GASTRO OESOPHAGEAL REFILUX DISEASE

i
]
:
v
:
R
8
]
‘ "
2
p -
-

+




Def:

Gastro-oesophageal reflux disease is the
term used to describe a

alteration resulting
from episodes of
and occasionally bile into the
oesophagus from the stomach.



IR T B B Foods and Medications That May Worsan
GERD Symptoms

Decreased lower-esophageal sphincter pressure

Foods
Fatty meal Garlic
Carminatives {peppermint, spearmin) Onions
Chocolate Chili peppers
Coffee cola, tea
Medications
Antichiolinergics Ethanol
Barbiturates Micotine (smoking)
Caffeine Mitrates
Dihydropyndine calcium channg blockers Frogesterone
Dopamine Tetracycline
Estrogen Theophiylline
Direct writants to the esophageal mucosa
Foods
Spicy foods Tomato juice
Orange juice Coffes
Medications
Alendronate Ircn
Aspirin Quinidine

Monsteroidal antinflammatory drugs Potassium chlonde




Pathogenesis :

abnormal reflux of gastric contents from the stomach into
the esophagus.

Decreased gastroesophageal sphincter pressures related to

, all of which may
lead to the development of gastroesophageal reflux.



Other factors : mucosal resistance, gastric
emptying, epidermal growth factor, and salivary
buffering.

Abnormal oesophageal acid clearence.

Endoscopy-negative reflux disease : GORD with
normal endoscopy.

Hiatus hernia



* LOWER ESOPHAGEAL SPHINCTER PRESSURE

4 \ 4
spontaneous transient LES
, Stress reflux
relaxations
4 4
defective LES pressure not - |
associated with swallowing
\ 4 \ 4

increase in intra-abdominal
pressure
GERD GERD



ANATOMIC FACTORS

The size of a hiatal hernia is proportional to the
frequency of transient LES relaxations. Patients with
hypotensive LES pressures and large hiatal hernias are
more likely to experience gastroesophageal reflux
following abrupt increases in intraabdominal pressure
compared to patients with a hypotensive LES and no
hiatal hernia.



ESOPHAGEAL CLEARANCE

Common in elderly patients and patients with
Sjogren’s syndrome or xerostomia.

Depends on duration of contact of acid with
oesophageal mucosa This contact time is, in turn,
dependent on the rate at which the oesophageous
clears the noxious material, as well as the frequency of
reflux.



MUCOSAL RESISTANCE
defect in the normal mucosal defenses,hydrogen ions

diffuse into the mucosa, leading to the cellular
acidification and necrosis that ultimately cause

esophagitis.

Intheory, mucosal resistance may be related not only
to esophagealmucus, but also to tight epithelial
junctions, epithelial cell turnover, mucosal blood flow,
tissue prostaglandins



Signs and Symptoms

Typical symptoms :
Heart burn

Water brash

Regurgitation

Belching
Atypical symptoms :

Non-allergic asthma
Chronic cough
Pharyngitis

Chest pain

Dental erosions






Esophageal Manometry

Manometry catheter
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Acid Perfusion Test or Bernstein Test:

Esophageal Motility Testing:

Motility testing of the esophagus determines the working of muscles of
the esophagus by passing a catheter through a nostril down the throat
into the esophagus. The catheter contains a sensor to detect pressure
inside the esophagus and the other end is attached to a recorder. The
patient is then permitted to swallow sips of water to record and
evaluate the esophageal contraction movements.



Therapeutic goals

Patients should be assessed for symptoms, such as
heartburn and for signs and symptoms of
complications (e.g., dysphagia)that require
immediate medical attention.

The goals of GERD treatment are to alleviate
symptoms, decrease the frequency of recurrent
disease, promote healing of mucosal injury, and
prevent complications.



Many patients with GERD will relapse if
medication is withdrawn,so long-term
maintenance treatment may be required.A proton
pump inhibitor is the drug of choice for

maintenance of patients with moderate to severe
GERD.



GENERAL APPROACH TO
TREATMENT

Lifestyle modifications and patient-directed therapy

Pharmacologic intervention with prescription-
strength acid suppression therapy

Interventional therapies (ant reflux surgery or
endoscopic therapies



IF: 1IN 7. B MNonpharmacologic Treatment of GERD with Lifestyle
Modifications

= Elevate the head of the bed (increases esophageal clearance). Use &- to 8-inch
blocks under the head of the bed. Sleep on a foam wedge,
= Dietary changes
» Avoid foods that may decrease lower esophageal sphincter pressure (fats,
chocolate, alcohol, peppermint, and spearmint)
» Avoid foods that have a direct irritant effect on the esophageal mucosa. (spicy
toods, orange juice, tomato Juice, and coffee)
» Include protein-rich meals in diet (augments lower esophageal sphincter
pressure)
= Eat small meals and avoid eating immediately prior to sleeping (within 3 hours
It possible; decreases gastric volume)
= Weight reduction (reduces symptoms)
Stop smoking (decreases spontaneous esophageal sphincter relaxation)
Avold alcohol {increases amplitude of the lower esophageal sphincter, peristaltic
waves, and frequency of contraction)
Avoid tight-fitting dothes
Discontinue, if possible, drugs that may promote reflux (calcum channel blockers,
Fblockers, nitrates, theophylline)
= Take drugs that have a direct irritant effect on the esophageal mucosa with plenty
of iquid if they cannot be avoided (bisphosphonates, tetracyclines, quinidine, and

Ec-tagsium chloride, iron salts, aseirin, nonsteroidal antiinﬂammatﬂ-E drI_IESE




Esophageal clearance Esophageal mucosal resistance

Bethanechol Alginic acid
Cisapride (limited access) Sucralfate

LES pressure
Bethanechol
Metoclopramide
Cisapride
Gastric emptying (limited access)
Metoclopramide
Cisapride
(limited access)

Gastric acid
Antacids
H, receptor antagonists
(Cimetidine, famotidine,
nizatidine, ranitidine)
Proton pump inhibitors
Lansoprazole
Omeprazole
Pantoprazole
Rabeprazole

FIGURE 34-1. Therapeutic interventions in the management of gastro-
esophageal reflux disease. Pharmacologic interventions are targeted at
improving defense mechanisms or decreasing aggressive factors. (LES,
lower esophageal sphincter.




11:0 1.3 W Therapetic Approach to GERD in Adults

Patient Presentation Recommended Treatment Regimen Comments

Intermittent, mild heartburn  Lifestyle modifications Liestyle modifications should be started mtially and continued
plus throughout the course of treatment.If symptoms are unrelieved
patient-directed therapy with Wfestyle modifications and nonprescripion medications after 2
Antacids Weeks, patient should seek medical attention,

o Maalox or Mylanta 30 ml. as needed or after meals and at
bedime
o Gaviscon 2 fabs after meals and at bedtime
o Calcum carbonate 500 mg, 2-4 tablets & needed
and/or
Nanprescription H. feceptor antagonits (taken Lp to twice daily)
+ (Imetidine 200 mg
+ Famofidine 10 mg
+ Nizatidine 75 mg
+ Ranitidine 75 mg
I}
Nonprescription proton pump inhibitor (taken once daily)
+ Omeprazole 20 mg




Symptomatic refie of GERD

Lfestyle modifications Fortypialsymptoms, reat ermpincallywith prescrpion:<teng aa:
plis suppresion terapy
prescription-strength acid suppression therapy F symptoms recur, consider malntenance therapy (MT). Note: Mot
paents il requre tandard doses for W
H.teceptor amagonit (for 6-12 wees) i GERD am usualy be tested efectuely wih Hy eceptor anfage
+ (mefidine 400 mg tce dai s
+ Famatidine 20 mg toce daly
+ Nizafiine 150 mg bwce dal
+ Ranicine 150 mg twce dal
f
Proton pump mhiitors (for -8 weeks): al are guen once daly  Patients with moderate b severe symptoms shauld recene a profon
+ Esomeprazole 20mg oump rhibitor a5 el herapy.
+ Lansoprazale 15 mg
+ Omeprazole 20 mg
+ Pantoprazole 40 mg
+ Rabeorazole 20 mg



Healing of erosve esophagiis  Lifestyle modifications For aypicloralarm symptors, obtam endoscopy (i possble) o
ortreatment of patients ~~ pls et mucosa, Give il ofa proton pump i,
presenfing with moderatedo  Proton pump mbtrsfor 4-16 weeks (up to fce daly) symptoms are eleved, conader T Profon pump mhbtorsar
Seyere symptoms or v Esomeprazole 20-40 my daly e mast efecve manenance herapy n patents i aypil
(omplications o Lansoprazole 30 m daly symptoms,complicaions, and eoste deese

o Omeprazole 20 mg daly

+ Rabeprazole 20 m daly

+ Pantoprazole 40 my daly

0f
Hitdose Hyreceptr antqon (forB-12 etk Ptients no esponcing o phermacologc herapy, nduding hose
' [u'nendme 400 my four fimes dayor 800 mg tce caly ~ wih persitent atymcl symptoms, should e exluated wa amol-
+ Famotiine 40 mg buce daly oy efls monttonng o confim the diagnosts of GERD (1

+ Niatdine 150 mg four imes daly pisshle).

+ Rantiding 15 Dmgfumnme Gl
Interventional therapies —— Anrefls sy or endoscopic herpies




Adverse Effects

Bethanechol and Metoclopramide :
Extra pyramidal effects

Sedation

[rritability

cardiac arrhythmias

Metoclopramide contraindicated in Parkinson’s
disease,mechanical obstruction, concomitant use of other
dopamine antagonists or anticholinergic agents, and
pheochromocytoma.



PATIENT COUNSELING

Weight loss
elevation of the head of the bed

consumption of smaller meals and not eating 3 hours
prior to sleeping

smoking cessation
Avoid alcohol

Avoid Spicy foods, orange juice, tomato juice, and
coffee

Avoid fats,chocolate, , peppermint, and spearmint
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http://www.aafp.org/afp/990301ap/1161.html
http://www.omnimedicalsearch.com/conditions-diseases/gerd-diagnosis.html




