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Introduction

Gastroesophageal Reflux Disease (GERD) is one of 
the most prevalent gastrointestinal disorders. Symp-
toms are caused by the retrograde flow of gastric 
acid and other gastric contents into the esophagus 
because of incompetent barriers at the gastroesoph-
ageal junction.1

Many patients with reflux disease present with 
atypical symptoms, including globus pharyngeus, 
constant throat clearing, chronic cough, hoarseness, 
catarrh, dysphagia, halitosis, choking episodes, or 
asthma-like symptoms, due to laryngopharyngeal 
reflux (LPR). LPR is the result of retrograde flow of 
gastric contents into the laryngopharynx, where 
they come into contact with tissues of the upper 
aerodigestive tract. Such patients can be easily mis-
diagnosed.2 Because GERD is treated mainly in the 
primary care setting, doctors in primary care should 
also be aware of LPR and its proper treatment.

The aim of this study was to determine whether 
doctors working in the primary care setting are 

aware of the atypical manifestations of reflux and 
the LPR entity, as well as the differences in treat-
ment between LPR and GERD.

Materials and methods

This study was conducted among primary care 
doctors referring to the Ear, Note, and Throat 
department of Karditsa (Greece) General Hospital 
(secondary medical center).

A questionnaire (Table 1) regarding LPR was 
mailed to 60 doctors working in the primary care 
setting of Karditsa prefecture (Greece). Doctors 
were asked to return the questionnaires anony-
mously to our department, and their answers were 
evaluated.

Results

Of the 60 doctors approached, 51 returned the ques-
tionnaire (85% response rate). Of the 51 partici-
pants, 23 were acquainted with LPR (45%) and 8 
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GERD followed by esophagitis.3 LPR presents as 
an atypical form of GERD. Typical GERD mani-
fests with heartburn, acid regurgitation, and endo-
scopically proved esophagitis. The most frequent 
and specific typical symptom is heartburn, which 
occurs in at least 75% of patients.4 In contrast, LPR 
manifests with atypical symptoms: hoarseness, glo-
bus pharyngeus, throat itching, persistent throat 
clearing, excessive throat mucus, transient aphonia, 
chronic cough, asthma, mild dysphagia, and/or 
odynophagia.3,5,6 Most patients are relatively un-
aware of LPR, with only 35% reporting heartburn.6

Apart from the symptoms, the patterns, mecha-
nisms and treatment of LPR and GERD also differ. 
LPR patients have predominantly upright (daytime) 
reflux and normal esophageal motility.7 Although 
deranged sensorimotor function of the upper 
esophageal sphincter appears to play a key role in 
the etiology of LPR, the disease is not completely 
understood.8 Most patients do not have esophagitis, 
which is the diagnostic sine qua non of GERD. 
Moreover, the laryngopharyngeal epithelium is far 
more susceptible to reflux-related tissue injury than 
the esophageal epithelium. Because of these dif
ferences, treatment algorithms for LPR and GERD 
also vary.7

In the early 1900s, GERD was an almost un-
known entity with less than 200 cases reported 
worldwide.9 Currently, symptoms of reflux are 

were acquainted with RSI (15.7%). The commonest 
symptoms for which PPIs were prescribed were: 
heartburn (76.5%), heartburn combined with other 
symptoms (17.6%), halitosis (1.96%), hoarseness 
(1.96%), and choking episodes (1.96%). Regarding 
the treatment of LPR, 29 (57%) prescribed PPIs for 
4 weeks, 18 (35%) for 6-8 weeks, and 4 (8%) for 
12  weeks. None of the 51 doctors continued PPI 
therapy for up to 6 months. Thirty-six (70.6%) 
of  the primary care doctors prescribed PPIs once 
daily, while the remaining 15 doctors (29.4%) 
prescribed them twice daily. PPIs are preferably 
administered in the morning (50%). However, 
15  doctors (30%) preferred both morning and 
evening administration, and 10 doctors (20%) pre-
ferred evening administration alone. Forty-seven 
primary care doctors (92%) claim to provide advice 
to their patients about lifestyle modifications, such 
as eating small meals, losing weight, reducing alco-
hol and caffeine intake, quitting the smoking habit, 
eliminating spicy and acidic foods, and avoiding 
lying down after meals (Table 1).

Discussion

LPR is the retrograde extraesophageal reflux of 
gastric contents into the larynx, pharynx, trachea, 
and bronchus. Its clinical manifestation and symp-
toms differ distinctly from the typical pattern of 

Table 1
The presented questionnaire regarding laryngopharyngeal reflux disease, with answers from 51 primary care doctors

Question Answers n (%)
Are you familiar with the term Laryngopharyngeal Reflux? Yes

No
23 (45%)
28 (55%)

Are you familiar with the term Reflux Symptom Index? Yes
No

8 (15.7%)
43 (84.3%)

Which are the commonest symptoms for which Proton Pump Inhibitors are 
prescribed?

Heartburn
Heartburn and other symptoms
Halitosis
Hoarseness
Choking episodes 

39 (76.5%)
9 (17.6%)
1 (1.96%)
1 (1.96%)
1 (1.96%)

For how long do you prescribe PPIs in Laryngopharyngeal Reflux? 4 weeks
6-8 weeks
12 weeks

29 (57%)
18 (35%)
4 (8%)

Do you prescribe Proton Pump Inhibitors once or twice daily? Once daily
Twice daily

36 (70.6%)
15 (29.4%)

When do you suggest that Proton Pump Inhibitors should be administered? Morning
Night
Both

26 (50%)
10 (20%)
15 (30%)

Do you give advice about lifestyle modifications? Yes
No

47 (92%)
4 (8%)
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area; edema of the true vocal cords; inflammatory 
lesions of the true vocal cords, such as granuloma 
and contact ulcer; and pooling of secretions in the 
hypopharynx.13 Laryngeal examination is superior 
to esophagoscopy in diagnosing LPR.18 Additional 
work-up may include an esophagram, manometry, 
endoscopy, a modified Berstein’s test, pH monitor-
ing studies, or intraluminal impedance. The gold 
standard for confirming the diagnosis of LPR and 
assessing the magnitude of the problem is dual-
probe 24-hour pH monitoring, during which probes 
are placed in the pharynx and esophagus.2,13,14,19,20

The RSI, a self-administered nine-item outcomes 
instrument for LPR, can be a helpful LPR diagnos-
tic tool for primary care practitioners. It is easily 
administered, highly reproducible, and exhibits 
excellent construct-based and criterion-based va-
lidity.21

If the patient’s history and physical examination 
fail to uncover alarm symptoms (dysphagia, gastro-
intestinal bleeding, anemia, weight loss) or serious 
pathology, the current recommendations for the 
management of LPR patients call for initial empiric 
therapy, which consists mainly of lifestyle modifi-
cations and drug therapy.4,12 Longer and more 
aggressive therapy is required for LPR than for 
GERD.2 PPIs are the therapy of choice, and are ad-
ministered twice daily for 2-4 months.14,22 Tapering 
the degree of acid suppression is the next step in 
patients who respond to therapy, while causes other 
than GERD should be sought in patients unrespon-
sive to PPI therapy. Surgical intervention may be 
required in some patients; however, it is usually 
less effective in patients with LPR than in patients 
with typical GERD.14

In this study, the majority of primary care doc-
tors were not well acquainted with the LPR or the 
RSI. There is confusion concerning LPR and GERD 
symptoms and diagnosis. The primary symptom for 
which PPIs are prescribed is heartburn (prescribed 
in 76.5% of cases); they are prescribed for a laryn-
gopharyngeal symptom in fewer than 6% of cases. 
This is not evidence that general practitioners are 
unaware of LPR symptoms, as they may choose to 
refer these patients to a specialist; however, it does 
reveal a certain treatment pattern in primary care. 
Furthermore, both the dosing and duration of treat-
ment applied to LPR are inadequate. Most doctors 
in the study fail to understand that LPR is different 
from GERD and requires different management. 
We are not surprised that primary care doctors were 

common: 25-40% of the British population experi-
ence heartburn and indigestion on a weekly basis,10 
while more than 40% of adults in the United States 
report experiencing these symptoms monthly.11 An 
estimated 44% of the U.S. adult population (61 mil-
lion Americans) experience heartburn, the hallmark 
of acid regurgitation, at least once a month. 
Approximately 14% of Americans experience 
gastroesophageal symptoms weekly, and 7% expe-
rience symptoms daily.12

An estimated 20-60% of patients with GERD 
experience head and neck symptoms without any 
appreciable heartburn.13 LPR has been reported 
in up to 10% of patients presenting to an otolaryn-
gologist’s office, and more than 50% of patients 
with hoarseness have been found to have reflux-
related disease.2 Chronic laryngitis and difficult-to-
treat sore throat are associated with acid reflux in as 
many as 60% of patients. GERD is the third leading 
cause of chronic cough, accounting for 20% of such 
cases. Globus sensation may be caused by GERD 
in 25-50% of cases.14

GERD is a common problem in the community 
and in general practice, and accounts for approxi-
mately 5% of a primary care physician’s work-
load.15 Many patients do not visit the doctor’s office 
and prefer to use over-the-counter drugs for tem
porary relief of their symptoms; however, the 
majority of patients are managed in primary care. 
Given the variability of symptoms and the preva-
lence of GERD, family physicians must understand 
the presentations, diagnosis, and treatments of this 
illness. Furthermore, LPR should no longer be 
underestimated because of its negative impact on 
the lives of patients and its potentially dangerous 
long-term complications, from contact ulcers and 
granulomas to subglottic stenosis, laryngeal carci-
noma, and pulmonary disease.2,6,13 Moreover, LPR 
symptoms are a demonstrably better predictor of 
Barrett’s esophagus16 and esophageal adenocarci-
noma17 than are GERD symptoms. However, over-
diagnosis of LPR can lead to missed diagnoses and 
unnecessary costs.

The head and neck manifestations of GERD can 
be diverse, and may be misleading in the initial 
work-up. LPR should be suspected when a patient’s 
history and laryngoscopy findings are suggestive of 
the diagnosis.2 Laryngoscopic findings suggestive 
of LPR include: erythema of the arytenoids, inter-
arytenoid area, or laryngeal surface of the epiglot-
tis; a cobblestone appearance of the interarytenoid 
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not fully aware of the LPR entity and its treatment, 
given that LPR is a relatively new disease and is not 
fully understood even among specialists. Similar 
results were encountered in a similar study con-
ducted in the United Kingdom.10 We believe that 
general practitioners should use the RSI to monitor 
patients, and that an otorhinolaryngologic evalua-
tion should be performed in cases with atypical 
symptoms.

Conclusion

The majority of the doctors surveyed in our study 
are not fully aware of LPR or the RSI. Clearly, ear-
ly recognition and proper treatment of patients with 
LPR require greater awareness in the primary care 
setting. LPR should be recognized and managed 
differently than GERD. On account of its high 
prevalence in primary care and its potentially dan-
gerous complications if left untreated, general prac-
titioners should be able to diagnose and treat LPR 
patients, referring only when needed. We strongly 
believe that additional studies are needed to define 
the attitude of general practitioners towards LPR.
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