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Objectives

• Esophageal diseases. 

• Stomach diseases.

• Liver diseases.

• Pancreatic ERCP.

• Small and Large bowel disorders. 

• Cases. 

• Macleod. 



Esophageal diseases
Diffuse esophageal spasm, Achalasia, GERD, 

Hiatal Hernia, Barret’s esophagus. 



Diffuse esophageal spasm



Diffuse esophageal spasm

1)Diffuse esophageal spasm
2) esophageal manometrey



Achalasia



Achalasia
General Degeneration of myenteric gangilion cells ----- Failure of LES relaxation and lower 

esophagus peristalsis. 
Can be: 1. Idiopathic. 2. Autoimmune. 3. Malignancy (adeno Ca). 4. Chagas disease. 

Clinical 
presentation

1- Dysphagia (long standing, to both food and fluid).
2- Regurgitation of foods (cause halitosis).
3- Chest pain (could be mistaken with MI).
4- Aspiration pneumonia (may cause lung abscess, bronchiectasis, or hemoptysis).
5- Weight loss.

Diagnosis 1- Esophageal manometry  (a. Incomplete relaxation of the LES b. Aperistalsis of 
esophagus) (to confirm the Diagnosis ).
2- Barium esophagram (bird peak sign).
3- Endoscopy (with biopsy to rule out esophageal malignancy).

Treatment 1- medication (nifedipine,nitrate,nitroglycerate).
2- Balloon(pneumatic ) dilatation.
3- Surgical myotomy.
4-Botulinum toxin injection( to relax lower esophageal sphincter).

Others differential diagnosis of this condition: 1- diffuse esophageal spasm. 2- Gastroesophageal 
reflux disease. 3- esophageal carcinoma. 4- Scleroderma.



Q: A 30 year-old male patient comes with difficulty of swallowing 
food and drinking water for 10 years. Associated with foul breath 
smell and  weight loss. Above is the x-ray with barium (Ba) meal 
showing a stricture. 

-What is this condition?
-What other differential diagnosis of this condition?
-What causes/mechanisms of this condition?
-What are the clinical presentation of this condition?
-What investigation(s) should be done to confirm the diagnosis? 
-What are the treatment of this condition?



Q: This patient presented with intermittent dysphagia.
- What ’s your diagnosis?
- Absolute criteria for diagnosis of Achalasia?
- Causes?



GERD
General Causes of this condition? 1- Inappropriate relaxation of LES. 2- Hypotensive LES.        

3- Decreased esophageal acid clearance. 4- Impaired salivation. 5- Hiatus hernia. 
Common group of people to have this disease? 1) Pregnant women 2) Obese 3) Smokers.

Clinical 
presentation

1- Esophageal: Dysphagia, Chest pain, Water brash, Nausea and vomiting, Belching
Hiccup. 
2- Extraesophageal: Recurrent pneumonitis, Nocturnal choking, Hoarseness of voice
Sore throat, Dental disease, Globus sensation. 

Diagnosis 1- Barium esophagram. 2- Esophagogastroduodenoscopy. 3- Esophageal manometry. 
4- Ambulatory 24-hour pH monitoring. 

Treatment 1- Lifestyle modifications.
2- Pharmacology (Antacids/ H2-blockers /PPIs).
3- Endoscopy therapy (Sterrata procedure / Entyrex / Gate keeper anti-reflux repair / 
Gastric placation).
4- Anti-reflux surgery.

Others Differential diagnosis of this condition? 1- Esophagitis. 2- Gastritis. 3- Coronary Artery 
sclerosis. 4- Irritable bowel syndrome. 5- Esophageal cancer. 6- Peptic ulcer disease.
Complications? 1- Stricture formation. 2- Chronic blood loss. 3- Barrett’s epithelium. 
4- Adenocarcinoma. 



Q: A pregnant woman comes with retrosternal 
sensation of burning associated with 
regurgitation of the food and chronic cough. 

What is this condition?
What causes this condition?
What other differential diagnosis of this condition?

What complications could happen due to this condition?
What investigation should be done to diagnose this 
condition?
What other symptoms might come with this condition?
What are treatment of this condition?
Name 3 common group of people to have this disease.



Hiatal Hernia
Q:What’s your diagnosis?

Hiatal hernia

Radiological sign?

Rounded density

with air-fluid level

superimposed over

the cardiac silhouette.



Barret’s Esophagus

General Causes of this condition? Long standing GERD. 
Metaplastic transformation of esophageal (SSE) epithelium to columnar (Intestinal/ gastric). 

Clinical 
presentation

1- Esophageal: Dysphagia, Chest pain, Water brash, Nausea and vomiting, Belching
Hiccup. 
2- Extraesophageal: Recurrent pneumonitis, Nocturnal choking, Hoarseness of voice
Sore throat, Dental disease, Globus sensation. (NO symptoms)

Diagnosis Esophagogastroduodenoscopy.

Treatment 1- Lifestyle modifications.
2- Pharmacology (Antacids/ H2-blockers /PPIs).
3- Endoscopy therapy (Ablation).
4- Anti-reflux surgery/ resection.

Others Complications? Predispose patients to have adenocarcinoma (0.1-0.4%). 
Screening guidelines are controversial:
- In general, those at high risk for Barret’s/ cancer should be screened with endoscopy.
- Risk factor includes: age >50, long-term GERD, smoking, obesity. 







Stomach diseases
Peptic ulcer (GU/PU)



Peptic ulcer
General Break in the superficial epithelial cells (Mucosa) penetrating down to the muscularis 

mucosa. (Erosion??).
Types: 1. Gastric ulcer (Most common in lesser curvature).  2. Duodenal ulcer (AD). 
Causes of PUD: 1- H.pylori : most common cause of PUD (spiral Gram-negative flagellate 
urease-producing bacterium). 2- NSAIDs (can cause DU or gastric ulcer but mainly gastric 
ulcer). 3- High acid state . Eg. ZES. 4- Crohn’s disease in stomach and duodenum. 

Clinical 
presentation

1- Epigastric pain burning in nature??
DU : pain increase when patient is hungry. 
GU : pain increase while patient eating
2- Anorexia and weight loss may occur especially with GU. 
3- Nausea 4 – vomiting : less frequent , but when occur it relieve pain. 
5- UGI bleeding or perforation : may occur without preceding any symptom. 
6- Weight gain with DU and weight loss with GU.

Diagnosis - Esophagogastroduodenoscopy (with biopsy of ulcer margin?).
- Barium esophagram. – Asses etiology: NSAID HX, H.pylori work-up. 

Treatment 1- Treat underlying cause. 
2- Pharmacology (PPIs).
3- Endoscopy follow-up. 

Others Complications? 1. Perforation: Acute abdomen/ pnemoperitonium. 2. Bleeding. 3. Outlet-
obstruction. 



Alarm symptoms to do EGD:

• Dysphagia or odynophagia 

• Protracted vomiting

• Anorexia and weight loss

• Hematemesis or melena

• Persistent symptoms despite of treatment 

• Abnormal barium swallow or CT

• Family history of PUD or gastric malignancy

• Older patient 

• Early satiety

• IDA



H.pylori
General Gram negative gastric bacteria that is associated with gastric and PUD.

Clinical 
presentation

The same as PUD.

Diagnosis - If upper endoscopy is indicated: Biopsy with urease testing + culture. 
- Noninvasive testing: Stool antigen, urea breath test, serology is avoided. 

Treatment - Triple therapy (First line): Amoxicillin, Clarithromycin, PPI. 
- Quad therapy: Metronidazole, Tetracycline, PPI, Bismuth. 
- After the treatment, test for eradication breath or stool testing should be performed. 
- Surgical treatment now only used for complications including:
1. Recurrent uncontrolled hemorrhage where the bleeding vessel is ligated.
2. Perforation.

Others Complications? 1. PUD. 2. Chronic gastritis. 3. Gastric adenocarcinoma. 4. Gastric maltoma.
5. Diarrhea. 6. Nutritional deficiency.



H.pylori
Diagnosis of H.pylori infection 
*non-invasive test: 
1- 13C-urea breath test :most sensetive non invasive test is suitable for 
testing for eradication of the organism False –ve if patient on PPI.
2- Fecal antigen test : patient should be off PPI(2-4 weeks) but can be 
continue on H2 blockers.
3- Serological test : detect IgG antibodies , Non suitable for testing for 
eradication or presence of current infection because it still be positive after 
one year of eradication.
* if you suspected ZES do fasting serum gastrin level.
*Invasive tests (endoscopic): 
1- Biopsy urease test : false –ve if patient on PPI or antibiotics. 
2- Culture. 
3- Histology: from mucosa of antrum and fundic body.  



Q: A 40 years old male patient complaint of epigastric pain and 
vomiting for 3 weeks  duration. The pain never relieved, aggravated by 
taking a meal. He noticed that his is weight  slightly decrease. After 
done the proper investigation, the result shows below.

- What is this condition from this picture?

- Name the most common site to found this condition for this organ?

- What are the most important signs and symptoms for this condition?

- Give 2 ways to diagnose this condition?

- Name 2 maneuvers to diagnose the microorganism cause this disease?

- What are the complications of this disease?

- What are the treatment for this condition?



Q: A 35 years old male patient complaint of epigastric pain 
for 3 weeks  duration. The pain relieved by food and 
antacids, aggravated while the patient is hungry. He 
noticed that his weight increase, recently. After done some 
investigations, one of the results  showed below. 

- What is the disease from this picture?

- Name the most common site to found this condition in this 
organ?

- What are the risk factors for this condition?

- What are signs and symptoms of this condition?

- Give 2 ways to diagnose this condition?

- What are the complications of this disease?

- What are the treatment for this condition?



GU



DU



DU





Gastric atrophy

Q: What is the finding in upper GI endoscopy? 
gastric atrophy.
What are the findings in these pics?
Vitiligo.
Hyper-segmented neutrophils.
What is your Diagnosis?
Pernicious anemia (Autoimmune Disease).





Liver diseases
Cirrhosis/ Wilson/ Hepatitis/ 

Ascites/ Spontaneous bacterial 
peritonitis



Cirrhosis
General Chronic liver diseases lead to fibrosis, distortion of architecture and formation of nodule.

Causes 1. ETOH (MC). 2. Hepatitis c. 3. NAFLD. 4. Wilson/ hemochromatosis/ … . 

Clinical 
presentation

- Nonspecific: Anorexia, weight loss, fatigue. 
- Portal HTN: Ascites, Hemorrhoid, Variceal bleeding. 
- Neurological: Hepatic encephalopathy, asterixis.
- Skin: Jaundice, palmar erythema, spider angioma, terry nails. 
- Heme: Thrombocytopenia, anemia, coagulopathy. 
- Reproductive: Testicular atrophy, gynecomastia. 
- POOR SYNTHETIC FUNX: Decrease albumin, Increased INR/ Bilirubin. 

Diagnosis - Combination of clinical and diagnostic images: 
1. RUQ-US : To evaluate liver/ extrahepatic manifestation. 
2. Biopsy (Definitive). 

Treatment - Slow the progression (treat underlying causes). 
- Protect liver: Vaccine, avoid hepatotoxic drugs. 
- Manage the complications.
- Consider liver transplant. 

Others Complications? We should monitor for risk of HCCa by (AFP+ US q6 months). 





















A. Palmar Erythema. 
B. Thyrotoxicosis, Liver Cirrhosis, Pregnancy .















Wilson disease
General Impaired copper excretion into the bile (AR mutation in ATP7B gene). 

Mean age onset 12-23 years. 

Clinical 
presentation

- Acute or chronic hepatitis. 
- Yellow corneal rings (Kayser-Fleischer). 
- Renal injury (nephrocalciniosis). 
- CNS (psychiatric changes, Parkinsonism, chorea). 
- Hemolysis. 

Diagnosis - Decrease serum ceuloplasmin, Increase urinary copper. 
- Slit lamp exam. 
- Biopsy/ genetics if above are equivocal. 
If diagnosed, first-degree relatives must be screened as well.

Treatment - Decrease copper intake (Chocolate, Pepsi .. Etc.). 
- D-penicillamine or trientine. 
- Zinc. 
- Liver transplantation. 

Others Complications? Psychiatric diseases, parkinsonism, liver cirrhosis, anemia. 





Hepatitis



Hepatitis











Hepatitis B serology













Ascites



Ascites 





• IVC Obstruction







Spontaneous Bacterial 
Peritonitis



Spontaneous bacterial peritonitis
General Ascitic fluid infection without surgical causes. 

Thought to be due to bowel translocation, MO: E.Coli, Klebsilla, Strep, Staph. 

Clinical 
presentation

- Abdominal pain in ascitic patient.
- Fever.
- Altered mental status. 

Diagnosis - Paracentesis.
- (PMN> 250/mm3 .. Positive ascites culture/ gram stain). 

Treatment - Third generation cephalosporin (ceftriaxone/ cefotaxim) or fluoroquinolone. 
- Albumin. 
- Prophylaxis: TMP-SMX (Indicated if high-risk (History of SBP/ Current GI-bleeding)). 

Others Complications? We should monitor for renal failure.









Pancreatic diseases
ERCP







Thank You
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Small and large intestine 
IBD/ Celiac disease/ Diverticulosis & 
Diverticulitis/ intestinal obstruction/ 
Perforated Viscus / Diaphragmatic 

hernia.  



IBD 



IBD 



































Celiac disease 



Celiac disease 

General Hypersensitivity to gluten, a protein found in wheat, resulting in small bowel mucosal 

inflammation.  
Risk factors: Family history, HLA-DQ2/DQ8.   

Clinical 
presentation 

- Malabsorption (Diarrhea, weight loss, vitamin and mineral deficiency (Fe)).  
- Associated with:  
1. Dermatitis herpetiformis. Pruritic, blistering skin lesion in 10%  
2. Autoimmune disorders (Type 1 DM, Hashimoto Thyroiditis).  

Diagnosis - Ttg-IgA levels (Alternative test: Deamidated gliadin peptide (DPG) IgG or anti-
endomysial IgA).  

- Endoscopy with duodenal biopsy: Villous atrophy (flattening of villi), crypt hyperplasia 
(Villous to crypt ratio less than 3:1), intraepithelial lymphocytosis ….. Best DX modality.  

Treatment - Gluten free diet.  
- Ensure proper vitamin and mineral levels (Fe).  

Others Complications? -Anemia(iron,b12,folate). – Rickets.  - Peripheral neuropathy(b12,b6) . 
-Seizure (occipital calcification). -Dermatitis herpetiformis -Short stature.  
 





• Q: A 3 year old boy presented with diarrhea for one month,    

- Name 3 histological findings ? 
- Your Dx? 
- Treatment? 
  
 



Patient with diarrhea, abdominal pain and other symptoms 
and lab findings, anti TTG +ve. 

 

1-  what’s your diagnosis? 

2- what’s the most common cause of anemia? 

3- what’s the HLA type? 

4- what’s the best diagnostic investigation? 

5- what’s the treatment? 

  



Q: Over a period of 6 weeks, the 18 YO pt began to 
develop abdominal bloating, pain, & Diarrhea. in CBC: 
she was anemic. 
 
1) what is the pathology seen in the picture?  
2) what is the most likely Dx?  

 

 



Diverticulosis 

General - False outpouching of the colonic mucosal layers, commonly occurring where the vasa 
recta penetrate the colonic muscularis.  
- Most commonly found in the sigmoid colon.  
- Due to Increased intramural pressure (eg. Constipation) predispose to this condition.  
- Risk factors: Obesity, diet (low fiber diet, high fat/ meat). 

Clinical 
presentation 

Asymptomatic, but very commonly to cause GI bleeding (Painless hematochezia).  

Diagnosis - Often picked-up incidentally with colonoscopy, CT, Barium enema study (test of choice). 

Treatment If asymptomatic: Just monitoring.  
Bleeds: Resuscitation, colonoscopy (with intervention on active bleeding).  

Others Complications? Diverticulitis, perforated viscus, Bleeding.  



Diverticulitis  

General Inflammation and/ or infection of a colonic diverticulum.  
Risk: Same as diverticulosis.  

Clinical 
presentation 

LLQ abdominal pain, diarrhea/ constipation, fever.  

Diagnosis - CT (with oral/ IV contrast): Look for bowel wall thickening, inflamed peri-coloic fat, 
phlegmons/ abscess.  

Note: Colonoscopy/ enema are contraindicated during active inflammation.  

Treatment If Not complicated:  
1. Low risk patient (Oral-Antibiotic= Cipro/ Metronidazole).  
2. High risk patient such as old age or septic patients (IV ABX/ Pain control/ fluids/ NPO).  
If complicated: treat the complication  

Others Complications? Frank Perforation, Fistula, Abscess.  
Folow-up: Colonoscopy – 6 weeks after episode resolve.  



Q:A 79 YO, is admitted to the hospital with CC: intermittent rectal 
bleeding for 3 days.  
 
- What is the diagnosis?  
- Mention one complication of the diagnosis? 
- The most common location? 
- Diagnosis? 
- Treatment? 
- complications? 
 

 



Intestinal obstruction 

General - Arrest of downward propulsion of the GIT contents. 
- May be Mechanical or Functional.  
- Causes  : Adhesion , Hernia , Volvulus  , Tumor , metabolic causes 

: hypokalemia . 

Clinical 
presentation 

Cardinal Sx of IO :   
Abdominal Pain, Constipation , Vomiting , Abdominal Distention . 

Diagnosis - AXR : Multiple Air fluid level  
- CT . 

Treatment If Mechanical or Complicated  Surgical Ttt. 

Others Complications? Perforation  Pertonitits  



Causes of intestinal obstruction according to the site: 



Q: What’s your diagnosis? 
 
Intestinal Obstruction 

 
Clinical features? 

 
1- Vomiting 
2- Abdominal Pain 
3- Constipation 
4- Abdominal distension 





Perforated viscus 
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Cases 













 















Hepatitis b Surface antigen 

Hepatitis C antibodies       



Macleod pictures 







Thank You 
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