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Abstract: Proton pump inhibitors (PPIs) have been in use since the 

early 1990s and play a crucial role in the management of a number 

of conditions affecting the upper gastrointestinal tract, including 

gastroesophageal reflux disease, Barrett esophagus, eosinophilic 

esophagitis, and dyspepsia. PPIs also play an important role in the 

treatment of Helicobacter pylori infection and in the prevention 

of upper gastrointestinal tract ulcers and bleeding among patients 

taking antiplatelet therapy and/or nonsteroidal antiinflammatory 

drugs. Despite recent concerns regarding the longterm safety of 

PPIs, their riskbenefit profiles strongly favor their appropriate use 

in patients who have genuine indications for them. As with all 

drugs, PPIs should be administered in the lowest effective dose 

and only for as long as clinically indicated. However, for at least 

some of their approved indications, PPIs are likely to be required 

indefinitely. This article outlines the current indications for PPIs for 

the management of upper gastrointestinal disorders and reviews 

safety concerns.

Since the approval of omeprazole by the US Food and Drug 
Administration (FDA) in 1991, proton pump inhibitors 
(PPIs) have been extensively used to treat a variety of condi-

tions in the upper gastrointestinal (GI) tract, commonly referred 
to as acid-related disorders. This article summarizes the current 
indications and safety concerns of PPIs for the management of such 
disorders.

The Role of Proton Pump Inhibitors in the 
Management of Gastroesophageal Reflux Disease

Gastroesophageal reflux disease (GERD) was defined by the Mon-
treal Consensus Group as a condition that develops when the reflux 
of stomach contents causes troublesome symptoms and/or compli-
cations.1 The American College of Gastroenterology (ACG) defines 
GERD as symptoms or complications resulting from the reflux 
of gastric contents into the esophagus or the oral cavity, larynx, 
or even lungs.2 GERD can be further classified according to the 
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for incomplete control of GERD symptoms include the 
presence of a hiatal hernia, lack of compliance, longer 
duration of disease, suboptimal dosing, and presence of 
extraesophageal symptoms.13 Options for patients with 
incompletely controlled GERD are limited. Although 
switching to another PPI is common clinical practice, it 
is not supported by evidence. The addition of a nocturnal 
dose of a H2RA may temporarily produce better control 
of overnight pH, although this effect is limited due to the 
development of tachyphylaxis to the H2RA.

The Role of Proton Pump Inhibitors in the 
Management of Barrett Esophagus

Known risk factors for the development of Barrett esopha-
gus are chronic GERD (>5 years), age older than 50 years, 
male sex, smoking, central obesity, and white race.14-16 In 
practice, PPI therapy is given to virtually all patients with 
Barrett esophagus, as this treatment effectively controls 
reflux symptoms and maintains healing of esophagitis in 
these patients. Studies have shown that continuous main-
tenance PPI therapy might slow the progression of Barrett 
esophagus.17-20 The ACG guidelines for the management 
of Barrett esophagus21 recommend routine once-daily PPI 
treatment; twice-daily dosing is not recommended unless 
there is insufficient control of reflux symptoms.

The Role of Proton Pump Inhibitors in  
the Management of Helicobacter pylori 
Infection

Helicobacter pylori is a major cause of peptic ulcer disease 
and gastric cancer. The updated ACG clinical guidelines 
for the management of H pylori infection22 recommend 
that all patients who test positive for the infection should 
receive treatment. The guidelines list several treatment 
regimens for the management of H pylori infection, 
all of which include a PPI; these treatments are listed 
in the Table. Monotherapy with a PPI is ineffective in 
eradicating H pylori infection. However, the addition of 
a PPI to a combination of antibiotics improves eradica-
tion rates compared to those achieved with antibiotics 
alone.23 PPIs elevate intragastric pH levels and optimize 
the antibacterial action of concomitantly administered 
antibiotics. Furthermore, because PPIs decrease gastric 
secretory volume, they increase the concentration of 
antibiotics within the stomach.

The Role of Proton Pump Inhibitors in the 
Management of Peptic Ulcer Bleeding

GI bleeding was the most common hospital admission 
diagnosis in 2012 among all GI-related disorders.24 

presence or absence of erosions (erosive esophagitis vs 
nonerosive reflux disease, respectively). Pharmacologic 
options for the management of GERD include antacids, 
histamine-2 receptor antagonists (H2RAs), and PPIs. PPI 
therapy has consistently demonstrated higher healing 
rates and lower relapse rates in erosive esophagitis than 
H2RAs or placebo.3 Chiba and colleagues4 also reported 
faster healing rates in erosive esophagitis with PPIs than 
with H2RAs or placebo (12% per week vs 6% per week 
and 3% per week, respectively). Additionally, the cumu-
lative healing rate irrespective of treatment duration was 
highest with PPIs (84%) as compared to H2RAs (52%) 
and placebo (28%).4 PPIs alleviate symptoms in 80% of 
patients with erosive esophagitis and in approximately 
60% of patients with nonerosive reflux disease.5,6

The ACG treatment guidelines2 gave a strong recom-
mendation for an 8-week course of PPI therapy for the 
initial management of erosive esophagitis in terms of heal-
ing and symptom control. The guidelines also reported 
no difference in symptom relief and erosive esophagitis 
healing among various PPIs. A meta-analysis of 10 stud-
ies including more than 15,000 patients had reported an 
8% relative increase in GERD symptom relief at 4 weeks 
and a 5% relative increase in the probability of erosive 
esophagitis healing after 8 weeks with esomeprazole over 
other PPIs7; however, the clinical relevance of this finding 
is unclear. Except for dexlansoprazole (Dexilant, Takeda 
Pharmaceuticals) and immediate-release omeprazole 
with sodium bicarbonate, PPIs should be administered 
approximately 1 hour before meals to ensure maximal 
efficacy. Immediate-release omeprazole with sodium 
bicarbonate can be taken at bedtime and is highly effec-
tive in controlling nocturnal acidity.8 Dexlansoprazole is 
a dual delayed-release formulation of R-lansoprazole and 
can be taken at any time regardless of food intake.9

A Cochrane systematic review10 comparing the use 
of PPIs, H2RAs, and prokinetics in patients with nonero-
sive reflux disease reported that PPIs were more effective 
than H2RAs (relative risk, 0.66; 95% CI, 0.60-0.73) and 
prokinetics (relative risk, 0.53; 95% CI, 0.32-0.87).

Continuous maintenance therapy with a PPI is 
appropriate for GERD patients who develop symptom-
atic relapse when therapy is discontinued, as well as in 
patients with erosive esophagitis or Barrett esophagus. 
Because approximately 60% of patients with nonerosive 
reflux disease experience relapse of GERD symptoms over 
time,11 intermittent or on-demand PPI therapy may be 
beneficial in this patient population. A systematic review 
comparing on-demand PPI therapy to continuous PPI 
therapy reported that patient satisfaction was noninferior 
to on-demand PPI therapy in patients with nonerosive 
reflux disease.12 However, on-demand PPI therapy is not 
FDA-approved for this patient population. Risk factors 
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Peptic ulcer disease remains the most common cause 
of upper GI bleeding. For upper GI bleeding, it is now 
common practice to initiate intravenous PPI therapy 
once the hemodynamic status has been assessed and 
any necessary resuscitative measures have been imple-
mented. Lau and colleagues25 reported in a randomized 
trial the benefit of a high-dose bolus followed by con-
tinuous infusion of omeprazole before patients under-
went endoscopy. Endoscopic treatment was required in 
19.1% of patients who received omeprazole compared 
to 28.4% of patients who received placebo (P=.007). 
Likewise, among patients with peptic ulcer disease, 
active bleeding was significantly less common in patients 
who received omeprazole (6.4% vs 14.7%; P=.01), and 
clean-based ulcers were found more often (64.2% vs 
47.4%; P=.001). A systematic review of 6 randomized 
trials with 2223 patients26 evaluating the use of a PPI 
before endoscopic evaluation found that PPI therapy 
prior to endoscopy did not significantly reduce mortality 
(odds ratio [OR], 1.12; 95% CI, 0.72-1.73), rebleeding 

(OR, 0.81; 95% CI, 0.61-1.09), or the requirement for 
surgery (OR, 0.96; 95% CI, 0.68-1.35). However, there 
was a significantly lower proportion of peptic ulcers with 
high-risk stigmata at endoscopy (OR, 0.67; 95% CI, 
0.54-0.84) and significantly lower rates of endoscopic 
treatment (OR, 0.68; 95% CI, 0.50-0.93). The ACG 
guidelines for peptic ulcer bleeding27 recommend the 
use of a bolus PPI and continuous infusion to decrease 
the proportion of patients with ulcers with high-risk 
stigmata and the requirement for endoscopic treatment. 
PPI therapy can be discontinued after endoscopy if the 
patient is found to have an etiology for bleeding other 
than peptic ulcer. However, if endoscopic evaluation 
has to be delayed or cannot be performed, intravenous 
PPI therapy should be continued to reduce the risk of 
further bleeding.

The ACG guidelines from 2012 recommend the 
use of intravenous PPI therapy (high-dose bolus and 
continuous infusion) for 72 hours after successful 
endoscopic treatment of high-risk peptic ulcers.27 A 
subsequent Cochrane meta-analysis of 22 randomized 
trials28 compared the use of a high-dose bolus PPI with 
continuous infusion vs intermittent PPI therapy after an 
endoscopic evaluation of peptic ulcer bleeding. There 
was no significant difference in mortality (risk ratio 
[RR], 0.85; 95% CI, 0.47-1.54), risk of rebleeding (RR, 
1.27; 95% CI, 0.96-1.67), surgery (RR, 1.33; 95% CI, 
0.63-2.77), length of hospital stay (mean difference, 
0.26; 95% CI, -0.08 to 0.6), or requirement for blood 
transfusion (mean difference, 0.05; 95% CI, -0.21 to 
0.3). Likewise, a 2014 systematic review29 comparing 
high-dose PPI therapy to intermittent PPI therapy 
after successful endoscopic treatment of high-risk pep-
tic ulcers reported that intermittent PPI therapy was 
noninferior to high-dose PPI plus continuous infusion 
therapy in terms of rebleeding within 7 or 30 days, mor-
tality, and requirement for blood transfusion. However, 
intermittent PPI therapy is not currently recommended 
after endoscopic treatment of peptic ulcers with high-
risk stigmata, as most evidence supports the use of a 
continuous infusion. Finally, patients who have peptic 
ulcers with flat, pigmented spots or clean bases require 
only oral PPI therapy because rates of serious rebleeding 
are very low.27,30

The Role of Proton Pump Inhibitors in 
Reducing Gastrointestinal Bleeding Associated 
With Antiplatelet Therapy and NSAIDs

Antiplatelet therapy forms a pivotal part of preventive 
management for patients at risk for secondary cardiovas-
cular events. In a meta-analysis of secondary prevention 
trials, aspirin therapy was associated with a decrease in all 

Table. Treatment Regimens for Helicobacter pylori Infection

Regimen Duration

Clarithromycin triple therapy 
•  PPI + clarithromycin (500 mg) + amoxicillin 

(1 g) or metronidazole (500 mg)

 
14 days

Bismuth quadruple therapy 
•  PPI + bismuth subsalicylate (300 mg) + 

tetracycline (500 mg) + metronidazole  
(500 mg)

 
10-14 days

Concomitant therapy
•  PPI + clarithromycin (500 mg) + amoxicillin 

(1 g) + metronidazole (500 mg)

 
10-14 days

Sequential therapy
•  PPI + amoxicillin (1 g)
•  PPI + clarithromycin (500 mg) +  

metronidazole (500 mg) 

5-7 days  
5-7 days

Hybrid therapy
• PPI + amoxicillin (1 g)  
•  PPI + amoxicillin + clarithromycin (500 mg) 

+ metronidazole (500 mg) 

7 days  
7 days

Levofloxacin triple therapy
•  PPI + levofloxacin (500 mg) + amoxicillin 

(1 g)

 
10-14 days

LOAD therapy
• Omeprazole (20 mg) + levofloxacin (250 
mg) + nitazoxanide (500 mg) + doxycycline 
(100 mg)

 
7-10 days

LOAD, levofloxacin, omeprazole, nitazoxanide, and doxycycline;  
PPI, proton pump inhibitor.
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major cardiovascular events but was also linked to a sig-
nificantly higher risk of extracranial bleeds.31 Even low-
dose aspirin was associated with increased risks for upper 
and lower GI bleeds (RR, 2.3 and 1.8, respectively).32,33 
Clopidogrel is frequently used with aspirin in patients 
with acute coronary syndrome. In one study, this dual 
antiplatelet therapy (DAPT) reduced the risk of cardiac 
death, myocardial infarction, and stroke compared to 
aspirin alone; however, it also increased the bleeding 
risk from 2.7% to 3.7%.34 DAPT increases the risk of 
GI bleeding 2- to 3-fold; data from a large randomized 
trial found a RR of 1.78 (95% CI, 1.25-2.54) with a 
number needed to harm of 130.34 The strongest risk fac-
tors for GI bleeding in patients on DAPT are a history 
of GI bleeding and complications of peptic ulcer disease. 
Other factors include advanced age, concomitant use of 
anticoagulant drugs or nonsteroidal anti-inflammatory 
drugs (NSAIDs), and H pylori infection.35-39 Aspirin 
can cause direct mucosal damage to the gastric lining, 
but its major effect is due to its systemic inhibition of 
cyclooxygenase resulting in decreased production of 
prostaglandins.33 Clopidogrel is not ulcerogenic but may 
promote bleeding at sites of preexisting ulcers due to its 
antiplatelet effects.40

PPIs reduce gastric acid secretion for up to 36 
hours,41 thereby promoting healing of ulcers and ero-
sions as well as stabilizing thrombi and decreasing rates of 
GI bleeding in patients on DAPT. Ray and colleagues42 
reported that PPIs decreased the risk of upper GI bleed-
ing in patients on clopidogrel by 50% and decreased the 
risk of GI bleeding by 2.8% per year in patients with 
more than 3 risk factors. In an observational study of 
8311 patients,43 PPI use along with clopidogrel resulted 
in less GI bleeding compared to clopidogrel alone 
(RR, 0.19; 95% CI, 0.07-0.49). A randomized trial44 
evaluating patients on DAPT in combination with PPI 
vs patients taking clopidogrel alone reported fewer GI 
events in the DAPT plus PPI arm (hazard ratio [HR], 
0.34; 95% CI, 0.18-0.63). Therefore, evidence supports 
a role for PPI therapy in preventing upper GI bleeding 
in patients on DAPT. However, some studies reported 
that PPIs may decrease the efficacy of clopidogrel and 
may subsequently result in an increased rate of cardio-
vascular events. In the CREDO (Clopidogrel for Reduc-
tion of Events During Observation) study, PPI use was 
associated with an increase in cardiovascular events in 
patients on clopidogrel.45 In a retrospective evaluation 
of a randomized trial of 13,608 patients receiving clopi-
dogrel or prasugrel (Effient, Eli Lilly) after percutaneous 
coronary intervention, the use of PPIs was not associated 
with any increased rate of major cardiovascular events.46 
Only 1 randomized, controlled trial has evaluated the 
efficacy of clopidogrel with the use of a PPI.44 In this 

trial, 3761 patients with acute coronary syndrome or 
percutaneous coronary intervention were randomized 
to receive a fixed-dose combination of clopidogrel 
and omeprazole or clopidogrel alone. All patients also 
received low-dose aspirin. There was no difference in the 
incidence of major cardiovascular events between the 2 
arms (HR, 0.99; 95% CI, 0.68-1.44), but there were 
fewer GI events in the patients who received omeprazole 
in combination with clopidogrel (HR, 0.34; 95% CI, 
0.18-0.63). The joint consensus statement from the 
ACG, the American College of Cardiology Foundation, 
and the American Heart Association47 recommends the 
use of PPIs in patients receiving DAPT who have a his-
tory of or multiple risk factors for GI bleeding. Routine 
use of PPIs is not recommended in patients who do not 
have risk factors for GI bleeding. The FDA currently rec-
ommends against the use of omeprazole or esomeprazole 
in patients on clopidogrel.48

The ACG guidelines for the prevention of NSAID-
related ulcer complications49 recommend the use of daily 
PPIs to reduce the risk of gastric and duodenal ulcers 
and complications caused by NSAIDs. A multicenter, 
randomized trial of 844 patients compared 2 doses of 
esomeprazole (20 and 40 mg) with placebo in patients 
taking NSAIDs or cyclooxygenase-2 inhibitors.50 
Patients were considered to be at high risk for ulcers 
based on age older than 60 years or a history of gastric or 
duodenal ulcers. After 8 weeks, ulcers were documented 
in 5.3%, 4.7%, and 20.4% of patients taking 20 mg 
of esomeprazole, 40 mg of esomeprazole, and placebo, 
respectively.

A propensity-matched cohort of 2777 patients 
with endoscopic evidence of upper GI bleeding was 
compared with 5532 controls.43 Among patients taking 
NSAIDs, PPI use was associated with a significant risk 
reduction for bleeding (RR, 0.30; 95% CI, 0.17-0.53). 
Thus, evidence from observational studies and random-
ized, controlled trials supports PPI use in at-risk patients 
taking NSAIDs to decrease ulcer formation and the risk 
of upper GI bleeding.

The Role of Proton Pump Inhibitors in  
the Management of Dyspepsia

Dyspepsia affects approximately 20% of the world’s 
population and is more commonly seen in women, 
people who smoke, and people who take NSAIDs.51 
Although patients in these populations have a normal 
life expectancy, dyspepsia significantly affects the  quality 
of life and is estimated to cost the US health care sys-
tem approximately $18 billion annually.52,53 The ACG 
guidelines for dyspepsia54 recommend an empiric trial 
of PPI therapy in patients younger than 60 years who 
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are H pylori–negative or in whom H pylori has been 
eradicated. Data pooled from 6 trials found a RR of 0.75 
(95% CI, 0.64-0.88) in favor of PPI therapy over pla-
cebo and antacid therapy in dyspeptic patients.54 Pooled 
data from trials comparing PPIs and H2RAs in dyspeptic 
patients younger than 60 years found an advantage to 
PPIs (pooled RR, 0.81; 95% CI, 0.72-0.91).54 In all 
of these trials, PPI treatment was given once daily. PPI 
therapy for dyspepsia was given a strong recommenda-
tion based on high-quality evidence from randomized 
trials. Once-daily PPI therapy is also recommended for 
8 weeks in patients with functional dyspepsia who are 
H pylori–negative or in whom H pylori has been eradi-
cated. Pooled data from 15 trials including 5853 patients 
comparing PPI use to placebo in patients with functional 
dyspepsia revealed a RR of 0.87 (95% CI, 0.82-0.94) in 
favor of PPI therapy (number needed to treat=10).54

The Role of Proton Pump Inhibitors in the 
Management of Eosinophilic Esophagitis

The ACG guidelines for the management of eosinophilic 
esophagitis (EoE)54 define the condition as a distinct 
clinicopathologic disorder that fulfills the following 
criteria: (1) symptoms related to esophageal dysfunc-
tion, (2) eosinophil-predominant inflammation on 
esophageal biopsy characterized by a peak value of at 
least 15 eosinophils per high-power field, (3) mucosal 
eosinophilia that is isolated to the esophagus and per-
sists after a PPI trial, (4) exclusion of secondary causes 
of esophageal eosinophilia, and (5) response to treat-
ment (eg, dietary elimination, topical corticosteroids). 
PPI–responsive esophageal eosinophilia (PPI-REE) 
may represent a different clinical entity. Patients with 
PPI-REE have symptoms suggestive of EoE and may 
have endoscopic features of EoE, but have resolution 
of symptoms and esophageal eosinophilia after a course 
of PPI therapy. Therefore, the ACG guidelines55 rec-
ommend that all patients who have symptoms of EoE 
and are found to have isolated esophageal eosinophilia 
should be given an 8-week trial of a PPI and should then 
undergo repeat endoscopy with biopsies. Resolution of 
esophageal eosinophilia is classified as PPI-REE rather 
than EoE. More than one-third of patients diagnosed 
with esophageal eosinophilia will respond to PPI treat-
ment.56 The mechanisms of action of PPIs in this regard 
are incompletely understood. One hypothesis is that acid 
exposure in patients with GERD damages esophageal 
epithelial tight junctions, allowing allergen penetration 
and eosinophil recruitment.57  Alternatively, PPIs may 
have a direct anti-inflammatory effect on the esophageal 
epithelium by blocking the secretion of eotaxin, which 
recruits eosinophils.58

Safety Concerns Associated With Long-Term 
Proton Pump Inhibitor Use

Based on several reported associations, there has been 
recent widespread media attention given to the safety of 
PPIs. This has resulted in considerable patient anxiety 
and, in some cases, the inappropriate discontinuation of 
treatment for conditions for which it is strongly recom-
mended. Vaezi and colleagues59 have comprehensively 
reviewed the evidence for the various proposed com-
plications of PPI therapy using the Hill criteria.60 The 
authors found moderate strength of evidence to suggest 
that PPI use may be associated with bacterial enteric 
infections, including Clostridium difficile. However, the 
remaining associations, including fracture, hypomagne-
semia, renal failure, dementia, myocardial infarction, 
hepatic encephalopathy, and spontaneous bacterial 
peritonitis, were weak and were most likely explained 
by residual confounding due to study design issues. The 
overextrapolation of quantitatively small effect sizes has 
led to disproportionate safety concerns. As with all other 
drugs, PPIs should be prescribed in the lowest effective 
doses and only continued for as long as necessary. How-
ever, for some indications (eg, erosive esophagitis, the 
prevention of NSAID-related ulcers or bleeding), treat-
ment may be needed indefinitely.

Conclusion

Although PPIs were initially approved only for the treat-
ment of erosive esophagitis, they have subsequently been 
used in the treatment of a number of other conditions of 
the upper GI tract. PPIs contribute to the management 
of diverse states, including H pylori infection, Barrett 
esophagus, and the prevention of NSAID-related ulcers. 
However, PPIs have only limited value for the manage-
ment of uninvestigated and functional dyspepsia, and 
they should not be continued if they are not providing 
symptom relief. Conversely, PPIs play an important 
role in the prevention of upper GI bleeding in high-risk 
patients taking NSAIDs, aspirin, or DAPT. Such patients 
are often elderly and with comorbidity; however, PPI 
treatment should be continued for as long as is appropri-
ate even though patients may not experience any upper 
GI symptoms. Despite the multiple recent reports alleg-
ing a range of harms associated with PPI use, these drugs 
are generally safe for continuous use assuming they are 
being given for an appropriate indication.

Dr Howden has been a consultant, investigator, and/or speaker 
for all proton pump inhibitor manufacturers at one time. 
He is currently a consultant for Pfizer Consumer Healthcare, 
Aralez Pharmaceuticals, Ironwood  Pharmaceuticals, US 



174  Gastroenterology & Hepatology  Volume 14, Issue 3  March 2018

K H A N  A N D  H O W D E N

WorldMeds, and SynteractHCR. Dr Khan has no relevant 
conflicts of interest to disclose.

References

1. Vakil N, van Zanten SV, Kahrilas P, Dent J, Jones R; Global Consensus Group. 
The Montreal definition and classification of gastroesophageal reflux disease: a 
global evidence-based consensus. Am J Gastroenterol. 2006;101(8):1900-1920; 
quiz 1943.
2. Katz PO, Gerson LB, Vela MF. Guidelines for the diagnosis and management 
of gastroesophageal reflux disease. Am J Gastroenterol. 2013;108(3):308-328; 
quiz 329.
3. Labenz J, Malfertheiner P. Treatment of uncomplicated reflux disease. World J 
Gastroenterol. 2005;11(28):4291-4299.
4. Chiba N, De Gara CJ, Wilkinson JM, Hunt RH. Speed of healing and symp-
tom relief in grade II to IV gastroesophageal reflux disease: a meta-analysis. Gastro-
enterology. 1997;112(6):1798-1810.
5. Robinson M, Sahba B, Avner D, Jhala N, Greski-Rose PA, Jennings DE; Mul-
ticentre Investigational Group. A comparison of lansoprazole and ranitidine in 
the treatment of erosive oesophagitis. Aliment Pharmacol Ther. 1995;9(1):25-31.
6. Vantrappen G, Rutgeerts L, Schurmans P, Coenegrachts JL. Omeprazole (40 
mg) is superior to ranitidine in short-term treatment of ulcerative reflux esophagi-
tis. Dig Dis Sci. 1988;33(5):523-529.
7. Gralnek IM, Dulai GS, Fennerty MB, Spiegel BM. Esomeprazole versus other 
proton pump inhibitors in erosive esophagitis: a meta-analysis of randomized clini-
cal trials. Clin Gastroenterol Hepatol. 2006;4(12):1452-1458.
8. Gerson LB, Mitra S, Bleker WF, Yeung P. Control of intra-oesophageal pH 
in patients with Barrett’s oesophagus on omeprazole-sodium bicarbonate therapy 
Aliment Pharmacol Ther. 2012;35(7):803-809.
9. Metz DC, Vakily M, Dixit T, Mulford D. Review article: dual delayed release 
formulation of dexlansoprazole MR, a novel approach to overcome the limitations 
of conventional single release proton pump inhibitor therapy. Aliment Pharmacol 
Ther. 2009;29(9):928-937.
10. van Pinxteren B, Sigterman KE, Bonis P, Lau J, Numans ME. Short-term 
treatment with proton pump inhibitors, H2-receptor antagonists and prokinetics 
for gastro-oesophageal reflux disease-like symptoms and endoscopy negative reflux 
disease. Cochrane Database Syst Rev. 2010;(11):CD002095.
11. Schindlbeck NE, Klauser AG, Berghammer G, Londong W, Müller-Lissner 
SA. Three year follow up of patients with gastrooesophageal reflux disease. Gut. 
1992;33(8):1016-1019.
12. Pace F, Tonini M, Pallotta S, Molteni P, Porro GB. Systematic review: mainte-
nance treatment of gastro-oesophageal reflux disease with proton pump inhibitors 
taken ‘on-demand’. Aliment Pharmacol Ther. 2007;26(2):195-204.
13. Dickman R, Boaz M, Aizic S, Beniashvili Z, Fass R, Niv Y. Comparison of 
clinical characteristics of patients with gastroesophageal reflux disease who failed 
proton pump inhibitor therapy versus those who fully responded. J Neurogastroen-
terol Motil. 2011;17(4):387-394.
14. Singh S, Sharma AN, Murad MH, et al. Central adiposity is associated with 
increased risk of esophageal inflammation, metaplasia, and adenocarcinoma: a sys-
tematic review and meta-analysis. Clin Gastroenterol Hepatol. 2013;11(11):1399-
1412.e7.
15. Rubenstein JH, Mattek N, Eisen G. Age- and sex-specific yield of Barrett’s 
esophagus by endoscopy indication. Gastrointest Endosc. 2010;71(1):21-27.
16. Rubenstein JH, Morgenstern H, Appelman H, et al. Prediction of Barrett’s 
esophagus among men. Am J Gastroenterol. 2013;108(3):353-362.
17. Singh S, Garg SK, Singh PP, Iyer PG, El-Serag HB. Acid-suppressive medica-
tions and risk of oesophageal adenocarcinoma in patients with Barrett’s oesopha-
gus: a systematic review and meta-analysis. Gut. 2014;63(8):1229-1237.
18. Kastelein F, Spaander MC, Steyerberg EW, et al; ProBar Study Group. Proton 
pump inhibitors reduce the risk of neoplastic progression in patients with Barrett’s 
esophagus. Clin Gastroenterol Hepatol. 2013;11(4):382-388.
19. Hillman LC, Chiragakis L, Shadbolt B, Kaye GL, Clarke AC. Proton-pump 
inhibitor therapy and the development of dysplasia in patients with Barrett’s 
oesophagus. Med J Aust. 2004;180(8):387-391.
20. Nguyen DM, El-Serag HB, Henderson L, Stein D, Bhattacharyya A, Sam-
pliner RE. Medication usage and the risk of neoplasia in patients with Barrett’s 
esophagus. Clin Gastroenterol Hepatol. 2009;7(12):1299-1304.
21. Shaheen NJ, Falk GW, Iyer PG, Gerson LB; American College of Gastroenter-
ology. ACG Clinical Guideline: diagnosis and management of Barrett’s esophagus. 

Am J Gastroenterol. 2016;111(1):30-50.
22. Chey WD, Leontiadis GI, Howden CW, Moss SF. ACG Clinical Guideline: 
treatment of Helicobacter pylori infection. Am J Gastroenterol. 2017;112(2): 
212-239.
23. Malfertheiner P, Bayerdörffer E, Diete U, et al. The GU-MACH study: the 
effect of 1-week omeprazole triple therapy on Helicobacter pylori infection in 
patients with gastric ulcer. Aliment Pharmacol Ther. 1999;13(6):703-712.
24. Peery AF, Crockett SD, Barritt AS, et al. Burden of gastrointestinal, liver, 
and pancreatic diseases in the United States. Gastroenterology. 2015;149(7):1731-
1741.e3.
25. Lau JY, Leung WK, Wu JC, et al. Omeprazole before endoscopy in patients 
with gastrointestinal bleeding. N Engl J Med. 2007;356(16):1631-1640.
26. Sreedharan A, Martin J, Leontiadis GI, et al. Proton pump inhibitor treatment 
initiated prior to endoscopic diagnosis in upper gastrointestinal bleeding. Cochrane 
Database Syst Rev. 2010;(7):CD005415.
27. Laine L, Jensen DM. Management of patients with ulcer bleeding. Am J Gas-
troenterol. 2012;107(3):345-360.
28. Neumann I, Letelier LM, Rada G, et al. Comparison of different regimens of 
proton pump inhibitors for acute peptic ulcer bleeding. Cochrane Database Syst 
Rev. 2013;(6):CD007999.
29. Sachar H, Vaidya K, Laine L. Intermittent vs continuous proton pump inhibi-
tor therapy for high-risk bleeding ulcers: a systematic review and meta-analysis. 
JAMA Intern Med. 2014;174(11):1755-1762.
30. Laine L, Peterson WL. Bleeding peptic ulcer. N Engl J Med. 1994;331(11): 
717-727.
31. Baigent C, Blackwell L, Collins R, et al; Antithrombotic Trialists’ (ATT) Col-
laboration. Aspirin in the primary and secondary prevention of vascular disease: 
collaborative meta-analysis of individual participant data from randomised trials. 
Lancet. 2009;373(9678):1849-1860.
32. García Rodríguez LA, Martín-Pérez M, Hennekens CH, Rothwell PM, Lanas 
A. Bleeding risk with long-term low-dose aspirin: a systematic review of observa-
tional studies. PLoS One. 2016;11(8):e0160046.
33. Lavie CJ, Howden CW, Scheiman J, Tursi J. Upper gastrointestinal toxicity 
associated with long-term aspirin therapy: consequences and prevention. Curr 
Probl Cardiol. 2017;42(5):146-164.
34. Yusuf S, Zhao F, Mehta SR, Chrolavicius S, Tognoni G, Fox KK; Clopido-
grel in Unstable Angina to Prevent Recurrent Events Trial Investigators. Effects 
of clopidogrel in addition to aspirin in patients with acute coronary syndromes 
without ST-segment elevation. N Engl J Med. 2001;345(7):494-502.
35. Ng FH, Chan P, Kwanching CP, et al. Management and outcome of peptic 
ulcers or erosions in patients receiving a combination of aspirin plus clopidogrel. J 
Gastroenterol. 2008;43(9):679-686.
36. Ng FH, Lam KF, Wong SY, et al. Upper gastrointestinal bleeding in patients 
with aspirin and clopidogrel co-therapy. Digestion. 2008;77(3-4):173-177.
37. Ng FH, Wong SY, Lam KF, et al. Gastrointestinal bleeding in patients receiv-
ing a combination of aspirin, clopidogrel, and enoxaparin in acute coronary syn-
drome. Am J Gastroenterol. 2008;103(4):865-871.
38. Barada K, Karrowni W, Abdallah M, Shamseddeen W, Sharara AI, Dakik HA. 
Upper gastrointestinal bleeding in patients with acute coronary syndromes: clinical 
predictors and prophylactic role of proton pump inhibitors. J Clin Gastroenterol. 
2008;42(4):368-372.
39. Nikolsky E, Mehran R, Dangas G, et al. Development and validation of a 
prognostic risk score for major bleeding in patients undergoing percutaneous coro-
nary intervention via the femoral approach. Eur Heart J. 2007;28(16):1936-1945.
40. Abraham NS, Graham DY. NSAIDs and gastrointestinal complications: new 
clinical challenges. Expert Opin Pharmacother. 2005;6(15):2681-2689.
41. Laine L, Hennekens C. Proton pump inhibitor and clopidogrel interaction: 
fact or fiction? Am J Gastroenterol. 2010;105(1):34-41.
42. Ray WA, Murray KT, Griffin MR, et al. Outcomes with concurrent use 
of clopidogrel and proton-pump inhibitors: a cohort study. Ann Intern Med. 
2010;152(6):337-345.
43. Lanas A, García-Rodríguez LA, Arroyo MT, et al; Investigators of the Asociación 
Española de Gastroenterología (AEG). Effect of antisecretory drugs and nitrates on 
the risk of ulcer bleeding associated with nonsteroidal anti-inflammatory drugs, 
antiplatelet agents, and anticoagulants. Am J Gastroenterol. 2007;102(3):507-515.
44. Bhatt DL, Cryer BL, Contant CF, et al; COGENT Investigators. Clopi-
dogrel with or without omeprazole in coronary artery disease. N Engl J Med. 
2010;363(20):1909-1917.
45. Steinhubl SR, Berger PB, Mann JT 3rd, et al; CREDO Investigators. Clopido-
grel for the Reduction of Events During Observation. Early and sustained dual oral 
antiplatelet therapy following percutaneous coronary intervention: a randomized 



Gastroenterology & Hepatology  Volume 14, Issue 3  March 2018  175

P R O T O N  P U M P  I N H I B I T O R S  I N  T H E  M A N A G E M E N T  O F  U P P E R  G I  D I S O R D E R S

controlled trial. JAMA. 2002;288(19):2411-2420.
46. O’Donoghue ML, Braunwald E, Antman EM, et al. Pharmacodynamic effect 
and clinical efficacy of clopidogrel and prasugrel with or without a proton-pump 
inhibitor: an analysis of two randomised trials. Lancet. 2009;374(9694):989-997.
47. Abraham NS, Hlatky MA, Antman EM, et al; ACCF/ACG/AHA. ACCF/
ACG/AHA 2010 expert consensus document on the concomitant use of proton 
pump inhibitors and thienopyridines: a focused update of the ACCF/ACG/AHA 
2008 expert consensus document on reducing the gastrointestinal risks of anti-
platelet therapy and NSAID use. Am J Gastroenterol. 2010;105(12):2533-2549.
48. Prescribers' Digital Reference. Plavix (clopidogrel bisulfate) FDA drug safety 
communication. Follow-up to the January 26, 2009, early communication about 
an ongoing safety review of clopidogrel bisulfate (marketed as Plavix) and omepra-
zole (marketed as Prilosec and Prilosec OTC). http://www.pdr.net/fda-drug-safety-
communication/plavix?druglabelid=525&id=5223. Published November 17, 
2009. Accessed February 22, 2018.
49. Lanza FL, Chan FK, Quigley EM; Practice Parameters Committee of the 
American College of Gastroenterology. Guidelines for prevention of NSAID-
related ulcer complications. Am J Gastroenterol. 2009;104(3):728-738.
50. Scheiman JM, Yeomans ND, Talley NJ, et al. Prevention of ulcers by esome-
prazole in at-risk patients using non-selective NSAIDs and COX-2 inhibitors. Am 
J Gastroenterol. 2006;101(4):701-710.
51. Ford AC, Marwaha A, Sood R, Moayyedi P. Global prevalence of, and risk 
factors for, uninvestigated dyspepsia: a meta-analysis. Gut. 2015;64(7):1049-1057.
52. Ford AC, Forman D, Bailey AG, Axon AT, Moayyedi P. Initial poor quality 
of life and new onset of dyspepsia: results from a longitudinal 10-year follow-up 

study. Gut. 2007;56(3):321-327.
53. Lacy BE, Weiser KT, Kennedy AT, Crowell MD, Talley NJ. Func-
tional dyspepsia: the economic impact to patients. Aliment Pharmacol Ther. 
2013;38(2):170-177.
54. Moayyedi PM, Lacy BE, Andrews CN, Enns RA, Howden CW, Vakil N. 
ACG and CAG Clinical Guideline: management of dyspepsia. Am J Gastroenterol. 
2017;112(7):988-1013.
55. Dellon ES, Gonsalves N, Hirano I, Furuta GT, Liacouras CA, Katzka DA; 
American College of Gastroenterology. ACG Clinical Guideline: evidenced based 
approach to the diagnosis and management of esophageal eosinophilia and eosino-
philic esophagitis (EoE). Am J Gastroenterol. 2013;108(5):679-692.
56. Molina-Infante J, Ferrando-Lamana L, Ripoll C, et al. Esophageal eosinophilic 
infiltration responds to proton pump inhibition in most adults. Clin Gastroenterol 
Hepatol. 2011;9(2):110-117.
57. Tobey NA, Carson JL, Alkiek RA, Orlando RC. Dilated intercellular spaces: 
a morphological feature of acid reflux–damaged human esophageal epithelium. 
Gastroenterology. 1996;111(5):1200-1205.
58. Cheng E, Zhang X, Huo X, et al. Omeprazole blocks eotaxin-3 expression 
by oesophageal squamous cells from patients with eosinophilic oesophagitis and 
GORD. Gut. 2013;62(6):824-832.
59. Vaezi MF, Yang YX, Howden CW. Complications of proton pump inhibitor 
therapy. Gastroenterology. 2017;153(1):35-48.
60. Hill AB. The environment and disease: association or causation? Proc R Soc 
Med. 1965;58:295-300.


