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innovations at penn

The gastroenterology team at the University of Pennsylvania School of Medicine and Penn
Medicine is nationally recognized for clinical research and superlative care for its patients.
I am pleased to announce the following honors and awards accorded our faculty, as well as
recent additions to our team:

Emeritus Professor of Medicine

GREGORY G. GINSBERG, MD
Dr. Ginsberg is the President-Elect for the ASGE for May 2010-May 2011, and will be President of the ASGE for May
2011-May 2012. He has also been President of the Delaware Valley Society for GI Endoscopy (DVSGE) from 2008-2010.

“What we gained from clinical epidemiology was a better
understanding of the patterns of these disorders and their associated
risk factors, which improved our understanding of the underlying
pathophysiology. Inevitably, this led to improvements in treatment.”

Recipient of the 2010 AGA/GRG Investigator Award in Basic Science Research.

Balloon-Assisted Enteroscopy

The following Penn Gastroenterologists/Hepatologists were voted as “Top Docs”
by Philadelphia Magazine for 2010:

Methods for Small-Bowel Diagnostics

GREGORY G. GINSBERG, MD
TIMOTHY C. HOOPS, MD
JAMES D. LEWIS, MD, MSCE

I became interested in chronic GI disease in
the early 1960s, when the disorders we now call
inflammatory bowel disease weren’t very well
understood. Ulcerative colitis had been described
for over a century, but the first report on Crohn’s
appeared only in 1932. Little was known about
the pathophysiology of the diseases. As a result,
experts often relied on clinical observation when
treating patients and performing research. My
first published article came about because a
colleague at Mount Sinai noticed a pattern of
kidney stones in patients with IBD. He suggested
that I investigate the association. I performed a
retrospective chart review of IBD patients at the
hospital that confirmed a pattern of nephrolithiasis
in this population, wrote up my findings and
published them. Subsequently, investigators were
able to determine more precisely why people
with IBD were prone to kidney stones.
Although we still don’t know what causes
IBD, we do know much more about the clinical
patterns and the associated pathophysiological
abnormalities of the diseases. Much of this

Expand at Penn

GARY R. LICHTENSTEIN, MD
DAVID C. METZ, MD
K. RAJENDER (RAJ) REDDY, MD

FARZANA RASHID, MD, joined the Penn Division of Gastroenterology in the fall of 2010. A graduate

A researcher as well as physician for most of his
career, Dr. Deren took an early interest in the
treatment of ulcerative colitis (UC) and Crohn’s
disease (CD). Many of the papers he authored or
co-authored reflect this focus. Recently, we asked
him to review his personal experiences with the
treatment of IBD and the part that clinical research
has played in the present understanding of UC
and Crohn’s.

of the University of Sheffield School of Medicine, Sheffield, UK, Dr. Rashid completed her medicine residency at
MetroHealth Medical Center, Case Western Reserve University and a fellowship in gastroenterology at the University
of Missouri School of Medicine. Her clinical interests include celiac disease and inflammatory bowel disease.
She sees patients at Penn Medicine at Radnor.
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Dr. Deren came to Penn in 1968, where he
served as a Professor of medicine for more than
40 years, as Director of Gastroenterology at
the Philadelphia VA Medical Center in the early
part of his Penn career, and later as Director
of Gastroenterology for 10 years at Penn
Presbyterian Medical Center. Dr. Deren was the
recipient of the AGA’s distinguished clinician
award and the CCFA’s lifetime achievement award
in clinical IBD and was a Top Doc on a perennial
basis in various media outlets. In honor of his
keen intellect and role as mentor, the Penn GI
division has established the annual Julius J. Deren
lectureship, to be inaugurated in June 2011 by
Brian Feagan, MD, a renowned authority in IBD.

T. Grier Miller Professor of Medicine and
Genetics, Chief, Division of Gastroenterology

BEN Z. STANGER, MD, PhD

Penn Medicine at Radnor
250 King of Prussia Road
Module B
Radnor, PA 19087
610.902.1500
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The retirement of Julius J. Deren, MD from Penn
Medicine in 2009 marked the achievement of 50
years as a clinician, educator, and researcher in
gastrointestinal medicine. Dr. Deren received his
medical degree from the State University of New
York Downstate Medical Center in Brooklyn,
NY, and completed his residency in that city at
Maimonides Hospital. Subsequently, he was a
research fellow in gastroenterology and clinical
medicine at the Harvard Medical Service in Boston
and completed a research fellowship in physiology
at Harvard Medical School.

Anil K. Rustgi, MD

3600 Market Street
Suite 210
Philadelphia, PA 19104

A Perspective on the Treatment of IBD
over a 50-Year Span

Penn is now among the very few tertiary
care centers in the Philadelphia region
offering a platform of balloon-assisted
enteroscopy for patients with suspected
disorders of the small bowel and patients
with surgically-altered small bowel
anatomy. Balloon-assisted enteroscopy
can enable endoscopists to visualize
the mucosa of much or all of the small
intestine in a manner similar to that of
upper endoscopy or colonoscopy. The
procedure is complex and technically
demanding and is performed at Penn by
skilled endoscopists with specific training.

The small bowel was generally beyond
the reach of direct visualization until
2000 when the introduction of capsule
endoscopy (CE) allowed clinicians to view
the organ’s entire length for the first time
without surgery. While CE is a major
breakthrough in this regard, it has limitations
as a diagnostic tool. The capsule is useful
for finding lesions and strictures, but can’t
perform biopsies or treatment; patients
found to have abnormalities must then
undergo additional procedures.
Balloon-assisted enteroscopy, however,
gives enteroscopists the ability to perform biopsies, resect polyps, treat bleeding lesions, and dilate strictures of the
small bowel in a single procedure. The
balloon-assisted enteroscopes are similar
to standard enteroscopes in length and

diameter, but involve the use of inflatable
components that permit them to advance
through the small bowel in stages. Studies
from major medical centers throughout
the world have established the safety and
efficacy of balloon-assisted enteroscopy.
Penn employs both the single-balloon and
the double-balloon enteroscope depending upon individual patient and case-based
circumstances.
At Penn Medicine, balloon-assisted
enteroscopy is used to diagnose and treat
lesions and polyps of the small bowel, to
identify obscure causes of GI bleeding and
help in some cases of Crohn’s disease. By
inserting instruments into the endoscope,
Penn endoscopists are able to retrieve tissue
for biopsy, as well as perform a variety of
treatments, including the removal of polyps
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—Julius J. Deren, MD
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Balloon-assisted enteroscopy expands opportunities for
evaluating and treating patients with small bowel diseases.

entire length of the small bowel. When a polyp/tumor or
a bleeding lesion is encountered, accessory devices are
inserted through an accessory channel of the endoscope to
obtain a biopsy or apply therapy to control the bleeding.
If the examination cannot be completed in one procedure,
the last point of the small bowel reached is injected with
special dye to mark the site. The procedure can then be
completed on a separate day by a retrograde method
similar to colonoscopy by advancing the endoscope through
the terminal ilium back to the area previously marked.
Single-balloon enteroscopy is conducted in a similar
manner; however, the balloon is limited to the overtube.
Both procedures are typically performed with deep
sedation and with fluoroscopic guidance.

Clinical Indications
During a balloon-assisted enteroscopy, a small focus of bleeding
is cauterized by a contact thermal probe.

and other abnormal growths, the dilation of strictures
and bleeding cauterization. Moreover, balloon-assisted
enteroscopy can permit diagnostic and therapeutic
endoscopic retrograde cholangiopancreatography (ERCP)
in many patients with surgically altered anatomy that
heretofore was untenable.

Double-Balloon Enteroscopy
A relatively recent addition to the field, double-balloon
enteroscopy consists of an enteroscope with a balloon
attached at its end and a semi-rigid plastic tube that
slides over the enteroscope like a sleeve to protect the GI
mucosa. This “overtube” is also fitted with a balloon at
its end. After the patient is sedated and comfortable, the
endoscope in inserted and advanced into the upper part of
the small intestine similar to standard upper endoscopy.
The overtube is then advanced to the end of the endoscope.
Inflation of the balloon at the end of the overtube then
holds it firmly in place in the intestine. At this point, the
endoscope is advanced beyond the overtube balloon;
because the overtube is relatively rigid, no looping of the
endoscope in the stomach or small intestine occurs. When
the tip of the endoscope can no longer be advanced, the
balloon at its tip is inflated to anchor it in position. Behind
it, the balloon at the tip of the overtube is deflated. The
overtube is then advanced to the end of the endoscope and
its balloon re-inflated, anchoring it in place. Repetition of
several cycles of this process helps in examining the small
bowel to a greater depth and can be used to visualize the
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Balloon-assisted enteroscopy is an approved method for
evaluating patients with small bowel diseases including
patients with:
•	Obvious or obscure GI bleeding without an identifiable
bleeding source in the stomach or colon by upper
endoscopy and colonoscopy.
•	Iron deficiency anemia requiring repeated blood
transfusions or iron infusions without any obvious GI
bleeding. These patients are likely to have a bleeding
source in the small intestine with slow blood loss and
therefore not have any obvious GI bleeding such as
black stool/red blood/dark blood in the stool.
•	Celiac disease with persistent symptoms despite being
on gluten-free diet.
•	Suspected small bowel polyps (example: patients with
hereditary colon cancer syndromes).
•	Suspected inflammatory bowel disease or Crohn’s
disease with small bowel involvement.
•	Small bowel strictures that need dilatation and patients
with other abnormal studies such as abnormal small
bowel radiographs or barium studies and capsule
endoscopy that require further evaluation.
•	To facilitate ERCP in patients with surgically-altered

small bowel anatomy.

J

The
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information came from epidemiologists who
began gathering data from patient databanks
at individual institutions to describe the natural
history of Crohn’s disease and ulcerative colitis. Dr.
Lewis here at Penn (James D. Lewis, MD, MSCE)
has done a great deal of valuable work in this
regard by accessing databanks from larger patient
populations, including a prominent database from
the United Kingdom, to determine unique features
of patients with IBD compared to individuals who
do not have the disease. What we gained from
clinical epidemiology was a better understanding of
the patterns of these disorders and their associated
risk factors, which improved our understanding of
the underlying pathophysiology. Inevitably, this led
to improvements in treatment.
When I began seeing patients, the treatment of
IBD consisted of two options: radical surgery and
medical therapy consisting of corticosteroids and
mesalamine. It goes without saying that this was
not ideal. As a result of clinical and laboratory

oint Center for

Digestive, Liver and Pancreatic Medicine

Transitional Medicine for Adolescents and Young Adults with Chronic GI Disorders
Established in 2008, the Joint
Center for Digestive, Liver and
Pancreatic Medicine is a collaborative
effort between Penn Medicine and
Children’s Hospital of Pennsylvania
(CHOP) devoted to transitional
care for youth with chronic GI
diseases. Co-directed by Anil K.
Rustgi, MD, Chief of the Division of
Gastroenterology at Penn Medicine
and David A. Piccoli, MD, Chief of
the Division of Gastroenterology,
Hepatology and Nutrition at CHOP,
the Joint Center is the first of its
kind in the nation.
The Center’s focus is to facilitate
the transition from childhood
to adulthood in patients with
inflammatory bowel disease (IBD)
and other chronic GI disorders,
including genetic diseases of the
gastrointestinal tract and liver
(inherited predisposition to benign
and malignant digestive disorders
and diseases), autoimmune diseases
(eosinophilic esophagitis, celiac

In the two years since
its inception, the Joint

Balloon-Assisted Enteroscopy at Penn

Center has transitioned

Balloon-assisted enteroscopy is now being performed at
Penn Presbyterian Medical Center, the Perelman Center for
Advanced Medicine and the Hospital of the University of
Pennsylvania by Gregory G. Ginsberg, MD; Kashyap
Panganamamula, MD; David Jaffe, MD; Timothy
Hoops, MD; Michael Kochman, MD; and Nuzhat
Ahmad, MD.

hundreds of adolescent
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A Perspective on the Treatment of IBD over a 50-Year Span

patients to adult care.

sprue), nutritional deficiency
disorders and pediatric obesity.
Other missions include educational
programs for medical students,
residents and fellows, particularly
those with backgrounds that combine
pediatrics and adult medicine, and
research on transitional medicine.
At the joint center, patients and
their families are introduced to a
Penn gastroenterologist, and meet
with this provider on a weekly
basis to discuss medical history and
future treatment options. Working
between the two institutions, a
patient coordinator provides the
input of pediatric specialists, whose
relationship with patients and
families––often long-standing––
is critical to the success of the
transition.
In the two years since its inception,
the center––which has the full
support of Steve Altschuler, MD,
CHOP President and CEO, and
Arthur H. Rubenstein, MBBCh, Dean
of the University of Pennsylvania
School of Medicine––has transitioned
hundreds of adolescent patients
to adult care.
The Joint center is representative
of the successful collaborative efforts
between Penn and CHOP, and will
hopefully be modeled by other
communities with both adult and
children’s hospitals,” Dr. Rustgi says.

Navigating the Transition
Because patients are at the core
of the joint center’s mission, its staff

|
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includes patient coordinator Anne
Grant, RN. In this role, Grant is an
educator and counselor for patients
and their families, and a liaison for
pediatric and adult providers of
gastroenterological care at CHOP
and Penn Medicine.
“The transitional period can be
a delicate process for young people
with chronic illness,” Grant says.
“These patients are dealing not only
with the challenges of ordinary life––
school and relationships––but with
treatments that often conflict with
the culture they live in.”
Grant is instrumental in the
mitigation of alcohol use and other
risk behaviors in transition-age
patients, counsels them on the
benefits of self-advocacy and educates
them to ensure that they understand
that the demands of long-term care
may include necessary, if occasionally
inconvenient, changes in the course of
treatment. She also works to ensure
a good “fit” between young patients
and their new physicians.
“It’s important that providers
understand the underlying
developmental needs of young
people,” Grant says, “and that they
realize that what young people often
value in a physician has more to
do with personality and personal
interaction than medical skill.”

Research
The large number of potential
participants at CHOP and Penn
has placed basic, translational

“The transitional period can
be a delicate process for young
people with chronic illness.
These patients are dealing
not only with the challenges
of ordinary life…but with
treatments that often conflict
with the culture they live in.”
—Anne Grant, RN
Patient Coordinator

and clinical research among the
chief objectives of Penn’s Joint
Center for Digestive, Liver and
Pancreatic Medicine.
“If transitional care is the first
part of the platform, the second is
research.” says Dr Rustgi. “With the
establishment of research relational
databases, we should be in a better
position to understand these diseases

research, though, the therapeutic options for
IBD gradually expanded. Immunological agents
were introduced in the 1960s, for example, when
researchers determined that the immune system
was involved in the inflammatory aspects of IBD.
In the 1990s, with a better understanding of the
pathobiology of IBD, biological agents entered
the picture. More recently, much has been achieved
in defining optimal therapeutic regimens for
both UC and CD by investigators such as Gary
Lichtenstein, MD, Director of the Penn IBD
Center, in part through seminal clinical trials.
New approaches to surgery have evolved, too,
with laparoscopic approaches taking the place
of many open procedures.
The effect of these new treatments over time
is that patient’s lives have improved. It’s still no
joy ride to come down with ulcerative colitis
or Crohn’s, of course, but the outlook is much
improved today over what it was 50 years ago.

from a transitional standpoint, and
gain insights into adult diseases.”
These databases, Dr. Rustgi adds,
will integrate demographic and clinical
information from CHOP and Penn and
will include biosamples from patients
that will be analyzed at the molecular
and genetic levels. Combining this
information will help specialists improve
their ability to diagnose and treat
patients in an integrated fashion.
Among the current studies ongoing
through the Center is an investigation
of diet as an important determinant
of gut microbiome composition by
Penn investigators Frederic Bushman,
PhD, James Lewis, MD, Gary Wu, MD
and Hongzhe Li, MD, and Robert N.
Baldassano, MD and Nicholas Stettler,
MD, at CHOP. The study, which is
supported by a UH2 grant from the
National Institutes of Health (NIH),
seeks to examine the effect of diet on
the composition of the human gut
microbiome and its implications for
dietary interventions currently used to
treat patients with Crohn’s disease.

R E S O U R C E S
•

P enn GI division patient website:
Penn Medicine.org/GI

•

P enn GI division academic website:
www.med.upenn.edu/gastro

•

P enn Abramson Cancer Center website:
PennMedicine.org/abramson

•

P enn cancer information:
www.oncolink.org

•

 CI program project on esophageal
N
cancer at Penn:
www.med.upenn.edu/gastro/nci
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