


GERD is one of the oS 7 B orldwide.

Global prevalencess
Western countriess 1
Increasing prevalcng
More common ih ob
Incidence continuies 1

Annual healthcare ¢ost




GERD is associated Withs
Reduced quality G s
Sleep disturbancess
Work productivits '1:»0
Increased healthéaf‘e:

Barrett's esophaguss

Esophageal adenocaie




Gastroesophageal RETIS

Passage of gastriciCa
This may occut il
Gastroesophageal Reflik

Symptoms and/or co
(Montreal Definition

BRIl quality of life.




Entity

Erosive GERD (ERD)

Non-Erosive reflux
disease (NERD)

Reflux hyper sensitivity

Functional Reflux

definition

Typical reflux symptoms
with endoscopic evidence
of erosive gastritis

Typical reflux symptoms
with normal endoscopy
but objective evidence of
pathological reflux

Typicaly reflux
symptoms despite normal
reflux burden, due to
esophageal hyper
sensitivity to reflux
events.

Heart burn with no
evidence of pathological
reflux

GERD Phenotypes

Endoscopy

Erosive esophagitis (LA
A-D)

Normal

Normal

Normal

Acid Exposure Time
(AET)

Usually abnormal

Abnormal (AET>6%)

Normal (AET<4%)

Normal (AET<4%)

Symptom association

Maybe positive or
negative

Maybe positive or
negative

Positive (SI = 50% or
more and/or SAP > 95 %
Or more)

Negative



Lower esophageal Spiii
Crural diaphragm

Angle of His

Phrenoesophageal {igas

Intra-abdominal esophaf

Normal esophagus and stomach

Hiatal hernia repair

Angle of His reconstruction




GERD develops becatses

Major mechaniSms:
Transient LES relass
Low resting LES p‘fe
Hiatal hernia ‘
Delayed gastric g8

Impaired esophagcalel

Increased abdominal' presSuse




Obesity
Hiatal hernia
Pregnancy

Smoking

Older age




Heartburn

Acid regurgitation

Atypical Symptoms

Chronic cough
Hoarseness
Asthma
Laryngitis

Dental erosion




Patients with any OFtRESS
Dysphagia ‘
Odynophagia
Weight loss
Gastrointestinal blé‘e
Iron deficiency anc._rili
Persistent vomiting

Family history of uppef GI

Age >40 years with new-onset SYmptons ) 80N regional risk)




Typical GERD Symptosas |
!

No alarm symptoiis

l
8-week once-daily PPl t

!

Symptoms resolved?

Yes — GERD likely

X No — Further evaluation




Alarm symptoms

Persistent symptoms after S

recurrent symptoms aftCEaiSes
Barrett's esophagus SCrecnn
Preoperative evaluation

Long-standing (=5 years)s s
symptoms in patients Withe
for Barrett's esophagus - AlCHns

Current or past smoking

Family history of barrette or esophageal
adenocarcinoma




LA CLASSIFICATION
OF ESOPHAGITIS

" Grade B o

’

Small, isolated

\ red streaks

(erosions) on
on the

/ mucosal folds.

A<5mm

Longer red
streaks on
)| the folds, not
)/ connecting.

I>5mm

QL Grade C) 1

Erosions bridging || 8

across the tops
\ of multiple folds,
- but not wrapping
~ J//all the way around.

<75%
[z Circumference

A 6

N\ Severe, confluent
\ erosions
)\ wrapping almost
entirely around
the lumen.

Diagnosis and management of distinct esophageal
vascular insufficiency conditions




Persistent symptOnis

For 8-12 weeks
Appropriate timifs
Good adherence

Approximately 304
but only a minorityE

Bie (o PPI therapy,




Stepl: confirm COMPEE

Step 2: upper GECHES

Step 3: ambulatorse

Step 4: high resolu‘;i@
functional causesis

TSt rule out




Optimize PPI
Correct timing

Twice-daily doSifis

Consider switching_:

Adjunctive therapy
Alginate
Bed time H2RA

Baclofen




diagnosis Approximate frequency

Functional heart burn 40-50%
Reflux hyper sensitivity 30-40%
Persistent GERD 20-30&




Treatment

Delayed gastrie empfy




Clinical I
Increased intra-abdois . ‘
More transient PES ré'l
Larger hiatal hernias
Higher acid exposuré

Chronic inﬂammation'-

Weight loss 1s the most effective lifestyle mtervention:




Relieve symptoms

Heal erosive eSOPhaSs

Prevent recurrence

Prevent complications

Improve quality oflife.

Treatment




endations

Weight loss in OVERWEES

Avoid meals within 2
bedtime

Elevate the head ofthé

Sleep in the left [atCEa
(selected patients)

EptOms are triggered.




Mechanism

Irreversible inhibIGGE i ‘Profound
suppression Of SaSE .

Available PPIs
Omeprazole
Esomeprazole
Pantoprazole
Lansoprazole
Rabeprazole

Dexlansoprazole




30—60 minutes befOTES
If BID:
Before breakfast
Before dinner
Initial therapy:
8 weeks
Maintenance Therapy‘

Lowest effective dose.

Incorrect timing is one of the most COMMOIEANSeSs of apparent treatment
failure.







Vonoprazan




Bedtime use for
nocturnal acid
breakthrough

Tachyphylaxis limits
long-term use

R gices transient LES

8ctul in selected
ents with

__é‘rsé‘ Effects of
Boclofen

Drowsiness
Dizziness

Fatigue




LA Grade C/D esopliaas

Barrett's esophagus
Peptic stricture

Chronic GERD with e
discontinuation

B therapy in patients
fIONS once symptoms are

BOES Not support routine
BIS because of
fects when there is a




Procedure

Transoral incisionless
fundoplication (TIF)

Radiofrequency therapy
(Seretta)

Anti reflux mucosectomy
(ARMS)

Anti reflux mucosal ablation
(ARMA)

Mechanism

Endoscopic reconstruction of
the gastroesophageal valve

Radiofrequency energy
delivered to the LES and
gastric cardia

Endoscopic mucosal resection
at the gastroesophageal
junction for fibrosis tightness
the EGJ

Thermal ablation of mucosa
around the gastroesophageal
junction for strengthens the

anti reflux barrier by fibrosis

Candidate

Hiatal hernia 2cm or less, LA
Grade A/B, normal esophageal
motility

Not routinely recommended
by many guidelines because of
inconsistent efficacy

advantage

Incisionless, improves
regurgitation, reduce PPI use

Improve in symptoms in some
studies

Minimally invasive, no
implanted device need

Promising early result




Messages

GERD is heterogenedu

Objective testing shoui

PPIs remain first-lingé ‘th"ex
Endoscopy is not requiré

Refractory GERD require.s systéin i

Treatment should be individualized:



GERD is a clinicatl syn

Typical symptoms resp
Alarm symptoms ménd
Correct timing of PP
Functional heartburi s es
Impedance-pH monitoring s

Weight loss has the strongest eVideHce s







