GI Roadmap:
Gastrointestinal Assessment:

· Changes to the GI system related to aging

· Mouth
· Loss of teeth

· Poor fitting dentures

· Diminished taste and sense of smell

· Dry oral mucosa

· Gingival retraction

· Fewer taste buds

· Less sense of smell

· Smaller volume of salvia

· Esophagus
· Epigastric distress

· Dysphagia

· Potential for hiatal hernia and aspiration

· Lower LES pressure

· Less motility

· Abdominal Wall
·  More visible peristalsis, easier palpation of organs

· Less sensitivity to pain

· Thinner and less taut

· Small number of sensory receptors

· Stomach
· Food intolerances

· Signs of anemia

· ( gastric emptying

· Atrophy of gastric mucosa

· Less blood flow

· Small Intestine
· Indigestion

· Less motility

· Fewer secretion of enzymes

· Liver
· Easier to palpate

· ( drug and hormone metabolism

· Smaller size and position 

· Less protein synthesis

· Large Intestine, Anus, Rectum
· Fecal incontinence

· Flatulence

· Constipation

· Less anal sphincter tone

· Less muscular tone

· Less transit time

· Colon tends to more involved in Crohn’s disease rather than the SI in older people

· Pancreas
·  Impaired fat absorption

· ( glucose tolerance 

· Pancreatic ducts distended

· Abdominal Assessment

· Inspection

· Symmetry

·  Contour 

·   - scaphoid (concave)

·   - protuberant (convex)

· Assess patients for signs of over nutrition such as fat deposits or malnutrition such as muscle atrophy or visible peristalsis ( malnutrition could indicate malabsorption possibly Crohns disease)

·  Changes in pigmentation

·   -  Cullen’s sign (a bluish color at the umbilicus – a sign of bleeding in the peritoneum ie pancreatitis)

·   -  Turner’s sign (bruising on the flanks – indicating retroperitoneal bleeding, i.e, pancreatitis)

· Jaundice indicates inability to clear bilirubin out of the body.  Comes from the breakdown of hemoglobin.  3 types of Jaundice include hemolytic, hepatocellular, and obstructive

·  Scars ( past surgeries)

·  Striae (stretch marks) – past weight changes, pregnancy, or Cushing’s disease

·  Spider angiomas (spiderlike blood vessels that develop on the skin) liver disease

·  Peristaltic movement isn’t normally seen on the surface of the abdomen, can be a sign of intestinal obstruction ( also old age)

· Inspect urine color- dark urine could indicate hypovolemia or excess biliruibin excreted in urine.  

· Pale colored stools could indicate lack of bilirubin in stools

· Auscultation ( BEFORE PALPATION)

· Normal gut sounds are gurgling.(usually 5 to 35 per minute)

·  borborygmi – normal, loud, and easily audible sounds

·  high-pitched – tinkling sounds are a sign of early intestinal obstruction, large bowel obstructions are very loud and high piched

·  friction rub – high-pitched sound heard in association with respiration, rare, indicate inflammation of peritoneal surface of organ (listen for them  over the liver and spleen)

·  aortic bruits – heard in the epigastrium (sign of abdominal aortic aneurysm)

·  renal artery bruits – heard in each upper quadrant (may be a sign of renal artery stenosis – a treatable cause of HTN)

·  iliac/femoral bruits – lower quadrants (peripheral atherosclerosis)

·  venous hum – soft, low-pitched, continuous sound heard in the epigastric region and around the umbilicus (occurs with increased collateral  circulation between the portal and systemic venous systems.

· Listen for dimishied lung sounds as many abdominal problems can lead to collapsed lungs, pneumonia, etc

· Percussion

· Tympany – present in most of the abdomen caused by air in the gut (a higher pitch than the lungs)

· Resonance -  lower-pitched and hollow sound (found in normal lungs) 

· Dullness - a flat sound without echoes; liver, spleen, and fluid in the peritoneum (ascites) give a dull note 

· Palpation

· Light palpation – depress the abdominal wall no more than 1cm

·     - look for areas of tenderness

·     - most sensitive indicators of tenderness are 

·        your patient’s facial expression

· Deep palpation -  depressing 3.8 to 5 cm  - to identify abdominal masses or areas of 

·       deep tenderness

· Enlarged liver or spleen could indicate acute hepatitis

· Look for tender abdomen with right upper quadrant guarding called Murphy’s sign.  Indicative of acute cholecystitis

· Look for urinary retention a complication of many procedure and medication.

· Always assess for signs of shock which include tachycardia, hypotension, Feeling weak or nauseous, Chest pain, Fast but weak pulse, Profuse sweating, Dizziness, faintness or light-headedness, Moist, clammy skin, Unconsciousness, Rapid, shallow breathing, Feeling anxious, agitated or confused, Blue lips and fingernails, also thirst

· Bleeding in stool is an early sign of colon cancer

· Always monitor and report any drainage or ordor from a wound

· Assess diarrhea, constipation, and flatus

· Fistulas might happen as a sign of Crohn’s disease 

· Paleness could be a sign of anemia

· RLQ pain with rebound tenderness at Mcburney’s point could indicate appendicitis

Peritonitis:

· results from inflammation (generalized or localized)

· Primary peritonitis- occurs when blood borne organisms enter the peritoneal cavity

· blood borne organisms

· genital tract organisms

· cirrhosis with ascites

· Secondary peritonitis- occurs when the abdominal organs perforate or rupture and release their contents (bile, enzymes, bacteria)

· ruptured appendix

· blunt or penetrating trauma to the abdominal organs

· ruptured diverticula

· ischemic bowel disorders

· pancreatitis

· perforated intestine

· perforated peptic ulcer

· peritoneal dialysis

· postoperative breakage of anastamosis

· Signs and Symptoms

· the manifestations of peritonitis depend on the severity and acuteness of the underlying cause

· tenderness over the involved area

· rebound tenderness

· muscular rigidity

· spasm

· patients may lie and only take shallow respirations b/c movment causes pain

· abdominal distention

· ascites

· fever

· tachycardia

· tachypnea

· n/v

· altered bowel habits

· complications of peritonitis include:

· hypovolemic shock

· sepsis

· intrabdominal abscess formation

· paralytic illeus formation

· acute respiratory distress syndrome (ARDS)

· CAN BE FATAL IF NOT TREATED PROMPTLY

· Diagnostic studies

· H&P

· CBC with WBC diff

· serum electrolytes

· abdominal xray

· paracentesis

· culture of fluid 

· CT, U/S

· peritoneoscopy

· Treatments

· Surgery to locate the cause of inflammation, drain fluid, repair damage

· Preop Care (or nonoperative)

· NPO

· IV fluid replacement

· Antibiotics

· NG suction

· analgesia (morphine)

· O2 PRN

· may need parenteral nutrition

· POSTOP

· NPO

· NG to low intermittent suction

· Semi fowlers

· IV fluid with electrolyte replacement

· Antibiotics

· blood transfusions if needed

· sedatives and opioids

· nursing care

· assessment of pain

· assess the patient for presence bowel sounds, increasing abdominal distention, abdominal guarding, n/v, fever, and signs of hypovolemic shock

· the patient may be placed in a position with the knees flexed to increase comfort

· I&O

· VS frequently

· if the patient has an open surgery there may be drains, care is same as above

Hepatitis: 
· defined as inflammation of the liver

· viral hepatitis is the most common type

· Viral Hep. includes A,B,C,D,E,G

· may also be caused by drugs, chemicals, autoimmune diseases, and metabolic abnormalities, rarely by bacteria

· Hep A-

· 15-50 day incubation

· Fecal Oral route

· found in crowded conditions, poor hygiene, poor sanitation, contaminated food, milk, water, shellfish, iv drug users, healthcare workers

· infectious until 1-2 weeks after start of symptoms

· Hep B

· 45-180 day incubation period

· percutaneous or parenteral , exposure to blood or blood products

· sexual contact

· perinatal transmission

· infectious for 4-6 mo’s: before and after symptoms

· Hep C

· 14-180 days

· percutaneous or parenteral , exposure to blood or blood products

· high risk sexual contact

· perinatal contact

· 1-2 week infectious, many will go on to develop chronic hep c

· Hep D

· 2-26 weeks

· HBV must precede HDV

· same as HBV

· blood is infectious aat

· Hep E

· 15-64 days

· fecal-oral

· outbreaks associated with contaminated water supplies in developing countries

· Clinical Manifestations

· acute:

· anorexia

· n/v

· RUQ pain

· constipation 

· diarrhea

· decreased taste and smell

· malaise

· headache

· fever

· arthalgia

· urticaria

· hepatomegaly

· splenomegaly

· weight loss

· jaundice

· pruritis

· dark urine

· billirubinuria

· light stools

· fatigue

· weight loss

· chronic 

· easily fatigued

· hepatomegaly

· myalgia or arthalgia

· elevated liver enzymes

· jaundice will subside but the GI symptoms usually persist

· complications: cirrhosis and liver failure

· diagnostic studies

· H&P

· liver function studies

· ALT

· AST

· serum billirubin

· PT, INR

· alkaline phosphatase

· hepatits testing

· ANTI HAV igg or igm

· HBSAG

· ANTIHBS

· ANTI HBC- IGM, IGG

· HBV DNA

· ANTI HCV

· HCV RNA

· ANTI HDV

· liver biopsy in chronic cases

· physical assessment- palpable liver

· Treatments

· most clients can be managed at home

· acute and chronic

· well balanced diet

· vitamin supplements

· alternating rest and activity

· avoid alcohol and other substances toxic to the liver
there are no specfic drug therapies for acute viral hepatitis

· antiemetics like tigan for n/v

· chronic hep b

· intron a

· pegasys

· epivir

· hepsera

· baraclude

· tyzeka

· viread 

· these medications are to reduce the viral load, liver enzymes, and the rate of the disease progression

· Chronic hep c

· pegasys

· copegus

** the side effects of these medications include: flu like symptoms, depression, hair loss, insomnia, weight loss

If fat is poorly tolerated because of the decreased bile production than it should be reduced, but there is no special diet, Vitamin K and b12 are important additives to the diet
Nursing care:

· education, handwashing, vaccines, precautions for hep b or c

· for jaundice ensure that the patient eats a good diet

· ensure the patient gets rest and follows up with the doctor

Diagnostic tests for liver failure:

Liver Failure:

· the liver is no longer able to function due to damage, can occur rapidly or over a period of time

· demands urgent medical care

· can be chronic or acute

· causes: 

· hepatitis B and C

· excessive long term alcohol abuse

· cirrhosis

· hemachromatosis

· malnutrition

· Tylenol overdose

· reaction to a prescribed medication

· ingestion of poisonous wild mushrooms

· early s/s

· n/v

· fatigue

· diarrhea

· loss of appetite

· late s/s

· jaundice

· bleeding easily

· ascities

· mental disorientation or confusion

· sleepiness

· coma

Treatment:

· reversal of Tylenol overdose with Mucomyst

· liver transplant- are highly common and usually successful

· measures to treat hepatitis

· abstaining from alcohol

Complications:

· ascites

· esophageal varices

· hepatic encephalopathy

· kidney failure

· portal hypertension

Constipation:

· decrease in the frequency of bowel movements

· causes:

· insufficient dietary fiber

· poor fluid intake

· decreased physical activity

· opioids

· parkinsons

· ms

· emotions like depression

· chronic laxative use 

S/S

· pain

· abdominal distention

· bloating

· flatulence

· increased rectal pressure

· hemmorhoids

Diagnostic studies:

· H&P

· abdominal x ray

· colonscopy

· sigmoidoscopy

treatments

laxatives or enema- acute care

increasing dietary fiber, physical activity, fluid intake

· Lap chole

· Treatment of choice for symptomatic gallbladder disease, Minimal trauma to the abdominal wall, Most clients go home the same day, Return to work within a couple days The advantages of small scars and a short hospital stay have influenced surgeons to opt for this procedure more often.
· Clients who undergo this procedure are at less risk because they are ambulatory sooner and usually require only oral analgesia.

· Because of the carbon dioxide pressing on the diaphragm, nausea, vomiting, and shoulder pain are more frequent if the client’s head and torso are elevated too soon after surgery.

· Remove the bandages the next day and then they may take a shower.
· With the client under general anesthesia, carbon dioxide is used to create pneumoperitoneum through a needle inserted near the umbilicus.

· #1.  The lateral port is used to retract the gallbladder

· #2.  The subcostal port is used to retract the gallbladder

· #3.  The superior midline port is used to insert the laparscope later in the procedure while the gallbladder is being  withdrawn from the umbilical port

· #4.  The umbilical port is most often used to insert the laparscope for most of the procedure and then is used to withdraw the gallbladder after the laparscope is moved to the superior midline port

· Because of the carbon dioxide pressing on the diaphragm, nausea, vomiting, and shoulder pain are more frequent if the client’s head and torso are elevated too soon after surgery.

· Contraindications include Laparoscopic cholecystectomy is contraindicate if stones are in the common bile duct Laparoscopic cholecystectomy does not allow exploration or removal of stones from the common duct

· Complications include Damage to the biliary tract &hemorrhage

· More information about gall stones are described below 

· Tends to be a long convalescent period after surgery 

· Ulcerative colitis

· A kind of Inflammatory Bowel Disease

· Caused by autoimmunity.  Commonly appears in young years, more common in whites, related to multiple genes, multiple defects cause similar symptoms, genes make you susceptible, specific antigens can trigger the problem; disease starts in the rectum and moves towards the cecum; the inflammation  and ulcerations only occur in the muscosal layer;  it does not extend all through way through the wall of the intestine; fistulas and abscess are rare;  the inflammation causes problems with fluids and electrolyte absorption; this causes super watery diarrhea; protein losses thorough the stool; areas of inflamed mucosa form psuedopolys which are projections into the bowel lumen; exerbations and remission happen unpredictably;  systemic complications can happen as well including arthritis, ankylosing apondylitis, eye inflammation, skin leasions, has increased risk of thromboembolism, kidney stones can happen, primary sclerosing cholangitis and gallstones; Multiple abscesses develop in the intestinal glands.Abscesses break through into the submucosa, leaving ulcerations. Genetic mutations result in abnormal immune response to normal intestinal bacterial. Ulcerations destroy the mucosal epithelium, causing bleeding and diarrhea. Fluid and electrolyte losses Protein loss Pseudopolyps develop. 

· primary manifestations are bloody diarrhea and abdominal pain; mild disease has one or two movements per day; 

· Constant pain is associated with perforation; in serious disease diarrhea is bloody, contains mucus, and occurs 10 to 20 times a day, fever, and weight loss great than 10% of body weight, anemia, tachycardia, and dehydration.

· Complications include hemorrhage, strictures, perforation, peritonitis, fistula, colonic dilation, toxic megacolon, 

· Treatments include periodic colonscopy because of the higher risk of colon cancer with ulcerative colitis, the goals of treatment include NPO, control of inflammation, combat infection, correct malnutrition, alleviate stress, provide systemic relief, improve quality of life; hospitalization indicates that the patient  is nto responding; medications include aminosalicytes, antimicrobial; coreticosteriods, immunosuppressants, and biologic therapy; Azulfidine; diet should be high calorie, high vitamin, high protein, lo residue, lactose free if problems with lactase, elemental diet or parental nutrition, physical and emotional rest, testing for occult blood; surgery

· Diagnosis based on determining  ruling out other diseases and then determining if its colon or UC, CBC shows iron deficiency amenia, WBC will be elevated in cases of perforation, electrolyte levels may be low due to loss from diarrhea, protein loss through diarrhea may cause protein deficiency;  rectal biopsies from sigmoidoscopy may be enough for diagnosis; colonscopy allows assessment of inflammation, ulcerations, psuedopolyps, and stricutres; doublt contrast barium enema may show areas of granular inflammation with ulcerations; psudopolyps may be presnt; a double contrast study can show psuedopolyps

· Surgical therapy- done in emergency situations such as bleeding, obstruction, peritonitis or when medical treatment fails; total proctocolectomy suergery can cure UC ; treatments include total colectomy with rectal mucosal stripping and ileoanal reservoir, totall proctolectomy with permant ileosotomy, and total proctocolectomy with continent ileostomy
· Complication includes short bowel syndrome- a condition in which inadequate absorption surface is available to maintain life until parental nutrition is used.  

· Acute care focuses on hemodynamic therapy, pain conrol, fluid and electrolyte balance, and nutritional support, accurate I and O; 

· Patients should be taught how to manage stress because stress affects the course of the disease; the unpredictability of the disease can cause emotional problems; educate to schedule activities around rest periods; provide meticulous skin care; encourage nutritional management, signs and symptoms of serious complications of the disease, use of divisional activities to reduce stress.  

· GI complications –Hemorrhage, Strictures, Perforation (with possible peritonitis), Fistulae, Toxic megacolon, Dilation and paralysis of the colon, Associated with perforation, May need emergency colectom
· Goals of treatment, Rest the bowel., Control inflammation., Combat infection., Correct malnutrition. , Alleviate stress., Relieve symptoms., Improve quality of life.

· The goals of drug treatment for IBD are to induce and then maintain a remission to improve quality of life.

· Medications are chosen on the basis of location and severity of inflammation. 

· Traditionally, less toxic therapies (e.g., aminosalicylates, antimicrobials) have been used first, and more toxic medications (e.g., biologic and targeted therapy) started when initial therapies do not work. 

· However, because biologic and targeted therapy is most effective earlier in the disease, a movement to use this as first-line therapy is under way. 

· See Table 43-16 for more information.

· When given orally, 5-ASA alone is absorbed before it reaches the lower GI tract, where it is needed. When combined with sulfapyridine, 5-ASA reaches the colon. 

· Preparations with 5-ASA can be administered rectally as suppositories, enemas, and foams. 

· Examples of antimicrobials include metronidazole (Flagyl) and ciprofloxacin (Cipro).

·  Examples of corticosteroids include prednisolone and budesonide (Entocort).

·  Patients with disease in the left colon, sigmoid, and rectum can be given suppositories, enemas, and foams that deliver the corticosteroid directly to the inflamed tissue with minimal systemic effects.

·  Oral prednisone is given to patients with mild to moderate disease who do not respond to either 5-ASA or topical corticosteroids.

· Examples include 6-mercaptopurine and azathioprine (Imuran). 

· They have a delayed onset of action and therefore are useful for maintenance of remission, but not for acute flare-ups. 
· Infliximab is a monoclonal antibody to the cytokine TNF, and is given IV to induce and maintain remission in patients with Crohn’s disease and in patients with draining fistulae who do not respond to conventional drug therapy.

· Adalimumab and certolizumab pegol have effects similar to those of infliximab, but are given subcutaneously (SQ) rather than IV. 

· Natalizumab (Tysabri) inhibits leukocyte adhesion and movement into inflamed tissue. 

· Patients who receive these medications need to be observed for manifestations of infection (fever, cough, malaise, dyspnea). 

· The most common adverse effects of anti-TNF agents are upper respiratory infection, headache, nausea, joint pain, and abdominal pain. 

· This is the most common procedure.

· The initial procedure includes colectomy, rectal mucosectomy, ileal reservoir construction, ileoanal anastomosis, and temporary ileostomy. 

· The second surgery involves closure of the ileostomy to direct stool toward the new reservoir. 

· Patient selection criteria include absence of colorectal cancer, no small intestine disease, competent anorectal sphincter, and physical status adequate to permit lengthy surgery. 

· Postoperative care following surgical procedures for IBD is similar to that described in the general nursing care plan for the postoperative patient. 

· A general nursing care plan for the postoperative patient is presented on the Evolve website for Chapter 20, available at http://evolve.elsevier.com/Lewis/medsurg 

· An end ileostomy will be used if the ileostomy is permanent. 

· A loop ileostomy may be used when a temporary ileostomy is constructed to allow the ileoanal reservoir to heal.
· Instruct the patient to gently clean the skin with a mild cleanser, rinse well, and dry thoroughly. A moisture barrier ointment may be used, and a perineal pad may be required.

· Overall, it is essential that people with IBD eat a balanced, healthy diet with sufficient calories, protein, and nutrients. 

· Patients can use MyPyramid guidelines to ensure that they get adequate portions from all of the food groups (see Figure 40-1 and Table 40-1). 

· Patients with diarrhea often decrease their oral intake to reduce diarrhea. 

· Patients with Crohn’s disease are more likely to have a bowel obstruction, fistulae, fissures, and abscesses. All contribute to nutritional problems in that patients cannot eat when they have a bowel obstruction, and hypermetabolism occurs with fistulae, fissures, and abscesses.

· No universal food triggers for IBD are known, but individuals may find that certain foods initiate diarrhea. A food diary helps them identify problem foods to avoid. 

· Parenteral nutrition allows for a positive nitrogen balance while resting the bowel, but enteral feedings are preferred because of their effects on the colonic microflora.

· Until diarrhea is controlled, the patient must be kept clean, dry, and free of odor. Place a deodorizer in the room, and make sure that the patient has ready access to a toilet. It is important that you establish rapport and encourage the patient to talk about self-care strategies. 

· Because of the relationship between emotions and the GI tract, teaching the patient strategies for managing stress may be useful.

· In older patients Distal colon is usually involved in ulcerative colitis.

· Older adults are more vulnerable to inflammation.

· Careful assessment of fluid/electrolyte status is required.
· The mucosa is red and edematous due to vascular congestion, friable (easily broken), and ulcerated.

· It bleeds easily and hemorrhage is common.

· Chronic inflamation leads to atrophy, narrowing, and shortening of the colon, with loss of its normal haustra (contracting pouches)

· Complications-Hemorrhage, Toxic megacolon, Colon perforation

· Toxic Megacolon- Fever, Tachycardia, Hypotension, Dehydration, Abdominal tenderness, Cramping, Change in the number of stools

Crohns Disease

· inflammatory disease that can occur anywhere in the GI tract but most often affects the terminal ileum and leads to thickening  scarring and a narrowing lumen fistulas abcess, ulcerations

· characterized by remissions and exacerbations 

· s/s or assessment

· fever

· cramp like colicky pain after meals

· diarrhea

· abdominal distention

· anorexia, nausea, and vomiting

· weight loss

· anemia

· dehydration

· electrolyte imbalance

·  care is similar to that of ulcerative colitis except surgery is avoided as much as possible because of the recurrence of the disease

· care: 

Diverticular Disease

· outpouching or herniation of the intestinal mucosa

· occur in any part of the colon but usually found in the sigmoid colon

· can become inflamed and perforate leading to peritonitis

· every body has diverticula

· assessment:

· left lower quadrant pain that increases with coughing straining or lifting

· elevated temp

· flatulence

· cramplike pain

· abdominal distention or tenderness

· palpable tender rectal mass

· blood in stool

· interventions

· bed rest

· NPO or clear liquids

· fiber containing diet

· antibiotics, analgesics, anticholinergics

· avoid things that increase intrabdominal pressure

· monitor for perforation, hemmhorhage, fistulas and abcessess

· avoid gas forming foods

· avoid high fiber foods

· surgical interventions – colon resection with primary anastamosis

· temporary or permanent colostomy

Total Gastrectomy

· removal of stomach with attachment of the esophagus to the jejunum or duodenum

· used for treat of PUD, CANCER

· monitor vitals

· position in fowlers for comfort and the promote drainage

· monitor I and O, fluid and electrolyte replacements

· bowel sounds

· pain mgmt

· NG tube 

· don’t irrigate or remove NG

· NPO for 1 to 3 days until peristalsis returns

· advance diet from NPO to sips of water or clear liquids to bland diet

· complications include: hemmhorhage, dumping syndrome, diarrhea, hypoglycemia, and vitamin b 12 deficiency, peforation, obstruction

· promote comfort

· Heartburn more than 2x a week

· Pyrosis, heartburn, and dyspepsia

· Acid is the bad guy

·  Reflux exposes the esophageal mucosa to the gastric contents, which gradually breaks down the esophageal mucosa.

·  14 to 20 % of the US population experience GERD symptoms at least once a week

· Causes include Inappropriate relaxation of the LES; Backward flowing of gastric contents  into the esophagus; Defective muscosal defense; LES dysfunction ; Reflux of gastric contents; Impaired esophageal motility; Delayed gastric emptying

· LES pressure is lowered by Alcohol; Anticholinergics; Chocolate; Fatty foods; Nicotine; Peppermint; Tea, coffee ß-adrenergic blockers; Calcium channel blockers; Diazepam (Valium); Morphine sulfate; Nitrates; Progesterone; Theophylline 

· Symptomts include Heartburn (pyrosis) is described as a burning, tight sensation that is felt intermittently beneath the lower sternum and spreads upward to the throat or jaw.; Dyspepsia  Pain or discomfort centered in the upper abdomen (mainly in or around the midline as opposed to the right or left hypochondrium); Water brash Episodes of hypersalivation ; Wheezing, coughing,dyspnea;  Regurgitation; Heartburn after  a meal; Non-cardiac Chest pain;  Belching  eructation;  Hoarseness

· Complications include Esophagitis Inflammation of  esophagus Trauma to the esophagus produces inflammation Repeated exposure causes scar tissue (esophageal stricture); Esophagitis could also be caused by Hiatal hernia, Chemical irritation from lye or physical irritants such as smoking, cold or hot liquids & excessive alcohol intake

· Barrett’s Esophagus Esophageal metaplasia Precancerous lesion Risk for esophageal CAReplacement of normal squamous epithelium with columnar epithelium 10 to 15% of patients with chronic reflux have Barrett’s esophagus; Signs and symptoms can range from none to mild to bleeding and perforation; Because they are at risk for adenocarcinoma, they need to be monitored on a regular basis (every 1 to 3 years) Metaplasia of the lower 1/3 of the esophagus    (substitution of one adult cell for another adult cell) Gastric epithelial cells have replaced squamous epithelial cells of the esophagus Gastric epithelial cells are “used to” acid, It is a precursor to invasive adenocarcinoma

· Complications could also be respiratory and include Cough Bronchospasm and Laryngospasm; Complications due to irritation of the upper airway by gastric secretions; There is also a potential for asthma, chronic bronchitis, and pneumonia as a result of aspiration of gastric contents; Dental erosion, especially in the posterior teeth, may result from acid reflux in the mouth ;  80% of COPD and asthmatics have GERD – is it the disease itself that causes GERD or is it the medications?
· Nonmedical treatments include Eat small, frequent meals, Avoid alcohol, smoking and caffeine, Do not lie down for 2 – 3 hrs after eating, Do not wear tight clothing around the waist, Do not bend over after eating, Avoid eating within 3 hours of bedtime, Elevate head of bed on 4 to 6 inch blocks, Discuss strategies for weight reduction 

	Antacids
·  Maalox
·  Mylanta
·  Gaviscon 
·  Gelusil 
·  Riopan 
·  Tums
·  Amphojel 
	H2-Receptor Blockers
 Tagamet 
·  Pepcid 
·  Zantac
·  Axid 
Promotility Agent
·  Reglan 
	Proton Pump Inhibitors
·  Prevacid 
·  Prilosec 
·  Protonix 
·  Aciphex 
·  Nexium 


· AntacidsDrug therapy for GERD usually starts with an antacid, which provides prompt reliefThe client takes 30 mL of antacid 1 hour before and 2 to 3 hours after each meal to neutralize gastric acidA major disadvantage of antacids is that their effects last only about a half-hourMonitor for constipation or diarrhea resulting from antacid therapy (aluminum & calcium – constipation and magnesium – diarrhea)

· Histamine2 Blockers
For symptoms severe or persistingReduce acidity of gastric juices by blocking the ability of histamine to stimulate aid secretion by the gastric parietal cells ((risk for vitamin B12 deficiency)Both the volume and concentration of hydrochloric acid in gastric acid is reducedLong term use can lead to gynecomastia (breast enlargement) and impotence in men and breast tenderness in women – discontinuing the drug will reverse these effects

· Proton Pump Inhibitors – best if taken 30” to 60” before breakfast – we give at 0900 in hospital – should be given by night nurse @0730 Drugs of choice for severe GERD, suppresses secretion of gastric acidInitially the PPI may be given twice a day with the dose reduced to once daily (at bedtime) after 8 weeks

· Promotility Agent Stimulates upper GI motility and gastric emptying Monitor for: extrapyramidal side effects (difficulty speaking or swallowing, loss of balance, gait disturbances, twitching or twisting movements,  weakness of arms or legs) or manifestations of tardive dyskinesia (uncontrolled rhythmic facial movements, lip-smacking, tongue rolling) Give oral doses 30 minutes before meals and at bedtime

· The patient on a PPI needs to take medication before the first meal of the day.

· Because of the link between GERD and Barrett’s esophagus, instruct patients to see their health care provider if symptoms persist.

· Diet does not cause GERD, food aggravates symptoms

· Fatty foods release cholcystokinin, ( LES

· Milk products ( gastric acid secretion

· Fluids should be taken between rather   between   than with meals

· Headache is the most common complaint of patients taking a PPI. Side effects with H2R blockers are uncommon. Antacids that contain aluminum can cause constipation, whereas those that contain magnesium can cause diarrhea.
· Surgical options include Laparoscopic procedures  (Tightening the LES with an endoscopic suturing systemBurning spots on the muscle surrounding the LES to create scar tissue)
· Open surgical procedure- Nissen fundoplication 
· Tests for Gerd include Barium swallow (To evaluate the esophagus, stomach, and upper small intestine Can detect if there is protrusion of the upper part of the stomach (gastric fundus)) Upper endoscopy (Direct visualization of the esophagus

Useful in assessing the LES competence and the degree of inflammation

Tissue may be obtained for biopsy to establish the diagnosis and rule out malignancy) 24-hour ambulatory pH monitoring (Establishes the diagnosis of GERD A small tube with a pH electrode is inserted through the nose into the esophagus The electrode is attached to a small box worn on the belt which records the data The data are later analyzed by computer) Esophageal manometry  BRAVO (Measures pressures of the esophageal sphincters and esophageal peristalsis With reflux there is acid in the normally alkaline esophagus)
