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Case 1
Reflux and anaemia
JM, aged 48, presented with oesophageal reflux,
complaining of heartburn. There were no alarm features,
she drank little alcohol and was a non-smoker. OTC
antacids gave temporary relief. She was taking no other
medication. Examination of her abdomen revealed no
abnormality and she was not overweight.

Persistent reflux symptoms should trigger at least an FBC.
If she has iron deficiency anaemia and is no longer
menstruating then she does have an alarm symptom. 

JM was anaemic with  Hb 10.4,  low MCV and ferritin. She
was postmenopausal, had no dietary problems and no
hint of bleeding. Gastroscopy revealed a small hiatus
hernia. Colonoscopy was normal. H.pylori was negative.

Endoscopic assessment is only necessary for confirmed
iron deficiency anaemia demonstrated by low Hb, low
serum ferritin and red cell microcytosis or hypochromia
in the absence of chronic disease or haemoglobinopathies.
Blood loss from the bowel is the most common cause of
iron deficiency anaemia in men and postmenopausal
women. Iron deficiency may be due to inadequate diet,
increased demand, poor absorption, or bleeding.
Absorption of iron may be affected by gastrectomy and
coeliac disease. Benign causes of bleeding include
peptic ulceration and angiodysplasia. However, possible
malignancy in the colon or stomach may be a concern. 

JM’s investigations did not reveal a cause of her iron
deficiency anaemia and the question arose as to
whether her small bowel should be investigated. 

Small bowel tumours are rare but arteriovenous
malformationsmay be present with sufficient blood loss
to cause anaemia. Small bowel examination is generally
only indicated if anaemia becomes transfusion dependent. 

JM was subsequently kept symptom free by taking
regular lansoprazole in full dosage. Stepping down her
medication to the maintenance dose was attempted but
symptoms returned. A course of iron tablets resolved
her anaemia and this has not recurred although her
haemoglobin remains close to the lower limit of normal.

Case 2
Reflux
RD presented in 1989, aged 48, with indigestion,
complaining of heartburn for six months particularly at
night. She had had some relief from antacids. Recently
she had begun to experience pain with swallowing which
prompted her to see her GP. There was no dysphagia,
vomiting or suggestion of bleeding and her weight was
normal and steady. She was not taking any medication,
drank little but was a smoker. FBC and LFTs were
normal.

Because of her painful swallowing she underwent
gastroscopy which revealed a small hiatus hernia with
mild oesophagitis. There was no record of H.pylori
status. Treatment with omeprazole was begun which
alleviated her symptoms completely and she continued
for two months. After stopping medication her
heartburn recurred within a few weeks but she managed
by taking an alginate and quit smoking. In 1992, she
returned with worsening heartburn. A further course of
omeprazole relieved the problem and she didn’t
reappear until 1997 with a recurrence of painful
swallowing. Gastroscopy revealed mild erosive
oesophagitis.

She was given full dose omeprazole on repeat
prescription. Symptoms resolved until 2004 when her
heartburn returned worse than ever. Gastroscopy
revealed  grade III oesophagitis. H.pylori status was
negative. Biopsies showed benign changes. She was
changed to a more potent PPI. 

She has continued to take her PPI at full dose and
currently remains symptom free.

Case 3
Alarm features
DD, aged 32, presented with pain on swallowing which
had been deteriorating over six months. He had no
vomiting or suggestion of bleeding and his weight was
steady. His pain was beginning to affect his eating habits
and he had begun to choose softer food. Endoscopy
revealed a long segment of Barrett’s oesophagus with
ulceration. Biopsies confirmed invasive adenocarcinoma.
It became apparent he had suffered reflux dyspepsia for
many years which he controlled with antacids. The
cancer was inoperable and he died within eight months.

Patients often tolerate swallowing problems for a long
time before consulting and clinicians should enquire
carefully when patients present with pain or heartburn.

Case 4

Functional dyspepsia
BJ attended her GP with ‘terrible indigestion’ that had
troubled her for two weeks. She was middle aged and
her history included chronic abdominal pain. Over the
years she had been sigmoidoscoped and a barium
enema had showed no abnormality. There were no alarm
features, gastroscopy was normal and she was negative
for H. pylori. Despite this she was given a one month
course of a PPI. There was no improvement in her
symptoms. 

She underwent another gastroscopy, colonoscopy,
abdominal ultrasound, laparoscopy and various
therapeutic trials. She obtained some relief but it never
lasted long. A year on her records stated ‘still has
dyspepsia – probably functional’.

This patient had had functional dyspepsia all the time
and her history of abdominal pain pointed to irritable
bowel syndrome as well. All the investigations and
medications may have reinforced her belief that she had
a serious illness. It is important to explore psychosocial as
well as clinical factors and although endoscopy may be
needed to exclude organic causes, repeated
investigations do not help.
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