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Three Gastroenterology Specialty Groups Issue
Joint Statement on Sedation in Endoscopy
Gastroenterology Societies Reach Consensus 
on Recommendations for Sedation During 
Endoscopic Procedures
The American College of Gastroenterology, American
Gastroenterological Association and American Soci-
ety for Gastrointestinal Endoscopy has issued a jointly
sponsored statement on sedation for endoscopy.  The
joint statement clarifies billing issues related to the
administration and/or supervision of sedation/anesthe-
sia, summarizes current data on sedative agents and
makes recommendations regarding the appropriate use
of anesthesia specialists for endoscopy and appropriate
patient surveillance during sedation.  

The statement, approved by the governing boards
of the three societies, is the product of a six member
committee composed of representatives from each of
the three societies. The impetus for the work of the
committee was confusion regarding billing issues and
recent developments and trends in sedation practice,
including the use of propofol.

The group made several recommendations with
important implications for endoscopic practice:
• In general, diagnostic and uncomplicated therapeu-

tic endoscopy and colonoscopy are successfully per-
formed with moderate (conscious) sedation.

• Compared to standard doses of benzodiazepines and
narcotics, propofol may provide faster onset and
deeper sedation.

• More rapid cognitive and functional recovery can be
expected with the use of propofol as a single agent.

• Clinically important benefits over standard sedatives
have not been consistently demonstrated in average-
risk patients undergoing standard routine upper and
lower endoscopy. Further randomized clinical trials
are needed in this setting.

• Propofol may have more clinically significant
advantages when used for prolonged and therapeutic
procedures, including, but not limited to, ERCP and
EUS.

• There are data to support the use of propofol by ade-
quately trained non-anesthesiologists. Large case
series indicate that with adequate training physician-
supervised nurse administration of propofol can be 
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done safely and effectively. The regulations govern-
ing the administration of propofol by nursing per-
sonnel vary from state to state.

• Patients receiving propofol should receive care con-
sistent with deep sedation. Personnel should be
capable of rescuing the patient from general anes-
thesia and/or severe respiratory depression.  

• A designated individual, other than the endoscopist,
should be present to monitor the patient throughout
the procedure and should be able to recognize and
assist in the management of complications.

• The routine assistance of an anesthesiologist/
anesthetist for average risk patients undergoing stan-
dard upper and lower endoscopic procedures is not 
warranted.

• Physician-nurse teams administering propofol
should possess the training and skills necessary to
rescue patients from severe respiratory depression.

• Complex procedures and procedures in high-risk
patients may justify the use of an anesthesiologist/

anesthetist to provide conscious and/or deep seda-
tion. In such cases this provider may bill separately
for their professional services.

• The use of agents to achieve sedation for endoscopy
must conform to the policies of the individual 
institution.

• Reimbursement for conscious sedation is included
within the codes covering endoscopic procedures.

• Billing separately for conscious sedation has been
targeted by the OIG as a possible fraud and abuse
violation, and is not recommended.

The members of the working group were: Damian
Augustyn, M.D. (San Francisco, CA), Joel V. Brill,
M.D. (Scottsdale, AZ), Douglas Faigel, M.D. (Port-
land, OR), Bergein F. Overholt, M.D. (Knoxville, TN),
John W. Popp, Jr., M.D. (Columbia, SC), Maurits
Wiersema, M.D. (Fort Wayne, IN).
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From Digestive Disease Week, New Orleans 2004

GI Health Affected by Consumption of 
Coffee and Carbonated Drinks
According to new research, drinking caffeinated bev-
erages may benefit some people who are at high-risk
for liver disease. Conversely, a study by researchers
from India found that soda drinkers, who represent a
huge percentage of the American population, may
actually have an increased risk of developing
esophageal cancer.

This research supports the widespread medical
recommendations for healthy eating,” said Lee
Kaplan, M.D.,Ph.D., of Massachusetts General Hospi-
tal. “The relationships between diet and disease that
these investigators have seen are intriguing and should
stimulate further exploration in this important area. It
is even more apparent that lifestyle and dietary choices
made during youth can have a significant impact on
health later in life.”

In another study, researchers from the National
Institute of Diabetes and Digestive and Kidney Dis-
ease of the National Institutes of Health reported that
among people who are at high risk for liver problems,
coffee drinking and consumption of other caffeinated
beverages may reduce risk of liver disease. The
national, population-based study was conducted
among 5,944 adult participants of the third U.S.
National Health and Nutrition Examination Survey
(NHANES III) who were at high risk for liver injury
(due to excessive alcohol consumption, hepatitis B or
C, iron overload, obesity, or impaired glucose metabo-
lism). Participants were asked about consumption of
caffeine-containing coffee, tea and soft drinks.

The study found an inverse correlation between
coffee and caffeine consumption and liver injury,
which was classified by abnormal serum alanine
aminotransferase (ALT) activity and was seen in
approximately 8.7 percent of this high-risk population.
In analyses both unadjusted and adjusted for age, sex,
ethnicity and cigarette smoking, the prevalence of liver
injury declined with increasing coffee drinking and
caffeine consumption, though the protective effect was
greater for caffeine intake. The correlation was consis-
tent across subgroups when defined by individual risk

factors for liver injury, a well as when applied to per-
sons with without impaired liver function.

“There is surprisingly little evidence-based infor-
mation on the influence of diet and nutrition on the
course and severity of chronic liver disease,” said
James Everhart, M.D., M.P.H.,co-author of the study.
“These results warrant further study.”

A third study by researchers at Tata Memorial
Hospital in India found a strong correlation between
the rise in per capita consumption of carbonated soft
drinks (CSD) in the past 20 years and the increasing
rates of esophageal cancer (ACE) in the United States.

Based on available data on diet changes in Amer-
ica from the U.S. Department of Agriculture, per capita
consumption of CSD rose by more than 450 percent
during the past half-century, from 10.8 gallons in 1946
to 49.2 gallons in 2000. At the same time, in the last 25
years, incidence rates of ACE have risen by more than
570 percent in American white males and continue to
increase. The rise in CSD consumption preceded the
rise in cases of ACE by 20 years. A 40 percent increase
for each five-year increase in date of birth—a birth
cohort effect––was previously reported. Using linear
regression to compare trends between CSD and ACE
rates, the researchers found a highly significant corre-
lation between the two (r = 0.99,95%, CI 0.96–10).

Advances Emerging in Hepatitis Management
Researcher Identifies the Natural Progression and
Potential Treatments
Hepatitis, a potentially serious disease caused by a
virus that attacks the liver, is a major problem world-
wide. Hepatitis A is generally food-borne,while
hepatitis B and C spread primarily through parenteral
or sexual routes. Hepatitis B and C can be life-long,
potentially deadly chronic infections. In recent studies,
researchers analyzed the causes of hepatitis therapies
that may improve care.

“The hepatitis viruses, primarily A, B and C, are
prevalent throughout the world and safe and effective
therapies are not available for many sufferers,” said
Anna Lok, M.D., of the University of Michigan.
“Once we can fully understand how these viruses
cause liver damage, we can develop more effective
treatments to manage and cure the disease.”

PRACTICAL GASTROENTEROLOGY • JULY 2004 51

BRIEF MEETING REPORTS



PRACTICAL GASTROENTEROLOGY • JULY 200452

HCV and HIV
According to current estimates, coinfection with
hepatitis C virus (HCV) and human immunodeficiency
virus (HIV) is a major worldwide public health prob-
lem. Researchers in the VA Healthcare System exam-
ined the proportion of chronic HCV-infected patients
who had been tested for HIV related risk factors and
found that improved screening programs are needed.

Data was prospectively collected in 4,364 HCV
RNA positive patients undergoing evaluation for HCV
therapy from 24 medical centers throughout the coun-
try over a one-year period. Of these patients, 77.9 per-
cent had been tested for HIV, 15 percent were never
tested, 6.7 percent did not know if they were tested,
and 0.4 percent declined to answer. Among the HCV-
infected patients who were tested for HIV, 8.4 percent
were positive, 88.9 percent were negative, 2.5 percent
did not know the results of the HIV test and 0.2 per-
cent declined to answer.

“Although the majority of our HCV- i n f e c t e d
patients have ben tested but did not know the results,”
said Edmund Bini M.D., lead author of the study. “Bet-
ter public health programs to improve HIV awareness
among these patients and those at high risk of coinfec-
tion are important and should be developed.”

HBV
Patients who contract the hepatitis B virus can experi-
ence a brief, acute illness or a chronic life-long infec-
tion. Those with chronic hepatitis B (HBV) can have
serious complications such as cirrhosis, liver failure
and liver cancer. Until now, it has been difficult to
identify HBV patients who are likely to develop com-
plications. A team of doctors led by Anna Lok, M.D.,
from the University of Michigan reported that they
developed a set of models based on laboratory test
results to detect inflammation and fibrosis of the liver.

To identify these predictive models researchers
reviewed baseline data and liver histology from HBV
patients who participated in trials of adefovir therapy
for both HbeAg+ (hepatitis B e antigen positive, 494
patients) and HbeAg– (hepatitis B e antigen negative,
178 pts).

The analysis identified patients with Knodell
inflammatory score of eight or greater, and those with

an Ishak fibrosis score of three or higher. Based on
logistic regression models, inflammation was pre-
dicted using the variables albumin (a protein indicating
proper liver function) and aspartate aminotransferase
(AST) enzyme levels. Fibrosis was predicted in
HbeAg+ patients using age, AST, serum alkaline phos-
phatase (SAP), prothrombin and bilirubin levels as
variables. In AbeAg– patients, the best model used the
variables of platelets, AST/ALT (aspartate to alanine
aminotransferase) ratio and SAP.

The Knodell inflammatory score is a numerical
scoring system (0–18) that grades the degree of
inflammation in liver biopsies and the Ishak fibrosis
score (0–6) is a scoring system that stages the degree
of fibrosis in liver biopsies.

HCV
Current therapies for hepatitis C virus have consider-
able side effects and only induce a sustained virologic
response in less than half of patients infected with
HCV genotype 1, the most common genotype in the
U.S., Europe and Japan (60–70 percent of patients). In
this study, researchers from Bach and Godofsky found
that a novel hepatitis therapy, NM283, has consistent
antiviral activity and is well tolerated in HCV- 1
infected chronic hepatitis C patients.

The phase I/II dose escalation trial is investigating
NM283, novel candidate HCV RNA polymerase
inhibitor, which has shown anti-flavivirus activity in
v i t o, and has suppressed viremia in chimpanzees
infected with chronic human-derived HCV-1. This pre-
liminary human study is of treatment-naive or experi-
enced adults with HCV-1 associated chronic hepatitis
C. A total of 48 patients divided into 12-patient
cohorts (randomized10:2) received NM283 or placebo
for 15 days with 14 days of follow-up, at doses of
either 50, 100, 200, or 400 milligrams per day, orally.

Dose-related decreases in serum HCV RNA were
noticed at day 16, and tolerance of the study treatment
has been satisfactory, with no serious adverse events,
dose-limiting toxicities, or pattern of laboratory abnor-
malities. The treatment is well-absorbed, with dose-
proportional plasma exposure.
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Breakthrough Therapies Treat Crohn’s Disease
Trials Investigating Pharmacologic Agents, 
Gut Worms May Benefit Patients in Need of 
New Therapeutic Options
Crohn’s disease, which currently affects up to one mil-
lion people in the U.S., causes inflammation in the lin-
ing of the small intestine that can lead to pain and dis-
comfort. Though the condition usually occurs in the
lower part of the small intestine, it can affect any part
of the digestive tract. New studies show the commit-
ment of gastroenterology researchers to this popula-
tion in need of new treatment options.

“These studies present convincing evidence that
we are beginning to capitalize on the knowledge that
has been gained by scientists studying the biology of
intestinal inflammation,” said Jim Lewis, M.D., of the
University of Pennsylvania. “We hope that until we
can find a cure for Crohn’s, these new options will
improve the quality of life for sufferers.”

All of the studies below analyzed patient response
based on the Crohn’s Disease Activity Index (CDAI),
which measures the severity of a patient’s disease.

Antegren™ (natalizumab) has undergone a suc-
cessful phase III induction of response/remission study
(ENACT-1). In this multi-center, international trial,
researchers conducted a randomized, controlled study
(ENACT-2) to determine whether a six-month regimen
of the drug could maintain the clinical response/remis-
sion achieved by the previous study.

ENACT-2 studied 339 adult subjects with Crohn’s
disease (CD) from ENACT-1 who had achieved a
response on the drug (≥= 70-point reduction in CDAI)
and/or remission (CDAI score of less than 150) and
had a CDAI score of less than 220 after receiving three
infusions of natalizumab. These patients were re-ran-
domized to natalizumab (300 mg, 168 pts) or placebo
(171 pts) for up to 12 additional monthly infusions.
Researchers observed the proportion of subjects who
maintained the response they had achieved in ENACT-
1 for an additional six months, as well as remission
rates. 

At six months, 61 percent of natalizumab-treated
subjects (103/168) continued to meet the criteria for
clinical response versus 29 percent in the placebo
group. Also, 44 percent of patients maintained clinical

remission, compared with 26 percent on placebo. In
addition, 55 percent (37/67) of natalizumab-treated
patients who received steroids in ENACT-1 were re-
randomized to natalizumab in ENACT-2 and were
withdrawn from steroids. 

Adalimumab, a monoclonal antibody, is currently
approved for the treatment of patients suffering from
rheumatoid arthritis, which causes severe inflamma-
tion in the lining of the joints. As the mechanism 
of rheumatoid arthritis is similar to that of Crohn’s
disease, researchers evaluated the efficacy and tolera-
bility of adalimumab for patients suffering from
Crohn’s. 

Adalimumab is a fully human monoclonal anti-
body that targets tumor necrosis factor-alpha (TFN-α).
A total of 299 patients without previous exposure to
TNF-antagonists and with active Crohn’s Disease
were randomized to one of four treatments adminis-
tered at week zero and week two (week 0/week 2): 160
mg/80 mg adalimumab, 80 mg/40 mg adalimumab, 40
mg/20 mg adalimumab, or placebo/placebo.
Researchers observed for clinical remission (CDAI
less than 150) and clinical response (CDAI decrease
compared to baseline of ≥ =70 or ≥ =100) at week four
in the two higher doses of adalimumab compared to
placebo. 

Adalimumab at doses of 80 mg/40 mg and 160
mg/80 mg was found safe and effective in the treat-
ment of patients with moderate to severe Crohn’s dis-
ease. Thirty percent of patients who received adali-
mumab 80 mg/40 mg or 160 mg/80 mg achieved clin-
ical remission compared to 12 percent of the placebo
group. The overall incidence of adverse events was
low, with the most common event being mild injection
site reactions. 

Helminth Ova. Crohn’s disease (CD) appears to result
from an inappropriate immune response to normal gut
flora. Research has shown that CD is more prevalent in
industrialized countries, where intestinal worms, or
helminths, are rare. Helminths down-regulate immune
responses, a property that could benefit CD.
Researchers from the University of Iowa confirmed
the benefit in a clinical trial to evaluate the efficacy
and safety of the helminth T. suis as ova therapy in
patients with CD. 
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The 24-week open label study enrolled 29 patients
with a CDAI of 220-450. Most patients had long-
standing disease (mean seven years) resistant to 
standard therapy before enrollment. The patients
ingested 2500 T. suis ova every three weeks. At week
12, 75.9 percent (22 pts) showed clinical response,
while 72.4 percent (21 pts) were in remission. The
mean initial CDAI of responders was 286.3 ± 10.7, and
decreased to 96.2 ± 10.8 at week 12 and 99.9 ± 7.8 
at week 24. The treatment caused no side effects or
complications. 

“We found that this unique therapy was well toler-
ated and produced a substantial improvement in CD
patients,” said Joel Weinstock, M.D., lead author of 
the study. “These results strengthen the notion that the
de-worming of the population is related to the
increased frequency of CD in industrialized countries.
It now may be possible not only to safely treat, but 
also prevent inflammatory bowel disease by exposing
children to natural biological agents lost from their
environment.”

Fontolizumab. Until recently, there has not been a vari-
ety of therapeutic options for patients with Crohn’s

disease (CD), particularly with regard to tolerable side
effects. A novel antibody being tested by researchers at
the University of Amsterdam has shown not only pos-
itive safety and effectiveness, but also excellent toler-
ability for this patient population. 

Researchers compared the results of one or two
intravenous doses of fontolizumab, a humanized mon-
oclonal antibody directed against interferon gamma, in
patients with moderate to severe CD. A total of 133
patients with CDAI scores between 250 and 450 were
randomized to receive placebo, 4 mg/kg or 10 mg/kg
of fontolizumab; the first 42 patients received a single
treatment while the other 91 received two infusions. 

Researchers observed the patients for clinical
response (a decrease in CDAI score of greater than or
equal to 100 points) or remission (CDAI score of less
than or equal to 150), as well as the safety profile, and
analyzed results for the patients who received two
infusions of treatment. In these patients, the average
CDAI change for both active treatment groups were
significantly improved in comparison to the placebo
group on days 28, 42, 56 and 84. Fontolizumab was
well-tolerated, and there were no significant (grade
three or four) adverse effects. 
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Do Noxious Stimuli During Infancy Predispose to
Functional Intestinal Disorders?
This matched case-control study evaluated medical
records from 494 women in Sweden who gave birth to
at least two children with birth weights greater than
2500 grams. Records were compared in a blinded
manner between those siblings who had a perinatal
complication (either mechanical trauma or birth
asphyxia) just after birth and those that were born
healthy. All perinatal complications were assigned a
trauma score and asphyxia score, and gastric suction-
ing at birth was recorded as a separate variable from
the trauma score. A total number of 1110 offspring
were studied, and 108 of these subjects were hospital-
ized in later life for probable functional abdominal
pain including irritable bowel syndrome and nonulcer
dyspepsia. This patient set was compared to 116 sib-
ling controls using logistic regression analysis.

The entire study group of offspring had statisti-
cally more functional intestinal symptoms (9.5%)
compared to the general Swedish population (3.4%).
Gastric suctioning during the perinatal period occurred
more frequently in the functional abdominal pain
group (22.2%) compared to the control group (11.2%).
Logistic regression analysis showed that only gastric
suctioning at birth was associated with an increased
risk of functional abdominal symptoms in later life,
and the scores for trauma and asphyxia did not corre-
late with an increased risk of symptoms. The year of
birth, season of birth, and other confounding variables
such as maternal age, socioeconomic level, marital sta-
tus, etc. did not show an increased risk of a study sub-
ject developing functional abdominal symptoms.

The authors hypothesize that visceral irritation
from gastric suctioning during the perinatal period
may lead to functional abdominal symptoms in later
life due to subsequent abnormal neuronal processing.
The authors further state that more epidemiological
data is required, and physiologic mechanisms causing
this possible effect should be explored.

(Anand KJS, Runeson B, Jacobson B. “Gastric
Suction at Birth Associated with Long-Term Risk for
Functional Intestinal Disorders in Later Life.” J Pedi -
atrics, 2004; Vol. 144, pp. 449-454. See also accompa-
nying editorial: Di Lorenzo C. “Gastric Suction in

Newborns: Guilty as Charged or Innocent Bystander?”
J Pediatrics, 2004, Vol. 144, pp. 417-420.)

Schatzki Ring, Eosinophilic Esophagitis, 
and Pediatric Patients
The retrospective study reviewed radiographic and med-
ical records of 18 pediatric patients who presented to a
l a rge tertiary children’s hospital over a 12-year period
with the diagnosis of Schatzki ring. Esophageal
eosinophil quantity, basal zone thickness, and papillary
length were measured from biopsies in a blinded manner.
In addition, patients were divided into Group A
(eosinophilic esophagitis) and Group B (peptic
esophagitis). Group A (8 patients) was defined as having
more than 15 eosinophils/HPF while being unresponsive
to proton pump inhibitor therapy. Group B (10 patients)
was defined as having less than 15 eosinophils/HPF and
was responsive to antacid therapy.

There was no significant difference in the rate of
food impaction, allergic disease, peripheral eosinophil
count and family history of atopy. Although Schatzki
ring was identified in all patients by upper gastroin-
testinal barium series, none of the Group A patients
had this anomaly seen endoscopically. On the other
hand, endoscopic visualization of Schatzki ring
occurred in 70% of the Group B patients. Patients in
Group A had normal pH probe measurements while
Group B patients had abnormal monitoring consistent
with gastroesophageal reflux. As might be expected,
many of the Group A patients required specific therapy
for eosinophilic esophagitis (dietary changes, inhaled
steroids, or oral prednisone). The authors suggest that
Schatzki ring may not be due solely to chronic gas-
troesophageal reflux; instead, eosinophilic esophagitis
may lead to edema, inflammation, and subsequent ring
formation. Endoscopic mucosal biopsy to rule out
eosinophilic esophagitis is recommended if a pediatric
patient has Schatzki ring noted on a barium study.

(Nurko S, Teitelbaum JE, Husain K, Buonomo C,
Fox VL, Antonioli D, Fortunato C, Badizadegan K,
Furuta GT. “Association of Schatzki Ring with
Eosinophilic Esophagitis in Children.” J Pediatric Gas -
t ro e n t e rology and Nutrition, 2004, Vol. 38, pp. 436-441.)

John F. Pohl, M.D., editor of “From the Pediatric Literature.”
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Neuro-Gastroenterology
Quigley MM and Pfeiffer RF, eds 
Butterworth-Heinemann, Elsevier 
Philadelphia PA 2004
ISBN: 0-7506-7356-7; $85.00
The medical literature is flooded with textbooks, many
of which are more or less informative duplications of
their siblings. One rarely finds a textbook that is
unique in its way to cover special issues in such detail
that exceeds anything that has been written so far. This
book is one of the rare and much needed exceptions.

In their introduction, the editors state that their aim
is to serve two audiences, the gastroenterologist and
the neurologist. I believe that this is an understatement.
I wished my radiologist would read the two beautiful
chapters on swallowing disorders. Even the speech
pathologists will gain from the in depth discussion of
causes of oropharyngeal dysphagia. The chapters on
pelvic floor dysfunction, gastroparesis, intestinal
pseudoobstruction, and, finally, pharmacological and
non-pharmacological therapy of motility disorders
should also be of some interest to general and colorec-
tal surgeons. Apart from the value of this book to spe-
cialists, this text will also become a must for any
research fellow who does his first steps in studying
gastrointestinal motility disorders. Perhaps with the
exception of Schuster’s Atlas of Gastrointestinal
Motility, I never have seen a textbook that supplies
such lucid and concisely written information on nor-
mal and abnormal gastrointestinal motor function.

Although I tremendously enjoyed reading this
text, I found that the book could even gain in attrac-
tiveness if a few illustrations would be added here and
there. For someone like me who recalls information
better if it is joined by tables, flow sheets, anatomic
drawings, histological slides, and perhaps radiographic
films, it is somewhat difficult to go through one hun-
dred pages and to see almost none of these educational
tools. In this context, I was surprised and somewhat
disappointed that the editors did not include a chapter
written by a morphologist. Although some of this
missing information is briefly mentioned in the chap-
ters on GI physiology, I do not feel that idealistic draw-
ings of intestinal neurons replace reproductions of his-
tological specimens.

Despite these minor shortcomings, I applaud the
successful efforts of the editors to provide us with a
true innovation among medical textbooks. Neuro-Gas-
troenterology is an excellent reference resource for
anyone who has not only a scientific interest in gas-
trointestinal motor function but who is occasionally
confronted with patients affected by motility disorders.
Therefore this book belongs not only on the shelf of
every gastroenterologist and neurologist but it should
also be available to surgeons, radiologists, speech
pathologists and perhaps ENT-physicians.

Prof. Dr. Volker F. Eckardt
Department of Gastroenterology

Deutsche Klinik fur Diagnostik (Germany)

Aging and the Gastrointestinal Tract 
Pilotto A, Malfertheiner P, Holt P, eds
Vol. 32 in Interdisciplinary Topics in Gerontology 
Series Editors: Hof PR and Mobbs CV
Karger, Basel, Switzerland, 2003
ISBN 3-8055-7555-6218; $129.75
The independent effects of aging on the gut has
received disproportionately less attention than its dis-
eases or even its genetics. Misconceptions and dis-
agreements regarding this factor on structure and func-
tion of the gastrointestinal tract persist, some of which
are contained in this international offering that can be
considered a much needed update. It is generally well
done and contains valuable information for every gen-
eralist as well as gastroenterologists. There are 16 arti-
cles arranged in the common anatomical divisions of
the gut by 30 authors from five countries.

The first two introductory articles are, respec-
tively, an overview of GI problems of the elderly while
the second focuses on a systematic approach to these
problems; i.e. GI Gerontology. The third article (they
are not numbered) is on the effects of aging on the
pharmacokinetics of gastrointestinal drugs. Table I
purporting to show some physiological changes in the
gut with aging is out-dated, but refuted in the text
which points out that despite these “changes” absorp-
tion of drugs usually remains unchanged in the aging
patient. The following 13 articles are updates on geri-
atric considerations in segments of the gut, liver and
pancreas. Each is eight–12 pages in length with clear
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and concise presentations. References for each number
21 to 115 and are as current as can be expected from
this type of publication. Each reviews published exper-
imental and clinical data, especially the article on the
esophagus and stomach. I was also impressed with the
article on NSAID-related GI damage in the elderly and
its application of scientific data to the problem.

Overall, I believe this is a more important contri-
bution than might first be apparent. It is a concise
review of scientific data on aging of the gut, liver, and
pancreas that is hard to find elsewhere and compact
enough to be easily read in a short time. Although
there are a few conflicting statements from article to
article, such as whether or not gastric acid secretion is
diminished in the older patient, I would recommend it
to every GI trainee and to everyone’s reference library.

James L Achord, MD, MACP
Professor Emeritus

Univ. Mississippi Medical Center

Esophagus and Stomach
Katzka DA and Metz DC, eds
Mosby, 2003
ISBN: 0-3230-1886-6; $89.95
Esophagus and Stomach is the premiere volume of a
series touted to encompass the “requisites” of gas-
troenterology. This first in a series of four, as its title
states, covers the esophagus and stomach; subsequent
volumes address the small and large intestine; hepato-
biliary tract and pancreas; endoscopy and gastroin-
testinal radiology. Glancing at the title, one wonders
how all the essentials of the esophagus and stomach
could fit into such a slim volume. Surprisingly, the edi-
tors of this book have made an admirable attempt of
this monumental task.

Each chapter follows a similar format: a brief intro-
duction of a particular disease process followed by clin-
ical presentation, diagnosis, and therapy. At the end of
each chapter, the editors have compiled supplemental
reading lists that cover the topics in greater detail.

The text itself reads smoothly without excessive
use of technical jargon. The main highlight is the num-
ber of useful figures and tables found throughout the
book. The figures consist mainly of concise algorithms
to assist in the diagnosis and treatment of various con-

ditions. Informative tables highlight salient points out-
lined within the text.

By contrast, after starting strong with vivid color
photographs on the first page, I expected to be wowed
by a multitude of color pictures. However, I was dis-
appointed to find only a few black and white photos in
the body of the book. Perhaps the editors are saving all
the pictures for the fourth volume, Endoscopy and
Gastrointestinal Radiology.

This series aims at a wide target audience: from
medical students to allied health professionals to gas-
troenterologists. Medical students and residents will
find this book to provide a concise yet comprehensive
overview of disorders affecting the esophagus and
stomach. Gastroenterologists will likely find it useful
in preparation for re-certification. It is comparable to
other study guides; study questions would have made
a nice addition. I am curious to see how the other vol-
umes in the series will compare. Overall, Esophagus
and Stomach makes a nice addition to the library of
gastroenterologists and non-gastroenterologists alike.

Raymond H. Tu, M.D.
University of California at Davis Medical Center

Sacramento, CA

Mayo Clinic Gastrointestinal Surgery
Kelly K, Sarr MG, and Hinder RA, eds
Elsevier, Philadelphia, PA , 2004
ISBN: 0-7216-9287-7; $195.00
It was a pleasure to review the new surgical textbook,
Mayo Clinic Gastrointestinal Surgery. This text, from
surgeons at the Mayo Clinic, covers pertinent topics in
gastrointestinal surgery and includes a wonderful his-
tory of the Mayo clinic from the time of its inception
in 1883, when Dr. William W. Mayo and his son, Dr.
William J. Mayo, resected a 24 lb multilocular ovarian
cyst, until present day. Besides the original site in
Rochester, Minnesota, the clinic now has hospitals in
the slightly warmer climates of Florida (Jacksonville)
and Arizona (Scottsdale).

The editors are well recognized experts in the field of
gastrointestinal surgery and have trained countless sur-
geons. The authors of the chapters are all at one of the
Mayo clinic hospitals and many are recognized experts in
the area corresponding to the chapter authored. To p i c s
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include the common GI problems that are managed by all
primary care physicians, gastroenterologists and surg e o n s ,
such as gastroesophageal reflux disease, small bowel
obstruction and benign and malignant diseases of the
colon. There is a chapter on morbid obesity, the surg e r y
for which has seen a new emphasis in recent years due to
the epidemic nature of obesity and its consequences in our
s o c i e t y, and the popularity and success of the surg i c a l
options for its management. There are also many chapters
on the more complex and rare entities that a tertiary refer-
ral center such as the Mayo clinic handles in a higher vol-
ume than the typical community hospital. Topics such as
rare motility disorders, vascular insufficiencies, and rare
tumors of the small bowel and pancreas are presented
t h o r o u g h l y, making this a valuable resource for the com-
munity surgeon when confronted with one of these cases. 

The chapters are well written and comprehensive,
including the surgical aspects of evaluation and manage-
ment for each disease process. The authors maintain an
objective view of each topic, not only presenting the
“Mayo way” of assessing and treating these diseases, but
including other alternatives and reasons behind each
management strategy. This is in keeping with the evolu-
tion of surgical education, previously taught by the expert
who dictated “my way is the only right way,” now recog-
nizing that teaching principles of good judgment and
good surgical technique may involve more than one cor-
rect way to manage and treat surgical pathology. There
are also sections in many of the chapters describing vari-
ous options in technique (for example, laparoscopic or
open resection for colon cancer) and associated potential
complications, furthering the reader's knowledge.    

Despite the objectivity in the text, there is ample ref-
erence to the "Mayo way" of doing things, including his-
torical references to the former surgeons of Mayo and
the evolution of management of certain diseases. One
criticism of the text is the relative lack of information on
flexible endoscopy and its role in the diagnosis and treat-
ment of gastrointestinal surgical diseases. For example,
the numerous new endoscopic therapies for the manage-
ment of gastroesophageal reflux disease are not dis-
cussed. Although this may not be considered in the realm
of the gastrointestinal surgeon, knowing the options for
the appropriate use of flexible endoscopy and the future
potential of “natural orifice” surgery would argue for its
inclusion in a gastrointestinal surgery text.

This is certainly an excellent surgical text, giving
a broad overview of gastrointestinal surgery. It will
serve as a reference for medical students and residents
participating on any general surgery rotation. With
attention to detail and recent updates in gastrointestinal
surgery, it is also a good reference for surgeons in prac-
tice and should be required reading for any surgeon in
training or practice who has spent time at the Mayo
clinic. Some surgeons who have not trained at Mayo
believe the badge of honor for those who have spent
time at the clinic in Rochester, Minnesota, is deserved
mainly for putting up with the bitter cold in the winter.
It is evident from this text, however, that the badge is
earned by training at a program at the pinnacle of sur-
gical education in the United States and the world.

Bruce Ramshaw, M.D.
Emory University (Atlanta, GA)

Surgical Pathology of the GI Tract, 
Biliary Tract and Pancreas, First Edition
Odze RD, Goldblum, JR and Crawford JW, eds
Saunders, Philadelphia, 2004
ISBN: 0-7216-9318-0; $ 249.00
This is an ambitious book covering the pathology of
the entire gastrointestinal system in one volume of a
little over 1000 pages. The editors and authors are all
well known authorities on their subjects. The refer-
ences are recent, the editing is excellent, and the index-
ing is comprehensive. I have used the book for several
weeks when encountering difficult cases and have
found it informative and balanced. It is not encyclope-
dic but helpful recent references are provided for sub-
jects which cannot be covered in the framework of a
single volume text. While based on morphology, it
contains the clinical correlates necessary for a bal-
anced understanding of the subject. I have not discov-
ered any mistakes or important omissions. The book is
written for both pathologists and clinicians. I believe
that it is a handy ideal reference source for gastroen-
terologists interested in the pathological basis of the
conditions they encounter in their practices

Boris Ruebner, M.D., Professor Emeritus
UC Davis Medical Center

George W. Meyer, M.D., Book Editor, is on the Editorial Board
of Practical Gastroenterology
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Prophylactic Antibiotic Treatment 
In Severe Acute Pancreatitis
Two hundred patients were calculated to demonstrate
with a power of 90 percent that antibiotic prophylaxis
reduces the proportion of patients with infected pan-
creatic necrosis from 40 percent placebo to 20 percent
Ciprofloxacin/Metronidazole (CIP/MET). One hun-
dred fourteen patients with acute pancreatitis in com-
bination with a CRP exceeding 150 mg and/or necro-
sis on contrast-enhanced CT scan, were enrolled and
received either IV CIP and MET or placebo. Study
medication was discontinued and switched to open
antibiotic treatment when infectious complications,
multiple organ failure, sepsis or systemic inflamma-
tory response syndrome occurred. After half of the
planned sample size was recruited, an adaptive interim
analysis was performed and recruitment was stopped.

Fifty-eight patients received antibiotics and 56
patients received placebo. Twenty-eight percent in the
antibiotic group required open antibiotic therapy versus
46 percent with placebo. Twelve percent of the antibiotic
group developed infected pancreatic necrosis compared
with 9 percent of the placebo group. Mortality was 5 per-
cent in the antibiotic group and 7 percent in the placebo
group. In 76 patients with pancreatic necrosis on CT
scan, no differences in rate of infected pancreatic necro-
sis, systemic complications or mortality were observed.

It was concluded that this study detected no benefit
of antibiotic prophylaxis with respect to the risk of devel-
oping infected pancreatic necrosis. (Eisenmann R, Runzi
M, Kron M, et al and the German Antibiotics in Severe
Acute Pancreatitis Study Group. “Prophylactic Antibi-
otic Treatment in Patients With Predicted Severe Acute
Pancreatitis: A Placebo-Controlled, Double-Blind Tr i a l . ”
G a s t ro e n t e ro l o g y, 2 0 0 4 , Vol. 126,  997-1004.)

Virtual Colonoscopy Vs. Colonoscopy
To assess the accuracy of computed tomographic
colonography (virtual colonoscopy), a non-randomized
e v a l u a t o r-blinded, non-inferiority study designed of
615 participants age 50 years or older, were referred for
routine, clinically-indicated colonoscopy in nine major
hospital centers between 4/17/00 and 10/3/01. The
CTC was performed using multi-slice scanners imme-
diately before standard colonoscopy.

Findings at colonoscopy were reported before and
after segmental unblinding to the CTC results. The
sensitivity and specificity of CTC and colonoscopy in
detecting participants with lesion size at least 6mm
were the main outcome measures. Secondary out-
comes included detection of all lesions, detection of
advanced lipomas, possible technical confounders,
participant preferences and evidence for increasing
accuracy with experience. 827 lesions were detected in
308 of 600 participants who underwent both proce-
dures. 104 participants had lesions sized at least 6 mm.

The sensitivity of CTC for detecting participants
with one or more lesions of that size was 39 percent, for
lesions at least 10mm in size, it was 55 percent. The
results were significantly lower than those for conven-
tional colonoscopy, with sensitivities  of 99 percent and
100 percent, respectively. A total of 496 participants
were without any lesion size at least 6 mm. The speci-
ficity of CTC and colonoscopy was 90.5 percent and
100 percent, respectively, and without lesion size at
least 10 mm, 96 percent and 100 percent, respectively.

CTC missed two of eight cancers. The accuracy of
CTC varied considerably between centers and did not
improve as the study progressed. Participants
expressed no clear preference for either technique. It
was concluded that CTC by these methods is not yet
ready for widespread clinical applications. Techniques
and training need to be improved. (Cotton PB,
Durkalski V, Pineau BC, et al. “Computed Tomo-
graphic Colonography (Virtual Colonoscopy): A Mul-
ticenter Comparison With Standard Colonoscopy For
Detection of Colorectal Neoplasia.” JAMA, 2004, Vol.
291, 1713-1719.)

PEG Interferon and Ribavirin in Patients 
Who Have Failed Prior Treatment
Six hundred and four patients enrolled in a hepatitis C
antiviral, long-term treatment against cirrhosis (HALT-
C) trial were evaluated, all of which were HCV RNA
positive, previous non-responders to Interferon, with
or without Ribavirin, and had bridging fibrosis or cir-
rhosis on liver biopsy (Ishak fibrosis, stage 3 to 6),
Patients were retreated with PEG Interferon alfa-2A,
180 mcg per week, plus Ribavirin 1000 mg to 1200 mg
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International Hepatitis C Study to Examine 
New Approaches to Treat Patients Who 
Did Not Benefit From Standard Therapy 
Rush University Medical Center’s
Dr. Donald Jensen Leads US Study
A new study seeks to answer one of the most 
challenging and important questions in hepatitis C
therapy today: What is the best option for patients in
whom one of the most widely prescribed treatments
has failed?

The study will evaluate different regimens of com-
bination therapy in patients with hepatitis C who failed
to generate a sustained virological response after treat-
ment with Peg-Intron/Rebetol therapy. Patients in the
new study will receive Pegasys® (peginterferon alfa-
2a) and Copegus® (ribavirin), already approved as a
first-line treatment for patients with hepatitis C.

The REPEAT Trial (REtreatment with PEgasys in
PATients Not Responding to Peg-Intron Therapy) is
led in the U.S. by hepatologist Dr. Donald Jensen of
Rush University Medical Center. The US portion of
the study will enroll approximately 330 patients at 33
centers including Rush.

“Although we have seen significant improvements
in hepatitis C therapy over the past few years, many
patients still do not respond to treatment on their first
attempt,” said Dr. Donald Jensen, director of Hepatol-
ogy at Rush University Medical Center and lead U.S.
investigator in the REPEAT trial. “We hope that this
trial will provide patients a proven option with another
pegylated interferon if Peg-Intron combination therapy
failed to work for them.”

The REPEAT Trial is an international study
enrolling approximately 888 patients at 98 centers in 14
countries worldwide. In order to be eligible for the trial,
patients must have undergone at least 12 weeks of treat-
ment with Peg-Intron/Rebetol therapy with no
response. Patients who discontinued therapy because of
adverse events alone are not eligible for this study. In
addition, patients must be over 18 years of age. Nation-
wide enrollment is currently underway for the study.

Patients will be randomized to the following treat-
ment arms:
• Group A: Initial high induction dose of Pegasys 360

mcg/week and Copegus 1000/1200 mg daily for the
first 12 weeks; additional treatment period of 60
weeks with Pegasys 180 mcg/week and Copegus
1000/1200 mg daily.

(continued from page 41)
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• Group B: Initial high induction dose of Pegasys 360
mcg/week and Copegus 1000/1200 mg daily for the
first 12 weeks; additional treatment period of 36
weeks with Pegasys 180 mcg/week and Copegus
1000/1200 mg daily.

• Group C: Treatment period of 72 weeks with Pegasys
180 mcg/week and Copegus 1000/1200 mg daily.

• Group D: Treatment period of 48 weeks with
Pegasys 180 mcg/week and Copegus 1000/1200 mg
daily.

All patients will have a 24-week follow-up period
to evaluate whether they have achieved a sustained
virologic response. Sustained virological response
refers to a patient’s continued undetectable serum
hepatitis C RNA levels 24 weeks after finishing a
course of treatment.

“Although the two pegylated interferons in this
study belong to the same class of medications, there
are differences between the two,” said Jensen. “We
hope that the differences between the medications and
the different dosing regimens will lead to a good alter-
native for patients who currently have no proven
options.” 

New Educational Campaign on Celiac Disease
The Children’s Digestive Health and Nutrition Founda-
tion (CDHNF) with the North American Society for
Pediatric Gastroenterology, Hepatology and Nutrition
(NASPGHAN) announced the launch of a new educa-
tional campaign on celiac disease, one of the most com-
mon genetic digestive conditions possibly affecting as
many as three million Americans (up to 1%). This
announcement comes immediately after a panel of
leading medical experts reached a consensus that there
is a significant need for increased education of physi-
cians, dietitians and the public about celiac disease.

Convened in Washington, DC, the National Insti-
tutes of Health Consensus Development Conference
on Celiac Disease involved the participation of 32
world renowned speakers and panelists along with
more than 300 attendees who reviewed and discussed
the latest scientific information on the disease. The
findings show that a major problem concerning celiac
disease is the under-recognition and lack of diagnosis,
and therefore, lack of management of the disease lead-

ing to long-term consequences such as intestinal
malignancies, osteoporosis, and infertility.

Celiac disease is a multi-system disorder that may
begin either in childhood or adult life and is character-
ized by specific microscopic changes that can be iden-
tified in the gastrointestinal tract. Individuals with the
disease are affected by foods containing gluten—a pro-
tein found in wheat, barley and rye—which cause life-
long damage and inflammation to the small intestine.
Symptoms of celiac disease can include abdominal
cramping, distention, diarrhea and even constipation
and left untreated, celiac disease may lead to vitamin
and mineral deficiencies, growth stunting and other
problems. There is a strong genetic predisposition to
celiac disease. Early diagnosis and treatment may
decrease the frequency of associated autoimmune dis-
orders that are seen in individuals with celiac disease.

To address this problem as early in the life-cycle as
possible, CDHNF is educating health care providers
and parents about this disease. Since it has been
proven that early detection and intervention can 
prevent long-term consequences, CDHNF and
NASPGHAN are focusing on accurate and timely
diagnosis and treatment in children.

The campaign will include physician materials
such as a celiac disease physician CME slide set, a
nationwide Grand Rounds program, and a soon-to-be
released NASPGHAN “Clinical Practice Guideline on
the Evaluation and Management of Celiac Disease in
Children,” in the fall of 2004.

In addition, a new Web site, www.celiachealth.org
will provide resources for the medical professional
community and the general public. ■
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per day. Those with no detectable HCV and serum at
week 20 continued treatment for a total of 48 weeks
and were then followed for an additional 24 weeks.

Thirty-five percent of patients had no detectable
HCV RNA in serum at treatment week 20 and 10 per-
cent achieved sustained virologic response (SVR).
Factors associated with SVR included previous treat-
ment with Interferon monotherapy, contraction with
genotypes 2 or 3, a lower AST/ALT ratio and absence
of cirrhosis. Reducing the dose of Ribavirin from 80
percent or greater to 60 percent or greater as a starting
dose during the first 20 weeks of treatment was asso-
ciated with decline in SVR from 20 to 11 percent. In
contrast, reducing the dose of PEG Interferon or reduc-
ing Ribavirin after week 20 when HCV RNA was
already undetectable did not significantly affect SVR.

It was concluded that selective non-responders to
previous Interferon-based therapy can achieve SVR
following retreatment with PEG Interferon alfa-2A
and Ribavirin. (Shiffman ML, DiBisceglie AM, Lind-
say KL, et al, and the HALT-C Trial Group. “PEG
Interferon Alfa-2A and Ribavirin in Patients With
Chronic Hepatitis C Who Have Failed Prior Treat-
ment.” Gastroenterology, 2004;Vol. 126, 1015-1023.)

TB Screening Before Infliximab Therapy in IBD
Eighty-two consecutive patients with IBD (Crohn’s
disease), 70 patients, ulcerative colitis (four patients),
indeterminate colitis (eight patients), being treated with
or considered for Infliximab therapy underwent a stan-
dard intradermal purified protein derivative (PPD)
before or between infusions of Infliximab. One or more
control antigens were concurrently placed on 69 of
these patients. Skin tests were read for induration at 48
to 72 hours after placement and results were recorded.

None of the 82 patients had a positive PPD test
result. Overall, 71 percent of the patients with controls
placed failed to react to any antigen. Eighty-three per-
cent of patients who were administered corticosteroids
and/or immunosuppressive medications, not including
Infliximab, for at least one month were anergic, com-
pared with 43 percent of patients who were not admin-
istered those medications.

It was concluded that, given the high prevalence of
a n e rgy and negative TST result in patients with IBD,

administered Infliximab is an unreliable indicator for TB
exposure. Evaluation for TB risks should include not
only a TST (tuberculin skin test), but a detailed history
of travel, TB exposures and such symptoms as chronic
cough and weight loss and a chest radiograph should be
considered. (Mow WS, Abrew-Martin MT, Pappadakis
KA, et al.”High Incidence of Anergy in Inflammatory
Bowel Disease Patients Limits the Usefulness of PPD
Screening Before Infliximab Therapy.” Clinical Gas -
t ro e n t e rology and Hepatology, 2 0 0 4 ; Vol. 2, 309-313.)

Virtual Colonoscopy Vs Air Contrast 
Barium Enema For Screening 
A prospective, blinded study comprising 837 asympto-
matic persons at higher than average risk for colorec-
tal cancer, who underwent CT colonography followed
by same day double contrast barium enema, was
reported. Examinations with polyps greater or equal to
5 mm in diameter were referred to colonoscopy. CT
colonography readers detected 56 to 79 percent of
polyps greater or equal to 10 mm in diameter. In com-
parison, sensitivity of DCBE varied between 39 and 56
percent for the 31 polyps equal to or greater than 1 cm.
All of the readers detected more polyps at CT colonog-
raphy than DCBE, but the difference was statistically
significant for only a single reader. Relative specificity
for polyps greater or equal to 10mm on a per-patient
basis ranged from 96 to 99 percent at CT colonography
and 99 to 100 percent at DCBE.

Doubly-read CT colonography detected signifi-
cantly more polyps than DCBE (81 percent versus 45
percent) for polyps greater or equal to 1 cm, (72 per-
cent versus 44 percent for polyps 5 to 9 mm).

It was concluded that double-read CT colonography
is significantly more sensitive in detecting polyps than
single-read double contrast barium enema. DCBE was
significantly more specific than CT colonography when
positive. (Johnson CD, MacCarty RL, Welch TJ, et al.
“Comparison of the Relative Sensitivity of CT
Colonography and Double-Contrast Barium Enema For
Screen Detection of Colorectal Polyps.” Clinical Gas -
t ro e n t e rology and Hepatology, 2 0 0 4 ; Vol. 2, 314-321.)

Murray H. Cohen, D.O., editor of “From the Literature” is a
member of the Editorial Board of Practical Gastroenterology.
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