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A 32-year-old female 

Patient has undergone a kidney transplant since 2 years 
ago, and since about 4 months after the transplant, an 
increase in liver enzymes has been observed, and no 
specific cause has been found during the investigations. 
No fatigue, no change of bowel movements, no nausea 
or vomiting and no abdominal pain. 
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PMHx

The patient in 2016 at 16 weeks of pregnancy was admitted to the 
hospital due to high blood pressure, peripheral edema, proteinuria and 
increased creatinine, and underwent a kidney biopsy. The result of the 
biopsy was FSGS, and she was treated, and according to the doctors' 
opinion, a legal abortion was performed. He was treated for two years, 
and then dialysis started for the patient, and a kidney transplant was 
performed from June 2021.

She describes an increase in liver enzymes during dialysis (we have no 
evidence).
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SHx

He does not use cigarettes, alcohol or drugs

He exercises 40 minutes a day

DHx

Cellcept 500 mg bid ×1

Prograf 1 mg bid ×1

Prednisolone 5 mg 1/2 qod

Levothyroxine /nephrivit/magnesium 
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Q

• The patient intends to get pregnant, according to the course of liver 
enzymes and the result of liver biopsy, it should be examined in terms 
of the necessary recommendations and OK for pregnancy.
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Lab date Alt Ast Akp Bili T Bili D GGT 

00/07/18 58 25 221

01/01/14 54 24 139

01/02/10 40 24 153

01/03/04 65 36 163

01/05/04 110 34 381

01/07/06 115 45 227 1.5 0.4 187

01/09/03 266 138 207

01/12/10 50 31 178

02/02/10 126 70 159

02/04/19 65 37 160

02/06/22 94 40 253

02/09/01 44 35 169
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CMV PCR:
Undetectable
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02/08/17
Liver biopsy
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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: 

An increase in patient's transaminases may be due to liver disease or medicines.

If the history and clinical course are match, HBV DNA check may help to detect its 
hidden types.

From the liver and GI point of view, the patient does not need further investigation 
and there is no contraindication to get pregnant, but she should be monitored 
during pregnancy and checked and evaluated at least once in every trimester.

Adjusting the dose of transplant drugs before pregnancy, especially 
Mycophenolate, may need to be followed up according to the nephrologist's 
opinion. 23/11/20 12
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A 34 years old female

She was referred due to abdominal pain and diarrhea and multiple surgeries.

The patient describes the history of frequent and sometimes bloody diarrhea
from childhood. She mentions the history of appendectomy at the age of 9, and 4
months after that, he developed a vaginal fistula (rectovaginal fistula?) and
fecaloid secretions. It has been taken out to be examined by a colonoscopy, the
origin of which is not specified. Then, due to abdominal pain and abdominal
distension, he was hospitalized, a colostomy was inserted, and after that, the
vaginal fistula secretions gradually decreased and then stopped one year after
the colostomy. Colostomy was closed and then secretions from the vaginal fistula
started again. Finally, with the acceptance of the surgery by the forensic doctor,
at the age of 16, he underwent surgery for the vaginal fistula.
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Abdominal pains were transient after that and she was treated with
neuromodulators under the supervision of a gastroenterologist. At the
age of 17, following the death of her father, the abdominal pains
worsened, and a colonoscopy was performed, and neuromodulators
were continued.

The patient got married at the age of 17 and gave first delivery by
caesarean section at the age of 19. She underwent surgery 40 days
after delivery due to abdominal pain and obstruction. The adhesion
band was diagnosed and enterolysis was performed, and part of the
small intestine was removed.
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• After the operation, while suffering from an infection and abscess at 
the surgical site and being treated with antibiotics, she was 
hospitalized again due to the exacerbation of abdominal pain and 
obstruction, and surgery was performed, and endolysis was 
performed.

• After the mentioned surgeries, the abdominal pain continued, and 
with the change of her gastroenterologist, she underwent another 
colonoscopy, and due to IBD, she was treated with Pentasa and 
Azram, for 3 years, and because Pentasa shotage, she stopped it 
arbitrarily.
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At the age of 25, she got pregnant again, and the pregnancy was triplets, and
in the 8th week of pregnancy, one gestational sac was aborted, and the
other sac was empty of embryos and failed, and the other sac was
preserved.

In the fifth month of the second pregnancy, due to intestinal obstruction, she
was hospitalized again and underwent laparotomy, where enterolysis and
ventral herniorrhaphy were performed. At 36 weeks, she underwent
cesarean section and delivery.

She went to a surgeon last year due to abdominal pains, and during an
ultrasound request due to numerous cysts in the left ovary, he underwent a
left Oophorectomy. The patient herself mentioned that after the surgery, the
abdominal pains improved for a short time.
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• Abdominal pains have existed during the past years. She has been 
treated with mesalasine or Asacol enema by different doctors for 
IBD, despite endoscopy or pathology did not support IBD.

• After the recent surgery, the abdominal pain is mostly in the 
hypogastric region with the spread to the flanks on both sides, it is on 
and off, it has a pressing nature and is aggravated by consuming dairy 
products and legumes.

• Also, recently, along with the onset of abdominal pain, there has also 
been diarrhea with a frequent evacuation, which was accompanied 
by the discharge of pus and mucus.
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• Currently, since about 2 months ago, she has been treated with 
budesonide by referring to a gastroenterologist with a possible 
diagnosis of Crohn's disease (she did not consent to a colonoscopy), 
after that,  the number of pain attacks decreased and the intensity of 
abdominal pain was greater only when menstruation began.

• In the periods when there is no abdominal pain, the patient feels 
incomplete evacuation of feces and has 4-5 bowel movements during 
the day (tenesmus?), which has a loose consistency and does not 
contain pus or mucus.
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PMHx

• Recent hospitalization (one month ago) and another hospitalization 5 
months ago due to abdominal pain with diagnosis of flare of IBD

• Diabetes since three years ago

• Total thyroidectomy last year due to malignant nodule ( papillary cell 
carcinoma)

• Fatty Liver

• Bipolar mood disorder

DHx:

Oxycodone for abdominal pain, budesonide, Gluterio 1000/5/12.5 / 
Diabezide, Levothyroxine, Asentra
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86/02/07

Multiple diminuative rectal polyps (removed by forceps)

Rectal mucosa was normal

Terminal ileum was normal

No evidenc of IBD

24/01/01 21



Anus: skin tag mucosal tag probable 
fissure

Due to bad preparation some 
abnormality might be missed
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92/04/30

Rectosigmoid mucosa was hyperemic and 
edematous

Vascular pattern was abnormal

Focal erythema was seen in descending 
colon

Scope was noat passed from transvers colon 
due to bad preparation
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98/02/11
Solitary rectal ulcer

Pneumatosis coli in ascending colon
Ileum: normal
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00/04/28

Small SHH
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Pathology report(BX of colon mucosa)
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Pathology report(BX of rectal polyp)
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98/12/11
MRE:

NORMAL
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Calprotectin levels

Data Calprotectin

93/05/12 43

94/07/27 >1000

96/09/11 >600

02/08/15 10.5
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Lab date WBC HGB MCV PLT

94/07/30 6500 13.3 93 216000

96/09/11 7080 13 82 258000

98/01/24 8400 13.6 83 245000

02/08/30 10900 12.2 84 277000
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Question?

• Do you agree with the diagnosis of Crohn's?

• Should anti-TNF treatment be started?
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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: 

In multiple and consecutive EVALUATIONS, there is no endoscopic, histological and imaging 
evidence in favor of IBD, and the clinical course is not consistent with Crohn's. Intermittent 
increase of calprotectin can be caused by SRU, other inflammations and infections, but 
celiac serology is better to check.

Rheumatology and psychiatry consultation to investigate and stop oxycodone and treat 
chronic anxiety disorders.

A colchicine trial OR by empiric treatment of SIBO may aid in diagnosis and treatment.

However, to completely R/O Crohn’s disease, double coronal balloon enteroscopy is choice, 
which, of course, is difficult and expensive, but if it is not possible, to repeat MRE with 
good quality may helpful.

A pelvic MRI may also help. 23/11/20 37
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A 29-year-old female 

• Patient with a history of hepatitis B for about 2.5 years, who has been 
under medical treatment, is currently 6 months pregnant, and has 
been referred to decide to continuing or terminating the pregnancy.

• Her husband also has hepatitis B.

DHx:

1 spoon of MOM syrup every 8 hours

Replicut (Tenofovir disoproxil fumarate) 300mg daily
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Lab Data
1399.05.01

WBC  5.1 AST  56 FBS  91

NEU:40%  LYM:49% ALT  76 BUN  13

RBC  5.2 ALK  301 CR  1

HB  13.8 TG  126 CRP  NEG

MCV  76 CHOL  139

PLT  193 HDL  29

LDL  85



Lab Data
1400.08.30

WBC  9 PT  12.5

NEU:69%  LYM:25% PTT  30

RBC  4.4 INR  1.1

HB  12.7 Billi.T 1.3

MCV  79 Billi.D 0.5

PLT  172 AST  29

ALT  22

ALK  235
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Sonography
1400.09.02

The size of the liver is 125 mm normal, but its echogenicity is slightly 
increased and coarse. (Fatty liver grade 0-I)
The image of a hemangioma with a diameter of 6 mm is seen in the right 
lobe of the liver.
Dilation was not seen in the intrahepatic and extrahepatic bile ducts. The 
diameter of the proximal CBD is 2 mm and normal.
The portal vein (9) mm and hepatic veins have normal diameter and flow.
There were no signs of stones, sludge, or thickness of the wall in the 
gallbladder.
The volume and wall of the gallbladder is normal.
There is no evidence in favor of ascites fluid in the abdomen, and the patient 
is pregnant.



Lab Data
1401.05.06

WBC  6.2 TG  50 HBS Ag  POSITIVE

NEU:50%  LYM:44% CHOL  134

RBC  4.9 HDL  42

HB  12.8 LDL  82

MCV  77

PLT  192



Lab Data
1401.10.29

WBC  5.8 AST  45

NEU:45%  LYM:38% ALT  53

RBC  5.4 HBS Ag  15

HB  13.8

MCV  77

PLT  181



Pregnancy sonography
1402.06.28

Fetal Heart Rate : Normal( 158 bpm)

Fetal Presentation: Breech

Position Of Placenta: Anterior - low lying

Amniotic Fluid index: normal

Mean Ga= 14 w 0 d

B.P.D = 25 mm: 14 w 2d

He =94 mm: 14 w 1d

Ac = 80 mm: 14w 2d FI = 12.3 mm: 13 w 4d

Fw= 88 gr



Lab Data
1402.06.29

WBC  5.9 HBs Ag  POSITIVE FBS  77

NEU:58%  LYM:34% VDRL  NEG BUN  8

RBC  4.6 COOMBS  NEG CR  0.8

HB  11.5

MCV  77

PLT  156



HEMOGLOBIN ELECTROPHORESIS
1402.07.03



Pregnancy Sonography (Anomaly scan)
1402.08.01



Sonography
1402.09.12

Liver has normal size but coarse and heterogeneous.

The image of a  mesenteric lymph node measuring 36 mm is evident in the 
hilum of the liver, which is in favor of abdominal lymphadenopathy. 
Evaluation of liver parenchymal diseases is recommended.

Dilation was not seen in the intrahepatic and extrahepatic bile ducts. The 
portal vein and hepatic veins have normal diameter and flow.

The volume and wall of the gallbladder is normal.

There were no signs of stones, sludge, or wall thickness in the gallbladder.

The image of a hyperechoic lesion with a diameter of 2.5 mm is evident in 
the gallbladder, which can indicate a polyp.



Lab Data
1402.09.19

WBC  8.2 CA 19-9  38.9

NEU:67%  LYM:25% AFP  208

RBC  4.1 AST  34

HB  10.7 ALT  27

MCV  81 ALP  219

PLT  186 Billi.T 1.1

Billi.D 0.5

PT  14.4

INR  1.1



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: 

Considering the appropriate therapeutic response to tenofovir as well as the gestational 
age, continuation of pregnancy is recommended and therapeutic abortion is not indicated.

It is recommended to continue the treatment by TDF.

During pregnancy, in terms of maternal and fetal complications of tenofovir, be under the 
care of a gynecologist.

The newborn should receive immunoglobulin as soon as it is born and within the first 12 
hours, and the hepatitis B vaccination should also start.

In the case of the mother, after the delivery, endoscopy was recommended to check for 
evaluation of esophageal varices. Doppler of abdominal veins, should also be done.

23/11/20 52



24/01/01 53



A 48-year-old woman 

The has been suffering from swelling and cyanosis of the fingers, 
abdominal pain and generalized itching since 2016. During the tests, 
she found myelofibrosis positive for JAK2, and in the tests she found 
splenomegaly and chronic thrombosis of the portal vein. She was 
prescribed hydroxyurea and warfarin for 5 years.

Ultrasound of 2018: chronic thrombosis of portal vein and spleen 202 
mm

In 1401, A hematologist stopped the patient's warfarin and 
hydroxyurea, after which he underwent an endoscopy due to 
abdominal pain, and they found esophageal varices.

Then ruxolitinib 15mg tablet be started.



1401/6/25



1401/8/27



1402/3/31



1402/9/6





1402/4/4



1402/7/5



1402/7/5



1400/5/6



1402/1/27





1402/8/28









1402/2/25 1402/3/16 1402/5/7 1402/7/5 1402/8/20

WBC 4.4 4.3

RBC 4.5 4.3

Hb 12 13

MCV 84 90

MCH 27 30

Plt 126000 116000

AST 27 32 34 47 39

ALT 25 30 41 54 45

Alp 152 164

Bili-t
Bili-d

1.5 2.1 3.9 3.4 3.7

INR 1.2



• Next step?



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: 

Considering the known mutation in the JAK2 gene, it is definitely necessary 
to continue the anticoagulant according to the opinion of the hematologist.

Continue treatment with non-selective beta-blocker.

EVL should be continued every 3-4 weeks until complete ablation of varicose 
veins.

Currently, the patient is not a candidate for TIPS.23/11/20 72


