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Gastroesophageal reflux is considered a risk factor for recurrent or persistent
upper and lower respiratory tract conditions including asthma, chronic cough,
sinusitis, laryngitis, serous otitis and paroxysmal laryngospasm. Fifty-one
subjects with recurrent (more than three) episodes of upper respiratory tract
infection (URTI), serous otitis or sinusitis who had been admitted to an earnose-throat (ENT) outpatient clinic during the previous year were enrolled
in the present study to evaluate the presence of laryngeal and/or esophageal
reflux. The participants, who were randomly selected, were questioned about
symptoms of reflux, including vomiting, abdominal pain, failure to thrive,
halitosis, bitter taste in the mouth, chronic cough, heartburn, constipation
and hoarseness. All subjects had an endoscopic examination, an otoscopic
examination, a tympanogram and upper GI system endoscopy. Esophagitis
was diagnosed endoscopically and histologically. The likelihood of occurrence
of esophagitis was found to be higher only among subjects with postglottic
edema/erythema as determined by pathological laryngeal examination. The
reflux complaints reported did not predict the development of esophagitis,
but the odds of esophagitis occurring were ninefold greater among subjects
with recurrent otitis. Of the subjects, 45.1% were Helicobacter pylori-positive.
However, no association was found between esophagitis and Helicobacter
pylori positivity.
The likelihood of the occurrence of esophagitis was found to be increased in
the presence of recurrent otitis media and/or postglottic edema, irrespective
of the presence of reflux symptoms. We concluded that, in contrast to the
situation where adults are concerned, the boundaries for discriminating
laryngopharyngeal reflux from gastroesophageal reflux are somewhat blurred
in pediatric patients.
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Since the publication of the association between
reflux and asthma in children in 1976, nongastrointestinal symptoms and complaints of
reflux have gained greater attention. Recognition
of reflux has prevented the use of unnecessary
treatments in such patients1-3.

Koufman4 first differentiated LPR
(laryngopharyngeal reflux) from GER
(gastroesophageal reflux) in a study of 899
adult patients by looking at the rates of chronic
throat-clearing sensation (87% for LPR and
3% for GER) and burning sensation over the
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chest (20% for LPR and 83% for GER). The
American Broncho-Esophagological Association
(ABEA) reported that the most common
symptoms in adults with LPR were chronic
throat-clearing sensation (98%), chronic cough
(97%), hoarseness (95%) and sensation of food
being stuck in the throat (95%)5,6. Belafsky
et al.7,8 developed the Reflux Symptom Index
(RSI) and the Reflux Finding Score (RFS) in
order to help standardize LPR diagnosis and
monitor the effectiveness of therapy. These
scoring symptoms have not gained wide use
for children.
Gastroesophageal reflux is considered a risk
factor for recurrent or persistent upper and
lower respiratory tract conditions including
asthma, chronic cough, sinusitis, laryngitis,
serous otitis and paroxysmal laryngospasm.
However, the prevalence of LPR among children
is not definitively known. It has been reported
that 50 to 60% of such patients visit ENT
outpatient clinics1,3,5.
In the present study, we explored the role of
reflux in the development of ENT problems
by retrospectively reviewing the presence of
reflux complaints, coexisting endoscopically/
histologically confirmed esophagitis and
pathological findings of laryngeal examination
in patients with upper respiratory infection,
sinusitis or otitis media.
Material and Methods
Fifty-one subjects with recurrent (more than
three) episodes of URTI, serous otitis or
sinusitis during the previous year who had
been admitted to the ear-nose-throat (ENT)
outpatient clinic of the Istanbul University
Cerrahpasa School of Medicine from February
to October 2007 were enrolled in the study
to evaluate the presence of laryngeal and/or
esophageal reflux. The subjects were randomly
selected. Prior to commencing the trial, approval
was obtained from the Ethics Committee of
the Istanbul University Cerrahpasa School of
Medicine (date: 06.02.2007/no.: 3756). All
subjects participated in the study voluntarily,
and written consent was obtained from the
parents of the children involved.
Patients with an anatomic disorder, a genetic
malformation, cystic fibrosis, an immune
deficiency or any other chronic disease, as well
as patients who had previously been treated
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for reflux, were excluded. Medical history, age,
gender, complaints and findings of physical
examination at admission were recorded on
a follow-up form for each patient. Subjects
were questioned about symptoms of reflux,
including vomiting, abdominal pain, failure
to thrive, halitosis, bitter taste in the mouth,
chronic cough, burning sensation over the
chest, constipation and hoarseness.
Endoscopic ENT exams, otoscopic exams and
tympanograms were performed for all patients.
All examinations and assessments were
completed by the same physician to achieve
standardization. Participants were assessed
for tonsil hypertrophy, adenoid vegetation,
postglottic edema/erythema, arytenoid edema/
erythema, ventricular narrowing, vocal cord
edema and cobblestone appearance behind
the hypopharynx during endoscopic ENT
examination. The grading of symptoms was as
follows: 0, normal; 1, mild; 2, severe. Otoscopic
examination evaluated the characteristics of
the tympanic membrane and middle meatus.
Tympanogram results were categorized into
three types: type A, normal; type B, serous
otitis; type C, Eustachian dysfunction.
Subsequently, upper GIS endoscopy was
performed on all subjects by the same pediatric
gastroenterologist using flexible endoscopy;
the Los Angeles classification system was
utilized to grade reflux esophagitis9. During
endoscopy, biopsy specimens were obtained
from approximately 5 cm or 10 cm above
the lower esophagus, depending on the age
of the patient.
Statistics
The odds ratio (OR) and 95% confidence
interval (95% CI) for data were calculated
from the coefficients estimated by the logistic
regression model. A p-value of 0.05 or less
was considered statistically significant and all
reported p-values were two-sided. Data were
analyzed using SPSS 16.0 software.
Results
The study sample consisted of 25 male (49%)
and 26 female (51%) patients with an age range
of 3 to 15 years. Mean age was 7.15 ± 3.18
years. 84.3% of patients had recurrent upper
respiratory tract infection, 35.3% had recurrent
serous otitis and 33.3% had recurrent sinusitis.
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Table I. History of Complaints in Patients
Complaints

n=51

%

Vomiting

11

21.6

Abdominal pain

15

29.4

Failure to thrive

13

25.5

Hoarseness

17

33.3

Halitosis

33

64.7

Bitter taste in the mouth

13

25.5

Chronic cough

43

84.3

Burning sensation over the chest

14

27.4

Constipation

23

45.1

Recurrent URTI

43

84.3

Recurrent serous otitis

18

35.3

Recurrent sinusitis

17

33.3

When subjects were questioned regarding
previous complaints of reflux (vomiting,
abdominal pain, failure to thrive, halitosis,
bitter taste in the mouth, chronic cough,
burning sensation over the chest, constipation,
hoarseness), chronic cough appeared to be
the most common complaint (84.3%; 43/51)
(Table I). None of the subjects had received
antireflux treatment.

When the development of endoscopically/
histologically confirmed esophagitis (38/51)
was examined according to the complaints
described by the subjects, esophagitis was
more likely to occur among those suffering
from constipation (odds ratio: 10.2, 95%
confidence interval: 1.13-91.60), but the other
symptoms were not associated with a likelihood
of developing esophagitis (Table II).

Endoscopic ENT examination showed the
presence of tonsil hypertrophy in 27.5% (n=14),
adenoid vegetation in 19.6% (n=10), postglottic
edema/erythema in 13.7% (n=7), arytenoid
edema/erythema in 15.7% (n=8), vocal cord
edema in 11.8% (n=6) and cobblestone
appearance behind the hypopharynx in 5.9%
(n=3) of the subjects; all of these were severe.

When the likelihood of occurrence of endoscopic
and/or histologic esophagitis was evaluated
according to the presence of recurrent URTI,
recurrent sinusitis or recurrent serous otitis,
an increased risk of developing esophagitis
was found only in patients with recurrent
serous otitis (odds ratio: 8.87, 95% confidence
interval: 1.02-77.07).

Otoscopic examination showed a dull appearance
of the tympanic membrane in 35.3% (18/51)
and serous discharge in the middle meatus in
33.3% (17/51) of the subjects. A type B curve
was observed during the tympanogram in 35.3%
(18/51) of the subjects, which indicated the
presence of serous otitis.
Endoscopic examination revealed esophagitis
in a total of 53% (27/51) of the subjects
(27.5% Stage A (14/51) and 25.5% (13/51)
Stage B). All of the patients with endoscopically
diagnosed esophagitis also had histological
esophagitis. We found that 11 patients had
histological esophagitis without endoscopic
esophagitis. The total number of patients
histologically diagnosed with esophagitis was
38.

When the likelihood of occurrence of endoscopic
and/or histologic esophagitis was evaluated
based on the pathological findings of laryngeal
examination, the risk of developing esophagitis
was higher only among patients with postglottic
edema (odds ratio: 35.35, 95% confidence
interval: 2.54-491) (Table II).
When the likelihood of developing recurrent
serous otitis was evaluated based on the history
of complaints and the pathological findings of
laryngeal examination, the risk of developing
recurrent serous otitis was found not to be
affected by the presence of any complaints or
examination findings (Table III).
Of 38 subjects diagnosed with endoscopic and/
or histologic esophagitis, 45.1% (23/51) were
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Table II. Evaluation of the Likelihood of Developing Endoscopic/Histologic Esophagitis on the Basis of
Complaint, Recurrent Disease and Pathological Findings of Laryngeal Examination

N
Type of complaint
Failure to thrive
Vomiting
Abdominal pain
Halitosis
Bitter taste in the mouth
Burning sensation over the chest
Chronic cough
Hoarseness
Constipation
Recurrent disease
Recurrent URTI
Recurrent sinusitis
Recurrent otitis

Odds
ratio

95% CI

7.7% (1/13)
23.1% (3 /13)
15.4% (2/13)
76.9% (10/13)
30.8% (4/13)
23.1% (3/13)
76.9% (10/13)
23.1% (3/13)
15.4% (2/13)

10.2

1.13-91.60

84.2% (32/38)
39.5% (15/38)
44.7% (17/38)

84.6% (11/13)
15.4% (2/13)
7.7% (1/13)

8.87

1.02-77.07

36.8% (14/38)
78.9% (30/38)
42.1% (16 /38)
73.7% (28/38)
84.2% (32/38)

15.4%
30.8%
30.8%
30.8%
15.4%

35.35

2.54-491

Esophagitis

No esophagitis

74.5% (38/51)

25.5% (13/51)

31.6% (12/38)
21.1% (8/38)
34.2% (13/38)
81.6% (31/38)
23.7% (9/38)
39.5% (15/38)
86.8% (33/38)
42.1% (16/38)
55.3% (21/38)

Pathological laryngeal examination
Cobblestone appearance of the
hypopharynx
Vocal cord edema
Ventricular obstruction
Arytenoid edema/erythema
Postglottic edema/erythema

found to be positive for Helicobacter pylori (HP).
When the risk for Helicobacter pylori positivity
was evaluated according to the complaint
history of the subjects, the likelihood of being
positive was found to be increased among
subjects with abdominal pain (odds ratio: 0.11,
95% confidence interval: 0.015-0.85), but no
effect was observed for the other complaints
(Table IV).
When the risk for Helicobacter pylori positivity
was evaluated according to the presence of
recurrent URTI, recurrent sinusitis or recurrent
serous otitis in the subjects, the likelihood of
being positive was not affected by any of these
factors (Table IV).
Finally, when the risk for Helicobacter pylori
positivity was assessed using pathological
findings of laryngeal examination, the likelihood
of being positive was not affected by any of
the factors considered (Table IV).
Discussion
The prevalence of esophagitis has been reported

(2/13)
(4/13)
(4/13)
(4/13)
(2/13)

to be lower among cases with laryngopharyngeal
reflux than among those with typical reflux.
Koufman et al. 10 detected endoscopic or
histologic esophagitis in only 20% of patients
with reflux presenting with non-esophageal
signs and symptoms. However, Yellon and
Goldberg 11 reported that 54% of patients
with posterior laryngitis had endoscopic or
histologic esophagitis. In this study, endoscopic
esophagitis was detected in 52.9% of the
subjects and histologic esophagitis in 74.5%.
The risk for constipation was increased by 13%
among patients with esophagitis compared to
those without esophagitis.
Vavricka et al.12 compared laryngeal findings of
adult patients and control subjects and reported
that changes in the laryngeal tissue of patients
with reflux as detected by upper GIS endoscopy
were similar to those of control subjects and
that the presence of a cobblestone appearance in
the hypopharynx was significant among subjects
with reflux in comparison to the control
group. Other studies have reported a 70%
specificity and 77% sensitivity of postglottic
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Table III. Evaluation of the Likelihood of Developing Recurrent Serous Otitis on the Basis of Complaint
and Pathological Findings of Laryngeal Examination
Odds
95% CI
Serous otitis
Non-serous otitis
ratio
N
35.3% (18/51)
64.7% (33/51)
Complaints
Failure to thrive
38.9% (7/18)
18.2% (6/33)
Vomiting
16.7% (3/18)
24.2% (8/33)
Abdominal pain
33.3% (6/18)
27.3% (9/33)
Halitosis
88.9% (16/18)
75.8% (25/33)
Bitter taste in the mouth
27.8% (5/18)
24.2% (8/33)
Burning sensation over the chest
33.3% (6/18)
36.4% (12/33)
Chronic cough
88.9% (16/18)
81.8% (27/33)
Hoarseness
50.0% (9/18)
30.3% (10/33)
Constipation
55.6% (10/18)
39.4% (13/33)
Pathological laryngeal examination
Cobblestone appearance of the
hypopharynx
Vocal cord edema
Ventricular obstruction
Arytenoid edema/erythema
Postglottic edema/erythema

22.2% (4/18)
83.3% (15/18)

36.4% (12/33)
57.6% (19/33)

44.4% (8/18)
77.8% (14/18)
72.2% (13/18)

36.4% (12/33)
54.5% (18/33)
63.6% (21/33)

edema/erythema for predicting LPR13,14. In
our study, when the likelihood of occurrence
of endoscopic and/or histologic esophagitis was
evaluated based on the pathological findings of
laryngeal examination, the risk for occurrence
of esophagitis was higher only among patients
with postglottic edema (odds ratio: 35.35,
95% confidence interval: 2.54-491) (Table II).
Postglottic edema/erythema was present in
66.6% of our subjects.
Some studies in adults have suggested that
GERD contributes to development of chronic
cough at a rate between 21% and 41%. However,
other studies report no such contribution.
Pediatric studies have reported GERD causing
chronic cough at a rate between 3% and
8%2,15,16. On the other hand, Sifrim et al.17
considered cough to actually be causing reflux
in at least half of the reflux episodes in their
study. Chang et al.18 reported the coexistence
of reflux and cough independent of esophagitis,
and associated with bacterial infections of the
airways. In our study, constipated patients
were found to have an increased likelihood
of occurrence of esophagitis when the risk for
endoscopic and/or histologic esophagitis was
assessed in connection with complaint history
(odds ratio: 10.2, 95% confidence interval:

1.13-91.60), but other complaints, including
cough, did not display any such effect (Table II).
Ulualp and Toohill19 reported an increased
prevalence of LPR among patients with chronic
sinusitis. In recent years, reflux has been
suggested as a causative factor facilitating and
initiating chronic sinusitis. Bothwell et al.20
reported that 89% of children with resistant
chronic sinusitis improved with reflux treatment,
with no need for surgical intervention. Studies
have reported an association between both
chronic sinusitis and chronic recurrent serous
otitis and LPR. Recurrent sinusitis was present
in 33.3% of our subjects. In the present study,
the risk for esophagitis was not increased
among patients with recurrent sinusitis when
the likelihood of occurrence of endoscopic and/
or histologic esophagitis was assessed according
to the presence of recurrent URTI, recurrent
sinusitis or recurrent serous otitis (Table II).
It is known that nasopharyngeal inflammation
aggravates otitis by causing obstruction in the
Eustachian tube. However, some studies have
reported that the prevalence of otitis among
children with GER was not different from that
in a control group3,13,15. Using a pH meter,
Poelmans et al. 21 detected reflux in 17 of
21 adult patients with chronic otitis (80%),
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who responded very well to treatment with a
proton pump inhibitor (PPI). Rozmanic et al.22
diagnosed GERD in 55% of 27 patients with
chronic or recurrent serous otitis. Tasker et
al.23 showed that pepsin or pepsinogen levels
were 1,000-fold higher in middle ear fluid than
in serum in 80% of 54 children with chronic
serous otitis. In another study, while the
pepsin/ pepsinogen ratio of middle ear fluid
was increased among pediatric patients with
chronic or recurrent serous otitis, there was no
increase in GER complaints24. Marko et al.25
reported a higher occurrence of sequelae among
GERD patients with middle ear problems. In the
present study, when the likelihood of occurrence
of endoscopic and/or histologic esophagitis
was assessed on the basis of recurrent URTI,
recurrent sinusitis or recurrent serous otitis,
a significant increase—nearly ninefold—in the
risk for occurrence of esophagitis was found
only among patients with recurrent serous otitis
(odds ratio: 8.87, 95% confidence interval: 1.0277.07). Recurrent serous otitis was present in
35.3% of our subjects. When the likelihood of
developing recurrent serous otitis was assessed

according to complaint history and pathological
findings of laryngeal examination, there were
no complaints or examination findings that
affected the risk for occurrence of recurrent
serous otitis (Table III).
Changes in voice quality are reported in 6 to
23% of school age children. In adults, hoarseness
is the most common and prominent symptom
of laryngopharyngeal reflux26-28. Koufman et al.5
reported that 50% of adults with LPR suffered
from hoarseness. Information concerning this
symptom in children is insufficient. Putnam
and Orenstein29 first reported in 1992 that
hoarseness in pediatric patients could be
resolved by reflux treatment. Vocal cord nodules
are considered to be the most common cause
of hoarseness28. Coexistence of hoarseness
and vocal cord nodules was found at a rate of
67% in a prospective study by Gumpert30 and
82% in a retrospective review by Mandell31.
Hoarseness was reported by 33.3% of our
subjects, but no significant association was
found between this symptom and esophagitis
in the present study.

Table IV. Evaluation of the Likelihood of H. pylori Positivity on the Basis of Complaint, Recurrent
Disease and Pathological Findings of Laryngeal Examination
Odds
95% CI
H. Pylori (+)
H. Pylori (-)
ratio
N
45.1% (23/51)
54.9% (28/51)
Complaints
Failure to thrive
13.0% (3/23)
35.7% (10/28)
Vomiting
13.0% (3/23)
28.6% (8/28)
Abdominal pain
39.3% (11/28)
17.4% (4/23)
0.11
0.015-0.854
Halitosis
73.9% (17/23)
85.7% (24/28)
Bitter taste in the mouth
26.1% (6/23)
25.0% (7/28)
Burning sensation over the chest
30.4% (7/23)
39.3% (11/28)
Chronic cough
91.3% (21/23)
78.6% (22/28)
Hoarseness
34.8% (8/23)
39.3% (11/28)
Constipation
30.4% (7/23)
57.1% (16/28)
Recurrent disease
Recurrent URTI
78.3% (18/23)
89.3% (25/28)
Recurrent sinusitis
34.8% (8/23)
32.1% (9/28)
Recurrent otitis
26.1% (6/23)
42.9% (12/28)
Pathological laryngeal examination
Cobblestone appearance of the
hypopharynx
Vocal cord edema
Ventricular obstruction
Arytenoid edema/erythema
Postglottic edema/erythema

17.4% (4/23)

42.9% (12/28)

60.9% (14/23)

71.4% (20/28)

39.1% (9/23)
56.5% (13/23)
56.5% (13/23)

39.3% (11/28)
67.9% (19/28)
75.0% (21/28)
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The role of Helicobacter pylori in the development
of LPR is unclear. Oridate et al.32 suggested
that HP toxins increased respiratory sensitivity
by augmenting reflux and caused a sensation
of having foreign material in the throat via
reflex cough. While Tezer et al. 33 reported
an association between HP and the grade of
laryngitis and esophagitis, Ercan et al.34 found
no correlation between HP and LPR. Rubin
et al.35 suggested that the pharynx could be
exposed to HP from the stomach in LPR. There
are no studies demonstrating the presence of
Helicobacter pylori in the larynx36,37. Moreover,
there is no clear association between Helicobacter
pylori and GERD. Some studies have suggested
that HP may have a protective effect against
the development of GERD. Helicobacter pylori
is believed to increase LES (lower esophageal
sphincter) pressure by raising gastrin levels. It
has also been suggested that Helicobacter pylori
may damage the lower esophageal sphincter and
esophageal mucosa by increasing the presence
of inflammatory substances 36-38. Postma et
al.39 reported that esophageal acid clearance
was better in patients with both GERD and
LPR than in those with LPR alone. Sarnelli et
al.40 reported that HP treatment increased the
exposure of the upper esophagus to acid in
GERD and delayed esophageal acid clearance.
Helicobacter pylori positivity was found in
45.1% (23/51) of our subjects. Assessment
of patients for Helicobacter pylori positivity on
the basis of pathological findings of laryngeal
examination showed that no specific finding
affected the likelihood of such positivity. The
risk for Helicobacter pylori positivity was found
to be increased by 11% among patients with
abdominal pain in an analysis of Helicobacter
pylori positivity on the basis of complaint
history, but other complaints did not provide
any predictive information. When the risk for
Helicobacter pylori positivity was assessed in
relation to the presence of recurrent URTI,
recurrent sinusitis or recurrent serous otitis,
none of these factors were found to have an
influence (Table IV).
In conclusion, our study found that the
likelihood of occurrence of esophagitis in
ear-nose-throat patients was increased in the
presence of recurrent otitis media and/or
postglottic edema, irrespective of the presence
of reflux symptoms. We also may say that,
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in contrast to the situation where adults are
concerned, laryngopharyngeal reflux cannot be
readily discriminated from gastroesophageal
reflux in pediatric patients. Because of the
small number of patients in the present study,
more extensive investigations concerning this
issue are needed.
REFERENCES
1. Diaz DM, Winter HS, Colletti RB, et al. Knowledge,
attitudes and practice styles of North American
pediatricians regarding gastroesophageal reflux disease.
J Pediatr Gastroenterol Nutr 2007; 45: 56-64.
2. Didilescu C, Dinu M. [Respiratory manifestations
in esophageal diseases]. [Article in Romanian]
Pneumologia 2007; 56: 38-40.
3. Cohen JT, Bach KK, Postma GN, Koufman JA. Clinical
manifestations of laryngopharyngeal reflux. Ear Nose
Throat J 2002; 81: 19-23.
4. Koufman JA. The otolaryngologic manifestations of
gastroesophageal reflux disease (GERD): a clinical
investigation of 225 patients using ambulatory 24-hour
pH monitoring and an experimental investigation of
the role of acid and pepsin in the development of
laryngeal injury. Laryngoscope 1991; 101: 1-78.
5. Koufman JA, Amin MR, Panetti M. Prevalence of reflux
in 113 consecutive patients with laryngeal and voice
disorders. Otolaryngol Head Neck Surg 2000; 123:
385-388.
6. Book DT, Rhee JS, Toohill JS, Smith TL. Perspectives
in laryngopharyngeal reflux: an international survey.
Laryngoscope 2002; 112: 1399-1406
7. Belafsky PC, Postma GN, Koufman JA. Validity and
reliability of the reflux symptom index (RSI). J Voice
2002; 16: 274-277.
8. Belafsky PC, Postma GN, Koufman JA. The validity
and reliability of the reflux finding score (RFS).
Laryngoscope 2001; 111: 1313-1317.
9. Lundell LR, Dent J, Bennett JR, et al. Endoscopic
assessment of oesophagitis: clinical and functional
correlates and further validation of the Los Angeles
classification. Gut 1999; 45: 172-180.
10. Koufman JA, Belafsky PC, Back KK, Daniel E, Postma
GN. Prevalence of esophagitis in patients with pHdocumented laryngopharyngeal reflux. Laryngoscope
2002; 112: 1606-1609.
11. Yellon RF, Goldberg H. Update on gastroesophageal
reflux disease in pediatric airway disorders. Am J Med
2001; 111: S78-S84.
12. Vavricka SR, Storck CA, Wildi SM, et al. Limited
diagnostic value of laryngopharyngeal lesions in
patients with gastroesophageal reflux during routine
upper gastrointestinal endoscopy. Am J Gastroenterol
2007; 102: 716-722.
13. Byrne PJ, Power C, Lawlor P, Ravi N, Reynolds JV.
Laryngopharyngeal reflux in patients with symptoms
of gastroesophageal reflux disease. Dis Esophagus
2006; 19: 377-381.

Volume 57 • Number 3

Likelihood of Reflux in ENT Outpatient Clinic Patients  265

14. Hickson C, Simpson CB, Falcon R. Laryngeal
pseudosulcus as a predictor of laryngopharyngeal
reflux. Laryngoscope 2001; 111: 1742-1745.

28. Wohl DL. Nonsurgical management of pediatric vocal
fold nodules. Arch Otolaryngol Head Neck Surg 2005;
131: 68-72.

15. Chang AB. Cough: are children really different to
adults? Cough 2005; 1: 7.

29. Putnam PE, Orenstein SR. Hoarseness in a child with
gastroesophageal reflux. Acta Paediatr 1992; 81: 635636.

16. Chang AB, Glomb WB. Guidelines for evaluating
chronic cough in pediatrics: ACCP Evidence-Based
Clinical Practice Guidelines. Chest 2006; 129:
S260-S283.

30. Gumpert L, Kalach N, Dupont C, Contencin P.
Hoarseness and gastroesophageal reflux in children.
J Laryngol Otol 1998; 112: 49- 54.

17. Sifrim D, Dupont L, Blondeau K, Zhang X, Tack J,
Janssens J. Weakly acidic reflux in patients with chronic
unexplained cough during 24 hour pressure, pH, and
impedance monitoring. Gut 2005; 54: 449-454.

31. Mandell DL, Kay DJ, Dohar JE, Yellon RF. Lack of
association between esophageal biopsy, bronchoalveolar
lavage, and endoscopy findings in hoarse children. Arch
Otolaryngol Head Neck Surg 2004; 130: 1293-1297.

18. Chang AB, Cox NC, Faoagali J, et al. Cough and reflux
esophagitis in children: their co-existence and airway
cellularity. BMC Pediatr 2006; 6: 4.

32. Te z e r M S , Ko c k a r M C , Ko c k a r O, C e l i k A .
Laryngopharyngeal reflux finding scores correlate with
gastroesophageal reflux disease and Helicobacter pylori
expression. Acta Otolaryngol 2006; 126: 958-961.

19. Ulualp SO, Toohill RJ. Laryngopharyngeal reflux: state
of the art diagnosis and treatment. Otolaryngol Clin
North Am 2000; 33: 785-802.
20. Bothwell MR, Parsons DS, Talbot A, et al. Outcome
of reflux therapy on pediatric chronic sinusitis.
Otolaryngol Head Neck Surg 1999; 121: 255-262.
21. Poelmans J, Tack J, Feenstra L. Prospective study
on the incidence of chronic ear complaints related
to gastroesophageal reflux and on the outcome of
antireflux therapy. Ann Otol Rhinol Laryngol 2002;
111: 933-938.
22. Rozmanic V, Velepic M, Ahel V, Bonifacic D, Velepic M.
Prolonged esophageal pH monitoring in the evaluation
of gastroesophageal reflux in children with chronic
tubotympanal disorders. J Pediatr Gastroenterol Nutr
2002; 34: 278-280.
23. Tasker A, Dettmar PW, Panetti M, Koufman JA, Birchall
JP, Pearson JP. Reflux of gastric juice and glue ear in
children. Lancet 2002; 359: 493.
24. Lieu ECJ, Muthappan GP, Uppaluri R. Association of
reflux with otitis media in children. Otolaryngol Head
Neck Surg 2005; 133: 357-361
25. Velepic MM, Velepic MS, Starcevic R, Manestar D,
Rozmanic V. Gastroesophageal reflux and sequelae
of chronic tubotympanal disorders in children. Acta
Otolaryngol 2004; 124: 914-917.
26. Maddern BR, Campbell TF, Stool S. Pediatric voice
disorders. Otolaryngol Clin North Am 1991; 24: 11251140.
27. Smit CF, van Leeuwen JA, Mathus-Vliegen LM, et
al. Gastropharyngeal and gastroesophageal reflux in
globus and hoarseness. Arch Otolaryngol Head Neck
Surg 2000; 126: 827-830.

33. Ercan I, Cakır BO, Uzel TS, Sakiz D, Karaca C, Turgut
S. The role of gastric Helicobacter pylori infection in
laryngopharyngeal reflux disease. Otolaryngol Head
Neck Surg 2006; 135: 52-55.
34. Rubin JS, Benjamin E, Prior A, Lavy J, Ratcliffe P. The
prevalence of Helicobacter pylori infection in benign
laryngeal disorders. J Voice 2002; 16: 87-91.
35. Umeda M, Kobayashi H, Takeuchi Y, et al. High
prevalence of Helicobacter pylori detected by PCR in
the oral cavities of periodontitis patients. J Periodontol
2003; 74: 129-134.
36. Unver S, Kubilay U, Sezen OS, Coskuner T. Investigation
of Helicobacter pylori colonization in adenotonsillectomy
specimens by means of the CLO test. Laryngoscope
2001; 111: 2183-2186.
37. Sarnelli G, Ierardi E, Grasso R, et al. Acid exposure
and altered acid clearance in GERD patients treated
for Helicobacter pylori infection. Dig Liver Dis 2003;
35: 151- 156.
38. Labenz J, Blum AL, Bayerdörffer E, Meining A, Stolte
M, Börsch G. Curing Helicobacter pylori infection
in patients with duodenal ulcer may provoke reflux
esophagitis. Gastroenterology 1997; 112: 1442-1447.
39. Postma GN, Tomek MS, Belafsky PC, Koufman JA.
Esophageal motor function in laryngopharyngeal reflux
is superior to that in classic gastroesophageal reflux
disease. Ann Otol Rhinol Laryngol 2001; 110: 11141116.
40. Us D, Hasçelik G. Seroprevalence of Helicobacter pylori
infection in an asymptomatic Turkish population. J
Infect 1998; 37: 148-150.

