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contents is part of the normal
physiology of the gut. However,
patients can be symptomatic even
when normal reflux levels are found
and there is an absence of mucosal
damage. The definition also takes into
account the reverse with many
patients with GORD complications
such as oesophagitis, and up to a third
of patients with Barrett's oesophagus
having no reflux or heartburn
symptoms.3

Oesophageal GORD presentations
The classic presenting symptom of
GORD is heartburn which gives the
familiar burning sensation, rising from
the epigastrium upwards. It is worse
lying flat, at night and after eating
large meals. However, these symptoms
have a poor sensitivity for
oesophagitis, when endoscopy is
performed mucosal damage is found
in only 55%.4 The frequency and
severity of symptoms do not
accurately predict the degree of
oesophageal damage. If patients with
GORD also describe symptoms of
dyspepsia (localised burning pain in
the epigastrium) this should be
considered first with Helicobacter
pylori testing or direct referral for
gastroscopy if the patient is over 55
given the risk of gastric cancer in these
patients.5

Chest pains secondary to
oesophageal spasm and dysmotility
from GORD can present as a

symptom. Studies have shown that in
patients where objective tests
demonstrate GORD, chest pains
improve, but not resolve, with PPI
therapy, whereas without GORD there
is little or no response.6 Non-objective
testing using a history of heartburn
with chest pain was not predictive 
of a response.

Oesophageal complications of
GORD can present with dysphagia
from peptic stricture and cancer
development or even odynophagia
which can be associated with
medication-related oesophagitis.
Waterbrash can sometimes be
confused with reflux coming into the
mouth but is a local saliva production
response to reflux.  

Lastly, there are a significant number
of patients who do not have
symptoms of GORD and undergo
gastroscopy for other reasons when
Barrett's oesophagus or oesophagitis
is found. Despite the lack of symptoms,
treatment and follow-up is still required.

Extra-oesophageal presentations
Laryngo-pharyngeal reflux (LPR)
disease defines GORD beyond the
oesophagus up to the laryngeal and
pharyngeal level, thus causing extra-
oesophageal damage and includes
asthma, chronic cough, laryngeal
inflammation (hoarse voice), chronic
sinusitis, otitis media, and  dental
erosions.7

Oesophageal disease can account
for up to 20% of cases of chronic
cough.8,9 Guidelines on chronic cough
suggest use of empirical treatment for
GORD including a therapeutic trial of
three to six months of treatment for
GORD.10 Use of a PPI to treat cough
associated with GORD has some
effect in some adults, number needed
to treat = 5.11

GORD symptoms occur in more
than 45% of patients with asthma, and
erosive oesophagitis on endoscopy
has a 50% higher likelihood of a
diagnosis of asthma. Therefore asthma
patients should be reviewed with
GORD in mind as medical and surgical
treatment for reflux improved
wheezing and coughing in 69% of

patients.12,13 Studies that assess
whether GORD precedes asthma
concluded that the analysis indicated
a significant association between
GORD and asthma, but there is a lack
of data to determine direction of
causality.14 Both sinusitis and otitis
media secondary to GORD have been
described separately but remain a
very uncommon cause. 

POTENTIAL COMPLICATIONS
Health-related quality of life
About one-third of patients, and their
doctors, classify GORD symptoms as
disruptive as opposed to inconvenient.
Patients with disruptive GORD have
reduced physical and mental health,
and 2.4 times higher levels of work
absenteeism than those with 
non-disruptive GORD (2.8 hours vs 
1.2 hours per week).15 Individuals with
nocturnal GORD symptoms have
been shown to have lower SF-36
summary scores for mental health
than patients with type 2 diabetes,
congestive heart failure and angina.16

Peptic strictures
Peptic strictures are now much rarer,
prevalence has fallen from 1% to 0.1%
with the introduction of PPIs.17
Strictures develop from untreated
erosive oesophagitis and present with
dysphagia usually without weight loss.
They are more common in men as an
increased proportion of men develop
erosive oesophagitis (60%) despite
the male:female ratio of GORD
symptoms being equal. 

The mechanism for this shift is
unknown but is amplified further 
when the complications of Barrett’s
oesophagus (70% male) and
oesophageal adenocarcinoma 
(80% male)develop. Thus, male gender
is a major risk factor for oesophageal
complications of reflux in addition to
Caucasian ethnicity and obesity.18,19

Barrett's oesophagus and
oesophageal cancer   
GORD is a risk factor for both Barrett's
oesophagus and oesophageal
adenocarcinoma.20 The risk increases
with duration, severity and frequency.20

Barrett’s oesophagus is a change in
the epithelium of the oesophagus
from squamous to columnar mucosa
known as intestinal metaplasia. This is
caused by injury and inflammation
related to GORD. Barrett’s oesophagus
affects about 1.6% of the population21

and is found in 15-19% of people
undergoing endoscopy for reflux
symptoms.22,23

Table 1

Presentations of gastro-oesophageal
reflux disease

Typical symptoms
• Heartburn
• Acid regurgitation
• Vomiting

Atypical symptoms
• Dysphagia
• Globus sensation
• Chest pain 
• Dyspepsia 
• Abdominal pain

Non-gastrointestinal conditions
• Hoarseness
• Sore throat
• Otitis media
• Chronic cough
• Laryngitis
• Dental erosions
• Asthma
• Recurrent aspiration

‘Oesophageal
disease can
account for up to
20% of cases 
of chronic cough’


