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Considerations for the Pharmacologic
Management of Gastroesophageal
Reflux Disease (GERD)

• GERD is a common disorder; seve ri t y
ra n ges from mild non-ero s ive disease to
s eve re complicated disease (i.e. , B a rre t t ’s
m e t ap l a s i a , e ro s ive esophagi t i s , e s o p h age a l
s t ri c t u re s , and ex t ra e s o p h age a l
c o m p l i c at i o n s ) .

• Goals of tre atment are to re l i eve pat i e n t
s y m p t o m s , heal esophagi t i s , m a n age or
p revent complicat i o n s , avoid re c u rre n c e.

• Tre atment should be based upon pat i e n t
s y m p t o m at o l ogy, although symptoms do not
a lways re flect disease seve ri t y.

• D i agnostic eva l u ation is wa rranted in
p atients with atypical symptoms, at high ri s k
for Barre t t ’s metap l a s i a ,h ave fa i l e d
p h a rm a c o l ogic therapy, or have signs or
symptoms of complicated disease.
E s o p h agoga s t ro d u o d e n o s c o py (EGD) is the
best test to eva l u ate mucosal damage.

• L i festyle modific ations are recommended in
all patients with GERD throughout therapy.  

• P h a rm a c o l ogic therapy should be considere d
in patients who do not adequat e ly respond to
l i festyle modific ations or have moderate to
s eve re symptoms or evidence of esophage a l
d a m age.



• Options for pharm a c o t h e rapy include an
antacid (AA), h i s t a m i n e2 re c eptor antago n i s t
( H2R A ) , or a proton pump inhibitor (PPI);
re fer to Tables 3 and 4 for ap p ro p ri at e
selection and dosing. Prokinetic age n t s
should be re s e rved for patients who fa i l
other therapies due to their potential fo r
s e rious and potentially life - t h re atening dru g
and disease interactions (re fer to
w w w. vap b m . o rg The Pharm a c o l ogi c
M a n agement of GERD for precautions and
c o n t ra i n d i c ations); cisap ride is re s t ricted to
use through the manu fa c t u re r ’s pat i e n t
e n rollment progra m .

• S u rgical intervention may be necessary in a
m i n o rity of patients and is based on
i n d ividual patient considerations and
p re fe rences. A ga s t ro e n t e ro l ogist should be
consulted to help determine the
ap p ro p ri ateness of antire flux surge ry in
p atients with seve re esophagi t i s , i n t ra c t abl e
s y m p t o m s , re c u rrent symptoms despite
maintenance antisecre t o ry therapy, or in
p atients re q u i ring maintenance therapy with
a PPI. Surge ry may be the pre fe rred therapy
in these pat i e n t s , e s p e c i a l ly if they are yo u n g
and otherwise healthy. 

















Lansoprazole BID Dosing for GERD

Lansoprazole* 30mg BID is
appropriate in the following GERD
scenarios:

1 . Tre atment of complicated GERD† ( eg. ,
ulcer bl e e d i n g, e s o p h ageal ulcer, s t ri c t u re s ,
and ex t ra e s o p h ageal manife s t ations of
GERD). Re-eva l u ate at 8 weeks to
d e t e rmine if dose may be decreased to
30mg QD.

2 . Documented Barre t t ’s metaplasia if
i n a d e q u ate acid suppression on 30mg QD.

3 . Pe rsistent symptoms despite an adequat e
t rial of altern ate GERD regimens listed
b e l ow.

* L a n s o p ra zole is curre n t ly the only PPI on
the VA National Fo rmu l a ry

† In PPI naïve pat i e n t s ,t re atment dose
should begin at lansopra zole 30mg QD.

N o t e : PBM-MAP recommends that
p re s c riptions for lansopra zole 30mg BID be
channeled through a prior authori z at i o n
p rocess (i.e. , GI or drug usage rev i ew gro u p ) .
Medical centers may consider limiting this to a
6 0 - d ay supply with an automatic decrease to
30mg QD by pharm a cy, unless ap p ro p ri at e
j u s t i fic ation is documented by the
p re s c ri b e r.



Suggested alternatives for
uncomplicated GERD with
inadequate symptom control on
lansoprazole 30mg/day

1 . A dd QHS H2- re c eptor antagonist and
t i t rate dose as needed (eg. , ranitidine 150-
300mg QHS, p a rt i c u l a rly for nocturn a l
s y m p t o m s )‡ $

2 . A dd prokinetic agent if symptoms
a s s o c i ated with motility disorder (re fer to
GERD guideline at www. vap b m . o rg)  $$

3 . I n c rease lansopra zole dose to 30mg BID
for no more than 60-day supply and 
re - eva l u ate in 8 weeks.  $$$

‡ based on histamine’s hy p o t h e s i zed role in
the circadian nocturnal acid secre t i o n
p ro file and decreased number of active ly
s e c reting acid pumps during the night in
the absence of meal stimu l at i o n .

$ denotes re l at ive cost of each altern at ive
but does not re flect actual va l u e

N o t e : Since omep ra zole is a non-fo rmu l a ry
age n t , submission of the proper Non-
Fo rmu l a ry Drug Request fo rm should be
executed in the event a patient is sw i t ched to
o m ep ra zole due to intolerance to or inadequat e
response with lansopra zole therapy.



a GERD-Gastroesophageal reflux disease; GI-gastrointestinal;
H2RA-histamine2 receptor antagonist; PPI-proton pump
inhibitor; EGD-esophagogastroduodenoscopy

b Refer to Table 1; patients with complications of advanced
disease should be referred immediately to a GI specialist.
Some experts also recommend referral to rule-out Barrett’s
esophagus in patients with a long history of symptoms.
However, it is unclear if early diagnosis influences outcome.

c Refer to Table 2.
d Some medications may decrease lower esophageal sphincter

pressure or cause direct injury to the esophageal mucosa.
e Symptoms do not always correlate with disease severity;

symptom assessment should take into consider ation impact
on quality of life. Referral to a GI specialist may occur at
any time depending on patient symptoms and clinician
preference; some practitioners embrace the approach of early
referral for once in a lifetime EGD in all patients requiring
chronic pharmacologic therapy.

f Refer to Table 4.
g Consider prn H2RA or antacids for symptom control.

Reinstitute therapy if patient relapses; consider maintenance
for frequent relapses.

h Consider step-down therapy if appropriate; reinstitute
therapy if patient relapses. Refer to Table 7.

i Evidence not conclusive to recommend preferred strategy.
EGD will rule-out Barrett’s esophagus or malignancy, assess
degree of mucosal injury, and in patients with esophagitis,
identify those likely to need maintenance PPI. Choice of
therapy should take into account age and lifespan,
availability and risk of EGD, patient preference, and
additional clinic visits to step-down therapy.



Algorithm 1
GERDa symptomsb

Initial evaluation includes detailed history

Patient 
exhibits unexplained 

symptoms or complicationsb

No

Yes

Referral for GI evaluationa

Initiate nonpharmacologic measuresc,
review medication profiled

Assess symptom frequency and severitye

Mild or infrequent symptoms Frequent,moderate to severe, or 
chronic GERD symptoms

Consider adding prn antacid 
or prn H2RAa

Adequate response 
at 2 to 4 weeks?

Yes

Standard does H2RAa,f

x 8 to 12 weeks

Adequate response?Yes

Continue
nonpharmacologic

measures and monitor for
worsening of symptomsg

High dose H2R Af x 8 to 12 we e k s

Adequate response?

Adequate response?

Maintenance
therapy should be at lowest

effective doseh

S t a n d a rd dose PPIa , f x 8 weeks 
O Ri re fer for EGDa and begin PPI

GIa referral

No

Yes

Attempt step-down to
H2RA; maintenance therapy

should be at lowest effe c t ive doseh

No

No

Yes

No
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