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* Dona, 45 anys, NAMC, fumadora de 20 cig/dia, OH ocasional.
Antecedents Patologics:
* Sense interes.

Motiu de consulta:

* Clinica de pirosi iregurgitacié d’ aparicié 3 anys abans i ocasional
nausea matutina.

e Clinica diaria de predomini postprandial.
* No perdua de pes
* Des de primaria s’havia iniciat omeprazol 20 mg sense millora.



a) Si, donat que mai s’ha fet cap exploracid
endoscopica

b) No, primer s hauria d’escalar el tractament
amb IBP (20 mg / 12 h)

c) Si, donat que es tracta d” una clinica tipica de
reflux pero que no respon a IBP



Dent J, ElI-Serag HB, Wallander MA, Johansson S. Epidemiology of gastro-oesophageal reflux disease: a systematic review. Gut.
2005;54:710-7.



Mechanisms preventing

Mechanisms inducing
reflux or offsetting reflux

reflux or promoting
mucosal damage
from reflux

Supracesophageal - F -~ --| Supracesophageal
* Intact saliva production | i
= Intact reflux-induced swallow

* Impaired reflux-induced swallow

Oesophageal body
* Hypomotility disorders

* Fragmented peristalsis
» Ineffective oesophageal motility
*» Absent contractility

* Impaired cesophageal tight jtmctioan

Oesophageal body ==

* Intact primary and secondary :
peristalsis

= Intact esophageal tight junctions

(= ™\
Oesophagogastric junction — -~
* Infrequent TLESR Oesophagogastric junction
* Intact LES tone * Frequent TLESR
* Superimposed LES and A. * Hypotensive LES
L diaphragmatic crura Jremmmmme - - s Hiatus hemia o
" Gastric 5 [ Gauric )
_* Normal gastric emptying | * Delayed gastric emptying

* Hypersecretory states
e =

Savarino et al. Advances in the physiological assessment and diagnosis of GERD.

Nature review. Sept: 2017; 1-12.



Heterogeneicitat

Complicacions

Clinica

Clasificacio dels pacients segons la endoscopia:
ENRD (endoscopy negative reflux disease)
NERD (nonerosive reflux disease)

Lesions

Endoscopia (-) >50%



EXPERT CONSENSUS DOCUMENT

Advances in the physiological
assessment and diagnhosis of GERD

Edoardo Savarino’, Albert J. Bredenoord?, Mark Fox3, John E. Pandolfino=,
Sabine Roman® and C. Prakash Gyawali®; on behalf of the International Working Group
for Disorders of Gastrointestinal Motility and Function

* Signes tipics de RGE (pirosi i regurgitacio) +
resposta a tractament empiric: diagnostic
clinic

* Simptomes d’alarma (disfagia, perdua de pes,
anemia) o presentacio atipica (dolor toracic o
simptomes laringis) o falta de resposta a
tractament tipic : endoscopia

Savarino et al. Advances in the physiological assessment and diagnosis of
GERD. Nature review. Sept: 2017; 1-12.



DISCUSSIO

NO CAL PROCES DIAGNOSTIC

Els simptomes son
intermitents o infrequents

Apareixen relacionats amb
transgressions dietetiques

La clinica es controla
facilment amb antiacids

CAL PROCES DIAGNOSTIC

* Son frequents (>2 vegades
per setmana) de forma
continuada durant un
periode superior a 6 mesos

e S’alleugen de forma
incompleta o parcial amb el
tractament empiric

* ERGE complicacions
* Diagnostics alternatius




DISCUSSIO: Cribatge esofag de Barrett

HOMES
simptomes cronics (> 5 anys)i/ o
freqlients) de RGE

> 0 = 2 Factors de risc per EB o cancer
d’esofag:
v edat> 50 anys
v’ raca caucasica
v’ preséncia d’obesitat central
v' historial actual o passat de
tabaquisme
v" historia confirmada d’EB o cancer
d’esofag en un parent de primer
grau.

iy

DONES:

*NO és recomana la deteccid de EB
*Considerar-se en casos individuals
amb multiples factors de risc per EBi
cancer d’esofag



* Decidim, donat que no ha respos inicialment al
tractament amb Omeprazol 20 mg /24h, realitzar
tractament amb Omeprazol 20 mg/12h sense

resposta.

* En aquest moment es sol-licita FGS



Cas clinic

@

a

Castellvi.,;,-_
Conectadgl 3

. sense troballes histologices
destacables.






Roma IV. pirosi funcional /esofag
hipersensible

Esophageal
hypersensitivity

Acid exposure

Erosive NERD Reflux Functional
esophagitis hypersensitivity heartburn

Aziz Q, Fass R, Gyawali CP, et al. Functional esophageal disorders.
Gastroenterology. 2016.
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Quin seria el seglient pas??
— a) realitzar una ph-metria amb tractament amb IBP

— b) realitzar una ph-metria o ph- impedancia 24h sense
tractament amb IBP

— ¢) realitzar una impedancia 24 h amb tractament amb
IBP.



LOS ANGELES CLASSIFICATION
of Reflux Esophagitis

the International woﬂﬂﬂﬁ Oroup 'or

I: Typical symptoms ) Atypi lcho cnaumc-uon of Reflux O @

e

LA Grade A LA Grade B

Mo | ez
v
( Rezponze to empiric PPl therapy )
YBS- I NB One (or mor .)moooouuock
'y Y atareon the 1058 of two mucosst 1oids
Likely GERD ( Endoscopy
Continue therapy |

[

[ Refluxevidence )

Toem

One (or more) mucosal broak that is One (or more) mucosal broak which

continuous between the tops of two or involves at loast 75% of the
( Rezponsze to antireflux therapy ) [ more mucosel folds. But which involves cicumference
Yez MNo ——
Prowven
GERD
GERD Ambulatory Likely GERDy
Continue therapy pH-impedance or pH-impedance Continue therapy
monitaring on PPl monitaring off PPl

{ 1

=

Owverlap alternate diagnoses GERD GERD Alternate diagnoses
Owerlap functional disease Ezcalate therapy Re-initiate therapy Functional disease

[ Reflux evidence ( No reflux evidence )

Savarino et al. Advances in the physiological assessment and diagnosis of
GERD. Nature review. Sept: 2017; 1-12.
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pH : AET: 0.4% (normal < 4%)

e 3 episodis de pirosi sense correlacié amb
episodis acids ni debilment acid



e Segons les exploracions realitzades, quin és el
diagnostic de |la pacient?



The chicago classification v3.0
Hierarchical analysis

Achalasia
RERAVRNEL RGBS Yes . | Type I: No contractility
1 peristalsis or spasm Type Il: 220% PEP Disorders with EGJ
Type lll: 220% spasm (DL<4.5s)
outflow
EGJ outflow obstruction obstruction
2 IRP = ULN and not < Incompletely expressed
Type I-1ll achalasia achalasia
<Mechanical obstruction
DES - -
42 20% premature (DL<4.5s) Major disorders
IRP normal and Jackhammer esophagus of peristalsis
3 Short DL or high DCI or 2 20% DCI >8,000 mmHges+cm

: < Entities not seen in
100% failed peristalsis Absent contractility normal subjects

<-No scorable contraction
<-Consider achalasia

Ineffective motility (IEM : .
<%250% inei’fectiw:‘y S\(Nallo)ws Minor disorders
Fragmented peristalsis of peristalsis
<250% fragmented swallows < Impaired clearance
and not ineffective

4 IRP normal and
250% ineffective swallows

5 IRP normal and )*
> 50% effective swallows Normal

Kahrilas PJ. Et al. The Chicago Classification of esophageal motility disorders, v3.0. Neurogastroenterol Motility 2015.




Ph-metria 24 hores

« Esla técnica ambulatoria mes adequada per establir si els simptomes
estan relacionats amb el RGE.

* Elevada especificitat 91-98% amb una sensibilitat del 84-96%
e Valors actuals:

AET: acid exposure time
< 4%: normal

> 6%: patologic

4-6: no concloent

Num de reflux per
impedancia:

< 40. normal

=) >80 patologic
40-80 no concloent

Intestino
delgado

Weusten B et al. Ambulatory monitoring of esophageal pH pressure. 2004.
Prakash Gyawali. Modern diagnnosis of GERD: the Lyon Consensus.Gut 2018



* Lasonda d’impedancia té un diametre similar a la de pH

* Posseeix generalment 6 anells per mesurar la impedancia, i
inclou també un (o dos) sensors de pH

* Registre el canvi de resistencia al pas d’'una corrent de baix
voltatge entre dos electrodes induits per la presencia de
material intraluminal esofagic amb diferents conductancies.

e Caracteristiques del bol:

0 acid i

ent dCia)
< 40 episodis refiux: baixa probabiiitat de RGE
>80 episodis reflux: alta probabilitat de RGE
40-80 episodis reflux: no concloent

Gyawali CP, et al. Modern diagnosis of GERD: the Lyon Consensus. Gut 2018.



* Sl=index simptomatic

— n? d’episodis de reflux associats a simptomes / n? total de simptomes
x 100 (relacio si > 50%). (no te en conta el n? total d’episodis de reflux)

e SSI=index de sensibilitat simptomatica

— n? d’episodis de reflux associats a simptomes / n? total d’episodis de
reflux x100 (>10%)

 SAP = Probabilitat d'associacio simptomatica

— Es calcula de manera estadistica que |” associacio sigui per atzar (SAP >
95% son positius)

Gyawali CP, et al. Modern diagnosis of GERD: the Lyon Consensus. Gut 2018.



Diagnostic RGE: Consens de Lyon

ENDOSCOPY pH or pH-IMPEDANCE HRM
( N/ )
LA grades C&D esophagitis
CONCLUSIVE EVIDENCE FOR : .
[ PATHOLOGIC REFLUX ] Long sggment Barrett's mucosa AET>6%
Peptic esophageal stricture
. J
( N\ [ )
BORDERLINE OR ” AET 4-6%
[ INCONCLUSIVE EVIDENCE ] LA grades A4E esophagitls Reflux episodes 40-80
L J J
( \ ( )
: Reflux-symptom association :
ouneveor ) | s || i paaesto )iy
SUPPORTIVE EVIDENCE* S60py Low MNBI »
\ J Low mucosal impedance Esophageal hypomotility
\ )\ Low PSPWI )
\ ( )
EVIDENCE AGAINST AET<4%
PATHOLOGIC REFLUX J Reflux episodes<40
\. J

Gyawali CP, et al. Modern diagnosis of GERD: the Lyon Consensus. Gut 2018.



\ 4
Off PPI

pH monitoring * impedance

S 2

Normal acid exposure Normal acid exposure  Abnormal acid
Negative symptom Positive symptom exposure
reflux association reflux association Positive or

negative symptom
reflux association

\ 4

Functional Reflux
heartburn hypersensitivity NERD

Aziz Q, Fass R, Gyawali CP, et al. Functional esophageal disorders.
Gastroenterology. 2016.



Roma IV. pirosi funcional

1. Burning retrosternal discomfort or pain
2. No symptom relief despite optimal antisecretory therapy

3. Absence of evidence that gastroesophageal reflux (abnormal acid
exposure and symptom reflux association) or EoE is the cause of
symptoms

4. Absence of major esophageal motor disorders (achalasia/ EGJ outflow
obstruction, diffuse esophageal spasm, jackhammer esophagus, absent
peristalsis)

Aziz Q, Fass R, Gyawali CP, et al. Functional esophageal disorders.
Gastroenterology. 2016.




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%
SSRIs

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

tin 50-75 ma/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

Theophy lline 200 myg twice/day NCCP + - 58%

Gabapentin 300 mg 3 times/day globus + +/- 669%

ES. esnnhaneal hvnersansitivine: ROT. randomired control trial: SMNRL serotonin noreninenhrine reuntake inhibitor.
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Gracies per la vostra atencio !!!



