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56-year-old man 

• has been examined by several gastroenterologists since about 16 years ago due 
to Unexplained iron deficiency anemia.

• The patient mentions weakness, loss of energy and fatigue, but it did not lead to 
activity intolerance.

• No abdominal pain. She has not anorexia, nausea and vomiting. She doesn't have 
diarrhea, but he has been temporarily constipated. 

• Passing fresh red blood during defecation is transient, especially after 
constipation.

• There was no discharge of mucus and purulent secretions during defecation.

• She does not mention unwanted weight loss.

• During last years, she has undergone multiple endoscopy and colonoscopies, and 
last year (1401), according to the pathology results of the colonoscopy sample, he 
was treated with the diagnosis of Crohn's disease of small intestine.
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• PMH: kidney stones, reflux, Crohn's?!

• DH: Ezonium 40 mg Qd, allopurinol, Urocitra (every 12 hours)

• Ferinject (prescribed by hematologist)(7/1401)

• Iron pills intermittently during years

• History of H.Pylori treatment in many years

• CinnoRA every 15 days since last year

• Methotrexate injection weekly since last year, which was stopped after a 
short period of time due to side effects (abdominal pains, nausea and 
vomiting).

• Azram 50 mg every 12 hours since 4 months ago (due to high calprotectin)
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• FH: No family history of IBD

• SH: She is teacher and does not smoke or drink.
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Considering the available finding, do you agree with the diagnosis of Crohn's disease and CinnoRA?
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nLab data Hgb MCV RDW Fe TIBC Trans. sat Ferritin Calprotec. OB

91/3/27 12.2 76.5 13.2 40 345 12 5.57 - -

01/1/22 14/1 83.9 12.8 - 11

01/5/21 12 80.4 11.9 8

01/6/1 11/1 77.5 12.7 24 339 7.08 8.2

01/7/10 12.1 74.8 12.7 12.37

02/2/12 14.4 88.3 --

02/3/20 13.5 84.8 11.9 102 284 36 38

02/4/17 12.9 89.3 12.1 178

02/7/11 13.9 86 12.9 -
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Data Endoscopy results Colonoscopy
results 

BX results

1386/10/3 Gastroduodenitis Int hemorrhoids grade 1 Duodenum: Normal

1391/4/5 Multiple longitudinal 
erythematous  areas at fundus & 
body

Int hemorrhoid grade 2 From D & G:
G: atrophic chronic active gastritis, HP +
D: normal

1396/8/14 Gastropathy with some 
erosion at the antrum

Mild chronic erosive gastritis at antrum
Sever chronic gastritis at body
Sever active chronic gastritis at fundus
No atrophy in all of them. No HP infection

1397/3/20 hemorrhoids colon: Mild chronic colitis

1401/6/21 Esophagitis LA class A Int. hemorrhoids
Large pedunculated polyp at 
terminal ileum

Mild chronic gastritis ,HP –
Focal active ileitis
Polyp: ulcer & granulation tissue 
(inflammatory pseudo polyp)
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86/10/3
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86/10/3
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91/4/5
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96/8/14
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97/3/29
23/11/07 13



04/6/21
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02/6/21
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02/7/11
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FEEDBACK

Dear Professor

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:

The clinical course and paraclinical findings do not favor the diagnosis of IBD.

Iron deficiency can be caused by hemorrhoids or atrophy of the gastric mucosa, but 
in order to rule out other causes, further follow-up is recommended, preferably 
starting with CT enterography or MR enterography and continuing with other 
appropriate investigations. Currently, it is recommended to stop all treatments 
related to Crohn's disease and follow up the patient.
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A 43-year-old lady

• Known-case of autoimmune hepatitis ( since 2014 after increase liver 
enzymes and a  rapid 20 kg weight loss, and vomiting).She has been 
treated with the diagnosis of autoimmune hepatitis, and is currently 
being treated with azathioprine. Due to recent thrombocytopenia and 
leukopenia, she has been referred to change the medication.

• PMH: hypothyroid

• FH: Brain tumor in the sister who died at the age of 51, 
Hypoventilation syndrome in the mother.
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DH:

• One daily levothyroxine tablet

• Pantoprazole 40 mg daily

• Glucophage 500 mg daily

• Since 1994, he has been taking prednisolone 5 mg daily for 3 years, 
and then the drug was stopped, and after one year, he was again 
treated with prednisolone for 18 months and stopped again due to 
edema. Azathioprine is prescribed 75 mg daily, now.

Now he has abdominal pain in the epigastrium and RUQ, as well

she complains of significant weight loss in recent months and night 
sweats.
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Pathology (liver core needle biopsy)
1394.10.22

Steatohepatitis grade1/3 , stage1/4 (Brunt system)

Chronic hepatitis , grade2/4 , stage1/4 , Batts and Ludwing system)

Histologic founding was not typical for AIH.
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Abdominopelvic sonography
2015
• A slight increase in the echogenicity of the liver parenchyma caused 

by Fatty liver grade 1 is evident
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Lab Data

LDH  673 RF  18/Positive HBS Ag  Neg Salmonella typhi  Neg

Amylase  70 C3  1.5 HAV IgM  Low Salmonella para typhi  Neg

Albumin  4.1 C4  0.2 HAV IgG  Neg Stool calprotectin  Neg

CRP  3 CH50  76 HCV Ab  Neg

ESR  43 ANA  1/640 H.Pylori IgG  31

PT  13 ASMA  Neg HIV Ab  Neg

INR  1 AMA  Neg

Ceruloplasmin  37 LKM1Ab  Neg

AntidsDNA   Neg

Anti TTG IgA  Neg
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Lab Data

Protein 
Electrophoresis

1394 1395 1397.4 1397.9 1400

Alpha1 4 4 4.1 4 3.7

Alpha2 9.4 10 10.2 10.4 9.5

Beta1  5.7 5.5 5.9 5.9 6.1

Beta2  4.6 5 4 4.3 4.4

Gamma  23.6  H 19.3  H 18.6 25  H 23  H

Albumin 52  L 56 56 50  L 53  L
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Lab Data
94.2 94.9 94.11 95.1 95.5 95.10 96.4 96.6 96.8 96.10 96.12 97.2 97.4 97.7 97.9 97.12 98.2 98.7 98.11 1400.9 00.12 01.5

AST 55 97 41 27 34 42 85 69 61 38 44 51 47 94 51 51 48 56 35 373 101 122

ALT 59 87 31 20 28 41 99 99 117 49 52 88 70 107 37 28 31 43 23 279 92 90

ALP 148 153 178 215 223 235 195 152 185 155 162 161 197 225 206 195 200 372 277 278

GGT 92 39 21 43 36 93 74 56 42 31 39 46 68 35 51 29 31 32 15 157

Bil.T 0.9 1.2 1.4 1.2 1.4 1.45

TG 174 189 167 169 163 158 182 151 231 212 142 204 124 158

chol 211 231 277 225 248 229 207 198 192 183 192 209 170 193

HDL 37 49 46 40 43 38 32 23 29 33 43 30 28

LDL 139 121 128 144 139 116 127 103 109 112 101 129 44

WBC 5 3.3 6.1 5 5 4.7 4 7.5 3.8 3.9 5.2 2.8 3.8 4 3.8 3.2 3.8 5.2 4.6 5.1 5.4

HB 13.2 13.2 15.2 13.9 14.4 13.9 12.9 13.8 13.9 13.6 13.6 13.3 13.6 12 12.8 12 13.4 13.4 14 12.5 13.3

PLT 167 191 261 206 215 206 218 226 244 196 222 171 162 158 203 166 190 180 148 146 162
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• Abdominopelvic sonography 1400

• A slight increase in the echogenicity of the liver parenchyma caused by 
Fatty liver grade 1.

MRCP: 1402

CBD  4mm

Splenomegaly is seen

Spleen span  140mm
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Lab Data
1402.3.28 1402.05.17 1402.06.05 1402.07.01

AST 91 80 71 91

ALT 51 35 41 66

ALP 311 193 215 222

GGT 191

Billi.T 1.2 1.9 2.9 1.3

Billi.D 0.35 0.2 0.39 0.46

e.Glomerular
Filtration Rate

63.9

TG 193

chol 161

HDL 28

LDL 95

ferritin 44 72

PT 13 15.3 12

INR  1 1.3 1
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Port doppler sonography: 1402.06.27 

Echo parenchyma of the liver is coarse and slightly increased.
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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:

According to the high titer of FANA, age, gender, and the course of the disease, the initial diagnosis 
of autoimmune hepatitis is very likely, but if other investigations as celiac serology, Wilson disease 
and other probable disease should be done.

According to the course of tests like AST more than ALT and the increase in the size of the spleen, it 
seems that the patient is progressing to cirrhosis, and therefore, considering the lack of adequate 
response to the treatment, it is recommended to replace the current drug with cellcept or 
tacrolimus. Paying attention to the literatures and opinions of colleagues, both choices are 
permissible, but in terms of the probability of response to Cellcept is preferable, but in terms of the 
probability of side effects, tacrolimus is more suitable.

Investigate other causes of abdominal pain and weight loss (endoscopy, colonoscopy, CT scan and 
appropriate laboratory tests).
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A 48-year-old female 

• Patient with a history of thalassemia major (transfusion since 
childhood),  hypothyroidism, RA (treated with 2.5 mg prednisolone 
once every other day, hydroxychloroquine once every other day,  
portal vein thrombosis following OCP (with initial symptoms of 
abdominal pain, nausea and vomiting), which was treated by warfarin 
for 6 months and  aspirin every other night. 

• History of splenectomy and cholecystectomy. 

• Currently, she has no symptoms and has decided to get pregnant.

• Can a patient with chronic portal vein thrombosis get pregnant?
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Cr 0/8

WBC 7/12

HB 10

MCV 80

PLT 435

ESR 14

ALKP 274

AST 69

ALT 61

Feritin 975
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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:

According to the review of articles and scientific references, there is no contraindication for 
the pregnancy of patients with portal thrombosis, the maternal and fetal consequences of 
pregnancy have been appropriate in studies. In this disease, if there is no liver fibrosis, no 
esophageal varices, the liver risks are not high.

In most studies, it is recommended to continue the treatment during pregnancy according 
to the hematologist's opinion. It is recommended to be monitored in case of pregnancy 
during this period, and the state of liver function and fibrosis should also be monitored.

According to the opinion of most of the present colleagues, regardless of the PVT, 
considering the age and current underlying disease, this pregnancy is high risk for the 
patient and is not recommended.
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