
SATURDAY, APRIL  13,  2019
DOUBLE TREE HILTON 

WEST EDMONTON
EDMONTON | ALBERTA

F I N A L  P R O G R A M

COURSE OBJECTIVES
Through plenary sessions and small group workshops,
participants will:

• Identify how to respond to several common
gastroenterological concerns frequently seen in 
primary care  

• Provide a summary of recent developments in
gastroenterology and articulate how those updates
in diagnosis and treatment affect clinical practice in 
the primary care setting 

• Be more confident in knowing when common
gastrointestinal symptoms and conditions can be 
cared for by family physicians and which concerns
should be referred to a specialist or endoscopist 

• Examine case studies dealing with common GI issues
and provide a suggested course of practice based 
on the information provided in Course sessions 

• Network and interact with colleagues and experts 
in the field in order to discuss common and often
complex gastroenterological problems 

ACCREDITATION

This Group Learning program
has been certified by the College
of Family Physicians of Canada

and the Alberta Chapter for up to
6.25  Mainpro+ credits.



7:00 - 8:00 am Breakfast and Registration

8:00 - 8:10 am Welcome and Introductions 

8:10 - 8:35 am LECTURE #1 
“I Got the Burn” GERD:
Medical and Surgical
Management
Dan Sadowski and Aryan Modasi

Learning Objectives:
• Determine how to diagnose GERD; outline need for

any investigations
• Review medical therapy and pathway for GERD
• Identify indications and current surgical techniques

for the treatment of GERD

8:35 – 8:40 am Room Change

8:40 - 9:20 am WORKSHOP #1 
Dyspepsia Cases

Learning Objectives:
• Determine which patients with dyspepsia require

early endoscopic evaluation
• Describe a stepwise approach to the management

of dyspepsia without alarm symptoms
• Utilize the Alberta Enhanced Primary Care

Pathways for dyspepsia management and referral

9:20 - 9:25 am Room Change 

9:25 – 9:50 am LECTURE #2
Abnormal LFTs: Is there
really something wrong
with me? (with a quick
review of: What’s New in
HepC)
Marilyn Zeman

Learning Objectives:
• Determine appropriate investigations for abnormal

liver enzymes
• Determine which patients should have liver

enzymes performed
• Understand the updates in Hepatitis C treatment

9:50 – 10:15 am LECTURE #3
Pancreatic Update
Clarence Wong

Learning Objectives:
• Update the pathways for referral for pancreatic

cancer
• Identify the criteria for when a patient with

pancreatic cyst should be referred
• Understand the common causes of pancreatic cysts

10:15 – 10:30 am Break

10:30 –11:10 am WORKSHOP #2
The ABC’s of LFTs

Learning Objectives:
• Provide a rational approach to abnormal liver

enzymes including hepatocellular and cholestatic
patterns

• Determine appropriate next steps in approaching
the above abnormalities

• Determine which clinical scenarios/LFT
abnormalities can be cared for in primary care
and which should be referred to hepatologists

11:10 – 11:15 am Room Change

11:15 – 11:40 am LECTURE #4
The Ds to Zs of Dysphagia
Adriana Lazarescu

Learning Objectives:
• Differentiate benign from malignant causes of

dysphagia
• Select appropriate investigations for the patient

with dysphagia

11:40 – 12:10 pm FULL GROUP DISCUSSION 
Ask the Experts: AM Session

Learning Objectives:
• Discuss the morning’s presentations with expert

faculty and peers
• Analyze their comprehension and ask questions to

reinforce key points from each session

P R O G R A M  S C H E D U L E



12:10 – 12:40 pm Lunch

12:40 – 1:05 pm LECTURE #5
Colorectal Cancer Screening,
Primary Care Audit Cases
Amy Morse

Learning Objectives:
• Review colon cancers in younger individuals and

higher risk groups
• Review recent guidelines for screening if there is

family history of colon cancer 
• Outline how high risk patients can be seen through

the SCOPE Program

1:05 – 1:10 pm Room Change

1:10 – 1:50 pm WORKSHOP #3
Colorectal Cancer Cases

Learning Objectives:
• Identify cases of rectal bleeding that may risk

colon cancer
• Review the management of anemia and selecting

those at higher risk for CRC
• How to use FIT to screen younger patients
• Discuss the clinical use of a fecal blood test

1:50 – 1:55 pm Room Change 

1:55 – 2:20 pm LECTURE #6

“Baby Got Gas” Approach
to Pediatric Constipation
Rabin Persad 

Learning Objectives:
• Identify children who may have an organic cause

for constipation
• Select appropriate therapies for children with

chronic constipation

2:20 – 2:35 pm Break 

2:35 – 3:15 pm WORKSHOP #4
IBD vs. IBS Cases

Learning Objectives:
• Select appropriate investigations to rule out

organic pathology in a patient with chronic
diarrhea

• Provide symptom based therapy recommendations
for patients with irritable bowel syndrome

• Develop an action plan for patients with known
inflammatory bowel disease with symptoms of a
disease flare

3:15 – 3:20 pm Room Change

3:20 – 3:45 pm LECTURE #7
“I know this one will
work” – Ketogenic and
other diets your patients
may be doing
Jennifer Jin

Learning Objectives:
• Describe the role of the ketogenic diet in weight

loss and diabetic control   
• Outline the elements of alkaline diets and paleo

diets

3:45 - 4:00 pm FULL GROUP DISCUSSION
Ask the Experts: PM Session

Learning Objectives:
• Discuss the afternoon presentations with expert

faculty and peers
• Analyze their comprehension and ask questions to

reinforce key points from each session

4:00 pm Wrap Up and Conference Closes



W O R K S H O P  # 1  – D y s p e p s i a  C a s e s

CASE 1

Question 1: What is your differential diagnosis?

Question 2: What would be your next step in managing this patient?

Question 3: Based on the findings on the endoscopy, what would your treatment be at this time?

CASE 2: 

Question 1: What is your differential diagnosis?

Question 2: What would your management be at this time?

Lawrence Wong is a 74 year old man who presents
to your office with 3 months of epigastric pain.
There is no nausea, vomiting or dysphagia, and he
has not noticed melena or hematochezia. His
weight is stable. He was initially managing the pain
with acetaminophen and Tums, but it is increasing in
severity. He recalls having a duodenal ulcer
identified on barium upper GI series 30 years ago

and thinks he was given some medication at that
time. He wonders if this could be another ulcer? 

His only comorbidity is Type 2 diabetes on
metformin. His father died of some sort of
abdominal malignancy in his 60’s, but this was in
China and Lawrence does not have his father’s
medical records.

Michelle Jordan is a 32-year-old accountant who
presents with epigastric pain and upper abdominal
bloating. It has been present for 2 years, waxing
and waning in severity. It is exacerbated by eating
and she has tried eliminating dairy and gluten with
no improvement in symptoms. She has post-prandial
nausea, but no vomiting, dysphagia, heartburn or
bleeding. She has gained 20 pounds in the past 5
years. Her bowel motions are regular. 

She also has a history of migraine and takes Advil
2 tablets per week when she has a headache. Her
only other medication is digestive enzymes that she
purchased from a health food store. There is no
family history of ulcer or GI malignancy. 



NOTES



W O R K S H O P  # 2  – T h e  A B C ’s  o f  L F Ts

CASE 1

CASE 2

CASE 3

QUESTIONS FOR ALL CASES:

Question 1: What do you think the possible causes of his ALT could be? 

Question 2: If you think the ALT may be due to statin: would you stop it?

Question 3: What additional questions would you consider at this time?

Question 4: What additional investigations would you consider at this time?

Question 5: Any other diseases that may show fatty liver on US?

Question 6: What associated conditions should you consider checking for?

Question 7: Do you know of ways of predicting Fibrosis in patients with NAFLD?

48-year-old Caucasian male Rory McGuire is
complaining of non-specific abdominal pain x 6
months.  Pain is inconsistently related to eating,
might be better with a bowel motion. He has no
weight loss, vomiting or history of peptic ulcer
disease. He has a family history of MI in father at
49 years old and smokes 20 cigs per day. 

Current medications: atorvastatin 20 mg per day (10-
year pre-treatment CV risk is 28%):
www.bestsciencemedicine.com

PMHx: Appendectomy 

On exam, he is not jaundiced and looks well. 

BP 130 systolic, BMI 36 and abdominal exam is
unremarkable without palpable liver or extra-hepatic
signs of chronic liver disease. 

Rory wishes (forced) you to order some labs and you
receive the following results: 

• Hemoglobin 125 g/L, wbc 7.2 x10*9/L, plt 250
x10*9/L

• ATTG < 1 U/ml
• ALT 76 U/L
• ALP 50 U/L
• Bilirubin 20 umol/L
• Urea Breath Test negative

Same patient, but now 56 years old with BMI 36
and diabetic with following lab parameters:

• Hemoglobin 125, wbc 7.2, plt 200
• ALT 86

• AST 66
• Bilirubin 20
• FBS = 7.3 (A1c = 7.9)
• Albumin 37

Same patient, but 66 year old with with BMI 36,
longstanding DM and following lab parameters:

• Hemoglobin 125, wbc 7.2, plt 160
• ALT 86

• AST 66
• Bilirubin 20
• FBS = 7.3 (A1c = 7.9)
• Albumin 37



NOTES



W O R K S H O P  # 3  – C o l o r e c t a l  C a n c e r  C a s e s

CASE 1

Question 1: Is there any further history required?

Question 2: Should she be screened at this time? What would you recommend for her?

Question 3: What if there was no family history?

Question 4: What if her father was age 70 at the time of CRC diagnosis?

CASE 2

Question 1: What further history, if any, would you like?

Question 2: Should he be screened at this time? What would you recommend for him?

Question 3: What are the risks of screening?

CASE 3

Question 1: What further history would you like? Does he require any examination?

Question 2: What investigations would you request?

Question 3: What if the patient was age 25?

A 35 year old woman sees you as she is worried
about her risk of colon cancer. She has no
symptoms (bowel habits regular, no rectal

bleeding, no abdominal pain) and is otherwise
healthy. She is concerned as her father was just
diagnosed at age 60.

An 82-year-old male comes to your office requesting
colon cancer screening. He has no bowel related
symptoms (bowel habits regular, no rectal bleeding,

no abdominal pain) and only has hypertension. He is
otherwise fit and well. He had a colonoscopy at age
74 at his request.

A 55 year old male comes to your office with a
history of rectal bleeding. Over the last 6 months, he
has seen a few drops of bright red blood drip into the

toilet bowl and has seen blood on the toilet paper.
His stools have been harder of late, but he has not
had a change in diet or weight.



NOTES



W O R K S H O P  # 4  – I B D  v s .  I B S  C a s e s

CASE 1 – Lindsay Campbell

Question 1: What is your clinical diagnosis? 

Question 2: Are additional investigations necessary?

Question 3: Could food allergy explain her symptoms?

Question 4: What treatment options would you recommend?

CASE 2 – Ruth Slavko

Question 1: What would you do now?

Question 2: Would you prescribe any empiric medications?

Question 3: Is there a role for marijuana in managing her IBD?

Question 4: What specific primary health care needs are present in the patient with inflammatory bowel disease? 

Lindsay is a 22-year-old medical student with a
longstanding history of irregular bowel motions. She
cannot recall a time when her bowel motions were
“normal”. She fluctuates between days where she will
have LLQ cramping with 4-5 loose bowel motions
daily, and episodes where she will have no bowel
motion for 4-5 days with associated abdominal
bloating and discomfort. Prior to exams, her diarrhea
will be more frequent, with episodes of urgency that

have required her to stop at a gas station bathroom
on her way to school. Her weight is stable. There is
no rectal bleeding. There is no family history of
inflammatory bowel disease. 

Hb 124 g/L, ferritin 7ug/L

After finishing her GI block, Lindsay is concerned her
symptoms may represent Crohn’s disease.

Ruth is a 33-year-old woman who was diagnosed
with left sided ulcerative colitis 2 years ago. She was
started on Asacol 1600 mg BID at that time with

complete resolution of symptoms. She presents now
with 1 week of non-bloody diarrhea 10 times per
day, lower abdominal cramping, and fatigue.



NOTES
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