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Abstract
Endoscopy done to evaluate the mucosa in patients with symptoms of GERD usually reveals erosions or ulcerations at the
squamocolumnar junction or Barrett’s oesophagus which is diagnostic of GERD. Endoscopy is the most sensitive diagnostic
test for peptic ulcers. The main role of endoscopy in patients with uncomplicated Peptic Ulcer disease is to confirm the
diagnosis, identify lesions too small to be detected by radiographic examination and to rule out malignancy
By performing endoscopic biopsy. Hence based on above literature findings the present study was planned to Clinical
Assessment of the Patients Suffered from Gastro Esophageal Reflux Disease (GERD) Diagnosed with Endoscopy from Bihar.
The present study was planned in Department of Medicine, MGM Medical College and LSK Hospital, Kishanganj, Bihar,
India. In the present study 100 patients diagnosed of Gastro-esophageal reflux disease (GERD) based on upper gastrointestinal
Endoscopy (UGI scopey) were enrolled. Patients who had been diagnosed as gastro-esophageal reflux disease (GERD) based
on upper gastrointestinal endoscopy were included in this study. UGI scopy had been considered the gold standard diagnostic
test for the diagnosis of gastro-esophageal reflux disease. The data generated from the present study concludes that higher age
of the patient infers higher risk of complications. Daily episodes of heartburn, regurgitation and retrosternal chest pain implies
higher risk of complications. Some other studies also showed similar results with higher complications seen in increasing age
and increased frequency of symptoms.
Keywords: endoscopy, esophagitis, gastroesophageal reflux disease, GERD, UGI etc
Introduction
GERD, also known as acid reflux, is a condition where
stomach contents flow back up into the food pipe
(esophagus) after eating, resulting in either symptoms or
complications. Symptoms include the taste of acid or bile in
the back of the mouth, heartburn, bad breath, chest pain,
vomiting, breathing problems, and wearing away of the
teeth. Complications consist of esophagitis, esophageal
strictures, and Barrett's esophagus (aprecancerous
condition). Treatment is typically via lifestyle changes and
medications. Lifestyle changes include not lying down for
three hours after eating, weight loss, eliminating certain
foods, and stopping smoking. Medications include antacid,
H2 receptor blockers, proton pump inhibitors, and
prokinetics. Some patients will be subjected to surgical
management with Laparoscopic Fundoplication, which
involves making incisions in the torso and wrapping part of
the stomach around the base of the esophagus, which is the
gold standard for efficacy. Though surgery posts its own
risks and post-operative issues, there was no other option
around until recently, when Stretta therapy was introduced.
Gastroesophageal reflux disease (GERD), also known as
acid reflux, is a long- term condition in which stomach
contents rise up into the esophagus, resulting in either
symptoms or complications [5, 6]. Symptoms include the
taste of acid in the back of the mouth, heartburn, bad breath,
chest pain, vomiting, breathing problems, and wearing away
of the teeth.
Complications include esophagitis, esophageal stricture, and

Barrett's esophagus. Risk factors
Include obesity, pregnancy, smoking, hiatal hernia, and
taking certain medicines. Medications involved may include
Antihistamines, calcium channel blockers, antidepressants
and sleeping pills. Acid reflux is due to poor closure of the
lower esophageal sphincter, which is at the junction between
the stomach and the esophagus. Diagnosis among those who
do not improve with simpler measures may involve
gastroscopy, upper GI series, esophageal pH monitoring, or
esophageal manometry [1].
Treatment options include lifestyle changes; medications;
and sometimes surgery for those who do not improve with
the first two measures. Lifestyle changes include not lying
down for three hours after eating, raising the head of the
bed, losing weight, avoiding foods which result in
symptoms, and stopping smoking. Medications include
antacids, H2 receptor blockers, proton pump inhibitors, and
prokinetics [2]. In the Western world, between 10 and 20%
of the population is affected by GERD. Occasional
gastroesophageal reflux without troublesome symptoms or
complications is even more common. The classic symptoms
of GERD were first described in 1925, when Friedenwald
and Feldman commented on heartburn and its possible
relationship to a hiatal hernia. In 1934 gastroenterologist
Asher Winkelstein described reflux and attributed the
symptoms to stomach acid [3].
The diagnosis of GERD is usually made when typical
symptoms are present. Reflux can be present in people
without symptoms and the diagnosis requires both
9
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symptoms or complications and reflux of stomach content.
Other investigations may include esophagogastroduodeno
scopy (EGD). Barium swallow X- rays should not be used
for diagnosis. Esophageal manometry is not recommended
for use in diagnosis, being recommended only prior to

surgery. Ambulatory esophageal pH monitoring may
be useful in those who do not improve after PPIs and
is not needed in those in whom Barrett's esophagus is
seen. Investigation for H. pylori is not usually needed
[4]
.
The current gold standard for diagnosis of GERD is
esophageal pH monitoring. It is the most objective test to
diagnose the reflux disease and allows monitoring GERD
patients in their response to medical or surgical treatment.
One practice for diagnosis of GERD is a short- term
treatment with proton-pump inhibitors, with improvement in
symptoms suggesting a positive diagnosis. Short-term
treatment with proton-pump inhibitors may help predict
abnormal 24-hr pH monitoring results among patients with
symptoms suggestive of GERD [5].
Endoscopy, the looking down into the stomach with a fibreoptic scope, is not routinely needed if the case is typical and
responds to treatment. It is recommended when people
either do not respond well to treatment or have alarm
symptoms, including dysphagia, anemia, blood in the stool
(detected chemically), wheezing, weight loss, or voice
changes. Some physicians advocate either once-in-a-lifetime
or 5- to 10-yearly endoscopy for people with longstanding
GERD, to evaluate the possible presence of dysplasia or
Barrett's esophagus [6].
The Treatments for GERD may include food choices,
lifestyle changes, medications, and possibly surgery. Initial
treatment is frequently with a proton-pump inhibitor such as
omeprazole. In some cases, a person with GERD symptoms
can manage them by taking over-the- counter drugs. This is
often safer and less expensive than taking prescription
drugs. Some guidelines recommend trying to treat
symptoms with an H2 antagonist before using a protonpump inhibitor because of cost and safety concerns [7].
Certain foods may promote GERD, but most dietary
interventions have little effect. Some evidence suggests that
reduced sugar
In Take and increased fiber intake can help [34]. Avoidance
of specific foods and eating before lying down are
recommended for those having GERD symptoms. Foods
that may precipitate GERD include coffee,
Alcohol, chocolate, fatty foods, acidic foods, and spicy
foods [8]. Weight loss may be effective in reducing the
severity and frequency of symptoms. Elevating the head of
the Entire bed with blocks, or using a wedge pillow that
elevates the individual's shoulders and head, may inhibit
GERD when lying down. Although moderate exercise may
improve symptoms in people with GERD, vigorous exercise
may worsen them. Abstinence from smoking or alcohol
does not appear to significantly relieve symptoms. The
primary medications used for GERD are proton-pump
inhibitors, H2 receptor blockers and antacids with or
without alginic acid. The use of acid suppression therapy is
a common response to GERD symptoms and many people
get more of this kind of treatment than their case merits. The
overuse of acid suppression is a problem because of the side
effects and costs [9]. Proton-pump inhibitors (PPIs), such as
omeprazole, are the most effective, followed by H2 receptor
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blockers, such as ranitidine. If a once daily PPI is only
partially effective they may be used twice a day. They
should be taken one half to one hour before a meal. There is
no significant difference between PPIs. When these
medications are used long term, the lowest effective dose
should be taken. They may also be taken only when
symptoms occur in those with frequent Problems. H2
receptor blockers lead to roughly a 40% improvement [10].
The evidence for antacids is weaker with a benefit of about
10% (NNT=13) while a combination of an antacid and
alginic acid (such as Gaviscon) may improve symptoms
60% (NNT=4) [38]. Metoclopramide (a prokinetic) is not
recommended either alone or in combination with other
treatments due to concerns around adverse effects. The
benefit of the prokinetic mosapride is modest. Sucralfate has
a similar effectiveness to H2 receptor blockers; however,
sucralfate needs to be taken multiple times a day, thus
limiting its use [8]. Baclofen, an agonist of the GABAB
receptor, while effective, has similar issues of needing
frequent dosing in addition to greater adverse effects
compared to other medications [11].
The standard surgical treatment for severe GERD is the
Nissen fundoplication. In this procedure, the upper part of
the stomach is wrapped around the lower esophageal
sphincter to strengthen the sphincter and prevent acid reflux
and to repair a hiatal hernia. It is recommended only for
those who do not improve with PPIs. Quality of life is
improved in the short term compared to medical therapy,
but there is uncertainty in the benefits over surgery versus
long-term medical management with proton pump
inhibitors. When comparing different fundoplication
techniques, partial posterior fundoplication surgery is more
effective than partial anterior fundoplication surgery, and
partial fundoplication has better outcomes than total
fundoplication [12].
Esophagogastric dissociation is an alternative procedure that
is sometimes used to treat neurologically impaired children
with GERD. Preliminary studies have shown it may have a
lower failure rate and a lower incidence of recurrent reflux.
In 2012 the FDA approved a device called the LINX, which
consists of a series of metal beads with magnetic cores that
are placed surgically around the lower esophageal sphincter,
for those with severe symptoms that do not respond to other
treatments. Improvement of GERD symptoms is similar to
those of the Nissen fundoplication, although there is no data
regarding long-term effects. Compared to Nissen
fundoplication procedures, the procedure has shown a
reduction in complications such as gas bloat syndrome that
commonly occur [13].
Adverse responses include difficulty swallowing, chest pain,
vomiting, and nausea. Contraindications that would advise
against use of the device are patients who are or may be
allergic to titanium, stainless steel, nickel, or ferrous iron
materials. A warning advises that the device should not be
used by patients who could be exposed to, or undergo,
magnetic resonance imaging (MRI) because of serious
injury to the patient and damage to the device [14]. In those
with symptoms that do not improve with PPIs surgery
known as transoral incisionless fundoplication may help [15].
Benefits may last for up to six years [16]. Endoscopy done to
evaluate the mucosa in patients with symptoms of GERD
usually reveals erosions or ulcerations at the
squamocolumnar junction, or Barrett’s oesophagus which is
diagnostic of GERD. Endoscopy is the most sensitive
10
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diagnostic test for peptic ulcers. The main role of endoscopy
in patients with uncomplicated Peptic Ulcer disease is to
confirm the diagnosis, identify lesions too Small to be
detected by radiographic examination and to rule out
malignancy by performing endoscopic biopsy [17]. Hence
based on above literature findings the present study was

planned to Clinical Assessment of the Patients
Suffered from Gastro Esophageal Reflux Disease
(GERD) Diagnosed with Endoscopy from Bihar.
Methodology
The present study was planned in Department of Medicine,
MGM Medical College and LSK Hospital, Kishanganj,
Bihar, India. In the present study 100 patients diagnosed of
Gastro-esophageal reflux disease (GERD) based on upper
gastrointestinal endoscopy (UGI scopey) were enrolled.
Patients who had been diagnosed as gastro-esophageal
reflux disease (GERD) based on upper gastrointestinal
endoscopy were included in this study. UGI scopy had been
considered the gold standard diagnostic test for the
diagnosis of gastro- esophageal reflux disease.
All the patients were informed consents. The aim and the
objective of the present study were conveyed to them.
Approval of the institutional ethical committee was taken
prior to conduct of this study.
The study was conducted in accordance with the protocol,
ethical principles having their origin in the Declaration of
Helsinki, International Conference on Harmonization Good
Clinical Practice (ICH-GCP) guidelines, all applicable
government regulations and Institutional research policies
and procedures. All the information collected during study
was kept confidential. Following was the inclusion and
exclusion criteria for the present study.
Inclusion criteria
Age >18 years, Gastro-esophageal reflux disease patients
proven based on UGI scopy.
Exclusion criteria
Age <18 years, Presence of mass lesion in esophagus or
stomach, Presence of esophageal varices, History of
corrosive ingestion, Pregnant women, terminally ill patients,
mentally challenged. Patients on acid suppression therapy
for 4 weeks before endoscopy, had history of upper
gastrointestinal surgeries like gastrectomy, distal
esophagectomy, gastro-jejunostomy, fundoplication, severe
gastroparesis were excluded. In addition, pregnant patients,
patients with contraindication to biopsy due to esophageal
varices, bleeding disorders etc., patients with history of pill
use and impaction, were also excluded.
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consideration of endoscopy in most patients. [19] Endoscopy
at presentation should be considered in patients who have
dysphagia, unintentional weight loss, hematemesis) or those
with multiple risk factors for Barrett’s esophagus (BE) [20,
24]
. Risk factors for BE include older than 50 years of age,
male sex, white race, a family history of BE or esophageal
adenocarcinoma, prolonged reflux symptoms, smoking, and
obesity [24]. In addition, failure to respond to appropriate
antisecretory medical therapy should prompt evaluation
with EGD and consideration of other diagnostic modalities,
including ambulatory pH monitoring, esophageal
manometry, and/ or multichannel impedance testing [25].
Acid peptic disorders are caused by various pathogenic
mechanisms involving either excessive acid secretion and/or
diminished mucosal defense [26]. Since they are common
conditions present in daily clinical practice, due to their
chronicity, they represent a significant cost to healthcare.
Acid reflux in GERD causes damage to the esophageal
mucosa, potentially causing laryngeal tissue injury with
subsequent development of pulmonary symptoms [27].
Patients with GERD and PUD often present with extraintestinal symptoms like chronic laryngitis, asthma and
pseudoangina. Also, many patients with GERD present with
otorhinolaryngology symptoms and these patients land up
being treated with medications based on the findings of
nasal endoscopy and laryngoscopy, since they consult only
an ENT surgeon [28]. Hence, it has been recommended that
these patients are to be screened using esophageal
manometry and pH monitoring to ensure correct line of
management [29].
Table 1: Dietary and basic details
Parameters
Age

No. of Cases
52 – 69 years

Diets
Vegetarian
Mixed: Veg + Non Veg
Spicy Food Consumption
Yes
No
Fried Food Consumption
Yes
No
Tea/Coffee
Yes
No
Smoking
Yes
No
Alcohol Intake
Yes
No

30
70
72
28
80
20
90
10
76
24
66
34

Table 2: Complications Observed

Results and Discussion
A diagnosis of GERD can be made based on symptoms and
confirmed by a favorable response to antisecretory medical
therapy [18]. It is important to note that epigastric pain can be
the major symptom of GERD. If the patient’s history is
consistent with typical or uncomplicated GERD, an initial
trial of empirical medical therapy is appropriate before

Complication
Esophageal Ulcers
Barrett's esophageous
Esophageal Stricture
Absent

No. of Cases
16
12
4
68
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Table 3: Clinical variables between GERD with complications and without complications symptoms suggestive of complicated disease (eg,
Complication
No. of Cases
For Less than 2 weeks
For More the 2 weeks
Daily
Absent
For Less than 2 weeks
For More the 2 weeks
Daily
Absent
For Less than 2 weeks
For More the 2 weeks
Daily
Absent
For Less than 2 weeks
For More the 2 weeks
Daily
Absent

GERD with Complication
32
Heart burns
2
4
20
2
Regurgitation
2
6
22
2
Retrosternal chest pain
2
8
16
2
Dysphagia
0
4
18
6

Although esophageal 24-Hr pH-metry remains the gold
standard for diagnosing NERD and differentiating it from
reflux hypersensitivity and functional heartburn, lack of
widespread availability, inadequate training and uniform
reporting in India remains some of its limitations. Madan et
al showed that combination of omeprazole challenge,
endoscopy and histology can identify all the patients of
GERD [30]. They advocated that despite being the gold
standard 24-hour pH-metry might not be a prerequisite for
diagnosis of GERD in the Indian scenario. A validated
GERD symptom based questionnaire as used in our study is
a reasonable alternative to identify the burden of GERD as
has been shown in previous studies from India [31]. Since the
ZAP grades in GERD patients were significantly higher
than controls it could be a simple way to diagnose GERD in
day to day practice.
Endoscopic surveillance programs have been established in
an effort to diagnose cancer at an early stage in patients with
Barrett’s esophagus (BE). The numbers of published casecontrol and cohort studies have shown that endoscopic
surveillance is significantly associated with both an earlier
stage of esophageal adenocarcinoma at diagnosis and
improved survival. In a survey in UK by Mandal et al, only
76% of respondents considered that surveillance was
worthwhile. In those who considered surveillance
worthwhile, 83% used sub-selection based on age, length of
Barrett’s or presence of ulcer or stricture [32]. Although, no
randomized, controlled trials have evaluated the efficacy of
surveillance, and also it is not clear whether surveillance
reduces the mortality from esophageal cancer, most of the
major gastroenterological societies and published guidelines
recommend surveillance of patients with BE. There are
several factors, which expected benefits of current
surveillance strategies such as the low overall incidence of
cancer in BE patients, the absence of a previous diagnosis of
BE in the majority of patients with esophageal
adenocarcinoma and difficulties in the diagnosis of
dysplasia, which is a high missing rate on evaluation of
random biopsy specimens and high variation among
pathologists in the interpretation of biopsy findings [33, 34].
There has been recent interest in the use of high definition

Without Complication
68
6
40
6
10
16
10
4
38
24
8
6
30
8
2
4
54

endoscopy with I scan, magnification endoscopy,
chromoendoscopy and narrow band imaging in NERD
patients to identify patients with minimal change esophagitis
[35]
. However, these are not yet standardized, easily available
and are not yet validated. They are still at a premature stage
for their use in GERD patients in day to day practice. It will
be interesting to see any correlation between findings of
these new techniques with ZAP grading among GERD
patients.
Until now, GERD was considered to be the disease of
affluent people without being a significant health problem in
developing countries including India [36]. GERD has a
significant impact on quality of life (QIL) [37, 38],
quantitative estimation of its actual prevalence is difficult
and whatever is our current understanding about the
epidemiology of GERD, it is based on data obtained from
population-based cross-sectional studies conducted across
the affluent western regions like the United States and
Europe [37, 38], while such studies are lacking from countries
in Asia. As per the data available, the prevalence of GERD
symptoms in the Western population ranges from 10% to
44%. The traditional belief is that GERD occurs less
frequently in Asia than in Western countries [39], however,
there is an emerging suggestion that the prevalence of
GERD might be on the rise in Asia [40]. The exact reasons
for these changes in the prevalence of GERD are difficult to
determine but this reflects, in general, the lifestyle changes
that are currently occurring in many Asian countries. Hence,
although increasing attention is being given to the
epidemiology of GERD in the Asia-Pacific region, yet
community-based prevalence studies are lacking from most
countries in this region. Studies from this region are
required as ethnic and geographical differences in disease
frequency may highlight environmental or genetic
influences that contribute to our understanding of the
etiology of this disease. Our study is one such study where
we have focused both on the prevalence of the disease as
well as have tried to look for its association with various
risk factors.
A combination of different endoscopic treatments may
provide the best outcomes. Given that relatively few patients
12
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need these treatments each year, offering them at specialized
centers will concentrate clinical expertise and be the most
cost-effective approach.
Conclusion
The data generated from the present study concludes that
higher age of the patient infers higher risk of complications.
Daily episodes of heartburn, regurgitation and retrosternal
chest pain implies higher risk of complications. Some other
studies also showed similar results with higher
complications seen in increasing age and increased
frequency of symptoms.
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