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 Mrs. Ba, 67 y/o 　 

 Marriage: married 
 Occupation: housewife
 Address: Pingtung 瑪家鄉

 History of RA (diagnosed by LMD Dr. 1+ 
yrs ago) without medications, G4P4A0 
(NSD X3, C/S X1), s/p IUD
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General Data 



Chief complaint 

 Lower abdominal pain with 10kg 
body weight loss for 6 months 



Present illness 

 Once acute polyarthralgia -> without regular tx., no 
recurrence

 Intermittent lower abdominal dull pain and poor 
appetite

 Nausea and vomiting; watery diarrhea

 Mild DOE; BWL ~ 10kg
 PES at Paochien Hospital: GERD and shallow GU 
-> no improvement after PPI
 Abd. CT at Pingtung Branch of VGHKS: mod. ascites

 Referred to our Gyn OPD for r/o malignancy 
(elevated CA125 at E-Da H.)

 Admission

Late 2013~ 
early 2014

2014/11

2015/3

2015/5

5/21

5/25



Review of systems

 Fever/chills(-), BW loss(+), night sweating(-), poor 
appetite(+), malaise(+), muscle weakness (-)

 Xerostomia(+), xerophthalmia(+)  
 ENT symptoms (-), oral ulcer(-)
 Cough (-), dyspnea (+), chest tightness/pain (-) 
 N/V(+), dysphagia(-), abdominal pain(+), abdominal 

fullness(+), diarrhea(+), stool color change(-)
 GU tract symptoms: (-), menopause(+), Vaginal 

discharge/spotting(-)
 Arthralgia(+), skin rash(-), photosensitivity(-), 

Raynaud’s phenomenon(-), echymosis(-), LAP(-) 
 Leg edema (-), leg ulcer(-), digital gangrene(-)
 Neurological symptoms(-)



Personal history

 Allergy: no food or drug allergy
 Smoking, alcohol, Chewing betel nut: denied
 Travel history: denied
 Animal contact history: denied
 Clusters: denied
 Abnormal sexual history: denied
 Drug: denied regular use of medicine or herb
 Family history: noncontributory



Physical examination

BH:145cm, BW:32.8kg, BMI:15.6; BP: 121/62mmHg, T/P/R:36/88/19;
Anasarca (-), cachexia (+)
HEENT: conj.: pale, sclera: anicteric; oral ulcer(-), gingival 

hypertrophy(-); JVE(-), LAP(-)
Chest: bilateral coarse; RHB without murmur
Abdomen: normoactive bowel sound, soft, flat, tenderness(+), 

engorged superficial veins(-), op scar(+) 
DRE: N.P (no tarry or bloody stool)
Gyn. system and PV: N.P (IUD in situ)
Extremities: freely movable, pitting edema (-), active arthritis(-)
Skin: rash(-), nodules(-), wound(-), petechia/purpura (-)
NE: (-)





Problem list 

 Chronic lower abdominal pain 
 Poor appetite + body weight loss 
 Ascites
 Polyarthralgia, sicca complex
 Others: nausea/vomiting, diarrhea, DOE
 Confirmed: GERD and gastric ulcer

1.Acute (life threatening) vs. chronic (AE)

2.Benign functional illness (eg. irritable bowel 
syndrome) vs. organic pathology 



Malignancy!

Systemic 
inflammatory 
disease (eg. 
CTD, 
vasculitis…)!









D/D for chronic lower abdominal pain

GI Gyn GU Other
Malignancy
IBD
Bowel obstruction
Infection 
(diverticulitis,
gastroenteritis,
infectious colitis, 
peritonitis, 
mesenteric 
lymphadenitis)

Malignancy
Benign tumor (eg. 
leiomyomas, 
adenomyosis, 
endosalpingiosis, 
benign cystic 
mesothelioma)
PID
Tuberculous 
salpingitis
Pelvic adhesion
Post-op peritoneal 
cysts
Pelvic congestion

Malignancy
Nephrolithiasis

Malignancy (eg. 
lymphoma)
Systemic 
inflammatory 
disease (eg. 
CTD, vasculitis)
Metabolic 
disease (eg. 
DM, 
hyperthyroidism
, adrenal 
insufficiency)
Mesenteric 
ischemia

Neuro

Malignancy
Neuralgia
Neuropathic 
pain
Herniated 
nucleus 
pulposus



Problem list 

 Chronic lower abdominal pain 
 Poor appetite + body weight loss 
 Ascites
 Polyarthralgia, sicca complex
 Others: nausea/vomiting, diarrhea, DOE
 Confirmed: GERD and gastric ulcer





D/D for 
chronic lower abdominal pain X BWL

GI Gyn GU Other
Malignancy
IBD
Bowel obstruction
Infection 
(diverticulitis,
gastroenteritis,
infectious colitis, 
peritonitis, 
mesenteric 
lymphadenitis)

Malignancy
Benign tumor (eg. 
leiomyomas, 
adenomyosis, 
endosalpingiosis, 
benign cystic 
mesothelioma)
PID
Tuberculous 
salpingitis
Pelvic adhesion
Post-op peritoneal 
cysts
Pelvic congestion

Malignancy
Nephrolithiasis

Malignancy (eg. 
lymphoma)
Systemic 
inflammatory 
disease (eg. 
CTD, vasculitis)
Metabolic 
disease (eg. 
DM, 
hyperthyroidism
, adrenal 
insufficiency)
Mesenteric 
ischemia

Neuro

Malignancy
Neuralgia
Neuropathic 
pain
Herniated 
nucleus 
pulposus



Hospital course (General survey)

ALB
(g/dl)

GOT
(U/L)

GPT
(U/L)

CK
(U/L)

BUN
(mg/dl)

CREA
(mg/dl)

Na
(mmol/L)

K
(mmol/L
)

1.5 28 13 26 25 0.98 125 3

T.BIL
(mg/dl)

GLU
(mg/dl)

WBC
(Cumm)

HB
(g/dl)

PLT
(Cumm)

BAND
(%)

SEG
(%)

LYM
(%)

0.2 85 9280 8.9
(MCV 
77.9fl)

193K 3 90 4

PT
(INR)

CEA
(ng/mL)

CA125
(U/mL)

CA199
(U/mL)

Fe
(ug/dl)

TIBC
(ug/dl)

1.17 <1 46.8 7.6 43 73



 Stool: RBC(-), WBC(-), parasite(-),OB 3+
             culture: Clostridium difficile 
-> diarrhea resolved after frotin tx.
 Urine: RBC 1-2/HP, WBC 7-10/HP, 
              casts(-), pro. 30
 HBsAg (-)
 HCV Ab (-)
 CXR: N.P



Abdominal sono

 The size, surface and the echo texture of the liver is 
within normal limits.                                                  

 The sludge is noted at the depending portion of 
gallbladder.    

 The CBD is dilated, 8.7 mm.                                     
                                                              
 Echogenic spot at upper calyx of right kidney, 

indicating renal stone, 7.3 mm.                                       
           

                                                              
 Mild degree ascites. 



Transabdominal  sono

 1.Well distended bladder.                                       
 2.The uterus was measured as 69  x 41 x 48 mm in 

size.          
 3.Bilateral ovaries are invisible may be due to 

atrophy or surgical removal.                                       
      

 4.Endometrium thickness as 7  mm.                          
     

 5.IUD IN SITU                                                   
 6.Fluid ,ascites was noted . 



Fiber colonoscopy

Negative findings from rectum to 
ileocecal valve







Double halo sign or target sign

 Double halo sign = either a higher-attenuation outer ring 
(muscularis propria) + inner ring of gray attenuation or a 
higher-attenuation inner layer (submucosa) + outer ring of 
gray attenuation.

Differential Diagnosis —
 Idiopathic inflammatory bowel diseases, vascular disorders, 

infectious diseases, and radiation damage. The uncommon 
diagnosis in which this pattern occurs is malignancy.







Comb sign

 Higher-attenuation of vasa recta 

 To differentiate active inflammatory 
condition from lymphoma and 
metastases, which tend to be 
hypovascular. 



D/D for chronic lower abdominal pain 
X BWL X double halo X comb sign

GI Gyn GU Other
Malignancy
IBD
Bowel obstruction
Infection 
(diverticulitis,
gastroenteritis,
infectious colitis, 
peritonitis, 
mesenteric 
lymphadenitis)

Malignancy
PID
Tuberculous 
salpingitis
Pelvic adhesion

Malignancy Malignancy (eg. 
lymphoma)
Systemic 
inflammatory 
disease (eg. 
CTD, vasculitis)
Metabolic 
disease (eg. 
DM, 
hyperthyroidism
, adrenal 
insufficiency)
Mesenteric 
ischemia

Neuro

Malignancy



Problem list 

 Chronic lower abdominal pain 
 Poor appetite + body weight loss 
 Ascites
 Polyarthralgia, sicca complex
 Others: nausea/vomiting, DOE, microcytic anemia, 

CBD dilatation
 Confirmed: GERD and gastric ulcer, diarrhea (C. 

difficile related), nephrolithiasis



Laparascopy

 S/P Laparoscopic bilateral ovarian 
wedge resection + omentum biopsy + 
adhesiolysis of adhesions between liver 
and abdominal wall

 Operation finding: severe adhesion and 
yellow-green ascites



Hospital course (Ascites survey)

 Yellow green ascites obtained from 
laparoscopy

 WBC: 100/Cumm, RBC: 51/Cumm
 Neutro.: 0, Lym.: 45%, Mono.: 55%
 SAAG = 1.5-1.1=0.4 <1.1 (g/dl)
 Total protein: 2.7 (g/dl), LDH: 115 (U/L), Glu.: 

105 (mg/dl), Amyl.: 20 (U/L)
 Culture (-) for bacteria and TB
 Cytology (-) for malignancy











Problem list 

 Chronic lower abdominal pain 
 Poor appetite + body weight loss 
 Ascites => Serositis or nephrotic 
 Polyarthralgia, sicca complex
 Others: nausea/vomiting, DOE, microcytic anemia, 

CBD dilatation
 Confirmed: GERD and gastric ulcer, C. difficile 

associated diarrhea, nephrolithiasis



Hospital course (AIR survey)

 Immune profile: ANA:1:640H, anti-
SSA>240, anti-SSB(-), RF(-), ACPA(-), 
C3:16.6, C4:4.8, IgG:2010, IgA:480, 
IgM:43.4, IgE:14.1 

 HSCRP:3.73, ESR: 15mm/hr







Problem list 

 Chronic lower abdominal pain 
 Poor appetite + body weight loss 

 Ascites => Serositis or nephrotic 
 Polyarthralgia, sicca complex => 

 Suspect Sjogren’s syndrome, D/D:SLE
 Others: nausea/vomiting, DOE, microcytic anemia, 

CBD dilatation
 Confirmed: GERD and gastric ulcer, C. difficile 

associated diarrhea, nephrolithiasis



D/D for chronic lower abdominal pain X 
BWL X double halo X comb sign X ascites

GI Gyn GU Other

IBD
Infection 
(gastroenteritis
,
peritonitis)

Systemic 
inflammatory 
disease (eg. 
CTD, 
vasculitis)
Mesenteric 
ischemia

Neuro



Chronic mesenteric ischemia 

 Also called intestinal angina - episodic or 
constant intestinal hypoperfusion, and is 
usually due to mesenteric atherosclerotic 
disease. 

 Classically complain of dull, crampy, 
postprandial epigastric pain, usually within the 
first hour after eating. 

 The typical patient has a history of smoking, 
coronary heart disease, cerebrovascular 
disease, or lower extremity peripheral artery 
disease.   



 Diagnosis: demonstration of high-grade 
stenoses usually in multiple mesenteric 
vessels, in patients with unexplained chronic 
abdominal pain, weight loss, food aversion, 
and diarrhea.

  

 Computed tomographic (CT) angiography has 
sensitivities and specificities exceeding 90 
percent for the diagnosis. 



Inflammatory bowel disease

 Peak age 15~30 yrs
 GI (loose stools or bloody diarrhea, abdominal 

pain, or tenesmus) and extraintestinal 
manifestations  

 Crohn’s disease – transmural inflammation, any 
part of GI tract (mainly large and small bowel, 
especial ileum), dx. by endoscopic and imaging 
studies  

 Ulcerative colitis – mucosal layer, colon

-> excluded by colonoscopy







Enteritis (gastroenteritis, 
enterocolitis)

 Bacterial and viral: mostly acute diarrhea, rarely chronic in 
immunocompromised p’t.

     (clostridium difficile enteritis is rare) 
 TB: Nonspecific chronic abdominal pain (80-90%), palpable 

RLQ abdominal mass (25-50%), ascites (uncommon in 
Crohn’s disease), mural thickening with contiguous ileocecal 
valve involvement and lymphadenopathy with hypodense 
centers on CT

 GI parasite: typically shed in stool; scope; serology

 Other etiology (not infection): eosinophilic enteritis (allergy, 
elevated IgE, eosinophilia, eosinophilic ascites, dx. by biopsy 

and exclusion), radiation, vasculitis   



Vasculitis with GI involvement

 Systemic (more constitutional symptoms) vs. 
single organ

 S/S result from mesenteric ischemia 
 Polyarteritis nodosa, giant cell arterities, 

Takayasu arteritis, HUS, ANCA associated 
vasculitis (EGPA), leukocytoclastic vasculitis 
(primary Sjogren’s syndrome, SLE), SLE with 
mesenteric vasculitis, rheumatoid vasculitis, 
Behcet’s syndrome… 



Clinical diagnosis

 Chronic lower abdominal pain with 
remarkable BW loss, ascites, and 
abdominal and pelvic adhesion, suspect 
SLE or primary Sjogren’s syndrome 
with vasculitis related

 D/D: TB or parasitic or clostridium 
difficile enteritis, Crohn’s disease



Reference

 Harrison's Principles of Internal 
Medicine, 17th Edition

 Kelley's textbook of rheumatology, 9th 
Edition

 UpToDate
 Pubmed
 Medscape
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