
Alarm Symptoms of Gastroesophageal Reflux 
Disease (GERD)
by Dr. Shannon Lewis
Gastroesophageal reflux disease (GERD) is among the most common conditions 
encountered in primary care practice. Its prevalence in the United States is estimated 
to be 10-20%. A presumptive diagnosis of GERD can be made by the presence of 
typical symptoms - heartburn and regurgitation. Other symptoms of GERD include 
atypical (non-cardiac) chest pain, as well as extraesophageal manifestations, such as 
chronic cough, hoarseness, and sore throat. In patients with symptoms consistent 
with uncomplicated GERD, an upper endoscopy is not required. Management of 

such patients should include counseling on weight loss, education on eating habits, such as elimination 
of trigger foods, appropriate timing of eating prior to lying down, tobacco cessation, and initiation of 
antisecretory medical therapy.

However, in patients with associated “alarm symptoms”, including dysphagia or odynophagia, weight loss, 
anemia or overt gastrointestinal blood loss, and recurrent vomiting, patients should undergo endoscopic 
evaluation. In addition, upper endoscopy 
should be considered in patients with GERD 
symptoms that persist despite compliance with 
4-8 weeks of twice-daily proton-pump inhibitor 
(PPI) therapy. If patients respond appropriately 
to acid suppressive therapy and do not manifest 
“alarm symptoms,” endoscopic evaluation is not 
deemed necessary, except for men older than 50 
years with chronic GERD symptoms (> 5 years) 
and additional risk factors, such as nocturnal 
reflux, elevated body mass index, tobacco use, 
and family history of Barrett’s esophagus or 
esophageal adenocarcinoma, to evaluate for 
underlying Barrett’s esophagus.

Endoscopy has improved the diagnosis and 
management of many gastrointestinal diseases, 
but its use should be limited. The procedure, 
including the required sedation carries risks, and, as in all areas of medicine, the benefits obtained from 
performing a procedure need to be carefully weighed against those risks. In the setting of GERD, upper 
endoscopy is useful in only a minority of situations. In addition, avoidance of low-yield procedures that 
have a limited effect on clinical outcomes helps to reduce healthcare costs.
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Dr. Sarah “Betsy” Rodriguez Appointed to ASGE Governing Board

The Oregon Clinic is pleased to announce the appointment of Sarah A. (Betsy) Rodriguez, MD, to the 
governing board of the American Society for Gastrointestinal Endoscopy (ASGE). Dr. Rodriguez is a 
gastroenterologist and endoscopist with The Oregon Clinic Gastroenterology - West and medical 
director of the Medical Procedures Unit at Providence St. Vincent Hospital.

“I am so honored to be able to be a part of the leadership of this society. It is my hope and intention that 
I will provide excellent service and advance the mission of the ASGE,” stated Dr. Rodriguez.

Dr. Rodriguez became a member of ASGE in 2004 and has served as the Chair of the ASGE Technology 
Committee. She currently conducts research on diseases of the pancreas in conjunction with researchers 
at Oregon Health Science University and serves as a reviewer for GIE: Gastrointestinal Endoscopy, ASGE’s 
peer-reviewed scientific journal.
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When to Refer to a Gastroenterologist

Do you have a patient that needs specialized evaluation or treatment for GERD? 
Call or go online to www.oregonclinic.com/refer.



Refer Your Patients - Your Way:
Save time and refer your patients online at www.oregonclinic.com/refer.

Visit www.oregonclinic.com to find a physician, office location and more.

by Dr. Christy M. Dunst 
Heartburn and regurgitation are the hallmark 
symptoms of gastroesophageal reflux disease 
(GERD).  Most patients are treated successfully 
with antacid medications but there are still 
millions who are unhappy with their quality 
of life due to persistent GERD. Many do not 
know that there are surgical options or have 
been told that the surgery “is worse than the 

disease”.  Clinicians treating patients with GERD often hesitate to 
offer antireflux surgery for fear of creating unwanted side effects 
such as dysphagia and bloating in exchange for reflux control. As a 
result, less than 1% of US patients with GERD are treated surgically.  

Importantly, over 90% are extremely satisfied 
with the results of surgery and would be willing 
to do it again. This does not imply that every 
GERD patient should have a fundoplication, but 
that we select the best patients for whom the 
risk/benefit ratio is most favorable. An example 
of an excellent candidate for fundoplication is 
the yoga teacher with a hiatal hernia who cannot 
work due to persistent regurgitation. 

Despite excellent 5-10 year data, my concern for 
any patient having a fundoplication is the risk of 
recurrence, which is at least 20% in young patients. 
Redo surgery is simply not as effective and can even 
be dangerous. While we have to accept these odds 
for patients with large hiatal hernias, why do we 
perform the same surgery for patients without significant anatomic 
derangement? The concept of simply augmenting their reflux 
barrier with an injection, implant or other method rather than full 
fundoplication surgery is very appealing. 

I was introduced to the LINX in 2004 when I was an esophageal 
surgery fellow at USC and was immediately impressed with 
the elegant simplicity of its design. The LINX is a small implant 
comprised of interlinked titanium beads with magnetic cores. The 
magnetic attraction between the beads augments the existing 
esophageal sphincter’s barrier function to prevent reflux. The 
magnetic ring is placed around the gastroesophageal junction 
without disrupting the hiatus or the stomach during an outpatient 

laparoscopic procedure. No more herniated wraps!

Although the design is simple, it works.  Our group participated 
in the multicenter trial published in the New England Journal 
of Medicine leading to FDA approval in 2012. The results were 
excellent with complete resolution of regurgitation and 92% 
symptom improvement overall. Less than 10% of patients 
continued to take daily medication. The side effect profile is 
superior compared to fundoplication in terms of ability to belch, 
vomit, and gas bloat. Patients are able to return to normal activities 
almost immediately and post-surgery patient satisfaction levels 
are very high. Lastly, the procedure is reversible.

An important thing we have learned is 
no matter how you augment the reflux 
barrier; you’re going to get some temporary 
dysphagia. This usually peaks 4-6 weeks after 
LINX implantation when the scar formation 
is at its strongest. The scar softens and the 
dysphagia resolves for nearly all patients by 
3 months. Importantly, the main reason for 
device removal is dysphagia. 

A recent long-term evaluation of over 1000 LINX 
patients worldwide demonstrates a reasonable 

complication profile. Overall complication rate 
was 0.1% (1.3% hospital readmissions, 5.6% 
endoscopic dilations, and 3.4% reoperations). 
No significant intraoperative complications or 

conversion to laparotomy. No device migrations or malfunctions 
were reported. Erosion of the device occurred in one patient 
(0.1%).

Overall, the LINX magnetic lower esophageal sphincter 
augmentation device represents the most significant 
advancement in GERD treatment in 25 years since the introduction 
of PPIs. LINX is an excellent choice for patients with objective 
findings of GERD who are looking for an alternative to medical 
therapy and have minimal anatomic derangement (hiatal hernia 
< 2-3 cm, absence of major motility disorder). The Oregon Clinic 
was the first to begin implanting the device in the state, starting 
in 2008.
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Less than 10% of LINX 
patients continued to take 
daily medication after 
insertion of the device.

Clearing the Confusion
by Dr. Michael Owens
Proton pump inhibitors (PPIs) are ubiquitous in medical practice. This class of medication has been available for 
commercial use for nearly 25 years. Their potency and effectiveness rivals their safety among pharmacological agents.  
Despite this, there have been emerging concerns with reports of potential adverse effects associated with the use of 
PPIs. 

In the United States, such reports have led the Food and Drug Administration (FDA) to issue a number of broad-
based product warnings for all PPIs.  The pathogenesis of these proposed associations is not clear in most cases, 
and the evidence base to support a clear association for harm is extremely variable. The following will look at claims 
surrounding PPIs and their effects on absorption and metabolism, drug interactions, and infections.

Dr. Michael Owens

Absorption and Metabolism:

1. Although it is conceivable that PPI therapy may 
reduce absorption of non-heme iron and retard iron pool 
replenishment, this effect has not been well studied or evident 
from widespread use in clinical practice.

2. There is no good evidence to establish that PPI use has 
a significant risk for bone density loss, altered calcium 
metabolism or osteoporotic-related fractures. Supplemental 
calcium is not recommended. 

3.  The FDA recommendation to consider checking magnesium 
levels before starting is not practical, in particular for the OTC 
use. The association has been reported extremely rarely and 
there are no controlled studies. In patients with intestinal 
malabsorption or renal wasting, it may be reasonable to 
follow magnesium levels more closely.  

4. Studies examining the potential relationship between PPIs 
and B12 have shown conflicting results but no alteration of 
metabolic intermediates (MMA/Homocysteine).

5. A rare association with interstitial nephritis cannot be 
dismissed and a high level of clinical suspicion should be 
followed up.

Drug Interactions:

1. The current literature questions the exact relationship 
between ex-vivo platelet assays and clinical outcomes, 
especially with regard to the assessment of drug interactions. 

2. Co-administration of PPIs with high-dose methotrexate 
appears to be correlated with delayed methotrexate 

elimination and potentially may lead to methotrexate toxicity 
if not monitored appropriately.

Infections: 

1. There appears to be a potential adverse relationship 
between PPI use and community acquired pneumonia 
(a small relative risk associated with short-term high-
dose PPI use.) These relationships, however, do not offer a 
definitive explanation for the relative risk because significant 
heterogeneity and confounding factors may have accounted 
for some of the observed statistical significance.

2. There is insufficient evidence to conclude that there is 
a definitive relationship between PPI use and C. difficile 
infection. Also, the relationship between PPI use and the 
development of SIBO is still not understood. Given the lack of 
randomized control trial data and reports that have significant 
confounding bias potentials, there are no clear supporting 
data at present to suggest a positive relationship for these 
conditions.

3. The data on specific bacterial infections were overall 
supportive of no associated risk.  The International Society of 
Travel Medicine, however, does suggest discontinuing PPIs if 
traveling to areas with high risk of enteric infection.  

4. Although there is no definitive evidence for an association 
with infections, PPI use in the cirrhotic patient should be 
scrutinized for appropriateness because in studies suggesting 
possible causal harm, the majority of patients did not meet 
criteria to justify use of PPIs. 

Conclusion:

For most patients showing signs and symptoms of acid-related disease or patients meeting risk criteria for GI nonsteroidal anti-
inflammatory drug injury prophylaxis, there is evidence to support the use of PPIs.  If a patient needs continued acid-reduction therapy 
but concern for rare and uncertain associations is raised, it is reasonable to try switching to an H2RA and monitor the clinical effectiveness 
of the change in therapy.

Update in Antireflux Surgery: The LINX Device


