EDG-
· Direct visualizes mucosal lining of the esophagus, stomach, and duodenum with flexible endoscope. May use video imaging to look at stomach motility. Inflammation. Ulcers, tumors, varices, or Mallory –Weiss tears may be detected. Biopsies may be taken and varices can be treated with band ligation or sclero- therapy. 

· Before procedure: Keep pt NPO for 8hrs get signed consent, give meds if needed. Explain that local anesthesia will be sprayed in back of throat. 
· After procedure: Keep pt NPO unitl gage reflex returns. Check tempq15-30min for 1-2 hrs 
Colonoscopy: 
· Direct visualizes entire colon up to ileocecal valve with flexible fiberoptic scope. Pt position changes frequently during to assist with advancement of the scope. Used to diagnosis/detect inflammation bowel disease, polyps, tumors, and diverticulosis and dilate strictures. Procedure allows for biopsy and removal of polyps without laparotomy. 

· Before procedure: bowel preparation is done. This can be achieved by enema the night before, clear liquid diet 1-2 days before, or GoLYTELY med given the night before. Explain the procedure and that sedation is used. 

· After procedure: let pt be aware of may experience abdominal cramps caused by stimulation of peristalsis because the bowel is constantly inflated with air. Observe for rectal bleeding, and signs of perforation (malaise, abdominal distension, tenesmus) check VS

Abdominal Assessment:  

Past medical history, medications taken, bowel patterns, nutrition pattern, activity pattern, sleep pattern, Know RUQ, LUQ, RLQ, LLQ

Inspect: Symmetry, contour, pigmentation, scars, striae, lesions, spider angiomas, peristaltic movement 
Auscultation: Borborygmi, high-pitched, friction rub, aortic bruits, renal artery bruits, iliac/femoral bruits, venous harm

Percussion: Tympany, resonance, dullness

Palpation: light palpation: depress the abdominal wall no more than 1cm, look for tenderness             - Deep palpation: depressing 1 cm to identify abdominal masses or areas of deep tenderness.

PEG TUBE: 
· Can be placed surgically radiologically, or endoscopically. Endoscopic has greater advantages and less risk 

· PT must have intact, unobstructed GI track, and the esophageal lumen must be wide enough to pass the endoscope for PEG tube placement. 
· Require no general anesthesia and minimum or no sedation, and done at a lower cost
· Feedings can start 2 hrs after tube placement 

· Procedures for tube feeding

· Patient positioning- HOB at least 30 degrees, leave HOB 30-60 min after feeding 

· Patency of tube: flush tube with 30ml of water every 4hrs during continuous feeding or before and after intermittent feeding, use sterile water

· Tube position: obtain X-ray, watch for the length of the tube

· Aspiration risk: eval all pt, check gastric residual volumes every 4hrs during the first 48hrs, then every 6-8 hrs

· Formula: if possible use sterile, liquid EN formula, refrigerate and discard after 24 hrs if not used, Do not dilute formula with water

· Admin of feedings: use gloves and sterile teq. Feedings should be admin by pump if possible, 

· Meds Admin: stop feeding first and flush tube with 15ml of water, dilute the medication, admin the meds in a clean oral syringe, push meds into tube then flush again with 15 mls of water

· General nursing consideration: weigh the pt daily, maintain accurate I &O, check BS during first couple of days, label feeding with date and time, tubing should be changed every 24hrs

· Common Problems

· Vomiting and/or aspiration : improper placement of tube, delayed gastric emptying, increased residual volume

· Diarrhea: feeding too fast , medications, low-fiber formula, contamination of formula, tube moving distally 
· Constipation: formula components, poor fluid intake, drugs, impaction

· Dehydration: excessive diarrhea and vomiting, poor fluid intake, high protein formula

Gastric bypass:

· Restrictive surgery on stomach creating pouch, small gastric pouch connected to jejunum, remaining stomach and first segment of small intestine are bypassed 

· Better weight loss, lower incidences of malnutrition and diarrhea

· Leak at site of anastomosis, anemia: iron deficiency, cobalamin deficiency, folic acid deficiency,   calcium deficiency and dumping syndrome 
Achalasia: 
· Esophageal Dysmotility Syndrome 

· A condition in which there is a delayed emptying of the lower esophagus 

· Progressively increasing dysphagia (“Something is Stuck in my throat”)

· Impaired motility of the lower 2/3 of the esophagus 

· LES too tight!!

· Medical management

· Relieve manifestations

· Admin meds

· Modify diet 

· Alternate positions 

· Surgical management

· Dilating the LES (Esophageal dilation)

· Enlarging the LES (esophagomytomy)

· Bougienage ( relieves constriction by dilating the LES) 

GERD: 
· Inappropriate relaxation of the LES

· Backward flowing of gastric contents onto the esophagus 

· HEARTBURN 

· Factors that lower LES

·  Alcohol, caffeine, peppermint, fatty foods, chocolate, CC blockers
· Manifestations

· Heartburn, dyspepsia, water brash, wheezing, coughing, dyspnea, regurgitation, chest pain, belching, hoarseness

· Complications
·  Esophagitis- inflammation of esophagus, trauma to the esophagus produces inflam., repeated exposure causes scar tissue ( esophageal stricture) 

· Barrett’s – esophageal metaplasia 1/3 of the lower esophagus, precancerous lesion, risk for esophageal CA, replacement of normal squamous epithelium with columnar epithelium, It’s a precursor to invasive adenocarcinoma

· Diagnostic test

· Barium swallow, upper endoscopy, 24-hour ambulatory Ph monitoring, esophageal manometry

· Check CBC, Electrolytes, PT &PTT, and Liver Function before any Scope 

· Treatment

· Weight loss, HOB elevation, small frequent meals, avoid alcohol, smoking, caffeine, don’t lie down for 2-3 hrs after eating, don’t wear tight clothing, do bend over, avoid eating 3hrs before bed

· Diet does not cause GERD, food aggravates symptoms, fluid taken between meals rather than with

· Medication- antacids (1hr before or 2 hrs after), H2 receptor blockers, Promotility agent ( moving agent to promote gastric emptying, 30 mins before meals and bedtime) PP Inhibitor (severe or chronic, 2x day) 

Acute Gastritis: 
· Inflammation of the gastric mucosa 
· Usually stems from ingestion of a corrosive, erosive, or infectious substance
· Causes 
·  Erosive agent- aspirin, NSAIDs, digitalis, chemo drugs, corticosteroids, acute alcoholism, food poisoning
· Food substances- tea, coffee, mustard, paprika, cloves, pepper
· Corrosive agents- lye, drain cleaner
· Manifestations
· Epigastric discomfort, ABD tenderness, cramping, belching, severe nausea & vomiting, reflux, GI bleeding 
· Medical Management
·  Remove the cause, treat the manifestations 
Total Gastrostomy:
· removal of the stomach 
Helicobacter Pylori : 
· bacteria that produces enzyme urease (activates the immune response for both antibodies production and the release of inflammatory cytokines 

· mediates inflammation making mucosa more vulnerable 

· alters gastric acid 

· Medication to treat

· Biaxin, Flagyl, Prilosec, Zantac 

· Diagnostic studies

· During endoscopy tissue specimen are obtained, biopsy of the antral mucosa, and testing for erease, stool testing or breath testing, serum or whole blood antibody test (part. IgG) 
PUD: 
· Erosion of GI mucosa resulting from digestive action of HCL acid and pepsin
· Ulcer can occur in lower esophagus, stomach, duodenum, margin of gastrojejunal anastomosis after surgical procedures 

· Destroyers of the mucosal barrier 

· H. plyori, aspirin and NSAIDs (inhibits synthesis of prostaglandins), corticosteroids ( lowers rate of mucosal sell renewal, lowers protective effect) lifestyle factors (alcohol, coffee, smoking, stress)  
· Types of PUD- Gastric vs. duodenal (Location), acute vs.  (degree/duration of mucosal involvement) 

· Acute

· Superficial erosion, minimal inflammation, short duration, resolves quickly when caused is identified and removed
· Chronic 

· Muscular wall erosion with formation of fibrous tissue, long duration, more common than acute 

· Gastric ulcers caused by a break in the mucosal barrier 

· Diagnostic test

· EGD, upper GI series 

· Medical management 

· Eliminate H. pylori bacteria, reduce gastric secretions, strengthen mucosal barrier, modify diet, prevent and treat complications

· Complications

· Hemorrhage – asses bleeding, prevent shock, replace fluids, admin vasopressin, inject artery with emboli, maintain rest, maintain high gastric ph, stop bleeding surgically

· Perforation- asses pain, replace fluids, correct perforation surgically 

· Obstruction- pain at night, vomiting 

· Surgically management


· Facilitate enterogastric regurgitation of mucous secretions, bile, and pancreatic juice

· Decrease the secretory capacity of the stomach by removing parietal cells

· Remove stimuli for HCL secretions by cutting the vagus nerve 

· Eliminate the gastrin hormone mechanism by antrectomy 

· Types – vagotomy, antrectomy, subtotal gastrectomy, billroth I, billroth II, total gastrectomy 
  Duodenal Ulcers: 
· Experience low ph levels in the duodenum for longer periods

· Stomach lining Is more sensitive to gastrin

· Secretes excess gastrin

· More rapid gastric emptying 

· Large acid load in the duodenum 

· Manifestations 

· Experience right upper gastric pain, cramping, mid epigastric pain, pain 2-4 hrs after eating, weight gain, melena in elderly, dark stool
· Need food to lower pain 
Nausea and vomiting:
· Nausea- a feeling of discomfort in the epigastrium with a conscious desire to vomit
· Vomiting- the forceful ejection of partially digested food and secretions from the upper GI track
· Drug therapy
· Phenothiazines – major tranquilizer used to treat psychotic illnesses (Schizophrenia) they have neuroleptic and antiemetic affects  - Thorazine, Compazine
· Antihistamine- opposes the action of histamine on h1 receptors, 1st generation tend to be sedating, 2nd gen. less – Dramamine, Vistaril,  Phenergan
· Prokinetic- produces increased activity of the muscles of the stomach and the upper GI track- Motilium, Reglan
· Serotonin Antagonist- 5-Ht receptors act centrally and peripherally to reduce n/v- Kytril, Zofran
· Anticholinergic- blocks the parasympathetic nerve impulses, common SE is dry mouth and blurred vision- Transdern Scop
· Butyrophenone- A class drug some of which are used to treat psychoses, acute agitation, Tourette’s syndrome –Inaspine 
Hepatitis A:

· Inflammation of the liver
· Fecal-oral route 

· Incubation 15-50 days 

· HAV is found in feces 2 or more weeks before the onset of symptoms and up to 1 week after the onset of Jaundice

· Early signs- flu like symptoms and upgastric pain , easy fatigability

· Late signs- Hepatomegaly (enlarged liver) 

· Comlications

· Fulminant hepatic failure (severe impairment or necrosis of liver cells)

· Chronic hepatitis 

· Cirrhosis of the liver

· Hepatocellular carcinoma 

· Test For HAV 

· Anti-HAV, IgM – acute infection

· Anti-HAV, IgG- previous infection and long term immunity or immunization 

Jaundice: 

· Yellowish discoloration of body tissue 
· Results when the concentration of bilirubin in the blood becomes abnormally increased 
· Bilirubin level has to be 3x the normal levels to occur
· 3 types
· Hemolytic (prehepatic)- higher breakdown of RBC, Higher amount of blood (sickle cell crisis, hemolytic anemia)
· Hepatocellular (hepatic)- altered ability to take up bilirubin, (hep, cirrhosis, hepatic carcinoma)
· Obstructive (posthepatic)- lower or obstructed flow of bile through the liver, (stones, strictures, carcinoma), stools are clayed colored-bilirbin does not enter the intestine 
· Symptoms 
· Clay colored stool, urine dark, yellow skin, fever, chills, pain, n/v 
Hepatic Encephalopathy:
· Neuropsychiatric manifestation of liver damage

· Can occur in any condition in which liver damage causes ammonia to enter the systemic circulation without liver detoxification

· Cerebral edema

· Altered consciousness, mentation, and motor function 

· Symptoms 

· Lower LOC, marked confusion, neuromuscular disturbances, asterixis, hyperflexia,   impaired thinking, High levels of ammonia,
· Problems high by- high protein, infection, hypovolemic, hypokalemia, GI bleeding, constipation

· GI bleeding- Monitor VS, bleeding precautions: prevent constipation, avoid rectal manipulation, avoid injections, monitor PTT PT, use soft toothbrush, avoid blowing nose, asses for bleeding gums, avoid Aspirin
· Treatment:

· Pharm. Agents to assist in regulating protein metabolism

· Diuretics, meds to lower nitrogen load, vit K ( to promote clotting), antacids, avoid meds metabolized by the liver 

· Maintaining fluid and electrolyte balance

· Supportive therapies 

· Surgical procedures- sclerotherapy, paracentesis, peritoneovenous shunt, liver transplant 

· Nutritional considerations- sodium intake, dietary protein, Vit. And mineral supplements 

· Laboratory and diagnostic test 

· Serum electrolytes, CBC, bilirubin, total protein, serum albumin, ammonia, coagulation studies, serum glucose, enzyme studies

· Ultrasonogram of the liver, liver biopsy, esophagoscopy 

· Nursing considerations
· Fluid volume excess, altered thought processes, risk for impaired gas exchange, impaired skin integrity 

Paracentesis:

· Needle puncture of the abdominal cavity 
· May be used to remove ascetic fluid 
· Reserved for the pt with impaired respiratory or abdominal pain caused by severe ascites 
· Only temporary measure fluid tends to reaccumulate 
Peritoneovenous shunt:

· Surgically procedure that provides continuous reinfusion of ascetic fluid into the venous system

· Goal is to increase sodium and water excretion 

· Not first line therapy due to complications


· Thrombosis formation, infection, fluid overload, disseminated intravascular coagulation, variceal hemorrhage, and shunt occlusion 
Portal Hypertension:

· Abnormally elevated blood pressure within the portal vein

· Collateral circulation or shunting (movement) of blood to collateral vessels 
Nutritional Status:

· Skin turgor, weight, skin color, Albumin (protein), Iron, H&H
C. Difficile: 
- Pt receiving antobiotics are susceptible to C. Difficile (Clindamycin, ampicillin, amoxicillin, cephalosporins) 
- mild to severe diarrhea, abdominal cramping, fever 

- Medications


- absorbents & Protectants- Kaopectate, Donnagel, Charcoal, Pepto-Bismol 


- Anticholinergics- Atrophine, donnatal


- Opium & Derivatives- Paregoric, Motofen, Lomotil, Lotrol, Imodium 

-Dietary management- fluid replacement, solid food is withheld the first 24hr, small frequent soft feeding, milk and mild products are added last, 

- foods that aggravates chronic diarrhea- Milk, ice cream, yogurt, soft cheeses, cottage cheese, apple juice, pear juice, grapes, dates, nuts, antacids, table sugar, tea, coffee, cola drinks, over the counter analgesics 

Cirrhosis:
· Chronic liver disease that results in extensive hepatocellular damage

· The liver parenchyma is destroyed, regenerates, and eventually becomes scarred and fibrotic until it is  no longer able to function 
· Types of cirrhosis

· Alcoholic (Alcohol abuse) most commom

· Postnecrotic – Complications of viral, toxic, or autoimmune hepatitis, follows Hep. B or C, precursor of hepatic carcinoma 

· Biliary- chronic biliary obstruction or infection, obstructions from stones or tumors 
· Cardiac- right side heart failure, seen in pt with chronic rt side CHF, results from prolonged elevation of venous pressure and consequent liver congestion and damage 

· Manifestation-
·  livers inability to detoxify substances, to produce essential proteins ( clotting factor , to regulate glucose & bilirubin metabolism, to serve as a blood volume regulator 
· Later manifestation

· Jaundice, esophageal varices, ascites, hepatomegaly splenomegaly, hemorrhoids, edema, changes in mental and memory, spider anglomas, anemia, palmar erythema, peripheral neuropathy 

Laparoscopic Cholecystectomy:

· Treatment of choice for symptomatic gallbladder disease
· Minimal trauma to the abdominal wall 
· Most clients go home the same day
· Return to work within a couple days
· Contraindication 
· If stones are in the common bile duct

· Does not allow exploration of stones or removal 

· Complications

· Damage to the biliary tract

· Hemorrhage

· Outcomes

· Discharged day of surgery

· Resume normal activity and work after 3-4 days 

Diverticular Disease:

· Saclike projections of mucosa through the muscular layer of the colon 
· Diverticulosis

· Presence of diverticula

· Episodic pain (Left side), constipation, diarrhea, cramping, narrow stools

· Diverticulitis

· Inflammation in and around the diverticular sac 

· Undigested foo and bacteria collect in the diverticula, forming a hard mass that impairs the mucosa blood supply, allowing bacterial invasion 

· Diagnostic Test

· WBC, Hemoccult of stool, Barium enema, Abdominal x-ray, CT scan, Colonoscopy 

· Medication

· Broad-spectrum antibiotic, Stool softeners

· Dietary management 

· High fiber diet, high stool bulk, low intraluminal pressure, reduce spasms

· Surgery

· Treats generalized peritonitis or an abscess

· Affected bowel segment is resected and anastomosis of the proximal and distal portion is preferred 

GI Bleeding:

· Upper GI bleed

· Check oral cavity, esophagus: esophageal varices, Mallory- Weiss tear, stomach: ulcers, acute gastritis, Duodenum: ulcers

· Blood- black and tarry 

· Lower 

· Ileum: polys, cancer, bowel disease, Jejunum: polyps, cancer, inflammatory bowel disease, Colon: polyps, cancer, inflammatory bowel disease, diverticulltis
· Blood-  bright red and bloody 

· Tips and savers

· To identify GI bleeding in its early stages, analyze the Hemoglobin and Hematocrit H&H in relationship to the BUN

· Blood will be digested in the GI track and proteins reabsorbed into the bloodstream, thus increasing the BUN, at the same time the H&H will fall due to blood loss

· H&H decreased, BUN increased = GI bleed

· H&H decreased, BUN unchanged = bleeding elsewhere 
Billroth II: 
· Subtotal gastric resection with gastrojejunostomy anastomosis 

· Used for surgical therapy for PUD

· Complications 

· Dumping Syndrome – direct result of surgical removal of a large portion of the stomach and pyloric sphincter 

· Weakness, dizziness, diaphoresis, tachycardia, abdominal cramping, self-limiting, epigastric fullness, occurs  min after eacting 

· Food that should be avoided- soup, cinnamon role, sweet OJ,white bread, jelly, coffee, water 

· Complications of gastric surgery 

· Marginal ulcers, hemorrhage, alkaline reflux gastric, acute gastric dilation, nutritional problems, dumping syndrome, gastrojejunocolic fistula, pyloric obstruction 

· Risk for injury

· Maintan NG tube, monitor for complications, promote comfort 

Steatorrhea:

· Most common sign of malabsorption along with weight loss and diarrhea
· Bulky, foul-smelling, yellow-gray, greasy stool with putty-like consistency 
· Undigested and unabsorbed fat 
· Diagnostic test
· Examination of stool for fat, 72 hr stool collection for quantitative measurement of fecal fat, serologic testing for celiac disease, and fecal elastase testing to determine if there is pancreatic insufficiency 
· Ct scan and endoscopy to obtain a small bowel biopsy specimen, small bowel barium enema to identify abnormal mucosal patterns, CBC, Calcium, Serum Electrolyte, Vit A, PT 
Incisional Cholecystectomy:

· Removal of gallbladder 
