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ACG Clinical Guideline for the Diagnosis and Management of GERD

There are 3 types of GERD:

First, there's typical GERD, which involves the symptoms of heartburn and regurgitation.

Then there's atypical GERD which involves symptoms other than heartburn and regurgitation.
So coughing, asthma, hoarseness, LPR, backpain, etc. are classified as atypical symptoms(also
called extraesophageal GERD symptoms).

Finally, there's what's called refractory GERD—acid reflux that does not get better despite PPI
therapy.

A person is not limited to one type of GERD but can experience a combination thereof.

1. Typical GERD

(a.) For patients who have heartburn and regurgitation but no alarm symptoms such as intense
stomach pain or coughing up blood, an 8-week trial of PPIs once a day before their biggest
meal is advised.

If the patient feels better after 8 weeks, then PPI use should be discontinued. It is presumed
that suppressing stomach acid for the 8 weeks has allowed the patient's body to heal up.

If, however, the patient does not feel better after the 8-week trial, or if the patient's symptoms
come back after the 8-week trial, then a diagnostic endoscopy should be performed after the
patient has STOPPED PPIs for 2-4 weeks.

(b.) For patients who experience what's called "alarm symptoms," such as weight loss, GI
bleeding, chest pain(unrelated to heart disease or heartburn), or if they just have poorer health
in general, endoscopy and/or further reflux monitoring is recommended to see inside their
stomach to make sure nothing sinister is going on.
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(c.) If a patient does not have heartburn or regurgitation but for some reason the doctor
suspects GERD, an endoscopy could be done to check, but if no evidence for GERD is found in
the endoscopy, then it is recommended the patient come off PPIs if they’re taking them.

Next, reflux monitoring should be performed with the patient OFF PPIs to find out if what the
patient has is even related to acid reflux at all.

Note: it is not recommended to use a "barium swallow test" to diagnose GERD in a patient.
[Because it doesn't test for reflux at all. All you see is how a patient swallows on x-ray.
Technically, this tells us nothing about acid reflux].

(d.) If a patient has esophagitis, LA grade C/D or Barrett's Esophagus, it is not recommended
to perform reflux monitoring with the patient off PPIs in order to diagnose GERD. This is
because esophagitis patients who come off PPIs tend to experience even worse stomach
inflammation, and fast.

2. Atypical GERD

Here are ACG guidelines for treatment of atypical GERD—symptoms other than heartburn and
regurgitation:

(a.) Carefully evaluate the patient for non-GERD causes because the lack of heartburn and
regurgitation increases the chance the patient has something else other than GERD.

If a patient with extraesophageal symptoms but no heartburn or regurgitation, is still suspected
to have GERD, it is recommended that they undergo pH monitoring to confirm GERD before
PPIs are prescribed. There has to be "objective" proof of reflux before PPI prescription.

(b.) For patients who experience extraesophageal symptoms and ALSO heartburn and
regurgitation: twice-daily PPI therapy is recommended for 8-12 weeks to see if things get better
before further testing is done.

(c.) Some things the ACG does not recommend: the ACG does not recommend doing an
endoscopy to diagnose LPR, GERD-related asthma, or chronic cough.

It is also not recommended to diagnose a patient with LPR, based on seeing how the vocal
cords and throat look like with a laryngoscope. This is because multiple studies have shown
laryngoscopy findings to be highly variable and subjective—same thing with pepsin testing.
Other additional testing should be considered.

Regarding surgery for patients with atypical GERD/extraesophageal GERD symptoms, there
must be objective evidence of reflux. Objective evidence is usually gathered through multiple
GERD tests before surgery is recommended.

Remember, surgery involves rearranging anatomy. This comes with the risk of permanent side
effects, therefore, surgery should not be recommended based on laryngoscopy findings alone.



3. Refractory GERD

Refractory GERD is GERD that does not respond to PPI medication. The guidelines for
refractory GERD are:

(a.) PPI therapy optimization. Make sure the patient is taking their PPIs consistently every day,
30 minutes before their meals. Also, would increasing the dosage help?

(b.) If PPI optimization still doesn't work, impedance-pH monitoring is recommended. For
patients who HAVE NOT had a previous pH test or endoscopy confirming LA Grade C/D
esophagitis and/or long-segment Barrett's Esophagus, note that the pH test should be done with
the patient OFF PPIs.

IMPORTANT: If the impedance-pH monitoring test comes back normal, PPI THERAPY
SHOULD STOP unless there is another strong indication for continuing back on PPIs.

If the patient has not had an endoscopy at this point, a diagnostic upper endoscopy is
recommended(the patient should be off of PPIs for 2-4 weeks in advance).

Note that esophageal biopsies should still be performed even if the endoscopy shows a normal
esophageal mucosa.

Now, for patients who've already had an established diagnosis of GERD but are not
responding well to twice-a-day PPI therapy, an esophageal impedance-pH monitoring test is
still recommended to see what's going on inside. In this case, the patient should still be ON PPIs
to ensure test accuracy.

*If the pH monitoring and/or endoscopy comes back normal in any case, then a high-resolution
esophageal manometry can be considered to further study why the patient isn't responding to
PPIs.[You and your patient’s call].

(c.) For patients who experience regurgitation as their main symptom and have an established
diagnosis of GERD via endoscopy and/or pH monitoring, anti-reflux surgery can be considered.
As mentioned, the attending physician may also want to perform an esophageal manometry for
a deeper, final evaluation before recommending surgery.


