Term 2
(January - March)
There are seven sessions in this term
Sessions 1, 2 and 3
SURGERY IN GENERAL PRACTICE

Each student should take a surgical history and perform an abdominal examination.

Other teaching topics should include: 

· lumps and bumps

· taking a history from a patient who has peripheral vascular disease 

· examining lower limb ulcers

· learning about the post-operative care of a patient discharged to the community

· urine testing/urinalysis 
· suturing/tying a knot
Surgery is more than a technical procedure – the real skills lie in an early diagnosis. Complete care demands cooperation between Surgeon and General Practitioner.

The role of the GP

1. Making the clinical diagnosis:


Time and expense are spared if appropriate history, examination and investigations are carried out before referral to the surgeon.

2. Gatekeeper


Should the patient be referred or managed conservatively at home

3. Managing the condition the patient and the family


The GP must know the basic steps involved in surgical treatment so that the patient and family can be informed and reassured. 

4. In post-operative care


To advise on post-operative recovery and convalesce and as to whether a patient is fit to work. The ability to recognise postoperative complications such as wound infections and abscesses as a result of early discharge care.

5. Medium-term comp Long-term follow up


Regular reviews of patients in between their hospital appointments. 

6. To liaise and collaborate


Good care depends on good liaison, understanding and collaboration between GPs and Surgeons. Each must respect and be familiar with each other’s problems and difficulties.

Aims of this mini module
· To teach students relevant surgical practice from the community

· To give students appropriate feedback relevant to these modules at the end of the three teaching sessions. 

Learning outcomes
By the end of these three sessions the student should be able to:

· Take a concise history from a post surgical patient and carry out an abdominal examination. This includes all hernial orifices. (Femoral and Inguinal).

· List the differential diagnosis of acute and chronic abdominal pain and appreciate causes for relevant age groups. 
· Take a history from a patient with Peripheral Vascular Disease
· Examine the pulses of the lower limb.

· List the differences between arterial and venous insufficiency.
· Describe an ulcerative lesion on the leg. Briefly talk about the management of ulcers.

· How to examine and describe a lump e.g. goitre, hernia, lymph gland, sebaceous cyst etc. Offer a differential diagnosis.
The following is an example of how you could construct a set of outcomes for a patient who presents with abdominal pain:

THE PATIENT WITH ABDOMINAL PAIN

Learning outcomes

Clinical skills
At the end of the session, you should have:

· Taken a history from a patient with a history of abdominal pain

· Understood the importance of asking questions related to the pain (site, precipitants, relation to food), other symptoms and past history

· Performed a simple examination of the abdomen (excluding PR and proctoscopy)

· Summarised the findings of the history +/- examination

Knowledge
By the end of the session you should have discussed

· The relevant questions to ask in a history of a patient with abdominal pain

· Possible causes of abdominal pain in the patient depending on associated symptoms (change in bowel habit, haematemesis, blood pressure, etc.)

· Features to look for in the examination of a patient with abdominal pain to help in differential diagnosis (jaundice, hepatomegaly, cachexia, etc.)

Examination:
The student first introduces themselves to the patient and requests permission to examine their abdomen.

General inspection

· Inspection of the hands and face for signs of chronic liver disease, jaundice, clubbing, pallor and nail changes

· Examination of the mouth for mouth ulcers and abnormal pigmentation
Examination of the abdomen

· Inspection of the abdomen with the patient lying comfortably spine looking for abnormal swellings or movements

· Comment on abnormal features such as distribution of body hair, caput medusae

· Palpation of the abdomen, moving from light to deep palpation
· Palpation for the liver edge should start in the right hypochondrium and the hand should be placed flat with the fingers pointing upwards.  A bimanual technique can be used
· Palpation for the spleen should start in the right hypochondrium and use a bimanual technique, with the left hand placed firmly in the left renal angle
· Palpation for the kidneys should use a bimanual technique, placing the left hand in the appropriate renal angle
· Percussion of the abdomen.  In addition to the guidelines laid out for percussion of the chest, the student should also percuss from resonant to dull; place the finger on the abdomen parallel to the direction of the anticipated note change; percuss softly for superficial structures and more firmly for deeper ones
· Shifting dullness (for ascites)
· Auscultation of the abdomen for bowel sounds and arterial bruits
· Examination of the groins for femoral and inguinal herniae

· Differentiation of direct and indirect herniae

· Rectal examination this should be performed if appropriate, assessing anal tone, presence of haemorrhoids or anal fissures, size and consistency of the prostate, presence of rectal masses and tenderness
The Acute Abdomen

The GP’s role is to decide on the basis of the history and physical signs alone, whether the patient’s condition demands urgent referral.

What could be the cause?

1.
Colics 

· Bilary; must be distinguished from Cholecystitis, or symptoms of spreading infection, jaundice

· Renal; (Indications for referral Pain ++ and fever++)

2. 
Urinary infections

3. 
Diverticulitis


(Indications for referral: mass spreading peritoneal signs, signs of pelvic peritonitis, obstructive features.)
Conditions which demand urgent referral:

1.
Obstructions N.B signs of strangulation in volvulus and adhesion obstruction 

2.
Ischaemia  Embolism, Thrombosis, Colonic ishaemia in the elderly
3.
Ruptured aneurysm

4.
Trauma  Very difficult. GP must be aware of possibilities of delayed rupture of spleen, kidney, liver.
5.
Perforations  Peptic ulcers; Diverticular disease
6.
Appendicitis

7.
Acute cholecystitis; Spreading abdominal signs, Pyrexia, Jaundice
8. 
Pancreatitis

In all women with abdominal symptoms a gynaecological history and a pelvic examination are important.

· Ectopic pregnancy

· Torsion cyst

· Fibroid

· Pelvic inflammatory disease

Those due to pathology outside the abdomen

These may mimic an acute abdomen so should be recognised

1.  Herpes Zoster
2.  Diabetic Ketoacidosis 
3.  Myocardial Infarction

4.  Pulmonary infections
5.  Torsion of testes

Who, what, when?

The student should appreciate the conditions that occur predominately at different times of life

Prevalent in young

· Congenital disorders

· Appendicitis

· Intussusception

· Torsion of testes

· HSP

· Acute gastroenteritis

Prevalent in adult to middle age

· Appendicitis

· Pyelonephritis

· Gynae conditions
· Crohn’s disease

· Colics

· Pancreatitis

· Peptic ulcer

Prevalent in the elderly

· Cancers

· Ischaemic gut: intestinal ischaemia

· Herniae

· Diverticultuis

· Obstructions

The following is an example of how you could construct a set of outcomes for a patient who presents with vascular disease:

THE PATIENT WITH VASCULAR DISEASE

Aim: To obtain exposure to common vascular problems.

General Outcomes: To provide an understanding of the clinical presentation of common vascular problems in general practice including arterial, venous and lymphatic disorders. The student should revise the following common conditions:

	Risk factor reduction
	Abdominal aortic aneurysms

	Carotid artery disease
	Claudication

	Chronic critical limb ischaemia 
	Varicose veins

	Chronic venous disease
	Lymphedema


A. Knowledge skills: The student should be able to:
· Demonstrate basic knowledge and understanding of the common vascular problems including recognizing vascular ulcers.
· Develop skills in assessing patients with peripheral vascular disease.(History taking and examination)
· Be able to recognize any further underlying medical problems in vascular patients.
· Understand how to identify early and late post operative complications of vascular surgery particularly the complications that may occur after discharge.
B: Motor Skills: The student should be able to:
· Perform a specific vascular physical exam with emphasis on carotid bruits, palpation and assessment of peripheral pulses (radial, brachial, femoral, popliteal, dorsalis pedis, posterior tibial). (simulated patient)
· Have an appreciation of would closure and demonstrate knot tying if appropriate. (may be done in clinical skills lab)
· Examine actual patients with peripheral arterial occlusive disease and document signs of the disease, especially the presence, reduction or absence of pulses. 
Arterial disease in the leg

The effect of atherosclerosis in the leg leads to ishaemia. The primary occlusion site is the lower superficial femoral artery (60%) cases. The aorto-illiac segment is effected in about 30%. The pattern of arterial involvement tends to be symmetrical although one leg is usually effected more so than the other.

Other causes of ischaemia:

· Diabetes (usually more distal arteries)

· Beurger’s disease (thromboangiitis obliterans) smaller arteries.

· Acute Arterial embolism

· Trauma

· Vasospastic disease e.g Raynaud’s, scleroderma

· Frostbite, trench foot-cold and immersion injury.

History must include questions relating to:
1. 
Claudication distance: inquire about speed they are walking, gradient and recovery time. (This describes the efficiency of the collateral circulation.) Calf claudication indicates superficial femoral, gluteal claudication is caused by aorto-illiac disease. It is rare in the foot and suggests small artery disease (Buerger’s)

2.
Numbness: Diversion of blood to active muscle ‘muscle steal’

3.
Rest pain: 10% of patients. Typically at night and the leg is hung out of bed or exposed. Gravity improves circulation but causes odeama.

4.
Night Cramps: foot or calf

5.
Presence of Ulcers: They are painful (unless coexisting diabetes) and form on pressure points. 

6.
Cardiovascular risk factors.

Acute ischaemia 

May occur spontaneously or following trauma and usually the history is dramatic with sudden onset of pain, coldness and numbness in one or both legs

Examination features
Inspection: 

May reveal little abnormality

Odema

Muscle wasting

Loss of hair

Shinny skin

Trophic changes in the skin or nails

Palpation

Temperature change (cold)

Poor perfusion (slow return of colour after blanching the skin)

Postural colour changes- Elevation pallor and dependant rubor. (i.e.‘sunset foot’)

Venous guttering on elevation

Tender fissure ulcers, or interdigital or on the heel,

Ulcers on toes or pressure points

Septic lesions – paronychia pulp sepsis, bunion

Gangrene of one or more toes

Loss of pulses

Auscultation

Aorta, femoral, popliteal arteries.

In Acute ischaemia the clinical features are represented by

Pain, Pallor, Paraesthesia, Paresis (weakness), Pulse less

Indications for referral
Severe or progressive claudication

Rest pain , necrosis or gangrene,

Young patients to rule out alternative cause.

Patients with diabetic sepsis

Acutely ischemic legs
THE PATIENT WITH VARICOSE VEINS
A. Knowledge skills: The student should be able to:
· Demonstrate basic knowledge and understanding of the common venous problems including venous ulcers. (Differentiate between venous and arterial ulcers.)
· Develop skills in assessing patients with venous disease. (History and examination)
· Be able to recognise any further underlying medical problems in patients with venous problems.

· Understand how to identify early and late post operative complications of varicose vein surgery particularly the complications that may occur after discharge.
B: Motor Skills: The student should be able to:
· Perform a specific physical exam with emphasis on anatomical distribution of veins including the long saphenous and short saphenous.
· Have an understanding of how to safely remove sutures postoperatively.
· Examine patient with venous incompetence and document signs of the disease. 
Primary varicose veins
Unknown aetiology 

Secondary varicose veins
Known aetiology

Obstructed venous return

Pregnancy

Pelvic tumors

Ascites

Thrombosis

Retroperitoneal fibrosis

Deep vein thrombosis

Illio-femoral and calf veins

Rare congenital anomalies & AV fistulae

Factors predisposing to varicose veins
Family history  In 70% of cases there is a family history

Occupation: commoner in jobs which involve prolonged standing, especially in warm surroundings.

Age  Increasing with age

Sex  Commoner in women

Diet Typical low fibre western diet, leads to constipation and straining. (Rare in third world)

Obesity

Classification
Anatomical

Incompetence from:

1. Long saphenous (commonest)

2. Short saphenous

3. Ankle perforators (very uncommon)

4. Combination

Depth:

Intradermal-web veins, spider or naevoid form

Subdermal – reticular veins; fine venules

Subcutanous – stem veins; along saphenous distribution.

Complications
Superficial thrombophlebitis

Skin changes:resulting from prolongues venous hypertension such as eczema,   trophic changes, ulcers, fat necrosis and induration.

Bleeding

Calcification (rare)

Periostitis of the tibia (results from chronic venous ulceration)

Marjolins ulcer (squamous carcinoma of chronic ulcers)

Important points in the history:

· Aching or heaviness of legs

· Aggravation factors: prolonged sitting and standing and high temps. Inquiring about premenstrual ache if appropriate.

· Duration and progression of symptoms

· Ankle swelling

· Itching over varices

· Restlessness at night

· Cramps in legs

· Concern about cosmetic appearance

· Bleeding, skin changes

· Previous surgical treatment/injection therapy

· Family history 

· Occupational history

· Obstetric history

· Relevant past medical history: Trauma deep venous thrombosis or diabetes

Vascular Diseases
Abdominal aortic aneurysms 

Indications

Size
· >5 cm (good risk patient)

Symptoms
· Recent pain (symptomatic)
· Rupture
· Thrombosis
· Embolism
· Aortocaval Fistula
· Aortoenteric Fistula

Natural history 

Numbers vary, generally risk or rupture increase exponentially above 5-6 cm.
· < 5 cm 4% /yr
· 5.7 cm 6.6%/yr
· 7 cm 19%/yr
Elective operative mortality:
· 3 - 5 %
Carotid disease
Indications for carotid endarterectomy
Symptomatic disease
· With appropriate side stenosis > 70%
Asymptomatic disease 
· Still controversial > 60% stenosis (ACAS) Trial; > 80-99% stenosis, contralateral disease
Natural history
Symptomatic
· TIAs 10 - 30 % first year, 6% /yr after
CVA 10%/yr
Asymptomatic 
· 2 - 4%/yr
Operative risk (stroke and death): 
AHA Stroke Council recommendations 
· Asymptomatic < 3%
· TIAs < 5%
· CVA < 7%
Lower extremity arterial occlusive disease
Indications
· Severe disabling claudication
· Rest pain
· Tissue Necrosis
Natural history

· Claudication most (~75%) stable
· Risk of amputation 5 - 10 %/5yrs
· Rest pain and tissue necrosis
· Majority will progress
· No long-term studies
· Generally considered indications for intervention
Operative risk
Depends on indication and underlying anatomy, comorbid conditions
· ~5-10% risk of amputation
· <2-3 % risk of death (MI)
