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Laryngopharyngeal Reflux and Dysphagia

There is evidence of a relationship between laryngopharyngeal reflux (LPR) 
and recurrent and chronic alterations in the larynx, among them dysphagia. The 
incidence of LPR in infants (Figure 1) is almost 18%. In a Venezuelan study, a 
relationship between LPR and disorders of swallowing was 78.9% in pediatric 
patients. It can be particularly difficult to diagnose LPR in children because they 
hardly complain of heartburn or other symptoms of reflux. This explains why it is 
dysphonia, dysphagia, vomiting and regurgitation that are found more frequently.

Laryngopharyngeal reflux influences the larynx in various manners (Figures 
2 and 3). First, a direct effect of acid reflux induces an immediate inflammatory 
response. The content of gastric reflux includes pepsin, a proteolytic enzyme that 
activates in an acidic environment. Laryngeal mucosal autodigestion occurs as a 
result of contact with the pepsin, and it is considered more dangerous than acid. 
Pepsin persists in mucosa, with great potential to reactivate when exposed to other 
episodes of reflux.

Physiological barriers that protect from LPR are the lower esophageal 
sphincter, esophageal peristalsis, saliva that acts as a buffer against the content of 
reflux, esophageal, laryngeal and pharyngeal mucosa, and the upper esophageal 
sphincter. Many drugs and pathologic conditions may affect these barriers and 
stimulate reflux. Physical findings of LPR include mild isolated edema and/
or erythematous arytenoids or diffuse laryngitis, edema and hyperemia, and 
obstruction of the airway. In order to classify endoscopic findings of LPR, 
Belafsky propose an 8-items endoscopic scale. We describe it as follows:

1. Pseudosulcus
2. Ventricular Obliteration
3. Erythema/Hyperemia of Arytenoids
4. Edema of Vocal folds
5. Diffuse Laryngeal Edema
6. Hypertrophy of the Posterior Commissure 
7. Granulation Tissue
8. Endolaryngeal Thick Mucus
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Figure 1. LPR in an infant

Each item has a different score: two 
items have 0 and 2, two items have 2 and 
4, and three have 1,2,3 and 4; in the end, 
calculation of the score helps interpret 
suggestive signs of reflux in each patient. 
A positive score will be above or equal 
to 7.

Impaired laryngopharyngeal sensi-
tivity has been observed in patients with 
LPR. This reduction is demonstrated in 

children with attenuation of the laryngeal adductor reflex, and it correlates with 
laryngeal penetration and aspiration. Swallowing occurs because of thorough 
motor coordination and acute pharyngeal and laryngeal sensory perception. Com-
promise of one or both of these factors will generate dysphagia in the pediatric 
patient.

An infant can have shocking episodes, nausea and regurgitation during 
and after mealtime that predispose to laryngeal aspiration and therefore to 
pulmonary diseases. The otorhinolaryngologist has an instrument to give evidence 
of laryngopharyngeal reflux as well as regurgitation. A fiberoptic endoscopic 
evaluation of swallowing (FEES) doesn’t replace the gold standard of a 24 pH 
double probe but gives essential information for its management. During FEES, 
liquid, semisolid and solid food will be given depending on the patient’s age; these 
are stained with a liquid vegetal colorant. A flexible nasopharyngeal scope will be 
positioned at the level of the oropharynx, and the specialist will rule out laryngeal 
penetration or episodes of aspiration, regurgitation, laryngeal edema or erythema.

Figure 2. LPR and premature spillage Figure 3. LPR and laryngeal  
 penetration
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Pediatric disorders of swallowing represent difficulties not only with 
ingestion but also with feeding (sucking, drinking from a cup). Alterations in 
sensitivity to laryngopharyngeal reflux will influence the oral phase, irritating 
the oropharyngeal cavity, leading to nausea and frequent vomiting and, in the 
pharyngeal phase, diminution of ability to sense food. Most of all liquids will 
predispose to impairment of protection of the airway. When sensitivity of the 
hypopharynx is diminished, the sensorineural response would be altered; also 
edema in the airways produces laryngeal uncoordination. Long-lasting LPR 
contributes to oral hypersensitivity, nausea and vomiting. 

A pediatric patient must be evaluated with a 24 pH double probe and 
using esophageal manometry. The distal probe measures the percentage of time 
when pH is below 4. A pharyngeal proximal probe would be placed below 
the cricopharyngeal muscle to register episodes of LPR. Manometry has vital 
significance in diagnosing non-acid reflux, because during an episode of LPR, 
conductivity rises due to a large amount of ions present in the reflux material, 
which facilitates the flow of current and impedance decreases. Therefore reflux 
can be detected without pH-testing.
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