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HEARTBURN (GASTROESOPHAGEAL REFLUX) 

 
DOCTOR, I HAVE HAD PROBLEMS WITH A BURNING FIRE SENSATION COMING 
UP INTO MY CHEST FOR MANY YEARS.  IT IS ESPECIALLY WORSE IF I EAT 
TOMATOES OR SPICY FOODS.  SOMETIMES THE ACID IS SO BAD THAT IT 
COMES UP INTO MY THROAT AND MAKES MY VOICE SORE AT THE END OF THE 
DAY. OCCASIONALLY I CAN HAVE DIFFICULTY SWALLOWING MY FOOD.  A FEW 
TIMES I HAVE HAD SUCH BAD CHEST PAIN THAT I THINK I AM HAVING A HEART 
ATTACK.IT SEEMS TO HAVE GOTTEN WORSE IN THE LAST SIX MONTHS. I HAVE 
TRIED ANTACIDS BUT THEY ARE JUST NOT WORKING AND I NEED MORE AND 
MORE OF THEM. WHAT IS GOING ON? 
 
Did anything different happen six months ago when your symptoms became worse? 
 
WELL, YOU KNOW, I QUIT SMOKING A YEAR AGO AND I HAVE 
SLOWLY GAINED 25 LB IN WEIGHT SINCE THAT TIME. 
 
Was it after the weight gain that your problem got worse? 
 
NOW THAT YOU MENTION IT, IT SEEMS THAT THAT IS WHAT 
WENT ON.  WHAT DO I HAVE? 
 
You have symptoms suggestive of heartburn or GASTROESOPHAGEAL REFLUX. This 
is also known as GERD.  This is a very common situation where the acid stomach 
contents reflux or come up from the stomach into the esophagus or food pipe.  The 
esophagus is a tube that transports food and fluid from the mouth to the stomach.  
 
*Reflux classically presents as a burning sensation in the central part of the chest region 
that can go right up into the throat. Reflux is not a discomfort in the upper abdomen, gas, 
bloating or bowel problems. 
 
It may be worse after meals or when you lie down. Sometimes the pain is so bad that it 
makes one feel that they are having a heart attack. It is the acid in the stomach contents 
that classically causes the burning. However there can also be other fluids such as 
pepsin, bile and pancreatic secretions from other organs of the gastrointestinal tract like 
the liver, gallbladder or pancreas that can cause some of the problem. Some individuals 
may experience fluid or food in their mouth that has refluxed up from the stomach. This 
is called REGURGITATION. It may be worse when bending over after eating. 
 
 
 
 
 



CAN THE ACID HURT THE ESOPHAGUS? 
 
The acid can injure the lining of the esophagus and this is called ESOPHAGITIS. The 
esophagus can become reddened, develop superficial breaks called erosions or deeper 
breaks in the lining called ulcers that can lead to a scar or stricture formation with 
narrowing of the esophagus. These problems can heal with the medications one uses for 
reflux. The majority of patients with reflux have no injury to their esophagus. 
 
CAN THE ACID REFLUX CAUSE OTHER PROBLEMS? 
 
Some individuals may experience problems from acid reflux in areas other than the 
esophagus. These are called extraesophageal symptoms.   
 
*OTOLARYNGOLIC: Sometimes the acid can spill over into the throat region and vocal 
cords and cause problems with a voice change, hoarseness, sore throat, and lump-like 
feeling in the throat region.   
 
*PULMONARY: If it spills into the lungs, it can cause problems with cough, asthma, or 
infections.  
 
These symptoms can be the primary presentation of reflux. However they usually have 
some associated burning in the chest region. If one is not better with a medication called 
a proton pump inhibitor twice a day and there is no associated burning in the chest it is 
highly unlikely that the cough, voice change etc. is from acid reflux! 
 
One may go to an ear nose and throat doctor and have one’s throat and vocal cords 
examined. We now believe that there is NO characteristic finding at this exam that 
supports the diagnosis of reflux as a cause of throat problems. 
 
I AM ALSO HAVING PROBLEMS SWALLOWING MY FOOD. 
COULD THE HEARTBURN DO THIS, AS WELL? 
 
*STRICTURE: If the acid reflux is significant enough, it can cause inflammation in the 
esophagus that can heal with a stricture or narrowing. This may need to be dilated or 
stretched thru a gastroscope where a flexible scope is passed into the esophagus and a 
balloon or dilator is subsequently used.  
 
*SPASM: Sometimes the acid alone can cause spasm of the esophagus that gives one 
the feeling of food sticking. Also an inflamed food pipe with esophagitis can lead to 
spasm. 
 
*MOTILITY: Difficulty in swallowing may reflect a motility problem. This means that there 
can be a problem in how the esophagus squeezes and how the lower esophageal 
sphincter or valve relaxes. Achalasia and Scleroderma are medical problems that can 
cause an esophageal motility disorder that can lead to dysphagia or difficulty swallowing.  
 
*CANCER: Rarely esophageal cancer can be the cause of food sticking. This may be 
associated with loss of appetite and weight loss. 
 



IT IS ALWAYS IMPORTANT TO SEE YOUR DOCTOR IF YOU DEVELOP PROBLEMS 
WITH FOOD STICKING! 
 
WHAT CAUSES THE REFLUX? 
 
The causes of reflux are multiple including problems with the lower esophageal 
sphincter, esophageal and stomach motility, swallowing, saliva production, hiatus hernia 
and acid production.  
 
*LOWER ESOPHAGEAL SPHINCTER: The lower esophageal sphincter or valve is a 
muscle that is located at the junction of the esophagus and stomach that is closed most 
of the time to keep stomach contents out of the esophagus. When we swallow food or 
saliva the valve relaxes to allow the esophageal contents to pass into the stomach. 
When this sphincter is weak and has a lowered pressure it does not close tight enough 
after a swallow and then acid can come up into the esophagus. The sphincter may also 
relax spontaneously not related to swallows. The common problem is not that one 
makes too much acid, but that the acid is present in the wrong place. Very occasionally 
the stomach makes too much acid.   
 
*SALIVA PRODUCTION: Reflux can also be aggravated by a decrease in one’s normal 
saliva production such that there is not enough saliva to coat the esophagus. The saliva 
contains bicarbonate that helps to neutralize the acid. During the day we are constantly 
swallowing that helps to clear residual acid out of the esophagus. At nighttime our 
swallowing and saliva production decrease.  
 
*GRAVITY: When one is lying flat one also loses the effect of gravity in keeping the 
stomach contents out of the esophagus.  
 
*NON-ACID REFLUX: There can be non-acid reflux of bile and pancreatic secretions 
that can come up into the esophagus.   
 
*MOTILITY: Reflux may also be due to problems with ineffective motility or movement of 
the esophagus or stomach. This is a problem in how the esophagus squeezes. When we 
swallow esophageal contractions occur in an orderly fashion starting at the upper 
esophageal region and progressing down the esophagus to the sphincter. This 
sequence of esophageal contractions is called peristalsis. It is very effective in forcing 
food and other fluids that we swallow to empty into the stomach. It also forces fluid and 
food that reflux up from the stomach back down to the stomach. Reflux can be 
aggravated by motility problems of the esophagus. This can include weak esophageal 
contractions that are not strong enough to move contents out of the esophagus or non-
peristaltic contractions where there is not the orderly wave of contractions from the top to 
the bottom of the esophagus. Interestingly reflux to a certain degree occurs in all 
individuals after some meals. However when it occurs with increasing frequency then it 
becomes a medical problem. 
 
WHAT IS A HIATUS HERNIA? COULD THIS BE CAUSING MY 
HEARTBURN? 
 
Normally the esophagus is located above the diaphragm and the stomach is below the 
diaphragm. The lower esophageal sphincter lies at the level of the diaphragm in between 



the esophagus and stomach. The diaphragm is a muscle that separates the chest from 
the abdomen. A hiatus hernia occurs when a portion of the stomach next to the 
esophagus pushes up thru the diaphragm and rests above the diaphragm in the chest 
region. A hiatus hernia is a common occurrence and often causes no problems. Many 
individuals have reflux and do not have a hiatus hernia. In some individuals it may 
contribute to reflux. The diaphragm squeezes on the sphincter when it is normally 
located at the level of the diaphragm and helps to increase the pressure in this region. 
When the sphincter is situated above the diaphragm in the setting of a hiatus hernia the 
diaphragm can no longer assist the effect of the lower esophageal sphincter pressure. 
Also sometimes acid can be trapped in the hiatus hernia and be a reservoir for acid to 
more readily reflux into the esophagus. 
 
ARE THERE CERTAIN MEDICAL CONDITIONS ASSOCIATED 
WITH REFLUX? 
 
*OVERWEIGHT: Being overweight is a definite aggravating factor for reflux by 
increasing intrabdominal pressure.  
 
*PREGNANCY: It is very common during pregnancy for reflux to be a problem. The fetus 
increases the abdominal pressure and the hormones of pregnancy may decrease the 
lower esophageal sphincter pressure.  
 
*MOTILITY: If the stomach doesn’t empty because of a motility problem or a blockage 
then there is a greater risk for acid to reflux into the esophagus. Scleroderma is a 
rheumatological problem that can lead to reflux secondary to poor esophageal emptying 
and a decreased lower esophageal sphincter pressure. Patients with long standing 
diabetes may develop decreased gastric emptying due to nerve injury to the stomach.  
This can also occur after certain stomach surgeries. Ulcers or cancers that block the 
stomach from emptying can cause reflux.  
 
HOW DOES ONE MAKE THE DIAGNOSIS OF THIS PROBLEM? 
 
The diagnosis of gastroesophageal reflux is primarily made on the basis of the patient’s 
SYMPTOMS: that is a burning sensation that is present in the midline of the chest that 
can extend up into the throat. Gas, bloating, diarrhea, constipation, pain in the upper 
abdominal region or a diffuse abdominal pain is NOT reflux. 
 
This is often present after meals or when the patient lies down. An x-ray of the 
esophagus or looking with a scope may often be normal in the setting of reflux. The 
diagnosis can also be supported if the patient’s symptoms respond to treatment directed 
to decreasing the acid production by the stomach. 
 
WHEN SHOULD I SEE MY DOCTOR ABOUT THIS PROBLEM? 
 
*NEW ONSET SIGNIFICANT HEARTBURN 
*CHRONIC HEARTBURN THAT IS TROUBLESOME INSPITE OF ANTACIDS AND 
OVER THE COUNTER MEDICATIONS 
*ASSOCIATED POOR APPETITE 
*ASSOCIATED WEIGHT LOSS 



*FOOD STICKING WHEN ONE SWALLOWS 
*VOMITING FOOD OR BLOOD 
*PASSING BLACK BOWEL MOVEMENTS 
 
WHO SHOULD BE INVESTIGATED? 
                                                                                                                             
*POOR APPETITE 
*WEIGHT LOSS 
*FOOD STICKING WHEN ONE SWALLOWS 
*VOMITING FOOD OR BLOOD 
*PASSING BLACK BOWEL MOVEMENTS 
*PERSISTENT HEARTBURN INSPITE OF MEDICAL TREATMENT  
 
WHAT TESTS CAN ONE DO? 
 
There are several tests to evaluate the esophagus.  One’s physician will determine 
whether tests are indicated dependent upon the particular circumstances that are 
present.   
 
*X-RAY: An esophageal and upper GI series is a test where the patient goes to an x-ray 
facility and will be asked to swallow barium which is a contrast material. X-rays are then 
taken as the barium is swallowed. The x-ray is helpful in determining if there is a 
complication of reflux such as an esophageal ulcer, a narrowing or stricture, a cancer of 
the esophagus or a motility disorder such as achalasia. It is not a test used to diagnose 
reflux. An x-ray can also exclude other diagnoses such as ulcers of the stomach or 
duodenum and cancers of the stomach. The x-ray is a good test but not as sensitive as 
a gastroscopy, explained below, and does not allow one to obtain biopsies, perform 
therapeutic procedures or identify the more subtle lining abnormalities of reflux.  
 
*GASTROSCOPY: Gastroscopy is the preferred test to evaluate the esophagus. 
A gastroscopy is a test where a camera is used to investigate the esophagus, stomach 
and duodenum.  The scope is a long flexible thin tube. The patient should not eat or 
drink anything from the night before the test.  The gastroscopy is performed at the 
hospital, or an outpatient facility.  As a rule, the patient is given sedation thru an IV. This 
is called conscious sedation and it is not a general anesthetic.  The patient is able to 
breathe by themselves.  The drugs can be very effective and often the patient may wake 
up at the end of the test and say “when does the test start?”  Some patients may have 
the procedure without drugs. The patient is asked to swallow the camera that goes down 
the food pipe.  A significant gag reflux is not a problem because the drugs help to 
suppress this.  The gastroscope goes down the esophagus and not the air pipe, so 
breathing is not a problem.  The test may take approximately ten minutes.  One is able 
to evaluate the esophagus, stomach, and the duodenum which is the part of the upper 
gastrointestinal tract beyond the stomach. In the majority of cases the esophagus 
appears normal in the setting of reflux. Some patients may have endoscopic evidence of 
esophagitis where there can be some redness, erosions that are superficial breaks and 
ulcers that are deeper breaks in the esophagus. Gastroscopy can also identify strictures 
or narrowings in the esophagus, Barrett’s esophagus, cancers and stomach and 
duodenal ulcers. One can take biopsies or small bites of the lining through the scope if 
necessary.  If there is a narrowing within the esophagus that requires a dilatation or 
stretch, then this can also be performed at the time of the scope. A balloon can be 



placed thru the scope and inflated at the level of the stricture. Another technique is 
where a guidewire can be placed thru the scope and subsequently a dilator can be 
passed over d the guidewire to stretch the stricture. Following the gastroscopy one will 
recover in the Recovery Room for about an hour and then be able to go home.  One is 
unable to drive for 24 hours after the test if one receives sedation. It is important to 
arrange a ride home if drugs are given. There are small potential risks of having a 
gastroscopy that include bleeding, making a hole and needing surgery, reaction to the 
medication with decreased breathing or heart problems, a sore throat or a tender 
swelling where they put the IV. However, overall this is a very safe procedure. 
                                                                                                                            
*ESOPHAGEAL MOTILITY STUDY: In some individuals who have problems with 
swallowing of their food and yet an obstructing lesion is not identified at gastroscopy, 
chest pain where cardiac investigations are normal, ongoing “heartburn” in spite of meds 
and prior to esophageal surgery for reflux an esophageal motility study may be 
performed.  This is where a tube is placed through the nose into the esophagus. The 
patient is then asked to swallow water. The test measures how strong the esophageal 
contractions are, whether the esophageal waves are orderly or disordered, what the 
pressure of the lower esophageal sphincter is and does it relax appropriately.   
 
*24 HR pH AND IMPEDANCE TEST: Some patients may also require a 24-hour pH and 
impedance test.  This is where a tube is placed thru the nose into the esophagus. There 
is a sensor present in the end of the tube to measure the acidity. The patient goes home 
with this tube for 24 hours.  There is a small compact recorder that one wears on their 
belt.  This test measures whether there is increased acid or non-acid fluid above normal 
present within the esophagus.  This test may be of value in individuals who have 
continual heartburn, chest pain, cough or voice problems in spite of medical therapy. It 
can indicate whether the medications have been ineffective in suppressing acid. In the 
setting where acid suppression is complete it indicates that there may be another 
explanation other than reflux for the patient’s symptoms. Impedance manometry with 24 
hour pH monitoring measures pressure changes within the esophagus and can 
determine whether acid or non-acid contents are refluxing into the esophagus. This may 
be helpful in evaluating patients who have heartburn in spite of not responding to 
medication and having a normal 24 hour pH test. Nonacid contents can include bile and 
pancreatic secretions. 
 
HOW DO YOU TREAT REFLUX? 
  
Lifestyle changes are very important initially in the management of reflux.  
 
*DIETARY CHANGES: There are certain foods that predispose to reflux and it is 
important to try and minimize or avoid alcohol, peppermint, greasy or spicy foods, 
tomatoes, fatty foods, citrus foods and caffeine products such as coffee and chocolate. 
Small frequent meals by decreasing stomach distension may help prevent reflux.  
 
Although not proven I have seen patients who have eliminated certain foods not included 
in the above list from their diet and have improved. It may be of value to consider 
eliminating one food product every 2 weeks and observe one’s response. If one 
improves then find the amount of that specific food you can tolerate. If stopping it makes 
no difference then resume eating that food. The foods include: LACTOSE (milk, cheese, 
yogurt), GLUTEN (wheat products such as break, cake, cookies), SORBITOL (sugar 



free gum, mints, candy), FRUCTOSE (fruits such as apples, pears; honey, high fructose 
corn syrup which is a sweetener found in breads, cereals, breakfast bars, lunch meats, 
yogurts, soups and condiments). 
 
*SMOKING: One should stop smoking as this agent increases acid production, 
decreases the sphincter pressure between the esophagus and the stomach and 
predisposes to esophageal cancer.   
 
*WEIGHT LOSS: In individuals who are overweight, this puts more pressure on the 
sphincter that contributes to reflux. It is very important to try and achieve an optimum 
weight.   
 
*POSITIONAL MANOEUVERS: In order to help gravity and emptying of contents out of 
the esophagus one should not lie down after meals or eat for 3-4 hours before going to 
bed.  In patients who have a lot of nighttime reflux, elevation of the upper body with 
either a foam wedge or putting blocks under the legs at the head of the bed may be 
helpful. There may be less reflux if one lies on their left rather than their right side.  
 
ARE THERE ARE ANY MEDICATIONS THAT ONE CAN USE FOR 
THIS PROBLEM? 
 
There are several medicines that we have available.   
 
*ANTACIDS: Initially, one used antacids and they still certainly are effective for 
individuals who experience intermittent occasional heartburn as they work very fast. 
However the problem with antacids is their effect lasts for only a short time. Antacids 
work by neutralizing the stomach acid. Aluminum containing antacids (Amphogel) may 
cause constipation. Magnesium containing antacids (Maalox) can cause diarrhea. There 
are calcium carbonate (Tums) antacids that can provide a calcium supplement as well. 
 
*FOAM BARRIER DRUGS: Foam barrier drugs, such as Gaviscon, contain an antacid to 
neutralize acid and a foaming agent to act as a physical barrier to reflux. They can be 
effective especially for reflux after meals. 
      
*HISTAMINE RECEPTORS ANTAGONISTS: The next class of drugs that became 
available were called H2 RA or histamine receptor antagonists. The stomach                                                                                                                               
releases histamine that stimulates acid production. The H2RA drugs block the receptors 
in the stomach that are stimulated by histamine. These were medications that were more 
effective than antacids and certainly helped with reflux.  They can relieve symptoms and 
heal esophagitis in 50% of patients. These medications are now available as over the 
counter medications without a need for a prescription.  
 
*PROTON PUMP INHIBITORS: However, our newest class of drugs called proton pump 
inhibitors are our most effective medications in controlling acid reflux. They may relieve 
symptoms and heal esophagitis in more than 80% of patients. They never completely 
suppress the ability of the stomach to make acid and, therefore, the stomach can carry 
on its normal functioning. These medications are best taken before food such as 
breakfast or dinner depending on when one’s symptoms are most troublesome. These 
medications can be taken daily or on an as needed basis.  
 



*PROKINETICS: There is also another class of drugs that are prokinetics. These include 
metoclopromide (Maxeran) or domperidone (Motilium). They increase the ability of the 
stomach to empty its contents. In some conditions where the stomach does not empty 
properly these prokinetic drugs can help empty the stomach contents so that they are 
less likely to reflux back into the esophagus. However if there is not a problem with 
stomach emptying they are not effective for reflux. 
 
In summary antacids, foam agents and over the counter histamine receptor blockers are 
useful for patients who have occasional heartburn where a medication can be used as 
necessary. The proton pump inhibitors are our most effective medication for treating 
reflux and are indicated for patients who have reflux symptoms that is occurring on a 
more frequent troublesome basis.  
 
ARE THESE MEDICATIONS SAFE? 
 
The proton pump inhibitors have been used for over 30 years and have an excellent 
safety profile. There are some individuals who may experience problems with headache, 
skin rash, diarrhea, abnormal liver function studies, low Vitamin B12 and low magnesium 
levels but these side effects are rare.  Recently, there has been some evidence that 
patients on long-term therapy may have an increased hip fracture rate. However this has 
not been confirmed. Community acquired pneumonia and infection with Clostridium 
Difficile that can cause diarrhea can rarely be secondary to PPI’s. Patients on higher 
dose therapy, ie twice a day dosing and for longer periods of time may perhaps have a 
greater potential risk of side effects. 
 
PPI’s are extremely effective medication and can be safely taken when indicated. The 
benefits outweigh any potential rare side effects. The key is with your doctor’s 
supervision to try and find the lowest dose that works.  
 
DO THE MEDICATIONS CURE REFLUX: 
 
The medications are very effective to treat reflux. However they do not cure the disease. 
The medications work to decrease the acid production by the stomach and once you 
stop the drugs the stomach returns to its normal ability to make acid. The symptoms of 
heartburn will therefore often recur after the medication is stopped. If altering lifestyle 
measures do not prevent the symptoms from recurring then individuals may require 
medication on a long term basis. This may include using it as necessary when 
symptoms recur. Some individuals need medication on a daily maintenance basis. It is 
important to discuss with your doctor how often you should take these medications. 
 
WHAT DOES IT MEAN IF I DON’T GET BETTER WITH THE 
MEDICATIONS? 
 
*RIGHT DIAGNOSIS:  
The first question to ask is “Do I have reflux”. As previously stated reflux is a burning 
sensation in the mid chest region that can go to the throat. An upper abdominal 
discomfort, gas, bloating and an irregular bowel pattern is NOT reflux and will not get 
better with PPI’s. 
 



*COMPLIANCE:  
It is very important to take the PPI’s 30 minutes before a meal as this is when it is most 
effective. One should not be taking PPI’s before bedtime. 
 
*INEFFECTIVE ACID SUPPRESSION:  
The medications we use to treat reflux are very effective. There is a very small 
percentage of patients who continue to experience acid refluxing into the esophagus in 
spite of a PPI. Some individuals respond to taking the PPI twice a day or switching to a 
different PPI. It is interesting in that someone may respond to one PPI and not another 
one.                                                                                                                          
 
*NON-ACID REFLUX:  
There is a group of patients who have symptoms suggestive of reflux and yet there is no 
increased acid present. These patients may be refluxing bile that is produced by the liver 
and pancreatic secretions from the pancreas.                                                                                                                             
 
*FUNCTIONAL HEARTBURN: 
Another group of patients may be experiencing hypersensitivity of the                                                                                                                              
esophagus to normal amounts of acid or contractions of the esophageal wall. This is 
called visceral hypersensitivity. In research settings it has been shown that if one was to 
blow up a balloon in the esophagus, patients with increased sensitivity may feel the 
pressure of the balloon at a smaller size than other individuals. The brain will sense 
stimuli at a lower threshold. It is difficult to test for this problem but one should suspect 
FUNCTIONAL HEARTBURN if a patient complains of heartburn in spite of a twice a day 
dose of a proton pump inhibitor and has a normal esophageal motility and 24 hour pH 
test.  
 
STRESS may be a contributing factor to esophageal visceral hypersensitivity. A certain 
class of antidepressants called tricyclic antidepressants may be of value in this setting 
acting not by an antidepressant effect but perhaps by altering the way the brain 
perceives painful stimuli. Formal antidepressants called SNRI’s have also been used 
and may also work by changing the threshold the brain receives stimuli. 
 
Functional heartburn is the commonest cause of what seems like heartburn that does 
not get better with medications! 
 
DOES STRESS CAUSE HEARTBURN: 
 
The medical profession has become very aware of the MIND-BODY CONNECTION. 
What we think or feel is expressed physically. I have certainly seen patients who have 
developed heartburn or experienced worsening of their symptoms with associated 
increased stress. It is important to be aware of this possible connection and if present to 
deal with the stress accordingly. This will be of benefit for how you feel! 
 
For useful effective relaxation techniques to help deal with stress please go to the 
website: www.thebreathproject.org. 
 
 
 
 



WHAT HAPPENS IF THE MEDICATIONS DON’T WORK?  
 
If one has symptoms that are not responding to medical treatment then further 
investigations are necessary that may include a gastroscopy, esophageal motility study, 
24 hr pH test and impedance manometry. 
 
WHEN SHOULD ONE CONSIDER SURGERY? 
 
*INDICATIONS FOR SURGERY: Medical therapy is very effective and is the preferred 
treatment for reflux. There are some special circumstances where surgery may be of 
value. Surgery is indicated for patients who have troublesome retrosternal burning 
inspite of a trial with a double dose of a proton pump inhibitor and continue to have 
increased acid in the esophagus. The drugs are not working. One needs to confirm that 
there is increased acid present in the esophagus with a 24 hour pH test. If one is still 
symptomatic with a twice a day dose of a proton pump inhibitor and the 24 hour ph test 
is normal this is not in keeping with acid reflux and surgery is NOT indicated. If one has 
responded to medication for reflux then often this is the best approach. There are some 
individuals who respond to the drugs but just don’t like taking medications, have side 
effects from the drugs or find them too expensive. This group could benefit from surgery. 
Also patients who regurgitate fluid that is very troublesome may benefit from surgery. 
 
*NISSEN FUNDOPLICATION: The aim of surgery is to increase the sphincter pressure 
between the esophagus and stomach by wrapping the top of the stomach around the 
lower esophagus. This increases the lower esophageal sphincter pressure and makes it 
more difficult for stomach contents to come up into the esophagus. Surgery can be 
performed laparoscopically which means operating thru small incisions made thru the 
abdominal wall. Sometimes the laparoscopic approach is not possible and one requires 
an open procedure where a larger abdominal incision is necessary  
 
*SURGICAL COMPLICATIONS: Complications can occur from surgery in 5-10% of 
patients. These include making the wrap too tight and developing problems swallowing 
one’s food, accidental injury to the spleen requiring removal of the spleen, post-operative 
hernia formation, developing diarrhea, inability to burp and loosening of the wrap over 
time with recurrent reflux needing medication.  
 
IS THERE ANYTHING THAT CAN BE DONE THRU THE SCOPE 
TO TREAT REFLUX? 
 
There have been some endoscopic techniques that have been developed that can 
increase the lower esophageal sphincter pressure but presently they are more 
experimental and do not have a role in the treatment of reflux. 
                                                                                                                             
I HAVE HEARD ABOUT A BACTERIA THAT CAN CAUSE 
PROBLEMS.  DOES THIS CONTRIBUTE TO REFLUX?                                                                                                                          
The bacteria is called Helicobacter pylori.  It is a common bacteria that infects the 
stomach.  10% of patients who have this bacteria may develop an ulcer.  It may also be 
a small contributing factor in the development of gastric cancer.  However, if anything, 
theoretically, this bacteria may actually help prevent reflux.  One does not look for 
Helicobacter pylori in the setting of reflux. 



CAN REFLUX CAUSE CANCER? 
 
*BARRETT’S ESOPHAGUS: 5% to 8% of patients who have chronic reflux may develop 
a Barrett’s esophagus.  This reflects a change in the normal esophageal mucosa to a 
type of lining that is more of an intestinal type. The esophagus that has a whitish 
appearance becomes redder. One can visualize this change in the lining at a 
gastroscopy and biopsies are taken to confirm the diagnosis. There are no specific 
symptoms the patient may have to indicate a Barrett’s esophagus. A small percentage of 
patients can develop dysplasia in the setting of a Barrett’s esophagus. This is a 
pathology change that may reflect a greater predisposition to developing cancer.  
However, overall, the risk of a cancer developing in the setting of a Barrett’s esophagus 
is very low at 0.12% a year.  The risk of cancer developing in the setting of reflux without 
a Barrett’s esophagus is 0.07% a year. Therefore one can see that there is NOT a very 
great risk of cancer developing in the setting of reflux.  
 
WHO SHOULD BE SCREENED FOR A BARRETT’S ESOPHAGUS? 
There is a recommendation that a once in a life time gastroscopy is indicated to screen 
for a Barrett’s esophagus. The individual who may most benefit from this screening is: 
 
*MALES 
*CAUCASIAN 
*OVER AGE 50 
*HAVE REFLUX FOR LONGER THAN 5 YEARS 
*HAVE ASSOCIATED HIATUS HERNIA, CENTRAL FAT DISPOSTION, INCREASED 
BMI (OVERWEIGHT) AND SMOKERS 
 
If a gastroscopy is normal and there is no change in one’s symptoms there is no need to 
repeat the scope again to look for a Barrett’s esophagus. It seems that the way you 
present is the way you stay. You may present with a normal esophagus, esophagitis or a 
Barrett’s esophagus. Barrett’s esophagus is not a progressive problem and it is unlikely 
that you will develop a Barrett’s if the initial scope is normal. A gastroscopy with 
esophageal biopsies is the only definitive way to make this diagnosis of a Barrett’s 
esophagus. An x-ray of the esophagus cannot make the diagnosis of a Barrett’s 
esophagus as this is a flat problem of the lining of the esophagus that cannot be seen on 
an x-ray. 
 
HOW DOES ONE FOLLOW A BARRETT’S ESOPHAGUS? 
 
If a Barrett’s esophagus is identified then it is important to follow the patient with regular 
gastroscopies to obtain biopsies to see if there is any associated dysplasia or early 
cancer that is arising in the Barrett’s esophagus that can be treated before a more 
serious problem arises. The followup program will vary depending on the biopsy results.  
 
If one identifies a very high grade of dysplasia or early cancer then there are several 
options of treatment. These include cutting out the area thru the scope, using heat from 
a high frequency alternating current called RADIOFREQUENCY ABLATION or surgery. 
 
I hope this information has been of value for you. 
Dr. Phil Blustein 


