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Updates to the modern diagnosis of GERD: Lyon ACG Clinical Guideline for the Diagnosis and
consensus 2.0 Management of Gastroesophageal Reflux Disease

Modem definition of actionable GERD in the context of - Concept of ‘actionable GERD Description of conclusive GERD where oesophageal
presenting symptoms testing supports revising, escalating or personalising GERD
management

~Ie Typical symptoms of GERD consist of heartburn, oesophageal chest pain and requrgitation.
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a Previously empirically treated with
PPl without objective workup

v

Optimize PP

CME

ACG Clinical Guideline for the Diagnosis and
Management of Gastroesophageal Reflux Disease

Symptom relief Unsatisfactory symptom relief
¢ Continue GERD treatment I Diagnostic EGD {off PPI 2-4 weeks) |
# Discuss long-term GERD
management options /

| Normal EGD |

Reflux monitoring {off PPI) I

|

No evidence of GERD
Look for other causes

[Froma 53] —

7._1
b » " | Previously objectively defined GERD*

Symptom relief

v

Optimize PPI
2-to 4-week therapy

Unsatisfactory symptom relief —’

Other cause for symptoms identified
Treat mucosal disedse

¢ Continue current treatment

* Discuss long-term management options

g wem B RO mm e
"

If primary symptoms regurgitation, conslderhs‘k

TIF, or fundoplication In appropriate patient \

Perform impedance pH monitoring on PPI BID

Erosive Esophagitis LA B/C/D
Barrett's >3 cm

+

GERD confirmed

We recommend esophageal impedance-pH monitoring performed ON PPls for patients with an
established diagnosis of GERD whose symptoms have not responded adequately to twice-daily PPI

therapy.

v

Normal

v /

Abnormal

Look for other causes
-, T_reat_coexnstem1unchonald_|ls£ase_ -

* Consider surgncal/gnda?co;;at Intervention
s.Commierescalating medical therapy

Conditional

.




AvOektiki FTOMNN: oplopdg — katnyopies, dtayvwortikol - Oepamneutikoi

XELPLopOL.

Updates to the modern diﬂgﬂOSiS of GERD: Lyon AGA Clinical Practice Update on the Personalized Approach to
the Evaluation and Management of GERD: Expert Review
consensus 2.0

ENDOSCOPY,
24 HOUR pH IMPEDANCE
on therapy

ENDOSCOPY
pH-IMPEDANCE

. \ - ~ BEST PRACTICE ADVICE 9: In symptomatic patients with proven GERD, clinicians should
CONCLUSIVE EVIDENCE LA grades B, C&D esophagitis *
FOR PATHOLOGIC Peptic i ider ambulatory 24-hour pHimpedance monitoring on PPL jon fo determine the
el eptic esophageal stricture consider ambulatory 24-hour pHimpedance monitoring on PPl as an option to determine the
J AET>4%, reflux episodes>80 . . . . . .
- - mechanism of persisting esophageal symptoms despite therapy (if adequate expertise exists for
(" BORDERLINEOR ) (" LAgrade A esophagitis ) , .
INCONCLUSIVE AET 1-4% nferpretation).
& EVIDENCE ) Total reflux episodes 40-80/day
_ MNBI 1500-2500Q )
( ADJUNCTIVE OR ) f Hiatus hernia
A MNBI <1500 Q
\ EVIDENCE J L Reflux symptom association y
EVIDENCE | & AET<1% |
PATHO?%@E:SJEFLUX Total reflux episodes <40/day
5 J MNBI>2500 Q
"

* Combination of AET=4% and >80 reflux episodes/day on an

optimised antisecretory regimen is evidence for actionable refractory
GERD. I I N
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> Neurogastroenterol Motil. 2023 May;35(5):e14547. doi: 10.1111/nmo.14547. Epub 2023 Feb 13.  QRIGINAL RESEARCH | FULL REPORT: CLINICAL—ALIMENTARY TRACT - Volume 161, Issue 5, P1412-1422, November 2021

On-therapy impedance-pH monitoring can Value of pH Impedance Monitoring While on Twice-Daily Proton Pump Inhibitor

efficiently characterize PPI-refractory GERD and . .
support treatment escalation Therapy to Identify Need for Escalation of Reflux Management

015 L1, T g, 10, il Cifpion 11
Marzio Frazzoni 1, Leonardo Frazzoni 2, Mentore Ribolsi 3, Salvatore Russo 1, Rita Conigliaro 1, C. Prakash Gyawali A" & - Radu Tutuian * - Frank Zerbib ... - Nicola de Bortoli” - Marcelo F. Vela ™ - Daniel Sifrim ... Show more

Nicola De Bortoli #, Edoardo Savarino 2

Median values in healthy volunteers
| median AET 0.0% I I median reflux episodes 16 I | median 5 cm MNBI 2400 ohms I

150 GERD patients with PPI-refractory heartburn and 45 GERD g%gn:r:gm —
patients with PPI-responsive heartburn Y¥Y¥YY

Association with Improvement with

persistent symptoms surgical management
- Patients with proven GERD
best cut-offs were treated with BID PP AET>0.5% andior | L (" Sensitivity 86% \||s,/~ Sverall 79%
Reflux epi 40 ifici 9 apkbdel
Z 1 . 7% fO r A ET ( A U C O . 6 6) ) European heartburn-predominant cohort o episweS> Seeciicly ok seatmiatontete
n=43 pH-impedance
245 fO r TRS (AU C 0 . 7 1), ) - 0 | mo;:gr:gl of) AET>4.0% and/or Overall 85%
. ] Reflux episodes>80 | |y Sensitivity 50% )| i 60
< 3 6 A) fO r PS PW N d ex (AU C 0 . 7 3 ) ) ) North American regurgit_a‘l‘t;)n-predominant cohort MNBI:‘;, gg)(; ohms Specificity 71% Regurgitation 93%
L2

and <1847 Q for MNBI (AUC 0.68 ), _ =

Gastroenterology
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In contrast, if prior conclusive GERD evidence exists,

Updates to the mOdem dlf:lgﬂOSIS Of GERD: Lyon persisting symptoms on therapy require evaluation for
consensus 2.0 refractoriness of acid or reflux burden despite

management, which may include the need for
escalation of therapy, endoscopic or surgical
intervention.

BEST PRACTICE ADWVICE 10: Clinicians should personalize adjunctive pharmacotherapy to

AGA Clinical Practice Update on the Personalized Appl‘oach to the GERD phenotype. in contrast to empiric use of these agents. Adjunctive agents include
alginate antacids for breakthrough symptoms. nighttime H2 receptor antagonists for nocturnal

the Evaluation and Management of GERD: Expert Review symptoms, baclofen for regurgitation or belch predominant symptoms., and prokinetics for

coexistent gastroparesis.

ACG Clinical Guideline for the Diagnosis and We recommend optimization of PPI therapy as the first step in management of refractory GERD. Maderate Strong
Management of Gastroesophageal Reflux Disease For patients who have regurgitation as their primary PPl-refractory symptom and who have had abnormal Low Conditional

gastroesophageal reflux documented by objective testing, we recommend consideration of antirefiux

surgery or TIF.
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A3. Reflux Hypersensitivity

! Definition
Ynspsual'o-entoq Reflux hypersensitivity identifies patients with esopha-
4 geal symptoms (heartburn or chest pain) who lack evidence
Ol'o-od)avoq of reflux on endoscopy or abnormal acid burden on reflux

monitoring, but show triggering of symptoms by physiologic
reflux. Some patients fulfilling criteria potentially could
respond to antireflux measures, however, the underlying
pathogenesis is more consistent with esophageal hyper-
sensitivity from a functional basis. Furthermore, overlap
could exist between true GERD and reflux hypersensitivity,
manifest as physiologic acid burden when monitored on PPI
therapy, but as symptom reflux correlation between iden-
tified reflux events and symptom episodes.

A2. Functional Heartburn

Definition

Functional heartburn is defined as retrosternal burning
discomfort or pain refractory to optimal antisecretory
therapy in the absence of GERD, histopathologic mucosal
abnormalities, major motor disorders, or structural expla-
nations. The definition of functional heartburn has evolved
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Gastroenterology 2016;150:1368—1379

SECTION 1I: FGIDs: DIAGNOSTIC GROUPS
Esophageal Disorders ()

Esophageal
hypersensitivity

Acid exposure

Erosive NERD Reflux Functional
esophagitis hypersensitivity heartburn
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SECTION II: FGIDs:

Gastroenterology 2016;150:1368—1379

DIAGNOSTIC GROUPS

Esophageal Disorders

Heartburn

Normal endoscopy and biopsies

Unproven GERD |

Proven GERD

v

Off PPI

pH monitoring * impedance

Y

On PPI
pH impedance

PY L LA LT
[ 3 ¢ Ta,

2 %

s . 2
Normal acid exposure ¢ Normal acid exposurds

Positive symptom
+, reflux association ,*
L .

."I--]-Il“‘

Reflux
hypersensitivity

Negative symptom
reflux association

l

Functional
heartburn

L4

¥ 2 N
Abnormal acid Normal acid Abnormal acid
exposure exposure exposure

Positive or
negative symptom
reflux association

\ %

NERD

l

l GERD
““‘-..-. ...'..00

Positive symptom :
reflux association ¢

*
L] .
.ll....¢-nul

Functional Reflux
heartburn hypersensitivity

| |
GERD overlap

!

- *
Negative symptom »
reflux association "

4
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DIAGNOSTIC GROUPS

Esophageal Disorders

Table 2.Pain Modulators for the Treatment of Functional Esophageal Disorders

Class of drug Dose Disorder RCT Side effects Response
TCAs

Imipramine 50 mg/day NCCP + +/- 57%

Amitriptyline 10-20 mg/day NCCP, globus + +/- 52%
SSRls

Sertraline 50-200 mg/day NCCP + + 57%

Paroxetine 50-75 mg/day NCCP + +/- Modest

Citalopram 20 mg/day ES + +/- Significant
Trazodone

Vs clomipramine 50/25 mg/day NCCP - + Modest

Trazodone alone 100-150 mg/day dysmotility + +/- 29%-41%
SNRIs

Venlafaxine 75 mg/day NCCP + ++ 52%
Other

Theophylline 200 mg twice/day NCCP + +/- 58%

Gabapentin 300 mg 3 times/day globus + +/- 66%

ES, esophageal hypersensitivity; RCT, randomized control trial; SNRI, serotonin norepinephrine reuptake inhibitor.

AGA Clinical Practice Update on the Personalized Approach to

the Evaluation and Management of GERD: Expert Review

some patients with acid-sensitive esophagus may
respond to standard or double-dose PPls. However,
patients with weakly acid— and non—acid reflux—
triggered symptoms generally are refractory to PPls.
There is very limited evidence suggesting that acid- or
weakly acid reflux—triggered symptoms refractory to
PPI can respond to antireflux procedure

A small pilot study supported the role of hypnosis in a subset of patients.

Psychological approaches such as behavioral modification, acupuncture, or
relaxation therapy may be beneficial, despite the paucity of literature for use in
functional heartburn.

BEST PRACTICE ADVICE 11: Clinicians should provide pharmacologic neuromodulation,
and/or referral to a behavioral therapist for hypnotherapy, cognitive behavioral therapy,
diaphragmatic breathing, and relaxation strategies in patients with functional heartburn or reflux
disease associated with esophageal hypervigilance reflux hypersensitivity and/or behavioral
disorders.



KOLL TTWG TIPETEL VAL EAEYXOVTOL OLITO TOV YOLOTPEVTEPOAGYO OL A0OEVELS
HE OwpPaKIKG GAyoc;

i _ retrosternal chest pain may be
Updates to the modern diagnosis of GERD: Lyon interchangeable when responsive to

consensus 2.0 empiric anti-secretory medication,

especially after a cardiac etiology tor
chest pain is ruled out.

i
ACG Clinical Guideline for the Diagnosis and | :Ez’tmm!mﬁmm‘?“mwmmﬂmm“ Low Condtord ‘
Management of Gastroesophageal Reflux Disease {ondoscopy i ntog) s recormendsd




Note \Kcu TLWG TPETEL VAL EAEYXOVTOL ALTLO TOV YAOTPEVTIEPOAOYO oL acOeVEiS

HE OwpaKIKO GAyog;

Updates tO the mOdern diagnOSiS Of GERD Lyon Typical symptoms of GERD consist of heartburn, cesophageal chest pain and requrnitation.
consensus 2.0

ACG Clinical Guideline for the Diagnosis and

Man age ment of Gastroesophagea | Reflux Disease | Typical symptoms of GERD consist of heartbum, oesophagea chest pain and regurgitation.




Mote ko Nwg MPEMEL va EAEyXOVTAL A0 TOV YAOTPEVTIEPOAOYO OL ACOEVEiS
HE OwpPaKIKO GAyoc;

Altiec pn kapdlakng atttoAoyiag Owpakikov ntovou (NCCP)

MuookeAeTIKNG
NPOEAEVONC
36-49%

WuxLoTpLKAC

NPOEAEVDNG Noonpara
5-11% HECOOWpPaKLOU-

TIVEUMOVWV 3-6%

Frieling T. Non-Cardiac Chest Pain. Visc Med. 2018



Mote ko Nwg MPEMEL va EAEyXOVTAL A0 TOV YAOTPEVTIEPOAOYO OL ACOEVEiS
HE OwpPaKIKO GAyoc;

Attiec pn kapdiakng atttodoyiag Owpakikou tovou (NCCP) otcodayilkng mpoEAevonG

Yniepevaiocbntoc

Owoddyoc (RH) AELTOUPYLKOG

Bwpakikog movoc (FCP)
32-35%

Kwvntikeg dtatapaxec
oloodayou
15-18%

HwowodAkn
olcodayitidba

FassR, DickmanR. NeurogastroenterolMotil 2006.



MNote kat mwg btpénat va EAEYXOVTaL A TOV YOOTPEVTIEPOAGYO OL acOeveig
HE OwpPaKIKO GAyoc;

I GTO p LKé Mponyoupevo enelcodlo

evopnvwong??Avodayia?
l

NEOG AVTPAG UE ATOTILKEG
EvObookomnon avwtepou Bloblee

ekONAWOELG?
TLETTTLKOU Owoddyou

ZuvnNyopNnTLKA EVEOOKOTILKAL
eupnuata (EREFS)
Avodayla???
Kavoocg??? ZuvnyopnTIKAa

Avaywyeg??? €vVO0OKOTILKA
gupnuata

s pH-peTpio — MOfVOHE,TP'lOL
Mn eunédnon YynAng Avaiuong

oVTATOKPLON

(acVpuaTn?) (HRM)



