage, the baby is born with incompleted rotation of the intestine. The midgut (stretching from the duodenum to the middle of the transverse colon ) in this case remains fastened at one point, at the origin of the superior mesenteric artery. The loops of the small intestine are in the right half of the abdominal cavity, the caecum is in the epigastrium, under the liver or in the left hypochondrium, the colon is on the left. This type of fixation creates the conditions for torsion about the root of the mesentery and the development of acute strangulation interstinal obstruction.

When the second stage of rotation is disturbed, the caecum located in the epigastrium is fastened by embryonic strands in front of the duodenum and compresses it.

Compression of the duodenum may be combined with torsion around the superior mesenteric artery, this is known as Ladd’s syndrome. Atypical position of the vermiform process together with the caecum makes the diagnosis of acute appendicitis in older children and even in adults difficult .

In disturbance of the third stage of rotation, fixation of the intestine changes which results in the formation of the defects in the mesentery and various pockets and recesses predisposing to strangulation of the intestinal loops. Internal hernias  are variants of the anomalies.

Meconium ileus is a condition of peculiar origin, it results from congenital cystic fibrosis of the pancreas. Due to the deficient enzymatik activity of the gland, the meconium is abnormally viscous and blocks the lumen of the ileus. 

All types of congenital intestinal obstruction are subdivided into high and low according to the level of the obstruction, into acute, chronic, and recurrent according to the course, and into complete and incomplete according to the extent of closure of the intestinal lumen.

The method of examination in cases of suspected congenital in​testinal obstruction consists of the following moments :

(1) study of information concerning the course of pregnancy and delivery;

(2) study of the disease history (the time of appearance of the symptoms and the dynamics of changes in them);

(3) appraisal of the general condition (signs of exsiccosis and toxicosis, degree of prematurity, combined maldevelopmental anom​alies, manifestations of birth injury and infectioii);

(4) examination of the abdomen (distension, asymmetry, Vaal's symptom, tenderness, peritoneal signs);

(5) intubation of the stomach (determination of the amount and quality of the gastric contents);

    (6) rectal examination;

    (7) X-ray examination.

Differential diagnosis. Hign intestinal obstruction must be differentiated from pylorostenosis, pilorospasm,and the pseudoocclusion syndrome. In contrast to duodenal obstruction pylorostenosis occurs in later periods and is marked by vomiting, of curdled milk without admixtures of bile or green matter. Pylorostenosis has typ​ical X-ray and endoscopic pictures. Pylorospasm is characterized by inconstancy of signs and good effect of spasmolytic therapy. The pseudoocclusion syndrome occurs characteristically in premature babies. The differential diagnosis is based on the X-ray picture (retention of evacuation of the contrast medium) and the efficacy of non-operative measures (neostigmine methylsulphate, siphon ene​mas, irrigation of the stomach).

Low intestinal obstruction is differentiated from dynamic ob​struction. As distinct from congenital obstruction intestinal pa​resis develops more gradually in babies at the end of the first month of life and older who suffer from some disease (severe pneumonia otitis, intestinal infection, sepsis). Paresis is marked by uniform distension of the abdomen, absence of peristalsis, and by signs of severe toxicosis. X-ray examination reveals abnormally large amounts of gases in the intestine.

Treatment. Surgery is indicated in congenital intestinal obstruc​tion. Preoperative management is an important stage;  specific fu​tures are determined by the type of the obstruction (high or low) the duration of disease, and the child’s age. The character of the operation depends on the anatomical variant of the malformation. Access is gained by median, transrectus or transverse laparotomy. The opened abdominal cavity is inspected, taking careful note of the presence and character of the exudate, the size and appearance of the intestinal loops, the size of the mes​entery and whether it is attached normally. 

Differential Diagnosis of Various Types of Congenital Intestinal Obstruction

	Malforma​tion
	Onset of disease
	Vomiting


	Stool
	Abdominal examination
	Behavior, condition
	X-ray findings
	Treatment

	High intestinal obstruction 

	Duodenal

atresia below major

duodenal

papilla
	From first

day of life
	Copious,

with green

matter; increases after

feeding
	Absent, mucus in rectum
	Distended epigastrium, depressed lower half, abdomen

soft, non-tender
	Calm, exsiccosis, toxicosis

appears from second day of

life
	Two gas bubbles

and two fluid levels, increased

density of lower

half of abdominal

cavity 
	Surgical excision of

membrane

or duodeno-

jejunostomy

	Duodenal

atresia abowe major

duodenal

papilla
	The same


	Regurgita-

tion and vom​iting of milk
	Scarce, of  normal color , mucus
	Distended epigastrium, distension diminishes after vom-​

iting, abdo-​

men soft, non-tender
	Calm, exsiccosis from third

day of life
	Distended stomach, no gas in

intestinal loops
	Operative:

Excision of

membrane

or gastroen-

terostomy



	Duodenal

stenosis
	Gradual,

during the

first month

of life
	Regurgita-

tion, vomit​ing of various intensi​ty with admixture of bile
	Normal con​sistency,

tendency

 to

constipa-tion
	Distended epi​gastrium
	Calm, pronoun​-

ced hypo-trophy
	"Megaduo-denum"

syndrome: distended duodenum

with fluid level,

delayed evacua-​

tion of contrast

medium
	Operalive:

Excision of

membrane

or duodeno-

jejunostomy

	Volvulus of

midgul
	Acute, most​ly on third

to fifth day

of life
	First regur-

gitation,

then vomiting of bile

and green

matter
	With ad​-

mixture of blood
	Depressed ab​domen
	Attacks 

of agi-

tation. Grave

condition: exsiccosis, toxicosis, shock
	Duodeno-stasis,

poor filling of intestinal loops with gas


	Emergency

surgery:

correction of volvulus



	Ladd`s syndrome
	Subacute, from

fourth to fifth day of life
	Frequent with admixture of bile
	Scanty, then absent
	Distended

epigastrium
	Agitation, pro​gressive cxsiccosis, toxicosis
	Duodeno-stasis, distended duode​num
	Ladd’s oper​ation: cor​rection of volvulus, separation of adhesions

	Malforma​tion
	Onset of disease
	Vomiting


	Stool
	Abdominal examination
	Behavior, condition
	X-ray findings
	Treatment

	Low intestinal obstruction 

	Atresia of small intestine 
	From second day of life
	Copious with admix​ture of bile and green matter
	Absent
	Regular dis​tension of ab​domen, visible peristalsis of intestinal loops (Wale’s sign), non-tender to palpation
	Calm, increase of toxicosis and exsiccosis, inertness
	Increased filling of loops of small in​testine with gas. Kloiberg's cups 
	Entero-entero

anastomosis

	Meconium ileus
	From second day of life
	Regurgi-tation, vomit​ing of bile, then of green mat​ter
	The same 
	Distension of abdomen, loops of small intes​tine filled with meconium are palpated
	Agitated, moans. Grave condition: tox​icosis, exsic​cosis
	Kloiberg's cups in upper part of ab​domen, increased density of lower part
	T-anasto​mosis, en​zyme thera​py


       In high obstruction, the intestine appears collapsed and only the duodenum and the ini​tial portion of the jejunum are drastically distended above the ob​struction. An atretic duodenum is often larger than the stomach, the pylorus is stretched out and outlined as a hardly noticeable groove (double-cavity reservoir). Low obstruction is. characterized by drastically distended afferent intestinal loops whose diameter is 10-12 times that of the collapsed intestine.
With the location and anatomical variant of the malformation determined, the main stage of the operation is begun. Ladd’s syndrome is the most common cause of high congenital obstruction. After evagination of the intestine into the wound, it can be seen that it is twisted one to three times around the root of the mesentery. With the volvulus corrected, the caecum is usually found high in the left half of the abdominal cavity while the wide planar strand radiating towards it from the right lateral part of the abdomen com​press the duodenum and cause its obstruction. Ladd's operation consists in correcting the volvulus and dividing the peritoneal strands;the caecum is transposed into the left half of the abdomen, calculat​ing on its taking the normal position in the right lower abdominal quadrant in 6 to 12 months. In other cases with incompleted torsion surgery consists in removing t-he obstruction by a simpler method (division of the strands, closure of the defect in the mesentery, cor​rection of the volvulus).

The operation of choice in atresia of the duodenum and its com​pression by annular pancreas or an aberrant vessel is posterocolonic anterior duodenojejunostomy. Duodeno-duodenoanastomosis is estab​lished in high duodenal atresia (above the level of the major duo​denal papilla); some cases with membranous atresia and stenosis are managed by duodenotomy and subsequent excision of the membrane and transverse closure of the intestine with sutures.

In atresia of the jejunum and ileum, the atresic intestine is resected together with the distended blind end and 5-7 cm of the collapsed distal segment, which is functionally deficient, is also removed. The continuity of the intestine is restored by side-to-side or end-to-end anastomosis established by single-row Halsted's sutures applied with atraumatic needles. The anastomosis should he at least 2.0-2.5 cm wide.

In atresia of the terminal segment of the ileum, the abnormal part of the intestine is resected and the end of the small intestine is anastomosed with the side of the colon.

Meconium ileus is managed by Mikulicz's operation consisting in extra-abdominal resection of the intestinal segment filled with the abnormally viscid meconium and establishment of double ileostomy which is closed in 3 or 4 weeks. Typical resection of the small intestine is recently used in the management of meconium ileus. Pancreatin is administered through the enterostomy in the post​operative period to liquefy the meconium.

The results of treatment depend on timely diagnosis and the com​bination of developmental anomalies in the child. Complications in the form of intestinal necrosis (in volvulus), perforation and peri​tonitis (in low intestinal obstruction), and irreversible disorders of homeostasis develop in late diagnosis.

6. Methodical support of the lesson .

6.1. Control of the original level of knowledge :

	Task
	Answer 
	Addition 

	1. Basic groups of diseases with vomiting 
	Syndrome of vomiting follows a few groups of diseases :
1) vomiting due to diseases of the infectious , neurological etiology – reflex , central and combined vomiting ;
2) vomiting due to diseases , required the participation of the surgeon on the stage of diagnosis ( infectious , septic diseases , pyelonephritis , diseases with partial intestinal obstruction )  ;
3) vomiting in surgical diseases ( congenital and acquired ileus , inflammatory diseases and tumors of the abdominal and thoracic viscera , trauma ) – vomiting due to obstruction , which may combine with reflex or central vomiting .
	

	2. Characteristics of the vomiting 
	Frequency , combination with nausea , relation to feeding , volume , contents , prersence of palliation after vomiting .
	

	3. Methods of examination of the children with vomiting .
	Subjective methods (anamnesis , palpation, percussion, auscultation) allow  to define the group of diseases with syndrome of vomiting . 

For correct diagnosis the objective methods are used – X-ray of the thorax and abdominal cavity, X-ray of the digestive tract with the contrast , endoscopic methods of examination   , ultrasonography , computer tomography .

In the presence of vomiting complex assessment of all symptoms of diseases must be done . For example , hypothrophy , vomiting by “fountain” at the 1-month age , “sand-glass” symptom are  signs of the congenital pyloric stenosis . 
	


6.2.Main literature:
1. Pediatric surgery: textbook / Losev O.O., Melnychenko M.H., Dilanyan I.R., Samofalov D.O.; edited by Loseva O.O. – Odesa : ONMedU, 2011. — 224 pages

2. Pediatric surgery (Textbook / Grif of the Ministry of Health of Ukraine / Odesa: ONMedU, 2019, 224 с.) Losev O.O., Melnychenko M.H., and others, 7 people altogether

3. Kryvchenya D. Y., Lysak S.V, Plotnikov O.M Surgical diseases in children. - Vinnytsya: New book, 2008. - 256 p.

4. Pediatric surgery. / Edited by Sushka V.I. and co-authors // K. Health. - 2002. - 718 p.

5. Pediatric surgery. Tutorial. Part 2. Edited by Tolstanova O.K., Rybalchenko V.F., Danilova O.A. and others. Zhytomyr "POLISSYA". - 2016. - p. 225, 322-331

Additional literature:

6. Emergency surgery of the abdominal cavity (standards of organization and professionally oriented algorithms for medical care) / Edited by Fomina P.D., Usenko O.Y., Bereznytsky Y.S. - Kyiv: ‘Health of Ukraine’ Library, 2018. - 354 p.

7. Age aspects of acute appendicitis in children and the key to its recognition. Tutorial. 2019. 260 p. Edited by Bodnar B.M., Ribalchenko V.F., Bodnar O.B., Melnichenko M.H., and others. Publishing. ISBN 978-966-697-828-1

8. Nedelska S.M. Diseases of the hepatobiliary system and pancreas in children. Textbook for 6th-year students of a medical faculty, interns, pediatricians, family doctors / Nedelska S.M., Mazur V.I., Shumna T.E.. - Zaporizhzhia: [ZDMU], 2017. - 113 p.

9. Violation of defecation in children: constipation and encopresis: Textbook /  Rybalchenko V.F., Berezhnyy V.V. ,Konoplitsky V.S., and others; Edited by professor Rybalchenko V.F., Berezhnyy V.V., Konoplitsky V.S., Rusak P.S. - Kyiv: VIT-A-POL LLC, 2018. - 548 p .: illustrations

10. Intestinal malrotation in children: from embryogenesis to consequences / Monograph. Edited by Pereyaslova A.A., Rybalchenko V.F., Loseva O.O - K .: PE "INPOL LTM" Printing House "000000000", 2019. - 226 p: illustrations

11. Intestinal obstruction in children: a textbook for students of the 5th year of medical faculties (specialties: "Medical business", "Pediatrics"). Spahi O.V., Barukhovych V.Y., Kokorkin O.D., Lyaturynska O.V., Pakholchuk O.P., Zaporozhchenko A.H. - Zaporizhzhia. -2015.- 75 p.

12. Developmental defects in children: a textbook for independent work of students of the VI course of the medical faculty (specialties "Medical business", "Pediatrics"). Solovyov A.E., Lyaturynska O.V., Barukhovych V.Y., Spahi O.V., Shchokin O.V., Makarova M.O., Anikin I.O. Zaporizhzhia, 2013. 165 p.

13. Bachurin V.I. Malformations of the genitourinary system as a cause of urological pathologies: teaching methodology for independent work of fourth-year students in the specialty: 7.12010001 "Medical business", 7.12010002 "Pediatrics", 6.120102 "Laboratory diagnostics" / Bachurin V.I.. - Zaporizhzhia: ZSMU, 2017. - 86 p.

14. Makarov A.V. Examination of the respiratory organs in children. Training manual. Makarov A.V., Danilov O.A., Sokur P.P., Rybalchenko V.F., Yurchenko M.I. - C .: Business entity Kolyada O.P., 2005. - 160 p.

6.3. Chart for work with the literature :
	№
	Task 
	Instructions 
	Answers

	1
	2
	3
	4

	1
	Pathogenetic types of the vomiting in children 
	1. Central vomiting

2. Reflex vomiting 

3. Vomiting due to obstraction of the intestine .
4. Combine vomiting 
	

	2
	Basic surgical diseases with syndrome of vomiting
	1. Congenital and acquired diseases of the esophagus , stomach , small and large intestine , rectum .
 2.Inflammotary diseases of the abdominal viscera (acute appendicitis , diverticulitis, mesenteric adenitis , peritonitis) 
3.Trauma of the abdominal viscera.
	

	3
	Diagnostics ant treatment of the high intestinal obstruction 
	1. Anamnesis , palpation, percussion, auscultation, gastric intubation. Typical X-ray – 2 fluid levels, absence or decreased intestinal pneumatisation. Indications for the contrast X-ray of the digestive tract .  

2. Time of operative intervention. Preoperative preparation of the newborns.
3. Basic operations .
	

	4
	 Diagnostics ant treatment of the lower  intestinal obstruction 
	1.Anamnesis , palpation, percussion, auscultation, gastric and rectal intubation. X-ray signs of the lower intestinal obstruction (multiple fluid levels). Indications for the contrast X-ray of the digestive tract , ultrasonography and endoscopy .

2.Time of operative intervention. Preoperative preparation of the newborns.
3.Basic operations .
	


7. Control material :

A. Questions :

Call basic groups of diseases with syndrome of vomiting.

Call basic characteristics of the vomiting.

Call basic methods of examination of children with vomiting.

What diseases cause the high intestinal obstruction ?

Describe the abdominal wall in a child with high intestinal obstruction .

Describe the abdominal wall in a child with lower  intestinal obstruction .

Call the causes of the acquired intestinal obstruction .

Call the symptoms of the acquired intestinal obstruction  

B. Tests with the samples of answers:

    1.In a 1,7-kg infant born at 34 weeks of gestation a abdomen retraction was observed.  During stomach and duodenum intubation the stomach contents with bile and meconium was got .Abdominal and chest X-ray examination showed a double fluid level in the epigastrium with otherwise gasless abdomen . Make a diagnosis.

A. Esophageal atresia.

B. Diaphragmatic hernia.

C. Biliary atresia.

                      +    D. Congenital high intestinal ileus.

                           E. Congenital lower intestinal ileus . 

     2. 3,2-kg newborn was breast-fed in 4 hours after the delivery . In 30 minutes an abundant  vomiting with bile and meconium was observed. During gastric lavage the meconium was obtained. What is the further tactics ? 

A. Gastrointestinal endoscopy.

B. Contrast X-ray investigation of the  gastrointestinal tract.

C. Enema .

D. Infusion and antibacterial therapy .

                      +    E.  Cancel the enteric feeding , call a pediatric surgeon , begin the infusion therapy .

     3.Within   6 hours after the birth  a congenital high intestinal ileus was diagnosed ( duodenum atresia ) in 2,8-kg infant . The infant was transported to the specialized neonatal intensive care unit . How long should take  a  preoperative preparation ?

A. 1 hour.

B. 3-6 hours.

                            +     C. 12-24 hours

                                    D. 5 days

                                   E. 10 days .   

     4.An atresia of the jejunum was found in a 3,1-kg full-term infant on the operative table . Others anomalies were absent .What operation is preferable in this situation ?

A. Gastrostomy .

B. Duodeno-duodenum anastomosis.

                         +   C. Duodeno-jejunum anastomosis  

                              D. Gastro-jejunum anastomosis.

                             E. Ileocecal  angle resection.    

     5.An abundant vomiting , abdominal distention , visible loops of the bowel and no passage of meconium are observed  in 2,9-kg full-term infant on the 2nd day of life. A mucous was got after the rectal lavage . After abdominal X-ray an congenital lower intestinal ileus was diagnosed. What is  the further  tactics ?

                      +     A. Stomach intubation , immediate transportation to the specialized unit for the preoperative preparation .

   B. Conservative  therapy with the next pediatric surgeon consultation in  24 hours.

C. Artificial feeding through a tube and enema .

D. Endoscopy .

     6.A congenital lower intestinal ileus was diagnosed in a 3-day-old infant. How long should a preoperative preparation  take ?

A. 1 hour.

                       +     B. 2-5 hours

                             C. 24 hours

                             D. 3 days

                             E. 7 days   

     7.A 3-year-old boy was referred because of the inconstant vomiting after each feeding since 1 year of age . Frequency of the vomiting was increasing and weight loss were noted . An endoscopy and contrast X-ray examination revealed esophageal dilatation with a narrowing of the cardia . What anomaly of the esophagus was found ?

                           A. Esophageal duplication .

                      +   B. Achalasia of the esophagus.

                           C. Chalasia of the esophagus.

                           D. Esophageal atresia.

                           E. Congenital short esophagus ( Barret’s esophagus)

     8.In  4 weeks after  a 3-year-old boy drank an alkaline electrolyte  the vomiting after each feeding and weight loss were observed. What investigations are helpful in the diagnosis ?

A. Abdominal and chest X-ray.

B. Tracheobronchoscopy.

C. Computer tomography .

                                  +  D. Esophageal endoscopy.

                                      E. Thoracoscopy.

     9.A 4-year-old girl was referred because of a total postburn esophageal stenosis ( an alkaline burn 12 months ago ) . The child had gastrostomy . Esopageal bougienage has not improved a situation . The stenosis has progressed for the last 2 months . What is the next treatment ?

A. Hormonal and antibacterial therapy ,  esophageal bougienage .

B. Esophageal pneumodilatation .

C. Massage , physiotherapy , solid food .

                 +   D. Operative treatment – esophagoplasty .

                      E. Esophageal stenting .  

     10.A child was breast-feeding till 1 month of age . After this age a curdy milk vomiting without  bile was observed . At 1,5 – month  hypotrophy and a “sand-glass” symptom  were diagnosed. Make a praliminary diagnosis.

                    A.Pyloric spasm .

                +  B. Pyloric stenosis.

                    C. Ladd’s syndrome.

                    D. Foreign body of the stomach .

                    E. Intussusception .

     11.A pyloric stenosis is suspected on the basis of the anamnesis , physical and laboratory examination in a 1-month infant . What instrumental investigation is crucial in the diagnosis at this age ?

                      A.Laparoscopy 

                 +   B. Gastrointestinal endoscopy .

                      C. Contrast gastrointestinal radioscopy .

                      D. Ultrasonography.

                      E. Computer tomography .

C. Tasks with the samples of answers :

     1.A 5-year-old girl was referred because of the periodic vomiting , increased during the last 2 weeks , poor appetite , weight loss . The girl has a harmful habit – tear off and swallow the hair .A solid , moderately painful and moved mass is palpated in the epigastrium .Make a diagnosis.

                                     Answer:  Trichobezoar . 

     2.A 2-year-old boy was brought to the emergency room with a 2-hour history of  the uncontrolled vomiting , crampy abdominal pain . A trauma was excluded . On physical examination an upper abdomen distention , retardation of the abdominal wall in the breathing and active peristalsis were found . The  peritoneal irritation symptoms were negative .Abdominal X-ray showed the multiple fluid levels . Make a diagnosis.

                                      Answer:  Volvulus

      3.A 12-year-old girl was operated on 2 months ago because of the acute appendicitis. Immediate postoperative results were good . Then she developed a vomiting , crampy abdominal pain  . After the stomach lavage the pain persisted . The girl was in a forced position – on the flank with flexed legs .Make a tentative diagnosis.

                                       Answer:  Comissural ileus .

     4.A 7-year-old boy operated on a 4 years ago because of a blunt abdominal trauma was referred with complaints of an uncontrolled vomiting ,  crampy abdominal pain . Abdominal X-ray showed examination a few wide fluid levels in the upper abdomen and decreased pneumatisation in the lower abdomen . What  tactics should be used ?

                                     Answer:   Calling  an anesthesiologist and an operation after a short preoperative preparation.   

      5.A 6-month-old boy had a 6-hour history of the intussusception without the signs of the peritonitis .During the  conservative air-pressure reduction an even abdominal distention appeared , a hepatic dullness disappeared  . Abdominal X-ray showed a free gas into the abdomen . What must be done in this situation ?

                                      Answer:  Urgent operation .  

8. Material for intra-lesson preparations :

1.Get the anamnesis of morbi  in a child with vomiting .

2.Examine the child with vomiting . 

3.Assess the results of the X-ray and endoscopic examination of the child with the foreign body in the stomach.

4.Make the plan of the examination of the child with adhesive ileus.

5.Make the plan of the examination of the child with the atresia of the small intestine.

6.Make the plan of the examination and treatment of the child with pyloric stenosis.

7.Make the plan of the examination and treatment of the child with Ladd’s syndrome.

9. Directory material for the acquire of the practical attainments :

Clinical picture of the central and reflex vomiting.

	Symptom 
	Reflex vomiting 
	Central vomiting

	Frequency 
	Infrequent
	Frequent 

	Background
	Abdominal pain 
	Headache 

	Nausea 
	Present 
	Severe and long-standing 

	Relation to feeding 
	Absent 
	Absent 

	Volume 
	Moderate 
	Moderate 

	Contents
	Gastric contents, sometimes with the bile
	Gastric contents, sometimes with the bile

	Palliation after vomiting .
	Present
	Absent 

	Concomitant symptoms 
	Varies due to disease 
	Neurological 


Vomiting in diseases of the esophagus 

	Symptom
	Stenosis and achalasia of the esophagus 
	Chalasia of the esophagus 

	Frequency 
	Infrequent 
	Frequent 

	Background 
	Decreased appetite  
	Anemia 

	Nausea 
	Absent 
	Absent

	Relation to feeding 
	In time of feeding 
	After feeding , in recumbent position

	Volume 
	Moderate 
	Moderate , like regurgitation 

	Contents
	Chewed food with alkaline reaction 
	Gastric contents with acid reaction 

	Palliation after vomiting 
	Present 
	Absent 

	Concomitant symptoms 
	Sense of fullness behind the sternum . Patient washes  down for the relief  food passage . 
	Pain behind the sternum, brash , melena


Vomiting in diseases of the stomach 
	Symptom 
	Pyloric stenosis 
	Pyloric spasm 

	Frequency 
	Frequent 
	Frequent 

	Background 
	At 3-4th week of life , weight loss 
	From the birth 

	Nausea 
	Absent
	Absent

	Relation to feeding 
	In 1-2 hours after the feeding 
	Relation is absent 

	Volume 
	Abundant, vomiting by “fountain”
	Moderate 

	Contents
	Clot milk with acid reaction without the bile
	Clot milk, sometimes  with the bile 

	Palliation after vomiting 
	Absent
	Absent

	Concomitant symptoms 
	Adynamia, hypotrophia, consti-pation , “sand glass” symptom 
	Absent 


Vomiting in intestinal obstruction .

	Symptom 
	High intestinal obstruction 
	Lower intestinal obstruction 

	Frequency 
	Infrequent 
	Infrequent 

	Background 
	Abdominal pain
	Abdominal pain 

	Nausea 
	May present 
	Present 

	Relation to feeding 
	In 1-2 hour 
	Absent  

	Volume 
	Abundant 
	Abundant

	Contents
	Intestinal 
	Fecal

	Palliation after vomiting 
	Present 
	Absent 

	Concomitant symptoms 
	Sunken abdominal wall with the buldging of the epygastrium prior to vomiting , stool is present during the 2 days 
	Asymmetric abdominal distention , active peristalsis, stool is absent 


