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Question:

Which of the following is/are the most
common causes of massive colonic bleeding?

Cancer
Ulcerative colitis
Diverticulesis
Diverticulitis

Angiodysplasia




Answer: C, E

Diverticulosis and angiodysplasia can coexist.
Both cause painless bleeding. Exact

identification ot the bleeding source may

require a combination of cRAOSCOPIE;
radiographic and histologicalimethiods.




Question:

In the US, what 1s the most common cause of
mechanical obstruction of the colon ?

. Adhesions
Diverticulitis
Cancets

. Volvulus

. Inguinalflaernia




Answer : C

Whenever a patient presents with intestinal obstruction, one
first attempts to define the level of obstruction (1.e. SB vs LB).
LBO i1s often suggested by the gas pattern on plain X-rays and
can be confirmed by a carefully performed enema with water-
soluble contrast. Barium should not be used. One concern
is causing peritonitis in the presence ot a pettorating lesion;
another concern 1s inspissation proximal te:a pattially, |
obstructing cancer, effectively convettingaipartial obstuuction
to a complete one.

A neglected olpstiction from any catse can be tatall Colon
obstruction infthe presence of 4 competentilcoceeal valve
creates a closed loop phecnomenons progicssive distentionnef
the colon between the pointoffobstricton and the dcoceeal
valve may leaditoracctosis and petioration ot the colon wall.




Question:

68 year old man is admitted to the ER having had
three large maroon colored stools. On arrival, he
passes more bloody stools and clots. He 1s pale,
orthostatic and tachycardic. NG aspirates are bilious.
After resuscitation is begun, whichiofthe tollowing 1s

the most appropriate initial tests

Angiography

Nuclear medicine ted blood cellscan
Rigid proctoscopy

Colonoscopy

Barium enema




Answer: C

Proctoscopy may reveal an anorectal source
of the bleeding. Colonoscopy is for a stable
patient who 1s not bleeding protusely: RISE

scan may be done if no obyious anencctal

source responsible for the massivendlcedimng s
noted. Blecdingfhas torve anrate of (01
ml/min, forablecding scan to e positive:




Question:

A definite increased risk of developing colon
cancer 1s associated with which one or more of
the following?

Diet high in fiber

Diet low in animal fat & preteia
Ulcerativeycolitis

Familial polyposis

Strong tamily histety of colon cancer ini sevetal
preceding SENErAHONS




Answer: C, D, E

Diet low in fiber and high in animal fats and protein are
associated with an increased risk of colorectal cancer.

In patients with familial adenomatous polyposis (FAP), 100%
will develop colorectal cancer by 45/yeats ot age:

Patients with hereditary non-polyposis colonrcancer (HNPEC)
has a 70%0-80% lifetime risk ot developinggenlticctal cancet.

Risk factors for the development oOff Cancet 1 PAtIcts with!
ulcerative colitistinclude

- disease ofilong duration (increases by =206 pet year afiet: 10)yeats)y

- total colonic inveolvement




Question:

Select the most common mode of spread of

colon cancer

Hematogenous
Lymphatic
Direct extemnsion

Implantaticn




Answer: B

The lymphatic route to regional mesenteric lymph nodes is the
most common. This fact has surgical importance because it
dictates the extent of resection necessary when operating with a
curative intent.

Hematogenous spread to the liver, lunggandsothesstructuses are

possible.

Direct extension to adjacent structutes canioceut with o
without distant metastasis; with thellatter, engsloEresectiomn oL
portions of theseyerganspmaygbepecessaty.

If the cancer hasibroken throughs the sctosal sutface, locally ot
widely, can result; accounting for metastatic deposits

- in the rectovesical potich (Blumers shieli);

- to the petitoncumiunder the nmibilicus (Sistet: |oseplrsinodtle),

- to the ovaty (IKrukenbetrg s tumor, otisinallyidcscribed fos
nietastasis fHom the stomach t6"the ovaryyy




Question:

Which of the following i1s the most important
prognostic determinant of survival after
treatment for colorectal cancer?

Lymph node involvement
Transmural extension
Tumor size

Histologic dilffctentiation
DNA contiemt:




Answer: A




Question:

With regard to colorectal polyps, which of
the following is/are considered

precancerous ?

A. Hyperplastic polyp

"ubuldadehema

"ubulovilleus adchoma

lloustadenoma




Answer: B, C, D

m Colorectal polyps can be
sporadic or hereditary

neoplastic (tubular, tubulovillous, villous adenomas) or non-neoplastic
(hyperplastic, hamartomatous, pseudopolyps)

Most common type of all colorectal polyps - Hyperplastic polyps
Tubular adenoma : 65-80%

most common neoplastic polyp
are most often pedunculated

generally less atypia in tubular adenomas

Tubulovillous : 10-25%
Villous adenomas s 5=10%

are more commaonlyssessile

severe atypia or dysplasia (prccancetous cellular chanoe)iis found mote often 1n
villous adenomas

40-50% will harbotoccult malishancy:
Bigger the polyp, higherthe incidence of invasive cancet

More the villousicomponént, higher thefincidence offcancer:




Question:

With regard to ischemic colitis, which of the
following statements is/are true?

A.  The most common symptoms are lower abdominal pain

and bright red rectal bleeding

Occlusion of the major mesentcticViessels 1s tiesponsible
for producing the 1schemia in MOSEECASES

The splenic flexure and descendifig colemate the most
vulnerablefateas; Althoush any e sment o colon may be
involved

Non-operative management s not justiticd because i

signiﬁcant PEteentage Of CASES perforation Ana PELtONIS
eventually develop




Answet:

A, C




Question:

An exploratory laparotomy 1s done for an unlocalized
massive hematochezia. Pre-op angiography did not
reveal a source of bleeding. At surgery a large right-
sided diverticulum is seen with more blood pooling in
the right colon than the left colon. The procedure of
choice 1s

Right hemicolectomy

Right hemicolectomy with intia*op_smallgsowel
enteroscopyjtopuleoutasmall (Sowel sorce

Do inferiorjmesentericiattcrylivatonandwbservation
“Blind” totallalbdomifal colcctomy
Do anotherangiograminithe ORNtolocalize thebiced




Answer: D)

Patient with hematochezia pose a challenging clinical problem.
After ruling out an UGI source of bleed with EGD, all efforts
to localize the source of bleed should be sought. At laparotomy,

external exam of the small bowel and the colon cannot identity
the source of bleed. Even the findingsiofttislit o lctt=sided
diverticuli and the presence of pooliiginiany seogment 6t colon

does not adequately assist with localization:"1tra-operaftive
enteroscopy is rarely successtul in the actite setting IFhic most
appropriate stepis blind total alydominallcolectomy- tortesect
the region of thebowel most likely to hathbomthe blceding site,
namely the colon eithet ffom an ansiodysplasia o bleceding
diverticulum. Nevetr dora blifnd segmental colectomy.




Q: A 68-year-old African American man presents to his primary
care physician for a routine physical examination. The patient’s
medical history is significant for hypertension. The patient is
found to have guaiac-positive stools and is subsequently referred
for colonoscopy. Colonoscopy reveals a “golf ball”’-size, near-
obstructing tumor in the descending colon, not admitting the
scope. The biopsy is positive for adenocarcinoma of the colon.

Which of the following is the next{stepiin the management
of this patient?

A. Full metastatic workup first, and'it negativie, then plan for
colon resectiomn

A course off radiation thetrapy prHot toyany. tescetion
Plan for pre-opetative chemothctapy
Do metastatic wotk tpy but plan o colon tesectionranyway

Schedule abatitm enema to) cvaltiate the proximalecelomn:




Answer: D

The goals of surgical excision of colon cancer are to both
cure the disease
alleviate symptoms.

Even if there 1s metastatic disease at the time of surgery, it is important to
remove the primary tumor to prevent complications (e.g., obstruction,
bleeding). A metastatic workup is needed, but this patient needs colon
resection as he has an impending obstructionmSusgesyacandonc
laparoscopically or by laparotomy.

Patients with stage I and low-risk stage II cancetsidornot need additional
therapy. Patients with high-risk stage II andistage 1T cancessgeafi bertteated
with adjuvant chemotherapy. Radiation thefapygisiaetiective asiadjuvatt
therapy for patients Wil colon cancets andyis ‘Only bencticial i paticnts witl
rectal cancer.

It 1s important to rule’outasynchironous lesion by colonoscopy o double
contrast barium encma(IDEBIE) IDEBIT SOt advisable i this paticat aswan
impending obstructionicanbecome a completerobstruction 1t barium
gets inspissated proximal teithe nearobstructing’ tumor. Lhisipaticat
needs to have a colonEscopy*5-6 months after colon reseCHon:




2. After the appropriate evaluation, the patient undergoes surgery.
No intraoperative evidence of metastases is identified.
Postoperatively, the pathology report reveals that the tumor 1s an
adenocarcinoma invading into the pericolonic fat, with 2
involved lymph nodes. After the patient recovers from surgery,
which of the following is the most appropriate next step in his
management?

A. Abdominal CT scan every 6 momtias
B

No furthergtherapypispndicatedy beCause the nvolved nodes
were remoyed

Chemothertapy with S-fluerouracili(5-1FU) bascd icgimen
Measurement of CIEA levelsiyeatly

Colonoscopy: evety: 6 montias




Answer: C

The lesion described by the pathology report 1s a T3 N1 MO lesion i.e.,
extending beyond the muscularis propria and into the pericolonic fat
within the sleeves of the mesentery, and 1 to 3 positive nodes. This 1s a
stage 111 tumor.

About 25% of patients with stage II tumors and 50% of patients with
stage III tumors eventually die from growth of micrometastatic disease
that was present at the time of primary tumoerstesectionmlPaticntsgyith
stage I1II disease have improved disease-fteeiand ovetall sutvival tates 1f
treated with a combination of 5-FU and eothictagents.

60-80% of colon cancers that recur do s@within"2" years ofstitoety, and
90% of the recurrences are evident by 3 ycassgliictctore, routie tollow-
up after a potentiallyr cutative operationishould include

history and physical examination, measuremento ClIEAleyels, every 3
months for 2 yeats, then evety 6:months tota total of 5/years.

Chest/abdomeny/pelvis €1 scaniis, done annually 61 3 years for high-rikk
patients.

Colonoscopy should doneiniliveats; and tepeat yeatlyiffabnormal andeeviety:
3 years once it fiSfaotmall




Question:

A 65-year-old woman with no significant past medical history
presents to the emergency department with a 2-day history of
left lower quadrant abdominal pain. The patient denies nausea
and vomiting, although she claims decreased oral intake. She also
reports a low-grade fever and mild diarrhea. She describes a
milder episode several years ago, which resolved on its own. On
physical examination, the patient 1s found. to haye left lower
quadrant tenderness with some mild guatding, hut noebound.
She 1s hemodynamically stable, and herheart rate1si 62 pet
minute. In the initial management of gais paticnt, swhich ofstiie
following is the most sensitive diagnostiC tests

Complete blopd!coumnt; SIVIA=T

An obstructivie SEHEs

A bartum enema study;
Abdominal/pelvic €1 with orall contrast
Abdominalfultraseumnd




Answer: D
A CT scan with oral contrast is the test of choice.

Although a WBC count may demonstrate an infectious etiology, it is a relatively
nonspecific test. A normal WBC count does not exclude an infectious process,
and 1t s common for patients to have an increased WBC count because of
factors such as dehydration. The SMA-7 electrolytes are also nonspecific and are
of limited use 1n determining the diagnosis of this patient’s abdominal
symptoms.

Abdominal films are most helpful for patients suspectediot petioration or
intestinal obstruction and for patients in whom the diaghosis s uncestaim. AxR

may demonstrate free air, which suggests an fntestinal petioration e use of
ultrasound 1s limited in this situation. It is theftest o clioice 1t gallbladdes
pathology is suspected. The kidneys, liver, andfpancreasgamagialsorbe evaluated
with ultrasound; howeyet, intestinal pathology sfnotwelllvisualized svith
ultrasound.

This patient most likely-has aniepisode offacute divesticulitis, Because ot thesk
for perforation or pertOnitis; hatium cncmas and sigmoidoscopy: ate tsually
reserved for patients wiio have tecovered ftom an attack ot acute diverticulitis.

Other consideratiomsiin the diffctential diagnosis shouldimelude ischemic colitis,
irritable bowel syndtome, appendicitis; inflammatoty boweldiscase, and
pyelonephritis. All these diagnoses-villbe betterrdelineated withmthe wse off CF

Scarn.




Question:

A 60-year-old man presents for an annual physical examination.
The examination 1s normal except for a palpable mass in the
rectum on digital rectal examination. The patient denies any
change in bowel habits and feels well. Rectal cancer 1s suspected.
What 1s the next best step in the evaluationyefathisgpaticnaty

Computed tomography scan of theabdomen and pelwis

Double-contrast barium enema
Flexible sigmofdoscopy witly siopsy. ot the Iesion
Full colonoscopy: withibiopsy off the lesion

Magnetic resonance fimagino scan of the abdomen and peliis




Answer: D
Full colonoscopy with biopsy of the lesion.

The patient has a rectal mass of unclear etiology:.
Double-contrast barium enema may reveal the mass but
will not allow a biopsy to be obtained. A CT or MRI
scan of the abdomen 1s warranted once a diagnosis of
rectal cancer is made to assess thie extiet: oi diseasc, but

ordering them at this stage is premattire. I'lexible
sigmoidoscopy allows visualizationgafid 5{epsy: of thic
lesion, but a fullicolonoscopy wonldiaccomplishiboti
of these goalsiand alse allows  examiation fsthe entite
colon to rule outany synchronous lesions, thatalsofmay
require treatmicnts




Question:

A 78-year-old woman with coronary artery disease and severe
chronic obstructive pulmonary disease is admitted to the
hospital with painless jaundice. CT scan reveals the presence
of multiple lesions in the liver, suggestive of metastases, and a
nearly obstructing upper rectal mass. Colonoscopy
demonstrates a large, ulcerated tumor in the proximal rectum
and a residual lumen of less than 1 coinsdiametet\Wiaileyin
the hospital, the patient develops a latge bowellobstruction.’

What is the best treatment modality o thisfpaticat?

Immediate radiation therapy of thegectal mass
Placement offa colonic decompression tilye
Emergency SULgety withl fescction of thehnass
. Emergencyssutigety with cteation o 2 diVerting colostomy
Placement offatcctal seli=cxpandinosmetal stent




Answer: E

Placement of a rectal self-expanding metal stent.

The patient has developed malignant large bowel
obstruction secondary to her rectal cancer. A self-
expanding metal stent allows both immediate boxvel
decompression and subsequent palliation offthe timor.
A colonic decompression tube would telievethe aclitie

obstruction but would not provide agdefio-tetim solutiofn

for the patient Imersency sutgeryicotld bepettiosmed
but would be [less' thanideal given the paticats
comorbidities and advanced cancer. Radiation therapy
is not a treatment foranracute latoc bowel obstructions




Question:

A 55-year-old man is hospitalized with a first attack
of acute diverticulitis. He has acute left lower
abdominal pain with a palpable tender mass just
above the left groin area. Steps in his management
during the first 24 h after admission should include
intravenous fluids and

broad-spectrum antibiotic/tierapy
diagnosticicelenescopy;

an enema to evacuate any: rctaiicd stopl
NASOZASHEHE SUCHOM

siomoid tesectionionce hie 1s well-hydrated




Answer : A

Acute diverticulitis severe enough to warrant
hospitalization requires intravenous fluid replacement
and broad-spectrum antibiotic therapy. Unless there is
small bowel obstruction from aloop.of intestine
adherent to the inflammatory mass; a4 nasegasttic tube

is not necessary. The patient should¥espond premptly,
to appropriate management. HineroeiCy: opctationiis
not necessatie Once the process, tiasfsulbsided,
colonoscopi€ examination of batimicncma can,be

done electivelys




Question:

A 57-year-old man is found to have a rectal mass 3 cm from the
anal verge on digital rectal examination. Subsequent colonoscopy
and biopsy confirm rectal adenocarcinoma. EUS examination
demonstrates penetration of the tumor into, but not through, the
muscularis propria, but shows significant perirectal lymph nodes.
CT scan of chest/abdomen/pelvis demonstrates no metastases.
The patient is staged as T2N1MO. Wihatprocedutesticuldibe

attempted to remove the primary lesfoniin this paticats

A. Endoscopic mucosal resection (HMR) tegemoye the lesion
B

EndoscopiClatoniplasmarcoasl dtion (APC) therapy to
cauterize and ablate tic lesion

Surgical tramsanaliexcision offthe lesion
. Neo-adjuvant chiemoradiation followed by transanall excision

Neo-adjuvant chemoradiation followed by
abdominopetifical resection (ATPRY




Answer: E
Neo-adjuvant chemoradiation followed by APR.

The patient has stage 111 rectal cancer (positive regional
lymph node involvement), thus excluding limited
attempts at excision of the lesion (endoscopic
approaches or surgical transanalleXEiSIOR)NATNVATPRES
the appropriate surgery for this patient ©Opinion

diverges about the use of neoadjuvant chemoradiation
or adjuvant chemoradiation in ajpaticatewitirStage 1l ot
IIT rectal candeEGwWevernecoad uvant thetapy s
preferred by mest encologists. Most-paticnts, (stagc 2
and above) neced adjuvant chemothctapy even itthey
had neoadjuvant chemoradiation.




Question:

A 70-year-old man is found to have distal rectal cancer during a
screening colonoscopy. The patient undergoes preoperative
staging and is found to have a 1.5-cm rectal mass that does not
invade the muscularis propria of the rectal wall. There is no
regional lymphadenopathy and no evidence of distant
metastases. The patient is staged at TINOMO. The patient is
advised to undergo APR but refuses because it svill lead to anal
sphincter loss and permanent colostomyz Wiiclr o the
following represents a viable alternatelthetapeutic optHen o
this patient?

. Chemothetrapypalone
. Radiation therapy alone
. Chemoradiation thctapy;
. Full-thickness sutgical remoyal off tumor (transanal excision)
. Endoscopic ablation offthe tumor with APE
. Tell the paticathe needs an APR as hie'has cances

APC="ArgongPlasma Coagulator




Answer: D

Full-thickness surgical remowval of the tumor.
The patient has a mass lesion that should be
removed entirely. Chemotherapy, radiation
therapy, and combination chemoradiation
therapy cannot guarantee complete destEuction

of the mass. Endoscopic ablationiofthe tumor:
with APC does not guarantec complete
destruction afid would not provide cvidence ot
clear tissue matoims. Onlya tull-thickness
surgical removallof the tumeR s AN appropHate
alternative top APRIAIthIS patcat




Question:

A 70-year-old man with severe atherosclerosis who takes 1
baby aspirin (81 mg) daily undergoes cardiac catheterization
because of chest pain. Later in the day, he develops severe
abdominal pain and passes a large amount of bloody diarrhea.
Physical examination reveals no peritoneal sions. Which of the
following 1s the most likely cause of the paticatsiblccdings

Colon cancer
DiverticulifiS
Hemorrhoids
MesentericiSchemia

Nonsteroidal antnflammatony ditg catctopatiy




Answer: D

Mesenteric 1schemia.

Mesenteric ischemia and small bowel infarction can develop as a
consequence of mesenteric artery embolization. Patients with
atherosclerosis who are undergoing cardiac catheterization are at
risk for embolic events triggered by dislodgement of plaque
fragments within the aortic lumen bythejeathetersgthemselyes.
These patients often have intense paifiwithout petitoncal sions,

because the peritoneum is not inflamed:

Diverticulitis, NSAID enteropathy, hemorrhoidsyafid colom
cancer are all unilikelygeausesyofatiese, fiidings post
catheterization.

Note: This is different trom Ischicrmic colitis




Question:

A 65 year old woman had an attack of sigmoid
diverticulitis diagnosed by CT scan and successtully
treated by IV antibiotics 6 weeks ago. She is
currently asymptomatic. Your next step is

Barium enema
Water-soluble contrast enema
Repeat CT scan of abdomen'andypelvis

Colonoscopy

Reassurance and advice to scek treathent catlypit
she gets another attack ot divetticulitis

Sigmoid resection to) prevent futtheHattacks




Answer: D)

After successful treatment of presumed
diverticulitis, the patient should have a colonoscopic
examination to exclude cancer, which may mimic
diverticulitis. A barium enema or a water-soluble
contrast enema is less usetul than colonoscopy.
because the presence of numetousfdivettictla may:
obscure a small neoplasm. A repeat €l scanwould
not be adequate to rule out anjfatFaltiminal
neoplasm. A single attack of uhcefplicatcd
diverticuliti SO NOEALLANL 31gm01d fesection
(except in iMMuUNOCOMpromised individualspand in
certain uncommoens sitAtions). IHowevet, A sinole
attack of complicated diverticulitis wattants siomofd
resection, eltheremergentiy ot clectvelys:




Question:

72 year old woman presents to the ER with left lower
quadrant abdominal pain and tenderness, fever and
leukocytosis. A CT scan suggests a diagnosis of diverticulitis
with a pelvic abscess 5 cm in diameter. The most appropriate
treatment at this time 1s

A trial of broad spectrum IV antfl5iotcs
Percutaneous drainage of the pelyic albscess

Laparotomy with drainage of the abScess

Laparotomy, dfaiiage of the absccss, sigmoid fesection and
colorectal aRASEOMOSIS

Laparotomy daiiage of the abscess, sigmoid rescctioniand
end colostomy: (IHattmann’s procedutc)




Answer: B

The appropriate treatment 1s percutaneous drainage
of the abscess, usually with ultrasound or CT
guidance. IV antibiotics should be given in
conjunction with draining of the abscess, but
antibiotics alone 1s not adequate IEAPALGHORINS
seldom required to adequately|draifita pelvicaloscess.

Sigmoid resection can be safeljfaccomplishicd aftes:
the acute infectious process hds'reselvedilit:
percutancouSjdrARASERSGE c Asible O not Ad Cquate;
the patient tequites i cmetgentlapatotomy, drainage
of the abscess; siomoiditesection witty ehd! colostomy.
Primary anastomosis isfnot done duking am ACute
attack as anastOMESIS may not heall




Question:

Which of the following may be appropriate initial
therapy for a 4 cm cancer of the anal canal ?

. Local excision

Abdominoperineal resection

Combinedychemotherapy; add radiothctapy

. Laser thetapy
Cryothetapy




Answer; C




Question:

A 58 year old man is referred for evaluation
because he fainted at his job. He has no other
significant history. His physical exam 1s
unremarkable except that hegdsspaleandssonaiac
positive.

1) What aretlieNpOSsiIlitiEs)?

2) How do youproceed ?




Possible diagnosts:
UGI bleed, Ca of right colon, Ca of left colon

(there are lot of reasons for a person to faint such as
TIA, CAD, arrhythmia, hypoglycemiagetcpmpandstic

work up 1s extensive)

Treatment plams
Colonoscopy titst; then 15GID

He needs botiy UGH & LG endoscopy: as e may,
haye two problems simultancously




Question:

A 63 year old man complaints of bloody bowel
movements. The small amount of blood coats
the stool and has been present on & off for 2
months. Lately, he has beenyconstipatedyand
stool have become of narrow: calilSet:

1. What is thelikely diagnosis e

2. What willlardimrestablishinge the diaonosisi?




1. Ca of left colon

2. Colonoscopy & biopsy

Note:

If this patient has tenesmusgithen thinlk ot
RECTAL CANCER




Question:

An 80 year old lady develops severe abdominal
distention associated with colicky pain and nausea. She
has not had passed stool or gas for the past 24 hours.
Abdomen is tympanitic with hypetactivedowelgsounds.
AxR shows a very large gas shadow: tapetng towartds

the pelvis and distended loops oftsmallidzlaroc besel.

1. What is yout: diagnosis;?
2. What is the treatment plan e




Diagnosis: Sigmoid volvulus

Treatment plan: Proctosigmoidoscopy to reduce the volvulus

If reduction was successful,
- place a rectal tube to prevent further twisting.

- obtain medical clearanceandplansigmoeidtesection
after bowel prep farthe next few: days

If reduction was unsuccessful,

- patient needs emergent lapateteiii; & sigmoid
fESECtion

Note:

If this patient presented withisymptoms & signsfotischemic colon
(peritonitis, elevated WAS(E; acidosis; of {F PLOCLOSCOPY: SLOWS
ischemic colon), paticat needs emetrgent laparotomy.




Question:

A 75 year old man had three large bowel
movements that he describes as made up
entirely of dark red blood. The last one was 2
days ago. He 1s pale, but hasfnormalivitalisions.

An NGT aspirate is clear greeaifluidvitheu
blood.

What is youlf trcatment plan ¢




Treatment plan:

The clear aspirate 1s meaningless as he 1s not
bleeding right now. So it could have been an
UGI or LGI bleed. If this was a younger patient,
the source is likely (but nevetlstite) torbe fHom

the UGI tract. In an older paticat; thefblecdudy
can be either from an UGI 61 l/sisSoutce.
Bleeding scanlof ansiogtaphy-1s not usctul as
there 1s no activie bleedingrnow. IHcneedsibpth
upper & lowet endoscopIcs:




Question:

A 60 year old man known to have hemorrhoids
reports bright red blood in the toilet paper after
defecation.

What is the likely diagnosisig

What 1s next impertant step i tie
managements




Likely diagnosis:

Internal hemorrhoids

Next step in the management:
Rectal exam and rigid proctOsIgmoeidescopy 4

This has to be done to t/o)eancetsefiectiim

[rrespective ot the HNdIMoSyOHPLOCLOSCOPY,, tals

patient needs a fulllcolonoscopy;




QQ:  Match the clinical comment on the left with
the disease process on the right

A. Anal involvement in 50%

B. Rectal involvement in nearly all

C. Small bowel involvement 1s common
D. Chronic diarrhea, cramps, fever

E. Curative sutgety available

F. Toxic megacolon

a. Crohn’s disease

b. Ulcerative colitis

c. Both
d. Neitthér




Answet:

A-a B-c¢ C-a D-¢c E-b F-c




Question:

A 28-year-old woman presents with a 3-month history of chronic
right lower abdominal pain. The pain occurs daily without clear
precipitants and is associated with bloating that spontaneously
resolves. The patient occasionally has fevers that she cannot
explain, but they typically resolve without treatment. She has 3 to 4
loose stools per day that contain mucus but not blood. She has lost
10 Ib in the last 3 months despite a gopdyonalyntakenShealse
reports occasional eye pain with light/sensitivity: ©n examimation,

her abdomen is focally tender in the sghitlowet quadtant without
petitoneal signs ot palpable masses; thESEmAINTY cxaminAiionss
unremarkable. What is the most hkely tndeslyifis diaghos1s i this
patient?

Chronic appendiciis
Crohn’s disease

IBS
Systemic lupuis emthematosusi (SLEE)




Answer: B
Crohn’s disease.

This patient’s history and physical examination are most consistent
with Crohn’s disease. Crohn’s disease 1s an inflammatory condition
that can occur anywhere in the gastrointestinal tract but most
commonly atfects the small bowel. This patient’s RLLQ) abdominal
pains are suggestive of involvement of the terminal ileum, an area
frequently affected. Involved intestine can become strictured
(causing bloating secondary to partial'ebstrtiction), develop
abscesses, or form fistulas (e.g., enterocutancous, cateroyaginal,
enteroenteric), which are often associated withteviers as welllrHer
ocular symptoms likely represent iritisfwhich is considetedian
extraintestinal manifestation of Croh sidigease.

Chronic appendiciiis isiunlikely torve associated with tistbut
could cause many ot this paticht's symptomsnSItlE could cause
mesenteric vasculltis; Swiaich could mimic (Crohnrs discase bt
would likely present with more difftse alvdominal pain as opposed
to focal right lowetr quadtant patn. 1158 isfunlikely sivenhcr alarm.
symptoms (i.e., fevets weight 1oss):




Question:

42 year old man has suffered from chronic ulcerative colitis for
15 years. He now weighs 130 lbs and has had multiple

admissions for exacerbations of the disease, requiring high dose
steroids. He is now on a low dose of steroids, sulfasalazine and
immuran. He 1s admitted with a temperatutcior OANaEomital

pain and distention. He appears ill, hisjalydomenisimatiedly”
tender & his WBC count is 18,000.

1. What is your diaghosis ¢

2. What 1s your fext stepi?
3. What other investigation do youwant to) do aow; ?

4. What 1s your treatment plam ?




Diagnosis is toxic megacolon.

He needs to be resuscitated. Admit to ICU. Do all labs and cultures. Patient can
go 1nto shock.

Abdominal X-ray needs to be done
- look for free air
- pneumatosis intestinalis
- diameter of the transverse colon

Treatment plan :

- Start on high dose steroids.

- If x-ray shows free air or pneumatosis, e rcquiresdmmAcdiate sutsety

- Needs frequentyelinicalyevaluations

- Will require AXR evety day to monitor: the diametet offtransverse colom.

- If condition worscns o no improvement is noted 124248 hours,
needs| subtotal colectomy with endiilcostomy cmergently:

- Antibiotics may not helpiwithrthe colitis) Isut may: tediice ConscaLCnces
of infections duc to the discasc PLOcess:




Question:

40 year old man with Crohn’s disease has had two prior
bowel resections, including an ileocecectomy, for
complications related to Crohn’s disease. He has about 150
cm of small bowel remaining and currently admitted for a
high-grade bowel obstruction that has not responded to
conservative measures. At laparotomy, three strictures are
noted over a length of 50 cm. The'managementshiouldise

Three separate bowel resections witlh primat; anastomests
Resection of the 50 cm of small bewel witheeafiastomosis

Insertion ofizjlcnointestinalitube cxtending past the most
distal strictute

Three strictutoplastics

A bypass of the strictired segment by a side-to-side
jejunocolic ANASEOMOSIS




Answer: D)

The guiding principle in the surgical management of Crohn’s
disease is to resect a portion of bowel specifically involved in
the complicated process. Repeated wide resections result in
no greater remission of symptoms or cure and can lead to

devastating short bowel syndrome. Elence; tesection ot the, 50

cm of small bowel would not be prudeatgiven the proL
resections. Bypass is infrequently usedi Insertion ot long
intestinal tube would be a short term selutiGn; bt would Aot
alleviate the problem.Ifhe best optioniin this paticht with
previous bowelitesections would be to) perorm
stricturoplasties that ciectively widen the lumen' Isut avoid
resection.




