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Therefore, careful surgical selection is
required. 

NICE recommends referral for
patients with symptom control with
PPIs, but who do not wish to continue
with this therapy long term, or those
who are unable to tolerate PPIs
because of side effects such as
diarrhoea or cough. The patients that
benefit most are those with proven
oesophagitis, some but incomplete
response to PPIs or anatomical defects
such as a hiatus hernia.

Chronic cough and extra-oesophageal
complications of GORD can be treated
with fundoplication. A response to
medical therapy is a predictor of
surgical response which has been
shown to be complete in 51% of
patients with chronic cough55 and also
successful as a treatment for asthma.56

A complete lack of response to acid
inhibition should raise doubts about
the diagnosis of GORD and surgery is
unlikely to be of benefit and may even
worsen pre-existing symptoms. Full
assessment with oesophageal pH
monitoring and symptom correlation
is required in nearly all patients where
a surgical option is considered. 

Studies have shown no change in
the prevalence of Barrett’s
oesophagus or in the incidence of
adenocarcinoma when patients
treated surgically were compared with
patients treated with medical therapy.
Therefore on its own cancer protection
is not an indication for fundoplication.57

The increase in obesity prevalence is
considered a major factor in the
increased prevalence of GORD
therefore bariatric surgery, particularly
gastric bypass, should be considered
in appropriate patients as it can
effectively reduce GORD symptoms.58

FUTURE DIRECTIONS
New treatment modalities are gaining
evidence and being developed. 
There are a number of endoscopic
procedures using radiofrequency
energy to the gastro-oesophageal
junction, injection of bulking agents, 
or implantation of a bioprosthesis into
the lower oesophageal sphincter, and
suturing of the proximal gastric folds.
Variations in fundoplication surgical
techniques are also being developed
along with laparoscopic implantable
rings of magnets around the gastro-
oesophageal junction which has
shown successful long-term data but
is without a comparative trial.59

The prevalence of GORD is
increasing and is likely to be a further
burden to healthcare caused by the
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beneficial in more than 70% of
patients. However, tolerance has been
reported in a minority of cases,
therefore it might be advisable to
recommend use on an as required
basis.46

Prokinetics improve oesophageal
peristalsis but although there is some
benefit to quality of life there is no
benefit to symptoms.47, 48 Therefore,
with the recent safety concerns
addition of domperidone or
metoclopramide to PPI treatment is
not recommended.

H. pylori eradication
Helicobacter pylori may inhibit or
make GORD symptoms worse
depending on how the infection
affects the stomach. However, there
has been either little or no overall
effect on GORD shown from H. pylori
eradication.49,50 Given the overlap in
symptoms of GORD and dyspepsia
and the association with peptic
ulceration and gastric cancer current
guidelines recommend H. pylori
testing and eradication.51

Anti-reflux surgery
Only carefully selected patients should
undergo fundoplication for reflux
disease. Laparoscopic Nissen
fundoplication is currently considered
the standard procedure. The procedure
involves wrapping the gastric fundus
around the lower end of the
oesophagus and stitching it in place,
reinforcing the lower oesophageal
sphincter and preventing the stomach
slipping up through the diaphragm so
reducing the hiatus hernia. 

Comparisons of surgery with PPI
therapy have found that dysphagia
and flatulence were more common in
the surgical group but prevalence and
severity of symptoms were lower with
surgery e.g. heartburn (16% PPI vs  
8% surgery) and regurgitation  
(13% PPI vs 2% surgery).52

Complications of fundoplication
include dysphagia which usually
resolves within 3 months but persists
in 5% of cases, which may require
dilation or, rarely, revision surgery.
Early satiety, weight loss, discomfort
with large meals, hiccups and difficulty
burping or vomiting can also occur. 

GORD symptoms can recur in 10%
of patients 5-10 years after surgery
and as many as 50% of patients who
undergo anti-reflux surgery may
become PPI users 10-15 years after
surgery.53 This emerging data has now
shifted the cost-benefit model back in
favour of medical treatment.54

including a two-fold increased risk of
Clostridium difficile in hospitalised
patients.40

Patients with oesophageal
complications of peptic stricture 
or Barrett's oesophagus require 
long-term PPI therapy to prevent
recurrence or reduce cancer
progression risk.

Specific GORD presentations
For LPR disease symptoms the clinical
response is slower for respiratory
symptoms than for symptoms typical
of reflux and high doses of PPIs for
long periods, up to eight weeks, are
often required.41 Affected patients may
not have typical reflux symptoms or
mucosal injury on endoscopy because
the pharynx and larynx are exquisitely
sensitive to acid and heal slowly.

Given the significant effect GORD
has on quality of life and that exposure
to PPI therapy during pregnancy
seems to predispose the fetus to
minimal risk, PPI use is felt to be
acceptable if symptomatically
necessary during pregnancy.42

Refractory GORD
Patients with no response to PPIs
should be referred for further
investigation of alternative causes
other than GORD, see table 4, above.
However, a partial response to PPI
therapy can be improved in a number
of ways. Given the short action of PPIs,
increasing the dose is beneficial if
given twice a day with, or up to 60
minutes before, meals (at the time of
acid production). Compliance with this
regimen has been shown to be difficult
(46% optimal compliance) and should
be addressed before further changes
are made.43

Switching to an alternative PPI is an
evidence-based step in the NICE
recommendations, although specific
PPIs are not mentioned the evidence
supports esomeprazole.44,45 If there
are nocturnal symptoms additional
H2-receptor antagonists at night
(ranitidine 300 mg or famotidine 
40 mg) have been shown to be

Table 4 

Conditions to consider if no
response to PPIs

• Achalasia
• Oesophageal dysmotility
• Gastroparesis
• Eosinophilic oesophagitis
• Functional syndromes


