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Gastro-esophageal reflux disease (GERD) is a coml71on disorder that affects an estimated 5 % to 
7 % o.lthe global population. Management o.lGERD o.ften poses a number o.lchallenges. In this 

article, the author presents a number almanagement 11l0dalitie,s fol' this condition. 

Treat now, test later 

A therapeutic trial of a high dose twice daily proton pump 
inhibitor (PPI) (taken before food to increase acid 
suppression, and with good compliance) will lead to partial 
or complete relief of suspected acid reflux-related symptoms 
(e.g. heartburn, cough), in the majority of un selected cases. 
Gastro-oesophagoscopy is mandatOlY in patients with alaJm 
symptoms (e.g. dysphagia, weight loss) and is advisable in 
patients with chronic reflux symptoms to exclude Barrett's 
oesophagus (figure 1), a columnar epithelial metaplasia 
with an increased risk of progression to dysplasia and 
oesophageal carcinoma that necessitates regular endoscopic 
surveillance. PPIs rarely reverse this condition but may 
decrease its cancer potential and they allow the pathologist 
to assess dysplasia better by abolishing inflanunatory atypia. 

Figu re I: Barrett s oesophagus 

When PPls 'fail' 

Endoscopic appearances oflow-gradc (figurc 2) or high
grade (figure 3) oesophagitis are highly diagnostic ofGERD 
and predict symptomatic relief by PPIs but symptoms often 
recur on withdrawing PPIs. Ironically, a lcss satisfactory 
group to treat are those patients with a nonnal endoscopy 
(non erosive reflux disease (NERD), figure 4). About 60% 
ofNERD patients will obtain complete symptom relief on 
single dose daily PPIs. Only 5% of non-responders will 

Figure 2: Mild oesophagitis 

show significantly abnormal 24 hour oesophageal pH 
monitoring patterns during twice daily PPI treatment. 
Indeed, multi channel intraluminal impedance probes 
correlate episodes of non-acid reflux with symptoms in 
these patients. Biopsies from NERD patients exhibit marked 
widening ofthe spaces between the squamous epithelial 
cells lining the lower oesophagus that allow pepsin, rd1ux.(;u 
duodenal bile acids and other noxious agents to sensitize 
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Figure 3: Severe oesophagitis 
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Helicobacter pyloric (Hp) and GERD: strange 
bed fellows 

Gastric Hp colonization causes focal atrophic gastritis 
in the body of the stomach, destroys parietal cells and 
reduces acid output. Eradication of this natural biologic 
antisccrctory agent could, in theOl y, WOl sell OERD 01 

Barrett's oesophagus and induce oesophageal 
adenocarcinoma. Many gastroenterologists would choose 
to eradicate gastric Hp in an attempt to prevent the 
progression of atrophic gastritis to metaplasia and 
carcinoma although large-scale population-controlled 
studies of potential cancer prevention are not available. 
Hp-related duodenal or gastric ulcer (past or present) or 
Hp-related low grade primary B-cell MALT lymphoma 
require Hp eradication. 

Non medical treatment 

Patients who persist with severe heartburn, regurgitation 
or aspiration despite PPIs or who refuse long tenn PPIs, 
may be considered for antireflux surgery following extensive 
investigation using endoscopy, oesophageal monitoring, 
gastric emptying studies and 24 hour pH testing. Functional 
heartburn, gastroparesis, achalasia and scleroderma must 
be excluded. The presence and size of a hiatus hernia should 
be assessed radiologically. The most popular operation is 

a laparoscopic (Nissen) fixation and wrapping of the gastric 
fundus around the lower oesophagus. Dysphagia and gas
bloat may result from too tight an application. The operation 
is not always superior to PPIs in the long tenn and rarely 
cures Barrett's oesophagus. 

Endoscopic therapeutic options include endoscopic 
suturing, silicon injection and radiofrequency (RP) treatment. 
RP treatment is achieved using a cooleo (Strettfl ~) hfllloon 
(figure 5) with retractable barbs that are deployed after 
endoscopy to apply current at various levels to the lower 
oesophageal sphincter. This treatment is reported to give 

good long-term relief but 
is not recommended for 
use in patients with a large 
hiatus hernia or Barrett's 
oesophagus. 

Management of the 
GERD patient should be 
guided by an 
understanding of the 
interaction between 
abnonnal ities of anatomy 
or motility, patterns of 
acid/pepsin exposure and 
the corresponding 
responses in the 
oesophageal mucosa. 
Rational management can 
be planned after 
appropriate investigations 
using endoscopy, biopsies 
and more specialized 

..&--...... - techniques where 
necessary. @ 


