Reflux Esophagitis/GERD

-~ OVERVIEW -

he consensus of the panel was

I that the most cost-effective ap-
proach to diagnosis in most pa-

tients with symptoms of GERD is

primary endoscopy, performed only
once in 4 lifetime, with the exception of
Barrett’s esophagus (BE). Endoscopy
should be performed only by a trained
practitioner to assure reliable, accurate
results. A one-time endoscopy provides
a prompt diagnosis and predicts the
course of disease over time, since the
condition of the esophagus on initial en-
doscopy does not change substantially
over time, with the exception of BE.
Endoscopy distinguishes mild forms of
the disease from more severe forms and
thus can direct therapy. Endoscopy is
necessary to determine or rule out BE.

Panelists also concurred that the
cheapest therapy is the most effective
therapy, especially over the long term.
The goal of therapy is to achieve free-
dom from symptoms and to prevent re-
currence.

Panelists agreed that PPIs are pres-
ently the most effective medical therapy
for GERD, and over the long term prob-
ably equal in cost to H2RAs (with the
exception of use of generic cimetidine
100% of the time), when relapse, recur-

rence, and quality of life are taken into
consideration. However, they conceded
that managed care organizations gener-
ally take the short view, and from a 1-
year perspective, it may be difficult to
convince these organizations that PPls
are cost effective for milder forms of the
disease. It seems unarguable that PPIs
are more effective and more cost effec-
tive than H2RAs for more severe forms
of GERD, ie, erosive esophagitis.

A subgtoup of patients with non-
erosive GERD may be well controlled
on an H2-blocker, but this population is
difficult to identify a priori. A trial with
an H2-blocker may help identify them.
Almost certainly, this population repre-
sents patients with milder disease. If
quality of life is taken into account along
with effectiveness, the PPIs represent a
better choice than H2RAs, even in this
subpopulation.

The relative merits of pharmaco-
therapy and surgery for more severe
GERD should be evaluated. A longitu-
dinal model is needed that accounts for
patient preference and the clinician’s
perspective on this issue. Over time, the
availability of more advanced drugs and
techniques will affect chis model.

Repeated endoscopy should be re-
served for patients with BE—the prema-
lignant condition in which specialized
columnar epithelium replaces the eso-
phageal squamous lining. Abolishing the
practice of repeat endoscopy in the rest
of the GERD population will drive down
the costs associated with this disorder.
Surveillance is necessary for patients
with BE, because of the association with
adenocarcinoma. There is no agreement
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on how often endoscopy should be per-
formed in patients with BE, butevery 3 to
5 years seems prudent. The presence of
dysplasia warrants more frequent surveil-
lance to determine if surgery is necessary.

-+ DISCUSSION HIGHLIGHTS -

Symptoms and Complications

Dr. Howden: 1t has been reported that
an estimated 40% to 44% of the Ameri-
can population has heartbuin at least
once a month. Approximately 2% to 4%
of the American population has reflux
esophagitis. Patients with reflux eso-
phagitis constitute a subset of all pa-
tients with GERD.

The presence of symptoms, suchas the
classic one of heartburn, does not corre-
late with severity of disease, ie, presence
of erosions in the esophagus. Most often,
endoscopies of GERD patients reveal a
normal-appearing esophagus.

The diagnosis of GERD is iniprecise
and cannot be made solely on the basis
of patients’ symptoms. Some patients
may present with extra-esophageal
manifestations, such as hoarseness or
pulmonary problems, and some may
present because of difficulty swallow-
ing. A clinical diagnosis can be made if
the patient reports classic heartburn,
with the nonverbal communication of a
fist moving up the sternum to describe
the discomfort.

The main differential diagnosis is
coronary artery disease (CAD). Some-
times the distinction is obvious and
other times it is far more subtle. We may
have to exclude CAD in some patients
before we focus on the esophagus, be-
cause virtually no one dies from GERD.

Dr. Brandt: When filling out forms for
insurance, do the boxes on the forms
differentiate between GERD andreflux
esophagitis?

Dr. Fennerty: Right now the system is
problematic. We are presented with the
choice between heartburn and ulcer,
with no other options for diagnosis. We

- REFLUX ESOPHAGITIS/GERD -

need a system that is more useful or
functional.

The definition of GERD 1is varied.
The one I use is either symptoms or
evidence of tissue damage in the
esophagus related to the reflux of gastric
contents. The reason 1 prefer this defi-
nition is because people can have ad-
vanced forms of reflux disease, such as
esophagitis, peptic stricture, or BE in
the absence of a history of heartburn.

It is important to make the distinction
between GERD and its complications.
GERD is the disease, while esophagitis,
peptic stricture, and BE are complica-
tions of the disease. The terms we use
for diagnosis have a profound effect on
therapy choices and long-term manage-
ment. Primary care physicians com-
monly use the term esophagitis to refer
to GERD, and this is a mistake; eso-
phagitis is an endoscopic diagnosis, not
a clinical diagnosis.

Another important point is that phy-
sicians tend to regard reflux disease as a
minor nuisance, but from the patient’s
point of view, it is more serious. An arti-
cle in the Scandinavian Journal of Gastro-
enterofogy [1993;28 (suppl 199):18-21]
showed that patients with reflux have
worse quality of life scores than patients
with hypertension, menopause, coro-
nary artery disease, mild congestive
heart failure, or duodenal ulcer (Figure
1). The negative effect of GERD on

Figure 1.
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General well-being as measured in different studies. High values
indicate positive well-being Adapted from: E Dimenas. Methodologi-
cal aspects of evaluation of quality of life in upper gastrointestinal
diseases. Scand | Gastroenterol 1993;28(Suppl 199):20.
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-+ ROUNDTABLE DISCUSSION -

quality of life is an area only recently
appreciated by physicians, and it will be
given more attention in the future.

Dr. Howden: In making the diagnosis of
GERD, history is important, butas I said
previously, it can be imprecise.

A typical history may be all that is
needed to make the diagnosis, such as
discomfort predominately described as a
burning sensation, moving upward
retrosternally, typically worse after
meals and after the patient bends over
or lies down. One can also make the
diagnosis if the patient reports that the
burning is partially relieved by antacid
or some form of acid suppression.

Dr. Brandt: Most patients who are re-
ferred to a gastroenterologist are already
taking medicines prior to the consultation,

Dr. Goldenring: 1 rarely see patients
with heartburn who have not been self-
medicating with OTC medications.
How often and how much they self-
medicate helps me make the diagnosis.

I"d like to point out that a substancial
number of patients with GERD, about
40%, have some degree of reflux but
rarely consult a doctor. Then there are
people with moderate-to-severe symp-

Figure 2.

Severe Refluxers

Both

Moderate Refluxers

with Complications

'’ D‘ . 7 Lad
No complications

-------------------------

:

Mild Refluxers
Light and/or intermittent symptoms

Gastroesophageal “iceberg.” Adapted from: Sontag S). Rolling review:
Gastro-oesophageal reflux disease. Aliment Pharmacol Ther 1993;7:293.

toms who do come to see the doctor.
Finally, there is the group of patients
who have to be hospitalized because of
complications, and some of them may be
asymptomatic (Figure 2).

Dr. Fennerty: There are two groups of
patients. One group is the patients with
classic symptoms where you can make a
clinical diagnosis with a high probability
of being correct. Then there is the group
with atypical symptoms—the dyspeptic
patient, the asthma patient, and the
chest pain patient—where the diagnosis
can’t be made clinically with a high de-
gree of probability. The diagnosis can be
made endoscopically by finding changes
i the esophagus indicative of reflux
damage (ie, esophagitis, stricture, or
BE) or by pH monitoring, the gold
standard test for the patient with a nor-
mal endoscopy. Diagnosis shouldrelyon
clinical criteria and objective criteria.
But this is not the way it is usually done
in practice. Most often, the patient is
given an antisecretory or acid-neutraliz-
ing agent, and if the symptoms consis-
tent with the disease respond to the
medication, they are deemed to have
reflux disease.

Dy. Freston: One important point to re-
member is that the incidence and preva-
lence of GERD is rising in the United
States, as is that of BE and adenocarci-
noma. This has implications for manage-
ment of the disease.

Therapeutic Options

Dr. Brandi: 1.et’s discuss how you
would diagnose and manage a 35-year-
old relatively healthy person who comes
to your office complaining of classic
heartburn symptoms.

Dy. Howden: 1f this hypothetical pa-
tient had typical heartburn with no signs
or symptoms that caused me concein,
such as dysphagia, bleeding, anemia,
weight loss, or vomiting—the “alarm”
symptoms—I would make the treat-
ment decision based on what medica-

S16

THE AMERICAN JOURNAL OF MANAGED CARE

MAY 1996



§

tions the patient had tried before. Typi-
cally, by the time a patient consults me,
he or she has tried an H2-blocker, and I
regard a partial symptomatic response to
a prescription dose of an H2-blocker as
a useful discriminator in helping me
make the diagnosis of acid reflux. In
such a patient, I would use a PPT as a
quasi-diagnostic tool and for the positive
effect on quality of life.

It is important to consider other fac-
tors, including concomitant medications
and the patient’s lifestyle. I believe the
patient should take some responsibility
for lifestyle modifications.

Dr. Freston: In my practice, which is a
referral practice similar to Dr. How-
den’s, very few patients have not pre-
viously been advised to avoid coffee,
chocolate, alcohol, smoking, or to ele-
vate the head of the bed.

Dy. Fennerty: Lifestyle modification is
important, but there are patients with
unhealthy lifestyles who do not make
the appropriate changes. I believe it is
imprudent, bordering on unethical, to
withhold medications from patients
who don’t follow lifestyle modification
guidelines. Our obligation is to attempt
to improve the patient’s symptoms.

Our goal is to keep the patient in
remission, get him or her away from
utilization of the healthcare system, and
allow him or her to return to work. Re-
mission is the clinical goal and most eco-
nomically effective form of therapy. To
accomplish this, each patient must be
managed on an individual basis. Some
patients will be managed best with long-
term continuous therapy with a PPIL,
others may be able to get away with a
once-nightly H2-blocker, and still oth-
ers may be able to use intermittent ther-
apy on demand.

The duration and chronicity of a pa-
tient’s symptoms will affect the choice
of therapy. If the hypothetical patient
Dr. Brandt presented had had severe
reflux since age 16, he or she should
have endoscopy to detect esophageal
damage from long-term acid exposure.

-+ REFLUX ESOPHAGITIS/GERD -

Tests and Therapies

Dv. Brandt: Endoscopy is indicated if
the patient has had long-term acid expo-
sure, because of concern about compli-
cations such as erosive esophagitis,
strictures, BE, and adenocarcinoma.
Should a patient who has had classic
symptoms intermittently for only 2 or 3
months have an endoscopy?

Dr. Fennerty: Yes. In a managed care
environment 1 am usually given one op-
portunity to evaluate a patient and pro-
pose a long-term treatment plan to the
primary care physician. Having a one-
time endoscopy for a patient with
chronic symptoms of GERD allows me
to send the primary care practitioner a
long-term management plan that will
keep the patient away from further di-
agnostic tests and further utilization of
healthcare resources, and enable that
patient to work and be productive. I can
do that best by knowing the status of the
esophagus. If this patient has esophagi-
tis, there is an 80% probability he o1 she
will require chronic maintenance with a
PPL. If the patient has a normal-appear-
ing esophagus, symptom-driven ther-
apy is indicated. Some of these patients
may have their symptoms relieved by
H2RA therapy, or possibly intermittent
therapy.

I can also attain the goal of symptom
remission by ratcheting therapy up until
symptom relief is achieved, and then
down to a maintenance level, but this is
more costly in terms of dollars and re-
source utilization (because of multiple
visits) than a one-time endoscopy.
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Drv. Howden: 1 agree with the approach
of early endoscopy, particularly when
you use the word chronic along with
disease process. Once you have made
the diagnosis and established the de-
gree of severity, then treatment is
largely symptom-driven.

Dr. Freston: 1 agree that once-in-a-
lifetime endoscopy for patients with
GERD is a valid concept. I've come
180 degrees from the concept of em-
piric therapy. For years we advocated
empiric therapy, but as we learned
about the disease, we found that
chronic sufferers relapse and require
endoscopy sooner or later. Long-term
therapy versus surgery is another issue
to discuss.

Dr. Goldenring: Gastioenterologists
sée patients who are referred for more
severe symptoms than the patients’ pri-
mary care physicians treat. If you are
saying that anyone with chronic symp-
toms should have endoscopy, and then
be treated with long-term therapy, then
there are tremendous cost considera-
tions. Perhaps, in some cases, especially
for younger patients, surgery with la-
paroscopic fundoplication is a more
cost-effective approach.

Dr. Howden:aparoscopic fundoplica-
tion is a highly difficult, technical pro-
cedure and there is a steep learning
curve, with an enormous variability in
performance. There are no long-term
data on this surgery, but the costs con-
tinue to accrue in terms of complica-
tions, mortality, new symptoms, and
inadequate control of symptoms. Peo-
ple do die from surgery, but no one has
died from continuous PPI therapy.

Dr. Fennerty: Surgery can cost any-
where from $5,000 to $12,000, and this
does not include the 2 to 4 weeks of lost

work time and other indirect costs. In
the best of hands, surgery is effective in
only 85% of patients; 15% may get se-
vere surgery-related symptoms and re-
quire reversal of fundoplication. In
today’s world, informed patients should
make the decision whether they want
surgery or medical therapy. I suspect
that economic analysis would show
pharmacologic therapy is less expensive
than surgery in the long run.

PPIs have allowed us to determine
which patients will respond to sur-
gery—they are the ones who responded
to pharmacologic therapy. With H2-
blockers, patients were still sympto-
matic and we couldn’t send them to
surgery because we weren’t sure their
symptoms were due to GERD.

Dr. Saltiel: All of us would agree that
chronic PPIsare the least expensive and
most effective way to treat erosive eso-
phagitis. The question is which of the
40% of patients who complain of heart-
burn should have an endoscopic evalu-
ation and which need chronic PPIs or
surgery.

Dr. Fennerry: About 40% of patients
will require daily treatment with a PPI
to maintain remission. Approximately
10% to 15% will get by with an every-
other-day PPI or low-dose PPI to main-
tain remission. About half of patients
will require an H2RA, and about 80% of
those will require bid treatment; 20%
will require once-a-day or intermittent
courses of an HZRA. Endoscopy assists
you in predicting which niche the pa-
tient will occupy.

Dr. Freston: Managed care organiza-
tions may not pay for up-front en-
doscopy for patients with chronic
GERD because they have a short-term
perspective.

Dy. Sclar: At issue is not the procedure
itself, but rather the extent to which it
is performed on a given patient, and by
whom. We need comparative data
about the clinical and economic bene-
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fits derived from pharmacotherapy com-
pared to surgical intervention.

Dr. Freston: 1 think the discussion of
surgery versus chronic medical therapy
may be irrelevant in a managed care
environment. I don’t think these deci-
sions are up to the patient in a managed
care setting. This discussion reflects our
schizophrenia about this issue. As phy-
sicians, we take the long view, yet we
are being forced by managed care to
take the short view, and this results in
confusion. The once-in-a-lifetime en-
doscopy is an advance in management
from a long-term perspective. I¢’s not
the one-time endoscopies that are driv-
ing up costs—it’s the frequent en-
doscopies. Repeated endoscopies are
not needed in GERD patients, with the
exception of BE.

Dr. Potash: An important message for
the primary care physician is that se-
quential endoscopies are not necessary
for the patient with chronic GERD.

Dr. Goldenring: We are going to need
better data on what our real alterna-
tives are. There is no doubt that pa-
tients will have input in the decision
between medical therapy and surgery.
Under capitation systems, as we have in
California, the doctor is given a set
amount of money, which can be used
for endoscopies if chosen. With capita-
tion in other areas of medicine, it has
been shown that the use of some mo-
dalities, for example, cardiac catheteri-
zations, decreases because we are
probably doing too many of them. In
the case of endoscopies, we may be
doing too few.

Dr. Zagari: 1 agree that there is some
schizophrenic thinking between the
long- and short-term views. A number
of recently published artcles take a

1-year perspective on management of

GERD because the managed care
market demands that. A lot of man-
aged care plans won’t even be around
in 3 years, so they won’t take a 15-year

-+ REFLUX ESOPHAGITIS/GERD -

view. Not having a long-term view pre-
cludes discussion of a once-in-a-lifetime
endoscopy.

Dy. Brandt: What is your thinking re-
garding biopsy? Do you biopsya normal-
appearing esophagus in a patient who
complains of heartburn?

Drs. Freston and Howden: Some-
times, depending on the clinical situ-
ation.

Dr. Brandt: 1 do it most of the time,
because it enables me to determine the
validity of the patient’s complaint and
correlate the history with physical find-
ings and tissue damage.

Dr. Freston: Studies show that the first
endoscopy will predict the course of dis-
ease over time.

Dy. Fennerty: The rationale for a one-
time endoscopy is that it defines the
disease relatively early in the patient’s
course. Gastroenterologists generally
agree that you don’t see a change in
endoscopic findings over time. It has
been shown that not all esophagitis is
erosive, and an early endoscopy can de-
termine the presence of erosions and
BE. It is imprudent to re-endoscope a
patient with complicated GERD 6
months later, or 3 to 5 years later, be-
cause the same findings will be present.
Once BE is excluded, the patient is ata
very low risk of ever developing BE.

Dr. Saltiel: One third or more of pa-
tients with normal endoscopies still
have classic symptoms. This leaves the
need for further diagnostic evaluation or
24-hour pH monitoring. Evidence sug-
gests a high-dose PPI given for 1 or 2
weeks has a high predictive ability rela-
tive to pH monitoring."” This is less
invasive and patients might prefer it. I
don’t know the costs of pH monitoring.

Dr. Fennerty: Twenty-four-hour eso-
phageal pH monitoring is still consid-
ered the gold standard for diagnosing
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GERD. However, one study showed
15% of patients with erosive esophagitis
had normal pH studies. This is by no
means a perfect test.

Twenty-four-hour pH monitoring
may be warranted in the patient with a
negative endoscopy or who presents
with atypical symptoms suchi as
dysphagia, asthma, chest pain, or dys-
pepsia.

Dr. Howden: My approach to treatment
of the typical refluxer is as follows. If
endoscopy reveals erosive esophagitis,
the patient should be treated with a PPI;
there is no role for an H2RA in this
population. If endoscopy is negative for
erosive esophagitis, and the patient has
not tried an HZRA, I'd try one. If that
patient is inadequately controlled on an
H2RA, I would tredt with a PPI. If I can
get away with a low-dose H2RA in that
situation, I am delighted only because of
the cost. If PPIs were the same cost as
generic cimetidine, then I would go di-
rectly to a PPL.

Dr. Fennerty: If the cost were equal, I
would go to a PPI earlier. Even though
direct drug costs are only a small per-
centage of the cost of the disease, within
a class of agents, overall you can save
money if generic H2RAs are used versus
brand name HZRAs.

Dr. Zagari: Cost is driving this entire
discussion. In our recent paper, we made
a fairly compelling argument for going
directly to a PPI for erosive disease.’
There are data that show as you move
from the more severe grade 4 disease to
milder forms, the difference in efficacy
between PPIs and HZRAs becomes less
pronounced. However, this has not been
well studied.

Dr. Freston: 1 used to believe in step
therapy for GERD, but we need to be
precise in our discussion. If we are deal-
ing with erosive GERD, then we have
data that show a PPI is the most cost-ef-
fective strategy unless you use generic
cimetidine almost 100% of the time. But

we have very little data about cost for
symptromatic GERD and no erosive dis-
ease; In that case, we have to consider
factors like convenience and control of
symptoms; in this situation, PPIs are
clearly superior to H2RAs.

Dr. Feunerfy: Since we know 30% to
40% of patents will be maintained in
remission with H2RAs, it is not impru-
dent to attempt maintenance with an
H2RA. If this fails, a PPI should be used.
We have to keep in mind that the most
expensive therapy is .he one that
doesn’twork; the cheapest therapy is the
one that does work.

Dr. Sclar: If we were to examine phar-
macotherapy expenditures over the
treatment course inclusive of dosage ad-
justments, adjunctive regimens, and/or
the need for a change in medication,
then compounds with higher procure-
ment costs, such as PPIs, may well be
the most efficient.

Dr. Potash: Many HMOs require 4
weeks on cimetidine before they allow a
doctor to switch to a PPL If you have to
increase the dose of the H2-blockers,
the cost may be the same foi noth strate-
gies or even less for the PPIs. The PPIs
are more ¢onvenient, and the overall
strategy is not that expensive.

Dr. Sclar: At present, the clinical data
suggest remission may best be achieved
with a PPIL.

Costs of Therapy

Dr. Zagari: We agree remission is the
goal. But we have to look at what it costs
to get rid of the patient’s complaint and
what the best long-term care is in terms
of cost.

Dr. Goldenring: We have to look at this
as a two-step process. LThe first step is
the effectiveness of a particular treat-
ment for a particular patient. If there is
more than one choice, then cost will
enter into the discussion. If the efficacy
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is greater and the reduction in relapse
greater, and the cost for a year is a little
bit more, we may have to spend a little
more up front for a beteer outcome 5
years from now. The best medical prac-
tice will, in fact, turn out to be the most
cost-effective one.

Dr. Saltiel: The discussion may be dif-
ferent when there are more generic op-
tions, because this will drive down the
costs of drug treatment considerably.
Also, I want to point out that drug-drug
interactions with generic cimetidine are
only of concen in a small number of
people. Regarding the remission issue,
one recent study showed 70% of pa-
tients with grade 1 or 2 esophagitis were
free of symptoms at 1 year on an H2RA.?

Dr. Brands: The next question is how
long to tieat once a patient becomes
asymptomatic.

Dr. Howden: Data from the lansopra-
zole studies show 100% of patients with
grade 4 esophagitis who became asymp-
tomatic and were put on placebo re-
lapsed within 1 to 2 months; 80% of
those with grade 2 to 3 esophagitis re-
lapsed within 12 months. I do not with-
draw PPI treatment in patients with
esophagitis, but sometimes patients run
out of medication and the symptoms
return, so they refill their prescriptions
and go back on the drug.

Dy, Fennerty: It is inevitable that patients
will rapidly refill their prescriptions as
soon as symptoms develop. These pa-
tients are going to requite long-term
treatment for a chronic disease process.
This is less of a concern in a 75-year-old
than in a 30-year-old. In 15 years of ex-
perience with PPIs, there has not been a
single case of gastric malignancy re-
ported, so I'm convinced safety is not an
issue for the PPIs. Therefore, I recom-
mend that patients stay on these drugs
irrespective of hypothetical safety issues.

Dy, Freston: 1 think we are doing young
patients a disservice when we ralk about

- REFLUX ESOPHAGITIS/GERD -+

taking a drug for the rest of their lives.
The picture will change as scientific ad-
vances are made. [t is certainly notinevi-
table that young people are going to be
on PPIs for the rest of their lives.

“Qualzty management fow a GERD patz '
tails an endoscopy up front and, 'omptf '

with a PPI. This strategy mq
l(mg term and it is cosz‘ keffectz

Dr. Goldenving: From a managed care
perspective, if one of these drugs be-
comes available in generic form, we will
have to rethink the whole issue of costs
for PPls.

Access to Therapies and Tests

Dr. Brandt: It sounds like a restricted
formulary is the most expensive ap-
proach and yet that is the standard of
care for most managed care formularies.

Dy. Potash: The articles alluded to by
Dr. Fennerty earlier showed that re-
stricting access to drugs can actually
raise the costs because people may get
sicker with this plan. Managed care will
have to stop looking at the pharmaco-
therapeutic budget as a line item in a
profit-and-loss statement and start look-
ing at a global budget with a capitated
amount of money or a global budget
relative to the managed care organiza-
tion with the goal of getting the patient
well. As the numbers of managed care
organizations shrink there will be more
commonality among formulary develop-
ment. If, as was done for hypertension
and diabetes, we micromanage to the
point where we say one drug fits all, it
won’t work.

Dr. Freston: Once managed care be-
comes competitive and costs are brought
down, these companies will have to em-
phasize quality and compete in terms of
quality. Given the existing data, quality
management for a GERD patient en-
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tails an endoscopy up front and prompt
treatment with a PPL. This strategy
makes sense over the long term and it is
cost effective.

Dr. Sclar: As we said before, a cost-ef-
fective approach is to limit repeated en-
doscopies to that subset of patients for
whom it is determined to be clinically
appropriate.

Dr. Howden: Endoscopically defined
BE has been reported to be present in
10% to 15% of patients with erosive eso-
phagitis, which is a subset of the GERD
population. When we say BE, we are
referring to specialized columnar epi-
thelium in the esophagus, which is a
metaplastic disorder thought to result
from chronic excess exposure of the dis-
tal esophagus to acid. Specialized co-
lumnar epithelium in the esophagus
definitely carries a risk of adenocarci-
noma. Once the diagnosis of BE has
been made, the standard of care is some
form of surveillance. In the absence of
dysplasia, every 2 to 3 years, or perhaps
even 5 years, appears to be sufficient.
Surveillance will detect premalignant
changes and so we can perform radical
surgery when such changes are present.
There is no proven medical therapy for
BE, but several promising therapies are
under investigation, such as laser and
photodynamic therapy. Some of these
therapies have been used in conjunction
with a PPL

Dy, Fennerty: 1 want to emphasize that
a patient should not be diagnosed with
BE unless specialized columnar epithe-
lium is present because of the implica-
tions of surveillance and insurability.
The presence of high-grade dysplasia
probably mandates resection, and pa-

tients with low-grade dysplasia should
be surveyed more frequently than those
without it; patients without dysplasia can
have their surveillance intervals length-
ened to every 2 to 3 years, or even 5 years.
Resecarchers are looking for molecular
markers for adenocarcinoma of the
esophagus, and it is likely that chis effort
will bear results in the next 5 to 10 years.

One study showed that we can miss
BE with endoscopy. In autopsy studies,
the incidence of BE is 20-fold higher
than the incidence rates based on en-
doscopy.’ We seem to be missing a large
pool of patients. Perhaps these are the
people who don’t bring their symptoms
to the attention of a physician, or they
may be the ones with mild symptoms
but extensive damage.

Dy. Howden: The people with mild
symptoms are sitting at home getting
confusing messages from the media:
such as, “It’s only heartburn—I have to
learn to live with it,” and “My doctor
said Mylanta,” but they may be some of
the ones at risk for cancer because of
undiagnosed BE.

Summary

Dr. Brandt: In GERD patients with
symptoms, it is in their best interest to
make a prompt diagnosis with en-
doscopy and thereby establish the
course of disease over the next number
of years; the way they present seems to
indicate the course of the disease. The
most effective agent seems to be the
PPIs, and if costs were equal, these
agents would be preferred. However, a
generic H2RA at a lesser cost might be
a more acceptable initial mode of ther-
apy for patients who do not have ad-
vanced disease.

Dr. Potash: There is a population of
patients with nonerosive disease who
will be well controlled on standard doses
of an H2-blocker. This population can
be identified with a wuial of an H2RA:
that is 400 mg of cimetidine bid orabout
150 mg ranitdine bid.
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Dr. Freston: These certainly are pa-
tients with mild disease, and it may be
worth identifying them, if an H2-
blocker is the cheapest approach. In
mild disease, we actually don’t know
what is the cheapest approach.

Dy, Fennerty: I’d like to add that recur-
rent or repeated endoscopy has no role
in the majority of cases, with the excep-
tion of the patient with columnar lined
esophagus, in whom the frequency of
that exam has yet to be determined.

Dr. Sclar: The trade-off between sur-
gery and pharmacotherapy needs fur-
ther evaluation. We need an algorithm,
based ideally on longitudinal data.
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