
Burning epigastric pain 
A 37-year-old executive returns to your clinic for follow-up of recurrent upper abdominalpain. He initially presented 3 weeks ago, complaining of an increase in frequency andseverity of burning epigastric pain, which he has experienced occasionally for more than2 years. Now the pain occurs three or four times per week, usually when he has anempty stomach, and it often awakens him at night. The pain usually is relieved withinminutes by food or over-the-counter antacids, but then recurs within 2 to 3 hours. Headmitted that stress at work had recently increased and that because of long workinghours, he was drinking more caffeine and eating a lot of take-out foods. His medicalhistory and review of systems were otherwise unremarkable, and, other than theantacids, he takes no medications.His physical examination was normal, including stool guaiac that was negative for occultblood. You advised a change in diet and started him on a proton-pump inhibitor. Hissymptoms resolved completely with the diet changes and daily use of the medication.Results of laboratory tests performed at his first visit show no anemia, but his serumHelicobacter pylori antibody test was positive.
What is your diagnosis?What is your next step?
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What is your diagnosis? Peptic ulcer diseaseWhat is your next step? Triple antibiotic therapy for H pylori infection, and acidsuppression.
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Noninvasive test for H pylori
• urea breath test
• Fecal antigen test
• IgG serologyperformance of IgG serology is poor in low-prevalence populations,whereas breath and fecal antigen tests have 95% accuracy.
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Recommended Treatment Algorithm for Patients with aProvisional Diagnosis of Functional Dyspepsia.This treatment algorithm can be applied in patients whopresent with epigastric pain or burning, early satiation, orpostprandial fullness. In the case of treatment failure, theclinician should reevaluate and reconsider the diagnosis ateach step by means of further investigations, such as uppergastrointestinal endoscopy if the procedure has not beenperformed within the past 5 years; ultrasonography of theabdomen, particularly if the patient has severe,intermittent episodes of pain; serologic testing for celiacdisease; and gastric scintigraphy or carbon-13–labeledoctanoic or spirulina (Arthrospira platensis) breath test toassess gastric emptying if the symptoms are severe orresistant to treatment or if the patient has vomiting andprominent weight loss. There are no data from randomizedtrials in support of using metoclopramide to treat patientswith the postprandial distress syndrome; we suggeststarting the drug at a low dose owing to the potential forcardiac and neurologic toxic effects. PPI denotes proton-pump inhibitor.





































Severe vomiting in a patient with steady epigastric pain radiating to back
A 42-year-old Hispanic woman presents to the ED complaining of 24 hours of severe, steady epigastricabdominal pain, radiating to her back, with several episodes of nausea and vomiting. She hasexperienced similar painful episodes in the past, usually in the evening following heavy meals, but theepisodes always resolved spontaneously within an hour or two. This time the pain did not improve, soshe sought medical attention. She has no medical history and takes no medications. She is married, hasthree children, and does not drink alcohol or smoke cigarettes.On examination, she is afebrile, tachycardic with a heart rate of 104 bpm, blood pressure 115/74 mmHg, and shallow respirations of 22 breaths per minute. She is moving uncomfortably on the stretcher,her skin is warm and diaphoretic, and she has scleral icterus. Her abdomen is soft, mildly distendedwith marked right upper quadrant and epigastric tenderness to palpation, hypoactive bowel sounds,and no masses or organomegaly appreciated. Her stool is negative for occult blood. Laboratory studiesare significant for a total bilirubin (9.2 g/dL) with a direct fraction of 4.8 g/dL, alkaline phosphatase285 IU/L, aspartate aminotransferase (AST) 78 IU/L, alanine aminotransferase (ALT) 92 IU/L, andelevated amylase level 1249 IU/L. Her leukocyte count is 16,500/mm3 with 82% polymorphonuclearcells and 16% lymphocytes. A plain film of the abdomen shows a nonspecific gas pattern and nopneumoperitoneum.

What is the most likely diagnosis?What is the most likely underlying etiology?What is your next diagnostic step?
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What is the most likely diagnosis? Acute pancreatitisWhat is the most likely underlying etiology? Choledocholithiasis (common bile duct stone)What is your next diagnostic step? Right-upper quadrant abdominal ultrasonography
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NUTRITION IN ACUTE PANCREATITIS
Mild disease
• The pancreas is “rested” by a regimen of withholding food and liquids by mouth, bed rest, and, in patients withmoderately severe pain or ileus and abdominal distention or vomiting, nasogastric suction.
• Oral intake of fluid and foods can be resumed when the patient is largely free of pain and has bowel sounds (evenif the serum amylase is still elevated).
• Clear liquids are given first (this step may be skipped in patients with mild acute pancreatitis), followed by gradualadvancement to a low-fat diet, guided by the patient’s tolerance and by the absence of pain.
• Pain may recur on refeeding in 20% of patients.
Severe disease
• Enteral nutrition via a nasojejunal or possibly nasogastric feeding tube is preferable to parenteral nutrition inpatients who will otherwise be without oral nutrition for at least 7–10 days.
• Enteral nutrition may not be tolerated in some patients with an ileus. Parenteral nutrition (including lipids) shouldbe considered in patients who have severe pancreatitis and ileus.

CURRENT 2016
Enteral versus parenteral nutrition for acute pancreatitis. Cochrane Database Syst Rev. 2010 Jan 20;(1):CD002837.In patients with acute pancreatitis, enteral nutrition significantly reduced mortality, multiple organ failure, systemicinfections, and the need for operative interventions compared to those who received TPN. In addition, there was atrend towards a reduction in length of hospital stay. These data suggest that EN should be considered the standard ofcare for patients with acute pancreatitis requiring nutritional support.
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Flushing in a 50-year-old woman with recurrent episodes of abdominal pain
A 50-year-old woman presents with a long history of atypical flushing, initially attributedto menopause. The flushing is associated with purplish discolouration of the face witheach episode lasting 30 minutes. She also reports palpitations on exertion and recurrentepisodes of abdominal pain.

A 60-year-old man presents with a 3-year history of diarrhoea, with no clear precipitatingfactors. Over the past few months he has noticed flushing affecting his face. Theseepisodes occur at any time but are worse during times of stress and exercise. His wife hasalso noticed intermittent reddening of his face, which lasts for a few minutes. Morerecently he has not tolerated alcohol, chocolate, or bananas.
Coincidental finding of liver metastases while other unrelated symptoms are beinginvestigated is an alternative presentation. Other presentations include occasionalabdominal pain, especially following large meals, and associated weight loss. Recurrentabdominal pain leading to development of sub-acute bowel obstruction can also occur.Patients can also present with cardiac signs, such as right heart failure and cardiacmurmurs.
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