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Mecanismo de coordinacion neuromuscular donde
entran en juego estructuras orales, faringeas, la laringe vy el
esofago, que permite el pasaje de secreciones enddgenas,o de
alimento, desde el exterior hasta el estomago, con interrupcion

del acto respiratorio.

Los Trastornos en la Deglucion (TD) son unicos en la infancia y
deben diferenciarse de los adultos.

Fisiologia

eEstructuras anatémicas
eConexiones con SNC

Thompsom LD et al. 1999
Derkay CS et al. 1998.
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Al inicio reflejo, subcortical




Swallowing Disorders ~ any defect in the intake or
transport of endogenous secretions and nutriments
necessary for the maintenance of life™

RN |:> lactancia |:> NnINo |:> adulto




Encrucijada AD 26 msculos
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Senos piriformes

S. Respiratorio

S.Digestivo




La anatomia de la cavidad bucal
cambia durante el desarrollo.

Lactante:

*Boca pequena

sLengua ocupa cavidad
*Almohadillas grasas
*Maxilar inf poco desarrollado

ﬂ Reflejo

NIiNo mayor:

Boca grande

Maxilar inf crece hacia abajo y
adelante.

Desaparecen almohadillas
Laringe desciende

ﬂ Voluntario

Funcion mas compleja del organismo

Ficuss 2. Schematic laleral view of the infant uppar osrodigestive lach.
Structures of the ool cavity and pharyny con be seen, as wall as he
lanyngeal inket, frochea, and esophagus.

Ficure 3. Schamatic kateral view of the adull upper aarodigesthve roct,
demaonsiraling anatomical imitations of nosophanyma, crephanmx, and
hypopharyn.

ADCrng BCHrmoic views OOoDhed Bgem Arvedssn, J. ond Siociy., L (1593)
Pociaic Swoltwing and Feoding: Amsessrmars! and Monogament,




1)Fase preparatoria oral: Reflejo busqueda, prehensién
del alimento, cierre de labios.

2)Fase oral: Masticacion, formacién de bolo, traslado

a faringe.

3) Fase faringea: Elevacion velo paladar y laringe, cierre

cuerdas vocales, descenso epiglotis
Relajacion esfinter ES

Inicio onda peristaltica J—
Coordinacion:

4) Fase esofagica

eSuccion
Esencial &)

*\Via aérea




Estudio dinamico de la deglucion

Aporta datos dinamicos acerca de todas las etapas de la
deglucion, pasaje a via aérea y posiciones compensatorias

>

Ascenso a rinofaringe




Relajaciones transitorias del EEI

Las RT del EEI son la
causa + frecuente de
RGE en ninos y
adultos.

RT se define como
disminucion abrupta
Esophagus de la P del EEI, no
relacionada a
deglucion o
peristasis .

RT ocurren en
Individuos sanos, pero
en el RGE patologico
su frecuencia y
duracion es mayor .




Capacidad Gastrica

e La distension gastrica seria un potente estimulo
para la RT.

« Vaciamiento gastrico.

 Menor longitud
* Menor capacidad

" y 7 Adulto
La extension ppoocxnad isser eddatomaaccoonlda
intensidad de los sisitmorass yyawwmnedimmovimieTico Emerenzian yy ool . AAIG - 2200055




l Posibles mecanismos involucrados en la

enfermedad respiratoria relacionada al RGE

Obstruccion Luminal
Bs0faso Arbol Traqueobronquial

: , Aspiracion ————————> Material
reﬂuj L l aspirado
QUIMICA

Liberacion de Moco
| mediadores

inflamatorios

Edema

l NEURAL l

Aferentes v. aérea Misculo liso

Aferentes Eferentes de Bronquial
Esofagicos lav. aérea

Contraccion




OBSTRUCCION de la VIA AEREA
Posibles mecanismos

LUZ
aterial aspirado, moco secretado)

\\j * LAMINA PROPIA (edema)

*MUSCULO (bronco-espasmo,
laringo - espasmo )
BRONQUIO: de obstruccion de la via aérea.

La puede encontrarse por material de
origen extra o intra-pulmonar.

Por otro lado por edemay
por ultimo la




Fisiopatologia
- Relajaciones transitorias
* Disminucion del tono del EEI

» Apertura prolongada del EEI durante la deglucion

! |

®

 Actividad esofagica del cuerpo disminuido

 Disminucion del clearance acido

Enfermedad asociada al desarrollo neuromuscular




movimiento retrogrado

e o
AR E ISR,

del contenido gastrico

hacia el esofago.

* Fisiolodgico y normal

e Asintomatico o regurgitacion / vomito
e Se resuelve espontaneamente

e Postprandial

e Durante primeros 2 anos de vida




Regurgitador o Vomitador “Feliz “ :

Es el lactante que regurgita y / o vomita con
variable intensidad , sin otro sintoma
acompanante. Crece bien y esta sonriente.

Tiene Reflujo Gastroesofagico Fisiologico .




Es el lactante o nifio con sintomas digestivos y /
0 extradigestivos que se vinculan al dano tisular
producido por la intensidad o frecuencia de los

episodios de reflujo.
Se denomina :

Reflujo Gastroesofagico




SINTOMAS

> Vomitos. > Epigastralgia .

» Regurgitaciones. > Pirosis.

> Nauseas. > Hematemesis.

> Arcadas. > Melena.




RGE " SILENTE —QX

SINTOMAS .

CIUULTTG

D (114

> Anemia.

> Irritabilidad.

> Retardo ponderal.
» Sme de Sandifer.
> E.A.A.V.

> Dolor toracico.

> T0S Recurrente / Nocturna

> B.O.R. - Asma

> Neumonias reiteradas.

> Estridor-Laringitis

>




RGE Atipico

Paul Sandifer

(1964 , Inglaterra )

« Espasmo de torsion

e Clinica eouthag e ot

e Posturas andomalas




DIAGNOSTICO
HISTORIA CLINICA

e Edad al comienzo del cuadro clinico.
e Sintomas al inicio y en el tiempo.

e Curva de crecimiento ( Peso — Talla)
e Asociacion con O con
e Sintomas respiratorios o con

e Sintomas




DIAGNOSTICO

> Seriada Gastrodiuodemal bbpgo
radioscopia .

> Video -Deglucion con S.G.D.
> Endoscopia alta con biopsias

> pHmMetria de 24 horas .
> Manometria Esofagica.
> Gamma - Camaira.

> Impedanciometria Intraluminal Mdlilceaaél
con pimmetnza / manomentria de 24 hs.
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Rol de la endoscopia en el RGE patoldgico

> Para evaluar la presencia o no del dai@nmncososo Y
la severidad del mismo .

» Cuando los sintomas son importantes Yy la
pHmMetria es manmmel.

»> Cuando la clinica parece sugerir otros
diagndsticos e - esofagitis eessinbifitaa ; pgasitiss
por Helicobacker Fyldor .

» Cuando

> En el

> Previo a la cirugia del RGE.

» Cuando




Esofago
Normal

Esofagitis

Eosinofilica

Esofagitis




Que es la IMPEDANCIOMETRIA (Z) ?
RESISTENCIA AL FLUJO CORRIENTE

Medicidn inversa de la conductividad eléctrica de la pared de un
organo o su contenido

POR QUE CAMBIA LA IMPEDANCIOMETRIA?

No hay bolo = pocos iones = alta impedancio

Bolo esta presente = muchos iones = impedancia baja

N
re -
Vil —

N — 4




Fundamentos de la impedancia

Bolus Presente

Impedancia




Impedance —pH Catheter

Pediatric Model

e

Fy ’
I }

- | 6 impedance channels

i
i

1 pH channel




eglucion
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Impedanciometria Intraluminal Mylilcaaadl
(1IM) con pinmetiiaa de 24 hs.

> Detecta RGE acidoy no acido .

> Puede establecer diagnostico en pacientes con
sintomas refractarios durante el tratamiento
meédico .

> Permite evaluarlos comnoossm meeliteaoddn

> Correlaciona sintomas _con episodios acidos o0 no

acidos.

>

> Es capaz de diagnosticar el reflujo suguara-
esofagico .

> Puede monitorear a los lactantes pequenos con
alimentacion muy frecuente




Pediatric Gastroesophageal Reflux Clinical Practice Guidelines:

Joint Recommendations of the North American Society for
Pediatric Gastroenterology, Hepatology, and Nutrition

( NASPGHAN ) and the

European Society for Pediatric Gastroenterology, Hepatology, and

Nutrition (ESPGHAN)
Co-Chairs: Yfxzaan Vandenplas santt yColiim D). ARwbmjgh
Committee NWamilezss: z(Caalto D lLamemzo, SHfc Hassalll, jjGegmry

Liptak,Lynnette Mazur, #Judith Sondheimer , Annamaria Staiano,
yyMichael THoonssomzzL&iayi Véeeseman-\Wautkens,, amdl §STobias @. Wenzl|

UZ Brussel Kinderen, Brussels, Belgium, {Division of Pediatric Gastroenterology, Hepatology, and Nutrition,

Children’s Hospital of Wisconsin, Medical College of Wisconsin, Milwaukee, WI, USA, {Division of Pediatric Gastroenterology,
Nationwide Children’s Hospital, The Ohio State University, Columbus, OH, USA, 8Division of Gastroenterology,

Department of Pediatrics, British Columbia Children’s Hospital/University of British Columbia, Vancouver, BC, Canada,

Jj Department of Pediatrics, Upstate Medical University, Syracuse, NY, USA, Department of Pediatrics, University of Texas Health
Sciences Center Houston and Shriners Hospital for Children, Houston, TX, USA, #Department of Pediatrics, University of Colorado
Health Sciences Center, Denver, CO, USA, Department of Pediatrics, University of Naples “Federico Il,” Naples, Italy,

{{Centre for Paediatric Gastroenterology, Sheffield Children’s Hospital, Western Bank, Sheffield, UK,

{{Pediatric Gastroenterology & Nutrition, Queen Paola Children’s Hospital-ZNA, Antwerp, Belgium, and88Klinik fu'r Kinder- und
Jugendmedizin, Universita“tsklinikum der RWTH Aachen, Aachen, Germany

Journal of Pediatric Gastroenterology and Nutrition 49:498-547 # 2009




pHmetria de 24 horas ( @uokimes 2009 )

This test is a valid guantitative measure of
esophageal acid exposure with established normal
ranges .

In pH studies performed with antimony electrodes,
an Rl > 7% Is considered abnormal ,an Rl <3% is

considered normal , and an Rl between 3% and 7%
IS Indeterminate.

However, the severity of pathologic acid reflux does
not correlate consistently with symptom severity or
demonstrable complications.




pHmetria de 24 horas ( @uokimes 2009 )

Esophageal pH monitoring 1Is  useful for evaluating

the efficacy of antisecretory therapy . It may be
useful to correlate symptoms (eg, cough, chest
pain) with acid reflux episodes and to select those
Infants and children with wheezing or respiratory
symptoms in whom GER Is an aggravating factor

The sensitivity, specificity, and clinical utility of p
monitoring for diagnosis and management of
possible extraesophageal complications of GER
are not well established




Impedanciometria Intraluminal Miltlteaadl —
pHmetria de 24 hs

This test detects acid, weakly acid , and nonacid reflux episodes

It is superior to pH monitoring alone for evaluation of t he temporal
relation between symptoms and GER.

The technology is especially useful in the postprandial period or at other

times when gastric contents are nonacidic . The relation between weakly
acid reflux and symptoms of GERD requires clarifica  tion.

Measurement of other parameters such as

Whether combined esophageal pH and impedance monito  ring will
provide useful measurements that vary directly with disease severity,
prognosis, and response to therapy in pediatric pat lents has yet to be
determined.




NON-ACID GASTROESOPHAGEAL REFLUX IN
CHILDREN WITH RESPIRATORY SYMPTOMS
EVALUATED WITH THE 24 HOUR MULTICHANNEL
INTRALUMINAL IMPEDANCE-pH PROBE

Judith Cohen, Marna Orsi, Gabriela Donato, Laureana Olleta,
Daniel D' Agostino. Pediatric Gastroenterology, Hospital
Italiane, Buenos Aires, Argentina.

Background: The ability of the 24 hr Multichannel Intralum-
inal Impedance-pH to study the number and duration of non
acid/acid episodes may help us understand if the variety of
clinical presentations are because there is a different behaviour
in children with silent gastroesophageal reflux.

Aim: To evaluate with the 24 hour Multichannel Intraluminal
Impedance-ph probe(MII-pH) the presence of acid or non acid
episodes in children with respiratory symptoms and with the
classic digestive presentation at different age.

Methods: Since January 2005 to December 2006, a prospective
study was conducted in 198 children. Patients were divided

according age in GI <2 yr; GII =2 yr and due o sympioms in
Respiratory (R) or Digestive (D). The evaluation was performed
during one day with a Sleuth Monitoring Recorder using
catheter with 7 impedance sensors and one pH probe at the
distal end.

Results: [958 children were evaluated (male 103, female 957;
mean age 2.9 years SD &£ 3.5, range 0.00— 17, median 1.91. The
number of NA GER by impedance was significantly increased
in Gl o GILP < 0.001). No difference was found in the number
of acid events with age and clinic presentation. There is
statistical difference in Non acid reflux between younger with
elder children and in the total number of episodes with MII in
the D to R group. Instead there is no statistical difference in the
acid behavior between both groups.

Conclusions: A more non-acid pattern of gastroesophageal
reflux was seen with the MII-pH in respiratory patients paticu-
larly in the smaller ones with no difference in the number of acid
events in either group.

Acid/Non-actd Episodes bv MII in Digesiive and Respiraiory
Patients ai Differeni Ages

Digestive Respiratory

Acid, Med Non Med Acid, Med Non- Med

Age M Acid, N N Acid, N

< 1.91 years 49 26 49 19 31 25 31 18

=191 years 35 23 35 12 83 18 83 10

Mann-%Whitney 0.57% <0001 0.404 0.002
(P)

EVALUATION OF GASTROESOPHAGEAL REFLUX
AND TREATMENT RESPONSE WITH THE 24 HOUR
MULTICHANNEL INTRALUMINAL-pH PROBE IN

CHILDREN WITH ASTHMA
Gabriela Donato', Marina Orsi ', Judith Cohen Sabban',

Alejandro Tepper®, Viviana Rodrignez”, Daniel D Agosting'.
'Pediatric Gastroeriieralogy Unir, Hospitel laliano, Buenos
Atves, Argenting, “Respivatory Unit, Children's Hospiral

“Ricardo Guiierrez ", Buenos Atres,

Background: Children with asthma may have undiagnosed
oastroesophageal reflux. The Multichannel Intraluminal Tmpe-
dance-pH Probe (MII-pH) is a good method w establish correct

diagnosis and evaluate response 1o treatment.

Abstract 161 Table

Score pH N acid events N nan-acid events Symrtom index

X irange) X 18Dy X 50) Cough
Diagnaziz (ne 18) A2 A-105) IS0 (1949 16,22 (18 24y WO M=K
PPl (n:15) 48 (1-14,1) 2162 (26) 29.73 (15,88 30,69 (0-T73.5T)
Double dose PP1 (n: 4) 57 (2,9-9] 1875 (13,88 50,5 (43,2) 36,6 (0-93,33)

Aim: To study with the MIL-pH the presence of acid (A¥non
acid (NA) GER in group of severe asmathiz childrer and
monitor response to proton pump inhibitors (PPL.

Material and Methods: Since May 2005 w00 April 2007
44 children (6-14 vr) with persistent asthma (inadequate
symptom response to at least 4 meonths treatment with flu-
ticasonc] were cvaluated. The MII-pil was performed onc
day It the study was abnormal children were given FPI at
dosz 1,2me/kgdd bid. maximum dose of 40 mg/d. After 2
months on PP reatment, a second MIT-pH was done and if
this one was still pathologic the medication was incréased
to double dese with 2 maximun of 60mg/day arnd after
other 8 weeks the third monitorire weas repeated. Functional
tests were performed at diagnosis and after GER was con-
trollec.

Resnlis: | 844 (40%) GER in asmathic childrer Cln PPT the pH
score improved, the number of A episodes decreased but NA
events increased. Although no chonge wos seen in pulmonary
function, score according to numbcer of days withoat asthma,
noctumal symptoms and the nesd of beta or steroids showed
definiie improvement

Conclosions: GER was observed in 409 children with severe
asthma. Most patients presented clinical improvement on con-
veniional or double dose of PFI reatmert. They reduvced the
number of days without sympioms ard the requiremerts of
asthma medication although no differenze in FEV function was
seen. Those with persistent or increased MNA reflux with no
response  sfter incmasing PPT need  another  therapentic
approzch.

J Pediatr Gastroenterol Nute Vol 45 No_ 4, October 2007



Evaluation of gastroesophageal reflux and treatment response with the 24 hour
H'l Multichannel Intraluminal-pH probe in children with asthma =

Donato G; Orsi M; Cohen J, Teper A, Rodriguez V, DAgostino D.
Pediatric Gastroenterology Unit Hospital Italiano; Respiratory Unit Children’s Hospital “Ricardo
Gutierrez” Buenos Aires

If the study was abnormal children were given

Children with asthma may have undiagnosed .
gastroesophageal (GER) reflux that may be “silent”. omeprazole (PPI) at a dose 1,2 mg / kg /d bid

The 24 hour Multichannel Intraluminal Impedance- maximum dose of 40 mg / day 0
ph monitoring is a good method to establish a After 2 months on PPI treatment , a second 24 hr

correct diagnosis and to evaluate response to IMM ph monitoring was done and if this one was

treatment . : ) N :
Efnn?en still pathologic the medication was increased to a

To study with the 24 hour IMM-pH monitoring the double dose with a maximum of 60 mg / day and after
presence of acid / non acid GER in a group of other 8 weeks the third monitoring was repeated .

moderate to severe asmathic children and monitor . . .
Functional tests were performed at diagnosis and after

response to proton pump inhibitors ( PPI ) .
GER was effectively controlled
Material - Methods:
Results: 18/ 44 (40.1%) : GER in asmathic children

Since May 2005 to April 2007, 44 children :

6 to 14 years of age (mean 9.4 yrs ) from the score pH N® Acid N°®Non Acid ~ Symptom
Respiratory Unit at the Children’s Hospital Events Events Index Cough
“Ricardo Gutierrez” with severe / persistent asthma X (range) X ;SD X ;SD
( inadequate symptom response to at least of 4 Diagnosis 32.6(2.6-105) 35.1;19.49 16.2;18 38.9
months treatment with fluticasone and with long N:18
action beta 2) were evaluated..

The 24 hr IMM-pH monitoring was performed one PPIN:15 4.8 (1-14) 21.62; 26 29.73;19.8  30.69

day with a Sandhill Sleuth Monitoring Recorder
with 7 impedance sensors and one pH probe. DoublePPI 5.7 (2.9'9) 18.75; 13.88 50.5;43.2 36.6

N: 4




L

Results:
> On PPI the pH score improved, the number of
acid episodes decreased but the non acid
events increased

> Although no change was seen 1in pulmonary

function, the clinical score according to: n° of
days without asthma , nocturnal symptoms and
the need of beta2 or oral steroids showed
definite improvement




Conclusions:

> (Gastroesophageal reflux was observed i 40.1%
children with moderate to severe asthma.

> Most patients presented clinical improvement on
conventional or double dose of PPI treatment.

> They reduced the number of days without
symptoms and the requirements of asthma
medication although no difference in FEV function
was seen.

> Those patients with persistent or increased non acid
reflux with no response after increasing the PPI dose
may need another therapeutic approach




Objetivo en el manejo de la ERGE en ninos
segun las Guias NASPGHAN?

“mejorar o resolver los sintomas presentes
y las complicaciones del reflujo
gastroesofagico, con Intervenciones gue

[Engan peces 0 ningun elfecto adverso:y
con reanudacion funcienal.”

Rudolph CD et al. J Pediatr Gastroenterol Nutr 2001 ;32 Suppl 2:51-31




TRATAMIENTO

Lactante Vomitador .

> Espesamiento de la alimentacion:
casera o en base a formulas “AR”.

» Cuidar el volumen en cada toma.
> Posicion prona postprandial a 30°.

Si no responde a éstos cambios (2 a 3
semanas ) es posible intentar una serie
de tratamiento y valorar la respuesta al
mismo.




El iceberg del RGE
Alternativas
Terapéuticas

Tratamiento
1 farmacologico \
\

La mayoria de los lactantes y nifios mejoran con
cambio de habitos y dieta. Los mas afectados requieren
medicacion y algunos pocos deberian ser intervenidos
quirurgicamente




Posicion Prona 'y RGE

Sentado







The effect of thickened-fekgk thieteprdrdamsison
gastroesophageal retfivxnnnfaargss gyEsanticaedew w
and meta-amaiys s aff namobmm Zzsa], ot | ks thel s
Horvath A et al. Heedhaticss. .2ZP088]11P22e4 PAE3

14 estudios aleatorios, féormula espesada vs. rutina:

Aumento significativo del % de bbs sin
regurgitacion

Disminucion del numero diario de episodios de
regurgitacion y/o vomitos

Mayor aumento diario de peso.

Sin efectos indeseados




Effects of thlckened feeding on gastroesophageal
reflux in infants: a_placebo- contro d crossover study
using intraluminal impedance.

Wenzl TG et al. Pediatrics. 2003:111:e355

- Thickened feeding has a significant effect
on the nesslucitom aff nesapunay testtom fhesapuemny
and amount in otherwise haaththyniamats .

This effect Is caused by a rechaiciomithtéhe
number of nonacid (pH >4) GER episodes
but also because of a

decrease of mean reflux height reached in
the esophagus.




ODbjetivo en el manejo de la ERGE en niinos
segun las Guias NASPGHAN?*

“mejorar o resolver los sintomas presentes
y las complicaciones

del reflujo gastroesofagico con

Intervenciones gue tengan pocos o0 ningun
efecto adverso y con reanudacion
funcional.”

* North American Society for Pediatric Gastroenterolo gy, Hepatology and Nutrition

Rudolph CD et al. J Pediatr Gastroenterol Nutr 2001 ;32 Suppl 2:51-31




Tratamiento Médico .

>

» Metoclopramida :pasa la barrera hematoencefalica, la dosis
terapeutica y la dosis toxica son muy cercanas ,lo que facilita
las intoxicaciones.

> Cisapride :0.1mg-0.2mg / kg /dosis cada 6 hs. a 8 hs, con
una dosis maxima de 0.8mg/ kg / dia. Por el riesgo de
prolongacion del QT- QTc se recomienda realizar ECG previo
y suspenderlo ante asociaciones medicamentosas o
metabdlicas de riesgo.

> :0,3 mg/ kg / dia en 3 dosis diarias. Mismo
efecto sobre el QT-QTc y no esta aceptado por FDA y existen
pocos estudios en Pediatria.

> Baclofeno : 27?7?77




Domperidona

« 4 estudios aleatorios-caunitathmks

- Clara 1979 : @3 muyikayamss y | ey alyplcadim. Hfectestos
solo en > 5 anos

De Loore 1979. Alguna mejoria pero diferencias en
edades: Dom (9 m), Metoclopramida y Placebo (6 m)

Bines (1992 0.6) Diferencias de edades. Ninos mayor es
(minimo 5 m). Mal estudio

. Carroccio 1P9940033) nmugunaannegpoida

- Prolongacion el QTc




Mecanismos Yy sitio de accion de los
proguinéticos

Mechanisms and Sites of Action
of Prokinetic Agents

Cisapride Metoclopramide Bethanechol
Serotonergic Agonist Dopamine Cholinergic Agonist
Antagonist

Hyman PE. J Padiatr 1924:125(6_ p




Las gu ras NASPGHAN reconocen a los IBP como el

tratamiento m as efectivo en ni nos con ERGE

“los IBP;, son la terapia medicamentosa
supresora del acido m as efectiva ,

"TNo todos los IBP estan actualmente aprobados paras  er usados en Pediatria




| a clave es el control efectivo del acido

> La frecuencia de los sintomas por reflujo esta directamente
relacionado al tiempo en que el pH esofagico es <4 en un
periodo de 24 hs.

Joelsson B, Johnsson F. Gut 1989:;30:1523-5

> La cicatrizacion de la esofagitis por reflujo esta relacionada al
tiempo durante el cual el pH intragastrico se mantiene > 4.
Bell NJ et al. Digestion 1992;51 Suppl 1:50-67

El control efectivo del pH intragastrico y por lo t anto
Intraesofagico, es necesario para la cicatrizacion de la
esofagitis por reflujo y resolver sintomas




Tratamiento Médico.

ANTIACIDOS: El objetivo es disminuir el pH gastrico y asi
cambiar la calidad del material reflefldado , ,megquearet|
clearence yyftaxaressaradlcaumesnttodie e fesana= i EE] EI .

> Ranitidina : (jarabe) :5 - WDmuy//Kay//di eaared| czatia 12 Hss.

> (polvo p/diluir):0,7 - 2,2 idtddalidia ¢ 12 Dsis.

> Esomeprazol :(polvo para diluir): 06,6 - 2mg/kg/d 1 a2t /d

>




Uso de Inhibidores de Bomba de protones en ninos

Journal of Pediatric Gastroenterology and Nutrition
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PPIs currently approved for use in _
children__im e Children 1 to 10 years of age
appear to require aanlgphber

NorthAmeicaa are omeprazole, m—ﬁﬁgﬁdosg ?{nkgoorg‘;?;eﬁ?sf 285” ©
[ansoprazole, aand esomeprazole . adults

At this moment, In Europe, only e Young children reqginge

omeprazole aamttl esomeprazole are higher per kiloqraﬁgdfm 0ses to

approved.

attain the same acid blocking
effect or area under the curve
No PPl _has been approved for (304—-306). This may

use In infants younger than 1 year

of age.

Most studi f PPIs in child Tﬂere iy Iz'ewt' data f

ost studies o s in children are armacokinetic data for

open-|eel @md wmeomtiiolied. PPIs in infants, but studies
Indicate that infants younger

In children, as in adults, PPIs are than 6 months may have a

highly efficacious for the treatment of lower per-Kkiomp eammotese

symptoms due to GERD and the requirement than older
healing of erosive disease. _[ﬂafc Il[dren and adolescents

PPls have greater efficacy than (308,309).
HZRAS.
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PPIs inhibit acid secretion by blocking Nap— Despite their efficacy in the management

m.ﬁm’mﬁMIWWﬁ of acid related disorders, PPIs have
parietal cell acid secretion, often called the limitations as a consequence of their

proton pump. pharmacologic characteristics.
Studies in adults have shown that PPIs

produce higher and faster healing rates for They must be taken once per day
erosive esophagitis than H2RAs, which in turn and must be protected from
are better than placebo (122). gastric acid by enteric coatings.

The superior efficacy of PPIs is largely

because of : S
However, taking the medications before

and . :
. . : L meals effectively delays absorption and
toinhibit meal-inddoed deicissedtton, _ a onset of their antisecretory effect. Most

characteristic notshared by H2RAs. In contrast available PPIs are therefore regarded as
with H2RAs, ,thecaeffémt taf R $schbmss ot “delayed release” preparations.
diminish with chronic use.

maximal acid
The potent suppression of acid secretion by suppressant effect
PPIs also results in decrease of 24-hioowr 4d
: : TR ays.
intragastric volumes, thereby facilitating e 2laVo
gastric emptying and decreasing volume
reflux.




An uncontrolled trial of esomeprazole therapy In adolescents
with heartburn ,epigastric pain, and acid regurgita tion
showed complete resolution of symptoms in 30% to 43% by 1
week, but the responders increased to 65% following 8 weeks
of treatment .

Another uncontrolled treatment trial of pantoprazole in
children ages 5 to 11 years reported greater sympto m
Improvement at 1 week with one 40-mg dose compared with
one 10-mg or 20-mg dose (64). After 8 weeks all of  the
treatment groups improved

Similar improvement in symptoms over time has been

observed in adults with erosive esophagitis (198,19  9).

One study of infants with symptoms suggestive of GE RD who

were treated empirically with a PPl showed no
efficacy over placebo
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The 2-week “PPI test” lacks adequate specificity and
sensitivity for use in clinical practice.

Improvement following treatment does not confirm a
diagnosis of GERD because symptoms may improve
spontaneously or respond by a placebo effect.

There is no evidence to support an empiric trial of

pharmacoloqgic treatment in infants and younq
children as a diagnostic test of GERD.




Tratamiento Quirurgico

RGE que

Riesgo de complicaciones severas  ej : Estenosis péptica -
Esofago de Hzaredtt.

Episodios con para el paciente.

Persistencia de

En ninos con dafo neurologico que requieran una




Cirugia Antireflujo.

> Operacion de Nissen.
> Operacion de Thal.
> Operacion de Boix Ochoa.

Hoy en dia se puede realizar en forma convencional o
por i | inclusive ya existe una serie
pediatrica publicada con técnica endoscopica.

Para establecer cual es el abordaje mas conveniente en
cada caso, todavia falta tiempo , que permita
comparar las diferentes series.

Las ventajas de cada tecnica depende entre otras cosas
del entrenamiento del equipo quirdrgico
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; Gracias , por su atencion !




