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Introduction
Gastroesophageal reflux disease (GERD) is a chronic condition 

that affects between 10-30% of the population.1 The frequent reflux 
of acid into the esophagus toward the oral cavity may provoke a 
myriad of troublesome symptoms as well as tissue damage, including 
dental erosions.2 Also known as erosive tooth wear, they result from 
a physical/chemical process characterized by loss of dental surface 
secondary to acidification of the oral cavity, without bacterial 
involvement.3 The source of the acid can be intrinsic such as in 
GERD, or extrinsic, related with the consumption of acidic foods, 
beverages or drugs.4 GERD and dental erosions are frequent in the 
general population, affecting adolescents and adults.1,5,6 Moreover, 
the management of these conditions requires attention and knowledge 
from the health professionals, demanding proper information in terms 
of pathophysiology, diagnosis and treatment. These are the focus of 
the present mini review.

Pathophysiology
GERD is characterized by reflux of acid into the esophagus, 

which can reach the oral cavity.7 The most important mechanism 
is the failure of the anti-reflux barrier, known as lower esophageal 
sphincter (LES), which is composed by the own esophageal muscle 
and the diaphragmatic crus. The transient LES relaxation (TLESRs) 
triggered during post-prandial gastric distension is the main event 
during which the gastric content is propelled into the esophagus.8,9 
Furthermore, several risk factors have been associated with GERD, in 
particular obesity, dietary habits and emotional disturbances.10 Dental 
erosions secondary to GERD occur due to chronic exposition of the 
oral cavity to acidic juice regurgitated from the stomach. Acid reflux 
may have the pH so low as 1.2, showing therefore a strong potential 
to decrease oral pH below 5.5, the critical cutoff for removal of dental 
minerals.11 Oral acidification induces chemical demineralization of 
teeth, affecting initially the enamel and dentin in advanced stages.12 
Hence, determining factors of erosive severity include reflux volume 
and pH, and the way that it reaches the mouth, i.e. liquid regurgitation 
or belching of acidic gas.13

Clinical manifestations
The typical symptoms of GERD are heartburn and regurgitation. 

Several atypical complaints may be present, such as chronic cough, 
chest pain, throat problems and dental erosions.14 The most common 
pattern of GERD-related dental erosions is palatal, particularly from 
anterior and superior teeth (Figure 1).15 Severity of erosive tooth wear 
in patients with GERD is determined by the duration and intensity 
of reflux. It is known that dental erosions may become clinically 
evident after repeated episodes of reflux every week for at least 1 
to 2 years.16 At oral examination, dental erosions are characterized 
as subtle and concave loss of dental surface, needing attention and 
expertise for proper identification. When dentin is affected the dental 
surface became yellow and the patient may report hypersensitivity 
or pain, making easier the diagnosis.17 The dentist must be aware of 
cofounding lesions such as abrasion, attrition and abfraction.18

Figure 1 Erosive tooth wear related with GERD in the palatal surface of 
upper anterior teeth.

Medical and dental approach
Confirmation of GERD in the medical practice is performed after 

detailed consultation, sometimes combined with complementary 
techniques, particularly endoscopy and ambulatory reflux testing, 
either pH only or pH-impedance monitoring.19 A differential diagnosis 
with other conditions such as celiac disease must also be considered.20.
General therapeutic measures include changes in life style and on 
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Abstract

Gastroesophageal reflux disease (GERD) has an established association with dental 
erosions. Patients with GERD may have chronic exposition of the oral cavity to acid 
reflux, which may damage the dental surface of either deciduous or permanent teeth. A 
multidisciplinary approach involving dental surgeons and physicians is needed to diagnose 
and treat GERD and dental erosions, preferentially in their early stage.
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demand or regular use of proton pump inhibitors such as omeprazole.7 
In the suspicion of dental erosions, the initial management is based on 
identification and grading of dental damage by an experienced dentist, 
with investigation of potential causes of extrinsic and intrinsic sources 
of oral acidification with the help of medical consultation.4 In early 
stages, topical fluorine application may favor dental remineralization 
and control hypersensitivity, and in advanced cases with substantial 
loss of dental tissues may be restored with composite resin and 
porcelain crowns.17

Conclusion
GERD and erosive tooth wear are associated conditions with 

increasing prevalence worldwide. Reflux of acid contents into the 
mouth may provoke a slow removal of dental minerals, eroding first 
the enamel and thereafter the dentin in advances stages. Current 
management of the two conditions is focused in the combined 
approach involving medical and dental professionals, with the goal 
of preventing and treating both GERD and dental erosions. Future 
research is still needed to identify clinical predictors of dental erosions.
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