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EDITORIAL

Endoscopy in GERD: Boondoggle, Diagnostic Test,
or Risk Management Tool?
Nimish Vakil, M.D.
University of Wisconsin School of Medicine and Public Health, Madison, Wisconsin and Marquette University
College of Health Sciences, Milwaukee, Wisconsin

The role of endoscopy in reflux disease is debated. Diagnostic certainty is attractive to patients and physicians, to
affirm health and to ensure the absence of serious disease, but it is expensive and the majority of patients will
have no endoscopic abnormalities. Empirical treatment with acid suppression in patients with symptoms of
gastroesophageal reflux disease (GERD) is now widely practiced in primary care in many countries but in others,
endoscopy is mandatory to receive approval from the payors for proton pump inhibitor therapy. In patients with
dysphagia, endoscopy has a role in ruling out an obstructing lesion. A “once-in-a-lifetime” endoscopy has been
proposed as a way to improve our ability to diagnose Barrett’s esophagus, but cost-models suggest that this
strategy is not cost-effective if current surveillance guidelines are followed after the diagnosis of Barrett’s
esophagus is made. The role of routine endoscopic examination in GERD is therefore questionable and needs
better definition in carefully designed trials.

(Am J Gastroenterol 2008;103:276–278)

If we can “boondoggle” ourselves out of this depres-
sion, that word is going to be enshrined in the hearts
of the American people for years to come.

FD Roosevelt

INTRODUCTION

Gastroesophageal reflux disease (GERD) has been defined by
a recent consensus group as a condition that develops when
the reflux of stomach contents causes troublesome symptoms
and/or complications (1). Ten to eighteen percent of U.S. and
European adults report heartburn on a daily basis and 40% of
the general population has symptoms at least once a month
(2, 3). Endoscopic studies in large cohorts of patients with
reflux symptoms in primary care have shown that the ma-
jority have no abnormalities at endoscopy (4–6). What are
the possible benefits of endoscopy in a patient presenting
with uncomplicated GERD symptoms? It may help define
disease severity, determine if Barrett’s esophagus is present,
and identify other lesions in the upper gastrointestinal tract.
In some countries, endoscopy is used as a technique to de-
termine if patients qualify for proton pump inhibitor therapy.
Patients with endoscopic evidence of reflux esophagitis are
deemed eligible and patients with nonerosive disease are not.
This irrational approach is based on outdated concepts that
do not recognize that most patients presenting with heartburn
have moderate-to-severe symptoms and that symptom sever-
ity correlates poorly with the severity of mucosal diseases (5,
7). Patients present with symptoms, and impairments in their
quality of life are determined by symptoms and not by endo-

scopic findings. With the availability of potent acid inhibitors
that have high healing rates in all grades of esophagitis, defin-
ing the severity of esophagitis may not be a very helpful ex-
ercise and a strategy of treating instead of testing in patients
with uncomplicated GERD has been proposed (8, 9).

In this issue of the Journal, Giannini et al. report a random-
ized, controlled trial that compares a strategy of endoscopy
and subsequent therapy determined by the findings with an
empirical treatment strategy using a proton pump inhibitor in
patients with reflux symptoms without alarm features such as
dysphagia and bleeding (10). They demonstrate that empiri-
cal therapy costs less than an endoscopy-based strategy and
results in similar clinical outcomes (symptom response and
improvement in quality of life). The measured cost saving
in this study is likely to be an underestimate, as other costs
related to endoscopy were not measured. These include the
expense of travel to the endoscopy center and the economic
cost of the time lost from work for the patient and for the
individual accompanying the patient.

ONCE-IN-A-LIFETIME ENDOSCOPY IN GERD

The incidence of esophageal adenocarcinoma is growing
in many developed countries. The highest incidence of
esophageal adenocarcinoma is in Great Britain and Australia
followed by the United States and Denmark (11). The largest
increase in incidence in recent years has been in southern
Europe with an estimated 30% increase in annual incidence.
Chronic reflux disease is a major risk factor for esophageal
adenocarcinoma and is strongly associated with chronic
reflux disease, but screening for Barrett’s esophagus or
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adenocarcinoma is controversial and unlikely to be cost-
effective (12, 13). It has been suggested that patients with
chronic reflux disease should undergo a one-time endoscopy
to determine if they have Barrett’s esophagus (once-in-a-
lifetime endoscopy).

We evaluated the cost-effectiveness of a strategy of screen-
ing patients with chronic reflux disease for Barrett’s esopha-
gus and then entering them in a surveillance program. Screen-
ing in a 50-yr-old white man with chronic reflux disease is
cost-effective but only if subsequent surveillance is reserved
for individuals with dysplasia at the initial evaluation (14).
If the current strategy of performing endoscopy every 2–3
yr were adopted in patients with Barrett’s esophagus iden-
tified in a once-in-a-lifetime endoscopy program, the costs
would be large and would exceed the current thresholds for
a cost-effective intervention in health care ($50,000/life-year
saved). Due to the lower rates of adenocarcinoma in women,
a screening strategy of this kind is even more expensive in
women.

Diagnostic Certainty and Patient Anxiety
Patients and doctors value diagnostic certainty, and so en-
doscopy may be helpful in helping physicians and patients
feel secure about the diagnosis and the absence of other se-
rious disorders. In the absence of alarm features, the likeli-
hood of finding a serious disorder is small (15). Even when
alarm features are present, serious disorders are rarely found
(16). Relief of patient anxiety is another often-cited rea-
son for performing endoscopy in this setting. Although the
data are limited, some studies suggest that endoscopy de-
creases preoccupation with health and fear of illness and
death in patients with severe anxiety, and that the effects
persist for 6 months (17). In the United States, dyspepsia
(with and without reflux symptoms) is the indication for
endoscopy in a substantial number of patients. In a study
of 99,558 patients undergoing endoscopy in routine clini-
cal practice and captured in a national data repository, dys-
pepsia (with and without reflux symptoms) was the indi-
cation for 43% of upper endoscopies. Of these, one-third
were younger than 50 yr of age and had no alarm symp-
toms, a group in whom few if any abnormalities are found at
endoscopy.

The role of endoscopy in GERD is still based on out-
dated concepts in many countries. Denying certain categories
of acid inhibitory agents to patients who are symptomatic
but have normal endoscopic evaluations is illogical and is
not supported by evidence. There is weak evidence that en-
doscopy relieves anxiety related to dyspeptic symptoms in
a subgroup of patients. There is no clinical evidence for a
once-in-a-lifetime endoscopy and cost-models do not sug-
gest that this strategy will be cost-effective unless we de-
velop better tools to identify patients with Barrett’s esopha-
gus who are at risk for the development of cancer. As cost
constraints increase, the need to justify every endoscopic pro-
cedure will be felt by all endoscopists. The study by Gian-

nini et al. suggests that the role of upper endoscopy needs
reappraisal.

Reprint requests and correspondence: Nimish Vakil, M.D., Uni-
versity of Wisconsin Medical School, Aurora Sinai Medical Center,
945 North 12th Street, Room 4040, Milwaukee WI 53233.

Received September 15, 2007; accepted September 18, 2007.

REFERENCES

1. Vakil N, van Zanten S, Kahrilas P, et al. The Montreal def-
inition and classification of gastro-esophageal reflux dis-
ease: A global evidence-based consensus. Am J Gastroen-
terol 2006;101:1900–20.

2. Locke GR 3rd, Talley NJ, Fett SL, et al. Prevalence and
clinical spectrum of gastroesophageal reflux: A population-
based study in Olmsted County, Minnesota. Gastroenterol-
ogy 1997;112:1448–56.

3. Corder AP, Jones RH, Sadler GH, et al. Heartburn, oe-
sophagities and Barrett’s oesophagus in self-medicating pa-
tients in general practice. Br J Clin Pract 1996;50:245–8.

4. Johnsson F, Joelsson B, Gudmundsson K, et al. Symp-
toms and endoscopic findings in the diagnosis of
gastro-oesophageal reflux disease. Scand J Gastroentereol
1987;22:714–8.

5. Jones RH, Hungin AD, Phillips J, et al. Gastro-oesophageal
reflux disease in primary care in Europe: Clinical presenta-
tion and endoscopic findings. Eur J Gen Pract 1995;1:149–
54.

6. Venables TL, Newland RD, Patel AC, et al. Omeprazole 10
milligrams once daily, omeprazole 20 milligrams once daily,
or ranitidine 150 milligrams twice daily, evaluated as initial
therapy for the relief of gastro-oesophageal reflux disease in
general practice. Scand J Gastroenterol 1997;32:965–73.

7. Wiklund I, Bordhan KD, Muller-Lissner S, et al.
Quality of life during acute and intermittent treat-
ment of gastroesophageal reflux disease with omepra-
zole compared with ranitidine. Results from a multi-
center clinical trial. Gastroenterol Hepatol 1998;30:
19–27.

8. Vakil N. Pretreatment endoscopy – pro & contra: Is en-
doscopy needed before treatment in all patients with gas-
troesophageal reflux disease? Endoscopy 2006;38:276–8.

9. Vakil N. Test or treat or treat and test in reflux disease?
Aliment Pharmacol Ther 2003;17(Suppl 2):57–9.

10. Giannini E, Zentilin P, Dulbecco P, et al. Management strat-
egy for patients with gastro-esophageal reflux disease: A
comparison between empirical treatment with esomepra-
zole and endoscopy-oriented treatment. Am J Gastroenterol
2007;xx.

11. Bollschweiler E, Wolfgarten E, Gutschow C, et al. Demo-
graphic variations in the rising incidence of esophageal ade-
nocarcinoma in white males. Cancer 2001;92:549–55.

12. Lagergren J, Bergstrom R, Lindgren A, et al. Symptomatic
gastroesophageal reflux as a risk factor for esophageal ade-
nocarcinoma. N Engl J Med 1999;340:825–31.

13. Lagergren J, Ye W, Bergstrom R, et al. Utility of endoscopic
screening for upper gastrointestinal adenocarcinoma. JAMA
2000;284:961–2.

14. Inadomi J, Sampliner R, Lagergren J, et al. Cost-
effectiveness of screening for Barrett esophagus in high-
risk groups, screening and surveillance in high risk groups.
A cost-utility analysis. Ann Intern Med 2003;138:176–
86.



278 Vakil

15. Thomson AB, Barkun AN, Armstrong D, et al. The preva-
lence of clinically significant endoscopic findings in pri-
mary care patients with uninvestigated dyspepsia: The
Canadian Adult Dyspepsia Empiric Treatment – Prompt
Endoscopy (CADET-PE) study. Aliment Pharmacol Ther
2003;17:1481–91.

16. Vakil N, Moayyedi P, Fennerty MB, et al. Limited value of
alarm features in the diagnosis of upper gastrointestinal ma-
lignancy: Systematic review and meta-analysis. Gastroen-
terology 2006;131:390–401.

17. Quadri A, Vakil N. Health-related anxiety and the effect
of open-access endoscopy in US patients with dyspepsia.
Aliment Pharmacol Ther 2003;17:835–40.

CONFLICT OF INTEREST

Guarantor of the article: Nimish Vakil, M.D.
Financial support: Consultant for Astra-Zeneca, Orexo,
Novartis, Shire, TAP, Proctor and Gamble, XenoPort, Ortho-
MacNeil; Speaker’s Bureau for Novartis, Takeda, Astra-
Zeneca, TAP, XenoPort, AGI; Gravit/Research support
from Astra-Zeneca, Novartis, Boston-Scientific, Medtronics,
Altana; Stock shareholder of Orexo.
Potential competing interests: None.


