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“It’s the past that tells us who we are.
Without it we lose our identity”
– Stephen Hawking
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I’m frequently accused of being overly nostalgic -- but this is one trait that 

I can’t control. This manuscript is meant to explore my 50-year journey in 

medicine.

It began in 1963, when I was a medical student in Chicago. Thanks to 

my mentors and my main support system -- my parents, who guided me 

throughout my early life -- I was well-prepared for the journey. My medical 

school teachers were leaders in their fields.

I was especially impressed with those involved in studying liver disease. Dr. 

Hans Elias, a master embryologist, diagrammed the liver lobule. This became 

the standard diagram, in all liver textbooks and publications. A renowned 

pathologist, Dr. Paul Szantos, turned liver pathology into an exciting area of 

study. I heard extraordinary lectures about liver from Dr. Hyman Zimmer-

man, considered the “father” of modern hepatology.

Following graduation, I was an intern and then resident at Maimonides Hos-

pital in Brooklyn. Our mentor and teacher, Director of Medicine Dr. David 

Grob, who trained at Johns Hopkins, helped us grasp the essence of internal 

medicine.

After the first year of my internal medicine residency, I was drafted into 

the U.S. Air Force, and served for two years during the Viet Nam war, as a 

general medical officer. During this rewarding experience, I witnessed many 

medical situations I had never encountered in my prior training. Following 

my military service, I spent nearly a year at Hadassah Hospital in Jerusalem. I 

felt fortunate to work in its outstanding medical environment, where I gained 

invaluable experience.

After completing my residency, I began a gastroenterology fellowship at 

Albert Einstein Medical Center in the Bronx, in America’s first liver research 

center. My mentors included two leading physicians in hepatology, Dr. Irwin 

Arias and Dr. Irwin Sternlieb. Although my interest in hepatology remains 

strong, I chose to pursue a more general path, in gastroenterology.

Those were exciting times in gastroenterology, when further development 

of endoscopy began allowing us to explore, diagnose and treat nearly all 

diseases of the GI tract.

I’ve since spent many years teaching medical students, residents and gastro-

enterology fellows. This aspect of my work has been especially stimulating, 

and personally rewarding.

I often think of my father, Dr. Sigmund Erber, who was a physician in Vi-

enna, until 1938. He left Austria because of the Nazi occupation, and began 

a practice in Borough Park later that year. In 1945, he moved his private prac-

tice to Ocean Parkway. It continues today, in the same neighborhood where it 

has been based for the past 73 years.

Now, it encompasses three generations of the Erber family. My son, Jonathan, 

joined the practice a decade ago, which has brought me further enjoyment, 

stimulation and enthusiasm, as I continue my career as a physician.

Foreword [Foreword ]
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My wish is for the private practice of medicine to remain an example for fu-

ture generations of doctors -- on how to treat patients with the finest medical 

care, in a safe and comfortable environment.

Albert Einstein provides my favorite quote about my continuing career: “It 

is the responsibility of every human being to aspire to do something worth-

while, to make the world a better place than the one we found. Life is a gift, 

and if we agree to accept it, we must contribute in return.”

By William F. Erber, M.D., F.A.C.P., F.A.C.G., A.G.A.F.

Lessons GutFrom the

A 50-Year Journey

[Foreword ]
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[Part One: My Personal Perspectives]

KEEPING UP TO DATE

s I enter my 50th year as a physician, I recognize that my  

patients have been my best teachers.

In the late 19th century, Sir William Osler became the first physician to bring 

medical students out of the classroom, for bedside clinical training. “To study 

the phenomenon of disease without books is to sail an uncharted sea, while 

to study books without patients is not to go to sea at all,” he said.

Keeping up with medical literature continues to be overwhelming. But not 

doing so will perhaps prevent us from offering the best care to our patients. 

Staying up-to-date -- by reading, or attending regional and national confer-

ences -- is crucial for remaining aware of the newest medical advances.

I believe that we physicians must critically evaluate the medical literature, 

while remembering an old dictum: Those who have great enthusiasm have no 

data, and those who have data have less enthusiasm.

A thoughtful review of medical literature requires particular attention to 

both methods and results. We can find this described, briefly, in a structured 

abstract, which allows us to get to the heart of what the findings will provide.

A well-structured randomized clinical trial (RCT) -- in which neither patient 

nor researcher knows what any participant is receiving -- measures the  

efficacy of an intervention. RCTs are used for both diagnostic and treatment 

procedures.

Our full understanding of the difference between sensitivity or specificity, 

and positive vs. negative predictive value, is essential for critically evaluat-

ing medical data. Meta-analysis (a comparison of numerous studies) and 

evidence-based medical reviews are important sources for incorporating 

high-quality research data into our clinical decision-making. Guidelines 

published regularly by our medical societies provide practical advice on the 

management of various diseases that we treat.

In recent years, we’ve frequently had to think about the evolving direction 

of practicing medicine. We constantly need to reconcile a discrepancy: the 

medical profession is an art guided by science, yet the “healthcare” we hear so 

much about is a business. 

Part One: My Personal Perspectives
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As physicians, how can we best deal with this dichotomy? Finding the bal-

ance remains problematic. I predict it will require substantial thinking about 

why we entered what I consider a very noble profession.

For me, the ethnic diversity of the population we serve continues to be a 

source of stimulation. It brings the fascinating need to understand cultural 

differences and how they might affect disease presentation.

More than ever, I realize the importance of balancing work with other inter-

ests outside of medicine, and deriving great pleasure from family and friends. 

I am fortunate to have a son who has chosen to practice with me, for more 

than a decade. My wife and sister have worked in our office for most of my 

professional life, and have each been a source of continued support both at 

work and at home.

As I am now 76, patients sometimes ask about when I will retire. “I don’t 

plan on retiring any time soon,” I tell them. My desire to continue to practice 

medicine comes from my love of dealing with the many wonderful patients 

who I have come to know and care for during my half-century as a physician.

GUT FEELINGS: A 50-YEAR JOURNEY, AS 2017 ENDS

Fifty years ago, I became a physician, entering what I thought was the most 

noble and exciting profession. I followed in the footsteps of my dad, a very 

proud and dedicated physician, and my mom, a nurse, who worked with him 

for over 50 years. They were my role models on how to care for people in 

need of medical attention.

It was easy for me to observe my parents’ medical practice -- the office was 

adjacent to our home, with its own entrance. If a patient rang the office bell 

after hours, my dad might open the door (occasionally in his bathrobe) and 

care for him or her. Sometimes he described his working/ living arrangement 

as similar to the White House, where the President lives above the office.

[Part One: My Personal Perspectives]
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How times have changed! Now, the practice of medicine is more removed 

from actual patient interaction. Physicians rely on computers and advanced 

technologies to reach a diagnosis, and then a treatment plan. In many 

instances, we can more accurately diagnose a disease. Sadly, the human ele-

ment is now frequently missing. Often, it could be valuable in managing the 

patient’s illness.

Our knowledge of the disease process has greatly improved, but a particular 

illness a patient suffers from may not be as well-understood.

Today, we can better manage some chronic, often devastating illnesses, such 

as inflammatory bowel disease. We can control and more effectively treat 

gastrointestinal bleeding. We are able to remove intestinal cancers earlier and 

less invasively. Many unnecessary surgeries done in the past are now avoided.

Yet our technological advances far outpace our day-to-day management of 

diseases. Many conditions call for speaking with and guiding our patient to 

understand the importance of lifestyle. Poor choices often lead to declining 

health for an individual. Two examples are America’s epidemics of obesity 

and narcotic abuse. Both have impacted national life expectancy, which has 

actually declined for the past several years.

Lately, we’ve had to think hard about the direction of our profession. We 

need to remember that the practice of medicine is an art guided by science. 

But “healthcare” is a business. As physicians, how can we best deal with this 

disparity? It may require serious consideration of why we entered what, for 

me, is a very noble profession.

The business of medicine, I believe, has negatively impacted our ability to 

care for our patients. Many dedicated, compassionate physicians are clos-

ing their offices; the expense to maintain a practice has become enormous. 

Increasingly, hospital monopolies dominate. Their concern for profit is not 

always in the best interest of a patient’s well-being and care. What the future 

holds is unknown, but I do not see the current path as beneficial to the health 

of patients, or to society in general.

As clinicians trained to understand the molecular nature of the disease 

process, we often translate our readings of evidence-based strategies into 

treatment guidelines. Much of today’s new medical information is based on 

studies funded by the pharmaceutical and medical technology industries, 

which have the necessary financial resources. Study results do help us man-

age critical conditions, such as cancer and infectious diseases, but not com-

mon chronic diseases.

More importantly, corporate-funded research does not help us treat each 

patient’s mind, body and spirit to attain wellness. This requires allowing our 

patients to be actively involved in their healing process. Have scientific ad-

vances outpaced our personal abilities to comfort and interact with patients?

Fortunately, gastroenterologists are still able to explore the mind and body 

of each patient -- perhaps more so than in any other medical specialty. It’s 

also refreshing to see how the younger generation views the future practice 

[Part One: My Personal Perspectives]
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of medicine. Often, I quote Albert Einstein, who said, “The world as we have 

created it is a process of our thinking. It cannot be changed without changing 

our thinking.”

I’m delighted at one significant change: more women are practicing gas-

troenterology. Most notably, all the leading GI organizations are headed by 

women, for the first time.

I am fortunate to be in practice with my son. We share similar thoughts and 

tentative optimism about the future of medical practice. I am also encour-

aged by the medical students I mentor -- they, too, are optimistic about medi-

cal care in the 21st century.

Frequently, I see how, in some instances, we revert back to how things were 

done in the past. I hope to adapt to these changes. My desire to continue 

practicing medicine comes from my love of dealing with the many wonder-

ful patients I’ve come to know and care for during 50 years. I realize that they 

have always been my best teachers.

I’m concerned and vigilant, though, about the direction our profession has 

taken. As Mark Twain said, “I’m all for progress. It’s change I don’t like.”

GASTROINTESTINAL ENDOSCOPY: A PERSONAL JOURNEY

In 1971, I was a medical officer in the Air Force, assisting in a gastroscopy 

procedure for the first time. Just as we finished it, I was called to the Labor 

and Delivery room: my wife was about to have our second child. That gas-

troscopy procedure lasted much longer than the delivery of our baby!

In those days, our abilities to visualize the esophagus, stomach and duode-

num were very limited. Endoscopic imaging was imperfect, and it was diffi-

cult to infuse air and water into the stomach. Being able to infuse air allows for 

better stomach distention, giving a better view of its surface area. Suction and 

water help clear debris and improve our view of the entire stomach.

Yet even with their limitations, these instruments were a great improvement 

[Part One: My Personal Perspectives]
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over the previous generation of endoscopes. Those were rigid metal devices 

that often led to complications during operations.

Fiber optic endoscopy began to evolve in the late 1950s. A decade later, new 

instruments allowed us to visualize almost the entire gastrointestinal tract. At 

the same time, endoscopy advanced from being purely diagnostic to become 

a therapeutic procedure. Besides the entire gastrointestinal tract, including 

the pancreas, we could also investigate the liver and bile ducts.

Video endoscopy, developed in the late 1980s, allows us to view the entire 

gastrointestinal tract in high definition, on a large screen. This means the 

entire staff can observe and actively participate in the exam.

Our ability to remove most polyps--no matter how large--became routine, and so 

did removal of certain early cancers. Now, we can treat most intestinal narrowing 

that may lead to obstruction, simply by using an endoscope to place a stent.

The future of gastrointestinal endoscopy is bright, with improvement likely to 

continue in the tools we use to treat our patients.

It continues to amaze me how far we have come since my first experience 

with endoscopy.

MY 50 YEARS IN MEDICINE

June, 2017 marks 50 years since I graduated from medical school. More 

personally, it was the year that I married, and that the Metropolitan Opera 

moved to its new home in Lincoln Center.

Much has happened to me -- and to the medical profession -- over this half-

century. I’ve been fortunate to have many mentors along my journey, both in 

medicine and in life.

The first were my parents, who provided the ability to feel compassion to-

wards others. My dad practiced medicine with a true love for his patients and 

his profession. My mom was the most caring and giving nurse I’ve ever seen. 

They both overcame tremendous adversity, having fled Europe in 1938, and 

[Part One: My Personal Perspectives]
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showed me how facing major obstacles builds strength.

Many teachers throughout the years stimulated my interests, especially in the 

field of Hepatology (liver). That may be the reason I chose Gastroenterology 

as my sub-specialty.

Medically, gastroenterology has changed enormously since I began my fel-

lowship. Colonoscopy, just introduced as a diagnostic tool, later developed 

into one of medicine’s most important therapeutic tools. It allows us to 

remove pre-cancerous lesions without more aggressive surgery.

The gastroscope, an instrument for viewing the inside of the stomach, be-

came more advanced, so we could diagnose and treat upper gastrointestinal 

disorders more accurately. As endoscopic procedures progressed, we were 

able to enter bile ducts and pancreatic ducts to deal with hepatobiliary disor-

ders (involving the liver, bile or gallbladder) more effectively.

The longest portion of the GI tract, the small intestine, was visually explored 

with Wireless Capsule Endoscopy (WCE), beginning in 2003. Since adopting 

this device, we have found it very helpful in diagnosing small intestinal de-

fects. This technology, along with endoscopes that can reach the entire small 

intestine, makes it possible to explore the last frontier of the GI tract.

With deeper understanding of common liver disorders, we can diagnose and 

treat frequently-seen illnesses, such as hepatitis B and C. Greater awareness 

of complicated inflammatory illnesses of the GI tract allows us to better man-

age these devastating, debilitating disorders.

Have our scientific advances outpaced our personal abilities to comfort and 

interact with our patients? I believe that, as physicians, we need to show 

gratitude for the education we received, and our opportunity to serve hu-

mankind, with the privilege of being able to share in our patients’ lives.

It’s been a rewarding half-century experience for me to practice the art and 

science of medicine, and to mentor medical students, residents, and GI fel-

lows. My son, who began working in our offices during his medical training, 

officially joined the practice in 2008. He is the third generation to enter the 

Erber practice, which my father began nearly 80 years ago.

As I look forward to the next half-century, I remain vigilant and concerned 

about the direction our profession has taken.

[Part One: My Personal Perspectives]
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WHAT ABOUT PROBIOTICS?

hould I be taking a probiotic?” That’s one of the most frequent 

questions I hear in my GI practice. And it’s difficult to answer.

Unfortunately, what we do NOT know about probiotics exceeds what we 

DO know. In medicine, there is a heated debate about what benefits a food 

supplement could have on our overall health.

Interest in probiotic use has widened because of enormous attention to the 

intestinal microbiome, the large community of micro-organisms that live 

inside and outside the human body. The microbiome is now believed to play 

an important role in maintaining good health and controlling disease.

Most clinical trials about probiotics use Lactobacillus and Bifidobacteria, two 

species of milk-fermenting bacteria. By competing with intestinal pathogens 

(which might cause disease), both species seem to have a positive effect in 

the intestinal environment. For people with antibiotic-associated diarrhea or 

infectious gastroenteritis, probiotics seem to shorten its course. Some studies 

suggest probiotics might benefit individuals with Irritable Bowel Syndrome 

(IBS).

Probiotics are classified as dietary supplements, not prescription products. 

This means they are not regulated by the Food and Drug Administration 

(FDA), the federal agency that advocates rigorous testing and safety of 

products. In a recent flurry of bad news, some probiotics were found to be 

contaminated with pathogenic organisms. This might lead to serious adverse 

effects, especially in someone with a compromised immune-system.

If you want to try a probiotic, it’s important to choose a reliable, reputable 

brand. The most frequently recommended probiotics are Align, Culturelle, 

and VSL#3. Most probiotics are expensive, so it may be helpful to see several 

brands and comparison-shop.

As medical science learns more about our intestinal microbiome and its 

influence on our health, we may find that probiotics are very beneficial. Until 

then, I remain very cautious about recommending them. While I’m not a 

strong advocate, I do not discourage using a probiotic if you’d like to see 

whether it affects you.

Part Two: General Information
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AN OVERVIEW OF OVERWEIGHT

Since I started my GI practice, America has been having an obesity epidemic. 

The number of Americans who are overweight (BMI greater than 25) or 

obese (BMI above 30) has soared above 66%.

Obesity is serious. It can lead to many medical complications, including heart 

disease, diabetes, hypertension, and joint problems. Another is nonalcoholic 

fatty liver disease (NAFLD), the most common liver disease in the country. 

Some people with NAFLD will develop a liver inflammation that can prog-

ress to cirrhosis and liver cancer.

To manage obesity, we have to understand its causes. We are beginning to 

decipher the mechanism of appetite regulation, which begins with grasping 

how the stomach functions -- its rate of food-emptying and its accommoda-

tion to food. When food enters the intestine, chemicals and hormones are 

released. They stimulate various portions of the brain, sending us a message 

of satiety, and then a return to hunger. The more we understand these mecha-

nisms, the better we can treat obesity’s complications.

Managing obesity begins with the simple concept of balancing food intake 

with energy expenditure. Choosing a healthy lifestyle is the first step to take. 

That means combining a diet rich in fruits and vegetables with regular exercise.

People often skip meals, because they think this will help them lose weight. 

But the rate of metabolism is fixed, so we can’t metabolize glucose faster than 

5 to 7 kilograms per hour. That means that if total calories for the day are 

eaten at one sitting, the body will automatically store as fat those extra calo-

ries that can’t metabolize quickly enough. And you’ll actually GAIN weight.

So what does it take for successful weight loss?

• Stick to a realistic diet and exercise program

• Get enough sleep: fatigue leads to higher calorie consumption

• Regularly visit a devoted team of health care professionals who help 

you stay accountable to your program

The bariatric services at our practice include consultation with our certified 

dietitian, who offers dietary guidance and encourages regular, scheduled visits. 

Our bariatric surgeon can discuss surgical options, if and when they are needed.
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MEET THE MICROBIOME

Intestinal bacteria have become celebrities in the gastrointestinal world. 

Growing interest in studying the microbiome -- the full array of all the 

microbes that live inside and on the human body -- has led to some exciting 

research and discovery.

For instance, scientists have learned that people are only 10% “human”! 

That’s because bacteria outnumber our human cells by 10 to 1. Our intestines 

contain between 10 trillion and 100 trillion bacteria. The smallest amount is 

in the stomach. A larger number are in the small intestine, and the colon has 

the biggest population of bacteria: over 3,000 different species.

So far, most of those bacteria can’t be cultured, which might increase our 

limited knowledge of the microbe. The aggregate genomes of the microbiome 

may contain 100 fold more genes than our own genome.

Certain bacteria are protective. Other bacteria are injurious -- they tend to 

allow inflammation.

The composition of the microbiome can be changed by nutrients in our diet. 

Other factors that may bring change are modes of childbirth, breast-feeding, 

severe illness, and antibiotic therapy. Decreasing diversity in the microbiome 

may be linked to the higher incidence of numerous disorders, including

• Obesity

• Diabetes

• Inflammatory bowel disease

• Allergies

• Several different cancers

Medical science is beginning to understand interactions between diet, immu-

nity and the microbiome. Recent studies have shown that a specific bacteria 

(Ralstonia), found in contaminated drinking water, can cause diabetes and 

weight gain when given orally to mice.

Certain illnesses, if unresponsive to antibiotic therapy, can be treated with 

an approach that may sound unusual: fecal transplant. This is the placement 

of fecal material from a healthy donor into the GI tract of a patient suffering 

from, for example, c. difficile colitis. (So far, attempts at using this method to 

[Part Two: General Information]
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treat other illnesses have not been successful.)

The adage, “Good bugs may be the key to good health,” may soon be proven 

to be a reality. After all, we already know that, “We are what we eat.”

YOUR NATURAL GAS PIPELINE

One of the most common complaints of our patients is having excess gas. 

That includes bloating, passing flatus, and feeling very distended.

Our understanding of intestinal gas comes from Michael Levitt, MD, a Min-

nesota gastroenterologist who devoted his entire career to its study. His son, 

a journalist, quipped that, “My dad gave status to flatus, and class to gas.” We 

utilize his intense investigations into intestinal gas sources as we listen to 

specific patient complaints.

We’ve discovered that most people who report “too much gas” have the same 

measurable amount as those without complaints. It’s just that they react dif-

ferently to the normal amounts of gas in their intestine. Their reaction is the 

[Part Two: General Information]
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result of an exaggerated response to intestinal distention (altered motility) 

and the brain’s response to this.

A normal intestine usually contains 200 milliliters of gas. About 90% is 

nitrogen and oxygen. These two gases come from swallowed air. Hydrogen, 

carbon dioxide, and methane are also present. They are a result of intestinal 

bacteria interacting with the food we eat.

First, we make sure the patient has no serious illness. To evaluate someone 

complaining of excess gas, we investigate significant weight loss, change in 

bowel habits, rectal bleeding, anemia, abnormal blood tests, and gynecologi-

cal issues.

If serious organic disorders are eliminated, we focus on diet and life style. 

Gum-chewing, smoking, and talking excessively while eating a meal can all 

lead to a feeling of gaseousness. So can maldigestion or malabsorption of 

carbohydrates. We also consider common disorders like lactose intolerance 

or difficulty digesting certain foods which contain poorly-absorbed carbohy-

drates. These include sorbitol in dietetic foods, raffinose in beans, cabbage, 

brussel sprouts, and many other familiar vegetables, as well as in certain 

fruits such as peaches, prunes, and pears.

Ironically, for some people, a healthy, high-fiber diet may be responsible for 

excess gas production. We encourage our patients who complain about gas 

to consult with our staff dietitian. She can help with dietary adjustments, and 

any appropriate life style modifications. Sometimes, we may even prescribe a 

medication, which can be very helpful in certain circumstances.

[Part Two: General Information]
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WELCOME TO THE GENOMIC ERA

During my training as a gastroenterologist in the early 1970s, we looked 

forward to the enormous impact genomics would have on our practices. Fi-

nally, after almost four decades, we have entered what some are calling “The 

Genomic Era.”

An early application is identifying the genetic mutations in certain problems 

we frequently treat, such as familial polyp disorders of the gastrointestinal 

tract. Genetic mutations are studied in other conditions, including cystic 

fibrosis and genetic hematochromatosis (an iron overload disorder affecting 

the liver.)

Now, we can study the genetic mutations that occur within tumors. This 

helps clarify the biology of that tumor, and ultimately allows us to predict 

outcome and survival. By understanding the individual’s genetic makeup, 

we can make a more precise decision about which drugs can be used, the 

potential effects of each, and what other therapeutic interventions may be 

appropriate.

We increasingly analyze genetically-derived bio markers, found in blood, 

feces, urine and tissue. With these markers, we can diagnose and predict 

outcomes of disease more precisely. They also give us the ability to target 

individualized therapies.

Already, these advances benefit patients in our everyday management of 

diseases, including

• Colon cancer

• Inflammatory bowel disease 

• Hepatitis

• Celiac disease

However, an ongoing controversy pervades the Genomic Era. New “editing” 

techniques allow us to alter the genetic makeup of the human genome. That 

possibility has drawn a wide range of vigorous opposition, and equally strong 

support. Debate may rage for years.

[Part Two: General Information]
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WHAT SHOULD I EAT?

“What can I eat?” or “What diet should I be on?” Those are among the ques-

tions I hear the most frequently.

For a patient concerned about weight control, I discuss the principles of 

healthy eating. The key: weight loss involves balancing food intake and en-

ergy expenditure.

Making recommendations about diet has become a lucrative industry. It is 

promoted by people with vague credentials, who lack good scientific evi-

dence (and sometimes have a strong interest in profits).

For over a decade, the two extremes of well-known diets have been the At-

kins and the Ornish.

The Atkins diet brings rapid weight loss by providing high fat and protein, 

with few carbohydrates. This diet is actually unhealthy, because it depletes 

the body’s carbohydrate and glycogen levels. Glycogen is mostly water. That 

means the lower weight from the Atkins diet actually comes mainly from 

losing water.

The Ornish diet is low in fat, high in carbohydrates, and nearly vegetarian. It 

seems to have good scientific evidence showing that it improves cardiovascu-

lar health.

Recently, a diet known as FODMAP has become popular. It’s based on 

• Fermentable oligo

• Disaccharides

• Monosaccharides 

• Polyols

Foods containing these are high in fructose and fructan, and contain sorbitol 

(a main ingredient in sugarless gum), lactose, and raffinose (found in beans).

However, a FODMAP diet is poorly absorbed by people who lack the en-

zymes necessary to adequately absorb its components. This leads to a draw-

ing of water into the intestine, where fermentation by intestinal bacteria pro-

duces gas. The results include diarrhea, bloating, and abdominal distention.

It’s now well-established that people respond differently to specific foods 

[Part Two: General Information]
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based on their genes, their environment, and their overall health. That’s why 

the evolving approach to diet and nutrition will encompass what we call “per-

sonalized medicine” and “personalized nutrition.”

For my patients, I have found that the most effective advice is to keep a food 

diary, and consult with our staff dietitian for motivation on sticking to a diet 

personalized to their own needs and biology.

Finally, in all my discussions on food choices and diet, I always emphasize 

exercise and stress management, too. What you eat or drink is not the only 

factor in weight control!

THE EXERCISE ADVANTAGE

I asked a semi-retired friend who’s now 70 about his physical activity. He told 

me that when he was very young, he was quite active physically, but as he 

aged, he thinks “the significant activity is for young people.” He said he man-

ages his hypertension and elevated cholesterol with medication. I mentioned 

that possibly physical activity could control those conditions so that he might 

not even need the prescription drugs! “I would rather take medication than 

exercise,” he replied.

Our conversation made me acknowledge the problem of today’s thinking 

regarding health and wellness. One of my favorite quotes is from William 

Osler, the “father” of American medicine, who lived 100 years ago. “The one 

who takes medicine must recover twice--once from the medicine and once 
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from the illness,” he declared.

Some experts say that if you could put exercise in a bottle, it would be the 

best-selling “medicine.” The benefits of exercise are numerous. It’s been 

shown to

• Slow the aging process

• Increase longevity

• Help in treating chronic diseases

I have always stressed the importance of exercise and maintaining a signifi-

cant level of physical activity. Taking my own advice, I recently purchased a 

pedometer. I intended to use it as a guide to my own level. When that turned 

out to be close to the recommendations, I didn’t continue to measure it.

Currently, health experts recommend taking more than 10,000 steps every 

day. The average stride is 2.5 feet or 2,000 steps per mile. So, 10,000 steps is 

the equivalent of five miles over the course of a single day. This concept may 

motivate individuals to increase their level of physical activity. Utilizing a 

pedometer can be encouraging and motivating, once you’ve talked about how 

to use it appropriately. Gaining that objective measure of your exercise can 

lead to a helpful discussion about specific improvements you can make.

Two simple ways to increase physical activity: take stairs instead of the eleva-

tor, and park the car a little farther than usual from your destination. The 

current advice is to combine strength training and flexibility stretches two or 

three times a week, with some kind of aerobic activity five times a week.

How long should you do an exercise? Length of time is what determines the 

energy requirements. Muscle-strengthening activity of less than one minute 

is anaerobic (meaning it builds muscle mass that allows your body to burn 

fat and calories more efficiently) and is fueled by enzymes which are stored in 

muscle. Aerobic exercise for more than one minute uses carbohydrates as the 

preferred fuel.

To formulate your own exercise program, talk with our staff dietitian about 

your individual protein and carbohydrate requirements, the importance of 

staying hydrated, and whether you need any supplements, including vita-

mins. And before you raise your personal level of activity, especially after age 

50, have a complete physical.
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TIGHT TALK ABOUT A LOOSE SUBJECT: DIARRHEA

Patients often come to our office complaining of diarrhea. Yet, upon exami-

nation of their stool, it is firm or hard, and quite normal. What causes this 

common misperception? Often, it’s simply that they have frequent bowel 

movements –- but that isn’t a qualification for diarrhea.

The problem is that most people don’t understand how our intestinal tract 

deals with fluids. Ten liters of liquid enter our intestines daily. This comes 

from everything we eat and drink, in addition to juices naturally produced by 

our gastro-intestinal tract.

Your small intestine can absorb over 8 liters of fluid. The large intestine will 

absorb the remaining one to two liters. The absorption mechanisms are so 

efficient that our daily stools contain only 100 to 200 milliliters of water, and 

on average weigh about 200 grams.

Any abnormality that interferes with this system will produce a diarrheal 

stool. The most accepted definition of diarrhea is: an altered consistency of 

the stool, with the frequent passage of loose or watery movements.

When this occurs, we need to determine if that episode is acute, or chronic. 

An acute episode lasts at most two to three weeks. It is most often due to 

infection, and frequently the result of a viral illness. Norovirus, one common 

cause, has been responsible for 23 million cases each year in the U.S.

Bacterial contamination of food is another cause. One frequent contaminator 

is the infamous e-coli bacteria, which is able to produce a toxin.

Chronic diarrhea is an illness lasting over three weeks. Infection is less likely 

the cause, especially in developed countries. However, in less developed 

areas, infection might be a cause.

In our practice, we consider irritable bowel, and inflammatory bowel disor-

ders, as possible underlying causes for diarrhea. We explore the dietary his-

tory carefully. We look for possible factors related to carbohydrates, such as 

excessive intake of fructose corn syrup or sorbitol from sugarless gum. These 

types of sugar pull water and electrolytes into the intestine. This can lead to 

both diarrhea and that all-too-familiar feeling of bloating.

Through a detailed history and simple lab tests, we are usually able to make a 

diagnosis and offer appropriate treatment recommendations.
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MOVIN’ RIGHT ALONG

For anyone suffering from constipation, the news is encouraging. Our 

understanding and management of this unpleasant condition has advanced 

considerably since I entered gastroenterology in the early 70s.

We define constipation as simply a variation from what is considered normal 

bowel movement: less than three times a day and more than three times a 

week. Constipation symptoms include less frequent bowel movements; hard 

or lumpy stools; or a sensation of incomplete evacuation.

Many patients with constipation worry that they may have colon cancer. In 

fact, numerous studies show a somewhat decreased risk of colon cancer in 

these individuals!

I also see people who complain of diarrhea. For some of them, after a pre-

liminary evaluation, I explain that actually, what they are experiencing is 

episodes of incomplete stool evacuation. Instead of diarrhea, those frequent 

bowel movements are the result of constipation.

In my evaluation, I look for any alarm symptoms, including

• Unintentional weight loss

• Change in bowel habits (especially after age 50)

• Family history of colon cancer or any rectal bleeding

With the patient, I discuss any medication they may be taking that could 

spur constipation, such as opioids, antidepressants, anti-hypertensives, and 

calcium or iron supplements. His or her diet and level of physical activity are 

carefully reviewed.

Our understanding of the basic mechanisms leading to constipation has 

grown. Now, we can easily measure colonic transit and pelvic floor dysfunc-

tion. These are common causes of constipation, especially in females experi-

encing significant stress.

The puborectalis muscle wraps around the lower portion of the rectum. Its 

contractions cause an acute angle, which prevents fecal incontinence. For a 

normal bowel movement, this muscle relaxes, as does the anal sphincter. It is 

these relaxations that allow the free passage of stool. However, with increas-

ing stress, this muscle does not relax, and that may prevent a normal bowel 
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movement. I think of this disorder especially in patients who don’t respond 

to traditional laxative treatment.

What can help? I strongly advise exercise to everyone experiencing constipa-

tion. Exercise usually has excellent results. Adding biofeedback and stress 

management often brings further relief.

Fiber supplements have been recommended, especially ispaghula husk and 

the soluble fiber psyllium. However, bran, with its high levels of fructan, 

produces gas and bloating, so it offers little benefit for constipation. Stimulant 

laxatives (such as bisacodyl and senna) or osmotic laxatives (including lactu-

lose PEG solutions and magnesium salts) also have varying success.

Over the past decade, several medications have been developed, which 

promise better treatment outcomes. These newer medications, including linz-

ess and trulance, can relieve constipation as well as the abdominal pain and 

discomfort that frequently accompany this condition.

EASIER NEW TESTS SCREEN FOR COLORECTAL CANCER

We’re pleased that several new screening tests for colorectal cancer (CRC) are 

now available. In the past, colonoscopy -- which many people find unpleasant 

-- was the usual method.

Ideally, a cancer screening test is easy to perform, inexpensive, non-invasive, 

and accurate for detecting pre-cancerous and very early cancerous lesions. 

One new test, Cologuard, detects abnormal DNA in the stool. A tumor con-

tinuously sheds DNA into the intestinal tract as abnormal cells die.

The major benefit of Cologuard is that it is performed at home and mailed di-

rectly to the lab. No bowel preparation is needed. The test is covered by most 

insurance plans. I believe it’s useful for patients reluctant to have a colonos-

[Part Two: General Information]



41 42

[Lessons from the Gut, a 50-Year Journey]

copy as their first choice.

Is it effective? Cologuard was 92% sensitive for detecting CRC, and 69% ef-

fective for detecting advanced pre-malignant polyps. After a positive result 

on a Cologuard test, we have sent several patients for colonoscopy, during the 

past year. In the majority of these patients, the colonoscopy showed polyps 

and cancers.

The accuracy of Cologuard for individuals with normal colonoscopies was 

90%. The other 10% received a “false positive” result, requiring further testing 

which proved to be unnecessary.

In March 2016, the FDA approved a blood-based screening test for early 

detection of CRC. This test measures a blood biomarker found to be specific 

in CRC.

As we move forward over the next few years, our menu of options for cancer 

screening will likely increase. But the gold standard remains the colonoscopy. 

So far, no new alternatives can replace it.

TRADITIONAL SCREENING FOR COLORECTAL CANCER

Detecting colorectal cancer (or CRC) and its related conditions is a major 

segment of our gastroenterology practice. That’s partly because CRC is the 

number two cancer killer in the U.S. Each year there are about 150,000 new 

cases and, sadly, 50,000 deaths.

Fortunately, CRC is largely preventable. Educating the public about this 

disease is such a widespread concern that March has been Colon Cancer 

Awareness Month since 2000.

Most CRCs begin as polyps in the colon. Scientists have made the important 

discovery that not all polyps are created equal. A precancerous polyp (ad-

enoma) may take 15 to 20 years before it becomes CRC. However, certain 
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adenomas convert to CRC more rapidly; other polyps may never become 

cancerous. This is the result of human genetic variations.

The gold standard for detecting CRC remains the colonoscopy. This proce-

dure can detect colon polyps which will reduce the incidence of CRC by 50% 

to 70%, when they’re removed.

The recommendation for initiating CRC screening is age 50, for the general 

population. Some specific factors do make earlier screening advisable:

• Black ethnicity

• A family history of CRC

• Hereditary polyposis syndrome (a genetic condition raising the likeli-

hood of developing polyps)

For people having one or more of those factors, genetic counseling is often 

encouraged.

Other risk factors for developing polyps and CRC are smoking, obesity, 

Vitamin D deficiency, and dietary factors like high fat consumption. Chronic 

inflammatory bowel disease (such as Crohn’s and ulcerative colitis) or a per-

sonal history of polyps, also increase the risk.

Following a screening examination, guidelines for follow-up will be based 

on the findings. Considerations include the types and numbers of any polyps 

found, and the individual’s family history. Recommendations will be made 

for further surveillance exams, if needed.

Options to colonoscopy are in various stages of development. Currently, 

people who decline a colonoscopy can be offered virtual colonoscopy (CT 

scan) to provide images of the colon and rectum, certain blood tests, and a 

screening which includes fecal immunochemical tests.
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TAKING AIM AT ABDOMINAL PAIN

Evaluating a patient with abdominal pain is a situation that truly melds the 

art and science of practicing medicine. It’s always one of the more challeng-

ing aspects of our GI practice.

Why is it so difficult? Because there are so many possible causes. They range 

from a chronic condition called Irritable Bowel (which is not dangerous) to 

life-threatening emergencies that may result from a perforated organ or a 

vascular crisis.

A successful evaluation requires detective work, as we carefully explore the 

history of the pain. First, we have to establish whether its onset was sudden, 

or if it’s been present for a long time. What seems to make the pain increase, 

or decrease? Then, we look for these factors:

• Type of pain

• Severity 

• Location 

• Duration

If we discover the pain is in the upper abdomen, I suspect that it might origi-

nate in the stomach or pancreas or gallbladder. When it’s mid-abdomen, the 

cause may be in the small intestine. For pain in the lower abdomen, I look 

first to the colon.

Important concerns include whether the patient appears to be in distress. Is 

the heartbeat rapid? Does the patient have fever? Does the pain worsen with 

movement? Finally, simply listening to and palpating the abdomen can be the 

most revealing action. And I always remember the wise advice for any clini-

cian: “When you hear hoof beats, don’t only think horses. Think zebras, too.”

Often, the physical examination leads to accurate diagnosis. After an exam, I 

have to decide whether to send the patient home with medication for pain re-

lief and instructions to contact me after a specific number of days. The other 

option: ordering routine lab tests, or perhaps more costly imaging studies, 

such as CAT scan, MRI, or endoscopy.

All these decisions are crucial when the well-being of the patient is in ques-
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tion. Please do not ignore abdominal pain if it’s been bothering you for 

several days, or if it feels intense and sudden.

Unfortunately, health insurance is a significant aspect of American medi-

cine today. Will this patient’s insurance company follow my recommenda-

tions? How will my performance be evaluated? These issues will continue to 

confront us, and perhaps make our medical practices more burdensome. We 

are all awaiting the proposed health care changes soon, but our philosophy in 

our practice of medicine will remain unchanged.

FECAL MICROBIOTA TRANSPLANTATION

Several years ago, a colleague who had spent his entire career in academic 

medicine remarked that the most exciting development he’s experienced in 

gastroenterology has been the introduction of FMT into clinical practice.

I thought of the adage, “Those who have enthusiasm have no data, and those 

who have data have less enthusiasm.” Gradually, though, as the data for FMT 

accumulate, I’ve come to understand and share his enthusiasm.

In fact, the use of FMT dates back over one thousand years! In Chinese 

medical literature, fecal material was made into a “yellow soup,” and given to 

people with abdominal diseases.

A normal microbiota protects the intestine from being colonized by noxious 
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bacteria, helps maintain a healthy gut immune system, and provides nutri-

ents to intestinal cells. The science behind FMT is to restore the integrity of 

an altered microbiota, which may result from antibiotic exposure, changes in 

hygiene or nutrition, and possibly even stress.

How is it used? FMT involves transferring stool from a healthy donor to a 

recipient being treated. Donor stool is mixed with sterile saline, and intro-

duced, via colonoscopy, throughout the entire colon. Another means of 

administration is through a nasoduodenal tube.

So far, the most frequent use of FMT is with recurrent C. difficile, where its 

effectiveness surpasses all other treatments. Other conditions for which it 

is sometimes extremely beneficial are inflammatory bowel disease, irritable 

bowel syndrome, and obesity. In some cases of multiple sclerosis, FMT has 

even reversed neurological symptoms.

Physicians and scientists look forward to future development of FMT. Modi-

fications such as a pill form, or a synthetic derivative, are eagerly awaited.

WHAT IS INTEGRATIVE MEDICINE?

In America, a traditional physician has been trained to understand the 

molecular nature of the disease process. Doctors continuously combine our 

clinical knowledge with facts from our readings of new, evidence-based strat-

egies to develop guidelines for treating our patients.

Today’s information is usually based on studies funded by pharmaceutical 

and medical technology companies – that’s who can afford to conduct the re-

search. Indeed, the findings are valuable in managing more critical diseases, 

such as cancer and infectious conditions. However, it doesn’t offer enough 

about how to deal with the chronic diseases of so many patients.

What’s missing? A foundation for facing each patient’s illness by treating 
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mind, body and spirit to help achieve wellness.

A recent medical journal article, “To cure sometimes, to relieve often, to 

comfort always,” describes an elderly man brought to a hospital every month 

for chest pain. Each time, he received the standard evaluation and care, and 

was discharged in a few days, with medication. During yet another admis-

sion, a physician asked him what he wanted. “To remain at home and not 

keep coming to the hospital,” he replied. Remarkably, his overall health and 

state of well-being began to improve. He no longer requires hospitalization.

This case emphasizes the need to involve our patients actively in their indi-

vidual medical care and healing.

Integrative Medicine blends our current awareness of the disease process 

with each patient’s understanding of their own illness. It emphasizes the 

importance of life balance, which incorporates good nutrition, exercise, 

meditation, and mindfulness. In our medical practice, we encourage patients 

to speak with the dietitian on our staff, and to get involved in regular exer-

cise. We suggest psychological counseling, when indicated. For acupuncture, 

Tai Chi, yoga or hypnotherapy, we are glad to make recommendations and 

referrals.

Overall, Integrative Medicine increases our understanding of the nature 

of illness, wellness, and healing. It’s the basis of our aim to treat “the whole 

patient,” not just the specific physical problem.

WHEN YOUR ENVIRONMENT MEETS YOUR INTESTINES

Think of your gastrointestinal tract as your internal highway to our envi-

ronment. Your intestines have complex ways of dealing with all the traffic 

traversing that tract.

It’s only 15 to 20 feet long, yet the GI tract’s surface area is vast: bigger than 

the area of a tennis court! And it’s highly populated, with about 80% of your 

body’s immune cells, which includes over 100 million neurons with 100,000 

nerve endings. The GI tract features a sophisticated telecommunications 

system, inter-connecting various sections of nerves.

The human microbiome has about 40 trillion cells, with hundreds of different 

species. It is enriched with cells doing everything from producing protective 
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mucus, to generating antibiotics, to performing harmful or protective acts. 

We know that our genes may predispose us to a specific disease, like cancer 

or GI inflammatory disease. Actually, heredity’s influence on our health is 

relatively modest.

Here’s one example of a stronger factor: Among people who grew up in a 

very clean environment (such as in North America or Scandinavia), the 

prevalence of inflammatory bowel disease is high. In countries with weaker 

socioeconomic status, the presence of IBD is lower. This suggests that, 

somehow, living in an unsanitary environment can protect against acquiring 

certain diseases.

Medical science has also established that antibiotic use may alter the gut 

flora. This could predispose certain individuals to develop inflammatory 

diseases later on.

Another influence on inflammatory diseases might be what you eat. For 

instance, a diet rich in Omega3 fatty acids (found in fish, white meat, and 

olive oil) seems to protect against GI inflammations. Conversely, diets high 

in Omega6 fatty acids (corn, sunflower oil, red meat, or margarines high 

in polyunsaturated fats) might promote the development of inflammatory 

diseases.

The timing of exposure to different dietary substances might spur certain di-

etary disorders, including celiac disease. Babies encountering gluten between 

one and three months of age had the highest likelihood of acquiring the 

antibodies linked to celiac disease. This has led us to understand that timing 

the introduction of certain foods during a child’s first year could significantly 

affect development of intestinal immunities.

Mental health might also play a strong role in the risk for GI inflammatory 

disease. How? The products of hormonal-and stress-related protein can 

lead to inflammation. Ongoing research is exploring how Vitamin D, herbal 

supplements and probiotics affect the GI system.

It’s already clear that our external environment is a major factor in maintain-

ing good health. Someday, scientists may confirm that the environment is 

even more important than our genes to prevent disease.
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MOVING FORWARD WITH MOVEMENT PROBLEMS

It’s all about activity. Over 50% of our patients complain about gastrointes-

tinal problems involving some sort of internal movement. These mobility 

issues include difficulty with swallowing, regurgitation of food, chronic 

constipation, diarrhea, or stool incontinence.

Our immediate goal: identifying the cause of the problem. We start with a 

comprehensive medical history, physical examination, and routine laboratory 

testing, which are often helpful. Next, we’ll talk to the patient about endos-

copy –- especially gastroscopy and colonoscopy. But in reality, the results of 

these procedures are seldom conclusive about the cause. We perform them to 

reassure our patients, and to rule out severe life-threatening illness, such as 

cancer, ulcers, or a serious inflammatory disease.

Pinpointing the cause isn’t easy, so we’re constantly looking for other motil-

ity testing modalities to help our patients. The most significant addition is 

the wireless motility capsule, or “smart pill.” After it’s swallowed, this capsule 

measures temperature, pH, pressure, and transit throughout the GI tract.

It’s very helpful in evaluating gastroparesis, a delay of stomach-emptying. 

While often a result of diabetes, gastroparesis sometimes comes from ingest-

ing certain medications or foods. The smart pill is also effective in evaluating 

intestinal transit in patients experiencing constipation or diarrhea.

For a patient not responding to traditional constipation treatments, anorectal 

manometry is another procedure that can be helpful for further evaluation. It 

measures anorectal pressure and reflexes.

Esophageal manometry tracks the activity of the esophagus in dealing with a 

swallowed meal. It shows the muscular movements, and the way the sphinc-

ters (valves) are operating. When a patient’s response to antacid management 

is less than desired, esophageal reflux testing is important for further evalua-

tion.

Other procedures that help us evaluate motility disorders are wireless pH 

testing and impedance testing. These inform us about esophageal acid expo-

sure, and how fluid and air are passing through the esophagus.

Many other testing modalities have become available, but the ones I’ve 

mentioned have proven most useful for our patients. Thanks to our increased 
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REDUCING THE OBESITY EPIDEMIC

Obesity is a major health problem in America. It often leads to illness and a 

lower quality of life.

Exactly what is it? Usually, obesity is diagnosed through Body Mass Index 

(BMI). At normal weight, BMI is 18.5 to 24.9. A BMI between 25 and 29.9 is 

considered overweight. Obesity is a BMI above 30. Other factors that affect 

BMI risks include triglyceride level, intra-abdominal fat, waist circumference 

and cardiopulmonary fitness.

Obesity is a complex disorder involving genetics and environmental interac-

tions. Multiple treatment approaches include

• Lifestyle interventions (especially diet and exercise programs) 

ability to objectively evaluate motility disturbance, we are now able to pro-

vide more effective new treatments.

Appropriate response to GI motility disturbance is urgent – their impact on 

the American economy is enormous. After the common cold, irritable bowel 

syndrome is the second most common cause for missed work. The cost of 

proton pump inhibitors (acid-reducing drugs) in the USA is estimated at 10 

billion dollars a year! We’re glad to help our many patients with motility issues.
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The treatment is combined with behavior modification counseling. In the 

clinical trials which led to approval of this treatment, 45% of the treatment 

group lost more than 15% of excess weight, at nine months. The mean excess 

weight loss at nine months was 26.5%.

Although some serious adverse events have been reported from this proce-

dure, overall safety and efficacy data has been very favorable. Professional 

gastrointestinal organizations have embraced balloon therapy as a new op-

tion for our obese patients.

Unfortunately, medical insurance companies are reluctant to reimburse this 

procedure, so far. However, our practice can accommodate those truly inter-

ested in an intragastric balloon.

For the surgical or endoscopic procedure to succeed, it’s essential to have a 

comprehensive bariatric program. This includes both diet, counseling and 

behavior modification. Thanks to current research studies, I am encouraged 

that we will be able to stem America’s obesity epidemic -- hopefully in the 

not-too-distant future.

• Pharmacotherapies

• Endoscopic and surgical interventions

• Counseling with our staff dietitian

Our practice recognizes the importance of all these strategies. We continu-

ously follow any new developments in obesity treatment.

Our bariatric surgeon offers several surgical interventions. Each of the two 

most widely-discussed procedures provides significant weight loss, and is 

well-tolerated. These are

• Sleeve gastrectomy, which removes approximately 80% of the stom-

ach. This creates a tubular pouch connecting the esophagus to the 

duodenum.

• The Roux-en-Y gastric bypass, which produces a small gastric pouch 

by dividing the top of the stomach from the rest of it. Then the pouch 

is connected to a portion of the small intestine.

We offer additional treatment options for our patients, and are especially 

enthusiastic about the intragastric balloon. We work with the Orbera Intra-

gastric balloon. Made of silicone, this balloon is designed to hold 400 to 700 

ml of saline, about the size of a grapefruit. It is placed endoscopically into the 

stomach, during an out-patient procedure. The balloon is left in the stomach 

for approximately 24 weeks, then removed endoscopically.
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emotional stress. Conversely, an underlying intestinal disorder can affect our 

central nervous system, and lead to emotional disorders.

Today, much is written about this brain-gut connection, and how neurotrans-

mitters between these organs can play a role in which symptoms we experi-

ence, and the way we feel. We now understand how emotions can affect our 

immune system, and ultimately cause various inflammatory intestinal or 

infectious diseases.

We also understand how dysregulation of the brain-gut neuro-enteric system 

can lead to disorders that we regularly treat, including irritable bowel syn-

drome. Dysregulation can even interfere with outcomes in such conditions as 

inflammatory bowel disease.

In order for us to develop the specific treatment strategy for a particular 

patient, we have to become familiar with the psychosocial issues among our 

patients’ different cultures.

Setting realistic goals for treatment outcome is essential in managing a stress-

ful illness. Often, people with chronic illness have unrealistic expectations of 

a “cure.” This frequently leads to behavior impacting negatively on treatment 

results. In many cases, we refer the patient to a psychologist or psychiatrist.

We treat some patients with psychopharmacologic agents, such as antide-

pressant medications. Behavior treatments, too, often help improve many 

gastrointestinal disorders. These include

STRESS AND THE GI TRACT

Every day in our practice, we face the challenge of dealing with patients who 

have a disorder that is mainly caused by stress. As a gastroenterologist, I also 

have to determine whether an individual stress-related complaint actually 

results from an underlying medical disease.

Complicating the situation further is the need to understand psychological 

and sociological variables among our multi-cultural patient population. This 

makes our investigation more difficult to interpret -– but it’s the very chal-

lenge that keeps our practice unique and exciting.

We see people experiencing abdominal distress while undergoing emotional 

stress. This is because the human autonomic nervous system responds to 
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• Biofeedback

• Mindfulness and meditation

• Yoga

• Tai Chi

Our most important step is a diagnostic plan to determine whether the 

patient has a true organic disease, or whether we need to address underlying 

psychological issues that are causing the symptoms. Then we create a person-

alized treatment plan. In today’s highly stressful circumstances, we need to be 

constantly vigilant in how that impacts on our patients.

Our house with my dads office entrance to the left

Dr. Sigmund Erber and Marcia Erber
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Dad in front of office in apartment house that 
replaced our house, same address.

Our resident team 1968, I am 4th from the 
right 2nd row (moustache).

In front of our present office, 2018

Dr. Ayal Lubovsky and me doing research  
at Hadassah Hospital in Israel, 1971.
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Me with professor Birnbaum at Hadassah 
Hospital, and our research team.

Working together, with my son, Jonathan in our office.

FIBER AND FOOD LABELS

Keeping fiber in your diet and reading labels on your foods are two impor-

tant ways you can maintain your health. Both were explored in two excellent 

articles in the New York Times Science section (1/2/18). Jane Brody reported 

on food labels; Carl Zimmer covered the benefits of fiber.

It’s likely that fiber can support development of a healthy bacterial mi-

crobiome. The different dietary fibers we get from plant foods allow good 

bacteria to send positive signals to many parts of our body, which sup-

ports better health. This can reduce chronic inflammation in the intestine 

and other organs, and may also build a healthier immune system that can 

prevent chronic disease.
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CSI petitioned the Food and Drug Administration to label trans-fats as 

detrimental to cardiovascular health. Eventually, this led to its removal from 

commercially-produced foods. (Information on CSPI’s activities and results 

are on their website, https://cspinet.org )

It remains extremely important to read food labels and to understand the 

detrimental effects on our health when we eat poorly. Our national health 

budget is enormous, and possibly unsustainable, if we continue not to pay 

attention to these warnings.

So please take a moment to look at the information on that little label as you 

choose what you’re going to eat or drink.

Avoiding carbohydrates and consuming ample fiber helps curb obesity. To 

gain this benefit does indeed require the motivation to stick to high fiber/low 

fat options.

A healthy diet includes 25 grams of fiber each day. Choosing what to eat or 

drink takes a little awareness, because fiber has four different classifications: 

soluble, insoluble, fermentable, and non-fermentable. Insoluble, non-fer-

mentable fiber, found in nuts, seeds, and the skin of fruits and vegetables, has 

a laxative effect. Soluble fermentable fiber -- in legumes, wheat, onions, and 

garlic -- causes more gassy feelings than the insoluble, non-fermentable fiber, 

but it may be more beneficial to our intestinal gut bacteria.

Our dietitian works with individual patients to explain the types of fiber most 

beneficial to his or her specific condition.

Brody praises the Center for Science in the Public Interest (CSPI), for its 

decades of work advising the public about foods that may be hazardous to 

health. This nonprofit organization has actually influenced food standards. 

One of their valuable and successful efforts has been to keep hazardous dyes, 

sodas, trans fats and junk foods out of school lunches.

It’s urgent to read the dietary labels on foods. The information will help you 

understand how eating poorly has negative effects on your health. Fortu-

nately, thanks to CSPI’s work, labels now advise about common food aller-

gens -- some can even be fatal. CSPI is responsible for notices on the adverse 

effects of alcohol, especially its potential harm to pregnant women. In 1994, 
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YOUR INTESTINES ON OPIOIDS

America’s opioid epidemic caused approximately 64,000 deaths in 2016.

What led to this crisis? Unfortunately, the medical community, including the 

pharmaceutical industry, bears substantial responsibility. Originally, opioids 

were intended for terminally ill patients, to alleviate severe pain. Gradually, 

their use extended to any type of pain, even if it could easily be managed with 

Tylenol and a short-term course of NSAIDs.

Although the U.S. has less than 5% of the world’s population, our opioid 

prescription rate accounts for about 80% of global usage!

How do opioids work on the GI tract? They suppress the gut’s natural inclina-

tion to propel material through the intestinal tract. They also lessen intestinal 

secretions, which can heighten sensitivity to internal pain. In 50% to 60% of 

cases, these effects can bring opioid-induced constipation (OIC). In about 

5%, they cause Narcotic Bowel Syndrome.

OIC can be treated by discontinuing opioid use, and taking over-the-counter 

cathartics for a short time. In more severe cases, an opioid receptor antago-

nist, such as naloxegol (movantik) is often effective.

Narcotic Bowel Syndrome is more problematic. Its main symptom is recur-

rent or chronic abdominal pain in people taking narcotics. Studies of this 

disorder show that the narcotic can cause the release of inflammatory sub-

stances that subsequently lead to pain.

Treatment of Narcotic Bowel Syndrome requires withdrawal from the drug. 

Its success rate is approximately 90%. Narcotics can interfere with the brain’s 

regulatory pathways for pain relief. They can also affect the emotional arousal 

network, leading to regulatory impairment, which influences our perception 

of pain.

For opioid addiction, psychological approaches, including cognitive behav-

ioral therapy and hypnotherapy, are highly effective treatments for motivated 

patients. Many psychotropic agents are also available to further aid in addic-

tion treatment.

 Hopefully, with growing awareness of this devastating health crisis, the long-

term outlook for opioid addiction will continue to improve.

If you are taking any kind of opioid, talk to your physician about its effects.
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LIVER DISEASE NEWS: 2017

Gastroenterologists are taking a very optimistic view of the newest diagnosis 

and treatment of liver disease, as I learned at the recent update presented by 

Mt. Sinai Medical Center.

Most encouraging is recognition that there is now a cure for all Hepatitis C 

genotypes. In addition, both length and cost of treatment have been drasti-

cally reduced. This removes all need for any further research into genetics 

and drug development for Hepatitis C -- everyone with this disease can now 

be treated and cured. The only remaining tasks are improving screening for 

Hepatitis C, and spreading the word about the importance of being tested.

Unfortunately, treatment for Hepatitis B remains much more complicated. 

We still have no cure for the chronically infected patient. The current treat-

ment remains the existing medications, to keep the viral load in the blood 

low. This allows us to minimize complications of Hepatitis B. We now 

recognize the need for more aggressive treatments in patients previously not 

considered candidates for any type of treatment.

In Hepatitis B, the most exciting research area is development and manage-

ment of treatments that halt the immune response of the virus. This is the 

most damaging effect of the disease. More effective and safer anti-viral drugs 

are being tested.

The most difficult areas for management and treatment are nonalcoholic fatty 

liver disease (NAFLD) and nonalcoholic steatohepatitis (NASH). These are 

now the most prevalent causes for chronic liver disease in the USA. Why? 

Mainly because of the nationwide obesity epidemic we face. The good news: 

NASH and NAFLD can mostly be successfully managed through diet and 

exercise, without the need for drug treatment.

In the drug pipeline for liver illnesses is a growing understanding of the 

disease progression. Scientists are learning more about fibrosis (scarring) in 

the liver, and how to halt its spread. Many drug trials will be addressing this 

issue. We can refer patients who’d like to participate.

The conference explored the concept of liquid biopsies from patients with 

possible malignancies. This involves simply taking a blood sample to look 

for tumors or other inflammatory markers. This exciting new area will soon 

accompany other developments as personalized medicine becomes more ac-

cepted and available.
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IBS MANAGEMENT: WHAT’S NEW?

Irritable Bowel Syndrome (IBS) is one of the most common disorders we see 

and treat in our practice. Lately, much has changed in understanding and man-

aging this disorder.

Studies of several predisposing circumstances have increased our insights. One 

research area is the mechanisms for developing the condition. For example, 

someone who has a diarrheal illness while traveling may eventually experience 

chronic diarrhea with abdominal pain, which subsequently becomes IBS.

The impact of stress on the GI tract has also been studied. By spurring hor-

mone release, stress stimulates adrenaline production, which has an effect on 

intestinal motility.

After a careful medical history and physical exam (to rule out serious organic 

disease), we initiate a treatment strategy, specifically tailored to each patient.

Over my many decades of treating IBS patients, little has improved in avail-

able options. I frequently resort to old, time-tested remedies. Sometimes, 

antispasmodic medications like bentyl, pamine and librax are very helpful, 

especially for diarrhea accompanied by abdominal pain. Imodium, useful for 

diarrhea cases, remains a first-line treatment for these symptoms.

For bloating with abdominal discomfort, I frequently recommend IB gard, an 

encapsulated peppermint oil. This inexpensive, over-the-counter treatment is 

often very effective. For constipation, I recommend increasing dietary fiber, 

along with occasional use of laxatives such as Milk Of Magnesia or citrate of 

magnesia, with a stool softener. In certain situations, warm water enemas can 

be helpful.

Most recently, several newer medications have become available, including 

Viberzi for IBS-diarrhea. This drug, an opioid receptor agonist, has a consti-

pating effect while reducing abdominal pain. In clinical trials, it has about 

a 10% improvement over placebo. (It is contraindicated for people with a 

history of pancreatitis, alcohol abuse, constipation, or gallbladder removal.) 

Rifaximin, another drug, shows a similar improvement over placebo.

Amitza and Linzess can now treat IBS-constipation. These drugs bring more 

water into the colon, by increasing chloride secretion. In clinical trials, they 

were 8% to 12% more effective than placebo.
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Stress, anxiety and depression are known contributors to the development 

and symptoms of IBS. So we frequently employ psychotropic agents. Tricyclic 

antidepressants, such as amitriptyline, are very effective in reducing abdomi-

nal pain. Serotonin reuptake inhibitors (SSRIs), including Zoloft or Paxil, are 

useful when anxiety or depression is significant.

What I have frequently found successful for managing IBS cases is consul-

tation with our office dietitian. Many patients benefit from a detailed dis-

cussion about diet. Frequently, symptoms improve dramatically by simply 

switching to a FODMAP diet, which specifically limits the intake of certain 

types of carbohydrates.

Cognitive behavioral therapy is also effective for IBS. When patients are will-

ing to pursue this treatment, we’ll refer them to a psychologist.

Finally, I find the best approach for patients with IBS is simply spending 

time discussing their individual needs, and exploring realistic expectations 

of their outcome.

PANCREATIC CANCER: OUR NEXT CHALLENGE

am very pleased that since I started my GI practice, our understand-

ing of many gastrointestinal cancers has greatly improved. Now, we 

can detect esophageal, gastric and colon cancer early. And we under-

stand the sequence that leads from benign to malignant disease.

Unfortunately, this has not been the case with pancreatic cancer. This disease 

now accounts for 7% of cancer-related deaths in the United States. In the 

1970s, the five-year survival rate was 3%. In 2015, it was 7%.

How can survival rates rise? We need to improve our strategies for early de-

tection. The incidence of pancreatic cancer is much lower than, for example, 

colon cancer. That makes it difficult to justify widespread screening of the 

general population.
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Looking for risk factors is another key to improve survival rates. Several 

identifiable risk factors are now known. They include certain types of pan-

creatic cysts, a family history of pancreatic cancer, genetic mutations such as 

BRCA, as well as other hereditary disorders, including multiple colon polyps 

and colon cancer, or an extensive family history of breast and ovarian cancer.

Other risk factors are smoking, obesity, and new-onset diabetes. Is chronic 

pancreatitis a risk factor? That’s still being debated.

Our screening tools have improved, and now include endoscopic ultrasound 

and MRI. Certain blood tests that may serve as bio-markers are in various 

stages of investigation. One test measures CA 19-9, and is the only bio-marker 

approved as of 2017. (CA 19-9 is a tumor-specific protein found in blood.)

Until we have a better understanding of the biology of pancreatic cancer 

and how it progresses, the prognosis for people who develop this disease 

will not improve.

THE ABC OF IBD

Two of the most difficult and challenging conditions facing a gastroenterolo-

gist are ulcerative colitis and Crohn’s disease. These are classified as Inflam-

matory Bowel Disease (IBD).

Fortunately, enormous advances have been made in diagnosis, treatment, 

and management for patients suffering from IBD, since I began my practice 

many years ago. We’re also better able to monitor its progression, thanks to 

availability of simple blood tests that track the extent and degree of intestinal 

inflammation.

More sophisticated endoscopic equipment lets us explore the entire gastroin-

testinal tract, and obtain biopsy specimens for review, if needed. In radiologic 
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imaging, improvements in both CT and magnetic resonance imaging (MRI) 

allow us to visualize the abdominal cavity in minute detail.

Our greatest success has been in new treatments for IBD, in order to alter its 

“natural history.” That requires determining the need for earlier treatments 

in those patients who may go on to develop severe, progressive disease. Tools 

are evolving to clarify prognosis, which is understandably the most frequent 

question from patients with IBD.

We are moving away from treatments that simply reduce the inflammatory 

response. Instead, we try to prevent the initiation of inflammation: we want 

to get at the spark that starts the fire, instead of extinguishing the fire. This 

is taking us from reliance on steroids (which can actually cause significant 

damage) to using biologic agents that suppress the start of inflammation.

The genetic components that contribute to IBD development are increasingly 

understood. Knowledge is growing about specific mutations in certain genes, 

which seem to influence how gut bacteria -- as well as diet and environment 

-- predispose the intestine towards inflammation.

Our ultimate goal is diagnosing IBD sooner, and identifying the level of 

disease activity from mild to moderate to severe, so that we can determine 

which treatment is best. We aim to place IBD patients into remission, to 

avoid frequent hospitalizations, surgeries, or severe debilitating illness.

NONALCOHOLIC STEATOHEPATITIS [NASH]

If the topic was chronic liver disease, we discussed autoimmune hepatitis, 

alcohol hepatitis, and various related illnesses, during my medical and gas-

troenterology training in the ‘60s and early ‘70s.

Soon, interest grew in viral diseases affecting the liver, when the Hepatitis B 

and (much later on) Hepatitis C virus were identified. The development of 

treatments for these diseases was exciting.

Decades later, medical science proved that fatty liver and its complications 

leading to NASH were likely causes for chronic liver disease. In the United 

States, the prevalence of nonalcoholic fatty liver disease (NAFLD) is 20 to 

30%. NASH is present in about 2 to 3% of the population.
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What happens to people with NASH? About 30% will develop liver scarring 

in five years. Among this population, 37% will progress to cirrhosis. Within 

five to seven years, about 50% will experience liver failure. This will soon be 

the most common reason for liver transplantation.

The obesity epidemic, along with related diseases such as type 2 diabetes, 

or elevated cholesterol and triglycerides, has been responsible for this liver 

disease. Most patients we see are asymptomatic. It’s only after routine lab 

tests that we begin to suspect NASH. Then, we perform an abdominal 

sonogram, which may lead to CT or MRI of the liver. Eventually, a liver 

biopsy may be necessary.

The mechanism leading to NASH is being intensely investigated. The lead-

ing culprits are suspected to be insulin resistance, and inability of the liver to 

dispose of excess fat that is delivered to it.

Most of our treatment options center around behavior modification. We 

include a thorough discussion about weight reduction and the need for 

exercise. So far, my only additional recommendation is to consider the use of 

Vitamin E.

We eagerly await exciting developments in pharmaceutical therapies for 

NASH. Our office bariatric program, consisting of consultation with our 

dietitian and our bariatric surgeon, is usually very helpful.

IRRITABLE BOWEL SYNDROME

Irritable Bowel Syndrome (IBS) affects at least one in five of our patients. The 

majority are women. Diagnosing and managing the cases of people suffering 

from IBS is a challenging problem for the gastroenterologist.

What are the effects of IBS? Its symptoms are varied. They include diarrhea, 

constipation, a feeling of fullness, bloating, gaseousness, and abdominal pain. 

Sometimes the first symptoms present after an illness, such as gastroenteritis. 

Since some serious organic illnesses can have similar symptoms, the gastro-

enterologist must rule them out before beginning treatment.

Genetics and environment are considered strong predictors in the develop-

ment of IBS. Environmental factors include the use of certain medications, 
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and exposure to viruses or bacteria.

Individuals suffering from IBS have lower thresholds for discomfort in their 

stomachs and colons. That’s because these organs do not stretch, and then 

relax appropriately, after eating.

Much research in the past few decades has centered around brain-gut 

response to explain IBS symptoms. Scientists discovered that the brain and 

the gut have the same chemical neurotransmitters! Most importantly, 95% of 

serotonin, a significant neurotransmitter, is present in the gut. The remaining 

5% of serotonin is in the brain.

It is our brain that perceives pain, discomfort, and feelings of gas. People 

suffering from IBS have an abnormality in how the brain filters and then 

modulates signals coming from the gastrointestinal organs.

Often, IBS symptoms can be decreased with stress management and changes 

in nutrition, through discussions with our staff dietitian.

There’s encouraging news. Several novel medications for IBS have recently 

become available. Many more are in development. These new medications 

will significantly aid in easing some debilitating symptoms affecting people 

with IBS.

HEREDITARY COLORECTAL CANCER SYNDROME

During my gastrointestinal fellowship in the early 1970s, genetics was consid-

ered the new frontier for diagnosing and treating illness. Decades of research 

have finally brought the science of genetics into practical use.

One example: its application for diagnosing hereditary colon cancer. Most 

colorectal cancers (65% to 85%) are considered sporadic. The average lifetime 

risk for developing colon cancer is about 5%, in the general population. Age 

makes us more susceptible to cancer, too.

Hereditary colon cancer accounts for about 15 to 20% of colon cancer cases. 

The lifetime risk for developing colon cancer in first-degree relatives with 

colorectal cancer is 10% to 15%. In other genetic colon cancer syndromes, 
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the risk of developing the disease is between 70% and 100%.

Familial adenomatous polyposis syndrome was one of the first hereditary-

factors to be studied. The genetic mutations leading to its development are 

now understood. Unfortunately, this disorder carries a 100% lifetime risk for 

developing colon cancer.

These individuals have numerous polyps that are found by colonoscopy. In 

addition, they may develop cancers in the duodenum, pancreas, thyroid, 

liver, and brain. Because of the extreme risk, they require careful surveil-

lance, and genetic testing of family members. Most will undergo surgical 

colon removal.

Another known genetic colon cancer mutation is the Lynch syndrome. Its 

features include very early age of cancer diagnosis; two primary colorectal 

cancers in that patient; and three successive generations affected by cancer. 

Lynch syndrome carries a 70% lifetime risk for colon cancer, and significant 

risk for gynecological, kidney, and small bowel malignancies.

We work with a genetic counselor who can guide patients and their families 

with these disorders. Our practice has adopted a medical and surgical plan to 

assistant individuals facing any hereditary colorectal cancer syndromes.

HEPATITIS C

The identification of the Hepatitis C virus, followed by steadily evolving 

treatments, is one of the most exciting accomplishments in liver disease 

(hepatology) during the past few decades.

Over three million people in the U.S. have Hepatitis C, but half are undiag-

nosed. This is because people in the early disease stage have no symptoms, so 

they are not tested. More than one million are referred for treatment, yet only 

about 10% receive it.

Without treatment, 85% of people with Hepatitis C will progress to chronic 

infection, then complications of cirrhosis and liver cancer.

Recently, guidelines for Hepatitis C testing have been revised. They have been 
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expanded, and now include all Baby Boomers. Previously, the recommenda-

tion to be tested was for:

• IV drug users

• People who received transfusions before 1992

• Anyone whose mother had Hepatitis C during pregnancy

• Long-term dialysis patients

• Individuals with HIV

• People with abnormal liver tests

• Anyone exposed through their occupation

Treatment regimens have changed drastically, and outcomes are significantly 

improved. Interferon injections -- for many years the treatment of choice 

-- cured only 7% of those treated, and there were many side effects. With the 

addition of Ribavirin, the response rate rose to 40%. Using direct anti-viral 

agents (protease inhibitors) boosted the response rate to 70%. Recently, an 

additional treatment, Mavyret from AbbVie Pharmaceuticals, has become 

available. It is unique because it treats all six Hepatitis C genotypes in as few 

as eight weeks, with significant cost savings.

In October 2014, a treatment free of Interferon and Ribavirin was approved. 

The combination of Sofosbuvir and Ledipasvir (harvoni), with a response 

rate close to 100%, became available. A similar regimen, (Viekira pak and 

Olysio) is also available.

These drug regimens are very expensive, and obtaining insurance approval 

is challenging. However, not treating people who go on to develop complica-

tions of chronic liver disease is far more expensive.

The future of Hepatitis C treatment seems bright, with the possibility of de-

veloping a vaccine, and lower costs for available treatments.

Note: All Baby Boomers need antibody testing for Hepatitis C. If 

the result is positive, we refer our patients for viral load testing 

at an authorized lab, which can also do the antibody tests. Some 

CVS Pharmacies have a Minute Clinic with a nurse-practitioner, 

and perform Hepatitis C antibody tests. For the nearest location, 

call 1-866-389-2727.
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ANCIENT WISDOM AND HEMORRHOIDS

Almost 1,000 years ago, the ancient Egyptians, and later Greek physicians, 

wrote about the identification and management of hemorrhoids. The most 

accurate description and treatment were written by Maimonides in 1100 AD. 

Even today, his recommendations still apply! Maimonides stressed the im-

portance of warm, moist heat for a hemorrhoidal area. He advised avoiding 

straining and constipation, through exercise and proper hydration.

Exactly what are they? Hemorrhoids are a mass of tiny blood vessels, sup-

ported by tissue that keeps them in place. They reside in the anal canal, 

a 1.5-inch structure at the exit of the 20-foot intestinal tract. The leading 

cause is believed to be weakening of supporting tissue that surrounds the 

hemorrhoids.

They are classified by a 4-level system: 

• Grade 1: bleeding only

• Grade 2: protrusion during a bowel movement, followed by  

spontaneous reduction 

• Grade 3: manual reduction required (by patient or by physician)

• Grade 4: manual reduction no longer possible

Symptoms of hemorrhoidal problems range from simple itching to a sensa-

tion of fullness accompanied by bulging tissue to pain and bleeding. Usually, 

a digital rectal exam identifies the problem. Some cases require visual inspec-

tion of the anus and rectum, by sigmoidoscopy or colonoscopy.

Managing hemorrhoids involves dietary and behavioral modifications. We 

recommend increasing fiber and fluid intake, and avoiding any strain dur-

ing bowel movements. Both stool softeners and careful perianal hygiene are 

emphasized.

Many patients I see in my practice immediately ask about surgical treatment. 

I frequently quote Maimonides, who advocated surgery only as a last resort. 

Other options include rubber band ligation, infrared coagulation, and bi-

polar and mono-polar diathermy.

A lengthy discussion with each patient about the management of hemor-

rhoids avoids unnecessary suffering and painful outcomes.
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H. PYLORI

I was glad to see the prevalence of ulcer disease decline during my medical 

training, in the 1960s and early 70s. Dr. James Black, a Scottish pharmacolo-

gist, won a Nobel Prize for discovering how to better control acid production 

by the stomach. This led to better treatment of ulcers.

Australian gastroenterologist, Dr. Barry Marshall, also earned a Nobel 

Prize. He demonstrated the association of bacterial infection and ulcer 

development, by using an unusual research technique: drinking dirty, 

bacteria-infested water.

These efforts showed how a specific bacteria (later named Helicobacter py-

lori, or H. Pylori) is responsible for stomach ulcers, duodenal ulcers, gastric 

cancer and gastric lymphoma.

H. Pylori can live comfortably in our acidic stomachs, because they are 

uniquely able to neutralize acid. They secrete an enzyme that breaks down 

urea in the stomach, to form ammonia. Once the stomach’s acid environment 

is neutralized, it loses that protection from potential destruction.

Then, H. Pylori goes to work. By weakening protective stomach barriers, they 

allow acid and damaging enzymes into the stomach lining. H. Pylori produce 

a toxin, further contributing to its damaging effect on the lining.

H. Pylori infection is associated with the majority of duodenal and gastric 

ulcers. It’s also a risk factor for gastric adenocarcinoma, and MALT, a type of 

gastric lymphoma. Although the exact method of infection transmission is 

unknown, it’s thought to be largely through fecal-oral or oral-oral routes.

The good news: H. Pylori infection seems to be declining in most developed 

countries. Detection is easier, through endoscopy and biopsy of the stomach 

lining, as well as an H. Pylori breath test. We frequently use the breath test 

after treating infection, to evaluate for its eradication in the stomach. A stool 

antigen determination test is also available for detection.

The negative news: the development of drug resistance. Many of the antibiot-

ics we use to treat the infection seem increasingly less effective.

On the brighter side, more effective treatment regimens are in development.
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THE LATEST WORD ON GERD

You may have heard of GERD, the abbreviation for gastroesophageal reflux 

disease. It is a common condition that develops when stomach content enter-

ing the esophagus causes a burning feeling in the chest. This occurs when the 

lower esophageal sphincter (muscle) relaxes too frequently. Usually, there is 

also muscle and ligament weakness around the diaphragm.

As acid and stomach enzymes enter the esophagus, they damage its lining. 

The lining of the esophagus does not have the kind of protective mechanisms 

found in the stomach.

Many factors compound the weakness I mentioned, leading to further dam-

age of the esophageal lining. These include caffeine, obesity, smoking, im-

paired salivation, and certain medications such as beta blockers and nitrates. 

Another factor is delayed stomach-emptying, due to mechanical or neuro-

muscular issues that allow for too-frequent regurgitation of stomach content 

into the esophagus.

Recently, numerous articles have warned people about the serious adverse 

effects of treating GERD with proton pump inhibitors (PPIs). During my 

training in the early 70s, the only available GERD treatments were antacids 

and restrictive diets. I remember a lecture we heard from a South African 

gastroenterologist, on the use of histamine receptor blockers (H2) for GERD. 

The audience was highly skeptical about the use of such a treatment.

Gradually, that H2 treatment was refined to include a more potent approach, 

PPIs. They became standard treatment by the 90s, and, fortunately, brought a 

dramatic improvement in controlling symptoms. More importantly, we saw a 

major reduction in complications of long-term reflux disease.

I’ve seen a large decrease in the number of my patients showing early stages 

of esophageal narrowing (strictures). The development of severe esophageal 

ulcerations and inflammation has also lessened.

It’s important for doctors to spend an appropriate amount of time speak-

ing with a patient about timing, dosage and duration of PPI treatment. This 

would reduce inappropriate usage, and help eliminate many of the complica-

tions that come from over-prescribing.
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Frankly, I agree that PPIs are over-prescribed today. But when experienced 

physicians prescribe their prudent use, the complications of severe reflux has 

markedly abated. During my years in practice, I have been fortunate to wit-

ness this progress in GERD treatment.

IMPROVING PROGNOSIS FOR GASTRIC CANCER

Stomach (gastric) cancer was once the most common cancer in the U.S. 

Fortunately, its incidence has drastically decreased, by about 2% a year. 

Now, there are approximately 22,000 cases and about 11,000 deaths each 

year. This is significantly less than both colon cancer (about 150,000 cases 

and 60,000 deaths annually) and pancreatic cancer (approximately 25,000 

cases per year).

Gastric cancer can be classified as:

• Familial (more common in females)

• Aggressive

• Occurring at relatively younger age than other types

• Resulting from genetic mutation
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One type is thought to be related to environmental factors, such as diet and 

involvement of h. Pylori bacteria.

Interest is growing in identifying genetic markers that predispose people to 

gastric cancer. This may lead to the development of targeted drug treatments. 

A reduction in the risk of gastric cancer has been attributed to treatment of h. 

Pylori infection.

Who should be screened for gastric cancer? Immigrants from developing 

countries, where h. Pylori infection is frequent, should probably be screened. 

Another high-risk group is families with a history of hereditary cancer 

syndromes, who account for about 10% of all cancer cases. These hereditary 

syndromes are found in about 3% of gastric cancers.

Many patients with gastric cancer have vague complaints, such as abdominal 

discomfort with poor appetite, early satiety, and weight loss. Blood tests may 

not be very helpful, because they only reveal iron deficiency anemia.

The best diagnostic approach is viewing the stomach through esophagogas-

troduodenoscopy (EGD) and obtaining a biopsy. Determining the extent of 

tumor involvement, or staging, requires computed tomography (CT) and 

endoscopic ultrasonography (EUS). If surgery is considered, a diagnostic 

laparoscopy is needed. For early stage disease, endoscopic mucosal resection 

(EMR) and endoscopic sub-mucosal dissection (ESD) may be performed.

I remain cautiously optimistic that further understanding of the genetics 

involved in gastric cancer, ongoing eradication of h. Pylori infection, and our 

advanced diagnostic tools will bring continued decrease in its incidence. I 

look forward to seeing the suffering from this debilitating disease abolished, 

someday.
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GASTROINTESTINAL BLEEDING

The diagnosis and treatment of GI bleeding represents one of the most sig-

nificant advances since I began my GI practice in the early ‘70s. Our endo-

scopes, various other tools, and pharmacological agents have brought great 

improvements. Fortunately, most episodes of GI bleeding are self-limited and 

require only supportive treatment.

For diagnosis, we’ve learned the likelihood that if you see black stools, the 

source of bleeding is usually in the upper intestinal tract. If you see bright red 

blood, its source is generally in the lower GI tract.

The most common cause of upper GI bleeding is peptic ulcer disease. Most of 

our patients with this condition have been taking NSAIDs or aspirin. Many 

have helicobacter infection. Lower GI bleeding is most often diverticular. Its 

cause is weakness of the muscle wall of the colon, where arteries penetrate, 

to reach the inner lining of the colon. This penetration is more prevalent in 

older patients, as the colon muscle wall weakens. Colonoscopy is the diag-

nostic tool.

Upper endoscopy (EGD) is the preferred method for evaluating individuals 

with upper GI bleeding. Once identified, the cause can be treated by simple 

observation, or by interventions involving various tools that can clip, band, 

coagulate, or administer pharmacologic agents.

The small intestine is the most difficult section of the GI tract to examine 

endoscopically. Our practice has used video capsule endoscopy since its FDA 

approval in 2001. In this procedure, the patient swallows a disposable plastic 

capsule, which intestinal peristalsis propels through the entire GI tract. It has 

a 156 degree field of view, with eight times magnification, and takes two to six 

pictures per second (about 54,000) on its battery life of eight hours. We use it 

for obscure GI bleeding, suspected Crohn’s disease, or small intestinal tumors.

Another way to evaluate the small intestine is via endoscopic equipment that 

can be passed through the entire length of the GI tract. These lengthy diag-

nostic procedures are now available in our practice.

With gastrointestinal bleeding, we have come a long way in the last 50 years. 

We’ve spared many of our patients from complex surgical procedures, allow-

ing them to resume normal life quickly and safely.
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ESOPHAGEAL CANCER 

Fortunately, the incidence of gastric cancer is declining in the U.S.

However, the news is less encouraging for esophageal cancer. There are two 

types: adenocarcinoma and squamous cancer. The incidence of adenocarci-

noma is on the rise.

Adenocarcinoma is most common after age 50, and much more frequent in 

men. The likely risk factors for adenocarcinoma are chronic long-standing 

reflux, GERD, obesity, and Barrett’s esophagus (a condition in which the 

normal esophageal lining is replaced by intestinal lining cells). Even with 

Barrett’s esophagus, the risk of cancer is very low unless high-grade cellular 

changes occur. In that case, the incidence may be 6% annually, so routine 

surveillance is needed.

For squamous cell carcinoma, its risk factors cause chronic injury with 

inflammation. Alcohol and tobacco use account for the majority of cases. 

Foods high in nitroso compounds (especially processed meats), hot bever-

ages, and red meat are also likely risk factors.

Globally, the highest incidences of esophageal cancer are in northern Iran, 

China, and northern Africa. Probable factors in these areas are frequent con-

sumption of smoked meats, and certain toxins found in stored grains.

The gastrointestinal organs most likely to spread cancer cells distantly are the 

esophagus and the pancreas. This is because the esophagus lacks a protec-

tive outside layer (the serosa) and the pancreas, similarly, has no protective 

capsule around it.

Presenting symptoms of esophageal cancer are difficulty swallowing, or pain-

ful swallowing accompanied by rapid weight loss. A test called Esophagogas-

troduodenoscopy (EGD) is the gold standard for diagnosis. If a malignancy is 

detected, further evaluation can determine its extent and spread. These tests 

include CT or PET scans, and endoscopic ultrasound (EUS).

Surgery is the standard of care when seeking a cure. This may be combined 

with radiation and chemotherapy. With advanced disease, surgery may not 

be an option. Instead, palliative treatment, with the placement of a stent, may 

serve to diminish suffering from this disease.

[Part Three: Specific Diseases and Illnesses]



105 106

[Lessons from the Gut, a 50-Year Journey]

EOSINOPHILIC ESOPHAGITIS

When I began my practice in the early 70s, the most likely cause of narrow-

ing of the esophagus was reflux esophagitis. That happens after acid enters 

the esophagus, causing inflammation with ulcers. Eventually, it leads to 

esophageal narrowing (strictures).

Fortunately, the discovery and use of the proton pump inhibitor (PPI) drasti-

cally reduced the amount of stomach acid. The incidence of esophagitis 

dropped, nationwide.

But gradually, it became clear that, despite these powerful acid-reducing 

medications, certain people still went on to develop esophageal narrowing. 

So something else had to be creating the problem. Soon, eosinophilic esopha-

gitis was identified as the cause.

We have also learned that the PPI -- in addition to suppressing acid -- can 

act as an anti-inflammatory agent. It remains a benefit in the treatment of 

eosinophilic esophagitis.

We still feel this condition is somehow related to continued acid exposure, 

for some people. But in many cases, eosinophilic esophagitis is a separate en-

tity and, apparently, largely due to allergy. Early exposure to certain allergens 

lets them enter the lining cells of the esophagus and create an inflammatory 

response, which ultimately leads to inflammation and then narrowing.

We’re seeing an increased incidence of eosinophilic esophagitis in young 

patients with asthma or eczema. Food and environmental allergies are also 

causes, so we encourage the avoidance of known allergens in these categories, 

especially dairy, eggs, wheat, soy, peanuts, fish and shellfish.

Many features of eosinophilic esophagitis are shown by an upper endoscopy. 

Then, a biopsy can confirm the diagnosis. Our current treatment for this con-

dition remains continued use of PPIs, with the addition of topical corticoste-

roids, such as fluticasone, if PPIs alone are not helpful.

Hopefully, aggressive management of eosinophilic esophagitis will lessen the 

likelihood of esophageal narrowing.
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THE DIFFICULTIES OF C. DIFFICILE

In 1974, a 79-year-old patient came to see me because of profuse, watery 

diarrhea. A colon exam showed yellowish areas of inflammation. He had 

recently been taking Clindamycin, an antibiotic.

The Annals of Internal Medicine published my findings, which I had sub-

mitted in a Letter to the Editor. Several similar published reports covered 

“Clindamycin Colitis.”

Soon, the bacteria Clostridium was identified. Cultivating this bacterium is 

so arduous, it was named Clostridium Difficile. Its incidence keeps rising, 

in both the hospital and the community. C. Difficile, now the most common 

hospital-acquired infection, is a frequent cause of hospital-acquired diarrhea.

C. Difficile produces a toxin which causes tissue injury in the colon. Those 

most susceptible to its infection include

• People 65 and older

• Patients with IBD (inflammatory bowel disease) 

• Residents of long-term care facilities

• People taking various antibiotics

The infection is thought to be related to a disturbance in the normal intesti-

nal ecosystem. When bacterial flora (the microbiome) are working properly, 

they prevent colonization by certain bacteria, which can lead to disease.

Newer diagnostic tests that are highly sensitive and specific are now available. 

These can allow earlier diagnosis. The standard treatments are metronidazole, 

vancomycin, and fidaxomicin. Unfortunately, drug resistance and recurrent 

infection often develop.

A recent innovative treatment is FMT (fecal microbiota transplantation). 

This procedure has been shown to more rapidly restore the intestinal flora 

that can aid in combating the infection. The process involves obtaining stool 

from a healthy donor, filtering and liquefying it. Then, the mixture is infused 

via colonoscopy or a nasogastric tube.

Prevention is the key to help eliminate the infection. With C. Difficile, this re-

quires meticulous attention to hygiene. Be sure to clean potentially contami-
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nated areas with water/bleach. Wash hands thoroughly with soap and water. 

Isolate materials and individuals known to be infected.

THE SIMPLE FACTS OF CELIAC DISEASE

Observation is a key tool for physicians, to help us understand each  

patient’s illness.

A Dutch physician once observed that wheat -- specifically gluten, the pro-

tein in wheat -- is the culprit that causes intestinal inflammation in anyone 

with celiac disease. During World War II, he noted significant improvement 

in people suffering from diarrheal illness. Then, their symptoms escalated af-

ter the war. He realized that the improvement had resulted from diminished 

wheat supply during wartime. When the supply increased, celiac patients’ 

symptoms returned.

Another observation led to recognizing that celiac disease was much more 
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prevalent than previously thought. Physicians who performed biopsies of 

the small bowel, when a disorder was found, discovered that what was once 

considered a very rare disease is now seen in approximately 1% of the general 

population.

Our understanding of celiac disease, an auto-immune disorder, represents a 

breakthrough in medical research. It demonstrates how a known injurious 

agent (gluten in wheat) can produce an inflammatory response in a geneti-

cally pre-disposed individual. Many people with celiac disease are not diag-

nosed. Ironically, the majority of those who choose a gluten-free diet prob-

ably do not have celiac disease. They’re responding to widely-seen advertising 

campaigns about the benefits of going gluten-free.

Some people who eliminate gluten feel their “symptoms” improve -- even 

when they don’t have celiac disease. This has led to research on gluten sensi-

tivity when celiac disease is not present. In fact, the research might contribute 

to under-diagnosis of celiac disease: someone on a gluten-free diet who has 

undiagnosed celiac disease will have normal serologic blood tests and even 

a normal small bowel biopsy. Anyone who’s been on a gluten-free diet will 

require a gluten challenge before the physician can eliminate the possibility 

of celiac disease. A gluten challenge involves giving gluten to the patient prior 

to an antibody blood test or a small bowel biopsy.

We now have very sensitive and specific blood tests to help us diagnose this 

condition. A small bowel biopsy, in many cases, may be necessary. Presenting 

findings in people with celiac disease may include:

• Unexplained iron anemia 

• Osteoporosis

• Type 1 diabetes

• Abnormal liver tests

• Auto-immune thyroid disease 

• Delayed growth in children

Strict adherence to a gluten-free diet -- avoiding wheat, barley, and rye-- will 

control symptoms and may prevent adverse outcomes. Continued surveil-

lance is advised, for the possible developments of gastrointestinal cancers and 

lymphomas.

In the future, drugs currently in development may help manage celiac dis-

ease, which could make patients’ dietary restrictions far less cumbersome.
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BARRETT’S ESOPHAGUS

Barrett’s esophagus was a much-debated topic during my gastroenterology 

training in the early ‘70s. The main questions were who should be screened, 

how to screen, and the incidence of esophageal cancer in individuals with 

Barrett’s esophagus.

The discussion has escalated over the past four decades. Attention has been 

spurred by the five-to-sevenfold increase in cases of esophageal adenocarci-

noma, for which Barrett’s esophagus remains a risk factor.

In Barrett’s esophagus, normal esophageal lining is replaced with intestinal 

lining. This abnormal lining may undergo changes which might eventually 

lead to cancer. It is estimated that 3 to 5% of United States residents have Bar-

rett’s esophagus, yet many show no symptoms.

The disease is more prevalent in people who have GERD (gastroesophageal 

reflux disease). However, many patients with GERD have no symptoms.

Overall, the risk for cancer in Barrett’s esophagus patients is .5 to 1% per year. 

Unfortunately, the disease is associated with a 40-fold increase in risk for 

esophageal adenocarcinoma.

Currently, Barrett screening is recommended for

• Males over 50 with prolonged GERD symptoms (especially 

nocturnal reflux) 

• Anyone having a high Body Mass Index (BMI), especially with 

abdominal fat 

• Tobacco-users

Here’s the good news: the last 40 years have brought better means of early 

detection, and innovative treatments to prevent progression to cancer.

When lining changes occur in the esophagus, the physician determines 

whether they could be pre-malignant. If so, the patient may undergo removal 

and eradication of the abnormal lining. These procedures, performed by 

gastrointestinal endoscopists, are known as radiofrequency ablation (RFA) 

and endoscopic mucosal resection (EMR). Often, they eliminate the need for 

radical surgery.
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WHEN ESOPHAGEAL REFLUX DOES NOT RESPOND TO ACID 

SUPPRESSION

When I see a patient with heartburn, he or she is usually on a Proton Pump 

Inhibitor (PPI). Often, they’ve chosen this approach on their own, or were 

given the medication by their primary care provider.

Our most important step is to make sure that the use of a PPI is appropriate, 

and then make the needed adjustments to manage each individual case.

When the reflux is related to acid exposure, I frequently find that the medica-

tion is not being taken properly. Once that’s corrected, the symptoms diminish.

However, many cases of reflux are not related to acid exposure. These pa-

tients need further evaluation to determine what is causing their symptoms. 

The esophagus can be monitored for acid or non-acid exposure through a 

procedure called ambulatory impedance pH monitoring. This detects acidic 

and non-acidic reflux at all levels of the esophagus. It shows us whether that 

individual has inappropriate relaxation of the lower esophageal sphincter (the 

valve at the lower end of the esophagus, where it enters into the stomach).

Non-acid material, such as food residue or bile, may enter the esophagus and 

lead to symptoms. For patients affected by non-acid reflux, I taper them off 

PPIs, and then determine what treatment works best. Many are overweight or 

obese, so we have a discussion related to diet and exercise.

The hypersensitive esophagus is another possibility. Many years ago, a re-

nowned esophagologist told me he uses anxiety-reducing drugs for GERD 

more often than PPIs, with excellent results. For these patients, anxiety and 

hyper-vigilance seem to be the factors leading to symptoms.

The brain/gut connection is very strong in many GI disorders.

Hypnosis can lessen anxiety and hyper-vigilance, and is very helpful for cer-

tain people. It was proven many years ago to even lower acid exposure. More 

importantly, it has been shown to decrease the perception of pain.

Two prescription drugs that can help are Baclofen, which reduces transient 

relaxation of the lower esophageal sphincter, and Bethanechol, which tight-

ens it. The least desirable options, surgical or innovative endoscopic proce-

dure, are also discussed, when appropriate.
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HEPATITIS B

My interest in Hepatitis B began during my internship (1967-68), at my first 

American Gastroenterology Conference. I was impressed by Dr. Baruch 

Blumberg’s lecture on the Australian Antigen.

Actually, I was more excited about discovering our shared history: we’d at-

tended the same Yeshiva in Brooklyn. Dr. Blumberg won a Nobel Prize in 

1976, for identifying the hepatitis B virus particle. It became a diagnostic test, 

and later a vaccine, against hepatitis B. Today’s vaccine is a safer and geneti-

cally-refined version.

Why is hepatitis B important? Because it infects up to two billion people, world-

wide. It is believed to turn into a chronic infection in as many as 248 million.

For many people, that chronic infection will lead to liver decompensation, 

cirrhosis, and liver cancer. In undeveloped areas of the world, the most 

common transmission is from mother to child. Others at very high risk for 

hepatitis B are:

• Those with a history of homosexual or heterosexual promiscuity 

• Intravenous drug users

• Travelers to areas where hepatitis B is endemic

In the U.S., many people have been immunized or have acquired immunity 

through a previous infection. Since mother/child transmission of the virus 

remains a serious issue, we discuss hepatitis treatment with all women who 

are pregnant, and recommend testing.

Infected infants have a 90% chance of developing chronic infection, com-

pared to 5% or less of those infected in adulthood. For anyone infected with 

the hepatitis B virus, antiviral drugs can lessen the severity of complications, 

but they rarely lead to a cure or total eradication of the virus.

That’s why it is vital to prevent transmission of hepatitis B. This entails uni-

versal vaccination and screening for potential infection.

Many years ago, a cousin who is an immunologist in Brazil asked me if I 

used interferon therapy to treat hepatitis B. He manufactured interferon in 

his Brazilian lab. At that point, I had no experience with this medication and 

didn’t know if it was acceptable, medically. Eventually, it was the standard 
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DIVERTICULOSIS AND ITS COMPLICATION, DIVERTICULITIS

Diverticuli can be present in any location of the gastrointestinal tract, but the 

colon is the most common location for it to occur.

By age 50, about 30 to 50% of the population will have diverticulosis. By age 

80, more than 70% will have it.

Aging and diet are thought to be the primary causes of this problem. A 

decrease in dietary fiber leads to a decrease in stool volume, which brings 

a change in colonic motility. This can result in an increased pressure in the 

colon. This results in a herniation of the inner portion of the colon wall, 

through the muscular colonic wall at the points of natural weakness, the 

result of penetrating blood vessels entering the colon.

treatment. Years later, better-tolerated oral agents (nucleoside and nucleotide 

analogs) became available.

These drugs provide very powerful antiviral treatment. However, the main 

concern remains the potential for antiviral resistance, because viral muta-

tions can evolve during the course of treatment. The virus causes damage 

through immune response that it evokes in the infected patient, which can 

lead to serious immune-mediated manifestations outside the liver. These 

include polyarteritis nodosa, glomerulonephritis, cryoglobulinemia, and 

aplastic anemia.

Anyone who has had chronic hepatitis B infection should be regularly 

screened for liver cancer. The methods include abdominal ultrasound, CT or 

MRI imaging, and obtaining an alfa-fetoprotein determination every six to 

twelve months.

Managing hepatitis B and its potential complications is significant and seri-

ous. Our practice is closely affiliated with liver transplant centers, and our 

treatment recommendations are frequently coordinated with our hepatology 

associates (liver experts).
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Diverticulitis is an inflammation that occurs in diverticulum. Acute diver-

ticulitis is one of the most common GI disorders leading to hospitalization, 

at an estimated annual cost exceeding two billion dollars. It is also a common 

office and emergency room diagnosis.

Acute diverticulitis is estimated to occur in approximately 4% of individuals 

with diverticulosis. Approximately 15% will have a complicated disease, such 

as abscess, perforation, fistula or colonic obstruction. 15 to 30% will have a 

recurrence.

The most common presentation is abdominal pain, usually in the left lower 

abdomen, with some change in bowel habits (generally constipation). A fever 

may be present. On examination, there is tenderness, generally in the lower 

abdomen.

When an individual with these complaints presents to me in the office, I will 

get routine lab tests, and in most situations will get an abdominal and pelvic 

CT scan. Depending on the severity of the presentation, antibiotic treatment 

can be initiated, and a discussion of potential hospitalization. A liquid or low 

residue diet is recommended.

Our management of diverticulitis has been modified since I began my prac-

tice. We were more likely to recommend surgical treatment after two to three 

episodes of diverticulitis, especially if complications were present, such as an 

abscess or fistula.

My personal experience mirrors that of the current recommendation, which 

is for more conservative management. There, however, remains some con-

troversy as to when and how surgery should be considered. The good news is 

that if surgery becomes the only option, it can be performed, in many cases, 

laparoscopically, which has been shown to decrease morbidity and lower the 

cost of hospitalization.

In the past, individuals with diverticulosis were instructed to avoid foods 

with seeds and nuts, for fear that this would predispose an individual to 

develop diverticulitis. I never believed this to be the case, and these recom-

mendations are no longer advised.

A recent article was published suggesting that high red meat consumption is 

linked to diverticulitis. It appeared that the consumption of unprocessed red 

meat led to an increased incidence of diverticulitis. Unprocessed meat, i.e. 

steak, is usually consumed in larger portions, which could lead to a larger un-

digested piece in the large intestine. This potentially could produce changes 

in the colonic bacteria (microbiome). In addition, higher cooking tempera-

tures used in preparing unprocessed meat may also change the bacterial 

composition, which could encourage the development of pro-inflammatory 

substances in the colon.

As one who always recommended lowering or avoidance of red meat con-

sumption, I found this article to be very interesting.
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HOW GASTROINTESTINAL INFECTIONS “CAUGHT” ME

When I was 10, I was a day camper in the Rockaways. I began having fevers 

and stomach pains, which lasted several weeks. Finally, I was diagnosed with 

typhoid fever. A lifelong side effect: my interest in gastroenterology.

The epidemic affected so many kids there that the camp was shut down for 

the season. Treated with antibiotics, I was able to remain at home, thanks to 

care by my father (a medical doctor) and my mother (a nurse). Seeing my 

friends only through a screened bedroom window, I felt very isolated. Luck-

ily, I recovered fully, and was monitored by the Board of Health, for one year.

During my journey in gastroenterology, I’ve cared for many individuals with 

intestinal infections. Most recovered well -- as I did -- but some had more 

complicated experiences.

For instance, one woman, on a family vacation in Mexico, ate watermelon 

at a market and soon developed severe abdominal pain. It turned out to be 

from her perforated intestine, resulting from an infection caused by amoebas. 

After emergency surgery, she recovered.

After receiving several different antibiotics, an elderly patient developed a 

severe clostridium difficile colitis, with intestinal perforation. Although most 

patients survive this serious condition, he, unfortunately, did not.

In 1980, I treated a patient diagnosed with colitis. While he was taking ste-

roids, his swallowing became painful. An endoscopy showed candida esopha-

gitis. Later he developed kidney failure. He turned out to be one of the first 

patients diagnosed with HIV. The effective treatments provided today were 

not available at the start of the AIDS epidemic. Sadly, like so many others at 

that time, he did not survive.

Gastrointestinal infectious diseases can affect many different sites in the 

intestinal tract. In the esophagus, the infection most often is candida. It oc-

curs in immuno-compromised patients who are receiving steroids, or have 

diabetes or HIV. Occasionally, I see herpes involving the esophagus.

In healthy people, the most common infections in the stomach are caused 

by viruses. In our practice, we see many patients with helicobacter pylori, a 

bacterium, and provide the needed treatment.
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Intestinal infections run the gamut from viral illness, like norovirus, to 

protozoa illness, such as giardiasis. The most common infectious diseases, 

particularly in travelers, are caused by toxins produced by enterotoxogenic 

e.coli bacteria. Salmonella and shigella are also frequent.

Among our diverse patient population, we occasionally see a variety of hel-

minths (worms). Usually, obtaining a comprehensive history and appropriate 

lab tests leads to a positive outcome for them.

Diagnosing and treating intestinal infections can be both very challenging 

and quite rewarding. And this area of gastroenterology has been continu-

ously exciting for me, ever since my own childhood experience.

PANCREATITIS: PERIL FOR PEOPLE AND PETS

During the holiday season, you may see some stories about dogs getting sick, 

vomiting, and needing a visit to the veterinarian. What’s wrong with them? 

They have pancreatitis, because their owners threw them lots of food from 

the dinner table.

It happens to humans, too. I remind patients that over-eating and excessive 

amounts of alcohol can lead to pancreatitis for them. In its acute state, this is 

one of the most common gastro-intestinal disorders requiring hospitalization.

In 60% to 70% of cases, the cause is alcohol abuse or gallstone disease. How-

ever, up to 30% of patients have no identified causes, even after thorough 

investigation. Some will later be found to have either:
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• Underlying genetic conditions

• Anatomical abnormalities of the pancreas and bile duct systems 

• Metabolic, drug, viral or bacterial factors

With all types of pancreatitis, early diagnosis and treatment is vital, to pre-

vent further complications. A careful history, lab tests and an ultrasound will 

help for diagnosis. Managing fluid intake remains essential.

Chronic pancreatitis can develop through progressive inflammation of the 

pancreas. Most commonly, it results from alcohol abuse. Other causes may 

be genetic syndromes and abnormal structure of the pancreatic or biliary 

system. Patients will need pain medication and pancreatic supplements.

Auto-immune pancreatitis often has symptoms similar to pancreatic cancer: 

marked jaundice and weight loss. It is important to recognize this disorder. 

Diagnosis is usually by careful evaluation of radiologic imaging and blood 

tests. Often, successful treatment with corticosteroids resolves the problems, 

and can prevent unnecessary surgery.

Another type of pancreatitis has no identifying underlying cause. Idiopathic 

pancreatitis, a challenging clinical problem, requires referral to a medical 

center with special expertise in its management.

Further research will develop treatments for controlling the inflammation of 

pancreatitis. These will prevent severe disease with poor outcome.

Meanwhile, it’s easy to protect your pets from pancreatitis -- don’t toss them 

foods from your own meals.
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GASTROPARESIS: BETTER TREATMENT NEEDED

Gastroparesis is a disorder in which the stomach fails to empty in a normal 

fashion. Its symptoms are among the complaints we hear most frequently in 

our office.

People with gastroparesis may experience:

• A sense of early fullness following a meal 

• Abdominal pain and bloating

• Vomiting

Unfortunately, hospitalization for this disorder has increased more than 40-

fold since the early 1990s. This has significantly impacted America’s health 

care spending, at an estimated cost of more than $600 million in 2014.

What causes gastroparesis? One common factor is diabetes with other ill-

nesses, such as post-viral and post-surgical etiologies. Unknown (or idio-

pathic) etiologies account for a significant number of cases.

Understanding the stomach’s electrophysiology is vital for evaluating patients 

with gastroparesis. I frequently liken it to understanding the electrophysiol-

ogy of the heart. Like the heart, the stomach has a pacemaker, responsible for 

normal rhythmic contractions. This pacemaker is located in the upper por-

tion of the stomach, known as the interstitial cells of Cajal. It produces slow 

waves that migrate to the lower portion of the stomach.

Specialized cells in the muscle wall, or in the complex nervous system that 

innervates the stomach, play a vital role in allowing a relaxed stomach to 

receive food. Then, rhythmic contraction expels the food content through 

the stomach and into the small intestine. Spasticity of muscle contraction 

anywhere in the stomach can lead to gastroparesis.

In our practice, we have been using an advanced technological procedure, 

“the smart pill,” to evaluate any patient we believe may have gastroparesis. 

This is a wireless motility capsule that is swallowed. Then it provides infor-

mation on its location in the stomach, small intestine and colon; times of 

entry into these locations; and pressure or ph. measurements at each site.

The smart pill has become a valuable tool in our investigation of GI motility 
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disturbances, and especially in diagnosing gastroparesis. However, adequate 

treatment for these disorders is not yet available. For many years, I have been 

prescribing metoclopramide (Reglan). It’s effective for short-term use but 

can’t be used for long. Reglan’s side effects are occasionally tremors (tardive 

dyskinesia) similar to those seen in Parkinson’s disease.

Domperidone can be very useful, but is not available in the USA. It can be 

obtained from Canada. We occasionally use erythromycin, an antibiotic with 

a pro-motility effect. This effect is gradually lost, making its longer-term 

usefulness questionable.

Fortunately, several novel drugs now being investigated have been show-

ing promise in accelerating stomach-emptying. Hopefully, they will soon be 

available, so that we can help patients suffering from the disabling symptoms 

of gastroparesis.

THE SKINNY ON FATTY LIVER DISEASE

Over the past 30 years, the prevalence of fatty liver disease has risen signifi-

cantly. Now, nonalcoholic fatty liver disease (NAFLD) is the most common 

cause of chronic liver disease. It presents with increased amounts of visible 

fat in the liver.

A more aggressive variant of NAFLD is nonalcoholic steatohepatitis (NASH), 

which may progress to liver scarring, cirrhosis, or even liver cancer hepato-

cellular carcinoma.

What drives these illnesses? That remains somewhat puzzling, but we un-

derstand some of the circumstances. Undoubtedly, the worldwide obesity 

epidemic can be blamed for much of the problem. The World Health Organ- 
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-ization estimates 1.9 billion overweight people in the world. Another 600 

million are obese.

The causes of obesity are not completely understood. Its multitude of factors 

seems to include 

• Lifestyle choices

• Genetics

• The microbiome 

• Food selections

The development of fatty liver is a consequence of impaired glucose tolerance 

and insulin resistance. NAFLD is considered the liver manifestation of the 

metabolic syndrome, which includes type 2 diabetes mellitus, hypertension, 

and elevated fats in the blood. It also includes dyslipidemia, which involves 

elevated cholesterol, triglycerides, and other fat substances in the blood.

Many procedures can diagnose fat in the liver. Most are imaging tests, rang-

ing from ultrasound to CT to MRI. A procedure called magnetic resonance 

elastography gives the most accurate evaluation of the liver. Unfortunately, 

its high cost and low availability limit its use. Biomarkers are another valu-

able tool to assess liver scarring. All these tests can spare some people from 

undergoing a liver biopsy. NASH -- the second most common indication for 

liver transplantation in the United States -- is expected to soon replace Hepa-

titis C as the leading indicator.

Treatments available for NAFLD and NASH have been rather limited. Re-

cently, as newer treatments are implemented, they are having varied success.

Our practice has a very active team approach in managing the obesity 

epidemic and its severe consequence of fatty liver. Our new services include 

endoscopic treatment, such as intragastric balloon insertion. The bariatric 

program includes consultations and on-going follow-up with our staff dieti-

tian/nutritionist and bariatric surgeon.

[Part Three: Specific Diseases and Illnesses]
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We constantly need to reconcile a discrepancy: 

the medical profession is an art guided by  

science, yet the ‘healthcare’ we hear so much 

about is a business.”

or 50 years. Half a century. Imagine the changes that 

take place in any industry over the course of 50 years, 

especially in technology and medicine. The systems in 

place in the 1960s seem archaic today. It’s hard to image what ad-

vances the next 50 years will bring.

50 years is also a lot of time 

to accumulate experience and 

knowledge. This book preserves 

my experiences and memories  

in a clear, concise format, taking 

you through my involvement 

in Gastroenterology. And even 

though I’ve studied with some  

of the best teachers and institu-

tions, it also proves my perspec-

tive that my patients have been 

my best teachers.


