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A 25-year-old woman

* who suddenly developed a sever fever about 5 months ago (June
1402), and due to the severity of the fever, she went to the
emergency room for treatment.

* At the same time, he complained of epigastric pain, which was not
positional and did not radiate anywhere, and its quality was similar to
the patient's previous pains (caused by dyspepsia) with greater
Intensity.

* She had nausea without vomiting. Along with fever, he did not have
symptoms of coryza and urinary and diarrhea.



* In the following, weakness, lethargy, fatigue and anorexia have
developed.

* Gradually, during the following days, he notices the darkening of the
urine and the yellowing of the skin and sclera. Then, in the tests, they
notice an increase in liver enzymes, and with further investigations,
the patient is diagnosed with autoimmune hepatitis.

* The patient goes to his "own city" Isfahan for specialized tests and
treatment.

* The patient does not mention morning stiffness and articular pains.
She does not have mouth aphthous and light sensitivity.



* PMX:

* Hypothyroidism, dyspepsia, airway Hypersensitivity and autoimmune
hepatitis.

* SHX:
* MSc student
* He is single and does not mention the history of alcohol and drug use.



Treatment:

e On the diagnosis of autoimmune hepatitis since about 4 months ago (July),
prednisolone 50 mg for one week.

* Then the dose of 40 mg for two weeks (due to the lack of response of liver
enzymes in the follow-up)

* The dosage was gradually reduced by 10 mg every week until it reached a dosage
of 10 mg, and after a week, the dosage of 10 mg of prednisolone was stopped. (it
has been used for about 45 days).

* Azram 50 mg tablet, which was started by another physician at the time of taking
10 mg prednisolone dose, which was continued at first once a day for two weeks,
then twice a day for a week, and was stopped due to the lack of reduction in liver
enzymes (Azram has been used for about three weeks).

» After that (from 14th of September), She started taking Usenide 3 mg daily and
Cellcept 500 mg twice in the morning, and she has been taking 2 gr of Cellcept
daily for about a month, now: Levothyroxine, Pantazol, Ucidrol every 8 hours,
Symbicort.



10/04/1402

996 848 368 6.91 5.14 0.34 3.3 0.35 523

1402/04/13

.-“ = = = - “

1298 1113 Non reactive Non reactive

23/11/14



UL /vt 1LY
SIS (S2ub (5651 5 Sl AuS
Ol gosd 03 Goub pue 55T aMbls b $II3s wwludy @z | i dus
« D gaes 030D
ol b A8 ZoBy Al sl e Solxe ylad
bl 5o Jlo s =053 3009 9 CBD phas

Dbl o s (wIHSL CTUEXPINS

23/11/14



1402/04/22

I BILIT | BILID H Ceruloplasmin | HAV Ab (IgM) | EBV Ab (IigM) | EBV Ab (IgG) | LKMA ﬂ TTG Ab(igA)

1014 - 352 4.7 238 25 14.6(up) 3.6 3.6
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Capillary Serum Prorein Elecurophoresis

rg 02/04/22

== ez

A

Fractions %

Ref. % g/dl Ref. g/dil
Albummn 5S40 L 558 - 66.1 41 40- 48
Alpha 1 3.9 29- 49 0.3 02- 04
Alpha 2 7.9 T-1=148 0.6 05- 09
Beta 1 7.4 H 47 - 72 06 03- 05
Beta 2 4.5 3.2- 65 03 02- 05
Gamma 223 H 11.1 - 188 1.7 0O8- 14

Total Protein - - 7.5 68 -87

Albumin / Globulines: 1_.17
23/11/14
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Clinical Data:
SGOT: 1113 SGPI: 1014 ALK Ph: 352+ Bili ('F); 4.7 GGT:

HCOCV-Ab: Negative HBS -Ag: Negative HAV-Ab(IgM): 0.09 Negative

ANA: 17 Negative ASMA: AMA : LKM; 3.6 Negative
Gamma Globulin: 22.3 12G; IgM;
MRCP; Fibroscan; F ;S

Macroscopic Description:

Received specimen consist one tubular sofl tan pieces total length 1.5 c¢m and 0.1cm in diameter.
A. Portal inflammation ;Moderate/marked, all portal areas 3

B.Interfaccheptatitis; Mild/moderate (focal, most portal areas) 2

C. Focal (spotty) lytic necrosis ;More than ten foci per 10 objective 4

D. Confluent necrosis ;Zone 3 necrosis in some areas 2

Fibrous Staging: No fibrosis 0

Plasma cell;:absent
Rosettes ;Present
Emperipolesis ; few: <2 foci
Bile duct injury;:Present
Bile duct loss; Not identified
Ductular reaction ;:Present
Cholestasis; absent
Prussian blue staining ;Negative
Diagnosis:

Liver Core Needle Biopsy:
Acute Hepatitis :

Notel;Modified simplified score and revised International Autoimmune Hepatitis Group Histologic criteria

e

SCOl'e 2 - —-_—— -
Note 2; Drug, toxin ,viral or acute presentation of AlH should be considered i 2, ;1?}‘.jﬁ%nosls of this featurs
5.

Clinical and serologic correlation is recommended.
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02/05/15

02/05/25 393 153 102 0.6 0.1
02/06/08 243 155 136 0.86 0.28
02/06/22 264 230 177 0.98 0.37
02/07/05 162 115 179 1 0.39
02/07/18 78 54 157 1.4 0.2

02/08/02 59 45 165 - -
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Diagnosis: Auto immune Hepatitis

= — 02/08/03
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CAP Score =202
CAP -
| Patient Score: 9.5 (kPa) Patient Score: 202 (dB/m)
| Metavir Scor@ Steatosis Percent 0 - 10%
| Steatosis Stage: SO
i

p
' Dear Colleague:
- Thanks for referring this patient for fibroscap test.
| performed fibroscan in different parts of his liver. The median fibrosis score of his liver is 9.5 kPa, which
is equal to F2 based on Metavir histological index.
Please be advised in acute hepatitis, PHT status and cardiopulmonary congestion, result of fibroscan
may be higher than the actual fibrosis of the liver. 23/11/14
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Cellcept has been started with the diagnosis of non-response to Azram, but
the liver enzymes have not normalized. Is additional treatment necessary?
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Feedback

Dear colleague:

Thank you for introducing the patient. The patient was presented at the joint
meeting of the commission and the grand round. The patient's documents
were seen. After discussion and debates with our gastroenterologist
colleagues and review of references and literatures, the following advisory
decisions were made, which are announced to you for your information, help

and, if you consider it appropriate, to apply:

* Clinical course, tests and liver biopsy support the diagnosis of autoimmune
hepatitis. According to the appropriate clinical response to the treatment,
it is recommended to continue cellcept and follow up the laboratory

response.
* |t is recommended to gradually taper and stop budesonide.
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A 46-year-old man

* who has been suffering from generalized abdominal pain since 2015 after
hemorrhoidectomy. Abdominal pain was not related to eating and was
continuous. He was hospitalized for the pain and treated with antibiotics
every six months.

* He have nausea and vomiting that contains eaten food during the pain
periods and he has fecal and mucus secretions.

* He has lost 10 kilograms in the last two months.

* During the last few months, the pain has worsened, which wakes him up at
night, and he complains of anorexia, bloating, fever, chills, and episodes of
constipation and diarrhea.

* No medication now, No relevant family history.



Abdominopelvic CT scan + contrast
1395.02.20

Multiple hypodense lesion in both liver lobes are noted due to liver
metastasis or lymphoma, ...

Numerous mesenteric LAPs are noted

Spleen is larger than normal (span:145mm)

Scattered small bowel wall thickening with

irregular mucosa is noted

IMP: Splenomegaly, Liver hypodense lesion,
mesenteric LAPs

23/11/14




Pathology (CNB of the liver)
1395.02.22

Left and Right lobes of liver samples: cavernous hemangioma

23/11/14



Endoscopy
1395.02.26

Reason: abdominal pain, Wgt loss, liver lesion—

Esophagus: NL ‘
Stomach: NL —-\ = LES | so
Duodenum: bulb a few erosions |

23/11/14



Colonoscopy
1395.03.03

Rectum: small polyp is visible,
polypectomy was done by forceps

Colonoscopy was done afier prepamtion of colon,

Rectal mucosa is intact .

Vascular paticrn is within normal limit. Houston valves are sharp and have intact mucosa.
Sigmaoid has sharp folds, and normal vascular appeanance, o small polyp is visible polypectomy
wus done by forceps, -

-~

Descending colon has intact mucosa, normsal vascular
Transverse colon is triangular and mocosa is pale pink
And it scems normal appeanance. Vascular patiern is intact.

[y T
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Pathology
1395.03.03

Sigmoid Sections showed dilated glands covered by mucin secreting
and goblet type epithelium. The stroma demonstrates edema, patchy
fibrosis and inflammatory cells. Dysplastic changes not seen.

Colon the section revealed colon mucosa in poLypoid pattern. Lamina

propria contained a few lymphocytes and hlstlopytes in dlspersed

of two formalin fil nlainers

pattern. The structure gland and crypts werepormal: = =i oo

e measure l()’x() \Ul m, i'l;‘.}’ll\h-

» Microscopic Evaluation:

Siemoid: Scctions showed dilated glands covered by mucin secreting and goblet type epithelium
{he stroma demonstrates edema, patchy fibrosis and inflammatory eells.Dysplastic chunges we 1o

Colon; The section revealed colon mucosa in polypoid pattern.Lamina propria contained o fow
phocytes and histiocytes in dispersed pattern .The structure of glands and Crypts were noymia: ax

iracellular mucin of epithelial cells was sufficient.

DX : Sigmoid and colon biopsy
Hyperplastic polyp of sigmuoid
Colon revealed mucosal tug



Abdominal US
1395.03.05
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Abdominopelvic MRI
1395.03.06

There are two solid mas of 20 and 10 mm size in the liver lobe and

another solid mass of 20 mm size at the 4thA hepatic segment of left
liver lobe with peripheral faint enhancement suggestive for
hemangioma with regard biopsy proven finding

IMP: Hpatic hemangiomas

23/11/14



Mesenteric arteries CT-angiography
1395.03.08

Normal




Abdominopelvic CT scan +/- contrast
1395.04.27

Long segment mural thickening, luminal narrowing and abnormal target
pattern enhancement of the loops of ileum. There is engorgement of the
mesenteric vessels

Multiple mesenteric lymph nodes are in the right iliac fossa

Liver: multiple hemangiomas with typical radiologic fe
largest with 30mm is in the seg 2.

Minimal fluid is in the pelvis

Impression: Crohn’s disease

23/11/14




Chest CT scan + contrast
1395.04.27

Normal




Pathology
1395.04.28

Clinical impression: Lymphoma
Specimen: Mesenteric node

microscopy: histopathological findings are consistent with the following
diagnosis N

Diagnosis: reactive hyperplasia

23/11/14



Balloon Enteroscopy
1395.05.19

Behbood Sex:Male  Age: Whcaosold.
Depamne ofEndoscopy Re fPhyacunsv

\(C Enteroscopy Report  Chicf Complaini
B Dm:-1395/05/19 (2016/08/09)

Mucosa of ileum was flattend ;q‘,‘o,,,,m;;w i e

* Balloon Enteroscopy: Balloon mtemscopywpcrfonncdpc ¢ rectum and upto
the distal part of jejunum was seen.

but no obvious erosions or ulcers were detected. & i ==

23/11/14



Pathology (terminal ileum)

1395.05.19

Section show portions of small intestinal mucosa with intact surface

Epithelium and preserved villi as well as increased inf.iltratic?n of |
lymphoplasma cells and some lymphoid aggregation in lamina propria

Diagnosis:

Small intestinal mucosa with chronic ileitis
Negative for IBD

No dysplasia

Specimen
Small intestinal biopsy. terminal ileum

Gross

Labeled as "small intestinal biopsy, terminal ileum”;

The specimen consists of four small, soft and creamy-colored tissue fragments
measuring in aggregate 0.1x0.3x0.2 cm.

Block summary:

(Four picces/totally) submitted in one block,

Microscopic

Sections show portions of small intestinal mucosa with intact surface
epithelium and preserved villi as well as increased infiltration of
lymphoplasmacells and some lymphoid aggregation in lamina propria.

Diaguosis

Terminal ileum mucosal biopsy showing:
~Small intestinal mucosa with chronic ileitis,
-Negative for IBD. TN
-No dysplasia.™~



Endoscopy
1397.07.14

Reason: Hx of polypectomy, OB+, hemorrhoidectomy x 3

Anus: Internal & External Hemorrhoid

The other: Normal

23/11/14



Endoscopy
1399.11.28

Reason: epigastric pain

Esophagus: NL =

Stomach: cardia medium size sliding hiatal hernia
Duodenum: NL

23/11/14



Pathology (Gastric biopsy)
1399.12.12

 Sections of gastric mucosa including glands and [amina propria were
seen.

* Infiltration of chronic lymphoplasmacytic inflammatory cells along
with focal accumulations of lymphocytes in lamina propria which

suggests chronic gastritis P i
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Dx : Gastric biopsies ¢ o /Ou%@f//d/
Chronic gastritis '//j %/

No hpylori infection



Lab Data

1402.05.24

BUN 14 WBC 11.6 S/E NL
CR 0.9 Neu 81%
ESR 9 Lym 10.8%
CRP 100 RBC 6.8

HB 12.7

MCV 61

PLT 349

23/11/14




Urinary tract US
1402.05.24

There is an oval shape hypoechoic mass lesion of 83*31mm in LLQ

50cc ascites is noted in abdominal cavity

IMP: Diverticulitis or submucosal infiltration il sl e Kt

Urinary tract ultrasonography

Findings:
The kidneys measure 105 mm (right) and 103 mm (left).

RT kidney:There is no evidence of hydronephrosis, hydrouxcter or stones.
Renal echogenicity is within normal limits,

LT kidney:There is no evidence of hydronephrosis, hydroureter or stones.
Renal echogenicity is within normal limits.

The filled bladder shows no debris or stones. Bladder wall thickness is normal.

No ascitis Is seen.

Prostate shows normal size and echotexture. It measures 32x31x38 mm (20 cc).
‘Lhere is ap ovai shape hypoechoic mass esion of 83531 o i Li.Q.

50 cc ascitis is noted in abdominal cavity. ‘

IMP:1)Normal urinary tract ultrasonography.
23/11/14 2)LLQ hypoechoic mass lesion could be diverticulitis
or submucusal inﬁllration MDCT scan with oral

e e e e O el AN



Abdominopelvic CT scan +/- contrast
\BERVEX - JAR"

* There are intervening areas of edema and thickening of mucosal folds and
wall of different parts of colon with significant edema of surrounding
pericoloic fat with congestion of mesenteric vessels and prominent
mesenteric adenopathies

» Skipped pattern of changes are highly in favor of Crohn’s colitis rather than
ulcerative colitis also prominent mesenteric lymph nodes and edema of
pericolic fat are more in favor of crohn's colitis rather than ulcerative
colitis.

* Multiple hypodense solid venous based or subcapsular mass lesion Of 20-
50 mm are visible in different parts of right and left liver lobes with
peripheral nodular enhancement during portal phase, compatible with
benign hemangioma, which is not related to patient’s problems with colon.






Abdominopelvic US
1402.06.07

A number (about 10) of hyperechoic masses with sharp margins, the
largest size of 51 x 47 mm, were seen in the both liver lobes without
vascular flow. If the liver enzymes are normal, it can be a sign of
hemangioma.

* A hyperechoic mass attached to the anterior wall of the 4.3 mm gallbladder
was seen, which does not move when the patient's position is changed,
and it suggests a gallbladder polyp.

e Mild free fluid is seen in the interloops and pelvis.

* An increase in the thickness of the segmental wall is seen in different parts
of the colon (sigmoid, transverse colon, and descending colon). Proximal to
these stricture areas, the expansion of the colon is seen, which suggests a
stricture in the areas where the thickness of the wall increases.






Colonoscopy
1402.06.11

Reason: suspicious to diverticulitis in TAS and Crohn's disease in CT
scan

Anus: internal hemorrhoid gradel
Sigmoid: mild erythema

Cecum: friable mucosa

Terminal ileum: cobblestone pattern up to 15cm), st sesnbmi itmnt |

Description of procedure : Suboptimal prep

Findings :
multiple nodule up to 50cm of IC valve L
Rectum : NI, Bx were taken#3
Sigmoid : Mild erythema, Bx was taken #3
Descending Colon : N1
Transverse Colon : NI
Ascending Colon : NI
Cecum : Friable mucosa, B xwas taken #2
Terminal lleum : Cobblestone pattern up tol S5cm, Multiple nodules up to 50 cm of IC valve

23/1 ]_/]_4 Diagnosis : Internal hemorrhoid, R/O Crohns Disease
NO mass/ NO diverticulae/ No polyp

>




Pathology (colon
1402.06.11

Left colon: Non-specific colitis
Right colon: within normal limits
Terminal ileum: reactive follicular hyperplasia

23/11/14




Lab Data
1402.06.26

BUN 12

Calprotectin 250

Widal Neg

DNA Analysis Clostridium difficile Neg

CR 1

Selenium 85

Wright Agglutination Neg

DNA Analysis Clostridium difficile(A&B) positive

eGFR 100.9

Lead 6.18

Wright Agglutination (tube) Neg

Giardialambelia.Ag Neg

CRP +++

Coombs Wright Neg

ESR 12

WBC 8.3

HB 12.8

MCV 57

MCH 18

PLT 309

23/11/14




Abdominopelvic US
1402.06.26

* A hyperechoic-heterogeneous area on the posterior surface of the left lobe
of the liver, measuring 50x63x32mm, along with a hyperechoic nodule in
the 7th segment of the right liver lobe, measuring 14x17mm and three
hyperechoic nodules in the 6th segment, with a diameter of 13mm and 12
mm and 14 mm, and a hyperechoic nodule in segment 5 with dimensions
of 20 x 24 mm was observed in the right lobe of the liver, primarily
suggesting multiple hemangiomas.

* A polyp is seen in the anterior wall of the gallbladder with a diameter of 6.5
mm.

* Anincrease in the seﬁmental thickness of the sigmoid colon is 40 mm
length and the wall thickness is 10 mm, which is accompanied bK
inflammatory chanﬁes in the surrounding fat, and of course, in the Doppler
examination, clear hyperemia is not seen in favor of the acute
inflammatory process in the intestinal wall.
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Lab Data

1402.07.01

Stool Examination : Normal

Occult Bloodx3 Positive

1402.07.03

Creatinine (24hrs urine) 872

Urine volume (24hrs) 1900

Urine Lead 24hrs 2.01

23/11/14




Feedback

Dear colleague:

Thank you for introducing the patient. The patient was presented at the joint meeting of the
commission and the grand round. The patient's documents were seen. After discussion and debates
with our gastroenterologist colleagues and review of references and literatures, the followin
advisory decisions were made, which are announced to you for your information, help and, if you
consider it appropriate, to apply:

* Currently, according to chronic pain and imaging findings, it is recommended for further
investigation:

* Currently, IBD is not an issue for the patient.

* Rheumatology consultation to investigate FMF and even empirical treatment, although the
patient's age and two-week periods of pain are detrimental to this diagnosis.

* To rule out CVID, the level of immunoglobulins should be checked.
* Check eosinophil count in CBC and peripheral blood smear.

* Finally, if no diagnosis is made in the above measures, full thickness laparoscopic biopsy of the
intestine is recommended.
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A 43-year-old female

 Patient with a history of controlled hypothyroidism and bipolar
disorder since 20 years ago is being treated with daily lamotrigine,
lithium bid, fluoxetine gd and bupropion gqd, and clonazepam qd.

* He mentions the disease since childhood. Sometimes he defecates
every 15 days. It also has nausea and vomiting and gas passing.

* Defecation can only be done with laxatives.
* In the examination, the abdomen is soft and has no tenderness.



23/11/14




Slow colon transit




Date of birth O1-09-1980 Hospital. Alzabhira

Fatient number: - Invesugator: -
Height - Referred by Dr Anmadian
Weight: =

Investigation memo 1—

CC Constipation

PROCEDURE:

The patient was placed in a left lateral position. The manometric assembly consisted of a
multiifuMmen polyvinyl tube with 8 side holes 1 om apart . At the tip a balloon was mounted for the
Rectal Anal Inhibitory Reflex test (RAIR). The catheter was connected to a pneumohydraulic
capillary infusion system . The distal sensor P8 was inside the recturm, P4awas at the IAS (Internal
Anal Sphincter) and P was located at the EAS (External Anal Sphincter).

Anal sphincter pressures -

71— Restling sphincter pressure 21 mmiHg (Normal= 59-74)

2- Pressure increase 150 mmHg (Normal =65-78 ) in squee=zing .

3- Max squeeze pressure 171 mmiHg (Normal = 124-152)

4- Cough reflex : Normal —————————

S- Push result: Average relaxation was 43 9% —

Rectoanal inhibitory reflex : Present -

Rectal sensation 1-Threshold for first sensation 221 mibL "‘ =

BET was normal = —

Disgnosis: Anal tonmne and contractility were normal.Rectoanal cooFdination was

Mmormmal Rectal sensation was decreased.
Scoring e
Result Undefined
Resting box - ]
Resting (min) -1.2 mmHg
Resting (mean) o.2 mmiHg
Resting (S5th) -0.9 mmHg
Resting (max) 3.7 mmHg
Anal canal !
Length 2.3 Ccrm
Squeeze box )
Squeeze (mean) 109.3 mmtHg
Squeeze (max) 1T71.4 mmmiHg
Squeeze Inc.(mean) 109.2 mmHg
Sqgqueeze Inc.(max) 171.2 mmHig
Sgqueeze duration 5.5 s
Squeeze area under curve 710 mmtHg.s
Fatigue slope from peak -129 mmiHals

Fatigue slope 2 mmiHg/s
23/11/14
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remediicalion

»

Midazolam S 0 M. MMyoscine » MY
ption OF Proceciirs

Duality of the procedure wan Adequalte

ne video endoscope was introduced Down 1o the Colon with the following findings

Memorrhicads Withhout Active Hlaading was seaean in AANuns Raectum was Nnormal 'olunl'ntl wWas Nnormal
Melanosis With Diffuse axtent was sean i Dencanding Colon, Splenic Flexure, Transverse Colon

Mepatic Flexure, Ascending Colon and Ceacum



* Considering refractory constipation is the patient a candidate for
colectomy?



Feedback

Dear colleague:

Thank you for introducing the patient. The patient was presented at the joint meeting of the
commission and the grand round. The patient's documents were seen. After discussion and debates
with our gastroenterologist colleagues and review of references and literatures, the followin
advisory decisions were made, which are announced to you for your information, help and, if you
consider it appropriate, to apply:

According to references and articles, constipation surgery is limited to cases with slow transit,
normal anorectal manometry, normal balloon expansion test, and refractory to medical treatment,
who have tried all available drugs, and abdominal pain should not be the main complaint of the
patient, and CTT during treatment also confirms resistance.

Stomach scintigraphy to rule out proximal synchronous movement disorder should be down.

If new drugs such as linaclotide have not been tested, they must be tested and if there is a response
and it is economically possible, to continue the long-term treatment.

In the mentioned patient, a psychiatric interview and confirmation of the reliability of the history is
mandatory.

Finally, if the above procedures are done, the patient should be fully informed about the risks,
benefits and consequences of the surgery.



