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Abstract
Background: Gastroesophageal reflux disease (GERD) is a prevalent chronic gastrointestinal dis-
order causing significant symptoms and complications, with varying prevalence worldwide. It leads 
to substantial healthcare costs, particularly in the USA. Effective management relies on clear diag-
nostic evidence from endoscopy or reflux monitoring.
Material and methods: The Montreal Consensus defines GERD based on symptoms and compli-
cations. Diagnosis can be complex, requiring various tools. GERD is categorized into esophageal 
and extra-esophageal syndromes, influencing diagnostic and therapeutic strategies. The Polish Soci-
ety of Gastroenterology emphasizes history, clinical symptoms, and empirical PPI tests, supported 
by endoscopy, manometry, and pH monitoring.
Results: Endoscopy is indicated for alarm symptoms or multiple risk factors, identifying hiatal her-
nias and esophageal inflammation. Manometry evaluates esophageal motor function before anti-re-
flux surgery, measuring LES pressure to exclude motility disorders. 24-hour pH monitoring with 
impedance is considered the gold standard in diagnosing GERD.
Conclusions: GERD diagnosis and management need symptom assessment, empirical testing, and 
specific diagnostics like endoscopy, manometry, and pH monitoring for accurate diagnosis and ef-
fective treatment. These approaches ensure tailored management and improved patient outcomes.
Keywords: GERD, reflux disease

Introduction
Gastroesophageal reflux disease (GERD) is a common, chronic condition 
of the digestive system, characterized by the reflux of the stomach contents 
into the oesophagus, leading to troublesome symptoms and/or complica-
tions. It is estimated that the prevalence of GERD in Europe ranges from 9% 
to 26%, in the USA it is around 18–28%, while in Asia about 5% of the adult 
population is affected. The prevalence varies depending on the region and 
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the diagnostic definitions used [1]. GERD and oesophagitis are the second 
most common cause of outpatient visits after abdominal pain. Annual costs 
related to GERD in the United States are estimated at 15–20 billion dollars, 
with more than half of these costs spent on treatment. In the past five years, 
expenses on acid-suppressing drugs, used for various indications, have been 
estimated at approximately 60 billion dollars [2]. At the same time, it has 
been shown that about 30% of individuals using proton pump inhibitors 
(PPIs) do not have documented indications for their use [3].

Troublesome, typical symptoms of GERD may be sufficient to attempt 
treatment with acid-suppressing medications, but initial oesophageal exami-
nation is recommended for all other categories of symptoms (so-called atyp-
ical symptoms) and for patients who do not respond to PPIs, before using 
invasive GERD treatment methods or long-term pharmacological therapy. 
The modern approach to GERD management requires clear evidence of re-
flux-related pathology through endoscopy and/or abnormal reflux monitor-
ing (using values specified by the Lyon Consensus) [4].

Diagnosis
According to the Montreal Consensus, GERD can be diagnosed on the ba-
sis of bothersome symptoms that negatively affect the quality of life, such 
as heartburn or regurgitation, or the presence of GERD complications. 
In the absence of these symptoms or typical complications, diagnosing 
GERD becomes complex and involves various diagnostic tools, each with 
its advantages and disadvantages. The Montreal Consensus distinguishes 
between oesophageal and extra-oesophageal syndromes of GERD. Oe-
sophageal syndromes are further divided into symptomatic syndromes 
(where typical GERD symptoms occur) and syndromes associated with 
oesophageal injury (oesophagitis, Barrett’s oesophagus [BE)]and oesoph-
ageal adenocarcinoma). Extra-oesophageal syndromes are categorized 
into those with a documented association with GERD (cough, laryngitis, 
bronchial asthma and dental erosions) and those with an unclear associ-
ation (pharyngitis, recurrent otitis media, sinusitis and idiopathic pulmo-
nary fibrosis) [5]. This classification determines the subsequent diagnostic 
and therapeutic approach for the patient.

According to the guidelines of the Polish Society of Gastroenterology 
(PTG-E), the diagnosis of GERD includes several key steps. A  detailed 
medical history and clinical symptoms are fundamental: the presence of the 
aforementioned typical GERD symptoms is often sufficient for diagnosis, 
which is confirmed through empirical tests, i.e. PPI tests. Improvement of 
symptoms after PPI treatment can confirm the diagnosis of GERD. This 
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approach applies to oesophageal symptomatic syndromes without the pres-
ence of alarm symptoms (dysphagia, weight loss, bleeding, anemia) [5].

Diagnostic Tools
For other clinical scenarios, modern medicine offers a range of tests that 
support GERD diagnosis, especially in cases where there is no clear re-
sponse to pharmacotherapy. The existence of a “gold standard” for GERD 
diagnosis had not been clearly defined until the Lyon Consensus [4].

Upper gastrointestinal endoscopy is not routinely recommended in 
the absence of alarm symptoms. Indications for the test include the pres-
ence of three or more risk factors, such as GERD duration >5 years, age 
≥50  years, white race, male gender, obesity, Barrett’s oesophagus, or 
a first-degree relative with oesophageal adenocarcinoma. Lack of response 
to pharmacological treatment is also an indication for the examination. 
During the procedure, features of hiatal hernia and inflammatory changes 
in the distal oesophagus, classified according to the Los Angeles classifi-
cation, can be observed. Currently, grade B or higher confirms a GERD 
diagnosis. Routine biopsy of the distal oesophagus is not recommended 
due to method limitations. Patients should fast for at least six hours before 
the procedure [6].

Oesophageal manometry: This test evaluates oesophageal motor func-
tion, especially before planned anti-reflux surgery. It diagnoses motor dis-
orders that may affect treatment and outcomes. In GERD diagnosis, it is 
mainly used to measure the lower oesophageal sphincter (LES) and exclude 
significant motor disorders. It is important to note that prior gastroscopy can 
affect the manometric results, complicating the diagnosis. Patients should 
fast for at least six hours or longer if achalasia is suspected [7].

24-hour multichannel intraluminal impedance-pH monitoring is the 
current standard for differentiating GERD from functional heartburn and  
reflux hypersensitivity, diagnosing GERD resistance to PPI treatment,  
and confirming or excluding extra-oesophageal syndromes, where it is 
considered the gold standard. It is also a predictor of the success of surgi-
cal anti-reflux treatment, which should be performed before such a proce-
dure [8]. After identifying the LES, the catheter tip is placed 5 cm above 
the upper LES margin during the test. The standard probe has six to eight 
metal rings at various heights and one or two pH sensors. This structure 
allows the recording of electrical resistance between the rings, tracking 
the movement, direction, and nature of the bolus. It provides information 
on the type of reflux (acidic, weakly acidic, or non-acidic) and its form 
(liquid, mixed, or gaseous).
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The test gives data on acid exposure time (AET), the number of reflux ep-
isodes, and various parameters like MNBI (mean nocturnal baseline imped-
ance – values below 2292 Ω suggest significant mucosal damage supporting 
GERD diagnosis) or bolus exposure time. Furthermore, using mathematical 
algorithms, such as the symptom index (SI) and symptom association prob-
ability (SAP), it is possible to determine whether the patient’s symptoms can 
be linked to reflux.

During diagnostics, laryngoscopy should not be overlooked, as it is in-
creasingly used as an initial test for atypical extra-oesophageal symptoms, 
such as throat dryness, burning, foreign body sensation, chronic throat clear-
ing, coughing, drooling, spasms, choking, frequent swallowing, belching, 
halitosis, otalgia, and nonspecific neck pain [9]. However, the presence of 
these symptoms alone should not form the basis for diagnosing GERD. The 
appearance of reflux laryngitis depends largely on the examiner’s experi-
ence, and in many cases, GERD is overdiagnosed. Several interpretation 
scales have been developed, the most popular being the Reflux Finding 
Score (RFS) by Belafsky [10].

Conclusion
The high prevalence of GERD and its projected increase in the coming years 
necessitate improvement and wider access to diagnostic tools. Currently, no 
perfect test exists that can diagnose GERD with 100% sensitivity and spec-
ificity. Diagnosis should be based on medical history, risk factors, empirical 
treatment, endoscopic examination, and especially 24-hour pH monitoring 
with impedance to identify the largest possible group of patients with a high 
likelihood of developing GERD complications. GERD can significantly re-
duce the quality of life and lead to upper gastrointestinal bleeding, dyspha-
gia from post-inflammatory strictures, and the development of adenocarci-
noma based on Barrett’s oesophagus.

Awareness of GERD and its complications in society is crucial, as is 
the need for basic diagnostic protocols in primary care and access to more 
advanced diagnostic tools.
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