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Upper gastrointestinal (GI) endoscopy, also known as gastroscopy or OGD (Oesophago-gastro duodenoscopy), is a procedure used to examine the lining of the oesophagus, stomach, and duodenum.  Endoscopy is vital in the diagnosis, surveillance, and treatment of a wide range of non-cancer related conditions and diseases.  However, endoscopy is also an invasive procedure for patients and is not always well tolerated, with risks such as reaction to sedation, bleeding or perforation.  

MSE ICB commissions Upper GI Endoscopy on a restricted basis in-line with national NICE and British Society for Gastroenterology (BSG) guidance.

NB This policy does not apply to patients presenting with red flag symptoms. Such patients should be referred via the suspected cancer referral pathway. Red flag symptoms include:
· Dysphagia (difficulty swallowing)
· Age ≥ 55 years with unintentional weight loss, and any of the following: 
· Upper abdominal pain
· Reflux symptoms
· Dyspepsia
	
Direct Access Upper Gastrointestinal (GI) Endoscopy 

In accordance with NICE guidance, clinicians should consider non-urgent direct access upper GI endoscopy in eligible[footnoteRef:1] patients. [1:  Note that patient co-morbidity, frailty and anti-coagulation may make patient unsuitable for direct access and would require discussion with the provider.] 


Patients will only be funded for direct endoscopy in line with criteria for Non-Urgent Direct Access Endoscopy pathway as shown in Figure 1.

Direct Access Endoscopy can also be considered for Barrett’s Oesophagus screening in patients with risk factors, and in the diagnosis of Coeliac Disease in-line with criteria below.

NB: If a patient has had a previous endoscopy in the last 3-5 years with non-reflux symptoms, has no new pattern of symptoms and no new alarm signs, then management should be based on previous endoscopic findings with consideration of H. pylori testing.


Figure 1: Non-Urgent Direct Access Endoscopy
2.2 Non-Reflux / Dyspepsia symptoms
2.1 Reflux symptoms
1. NICE non-urgent criteria to exclude cancer

Haematemesis

People aged 55 or over
with:
· Treatment-resistant dyspepsia (see 2) OR
· Upper abdominal pain** with low haemoglobin levels OR
· Raised platelet count
with any of the following:
· nausea
· vomiting
· weight loss*
· reflux
· dyspepsia
· upper abdominal pain**, OR
· Nausea or vomiting with any of the following:
· weight loss*
· reflux
· dyspepsia
· upper abdominal pain**
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[image: ]Lifestyle advice, review medications e.g. NSAIDs.  Offer one of:

Lifestyle advice Offer full dose of PPI for 4-8 weeks

Test for H Pylori Infection
Leave a 2-week washout period after PPI
ORR
1 month trial of PPI




If symptoms recur after initial treatments, use lowest dose possible of PPI Offer H2RA therapy if inadequate response to PPI

H pylori positive and symptomatic
H Pylori not known or negative but still symptomatic
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Eradication therapy
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Still symptomatic – consider retest (ideally 4-8 weeks post-treatment)
Empirical full dose PPI for 4 weeks OR
If H Pylori not yet tested and trial of PPI unsuccessful test for H Pylori
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Second line eradication therapy. Aim to use antibiotics patient not previously exposed to.
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If response adequate no need for endoscopy.  Proceed to open access upper GI endoscopy only if inadequate response




Notes
*Weight loss in over 55 with reflux or dyspepsia or upper abdominal pain = suspected cancer pathway referral.

**Upper abdominal pain in absence of weight loss may require routine abdominal imaging (U/S) and/or upper GI endoscopy if persistent and unexplained.

Abbreviations: PPI, Proton Pump Inhibitor; H2RA, H2 Receptor Antagonist
3. Other indications Urgent +/- OPA:
· Persistent vomiting
· Previous complicated ulcer
· Previous gastric ulcer
· Continuing need for NSAIDS
Routine
· Iron deficiency anaemia (if does not meet 2-week wait criteria)
· Suspected malabsorption











For full management guidance and prescribing information, refer to NICE Clinical Knowledge Summary, British National Formulary, and the Medicines Optimisation Primary Care Hub.




Barrett’s Oesophagus

Barrett's oesophagus (columnar metaplasia of the distal oesophagus) can result as a complication of gastro-oesophageal reflux disease (GORD) and has malignant potential and an increased risk of developing oesophageal adenocarcinoma.

Patients without known Barrett's oesophagus

BSG guidelines state that endoscopic screening is not feasible or justified for an unselected population with GORD, but endoscopic screening can be considered in patients with chronic GORD symptoms and multiple risk factors (at least three of age ≥50 years, white race, male sex, obesity).

The threshold for screening should be lowered if positive family history of at least one first degree relative with Barrett's or Oesophageal adenocarcinoma.
	
Coeliac disease

Patients suspected of having coeliac disease should undergo tTG IgA antibody testing (immunoglobulin A tissue transglutaminase) while consuming a gluten-containing diet.

A negative tTG IgA result effectively rules out coeliac disease in most cases.
However, retesting should be considered if: 
· New symptoms develop
· Clinical suspicion remains high

Interim guidance published by BSG during COVID-19 (2021 audit[footnoteRef:2]) advises making a clinical diagnosis of coeliac disease without endoscopy or biopsy in patients who: [2:  Letter: the BSG COVID-19 interim coeliac disease guidance no-biopsy approach is safe in adults  DOI: 10.1111/apt.16553] 


· Are under 55 years old
· Have tTG IgA antibodies  >10 x upper limit normal 
· Present with typical symptoms

If blood tests suggest coeliac disease and the above protocol guidance does not apply, then confirmation by duodenal biopsy is required.

Other Indications

Upper Gastrointestinal Bleeding

· All patients who present with acute bleeding should be initially assessed using the Glasgow Blatchford Score at presentation; any high-risk patients should be referred.

· Endoscopy should be performed for unstable patients with severe acute upper gastrointestinal bleeding immediately after resuscitation.

· Endoscopy should be performed within 24 hours of admission for all other patients with upper gastrointestinal bleeding.

Barrett's surveillance

Endoscopy surveillance following diagnosis of Barrett’s Oesophagus should be considered on an individual patient basis, and following a shared decision with the patient based on the presence of dysplasia, their other risk factors (for example, male gender, older age and the length of the Barrett's oesophagus segment), and their individual preference.

Frequency of surveillance should follow recommendations from NICE guidelines:
· Every 2 to 3 years to people with long-segment (3 cm or longer) Barrett's oesophagus
· Every 3 to 5 years to people with short-segment (less than 3 cm) Barrett's oesophagus with intestinal metaplasia.
Post excision of adenoma

Following complete endoscopic excision of adenomas, endoscopy should be performed at 12 months and then annually thereafter when appropriate.

Surveillance Endoscopy

Surveillance endoscopy should only be offered in patients fit enough for subsequent endoscopic or surgical intervention, should neoplasia be found.  Many of this patient group are elderly and/or have significant comorbidities.  Senior clinician input is required before embarking on long term endoscopic surveillance with individual assessment of risks, benefits and patient preference.

· Patients diagnosed with extensive gastric atrophy (GA) or gastric intestinal metaplasia, (GIM) (defined as affecting the antrum and the body) should have endoscopy surveillance every three years.

· Patients diagnosed with GA or GIM just in the antrum with additional risk factors- such as strong family history of gastric cancer or persistent H pylori infection, should undergo endoscopy surveillance every three years.

Screening endoscopy

· Patients with genetic risk factors / family history of gastric cancer should undergo genetics referral first before embarking on long term screening. 

· Endoscopic screening should be considered in individuals aged ≥50 years with multiple risk factors for gastric adenocarcinoma (male, smokers, pernicious anaemia) – in particular, in those with a first-degree relative with gastric cancer.

Patients not meeting the above criteria will not be funded unless there are clinically exceptional circumstances.  

Individual funding requests should only be made where the patient demonstrates clinical exceptionality.  

Further information on applying for funding in exceptional clinical circumstances can be found on the ICB’s website.




 SRP 119 -  MSE ICB Upper GI Endoscopy (review date October 2028)

image1.png




image2.png




image3.png




image4.png




image5.png




image6.png




image7.png




image8.png
- J‘. Mid and South Essex NHS

vi I3 Integrated Care

“IYr System Mid and South Essex
Integrated Care Board




