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Diagnosis and Management
of Gastroesophageal Reflux

Disease

A lot has changed, much remains the same.
Am J Gastroenterol 2022
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Montreal Definition

“A condition that develops when the
reflux of stomach contents into the
esophagus causes troublesome

symptoms and/or complications”

Vakil et al. Am J Gastroenterol 2006;101:1900-20
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Global distribution of the burden of gastro-oesophageal reflux disease.
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The Burden of Gastrointestinal and
Liver Diseases, 2006

Shaheen, Nicholas J.; Hansen, Richard
A.; Morgan, Douglas R.; Gangarosa,
Lisa M.; Ringel, Yehuda; Thiny, Michelle
9000 T.: Russo, Mark W.; Sandler, Robert S.
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Pathophysiologie

z i r"l".-

 Hiatushernie

» Insuffizienz des unteren ; e — ]
Osophagussphinters o
— Ruhedruck des UOS<10mmHg

« Transiente Relaxationen des UOS
(LLESR)

- Ineffektive Motilitat in dist. Osophagus
(schlechte Saureclearance)

» Gastroparese

« Adipositas
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Gastro-6sophagealer Ubergang

Hiatus Hernie

Weakened
and
shortened LES

Loss of diaphragmatic
support for the LES

Loss of the intra-
abdominal LES
segment

™~ Retention of
gastric fluid
in hernial sac

Stretching and
rupture of

the phreno-

esophageal
ligament

Widened
diaphragmatic
hiatus
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Swallow-Induced Relaxation (SIR)
and Transient Lower Esophageal Sphincter Relaxation (TLESR)

Stomach
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PATHOPHYSIOLOGIE DER GERD (BMI)

Jakobson BC et al. NEJM 2006 / Hajar N et al. Dig Dis Sci 2012
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Figure 1, Association between Body-Mass Index and the Risk of Frequent Symptoms of Gastroesophageal Reflux
Disease.

Multivariate odds ratios are based on 2306 women who had symptoms (i.e., heartburn, acid regurgitation, or both)
at least once a week and 3904 women who had no symptoms and have been adjusted for age; smoking status; total
activity; daily caloric intake; intake of alcohol, coffee, tea, and chocolate; use of postmenopausal hormone therapy;
use of antihypertensive or asthma medication; and presence or absence of diabetes mellitus. [ bars denote 95 per-
cent confidence intervals.
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PATHOPHYSIOLOGIE DER GERD (BMI)

Jakobson BC et al. NEJM 2006 / Hajar N et al. Dig Dis Sci 2012
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Hia

Increase LES

Pressure
Hormones/ Gastrin
peptides Motilin
Substance P
Neural a-Adrenergic
agents agonists
B-Adrenergic
antagonists
Cholinergic
agonists
Foods and Protein
nutrients
Other Antacids
factors Baclofen
Cisapride
Domperidone
Histamine

Metoclopramide
Prostaglandin F5,,

Decrease LES Pressure ' ' ' ' ' '
CCK 1tenllllll
Secretin

Somatostatin

Vasoactive intestinal
peptide

a-Adrenergic
antagonists
B-Adrenergic agonists

r unterer
;phinter

Cholinergic antagonists

Chocolate
Fat
Peppermint

Barbiturates
Calcium channel blockers \
Diazepam

Dopamine

Meperidine

Morphine
Prostaglandins E, and |,
Serotonin

Theophylline

Sleisenger and Fordtran's Gastrointestinal and Liver

Disease, 10t Edition
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Diagnose Verfahren GERD

 Anamnese und Fragebogen

 PPIl-Versuch

* Endoskopie mit

* Biopsieentnahme

* Ambulantes Reflux monitoring
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Symptome

» Typische Symptome: Sodbrennen, saures Aufstossen und
Regurgitation : sensitivity(30%—-76%), specificity (62 to
96%)

« Chronische Ubelkeit
 Oberbauchschmerzen
 Thoraxschmerzen

 (Extradsophageale Manifestationen)

_
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Alarmsymptome

e

* Dysphagie
» Odynophagie — Rasches Handeln

« Hamatemesis

 Gewichtsabnahme

« Anamie (Eisenmangel)
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PPI trial

For patients with classic GERD symptoms of heartburn and regurgitation who have no alarm symptoms, we
recommend an 8-wk trial of empiric PPls once daily before a meal.

Am J Gastroenterol 2022

« 69% der Pat. mit Osophagitis, 49% der Pat. mit NERD und 35% der Pat.
mit normaler Endoskopie und pH-Metrie> Symptomlinderung nach PPI.

* Pro: kostengunstiger als diagnostische Tests

« Contra: Uberdiagnose von GERD und “overuse” von PPIs, nicht
standardisiert

« Empfehlung: Standarddosis einmal taglich uber 8 Wochen

_ |



W INSELGRUPPE
Endoskopie mit Biopsieentnahme

We recommend endoscopy as the first test for evaluation of patients presenting with dysphagia or other
alarm symptoms (weight loss and Gl bleeding) and for patients with multiple risk factors for Barrett's
esophagus. Am J Gastroenterol 2022

Indikation: Fehlende Besserung nach empirischer PPI-Therapie
Evaluation von GERD-Komplikationen
Frage nach Alternativdiagnose

« Hochgradige Osophagitis (LA Grad C oder D), Barrett-Osophagus oder
peptische Stenosen gelten als Beweis fur GERD.

» Der LA-Grad A ist nicht spezifisch und tritt bei 5% bis 7,5% der
asymptomatischen Kontrollen auf.

« Eine erosive Osophagitis findet sich jedoch nur bei 30% der
therapienaiven Patienten mit Sodbrennen und bei <10%, wenn sie
bereits PPI einnehmen.

- Bei einer LA-Grad-B-Osophagitis ist eine medizinische Behandlung von
GERD indiziert.

_
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Refluxosophagitis: Los Angeles Klassifikation

Vv

Grad A Grad B Grad C Grad D
Erosion(en) Erosionen Erosionen lber Erosionen uber
<5mm > 5mm mehrere mehrere
— Mukosafalten Mukosafalten
eine Mukosafalte  4jne Mukosafalte < 75% > 75%
Zirkumferenz Zirkumferenz

Armstrong. Gastroenterol 1996;111:85-92

17
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Endoskopie mit Biopsieenthahme

« Osophagus-Biopsien sollten entnommen werden um eine
EOE auszuschliessen (Konsens von Rom V).

» Histopathologische Hinweise: Papillenelongation,
Basalzellhyperplasie, dilatierte Interzellularraume,
iIntraepitheliale Entzindung, Nekrose und Erosionen

—> rucklaufig nach Therapie

PPls STOP for 2—4 weeks

_
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Optimale Diagnostik der GERD

In patients for whom the diagnosis of GERD is suspected but not clear, and endoscopy shows no objective
evidence of GERD, we recommend reflux monitoring be performed off therapy to establish the diagnosis|

Sensitivitit Spezifitit

Symptomen-Quest. 70—-75% 63— 78 %
PPI-Test 66 — 86 % 44 — 66 %
Gastroskopie 30 — 50 % 90 — 100 %
pH-Metrie 77 — 100 % 85 - 100 %

Lacy et al. Am J Med 2010;123:583.
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Osophageale pH-Metrie

|
5 min
15 cm above LES (( §
6 cm above Z-line
5cm above LES
Z line
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pH-metrie

Bei Patienten mit normaler Endoskopie, atypischen Symptomen und/oder vor evtl. OP
- Bestatigung von GERD.

Primar: Acid exposure time (AET) — sekundar: Assoziation der Sympt. mit Reflux

Impedanz-pH-metrie (Gold-Standard):
» Charakterisiert Ruckflussereignisse sowohl mit einer pH-Elektrode als auch mit
einer Reihe von Impedanzelektroden.
» Erkennt jeglichen Ruckfluss (Flussigkeit, Gas oder beide) unabhangig vom pH
sowie die Flussrichtung.
» Interpretation ist muhsam.

Drahtlose pH-Uberwachung (Bravo-Kapsel):
» Aufzeichnungszeit bis 96 St. erhoht die diagnostische Ausbeute.
» Indikation: transnasaler Katheter nicht tolerierbar, hoher Vd.a. GERD mit primar
negativem Ergebnis durch konv. Ph-metrie.
» Teuer

_
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Metrics

Acid Exposure Time (AET):

* Reproduzierbar

» Aus automatisierten Analysen zuverlassig extrahiert (Einschrankung: saure
Getranke)

» Prediktiv des Ansprechens auf medizinische und chirurgische Refluxtherapie.

Symptom Refluxassoziation:

* Analyse der zeitlichen Assoziation (2 min Zeitrahmen) zwischen Symptomen und
Reflux-Episoden.

« Symptomindex (Sl): Prozentsatz der Symptomereignisse, denen Reflux-Episoden
vorausgehen (positiv> 50%)

« Symptomassoziationswahrscheinlichkeit (SAP): wird als positiv angesehen, wenn
die Wahrscheinlichkeit (P-Wert) fur das zufallige Auftreten der beobachteten
Assoziation <5% ist.

» Die Kombination eines positiven S| und eines positiven SAP liefert den besten
Beweis fur einen klinisch relevanten Zusammenhang zwischen Reflux-Episoden
und Symptomen.

_ |
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Impedanz-pH-metrie (mit oder ohne PPI)

Ohne PPI:

» Baseline Test immer ohne Therapie durchzufuhren, um den AET-
Ausgangswert bei ‘nicht nachgewiesener GERD’ nachzuweisen (Lyoner
Konsens)

« Evaluation vor moglicher OP

Mit PPI (doppelte Dosis):

+ Pat. mit ,nachgewiesener GERD* (LA Grad C- oder D-Osophagitis, LSBE
oder frihere abnormale pH-Messung)

> Korrelation zwischen refraktaren Symptomen und Reflux-Episoden

» unzureichende Sauresuppression oder mangelnde Compliance
auszuschliessen

_I
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GERD Spektrum

Endoskopie

'
Reflux Osophagitis Normale Endoskopie
' '
Abnormale 24-h Normale 24-h
pH-metrie pH-metrie
pH-metrie
v v
Positive Negative
Symptom- Symptom-
Sx assoc assoziation association

v

Erosive Osophagitis

Diagnose

v

Nichterosive
Refluxkrankheit
(NERD)

Hypersensitiver Funktionelles

A\ 4 A\ 4

Osophagus  Sodbrennen
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ACG Clinical Guideline for the Diagnosis
and Management of Gastroesophageal
Reflux Disease

Heartburn and/or regurgitation w/out alarm symptoms

Symptoms with sufficient frequency and intensity to impair QOL Katz, Philip O.; Dunbar, Kerry B.; Schnoll-
Sussman, Felice H.; Greer, Katarina B.;
¢ Yadlapati, Rena; Spechler, Stuart Jon

Official journal of the American College of

rl 8-week once before meal daily PPI trial I— Gastroenterology | ACG117(1):27-56,

January 2022.
doi: 10.14309/ajg.0000000000001538

Complete relief

GERD likely b
¢ Incomplete relief

Discontinue PPI

'L v

} EGD off PPI 2-4 weeks

¥\

LA Grade B/C/D Normal EGD or LA Grade A
Barrett's =3 cm

! :

GERD confirmed ‘_ Reflux monitoring off therapy

Symptoms recur

Abnormal
l Normal Diagnosis of GERD. EGD,
_ _ esophagogastroduodenoscopy; GERD,
Consider other causes for symptoms I gaStroeSOphageal reflux disease; LA,
Los Angeles; PPI, proton pump
inhibitor; QOL, quality of life.
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GERD Diagnose - 2018 Lyon Consensus

CONCLUSIVE EVIDENCE FOR
PATHOLOGIC REFLUX

INCONCLUSIVE m

ENDOSCOPY pH or pH-IMPEDANCE HRM

o .Y 2B Y

LA grades C&D esophagitis
Long segment Barrett's mucosa AET>6%

Peptic esophageal stricture
. 7 N\ J
4 N\ f N

Reflux episodes 40-80

EVIDENCE AGAINST
PATHOLOGIC REFLUX

Gyawali CP, et al. Gut 2018;67:1351-1362
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GERD Therapie
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Therapie: Lebenstilanderung

» Gewichtsreduktion

« Spate Mahlzeiten meiden
* Nikotin stoppen

 Trigger Foods

* (Alkohol reduzieren)

» Bett am Kopfende hochstellen



WINSELGRUPPE Table 3. ACG Clinical Guideline for the Diagnosis and

Management of Gastroesophageal Reflux
Disease

Katz, Philip O.; Dunbar, Kerry B.; Schnoll-
Sussman, Felice H.; Greer, Katarina B.;
Yadlapati, Rena; Spechler, Stuart Jon

Official journal of the American College of
ggzséroenterology | ACG117(1):27-56, January

doi: 10.14309/ajg.0000000000001538

Table 3. Recommendations based on results of a review of studies involving lifestyle modifications

Avoid fatty meals Equivocal Equivocal Yes

Select decaffeinated beverages Equivocal Equivocal Not generally

Eat smaller meals Weak Yes Yes

Avoid alcoholic beverages Weak Mechanisms not understood; different Not generally
alcoholic beverages have different effects

Avoid excessive exercise Weak Yes Yes

Sleep on the left side Unequivocal Yes Yes

Recommendations based on results of
a review of studies involving lifestyle

modifications
. 29
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Empirische Therapie

We recommend freatment with PPIs over treatment with H2RA for healing EE.
We recommend treatment with PPIs over H2RA for maintenance of healing for EE.
We recommend PPl administration 30-60 min before a meal rather than at bedtime for GERD symptom

control. Am J Gastroenterol 2022

Standarddosis einmal taglich uber 8 Wochen

Bei GERD-Patienten mit rez. Symptomen und bei Patienten mit
Komplikationen—> Erhaltungstherapie in der niedrigsten wirksamen
Dosis

NW bei langfristiger PPI-Therapie

PPl unter einander: Wirksamkeit insgesamt vergleichbar

Weijenborg PW, Neurogastrol Motil 2012
Vaezi MF, Gastroenterology 2017

_
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PPIl.: Auswahl?

P 0,004

% of patients with Intragastric pH 4.0 for>12 hr

Esomeprazole Rabeprazole

Omeprazole

Lansoprazole

Pantoprazole

Figure 2. Percent of subjects with intragastric pH >4.0 for >12

hours (N = 34).

Milner et. Al, Am J Gastroenterol 2003;98:2616-2620
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PPIl: Langzeit-Sicherheit

&he New Pork Times
Study Finds Growing Reason to Be
Wary of Some Reflux Drugs

f © v = & » [][x]
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PPIl: Langzeit-Sicherheit

Table 3.Absolute and RRs for Adverse Effects Associated With Long-Term PPls

Potential Adverse Effect

Relative Risk

Reference for
Risk Estimate

Reference for
Incidence Estimate

Absolute Excess Risk

Chronic kidney disease®

Dementia”

Bone fracture®

Myocardial infarction

Small intestinal bacterial overgrowth
Campylobacter or Salmonella infection
Spontaneous bacterial peritonitis®
Clostridium difficile infection®
Pneumonia

Micronutrient deficiencies”
Gastrointestinal malignancies

10% to 20% increase
4% to 80% increase
30% to 4-fold increase
No association in RCTs
2-fold to 8-fold increase
2-fold to 6-fold increase
50% to 3-fold increase
No risk to 3-fold increase
No association in RCTs
60% to 70% increase
No association in RCTs

Lazarus et al®®
Haenisch et al®®
Yang et al’’

Lo et al®’
Bavishi et al*®
Xu et al*®
Furuya et a®®

Lam et al®’

Lazarus et al*®
Haenisch et al®™®
Yang et al*’

None available
Crim et al®?
Femandez et a
Lessa et al®®

Bailey et al®®

I94

0.1% to 0.3% per patient/y
07% to 1.5% per patient/y
0.1% to 0.5% per patient/y
Unable to calculate

.03% to 0.2% per patient/y
3% to 16% per patient/y
0% to .09% per patient/y

0.3% to 0.4% per patient/y

Vaezi et al. Complications
of PPl Therapy,
Gastroenterology
2017;153:35-48
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PPIl: Langzeit-Sicherheit

* Pneumonien

— CAP: inkonklusive Daten, initiale Studien mit erhohten Risiko,
nicht reproduziert (PPls als surrogate marker fur GERD?)

— STANDARD PPIs bei LungenTx-Patienten

* Infektiose Enteritiden
— SBP: inkonklusive Daten... Indikation prufen!
— C. difficile-Kolitis (Risiko erhoht)
— Infekte vermehrt bei PPI-LZ-Einnahme, v.a. auch haufiger
Rezidive (dran denken z.B. bei Bewohnern von Altersheimen)

— Reisediarrhoe

» Shigellen kdnnen bei erhdhtem Magen-pH Uberleben, Salmonellen
nicht

 Vitamine, Spurenelemente

— Moglich, dran denken

Vaezi et al. Complications of PPI Therapy, Gastroenterology 2017;153:35-48
Yang Y-X & Metz DC: Gastroenterology 2010;139115-1127.

_‘
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Was gibt‘s ausser PPI?

* H2RAs

»Swissmedic/FDA 2019: Ruckruf aller Praparate mit Ranitidin
vom Schweizer Markt

We do not recommend baclofen in the absence of objective evidence of GERD.

We recommend against treatment with a prokinetic agent of any kind for GERD therapy unless there is
objective evidence of gastroparesis.

We do not recommend sucralfate for GERD therapy except during pregnancy. Am J Gastroenterol 2022
* Frokinetika. sollte nicnt angewenaet weraen (PIaCk DOX

warnings fur Motilium und Primperan!), ggfs Prucaloprid

» Keine Rolle fur Sucralfat bei nicht schwangeren GERD-
Patienten.

« Vonoprazan: in CH nicht zugelassen

Mainie I, J Clin Gastroenterol 2008
Van Herwaarden, Aliment Pharmacol Ther 2002
Ren LH, World J Gastroenterol 2014

_
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PPl-Versagen

— Compliance, z.B. korrekte Einnahme 30° vor Essen ?

Refractory GERD
We recommend optimization of PPI therapy as the first step in management of refractory GERD.

We recommend esophageal pH monitoring (Bravo, catheter-based, or combined impedance-pH
monitoring) performed OFF PPlIs if the diagnosis of GERD has not been established by a previous pH
monitoring study or an endoscopy showing long-segment Barrett's esophagus or severe reflux esophagitis
(LA grade C or D).

We recommend esophageal impedance-pH monitoring performed ON PPlIs for patients with an
established diagnosis of GERD whose symptoms have not responded adequately to twice-daily PPI
therapy.

For patients who have regurgitation as their primary PPl-refractory symptom and who have had abnormal
gastroesophageal reflux documented by objective testing, we recommend consideration of antireflux
surgery or TIF.

— HIvaAdolvVTO voOIiIAdllliTll UIONULITICI |

Khan M, Cochrane Database Syst Rev 2007
El Serag HB. Am J Gastroenterol 2009
Fass R, Clin Gastroenterol Hepatol 2006 and 2012

_
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Interventionen fur
GERD

Pharmakotherapie Antirefluxchirurgie
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Indikationen der Chirurgie

v'Patienten mit grosser Hiatushernie

v'Trotz adaquater Sauresuppression symptomatisch, bei denen nicht-sauerer
Reflux dokumentiert ist (Impendanz) und die uber typische/atypische Symptome
klagen

v'Patienten mit gutem Ansprechen auf PPI, aber medikamentdse Dauertherapie
ablehnen

v'Niedriges Risiko fir Komplikationen

How to select patients for antireflux surgery? The
ICARUS guidelines (international consensus regarding
preoperative examinations and clinical characteristics
assessment to select adult patients for

antireflux surgery)

Pauwels A, et al. Gut 2019;68:1928-1941. doi:10.1136/gutjnl-2019-318260
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« Funktioniert am besten in typischer GERD (pH-metrisch nachgewiesen)

* Praoperative Manometrie fur alle Patienten, um Achalasie oder
scleroderma-like Osophagus auszuschliessen

We recommend anftireflux surgery performed by an experienced surgeon as an option for long-term

freatment of patients with objective evidence of GERD. Those who have severe reflux esophagitis (LA grade

CorD), large hiatal hemias, and/or persistent, troublesome GERD symptoms who are likely to benefit most

from surgery.

* Nicht empfohlen fur Pat. ohne Ansprechen auf PPI-Therapie

« So wirksam wie eine medizinische Therapie fur sorgfaltig ausgewahlte
Patienten.

How to select patients for antireflux surgery? The
ICARUS guidelines (international consensus regarding
preoperative examinations and clinical characteristics
assessment to select adult patients for

antireflux surgery)

Pauwels A, et al. Gut 2019;68:1928-1941. doi:10.1136/gutjnl-2019-318260

_I
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Fundoplication

» Eine teilweise Fundoplikatio kann zu einer verminderten Dysphagie und
einem Reoperationsbedarf (Gas-Bloat-Syndrom) mit ahnlichen klinischen
Ergebnissen fuhren.

» Keine langfristige vergleichende Bewertung der beiden Verfahren
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PPI-Therapie VS. Fundoplicatio

Galmiche J-P et al. JAMA 2011;305:1969-77: LOTUS-STUDIE.

 Studiendesign:

626 studienwirdige Patienten
(typ. Klinik, Osophagitis bei Endoskopie, Reflux bei 24-h-pH-Metrie)

l Run-in Periode (40mg Esomep/Tag)

554 randomisierte Patienten (= Responder)

/ \

288 random. fur FP 266 random. fur Esomep
248 davon mittels FP op. 266 erhielten Esomep
180 Uber 5 Jahre 192 Uber 5 Jahre
68 mit vorzeit. Beendigung 72 mit vorzeit. Beendigung

288 analysiert ¢ 266 analysiert
I
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PPI-Therapie VS. Fundoplicatio

Resultate: Dauer bis Therapieversagen

Figure 2. Time to Treatment Failure

100—"‘“'-‘-:2..._____

g 4 e T

(%) 80

D e ]

59 60-

C = {1 Log-rank P=.048

= £ 401

s i 20: Esomeprazole

® | 00| ====-- LARS

D i

0 1 2 3 4 5
Years After Randomization

No. at risk
Esomeprazole 266 228 217 205 199 181
LARS 288 231 216 202 192 168

LARS indicates laparoscopic antireflux surgery.

» Fundoplicatio ist gleich gut wie PPI-Behandlung
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LZ-Resultate nach Fundoplicatio

ca. 10% Reoperationen (von total 2261 Pat.) hohe Satisfaktion:
o == - ) = E 10~
Table 1 Reasons for reoperation in relation to type of al
fundoplication at the original surgery
e : e e e 8l
T:- Ay
; g 6 ——— Satisfaction
2a R Tt (e Haarburn
1 (2-0) 0.005 g 5 - Dysphagla tollq:{i:ls
Dysphagia 76(63) 6(10) 308 2(30 <0001 § 4k P D e
Hiatus hernia 38(31) 8(13) 709 1(0 0089 5
Other reason 9 (0-7) 407 2(05) 0 Q)

Total (all reggons) 143 (11.8) 37 (6.0) j§0uB-

2 3 4 5- ﬁ ? E 910"12131415
Time after surgery (years)

Fig. 3 Mean scores on a visual analogue scale (VAS) from 0 to 10
for heartburn, dysphagia and satisfaction at each year of
follow-up for the first 15 years

Engstom C et al. Br J of Surg 2012;99:1415-21.
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Alternativen

Lower
Esophageal
Sphincter

A PR

Reflux Stop
|

magnetic sphincter augmentation;
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Endostim

« Electrical Stimulator of LES (Endostim): Laparoskopisch
implantiert

» Sendet schwache elektrische Signale an den Sphinkter

* Diese Stimulation dient dazu, die normale
Sphinkterruhedruck wieder herzustellen

 Stimulationintensitat programmierbar

Soffer E, World J Gastrointest Pharmacol Ther. 2016;7(1): 145-155.

_I
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Der ideale EndoStim-Kandidat

« Tagliche PPI-Therapie seit > 1 Jahr und unzufrieden damit
« NERD oder Osophagitis Grade A -C
» Keine Hernie oder eine, die wahrend der OP repariert werden kann
 GERD durch pathologische pH-Werte bestatigt
» Weitere Patienten, die vom EndoStim profitieren konnen
»GERD bei Sleeve-Gastrektomie

»Extradsophageale Symptome
»>Osophagus-Motilitatsstérungen

_ |
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Meta-Analyse
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« 4 J follow-up

Nachhaltige Verbesserung der 6sophagealen GERD-gesundheitsbezogene Lebensqualitat
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Attwood SE, UEG Journal 2015; 3(5S):A295.
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Algorithm

Heartburn on once daily PPI

l_

»| Alarm symptoms

}

Optimization of PPI treatment
- Lifestyle modifications

- Change to another PPI

- Compliance and proper dosing time
- Split or spread PPI dose (over 24 hours)

- Add non-PPI medication (H2RA, gaviscon, balcofen, prokinetic, etc.)
- Address psychological comorbidity/stress/hypervigilance

Upper endoscopy

Symptom improvement/resolution

'

l.

Double PPI dose

l_

Taper down to lowest dose that
controls patient symptoms

Upper endoscopy with biopsies

.+—).. Treat mucosal abnormality

Gyawali and Fass, Gastroenterology 2018;154:302-31
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Algorithm

Impedance pH on treatment or pH capsule off treatment*

|
Abnormal acidic reflux Esohpageal manometry T) Treat motility abnormality

y ' )

Compliance Normal pH test but positive Normal pH test and negative
Lifestyle modifications symptom indices™ symptom indices™
Gaviscon/Carafete
H2RA
Prokinetic
Baclofen
Antireflux surgery Reflux hypersensitivity Functional heartburn
Endoscopic therapy l l
H2RA Neuro-modulators
Baclofen Psychological intervention
Neuro-modulators Complementary/alternative
Antireflux surgery medicine
Psychological intervention
Complementary/alternative medicine

Gyawali and Fass, Gastroenterology 2018;154:302-31
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a Previously empirh:aﬁv treated with
PPl without cbjective workup

v

Optimize PP

Symptom relief Unsatisfactory symptom relief

» Continue GERD treatment I Diagnostic EGD [off PFI 2-4 weeks) I

s Discuss long-term GERD
management options / \

I Ahnﬂrmadl EGD I ' Other cause for symptoms identified
Mormal EGD |

Treat mucosal disease

| Reflux monitoring (off PPI) I :::::_:izp:r:g““ LAB/C/D

1 Nt

Mo evidence of GERD
Loak for other causes

GERD confirmed

Am J Gastroenterol 2022
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b Previously objectively defined GERD*

Symptom reliet

.

Optimize PPI
2- to 4-week therapy

Unsatisfactory symptom relief —+

& Continue current treatment

 Discuss long-term management options

If primary symptoms regurgitation, consider M54,
TIF, er fundoplication in appropriate patient

Perform impedance pH monitoring on PRI BID

v

MNormal

v

Abnormal

Look for other causes
Treat coexistent functional disease

» Consider surgical/endoscopic Intervention
& Consider escalating medical therapy

Am J Gastroenterol 2022
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3. A 4é6-year-old man was reviewed in clinic with troublesome symptoms
of reflux occurring at any time of day, for the last 2 years. He had
a gastroscopy six months ago which was normal. He had taken

omeprazole 40 mg BD and metoclopramide 10 mg TDS for eight
months. He had previously tried an H2-receptor antagonist in addition
to this, with no benefit. He had no lifestyle risk factors for reflux.

What is the next most appropriate management step?

arium swallow

Fasting gastrin level

Peripheral blood eosinophil count
Repeat endoscopy

mo oo

Best of Five MCQs for the
Gastroenterology SCE
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32. 55-year-old obese male with a long history of gastroesoph-
ageal reflux disease (GERD) with esophagitis that is cur-
rently on maximal PPl therapy presents with persistent
symptoms of heartburn. He has optimized his lifestyle to
minimize his GERD-related symptoms. What is the next
step in the management?

A. Add H2 receptor antagonists
B. Add antamds

o1 breakthrough symptoms

D. Refer for surece

otulinum toxin injection at the gastroesophageal
junction

Sleisenger and Fordtran’s

GASTROINTESTINAL
AND LIVER DISEASE
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39. What is the most dominant mechanism for gastroesopha-
oeal reflux episodes?

A. Increased transient lower esophageal sphincter
relaxations

B. Swallow-induced lower esophageal sphincter relaxation
C. Absent basal lower esophageal sphincter pressure

D. Straining

E. Acid hypersecretion

Sleisenger and Fordtran’s

GASTROINTESTINAL
AND LIVER DISEASE
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33. A 38-year-old woman with a history of recurrent pulmo-
nary embolism on warfarin returns to your office as fol-
low-up tor GERD. She has been taking maximal doses of
lanzoprazole, but due to insurance coverage will need to
switch to omeprazole. Her proton pump inhibitor therapy
is switched to omeprazole. After the switch, she is at risk
tor which condition?

P agea adenocarcinoma
[.'I Acute tubular necrosis
E. Discoid lupus

Sleisenger and Fordtran’s

GASTROINTESTINAL
AND LIVER DISEASE
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33. B (S&F ch44)
Omeprazole decreases the clearance of warfarin by inhibit-
ing the cytochrome P450 enzyme 2C19. Therefore, patients
on warfarin have an increased risk of life-threatening hem-
orrhage, and possibly hemorrhagic stroke. Omeprazole
alone can cause idiosyncratic interstitial nephritis in 1% of
patients; however, this has not been associated with con-
comitant warfarin use, and acute tubular necrosis is rare.
According to indirect evidence, esophageal adenocarci-
noma may be prevented with use of PPI therapy. Discoid
lupus is a condition associated with various drugs; how-

ever, neither omeprazole nor warfarin has been strongly
associated with this condition.



WINSELGRUPPE Heart! What's wrong?!

Brain? Is that

Come on, Esophagus,
let's get you some
antacids. PAY
ATTENTION
TO ME!

fheAukuardYeﬁ.co




