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This is the reflux talk

• Try not to fall asleep



Guidelines, guidelines and more guidelines…



• International
• NICE – guidelines/pathways
• BSG – British Society of Gastroenterology
• ESG – European Society of Gastroenterology
• AGA – American Gastroenterological Association
• ACG – American College of Gastroenterology
• American Journal of Gastroenterology Practice Guidelines
• Italian Association of Hospital Gastroenterologists
• World Gastroenterology Organisation – Global Guidelines.

• Local
• Asia-pacific
• Gastroenterological Society of Australia
• Health pathways, individual DHB thresholds





GORD

• Very common

• Increasing prevalence around the 
world

• Often multifactorial

• TLOSR

• Anti-reflux barrier – hypotensive 
LES and crura







1.2 Common elements of care

• 1.2.1 Offer simple lifestyle advice, including advice on healthy eating, weight reduction 
and smoking cessation

• 1.2.2 Advise people to avoid known precipitants they associate with their dyspepsia 
where possible. These include smoking, alcohol, chocolate, coffee, fatty foods and being 
overweight. Raising the head of the bed and having a main meal well before going to bed 
may help some people

• 1.2.3 Provide people with access to educational materials to support the care they 
receive

• 1.2.4 Recognise that psychological therapies, such as CBT and psychotherapy, may reduce 
dyspeptic symptoms in the short term in individual people

• 1.2.5 Encourage people who need long-term management of dyspepsia symptoms to 
reduce their use of prescribed medication stepwise: by using the effective lowest dose, 
by trying “as-needed” use when appropriate, and by returning to self-treatment with 
antacid and/or alginate therapy (unless there is an underlying condition or co-medication 
that needs ongoing treatment)



Reducing PPI to the lowest effective dose is a 
common theme amongst all guidelines



• Patients admitted to hospital are frequently started on PPIs, often 
inappropriately and these medications are often continued following 
discharge

• Abrupt withdrawal of PPI may lead to rebound acid hypersecretion



1.3 Referral guidance for endoscopy

• 1.3.1 For people presenting with dyspepsia together with significant 
acute GI bleeding, refer them immediately (on the same day) to a 
specialist.

• 1.3.2 Review medications for possible causes of dyspepsia (eg calcium 
antagonists, nitrates, theophyllines, bisphosphonates, corticosteroids 
and NSAIDs. In people needing referral, suspend NSAID use. 

• 1.3.3 Think about the possibility of cardiac or biliary disease as part of 
the differential diagnosis.

• 1.3.4 If people have had a previous endoscopy and do not have any 
new alarm signs, consider continuing management according to 
previous endoscopic findings



Investigations for uninvestigated dyspepsia 
(and uninvestigated reflux)
• 1.4.1 Be aware that dyspepsia in unselected people in primary care is defined 

broadly to include people with recurrent epigastric pain, heartburn or acid 
regurgitation, with or without bloating, nausea or vomiting

• 1.4.2 Leave a 2 week washout period after PPI use before testing for H. pylori 
with a breath test or a stool antigen test

• 1.4.3 Offer empirical full-dose PPI therapy for 4 weeks to people with dyspepsia

• 1.4.4 Offer H. pylori “test and treat” to people with dyspepsia

• 1.4.5 If symptoms recur after initial care strategies, step down PPI therapy to the 
lowest dose needed to control symptoms. Discuss using the treatment on an “as 
needed” basis with people to manage their own symptoms

• 1.4.6 Offer H2 receptor antagonist therapy if there is an inadequate response to a 
PPI



• Tachyphylaxis can occur within 2 days

• Symptom relief may be due to desensitization of the oesophagus to acid

• Longterm better if combined with PPI



GORD Pathways

• Manage uninvestigated “reflux-like” symptoms as uninvestigated dyspepsia

• Offer people with GORD a full-dose PPI for 4-8 weeks. If symptoms 
continue/recur – PPI at lowest dose

• People who have had dilatation of an oesophageal stricture should remain 
on long-term full-dose PPI

• Offer people a full-dose PPI for 8 weeks to heal severe oesophagitis
• Treatment failure – high dose PPI – switch

• Maintenance – full dose PPI

• Maintenance failure – clinical review – high dose – switch

• H2RA if inadequate response to PPI



GORD Pathways

• Do not routinely offer endoscopy to 
diagnose Barrett’s oesophagus, but 
consider it if the patient has GORD. 
Discuss the person’s preferences and risk 
factors (duration of symptoms, increased 
frequency of symptoms, oesophagitis, 
hiatus hernia, oesophageal stricture, 
oesophageal ulcers, male gender)



GORD Pathways – ongoing care

• Offer people who need long-term management of GORD symptoms 
an annual review of their condition, and encourage them to try 
stepping down or stopping treatment (unless there is an underlying 
condition or co-medication that needs continuing treatment). 

• Advise people that it may be appropriate for them to return to self-
treatment with antacid and/or alginate therapy (either prescribed or 
purchased over-the-counter and taken as needed). 



Relative potencies compare to omeprazole

• 0.23 pantoprazole

• 0.90 lansoprazole

• 1.60 esomeprazole

• 1.82 rabeprazole





CYP2C19 polymorphisms

• Omeprazole
• Poor metabolisers

• Extensive metabolisers

• Drug drug interactions

• Switching PPI or doubling dose may help > 20% of patients



1.8 Interventions for functional dyspepsia

• 1.8.1 Manage endoscopically determined functional dyspepsia using 
initial treatment for H pylori if present, followed by symptomatic 
management and periodic monitoring

• 1.8.2 Offer eradication therapy to people testing positive for H pylori

• 1.8.3 Do not routinely offer re-testing for eradication, although the 
information it provides may be valued by individual people



1.9 H pylori testing and eradication

• 1.9.1 Test for H pylori using a carbon-13 urea breath test or stool 
antigen test, or lab based serology where it’s performance has been 
locally validated

• 1.9.2 Perform re-testing for H pylori using a carbon-13 urea breath 
test

• 1.9.4 Offer people who test positive for H pylori a 7 day BD course of 
PPI + A + C or M

• 1.9.5 Penicillin allergic PPI + C + M

• 1.9.8 2nd line – PPI + A + C or M



Test performance
Sensitivity Specificity

UBT 95% 96%

SAT 95% 96%

Serology 85-92% 79-83%

CLO 90% 95-100%

Histology H/E 42-99% 100%

Histology IHC 97% 90-100% 

MC&S4 64% 100%



Test performance on PPIs

Sensitivity on 
omeprazole:

Baseline 1/52 on 20mg 1/52 on 40mg 2/52 on 20mg 2/52 on 40mg

SAT 93.8% 80% 76% 72% 64%

UBT 93.9% 84% 77% 68% 62%

Manes et al7



total of 47,567 tests (2013-2018)
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1.10 Laparoscopic fundoplication

• 1.10.1 Consider if
• Confirmed diagnosis of acid reflux and adequate symptom control with acid 

suppression therapy, but who do not wish to continue with this therapy long 
term

• Confirmed diagnosis of acid reflux and symptoms that are responding to a 
PPI, but who cannot tolerate acid suppression therapy



• Surgical therapy is as effective as medical therapy for carefully 
selected patients with chronic GERD when performed by an 
experienced surgeon

• 20% of patients still require acid suppression therapy

• Durability/variability

• Unable to vomit/belch

• Flatulence



1.11 Referral to a specialist service

• 1.11.1 Consider referral to a specialist service for people:
• Of any age with GORD symptoms that are non-responsive to treatment or 

unexplained

• With suspected GORD who are thinking about surgery

• With H pylori that has not responded to 2nd line eradication therapy





What is an alginate??

• A polysaccharide distributed widely in the cell walls of brown algae 
which is hydrophilic and forms a viscous gum when hydrated





What is the proximal acid pocket?



1.12 Surveillance for people with Barrett’s 
oesophagus
• 1.12.1 Consider surveillance to check progression to cancer for 

people who have a diagnosis of Barrett’s oesophagus (confirmed by 
endoscopy and histopathology). 

• Emphasize that the harms of endoscopic surveillance may outweigh 
the benefits in people who are at low risk of progression to cancer





Asia-pacific guidelines

• A therapeutic trial of PPI is the most pragmatic approach for 
suspected GORD-related NCCP. Diagnostic yield for endoscopy is low.

• Laryngoscopic findings are unreliable for the diagnosis of 
laryngopharyngeal reflux and should not be used for diagnosis
• High dose PPI trial 4-6 months. Upright reflux on functional testing

• Causes of refractory GORD
• Insufficient inhibition of gastric acid secretion

• Ongoing weakly acidic or non-acidic reflux

• Non-GORD causes – dysmotility, EoE, functional heartburn, IBS/visceral 
hypersensitivity



Functional heartburn

• Pharmacotherapy
• TCA, SSRI, venlafaxine

• Acid suppression – single dose PPI or H2RA

• Behavioural intervention
• CBT/relaxation strategies

• Reassurance







Conclusions

• Patients on longterm PPI – reassess indication/dose annually

• If stopping, taper rather than abrupt withdrawal

• PPI – timing, switching

• H2RA at night

• Alginates stay in the proximal acid pocket

• Resourcing – endoscopy/ph-impedance testing.

• ? Statins in a few years

• Don’t do serology

• Stop PPI 2 weeks before checking HP

• Stops abs 4 weeks before checking for eradication

• Future guidelines? Barrett’s oesophagus – high dose PPI + aspirin







Refractory GORD

• Reassess symptoms, optimise PPI, then endoscopy/function testing –
impedance pH.



Prokinetics??

• Not recommended by WGO, little benefit



Baclofen

• Good for TLOSRs

• Start low dose at night time

• Titrate up as tolerated





Interventions for peptic ulcer disease

• 1.7.1 Offer H pylori eradication to people who have tested positive for H pylori and who 
have peptic ulcer disease

• 1.7.2 For people using NSAIDS with diagnosed peptic ulcer, stop the use of NSAIDS where 
possible. Offer full-dose PPI or H2RA therapy for 8 weeks and, if H pylori is present, 
subsequently offer eradication therapy

• 1.7.3 Offer people with gastric ulcer and H pylori repeat endoscopy 6-8 weeks after 
beginning treatment, depending on the size of the lesion

• 1.7.4 Offer people with peptic ulcer (gastric or duodenal) and H pylori retesting for H 
pylori 6-8 weeks after beginning treatment, depending on the size of the lesion

• 1.7.5 Offer full-dose PPI or H2RA therapy for 4-8 weeks to people who have tested 
negative for H pylori who are not taking NSAIDs

• 1.7.6 For people continuing to take NSAIDs after a peptic ulcer has healed, discuss the 
potential harm from NSAID treatment. Review the need for NSAID use at least 6 monthly






