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NASAL REGURGITATION

•

•



D – VIDEOFLUOROSCOPY 



Dysphagia = subjective sensation of difficulty or abnormality of swallowing

Odynophagia = is pain with swallowing

Globus sensation = feeling like there’s a ball or a lump or a mass

Esophageal dysphagia = Difficulty swallowing several seconds after initiating a swallow, and

a sensation that foods and/or liquids are being obstructed in their passage from the upper 

esophagus to the stomach.

Oropharyngeal dysphagia = Transfer dysphagia = Difficulty initiating a swallow, which may 

be accompanied by nasopharyngeal regurgitation, aspiration, and a sensation of residual 

food remaining in the pharynx.  

Dysarthria = weakness of soft palate or pharyngeal constrictors

Drooling/food spillate = facial muscles

Hoarseness = laryngeal nerve dysfunction 

Regurgitation hours later = Zenker



DYSPHAGIA

Solids/Esophageal = 
OBSTRUCTION =

VISUALIZE

Progressive?

Age > 50 = carcinoma

Heart burn = Stricture

Esophageal Ring/

Schatzski/ Plummer Vinson or 
Eosinophilic Esophagitis

Solids AND Liquids 
Oropharyngeal = 

MOTILITY =

VIDEOFLUORO

Progressive?

Regurgitate = 
Achalasia

Heart burn = 
Scleroderma

Stable?

Stroke

Intermittent with 
chest pain?

DES



•

•

•

LOW-GRADE DYSPLASIA.

•



A – ENDOSCOPIC ABLATION 

OR SERIAL EGD

THIS IS A NEW UPDATE FROM 2016 : 

.



METAPLASTIC COLUMNAR 

EPITHELIUM ABOVE THE GEJ 



Pyrosis is the number one GI complaint in Western populations.

It can turn into cancer – “The cancer risk associated with BE is 

believed to be 0.5% per year, but a recent study from Denmark 

reports an estimate of 0.12% per year.”  x30 more likely than non BE 

individuals.

It’s common = “Approximately 10% of patients with GERD are 

found to have BE on upper endoscopy, although 40% of patients 

diagnosed with adenocarcinoma of the esophagus report no 

symptoms of GERD.”





5 

YEARS AND

WOMEN DO 

NOT REQUIRE ROUTINE ENDOSCOPIC SCREENING FOR 

BARRETT ESOPHAGUS. 



•

1 MONTH AGO

•

•



C – FECAL ANTIGEN NOW



WHO SHOULD GET TESTED?
1.

2.

•

•

CONTROVERSIAL CALLS: 

• Chronic NSAID and/or 

aspirin use 

• First-degree family member 

with gastric cancer

• GERD is NOT a clinical 

indication for H. 

pylori testing unless they 

have one of the other 

items too! 



FOR CURE?  

EVERYBODY!

Testing to confirm eradication should be 

pursued in everybody given the roughly 25% 

treatment failure in the US. 

- no sooner than 4 weeks after completing 

antimicrobial therapy

- 2 weeks after PPI stopped

- Use urea breath test or stool antigen 

testing (not serum antibodies)!





•

EPISODIC PALPITATIONS, SWEATING, AND LIGHTHEADEDNESS, AS WELL

AS DIARRHEA.

•





B – DUMPING SYNDROME



BE 0.3% TO 0.4% 

57.3 LB

REDUCED MORTALITY





Post-prandial vasomotor symptoms, including palpitations, sweating, and 

lightheadedness!

Type 1 = early after surgery, and early after eating (15 minutes)and thought to be 

from massive fluid shifts into the gut. Usually self-limited.

Type 2 = late (six months post-op) and late after eating (up to 3 hours) -

Postprandial hypoglycemia secondary to maladaptive secretion of insulin, dumping 

syndrome, or nesidioblastosis, which is characterized by hyperplasia of pancreatic 

islet cells. 

Treatment for all three causes are the same:   Ingestion of small, frequent meals 

along with avoidance of simple carbohydrates, which can decrease the frequency 

and improve the symptoms of postprandial hypoglycemia. 

Pancreatic resection!?  UpToDate and MKSAP disagree – good luck. 



In patients undergoing malabsorptive

procedures, Endocrine guidelines 

recommend testing for albumin, ferritin, 

vitamin B12, folate, serum calcium, 

parathyroid hormone, and 25-

hydroxyvitamin D every 6 months 

postoperatively for the first 2 years and 

then annually thereafter.

Measurement of vitamins A, vitamin B1, and 

zinc is considered optional. 

Bone mineral density measurement is also 

recommended annually after the 

procedure until stable.

Bacterial overgrowth in a loop 

manifested by fat and B12 

malabsorption, and a low D-xylose 

absorption test. 

NEPHROLITHIASIS:

RYGB has been linked to metabolic 

changes that could alter urine chemistry 

profiles, resulting in both higher calcium 

oxalate supersaturation and urine 

oxalate, lower citrate, and lower volume. 

Consequently, patients have a higher risk 

of developing nephrolithiasis after RYGB



•

•

•

• DILATED INTRAHEPATIC AND EXTRAHEPATIC
BILE DUCTS, GALLSTONES,

•



B – ERCP WITH SPHINCTEROTOMY



CHOLEY-WHAT?

CHOLE-LITHIASIS CHOLE-CYSTITIS



CHOLEY-WHAT?

CHOLE-DOCHO-LITHIASIS CHOLANGITIS



CHOLEY-WHAT?

GALLSTONE PANCREATITIS MIRRIZZI SYNDROME





CLINICAL SYNDROME:

• FEVER

• ABDOMINAL PAIN CHARCOT

• JAUNDICE REYNOLD

• HYPOTENSION

• ALTERED MENTAL STATUS

DIAGNOSIS: 

• SUSPECTED: FEVER/RIGORS, LABS CONSISTENT WITH

INFLAMMATION, AND JAUNDICE OR ABNORMAL LFTS

• DEFINITE: SUSPECTED PLUS BILIARY DILATION ON IMAGING, 
OR STONE/STENT/STRICTURE

• Treatment:

• Obtain blood cultures

• Empiric antibiotics (E. coli, 

Klebsiella, Enterococcus, 

Anaerobes)

• ERCP within 24 hours

• MRCP if unsure or EUS if cannot 

perform MRCP



ERCP showing an impacted stone in the major papilla (Panel A, arrow) in a patient with 

fever, pain, abnormal liver enzymes, and elevated amylase and lipase. Biliary 

sphincterotomy was performed with stone extraction using a balloon. Pus was noted soon 

after stone extraction (Panel B, ellipse). Multiple additional stones were then extracted 

(Panel C, arrows). Two days after stone extraction, the liver enzymes, amylase, and lipase 

normalized and the pain and fever resolved.



•

• 102.0 °F

• 17,000 AST/ALT/BILIRUBIN ALL NORMAL

• A THICKENED GALLBLADDER WALL, 
PERICHOLECYSTIC FLUID



E – PERCUTANEOUS 

CHOLECYSTOSTOMY



•

•

•

• RADIONUCLIDE BILIARY

SCAN THAT FAILS TO VISUALIZE THE GALLBLADDER

•

•

• MORTALITY 10% AND 50%.





•

•

NORMAL CALIBER DUCTS, AND A NORMAL GALLBLADDER

•

BILIRUBIN 10 2.4

•

•



E – CHECK VIRAL HEPATITIS 

SEROLOGIES



Acute Alcoholic 

Hepatitis



•

•

•

•

•

• CAN BE UP TO 6 WEEKS AFTER LAST DRINK

Presenting sx: 

• Jaundice that developed within 

three months prior to presentation

• Anorexia

• Fever

• Right upper-quadrant/ 

epigastric abdominal pain

• Ascites

• proximal muscle wasting

• Encephalopathy if severe

YOU MUST RULE OUT:

• SBP

• Acute viral hepatitis

• Acute toxin-induced hepatitis (tylenol, 

mushrooms)

• Choledocholithiasis, cholangitis, and 

acalculus cholecystitis

• Budd-Chiari



•

•

•

•



B – TRANSPLANT EVALUATION



MILAN CRITERIA

• Up to three tumors ≤3 cm 

• one tumor ≤5 cm

• No vascular invasion

• No regional node or extrahepatic

distant metastases

• If they happen to have a tumor 2 

cm or larger get MELD exception 

points

• 5 year survival is 75%+ after 

transplant



• 28 WEEKS

•

•
300,000

•



TENOFOVIR



GREATER THAN 200,000 IU/ML 

AT 24 TO 28 WEEKS' GESTATION SHOULD BE TREATED

• Vertical transmission rate as high as 90%

• Approved oral drugs are lamivudine, telbivudine, and tenofovir

• Breastfeeding is not contraindicated during treatment

• Passive immunization with HBV immune globulin and active HBV vaccination should 

be administered to newborns within 12 hours of delivery

• These measures can reduce vertical transmission rates by 95%!



•

•

•

•



REPEAT LFTS IN 6 MONTHS





LFT NL!

LFT Abnl!





•

•

•

•

•



C – INITIATE CIPRO



•

• IN CONJUNCTION WITH

•

•

•

•

•

•

•

•



Copyrights apply





A – ANEMIA

(FROM GASTRIC ANGIODYSPLASIA) 





OBSCURE!  BUT NOT FOR US



OBSCURE GIB

Negative Upper and Lower – but still bleeding!  Up to 40% of these are from angiodysplasias. 

Other causes:

Cameron erosion, Dieulafoy lesion, vascular ectasia

Because these all cause bleeding, anemia is a common finding. 

Angiodysplasias:

• ectatic, dilated, thin-walled vessels 

• may occur anywhere in GI track but often seen in colon 

• prevalence increases with age

• most cases are without “cause” but asst with CKD, vWBD, and AS



A 75-year-old man is evaluated after hospitalization for an episode of hematemesis. Upon 

admission, his INR was 2.5. Intravenous proton pump inhibitor therapy was initiated, and his 

warfarin was held. Endoscopy showed a large duodenal bulb ulcer with an actively 

bleeding visible vessel; endoscopic hemostasis was achieved. Vital signs have been 

normal for 24 hours after endoscopy. The patient also has hypertension and atrial 

fibrillation and a history of transient ischemic attack. His daily medications are warfarin, 

losartan, and metoprolol.

On physical examination, vital signs are normal; BMI is 32. Other than an irregularly irregular 

heart rhythm, the physical examination is normal.

What is the appropriate management of this patient’s anticoagulation therapy?



A – RESTART WARFARIN NOW! 



ANTICOAGULATION WITH GI BLEEDING

ASPIRIN IS EASIER:



ANTICOAGULATION WITH GI BLEEDING

THERE IS CRUMMY DATA FOR WARFARIN + GIB!

• The risk for warfarin-associated bleeding is determined by the INR, patient comorbid 

conditions, and duration of therapy. 

• For INR up to 2.7, normalization of the INR does not reduce rebleeding risk but delays 

endoscopy and decreases the sensitivity of endoscopy

• Once endoscopic hemostasis has been achieved, anticoagulation should be 

reinitiated, and usually on the same day, or at the very latest, within 7 days

• Retrospective studies have shown that resumption of warfarin therapy is associated 

with a decreased risk for mortality and thrombosis without a significantly increased risk 

for recurrent hemorrhage in patients with gastrointestinal bleeding



A 60-year-old woman is admitted to the hospital with sudden-onset, cramping abdominal 

pain of moderate severity in the right lower quadrant, followed several hours later by a 

bloody bowel movement. She has coronary artery disease; medications are atorvastatin, 

metoprolol, sublingual nitroglycerin, and low-dose aspirin.

On physical examination, the patient appears comfortable. Pulse rate is 110/min; BMI is 35. 

Other vital signs are normal. The abdomen is nondistended with normal bowel sounds.

Deep palpation elicits tenderness in the right lower quadrant with no rebound or guarding.

A CT scan without contrast shows thickening of the ascending colon. Colonoscopy results 

show a segment of subepithelial hemorrhage, edema, and erythema from the cecum to 

the hepatic flexure.

What is the next most appropriate step in evaluation?



A – ACUTE MESENTERIC ISCHEMIA 



DIAGNOSE ACUTE MESENTERIC ISCHEMIA

1) ACUTE ARTERIAL MESENTERIC ISCHEMIA

• PAIN OUT OF PROPORTION

• AFIB, UNANTICOAGULATED

• THROMBOEMBOLUS TO SMA

• KNOWN VASCULOPATH

• HIGH MORTALITY: DEAD BOWEL

2) CHRONIC ARTERIAL MESENTERIC ISCHEMIA

• HUNGRY

• AFRAID TO EAT DUE TO PAIN

• WEIGHT LOSS

• KNOWN VASCULOPATH

3) SUBACUTE VENOUS-HYPERTENSION RELATED MESENTERIC

ISCHEMIA

• UNUSUAL HYPERCOAGULABLE STATE – OFTEN YOUNG

MALIGNANCIES

• POLYCYTHEMIA VERA, PAROXYSMAL NOCTURNAL

HEMOGLOBINURIA (PNH), NEPHROTIC SYND, OCPS

• OCCLUSIVE PORTAL VEIN CLOT PROPAGATES TO SMV

• RARELY COLONIC

4) NON-OCCLUSIVE – SHOCK, PRESSORS, HF

5) COLONIC ISCHEMIA

• ELDERLY

• HYPOTENSION /DEHYDRATION EVENT

• MUCOSAL ISCHEMIA ESPECIALLY WATERSHED AREAS

(SPLENIC FLEXURE AND SIGMOID)

• INCREASE PERFUSION PRESSURE TO TREAT; AVOID

HYPOTENSION

• NO NEED FOR ANGIOGRAM



•

•

•

•



• Most important factor is time to treaetment of embolus.

• Intestinal viability achieved in 100% if <12 hours, 56% if 12-24hrs, and 18% if >24 hours

• All cause  mortality 71%! After bowel wall infarction, mortality >90%

• Survivors often of re-thrombosis or short-gut syndrome

• Worse if older, CKD/CLD, more acidotic, septic, 



•

•

•

•

• SENSITIVITY  96%

• SPECIFICITY 94%



A 34-year-old woman is evaluated 4 days after being hospitalized for severe 

epigastric abdominal pain associated with nausea and vomiting. At the time 

of hospitalization, her serum lipase level was 4650 U/L and an abdominal 

ultrasound examination showed cholelithiasis. She has taken nothing by 

mouth (NPO) since hospitalization and reports having no appetite. She is 

being treated with intravenous fluids and opioid pain medication. A CT scan 

of the abdomen and pelvis with contrast showed changes consistent with 

pancreatic necrosis. Her medical history is unremarkable and she took no 

medication before hospitalization.

On physical examination, temperature is 38 °C (100.4 °F), blood pressure is 

130/70 mm Hg, pulse rate is 90/min, and respiration rate is 15/min. Abdominal 

examination shows tenderness in the epigastrium with no abdominal 

distention.

Which of the following is the next best step?



A – INITIATE ENTERAL FEEDING 



ACUTE PANCREATITIS MANAGEMENT GUIDELINES

• Hydrate Aggressively!

• Control symptoms

• Feed early!

Is oral enteral feeding OK? Yes.

It actually helps keep a healthy gut 

mucosal barrier and prevents 

infection!



A 60-year-old man is evaluated following the diagnosis of acute 

pancreatitis. Abdominal ultrasonography showed a normal 

gallbladder, biliary system, and liver, but the pancreas was not well 

visualized due to overlying loops of bowel. He reports decreased 

appetite, vague new back pain, and an unintentional 6.9-kg (15.2-lb) 

weight loss over the preceding 6 months. He does not smoke or drink 

alcohol. He takes no medication.

On physical examination, vital signs are normal; BMI is 20. Abdominal 

examination shows a thin abdomen with tenderness to deep palpation 

in the epigastrium. No jaundice is noted.

Which of the following is the most appropriate management?



A – CT WITH CONTRAST 



EVAL OF PANCREATITIS

• 80% of cases are caused by gallstones 

and/or alcohol.

• Microlithiasis = 1-to-2 mm stones not visible 

on imaging

• Less common: 

• Meds – Lasix, HCTZ, 6-MP, azathioprine, 

simvastatin, flagyl, estrogens

• Hypertriglyceridemia

• Hypercalcemia

• Post ERCP

• Malignancy

• Rare:

• Autoimmune

• Infections – mumps, CMV, coxsackie

• Trauma, scorpions

• Celiac

• genetic

One-half to two-thirds responded to 

steroids, but one-quarter required repeat 

course.

When to think of IGG4 disease:

• Other IgG4 stuff: cholangitis, salivary gland 

disorders, mediastinal fibrosis, retroperitoneal 

fibrosis, tubulointerstitial disease, and 

inflammatory bowel disease – and a 

separate kidney disease 

• Recurrent attacks

• Mass or prominence on imaging – 85%

• Strictures – esp of the pancreatic and 

proximal hepatic ducts – causing jaundice 







A 57 year-old woman is evaluated after a recent screening colonoscopy. The 

colonoscopy disclosed a 12 mm polyp in the ascending colon, which was removed. No 

other lesions were noted. On pathology, the lesion was found to be a sessile serrated 

polyp. 

Physical examination findings are unremarkable.

Which of the following is the most appropriate time to repeat colonoscopy?



B – 3 YEARS



PROVIDE COLONOSCOPY SURVEILLANCE 

FOLLOWING A DIAGNOSIS OF A SERRATED POLYP



A 32-year-old woman is evaluated for a 6-month history of loose stools, bloating, and a 3.2-

kg (7-lb) weight loss. Her medical history is otherwise unremarkable. Her brother has type 1 

diabetes mellitus, and her mother has autoimmune thyroid disease. She reports no other 

symptoms and takes no medication.

On physical examination, vital signs and other findings are normal; BMI is 19.

Labs:  Hgb 11, AST/ALT 60/42, Ferritin 7, total bilirubin 0.9.

Which of the following is the most appropriate diagnostic text to perform next?



D – TTG SEROLOGY



SCREENING FOR CELIAC
Who should get Screened?

• IBS with constipation

• Other GI sx: weight loss, 

steatorrhea, nutritional deficiencies) 
now occurs in a small proportion of 
patients owing to better recognition 
of earlier presentations. Chronic 
diarrhea and abdominal pain

• Anybody with dermatitis 

herpetiformis

(see next slide)

• Unexplained IDA

• Infertility

• Odd Osteopenia
• Abnormal LFTs

How do we test for it?  IgA  TTG!   May be less sensitive in IgA deficient patients.







A 30-year-old woman is evaluated for a 2-month history of diarrhea with three to five loose 

stools per day. She has mild abdominal cramps, bloating, intermittent nausea, and mild 

anorexia that has resulted in the loss of 2.3 kg (5.0 lb). She has had no fever or blood in the 

stool. She works in a day care center and has not traveled recently or had exposure to 

antibiotics. She is otherwise healthy and takes no medications. 

On exam, temp is 37.0, BP is 112/74, and pulse is 70. The abdomen is soft with normal bowel 

sounds and mild distension but no tenderness. 

What is the next best step?



C – STOOL O&P!



WHO SHOULD GET TESTED FOR O&P?

• Not everybody!

• Stool culture and studies for ova and parasites are reserved for patients with 

acute secretory diarrhea that does not resolve after 14 days and is associated 

with systemic symptoms, such as fever, weight loss, or bleeding.

• persistent diarrhea – aka >1 week

• Especially if after travel to Russia, Nepal, or mountainous regions, which is 

associated with Giardia, Cryptosporidium, or Cyclospora

• Persistent diarrhea with exposure to infants in daycare centers – associated 

with Giardia and Cryptosporidium

• Immunocompromised patients – especially CD4 count <200

• Remember – crypto needs its own special heads up for the lab so they can add 

modified acid fast or trichrome stains

• Men who have sex with men



A 45-year-old woman is evaluated for episodic nausea, bloating, and epigastric pain of 5 

years' duration. In the past 3 months, the nausea has been accompanied by occasional 

vomiting. She also reports near-daily heartburn symptoms that have not responded to 

daily omeprazole. She has a 10-year history of type 2 diabetes mellitus that is treated with 

metformin and glyburide.

On physical examination, vital signs are normal; BMI is 29. Abdominal examination shows 

diffuse tenderness to deep palpation with no guarding. Other findings are normal.

Laboratory studies show a blood hemoglobin A1c level of 7.5%. The basic metabolic panel 

is normal. A complete blood count and liver chemistry tests are normal.

Upper endoscopy shows a moderate amount of retained food in the stomach and patchy 

erythema of the gastric mucosa. Biopsies of the stomach are normal.

What is the most appropriate next step?



A – GASTRIC EMPTYING STUDY!



A little controversial…Severity of sx don’t correlate with study results!  So probably 

something about altered sensation

Diagnosis requires: (1) the presence of specific symptoms; (2) the absence of mechanical 

outlet obstruction; and (3) objective evidence of delay in gastric emptying into the 

duodenum  (Food present on EGD does not count – only scintigraphy, wireless motility 

capsule, and gastric emptying breath test)

Commonly reported symptoms: early satiety, postprandial fullness, nausea, vomiting, 

upper abdominal pain, bloating, and weight loss

Management:

Control diabetes

hydrate 

small, frequent meals that are low in fat and soluble fiber

Metoclopramide is the only prokinetic approved in the United States

Erythromycin for no more than 2-3 weeks (tachyphylaxis)

Maybe TCAs and mirtazapine for relief, but not motility





SAVING NEXT SLIDES FOR FUTURE TEST REVIEW 

PURPOSES



•

FATIGUE PRURITUS

•

• ALK PHOS 328 AMA 1:640

•

•



C – PRIMARY BILIARY CHOLANGITIS



NAME ALERT!

• SIGNS AND SYMPTOMS:

• CLASSICALLY, MIDDLE AGED WOMEN

• ASYMPTOMATIC OR

• FATIGUE. DRY EYES/MOUTH, PRURITIS

• XANTHOMAS/XANTHELASMA

• OTHER AUTOIMMUNE DISEASES

• ISOLATED ELEVATED ALKALINE PHOSPHATASE

• DIAGNOSIS:

• NO EXTRAHEPATIC BILIARY DILATATION

• PLUS 2 OF THE FOLLOWING:

• ALKALINE PHOSPHATASE ≥ 1.5 ULN

• ANTI-MITOCHONDRIAL ANTIBODY ≥ 1:40

• BIOPSY WITH DESTRUCTION OF BILIARY CANICULI

• TREATMENT:

• URSODEOXYCHOLIC ACID



•

•

•

•



B – PERIPHERAL SMEAR!!



• DON’T BE FOOLED – NOT ALL THAT WHEEZES IS ASTHMA, AND NOT ALL THAT BILIRUBINS IS GI!!!

•

MICROANGIOPATHIC HEMOLYTIC ANEMIA, CHARACTERIZED BY

SCHISTOCYTES ON THE PERIPHERAL BLOOD SMEAR



•

Β-CATENIN ACTIVATION MUTATION IS

POSITIVE.

•

•



B – RESECTION



•

•

• HEPATOCELLULAR ADENOMAS THAT

ARE LARGER THAN 5 CM OR THAT

ARE SYMPTOMATIC SHOULD BE

RESECTED

• IF BIOPSIED AND SHOWN TO EXHIBIT

Β-CATENIN NUCLEAR REACTIVITY, 
LESION SHOULD BE RESECTED

• ASYMPTOMATIC AND <5CM, US 

Q6MOS

Other DDX:

Mets – often multiple

Cysts – US shows anechoic, 

smooth, usually thin walls but 

can septate or even 

hemorrhage. 

Focal nodular hyperplasia (FNH) 

– abberent growth response to 

abnormal blood flow. Usually 

demonstrates enhancement on 

the arterial phase with a central 

“scar.”

Abscess – usually polymicrobial. 

Amebiasis cysts if Africa, India, 

South America!

HCC – 20% in non-cirrhotic pts



How should we be sending 

paracentesis fluid to the lab for 

culture?



C – NO BLOOD CULTURE BOTTLES!



Update from lab – we’ve all been doing it wrong!

Fluid needs to go in sterile containers so that it can be 

gram stained and then cultured. Syringe with a sterile 

cap works fine. 

Our blood culture bottles are not certified for ascitic

fluid.

DO send all of the fluid you pull if you’re checking 

cytology. 


