3.4 Dyspepsia

· Recognise and distinguish between peptic ulcer disease , GORD and functional dyspepsia clinically and by investigation.

	Peptic Ulcer
	GORD
	Functional Dyspepsia

(non-ulcer dyspepsia)

	DU
	GU
	
	

	-------------------- Epigastric Tenderness --------------------

	Pain pre-meal or at night.

Relieved by eating.
	Pain related to meals.

Relieved by antacids.
	Heartburn

Belching

Acid brash

Waterbrash

Odynophagia

Nocturnal asthma (aspiration at night)
	Less severe pain

Aggravated by food or milk

No nocturnal pain

No vomiting or wt loss

Age usually <40

	90% H. pyl.

also NSAID
	75% H.pyl

also NSAID
	May result in Barratts metaplasia – squamous cells become columnar – a premalignant condition that increases RR of  adenocarcinoma 8x
	Very common

	DU is 4x more common

If DU is refractory think of IBD, IF GU is refractory think of cancer.
	
	

	OGD

H. Pylori breath test
	24 hour pH + manometry

Barium swallow

OGD if >55 yrs, wt loss, dysphagia, or > 4 week symptoms
	Diagnosis of exclusion


Anatomy box:

Reflux is physiologically normal. GORD occurs when it occurs with increased frequency. Several anatomical features protect against this and a problem with one or more may result in GORD. 

· The lower oesophageal sphincter – may lose its ability to increase in tension when lying down or in response to a rise in intra abdominal pressure.

· The crural fold of the diaphragm may be bypassed by a sliding hiatus hernia.
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1. Esophagus 2. Herniated Portion of Stomach 3. Stomach 4. Diaphragm
· Initiate management of these conditions
Patients >45 with new onset dyspepsia or patients with danger signals (wt loss, GI bleed, dysphagia) should be endoscopically investigated.

Peptic ulceration

Investigate H pylori infection: 

· serology is used for initial diagnosis – it remains in the blood post eradication so cannot be used to confirm eradcation.

· 13C urea breath test – 13C radiolabelled urea is breathed in – the urease breaks this down and 13CO2 is exhaled. This test must be done at hospital and confirms eradication.

· CLO – campylobacter-like organism. This is done upon a biopsy sample taken during endoscopy.

Eradication is by ‘CAP’:  clarithromycin , amoxicillin, and a PPI or H2 receptor agonist for 1 week.

GORD:

Lifestyle advice may suffice in mild disease

· Avoidance of alcohol, chocolate or fatty foods

· Elevation of the head of the bed

· Avoidance of lying down 2-3 hours postprandially

· Avoidance of large meals
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Many patients have tried antacids or H2 antagonists over the counter – if not then this is the next line. Proton pump inhibitors are more effective and metoclopramide may help by speeding gastric emptying.

Surgery available is the Nissen fundoplication - An operation to sew the top of the stomach (fundus) around the esophagus.
Drug box: PPIs work on the H+:K+ ATPase or ‘proton pump’.

Functional Dyspepsia:

This can be treated successfully by PPIs

· Communicate to a patient the diagnosis of peptic ulcer disease and explain management inc. lifestyle changes.

Lifestyle changes are mainly cessation of alcohol intake (which damages the mucosa) and changing or cessation of NSAID therapy e.g. for rheumatoid arthritis.

· Recognise the possibility of gastric cancer in older patients with upper abdo symptoms

	Symptoms

· Epigastric pain (similar to peptic ulcer)

· Variable intensity or constant& severe
· Nausea
· Anorexia
· Weight loss
· Abdominal distension
· Of anaemia (occult blood loss)
· Of metastases (e.g. bone, liver)
	Signs

· 50% have palpable epigastric mass

· Palpable Virchows node

· Dernatomyositis

· Of metastasis (e.g. hepatomegaly)

	· 
	· 

	· 
	Investigations

· FBC and LFTs

· OGD, biopsy and barium meal

· CT and USS (for staging)


Gastric cancer is the 6th most common fatal cancer in the UK and has a very poor prognosis due to late presentation. Incidence is higher in males and is approximately 15 males per 100,000. It is rare <30 years.

Overall 5 year survival rate is 10%. Caught early and operated upon this may rise to 90%

There is a strong link between H pylori (as a source of acute gastritis that may progress through chronic and atrophic gastritis to premalignant intestinal metaplasia) and gastric cancer and also a link to smoking. Diets high in fruit and veg, and low in salt protect.

Most gastric cancers occur in the antrum and are almost invariably adenocarcinomas. Staging is via the TNM system.

· Recognise the possibility of gall bladder disease in patients with upper abdominal pain and to initiate appropriate investigations

The most common disease is stone disease

	Symptoms

· Biliary colic – severe but constant pain with a crescendo pattern.

· Pain often related to intake of food – esp  high fat food.

· Most commonly evening to early hours

· Pain usually epigastric but may occur over RUQ, right shoulder and right subscapular region.
	Signs

· McMurrays sign

· Fever / rigors suggests 2˚ complications
· RUQ rigidity / guarding suggest acute cholecystitis.

	· 
	· 

	· 
	Investigations

· LFTs (marginal ↑of bilirubin, ALT, ALP – mor sig rise ~ bile duct obst.)

· USS


Complications of gallstones include: cholecytitis, cholangitis and gallstone related pancreatitis.

