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Dyspepsia

Dyspepsia – 
gastroduodenal in origin







Thailand Dyspepsia Guideline 2018

Rapat Pittayanon, et al. J Neurogastroenterol Motil, Vol. 25 No. 1 January, 2019

Alarming features:
1. Evidence of UGIH or IDA

2. Early satiety
3. Unexplained weight loss (>10% 

in 6 mo, 5% in 1 mo)
4. Persistent vomiting

5. Family history of UGI cancer

**
**



ACG guidelines 2017
PPI for uninvestigated 

dyspepsia, NNT=5 (GE 2005)







ACG guidelines 2017



ACG guidelines 2017



Thai Dyspepsia Guideline 2018



GERD - Definition

• ภาวะอันเกิดจากการมีสารจากกระเพาะอาหารย�อนขึ้นมา ทํา
ให�เกิดอาการที่รบกวน หรือมีผลต�อคุณภาพชีวิตต�อผู�ที่มีภาวะ
ดังกล�าว และ/หรือ มีภาวะแทรกซ�อนจากสิ่งไหลย�อนดังกล�าว 

• อาการของกรดไหลย�อนมีหลากหลาย ท้ังนี้อาการที่มี
ความจําเพาะต�อ GERD คือ อาการแสบร�อนยอดอก 
(retrosternal burning หรือ heartburn) และเรอเปรี้ยว 
(regurgitation) ทั้งนี้ในรายที่มีอาการรุนแรงอาจมีอาการกลืน
ลําบาก (dysphagia) ได�แต�พบได�น�อย โดยมีการแบ�งเป�นกลุ�ม
อาการของหลอดอาหาร (esophageal syndrome) และกลุ�ม
อาการนอกหลอดอาหาร (extraesophageal syndrome) 

• *สิ่งท่ีไหลย�อนขึ้นมา ไม�จําเพาะเฉพาะกรด กล�าวคืออาจเป�นกรดอ�อน ด�าง 
หรือแก�สก็ได� แต�เนื่องจากในประเทศไทยมีการใช�คําว�ากรดไหลย�อนมา
ตลอด ในที่นี่จึงยังขอใช�คําว�าโรคกรดไหลย�อน แทนคําว�า GERD

GERD –
disease of esophagus [main]



What are GERD symptoms ?

Esophageal 
GERD

Extra-
esophageal

GERD



Esophageal GERD: Typical reflux syndrome

• Characteristics symptoms of GERD are :
• 1. Heartburn 

• Burning sensation in the retrosternal area (behind the breastbone)
• แสบร�อนในอก, แสบยอดอก

• 2. Regurgitation
• Perception of flow of refluxed gastric content into the mount or 

hypopharynx
• เรอเปรี้ยว

Vakil N. Am J Gastroenterol. 2006;101:1900-20.
Thai Guideline of GERD diagnosis and management. 2004.
Vakil N. Best Pract Res Clin Gastroenterol. 2010;24:759-64.



What are GERD symptoms ?

Vakil N. Am J Gastroenterol. 2006;101:1900-20.

Esophageal 
GERD

Extra-
esophageal

GERD



Esophageal complications of GERD

Esophageal adenocarcinoma

NERD : non-
erosive reflux 

disease

GERD with esophageal injury/ complications
[EE = erosive esophagitis, RE = reflux esophagitis]



Extra-esophageal GERD

Rarity of extraesophageal syndrome occurring in 
isolation without concomitant typical symptoms of GERD

Vakil N. Am J Gastroenterol. 2006;101:1900-20.



GERD - Diagnosis



มีความไว (sensitivity) ร�อยละ 78 
และความจําเพาะ (specificity) 

ร�อยละ 60 ในการให�การวินิจฉัย

ทั้งน้ี ต�องไม�พบความผิดปกติจากการตรวจร�างกาย และไม�มีสัญญาณเตือน 

(alarm features) ถึงจะสามารถวินิจฉัยโรคกรดไหลย�อนเบ้ืองต�นและให�การรักษา

แบบโรคกรดไหลย�อนได� โดยไม�จําเป�นต�องส�องกล�อง 







Lifestyle modifications

ACG GERD guideline 2021



PPI is the mainstay Rx even before EGD

Thailand GERD guideline 2020   AGA GERD best practice advice 2022   ACG GERD guideline 2021





Other medications? 
When standard PPI fails (=PPI non-responsive GERD)



HP & GERD?



PPI refractory GERD หมายถึง โรคกรดไหล

ย�อนที่ไม�ตอบสนองต�อยาลดการหลั่งกรดขนาด

สูง (2 เท�าของขนาดมาตรฐาน) เป�นระยะเวลา 

8–12 สัปดาห�







Chronic Constipation as 
Rome IV criteria

<3/wk

At least 1 of these
> 3 months





2ry constipation
Cause Example 

Organic Colorectal cancer, extra-intestinal mass, post-inflammatory, 
ischemic or surgical stenosis 

Endocrine or 
metabolic 

Diabetes, hypothyroidism, hyperCa, hypoK, hypoMg, CKD, uremia, 
heavy metal poisoning

Neurological Spinal cord injury, Parkinson’s disease, MS, autonomic neuropathy, 
Hirschsprung’s disease, CIPO, CVA

Myogenic Scleroderma, amyloidosis, myotonic dystrophy, dermatomyositis

Anorectal Anal fissure, anal strictures, IBD, proctitis

Drugs Good to check

Other Depression, immobility

J. Tack. Neurogastroenterol Motil 2011
Satish S.C. Rao. Gastroenterology and Hepatology 2016
Gastroenterology. 2020 Apr;158(5):1232-1249.e3.



Drugs that may be associated w/ constipation
• NSAIDS
• Opioids 

Analgesic

• CCB
• Clonidine 
• B-blockers
• Diuretics: HCTZ, 

lasix

Antihypertens
ive

• TCA
• MAOI
• Haloperidol
• risperidone

Antidepressant/
psychotic

• Antispasmodic e.g., 
dicomin, librax

• Antihistamine e.g., 
diphenhydramine

Anticholinergic

• Mebeverine
• Peppermint oil

Antispas-
modic 

• Iron 
• Calcium
• Aluminium
• Bismuth
• Lithium 

Metallic ions

• Ondansetron 

5HT3 
antagonist

• Amiodarone  

Anti-
arryhthmics  

• cholestyramine 

Bile acid 
sequestrants 

• Vincristine 
• cyclophosphamid

e

CMT

Gastroenterology. 2020 Apr;158(5):1232-1249.e3.



If there is no 2ry cause of constipation

Primary 
Constipation

Slow transit 
[Functional 
Constipation]

Normal Transit 
[IBS-C]

Evacuation 
disorder 
[Dyssynergia]



Evaluation to exclude 2ry cause of constipation



Clinical evaluation

• Anemia? GIH?
• Unintentional weight loss
• Acute change in symptoms
• Family hx CRC, IBD
• Symptom begins after age 50

Alarming features

• (usually obvious): hypothyroid, PD, hyperCa
Symptoms & Signs of 2ry constipation 

Diet, physical activity, toilet habit

Drugs (as listed in prior slide) 

History of digital evacuation 

• Common in DD patients
History of abuse (at the appropriate time) 

Gastroenterology. 2020 Apr;158(5):1232-1249.e3. Thai Constipation Guideline 2021 Also personal opinion added

Anal fissure, 
hemorrhoids, 

Facal impaction, 
Anorectal cancer





If FC suspected

Emphasizing that daily 
bowel movement are not 

the norm or necessary for 
health!

Consume 
25-30 gm fiber daily

Adequate hydration 
should be encouraged 

with the use of fiber

Schedule bathroom time 
after meals (taking 

advantage of gastrocolic 
reflex)

ü Patient education / Lifestyle modification



Other options for patient education / 
Lifestyle modification

Fiber intake >25 gm/day

Adequate water intake

Coffee may help but not tea!

Yogurt/ Probiotics may help

­physical activity esp. aerobic exercise

Thai Constipation Guideline 2021



Toileting Routine & Toilet Position

Thai Constipation Guideline 2021



Not to do!

Thai Constipation Guideline 2021



Thai Constipation Guideline 2021





Thai Constipation Guideline 2021

Conventional Laxative
New agents



Thai Constipation Guideline 2021





General care 
of cirrhosis 
patients: 
“CANHAVE-B”

• Cause of cirrhosis: Find out & treat 
• Assess severity: CTP, compensated 

vs decompensated
• Nutrition advice
• HCC surveillance
• Ascites management (if present)
• Vaccination advice
• EV surveillance
• BetaBlockers consideration



Thai Cirrhosis Guidelines. THASL 2025.



Thai Cirrhosis Guidelines. THASL 2025.



Thai Cirrhosis Guidelines. THASL 2025.





Thai Cirrhosis Guidelines. THASL 2025.



Nutritional Management in Cirrhosis

AASLD guidelines 2021.



SportDiet Study (2017)

• N=50, cirrhosis child A5-B8, Spain
• Lifestyle intervention = diet + exercise  60 min/wk, avoid abdo. work out

Hepatology, 2017. 65: 1293-1305



Thai Cirrhosis Guidelines. THASL 2025.



Nutritional management in cirrhosis

AASLD guidelines 2021.



• 30-35 Cal/kg/d
• ûedema= actual BW

• ✔edema / ascites = 

ideal BW (dry wt.)

Energy Protein Micronutrient
Late evening 
snack

Nutritional management in cirrhosis: 
INTAKE

AASLD guidelines 2021.
EASL guidelines 2019.



Nutritional management in cirrhosis: 
INTAKE

• 30-35 Cal/kg/d
• ûedema= actual BW

• ✔edema / ascites = ideal 

BW (dry wt.)

Energy

Mild 

• -5%

Moderate

• -10%

Severe

• -15%

Edema 

• Additional 
-5%

AASLD guidelines 2021.
EASL guidelines 2019.



• 30-35 Cal/kg/d
• ûedema= actual BW

• ✔edema= ideal BW

Energy

• 1.2-1.5 gm/kg/d

Protein 

• Consider checking vit D 
level, supplement if deficit

• MTV, vit B esp. alcoholic

• Zn is considered

• Avoid Mn if possible

Micronutrient

• 10hrs in cirrhosis = 
3-day in healthy pop

• Add 1 meal between 
20.00 – 07.00 hr

• Time is more important 
than calories

Late evening 
snack

Nutritional management in cirrhosis: 
INTAKE

1 palm = 

22-25 gm

AASLD guidelines 2021.
EASL guidelines 2019.



Late evening snack: 
Time is more important than calories

Ensure Plus® 710 kCal/d or Diabetic Resource  500 kCal/d supplementation 
at daytime (9-19) vs nighttime (21-7)

­lean muscle mass
­QOL

in nighttime gr.

Journal  of  Parenteral and Enteral Nutrition27:315–322, 2003 Plank LD. Hepatology. 2008;48:557-66.

BCAA granule (4g BCAA [Livact®;  Ajinomoto,  Tokyo,  Japan]) 
after each meal (8:30 AM, 12:30 PM, and 6:30 PM; n=6), or nocturnal

(4g at 8:30AM and 8g before bedtime at 11 PM; n=6) 

Overnight  =   72-hr
Cirrhosis        Healthy



Thai Cirrhosis Guidelines. THASL 2025.



Thai Cirrhosis Guidelines. THASL 2025.



How about Sodium restriction?

• A reduction in dietary 
sodium intake is 
recommended in 
patients with ascites

• Aim: 2 gm Na or 5 gm 
NaCl (salt) per day

EASL guidelines 2019.



Sodium restriction: pros- and cons-

• Questionnaire regarding Na intake in clinic • RCT – 10 days treatment

Na restriction Na non-restrict

Calories 
intake/d

1,529.45
±113.96

2,081.15
±121.19*

Serum Na level 128.74+2.28 137.59+2.24

Serum ALB level 
(30 d post treat)

31.22±3.31 33.54±1.86

Gut Liver. 2012 Jul;6(3):355-61. Liver Int. 2015 May;35(5):1508-15. 

Liberalization of sodium restriction 
should be considered if the patient is 
unable to maintain nutritional targets 

because of diet unpalatability. 
– AASLD 2021 guidance



ADDITIONAL 
COMMENTS FROM 
MY OPINION No alcohol 

at all

Well cooked 

food

Avoid 
shellfish



Thai Cirrhosis Guidelines. THASL 2025.



Short, practical dietary advice 

• Most of what you have heard/read on the relationship between food and the liver has 
limited scientific evidence to support it. Generally, healthy eating of a variety of foods is 
advisable for all patients. 

• Virtually no food other than alcohol actually damages the liver and/or is genuinely 
contraindicated in patients with chronic liver disease.

• Eating an adequate number of calories and protein is much more important than avoiding 
specific types of food, so it is important that you have a good, varied diet that you enjoy.

• You should try to split your food intake into 3 main meals (breakfast, lunch and dinner) and 
3 snacks (mid-morning, mid-afternoon, late evening). The late-evening snack is the most 
important, as it covers the long interval between dinner and breakfast.

• You should try not to add too much salt to your food. It may take some time to adjust, but it 
usually gets easier with time. However, if you keep feeling that this makes your food 
unpleasant to eat, and that it makes you eat less, please report to your doctor or dietician.

EASL guidelines 2019.



Recommendations regarding BCAA in cirrhosis

EASL 2019

BCAA supplements should 
be considered in 

decompensated cirrhotic 
patients when adequate 

nitrogen intake is not 
achieved by oral diet

In HE, BCAA 
supplementation should be 

considered to improve 
neuropsychiatric 

performance and to reach 
the recommended nitrogen 

intake

ESPEN 
2019

In cirrhotic patients who are 
protein “intolerant”, 

vegetable proteins or BCAA 
(0.25 g/kg/d) should be used 

by oral route to facilitate 
adequate protein intake. 

Long-term oral BCAA 
supplements (0.25 g/kg/d)  

should be prescribed in 
patients with advanced 

cirrhosis in order to improve 
event-free survival or quality 

of life.

AASLD 
2021

BCAA 
supplementation is 
not recommended 

beyond emphasizing 
the importance of 

meeting daily overall 
protein targets from 

a diverse range of 
protein sources 

ACG 2025

We recommend the 
use of BCAA (when 

available) in 
addition to SOC in 

patients with 
cirrhosis and HE



Key takeaways for nutrition in cirrhosis

• Malnutrition in cirrhotic patients
• Common, related to sarcopenia, and poor long-term outcomes
• Manageable, not an inevitable consequence in cirrhosis patients

• What should we do?
• Screening: BMI<18.5 kg/m2, child C cirrhosis, poor intake, weight loss >> high-risk
• Recommendation:

• Calories 30-35 Cal/kg/d
• Prot. 1.2-1.5 gm/kg/d

• Protein restriction is no longer needed for HE

• Micronutrients esp. vitamin D, B complex, Zn

• Late evening snack is essential
• In patients with ascites, balancing sodium restriction and diet palatability

• Better to have adequate calories than strict sodium reduction

• BCAA is optional



General care 
of cirrhosis 
patients: 
“CANHAVE-B”

• Cause of cirrhosis: Find out & treat 
• Assess severity: CTP, compensated 

vs decompensated
• Nutrition advice
• HCC surveillance
• Ascites management (if present)
• Vaccination advice
• EV surveillance
• BetaBlockers consideration



Thai Cirrhosis Guidelines. THASL 2025.



Thai Cirrhosis Guidelines. THASL 2025.



Compensated cirrhosis: CSPH

AASLD guidelines PHT. Hepatology 2017

Median survival
2 years

Median survival
9 months

Median survival
>15 years



New concepts: Stages of CLD

Garcia Tsao. Gastroenterology 2021;161:770–773



Update ‘rule of 5’ in Baveno VII

J Hepatol. 2022 Apr;76(4):959-974.

Rule-out 
cirrhosis

Rule-in  
cirrhosis

Rule-out significant EV 
(no need for EGD)

If platelet >150,000

Rule-in CSPH
(except in 
obese NASH)



Thai Cirrhosis Guidelines. THASL 2025.



Update ‘rule of 5’ in Baveno VII

AJG 2021 Apr;116(4):723-732.

LSM>25 kPa = High PPV for HVPG>10 mmHg



CSPH: PREDESCI trial

B-blockers
N=100

Placebo
N=101 

HVPG>10 
mmHg & HVPG 
response to BB

Lancet 2019 Apr 20;393(10181):1597-1608.

Any 
decompensation/ 
death
(NNT = 9)



Changing paradigm of cirrhosis care (maybe?)

Garcia Tsao. Gastroenterology 2021;161:770–773



Thai Cirrhosis Guidelines. THASL 2025.



Carvedilol vs Propranolol

JHEP Rep. 2020 Feb; 2(1): 100063.



Dosage titration of BB

JHEP Rep. 2020 Feb; 2(1): 100063. AASLD guidance 2024.

ü No HR goal





-Hepatocellular 
injury

-Biliary disease
-Space occupying 
lesion
-Infiltrative liver disease
-Other intrahepatic 
cholestasis diseases

-DILI
-combined etiologies 
e.g., overlap 
syndrome



AST & ALT

• if AST >> ALT

• Extrahepatic source of AST : muscle, hemolysis

• Hepatic source : Alcohol
   Cirrhosis
   impaired blood flow to the liver: ischemic, congestive, Budd-chiari

• Issue for alcoholic hepatitis
• The AST value is rarely greater than 500 U/L 

• The ALT value is rarely greater than 300 U/L 

• If higher level, look for paracetamol



Causes of AST & ALT elevation

Common:
þ Viral hepatitis (A,B,C,D,E)
þ Steatosis (fatty liver)

þ Alcohol 

Uncommon:
þ DILI (including herb)

þ Autoimmune 
hepatitis 

Rare:
þ Hemochromatosis

þ Wilson
þ Impaired liver 

blood flow





BSG guidelines 2018.



ACG guidelines 2017.



ALP
• Extrahepatic source of ALP

• bone, placenta, intestine, kidney, and leukocytes

• Hepatic source of ALP

Space occupying 
lesion 

(mass, abscess)

Biliary obstruction Infiltrative liver 
disease

Bile ductals

Canalicular / bile 
ductules pathology



Sripongpun P. RCPT book 2019. Asymptomatic Abnormal Liver Chemistries.







MASLD review JAMA 2025



EASL 
guidelines 2024



EASL guidelines 2024



EASL guidelines 2024

J Hepatol. 2024 Jun 5:S0168-8278(24)00329-5.






