Recurrent abdominal pain that
responds to a PPl isn't always a

gastric problem ' | /] same
| SYMPTOM.
Look beyond acid suppression — consider the bigger picture. ! YY)

P POSSIBLE

CASE 52-year-old man | 3 months of recurrent upper abdominal discomfort EALSES;

SNAPSHOT Intermittent PPl use with symptomatic relief
- Now reports 4-kg unintentional weight loss

3 KEY QUESTIONS BEFORE THE NEXT STEP = A CAREFULHISTORY CAN

0 "

1. Where exactly 2. Any alarm features? 3. Relevant history?
is the pain? Weight loss, vomiting, Meal relation, positional/exertional,
Epigastric, right upper Gl bleeding, dysphagia, NSAID use, alcohol, comorbidities,
quadrant, diffuse? anaemia? family history?

COMMON CONDITIONS TO CONSIDER B o L £ el ses
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Functional H. pylori Biliary Pancreatic Intestinal Cardiac Upper-Gl
dyspepsia infection disease disease causes causes malignancy
(IBD, IBS) (consider in older

patients or with
alarm features)

RED FLAGS o N
A THAT WARRANT ‘ p

Al i ional | Gl bleedi P i i ical N
EVALUATION Unlr}tentlona | blee: ing rogressive Per&_stent Atypl(_:a or ew-onse‘t
weight loss / anaemia dysphagia vomiting exertional symptoms in
pain older patients

Re-examine Persistent or recurrent symptoms, especially with alarm features,
before you reﬂ" deserve evaluation beyond empirical acid suppression.
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Recurrent abdominal pain that responds to a PPI
isn't always a gastric problem

A patient with recurrent upper abdominal pain feels better on a proton pump inhibitor, and the chart quietly
closes as "GERD, responding to treatment." That relief is a treatment outcome, not a diagnosis — and at least
six other conditions can produce the same pattern, three of them serious enough to matter.
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45-54% ~1 1n 5

Pooled specificity of a PPI symptom trial against endoscopy/pH- Patients on placebo in PPI-trial studies who also reported
metry-confirmed GERD — meaning roughly half of "responders" meaningful symptom relief — a reminder that improvement

1,2 S

don't have objectively confirmed reflux disease. alone doesn't prove an acid-related mechanism.

Sensitivity of the PPI trial is reasonably good (~71-79%) — a non-response is informative. A response is not.l'2

Six origins, one presentation

Epigastric pain that eases on a PPI can come from true reflux — or from anywhere else on this map.
The diagnosis is made by pattern-matching the history and exam, not by the drug's effect.

Functional dyspepsia

GERD, confirmed NSl BT, Rem Y (i Biliary colic

Erosive change or +pH study Fatty-meal trigger, RUQ/back

RECURRENT EPIGASTRIC PAIN

[
— EASES ON A PPY -

Abdominal wall (ACNES)
Point-tender, +Carnett's sign

Gastric/esophageal cancer

Atypical angina / ACS Age 40+, new-onset, alarm signs

Exertional; diabetic, elderly, female

Confirmed acid- Functional Mechanical / Must actively
related overlap structural exclude



If it isn't GERD, here's what tends to hide behind it

CONDITION WHAT POINTS AWAY FROM GERD WHAT TO DO NEXT

Functional dyspepsia Early satiety, postprandial fullness; endoscopy is normal; partial, inconsistent ~ Add/trial a prokinetic; avoid escalating
OVERLAP PPI response. PPI dose indefinitely.

Biliary colic Episodic, 30 min—6 h, follows a fatty meal, radiates to back/right scapula. Abdominal USG — even if the PPI
MECHANICAL seems to be helping.

Chronic pancreatitis  Boring pain radiating to the back, worse supine, + weight loss/steatorrhoea. Serum lipase; imaging if pain persists
MECHANICAL beyond one PPI cycle.

Abdominal wall pain  Sharp, reproducible, one-finger point tenderness; unrelated to meals; positive  Bedside Carnett's test (see below);

(ACNES) Carnett's sign. local anaesthetic block if positive.
MECHANICAL

Atypical angina / ACS "Indigestion" that's exertional; more common in diabetics, the elderly, and ECG before extending an empirical PPI
EXCLUDE women.’ trial in at-risk patients.

Gastric / esophageal  Age 40+, new-onset symptoms, any alarm feature — acid suppression can blunt Endoscopy referral — don't let a good
malignancy an ulcer-related component of tumour pain while the lesion progresses. response postpone it.

EXCLUDE

REFER FOR ENDOSCOPY REGARDLESS OF PPI RESPONSE, IF:

° New-onset symptoms at age 40-45+%° - Persistent vomiting
= Unintentional weight loss - Palpable mass or lymphadenopathy
- GI bleeding, or unexplained anaemia « Family history of upper-GI malignancy

- Progressive dysphagia / odynophagia

estern guidelines set the age threshold at 45—-60; a North Indian OPD dyspepsia series found gastric cancer in 6.7% of endoscoped
patients — all aged 40 or above — a reasonable case for a lower local threshold.®

A 30-SECOND BEDSIDE TEST WORTH DOING TODAY

Carnett's sign: palpate the tender point, then ask the patient to tense the abdominal wall (lift the head, or both legs, off the table) while you
keep palpating. Pain that worsens or persists = abdominal wall source (think ACNES). Pain that eases = likely visceral. No equipment, and it

reclassifies patients who've been cycled through years of antacid therapy for a "functional" label.8?

« A positive PPI trial confirms symptom control, not gastric origin — pooled specificity for true GERD is only ~45-54%.
» New-onset pain at 40+, or any alarm feature, earns an endoscopy referral alongside — not after — empirical therapy.

» A 4-8 week empirical trial that quietly becomes a 4—8 month refill habit is where the misses happen. Re-examine before you renew.

« History (meal timing, fatty-food trigger, exertional component, positional change) plus Carnett's sign filters out half the mimics without an
investigation.

Healthcity Hospital keeps outpatient endoscopy, abdominal ultrasound, and GI consultation slots available for fast-tracked workup on
patients you flag from this list. Reach out through the Med-Connect group or your usual coordinator to arrange a slot.
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