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History, Physical Exam and 

Laboratory Testing in Gastroenterology

History Taking
Physical Exam  


Abdominal Exam



 HYPERLINK  \l "LaboratoryExams" 

Laboratory Tests


Imaging Studies 


Organ Specific Diagnostic Imaging
History Taking

Take as full as Hx as possible, ask

· Appetite:  




loss:  cancer/ malignancy, obstruction, depression, hypochlorhydria, infection




increased:  stress, depression, pregnancy, PMS, parasites (esp. Candidiasis)

· Weight 


loss:  cancer, parasites, malabsorption, anorexia, IBD, infection, ulceration



increased:  ascites

· Dysphagia:  esophageal disorders (GERD)

· Chest pain:  GERD, esophageal spasm/colic, upper GI cancer

· Jaundice:  hepatobiliary disorders

· Nausea/Vomiting:  consequence of a condition so it is a vague Sx

· Diarrhea/ Constipation:  with a complaint of diarrhea rules out upper GI complaints.

· Passage of Blood in the stool:  always indicates investigation

CC:  focus on everything possible about the CC:  Exhaust the Symptom!

· 7 attributes

· PQRST (especially for an acute abdomen)



Pain, Quality, Radiation, Severity, Timing

· Associated Sx and 7 attributes for each

· Explore unnamed Sx that may be present or help to clarify cause of CCs

· Medical Hx:  past diagnoses/ hospitalizations/injuries, medications/supplements, allergies

· Family Hx

· Social/Occupational Hx

-ask about alcohol, for pts will not bring it up usually.  Often it helps to aim high as to not make pt feel self-conscious: “how many 6 packs are you drinking in a day?”

-recreational drug use
· Psycho/emotional Hx:  “The issues are in the tissues.”  No GI disorder can be completely treated without regard to the psychoemotional state of the patient. (i.e. inflammation = anger)

· Lifestyle:  diet/elimination, exercise, rest/sleep, relaxation, spiritual practice

Physical Examination


Patient needs to be warm.  Position pt supine with knees bent.  
· Vitals:  

elevated temp:  inflammation

elevated BP:  mesenteric infarction, aneurysm

· General appearance:  weight, skin color, skin quality, etc

· EENT:

eyes:  icterus, pale conjunctiva for all skin colors, vision (decreased:  fat soluble vit. malabsorption)

throat:  pharyngeal mucosa is an insight into the gastrointestinal mucosa

· Skin:  
· lesions 
· turgor: the calves and shins are the best place to note dryness because of the thinness of the skin; 
· nails – malabsorption possible if nails are compromised
· Joints:  swelling, tenderness, Sx of inflammation or infection

· Abdomen:  

· observation:  scars, discoloration, petechiae, dilated veins, distension, ascites, guarding, pulsations

· auscultation:  



-listen >2 minute for bowel sounds (# vary widely:  ( with hunger, ( with meals); Do not count bowel sounds for a routine exam, 



only for a abdominal complaint. 



-High pitched in upper abdomen:  may indicate obstruction.  



-Absence of bowel sounds:  peritoneal inflammation associated with cessation of bowel motility.



-bruits (listen from back also) 



-venous hum ( soft sound in systole and diastole assoc. with increased collateral circulation of liver cirrhosis)



-friction rub (peritoneal inflammation).



-aortic narrowing 

· Percussion:  for tympany, masses, liver and spleen borders

· shifting dullness indicates ascites as the anatomic markers change since the fluid remains in a horizontal plane during 



change in body position.


· resonant percussion in liver area indicates bowel perforation since air moves upward in supine position

· Palpation


Technique:  one hand as your “eye” and the other is the pressure hand on top of the other hand.  The “eye” hand does not apply 


pressure, but only feels.  Palpate light then deep.  If your patient can talk normally, then you are not pushing deep enough.  You 


may close your eyes to visualize.  



Begin with the RLQ and locate the ileal area, palpate for tenderness along the pathway of the colon to frame the abdomen.  


Secondly palpate the liver.  This will help you locate the edge of the stomach.  Next palpate the spleen.  Finally palpate the small 


intestine.  Feel for gas pockets and follow them.  Finally, palpate the kidneys using the lateral edge of the rectus abdominus as a 


landmark.


Always assess liver span  (nl: 6 – 12 cm at MCL) prior to diagnosing hepatomegaly as a palpable liver edge may just be due to a slightly inferior liver.  Try to assess in the middle, if not get the tip and lateral edge.

· Air movement:  gas

· fluid wave:  ascites (depress midline to prevent transmission through fat)

· check for: guarding, rebound  tenderness, ileocecal valve, epigastrum, 

Perform abdominal /peritonitis tests:

· Rosvings:  palpate a lower quadrant, referred pain appears in the opposite lower quadrant

· McBurney’s Point: if positive, check for fever and N/V; if these are present check WBC, if high - send to ER

· Murphy’s Point: hook fingers under ribs at MCL and have pt exhale as you let go

· Obturator:  pt. supine, lift pt’s leg, medially rotate hip without any contraction (pulls peritoneum( pain if inflammation)

· Psoas:  same position as above with resisted hip flexion

· Heel test:  pt. supine, dorsiflex foot and tap the heel ( irritates retroperitoneal area ( retroperitoneal inflammation

· Female Gyn Exam:  ALWAYS perform an abdominal exam with any CC of abdominal pain to r/o ectopic, PID, ruptured cysts.

Female with lower quadrant pain: consider bladder involvement.  If all rule outs have been made and source is not identified, always do a pelvic. Consider that appendix and ovary may be spatially very close together and therefore difficult to DDx.

· Male and Female rectal exam to r/o hemorrhoids, tissue tears

· guiac (see below)

· anoscopic exam regardless if external explanation is found to R/O internal cause

Laboratory Tests

· Blood, Urine and Stool studies

· CBC w/ ESR:  acute Hct

· SMAC/ Chemistry panel:  liver enzymes, amylase, Ca2+, protein, albumin, cholesterol




(Calcium:  inflammation of the GI tract

· Fecal occult blood (Guiac):  most accurate x 3 with avoidance of meat, vit. C, Fe, cruciferous vegetables, beets.

· Urine analysis:  24 hr. indole (Indican is a breakdown product of amino acids tyrosine, phenylalanine and tryptophan.  Increased 


protein maldigestion and malabsorption is correlated with intestinal bacterial overgrowth, therefore a high urinary indican is an indirect 


measure of intestinal bacterial overgrowth.)  A positive Indican test is correlated with hypochlorhydria and/or intestinal dysbiosis.

· Obermeyer test:  stool measure of indicant
· Liver function tests: a fatty liver may not change liver function tests



-albumin: short term status (1/2 life is 7 weeks)



-T protein: long term assessment




-protime: clotting factors are made by the liver



-AST/ALT: are signs of acute inflammation, so these may be nl in chronic liver disease



-hepatic encephalopathy signs and symptoms: increased PT, dizziness – check ammonia level next

· Liver detoxification panel

· Intestinal permeability tests (lactulose and mannitol)
· Food allergy panels 




-IgE/IgG4 RAST, ELISA


-food elimination may be best for this purpose

· Stool culture/ CDSA (comprehensive digestive stool analysis)



-to diagnose “Candidiasis”, you will need to document large quantities of yeast in stool and have clinical symptoms
· Ova & Parasites x 3 with purged sample

· String test for HCl levels

· Serum B 12:  < 600 serum is indicative of functional deficiency
· Methylmalonic acid in urine (or serum): is the most sensitive indicator of B 12 deficiency  (High level of MMA indicates B12 
deficiency)]

· Imaging studies

· Abdominal films: supine (flat plate) and upright:  obstructions, perforations, dilatation

· Contrast radiographic imaging:  indication of structural abnormalities including ulcers, IBD, esophageal disruptions, etc.

1. Barium swallow: disorders of swallowing, use especially when solids are hard to swallow, but liquids pass. Upper GI series:  Contrast agents (usually barium) is ingested in order to visualize the outline of the upper gastrointestinal tract (esophagus, stomach duodenum, proximal jejunum)  Less accurate than endoscopy, but very imp. Dx. tool. This is a static test.
2. Small bowel series (delayed visualization after barium swallow or small-bowel enema (a small tube is passed PO to intestines and sm. amt. barium injected)

3. Barium enema Prep.: 1-2 d of clear liquid diet followed by enemas and purgatives or consumption of a gallon of GoLYTELY electrolyte solution consumed in 2 hours, 6-12 hrs. before the test (usu. sigmoidoscopy is done 1st):  to visualize colon anatomy. Also quite useful for diverticulosis
4. Endoscopic Retrograde Cholangiopancreatography (ERCP):  barium is injected retrograde via ampulla of Vater to image the pancreatic and biliary ducts.

5. Angiography:  a contrast agent is injected into an artery to image blood vessels

· Ultrasound:  1( for gall bladder conditions, excellent for liver conditions, limited use in other conditions of the abdomen, (i.e. cholelithiasis [95% sensitivity] and calculous cholecystitis [90% sensitivity]). An echogenic liver indicates a fatty liver  
· Endoscopy/Sigmoidoscopy/Colonoscopy: 


1. fiberoptic endoscope with a camera at one end to visualize intestinal mucosa; tissue biopsies may also be taken

2. indications: dysphagia, dyspepsia, N/V, biopsy, GERD, Barrett’s Esophagus, Inflammatory bowel dz, obstructive jaundice, diarrhea (>1 week), suspicion of polyp or cancer, unexplained abdominal pain
3. contraindications: perforated viscus suspected, shock, severe inflammatory bowel dz.

4. procedural highlights: 


Upper: Fasting> 6 hr., topical anesthetic to pharynx, often IV diazepam is used as a sedative to relax the GI. 


Colon: 1-2 d of clear liquid diet followed by enemas and purgatives or consumption of a gallon of GoLYTELY 

electrolyte solution consumed in 2 hours, 6-12 hrs. before the test. More sensitive than barium enema for cancer 


Sigmoid: water enema before-hand unless investigating watery diarrhea or suspected colitis

UW Grand Rounds 11/29/01 “What’s New in Gastrointestinal Endoscopy”
· Laparoscopy:  visualization of extra-intestinal lesions

1. Laparoscope is inserted into the abdomen and moved (or Pt. is moved) to visualize abdominal contents. Also tissue samples may be taken by inserting instruments through the laparoscope.

2. indications: liver biopsy, determination of cause of ascites, staging of Hodgkin's, evaluation of fever, evaluation of  Pt. with chronic or intermittent abdominal pain.

· Computerized Tomography:  lesions of solid organs, not hollow organs; A circular array of x-ray beams produce a cross-



sectional images of the abdomen (indicates presence of masses).  Enhanced CT involves either intravenous injection or 



oral ingestion of contrast material and yields better images. Especially useful for suspected masses found on colonoscopy or barium 

tests.
· Magnetic Resonance Imaging:  for vascular abnormalities of the abdomen; a strong magnetic field is projected to the abdomen 



and subtle differences in tissue composition result in varying nuclear magnetic resonance signals. (indicates presence of 



masses and blood vessel abnormalities). In general MRI’s are not good for the abdomen due to constant movement, instead MRI’s are 

better for static situations
· Organ-associated Diagnostic Imaging
· Esophagus

1. CT:  esophageal trauma, carcinoma

2. Endoscopy:  ulcerations

· Stomach

1. Barium Upper G.I. series:  mucosal lesions

2. Endoscopy:  mucosal lesions and biopsy

3. CT:  extraluminal malignancy, distant metastases

· Bowel

1. CT:  small and large bowel obstruction, tumor, ischemia, inflammatory disease

2. Large intestines -- Barium enema and/or colonoscopy

3. Plain film:  obstructions

· Appendix
1. CT

2. Ultrasound

· Pancreas

1. CT (enhanced):  masses, acute pancreatitis, abscess, hemorrhage, necrosis, carcinoma

2. ERCP for pancreatic duct obstructions

· Liver

1. CT (enhanced):  tumor, infection, trauma, fatty infiltration, hemochromatosis
2. CT arteriography (CTA):  CT during contrast injection to better visualize hepatic lesions.

3. Ultrasound:  screening test for cysts


