Alarm

Does patient have any of the following? (refer to inset)
= Alarm features
« Risk factors for Barrett's esophagus
= Abnormal imaging

« New-onset dyspepsia in patient 260 years old
« Evidence of gastrointestinal bleeding (hematemesis, melena,
hematochezia, occult blood in stool)
T « Iron deficiency anemia
f 1 « Anorexia

Yes No « Unexplained weight loss
v v = Dysphagia or odynophagia
= « Persistent vomiting
Refer for upper endoscopy Identify symptom triggers

Refer to UpToDate content on
the medical management of
GERD for details

Initiate lifestyle and dietary changes*
Are reflux-like symptoms:
= Mild and intermittent
(fewer than 2 episodes per week)
or
= Frequent (2 or more episodes per week)
and/or severe (impair quality of life)

[

Mild and intermittent

v

1
Severe or frequent

v

= Gastrointestinal cancer in a first-degree relative
Risk factors for Barrett's esophagus*

= Chronic GERD (at least 5 years of persistent symptoms) plus
3 of the following additional risk factors:

+ Age >50 years
* Male sex
*+ Non-Hispanic White individual
+ Obesity
* Tobacco use (past or current)
+ First-deg I h Barrett's or
esophageal adenocarcinoma
imaging

Continue lifestyle and dietary changes and add:
= Low- or standard-dose H2RA as needed" and/or
« Antacids and/or sodium alginate as needed

Continue lifestyle and dietary changes
and add either:
= Standard-dose PPI (preferred) or
= Vonoprazan 10 mg once daily

Assess symptom response at 4 weeks

V—I—\

Symptom resolution Persistent symptoms
v

« Start standard-dose H2RA twice daily1®
= Assess symptom response at 2 to 4 weeks

I'—l—|

Symptom improvement Persistent symptoms
or resolution
: |

= Continue lifestyle and dietary changes
= Continue H2RA, antacids, and/or

= Discontinue H2RA
= Start standard-dose PPI®

= Luminal abnormality on imaging of upper gastrointestinal tract

alginates as needed
Assess symptom response at 4 weeks
(vonoprazan) or 8 weeks (PPI)
Recurrent Symptom resolution or Persistent, moderate
symptoms® mild, residual symptoms to severe symptoms

v v
= Taper and discontinue PP
or vonoprazan¥
« Use on-demand antacids,
jinates, H2RAs, or PPIs for
mild, residual symptoms
T
Recurrent
symptoms®

v

« Reinforce medication adherence
and lifestyle changes

= Manage as refractory GERD (refer to
UpToDate topic on refractory GERD
for management)

« Reinforce lifestyle changes
= Treat with previously effective GERD
therapy (eg, 8-week course of PPT)
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Take home message

Alarm symptoms

Endoscopy is important in diagnosis

Chronic inflammation can lead to strictures and malignancy

Consider NERD and functional reflux




CASE 2




Case

* 34 years old man presented with intermittent dyspepsia and dysphagia 5 years.

* He noted that occasionally he feels food get stuck in oesophagus but after a few minutes these
symptoms resolve after glass of water

* Never had a presentation with food bolus
* Noissues with swallowing fluids

e Getsreflux symptoms and takes Omeprazole 20mg every morning for last 9 months and symptoms
doesn’t really improve.

* No LOA, no.LOW, no Gl bleeding symptoms, no nausea or vomiting




* PMHx: Nil

* FHx: Father has Ml and diabetes, Mother has history of asthma
* Social Hx: Works as an electrician, does not smoke, social ETOH,
Moved to Auckland 2 years ago and previously lived in Taupo

* Physical Exam: Unremarkable

* NormalFBC, LFTs, U&E, TFTs, Coeliac serology




Endoscopy

* Gastroscopy performed 2 year ago in regional hospital

- Reported no stenosis and no gastritis

- Gastric biopsies were normal, no biopsies performed in the esophagus
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Approach to patient with Dysphagia



Clinical history for evaluation of dysphagia |

I. Possible anatomical location @ Oesophageal
+ Starts with initiation of * Persistent feeling of lump in + Starts after a few seconds of
| swallowing throat. swallowing.
r Associated with post-nasal +  Moted in between meals. « Associated with regurgitation
regurgitation, cough on * Do not report any difficulties of undigested food.
| swallow and aspiration in swallow. = Patient points towards supra-
| Repetitive swallowing to clear + Rome IV diagnostic criteria. sternal or retro-sternal area
[ nasal secretions. as site for symptoms.
|- Patient points towards neck
| as site for symptoms. ‘
I 1
Il. Underlying pathology based | Structural/ Mechanical [ Motility disorder |
on predominant symptoms | obstruction
with food type. | +  Predominant symptoms related to * Predominant symptoms related to
| solids only liquids alone or to solids and liquids.
| |
| [ [ 1
Ill. Nature of progression of l Intermittent / Progressive Intermittent / Progressive
symptoms | Non-progressive Non-progressive
| /\
I
|| Oesophagesl || Eosinophilic | | Oesophageal | | Oesephageal Qesophageal Achalasia Seleroderma
[ fiing or web || cesophagitis Stricture cancer spasm
IV. Associated symptoms | =i o i Siow PROPFENIon o Rpce = i Ao g
| * Mogy * Pefussraloms + weight loss P undgested ood  + Raynauds
| Food pllergy  * Mtory of o Brervia * Weightions.  phenomenon
+ Coustic mgustion -—-impootnal g
| * Previous belching *
Nigam GB, Vasant DH, Dhar A Intervention v Malosis

Curriculum review : investigation and management of dysphagia

Frontline Gastroenterology 2022;13:254-261.




|. Possibie anatomical location
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(Clinical history for evaluation of dysphagia

swallow and asplration
Repetitive swallowing 1o clear
nasal secretions.

Patient points towards neck
as site for symptoms.

Globus

Persistent feelng of lump in .

throat.

Noted in between meals. .
Do not report any difficulties

in swallew, s
Rome IV diagnostic criteria.

]
Oesophageal

Starts after a few seconds of
swallowing.

Associated with regurgitation
of undigested food.

Patient points towards supra-
sternal or retro-sternal area
as site for symptoms.

|



I |
Il. Underlying pathology based | Structural/ Mechanical

|

Motility disorder

on predominant symptoms | obstruction
with food type. | + Predominant symptoms related to + Predominant symptoms related to
l solids onfy liquids alone or to solids and liquids.
: * ‘
[ ] | |
I, Nature of progression of | Intermittent / | Progressive | Intermittent / | Progressive |
symptoms : Non-progressive Non-progressive
I /\
|| Desophageal || Eosinophilic | | Oesophageal | | Desophageal Oesophageal | | Achalasia | | Scleroderma |
Ring or web | | oesophagitis Stricture cancer spasm
IV. Associated symptoms | * Slow progression . pasd s
* fnprmia + Aathma . progression + Nor-cardiae chest  * Regurgtation of  * Systernic features
I * Mopy : m::rm o Weight loss pain foed ¢ Royneuds
* Food Hintary » Areris + Weght lond b on
| _ iy * Retrosternal pain + Sclerodactyly
l S ingstion + Diuity in
BT oy 2 m‘

Nigam GB, Vazant DH, Dhar A
Curriculum review : investigation and management of dysphagia
Frantiine Gostroenteralogy 2023:13:254-261.
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Endoscopy b




Microscopy.

Sections show sguamous oesophageal mucosa with numerous intraepichelial
ecsinophils scattered singly and forming eosinophilic microabscesses. More
than 50 eosinophils / hpf are present. The sguamous epithelium shows basal
cell hyperplasia and intraepithelial osdema. Ho glandular mucosa,
pathogens, dysplasia or malignancy is seen,.

Comment: Eosinophils in large numbers, especially in the mid and proximal
esophageal biopsies suggest the diagnosis of eosinophilic oescophagitis, if
clinically and endoscopically suspected.

BICOPSY UPPER OESOPHAGUS

SQUAMOUS OESOPHAGEAL MUCOSA WITH HYPEREOSINOPHILIA, CONSISTENT WITH
EQSINOPHILIC OESOPHAGITIS

Histology



