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Ozet

Disfaji bir semptomdur. Hastalarin sikayetleri, yutma iglemini baslatamamaktan, kat1 veya sivilarin yemek borusundan mideye gegisleri sirasinda engellen-
digi hissine kadar degisir. Disfajili hastalarin degerlendirilmesi ve tani1 konulmasi 6nem arz etmektedir. Bu arastirmada, disfajili hastalarin patogenezi, tanisi
ve degerlendirmesi ayri ayr1 tartigilmaktadir.
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Abstract

Dysphagia is a symptom. Patients’ complaints range from an inability to initiate swallowing to a feeling that solids or liquids are blocked from passing
through the esophagus into the stomach. It is important to evaluate and diagnose patients with dysphagia. In this study, the pathogenesis, diagnosis, and
evaluation of patients with dysphagia are discussed separately.
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INTRODUCTION

Dysphagia is a symptom. It occurs due to mechan-
ical obstruction of the passage of liquid or solid food
from the mouth to the stomach, decreased strength, or
impaired coordination of the muscles that provide the
swallowing movement. It may be due to a structural or
functional abnormality that interferes with the passage
of solids or liquids from the oral cavity to the stomach.

EPIDEMIOLOGY

The incidence in people over the age of 50 is 10%.
Dysphagia is observed in 30-60% of home care patients.
This rate increases with age. Dysphagia is observed in
approximately 12% of hospitalized patients with head
injury, stroke, Parkinsons disease, etc. Oropharynge-
al dysphagia is seen at a rate of 30-50% in the patient
group (1). In a survey study, 16% of over 31,000 adults
had dysphagia (a mean age of 46.5 years). Of those with
dysphagia, 16% reported severe symptoms (2).

DEFINITION

The terms dysphagia, odynophagia, and Globus are
defined as follows: Dysphagia is a subjective sensation
of difficulty or abnormality of swallowing. Odynopha-
gia is pain with swallowing. Globus sensation is a non-
painful sensation of a lump, tightness, foreign body, or
retained food bolus in the pharyngeal or cervical area
(3). Globus is a functional esophageal disorder char-
acterized by a Globus sensation. However, there is no
underlying structural abnormality, gastroesophageal
reflux disease, eosinophilic esophagitis, or a major es-
ophageal motility disorder.

Dysphagia leads to several complex factors that oc-
cur in neurological diseases, closed head injuries, head
and neck cancer, surgeries, spinal cord injuries, and
orthopedic injuries. In addition to dysphagia, regur-
gitation, and weight loss may occur. In some patients,
the cause of dysphagia cannot be distinguished and is
called functional dysphagia. Dysphagia towards both
liquid and solid foods more often suggests motility dis-
orders. Pathology may occur in the oropharyngeal or
esophageal phases of swallowing.

1. Oropharyngeal dysphagia: Also called transfer
dysphagia, it is mostly caused by neurogenic, myopa-
thic, and metabolic causes. Causes of oropharyngeal
dysphagia:

A. Neuromuscular causes

Stroke, Parkinson’s disease, Multiple sclerosis, My-
asthenia gravis, Head trauma, Dementia, Bell’s palsy,

Thyroid dysfunction, Polymyositis/Dermatomyositis,
Sarcoidosis, Cerebral palsy, Metabolic encephalopathy,
Idiopathic upper esophageal sphincter dysfunction,
Cranial nerve tumors, Muscular dystrophy, Amyo-
trophic lateral sclerosis.

B. Structural causes

Oropharyngeal tumors, Zenker Diverticuli, Phar-
ynx or throat infection (Candida mucositis, Herpes,
Cytomegalovirus), Thyromegaly, Previous operation
or radiotherapy, Osteophyte or other spinal diseases,
Proximal esophageal webs, Congenital anomalies (cleft
palate, etc.), Poor tooth structure.

2. Esophageal dysphagia: Esophageal dysphagia
arises from within the body of the esophagus, the lower
esophageal sphincter, or cardia. Causes of esophageal
dysphagia:

A. Neuromuscular (motility) diseases

Diffuse esophageal spasm, Nutcracker esophagus,
Hypertensive lower esophageal sphincter, Achalasia,
Ineffective esophageal motility, Scleroderma and other
rheumatological diseases, Reflux-related dysmotility,
Chagas disease.

B. Structural (mechanical) Diseases

Peptic stricture, Esophageal rings and webs, Diver-
ticula, Carcinoma and benign tumors, Foreign bodies,
Eosinophilic esophagitis, Vascular compression, spinal
osteophytes, Mucosal damage (drug, infection, GERD),
and Mediastinal mass.

3. Odynophagia: A history of odynophagia (pain
with swallowing, typically in the chest) should prompt
concern about possible esophagitis. However, the fol-
lowing causes should also be investigated. Causes of
odynophagia:

A. Caustic intake (acid, alkali)

B. Drugs: Alendronate and other bisphosphonate
group, Aspirin and other nonsteroidal anti-inflamma-
tory drugs, Iron preparations, Potassium chloride (es-
pecially slow-release forms), Quinidine, Tetracycline
and its derivatives, Zidovudine, Emepronium bromide.

C. Infectious esophagitis: Viral (Cytomegalovi-
rus, Epstein-Barr virus, Herpes simplex virus, Human
immunodeficiency virus), Bacterial (Mycobacterium
tuberculosis or avium complex), Fungal (Candida, His-
toplasmosis), Protozoan (Cryptosporidium, Pneumo-
cystis).

D. Severe reflux esophagitis

E. Esophageal carcinoma
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EVALUATION OF DYSPHAGIA

As it is known, swallowing has three phases: the oral
phase, pharyngeal phase, and esophageal phase. The
oral phase is a voluntary phase, but the pharyngeal and
esophageal phases are involuntary. Therefore, deter-
mining where the problem is is important for diagnosis
and treatment.

Oropharyngeal dysphagia patients have difficulty
initiating swallowing or report that food sticks immedi-
ately after swallowing. Patients may indicate the cervical
region as the location of their symptoms. Swallowing
may be accompanied by nasopharyngeal regurgitation,
aspiration, and a sensation that food remains in the
pharynx. Oral dysfunction may lead to drooling, hy-
persalivation, swallowing small pieces, and dysarthria.
Pharyngeal dysfunction may lead to coughing or chok-
ing during food consumption and dysphonia.

Patients with esophageal dysphagia have difficulty
swallowing several seconds after initiating a swallow,
and a sensation that foods and/or liquids are being
obstructed or delayed in their passage from the upper
esophagus to the stomach. Patients may point to the su-
prasternal notch or to an area behind the lower part of
the sternum as the site of obstruction (4).

Dysphagia to both solids and liquids from the on-
set of symptoms is perhaps due to a functional disorder
of the esophagus. Dysphagia to solids only is usually
present when the esophageal lumen is narrowed to 13
mm or less (eg, by a stricture, ring, web, or extrinsic
compression). Progressive dysphagia, beginning with
dysphagia to solids followed by dysphagia to liquids, is
usually caused by a peptic stricture or obstructing le-
sion (5). Symptoms of peptic stricture are slowly and
gradually progressive, whereas those due to a malig-
nancy progress more rapidly (16). Patients with motili-
ty disorders may also exhibit progressive dysphagia (eg,
achalasia) or may exhibit intermittent or nonprogres-
sive dysphagia (eg, distal esophageal spasm).

DIAGNOSIS

Laboratory tests

Complete blood count is a simple and important
test, especially in ruling out anemia. For Plummer-Vin-
son syndrome, characterized by iron deficiency anemia
and upper esophageal web, low blood hemoglobin, in-
creased iron binding capacity, and ferritin are impor-
tant in the etiology of dysphagia. Sedimentation, thy-
roid function tests, and, if clinically necessary, specific
laboratory tests (such as anti-centromere antibody and
anti-Scl-/0 antibody in case of suspicion of scleroder-
ma) may also be examined.

Fiberoptic endoscopic swallowing study
(FESS)

It is an important test used in the evaluation of pa-
tients with dysphagia. This examination can be used
more prominently as it can be performed in outpatient
clinic conditions, does not contain radiation, and is
easy to use at the bedside in immobile patients. Follow-
ing flexible endoscopic examination, FESS is performed
(Figure 1).The oropharynx, hypopharynx, and larynx
are evaluated by giving food of three different consist-
encies (solid, liquid, and semi-solid) (Figure 2). The
time it takes for the bolus to pass from the oral cavity
to the oropharynx and hypopharynx, the functioning
of the upper esophageal junction, food penetration into
the vocal cords, aspiration through the glottic opening
and whether a cough develops as a result, and the pres-
ence of residual food in the vallecula and both sinuses
piriformis are evaluated (Figure 3). However, FEES has
the disadvantage that it requires specialized training in
both swallow physiology and flexible endoscopy.

Endoscopy

It is among the important examinations in terms of
evaluating the esophageal and gastric mucosa and al-
lowing biopsy in case of suspicious areas. Patients with

Figure 1. Flexible Endoscopy Procedure

Figure 2. Semi-solid and liquid foods dyed with food coloring
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Figure 3. Fiberoptic Endoscopic Evaluation of Swallow
(FEES) (Semi-solid food penetration)

esophageal dysphagia should be referred for an upper
endoscopy to determine the underlying cause, exclude
malignancy, and perform therapy (e.g, dilation of an es-
ophageal ring) if needed (7,8).

Videolaryngoscopic swallowing study
(VESS)

Its other known name is the modified barium swal-
low test. Food is given in all three consistencies, and ra-
diological imaging is taken until the food bolus passes
into the stomach and is recorded on video (Figure 4).
Since the image is taken from the inside in the fiberop-
tic endoscopic swallowing study, instantaneous image
closure (white blindness) is not seen in VFSS. While
there is a good correlation between FEES and video-
fluoroscopy, penetration/aspiration risk is perceived to
be more severe on FEES as compared with videofluor-
oscopy assessment (9-11). However, its disadvantages
include the small amount of radiation it receives and
its cost.

Barium Esophageal Passage X-ray

A method of X-ray imaging after ingestion of a bar-
ium solution. It is the first choice test in patients with a
history/clinical features of a proximal esophageal lesion
(e.g., surgery for laryngeal or esophageal cancer, Zen-
ker diverticulum, or radiation therapy involving the
head, neck, or chest).

Esophageal Manometry

For patients with nondiagnostic upper endoscopy,
the next step is usually esophageal manometry. It is use-
ful in assessing lower and upper esophageal sphincter
pressure and esophageal motility. Barium esophago-
gram is not routinely obtained, but may show subtle
lower esophageal rings or extrinsic esophageal compres-
sion that may be missed by upper endoscopy (12-14).

Electromyography

It is especially useful in upper esophageal sphincter
spasms. It can be used when neurological diseases such

Figure 4. Swallowing with videofluoroscopy

as Myasthenia Gravis and amyotrophic lateral sclerosis
are suspected.

Radiological imaging

Magnetic resonance imaging (such as soft tissue
diseases), computed tomography, ultrasonography, and
lateral cervical roentgenograms (such as vertebral oste-
ophytes) can also be used in appropriate patients.

DIFFERENTIAL DIAGNOSIS

The following diseases are in the differential diagno-
sis: Esophageal stricture, Peptic stricture (e.g., system-
ic sclerosis, Zollinger-Ellison syndrome, nasogastric
tube placement, and after Heller myotomy or peroral
esophageal myotomy for achalasia), esophageal spasm,
chronic radiation esophagitis, esophageal or laryngeal
cancer, drug-induced stricture, eosinophilic esophagi-
tis cardiovascular abnormalities, achalasia, lymphocyt-
ic esophagitis, Sjogren’s disease (15-19).

Chronic heartburn in a patient with dysphagia may
be a clue to complications of gastroesophageal reflux
disease, such as erosive esophagitis, peptic stricture, or
adenocarcinoma of the esophagus. Patients with peptic
stricture usually have a history of heartburn and regur-
gitation and later weight loss, while patients with eso-
phageal cancer tend to be older males with significant,
rapid weight loss (20). In spastic motility disorders such
as diffuse esophageal spasm, there is chest pain and
sensitivity to cold drinks.

TREATMENT

The goals of the management of oropharyngeal dys-
phagia are to improve food transfer and prevent aspira-
tion. Treatment should be planned according to the un-
derlying cause. If there is anemia, iron treatment should
be given, and if there is myasthenia gravis, pyridostig-
mine treatment should be given, and the improvement
should be monitored. In reflux esophagitis, it can be
observed that the complaint of dysphagia decreases by
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Figure 5. Mendelsohn Maneuver

giving proton pump inhibitors and antacid treatment.
In cases where salivary secretion is reduced (such as
head and neck radiotherapy, Sjogren’s), patients can be
given oral pilocarpine for 2-3 months.

Swallowing rehabilitation and nutrition

Swallowing rehabilitation may be recommended for
patients with mild oropharyngeal dysphagia (e.g., after
stroke, head or neck trauma, surgery, or degenerative
neurologic disease). Enteral feeding may be recom-
mended in patients with severe dysfunction and risk of
aspiration. Changing the head position during swallow-
ing (such as tilting the head forward, or tilting the head
back), oral-motor exercises, modified Valsalva maneu-
ver, and Mendelsohn maneuver are the most commonly
used swallowing exercises (Figure 5). Dietary modifi-
cation may improve swallowing and help prevent aspi-
ration. For example, for patients with intolerance to lig-
uids, commercially available food additives that thicken
liquids may be beneficial because increasing bolus vis-
cosity may improve swallowing function (21,22).

Cricopharyngeal myotomy

Cricopharyngeal myotomy should be considered for

Vertebra

Figure 6. Endoscopic Balloon Dilatation

patients who have primary cricopharyngeal dysfunc-
tion characterized by inadequate pharyngeal contrac-
tion, lack of coordination between the pharynx and the
UES, or inadequate UES relaxation/reduced muscular
compliance (23). Although there are no randomized
trials, case series have suggested that cricopharyngeal
myotomy has an overall response rate of approximately
60 percent in patients with neurogenic causes of oro-
pharyngeal dysphagia (24).

Cricopharyngeal balloon dilatation

In patients with cricopharyngeal dysphagia who are
not surgical candidates, endoscopic dilatation is a rea-
sonable alternative (Figure 6).

Botulinum toxin injection

Botulinum toxin injection can be applied to patients
with cricopharyngeal muscle spasms. Chewing func-
tion can also be facilitated by applying botulinum toxin
injection to patients with masseter muscle spasms. This
application can be done with USG guidance (Figure 7).

Neuromuscular electrical stimulation

Direct stimulation of muscles to activate motor
units and increase muscle strength.

CCA : common
carotid artery

WV : internal
jugular vein

E : Esophagus

: Needle

Figure 7. USG-guided botox application to the cricopharyngeal muscle
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Structural disorders

If vertebral osteophyte formation is detected in ra-
diological examinations, rehabilitation therapy and/or
surgical excision can be planned.

CONCLUSION

Dysphagia may be due to structural or motility ab-
normalities in the passage of solid or liquid foods from
the oral cavity to the stomach. It is a significant source
of morbidity and mortality in the general population.
It is an alarm symptom that warrants rapid evaluation
to determine the exact cause and initiate appropriate
treatment. Treatment options range from medical ther-
apies and swallowing therapy to surgical interventions.
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