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Housekeeping; Zoom webinar

@ All attendees are muted

Please ask questions via the Q&A box only

A Q&A will be at the end of the presentation

A Questions will be asked anonymously to protect
your privacy

B This session is being recorded.
You will receive a linto thisrecording and copy of
slides in post sessiaorrespondence.

Type your questions in the\
Q&A box.

oo Q&A

Welcome to Q&A
i ask will show u|
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Housekeeping; Zoom webinar

Is your session name the same as your registration?
Not sure if your name

To ensure we can issue your certificates and idase ensure matches send a Chat
you have joined the session using the same name as your event vé83alF3s 2 wWh2 a
registration (or phone number, if you have dialled in). IRAZOI GAZ2YQ (2 A

yourself.




Housekeeping; Zoom webinar

How to rename yourself Cp— — > N\
m NWMPHN Education (Host, me) [ Mute |EREED
. .. ane Example £ CHh
1. Click orParticipants &b recore = -
2. If using [mmm |
A App:click on your name Computer: . ————
A Computer:hover over younameand clickhe 3 dots crange NS

A Mac:hover over your namandclick More
3. Click orRename

~

4. Enter the name you register@dth and click Gose  partcipants (2
Done/ Change Rename &l Jone Example (me) # i
Phone/App: @ NwhHN Education (Hosy) ) e

Rename

Unmute




Speakers

Dr Fiona Jones;astroenterologist, Werribee Mercy Hospital

Dr Fiona Jones is a gastroenterologist with specialised training in therapeutic luminal endoscopy, including

deviceassistecenteroscopyand capsule endoscopy. She completed an interventional endoscopy fellowship at S
+AYyOSyiQa 1 2aLIA0lt aStoz2dz2NYySd { KS GNIAYSR AY LNBf
Dublin, where her research focused on inflammation in IBD. She has presented and published widely in the fie

Dr Niranjan ArachchiGGastroenterologist, Werribee Mercy Hospital

Dr Arachchi is a general gastroenterologist with expertise in endoscopy, liver disease and inflammatory bowel

disease. He trained at the University of Melbourne, completed his FRACP in 2006 and undertook postgraduate
NEaStNOK d {0 +AYy OStMe&&esterd Bdalihbéfofedeconting & \BVIQJatSNe steFndabalt
YR 2SNNAOGSS aSNOeéeo |IS Ffaz2z Kz2ftRa | aladsSNa RS3AN

Dr Catherine Croagltlead of Gastroenterology, Werribee Mercy Hospital

Dr Catherine Croagh is the Head of Gastroenterology at Werribee Mercy Hospital. She trained at the University
Melbourne and completed specialist gastroenterology training across major Melbourne hospitals. She holds a
Master of Public Health and an MD focused on Hepatitis B biomarkers and disease progression. Her interests
include metabolieassociated liver disease and improving access to-dngllty care for the Werribee community.
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Melbourne

Common gastroenterology problems in general
practice and outpatient settings: optimising
evaluation and management

17 March 2026



Pathway Your Clinical Management and Referral Resource

Melbourne
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Localised Clinical Pathways Referral Information Regular Updates CPD Hours
(Evidencebased guidance adapted for  (Clear referral instructions for local (Pathways reviewed and updated (Track and record CPD activities directly
Melbourne clinicians) health services and hospitals) regularly by Clinical Editors) through Pathway page)
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Collaborative Development Easy Access Streamlined Workflow Free for Clinicians
(Created by GPs, specialists, allied  (Web-based platform, mobile (Quick navigation with (No cost access for all health
health and other health friendly for pointof-care use) Assessment, Management and  professionals in North Western and

professionals) Referral sections all in one place) Eastern Melbourne PHN catchments)



Health Pathways

Melbourne

Use the search bar wuicklylocate clinical pathways or conditions
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Search for the Dyspepsia and Heartburn (GORD) pathway on the Homepage

Essential quickaccess
links for latest updates,
Pathway updates,
clinical resources and
MBS items

| f ASéntl Feddba
to add comments

and questions about
this pathway.




HealthPathways Relevant and Related Pathways

Melbourne

Relevant Pathways

Dyspepsia and Heartburn/GORD
Acute Chest Pain

Dysphagia
NSAIDs and Dyspepsia or Heartburn

Helicobacter Pylori (H. pylori)

Related Pathways

Biliary Colic and Cholecystitis
Bowel Cancer

Coeliac Disease in Adults
Constipation in Adults

Diarrhoea in Adults

Inflammatory Bowel Disease (IBD)
: litions
CPD Hours for HealthPathways Use

Referrals

Acute Hepatobiliary and Upper Gastrointestinal Surgery Referral (8ame

Nonracute Hepatobiliary and Upper Gastrointestinal Surgery Referral (> 24

hours)
Acute Gastroenterology Referral (Saxtmy)

Nonacute Gastroenterology Referral (> 24 hours)

Nonacute Liver Referral (> 24 hours)

Transient Elastograph¥iproScanhReferrals

Acute Colorectal Surgery Referral (Saiag)

Nonracute Colorectal Surgery Referral (> 24 hours)

Gastrointestinal Investigations

de Referral Criteria f alist Clinics


https://melbourne.communityhealthpathways.org/464106.htm
https://melbourne.communityhealthpathways.org/464106.htm
https://melbourne.communityhealthpathways.org/464106.htm
https://melbourne.communityhealthpathways.org/464109.htm
https://melbourne.communityhealthpathways.org/464109.htm
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https://melbourne.communityhealthpathways.org/199419.htm
https://melbourne.communityhealthpathways.org/199419.htm
https://melbourne.communityhealthpathways.org/199419.htm
https://melbourne.communityhealthpathways.org/20726_1.htm
https://src.health.vic.gov.au/
https://melbourne.communityhealthpathways.org/24341.htm
https://melbourne.communityhealthpathways.org/24341.htm
https://melbourne.communityhealthpathways.org/27916.htm
https://melbourne.communityhealthpathways.org/32179.htm
https://melbourne.communityhealthpathways.org/20167.htm
https://melbourne.communityhealthpathways.org/129058.htm
https://melbourne.communityhealthpathways.org/82977.htm
https://melbourne.communityhealthpathways.org/13011.htm
https://melbourne.communityhealthpathways.org/25716.htm
https://melbourne.communityhealthpathways.org/13804.htm
https://melbourne.communityhealthpathways.org/236474.htm
https://melbourne.communityhealthpathways.org/40631.htm
https://melbourne.communityhealthpathways.org/29402.htm
https://melbourne.communityhealthpathways.org/145650.htm

HealthPathway

Log CPD Effortlessly with HealthPathways CPD Reporting
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Step 2: Add Learning Notes e
A Reflect on what you learned and how it .
will impact your practice. l

Step 1: Access a Pathway Page
A Navigate to a clinical pathway

A giggfyg%&s fESng?“?\E;fna yEBY &S Sh éA Include any planned followp activities. Step 3: Generate Your CPD Report
Cllckcr N ol N IiaKking your CRD A These notes are saved to your CPDrecord. &  Go to theCPD Reportingection.
activity. A Add reflections, review pages, and confirm
time spent.
A Export your report as BDF for
submission

For further information on the CPD reporting tool, please see these videos:

1 How to create a CPD report

)| How to add learning notes



https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthpathways.cmail19.com%2Ft%2Ft-l-gljtytt-tijtjdirit-k%2F&data=05%7C02%7Ccrystal.barbedo%40emphn.org.au%7C002f1181963748d7633308dd7bda7aa9%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638802900503279667%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=nZEK9C06YWW6CSiF71vnzx6ZzklAHFZwU%2BF6g%2FRlk5g%3D&reserved=0
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https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthpathways.cmail19.com%2Ft%2Ft-l-gljtytt-tijtjdirit-u%2F&data=05%7C02%7Ccrystal.barbedo%40emphn.org.au%7C002f1181963748d7633308dd7bda7aa9%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638802900503291918%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=UjJa4XmEwOudDIsMWyPzqza7V5XjYaHlziPAhYX0aBE%3D&reserved=0
https://aus01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fhealthpathways.cmail19.com%2Ft%2Ft-l-gljtytt-tijtjdirit-u%2F&data=05%7C02%7Ccrystal.barbedo%40emphn.org.au%7C002f1181963748d7633308dd7bda7aa9%7C64637d7cf140454aaf0853707c601785%7C0%7C0%7C638802900503291918%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=UjJa4XmEwOudDIsMWyPzqza7V5XjYaHlziPAhYX0aBE%3D&reserved=0

HealthPatmii:fay Stay Informed: Access Case Studies and Monthly Bulletin
Melbourne
Latest Case _ o
=
HealthPathways
Melbourne

CASE STUDY 2%

[ef Real clinical scenarios for everyday GP practice

A Concise, practical case studies designed to reflect real
presentation in General Practice.

A Includes management summaries, pathway links and local

service consideration for quick navigation.
A Access all case studibere.

Putting knowledge into practice

Want access 10 MealthPathways Melboume? Reguter here for your Mes RhPathways account forwp

0 date guidance on chmical and referal pathways for o range of conditions

What you'll find in this edition

HealthPathways Melbourne GP Mental Health Treatment Plan updates

Statewide referral criteria news 1: dermatology

Statewide referral criterla news 2: children's suegery and ophthalmology conditions
Insight: HealthPathwarys Melbourne and Mercy Mealth

Case study: Healthy travel preparation

Case study: Assessing suspected melanoma

Monthly updates straight to your inbox

A Be the first to know about pathway updates, service changes , new

case studies and employment opportunities

Subscribe to the HealthPathways Melbourne Monthly bulletin or

contact us atinfo@healthpathwaysmelbourne.org.au



https://nwmphn.org.au/resource/healthpathways-melbourne-case-studies/
mailto:info@healthpathwaysmelbourne.org.au

HealthPathways Access Now: Sign In or Scan to Register

Melbourne

Pleaseclick on theSign inor registerbutton to create your
individual account or scan the QR cod® St 2 g ®

If you have any questions, please email the team
info@healthpathwaysmelbourne.org.au

|| N
= g =
= l“ -

=
® iy,

Community
HealthPathways

Welcome

This website is for health
professionals only

Important update: individual
HealthPathways accounts

are now required

To enhance the security and
personalisation of your
HealthPathways expenence,
shared logins are no longer
availlable. All users will now
need 10 access the site with
an individual
HealthPathways account

Sign in or register o request
access

Melbourne

Get local health information, at the
point of care

What |s HealthPathways? v
General enquiries v

Terms and conditions

phn
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https://melbourne.communityhealthpathways.org/welcome
https://melbourne.communityhealthpathways.org/welcome
mailto:info@healthpathwaysmelbourne.org.au

Mercy Health update < Sk

Mercy Health encourages a" referrals tO Our Form has been auto-saved.
Outpatient Specialist Clinics to be submitted
via eReferrals using HealthLink SmartForms ©“=resasees o e

(O Amended referraliupdate previously sent referral

Requested Information A\
Gasfroenterology

Medications, Allergies, ' Renew expired referral

A HealthLInk IS bUiIt |nt0 mOSt genera.l f\ler‘ts_____ﬁ Referral Period" 1_2 months v

pra‘Ctice SOftware1 makl ng referrals q u ICk B Special Needs / Reasonable Adjustments for Disability* O Yes ® MNo

Medical, Social and Family

and Se am | eSS History Does the patient have a carer / support person?* O Yes ® MNo

8 ' Is the patient appropriately equipped and enabled for Telehealth O Yes ® Mo

It supports secure information exchange (ideo) consuaton?” €3

i A | acknowledge that the patient has consented to the referral and to their personal and health information being shared between the
a_Il_E_m |_nf?rf|‘|at|°n A referring clinician, the nominated GP, the health service staff and other health service providers as required to facilitate their

and allows you to easily attach test result "7 oot ot
and repOrtS ] o | [J Patient Consent®
A U S i n g e Refe rraIS h e I pS e nS u re refe r ral S h_ -E - B::JI’E! seandi:rga:jur ere::ITI;iease ensure you meet the referral criteria for Gastroenterology and attach any relevant investigations.

Access HealthPathways Melbourne for refemral guidelines.

reach the right clinic promptly and reduce Urgency 3 Rouine: Gresterthan 30 days

Referral Purpose™ Establish a diagnosis v

f0| |OW‘U p d el ayS . Reason for referral® Please Select hd

Measurement Details

. u - . . Date Code Value Date Code Value
For more information, visit ourdealthLink dens0t | Hegmem | 1775
08/05/2014 | Weight (kg) | 80 12/07/2012 BP (mmHg) = 110/70

2Referrainformation website

-

i



https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
https://health-services.mercyhealth.com.au/health-professionals/refer-a-patient/healthlink-information/
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Mercy Health

Care first

Feedback form for Health Professionals

The Primary Care Liaison Unit would love to hear from you!

Please provide any feedback easy and quick viaplme feedback form

For any education requests please complete @dmcation request form

For more information visit ouPrimary Care Liaison websitétps://health-

services.mercyhealth.com.au/healfrofessionals/primancareliaisonunit



https://health-services.mercyhealth.com.au/health-professionals/feedback-form-health-professionals/
https://forms.office.com/r/igkaADtCj5
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
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https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
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https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit
https://health-services.mercyhealth.com.au/health-professionals/primary-care-liaison-unit

Stay informed about key updates from
the hospital.

Subscribe to our new, mobHiendly
guarterly newsletter to receive essential
hospital updates, clinical insights, and
upcoming education opportunities
tailored for primary care.

Reqister for the Primary Care Liaison
newsletter today.

{0 2 /cloud.microsoft : ) 2% /cloud.microsoft

W\ e ol
| Mercy Hospital for Werribee Mercy

Hospital

Newsletter



https://portal.mercy.com.au/surveys/surveys/?s=L4N3HD3DEWPPJAWH&_gl=1*1sz3fan*_gcl_au*MTU1NzQ1MDE4Ni4xNzY5MDM5NTU2
https://portal.mercy.com.au/surveys/surveys/?s=L4N3HD3DEWPPJAWH&_gl=1*1sz3fan*_gcl_au*MTU1NzQ1MDE4Ni4xNzY5MDM5NTU2

Investigation and management
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complications including
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Dr Fiona Jones




Overview

G

Mercy Health

A What is GORD S
A GERD severity: LA classification (and followp)
A Management algorithm
A Lifestyle, medical, endoscopic and surgical
A Complications of long-term GORD

A7¢l | Daaqkt
A Screening
A Management
A Surveillance
A PPI

A Potency
A Risk
A Tapering appropriately




GORD:

A One of the most common diagnoses in
General Practice and Gastroenterology

Practice

A Prevalence of GERD ranges from 150%
percent in Western countries and 510%
percent in Asia. The incidence in the
Western world is approximately five per
1000 personyears or 0.5 percent per year

A From a conventional pathophysiological
perspective, GERD is conceptualized as
iIncompetence of the antireflux barrier at the
oesophagogastricjunction

JA N
e
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Definition of GORD:A problem: i

Mercy Health

Symptoms of heartburn do not correlate witl, =
objective evidence of GORD

Clinical: Montreal Definition Objective: Lyon Consensus

A GERD was defined as a condition that A The modern definition of actionable GERD
develops when the reflux of stomach requires conclusive evidence of reflux
contents causes troublesome symptoms related pathology on endoscopy and/or
(heartburn +£ regurgitation) and/or abnormal reflux monitoring (using Lyon
complications. consensus thresholds) in the presence of

compatible troublesome symptoms

A Recognition of extra oesophageal
manifestations: laryngitis, cough, asthma,
and dental erosions as possible GERD
syndromes.




G

Mercy Health

Approach to Management “"

1) Establishlikelinood of pathologic GERD and discern which

mechanisms may be driving symptoms and develop shared decision
making care plan

n Typical oesophageal symptoms 70% specific
n Obesity/known HH

n Extraoesophageal low likelihood

n Stress/anxiety- visceral hypersensitirity

2) Patient education: standardized educational material on GERD
mechanisms, weight management, lifestyle and dietary behaviours,
relaxation strategies, and awareness about the braHgut axis
relationship to patients with reflux symptoms

3) PPI Trial Clinicians should provide patients presenting with
troublesome heartburn, regurgitation, and/or norrcardiac chest pain
without alarm symptoms a 4 to 8-week trial of singledose PPI therapy




Troublesome typical and atypical symptoms suspicious for gastro -oesophageal
reflux disease (GERD), and usual approach to evaluation of these symptoms.

Troublesome symptoms Initial approach Esophageal Adjunctive
suspicious for GERD No alarm symptoms physiologic evaluation approach
Typical: ey . endoscopy, wireless pH postprandial HRIM,
heartburn, regurgitation, stplic Yal of entisecrelory monitoring (preferred) or pH- behavioral therapy for
: therapy : B e
esophageal chest pain impedance monitoring, HRM rumination
Atypical*: endoscopy, pH-impedance behavioral therapy for
belching monitoring, HRM supragastric belching
Atypical*: endoscopy, pH-impedance or S
chronic cough, asthma wireless pH monitoring, HRM pHimondty svalugton
Atypical™*: »
hoarseness, globus, nausea, epdoscopy, pH mpgdance or laryngoscopy fc:L :hroat
2 p ; wireless pH monitoring, HRM symptoms
abdominal pain, dyspepsia

* likelihood of GERD is lower than with typical symptoms, testing is performed to identify or rule out a reflux basis for symptoms
** likelihood of GERD is very low, upfront testing is typically not recommended except to rule out a reflux basis for symptoms

***adjunctive approaches may precede esophageal evaluation to rule out primary pulmwngeal disorders

C Prakash Gyawali et al. Gut 2024;73:361 -371
Copyright © BMJ Publishing Group Ltd & British Society of Gastroenterology. All rights reserved.




Patients with typical -
GERD symptoms ( )

Trial of FDA-approved Mercy Health
single-dose PPI therapy
for 4—8 weeks Care first

v

Assess response at
4—8 weeks

Partial or no response
to symptoms

Sustained resolution
of symptoms

Wean to lowest Assess compliance and
effective dose increase dose to twice a day
PPI (not FDA approved) or
+ switch to a more effective
acid suppressive agent

Continue at lowest effective *
dose or convert to
on-demand therapy for Assess response at
patients who can wean PPI 4—-8 weeks
Patients on chronic PPI for Partial or no response
1 year should be offered to symptoms

reflux testing to determine
requirement for lifelong

therapy
) EGD and wireless pH
testing OFF PPI for multiple
3 days
Clinical Gastroenterology and Hepatology 2022 20984-994.e1DOI: (10.1016/j.cgh.2022.01.025) See algorithm for PPI
Copyright © 2022 AGA Institute_Terms and Conditions BOIEOEPORoNG



http://www.elsevier.com/termsandconditions

Yadlapati R, Gyawali CP, Pandolfino JE. Best Practice Advice for
Personalized Approach to the Evaluation and Management of GERD. 2022.

Gastroenterclogical

American
Association

aga

Routine modifications to improve
esophageal health if you have symptoms:

Stress reduction

Integrate methods to reduce stress in
your life to disrupt the overstimulated
gut-brain connection. These include
mindfulness, meditation, and
massage therapy.

Belly breathing

Belly breathing or diaphragmatic
breathing can help strengthen the
diaphragm and reduce esophageal
disease and reflux. A video on
diaphragmatic breathing can be
found here:

https//www.youtube.com/watch?v=U
B3tSalEbNY

Avoid late meals

Lying down with a full stomach may
increase the risk of acid reflux. By
avoiding eating within three hours
before bedtime and avoiding late
night snacks, nighttime reflux may be
reduced.

If you have nighttime

symptoms, raise the head
of your bed

Raising the head of your bed by 6 to 8
inches raises the head and shoulders
higher than the stomach, allowing
gravity to prevent acid from refluxing.
Raising the head of the bed can be
done with blocks of wood/bricks
under the legs of the bed or a foam
wedge under the mattress. Several
manufa s have developed
commercial products for this
purpose. However, it is not helpful to
use additional pillows; this can cause
an unnatural bend in the body that
increases pressure on the stomach,
which can worsen acid reflux.

Esophagus

Lower
esophageal
sphincter

Stomach
contents

Avoid trigger foods

If you have noticed that certain food
items trigger your symptoms, it will
be useful to avoid these items, as
some foods may relax the lower
esophageal sphincter and promote
acid reflux. However, not all patients
have the same trigger foods.

Saliva helps to neutralize refluxed
acid, and smoking reduces the
amount of saliva in the mouth and
throat. Smoking also lowers the
pressure in the lower esophageal
sphincter and provokes coughing,
causing frequent episodes of acid
reflux in the esophagus. Quitting
smoking can reduce or eliminate
symptoms of mild reflux.

Chew gum or use oral

lozenges

Chewing gum or using lozenges can
increase saliva production, which
may help to neutralize and clear
stomach acid that has entered the
esophagus.

Weight management

Losing weight, particularly weight
around the abdomen, is a powerful
tool to improve GERD symptoms for
patients that are overweight.
Maintaining a healthy weight is
important to control GERD in patients
with a normal weight.

Avoid tight fitting clothing

Tight-fitting clothing can increase
discomfort, and may also increase
pressure in the abdomen, forcing
stomach contents into the
esophagus.

G
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Objective
Testing

A If troublesome heartburn, regurgitation, and/or
non-cardiac chest pain do not respond adequately
to a PPl trial

A Presence of‘alarm symptoms

A Clinicians should perform upfront objective reflux
testing (rather than anfempiric' PP trial) in patients
with isolated extra -oesephageal symptoms and
suspicion of reflux aetiology

A Patients withfunproven GERD that have a symptom
response.to empiric PPl therapy, in order to
establish the appropriateness of long -term PPI
therapy



LA-D

LA-A LA-B

>1 mucosal break, =1 mucosal break, =1 mucosal break, =1 mucosal break,

A Complete endoscopic evaluation of GERD
A erosive esophagitis (graded according to the Los Angeles

- classification when present)
Endoscopy LA A diaphragmatic hiatus (Hill grade of flap valve), axial hiatus hernia
Classification length,

ARUt GUHqRYUWNY! W7¢l | Daakt Wt YG¢
Prague classification and biopsy when present) (BPA 7)

A Confirmatory evidence of erosive reflux on endoscopy IS foun

a minority of patients
Clinical Gastroenterology and Hepatology 2024 222526-2528.e1DOI: (10.1016/j.cgh.2024.05.007) /




Prolonged ambulatory reflux monitoring off PPI

All davs AET 21 day AET 2 4.0%; ,
< 4\_,3% not meeting criteria | =2 day>s G‘Q’I/Ith AET

for GERD °

Norosve —
reflux disease No GERD Borderline
GERD*
Upper Gl Los Angeles _
endoscopy A esophagitis Borderline
-
Los Angeles . -
B/C/D esophagitis GERD*; ambulatory reflux monitoring off PPl not recommended

*In a patient with GERD, the presence of Los Angeles C or D esophagitis, AET > 12.0%, DeMeester score > 50, bipositional
reflux, and/or a large hiatal hernia indicates a more severe GERD phenotype

A B
Sl
Sy ' _\‘r:;_
Wt ¥
:
& )
- 7

Clinical Gastroenterology and Hepatology 2022 20984-994.e1DOI: (10.1016/j.cgh.2022.01.025)
Copyright © 2022 AGA Institute_Terms and Conditions
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pH Studieswireless vs catheter Mercy Health

Care first

A Prolonged wireless pHmonitoring uses a pH capsule introduced via a tran®ral
catheter during sedated gastroscopy that adheres to the distal oesophagus {&n
proximal to the endoscopically identified squamocolumnar junction) using a
vacuum suction mechanism

A Wireless pH monitoring measures acid exposure in the distal oesophagus for up to 96
hours (based on recorder battery life) and assesses the relationship between patient
reported symptoms and acid reflux episodes

A Catheter-based pH monitoring uses a transnasal catheter placed without sedation,
which measures acid exposure in the distal oesophagus as well as refltsymptom
association for up to 24 hours




pH study interpretation

A AET: Oesophageal acid exposure time (AET),
the percent time spent at pH of 4.0 or less,
IS a key physiologic marker for phenotyping
patients with GERD

A Generally, an AET <4% is normal18%
Is borderline, and >6% is abnormal.

A SAP: Reflux symptom association on
ambulatory reflux monitoring (symptom
association probability >95% and symptom
iIndex >50%) increase confidence that
symptoms are truly associated with reflux
when AET is increased

(E‘ﬁ’ﬁ)

Mercy Health

Care first

Percentage of total time pH < 4

Percentage of upright time pH < 4

Percentage of supine time pH <4 DeMeester score
Number of reflux episodes Normal < 14,72

Number of reflux episodes >5 min

Longest reflux episode

DeMeester score components
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Refractory GERD and refractory symptoms et

Care first

A LA grade B, C and D oesophagitis and recurrent peptic stricture on endoscopy while
on optimised antisecretory therapy are indicative of refractory GERD

A Adjunctive pharmacotherapy and lifestyle measurements
A Surgical management

A Laproscopic fundoplication +/- HH repair

A Rouxen-Y gastric bypass in obese patients

A Refractory Symptoms:
A Consider alternative diagnoses

A Clinicians should consider ambulatory 24hour pH-impedance monitoring on PPI as an
option to determine the mechanism of persisting oesophageal symptoms despite
therapy
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Lifestyle and medicatiooptimisation Mercy Health
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A Dietry:
- (1) avoidance of foods that may precipitate reflux (coffee, alcohol, chocolate, fatty foods),

- (2) avoidance of acidic foods that may precipitate heartburn (citrus, carbonated drinks,
spicy foods)

A Weight loss
A Elevation of head of bed 20cm/ Avoid eating 23 hours before lying flat
A Optimizing PP1 +/- repeating pH studies while on optimized dose

A Adjunctive pharmacotherapy
A H2RA
A Alginate antacids for breakthrough symptomsesp HH or nocturnal sx
A Baclofen (for belch predominant or regurgitation)
A Prokinetics only if concomitant gastroparesis

A Consideration of management of functional overlay
A CBT, diaphragmatic breathing, hypnotherapy +pharmacologic neuromodulation

A Exclude missed diagnoses: Achalasia, EOE, alterations in gastric emptying, other

functional disorders /




Patients with esophageal symptoms with unproven GERD and incomplete response to PPI trial for 4-8 weeks

No previous endoscopy or prior endoscopy without erosive disease

EGD off PPI for = 7 days

If EGD without Los Angeles B/C/D esophagitis or long segment (= 3cm) Barrett’s esophagus
—— concurrent prolonged wireless pH monitoring off PPI

v

v

\
EGD: no erosive disease EGD: Los Angeles A esophagitis EGD: Los Angeles B/C/D esophagitis
and and/or and/or
Physiologic acid exposure Borderline acid exposure Elevated acid exposure
(AET < 4.0% on all days) = 1 day AET = 4.0%; not meeting = 2 days with AET > 6.0%
GERD criteria
No GERD, likely functional
esophageal disorder Borderline GERD GERD*

1. Stop PPI

2. HRM if rumination or esophageal motor
disorder suspected

3. Cognitive behavioral therapy, gut directed
hypnotherapy, or neuromodulators

1. Optimize PPI to control symptoms

2. Aggressive lifestyle modifications/weight
management

3. Cognitive behavioral therapy, gut directed
hypnotherapy, or neuromodulators as indicated

1. Optimize PPI to control symptoms

2. Aggressive lifestyle modifications/weight
management

3. Cognitive behavioral therapy, gut directed
hypnotherapy, or neuromodulators as indicated

Y

Y

Controlled symptoms after optimization:

Controlled symptoms after optimization:

» Wean to lowest effective dose and/or on
demand therapy with H2 blockers/antacids

Uncontrolled symptoms after optimization:

* HRM/pH-impedance monitoring ON PPI in
patients with belching and regurgitation

+ Precision approach based on pattern of reflux
on pH-impedance monitoring, integrity of
anti-reflux barrier, obesity and/or
psychological considerations

GERD, gastroesophageal reflux disease; PPI, proton pump inhibitor; AET, acid exposure time; HRM, high

resolution manometry.

*The presence of Los Angeles C or D esophagitis, bipositional reflux, extreme levels of acid exposure
(AET > 12.0% or DeMeester Score > 50) and/or a large hiatal hernia may indicate a more severe

phenotype of GERD.

« If no erosive disease at baseline, wean to
lowest effective dose and/or on demand
therapy with H2 blockers/antacids

« If erosive disease at baseline or severe GERD*
suspected: Continue PPI indefinitely and
consider anti-reflux intervention for chronic
maintenance

Uncontrolled symptoms after optimization:

- Esophageal physiologic testing [HRW/
Esophagram] to assess pre-intervention
candidacy and for alternative diagnoses

+ Consider gastric emptying study

+ Precision approach based on pattern of reflux
on pH-impedance monitoring, integrity of
anti-reflux barrier, obesity and/or
psychological considerations

G
Mercy Health

Care first

ology and Hepatology 2022 20984-994.e1DO!: (10.
Copyright © 2022 AGA |nstitu


http://www.elsevier.com/termsandconditions

G

Heartburn and normal endoscopy Mercy Health
Care first
Troublesome Reflux symptoms with: —
- Non-erosive reflux disease (NERD)
abnormal oesophagealacid exposure -
- Reflux Hypersensitivity (RH)Evidence of t impedance

triggering of symptoms by reflux events
despite normal acid exposure on pHor
pH-impedance monitoring Abnormal AET — Normal AET

- Functional Heartburn (FH) normal AET,
no symptom association SR @

=

Functional
heartburn
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only identifiable precursor lesion  ; «-
for EAC and characterized by 3 so0-
replacement of squamous 2 -
epithelium in the distal esophagus : ,,
by metaplastic specialized 5]
columnar epithelium in response o
to chronic gastroesophageal

refluxt induced injury and i
Inflammation. 10

Esophageal Adenocarcinoma ~— Melanoma of the Skin Liver and Intrahepatic Bile Duct Kidney and Renal Pelvis
Iﬁi‘.’f;f‘iﬁd By e Colon and Rectum i  Eeophageal Squamous Cell Cartnoma
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A Progression ofBarrret's oesophagus to adenocarcinomais thought to develop in a
stepwise manner; following the sequence of oesophagitis, metaplasia, dysplasia,
and finally adenocarcinoma

A Approximately 4% to 5% of patients with Barrett esophagus will be diagnosed
with oesophageal adenocarcinoma in their lifetime

A people with Barrett oesophagus have approximately 8.2% to 0.5% annual rate of
developing oesophageal adenocarcinoma (AGA)

A Data has demonstrated a 30% reduction in mortality for people who received
endoscopic surveillance compared to those that did notNICE)




ESGE recommendations

RECOMMENDATION 2

a ESGE recommends against screening for BE in an
unselected population.

Strong recommendation, low quality of evidence.

b ESGE suggests that case finding for BE could be con-
sidered in a select population, consisting of patients =50
years of age with a history of chronic GERD symptoms,
and at least one of the following risk factors (white ethni-
city, male sex, obesity, smoking, having a first-degree
relative with BE or EAC).

Weak recommendation, low quality of evidence.

RECOMMENDATION 1

a ESGE suggests a proton pump inhibitor (standard
dose® once daily) for chemoprevention in patients with
BE.

Weak recommendation, moderate quality of evidence.

b ESGE recommends against the use of aspirin or non-
steroidal anti-inflammatory drugs (NSAIDs) for chemo-
prevention.

Strong recommendation, moderate quality of evidence.

RECOMMENDATION 10

ESGE suggests that, if a patient has reached 75 years of
age at the time of the last surveillance endoscopy and/or
the patient’s life expectancy is less than 5 years, the dis-
continuation of further surveillance endoscopies can be
considered.

Weak recommendation, very low quality of evidence.




- Suggest
chemoprevention
using PPl over no
PPI

- Suggest
chemoprevention
using PPI over
anti-reflux surgery

Barrett's esophagus
(columnar lined
esophagus =1 cm)

v v

NDBE found on IND or LGD
high quality
endoscopic exam *

Refer for expert pathology
review and endoscopy by
expert endoscopist with
maximal acid suppression
in 2—6 months

! !

Suggest
endoscopic IND LGD
surveillance *
Patients who
prefer
surveillance
over EET

v v

Surveillance Surveillance Surveillance
endoscopy q3 endoscopy endoscopy at
years in 1 year 6-month
(consider longer intervals for
surveillance 1 year, then
interval in patients annually
with <3 cm:
5 years)
\4
Perform high quality
endoscopic exam
—

Columnar lined esophagus
< 1 cm with intestinal
metaplasia and no
dysplasia on high quality
endoscopic exam

G

l Mercy Health
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Suggest against
endoscopic
surveillance

Recommend using a
combination of high-definition

white light endoscopy and
chromoendoscopy
(virtual or dye)

Use standard reporting
systems (Prague and Paris
classification system)

ﬁ —

Use 4-quadrant structured Gastroenterology 2025 1691184-1231DOI: (10.10-53/'. :

biopsy protocol and directed

biopsies of any visible lesion Copyright © 2025 AGA In
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Circumferential
extent of
metaplasia (C)

Distance from GEJ (cm)

- T ) R (R S—— True position of
Biopsy sites GEJ (0.0 cm)
With dysplasia:
1cm
Without dysplasia:
2cm

Seattle Protocol Prague Classification

Paris Classification of Superficial Visible Lesions

| Visible lesion within Barrett’s segment I

v v v

Polypoid Non-polypoid Excavated
0l 0l ol

3 T 7 } !

. 20N
-
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If your patient has long segment, compllcatebl%o}j

Mercy ealt

YI Wl !t Gi ¢ rtopR$thaliid bd | 13 af gk +
managed in a BE expedntre

ST A Access to HD endoscopes
ESGE suggests varying surveillance intervals for different A Expertise in optical dlag nosis

BE lengths. For BE with a maximum extent of 21cm and
<3 cm, BE surveillance should be repeated every 5 years. AACCGSS fo eXpert Gl pathO|Ogy and

For BE with a maximum extent of 23 cm and <10cm, the independent review
interval for endoscopic surveillance should be 3 years.

Patients with BE with a maximum extent of 210cm A Discussion at MDM to confirm
should be referred to a BE expert center for surveillance dy3p|a5ia and degree of dysp|asia

endoscopies.

For patients with an irregular Z-line/columnar-lined A Access to endoscopic management
esophagus of <1cm, no routine biopsies or endoscopic AACCGSS to expert upper Gl surgery

surveillance are advised.
Weak recommendation, low quality of evidence.
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Endoscopic Therapy Mercy Hele
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AHGD and IMG ER preferred over survey (up to T1b SM1 in higsk patients, well
diff, no poor prognostic factors)

AT1b SM 2/3ER not curative

A Resect all visible abnormalities
A EMR vs ESD
A CT and PET CT often prior to ER if suspicion of SM invasion (not in guidelines)
A EUS no longer used

ANo VSM with HGD/IMERFA

A For all lesions EET (endoscopic eradication therapyOo N= LWt #Y GIJt We Ua R4

gone), then 6/12 for 12/12, then annual /




A More than 15million PPI
prescriptions were dispensed
through the Australian

Pharmaceutical Benefits Scheme
in 2020121

A The Gastroenterological Society of
Australia and The Royal Australian
College of General Practitioners
recommend regular review of long
term PPl use with the goal of dose
reduction and cessation

Q

Box 1. Recommendations for long-term (>8 weeks) and short-term (<8 weeks) proton pump inhibitor
treatment’’

Long-term use (>8 weeks)

Barrett's oesophagus

Zollinger—Ellison syndrome

Clinically significant severe erosive oesophagitis (LA grade C/D)

Peptic strictures

Oesophageal scleroderma

Eosinophilic oesophagitis

Gastroprotection from NSAIDs or aspirin in patients at high risk of Gl bleed*
Prevention of pulmonary fibrosis progression

Short-term indications (<8 weeks)

Helicobacter pylori eradication

Treatment of aspirin or NSAID-related gastric and duodenal ulcers in patients at low risk
GORD

Dyspepsia

*AGA guidelines consider patients to be high risk if age >60 years, severe medical comorbidity, using multiple NSAIDs or
aspirin, taking and antithrombotic or oral corticosteroid.

AGA, American Gastroenterological Association; Gl, gastrointestinal, GORD, gastro-oesophageal reflux disease; LA, Los
Angeles classification of gastro-oesophageal reflux disease; NSAID, nonsteroidal anti-inflammatory drug
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Choice of PPI Mercy Health

Box 2. Proton pump inhibitor (PPI) availability

A Ease of access Initial therapy, high-dose PPIs:

A Cost e Esomeprazole 20 mg, 40 mg
e Lansoprazole 30 mg

A POtenCy e Omeprazole 20 mg

Pantoprazole 40 mg
Table 1. Potency of PPls Based on OE

Rabeprazole 20 mg

Drug at lowest available dosage OE _

Maintenance therapy, low-dose PPlIs:
Lansoprazole 15 mg 13.5 mg
Omeprazole 20 mg 20 mg * Omeprazole 10 mg
Esomeprazole 20 mg 32 mg e Pantoprazole 20 mg
Rabeprazole 20 mg 36 mg

e Rabeprazole 10 mg
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A Short term: headache, nausea, vomiting,
diarrhoea, abdominal pain, constipation and
flatulence

8 meprazo ;

A Increased risk acute interstitial nephritis ] Aamise Tabiets

A Possible increase in Gl infection (C diff)
A Hypomagnemesia

A Consider indication for ongoing PPI use in
patients with newly diagnosed vitaminB12
deficiency, enteric infections or fractures



Tapering PPIs

Abrupt PPI
discontinuation may
result in short-term
rebound acid
hypersecretion that can
mimic symptom return

Consider gradual dose
tapering prior to
discontinuation followed

by switching to PRN

treatment and other OTC

remedies or H2RA

J




Questions?




Chronic Liver
Disease

Updates in the Assessment and
Management
of Cirrhosis and Portal Hypertension

Dr NJ Arachchi
Gastroenterologist

Werribee Mercy Hospital and Western Health

GP Education 2026



Learning Outcomes

1 Diagnosis and Risk stratification

Who to screen and identifying the aetiology
Non-Invasive Fibrosis Assessment- Identify cirrhosis risk using FIB4 and elastography

5 Managing the Risk and minimising the progression

Understand indications and protocols for HCC screening

3 Nutritional and Pharmacological Management

Apply evidencebased strategies for cirrhosis and portal hypertension

4 Referral and Palliative Pathways

Recognise when to refer and manage endtage liver disease symptoms



Meet the 56-year-old male with vague tiredness
and abnormal LFTs

Presentation: RUQ pain, vague tiredness. No
peripheral signs of cirrhosis.

History: Fasting hyperglycaemia (no frank
diabetes). Moderate alcohol intake (2-3
standard drinks on weekends).

Vitals: Weight 92kg, BMI 29.

Pathology Report

Lab Results:
Bilirubin: 7

ALT: 88

AST: 95

ALP: 140

GGT: 200
Albumin: 41
Platelets: Normal

Context: Previous records show similarly
abnormal LFTs over the last 12 months.




Defining the baseline for chronic liver disease

> 3 Months

Initial PR —e |[f first time: repeat in 1-4 weeks Confirmed
Abnormal LFT , based on severity. Chronic Liver
Disease
Repeat —e |f acute viral infection suspected:
Testing wait 3-4 weeks.

« The Diagnostic Threshold: Chronic liver disease (CLD) is defined by persistently abnormal liver

function tests (LFTs) for more than 3 months.
* The purpose of this timeline is to distinguish true chronic conditions from transient acute liver injuries.

A) NotebookLM



at IS next?

IST Chronic liver disease




Burden of Chronic Liver Disease In

Australia

PREVALENCE

6.1M+

Australians living with liver
disease (2012), projected to
exceed 8 million by 2030

ECONOMIC IMPACT

$50.7B

Total socio-economic
Impact when accounting for
burden of disease (2012)

MORTALITY

7,200+

Deaths from liver disease in
Australia per year (2012)



Who to Screen: At-Risk Groups

Lifestyle and Infections

Excessive alcohol consumption

Hepatitis B/C risk factors (IVDU, tattoos in non
commercial settings, born in endemic countries, pre
screening transfusion)

Metabolic Dysfunction

Obesity, diabetes, dyslipidaemia, hypertension, sleep
apnoea

Medications

Hepatotoxic drugs: amiodarone, steroids, methotrexate

Autoimmune and Inflammatory

Inflammatory bowel disease
Autoimmune conditions
Coeliac disease
Endocrinopathies

Hereditary Conditions

Family history of Wilson disease, haemochromatosis,
alpha-1 antitrypsin deficiency

Symptoms and Signs

Fatigue, nausea, RUQ pain, pruritus, jaundice
Hepatomegaly, splenomegaly, ascites, spider naevi,
palmar erythema



Alcohol: Current NHMRC Guidelines

(2020)

Recommended Limits

No more than 10 standard drinks per week
No more than 4 standard drinks on any one day
1 Australian standard drink = 10 g pure ethanol

Key Change from 2009

Reduced from 14 to 10 drinks/week due to stronger
evidence on alcohol and cancer risk (breast,
oropharyngeal, oesophageal, colorectal)

WHO Position (2023)

No level of alcohol consumption is safe for health at the
population level

Liver-Specific Risk

Risk is exponential: RR ~3 at 20 units/week, RR ~30 at 80

units/week
Obesity (BMI >35) doubles the liver disease risk at any
alcohol intake



Management Steps

Staging of the

fhrosis When to refer

Aetiology

Manging patient Managing patient

who do not need who are already

referral to tertiary under the care of
services teriary services

Palliative care in
End stage liver
disease patients




Investigations for aetiology : The Liver Screen

Viral Hepatitis

HBsAg, anttHBs, antiHBcC

Hep C antibody (HCV RNA if positive)

Hep A IgG (immunity/vaccination)

Hep D if HBsAgQ positive

(CMV EBV HSYVdo not cause chronic hepatitis

Metabolic Markers

HbA1c, fasting glucose, lipids
Ferritin + transferrin saturation
Caeruloplasmin (Wilson, age <40)
Alpha-1 antitrypsin level

Autoimmune Markers

ANA, AMA, antsmooth muscle antibodies
Serum immunoglobulins (IgG, IgA, IgM)
Anti-LKM1 onlyin younger patients

Other Investigations

Coeliac serology (TG-IgA)
Liver ultrasound: steatosis, structural lesions,

HIV if risk factors



Natural History: Progression of Liver Disease

1 No Fibrosis (FO)

Normal liver architecture. Assess and manage risk factors.

5 Mild -Moderate Fibrosis (F1-F2)
Slow progression. MASLD: ~1 stage per 14 years (simple steatosis), ~7 years (MASH).

3 Bridging Fibrosis (F3)

~20% progress to cirrhosis within 2 years (the 20% Rule).

4 Cirrhosis (F4) and Beyond

~20% with compensated cirrhosis decompensate within 2 years. HCC risk2.6%/year. Median
survival 2 years from first decompensation without transplant.



The natural progression from
steatosis to liver failure

The clinical trajectory follows a predictable decline if interventions are not made:

1 2 3
Mild to Advanced \ Decompensated End-Stage
No Fibrosis Moderate Fibrosis / Cirrhosis Liver
(FO) Fibrosis Compensated (Portal Disease /
(F1-F2) Cirrhosis Hypertension) HCC

(F3-F4)

A\ NotebookLM



MASLD Natural History: Key Numbers

Fibrosis stage is the strongest
predictor of disease-specific
mortality, not the presence of
steatohepatitis. CVD remains the
leading cause of death across all
MASLD stages.

Simple Steatosis

1 stage per 14 years. ~31% develop MASH over 4.7 years.

Overall ~0.5% progress to cirrhosis.

MASH

1 stage per 7 years. 2B0% develop cirrhosis over 120
years.

MASH + DM + Alcohol

Accelerated: 1 stage per 4 years. DM doubles HCC risk.
Alcohol synergises with insulin resistance.



The "20% Rule" of MASH Progression

RAPID PROGRESSORS

~21%

of FO-F1 patients develop
F3-F4 over approximately
5.9 years

F3 TO CIRRHOSIS

~20%

of patients with bridging
fibrosis progress to cirrhosis
within just 2 years

CIRRHOSIS TO
DECOMPENSATION

~20%

of patients with
compensated cirrhosis

decompensate within 2
years




The 20% rule dictates rapid progression to cirrhosis

Bridging fibrosis

For patients who have reached the bridging fibrosis stage (F3), the clock accelerates significantly.

22% of patients progress

2 years (96 weeks)

This narrow 2-year window represents a critical opportunity for aggressive primary care
before irreversible structural damage occurs.

A NotebookLM



The second 20% rule dictates rapid decompensation

19% of patients
progress

Compensated Hepatic
Cirrhosis Decompensation
2 years

Once compensated cirrhosis is established, clinical instability is imminent for many.

Overall risk: Approximately 45% of patients with MASH cirrhosis will develop
decompensated cirrhosis within 10 years (roughly 10% risk per year).

A NotebookLM



Returning to our patient to map the

progression timeline

The 56yo Male:

- Has risk factors (alcohol, metabolic
features) and abnormal LFTs indicating
steatohepatitis.

- Baseline risk: ~15% risk of progressing to
cirrhosis in 5 years.

- 10% risk of decompensation in the next
decade.

The GP Dilemma: How do we determine
where he currently sits on the fibrosis
timeline without resorting to an invasive
liver biopsy?

Step 1 - First Pass
Investigations:

- General/Specific Bloods: Viral
serology, iron studies,
metabolic markers, celiac
serology.

- Ultrasound: Rule out biliary
obstruction/tumours; look for
steatosis, irregular margins,
splenomegaly, or ascites.

A NotebookLM



METAVIR Fibrosis Staging

g No Fibrosis

Normal liver architecture, organised hepatocyte plates, no excess collagen
E Portal Fibrosis

Early scarring confined to portal areas, no septa extending into the lobule
g Periportal Fibrosis

Fibrous septa radiate into parenchyma, lobular architecture remains intact
g Bridging Fibrosis

Septa bridge portal tracts to each other or central veins, architecture distorted






