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Table 2

Summary of NICE recommendations

Management
• Offer patients with GORD a full-dose PPI for 4 or 8 weeks
• If symptoms recur after initial treatment, offer a PPI at the lowest dose possible
• If initial treatment for healing oesophagitis fails, consider switching to another PPI 
• Offer a full-dose PPI long-term as maintenance treatment for severe oesophagitis
• Offer endoscopy to diagnose Barrett's oesophagus if individual risk factors are high

Indications for referral
• Patients of any age with gastro-oesophageal symptoms that are non-responsive
to treatment
• Those with suspected GORD who are thinking about surgery
• Patients with H.pylori that has not responded to second-line eradication therapy

Table 3

Urgent endoscopy referral criteria5,60,61

• Chronic gastrointestinal bleeding
• Dysphagia 
• Progressive unintentional weight loss 
• Persistent vomiting 
• Iron-deficiency anaemia
• Epigastric mass
• Suspicious barium meal result 
• Unexplained upper abdominal pain and weight loss, with or without back pain
• Obstructive jaundice 
• In patients with unexplained worsening of their dyspepsia and known cancer
risk factors: 
— Barrett’s oesophagus
— Atrophic gastritis or intestinal metaplasia
— Peptic ulcer surgery more than 20 years ago

loss even after bariatric surgery.32

Abdominal obesity causes GORD by
elevating intra-abdominal pressure,
which promotes reflux and the
development of hiatus hernia. Central
obesity, localised to the abdomen, is
increasing in most regions affected by
the increase in GORD. Obesity is more
common in men than women and
abdominal obesity is also more likely
in men than women.33

GORD symptoms are increased by
70% among daily smokers who have
been smoking for more than 20
years.34 The effect is reversible as
stopping or reducing smoking results
in an almost two-fold improvement in
severe symptoms, compared with
those who continue to smoke.30

Although changing dietary
constituents such as fatty foods,
alcohol, chocolate and citrus products
has been shown to affect oesophageal
pH in trials the effect seems not to be
great enough to change patients’
symptoms.35 Other interventions such
as small meals, early meals and
elevation of the head of the bed and
sleeping on the left side may be
difficult. However, there is some
evidence regarding their efficacy and
these measures should be advised if
patients are willing to try them.36

Most over the counter medication is
effective and fast acting with ranitidine
and alginates showing a 40-60%
symptom benefit over placebo.
However, antacids only show a small
benefit of 11%.37

PPI treatment trial
If there is a clear history of GORD then
empirical treatment with full dose PPI
therapy for 4-8 weeks is recommended.
If symptoms return a PPI is then
restarted at the lowest dose possible
to control symptoms.38 It is important
to note the possibility of a 2 week
phase of rebound hyperacidity in
some patients upon cessation or
reduction of PPI before increasing
dosages.39 Although PPIs are
generally safe the lower dose
minimises any long-term side effects

Endoscopy
Endoscopy should not be routinely
offered at initial presentation unless
the patient has dysphagia or other
symptoms suggestive of upper
gastrointestinal cancer, see table 3,
below. This is because GORD
symptoms have a low predictive value
for oesophagitis and Barrett's
oesophagus, especially in patients
under the age of 50. However, as
detailed above discussion regarding
risks for Barrett's oesophagus
including duration and frequency of
symptoms, obesity, male gender and
age should be considered.  

Lifestyle and self-help
Weight loss advice is a standard part
of GORD management. The effect has
been shown to be reversible with a
dose-dependent relationship between
weight reduction and improvement in
reflux symptoms, as well as increased
treatment success rates.30, 31 However,
there have been some studies that
have shown no benefit with weight

‘Stopping or
reducing smoking
results in an
almost two-fold
improvement in
severe symptoms’

Barrett's oesophagus is a precursor
and risk factor for adenocarcinoma
with a recently revised lower risk 
of 0.1-0.33% per year.24,25 Therefore a
diagnosis is generally followed by
endoscopic surveillance to identify
cancer at an early stage, when
treatment gives longer survival.26

Performing endoscopy on patients
with GORD solely as an indicator to
check for Barrett's oesophagus or
adenocarcinoma is now considered 
very inefficient. GORD accounts for
30% of referrals for gastroscopy.27

However, less than5% of patients with
oesophageal adenocarcinoma have a
previous diagnosis of Barrett's
oesophagus28 and more than one-third
of patients with adenocarcinoma have
no history of reflux disease.20

MANAGEMENT
NICE has recently produced guidance
on the investigation and management
of dyspepsia and GORD.29 The key
recommendations are summarised in
table 2, below. 


