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GASTROESOPHAGEAL REFLUX DISEASE (GERD)

____________________________________________________________________


Gastroesophageal reflux is a normal physiologic event that may occur as often as once an hour.  The causes for the transformation of this normal process into a chronic, relapsing illness have not been well defined, but numerous factors are thought to be involved.  Stomach secretions and contents, which may include bile acids, are naturally at a lower pH than the normal esophageal environment.  If the more acidic substances are not cleared rapidly from the esophagus, they can induce the symptoms of heartburn (pyrosis) and may eventually harm esophageal tissue.

The symptoms of GERD vary from patient to patient.  Typical symptoms include heartburn and regurgitation, and possibly dysphagia.  The natural course of GERD involves a decrease of symptoms despite the persistence of reflux.  Three-fourths of conservatively treated patients experience a lessening of symptoms over many years, even though two-thirds of them still have objective evidence of the disease.

Causes of GERD include:

· Relaxation of the lower esophageal sphincter

· Esophageal motility disorders

· Delayed gastric emptying

· Presence of a hiatal hernia

MANAGEMENT OF GERD

1. Initial Lifestyle Changes:

· Avoidance of caffeine, alcohol, heavily spiced foods

· Weight loss, if indicated

· No food within three hours of bedtime

· Elevation of head of bed if symptoms are nocturnal

2. Medical Management:

· Antacids

· H2 blockers

If no relief after eight weeks:

· Titrated doses of H2 blockers

If no relief after eight weeks:

· Proton Pump inhibitor for up to eight weeks

If no relief, or recurrence

· Refer for diagnostic evaluation

3. Surgical Management:

Patients may fail medical management for a number of reasons, including noncompliance, inability to afford medications, relapse of symptoms soon after medication is stopped, or relapse of symptoms despite continuous use of medication.  Possible complicating factors include Barrett’s esophagus, severe esophagitis, recurrent esophageal structures, and hiatal hernia.  Surgery is required in only 1%-2% of patients.

The goal of surgery is to reinforce the function of the lower esophageal sphincter.  Currently, the preferred operation is laparoscopic fundoplication where the fundus of the stomach is wrapped around the lower portion of the esophagus and secured below the diaphragm.  Depending on the skill of the surgeon, surgery has been shown to be effective for reducing symptoms in up to 90% of cases; however, long-term studies show no significant difference between medical vs. surgical management in subsequent esophagitis, frequency of treatment of esophageal structure and subsequent anti-reflux  operations and overall satisfaction with anti-reflux therapy.  Surgery should not be advised with the expectation that patients with GERD will no longer need to take anti-secretory medications or that the procedure will prevent esophageal cancer.

The most common complications of fundoplication are dysphagia and the inability to belch or vomit, occurring in 4-11% of patients.

Patients may be referred for surgical management if, after six months, they continue to have substantial symptoms related to reflux after medical management, documented by a management plan of lifestyle changes and appropriate implementation of antacids, H2 blockers, and PPI’s.  

The following tests may be necessary:

· 24 hour ambulatory pH monitoring

· Esophageal motility tests

· Esophagogastroduodenoscopy (EGD)

· Barium swallow

· Gastric emptying studies

Relative contraindications to the procedure may include:

· Dysmotility

· Scleroderma/collagen vascular disease

· Large hiatal hernia
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