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1 Introduction

This guideline on a World Digestive Health Day (WDHtheme is the first to take

four key gastrointestinal (Gl) symptoms as its tgigrpoint: heartburn, abdominal

pain/discomfort, bloating, and constipation. laiso unique in featuring four levels of
care in a cascade approach: self-care and “ovecdbrter” aids; the pharmacist’s
view; the perspective of the primary care doctor-ereghsymptoms play a primary
role in patient presentation; and the specialise @im is to provide another unique
and globally useful guideline that helps in the agement of common, troubling but
not disabling Gl complaints. A team of gastrointegtand primary care experts, as
well as the International Pharmaceutical Federafiel), were involved in the

creation of the guideline.

Gl symptoms—uwith the possible exception of heartbuusually occur as chronic
or recurrent complaints attributed to the pharyesophagus, stomach, biliary tract,
intestines, or anorectum. While some data are abdeilon the epidemiology of
individual symptoms, there are more on the sympthusters or aggregations known
as functional gastrointestinal disorders (FGIDs)sedilers as yet not explained by
structural or biochemical abnormalities. These miscs affect a large segment of the
population, and comprise a large proportion of pmyncare and gastroenterology
practice. A categorization of these symptoms ingzrete functional gastrointestinal
disorders has been developed in a multinationalsesus in accordance with
predefined symptom criteria [1].

Relatively few data are available on the epidengiplof individual symptoms (with
the exception of constipation), although there aomsiderable data on FGID
syndromesThe latter are frequently used as a surrogatethe former throughout
this guideline—e.g., gastroesophageal reflux disg&ERD) for heartburn, irritable
bowel syndrome (IBS) for abdominal pain/bloating.

In addressing any disorder in the community, itiportant to distinguish between
diagnosed and undiagnosed Gl problems; there ugja teservoir of people who have
problems and who have not been given a specifigndisis by their clinician [2]. In
dyspepsia, there is evidence that only 50% of sefffeactually consult their doctor
[3]. The reasons for consultation may be determsmahmanagement.

Local or regional disease epidemiology is relevarthe management of these Gl
problems: the prevalence of parasitic diseases asi@bormsGiardia, and viruses, as
well as the incidence of malignant diseases, nedsktconsidered. For example, in
Mexico, giardiasis; in South-East Asia, hepatiiisises; and in the southern regions
of the Andes, gastric and gallbladder cancer nedusktconsidered in the differential
diagnosis.

There are also cultural and religious aspects ri@dify the patient’s response to
symptoms: the Japanese population is recognizeddorg pain-tolerant; in other
cultures, showing resistance to pain or other camfd may be regarded as a sort of
sacrifice that can be beneficial for the soul amdrie life. Coping with environmental
or psychological stressors such as war, migraitanyation, sexual abuse, or bullying
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may be very important in the causation of diseasebk symptoms. Finally, in some
cultures, spicy foods are a real issue.

1.1 Epidemiology of functional gastrointestinal sym ptoms

Between-country variations in the occurrence r&aesbdominal symptoms must be
interpreted with caution; they may also reflectfefiénces in culture, language, or
expression, as well as study methods [4].

Cultural differences are likely to cause differenae[5]:
» Perception of symptoms—differences in ideas andears
* Presentation to medical care (including accesare)c
* Use of medication
» Preferred types and patterns of treatment
» Expectations for treatment outcome
* Relative availability of over-the-counter (OTC) gmebscription drugs

1.1.1 North America/United States

In 1993, Drossman et al. [1] reported data fronoaskeholder survey in the United
States on the prevalence of 20 functional gasesetimal disorders, based on the
fulfillment of multinational diagnostic (Rome) aita.

* Sixty-nine percent of patients reported having hadeast one of 20 functional
gastrointestinal disorders during the previous 3itn® The symptoms were
attributed to four major anatomic regions, with siderable overlap:

o0 Intestinal: 44%

o Esophageal: 42%

0 Gastroduodenal: 26%
0 Anorectal: 26%

 Females reported higher frequencies of dysphagi@able bowel syndrome,
constipation, abdominal pain, and biliary pain thaeles.

* Males reported higher frequencies of bloating tfeamales.

* Symptom reporting, except for incontinence, dedingth age.

* Low socio-economic status, low educational attaimtnand low income were
associated with greater symptom reporting.

1.1.2 Europe/Western countries

» Functional disorders of the gastrointestinal ti@et estimated to occur in up to
30% of the adult population in Western countrieg][&nd are recognized as a
frequent cause of abdominal pain. Only 20-50% @fs¢hsymptoms can be
formally attributed to IBS [1,8].

* InIBS, abdominal pain and/or discomfort is thetca@nsymptom; other intestinal
symptoms are altered bowel habit, which may be dated by constipation or
diarrhea or may alternate between them, as wellaladominal bloating,
distension, or flatulence [8,9].

* The term “IBS” appears to be largely limited to #heglo-Saxon world, and is
perhaps overused as a loose description of furatie@gmptoms. In other
countries, similar complaints are usually refertechs abdominal cramping and
pain, abdominal discomfort, or abdominal disord@r [

© World Gastroenterology Organisation, 2013
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* Chronic constipation is the commonest functional sgmptom in European
populations, with almost one in five people beinggdosed, depending on the
criteria used. There is controversy about the vafuepplying the strict Rome llI
criteria for diagnosis of constipation, with poasnstruct validity and a 10%
false-negative rate being reported in one seri@$. [Amongst the elderly and
institutionalized population, over 50% of patiergguire laxatives [11].

» GERD symptoms are increasingly prevalent in thedéhStates, as well as in the
rest of the world. In the United States, EI-Serd2] [has reported a 4% increase
per year in the prevalence of weekly GERD symptoltigsch of this increase
relates to the increasing weight and changes ierdifestyle factors seen in
European and North American populations, especiathan ones [13].

1.1.3 Asia

» Arecent study reported a 16% prevalence of GERa&nimirban adult population
in northern India, which is similar to that seenoier industrialized countries
[14].

» A survey in Pakistan reported an overall prevaleoicgastroesophageal reflux
symptoms of 24%, with 58% reported in males [15]e Pprevalences of irritable
bowel syndrome, functional constipation, and fumual diarrhea were 20%,
25%, and 5%, respectively, among Chinese studEstaale students have been
found to have a lower bowel frequency than makes 0.01) [16]. Studies in
Asia suggest that gastrointestinal infections sagliardiasis are common causes
of recurrent abdominal pain, but that functionall@iinal pain is also prevalent
[17]. Abdominal pain—predominant functional gasttestinal disorders affect
13% of children aged 10-16 years and constitutgraficant health problem in
Sri Lanka; among 2180 children surveyed, IBS waensen 107 (4.9%),
functional dyspepsia in 54 (2.5%), functional abdwahpain in 96 (4.4%), and
abdominal migraine in 21 (1.0%) [18]. In anothardst from Sri Lanka, FGIDs
were present in more than one-quarter of adolesdenhe study group, with IBS
being the most common [19]. Overlap among GERDctional dyspepsia, and
IBS is common and worsens the health-related qualitlife in Asians. The
common symptom shared by these disorders is postiatafullness [20,21]. In
some areas such as Turkey, celiac disease maydsenpramong dyspeptic
patients and needs to be ruled out [22].

* In a longitudinal population survey of 70-year-oldslerusalem, up to one-third
complained of upper gastrointestinal symptoms, dmeartburn, while 10%
reported abdominal pain during the previous weedk) Wess than 1% occurring
in the lower abdominal quadrants [23].

1.1.4 Latin America—functional Gl symptoms

* In a study using Rome Il criteria among Chileand] [@ver the age of 20, the
following data were reported:

o Digestive symptoms 67%; IBS criteria 26% (a higtidence in comparison
with other Latin-American data); mean age of od4e8 (range 20-66);
mean age of symptoms starting at 26.5 years old.

o Patients with symptoms presenting at a medicaludtatson: 43%.

o0 More cholecystectomies were found in the IBS gr@&{p4 versus 13.7% in
the non-IBS group (Chile has a high incidence dibggdder cancer).

© World Gastroenterology Organisation, 2013
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o No differences were found relative to socio-ecorstatus, geographical
area, or family history of IBS.

* Madrid et al. [25] also reported that a positivetidose hydrogen breath test was
more frequently found among children with functibsgmptoms in the digestive
tract.

* Subgroups of IBS patients include: functional diea 7%, functional
constipation 9%, and functional bloating 23%; thésea higher incidence in
women.

» Chronic coca leaf chewing may be of concern inAhdes population in relation
to esophageal pathology, and also in connectioh walonic disturbances such
as megacolon or constipation.

1.1.5 Africa—functional Gl symptoms

Functional GI symptoms do occur in Africa, butstavident that there are large gaps
in the data [26—28].

1.2 WGO cascades

The World Gastroenterology Organisation (WGO) hasetbped diagnostic and
treatment cascades for the WGO guidelines in otdeprovide resource-sensitive
recommendations rather than focusing on a golddstan However, for this
guideline, a different approach has been chosexgdoban the point of care: from self-
care to pharmacist, general practitioner/family pbian, and finally, Gl specialist.
For the Gl specialist, no extensive instructiores@ovided here, as sufficient sources
are available on the Internet and in the publisitedature; references are provided
throughout this guideline.

Patients who are taking medications should cospliarmacist to see whether the
self-medication options mentioned in this documehave any labeled
contraindications or known interactions with otdeungs they may be taking. In some
countries, OTC medicines are only available throogmmunity pharmacies. In most
countries in the world, pharmacists can only recemanOTC medicines (as they do
not have prescribing rights) to help patients, wliml some other countries there is an
intermediate class of medicines: pharmacy-only wieds. It is therefore often
challenging to distinguish between management messthat are based on a
pharmacist’s recommendation and those that angdrahoice of self-care. To resolve
this issue, both the process (self-care vs. phastrdidven) and the solution have
been considered here (OTC medicines in both cases).

Still, it should be taken into account that pharisigc systematically review
medications for two purposes:
» To determine whether the Gl symptoms could be a sffict of a medication
 To determine whether medicines used to treat Glpsgms have any known

drug interactions with medicines the patient igadly taking

Increasing evidence suggests that dietary [29], estifle, cognitive,
emotional/behavioral, and broader psychosocialofactmay all play a role in the
etiology, maintenance, and clinical effectivene$streatments for functional Gl
disorders [30].

© World Gastroenterology Organisation, 2013
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2 Diagnosis

In interpreting the common symptoms considerechia guideline, a diagnosis of a
functional gastrointestinal disorder can be madeh# patient's symptoms are
consistent with published diagnostic criteria fagigen FGID [31] in the absence of a
history suggestive of any structural (organic) digjs that might provide an
alternative explanation for the symptoms (see bglo¥ge and gender (with no
significant interaction) are the most clinicallyeeant variables.

Diagnostic responsibility is usually limited to neal doctors, and generally
excludes self-care and pharmacist’s interventions.

2.1 Functional gastrointestinal symptoms

The numerous functional gastrointestinal symptomns loe attributed to four major
anatomic regions: esophageal, gastroduodenal, banelanorectal:
» Esophageal symptoms:
o Functional chest pain
o Functional heartburn
o Functional dysphagia
» Gastroduodenal symptoms:
o Functional dyspepsia
= Ulcer-like dyspepsia
=  Dysmotility-like dyspepsia
= Unspecified dyspepsia
o0 Aerophagia
* Bowel symptoms
IBS
Functional constipation
Functional diarrhea
Functional abdominal bloating
Chronic abdominal pain
Functional biliary pain
= Sphincter of Oddi dyskinesia
* Anorectal symptoms
o Functional incontinence
= Fecal soiling
= Gross fecal incontinence
o Functional anorectal pain
= Levator syndrome
= Proctalgia fugax
o Difficulty in defecating—dyschezia

O O0OO0OO0OO0Oo

The following sections (2.2 and 2.3) provide guidanon evaluating and
monitoring the four principal symptoms discussethis guideline.

2.2 Complaints profile—symptom and patient factors

« Dominant digestive symptoms experienced during odps—solely or in
combination. Location, description:
0 Heartburn

© World Gastroenterology Organisation, 2013
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Abdominal pain

Abdominal cramping

Abdominal discomfort

= Bloating, distension, flatulence, other “gas-refdteomplaints
= Abdominal pressure, feeling of tightness, fullness
Abnormal stool habits

= Diarrhea

= Constipation

= Alternating diarrhea and constipation

= Stool with excessive mucus

= Urgency

= Tenesmus
Other

= Nausea

=  Vomiting

= Black, tar-like stool
= Stool containing fresh red blood or streaks of laad/or mucus

* Temporal factors

(0]

O O0OOoOo

First occurrence (sudden onset)

Duration of problem—*how long has this been goim@’d

Duration of episodes

Frequency (always, regularly, occasionally, intetenitly)
Circumstances—relationship to meals, posture, tifrthe day, bowel
movements, menstrual cycle

. Quallty of symptom

Severity—e.g., on a scale of 1 = low to 10 = higfh4 mild, 5—7 moderate,
8-10 severe)

Associated distress (on a visual analogue scale)
Impact on:

= Daily activities

= Social life

= Work, school

= Ability to exercise

= Eating habits

= Sleep

= Sexual activity

* Presence of non-Gl symptoms, comorbidities

O O0OO0OO0Oo0OOo

Headache

Fever

Cough

Unexplained weight loss

Link to non-GI events, pregnancy, dysuria, dyspaie&u
Other non-GI symptoms and psychological comorladiti

» Patient factors

(0]
(0]

(0]
(0]
(0]

Age, gender

Lifestyle—smoking, alcohol consumption, eating/detercise, sleep, stress,
travels

Patient’s culture, as related to food and diet

Patient’s health “literacy” as it may affect hisrlvapacity for self-care
Health status—patient history:

© World Gastroenterology Organisation, 2013
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= Current and past symptoms, psychosocial featuses|yf history
= Concurrent medical conditions—preceding or follogvin
= Prescription and nonprescription medications, diggapplements

Actions taken when symptoms occur:

o Efforts to relieve symptoms

o Self-medication with one or more remedies/drugs

o Visit drug store, pharmacist, health food storey-nwedical healer or
complementary medical practitioner, acupuncturist

o Consult physician, specialist

Medication

o Avalilability of over-the-counter, prescription dsig

o Nonmedical, nontraditional therapies, herbal medicacupuncture, etc.

o Treatment expectations

o0 Type of drug(s) used for the symptom(s)

o Frequency of medication use, dosages

o Timing of treatment—as prevention, on-demand wh@mgom occurs, or
continuous/“maintenance”

o Efficacy and satisfaction level, description of sga in symptoms, new
symptoms, adverse effects

o Duration of episodes in the presence or the abseimoedication

0 “Other” medication use

Symptom reporting

o Rome lll diagnostic questionnaires (see
http://www.romecriteria.org/questionnaires)

o Behavioral communications—not criteria for the diagis:

= Verbal and nonverbal expression of varying paienstty

= Urgent reporting of intense symptoms

= Minimizing or denying a role for psychosocial fasto

= Requesting additional diagnostic studies

= Focusing attention on complete recovery

= Seeking health care frequently

= Taking limited personal responsibility for self-nz@ment
= Making requests for narcotic analgesics

Medical epidemiological context

(0]

(0]

Background rates dfielicobacter pyloriinfection, gastric cancer, Barrett’s
and adenocarcinoma of esophagus
Access to diagnostic facilities and therapies

Diagnostic tests for functional gastrointestina | symptoms

Physical examination
Basic diagnostic laboratory tests:

O O0OO0OO0OO0OO0OOo

Complete blood cell count (CBC)

Erythrocyte sedimentation rate (ESR) / C-reactnatein (CRP)
Biochemistry panel

Fecal occult blood (patient aged > 50 y)

Pregnancy test

Liver function tests

Calprotectin or other fecal test to detect inflartonabowel disease in
patients thought to have IBS, but in whom inflamongatowel disease

© World Gastroenterology Organisation, 2013
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(IBD) is a possibility; now routine in many primacgre settings (in the
United Kingdom)
o Celiac serology; considered routine in areas witigh prevalence of celiac
disease
o0 Stool testing for ova and parasites
* Endoscopy
o Visible abnormalities
o0 Biopsy, histology
e pH study—24-hour (48-72-hour with the Bravo esogahgpH capsule)
esophageal pH or impedance-pH monitoring: measuremieesophageal acid
exposure and assessment of the temporal associéétween heartburn
symptoms and acidic reflux episodes
*  Manometry
o Esophageal motility study, high-resolution manometr
0 Anorectal manometry
* Imaging
0 Gastrointestinal barium series—air contrast swallmsal and follow-
through, enteroclysis
o Double-contrast barium enema
0 Abdominal ultrasonography
0o Abdominal computed tomography (CT), magnetic reeoaamaging (MRI)
of the abdomen
* Miscellaneous
o Breath tests: lactose, glucose, fructose [32]
o Dietary exclusion, followed by challenge with sgecdietary components,
may be considered a diagnostic test
0 Therapeutic trial of acid suppression (the “propamp inhibitor test”) in
patients with heartburn or other symptoms that iighrelated to acid
reflux
o Food allergy or intolerance, lactose intoleranosjreophilic infiltrates

3  Heartburn

It should be noted that not all common GI symptares functional. This concept is
particularly relevant for the symptom of heartbulhost patients presenting with
heartburn have gastroesophageal reflux disease PRERith or without visible
lesions in the esophageal mucosa. According to Rbene Il consensus, even
endoscopically normal patients with heartburn asgmbsed as having reflux disease
as long as there is evidence that their symptorascaunsed by the reflux of gastric
contents. This constitutes the diagnosis of nomeza®flux disease (NERD). These
patients do not have a functional Gl disorder. Onlyen heartburn occurs in the
absence of mucosal lesions, abnormal esophagedl exgiosure, and a positive
symptom-reflux association during reflux monitorimgnd when it does not respond
to acid-suppressive treatment, is it regarded ational, and only then can a
diagnosis of “functional heartburn” be made [33].

© World Gastroenterology Organisation, 2013
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Definition and description

Heartburn is a retrosternal burning or warm seamathat may move upward
toward the neck, throat, and face. A synonym f@ fpyrosis.”

Heartburn may also coexist with other symptomsradfie to the upper Gl tract.
It may be accompanied by regurgitation of sourfdagding fluid or gastric
contents into the mouth—acid or food regurgitation.

The symptoms are typically intermittent and mayekperienced:

o In early postprandial periods

o During exercise

o0 While in a recumbent position

o At night

In practice, there may be no clear differentiatimmiween what are regarded as
GERD symptoms and “dyspepsia”—indeed, the resultthe Diamond study
[34] call into question the value of heartburn aeflux as indicative symptoms
of GERD.

Epidemiological notes

More than one-third of the population in Westernmoies experience heartburn,
with about one-tenth afflicted daily.

In the United States, an estimated 60 million adekperience heartburn or take
medication for heartburn symptoms once a monthegtirmated 15 million adults
experience heartburn on a daily basis.

GERD is generally perceived to be less common iia As comparison with the
Western world. However, several population-baseddiss have shown a
prevalence of more than 10% [35]. In comparativelists, the symptoms and
prevalence of erosive esophagitis are higher in \West [36,37]. There is
confusion regarding the interpretation of upper &lmptoms. The term
“heartburn” has no equivalent in many Asian langsaginstead, Asian patients
may perceive and describe heartburn as chest pafimd’—usually meaning
belching/eructation or distension and a desirestoHieructate—is a predominant
complaint of many patients with GERD as well aseothpper Gl “diseases”
[35,38]. Diagnosis based on reflux symptoms aloa@ be misleading. In
populations with a high prevalencelaf pylori infection, a significant proportion
of patients with GERD have concomitant peptic ulacksease. Empirical
treatment based on “typical” GERD symptoms aloney mat be appropriate
[39]. The prevalence of dyspepsia in Asian popaiatiis essentially no different
from that in the West [40]. In terms of gastroscomany Asian patients like the
reassurance (“more satisfying”) of a negative eodpg in comparison with a
“test and treat” strategy fod. pylori infection [41]. However, another study
reported satisfaction with empirical proton-pumpibitors (PPIs) [42]. The
pattern of upper Gl disease has also been changifigia, with less peptic ulcer
disease and more reflux esophagitis (but still [#&mn in Europe or North
America) and also falling rates of gastric candé&;44].

Diagnostic/symptoms remarks

It is important to determine whether or not acidyntae associated with
heartburn.

© World Gastroenterology Organisation, 2013
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0 This is most simply done by defining the resposarttacids and acid
suppression (or alginate preparations).

0 24-hour (48-72 hour with the Bravo esophageal pbseke) esophageal pH
or impedance pH monitoring can be carried out sessthe presence of
esophageal acid exposure and a temporal assodmgiameen heartburn and
reflux episodes, using a measure such as the symggsociation
probability.

Patients with symptoms of GERD who do not respamdch tPPl and have a

negative endoscopy, witmo evidence of acid reflux as a cause of their

symptoms, should be diagnosed as having functioeeitburn [45].

The Rome Il diagnostic criteria for functional hnaurn are:

0 Burning retrosternal discomfort or pain

o Evidence that gastroesophageal reflunasthe cause of the symptom

0 Absence of histologically confirmed esophageal discs

o Criteria fulfilled for the previous 3 months, wislymptom onset at least
6 months prior to diagnosis

Epigastric pain or discomfort that does not ris¢hi® retrosternal region should

not be called heartburn.

H. pylori infection does not play a direct causative rol&éartburn and GERD;

there is no indication for testing fet. pylori infection.

Together with heartburn, atypical symptoms of GERiay occur, including

chest pain, which may mimic ischemic cardiac pain, cough and other

respiratory symptoms (as a result of either agpimaif refluxate into the lungs or

a reflex triggered by the refluxate in the distabghagus, or a combination of

both mechanisms) that may mimic asthma or othepingsry or laryngeal

disorders.

In PPI-refractory patients, a combined pH and inamee study may be useful for

reaching a diagnosis. It can also focus researgbotential alternative causes of

symptoms, such as esophageal hypersensitivity treatinents that can address
them.

Differential diagnosis

GERD—esophagitis, Barrett’'s esophagus, NERD
Achalasia

Diffuse esophageal spasm

Eosinophilic esophagitis

Other chest pathology

Alarm features
Dysphagia—difficulty in swallowing
Odynophagia—painful swallowing
Recurrent bronchial symptoms, aspiration pneumonia
Dysphonia, recurrent cough
Gl bleeding
Evidence of iron-deficiency anemia
Progressive unintentional weight loss
Lymphadenopathy
Epigastric mass

© World Gastroenterology Organisation, 2013
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New-onset heartburn at age > 50-55 years
Family history of esophageal adenocarcinoma [46]

Heartburn—management cascade

Occasional/intermittent heartburn usually has mgiasting effects.

Pain and discomfort caused by heartburn, if frequean severely limit daily

activities, work productivity, sleep, and qualitylibe.

Proper management and monitoring can control symgtoand avoid

complications (such as peptic strictures) in mases.

“Older” simple remedies may be useful:

o Occasional reflux can be treated effectively witte&ids.

o Patients should avoid foods that trigger symptomgpietilly chocolate,
coffee, fatty food.

0 The use of chewing gum increases saliva produetiwhpartially neutralizes

acid.

o For nocturnal heartburn, elevating the head ob#t on books or bricks
may help.

0 Hy-receptor antagonists (H2RAs) are a widely usededfedtive OTC
treatment.

Although PPIs are very safe, some studies sugpastthiere may be long-term

safety concerns with them [47].

o0 Most people with occasional heartburn do not ndetirhe PPIs, and so
these long-term safety issues are not of any cancer

o0 Those who need long-term full-dose treatment shbalébllowed up.

o PPIs at lower dosages are now available OTC in noaowptries.

PPI overuse—people who need sustained gastricsapigression should have an

appropriate indication for long-term PPI use; theg-term need for PPIs should

be reassessed regularly.

The response to acid suppression (or neutraliZatiopatients with functional

heartburn is, by definition, minimal or absent gratients are at risk of being

referred for surgical treatment for GERD. Hencé patients with symptoms of

GERD who are referred for surgery should have 24-pid monitoring to rule

out functional heartburn [45].

3.6.1 Heartburn self-help
Exclusions for self-treatme48]:

Heartburn symptoms:

o For >3 months, severe, or nocturnal heartburn

o Continuing after 2 weeks of treatment with a nosprigtion H2RA or PPI
o Occurring when taking a prescription H2RA or PPI

New-onset heartburn at age > 50-55 years

Dysphagia or odynophagia

Signs of Gl bleeding: vomiting blood or black m&eéror black tarry stools,
anemia, iron deficiency

Symptoms or signs of laryngitis: hoarseness, wingezioughing, or choking
Unexplained weight loss

Continuous nausea, vomiting, diarrhea
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*  Symptoms suggestive of cardiac-type chest painatiad to shoulder, arm, neck,
jaw, and shortness of breath, sweating

* Pregnant women or nursing mothers

* Children < 12 years of age for antacids/H2RA, <y&8rs for PPI

Management:
» Triggers—identify the most common trigger substanead behaviors; avoid
these triggers to reduce the risk of acid refluxgioms
* Lifestyle measures:
o Losing weight, if overweight; the single most imgznt life-style measure
o Avoiding nicotine, coffee, alcohol, carbonated @8snchocolate, mint, fried
or fatty foods, citrus fruits or juices, tomato guets, garlic or onions, spicy
foods
o Eating smaller, more frequent meals
o Elevating the head of the bed head 20-25 cm oksdcblocks
o Avoiding food or liquids for 3 hours before lyingwn
» Options for self-medication—availability varies een countries:
0 Antacids—recommended for short-term or intermittefief
= Simple antacids neutralize gastric acid—i.e., sogicalcium,
magnesium, and aluminum salts
= Alginate-containing agents, containing alginic awith small doses of
antacids: minimal buffering effects
0 Reduction of gastric acid secretion
= H2RA—effects last up to 10 hours
= PPl—effects last up to 24 hours
o Stomach emptying—prokinetic agents decrease gasipbageal reflux, but
few drugs are available for clinical use and effican clinical trials has been
modest. Metoclopramide should be avoided.
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Assess patient's symptoms;

heartburn

A\ 4

obtain medication history

Y

Exclusions for self-treatment
(see box)?

—Yes—b| Medical referral

No

¥

Y

| Episodic heartbumn

\ 4

Y

!

e |

Frequent heartburn 22 days per

week

| Mild, infrequent

Moderate, infrequent

'

» Lifestyle/dietary modifications and
* Antacid or

* Alginic acid/antacid or

* OTC low-dose H,RA or

* OTC H;RA/antacid

Y

* Lifestyle/dietary modifications and
* Antacid or

® Alginic acid/antacid or

s OTC higher-dose H,RA

!

Heartbumn responds to selected therapy?

|
No

T
Yes

Consider different agent (see
above) or treatment with OTC
omeprazole or medical referral

Continue dietary/lifestyle
modifications; may repeat
treatment for up to 2 weeks if
symptoms recur

» Lifestyle/dietary modifications and

¢ OTC omeprazole
20 mg/day x 14 days

l

| Heartburn resolved after 2 weeks?

N

Yes

Stop omeprazole; may repeat
regimen every 4 months if needed

Fig. 1 Self-care algorithm for heartburn (reproduced with permission from Berardi 2009
[48]). N.B.: some of the OTC options are not available in all countries.

* Follow-up action:

0 The goals of self-treatment are to become symptem-dnd restore an
optimal quality of life, by using the most costeffive therapy.

o If satisfactory and complete relief is not achieveatients are recommended
to visit a health-care professional for diagnostialuation.

3.6.2 Pharmacist

* A check should be made for any medications that raycontributing to

heartburn:

o Bisphosphonates, aspirin/nonsteroidal anti-inflatamyadrugs (NSAIDs),
iron, potassium, quinidine, tetracycline
0 Zidovudine, anticholinergic agents, alpha-adremeagitagonists,

barbiturates

0 pe-adrenergic agonists, calcium channel blockerszddiazepines,

dopamine

o Estrogens, narcotic analgesics, nitrates, progeseprostaglandins,

theophylline

o0 Tricyclic antidepressants (TCAs), chemotherapy
o If any of these drugs are being taken, suggestreg¢f® a general
practitioner/family physician

» Management:

0 The patients should avoid NSAIDs, potassium supptés)
bisphosphonates, and other trigger medications.
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o In addition to lifestyle and dietary measures, alumm salts, magnesium
salts, calcium salts, a combination of aluminum aragdjnesium salts,
alginates, or antacids/H2RAs or PPI (in OTC dokeutd be considered.

» Alarm signals and follow-up action:

o If a patientis > 60 or aged 50-60 and has ristofador cancer (e.g.,
tobacco, alcohol, obesity), referral to a physician

o If there is no improvement after 2 weeks, refetwahe general
practitioner/family physician.

3.6.3 Primary care doctor

» Diagnosis:

o Patient history, health status, medications, age

o Allergies, family history of food allergies or ensphilic esophagitis,
hereditary angioedema; to be differentiated froodfmtolerances

0 Symptoms, duration, frequency, situation, remedies

o Alarm signals

 Management:

o Evaluate the response to PPI treatment.

o There is no evidence that increasing the PPI dosesponse to an
inadequate response to a standard dosage is usefuver, taking a PPI
twice daily 30 min before food may increase th@oese in some patients.
“Blind” escalations of PPI dose are a major conitd to costs.

0 The patient should avoid any food or drink after émd of the last meal of
the day—no “nightcap.”

o If treatment is satisfactory, the dose should loleiced to the lowest effective

level.
If treatment fails, endoscopy should be considered.

o0 Biopsies should be taken if there are visible abmadities, if dysphagia is an
additional presenting symptom, oHf pylori infection or eosinophilic
esophagitis is a diagnostic consideration.

* Follow-up action:

o An annual review should be offered to patients wdguire long-term
management of symptoms.

o Routine endoscopy is not necessary for patientsowttalarm signs; urgent
referral for endoscopy is needed for patients yé#s with unexplained,
persistent, recent-onset dyspepsia.

o Early endoscopy could be considered in areas wiiilglaincidence of
gastric cancer.

@]

3.6.4 Specialist

Full details of the specialist management of hearitare beyond the scope of this
guideline, and the reader is referred to the reiegaidelines on the management of
GERD [49,50].
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patient with burning retrosternal

discomfort or pain gastro-esophageal
(heartburn) _reﬂux disease:
titrate PPl therapy
l Tyes
2 3 4
no trial of proton
e —  »  pumpinhibtor — » heartburn
features? (PPI) resolved? 16
lyes no functional
6 heartburn

upper Gl endoscopy

=+ biopsy T
no
l 13 14
7

9

esophageal
no

e | meets
any abnormality pH or impedance-pH ‘ manometry |

esophageal motor
disorder criteria?

es l Tﬂo
ly 10 12 lyes

identified? monitoring (off PPIs)

8 abnormal no positive 15
esophageal acid —» < symptom association
LA A-D esophagitis exposure? probability? achalicls
eosinophilic esophagitis I i
phag lyes lyes diffuse :ps:;gageal

non-erosive reflux disease

Fig. 2 Clinical algorithm for recurrent heartburn. Source: www.romecriteria.org.

4  Abdominal pain/discomfort

4.1 Definition and description

» Achronic, localized or diffuse unpleasant feelargpain in the abdominal cavity.

» Dyspepsia (or indigestion) is a chronic or recurfgsin in the upper abdomen,
with a sensation of fullness and early satiety wéating. It may be accompanied
by bloating, belching, nausea, or heartburn. lfrequently associated with
GERD and may be the first symptom of peptic uldeease and occasionally of
gastric cancer.

4.2 Epidemiological notes

» Several studies have reported prevalences of albdberiamping and pain in the
range of 10-46% of the general population [4].

» The prevalence is higher in women than in men,aasithilar prevalence is found
across different age groups.
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Fig. 3 The prevalence of abdominal cramping and pain in all age groups in the general
population. Source: Quigley et al. 2006 [4].

» There are considerable differences between culturéke view of the overall
concept of IB&nd the terms used to describe the symptoms tleat daring an
attack or episode. While abdominal pain and cramgse—to a lesser extent
bloating, diarrhea, and constipation—are typicatlgarded as being the most
troublesome symptoms, there are significant betvememtry variations in the
occurrence rates for these symptoms. These varsatimay also reflect
differences in culture, language, or expressiont thaake interpretation
problematic. The prevalence of abdominal crampind pain, and the related
medication use and use of OTC products and antiepdiss in particular, are
consistently high in the general population acrdggerent countries. On the
other hand, there are significant differences betwthe same countries in the
nomenclature used to describe symptoms, as wetl #s frequency, severity,
sufferer impact and sufferer response to the sgmetoms [4].

4.3 Diagnostic/symptoms remarks

* Abdominal pain accompanied by disordered defecaBounsually labeled IBS
[51,52].
 The Rome lll diagnostic criteria for functional @mdinal pain disorder are:
o Continuous or nearly continuous abdominal pain.
o No, or only an occasional, relationship betweem paid physiological
events (e.g., eating, defecation, or menses).
0 Some loss of everyday functioning.
0 The pain is not feigned.
0 There are insufficient symptoms to meet the catéor another functional
gastrointestinal disorder that would explain thanpa
0 The criteria have been fulfilled for the previoum8nths, with symptom
onset at least 6 months before diagnosis.

4.4 Differential diagnosis

» There are many possible causes of abdominal p&ie.fdcus here will be on
common causes of chronic abdominal pain, with pégobmfort as the main
presenting feature. However, it must be borne imdhthat specific GI conditions
may cause severe, acute abdominal pain, includapgendicitis, perforated
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peptic ulcer, strangulated hernia, diverticulisall and large bowel obstruction,
superior mesenteric arterial thrombosis, pancisasind cholecystitis.

Irritable bowel syndrome (IBS)—abdominal pain iss@dated with bowel
movements and leads to frequent, loose(r) stoolsfoequent hard(er) stools
with relief from defecation.

Enteric infections—diarrhea and vomiting are proemin symptoms; pain,
typically cramping in nature, may also feature.

Specific food intolerance—FODMAPs, lactose [32,43,5ODMAPSs are poorly
absorbed short-chain carbohydrates and monosadebaaind include fructans,
galactans, fructose and polyols; the acronym stafmls “fermentable,
oligosaccharides, disaccharides, monosacchariddgalyols.”

Functional dyspepsia or epigastric pain disord&®dE pain is localized to the
epigastrium, is intermittent and does not meefctiteria for gallbladder disease
or sphincter of Oddi dysfunction.

Peptic ulcer disease: the rates remain high in nwauytries, due téd. pylori
infection and use of acetylsalicylic acid (ASA) aN8AIDs.

Unrecognized constipation.

Celiac disease.

Hepatic congestion/swelling of any cause—e.q., trthed heart failure,
steatosis, hepatitis.

IBD, especially Crohn’s disease.

Chronic mesenteric ischemia (older patients): pairexacerbated by eating
(intestinal angina) and is out of proportion to gig/sical examination; new onset
in older patients, history of vascular disease, gpms of nausea, vomiting, and
prominent weight loss; diarrhea may be present.

Gynecological pathology—pain associated with, aratsened by, menses; it
should be remembered that IBS is often worse wieéimstruation. Gynecologic
causes of chronic/recurrent abdominal pain/discomfare: endometriosis,
dysfunctional uterine bleeding, pelvic inflammataligease, and ovarian cancer
(may mimic IBS or dyspepsia and be difficult to el#}. Ruptured ovarian cyst
and ectopic pregnancy present with acute abdorpaial A pelvic examination
should be carried out, and one should consideigelirasound and/or referral to
a gynecologist.

Table 1 Pain location and differential diagnosis

Pain location Indication of origin Possible diagnosis
Epigastric, upper Esophageal, stomach, duodenal, GERD, gastritis, duodenal or
abdominal gallbladder, pancreatic gastric ulcer, cholecystitis,
pancreatitis
Lower abdominal Large bowel—lateralization:
® Left: descending/sigmoid ¢ Diverticulitis
colon

* Right: ascending
colon/cecum, appendix

Crohn'’s ileocolitis, appendicitis

Pelvic pain ®* Gynecological ® OQvarian cysts, PID
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Pain location Indication of origin Possible diagnosis
¢ Chronic pelvic pain * Interstitial cystitis,
syndrome endometriosis, urethral
syndrome, pelvic muscle
dysfunction
Anterior abdomen Abdominal wall Chronic abdominal pain,

abdominal cutaneous nerve
entrapment syndrome

GERD, gastroesophageal reflux disease; PID, pelvic inflammatory disease.

Table 2 Pain trigger/relief and differential diagnosis

Pain trigger/relief Possible diagnosis

Postprandial Gastric ulcer, chronic pancreatitis, gallstones, abdominal ischemia,
irritable bowel syndrome (IBS), functional dyspepsia, postprandial
distress syndrome

Relief by eating Duodenal ulcer disease

Relief by defecation IBS, constipation

Menstrual cycle Gynecological pathology

Urinary urgency Interstitial cystitis

Physical activity Chronic abdominal wall pain, abdominal cutaneous nerve

entrapment syndrome

45 Alarm features

» Abnormal findings on physical examination

» Unintentional progressive weight loss

* Age at onset

* Gl bleeding

» Family history of abdominal cancer

* Laboratory abnormalities: anemia, hypoalbuminenailanormal liver function
tests, elevated ESR or CRP, positive fecal ocdaticbtest

* New onset of symptoms without obvious trigger(s)

4.6 Abdominal pain/discomfort—management cascade

« The community prevalence, severity, health-care&kisge and medication use
related to abdominal cramping/pain are high overhilit vary considerably
between countries [4]. In the United States andnLAimerica, greater use of
medications for abdominal pain has been reportad th Europe (90% versus
72%). Antispasmodic drugs have been most populaatm America and lItaly,
antacids in Germany and the United Kingdom. Drugrdpy has reduced the
duration of episodes (by up to 81% in Brazil).

* Medication is mainly taken on demand to relieveam gepisode. In a report on
expectations of treatment, “fast onset of actioaswanked as the most important
aspect, followed by “highly effective” and “well levated.” The choice of drug
was mostly determined by a physician (approx. 50fé)pwed by friends,
relatives, or fellow sufferers. Advertising appehte play a minor role (0—6%),
except in the United States (18%) [5].
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B Wait, medication if really needed
[ Take medication instantly
B As a precaution
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Fig. 4 Pattern of intake of medication taken for abdominal cramping and pain. Source:
Mueller-Lissner et al. 2010 [5].
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Fig. 5 Major therapeutic classes used per country. Source: Mueller-Lissner et al. 2010 [5].

* A matter of great concern is that during the 10ryeeriod 1997-2008, opioid
prescriptions for chronic abdominal pain more thdanbled in the United States
[55]. No study has shown that opioids are effectiee treating chronic
abdominal pain; long-term use of opioids may worsgher gastrointestinal
symptoms, particularly constipation, nausea, anthiting, and may lead to
addiction.

4.6.1 Abdominal pain/discomfort self-help

* Warning signals to seek medical care rather thiirhep:
o Continuing symptoms despite a full course of prigsion or OTC
medications
o Vomiting
0 Unintentional weight loss
0 Symptoms increase over time and interfere withydadkivities
* Alarm signals to consult a doctor immediately:
o Pain that starts all over the abdomen but settkesane area, especially the
right lower quadrant
o Pain accompanied by fever over 38.3 °C or 101 °F
o Pain with inability to urinate, move the bowels paiss gas

© World Gastroenterology Organisation, 2013



O OO

O O Oo0OOo

WGO Global Guidelines Common Gl symptoms (long eTsi 23

Severe pain, fainting, inability to move

Pain that seems to come from the testicles

Chest pain accompanied by pain radiating up ireanck, jaw, arms, with
shortness of breath, weakness, irregular pulseveating

Continuous nausea, vomiting, or diarrhea

Extreme discomfort / pain in abdomen

Vomiting of blood or black material

Black or bloody bowel movements

» Self-medication/self-help

(0]

Where appropriate: OTC medication for diarrhea @mustipation

» Lifestyle changes and dietary interventions

4.6.2

Pharmacist

* Management:

(0]

4.6.3

The current standard treatment for IBS generalhsisis of a symptom-
directed approach, with medication aimed at all@wigpain, constipation,
and/or diarrhea [51,52].

Evidence is now beginning to suggest that spediétary intolerances
should be considered [32,53,54].

Other dietary strategies may also be of benefh sis increasing fiber in the
diet in the presence of constipation or probiotithwvevidence of efficacy in
IBS.

Antacids and PPIs are probably inappropriate fating abdominal
cramping and pain [5]—although laxatives may cauraenps, they can
actually reduce pain in more severely constipatgepts.

Primary care doctor

* Alarm signals:

(0]

Refer for upper and/or lower endoscopy (as appeitgrin patients aged
> 50 y with alarm symptoms: weight loss, anemian&iemesis, melena,
bright red, bloody stools

* Diagnosis:

(0]
(0]

Patient history

Physical examination—Ilight and deep palpation, aligton, percussion,
rectal, or pelvic examination, penis and testiobbgck for dehydration and
jaundice

Psychosocial assessment—history of post-traum@ésssdisorder (PTSD),
physical or psychosocial abuse, somatization, &nxikepression, family
relationships and functioning

Standard laboratory tests—complete blood countriees for anemia and
infection, serum electrolytes, glucose, creatirsnd urea for metabolic
causes; liver function tests, lipase, and amylaadicularly in patients with
upper abdominal pain; inflammatory markers; uriseyand urine culture to
help exclude urinary tract infection and interatitystitis; fecal occult blood
(patient > 50 y); celiac serology; calprotectirt tes

Additional tests—stool tests for culture, ova aagdasites, aniardia
antigen to screen for bacterial, parasitic, orqroal causes; urine or serum
pregnancy test; testing fét. pylori infection in patients with upper Gl
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symptoms (test type depending on prevalence ahdvagability—e.g.,
urea breath test, fecal antigen, or serology)gntain cases with pelvic and
lower abdominal pain: vaginal swabs, pap smeats;weman chorionic
gonadotrophin, prostate-specific antigen, and urytelogy
» Management:

0 Symptomatic treatment:
= Anti-muscarinic agents
= Peppermint
= Dietary manipulation—FODMAPS, lactose, fructoseefriets
= Other pharmacologic agents: tricyclic antidepretss@GnCAs) or

serotonin-specific reuptake inhibitor (SSRI) therap

0 The use of narcotic agents in patients with fumal@abdominal pain
disorder (FAPD) may lead to the development of ogcdowel syndrome—
characterized by increasing use of narcotic meidicatfor pain relief and,
paradoxically, with the development of hyperalgesia

* Follow-up action:

o0 Reassessment after 3—6 weeks of symptomatic treatme

o Consider the Rome Ill Psychosocial Alarm Questidrenfor Functional
Gastrointestinal Disorders to identify markerserficus psychosocial
disturbance [56]

0 Additional diagnostic procedures—laboratory andatgic examinations

0 Referral to Gl specialist [57], pain clinic

46.4

1

patient with constant or frequently recurring
abdominal pain for at least 6 months: 7
* not associated with known systemic disease
= with loss of daily function including work
and socializing

Specialist

referral to mental health care
professional to exclude
malingering

2 4 6
is pain associated

i no
with bowel N
movements,

eating or menses?

l&’es yes no
3 2

consider IBS, EPS and other 5 1 8

alarm features no
identified on history or S
physical examination?

suspicion that pain
is feigned?

painful FGIDs, or mesenteric
ischemia. Other possible
diagnoses include painful
gynecologic disorders, for
example endometriosis

do appropriate
diagnostic work-up for
alarm features

functional abdominal
pain syndrome

Fig. 6 Clinical algorithm for constant/recurring abdominal pain/discomfort. Source:

www.romecriteria.org.
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Fig. 7 Clinical algorithm for abdominal pain/discomfort in patients with disordered bowel
habit. Source: www.romecriteria.org.

5 Bloating

5.1 Definition and description

» Bloating, postprandial abdominal fullness, andatfiston are rather vague entities
and difficult to define, with bloating describedasfeeling of increased pressure
within the abdomen.”

* Language issues:

o In English, bloating and distension are differetetia bloating is a symptom
and distension is an observable and measurablegigpeof the abdomen.
This distinction is not possible in several otlerduages, such as Spanish.

o In Western countries, “early satiety” refers teealing of overfilling of the
stomach soon after starting to eat, disproportet@the quantity of food
taken. By contrast, “bloating” refers to a feelwfgfullness, without any
relation to prior food intake to explain this fewi

» Patients often find it hard to describe exactly ey mean by bloating, and
many different terms may be used: “have to loodethes,” “see distension of
abdomen,” “feeling uncomfortably full.”

* Related symptoms present in some patients—excegaw/éflatulence), frequent
burping (eructation), and abdominal rumbling (bayigoni).

» Bloating in functional gastrointestinal disordetsaacteristically has a diurnal
pattern (absent in the morning, worse in the exg@ramd is almost diagnostic of
an FGID. However, when it is constant, it should regarded as an alarm
feature—e.g., for ovarian cancer or ascites.
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The etiology is complex and may involve a numberfaiftors: gas trapping,
abnormal diaphragmatic and gut wall movements,evachypersensitivity, etc.
If the patient’s abdominal girth is measured, itynroa may not be increased (i.e.,
true distension), although the patient feels &rnid is convinced that it is. At other
times, the trousers or skirt have to be undoneusecthere is distension.
Abdominal bloating can be bothersome and a hindrainc daily life, and
distension is an embarrassment when it occurs érmtyu

In the upper Gl tract, gas usually comes from swald air (aerophagia) or air
contained in food, drinks, etc; in the lower tragas results additionally from
fermentation (Hand CQ).

Epidemiological notes

Abdominal bloating is a very common symptom thdees 10-30% of the
general adult population.

In a survey of householders in the United Staté6%p df the population reported
bloating or distension, and three-quarters fountbitbe moderate to severe.
Almost half (43%) reported using a medication fofl]. In one study in the
general population in Iran, which reported a premaé of 2—9% for bloating,
96% of patients with IBS had bloating and 60% régobrit as their most
bothersome symptom. Two studies reported the peaeal of functional bloating
as 2% and 10% according to the Rome Il and Rorugtdria, respectively [58].
In a Canadian study, 5% of the Canadian populd®08% of men and 7.9% of
women) experienced one or more lower Gl symptoms:zlueling those
reporting abdominal pain alone. Overall, 78% of paeticipants experienced two
or more symptoms. Bloating was the most common $ymp(75%) and
abdominal pain the most bothersome and most s¢y@fe

Diagnostic/symptoms remarks

Imaging studies are of little value for establighthe diagnosis of bloating. They

may help rule out an obstruction or a conditiort t@wuld predispose the patient

to small-intestinal bacterial overgrowth (SIBO).

Health-care providers may be concerned that symgptah bloating and

distension are signs of SIBO and may initiate eiogirtherapy for bacterial

overgrowth; the status of SIBO in this context rameaontroversial.

Bloating is usually benign, but can cause signifiddifficulties in relation to the

ability to work and participate in social or redieaal activities. It is also related

to increases in sick days, physician visits, andioaion use. Appearing to be

pregnant may embarrass females.

Rome Il criteria fttp://www.romecriteria.org/education/clin_algontk.cfm

for functional bloating must includeoth:

o A recurrent feeling of bloating or visible distemsion at least 3 days per
month during the previous 3 months

o Insufficient criteria for a diagnosis of functiordspepsia, irritable bowel
syndrome, or other functional Gl disorder

The criteria must be fulfilled for the previous ®nths, with symptom onset at

least 6 months before the diagnosis.
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5.4 Differential diagnosis

* Gl causes or associations with bloating [60]:
o “Physiological™ air travel, change in diet relatedtravel—for example,
may lead to transient bloating and /or flatulence
IBS
Aerophagia
Anorexia and bulimia
Gastroparesis
Gastric outlet obstruction / pyloric stenosis
Functional dyspepsia
Dietary factors:
= Lactose or fructose intolerance
= Consumption of fructose, sorbitol, or other nonabable sugars
= High carbohydrate intake
= Gluten sensitivity
Celiac disease
Chronic constipation
Small intestinal bacterial overgrowth
Abnormal small intestinal motility (e.g., sclerodex)
Small-bowel diverticulosis
0 Abnormal colonic transit
* Non-Gl diseases associated with bloating or digtens
* Ascites—e.g., due to congestive heart failure rloierhosis, malignancy
» Distension due to pregnancy, tumors, etc.
» Bloating may be a normal feature of the menstryalec

O O0OO0OO0OO0OO0Oo

O O O0OO0OOo

5.5 Alarm features

+ Age

* Anemia

* Abdominal findings suggesting fluid or mass
» Sustained visible distension

* Unintentional progressive weight loss

» Coexisting nausea, vomiting, diarrhea

* Gl bleeding

5.6 Bloating—management cascade

5.6.1 Bloating self-help

* Diet:

o Split food intake by taking three meals a day, glaith two snacks. It is
better to increase the frequency of food intakedaatease the quantity per
intake (eating less at each meal, rather than gavie large meal). Bedtime
snacks should be avoided.

o Limit intake of difficult-to-digest carbohydratesch as beans, pulses,
broccoli, cabbage, cauliflower, and Brussels sgrdutstead, eat easily
digestible carbohydrates such as potatoes, rittacée bananas, grapes, and
yoghurt.
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(@)

Avoid intake of caffeine-containing beverages.

o Reduce foods and drinks containing gas, such aslsoks or beer.

o Fiber should be introduced gradually into the dietr weeks rather than
days, to allow the body to adjust.

o Consume fermented dairy products, containing ptatsavith proven
benefits on bloating.

o Limit polyol-containing foods—artificial sweetenesach as maltitol,
sorbitol, xylitol, and isomaltose.

o Reduce intake of foods high in animal fat, and gyear fried foods.

o Avoid overeating; do not rush eating and chew fsloavly and well.

0 Maintain a healthy body mass index—aim to achiewer ydeal body
weight.

o Avoid foods that ferment in the stomach (can leadlbating), as well as
starchy foods, cabbage, milk and alcoholic beverdgearing in mind that
any diet should be varied.

o Favor protein: a diet based on protein and daiogipcts, combined with a
decrease in sugars and fats, improves bloating.

Lifestyle—improve exercise practice and posture.

Medication—over-the-counter preparations contairsimgethicone and activated

charcoal are still being used for gas and bloasyrgptoms, but their usefulness

is questionable. Some studies of probiotic preparat containing bacterial
species such dsactobacillusandBifidobacteriumhave reported improvement in

bloating and flatulence [61].

5.6.2 Pharmacist

Any pharmacotherapy should be combined with lifiestyand dietary

interventions:

o Combine medications with lifestyle changes.

o Herbal medicine, homeopathy, aromatherapy are sor@etrecommended,
but without any evidence of efficacy.

Referral to the physician:

o0 When bloating lasts several weeks or worsens.

o When other symptoms are present, such as diarrhanstipation,
abdominal pain, vomiting, coughing up blood, weilgiss, etc.

o Bloating may indicate more sinister causes if aquaned by weight loss,
diarrhea, abdominal pain, occurring especiallyrdfied intake, as well as
when there is an abdominal mass.

0 A total absence of passage of gas and stools, g=oued by severe
abdominal pain, requires urgent consultation.

5.6.3 Primary care doctor

Management when no apparent cause is found:

o Diet—specific trial of exclusion then challenge lwiactose, FODMAPs diet
[32], avoidance of offending food items; probiotieowever, only one
change at a time should be explored.

o Psychological therapies—hypnosis has been showglieve bloating in
patients with IBS; behavioral therapy may be usifydatients with
aerophagia.

© World Gastroenterology Organisation, 2013



WGO Global Guidelines Common Gl symptoms (long eTsi 29

5.6.4 Specialist

Exclude organic disease suggested by comorbid synspt
Address diet—flatulogenic foods, fizzy drinks.

Address posture.

Consider probiotics.

Individualize treatment.

Consider bacterial overgrowth—appropriate testing.
Consider laxatives if the patient is constipated.
Consider a low-dose tricyclic antidepressant [62].
Consider hypnotherapy.

Consider neostigmine [63].

6

6.1

Constipation

Definition and description

This section focuses on functional constipatiorthea than IBS—abdominal pain
accompanied by disordered defecation. In clinicalctice, the terms “functional
constipation” and “chronic constipation” are oftesed interchangeably, recognizing

the

chronic nature of the symptoms and excludin§. |Bhe prominent presence of

lower abdominal pain is usually thought to dististpubetween IBS and constipation,
although the distinction may be difficult to makepractice.

6.2

Constipation is an acute or chronic condition inickhbowel movements occur
less frequently than usual, or stools are hard, plynful, or difficult to pass, or
associated with a sense of incomplete or prolongealcuation—synonyms:
dyschezia; obstipation; rectal constipation; sloansit constipation.

Fecal impaction is a collection of hard, dry stmolhe colon or rectum.
Symptoms of constipation include:

Straining and/or discomfort during a bowel motion

Less frequent than usual bowel motions

Hard, dry feces or lumpier than usual

Stomach cramps or bloating

Discomfort or pain in the lower back or stomach

Feeling of incomplete emptying after passing feces

Nausea, irritability, decreased appetite

Tiredness / fatigue

O O0OO0OO0OO0OO0OO0OOo

Epidemiological notes

In one study, 5% of the Canadian population (2%meih and 8% of women)
were found to experience one or more lower Gl spmgt 51% of these
experienced constipation [59].
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Fig. 8 Incidence of lower Gl symptoms in Canada. Source: Hunt et al. 2007 [59].

* In a population-based study in Mexico (with intewws conducted by trained
physicians using the Rome Il/health-care/medicatiprestionnaires and the
Center for Epidemiological Studies of Depressioale; the most common
FGIDs were IBS, 16% (95% ClI, 12.9 to 19.5); functibbloating, 11% (95% ClI,
8.2 to 13.9); unspecified functional bowel disordet% (95% ClI, 8.0 to 13.6);
and functional constipation, 7% (95% CI, 5.3 tol)0Uninvestigated heartburn
was also very common at 20% (95% CI, 16.2 to 2[&4).

» The overall prevalence of constipation in the Whittates is estimated to be
approximately 15% [65].

* Functional constipation as defined by the Romegataffects around 8% of the
population [66].

6.3 Diagnostic/symptoms remarks
 The Rome lll criteria (two or more must be inclupéat functional constipation

are:

o Straining during at least 25% of defecations

o Lumpy or hard stools in at least 25% of defecations

0 Sensation of incomplete evacuation for at least Bbtefecations

o0 Sensation of anorectal obstruction/blockage fdeadt 25% of defecations
o Manual maneuvers to facilitate at least 25% of citiens (e.qg., digital

evacuation, support of the pelvic floor)

Fewer than three defecations per week

Loose stools are rarely present without the udexaitives

Insufficient criteria for irritable bowel syndrome

Criteria fulfilled for the previous 3 months, wislymptom onset at least
6 months before diagnosis

O O OO

6.4 Differential diagnosis

» Constipation-predominant irritable bowel syndroméBStC) should be
considered in cases of chronic constipation witthoatinal pain.
»  Drug-induced constipation.
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* A number of anatomical abnormalities have beenekihto difficult defecation,
such as rectocele, intussusception, and enterobelgever, they are usually
secondary rather than causative phenomena.

* Hypothyroidism—Iethargy, increased weight, coldblatance.

6.5 Alarm features

* Recent change in bowel habit

* Weight loss

* Rectal bleeding

* Age > 50 years

» Family history of colorectal cancer

6.6 Constipation—management cascade

6.6.1 Constipation self-help

» Self-diagnosis-bowel habits vary according to diet and, therefgeography
and ethnicity, but an adult who has had no bowelenent in 3 days, or 4 days
for a child, is considered constipated. Howeveegfrency alone is often an
inadequate descriptor of a sufferer's problem, Wwhimay relate more to
difficulties with the act of defecation or a feainf incomplete evacuation.

e Alarm signals—eonsult a doctor if:

0 Sudden change in the usual bowel habit—especfadlgad > 40

Painful bowel motions

Feces are blood-stained or black and tar-like

Need to use laxatives regularly (every 2—3 daysare)

Constipation occurs in combination with feelingtiror unwell, vomiting,

weight loss, headaches, fever
0 Symptoms of constipation for > 7 days with no olrgi@ause
o Liquid or soft feces leak from the anus

» Self-care strategies:

o Diet:
= Patients with constipation should be encouragedmutiss breakfast,
when the gastrocolic reflex is at its height.
= Include foods rich in fiber in the diet—e.g., fraihd vegetables,
legumes, whole grains and seeds.
= Gradually increase the amount of fiber in the thedvoid bloating and
wind—if patients find that fiber exacerbates trsimptoms (as it may
in IBS-C and slow transit), they should avoid owmdrilging in fiber.
= Choose fruits rich in pectin, such as apples, dieanies, lychees or
pears, to increase stool volume and ease passage.
= Consume fermented dairy products containing pratsatith proven
benefits for constipation.
= Drink approx. 2 liters of drinking water each dayeetease intake of
caffeinated, alcoholic, and sugar-rich beverages.
= Reduce intake of foods high in animal fat, greasy fied foods.
= Limit intake of refined sugar—e.g., sweets and delerts.
= Regularize eating times and food habits.
o Exercise and stress:

O o0OOoOo
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= Try to exercise at a moderate level for at leagh8tutes each day.

= Learn and use relaxation techniques to relievesstre

= Practice a healthy lifestyle—exercise regularly abdtain from
smoking.

= Avoid stress—Ilearn how to relax, improve sleepiagigrns, exercise
regularly, practice deep breathing and adopt good management
techniques.

o Toilet visits:
= Do not ignore the urge to pass a bowel motion.
= The toilet sitting position can affect bowel furcti—lean well forward,

with a straight back and with feet supported.
= Expect a regular bowel action every 1-2 days.

0 Ask a doctor/pharmacist for advice—if a medicalaition or medicine

causes constipation.
* Medication:

0 Aim to minimize the use of medication and focushiea longer term on diet
and lifestyle changes.

o Simple bulking agents—fiber supplements such aagispla, guar gum,
psyllium, sterculia; to be taken with adequate am®wof fluid.

o0 Stool softeners—docusate, poloxalkol; stool softeaee mild laxatives that
are widely used and can be helpful for children,tbare is little evidence on
them.

0 Glycerine suppositories—in case of difficulty wrtctal emptying.

6.6.2 Pharmacist

» Management:

o Check for drug-induced constipation—opiates, ifegrapy, calcium-based
antacids, tricyclic antidepressants, antipsychptbemotherapy,
anticholinergic medicines, antiparkinsonian medsirantidiarrheal
medicines slowing down intestinal transit, claysiicates.

o Readily available traditional laxatives are thstfiine treatment but are
associated with high dissatisfaction rates [67].

o Stimulant laxatives, such as senna, and osmotatilaes, such as lactulose,
may cause abdominal pain and result in watery $adlolwed by days with
no bowel movement, thus mimicking constipation katling to further
doses and excessive laxation.

o Glycerine suppositories.

0 With proper instruction, constipation can be madagiéhout drugs most of
the time.

6.6.3 Primary care physician

* Alarm signals:
o Inthe absence of alarm features, routine diagnéssiting is not
recommended in all constipated patients.
o If one or more alarm signal is present, there imditation for colonoscopy;
colonoscopy is not a diagnostic test if no alaratdees are present.
» Diagnosis:
o Patient history and physical examination
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o Description of defecation pattern—stool frequerioyn (Bristol Stool Form
Scale, BSFS)
0 Measures taken to improve situation and results
o Complete blood count, erythrocyte sedimentatioe, r@treactive protein to
exclude intestinal occult blood loss or inflammatio
» Management:
o Modify diet and lifestyle
o Bulking agents, simple laxatives
* Follow-up action:
o Refer for Gl evaluation if constipation fails topnove
o Consider biofeedback technique to correct peldorfldyssynergia

6.6.4 Specialist

See the WGO guideline on constipation
(http://www.worldgastroenterology.org/constipatioml).

patient with infrequent, and/or hard
stools and/or difficult to pass stools
when not on laxatives

10
8 9
2 stop drugs \ N symptom yes N drug-.ir_'.'dut_.‘ed
history and physical where possible improvement? constipation
examination "
85 no
I 4 11 l
7
— functional
alarm na ) constipating he . L
features? drugs? constipation
l r 3
yes l
4 L 12
investigations as indicated explanation physiology,
eg. colonoscopy, modify life style & diet,
metabolic screen | discuss bulking agents,
simple laxatives
5 15
any abnormality no l refer for consideration of
R - M— 13
identified? no physiological assessment
symptom — (anorectal function,
yes improvement? colonic transit);
see 'refractory
& yes constipation and difficult
defecation’ algorithm
colorectal cancer or other 14
pestruceng fesmn, formulate longer term
?;prz:ﬁ;:ﬁ;;a;e' management plan
A
hypercalcemia

Fig. 9 Clinical algorithm for chronic constipation. Source: www.romecriteria.org.

Notes:

® New prescription medicines will probably overtake this, and there is growing skepticism
that testing makes a difference.
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Prescription drugs for patients with persistent symptoms who have tried OTC agents:
Linaclotide has been approved in the United States and the European Union for the
treatment of chronic idiopathic constipation and IBS-C in adults; prucalopride has been
approved in the European Union and certain Asian and Latin American countries for the
treatment of chronic constipation; and lubiprostone has been approved for both chronic
constipation and IBS-C in the United States.

There are some new approaches: biofeedback for dyssynergia and sacral stimulation for
inertia. Surgery should be considered very, very rarely, and then only in very experienced
centers.
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