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A 38-year-old man

* The patient is a 38-year-old man with a history of
epigastric pain and anemia since childhood. After the
COVID about 2 years ago, he suffered from weight
loss, nausea and diarrhea, and had many visits by

gastroenterologists and underwent endoscopy to treat
H.Pylori, which he said did not improve.






Fundus

Findings :

Esophagus : Normal
dy and mild erythema

Stomach : Sever erythema in bo
S er-ythematous.DZ was normal.

en fundus was norma

in antrum were seen .biopsy was tak

Duodenum : Bulb wa



Hematology

cBC
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Reference Interval

4000 - 11000
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39 - 50

80 - 99

27 - 34

32 - 37

11-148
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Differential

Neutrophils
MXD

Lymphocyte
Anisocylosis

Hypochromia
Microcytosis
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| ower thid

Esophagus

Mucosal breaks was seen in lower third were seen in lower third
Stomach

Small sliding hiatus hernia in cardia (retro-vision maneuver!, Mucosa
was erythematous , snake skin appearence in body, ulcer was seen in bod

Duodenum

—

Bulb deformity was seen

Biopsy was taken and sent for pathology , Mucosa of antrum was hyperems
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Fundus

Fundus LLessey Curvanmirc

Pylorus

Blopsy l’ouﬂa

Reason for ls.ndoscopy Abdommal distress pd\n ’ dy%pbpgld and h\—'“"b\"“
Premedication : 10 mg midozolam

Esophagus : Erythematous in z-hine
Stomach =

v SROES. p € i T
Iin cardia and fundus was normal Erythematous and erosion and ulcer 1n pody and antral
+ Frosion and ulcer in duodenal bulb
Esophagitis with Gastroduodenal Ulcer

Duodenum
Diagnosis :

c_\t- 4.
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In the last April, the patient developed abdominal pain, epigastric pain
and melena and was admitted to the hospital and subjected to various

examinations.

Procedure: Upper Gl endoscopy

Indication: Melena _
Premedication: Spray lidocaine

Esophagus: Normal \ .
Stomach: Small sliding hiatal hernia. Cardia,

taken. : .
Duodenum: Pseudo diverticulum and healing linear ulser were seen in bulb. D2 was normal.

Imp: Small sliding hiatal hernia
Duodenal Pseudo diverticulum

Duodenal Ulcer
Rec : Follow up the pathology

Colonoscopy

Fundus, Body and Antrum were normal. Antral biopsy was
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IDDescrmipthon of procoedure : Total COLONOSCOPY Was SOonC up t .

amndd et WOl o~ -o

FIindings
Retrofices View @ Imtornal homorThiosds ZWwas soon

Roectum sNormal mecosa and s ascoular paticrnm was soen

Sz ool SNommal muecosa and vascular paticrm was soon

olon : Normal mocosas and vascular paticorm was socn

PDescending

fransverse Colon - Normal mooosa and vascular paticorm was seoen

olon @ Normal mocosa and vascular patterm was soen

Asccenanding (€

Ceoecum © Nomal mucosa and vascular pattern was soen

Fferminal llcum : Was scon up 1o 20 om from ilecocecal valve that was normal

Diagnosis : Internal Hemorrhoids




Diagnosis
Dx : Gastric (Antrum) biopsy

-Mild Activity
Moderate Chronic Gastritis
Negative for H.Pylori organism
-Eosinophils: 2-3 /HPF

-Negative for Atrophy

‘Mild Complete Intestinal Metaplasia
O1.GA Gastritis Staging: 0/4
__OLGIM Gastritis Staging: 1/4



Immunology
Test Result
HBS-Ag Non-Reactive

Linit Maothod
Ve ®
F2ATICOO

bas E411 ) « ELIZA ( Pishtax teb )

Method & Name of kit : Non-ReBCU'/e

Anti HIV 1/2 4th

This kit detect HIV-1 P24 antigen & antibodies to HIV- l(lncluding group )
Method & Name of kit : ECL (Cobas €411 )’ ELIZA ( pPishtaz teb Y

Tumor Marker _
Test Result Unit Method
C.E.A 0.42 pg/L
CA 19-9 22.8 U/mbu
Parasitology
Test 1st Specimen
Stool Examination :

Color Brown

Formed

Consistancy

Ova of Parasites: Not Seen
Protozoa Cyst: Not Seen
w.B.C Not Seen
R B.C Not Seen
Yeast Not seen

Occult Biood : Negative

Parasitology
Test : Result
Calprotectin stool -7

R,oje.te,psg_!n\erva\

. !‘l-«f}:)!rz%‘:

% P ositbve

B HIV-2.

Reference interval
Non Smokers - UpD O
Smokxkers U o 10
=40 Negauve

<

Normal Rand
Normal value

ug/g
mild 1IBD

ug/g




* In the abdominal CT scan of the patient: left segment gastric wall
thickening was reported. The patient was discharged with the
recommendation to see a surgeon and oral pantoprazole. According
to the patient, due to the lack of improvement in the symptoms of
abdominal pain, epigastric pain and diarrhea, he will be referred to
the gastroenterologist again and be examined.



Carciin

5 Buale 1w ot e Ll

Body ‘l..\tuly
Reason for Endoscopy : Iron deficiency anemias, Weight Loss
Increasaed thickness of greater curvature of the gastric body v C

= scan
Finndings :
csophagus - Upper, middile and lower thirds : Normal

Z.lime was normal.

No Sliding Hiatal Hernia
tomach : Cardia and fundus : Normal

was normal in body of stomach.

Body : Distensibility of stomach
some mucosal erosions & mild

ADeep biopsises were taken)
Antrum: Diffuse erythema and mulﬁip!o raised erosions were seen

:.;_d.num - D1:bulb deformity and psoudod-lvortlculum formation was seen.

D2:Normal
.~ HMealed Duodenal ulcer + bulb deformity \

riagnosis : .

increased in thickness of gastric rugae were e

— —




Spccilncn:

Antral mucosa biopsy

MacrosCopy:
Received Specimen 1n formalin consists of 3 creamy-gray tissuc fragments
totally measured: 0.6x0.5x0.4cm.

SOS: 3/71 E:100%

MICTrosCOpYyY.:

Sections from Antral mucosa show severe infiltration of lymphoplasmacel
and PMNs, performing several lymphoid follicles in lamina propria . SoOrx
PMNs permeated in glands.

On Giemsa staining show H.pylori infection (I1/11I).

\ia\ Ié/<\ =

S o, S L

IDiagnosis:
2N

Antral mucosa, Endoscopic biopsy : A J

Follicular chronic active gastritis with H. pylori infection (/1IN S
No metaplasia/ No dysplasia /Atrophy OL.GA. staging:0/1V

Note: Rebiopsy after reatment is recommended
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Received specimen in formalin consists of three soft tan pieces total
measuring1x1 x0.3 cm.

Microscopic: - : .
& Sections show ileal mucosa consists of glands and lamina propria. Mild edema

is seen in lamina propria. No architectural abnormality is identified. Lymphoid
follicles are noted as well.

Diagnosis :
Small Bowel Biopsy:
-No Diagnostic Abnormality

02/04/26
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- Spocimen
Cultwre

termediate

Helice Bacter PN L Nl

SOV M AL MALRMAR AL AL

Gastric ussue bropsy (Corpus)

llg‘ll\‘\‘!‘d\'l\" I\ O Was not isolated atter 4 w ok

It 1S “\fummt‘m’\‘\l [0 USC SHIC :l\cplic lt‘\‘\\l\lqm‘ during the :‘ W \
ALIC n.\“\\‘ 1\

procedure & stop taking any antibiotic and antactds ut legst 7 w ks hel
\ ) : ) ] LN 1N
sampling for Helicobacter pylor culture,

Gastric tissue biopsy (Antrum)
Helicobacter pylori was isolated after 2 weeks,
Levollaxacin( I micg/mib).Rifabutin(dmicg/ml),

Metronidazole(Smicg/ml).Clarithromycin(2micg/ml), U‘ y,

letracyeline(0. Smicg/ml),Ciprofloxacin( lmicg/mtl),

Ofloxacin( I micg/ml), Furazolidone(0.Smicg/ml), Stk Y g ,q
Amoxicillin(Imicg/ml) WA e s

According o the least Masstricht protocols,since2016.in order 1o pre
development of multi-drug resistance,Helicobacter culture and Anti ¢
Test have been strongly recommended in the first or second line of t

- -
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Text
CcBC
wBC
R.B.C
Hemoglobin
Hiematocrite
LAY
MCLH
MCHC
Platelets
RDW
Comments

H=High L~Low

Far asit o@a

Lext

Result [l
7400 cumm
11 6.26 aMil/Cumm
14 6 g/dL.
44 5 GPL wmb
L 711 fl
1. 23.3 pi
328 GPL wml
237000 cumm
15.5 GPL wml

S0y g T i N S5 48



Questions:

* Despite full thickness biopsy, we still don't have a
diagnosis?

\WWhat is the decision about the thickness of the
stomach wall in CT scan?
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A 39-year-old man

* The patient is a 39-year-old man with a history of Wilson's disease from
about 20 years ago. Until about 2 years ago, the patient was treated with
Penicillamine 3 times a day, which, according to the patient, was increased
to 12 times a day following the worsening of neurological symptoms. He
was treated with this amount of Penicillamine, and due to his dru
intolerance, he changed his doctor, and Penicillamine was stoppe
(probably due to ‘oancytopenia) and zinc was started, and he was referred
to a gastroenterologist on the recommendation of a neurologist, and the

atient was diagnosed with liver cirrhosis. The patient mentions that
ollowing the discontinuation of Penicillamine, the neurological symptoms
have worsened and some degrees of inability to move have developed.
Recently, the patient has been hospitalized three times with decreased
level of consciousness. Recently, he has been started with Trientine by a
astroenterologist due to the prominence of his neurological symptoms
%paraplegia and Bradykinesia).



Question(s):

* Is the patient a candidate for liver transplant? According to Meld
score: 14

* Does liver transplantation improve the patient's neurological
symptoms?

e Selective treatment?
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|
Antrum

| Lower esophagus  LOWET esophagus Fundus

- WD, Cirrhosis, Hx of esophageal and EVL No Hx of upper GIB, Refe

for evaluation of varices.
o second portion of Duodenu

Reason for Endoscopy

ure : Upper GI endoscopy was done up t

Description of proced
by Olympus 190 apparatus.

Findings :
Esophagus : At least 3 rows of F1-F2 varices without red marking was seen in lower and mid

thirds.

en all through the stomach.

stomach : NoO fundal varices, Snake skin appearance was s€

Duodenuimm : D1 and D2 were normal.

Diagnosis . Esophageal Varices (F1-F2)
portal Hypertensive Gastropathy
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A 30-year-old female

* A 30-year-old female patient, who has had heartburn,
vomiting and reflux symptoms since the age of 9, with
a history of frequent reflux and vomiting, and Barrett’s
Esophagus (according to the patient herself),
underwent fundoplication (no documents) in 2013.
After the surgery, the patient suffered from
swallowing disorder for some time, and after the
recovery, reflux has relapsed again.



*Since 2016, she was treated by Prednisolone, Azaram,
Hydroxychloroquine, Domperidone, Rabeprazole,
according to the patient's tests and manifestations
(myocarditis, increase in liver enzymes, and positive
rheumatologic tests, including ANA and ACE)

* Now, the patient explains that since 2019 and after and

episode of COVID, he feels every solid food gets stuck in
nis esophagus for about an hour, and this feeling is
nardly relieved by drinking water, and also he vomits
nart of meals about an hour after eating.

* Question: What are diagnostic and treatment options?
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Decuodenurn, second portion

— > b S E $

ophagﬁs, lower third

Esophagus, lower third L

v

Stomach, antrum

sedation:
csophagus: The salmon-colored tongue of mucosa was seen

rink squamous mucosa of distal esophagus ,biopsy was done
stomach: Patchy erythema & with pale mucosa were seen on the gastric mucosa , sot

iopsy was obtained . Sliding hiatal hernia was seen .
>uodenum: Bulb and ID2 were mild hyperemic & edematous, so that biopsy was okt

rom [D>2
final Diagnosis: FErythematous mucosa of stomach R/O: Gastritis and Sliding hiatus he

omment : See pathology report & follow up

in the background of the ti
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Dear Dr:ROGHA

Patient: KHATON ABADI.N.S
Date:95/7/17

Solid Phase Gastric Emptying Scintigraphy:

Imaging Procedure:

Following oral ingestion of 0.3mci of Tc-99m-phytate-solid
meal, scanning was performed from the abdomen in LAO
position, then quantitative data was performed at 1,2 and 4
hours.

Imaging Findings.
The study shows normal lag phase,normal moving of the food
from the fundus to the anthrum and intestine.

The values were 10%, 60% and 95% at 1,2 and 4 hours,
respectively.

Impression:Normal scan.

"
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ESOPHAGOGRAM

Swallowing function was normal.

Esophagus has normal caliber with smooth mucosa, no abnormal

narrowing or dilatation 1s present.

No G-E reflux or hiatal hernia 1s seen.

Impression: Normal esophagogram






Antrum

| ,v

h((':l\'()ll for Endoscopy

- Longstanding GERD

Premedication : Midazolam

Description of procedure : Optimurm

Findings :
Esophagus : Irregular z line but no evidence of esophagitis or columnar Lined epithel
Stomach : Evidence of previous Nissen Funduplication with Normal findings i all pae

Duodenum : Normal D] & D2

Diagnosis : As mentioned above
o o




Investigation memo ; 4_

CC :Dysphagia (Hx of antireflux surgery)

Th(-.j equipment was calibrated prior to the study and catheter was placed via th
While the patient was fasting :12 hours .

Local anesthesia that was used :Xylocaine Gel .

contra-indications to performing oesophageal studies :No i
conditions that may hinder the performance or interpretation of the test (eg. large hiatal hernias.
previous oesophageal surgery) :No

Any concurrent medication history :No

e nares.

w):

Resting pressure was 53

High resolution manometry results (average result of ten wet swallo
1- UES(upper esophageal sphincter) result :Upper border was 17 cm ,
mmHg ,IRP(integrated relaxation pressure ) in 2 second was 4 mmHg _ <16
2-LES (lower esophageal sphincter) result :Upper border was 42.5 cm ,Resting pressure Wa
mmHg (normal=10-45), IRP was 0.42 mmHg( normal<15mmHg) ,without hiatal hernia .

3. Result of esophageal body contraction in wet swallow : Mean DL (distal latency) was 8.7 :
egral) was 875 mmHg.s.cm (norma

second(NOrmal>4.5 second) ,Mean DCl(distal contraction int:
<5000mmHg.s.cm) ,100 % of wet swallow contraction were peristaltic without large break and ”

intrabolus pressure was with Normal pressurization.
MRS was normal. L

Investigation conclusion : Normal manometry ,. .

Average of 10: Wet swallow 5 mi

Chicago classification® * ; *;_

Normal

* The normal values and analysis are according to the Chicago Classification®
as published in Neurogastroenterology & Motility, 2015, Vol. 27, Issue 2,
p160-174. The classification is valid for adults and based on series of 10
swallows of 5 ml water each, swallowed in a supine posture. The Chicago
Classification is only applicable for primary esophageal motility disorders. Th
actual diagnosis remains under all circumstances the responsibility of the
clinician/physician.

=

Esophagus R DR AR
DCI 875 mmHg.s.cm
Peristaltic breaks 54 cm

Distal Latency 87 s

= -
Upper border 17.0 cm Wbcer -
IRPO2s -3.6 mmHg l:l?e;_ :mde’ 425 cm



Solid Phase Gastric Emptying Scintigraphy:

Imaging Procedure:

Following oral ingestion of 0.3mci of Tc-99m-phytate-solid
meal. scanning was performed from the abdomen with dual head
camera, then quantitative data was performed at in 2. 30, 910,

180 min and 4 hours.

Imaging Findings:
The study shows moderate to severe prolonged lag phase, ,

moderate to severe delayed moving of the food from the
fundus to the anthrum and intestine.

The emptying values were 9%, 3070 and 58% in 30, 90, 180 min

and 4 hours, respectively.
|

Impression: Moderate gastroparesis.






A 26-year-old female

* A 26-year-old female who was evaluated in 2005 due to epigastric
abdominal pain, jaundice and N/V, was positive for HAV in the initial
tests, and after about 2 weeks, jaundice and other symptoms

disappeared.

Six months later, following the appearance of similar

symptoms, he was hospitalized, and this time the autoimmune

hepatitis mar
underwent a
autoimmune
was recorded

kers ANA, Anti Lkm1 were positive, and the patient
iver core needle biopsy, which was reported to be

nepatitis. Although the documents are not available, it
in the file and periodic visits by Dr. Saneyan and the

patient was treated with prednisolone and azathioprine.



e Ultrasound on 2016

* Liver with span: 108 mm

* |t has a coarse echo pattern and nodular surface.

* Intrahepatic and extrahepatic bile ducts are normal.

* The size of the spleenis 117 mm, free fluid was not seen.
* IMP: cirrhosis & No definite sign of portal HTN

* Ultrasound of the liver and bile ducts on 2017

* Cirrhotic liver (irregular outer border and coarse parenchymal echo)
without space-occupying lesions

* The gallbladder has a normal volume and wall, and no stones or masses
were observed in it.

* Dilation of intrahepatic and extrahepatic bile ducts was not seen.
e Spleen with a maximum span of 127 mm is normal



Endoscopy in 2017:

* Esophagus: Erythematous & Edematous mucosa were seen

e Stomach: Erythematous, edematous, granular, nodular, friable &
hemorrhagic mucosa were seen, biopsy was taken

* Duodenum: NI

e Jejunum: NI

* Biopsy:

 Superficial erosive antritis. H.Pylori was negative.

* Mild incomplete intestinal metaplasia (OLGIM score 1/4)
* NO atrophy



* Fibro scan on 8/8/1400:

* Metavir score: F2F3

* Steatosis stage: S1

 Fibro scan on 5/4/1402

* Metavir score: F4

* Steatosis stage; S1

 Abdominal and pelvic full ultrasound on 3/16/1402

* The echo of the liver is heterogeneous and coarse, and its border is
nodular, the findings are suggestive of cirrhosis.

* the gallbladder has a normal volume and wall thickness, and there is no
space-occupying mass or stone.

* The diameter of the portal vein is normal, and the intrahepatic and
extrahepatic bile ducts are normal

* The size and echoptteran of the spleen is normal.

02/04/26



FBS: 78 Cr: .77 Chol: 165
TG: 44 HDL: 66 LDL: 90
AST: 31 ALT: 12 ALKP: 115
Ferritin: 34 TSH: 4.2 VIT D: 22
HB: 14.3 PLT: 130000 BiliT:1
INR: 1.53 Alb: 3.6

02/04/26




* SPEP:

e Alb:64

* Alphal: 2.6

* Alpha ll: 8.2

* Beta: 8.1

* Gamma: 16.8 (1.2gr/dl)




Q:

* A patient with a history of AlH who is being treated with budesonide
and azaram has recently been reported F4 in the fibroscan. Is there a
need to increase or change the medication in the osteoporotic
patient?






A 42-year-old man

* A 42-year-old man who has been suffering from weight loss and abdominal
pain in the epigastric area and diarrhea since 6 years ago, has undergone
upper Gl endoscopy and colonoscopy:

* Colonoscopy: Normal Total colonoscopy

* Endoscopy:

* Esophagus: NI

e Stomach: Nl in all part

* D1: NL

 D2&D3: Evidence of villous atrophy + scalloping Were seen. Bx were taken

* Imp: Highly suspicious to celiac Disease

02/04/26



* Pathology: D2&D3 biopsies:
* Celiac disease
* In the following: DQ2 positive & DQ8 Negative

* The patient was treated with a gluten-free diet, and the patient's
symptoms improved

* Endoscopy was performed again in 2019:



* Re-Endoscopy in 2019:

* Imp: Esophagitis LA classification grade A
e Stomach; NI

* Bulb: NI

* D2: Obvious villous atrophy & mucosal fissuring & scattered mucosal
erythematous patches. Bx were taken

* Pathology: celiac disease (marsh type Il)

* Since 2 years ago, the patient again had diarrhea + weight loss and
abdominal pain despite following the GFD, and upper endoscopy was
performed again:



* upper endoscopy 4/22/1401.:
* Esophagus: Normal
e Stomach: NI

* Duodenum: marked villous atrophy in bulb & D2 & mucosal fissuring
& scalloping in D2 segment. Biopsy was taken.

* Pathology:

* D1 revealed mild & focal villi atrophy

* D2 revealed mild & focal villi atrophy

Comment: less than diagnostic criteria for celiac disease.

Please correlate with clinical history and challenge test for diagnosis
March | of celiac.



* Due to the continuation of the symptoms, an enteroscopy was
performed on 8/4/1401:

* Diagnosis: Crohn's disease associated with celiac disease
* Pathology:

 Duodenum revealed Duodenitis with partial villi atrophy and mild
activity

* Jejunum revealed mild active enteritis
* lleum revealed mild active ileitis

* Comments: finding suggested inflammatory bowel disease but cannot
exclude the concurrent celiac disease



Hb: 12 MCV: 82 MCH:28

Plt: 293000 ESR: 10 AST: 40

Alt: 50 Total pro: 6.8 Albumin: 2.7

Mg: 1.9 CRP: ++ Anti TTG Ab (IgG): 53.6

Anti TTG Ab (IgA): >100

Anti-gliadin(lgG):16.5

Anti-gliadin ( IgA): 19.3

Anti Endomesial Ab (lgA): positive

* lab Data: 2/12/1402

Anti Endomesial Ab (lgG): positive

Hb: 12.4 MCV: 97 MCH: 31.2
Plt: 207000 Total Bili : .49 AST: 43
Alt: 47 Alp: 311 CRP: non-reactive

Stool calprotectin: 331/6

Anti TTG IgA: 2.6

lgA serum: 181/4

Alb: 3.2




Q:

* According to the above history, Budesonide, Azaram, and CinnoRA
were started for the treatment of IBD:

* The patient is a 42-year-old man with a history of treatment-resistant
celiac disease, who has not gained weight despite following the GFD
and has nausea and vomiting, as well as abdominal pains. He was
treated with the possibility of Crohn's disease, but he did not respond
well to the treatment.

* Q: Appropriate diagnostic and therapeutic measures?
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Duodenum . 2nd

Duodenum 2nd Duodenum 2nd

Reason for Endoscopy : Celiac Disease
Control EGD

Premedication : Midazolam

Description of procedure : Optimum y
Findings :

Esophagus : Irregular z line & evidence of esophagitis class A ( LA)

Stomach : Normal in all parts
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Duodenum : Nl appearing mucosa in bulb \
D2: Obvious villous atrophy & mucosal fissuring & scattered mucoal erythematous patches wers <o Ule
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Diagnosis : As mentioned above
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Reason for Enteroscopy : KCO Celiac Sprue .
CC: Recurrent vomiting & weight loss

Premedication : By Anesthesiologist
Description of the Procedure : Optimum with Monitoring of HR & PO by Anesthesiology service

Diagnosis : After Deep sedation + HM & PO Single balloon entroscopy was performed with good

i quality via Antrograde appraoch & scope was sent from mouth down to Terminal ileum .
Stomach: Normal mucosa & vasculature
D1-D2-D3 : Marked villous atrophy with widespread aphtous like lesions so multiple Bx
were taken for path exam.,
Jejenum down to terminal ileum were normal in mucosa & vasculature. Bx were taken
from 1-D1-D2 2-Jejunum 3-terminal ileum & sent for path exam.
R/O : Crhon s disease associated celiac disease







