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Gastro-oesophageal reflux disease is the 
term used to describe a 
histopathological alteration resulting 
from episodes of reflux of acid , pepsin
and occasionally bile into the 
oesophagus from the stomach.





❑Pathogenesis :

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

 Decreased gastroesophageal sphincter pressures related to  
spontaneous transient LES relaxations,  transient
increases in intraabdominal pressure, 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
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 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.



 Common in elderly patients and patients with 
Sjögren’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.



 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



❑Typical symptoms :
o Heart burn

o Water brash

o Regurgitation

o Belching 

❑Atypical symptoms :
o Non-allergic asthma

o Chronic cough

o Pharyngitis

o Chest pain

o Dental erosions



❑Alarm symptoms  : 
o Dysphagia

o Unexplained weight loss

o Choking

o Continual pain

o Odynophagia



1. Ambulatory pH Monitoring : 

A small tube called a catheter, with an acid sensor at its tip, is 

inserted through the nose and positioned in the esophagus. The 
other end travels down to the waist after exiting from the nose and 
then attaching to a recorder. The recorder records every reflux 
episode in the esophagus and a 24 hour frame of data is analyzed.



 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.



 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.



 Lifestyle modifications and patient-directed therapy

 Pharmacologic intervention with prescription-
strength acid suppression therapy

 Interventional therapies (ant reflux surgery or 
endoscopic therapies













❑Bethanechol and Metoclopramide :

✓ Extra pyramidal effects

✓ Sedation 

✓ Irritability 

✓ cardiac arrhythmias

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



 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



 Pharmacotherapy by Dipiro.

 http://www.aafp.org/afp/990301ap/1161.html

 http://www.omnimedicalsearch.com/conditions-
diseases/gerd-diagnosis.html
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