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g=Generic/TRADE/Pregnancy Category

Comments / Drug Interactions @ / Side Effects (SE)

Dose (Adult) *¢ Use, ~Duration
-

$/30d

H2-Receptor Antagonists (H2RA's)

Uninvestigated GERD: PPl somewhat more effec

. . B
nocturnal acid SUPPIressI0N (may dose at HS with a daytime PP, but tachyphalaxis may develop > 7d; limited efficacy in GERD) 22 gl
tive than H2RA (pantoprazole

20mg od 150mg bid.

Vs ranitidine :

complete Sx control:

77 vs 59% at 12 month NNT=6 ) Talley 2002 =307, 12month (early 4wk resuis favored PP)

Cimetidingussamear ~ TAGAMET g
200* ¥,300,400,600,800% Ymg tab;60mg/ml soln .

Famotidine PEPCIDg
20, 40mg tab {20mg, 40mg Vial}

Nizatidine AXIDg
150, 300mg cap
Ranitidineusaamoeiss  ZANTAC g

150, 300mg tab; 15mg/ml oral solution
{50mg Vial}

euseful: dyspepsia esp ma\nlenance'GERD esp mild' prn for dietar ind\screucn; Not NSAID prophylaxis
«few significant differences between H2RA's: m may be preferred

H2RA's due to comparable safety, efficacy & lower cost
- may avoid cimetidine in patients who are elderly or at Trisk of
-m: Cimetidine = inhibit CYPysq 1422¢19206 9. warfarin, phenytoin, theophylline...
(CYPaso: ranitidine ™" ¢t nizatidine/famotidine " o no effect omy

- space antacid administration 30-60 minutes apart from H2RA’s
*SE: Uncommon: diarrhea, constipation, headache, fatigue, confusion (risk
Tin elderly and in patients with {renal function). Rare: thrombocytopenia
SE: Cimetidine < slightly higher side effect risk seen with higher doses

for a prolonged time; reversible gynecomastia (< 1%); weak

antiandrogenic effect; may cause transient T in SCr & LFTs
+} dosage in patients with { renal function, { hepatic function, or elderly
*higher dosages may be suitable for some patients/conditions

800mg po HS - GU acute *®, DU acute * %% 15
600mg po BID — GERD 17
40mg po HS - GU acute *®, DU acute ***" 34
20mg po HS - PUD maint[fj 24
20mg po BID - GERD ' Peds >3month ™" USA 38
20mg IV gl12h 200
300mg po HS - GU acute *®, DU acute X*8" 41
150mg po HS - PUD maintf} 26
150mg po BID — GERD Peds >12yr " USA 45
150mg po bid or 300mg HS - GU acute x8%, DU acute X481k 27 0or 26
150mg po HS - PUD maint[j 17
150mg po BID - GERD; |Peds >1month " US4 27
50mg IV g12h or 150mg oral solution BID 100

el I s W Tnalo M Inlalle el gsRdrd]: Superior efficacy vs H2RAs incl doubiecose esp for daytime/meal related acid secretion sive 3omin

Peptic ulcer bleeding: PPI drebleed risk NNT=12, need for surgery "WT=20, but NO mortality benefit.2: Liver failure:d dose. ﬂ: levels Y for meds dependent on low pH for absorption —[ Ca*+cb, dasa & erlo-tinib, keto
& itra -conazole, Fe++,PI'sHV & thyroxine]; can give with antacids; some CYP450 metab. Long term: 4 B12 ™™ '® gsp_in elderly, 24 Mg** '***'; may Tpneumonia, C. difficile & hip fracture "®. Rare: interstitial nephritis,rash & allergy.
PPI's have equivalent clinical efficacy at standard doses.? Pt variation in response to one PPI vsamother may be seen. Reassess double dose & need for ongoing tx regularly, esp. after being inpatient. Consider PPI if on dual antiplatelet tx.
Erosive esophagitis: standard doses of PPI’s recommended; relapse rates T with step down therapy. ° Rebound hypersecretion is common when H2RA or PPIs are stopped after a few months of continuous use.

before meals. 22

GERD: BID dose if severe persistent sx. (Reassess dose g2-3months)®#

(suspension manufactured by some pharmacies)

v hypersecretory conditions e.g. ZES: Dose range 40-120mg po BID; 80mg IV BID-TID

Esomeprazole NEXIUM *S-isomer of omeprazole: Thioavailability; 20mg/day=standard dose *#me/day commen. | 40mg po OD ac — GERD acute * 2'SWK‘Peds >1yr Reﬂ”X/NERD‘ a6 82
20, 40myy fongfocibali shaped tah Delayed Release: 10mgX ®sachet | Similar DI's/SE’s'%; Clarithromycin s levels. ZES 40-80mg BID. with water | 20mg po OD ac— GERD maint.? - 82
Lansoprazole PREVACID | <[ Jtheophylin s 1%: some CYP 206 & zcssinhibition; tacrolimus 12 , mycophenolate L2 | 30mg po OD ac — GU acute ‘Z‘jwt Peds >1yr =0 ;g

2 oo xy o5l *SE: diarrhea***, HA %% nausea ™, rash 30mg po OD ac - DU acute *=*" .
15‘30mg_D9|fiyREIease cap(157,30"mg I_:asTfab_& lV_ ) seffective in hypersecretory conditions e.g. ZES: dose range 30-90mg po BID | 30mg po OD ac — PUD ™" X812% GERD acyte *28% | @ | 79
' can mix in applesauce for swallowing difficulties | | smay give contents via m in apple juice or water; o use FasTah 2 515mg po OD sc - GERD maint. 79
Omeprazole LOSEC,APO‘ L — o[3Y]: inhibitCYP2C19:1 level of diazepam,dig,mycophenolate?, phenytoin?, Tegretol,triazolam & warf| 20mg po OD ac — GU acute * +8wk | peds >1yr "YS 4 oseccap
. v *SE: HA 2 diarrhea **; nausea ®**, rash, sweating *long-term safety swos: swroved 1988 | 20mg po OD ac — DU acute*>** GERD acute * 2% 46§ 0, 86

10 20mg Delayed Release tab OTC in USA; USA approved 1989 o . 8-12 wk
' ' seffective in hypersecretory conditions eg. ZES: dose range:60mg OD-120mg TID | 40mg po OD ac - PUD refractory* ™ l‘:” 0870 . 86%7,165
‘ Losec MUPS (micropellets):available “hospital only” ‘ INEFIYE: use MUPS or Susp compeunded or mi tab with sodium bicarbonate «On NIHB >10mg po OD ac - GERD maint, @ * osec, ¥ mg genenc‘ 54,70
Pantoprazole PANTOLOC g | srapid onset / similar outcomes vs omeprazole SE: HA; diarrhea; nausea; pruritus | 40M9 p&(JDD atc X4Buk DU acute 2 GERD acute *28" 569’75
i @ tab: i . &]E less CYP450 effect 2619, Tdig? «[)Yf 40mg 1V od or GI bleed 8omg bolus; smhr x72ie -l acute ' acute : acute

40mg Enteric tab, 20mg " tab; 40mg Vial g >20mg po OD ac - GERD maint.  [40mg IV OD $350 50

Rabeprazole
10, 20mg Enteric coated tab

PARIET 4
(USA name=Aciphex)

*SE:HA 2.4%,rash,diarrhea. ZES: 30-60mg po BID *On NIHB formulary
IR as less CYP450 effect & non-enzymatic metabolism; Tdig.

20mg po OD ac - GU & DU acute, GERD ><4-8-Wk
>10mg po OD ac — GERD maint. Peds >12yr ™ USA'CERD

4145
—~V 9
=T

E

= = Ldose for renal dysfx Cost =total cost in Sask.; Considerations of cost should be given to the potential for shorter duration of therapy & T efficacy of PPIsvs H2RAs. W =covered by NIHB ® =not covered by NIHB

=Max. allowable cost @ =Exception Drug Status SK. X =non-formulary SK. @=prior approval required for NIHB ac=before meals CYP =cytochrome P450 enzymes ﬂ =drug interaction dig=digoxin DU=duodenal ulcer GERD=

astroesophageal reflux disease Gl=gastrointestinal GU=gastric ulcer HA=headache Hx=history L FTs=liver function tests PUD=peptic ulcer disease SCr= creatinineseum SE=side effect SX=symptoms ZES=Zollinger-Ellison Syndrome
=H. pylori eradication preferable to long-term acid suppression in PUD; [{{=\VSNIRNSYN BRIl [T WOII=IgS in high-Gl risk: standard dose PP118 or misoprostol |X| 200ug TID $38 (range BID-QID)

H2-Receptor Antagonists '%‘«

SJJEl Considerations "+

M=may use if benefit outweighs risk

B> =avoid if possible

Famotidine®* PEPCID AC coated /chewtab
Ranitidine ZANTAC-75-150

10-20mg Tab

75-150mg Tab
Generic versions of famotidine/ranitidine available; cost of 30 tablets/ <$10
* pepcid Complete = (famotidine/calcium carb./magnesium hydroxide; 10 tabs = $9)

x30/ > $12
x30/ > $12

*Pregnancy: H2RAs M-all ; ranitidine preferred.? PPIs (©: lansoprazole & pantoprazole ; omeprazole ™" “p"‘e”ce

| actation:H2RAs M-famotidine may be preferred. PPIs X>- avoid due to lack of data & potential adverse effects
ePediatrics: H2RAs —limited trials in kids <12 yrs; PPIs -caution, not well established; omep, esomep & lansop-razole & 3

NSAID Ulcer Complication Risk Factors®: (x="T in O.R.) Hx of ulcer complications x13.5, Multiple NSAIDS x9, High dose NSAIDS x7, Concomitant anticoagulant use x6.4, Age>70 x5.6, Age >60 x3.1, Concomitant steroids x2.2, Hx of CVD x1.8
Red Flags: age>50, or VBAD: V-persistent vomiting>@, B-hleeding (anemia, melena), A-abdominal mass/weight loss (eg. 3kg/10% body weight), D-dysphagia; jaundice, family hx of gastric cancer or prior ulcer dx;then immediate endoscopy.

¢ Lifestyle changes for DIET (minimize foods that worsen S, eat lighter meals & chew well), AVOID (lying down for >2hr after eating & tight clothing), ELEVATE head of bed, EXERCISE, moderate alcohol use & stop SMOKING!
TGERD: anticholinergic, B-blocker,barbiturate,benzos, caffeine,digoxin, CCB dhvdrapyigine erythromycin,estrogen, ethanol,narcotic,nicotine,NTG, orlistat,progesterone & theophylline. Tirritation: ASA, bisphosphonate, iron, KCL, NSAIDs & quinidine.
Dyspepsia: chronic peptic ulcer dx<L5% (H. pylori causes up to 0% of duodenal & up to 70% of the gastric uicers, or caused by the use of NSAIDS) GERD +\- esophagitis=2*, malignancy<?* & functional orneneer dyspepsia-6®. PUD complications: Perforation <19%, Obstruction-2%, Bleed-15%.
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