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Welcome to the January 2022 edition of NewWave!  
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included in future editions, please email them to 
elisabeth.kirton@nhs.net   
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Upcoming Events: 2022 

25
th
 March 22 

 
AGIP Masterclass (Virtual) - SAVE THE DATE 
See Page 7 

30
th
 March - 1

st
 April 22

  

UKCS Annual Scientific Meeting (Virtual) 
https://www.ukcs.uk.net/page-1075476  
 

21
st
 - 24

th
 May 22 

Digestive Disease Week (San Diego + Virtual) 
https://ddw.org/ 
 

20
th
 - 23

rd
 June 22 

BSG LIVE 2022 (ICC Birmingham) 
https://live.bsg.org.uk/ 
 

7
th
 - 10

th
 September 22 

ICS Vienna 2022 (Vienna) 
https://www.ics.org/2022/  
 

8
th
 - 11

th
 Oct 22 

30th United European Gastroenterology Week (Vienna + Virtual) 
https://ueg.eu/week 
 

https://www.ukcs.uk.net/page-1075476
https://ddw.org/
https://live.bsg.org.uk/
https://www.ics.org/2022/
https://ueg.eu/week
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Goodbye from Steve Perring! 
Retiring Editor of NewWave 

I have been on the AGIP Council since 2014 and 

been editor of NewWave since 2016. It is time for 

me to retire from these roles.  

 

I have enjoyed being involved with guiding GI 

Physiology nationally in sometimes turbulent times. 

In particular I am proud of how AGIP Council acted 

quickly to provide specific guidance to departments 

attempting the difficult job of re-opening and 

providing services for patients under the difficult 

circumstances of the early COVID pandemic.  

 

I hope that in the role of NewWave Editor I have 

helped keep members informed of developments 

and provided them with interesting and informative 

articles which hopefully in the large part were 

relevant to their practices. I wish my successor 

Elisabeth Kirton well in this challenging task.  

 

I will continue to submit articles which hopefully will 

be of interest to others and encourage others to do 

the same. We all see interesting cases as part of 

our practice that others could learn from. Or you 

may have an idea that you do not wish to pursue as 

a research project but may of interest to the rest of 

the GI community. You may even have written a 

research paper  published in a learned journal that 

you would like to publicise to your peers. If any of this is true for you I implore you to reach 

out to Elisabeth and offer to write an article for NewWave. 

Elisabeth Kirton 
New Editor of NewWave 

I am honoured and delighted to be stepping into the role of NewWave 

Editor. After completing the STP in 2018, I joined the Gastrointestinal 

Physiology team at Hull University Hospitals NHS Trust as a Clinical 

Scientist, and the AGIP Council in 2020 as the IQIPS representative. I 

am excited to see what the future brings for our profession, and hope 

to follow in Steve’s footsteps by keeping AGIP members up to date 

with relevant news and developments. I would like to thank Steve for 

his invaluable support and mentorship while transitioning into this role, 

he will be missed by all of the AGIP Council.  

 

Please do get in touch (elisabeth.kirton@nhs.net) with any ideas for articles or information 

you would like to share with the GI Physiology community via NewWave! 

mailto:elisabeth.kirton@nhs.net?subject=NewWave
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The AGIP Council are delighted to announce that in order to support a high level of training 
and education within our discipline, we will be offering 10 meeting bursaries of up to £300 

(claim to be supported by appropriate receipts), to help towards attendance of: 
 

 BSG LIVE 2022 (ICC Birmingham, 20
th 

- 23
rd

 June 2022) 
 

Event link: https://live.bsg.org.uk/ 
 

Applicants will be required to either: 
 

Have submitted a scientific abstract for the meeting (the deadline for abstract 
submission is 15

th
 February 2022)  

 
OR 

 
Prepare a short report on one relevant presentation from the meeting (this will 

be allocated to the applicant by the Council and published in NewWave) 
 

In order to apply you must be an accredited AGIP member or STP-ASP AGIP member 

 

Please fill in the short application form below and return it by  

28
th

 February 2022 to joanne.hayes@uhb.nhs.uk 

AGIP 
‘Margaret Marples’ Bursary 

 
Margaret Marples’ Bursary Application Form 

 
Name:  
 
 
Organisation: 
 
 
Accredited AGIP Member / STP Trainee / ASP Trainee  
(delete as appropriate) 
  
 
Current Job Title:  
 
 
Title of Abstract (if applicable): 
 
 
 
Please note, payment of the award will be given via BACS payment following: 
 
 Submission of appropriate receipts for the meeting registration and attendance costs   
 
 Submission of short report for inclusion in NewWave 

https://live.bsg.org.uk/
mailto:joanne.hayes@uhb.nhs.uk
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SAVE THE DATE! 
Friday 25

th
 March 2022 

AGIP Masterclass in Upper and Lower GI Physiology 

 
AGIP MASTERCLASS PROGRAMME 

Friday 25
th 

March 2022 
 

09:25 - 9:30: Welcome and Introduction 

 
Upper GI Physiology 

 

09:30 - 10:00: Stephen Attwood: BSG Guidelines and pH, including Bravo 
and Lyon Consensus 

10:00 - 11:30: Rami Sweis: Chicago Classification v.4.0  
 

11:30 - 12:00: Jafar Jafari and Steve Perring: Breath Testing Guidelines 
(European Guidelines 2021) 

 
15 minute break, including Laborie industry presentation: “Introduction to Laborie GI 

Product Range” 
 

 
Lower GI Physiology 

 

12:15 - 12:45: Mark Scott: The London Classification for Disorders of 
Anorectal Function 

12:45 - 13:15:  Tom Dudding: Faecal Incontinence 

13:15 - 13:45:  Elisa Skinner: Training and Education  

 
15 minute break, including The Functional Gut Clinic industry presentation: “Novel 

Diagnostic Approaches To Assess Laryngopharyngeal Reflux” 
 

14:00 - 14:10: Conclusion and Closing Remarks 
Feedback Forms and Attendance Certificates 
 

 
The AGIP Council are delighted to announce the return of the AGIP Masterclass in Upper 

and Lower GI Physiology. The Masterclass will be hosted virtually and is free to register  

 

Look out for details of how to register, which will be circulated shortly 
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Are YOU interested in joining the AGIP Council? 

AGIP has two full member and two shadow member vacancies on the Council. Applicants 
should be members of AGIP or the BSG. The AGIP Council meets once a quarter (either at 
the BSG Headquarters or by virtual link) and helps to develop guidelines, training, education 
and support for GI Physiology services around the UK.  
 
We will accept applications from accredited physiologists, Clinical Scientists, 
Gastroenterologists or Upper / Lower GI surgeons interested in contributing to the area.  
 
Please send all applications (which should comprise of a paragraph of why you would like to 
become an AGIP Council member and a short CV outlining your relevant experience) to the 
section Chair:  Dr Anthony Hobson – anthony@thefunctionalgutclinic.com 

REMINDER: CPD submissions due 30th April 2022 

Dr Tanya Miller – AGIP Accreditation Officer 
 

It’s that time again; CPD submissions are due by 30
th
 April 2022! 

 
In recognition of the challenging times we have all faced in healthcare over the last two 
years, this article is intended to provide extra guidance and support to enable complete, 
comprehensive submissions.  
 
The process is the same as in previous years, and Form 4 can be found on the BSG 
website in the GI Physiology section; this contains all the necessary forms to enable a 
complete submission. The most difficult sections to complete are likely to be external CPD, 
due to the restrictions that have been in place since the pandemic began. However, there 
are options available, and it is not unreasonable to expect 10 hours in total spanning the last 
2 years. 
 
All online Teams/Zoom meetings that have been put in place instead of external face to face 
meetings are acceptable as external CPD. This includes attendance of webinars, 
conferences, training courses, distance learning and will of course include any redeployment 
either within or outside your Trust. Please ensure that you include certificates/evidence of 
attendance for this CPD. Programme schedules ARE NOT valid evidence of attendance. 
 
Internal CPD not only includes all statutory and mandatory training, but can include internal 
meetings (either face to face or online). Evidence for meetings is acceptable in the form of a 
signed letter from the Chair of the meeting, who should be able to confirm participation from 
the register of attendance. In addition, there are new processes and procedures associated 
with working alongside COVID-19: from changes to environment, to personal protective 
equipment (FIT training for masks, donning and doffing, etc.) which have all required new 
and revision of existing SOPs. 
 
Internal and external CPD can also be the base for reflective practice where appropriate. 
Please remember to have ALL reflective practice accounts signed AND dated by YOU AND 
your manager. Six reflective practice accounts spread over two years are required. Please 
try to provide a selection of experiences (these may include case studies, research projects, 

AGIP News 

mailto:anthony@thefunctionalgutclinic.com
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reviews of interesting articles or research papers, knowledge gained from attending training 
or conferences, teaching,  processes involved to purchase new equipment etc.)  and 
discuss if these experiences have impacted or changed your service. 
 
N.B. 2021 graduates from the STP program are NOT required to submit CPD for the 
2022 submission. Graduates from 2020 will be required to submit for the year May 2021 to 
April 2022. Prolonged absences (for example, due to sickness or maternity leave) are all 
subject to pro rata submissions. Working from home IS NOT acceptable as exclusion 
criteria. 
 
Late submissions are subject to an administrative charge of £50. 
 
Review of submissions is subject to the availability of the panel, which may be affected by 
national restrictions and guidelines. The result of the CPD submission will result in either 
continuation of membership, OR a request for additional information due to an incomplete 
submission (a time frame for re-submission will be provided if this is the case).  
 
Failure to submit will lead to removal from the register as an Accredited Independent 
Healthcare Professional in GI Physiology. 

Editor’s Notes of Apology 

Liam McKay:  
 
We wish to sincerely apologise to Liam McKay (Clinical Scientist, Aberdeen) whose review 
article “‘Novel Impedance pH Parameters are Associated to PPI Response in Patients with 
Inconclusive Diagnosis of GERD According to the Lyon Consensus’ Presented by Dr 
Mentore Ribolsi at UEGW 2021” (November 2021 issue, page 20) was inadvertently altered 
during publication. The article should have included the sentence written as follows: 
 
"Dr Ribolsi started his presentation with a background on the Lyon consensus and reminded 
the audience of the current parameters such as; acid exposure time (AET), which, 
differentiate between physiological (<4%), pathological (>6%) and inconclusive (4-6%) in 
respect to gastro-oesophageal reflux disease (GERD)". 
 

 

AGIP Masterclass Date:  
 
The previous issue of NewWave (November 2021), included a “Save the Date” notice for the 
AGIP Masterclass on 11th February 2022. Unfortunately, this date proved to be unsuitable 
and the Masterclass has been scheduled instead for Friday 25th March. We apologise for 
any disruption this may have caused.  

To remain as an Accredited Independent Healthcare Professional in GI Physiology, you 
MUST submit evidence of continuous professional development (CPD) to AGIP every 2 

years. The deadline for CPD submission is 30th April 2022 
 

The CPD forms are available to download at: https://www.bsg.org.uk/people/gi-
physiologists/agip-accredited-independent-healthcare-practitioner-cpd-forms/  

Have you noticed any errors in your published NewWave article?  
We always strive to provide high quality articles, so please get in touch and let us know! 

https://www.bsg.org.uk/people/gi-physiologists/agip-accredited-independent-healthcare-practitioner-cpd-forms/
https://www.bsg.org.uk/people/gi-physiologists/agip-accredited-independent-healthcare-practitioner-cpd-forms/
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This review has been published in 3 parts: 
 Part 1: Testing protocol and general 

considerations (July 2021 issue)  
 Part 2: Diagnosis of oesophageal motility 

disorders (November 2021 issue) 
 Part 3: Summary of practical points 
 
Disclaimer: This review is the author ’s personal 
view, and is intended to stimulate curiosity and 
questions about the use of Chicago Classification 
v4.0 (CC v4.0). Nevertheless, CC v4.0 is currently 
the most valid standardisation of high resolution 
oesophageal manometry (HRM) to refer to, both in 
performance and interpretation. Hence, adherence to 
CC v4.0 guidelines in clinical practice is strongly 
advised. When in doubt, check with senior GI 
physiologists, as your decision will affect people’s 
lives. 
 

Introduction 
 
Until the publication of Chicago Classification v4.0 (CC v4.0), the role of gastrointestinal 
(GI) physiologists has been to provide views on the patient’s upper GI symptoms from a 
GI physiology perspective. It is never assumed that one type of investigation, including 
high resolution oesophageal manometry (HRM), is going to explain all of the symptoms a 
patient is suffering from. Each test in the medical field, (including HRM) can provide one 
piece of the puzzle, so that the clinician can put them together to reach the “best” 
conclusion they can make. 
 
Nevertheless, with the rise of CC v4.0, it seems that the role of GI physiologists is falling. 
This article looks into some practical points in the diagnostic algorithm shown by CC v4.0. 
There is no intention to complement the CC v4.0, nor to answer the questions arisen in 
the context of this article.  
 
If you would like to share your views and comments on this topic, you can either directly 
contact the author or the NewWave publishing team. 

Feature Articles 

Chicago Classification v4.0: A Short Practical Review  
Part 3 of 3: Summary of Practical Points 

 
Jafar Jafari – MD and PhD 

GI Cognition Ltd. (Jafar.Jafari@gi-cognition.com)  

NB: The articles regarding Chicago Classification 4.0 published in this and 
subsequent editions are personal comments by their authors. These do not represent 
the agreed position of AGIP. The AGIP Council continues to endorse and support the 

use of the Chicago Classification in upper GI assessments, and supports the 
modifications to the classification described in Chicago Classification 4.0  

mailto:Jafar.Jafari@gi-cognition.com?subject=NewWave
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“Conclusive” 
 
In CC v4.0, there is a significant emphasis on the test results to be “conclusive” or 
“inconclusive”. It is, of course, reasonable to be as accurate as possible; however, CC v4.0 
seems to over-use these terms. To the extent that in many occasions, and certainly in 
oesophagogastric junction outflow obstruction (OGJOO), you have to consider your findings 
are “inconclusive” until barium testing or endoluminal functional lumen imaging probe (FLIP) is 
done.  
 
Why should the result of HRM rely on the result of other tests? Why should a physiologist not 
provide “their” finding, and leave it with the clinician to decide on the final relevance and clinical 
implication? The physiologist has the task of providing “their” view according to HRM (e.g. “it is 
OGJOO, according to HRM”) and suggesting the clinician further investigates for the clinical 
relevance if needed. However, CC v4.0 states that “OCJOO is always inconclusive”! Worse, 
there are numerous newly created nomenclature for this “always inconclusive” diagnosis. See 
the Supplementary Table 2 in CC v4.0 for reference, and it is evident: 7 terms to define 
OGJOO, yet, you can combine the terms to generate more to describe your findings.  
 
Imagine a HRM showing an inconsistently high integrated relaxation pressure (IRP) in different 
positions and/or intrabolus pressurisation (IBP), with a distal latency of < 4.5 seconds on 5 
swallows, and the patient suffers from dysphagia. Using CC v4.0, the poor clinician will see the 
following outcome:  
 
“Diagnosis: Manometrically inconclusive, clinically conclusive OGJOO with spastic features. 
Comment: This result requires further investigation to clarify these findings using barium 
swallow with solid boluses. We can request this X-ray on your behalf and finalise the report, if 

and when we receive the radiology result; alternatively, you could do it yourself and make the 
final HRM diagnosis”! 
 

“Clinically Relevant” 
 
It is obvious that if the findings of manometry testing can correlate to the patient’s symptoms, 
that is ideal. However, it is astonishingly simplistic of the CC v4.0 believing the only “clinically 
relevant” symptoms for most of the conditions are either “dysphagia” and/or “chest pain”!  
 
Any physiologist or clinician has seen numerous patients with functionally obstructive disorders 
(such as achalasia) presenting with reflux symptoms, rather than dysphagia. There is a 
significant amount of literature to support the mechanism of this presentation if there is any 
doubt. CC v4.0 simply assumes that any “clinically relevant” OGJOO (or hypercontractile 
oesophagus, etc.) must suffer from those typical symptoms.  
 

“Further Testing Required” 
 

1. It is evident that further investigation in some situations could help. However, CC v4.0 
puts so much weight on this that it even asks for “further investigation” to further confirm 
an inconclusive distal oesophageal spasm. I still cannot think of any further testing to 
confirm distal oesophageal spasm, other than repeating HRM  

2. Similarly, further testing is advised for inconclusive ineffective oesophageal motility. 
Which test can confirm this further? I hope that is not a barium swallow, where any 
motility disturbance (and even an old-school “OGJOO”) could show up as a tertiary 
contraction.  

3. It is reasonable, and necessary, to use barium swallow with solids for OGJOO 
(particularly when invasive treatments are to be considered). However, the problem here 
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is that the physiologist cannot make the diagnosis unless they receive the barium result. I 
am not talking about FLIP, which is unreachable in most hospitals anyway. Isn’t it 
demoralising for the GI physiology community to be forced to state: “I did HRM: the LOS 
is not relaxing, because its basal and relaxation pressure are both 30 mmHg; there is 

healthy peristalsis on all swallows; the patient has reflux, due to retention of one single 
reflux that did not clear for 1.5 hours, indicating poor clearance of oesophagus due to 
high IRP. BUT, I cannot give a diagnosis of OGJOO unless you prove there is a retention 
on a barium swallow”?  

 

You Can Skip The Steps… But Have To Repeat The HRM! 
 
It is easy to assume, in the first instance, that you can avoid some of the mountain-like steps of 
the “standard” CC v4.0; wrong! You have to do both positions, if one wants to be compliant 
with the CC v4.0 diagnostic algorithm.  
 
Imagine an example where there seems to be normal peristalsis, and the patient is not 
suffering from dysphagia. The supine position is completed with all the manoeuvres, and you 
stop the study. Then you realise that, actually, the IRP was 17 mmHg. What you would do? 
Can you call it OGJOO without checking the other position? What will you call it; 
manometrically conclusive or inconclusive?  
 
Imagine there is a test showing normal-looking (but faster “visually”) peristalsis. Your HRM 
application does not allow you to do a live analysis to know the distal latency (DL) or IRP (most 
HRM applications do not have such a feature). Can you avoid doing the secondary position? 
What do you do later, if the DL is short and the IRP is at the upper limit of normal range? Can 
you call it inconclusive achalasia? Remember, according to the CC v4.0 you need to have this 
IRP figure in both positions! You cannot, or better not, escape the positions!  
 
What is wrong with following all of the positions and steps in the CC v4.0 protocol? Those of 
you who do HRM on a daily basis (especially in busy clinics) do not need any explanation. For 
other readers, Figure 1 shows how much additional time you will need to complete both 
positions. It is not limited to the time required for running the HRM; it also requires an increased 
amount of time to eliminate the swallows done in Position 1, and get the measures for Position 
2 (then, put the swallows back and remove the swallows of Position 2, and get the measures 
for Position 1).   
 

CC v4.0: A Practical Guide or Name List? 
 
There are an incredible number of new terms generated in CC v4.0. Although some additional 
names may be (?), the number seems to be just unnecessarily high (comparing Chicago 
Classification v3.0 to CC v4.0 cannot be any more self-explanatory).  
 
More so, the fact that most new terms define something that does not have a clinical or 
technical value makes it more unnecessary. What is the value of knowing “inconclusive 
clinically relevant hypercontractile oesophagus”?  
 
Here we want to tell the clinician: “There is hypercontractility which links to the patient’s chest 
pain (which, by the way, we did NOT reproduce during this HRM); i.e., the patient did have 
hypercontraction, but it did not cause chest pain, and it is inconclusive. CC v.4.0 did not 
indicate what is “inconclusive” criteria for hypercontractile oesophagus, sorry!” 
 
One point to acknowledge is that CC v4.0 states clearly that sub-types of the distal 
oesophageal spasm are not “agreed”, so they are not part of the name list in CC v4.0. 
However, as soon as they are described and for some there are clinical values considered, 
users will start using them, which is the fault of CC v4.0.  



Page 13 

 

Final Words 
 
I understand that all about the CC v4.0 is not so dark and gloomy, although I think it is not a 
practical Chicago Classification we are used to. It is a surprise that, instead of spending so 
much time by >50 credible authors to create so much complexity in the CC v4.0 (which 
certainly will lead to a lot of inconsistency of data across the physiology centres for future 
research), they did not do the following: 
 
1. Remove the supine position, with all the reasons described in previous parts of this 

review. At least remember, the patient never comes to lab to complain: “I have difficulty 
swallowing when eating in supine position”! 

2. Set normal ranges for children, who have been ignored almost completely and have to 
be judged by adult normal measures 

3. Consider, or at least acknowledge, when there is or there is not HRM differences for 
different ages (e.g. presbyoesophagus), genders and ethnicities 

4. Instead of ignoring GORD symptoms as not “relevant” symptoms, the Chicago 
Classification should incorporate comments related to GORD, which can help the 
clinician when they are in dilemmas due to the results of HRM findings 

5. Define the value and difference of absent contractility (when there is no single move 
detected during HRM, versus the one that you can suddenly detect some extent of 
peristalsis outside the standard water swallows) 

Fig 1: Image adapted from Yadlapati et al. (2021) ‘Esophageal motility disorders on high 
resolution manometry: Chicago classification version 4.0©’, Neurogastroenterology & Motility, 33

(1), pp. e14058 
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Meeting Review: The 12
th

 Pelvic Floor Society Annual 
Conference  

(3
rd 

– 5
th

 November 2021) 
 

Charlotte Orledge  – Clinical Scientist  
Laura Culshaw – Accredited Scientific Practitioner   

University Hospitals Dorset NHS Foundation Trust 

The 12
th
 Pelvic Floor Society Annual Conference was held between the 3

rd 
and

 
5

th
 

November 2021 in Dundee, Scotland. The main scientific programme took place between 

4
th  

and 5
th 

November 2021, and an additional Allied Health Professional (AHP) study day 

was held beforehand on 3
rd 

November 2021. 

 

Allied Health Professional Study Day (3
rd

 November 2021) 
 

The AHP study day covered a broad range of topics, aimed at AHPs such as 

physiotherapists, specialist nurses, and gastrointestinal (GI) physiologists. 

 

Gut Flora and Faecal Transplant 
 

Faecal microbiota transplantation (FMT) is a NICE recommended treatment for recurrent 

Clostridium difficile (C. Diff) infection, and has been shown to cure 92 % of recurrent 

cases. The treatment introduces enteric bacteria from a healthy donor’s faeces in order to 

restore the gut flora; either via enema / colonoscope into the colon, or via nasogastric 

tube to the small bowel. FMT has also shown promising results treating other conditions, 

such as severe ulcerative colitis and Crohn’s disease. 

 

Small Intestinal Bacterial Overgrowth, Carbohydrate Malabsorption and 

Bile Salt Malabsorption 
 

Small intestinal bacterial overgrowth (SIBO) occurs when bacteria normally present in the 

large bowel grows in the small intestine, causing symptoms such as bloating and 

abdominal pain. Overgrowth of methane-producing archaea can result in intestinal 

methanogen overgrowth (IMO), which is associated with slow transit. The hydrogen and 

methane produced on fermentation can be detected in the breath, and hydrogen methane 

breath testing (HMBT) is used to investigate SIBO and carbohydrate malabsorption. 

Breath samples are taken at baseline and at regular intervals following ingestion of a 

substrate, indicating where fermentation is occurring through the GI tract.  

 

Treatment for SIBO or IMO is typically a course of antibiotics, and treatment for IMO can 

additionally involve prokinetics. 

 

Up to a third of patients who suffer with diarrhoea predominant irritable bowel syndrome 

may also have bile acid malabsorption, which can in turn lead to an increase in diarrhoea. 

Bile acid malabsorption can be diagnosed via a SeHCAT study. 
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Motivational Interviewing 
 

Motivational interviewing is a counselling approach that can be adopted during patient 

appointments. It involves the exploration and resolution of ambivalence, and 

communication should be supportive, empathetic, positive, and hopeful. There should be 

a focus on changing health behaviours based on their internal thoughts, decisions, and 

motivation. ‘How’ speak is as important as ‘what’, and it is important that the patient feels 

they are being listened to and understood.  

 

Limitations to adopting a motivational interviewing approach include: patients with 

existing mental health issues, patients who are unmotivated, and a limited appointment 

time. 

 

Pain and Psychosexual Medicine 
 

Approaches to treating a sexual problem can be behavioural (e.g. cognitive behavioural 

therapy), pharmaceutical, or psychosexual. A psychosexual approach is effective against 

a sexual problem which is mainly psychological in origin, not physiological. 

Psychodynamic psychotherapy involves listening, observing, feeling, and thinking. 

 

Indiba 
 

Indiba is a radiofrequency (RF) therapy that applies RF electric currents at 448 Hz for 

thermal, non-thermal, or stimulation. It can stimulate stem cell proliferation, inhibit fat 

deposits, and stimulate chondrocytes to increase proliferation of cartilage. It can be used 

from 6 hours post-injury for a range of applications (including physiotherapy, sports injury, 

pelvic health treatments, dermatology, plastic surgery, and equine treatments). 

 

Maternity Transformation Programme 
 

The Maternity Transformation Programme arose following the Better Births 2016 review 

of post-natal care; it aims to provide safer and more personalised post-natal care from 

maternity services across England. 

 

Main Scientific Programme – DAY 1 (4
th

 November 2021) 
 
Urgency – Can’t Wait To Find A Cure 
 

 Biofeedback Therapy 

Constipation cost the NHS £168 million in 2018. When constipation is secondary 

to other processes, the underlying condition can be treated (e.g. slow transit or 

defaecatory disorder). In mixed disorders, biofeedback therapy can be used. An 

assessment involves understanding the patient’s most troubling symptoms, 

determining the patient’s understanding of their condition and symptoms, any 

existing and previously tried treatments, their lifestyle (including diet and exercise), 

and managing their expectations. Patients can be coached with evacuatory 

techniques, and sensory balloon retraining can be used to improve the patient’s 

maximum tolerable volume. It is important to remember that biofeedback therapy 

requires time reach peak efficacy.  
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Sacral Nerve Stimulation Versus Repair  

Treatment for faecal incontinence should be tailored to the patient, and can include 

conservative measures, sacral nerve stimulation (SNS), sphincter repair, or stoma 

(temporary or permanent). Factors involved in decision making are age and the 

quality of the sphincter muscle. SNS is used in cases of urgency, and there is no 

clear evidence that sphincter repair improves urgency. A stoma is used for faecal 

incontinence and other quality of life issues. There is a lack of pathophysiology 

understanding; not all sphincter injuries result in symptoms, and the degree of 

injury does not correlate to the symptom severity.  

 

The Heart-Sink Anorectum 
 

Cauda Equina Syndrome and The Bowel 

Cauda equina syndrome is caused by compression of the nerves in the lower back 

supplying the perineum, resulting in back, knee, and ankle pain. It is actually very 

rare and makes up 1 to 2 % of all disc compressions. The most common sites are 

L4—L5 and L5—S1. Symptoms can also include urinary incontinence, urinary 

retention, and faecal incontinence. Decompression surgery should be carried out 

urgently to relieve the pressure, and there may be long-standing bowel and 

bladder problems.  

 

Refractory Constipation 

Refractory constipation is considered to be when a patient has no symptom 

improvement following treatment, and can be investigated using transit studies.  

Surgical repair is rarely indicated, as constipation is a predominantly medical 

rather than surgical issue. 

 

Recurrent Rectal Prolapse 

20 to 30 % of rectal prolapses recur within 3 years following surgical mesh 

intervention, and risk factors include age >70 years, continence issues and 

hypermobility. There is usually a technical cause for the recurrence (such as 

incorrect placement of the mesh, or the mesh becoming detached). 

 

Imperforate Anus 

Imperforate anus can be detected antenatally as: dilated bowel, intraluminal 

calcifications, vertebral anomalies, presacral mass, and absent kidneys. It often 

has associations with other areas: for example, vertebral, anorectal or cardiac (in 

30 % of cases); tracheo-oesophageal fistula (8 % of cases); renal (50 % of cases); 

or limb. The long-term impact can be due to anatomical or functional 

abnormalities, which can result in constipation, faecal incontinence, urinary tract 

infections, and gynaecological problems. It is important that the patient has 

transition plans in place as they grow, as their needs will change over time.  

 

Keynote Lectures 
 

Diversion Colitis 

Diversion colitis is an inflammatory condition associated with bowel diversion due 

to conditions such as IBD, cancer and ischeaemia. It is almost inevitable that 90 % 
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of stoma patients will develop diversion colitis after approximately 5 years. 

Symptoms include rectal bleeding, tenesmus, rectal pain, abdominal pain and 

mucus; it can have a significant impact on quality of life. Its aetiology is thought to 

be related to aerobic bacteria, and a reduction in ‘good’ bacteria. Treatments 

include colonic irrigation with fibre solution, colonic irrigation with short-chain fatty 

acids (SCFA), and twice daily butyrate enemas. Probiotics in the stoma have also 

been found to decrease the risk of diversion colitis. 

 

Parastomal Hernia 

A parastomal hernia is an abnormal protrusion of abdominal contents through the 

abdominal wall at the stoma site. Approximately 20,000 stomas are inserted per 

year, and 50 % of these are permanent. Within 18 months following a stoma 

insertion, 25 % will form parastomal hernias. Risk factors include patient factors 

(age, malnutrition, diabetes, smoking, obesity, connective tissue disorders) and 

technical factors (stoma type, trephine site, size, and shape). The approach to a 

parastomal hernia is often one of ‘watchful waiting’ by the stoma nurses, and 

weighing up the risks and benefits of surgery. Stoma repair may be recommended 

when a patient is polysymptomatic; other indications include bowel ischaemia and 

non-revolving obstruction. 

 

SOS – Save Our Sphincters 
 

Forceps Delivery 

Forceps and ventouse are used in 10 to 15 % of all vaginal deliveries, and in up to 

a third of primiparous cases. Problems with the use of forceps include infant injury 

or maternal injury, due to the traction and radial forces. There is a 3 to 6 times risk 

of levator injury, and a 5 times risk of a 4
th
 degree tear associated with forceps 

use. Solutions include improving patient education, obtaining informed consent 

prior to labour, and increasing the number of elective caesarean sections. 

 

Refractory Anal Fissures 

The incidence rate of refractory anal fissures is 0.11 %, and there are >20,000 

cases per year. Treatments can include vasodilator creams and Botox. In the case 

of chronic fissures, surgical intervention is required (such as lateral internal 

sphincterotomy or advancement flap anoplasty). 

 

Update on Neuromodulation 

New, rechargeable SNS equipment has been released by Medtronic and Axonics. 

91 % of users have found the Axonics kit easy to recharge, and 98 % charge less 

than once per week. However, there must be careful consideration of patient 

suitability for the rechargeable kit; less than 18 % of people are unable to use the 

remote. The leads are also MRI compatible; however, the controller is not, and it 

should be checked that there is no impedance before carrying out an MRI scan (if 

a lead is broken during an MRI, there is a risk of heating and tissue damage). 

Knowles et al. (2020) provides guidance for the set-up of SNS. 
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Main Scientific Programme – DAY 2 (5
th

 November 2021) 
 
Crossing Boundaries – Multidisciplinarity 
 

Late Effects of Pelvic Radiotherapy 
 
Late effects of radiotherapy can arise >10 years following treatment using ionising 
radiation, and the gastrointestinal tract is affected in 40 % of gynaecological cases 
and 30 % of prostate cases. Radiotherapy treatment causes submucosal ischemia 
and fibrosis, and chaotic blood vessels grow on the tract surface. Late effect 
presentations can include malabsorptive diarrhoea, strictures, SIBO, reduced 
capacity (common in bradytherapy), bile acid malabsorption, and incontinence. 
Prostate treatment symptoms can also include rectal bleeding, urgency and 
incontinence. Treatments for rectal bleeding have been investigated including 
enemas (steroid, formaldehyde and sucrafate) and vascular ablation.  
 
Pelvic Mesh 
 
Presenting problems with pelvic mesh can include perforations, fistulas, sepsis, 
and pain.  
 

Potpourri of Anorectal Updates 
 

International Consensus Definition of LARS 
 
Low anterior resection syndrome (LARS) is bowel dysfunction following an anterior 
resection, characterised by frequency, urgency, fragmentation of stools, tenesmus, 
and incomplete evacuation. Approximately 40 % of patients have major LARS 
within 5 years, and 75 % are symptomatic within 6 to 12 months. A consensus is 
needed, as there is currently a lack of data (and it is unclear when post-operative 
bowel dysfunction becomes LARS). The current LARS tool is increasingly used to 
diagnose LARS; however, this is beyond the initial purpose of the tool. The pre-
operative LARS score (POLARS) is a tool used to pre-operatively predict the 
LARS score following surgery.  
 
Improving Research Collaboration Within The Pelvic Floor Society 
 
The National Neuromodulation Registry and Pelvic Floor Clinical Study Group 
(Royal College of Obstetricians and Gynaecologists) 
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Meeting Review: The South West GI Physiology 
Regional Meeting (10

th
 December 2021) 

 
Naomi Rune – Clinical Scientist  

Oxford University Hospitals NHS Foundation Trust 

The South West GI Physiology group’s final meeting 
of 2021 took place on 10

th
 December and was held 

as a combined virtual and ‘in person’ event from St 
Mary’s Church Centre, just opposite Poole Hospital. 
The agenda covered a broad range of topics, 
including cross-centre compliance of the new 
Chicago v4.0 Classification Criteria for oesophageal 
manometry, the therapeutic use of anal 
neuromuscular electrical stimulation for faecal 
incontinence, and a discussion of a case in which an 
anorectal catheter could not be withdrawn from a 
patient! 
 
The meeting began with a detailed presentation 
given by Funmi Odofin, Advanced Physiotherapy 
practitioner from the Queen Alexandra Hospital, 
Portsmouth, on neuromuscular electrical stimulation 
therapy for faecal incontinence. Ms Odofin provided 
a thorough explanation of the technical parameters 
used to achieve electrical stimulation of the anal sphincter, and how this may be used to 
improve muscle strength and therefore improve continence. We were then shown some 
of the different types of catheters that are used for therapy. This was an insightful 
presentation for anyone, such as myself, who is not familiar with the applications of this 
technology. 
 
Emma Jones, Clinical Scientist from University Hospital Southampton, then presented the 
results of an audit which investigated cross-centre compliance with the IAPWG London 
Protocol for standardisation of anorectal physiology testing. Of the 8 centres that 
participated, this revealed the following: 
 
 6 of the 8 centres deviated from the protocol order 
 All centres used water perfused catheters 
 4 of the 8 centres performed ultrasound with all physiology investigations 
 6 of the 8 centres used an air pump to inflate the balloon for RAIR and rectal 

sensitivity testing 
 
These results reflect that, although recommended, the London protocol is not mandatory 
and currently many centres do deviate to a degree from the protocol. 
 
Lydia Pressler, Trainee GI Physiologist at Southampton GI Physiology Unit, then shared 
her experience in introducing the ‘Alpha One’ pH capsule for reflux testing in her 
department. She explained the stages of the process: 
 
 Comparison of devices on the market with the assistance of company 

representative and demonstration 
 Collaboration with the Gastroenterology team (as endoscopy is required to position 

the capsule) 
 Research into the best methods 
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 Budget testing and allocation 
 Approval from Trust 

 
Lydia also stressed the importance of considering the extra workload that this will 
generate for endoscopy services. She then went on to describe the methods by which 
patient experience with the new device will be monitored (and in doing so, ensure best 
practice). 
 
Katherine Mabey, Senior Clinical Physiologist at University Hospitals Bristol, gave an 
interesting presentation on rumination syndrome with a particular focus on what 
distinguishes vomiting from rumination. Discussion with those in attendance reflected that 
rumination events are not typically preceded by nausea and are not accompanied by 
retching, both clinical features are in agreement with published Rome IV criteria.  
 
The use of diaphragmatic breathing as a management of rumination syndrome was also 
discussed. This intervention has been demonstrated in numerous studies to result in the 
reduction of reflux events, and can provide fast acting relief from symptoms when 
demonstrated whist the patient is still in attendance immediately following oesophageal 
function testing. Furthermore, as it is non-invasive, in cases where there is incomplete 
diagnosis diaphragmatic breathing techniques still may be conveyed if rumination 
syndrome is suspected as a cause of symptoms. In addition to this, minimal training is 
required and guidance can be easily found in the literature and on the BSG website 
(Vasant and Disney, 2021). 

(Vasant and Disney, 2021) 

Emma Jones then returned to discuss some features of the Chicago v4.0 Classification 
Criteria for oesophageal manometry. The updated diagnostic criteria for oesophagogastic 
junction outflow obstruction (EGJOO) was discussed, along with how both supine and 
upright testing may be achieved in water perfused catheters. Due to a function in the 
MMS software, it is possible to save each time the catheter is zeroed in atmospheric 
pressure prior to the study for future reference. This reference zero may then be selected 
during the study, thus allowing for the catheter to be re-zeroed as appropriate for the 
secondary position, without having to extubate and re-zero in atmospheric pressure. The 
limitations of the 200 g test meal were also discussed, due to food hygiene and 
preparation standards. In particular, the recommendation of ‘soft boiled rice’ could pose a 
risk if subject to reheating. Furthermore, dietary requirements of each patient would have 
to be met; for example, in cases of gluten intolerance a gluten-free alternative should be 
offered. As a result, careful consideration should be given to what will constitute the meal. 

 
Steve Perring, Clinical Scientist at Poole Hospital, then went on to discuss the issues he 
uncovered in some water perfused catheters where the pressure response rate was 
compromised. During his investigations he discovered a mean response rate of 172 
mmHg/s instead of the recommended >400 mmHg/s. Experimentation with the catheter 
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revealed that some of the channels possess a redundant length containing trapped air 
and this finding has been conveyed to the manufacturer. 
 
David Tarver, Consultant Radiologist at Poole Hospital, provided a detailed presentation 
on endoanal ultrasound. A clear demonstration of the anatomy of the pelvic floor was 
given along with images which detailed the normal appearances during imaging. This 
was then followed by a demonstration of the expected appearance of defects. The ‘Parks 
classification of fistulas’ was also discussed. This talk was a useful recap of for those 
familiar with the investigation, but also a thorough overview for anyone less familiar. 

 
Laura Culshaw, Clinical Scientist at University Hospitals Dorset NHS Foundation Trust, 
then shared with us a case where an anorectal manometry catheter could not be 
withdrawn from the patient’s anal canal following an investigation. She reported that the 
catheter was eventually gently removed after 10 minutes of attempting various 
techniques (all unfortunately, to no avail) including coughing and other methods, with the 
hope of relaxing the sphincter muscle. As a potential last resort, a trip to A and E was 
even considered. High resolution manometry had revealed a markedly hypertonic resting 
pressure, and prior to intubation digital rectal examination could not be performed due to 
the tightness of the sphincter. Following discussion, it was proposed that in cases where 
digital rectal examinations cannot be performed it would be prudent to consider not going 
ahead with intubation. 

 
Lastly, but certainly not least, Katherine Mabey returned to pose an interesting question 
regarding potential contraindications for administering the lactulose substrate for 
hydrogen breath testing (HBT). She described an occasion where a patient was taking 
lactulose for liver cirrhosis and had to stop taking this prior to their HBT. In response to 
discussion, the following factors were considered to be potential contraindications to the 
use of lactulose substrate: 
 
 Milk allergies (as lactulose is reported to be derived from milk protein) 
 Bowel obstruction or perforation 
 Loose stools or diarrhoea 

 
Overall, this was an enjoyable and informative meeting which gave different centres 
across the region and opportunity to come together and discuss important current topics. 
The virtual aspect of the meeting also meant that that departments more further afield, 
such as ours in Oxford, could easily join to listen and contribute. Following the success of 
numerous virtual events held since the beginning of the pandemic, including the British 
Society of Gastroenterology Annual Meeting, this medium may now possibly be 
considered to be the new ‘normal’. In order to comply with social distancing requirements, 
large ‘in person’ conferences and meetings could potentially be a thing of the past. 
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Dr Sweis’ talk provided an overview of the new Chicago Classification v4.0. He began by 
highlighting the main changes in v4.0 from v3.0, specifically discussing how the 
hierarchical classification scheme has changed from terming disorders ‘Major and Minor 
Motility Disorders’ in v3.0 (Figure 1) to now differentiating between ‘Disorders of OGJ 
Outflow’ and ‘Disorders of Peristalsis’ in v4.0 (Figure 2). 

Fig 1. Chicago Classification v3.0 Hierarchical Classification Scheme (Kahrilas et al. 2015) 

BSG 2021 Annual Meeting Online  
(8th—12th November 2021) 

Review Articles 

AGIP Symposium Review:  
“Chicago Classification 4.0: The Newest HRM 

Iteration” (Dr Rami Sweis) 
 

Reviewed by John Hayman – Clinical Scientist  
Sandwell and West Birmingham Hospitals NHS Trust 

He followed this by briefly discussing the manometric diagnostic criteria for each of the 
different disorders of peristalsis. He explained that a manometric diagnosis of OGJ 
outflow obstruction is always considered clinically inconclusive. One of the main changes 
in Chicago Classification v4.0 is the inclusion of the requirement of clinically relevant 
symptoms for a conclusive diagnosis of hyper contractile oesophagus and distal 
oesophageal spasm. 
 



Page 23 

 

Fig 2. Chicago Classification v4.0 Hierarchical Classification Scheme (Yadlapati et al. 2021) 

Dr Sweis’ talk then moved on to the benefits and importance of provocation manoeuvres 
that can be used during manometry studies; namely, multiple rapid swallows (MRS), 
rapid drink challenge (RDC) and solid swallows / solid test meal.  
 

MRS 
 
MRS consists of 4 to 6 x 2 mL water swallows in rapid succession, and is used to assess 
post-manoeuvre smooth muscle contraction. During this manoeuvre, you would expect 
inhibition of peristalsis followed by a smooth muscle contraction (peristaltic reserve). A 
normal post-MRS response is defined as being greater than the average DCI of the 
water swallows.  
 
Sub-optimal post MRS DCI response has been found to be associated with a higher 
prevalence of patients developing late post-operative dysphagia (Shaker et al. 2013).  
 

RDC 
 
The RDC consists of a patient drinking 1 cup (200 mL) of water freely and is used to 
assess OGJ dysfunction. It was quoted to have a sensitivity of ~85 % and specificity of 
>95 %. An IRP >12 mmHg has optimal diagnostic accuracy for achalasia, and an IRP >8 
mmHg has optimal accuracy for OGJ dysfunction of all causes. 
 

Solid Swallows / Solid Test Meal  
 
The focal point of Dr Sweis’ talk was emphasising the importance of performing solid 
swallows / solid test meal during manometry studies. He was keen to highlight that as 
Physiologists / Scientists we must not under-diagnose (Figure 3) or over-diagnose 
(Figure 4) on the basis of water swallows alone. He highlighted a paper by Ang et al. 
(2017) which found that a solid test meal doubled the diagnostic yield of a new major 
motility disorder over water swallows alone. This study also that found that 22 % of 
patients had the manometric diagnosis re-classified to another major motility disorder 
with solids, and 10 patients with absent contractility during water swallows had peristaltic 
recovery during a solid test meal. 
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Fig 4. Example of over diagnosis (peristaltic recovery with solid swallows and RDC) 

To help guide the use of provocation testing, Dr Sweis referenced a recently published 
Chicago Classification technical review (Fox et al. 2021) which proposes two algorithms 
(Figure 5) to guide the use of provocation tests to be used dependant on the primary 
testing position (supine versus upright). 

Fig 3. Example of underdiagnoses (hyper contractility following test meal) 
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Fig 5. Two algorithms to guide the use of provocative tests during manometry studies. 
Left: Algorithm if primary position is the supine position. Right: Algorithm if primary 

position is the upright position 

Dr Sweis concluded his talk with his recommendations both for referrers and 
Physiologists / Scientists. As Physiologists / Scientists his recommendations are:  
 
 ‘Chase the symptom’ – avoid falling into the trap of just doing 10 water swallows 
 Be prepared in advance to perform appropriate provocation testing 
 Do not rush 
 Answer the clinical question 
 Do not report just from the software-derived normal values 
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Professor Greg O’Grady presented a talk about gastric motility testing. He began by 
describing the increasing prevalence of gastric disorders, which include gastroparesis, 
epigastric pain syndrome and post-prandial distress syndrome. He stated that these 
disorders have now reached a prevalence of approximately 8 % in the UK.  
 
He explained how the underlying mechanisms of gastric disorders are varied and can 
include visceral hypersensitivity, dysmotility, altered central processing, and altered 
mucosal / immune function (Figure 1). 

AGIP Symposium Review:  
“Gastric Motility Testing: Current Status and 

Emerging Techniques” (Professor Greg O'Grady) 
 

Reviewed by Kendra Hall – Trainee Clinical Scientist  
Sandwell and West Birmingham Hospitals NHS Trust 

Fig 1. The underlying mechanisms of gastric disorders 

The common symptoms of gastric disorders (as defined by Rome IV criteria) were 
outlined, and include upper gut pain, epigastric burning and early satiety. Prof. O’Grady 
pointed out that although these disorders can be neatly defined on paper, in reality, many 
patients experience a spectrum of symptoms (and some, such as bloating and heartburn, 
repeatedly cross disorder boundaries). The fact that symptoms can be indicative of 
multiple disorders, highlights a need to move away from our current symptom-based 
classification, which he proposed leads to ‘trial and error therapy’ and patient 
dissatisfaction, towards evidence-based motility testing to really understand the motility 
issue underlying an individual’s symptoms. In this way, we will be able to provide more 
‘personalised, targeted therapy’. 
 
The tests currently available to understand gastric motility were summarised. 
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Gastric Emptying Studies  
 
Gastric emptying studies are currently widely used to ascertain abnormal gastric transit. 
There are 3 main gastric emptying studies: 
 
1. Scintigraphy, where the transit of a radiolabelled meal is imaged for up to 4 hours 

post-prandially. This is the most commonly used test in clinical practice. 

2. C
13

 Breath tests, after consumption of a C
13

 substrate; C
13

 is absorbed in the 
duodenum and subsequently excreted from the lungs. Increase in C

13
 in breath 

samples over time can be related to rate of gastric emptying. These tests are 
considered safe, easy to perform and a reliable measure of gastric emptying rate. 

3. The Smart Pill. This is a wireless capsule that is swallowed with a meal; its passage 
through the digestive system is recorded, and can be related to disorders of gastric 
motility. 

 
Prof. O’Grady made a point of highlighting controversies about these tests, including the 
limitation of requiring specialist radiolabelled material, or the fact that some tests (such as 
the SmartPill) are indirect measures of gastric motility. Although these tests may have 
reduced sensitivity, does this reduce their clinical utility?  
 
It could be argued that mere identification of neuromuscular abnormality is useful to some 
extent, and can direct practitioners towards appropriate drug management for a specific 
group of patients. However, these studies are becoming increasingly controversial, with a 
recent paper

 
questioning the reliability of pyloric transit as a marker of gastric function in 

patients with gastroparesis (GP) or functional dyspepsia (FD).  
 

Accommodation Testing: An Alternative Marker of Gastric Function 
 
Prof. O’Grady quoted that 40 % of patients with functional dyspepsia could actually have 
accommodation disorders, including hypersensitive accommodation in around 20 %. 
Distinguishing those patients with disordered accommodation within FD is important 
because this should be treated differently.  
 
 In the slow satiety nuclear drink test, a patient drinks a prepared drink at a defined 

rate; they report their symptoms and stop drinking when satiated. The volume 
consumed is indicative of accommodation.  

 Alternatively, the EndoFlip device can be inserted endoscopically into the pylorus, 
then expanded to measure pyloric distensibility.  

 
It was indicated that accommodation testing is not widely available and is limited due to 
requirement of specialist material. EndoFlip, being a fairly new technology in the early 
stages of clinical use, is therefore perhaps yet to be proven with enough convincing 
evidence.  
 

Understanding Gastric Electrical Activity and Contraction Waves as a 
Measure of Gastric Function 
 
These are the waves that determine gastric mixing and emptying and are generated 
every 20 seconds by pacemaker cells in the greater curvature and sequentially move 
down through the pylorus.  
 
 The long-standing, simple and affordable electrogastrography test uses electrodes 

placed on the skin over the stomach to measure the frequency and amplitude of 
these gastric waves. GP and FD patients tend to show abnormal rhythms. 

 Alternatively, gastric waves, and gastric meal distribution, can be measured directly 
by dynamic MRI. This has highlighted intriguing biomarkers of characteristic 
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contraction behaviours of GP and FD patients that appear to correlate with gastric 
symptoms. 

 
However, the utility of both tests was questioned. In electrogastrography, even with 
precise placement of electrodes (which can be difficult to achieve), it lacks the spatial 
detail to enable clinicians to fully make sense of gastric electrical and contractile activity. 
Although excellent special detail is achieved with MRI, it’s high cost may limit it’s clinical 
application.  
 

Gastric Alimetry 
 
Prof. O’Grady suggested that none of the tests currently available provide us with the 
affordable, high resolution, gastric motility information required to enable clinicians to 
provide ‘personalised, targeted therapy’. 
 
His solution was his team’s development of gastric alimetry. Similar to 
electrogastrography, a fasted patient is challenged with a meal to stimulate gastric 
activity, whilst wearing a pad of electrodes attached to the skin over their stomach that 
record gastric wave activity. Throughout the test, the patient also records their symptoms 
in real time.  
 
It was proposed that this system is more ‘high-res’ than traditional electrogastrography,  
in that it can distinguish between anterograde and retrograde movements in the stomach. 
This has enabled the team to identify further novel biomarkers of abnormal wave direction 
which correlate with patient symptoms.  
 
Prof. O’Grady argued that alimetry could be an affordable, easy to use and easy to 
interpret test. Coupling this with it’s sensitivity for specific phenotypes could result in high 
clinical utility, enabling clinicians to hone-in on effective treatments after just one test 
(therefore achieving the goal of highly personalised, targeted therapy and improved 
patient satisfaction). 
 
Unfortunately, this technique is still in the research stage so is not commercially available; 
however, in future it could become a useful test in these patients. 



Page 29 

 

Neurogastroenterology and Motility Symposium 
Review: “Opioids And The Gut” (Dr Maura Corsetti) 

 
Reviewed by Josi Mclachlan – Trainee Clinical Scientist  

University Hospital Southampton NHS Foundation Trust  

Dr Corsetti began her talk by discussing the opioid epidemic, citing that oral morphine 
prescriptions have increased by 127 % over the past 20 years in the UK (Curtis et al., 
2019).  
 
She went on to discuss why, as clinicians, we should know about the effects of opioids on 
gastrointestinal (GI) function. Opioid receptors are localised within the enteric nervous 
system, including excitatory motor neurons, inhibitory motor neurons and sensory 
neurons. Overall, opioids inhibit the propulsion of the GI tract. Opioids act mostly on 
circular smooth muscle, rather than longitudinal smooth muscle (Gilbert et al., 1987). 
Opioid receptors are also localised in the enteric nervous system in the submucosal 
plexus, and inhibit secretion in the GI tract.  
 
What are the effects of opioids on the GI tract in vivo? Morphine reduces the amount of 
reflux episodes in healthy patients, but most significantly in patients with GORD, due to 
the reduction in the number of transient LOS relaxations (Penagini and Bianchi, 1997).  
 
Even 60 mg of codeine, a weak opioid, can alter oesophageal motility patterns in healthy 
subjects and cause the development of oesophagogastric junction outflow obstruction 
(EGJOO) (Geeraerts et al., 2021). Amongst 225 patients using chronic oxycodone, 
hydrocodone and tramadol, there was an increase in diagnosis of jackhammer 
oesophagus, achalasia type III, distal oesophageal spasm (DES) and EGJOO (Snyder et 
al., 2019).  
 
One study looked at the manometry of a patient diagnosed with achalasia. Once the 
patient was taken off opioids the manometry was repeated, and oesophageal function 
was completely normal! (Babaei et al., 2020). Examples of oesophageal manometry 
performed on and off opiates are shown in Figure 1. 

Fig 1. Left: Comparison oesophageal manometry of type 3 achalasia on and off opiate. 
(Ravi  et al., 2016). Right: Reversible opioid-induced achalasia type 3 following cessation 

of opioid therapy (Babaei et al., 2020). 
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In the stomach, codeine delays gastric emptying (Halawi et al., 2018). In patients with 
diabetic gastroparesis, those using opioids report more symptoms (such as nausea and 
abdominal pain) and are hospitalised more frequently for gastroparesis than those not 
using opioids (Hasler et al., 2019).  
 
The effect of opioids on the GI tract are widespread; phasic contractions of the sphincter 
of Oddi are increased (Thompson, 2001), small bowel transit is delayed (Gonenne et al., 
2005; Yukioka et al., 1987) and colon transit time is delayed (Halawi et al., 2018). 
Furthermore, chronically constipated patients who use opioids are more likely to have 
dyssynergic defecation and severe constipation symptoms, which she found interesting, 
as an earlier animal study she mentioned looking at morphine’s effect on the rectum 
found an increase in propulsive rectal contractions (Ono et al., 2014).  

Dr Corsetti briefly mentioned a poster that was presented at the BSG annual meeting 
(Figure 2) analysing the correlation between hospital admissions and opioid prescriptions, 
and it’s quite clear to see the positive association between the two. Narcotic bowel 
syndrome (opioid-induced gastrointestinal hyperalgesia) was discussed, and she 
encouraged us to not forget this as it can be easily alleviated by the cessation of opioids.  
 
The MHRA has recently sent out a safety update regarding opioids; Dr Corsetti has 
started attaching this to her clinical letters, to warn patients about the effect of opioids on 
the gut. For patients worried about treating pain without opioids, the prescription of 
neuromodulators was suggested as an effective therapeutic tool for functional GI 
disorders.  
 
The talk was concluded by emphasising the importance of clinicians understanding the 
effect of opioids throughout the gut, so that patients are treated accordingly and provided 
with alternatives. Dr Corsetti also showed the testimonials of two patients who had 
stopped the use of opioids after many years. One patient noticed a decrease in pain and 
discomfort and the return of her short-term memory, while the other described the 
disappearance of dizziness and stopped being bedridden by nausea.   

Fig 2. Poster by Corsetti et al. 
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This very interesting and insightful talk opened by addressing one of the major criticisms 
of 24-hour pH investigations; the relatively small window during which the test is 
conducted could result in a false negative test result (for example, if reflux is intermittent 
or if the patient has a ‘better than normal day’). However, it was acknowledged that the 
addition of intraluminal impedance can improve the diagnostic yield of pH-only 
investigations, due to the detection of non-acidic and weakly acidic reflux. Mr Zeki then 
introduced wireless pH monitoring (WPM) as a potential alternative to catheter based 
tests, but stated that the yield of specifically pH-Impedance studies and WPM had not 
previously been compared. Therefore, the aim of this study was to establish the 
diagnostic yield of WPM following a negative pH-impedance study using average and 
worst day analysis, and to determine if any findings from pH-Impedance, oesophageal 
manometry and endoscopy may predict a GORD positive WPM study. 
 
The study design was then outlined; a retrospective analysis of all consecutive patients 
who had undergone a 24-hour pH-Impedance off PPI for suspected GORD and had a 
subsequent WPM investigation between January 2010 and December 2019. Only 
patients who had an initial negative 24-hour pH-Impedance investigation were included, 
and the newly established WPM thresholds were used to determine if a WPM 
investigation was positive. 
 
181 patients were identified who had undergone a negative pH-Impedance investigation 
and a subsequent WPM investigation, and WPM average and worst day analysis were 
used to compare the findings. Over a third of patients initially diagnosed as GORD 
negative by pH-Impedance were found to be GORD positive by WPM. There was 92 % 
agreement between average and worst day analysis findings. 
 
High resolution oesophageal manometry investigations and 24-hour pH-Impedance 
investigations were assessed in WPM GORD positive and GORD negative patients, to 
determine if any parameters were able to predict WPM outcomes. The only HRM 
parameter found to differ between these two groups was the basal respiratory minimum 
when using WPM average day analysis (although these findings were not replicated 
using worst day analysis). GORD positive WPM patients were found to have a higher 
acid exposure time and a higher number of reflux events than WPM GORD negative 
patients; this was consistent between both average and worst day analysis. Mr Zeki went 
on to specify that there were no significant differences between these two groups in the 
mean nocturnal baseline impedance or post-swallow induced peristaltic wave index when 
using average day analysis. On endoscopy, a higher proportion of WPM GORD patients 
were found to have oesophagitis than WPM GORD negative patients. However, a 
stepwise multiple logistic regression analysis revealed that only the basal respiratory 
minimum was significantly predictable of WPM findings. 
 
Mr Zeki highlighted that this is the largest cohort of patients in which pH-Impedance and 
WPM were compared, and that it is unique when compared with previous studies as it is 
using the newly established WPM thresholds. He emphasised that there are no HRM or 
pH-impedance parameters that predict the outcome of WPM. It was suggested that the 
significantly increased positive yield of WPM investigations compared to pH-Impedance 

Review: “Extended wireless pH monitoring increases 
GERD diagnoses in patients with a normal pH 

Impedance study” (Mr Sebastian Zeki) 
 

Reviewed by John Gallagher – Clinical Scientist (Pre-Reg) 
Hull University Teaching Hospitals NHS Trust 
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may be due to increased sensitivity and tolerability, and it was proposed that this 
increase in yield may suggest that the advantage of non-acid event detection may be 
less significant than the disadvantage of missed acid events. 
 
No study is without limitation and Mr Zeki summarised that the main limitations of this 
study were that it was retrospective in nature, and that the patients selected for the 
investigations were done so at the clinician’s discretion. 
 
To conclude his talk, Mr Zeki stated that the increased comfort and tolerability, 
automation of analysis, ability to perform endoscopy during capsule placement, and the 
increased positive yield associated with WPM may provide a strong case for more 
research to assess the use of WPM as the first line investigation instead of 24-hour pH-
Impedance. My slight criticism of this statement is that WPM is not capable of assessing 
gaseous reflux events which may be relevant to the patient’s pathology; as WPM 
investigations do not measure impedance, there may be significant loss of diagnostic 
yield from WPM negative studies if WPM were to be used as the first line investigation 
instead of pH-Impedance. 
 
To conclude, this was a very interesting talk that highlighted the increased diagnostic 
yield of WPM investigations following negative pH-Impedance, indicating that the 
increased tolerability and duration of these investigations may aid with GORD diagnosis. 



Page 34 

 

Review: “Endoscopic Treatment of Reflux Disease; 
Current  and Future Treatment Options” (Professor 

Serhat Bor) 
 

Reviewed by Elisabeth Kirton – Clinical Scientist 
Hull University Teaching Hospitals NHS Trust 

Prof. Bor began his presentation by briefly summarising three different types of 
endoscopic anti-reflux therapies: 
 
1. Non-ablative radiofrequency therapy (Stretta), which is the oldest form of 

endoscopic reflux therapy 

2. Transoral incisionless fundoplication (TIF), including EsophyX and GERD-X 

3. Mucosal resection techniques, including anti-reflux mucosectomy (ARMS) and anti-
reflux mucosal ablation (ARMA); this is the newest form of endoscopic anti-reflux 
therapy 

 

Stretta 
 
Prof. Bor described the Stretta procedure, which delivers radiofrequency energy into the 
submucosal and muscular layers of the lower oesophageal sphincter (LOS), resulting in 
LOS thickening. The exact mechanism is unknown; however, Stretta decreases the 
number of transient lower oesophageal sphincter relaxations, as well as the frequency of 
erosive oesophagitis. An animation of the Stretta procedure was demonstrated in the 
presentation.  
 
The Stretta procedure does not change anatomy; at present, it’s the only option for 
treating gastro-oesophageal reflux disease (GORD) without anatomy-altering surgery or 
implants.  
 
Prof. Bor cited a systematic review and meta-analysis of radiofrequency as a treatment 
for GORD, which showed significant improvements in proton pump inhibitor (PPI) use, 
heartburn score, acid exposure time, incidence of erosive esophagitis and health-related 
quality of life (HRQL) score (Fass et al., 2017). However, it was noted that acid exposure 
time did not normalise in many of the studies included.  
 

EsophyX 
 
Prof. Bor moved on to discuss TIF techniques. The EsophyX device endoscopically 
reconstructs the LOS by restoring the angle of His (the presentation also included an 
excellent animation of this technique). The device is loaded over the shaft of a compatible 
gastrocope, and is used to create a 2 to 4 cm, 270 degree fundoplication.  
 
Prof. Bor cited a systematic review and meta-analysis by Testoni et al. (2021), which 
showed that more than half (53.8 %) of patients were completely free of PPIs following 
treatment.  
 
This technology also improves atypical reflux symptoms, which Prof. Bor noted as 
challenging to achieve. In terms of side effects, Wendling et al. (2013) reported the major 
complication rate as 3.2 %, comparable to a laparoscopic Nissen fundoplication. The 
overall literature concludes that TIF is a safe procedure, with a relatively low rate of 
complications. 
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A recently published meta-analysis by Xie et al. (2021) compared the efficacy of PPIs, 
Stretta and TIF as treatments for GORD. The short term reduction in heartburn and 
HRQL scores was equal for both Stretta and TIF; however, both showed greater 
improvement than PPIs. The difference between Stretta and TIF was not statistically 
significant in terms of the decrease of PPI use and incidence of oesophagitis. Compared 
to both Stretta and PPIs, LOS pressure was significantly higher after TIF. 
 
Stretta and PPIs were significantly more effective than TIF at reducing acid exposure time 
(acid exposure time was not normalised by Stretta, although decreased). However, the 
long term comparative efficacy between endoscopic treatments and PPIs is not known 
well; for many studies (especially TIF) there was no follow-up longer than 12 months.  
 

GERD-X 
 
Prof. Bor moved on to discuss another TIF technology, known as GERD-X, which has 
limited data available. A recent, randomised, sham-controlled trial by Kalapala et al. 
(2021) showed that GERD-X achieved a significant improvement on HRQL scores and 
symptom reduction when compared to the sham group at 3 month follow up. However, 
the treatment did not normalise 24-hour pH impedance studies (no objective 
improvement was seen). Prof. Bor acknowledged that more independent studies would 
be required for a good meta-analysis.  
 

LINX 
 
Prof. Bor continued his presentation with a discussion of the magnetic sphincter 
augmentation device known as LINX. With the use of animation, he described the LINX 
device as a small flexible ring of magnetic beads, placed around the oesophagogastric 
junction to restore LOS integrity. 
 
The LINX device is placed laparoscopically, without altering hiatal or gastric anatomy. 
The device is able to expand for the passage of food into stomach, or for physiological 
functions (such as belching or vomiting). Therefore, adverse events (such as dysphagia, 
the inability to belch or vomiting) are less frequent using LINX, compared to traditional 
anti-reflux surgery. The LINX device improves regurgitation, and many studies show a 
decrease in acid exposure time.  
 
Many studies show that LINX is either equal to (or better than) surgery in terms of side 
effects. However, Prof. Bor noted that these results should be carefully interpreted, as 
there is no randomised study (all are observation cohorts). Results of a study by Ayazi et 
al. (2020) was included in the presentation, which showed that age <45 years, male sex, 
HRQL score >15 and an abnormal DeMeester score were predictors of a favourable 
outcome following laparoscopic magnetic sphincter augmentation.  
 
A safety analysis of 1000 patients treated with magnetic sphincter augmentation for 
GORD (Lipham et al., 2015) showed low overall adverse event rates, and concluded the 
treatment to be safe therapeutic option.  
 
Prof. Bor cited a systematic review and meta-analysis by Chandan et al. (2021), 
comparing the efficacy and safety of magnetic sphincter augmentation to TIF. It was 
concluded that LINX performed better in terms of post-procedure regurgitation and the 
number of patients off PPI therapy. However, LINX and TIF were comparable in terms of 
GORD HRQL scores, technical success and rates of post-operative dysphagia.  
 

ARMS 
 
For the final part of his presentation, Prof. Bor briefly discussed the efficacy of mucosal 
resection techniques. He cited the largest available study (Sumi et al., 2021), which 
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retrospectively evaluated the outcomes for patients who underwent ARMS, reporting 
good results (a mucosectomy was performed at the level of the cardia, leaving a “butterfly 
pattern” to avoid transient stenosis).  
 
Shimamura and Inoue (2020) concluded that ARMS is a safe and feasible endoscopic 
treatment for PPI-refractory GORD, for which no new expensive specialised equipment is 
required (as the procedure can be performed using endoscopic techniques familiar to 
most therapeutic endoscopists). However, more data is needed about this treatment.  
 

ARMA  
 
Prof. Bor briefly discussed a pilot study by Inuoe et al. (2020) using ARMA as a treatment 
for GORD. Of the few patients included in this study, there was less prevalence of 
esophagitis at endoscopic follow-up following ARMA. 
 

Conclusions 
 
To close the presentation, Prof. Bor concluded that endoluminal and minimally invasive 
surgical devices offer promising alternatives to PPI therapy. However, further 
understanding of important clinical parameters (such as durability of effect) will help 
better define their place in the treatment algorithm (Vaezi et al., 2020). Furthermore, 
endoscopic interventions should be considered more like complementary treatments, 
rather than interpreted as complete alternatives to current medical and surgical therapies 
(Familiari et al., 2019).  
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