GASTROESOPHAGEAL REFLUX DISEASE

MARY E. DELMONTE, MD

DEPT. OF FAMILY PRACTICE

DEWITT ARMY COMMUNITY HOSPITAL

Background:

--Affects 25-35% US population

Complications:


--esophagitis

--ulcerations


--strictures

--Barrett’s Esophagus

Pathophysiology:


--Transient relaxation of GE sphincter


--Esophageal motility disorders


--Delayed gastric emptying


--Hiatal hernia

Diagnosis:


--Classic clinical presentation


--empiric tx with PPI


--Radiological studies


--endoscopy


--Ambulatory pH monitoring

Atypical Signs and Symptoms of GERD:

--asthma


chest pain

chronic cough

--dental enamel loss

globus sensation
recurrent laryngitis

--recurrent sore throat
  
subglottic stenosis
onset after age 45 years

Dietary Factors Associated with Increased Reflux Symptoms:

Caffeine

Chocolate

Tomato-based products

Peppermint

Spicy foods

Alcohol

Fatt foods

Citrus fruits

Warning Signs and Symptoms Suggesting Complicated GERD

--dysphagia


early satiety

GI bleeding

--iron deficiency anemia
odynophagia

vomiting

--weight loss

	Acute and Maintenance Therapy for GERD 




	Agent 
Equivalent dosages 
Dosage 
Histamine H2-receptor antagonists

 

 

 

Cimetidine (Tagamet)

400 mg twice daily

400 to 800 mg twice daily

 

Famotidine (Pepcid)

20 mg twice daily

20 to 40 mg twice daily

 

Nizatidine (Axid)

150 mg twice daily

150 mg twice daily

 

Ranitidine (Zantac)

150 mg twice daily

150 mg twice daily

Proton pump inhibitors

 

 

 

Esomeprazole (Nexium)

40 mg per day

20 to 40 mg per day

 

Lansoprazole (Prevacid)

30 mg per day

15 to 30 mg per day

 

Omeprazole (Prilosec)

20 mg per day

20 mg per day

 

Pantoprazole (Protonix)

40 mg per day

40 mg per day

 

Rabeprazole (Aciphex)

20 mg per day

20 mg per day




MANAGEMENT STAGES FOR GERD

STAGE I:  LIFESTYLE MODIFICATIONS

--head of bed elevated six inches

--decreased fat intake

--smoking cessation

--weight loss

--avoidance of recumbency for 3 hours post-prandially

--avoidance of large meals and trigger foods

STAGE II:  AS-NEEDED PHARM THERAPY

--antacid 

--H2 receptor blocker

STAGE III:  SCHEDULED PHARMACOLOGIC THERAPY

--H2 receptor blocker for 8-12 weeks

--for persistent symptoms, high dose H2-receptor blocker or PPI for 8-12 weeks

--with documented erosive esophagitis, may use PPI as first line

STAGE IV:  MAINTENANCE THERAPY

--appropriate for patient with symptomatic relapse or complicated disease

--lowest effective dosage of H2-receptor blocker or PPI

STAGE V:  SURGERY

--may be appropriate in patient with severe symptoms, erosive esophagitis or disease complications

--laproscopic Nissen or Toupet fundoplication procedure

ACG Surveillance Recommendations for Patients with Barrett’s Esophagus:

--pt’s with Barrett’s should undergo surveillance endoscopy with biopsies

--GERD should be treated before endoscopy to minimize inflammation, which could make interpretation more difficult

--Pts. with 2 consecutive negative surveillance endoscopies showing no dysplasia may undergo subsequent surveillance every 3 years

--Pts. with dysplasia should have the diagnosis confirmed by another pathologist

--Pts. with low grade dysplasia should receive annual surveillance endoscopy

--Pts. with high grade dysplasia can receive short-interval endoscopy (every 3 months) or intervention (esophagectomy)

FACTORS ASSOCIATED WITH BARRETT’S ESOPHAGUS AND ADENOCARCINOMA:

--GERD

--white or Hispanic race

--male sex

--advancing age (plateaus in the 60’s)

--smoking

--obesity

	Diagnosis and Treatment of GERD 
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