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GI 

ESOPHAGUS 

Esophagoscopy is indicated when a patient with gastroesophageal reflux disease 
(GERD) faiIs to respond to empiric treatment or when patient has features of 
complicated disease (bleeding or wt loss).and if the esophagoscopy is negative,then 
24h PH monitoring is done. in other words:the GERD management: 
1) empiric tx with antiacid (if no complicated symptoms) 
2) esophagoscopy (if tx failed or with complicated)      3) 24h PH monitor(most specific or 

negative esophagoscopy). 

Barium swallow is the initial test of choice for all patients with dysphagia 

When a motility disorder of esophagus is suggested by contrast studies(BRium 
swallow), the next step is usually esophagoscopy to exclude mechanical causes of 
dysphagia like stricture or esophageal cancer. Esophagoscopy is then followed by 
manometry which confirms the diagnosis…….So: 
Pt presented with dysphagia: 
NS: Barium swallow..NS:EGD to roll out esophageal cancer or stricture NS: 
manometry to confirm Dx of Achalasia 
 

 
Pharyngo esophageal (Zenker Ds) diverticulum develops immediately above the 
upper esophageal sphincter by hemiating posteriory between the fibers of 
cricopharyngeal muscle . Motor dysfunction and incoordination are responsible for 
the problem. Surgical treatment of the disorder includes excision and frequently 

cricopharyngeal myotomy 

 

GASTRIC DISEASE 

 
PUD: American Gastroenterological Association recommends: 

1) Patients with dyspepsia, who are younger than 45 years of age and presenting  
without any alarm symptoms like bleeding, anemia, dysphagia, and weight loss 
should have a noninvasive test for H pylori, serologic or 

breath test .If positive : Eradication antibiotic therapy against H pylori is indicated. 
                   If negative : An empiric trial of antisecretory therapy, like H2 blocker or                
proton pump inhibitor; or a prokinetic agent for one month is recommended in young 
patients . 
2)Gasteroenterology referral is required in patients older than 45 years age or those 
with alarm symptoms at any age, due to the small risk of gastric cancer Such 
patients should be considered for endoscopy and H pylori testing 
 
Upper GI bleeding :1) fluid resuscitation 2) EGD (Dx&Tx). 
 

A CT scan is a standard diagnostic tool employed in patients with new diagnosed 

gastric cancer to evaluate the extent of the disease. In most of the patients, surgery 
is the treatment of choice 
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PANCREAS 
All patients suspected of having the Zollinger- Ellison syndrome should have 

fasting serum gastrin levels done A serum gastrin value greater than 1000 pg/mL is 

diagnostic of the disorder. Patients with nondiagnostic fasting serum gastrin levels, 
should have secretin stimulation test done 

Inactivation of pancreatic enzymes by increased production of stomach acid may 
lead to malabsorption in patients with Zollinger-Ellison syndrome 

 

In chronic pancreatitis when the duct is dilated (more than 1 centimeter) and the 
patient has pain, the best procedure is to perform anastomosis between the jejunum 
and the pancreatic duct (pancreaticojejunostomy ) or if there  are stones ERCP will 
be effective. 
Currently. quantitative estimation of stool fat (72-hour fecal fat collection) is the gold 
standard for diagnosis of steatorrhea 

 

Drug-induced pancreatitis is mild and usually resolves with supportive care CT 
scan is diagnostic for pancreatitis Remember the following scenarios for drug-
induced pancreatitis 
1 Patient on diuretics : furosemide, thiazides 
2 Patient with inflammatory bowel disease : sulphasalazine. 5-ASA 
3 Patient on immunosuppressive agents : azathioprine, L-asparaginase 
4 Patient with history of seizures or bipolar disorder :valproic acid 
5 AIDS patient : think about didanosine, pentamidine 
6 Patient on antibiotics : metronidazole, tetracycline 

 
Pancreatic cancer is the primary differential diagnosis that must be considered in 
patients with chronic pancreatitis .Abdominal ultra sonogram is the initial 
investigation of choice in patients with jaundice .However, CT scan has higher 
sensitivity for suspected pancreatic cancer( so patient with wt loss u suspect pancreatic 

cancer and order CT,but if there is jaundice and young patient ,order US) 

 
The development of a palpable mass in epigastrium 4 weeks after the onset of acute 
pancreatitis is high suggestive of Pseudocyst formation. Pseudocysts should be 
drained onty if they persist for more than 6 weeks or are more than 5 cm in diameter 
Pancreatic pseudocyst is a complication of both acute and chronic pancreatitis and 
is diagnosed by ultrasound 

Pancreatic abscess is a localized ill-defined collection of pus from necrotic pancreatic 
tissue and is characterized by persistent fever, leukocytosis, and elevated serum 
amylase 
 

Cigarette smoking is the most consistent reversible risk factor for pancreatic 
cancer,however Alcohol consumption is not risk factor. 
 
ERCP  is the investigation of choice for patients with recurrent pancreatitis with no 
obvious cause 
 
Acute Pancreatitis: 
The diagnosis is made clinically and the initial test is the amylase and lipase  
Depending on the cause for A.P u will order the next step, 
If there is alcoholism and WBC more than 20000,order CT abdomen to evaluate the necrosis 
and prognosis.. 
If there is no alcoholism, drugs, lipid abnormalities…the suspicion for gallstones will 
increase..so order abdominal US. 
If the the US negative beside the no obvious cause.So order ERCP... 



 

BOWEL DISEASE 

Onty adenometous polyps are clearly premalignant, and <1% of such lesions 
progress to malignancy: however, it is important to note that most of the colon 
cancers develop from polyps .The risk factors for a polyp progressing into 

malignancy are villous adenoma, sessile adenoma, and size >2.5 cm Also, 

remember hyperplastic polyps do not require further work-up 
 

Free air underneath the left diaphragm signifies bowel perforation and requires 
an urgent surgical consult 
 
Chronic inflammatory diarrhea is typically associated with inflammatory changes in 
blood (anemia, elevated ESR, and acute phase reactants, reactive thrombocytosis) 
Blood/leukocyte positive stool is another important finding 

 
Bacterial overgrowth is a malabsorption syndrome, which can be associated with a 
history of abdominal surgery. Physical examination may reveal abdominal distention 

with identifiable succession splash due to palpable soft, fluid-filled loops of bowel 
 
The causes of Toxic Mgacolon are IBD (UC>CD)  ischemic colitis, volvulus. 
diverticulitis, infection and obstructive colon cancer . Rarely. Campylobacter. Shigella 
and Salmonella infections can be complicated by toxic megacolon. In HIV patients, 
CMV colitis can cause toxic megacolon. It is an emergency and prompt 
administration of IV steroids, nasogastric decompression (NGT), fluid ,Antibiotic and 
surgery (subtotal colectomy) last resort. 

Fulminant colitis is a serious complication of ulcerative colitis and plain 
radiography shows distended colon so it resembles toxic megacolon. 
Proctosigmoidoscopy with biopsy establishes the diagnosis 
of ulcerative colitis and it can be performed in acute settings 

 
The diagnosis of uncomplicated acute diverticulitis of the colon can usually be made 
clinically These patients generally have a history of constipation and having little 
fiber in their diet. They present with pain in the left lower quadrant and may have 
fever. These patients are best treated with IV antibiotics until the symptoms 
resolve.However, when patients fail to respond to antibiotics, a complication of 
diverticulitis must be suspected These complications may include formation of 
abscess, a fistula to the bladder or frank perforation The best diagnostic test to 
evaluate complications of diverticulitis is a CT scan . 
 

Ischemic Colitis 

Seen  in of patients following aortoiIiac surgery ,Patients with extensive 
atherosclerotic vascular disease, following cardiopulmonary surgery, cardiac 
embolism, hemodialysis. mesenteric vein thrombosis, or acquired/hereditary 
thrombotic disease especially if their hospital course is complicated by hypotension 
Pati ents with ischemic colitis generallv present with acute onset of lower abdominal 
pain followed by bloody diarrhea within 12-24 hours. Fever, nausea, vomiting, and 
extreme leukocytosis with left shift are often seen The most common involved 
segment of the colon is the splenic flexure and recto-sigmoid, because it is supplied 

by end arteries'watershed' .  
There is no specific marker for ischemic colitis Sometimes, elevated lactic acid is 
helpful .Radiographs are non-specific but may show classic "thumb printing" It is 
DD of  ischemic colitis : infectious colitis, inflammatory bowel disease, and colon 
cancer 
 



Even though carcinoids are most commonly found on the appendix, when they 
present with carcinoid syndrome, they are usually located in the small bowel 
 

The first sign of colorectal cancer in individuals of less than 40 years of age is rectal 
bleeding 

 
Treatment of both acute and chronic anal fissures starts with dietary modification 
(high-fiber diet and large amount of fluids) along with a stool softener and local 
anesthetics 

 

The two most common causes of painless GI bleeding in an elderly patient over 65 
years of age are diverticulosis and angiodysplasia .There has been a well-defined 
association of aortic stenosis (and also renal failure)and angiodysplasia (vascular 
ectasia) . 
 

Lactose intolerance is characterized by a positive hydrogen breath test, 
positive Clinitest of stool for reducing substances and increased stool 
osmotic gap 
 
The diagnosis of chronic mesenteric ischemia is suspected in patients with 
unexplained chronic abdominal pain, weight loss, and food aversion .Evidence of 
associated atherosclerotic disease is usually present Physical findings are 
usually nonspecific. Abdominal examination may reveal a bruit (50 % of patients) 
 
Laxative abuse is characterized by high frequency watery and nocturnal diarrhea 
and characterstic dark brown discoloration of the colon with lymph follicles shining 
through as pale patches confirms the diagnosis 

 
 
D-xylose absorption is abnormal both in bacterial overgrowth and Whipple's 

disease However, with bacterial overgrowth, the test becomes normal after 

antibiotic treatment. 
 
Gastro-intestinal (GI) blood loss without GI complaints in an elderly patient is most 
probably caused by colon cancer and needs a colonoscopy . Angiography 
and RBC tagged scan would be indicated if colonoscopy is negative .Single fecal 
occult blood testing is not sufficient to diagnose or not diagnose occult blood loss and 
it benefits as indicator not to diagnose 
 

 Other 

Migratory thrombophlebitis and atypical venous thromboses are suggestive for 
chronic DIC, most probably due to some visceral malignancy especially 
Lung,Stomach,Pancreas and prostate…so  do CT for Chest ,abdomen and 
pelvus. 
 

Hypercalcemia is a common finding in a patient with multiple myeloma 
Hypercalcemia may cause severe constipation, anorexia, weakness, renal tubular 
dysfunction, and neurologic symptoms 
'You may get a similar scenario from metastatic bone cancers such as lung, breast, 
renal, thyroid, etc Always look for hypercalcemia as a cause of constipation. 

 



(as complication for ascites due to cerrosis)renal syndrome-hepato 

Hypotension, hyponatremia, azotemia, and oliguria with normal urinalysis in a 

patient with severe liver disease are suggestive of hepato-renal syndrome 

(functional renal failure).It could be precipitated by hypovolemia ,diuretics or 

withhold all  Management:. lbumin infusiontaping large amount of ascites with a

restore.possible precipitating factors and careful volume  

:Ascites Management 

1) sodium, water and protein restriction, spironolactone, furosemide, and lactulose 

2) Slow tappi ng of ascitic fluid balanced with infusion of albumin per liter tapped. 

3) Peritoneo-jugular shunt is designed for treatment of ascites onty …Peritonitis, 
sepsis, and disseminated intravascular coagulation are itsmajor drawbacks 
 
In acute appendicitis, initial periumbilical pain is a referred pain and visceral in 
nature, however pain shifts to right lower quadrant with involvement of parietal 
peritoneum and become somatic in nature 

 
Ml is one of the differential diagnoses of acute abdominal pain and should be 
ruled out in patients with risk factors….so u have to read in the steam of the 
question statement like "EKG is normal"..otherwise you have to order it… 
 

HEPATOLOGY 

 
INFECTIOUS 

 
Hepatitis B virus immune globulin plus lamivudine treatment is the most 
effective treatment to prevent recurrent HBV infection after liver transplantation (in 

a patient with previous infection). 
 
Checking for anti HBcAg and HBsAg is the best screening of the acute hepatitis B 

 
Persons who received blood transfusions before 1992 should be screened for 
Hepatitis C and those with blood transfusions before 1986 should also be 
screened for hepatitis B 
 
Newboms of mothers with active hepatitis B should be passively immunized at 
birth with hepatitis B immunoglobulin followed by active immunization with 
recombinant HBV vaccine (i.e. like needle stick ) 
 
About 10% of patients on isoniazid develop a mild elevation of aminotransferases 
within first few weeks of the treatment However, this elevation of aminotransferases 
retums to normal despite continued use of isoniazid in most of the patients 

 
The laboratory tests used in the evaluation of liver diseases can be classified into two 
broad categories 
Tests to assess the functions of liver 

1 PT          2 S Albumin          3 S Cholesterol           4 S Bilirubin 
Tests to assess the structural integrity and cellular damage 



1 Transaminases  2 Gamma glutaryl transferase    3 Alkaline phosphatase 
PT is considered the single most important test to assess the function of liver . 
Elevated serum levels of transaminases are indicative of liver cell damage.  
A marked increase in the transaminase is indicative of active ongoing tissue 
destruction A progressive decrease in transaminase levels can represe t either 
recovery from liver injury or that there is very little tissue left from destruction. 
So……                           PT                                                        ALT/AST                
Hepatitis                     prolonged                                                 increase 
Recovery                    normalized                                               decrease 
Fulminant hepatitis     prolonged                                                decrease 

 
Studies have shown that patients with chronic hepatitis C who show persistently 
normal liver enzymes on multiple occasions have minimal histological abnormalities, 
therefore they do not need to be treated with interferon or antiviral drugs at this stage 

 
Liver biopsy is the most reliable way to distinguish chronic active from chronic 
persistent hepatitis 

 
Amebic abscess is characterized by an 'anchovy paste' collection in the liver 
Treatment is with oral metronidazole …Amebiasis abcess may not associated with 

eosinophilia  

 
HAV vaccine or serum immune globulin should be given to all non-immunized 
travelers to endemic region ..which one to give is  depending on the time of travel 
if the travel date is after one month ..so give him vaccine.. 
if it is below one month give him immunoglobuline.( passive immunity) 

CIRROHSIS 

Risk factors for Non Alcoholic Hepatic Steatosis NASH are obesity, diabetes 
mellitus, Hyperlipidemia, total parental nutrition and bypass surgery for obesity 
 
Complications of ERCP include 
1 Pancreatitis 
2 Perforation leading to biliary enteric fistula especially after 
spincterotomy(appears like gas in the biliary tree after 2 days apart the ERCP) 
3 Biliary peritonitis 
4 Sepsis 
5 Hemorrhage 

 
Congestive hepatomegally: 

Presentations: hepatomegally with ascites 
Causes:1) CHF ( associated with signs of RHF) 
              2)Pericarditis ( Peicardial knock…..) 
              3)Hepatic vien thrombosis(budd chiari syndrome) 
                Causes: Pulycythemia Rubra Vera( increase HCT and hepatosplenomegally) 
                              Radiation, tumer invasion 
   Management: roll out the cardiac causes then do hepatic venogram or liver biopsy. 

 
Hyperestronism in cirrhosis leads to gynecomastia, testicular atrop hy. decrease 
bodity hair, spider nevi and palmar erythema 

 
Hepatic encephalopathy happened bcz of increase ammonia accumulation and false 
neurotransmitter. Liver is unable to transform ammonia to urea… 

Alcoholic Hepatitis is characterized by AST/ALT > 2 

TIPS are 



1 Refractory cirrhotic hydrothorax 
2 Refractory ascites (defined as diuretic resistant or diuretic refractory ascites) 
3 Recurrent variceal bleed not controlled by other minimal invasive means 
4 Patients waiting for liver transplantation and needing portocaval shunts 

 
 
VARICES 
Non-selective B blockers ( Probranolol) are used in primary ( pt does not bled) and 
secondary ( Pt does bled) prevention of variceal bleeding in cirrhotic patients who 
have portal Hypertension with varices. 
acute variceal bleed: 

endoscopic interventions(Band ligation of varices or Endoscopic sclerotherapy) 
 should be used as the first line to control the acute variceal bleed .They also have 
some value in the secondary prevention of recurrent variceal bleed but are not 
commonly used for primary prevention 
Octreotide is used in the medical management of acute variceal bleeding 
It has no role in primary or secondary prevention of variceal bleeding…..So 
 PRIMARY PREVEVENTION                   ACUTE VARICEAL BLEEDING 
B Blockers                                                 Endoscopic intervention 
                                                                  Octeriotide 

NDICEJAU & BLADDERLGAL 

Intrahepatic cholestasis of pregnancy is a functional disorder of bile formation, 
characterized by "intense pruritus" Laboratory values show variable elevation in 
bilirubin, alkaline phosphatase, GGT, mild elevation of amino transferase « 200 lUll) 
and markedly "elevated serum bile acid" levels .Elevation of serum total bile acid 
concentrations may be the first or only laboratory . 
It resolves on its own and has no hepatic sequelae  
Treatment options include cholestyramine with or without phenobarbital or 
ursodeoxycholate . Fetal monitoring is mandatory and early delivery may be needed 

 

Benign intrahepatic cholestasis can develop after a major surgery in which 
hypotension, extensive blood loss into tissues and massive blood replacement 
are notable .alkaline phosphatase levels can be markedly elevated, the AST and 
ALT levels are only mild elevated in this condition 
  
Normal physiological changes in liver enzymes in pregnancy include mild 
elevation of alkaline phosphatase ,normal bilirubin, aminotransferase, and GGT 
 
Acute fatty liver of pregnancy is a complication of the third trimester of 
pregnancy characterized by severe nausea, malaise, headache, abdominal pain, and 
is commonly seen in association of pre-eclampsia .It can also cause a prolonged PT 
with moderate elevation of the transaminase levels and histoloqicalty is characterized 
by microvesicular fat deposition in the hepatocytes 

 
Acute acalculous cholecystitis is an acute inflammation of the gallbladder in the 
absence of gallstones, most commonty seen in hospitalized and severely ill patients: 
1 Extensive bums 
2 Severe trauma 

3 Prolonged TPN 
4 Prolonged fasting 
5 Mechanical ventilation 

 
Caroli's syndrome is a rare congenital disorder characterized by intrahepatic 



dilatation of biliary tree and is associated with adult polycystic kidney disease 
Ultrasonogram is the diagnostic investigation of choice, showing irregular 
dilatation of the intrahepatic bile ducts  
Treatment includes :use of ursodeoxycholic acid to decrease the complication 
from stone and surgical treatment in patients with recurrent or refractory 
cholangitis 
Cholangiocarcinoma is 100 times more common in patients with Caroli's 
syndrome 

Patients with Caroli' s syndrome can present in following ways 
1 Intermittent abdominal pain due to bile stasis or intermittent passage of stone 
2 Cholangitis leading to fever and right upper quadrant abdominal pain 
3 Portal rrypertension leading to hematemesis and melena 
4 Renal complaints due to APKD 

 
Abdominal ultrasound is the best initial investigation for gallbladder pathology 

HIDA scan is a very specific tool for confirmation of suspected acute 
cholecystitis, however it should always follow a USG…HIDA scan is particularly 
important in the diagnosisof acalculous cholecystitis 
ERCP is the best tool for detecting common bile duct pathology ,And to visualize 
the pancreatic ducts along with the biliary tree 
PTC a very good investigation to study the intrahepatic and extrahepatic 
biliary tree 

 
Porcelain gall bladder is an entity usually diagnosed on an abdominal x- ray The 
condition predisposes individuals to gall bladder carcinoma and requires resection 

 
 
Asymptomatic gallstones should not be treated  
symptomatic gallstones : The best approach would be to schedule the patient for 
elective laparoscopic cholecystectomy when: 

 1 Frequent and severe symptoms 
2 History of a complication due to gallstones like acute cholecystitis or 
pancreatitis 
3 Patients at a high risk of complications due to gallstones, such as patents with 
PHT, cirrhosis, diabetes, and sickle cell anemia with minor symptoms 

The medical treatment of symptomatic gallstones consists of ursodeoxycholic acid 

 
Dubin Johnson and Rotor's syndrome are two familial disorders of hepatic bile 
secretion, which leads to conjugated hyperbilirubinemia patients are generally 
asymptomatic.Total bilirubin istypically between 2-5 mg/dl, The degree of 
hyperbilirubinemia may change with acute stress, OCP, and pregnancy .Liver 
enzymes are normal  .Histolopically. it is characterized by the presence of dark 
granular pigments and black discoloration of liver on gross inspection in Dubin 
Jounson Syndrome and that not present inRptter Syndrome 

 
Cholangiocarcinoma  
can complicate primary sclerosing cholangitis especially in presence of ulcerative 
colitis and smoking.. 
the presentation is sever stricture in the cystic duct . 
get biopsy to roll out the cancer.. 
often discovered pre or post operative of cholycyctiscomy. 
 
Post cholecystectomy pain occurs mainly because of three reasons 



1 Sphincter of Oddi dysfunction(abnormal liver enzyme and dilation of the CBD) 
2 CBD stone                                ( the same) 
3 Functional pain     ( normal finding) 

 
Emphysematous cholecystitis is a common acute complication in elderly 
diabetic males due to infection of the gallbladder with gas forming bacteria 
Diagnosis is made by X-ray showing air fluid levels in the gallbladder and the 
ultrasonogram showing the curvilinear gas shadows in the gallbladder 

 

The treatment of acute ascending cholangitis, (which is characterized by the triad of 
fever, right upper quadrant abdominal pain and severe jaundice) is to give supportive 
care, broad-spectrumbantibiotics, and biliary drainage with an ERCP 
 
Primary biliary cirrhosis usually presents in middle age and 90 percent of patients 
are females .Pruritus is generally the first symptom and is very severe, especially at 
night It is characterized by markedly elevated serum cholesterol levels, alkaline 
phosphatase, IgM, and minimally elevated aminotransferases Jaundice and 
osteopenia occur in later stages of disease 
Primary biliary cirrhosis may be associated with Sjogreon  disease, RA, and CREST 
Syndrome. Liver biopsy is pathognomonic, with granulomatous destruction of bile 
ducts in portal triad The presence of anti mitochondrial antibodies is 
characteristic, and is found in 90% of patients .Ursodeoxycholic acid decreases the 
pruritus and slows the rate of progression The definitive treatment is liver 
transplantation. 
 

 

 


