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Gastrointestinal health  

Mainly Men’s problems 



Overview 

• Introduction 
– Male predominant gastro-intestinal conditions 

– Symptoms in the guidelines 

– Guidelines reviewed and presented today. 

• Upper GI guidelines 
– 2WW referral quiz – upper GI cancer referral? 

– Breaking down the upper GI guidelines 
• Important definitions. 

• New patients, management and investigation. 

• Red flag symptoms. 

• Post investigation. 
– Common diagnoses and management 

• Lower GI guidelines 
– 2WW referral quiz – lower GI cancer referral? 

– Breaking down the lower GI guidelines 

 
 

 

 



Male predominant gastro-intestinal conditions 

• Oesophageal cancer  
• twice as common in men (6,000 cases per year in the uk, in men) 

• Gastric cancer  
• twice as common in men (4,000 cases per year in the uk, in men) 

• Colon cancer  
• 23,500 cases in men, and 18,600 cases in women per year, in the UK.  

 



Symptoms relevant to todays talk 

• Heartburn 

• Waterbrash 

• Reflux 

• Dysphagia 

• Indigestion 

• Nausea 

• Vomiting 

• Abdominal pain 

• Weight loss 

• Change in bowel 

habit 

• Rectal bleeding 

• Anaemia symptoms 

 



Dyspepsia guidelines 

• Gastro-oesophageal reflux disease and dyspepsia in 

adults: investigation and management*. 
– Clinical guideline Published: 3 September 2014 

– nice.org.uk/guidance/cg184 

 

• Suspected cancer: recognition and referral#. 
– NICE guideline Published: 23 June 2015 (updated Sept 2020) 

– nice.org.uk/guidance/ng12 

– Quantitative faecal immunochemical tests to guide referral for colorectal cancer in primary care (updated 2020)  

*Replacing : Dyspepsia: Management of dyspepsia in adults in primary care NICE guidelines 

[CG17]  Published date: August 2004 

#Replacing : Referral guidelines for suspected cancer NICE guidelines [CG27] Published date: 

June 2005  

Cancer referral guidelines 



2ww NICE quiz #1 ? 

• 60 year old man with recurrent reflux and heartburn on 

stopping PPI? 

• 55 year old woman with food sticking in her mid-chest 

after swallowing? 

• 61 year old man with weight loss and dyspepsia? 

• 50 year old woman with weight loss and dyspepsia? 

• 89 year old man with difficulty swallowing? 

• 73 year old male with weight loss and epigastric pain? 

• 40 year old woman with weight loss and reflux? 

 

 
 
 

 



CRITERIA FOR URGENT SUSPECTED CANCER REFERRAL 

Age ≥55 with dysphagia           

NB if <55 with dysphagia please contact consultant gastroenterologist to discuss before referral  

 OR    

☐ Age ≥55 with weight loss and any of the following: 

  ☐ 
Upper abdominal pain

  
☐ Reflux   ☐ Dyspepsia 

☒ Upper abdominal mass consistent with stomach cancer [2015] 

 
 

 



 

 

 

Breaking down the guidelines 
 



Dyspepsia – a definition? 

• Dyspepsia describes a range of symptoms 
arising from the upper gastro-intestinal (GI) tract, 
but it has no universally accepted definition. 

Dyspepsia: Management of dyspepsia in adults in primary care - 

NICE CG 184 2014. 



Dyspepsia a defintion 

• The British Society of Gastroenterology (BSG) defines dyspepsia as:  

 

• “A group of symptoms that alert doctors to consider 
disease of the upper GI tract”.  

• “Dyspepsia itself is not a diagnosis”. 

 



Dyspepsia  a definition? 

• Dyspepsia in unselected people in primary care is defined 

broadly to include people with: 

– Recurrent epigastric pain 

– Heartburn or acid regurgitation. 

– With or without bloating, nausea or vomiting.  

 

Dyspepsia: Management of dyspepsia in adults in primary care - 

NICE CG 184 2014. 
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Un-investigated dyspepsia I 

• Upper abdominal pain or discomfort, heartburn, 
gastric reflux, nausea or vomiting 

• Age and onset of symptoms is not relevant. 

• Review medications for possible causes of dyspepsia (for 
example, calcium antagonists, nitrates, theophyllines, 
bisphosphonates, corticosteroids and non-steroidal anti-
inflammatory drugs [NSAIDs]). In people needing referral, 
suspend NSAID use. 

• No red flag symptoms. 

• Think about the possibility of cardiac or biliary disease as 
part of the differential diagnosis.  

• If people have had a previous endoscopy and do not have 
any new alarm signs, consider continuing management 
according to previous endoscopic findings. 

• 4 weeks or more of symptoms. 

 



Un-investigated dyspepsia II 

 
– If the symptoms sound acid related – reflux, waterbrash, bitter taste, 

worse or better with food, alcohol, antacids.. 

• Test for H.pylori (off acid suppressants > 2 weeks). 
Treat with H2RA or PPI for 4 weeks and treat for H.Pylori if 
present. 

• Review………… 
– Worked – treat with minimal dose PPI or H2RA as needed. 

– Nearly worked – increase dose and re-review? FBC, examine abdomen. 

– Not worked or not worked fully after dose increase. FBC, examine abdomen. 

» consider - USS abdomen and bloods including CRP, amylase, LFTs, 
TTG. Ca 125 if bloating. 

» Consider - referral to a specialist or direct to endoscopy, especially if 
over 55 years old. 

– If the symptoms sound non-acid related consider treatment with 
H2RA or PPI for 4 weeks anyway and consider USS abdomen, and 
bloods as above. 

 

 



Notes 

• Leave a 2-week washout period after proton pump inhibitor (PPI) use 

before testing for Helicobacter pylori with a breath test or a stool 

antigen test. 

 

• Do not routinely offer endoscopy to diagnose Barrett's oesophagus, but 

consider it if the person has GORD. 
 

• Consider referral to a specialist service for people: 
– with suspected GORD who are thinking about surgery 
– with H pylori that has not responded to second-line eradication therapy 

 

• Offer people who need long-term management of dyspepsia symptoms 
an annual review of their condition, and encourage them to try stepping 
down or stopping treatment (unless there is an underlying condition or 
co-medication that needs continuing treatment).  

• Advise people that it may be appropriate for them to return to self-
treatment with antacid and/or alginate therapy (either prescribed or 
purchased over-the counter and taken as needed). 

– Gaviscon, ranitidine, omeprazole, pantoprazole, and esomeprazole are all available 
over the counter now. 
 

 

 

 

 



Red flags 

• An urgent referral for endoscopy  
patients of any age  
with dyspepsia who present with: 

• Dysphagia 

 

 



Globus vs Dysphagia 

• Dysphagia  - an interference with the swallowing mechanism that occurs within 5 

seconds of having commenced the swallowing process. 

• Globus – a sensation of a lump in the throat (globus sensation, globus hystericus) is 

the sensation of a lump or mass in the throat, unrelated to swallowing, when no 

mass is present. 

 



Red flags 

• An urgent referral for endoscopy  
patients of any age  
with dyspepsia who present with: 

• Haematemesis 

• Treatment resistant dyspepsia 

• Upper abdominal pain and anaemia 

• Raised platelet count with dyspepsia symptoms 

• Nausea and vomiting with weight loss or dyspepsia 



Peptic ulcer disease – post endoscopy 

• People with gastric or duodenal ulcers need 6-8 weeks of 
treatment unless H.pylori positive when this may be reduced. 

• H.Pylori eradication should be confirmed if not on long term 
PPI or H2RA. 

• If no risk factors are identified consider long term treatment 
and other diagnoses. 

• Gastric ulcers need a check to make sure they have healed 
after 8 weeks of treatment. 

• For people continuing to take NSAIDs after a peptic ulcer 
review the need for NSAID at least every 6 months and offer 
an 'as needed‘ basis. Consider reducing the dose, substituting 
an NSAID with paracetamol, or using an alternative analgesic 
or low-dose ibuprofen (1.2 g daily).  

• In people at high risk (previous ulceration) and for whom 
NSAID continuation is necessary, consider a COX-2 selective 
NSAID instead of a standard NSAID. In either case, 
prescribe with a PPI. 
 



Oesophageal reflux – post endoscopy 

• Offer people a full-dose PPI for 8 weeks to heal severe oesophagitis. 

• Offer a full-dose PPI long-term as maintenance treatment for people with severe 

oesophagitis. 

• If initial treatment for healing severe oesophagitis fails, consider a high dose of the 

initial PPI, switching to another full-dose PPI or switching to another high-dose PPI. 



Functional dyspepsia 

• What is functional dyspepsia? 
– Indigestion symptoms without cause found during endoscopy. It used to be called 'non-ulcer 

dyspepsia’.  

– ‘Functional' because there is a problem with the functioning of the digestive system that's 
causing the symptoms, rather than a problem that can be seen and diagnosed, for example, an 
ulcer. 
 

• Manage “endoscopically determined” functional dyspepsia using initial 
treatment for H pylori if present, followed by symptomatic management and 
periodic monitoring. USS and bloods should be normal too. 

• Do not routinely offer re-testing after eradication, although the information it 
provides may be valued by individual people. 

• If H pylori has been excluded and symptoms persist, offer either a low-dose 
PPI or an H2RA for 4 weeks. 

• If symptoms continue or recur after initial treatment, offer a PPI or H2RA to be 
taken at the lowest dose possible to control symptoms.  

• Discuss using PPI treatment on an 'as-needed' basis with people to manage 
their own symptoms. 



Lower GI guidelines 

 



2ww NICE quiz #2 ? 

• 51 year old man with unexplained, iron deficiency 

anaemia? 

• 50 year old woman with unexplained, iron deficiency 

anaemia and a positive fit test? 

• 61 year old man with altered bowel habit? 

• 51 year old woman with unexplained rectal bleeding? 

• 49 year old man with unexplained rectal bleeding? 

• 40 year old woman with weight loss and abdominal pain? 

 

 
 
 
 



ENH CCG 2WW  NICE or NOT? 

NO FIT 

 

Referral for abdominal 

mass 
 

FBC  

eGFR  

Referral for rectal mass  Nil  

Men and non-

menstruating women Iron 

deficiency anaemia (IDA) 
 

FBC  

Ferritin  

eGFR  

<50 yrs with rectal 

bleeding AND Change in 

bowel habit 

(CIBH)/Abdominal 

Pain/Weight loss/IDA 

 

FBC  

Ferritin (If 

anaemia) 
 

eGFR  

≥50 yrs and unexplained 

rectal bleeding  

 

FBC  

Ferritin (If 

anaemia) 
 

eGFR  

 

 
 

 

 



ENH CCG 2WW  NICE or NOT? 

 

 

 

 

FIT positive ≥ 10 µg Hb/g  

 

 

FIT ≥ 10 µg Hb/g AND ≥50 yrs 

with unexplained weight loss OR 

abdominal pain 
 

FBC 

eGFR 

FIT 

FIT ≥ 10 µg Hb/g AND ≥40 yrs 

with unexplained weight loss 

AND abdominal pain 
 

FBC 

eGFR 

FIT 

 

FIT ≥ 10 µg Hb/g AND ≥40 yrs 

and change in bowel habit  

 FBC 

eGFR 

FIT 

FIT ≥ 10 µg Hb/g AND ≥60 yrs 

with anaemia and without other 

symptoms 

 FBC 

Ferritin 

eGFR 

FIT 

 

 



ENH CCG 2WW  NICE or NOT? 

 

 

 

FIT detectable but  

< 10 µg Hb/g and anaemia 

and other symptoms 

 

 

FIT detectable and < 10 

µg Hb/g AND ≥50 yrs with 

unexplained weight loss 

OR abdominal pain 
 

FBC  

Ferritin  

eGFR  

FIT  

FIT detectable and < 10 

µg Hb/g AND ≥40 yrs with 

unexplained weight loss 

AND abdominal pain 
 

FBC  

Ferritin  

eGFR  

FIT  

 

FIT detectable and < 10 

µg Hb/g AND ≥40 yrs and 

change in bowel habit  

 FBC  

Ferritin  

eGFR  

FIT  

 



Colorectal cancer 

• Refer people using a suspected cancer pathway referral (for an appointment within 2 weeks) for colorectal cancer if: 
– they are aged 40 and over with unexplained weight loss and abdominal pain or 

– they are aged 50 and over with unexplained rectal bleeding or 

– they are aged 60 and over with: 
• iron-deficiency anaemia or 

• changes in their bowel habit, or 

– Tests show occult blood in their faeces. 

• Consider a suspected cancer pathway referral (for an appointment within 2 weeks) for colorectal cancer in people with a 
rectal or abdominal mass. 

• Consider a suspected cancer pathway referral (for an appointment within 2 weeks) for colorectal cancer in adults aged 
under 50 with rectal bleeding and any of the following unexplained symptoms or findings: 

– abdominal pain 

– change in bowel habit 

– weight loss 

– iron-deficiency anaemia. 

• Offer testing for occult blood in faeces to assess for colorectal cancer in adults without rectal bleeding who: 
– are aged 50 and over with unexplained: 

– changes in their bowel habit or 

– iron-deficiency anaemia, or 

• are aged 60 and over and have anaemia even in the absence of iron deficiency.. 
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DR R J Mead: - Mobile – 07973 856401, email - rob.mead@nhs.net 

www.RobertMeadGastroenterology.net 

 

Pinehill clinic days: Monday evenings 

Secretary -yvonnekeating@nhs.net  

Pinehill Direct Bookings– 01462 427 221 
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