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Background:  

Gastrointestinal reflux disease (GERD) can be 

caused by numerous pathologies. Often, GERD 

symptoms are caused by certain foods, examples 

being hot, spicy foods, coffee, chocolate and 

caffeine. Common symptoms of GERD include 

heartburn, vomiting, trouble swallowing, chest pain, 

feeling as though one has a lump in one’s throat, and 

watery mouth. GERD can be further classified as 

erosive or nonerosive dependent on the appearance 

of the esophagus on upper endoscopy. GERD is 

considered erosive if there are visible breaks in the 

esophageal mucosa with or without GERD 

symptoms. If there are no disruptions in the 

esophageal mucosa, the disease is considered 

nonerosive. It is important to note that some 

patients may have objective symptoms that diagnose 

them with GERD, without experiencing some of the 

more subjective symptoms of the disease. Alarm 

symptoms include bleeding, unintentional weight 

loss, and anemia. If a patient presents with GERD-

like symptoms in addition to these alarm symptoms, 

it is recommended that they undergo endoscopy in 

case they are suffering from peptic strictures or 

esophagitis.  

GERD can be diagnosed through lab tests, however 

most often physicians can diagnose through 

observation of a patient’s symptoms. In patients 

who are not reporting common symptoms, upper 

endoscopy may be warranted. Proper diagnosis is 

necessary to prevent further complications both 

esophageal and extra esophageal.1 
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PHARMACIST’S FOCUS 

QUICK GLANCE1: 

• Gastrointestinal reflux disease (GERD) develops 
when the stomach contents are refluxed into the 
esophagus, and complications arise 

• GERD is highly prevalent (10-20% of the 
population) and presents in many ways 

• Symptoms can be caused by food, other diseases 
states, and can be erosive or nonerosive 



FOCUS ON TREATMENT 
Guideline-Directed

The treatment regimen for GERD is typically based upon 

symptom frequency, as this determines the severity of the 

disease. With milder, nonerosive instances of GERD, 

there is a chance that the symptoms can be managed with 

lifestyle adjustments alone. Examples of these 

adjustments include avoiding symptom causing foods, 

weight loss, and eating more frequent, smaller meals. 

Some patients will need medication, and the first line 

option is typically an antacid (Tums being a common 

example) as needed for symptoms occurring less than 

two times per week. If symptom frequency does increase, 

physician supervision becomes necessary. A physician 

may recommend/prescribe proton-pump inhibitors 

(PPIs), like omeprazole, to replace antacid treatment. It is 

worth noting that omeprazole interacts with some 

common medications, including citalopram, 

carbamazepine, escitalopram, clopidogrel, and some anti-

infectives. If PPI treatment is not sufficient, histamine-2 

receptor antagonists (H2RAs), such as ranitidine or 

famotidine. Either class of medication is initiated in step-

up fashion, meaning that patients will start with low doses 

and then titrate their doses upwards until symptoms are 

managed.  PPIs are often chosen over H2RAs because 

PPIs have been proven to provide greater symptom relief 

as well as prevent symptom relapse.5  Patients with more 

severe, erosive GERD will use the same drug classes as 

the nonerosive patients but will typically start with higher 

doses of a PPI alongside lifestyle changes. This is because 

PPIs have faster healing rates in patients with erosive 

GERD than H2RAs, and larger symptom relief.3,4 Then, 

as symptoms subside, H2RAs or antacids can be used.  

Unlike before, erosive GERD is handled in a step-down 

fashion. The typical duration of therapy for these patients 

is at least eight weeks.  While many of these medications 

are available over the counter, if symptoms require 

medications other than antacids, patients should not self-

mange and should be managed by a physician to 

determine dose and duration of therapy, as well as receive 

regular monitoring.1,2

 

 

 

OUTLOOK 
The American College of Gastroenterology recommends treatment with the drug classes mentioned in-text 

(antacids, H2RAs, and PPIs), but does not advocate for any specific drug for the general population affected by 

GERD. If a patient is being managed per their symptom frequency, GERD can be simply managed. Patients 

started on these regimens should ask their provider if they should remain on their regimen after symptoms have 

subsided. Proper counseling on lifestyle changes should continue throughout therapy.2 Special populations should 

be considered on an individual basis.  

AVAILABLE FROM DISPENSARY OF HOPE: 

DRUG CLASS DRUG STRENGTH 

PPIS ESOMEPRAZOLE DR 20MG, 40MG  

 LANSOPRAZOLE DR 15MG, 30MG 

 OMEPRAZOLE DR 20MG 

 PANTOPRAZOLE DR 40MG 

H2RA FAMOTADINE 20MG 

*THERE ARE OTHER GASTROINTESTINAL MEDICATIONS AVAILABLE TO TREAT OTHER CONDITIONS 
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