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ABSTRACT 

 

Background: Now days head ache patients are increased day by day.  Many causes are present of 

which LPR is one of the causes for headache.  Incidence of headache due to LPR is increasing day by 

day. 

Materials and methods: It is a cross-sectional observational study conducted in 128 patients attended 

to ENT OPD in Great Eastern Medical School and Hospital, Ragolu. Srikakulam. During period Jan 

2017-Jun 2017. 

Results: Different types of headaches are present in LPR. Patients of which head ache in vertex 

region is most common. migraine and tension types its seems like triggered by LPR. These head ache 

are most common in middle aged female patients. 

Conclusion: LPR is one of the causes for different types of headaches of which vertex head ache and 

migraine and TTH are common and this is most common in middle age female patients. 
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BACKGROUND 

 

Now days head ache patients are increased day by 

day.  Many causes are present of which LPR is one 

of the causes for headache.  Incidence of headache 

due to LPR is increasing day by day. Signs and 

Symptoms of LPR are Heart burn and/or 

regurgitation, Hov, cough, dysphagia, globus 

sensation. Sore throat, gagging, throat clearing.  

Esophageal inflammation, Laryngeal inflammation.                                               

 

MATERIALS AND METHODS 

 

It is Cross sectional observational study   

conducted among lpr patients who attended to ENT 

OPD in Gems Hospital, Srikakulam during period 

2017-2018. 128 patients  are  selected  based on  

the signs and symptoms(cough, burning pain 

throat, headache)  surprisingly many patients of  

lPR  also suffered with  various patterns of 

headache. Among them the detailed history of 

headache was taken. 

 

RESULTS 

 

Study is conducted 128 patients. Out of which 28 

patients are not attended for follow up. 

 

Distribution of headache among the study 

subjects  

 

Headache No Headache 

80 20 

 

 

 

 
 
Age distribution of the study subjects  

 

Age (in years) Headache No headache Total 

<=20 2 0 2 

21-40 38 8 46 

41-60 26 9 35 

>60 14 3 17 

Total 80 20 100 
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Gender distribution of the study subjects  

Gender Headache No headache Total 

Male 5 4 9 

Female 75 16 91 

Total 80 20 100 
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Distribution of the study subjects with headache based on type of headache 

Type of headache Number Percentage 

Vertex headache 60 75% 

Tension type of headache 10 12.5% 

Migrane 10 12.5% 

Total 80 100% 

 

 
 

 

DISCUSSION 

 

Gerd: gastro esophageal reflux disease/ acid reflux  

disease/heart burn. Occurs when acid from the 

stomach regurges up into the esophagus. 

Les contracts to keep the acidic contents of the 

stomach from reflux into the oesophagus. In gerd  

les  does not close properly allowing acid and other 

contents of  the digestive tract to move up to  

reflux- the esophagus. 

When stomach acid touches the sensitive tissue 

lining the esophagus and throat it causes a reaction 

and causes burning sensation know as heart burn. 

In some cases, reflux can be silent with no heart 

burn (OR) other symptoms until a problem arise. 

Almost all individuals have experienced reflux 

(GER), but the disease (GERD) occurs when reflux 

happens often over a long period of time. 

 

LPR: is a multifactorial disease, during , ger, the 

contents of the stomach and upper digestive tract 

may reflux all the way up the esophagus , beyond 

the ues (A ring of muscle  at the top of the 

esophagus) and into the back of the throat and  

back of the nasal airway. This is known as LPR. 

Some amount of the acid also might spill into the 

larynx. Adults with lpr often complain that the back 

of their throat has a bitter taste, a sensation of 

burning (OR) something struck, hoarseness 

,dysphagia, throat clearing ,post nasal drip, 

difficulty breathing  if  larynx affected. 70% of 

patients with documented LPR do not have heart 

burn or indigestion. 

 

The throat is more fragile than the esophagus to the 

effect of acid reflux and results in inflammation 

with only minimal exposure. Other damaging 

factors, pepsin, bilesalts, bacteria and pancreatic 

proteolytic enzymes remain potentially damaging 

on ppi therapy and may have their damaging ability 

enhanced. 

 

Pepsin can damage all extra gastric tissues at PH up 

to 6. Pepsin is taken up by laryngeal epithelial cells 

by receptor-mediated endocytosis. In the infants 

and children, the LPR may cause chronic irritative 

cough, hoarseness, stridor, croup, asthma, 

aspiration, apnea, severe deficiency in growth. 
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Proper treatment of lpr, especially in children is 

critical. 

 

SYMPTOMS OF GERD AND LPR  

 

Gerd: persistant heart burn, nausea, hoarseness in 

the morning,dysphagia,dry cough, bad breath. 

Some people have gerd without heart burn   

instead, they experience pain in the chest that can 

be severe enough to mimic the pain of a heart 

attack. 

 

LPR: along with above symptoms, sensation of 

lump in the throat (globus pharyngeus), need to 

clear the throat, red swollen irritated larynx. Unlike 

gerd symptoms lpr symptoms do not resolve in a 

matter of days to weeks. Often it takes several 

months for resolution to occur. 

 

 

 

SYMPTOMS LPR GERD 

Heart burn and/(OR) regurgitation + ++++ 

Hov, cough, dysphagia, globus sensation. 

Sore throat, gagging, throat clearing 
+ ++++ 

FINDINGS   

Esophageal inflammation + ++++ 

Laryngeal  inflammation ++++ + 

PATTERN OF REFLUX   

Lying down (nocturnal) 

Reflux 

+ ++++ 

Up right reflux (day time) ++++ + 

Both ++ + 

RESPONSE TO TREAT MENT   

Effectiveness of dietary and Life style modifications + ++ 

Effectiveness of over the counter antacids And anti-reflux 

medication 

+ ++ 

Successful treatment  with once daily PPI                                           + +++ 

Successful treatment with twice daily PPI +++ ++++ 

 

DIAGNOSIS 

 

Physical examination, patient’s response to a trial 

of treatment with medication, endoscopy, biopsy, 

x-ray examination of esophagus, 24hour PH probe 

with or without impedance(to know level of acid in 

the throat), esophageal motility testing 

(manometry), emptying studies of the stomach, 

barium swallow: it coats the esophagus, stomach, 

and intestine so they are out lined  on x-ray. This 

allows the movement of food- as it passes from the 

mouth to esophagus. To be viewed. Irritation or 

swelling in the throat in the back part of the voice 

box. Most of the time no further testing is needed 

to make the diagnosis. 

 

PREVENTION 

 

Adult life style changes to prevent lpr and gerd: 

Avoid eating and drinking within 2-3 hours prior to 

bed time. Avoidance of alcohol. 

Eat small meals and slowly and frequently. 

Limit problem foods :( caffeine, carbonated drinks, 

chocolate, tamato, citrus fruits, fatty foods) 

These foods increase stomach acidity or loosen the 

valve separating the esophagus from the stomach. 

Lose weight. 

Quit smoking.  

Wear loose clothing or avoid wearing tight fitting 

clothes. 

 

Bland diet (low acid levels, low in fat, not spicy) 

Raise the head of the bed before sleeping; place a 

strong solid object (4-6 inch bed blocks) under the 

top portion of the mattress. This will help prop up 

your head and upper portion of your body. This 

will help keep stomach acid from reflux in to the 

throat. 

 

Raising the head with pillows defeats the purpose. 

Since it kinks the abdomen puts excessive pressure 

on stomach and may results in more acid reflux. 

 

Avoid clearing of the throat. 

 

Take over the counter medications including 

antacids, proton pump inhibitors.  

 

In very severe cases surgery may be recommended 

as treatment. 

 

Unfortunately, most medication prescribed for gerd 

last at most 14 hours leaving the throat un protected 

for many hours each day as a result prescription ppi 

medication to block acid production in the stomach 
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needs to be taken twice daily preferably one hour 

prior to a significant meal. 

 

Avoid strenuous exercise after eating 

 

Eat the last meal/ snack of the day no fewer than 3 

hours before going to sleep. In addition try to eat 

the heavier meal of the day at noon and lighter 

meal in the evening. The purpose of these 

suggestions is to have the stomach relatively empty 

when one lies down so that there is not a lot of 

backpressure to push stomach contents up the 

oesophagus. 

Left sided sleeping positions. 

Backing soda chewing gum.  

 

DRUGS CAUSING REFLUX PHARYNGITIS: 

avoid/careful. 

Antidepressants, estrogen, anti histamines,  

theophylline, tranquilizers, narcotic pain 

medication. 

Anti-inflammatory medication (aspirin, naproxen, 

ibuprofen not a problem. 

 

COMLICATIONS 

Chronic sore throat, chronic irritating cough, ulcers 

on the vocal folds(open sores), formation of  

granulomas  in the inter arytenoid region, 

worsening of asthma, emphysema, bronchitis, 

cancer of larynx, caries tooth, sinusitis, Eustachian 

tube dysfunction, csom. 

 

PROGNOSIS 

Very good because most of the cases can be 

controlled if a healthy life style is followed.  

 

If laryngopharyngeal reflux un diagnosed the 

person affected can experience the medical 

conditioned above as well as delayed healing. 

 

TREATMENT:  

 

Medical: 

1. Twice daily PPI 

2. In some cases combination of PPI with 

domperidone and prokinetic agents  

3. Sucral fate and oxetacaine  

 

SURGICAL: Laproscopic nissen fundoplication if 

laryngopharyngeal reflux symptoms refractory to 

atleast 3 month bd. Ppi therapy with RSI> 13 and 

who had demonstrable reflux on MII. were 

included. 
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ABBREVATIONS: 

LPR    -   laryngopharyngeal reflux,  

GER  - gastro esophageal reflux,  

Gerd - gastro      esophageal reflux disease,  

Les  - lower oesophageal spincter.Rsi:reflux 

symptom index,  

Mii - multichannel intraluminal impedance 

catheters
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