HOSPITAL PHYSICIAN

GASTROENTEROLOGY BOARD REVIEW MANUAL

PUBLISHING STAFF

PRESIDENT, GROUP PUBLISHER
Bruce M. White

EXECUTIVE EDITOR
Debra Dreger

SENIOR EDITOR
Becky Krumm, ELS

ASSOCIATE EDITOR
Lamont Williams

ASSISTANT EDITOR
Jennifer M. Vander Bush

EDITORIAL ASSISTANT
Nora H. Landon

EXECUTIVE VICE PRESIDENT
Barbara T. White, MBA

PRODUCTION DIRECTOR
Suzanne S. Banish

PRODUCTION ASSOCIATES
Tish Berchtold Klus
Christie Grams
Mary Beth Cunney

ADVERTISING/PROJECT MANAGER
Patricia Payne Castle

NOTE FROM THE PUBLISHER:
This publication has been developed without
involvement of or review by the American
Board of Internal Medicine.

Endorsed by the
E Association for Hospital
Medical Education

The Association for Hospital Medical Education
endorses HOSPITAL PHYSICIAN for the pur-
pose of presenting the latest developments in
medical education as they affect residency pro-
grams and clinical hospital practice.

Nonulcer Dyspepsia and
Peptic Ulcer Disease

Series Editor:

Robert M. Craig, MD

Professor of Medicine

Department of Medicine

Division of Gastroenterology and Hepatology
Northwestern University Medical School
Chicago, IL

Contributing Author:

Colin W. Howden, MD

Professor of Medicine

Department of Medicine

Division of Gastroenterology and Hepatology
Northwestern University Medical School
Chicago, IL

Table of Contents

Preface ........c it i ii
Introduction ..........cciiiiiiiiiiiernneennnens 1
Patient with a Short History of Dyspeptic Symptoms . . . . 2
Recurrent Duodenal Ulcer ............covvvvnnnn. 7
Gastric Ulcer in a Patient with Arthritis . . ............ 8
Intractable Peptic Ulcer Disease ..................10

References. ... cv v i ittt eeeeeennnoaeenns 11

Cover Illustration by Christine Schaar

Copyright 2001, Turner White Communications, Inc., 125 Strafford Avenue, Suite 220, Wayne, PA 19087-3391, www.turner-white.com. All
rights reserved. No part of this publication may be reproduced, stored in a retrieval system, or transmitted in any form or by any means,
mechanical, electronic, photocopying, recording, or otherwise, without the prior written permission of Turner White Communications, Inc.
The editors are solely responsible for selecting content. Although the editors take great care to ensure accuracy, Turner White
Communications, Inc., will not be liable for any errors of omission or inaccuracies in this publication. Opinions expressed are those of the
authors and do not necessarily reflect those of Turner White Communications, Inc.

next page ¥

Gastroenterology Volume 7, Part 4 i



HOSPITAL

GASTROENTEROLOGY BOARD REVIEW MANUAL

Nonulcer Dyspepsia and
Peptic Ulcer Disease

Series Editor:

Robert M. Craig, MD
Professor of Medicine,
Department of Medicine
Division of Gastroenterology and Hepatology
Northwestern University Medical School
Chicago, IL

INTRODUCTION

Dyspepsia was defined by the experts at the Rome II
Multinational Consensus on Functional Gastrointes-
tinal Disorders as “pain or discomfort centered in the
upper abdomen.”! Specific subtypes of dyspepsia recog-
nized by the Rome II committee include wicer-like dys-
pepsia, dysmotility-like dyspepsia, and unspecified or nonspe-
cific dyspepsia."? (Abdominal pain that is mainly located
in the left or right sides of the abdomen is not regard-
ed as dyspepsia and will not be considered further in
this manual.) Dyspepsia is a highly prevalent complaint
and can result from a number of potentially identifiable
causes. In 1997, approximately 2% of the adult popula-
tion in the US received some form of outpatient or
inpatient care because of dyspepsia.® Expenditures for
this care totaled approximately $2.5 billion. Dyspepsia
is, therefore, an extremely important topic. It is fre-
quently a reason for consultations in gastroenterolo-
gists’ offices and in primary care facilities.

It is important that the terms dyspepsia and nonulcer
dyspepsia (NUD) not be confused; these terms are not
interchangeable or synonymous. The term dyspepsia
should be used to refer to patients who present before
any investigation has been performed. For patients with
dyspepsia, there are a number of potential causes of
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their symptoms including peptic ulcer disease (PUD)
and gastric cancer. However, in clinical practice in the
US, such patients are usually found to have NUD. The
diagnosis of NUD can only be made once the condi-
tion has been investigated. In order for a patient to be
diagnosed with NUD, he or she must have had a nor-
mal esophagogastroduodenoscopy (EGD) while being
symptomatic and while not taking acid-suppressing or
other ulcer-healing medicines.

The Rome II Multinational Consensus on Func-
tional Gastrointestinal Disorders developed additional
specific diagnostic criteria for NUD.! According to the
criteria, for a diagnosis of NUD to be made, a patient
must have had persistent or recurrent dyspepsia for
12 weeks, which need not be consecutive, during the
past 12 months. Furthermore, there should be no evi-
dence of organic disease—including at EGD—that is
likely to explain the symptoms.

Some patients with irritable bowel syndrome may
have pain that is predominantly or exclusively located
in the upper abdomen and might erroneously be con-
sidered to have NUD. For a diagnosis of IBS to be
made, there must be evidence that the abdominal pain
can be relieved by defecation exclusively, and/or is
associated with a change in stool frequency, and/or is
associated with a change in stool appearance or form.*
However, many patients may have diagnostic features
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