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A 24-year-old female

• A patient has been experiencing abdominal pain in the LUQ and pre-
umbilical region for a year. The pains are constant, but its intensity is 
variable (score 2 out of 10) and has no association with eating. It has 
not been radiated. It is not positional

• During this period, he has been hospitalized repeatedly due to 
abdominal pain and bloody vomiting, melena or rectal bleeding. The 
intensity of abdominal pain increases during bleeding. The patient's 
vomit contains bright blood.

• There were no changes in bowel movements. She does not mention 
the discharge of mucus and pus. There is no menstrual disorder and 
GIB did not coincide with menstruation. 
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• She does not mention a similar family history.

• In the hospital where he had psychiatric consultation, she had one 
visit on 01/04/05 that MDD and R/O borderline personality disorder 
has been suggested.

• She has been treated with fluoxetine and gabapentin for a while, and 
one time in a recent hospitalization on 08/02, bipolar mood disorder 
was suggested and he was treated with Depakine 200.
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• He was hospitalized on 01/01/01 with complaints of rectal bleeding 
and vomiting containing food and coffee grounds.

• The patient's hemoglobin was in the range of 10-11 during 
hospitalization and he was discharged with consent.
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Multiple superficial small clean 
bace ulcers and erosion in 

proximal of body
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On 01/04/05

• She was hospitalized with a complaint of 3 episodes of hematemesis, 
and she had a normal endoscopy.

• ENT and lung consultations have been done and there were no 
problem.

• Abdominal ultrasound was normal.

• Thoracic CT performed showed no PTE.
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on 02/01/27 

• She was admitted with abdominal pain, hematemesis and bloody 
vomiting.

• Hemoglobin at the time of discharge: 11.8

• Endoscopy: grade A erosive esophagitis

• Colonoscopy: external hemorrhoids and anal fissures

• Abdominal and pelvic CT was performed with contrast, which was 
normal.
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on 02/06/11 

• He was admitted with the complaint of rectorrhagea and 3 times of 
hematemesis.

• Hemoglobin on the day of hospitalization was 11.6 and he was 
discharged with hemoglobin of 13.

• Lung CT was performed and it was normal.
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CT:

R/O Nutcracker 
Decreased aortomesentric distance
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On 02/06/26
RBC scan
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• She was admitted on 02/08/08 with bloody vomiting and 
rectorrhagea.

• In a recent hospitalization, he complained of repeated hematemesis 
daily.

• The course of the patient's hemoglobins: From 11.7, 10.8, 11.2, 10.6 
and 10.2
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• Due to the swelling of the cricopharyngeus, ENT consultation was 
requested, and they did an endovision examination, which was 
normal.

• According to the CT report of the previous hospitalization, vascular 
surgery consultation was also done: no need for emergency action.

• CT angiography of abdominal vessels: was normal
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• The patient also complained of gross hematuria, and a urology 
consultation was performed: requested a Doppler ultrasound of the 
renal vessels and cystoscopy on an outpatient basis.

• In examining the patient's tests over the past two years in urine 
samples: most of them : blood 3 + RBC: many reported
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Q: Considering the recurrence of bleeding and the 
lack of explanation, what method do you suggest?

Data 00/12/29 01/02/17 01/11/10 02/05/02 02/03/14 02/05/08 02/06/19 02/06/24

Hb 10.6 12.4 11.7 13.5 13 11.4 14.6 12.2

MCV 80.8 83.4 84.7 85 82.8 84.1 83.9 83.9

RDW 12.2 12.1 13.1 13.7 13.5 12.7 12.8 83.9
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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 history of bipolar disorder or borderline personality causes lack of trust in the history of 
hematomas and regurgitation, so it was recommended to evaluate and stabilize the psychological 
condition first under the supervision of a psychiatrist, and then if the condition of frequent 
gastrointestinal bleeding is confirmed, the following measures are helpful:

• Examination of coagulation status with a hematologist.

• Examination of hematuria under the supervision of a urologist.

• In case of re-hospitalization, push enteroscopy to examine the proximal small intestine.

• Finally, if the results are not achieved with the above, video capsule is helpful.

• It should be noted that the findings of the RBC scan do not require further follow-up due to the 
subsequent colonoscopy and clinical course.
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A 31-year-old female 

Patient who had symptoms of reflux and dysphagia to solids since 1395, 
which continued until 1400 and underwent fundoplication in 1400.

After the surgery, the patient's symptoms improved and she only complained 
of watery diarrhea with a small volume.

The patient has had progressive dysphagia to solids and liquids since two 
months ago.

There was no weight loss or abdominal pain. No fever, chills and night 
sweats.

Due to the increased thickness suspected of malignancy in the esophagus 
wall, it has been introduced to this commission to investigate the cause and 
also to reverse the fundoplication.
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Family history: Lung ca in her uncle

Drug history: Pantoprazole that have been stopped since four months 
ago
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Endoscopy
1395.11.29

Esophagus Normal
Cardia Normal
Fundus Normal
Body Normal
Antrum Normal
Pre-pyloric Normal
Bulb Normal
Duodenum, 2nd portion  Was Normal

Final diagnosis: Oesophageal polyp
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Endoscopy
1395.12.14

Esophagus Normal

Cardia Normal

Fundus Normal

Body Normal

Antrum Normal

Pre-pyloric Normal

Bulb Normal

Duodenum, 2nd portion  Was Normal

Final diagnosis: lower oesophageal Polyp.
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Pathology
1395.12.19

Specimen Received:

Gastric Antrum & Cardial polyp biopsy

Gross Description:

Antrum biopsy included one piece,Measured:0.6x0.4x0.2 cm, color: grayish. Cardial polyp biopsy included one 
piece, measured: 0.4x0.3x0.2 cm, color: grayish.

Microscopic Description:

Antrum biopsy: The sections revealed antral type gastric glands surrounded by lamina propria. The mucosa 
showed showed edema and congestion The lymphohistiocytes within lamina propria was scant. On Giemsa 
staining H.Pylori organism was not seen. There is no evidence of malihnancy in this specimen.

Cardial polyp biopsy: Sections show well-defined tissue composed of elongated, tortuous and dilated glands. 
The stroma demonstrates edema, patchy fibrosis and inflammatory cells and scattered smooth muscle bundles. 
A few lymphocytic infiltrate within stroma with focal goblet cells changes are seen.

-Final Pathologic Diagnosis:

Gastric Antrum & Cardial polyp Biopsy: 1. Antrum revealed Erosive Gastritis H.Pylori Organism Was Not Seen 2. 
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Endoscopy
1398.07.22

Reason for Endoscopy: Dyspepsia / Past hx of gastric polyp
Esophagus: Upper, and middle and lower thirds: Normal

Z-line was normal.
No Sliding Hiatal Hernia

Stomach : Cardia: A small polyp (6-7mm) was seen just below z-line.
polypectomy was done.
Fundus and body and antrum: Normal

Duodenum: D1 and D2: Normal

Diagnosis : Gastric polyp (just below z-line in cardia)
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Pathology
1398.07.22

Specimen Received: GE junction biopsy

-Gross Description:

Specimen received in formalin labelled with patient's name consist of two soft tan tissue fragments 
measuring in aggregate 0.5x0.3x0.2 cm. Entirely submitted in one cassette.

-Microscopic Description:

Sections show cardia mucosa composed of elongated, tortuous and dilated glands. The stroma 
demonstrates edema, patchy fibrosis and inflammatory ceils and scattered smooth muscle bundles. 
Some lymphocytic infiltrate within stroma with focal goblet cells changes are seen.

-Final Pathologic Diagnosis:

Cardia Hyperplastic Polyp with Moderate Chronic Gastritis H.Pylori organism is not seen
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Endoscopy
1401.06.07

Reason for Endoscopy: Chronic diarrhea

Esophagus: Upper, middle and lower thirds: Normal

Z-line was normal.

A small polyp (about 10mm) was seen just over the z-line(Bx was taken)

Stomach: Cardia and fundus and body and antrum : Normal

Duodenum: D1 and D2: Normal

Biopsy for evaluation of celiac disease was taken

Diagnosis: GE junction polyp

23/12/04 33



23/12/04 34



Colonoscopy
1401.06.07

Reason for Endoscopy: Chronic Diarrhea WBC& RBC 2/hpf in stool exam

Retroflex View: Normal

Rectum : Normal

Sigmoid : Normal

Descending Colon: Normal

Transverse Colon: Normal

Ascending Colon: Normal

Cecum : Normal

(Biopsies from Right colon were taken for evaluation of microscopic colitis)

Terminal Ileum : Normal

Diagnosis: Normal ileo-colonoscopy
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Pathology
1401.06.07

Specimen: Cardia polyp, Duodenal mucosa, Ascending colon mucosa 
biopsies

Diagnosis:

Cardia polyp: Hyperplastic polyp with foci of intestinal metaplasia

No dysplasia

Duodenal mucosa: Normal duodenal mucosa

Marsh classification (0)

Ascending colon mucosa: Focal active colitis
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Endoscopy
1401.07.10

Reason for Endoscopy: Polypectomy of OE JUNCTION POLYP

Pathology: hyperplastic polyp with foci of intestinal metaplasia

Esophagus: A polypoid lesion 10x15 mm was seen just below Z-line. 
After injection of diluted epinephrine and methylene blue then lesion 
was removed in peacemeal resection method. then APC was 
performed at the edge of lesion to ablate the remaining polypoid 
lesions. patient tolerated procedure without early complications.

Diagnosis: Successful EMR of GE junction polyp
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Barium swallow
1401.08.29

In the scopy, the contrast material passed through the esophagus 
easily, and no pathological stricture or pressure effect was observed. 
Mucosa coating in esophagus is normal and filling defect is not seen.

The evidence of fundoplication can be seen in the fundus area. In this 
area, the compressive effect is evident.

A small hiatal hernia is seen in the distal esophagus.

There is no stenosis at the GE junction.
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Endoscopy
1400.08.26

Reason for Endoscopy: Heartburn, Hx of distal oesophageal hyperplastic polyp

Esophagus: Upper, middle and lower thirds: Normal

A small polyp (7-8mm) was seen just over z line .(polypectomy was performed) Z-line

was normal.

small Sliding Hiatal Hernia

Stomach: Cardia and fundus and body and antrum : Normal

(Bx for evaluation of H.Pylori was taken)

Duodenum: D1 and D2: Normal

Diagnosis: Distal esophageal Polypectomy

Small Sliding hiatal hernia
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Pathology
1400.08.26

Microscopy:

No1: Sections from Gastroesophageal junction show polypoid structure included cystically dilated 
glands, distorted and irregular foveolar epithelium distributed in inflamed and edematous 
stroma. No dysplasia is seen in this specimen.

NO2: Sections from Antral mucosa show mild infiltration of lymphoplasmacells and PMNs in 
lamina propria. Some PMNs permeated in glands.

On Geimsa staining show no H.Pylori infection.

Diagnosis:

Gastroesophageal junction polyp & Antral mucosa, Endoscopic biopsies:

NO1: Hyperplastic polyp (Fragmented)

No dysplasia.

NO2: Mild chronic active gastritis

No H.pylori infection /No metaplasia/ No dysplasia /Atrophy OLGA staging:0/IV
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Endoscopy
1402.07.04

Reason for Endoscopy: Dysphagia

Esophagus: Upper, and middle and upper third:Normal

A suspicious small polyp like lesion 5mm was seen at GE junction (Removed by forceps))

Stomach : Cardia : endoscopic evidence of funduplication was seen.

Fundus and antrum: Normal (Bx for evaluation of H.pylori was taken)

Body: An area of erythema and abnormal looking mucosa was seen in greater curvature

of body (Bx was taken)

Duodenum: D1 and D2: Normal

Diagnosis: Corpous gastritis GE junction polyp?
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Pathology
1402.07.04

BIOPSY OF DISTAL ESOPHAGUS:
HYPERPLASTIC POLYP.

BIOPSY OF STOMACH (ANTRUM):
NORMAL GASTRITIC MUCOSA.
NEGATIVE FOR H.PYLORI (HP-).

BIOPSY OF STOMACH (BODY):
EROSIVE GASTROPATHY.
NEGATIVE FOR H.PYLORI (HP -).
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Barium swallow
1402.07.16

In the endoscopy, the contrast material 
passed through the esophagus easily, 
and no pathological stricture or pressure 
effect was observed. Mucosa coating in 
esophagus is normal and filling defect is 
not seen.

At the same time, a small sliding hiatal 
hernia and a paraesophageal hernia are 
seen in the posterior part of the distal 
esophagus.
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CT SCAN OF ABDOMEN/PELVIS with contrast
1402.08.10

Distal esophagus is grossly distended shows air fluid level terminating an 
area of soft tissue density with questionable mucosal irregularity just in 
the region of gastric cardia causing partial obstruction, considering the 
previous history of fundoplication surgery should be more evaluated 
excluding possible neoplasia.
Liver is normal in size, shape and density with no space occupying lesion or 
biliary dilatation.
Spleen and pancreas are also normal with no S.O.L and no evidence of acute 
pancreatitis.
The kidneys are normal in size, shape and position, opacified with no 
hydronephrosis and no S.O.L.
No paraaortic or paracaval adenopathy is present. No pelvic mass or 
adenopathy is seen. Follicular cyst is seen in left ovary.
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Esophageal manometry
1402.08.16

Normal manometry
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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 patient's main complaint is dysphagia for liquids and solids with mild intensity, and with this 
assumption, it seems that fundoplication surgery had not been lead to significant complications.

The type and severity of the symptoms are not worrying, but if it has led to a disruption in the 
patient's quality of life, the following may help:

A. Esophageal biopsy to rule out eosinophilic esophagitis

B. Prescribing neuromodulators to relieve symptoms

C. Modifying the eating style in the form of complete chewing, slow swallowing and full 
concentration on eating

D. All present colleagues recommended conservative measures and did not agree with re-surgery 
and reversal of fundoplication.
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A 17-year-old  male

• The patient is a boy who has been suffering from suddenly 
abdominal pain, fever, nausea and vomiting after eating 
since about 6 years ago (2016) during a trip. After going to 
the hospital and doing tests, he noticed an increase in liver 
enzymes. It has done many work ups during the past years,
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Lab data Alt Ast Akp Bili T Bili D GGT

96/06/05 1410 648 1043 0.65 0.20 -

96/08/26 780 348 1140 0.67 0.26 80.9

96/08/29 794 318 1023 0.5 0.2 94
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1396/08/30





1396/09/04

Liver biopsy:

Chronic hepatitis
(grade 4/18 stage 3/6)

1)Compatible with AIH

2)Wilson disease variety pattern of liver 
BX thus unrespanse to AIH TX evaluation 

for Wilson disease



1396/09/11





1396/09/26

Liver BX for evaluation of Wilson 
disease:

Chronic hepatitis

Copper content:
151.2 microg/gr



• In 2016, a pediatric gastroenterologist diagnosed autoimmune 
hepatitis and was treated with prednisolone and Azram 50 mg (half a 
tablet).

• According to him, Wilson's disease is rejected.

• In 2018, due to lack of response to treatment (no decrease in liver 
enzymes), he underwent re-examinations and liver biopsy.



Lab 
data

Alt Ast Akp Bili T Bili D GGT

96/12/23 453 170 608 0.80 0.23 52.2

96/12/26 571 187 646 0.8 0.2 62



97/01/16

Requested for alpha 1antitrypsin:

MM: normal



97/03/21



97/05/27



97/09/10

Readout of tissue samples in Namazi
hospital:

Chronic hepatitis with mild activity and 
mark fibrosis

(Grade 6/18 stage 4/6)

Macrovesicular steatosis

Wilson should be considered



• The patient is visited at the Shiraz Namazi center, and was diagnosed 
with autoimmune hepatitis and suspected of Wilson's disease, who 
also took penicillamine for a one-year period, but it had no effect, and 
it was discontinued in 1998.

• The doctor treating the patient in Isfahan was against Wilson's 
diagnosis.



2019

ATP7B gene was performed:

No pathologic mutation was found



• In 2018, the patient referred to his doctor in Isfahan, who was referred 
to a pediatric gastroenterologist in Tehran, who gradually stopped 
prednisolone and Azram drugs and started cyclosporine (from February) 
100 mg every 12 hours for 6 months. According to the patient's 
companion, it causes a significant decrease in liver enzymes in the range 
of 50 to 60.

• After 6 months, cyclosporine is stopped and the patient is again treated 
with Azram (75 mg) and prednisolone (2019).



• In February 2019, due to a severe drop in hemoglobin, he was treated 
with three units of Packedcells.

• An endoscopy is performed for the patient, which was normal, and 
according to the hematologist's opinion, Azram is discontinued due to 
its side effects.

• And since 2021, with the opinion of the medical commission in Imam 
Hossein Hospital, Isfahan, he started cellcept, which is still going on 
now, and he has been taking 3 pills a day since about two months 
ago.
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• In March 2022, following a drop of platelets, he underwent a liver 
biopsy again.

lab Wbc Hb Plt

01/12/03 6580 12.1 85000



01/12/08



01/11/27



lab Wbc Hb Plt Alt Ast Akp Bili T Bili D GGT

98/04/20 5940 12.6 140,000 287 134 - 1.15 0.87 -

02/02/30 5640 13 60,000 110 52 414 1.3 0.2 38

02/03/24 6670 13.6 83,000 98 55 - - - -

02/06/18 6450 13.6 90,000 115 59 481 1 0.2 -

02/08/14 6100 13.7 67,000 171 71 459 1.3 0.3 50



• The patient is currently 17 years old, he is obese (85 kg and 158 cm 
tall), he has no complaints of weakness, lethargy and fatigue, his 
appetite is good, he has no abdominal pain, nausea, vomiting, and no 
changes in bowel movements.

• There is no history of similar disease in other family members.



Refer to adult gastroenterologist



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: 

Clinical and paraclinical evidence is consistent with the diagnosis of autoimmune hepatitis, but 
according to  complete examination, Wilson's is not an explanation for the patient’s disease, 
however, checking the serum level of IgG, serum protein immunoelectrophoresis and anti-Soluble 
antibody and other markers are helpful.

Considering the recent weight gain, it is possible that a portion of the increase in transaminases is 
caused by fatty liver, which strongly recommended lifestyle modification, exercise and weight loss 
through diet or with the help of medicine. It is recommended to completely stop drinking alcohol, if 
any.

Currently, it is recommended to continue MMF and monitor the therapeutic response, and in case 
of insufficient therapeutic response, tacrolimus can be added or replaced.
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