
Gastroesophageal Reflux Disease (GERD)  
Updated Recommendations from the 2021 American College of Gastroenterology (ACG) Clinical Guidelines 
 
History: The two classic symptoms are heartburn and regurgitation. Others are dyspepsia, chest pain, 
bloating, belching, nausea, vomiting, early satiety. Extraesophageal Sx include cough, hoarseness, 
asthma, globus sensation, throat clearing, and laryngitis. Alarm Symptoms: Dysphagia, odynophagia, wt. 
loss, GI bleeding, anemia. Barrett’s Risk Factors: white men, high BMI, > 50 y/o, smokers, chronic GERD.  

 
Diagnostic paradigm: History and PPI-response are limited by suboptimal sensitivity and specificity. 
There is NO gold standard diagnostic test. Diagnosis is therefore made via a combination of symptom 
evaluation, response to PPI, and objective testing via endoscopy, reflux monitoring, manometry etc. 

 
The PPI Trial: For patients with classic GERD symptoms and no alarm Sx, start with an 8-week trial of 
empiric PPIs. A therapeutic response to PPI should be followed by an attempt to discontinue or switch to 
on-demand PPI therapy. If partial response, consider switching PPIs. If no response, proceed w EGD.  
 
Endoscopy (EGD): For patients whose classic GERD symptoms do not respond to PPI trial OR return 
when PPIs are discontinued. Endoscopy as the first test for patients with alarm symptoms or multiple 
risk factors for Barrett’s esophagus. Know that LA grade C or D erosive esophagitis, peptic strictures, 
Barrett’s esophagus are diagnostic for GERD. Important to perform OFF PPIs for 2-4 weeks beforehand. 

 
Reflux monitoring (wireless pH OR catheter pH +/- impedance): Recommend reflux monitoring (OFF-
therapy) for patients with suspected GERD but no objective evidence on endoscopy. Acid exposure time 
(AET) >6% is diagnostic for GERD. Other novel parameters exist, may be supportive or refutative.  
 
High-resolution manometry (HRM): Adjunctive, primarily for refractory GERD and prior to antireflux 
surgery in order to r/o achalasia and impaired peristalsis which are surgical contraindications. 
 
Novel tests: mucosal impedance, narrow-band imaging, and salivary pepsin are currently being studied.  
 
Lifestyle modifications: Avoid “trigger foods,” fatty meals, carbonated drinks, +/- alcohol. Lose weight, 
stop smoking, eat smaller meals, avoid meals 2-3 hrs b4 bedtime, sleep with head elev. OR on left side. 
 
PPIs: Consistently superior to H2RAs. 30 to 60 min before meals rather than bedtime. 

- Maintenance PPI therapy indefinitely for LA grade C or D esophagitis or Barrett’s esophagus.  
- On-demand PPI therapy for uncomplicated GERD or NERD. Step-down to H2RA is an option.  
- PPI-associated adverse events in retrospective studies, prone to confounding, low OR’s <2. 

Highest risk for intestinal infections. Can reasonably exclude CVD, pneumonia, dementia, bone 
fx, all-cause mortality, but a small risk can never be ruled out. Extra caution in Elderly, CKD pts. 

 
Refractory GERD is complicated, the first step is simple: optimize PPI. Further mgmt. depends if proven 
or unproven GERD. Goal: confirm or r/o GERD and eval candidacy for surgical/endoscopic interventions. 
 
Surgical and Endoscopic Therapy: Surgery for pts w objective evidence of GERD despite optimal PPI 
therapy, esp. LA grade C or D esophagitis, large hiatal hernias, predominant regurgitation, and pts 
uncomfortable with lifelong PPI therapy. Options: Fundoplication vs. magnetic sphincter augmentation 
(MSA). Roux-en-Y for obese candidates. Transoral incisionless fundoplication (TIF) is a new endoscopic 
technique for pts w/o LA grade C or D esophagitis or hiatal hernias >2cm who do not want surgery. 
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