Learning about

Gastroesophageal
Reflux Disease

Text by Dr Aung Myint Oo @ Ye Jian Guo

In line with the 24th Annual Gastroesophageal Reflux Disease
(GERD) Awareness Week from 19 November to 25 November
2023, SMA organised a webinar on 18 November titled “Updates
on GERD: Gastroesophageal Reflux Disease” for clinicians and
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primary healthcare professionals, supported by AstraZeneca.
A total of 37 clinicians attended the webinar.

Presented in this article is some general information on
GERD and its management for fellow colleagues’ reference.

1pm Introduction Dr Aung Myint Oo @ Ye Jian Guo
Senior Consultant, Upper Gastrointestinal and Bariatric Surgery,
Department of General Surgery, Tan Tock Seng Hospital (TTSH)
1.10 pm Update on Diagnosis and Medical Management | Adj Asst Prof Chia Tze Wei, Christopher
of GERD Senior Consultant, Department of Gastroenterology,
TTSH and Woodlands Health
1.40 pm Update on Surgical Management of GERD Dr Aung Myint Oo @ Ye Jian Guo
2.10 pm Dietary Management of GERD Ms Vicky Chan
Senior Dietician, TTSH
2.40 pm Difficult to Treat GERD - What to Do? Dr Calvin Koh Jianyi
Gastroenterologist, The Gastroenterology Group,
Gleneagles Hospital
3.10 pm Questions and Answers
3.30 pm End of Webinar
Understanding GERD Clinical syndromes can be either esophageal or extra-

GERD is a condition where the reflux of stomach contents
causes troublesome symptoms and/or complications.’

GERD can be classified into three different phenotypes
based on the endoscopy and histopathology findings: (a) non-
erosive reflux disease (NERD), (b) erosive esophagitis (EE), and
(c) Barrett's esophagus (BE).2 NERD is the most common type of
GERD, followed by EE and BE.

The multi-factorial pathophysiology of GERD can be best
explained by the following mechanisms:*

(a) Impaired lower esophageal sphincter function and transient
lower esophageal sphincter relaxations (TLESRS);

(b)Presence of a hiatal hernia;

(c) Impaired esophageal mucosal defence against the gastric
refluxate; and

(d) Defective esophageal peristalsis.

In 2005, the prevalence of GERD in the Western part of the
world was around 10% to 20% while only less than 5% was
reported in Asia.* However, with the increase in the prevalence
of obesity across Asia, the GERD incidence rate is rising in Asian
countries, including Singapore, as reported by Lim et al in 2005.

Risk factors include obesity, hiatal hernias, smoking, use of
non-steroidal anti-inflammatory drugs, ageing, irritable bowel
syndrome, and anxiety/depression, among others.?
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esophageal (see Table 1)."
Table 1: Clinical syndromes of GERD

Esophageal syndromes Extra-esophageal
syndromes

Symptomatic | Syndromeswith | Established | Proposed
syndromes esophageal | associations | associations
injury
1. Typical 1. Reflux 1. Reflex 1. Pharyngitis
reflux esophagitis cough 2. Sinusitis
2. Reflux‘ 2. Beflux 2. RefIL.».( 3. Idiopathic
chest pain stricture laryngitis pulmonary
3. Barrett’s 3. Reflux fibrosis
esophagus asthma 4. Recurrent
4.Esophageal | 4. Reflux otitis media
adenocarcinoma | dental
erosion

Clinical evaluation and diagnosis

Though upper gastrointestinal (Gl) endoscopy is not required to
diagnose GERD, it can detect esophageal manifestations such as
malignancy, Barrett’s metaplasia and EE (severity graded using
the LA classification system from A to D, with D being most
severe). Upper Gl endoscopy can also rule out other aetiologies
in patients who are refractory to proton-pump inhibitors (PPls).6



Esophageal manometry can help diagnose esophageal motility
disorder and is useful in ensuring the ambulatory pH probes are
in the correct position. It is also useful in evaluating the peristalsis
function of the esophagus before anti-reflux surgery.6

Ambulatory esophageal pH monitoring can help confirm
the diagnosis of GERD. The monitoring device can be wired (a
trans-nasally placed catheter) or wireless (a capsule-shaped
device affixed to the distal esophageal mucosa). Alternatively,
pH impedance monitoring can be used; it is able to detect
weakly acidic reflux in addition to acid reflux, and is more
useful in detecting symptom-reflux correlation.s

Management of GERD

Lifestyle modification

Weight management, avoiding late meals (within three hours
of bedtime), raising the head of the bed by six to eight inches,
stress reduction, avoiding trigger foods (eg, caffeine, chocolate,
spicy foods), smoking cessation, and avoiding tight-fitting
clothing may help with GERD symptom relief.”? Apart from the
first three listed, the evidence supporting the symptom relief
efficacy of other lifestyle modifications is weak.

Pharmacotherapy

Antacids are more effective than placebos in relieving
heartburn symptoms within five minutes, but provide relief
for only 30 to 60 minutes. Antacids neither prevent GERD nor
heal esophagitis.

Surface agents such as Sucralfate also have a short duration
of action and limited efficacy, and their use is limited to
managing GERD in pregnancy.®

Compared to antacids, histamine H2-receptor agonists have
slower onset but longer duration of action, lasting four to ten
hours. Though effective in patients with mild and intermittent
symptoms, their efficacy is limited in EE and ineffective in
severe esophagitis.

PPIs provide faster and more effective symptom relief, as well
as healing of EE. Patients with EE or BE require maintenance acid
suppression with standard PPI doses. For patients without EE or
BE, PPIs should be prescribed at the lowest dose for the shortest
duration appropriate to the condition. A step-up approach
increasing the therapy’s potency can be considered in patients
with recurrent symptoms, using repeated eight-week courses of
acid suppressive therapy. Specialist referral can be considered
if patients do not respond to one daily PPI dose (ie, refractory
GERD) or cannot tolerate or are not willing to take PPIs in the
long term.8

Additive therapy with neuromodulators for TLESR; eg, low
doses of baclofen (5 mg to 10 mg twice a day before meals) may
be helpful for patients with refractory or non-acid reflux GERD.
The dosage can be incrementally increased while monitoring the
side effects in patients who are not responding to treatment.?

Endoscopic and surgical treatments

Anti-reflux procedures are usually indicated for patients who
are refractory to medical therapy, but not recommended in
patients who have a complete lack of response to PPI therapy.

Available endoscopic anti-reflux procedures include:""

+ Radiofrequency energy: Stretta procedure

+ Transoral fundoplication: EsophyX procedure (transoral
incisionless fundoplication); Medigus Ultrasonic Surgical
Endostapler; GERDX procedure

+ Mucosal resection (the most recent procedure developed):
Anti-reflux mucosectomy; anti-reflux mucosal ablation

Available anti-reflux surgical procedures include:""

» Magnetic sphincter augmentation

+ Minimally invasive surgery (laparoscopic/robot-assisted): Hill
gastropexy; partial fundoplication (for patients with severely
decreased esophageal motility); Nissen (or complete)
fundoplication

According to the 2022 American College of Gastroenterology
practice guidelines,? anti-reflux surgery performed by an
experienced surgeon is recommended as an option for long-term
treatment of patients with objective evidence of GERD, especially
those with severe reflux esophagitis (LA grades C or D), large hiatal
hernias, and/or persistent, troublesome GERD symptoms.

Finally, GERD patients with obesity who are willing to consider
bariatric and metabolic surgery can undergo Roux-en-Y gastric
bypass but not sleeve gastrectomy.” «

References

1. Vakil N, van Zanten SV, Kahrilas PJ, et al. The Montreal definition and classification of
gastroesophageal reflux disease: a global evidence-based consensus. Am J Gastroenterol
2006; 101(8):1900-20.

2. Fass R, Ofman JJ. Gastroesophageal reflux disease--should we adopt a new conceptual
framework? Am J Gastroenterol 2002; 97(8):1901-9.

3. Antunes C, Aleem A, Curtis SA. Gastroesophageal Reflux Disease. In: StatPearls
Publishing. Treasure Island, Florida: StatPearls, 2024.

4. Dent J, El-Serag HB, Wallander MA, Johansson S. Epidemiology of gastro-oesophageal
reflux disease: a systematic review. Gut 2005; 54(5):710-7.

5.Lim SL, Goh WT, Lee JMJ, Ng TP, Ho KY. Changing prevalence of gastroesophageal reflux
with changing time: longitudinal study in an Asian population. J Gastroenterol Hepatol
2005; 20(7):995-1001.

6. Kahrilas PJ. Clinical manifestations and diagnosis of gastroesophageal reflux in adults.
In: UpToDate. Available at: https://bit.ly/3ufqg5Dw. Accessed 1 February 2024.

7. YadlapatiR, Gyawali CP, Pandolfino JE. AGA Clinical Practice Update on the
Personalized Approach to the Evaluation and Management of GERD: Expert Review. Clin
Gastroenterol Hepatol 2022; 20(5):984-94.

8. Kahrilas PJ. Medical management of gastroesophageal reflux disease in adults. In:
UpToDate. Available at: https://bit.ly/4bmIMag. Accessed 1 February 2024.

9. Tutuian R. Non-acid reflux: Clinical manifestations, diagnosis and management. In:
UpToDate. Available at: https://bit.ly/3vZVs5w. Accessed 1 February 2024.

10. Schwaitzberg SD. Surgical treatment of gastroesophageal reflux in adults. In:
UpToDate. Available at https://bit.ly/30u35HA. Accessed 2 February 2024.

11. Fass R. Approach to refractory gastroesophageal reflux disease in adults. In: UpToDate.
Available at https://bit.ly/4bjAGOO. Accessed 2 February 2024.

12. Katz PO, Dunbar KB, Schnoll-Sussman FH, et al. ACG Clinical Guideline for the
Diagnosis and Management of Gastroesophageal Reflux Disease. Am J Gastroenterol
2022; 117(1):27-56.

rDr Aung is a senior consultant surgeon in the
Department of General Surgery and an assistant
chief medical informatics officer in Tan Tock
Seng Hospital, Singapore. He is also chairman
of the Chapter of General Surgeons, College of
Surgeons, Academy of Medicine, Singapore,
and is president of the Obesity and Metabolic
Surgery Society of Singapore.

_

FEB 2024 'SMA NEWS @



