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e 4. What you need to know to practice
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Equipment
= : éa’dﬂy Available
JT-:_, 'Now automated
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Approach
Much Like Endoscopy:
Understand, then practice
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"""Rewewmg their own cases

. Best approach is like EKG or capsule:
practice

e Tutorials available on line
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* *Pewew any records
. Rewew Ancillary studies
® |nterpretation needs to be orderly

® Reports can be brief
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— \/\./}r Tnpedance

= ; ?ﬁ‘.rarely done alone; Bilitek not used

= j:—)I—FWIth Impedance
- —Wired

® pH with Bravo
— Wwireless
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“» Areas of controversy limited to referral
centers

® Recognized E/M codes



- Usumlﬁ technician in Gl Lab
- Nexﬁ = equment very similar:
= 'Grd Chevy, Dodge

F

— ‘”Reports are automated
“® Can be done on screen or hard copy
® Reports can be downloaded into EMR
e EPIC—report template exists
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— PerlstaIS|s and propagation
— Pressures
May be combined with Impedance measures
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- Ml rJo} oressure SENSOrs
> Crrm _soaced In different ways
~ Jslf e dlsplayed In different manners
Ca in be used with or without impedance
'ﬂ*Eaé made EM more ‘intuitive’

-» Has allowed better understanding of
Achasia

* Not clear If Dx’ic accuracy improved
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: e Less common:
® Diffuse Spasm
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= N measure for 48 hours
‘TEDES not measure non Acid reflux
- ® Can be placed with or without endoscopy

® Can not charge for the day of endoscopy
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- DJHJ' ﬂeous Impedance
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= sCar :sﬁow bolus transfer
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~ et as doubled dx'ic yield of pH

= °-' ered
® 24 hours



- Jerogr" radlology

r\mrul~ =] ttal Motility (ARM)
A 2 _‘ﬂeeded for complete eval

- ""t EMG may help compliment
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e Maln Indications:
— Constipation
— Incontinence
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;-'Yoluntary Contractions

- ® Defecation Simulation

* May be combined with balloon expulsion
® The later a screening test
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- ”'nlloor pu sion as screen

- ressu 5 on digital exam

=~ REs ﬁ@ pressures In anal canal
=9 ("‘é Tractlons

F‘?—' RAIR (relaxation to air) to pressures

-® Sensation to pressures
e Defecation simulation
® Other patient Sx or findings
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- \/\/erm hmcter tone on dlgltal exam

| Q\j_\j_@e ntractlon/duratlon on squeeze
=  r hRAIR

_ \bnormal sensation

e Paradoxmal reaction of defecation
simulation

* All of these will be on computer/report
sheet
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—‘f' Measure H, CO2, methane
-® \/ery easy to perform
® \/alues calculated by machine quickly
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- Hmmaﬁ (flrst hour esp. ) rise
> |l Ff /-‘cé PPI\/I from base and sustained

_____

- Ele—fe ed (5 PPM) at baseline suggestive
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:_;f ‘Sugar mal-absorption
T J Examlne CO2 and Methane as well
-® Correlate with hx/presentation
* Common: bacterial overgrowth (BOG)

® Rx of choice: rifaximin (Xifaxin)
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~’ﬂ"§mart pill

- ® ANS—full or HRV
e Full Thickness Bx
® Barostat
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- Wil (lr' Uss Gastric with Gp talk
> Hegji u *yond the scope of most labs
- r]rl\f." een doing all except barostat here
) -E’ C has equipment and technicians
_- Easy to learn
-* | imited time needed

® Reasonable re-imbursement for hosp. and
MD
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- So)fl S“ transn IS the smgle most Important
peliameter for assessing dysphagia and
an mg patients prior to anti-reflux

% siormation that you cannort ger:
/t manometry alone

= Comblned Impedance/manometry clarifies
— '1 “Which patients with manometric

- abnormalities actually have esophageal
function disorders




Bolus Transit Patient Data

Normal Manometry Patients Dysphagia Patients
N=576 N=51

m 71 % m
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@» Normal Bolus Transit
@» ~bnormal Bolus Transit

Dysphagia Patients Have Significantly Higher Abnormal Bolus Transit

Impedance Detected Abnormal Bolus Transit in Patients with Normal Esophageal Manometry. Sensitive
Indicator of Esophageal Functional Abnormality?; Koya et al; Diseases of the Esophagus (2008) 21, 563-569
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RRatients with Acute Problems
= i Hru nts Post Perm GES
JrJ/C Pat|ents Post Temp GES
ﬂ_#i: E':t patlents In ER—ours or elsewhere
~ = Patients Calling in with Motility Issues

- Patients wanting appointment, refills or
admission
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[e to get comfortable with:

JEJS

r) Fﬁ’“ I t presentatlon/evaluatlon

= S Patient testing
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== GES and other procedures

-® Follow up protocols.
e \WWhat will be on exams/practice



What You Need:

SOElds/Practice

2 Gl ]\/IOF iy Disorde
> 1l U m hology/ pathophysiology
"ngs 2 a5|c management
_; '«L..;'""e common testing

=.. Know evolving therapies

- ® Know that most is common sense




nt Gl Checkout-- lists
; _:; € I5 int: GI Motility—site
”TZXvaays welcome—user friendlly
- ® Conference room

® Free Coffee/tea/water!
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