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Article: The relationship between existence of typical symptoms and psychological factors in patients with erosive esoph-
agitis
Lee SP, Lee KN, Lee OY, et al
(J Neurogastroenterol Motil 2012;18:284-290)

Gastroesophageal reflux disease (GERD) is defined as the 
presence of acid-reflux-related symptoms, or esophageal mucosal 
damage, caused by the reflux of gastric contents into the 
esophagus.1 The diagnosis of GERD can therefore be easily 
made by patients’ complaint of typical (heartburn and regur-
gitation) and/or atypical acid-reflux-related symptoms (chest 
pain, globus, chronic cough and asthma etc). On the other hand, 
the GERD diagnosis can also be obtained through esophagogas-
troduodenoscopy (EGD) by visible esophageal mucosal break. 
Recently, non-erosive gastroesophageal reflux disease (NERD) 
has been defined as the presence of acid-reflux-related symptoms, 
but without esophageal mucosal breaks.2 Symptomatic GERD is 
costly, brings a significant negative impact on health-related 
quality of life, and even is linked with esophageal adenocarci-
noma.3-5 GERD had been considered as an uncommon disease in 
Asia. However, in recent years, a rising prevalence of both 
GERD and reflux esophagitis has been reported in various Asian 
countries. Most of the GERD cases reported in Asia are of the 
non-erosive type, and complications such as Barrett's esophagus 
and esophageal adenocarcinoma still rare in this part of the 

world.6,7 Fass and Dickman8 has first described the concept of so 
called ‘silent GERD,’ which referred to the presence of esoph-
ageal mucosal injury (ie, erosion, ulceration or even Barrett’s 
esophagus) visible in EGD, but without typical or atypical 
GERD symptoms. Actually, a population-based study from 
Sweden already showed that up to 36.8% of patients with erosive 
esophagitis had no symptoms in 2004.9 Several studies from Asia 
by investigating the subjects receiving routine EGD check-up 
have described the characteristics of the silent GERD.10-15 These 
Asian studies showed the prevalence of the silent GERD ranged 
from 11.6% to 45.3% in patients with EGD-proven erosive esopha-
gitis. Factors leading to asymptomatic esophagitis have been 
evaluated in these studies and with inconsistent results. For ex-
ample, both Nozu and Wang identified male sex as a predictive 
factor for silent GERD.11,12 Cho et al13 found older age (＞ 60 
years old) and male sex were predictive of asymptomatic esopha-
gitis. Smoking and lower body mass index (BMI) were shown to 
be the predictive factors for silent GERD in a Japan study,11 
while Wang from Taiwan found that a higher BMI predicted ab-
sence of symptoms in erosive esophagitis.12 In another survey 
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from Taiwan, neither age nor BMI was associated with asympto-
matic GERD.14 But, male sex, hiatus hernia and positivity for 
Helicobacter pylori infection were predictive of silent GERD. A 
recent study from Japan showed the patients with asymptomatic 
esophagitis were older and had more frequent use of calcium 
channel blockers than the symptomatic ones. In this issue, Lee et 
al15 from Korea conducted a small scaled study by enrolling 29 
symptomatic and 26 asymptomatic patients with erosive gastritis 
from routine check-up. The demographic data, atypical GERD 
symptoms, dyspeptic symptoms and psychological symptoms 
were compared between the symptomatic and silent GERD 
patients. Not surprisingly, the authors found that symptomatic 
GERD patients were more likely to have atypical symptoms, 
functional dyspepsia symptoms and higher scores on psycho-
logical symptoms (somatization, obsessive-compulsiveness and 
phobic anxiety) than those without. These findings were con-
sistent with the study from Japan showing quality of life was more 
impaired in symptomatic than asymptomatic patients with reflux 
esophagitis.14 The authors then concluded that psychological sta-
tus and associated dyspeptic or atypical symptoms should be as-
sessed in GERD patients, especially in refractory cases.15 We 
fully agreed with the author’s suggestion. Actually, the associa-
tion between psychological factor and GERD symptoms has al-
ready been well documented. For example, GERD patients who 
are chronically anxious and exposed to prolonged stress tend to 
perceive low intensity esophageal stimuli as painful reflux symp-
toms.16

Beside the psychological issue frequently associated with 
GERD patients, the unanswered, but still important, question is 
the clinical implication and long-term prognosis in these silent 
GERD patients. Whether the treatment is necessary in this 
group of GERD ‘patient’ is an open question. To further charac-
terized the natural history of silent esophagitis may be required 
for resolving this issue. While the majority of the silent GERD 
patients are of milder form of esophagitis (grade A or B), whether 
they will evolve into more severe grades (C or D) and even 
Barrett’s esophagus if left untreated is unclear. Even though 
Barrett’s and esophageal adenocarcinoma are still rare in Asian 
countries,6 the data from Western countries suggested that 
around 25% of Barrett’s esophagus and 40% of all esophageal ad-
enocarcinomas occurred in patients without, or with only mini-
mal, prior reflux symptoms.5,17 Thus, these patients with silent 
erosive esophagitis may need to be regularly followed up. Further-
more, patients with refractory asthma and chronic cough are 
sometimes associated with GERD but without typical GERD 

symptoms.18,19 For these patients, the presence of acid reflux may 
partially contribute to the refractory respiratory symptoms. Proton- 
pump inhibitors may be initiated in this group of patients. 

In conclusion, the risk factors and natural history for silent 
GERD remain unclear. More studies are needed to better char-
acterize and give proper suggestions to this group of ‘patients’. 
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