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Abstract 

Silent gastroesophageal reflux disease (GERD) may present without classic symptoms and instead 
manifest through respiratory and laryngeal signs. We report the case of a 27-year-old Middle Eastern 
Arab male with acute dry cough and hoarseness, unresponsive to antitussive therapy, ultimately 
diagnosed with silent GERD after significant improvement with proton pump inhibitor (PPI) 
therapy. 
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Introduction 

GERD typically presents with heartburn and regurgitation; however, some patients develop 
“silent GERD,” where extra-esophageal symptoms predominate [1]. Laryngopharyngeal reflux (LPR) 
can cause cough, hoarseness, and throat irritation without gastrointestinal complaints [2,3]. 
Misdiagnosis is common because such presentations resemble viral or allergic conditions. This case 
highlights the diagnostic value of recognizing reflux-related triggers and using a therapeutic PPI trial 
when GERD is suspected. 

Case Presentation 

A 27-year-old Middle Eastern Arab male presented with a one-week history of acute dry 
cough, worse at night and after meals. After three days, he developed hoarseness. He also reported 
mild rhinorrhea consistent with a viral upper respiratory infection. 

He denied heartburn, regurgitation, abdominal pain, nausea, vomiting, or dysphagia. 
The patient reported that eating chocolate consistently worsened his cough, especially 

nocturnally—consistent with chocolate’s known effect of relaxing the lower esophageal sphincter 
(LES) [4]. 

Prior Treatment 

He used: 

• Tussivan® antitussive syrup, 125 mL × 3 bottles, 
• With no improvement. 

Examination & Investigations 

• Vitals: normal 
• ENT: hoarseness, mild pharyngeal erythema 
• Lungs: clear 
• Chest X-ray: normal ( see Figure 1) 
• CBC: mild lymphocytosis 
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• CRP: normal 

Given nighttime coughing, meal-related worsening, hoarseness, and no infectious findings, 
silent GERD / laryngopharyngeal reflux was suspected. 

Figure 1. Posteroanterior (PA) chest radiograph showing clear lung fields with no evident focal consolidations, 
masses, or pleural effusion. The cardiac silhouette appears within normal size limits, and the mediastinal 
contours are unremarkable. The diaphragm is well defined bilaterally with no signs of subdiaphragmatic air. 
Overall, the radiograph demonstrates no acute cardiopulmonary abnormalities. 

Management 

Treatment consisted of: 

• Lansoprazole 30 mg once daily 
• Lifestyle modifications:  

o Avoid chocolate, caffeine, spicy foods 
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o No meals 2–3 hours before sleep 
o Elevate head of bed 
o Smaller, frequent meals 

Outcome 

Within a few days of starting Lansoprazole, the patient reported: 

• Marked improvement in cough 
• Significant reduction of hoarseness 

Complete symptom resolution occurred within 4 weeks. Poor response to antitussives and rapid 
improvement with PPI therapy strongly supported the diagnosis of silent GERD with LPR. 

Discussion 

Silent GERD may present exclusively with extra-esophageal symptoms, such as cough, throat 
clearing, or voice changes [2,5]. Reflux reaching the larynx causes mucosal inflammation, while 
esophago-bronchial reflexes also trigger cough [6]. 

Key diagnostic clues in this patient included: 

• Nocturnal worsening 
• Post-meal aggravation 
• Chocolate-induced symptoms 
• Hoarseness without infection 
• Poor response to cough medications 
• Dramatic response to PPI therapy 
• Poor response to cough medications 

Current evidence supports the use of empirical PPI trials for suspected extra-esophageal 
GERD, especially when other causes are excluded [7]. 

Conclusion 

Silent GERD should be considered in patients with acute or subacute dry cough and hoarseness, 
particularly when symptoms are post-prandial or nocturnal and unresponsive to standard 
antitussive therapy. Therapeutic PPI trials are useful both diagnostically and therapeutically. 
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