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CASE 1

• Mr AR 77 year old Indian gentlemen presented 
initially with reflux symptoms and dyspepsia initially 
around 2014

• He was negative for H.pylori and started in PPI 
therapy.  

PMHx: Hypertension, Diabetes and Dyslipidemia

Meds: Aspirin Gulvumet

Social: Ex smoker 20 pack years 

He was referred for gastroscopy due to ongoing 
symptoms despite PPI therapy and also other risk 
factors



• Presented again with worsening symptoms in 2024 

• PPI was reintroduced this time not helping at all and send to 
Gastroenterology review

• Seen in clinic given the previous normal endoscopy

• On further history of previous treatments he would take his PPI regularly 
every morning for the First 2 weeks and when his symptoms improve stop 
taking them and stop it. He also likes to take them as needed when 
symptoms occur. 



SHOULD WE SCOPE HIM? 

• At this stage he is now 77 years last scope was 2 years ago 

• Independent ADLs

• Chronic reflux symptoms for over 10 years





GERD

• Gastroesophageal reflux disease (GERD) is a chronic 
medical condition caused by the flow of contents from 
the stomach upwards into the esophagus resulting in 
both symptoms and complications. 

• Prevalence: Affects ~20% of adults in Western 
countries.

• Increasing due to obesity, diet, and aging.

• The most common symptoms of GERD are heartburn 
and regurgitation. 



CLINICAL 
MANIFESTATION

• A burning sensation in the chest, often called heartburn. Heartburn usually 
happens after eating and might be worse at night or while lying down.

• Backwash of food or sour liquid in the throat.

• Upper belly or chest pain.

• Dysphagia.

• Sensation of a lump in the throat.

If you have nighttime acid reflux, you also might experience:

• An ongoing cough.

• laryngitis.

• New or worsening asthma.



PATHOPHYSIOLOGICAL MECHANISM

• Transient LES Relaxations (TLESRs)

• Hypotensive LES

• Anatomical Factors (Hiatal Hernia)

• Reduced Esophageal Clearance

• Delayed Gastric Emptying

• Impaired Mucosal Resistance
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DIAGNOSIS

Endoscopy- In patients who fail PPI therapy, an upper endoscopy with biopsies of 
the esophagus, if not performed in the last one year. 

Esophageal impedance pH testing — Patients who fail twice daily PPI therapy 
should also undergo esophageal pH monitoring. 

Esophageal manometry — in patients with dysphagia and regurgitation and prior 
to invasive antireflux therapies to exclude an esophageal motility disorder



RED FLAGS

• Kapoor N, Bassi A, Sturgess R, Bodger K. Predictive value of alarm features in a rapid access upper gastrointestinal cancer 
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