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Dysphagia... Difficulty
swallowing

Odynophagia...Painful
swallow
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Key messages

You will develop a system for answering the following questions:
* Does this patient have oropharyngeal (‘high’) dysphagia
e ..Or do they have oesophageal dysphagia?

* |fitis oropharyngeal dysphagia, is it a mechanical cause of dysphagia or a
motility problem?
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Dysphagia
I

Oropharyngeal Esophageal
{difficulty initiating swallowing = choking, (inability te move food down esophagus)
coughing, nasall regurgitation)

v v v v v

Neurological* Muscular Structural Solid food only Solid feods and liquids
Cortical Muscular dystrophy  Zenker's diverticulum ¢ ¢
Bulbar Polymyositis Thyromegaly
Peripheral ~ Myasthenia gravis Cervical spur Mechanical obstruction Neuromuscular disorder
Cricopharyngeal + | + + | *
Progressive Intermittent  Intermittent Progressive
Age =50 Heartbun  Lower Diffuse Reflux
{wt loss) esophageal  esophageal  symptoms
ring* spasm (DES) ¢
: : (chest pain) .
Carcinoma®  Peptic Scleroderma® Achalasia®

*“Most common stricture®
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Contents

* Functional anatomy and physiology of the oesophagus
* Oropharyngeal dysphagia

* QOesophageal dysphagia
* Mechanical obstruction
e Dysmotility
* Investigations for dysphagia

e (Case studies
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LAYERS OF THE ESOPHAGEAL WALL

Submucosa

Mucosa
Muscularis —

Adventitia
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e oniin

Oral phase Bolus moves from the oral cavity into the
oropharynx (voluntary process)

Pharyngeal phase Bolus moves from the oropharynx into the
oesophagus (involuntary process)

Oesophageal phase Bolus moves through the oesophagus and
into the stomach (involuntary process)
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Soft palate blocks
I | | the nasal cavity

Tongue blocks
the oral cavity

Bolus of food

Upper esophageal UES re-closes

sphincter (UES) closed

— Epiglottis blocks
Esophagus the Iarynx
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ysphagia
I

Oropharyngeal
{difficulty initiating swallowing = choking,
coughing, nasall regurgitation)

v

v v

Esophageal
(inability te move food down esophagus)

v v

Neurological* Muscular Structural Solid food only Solid feods and liquids
Cortical Muscular dystrophy  Zenker's diverticulum ¢ ¢
Bulbar Polymyositis Thyromegaly
Peripheral ~ Myasthenia gravis Cervical spur Mechanical obstruction Neuromuscular disorder
Cricopharyngeal + | + + *
Prggressive Intermittent  Intermittent Progressive
Age =50 Heartbun  Lower Diffuse Reflux
{wt loss) esophageal  esophageal  symptoms
ring* spasm (DES) ¢
: : (chest pain) .
Carcinoma®  Peptic Scleroderma® Achalasia®
“Most common stricture®
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Oropharyngeal dysphagia

e Difficulty initiating the swallow leading to symptoms of dysphagia

 Risks:

Malnutrition
Aspiration

e Questions | would ask....
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What is the quality of the voice?

When in the swallow do the symptoms occur?

Do you get any nasal regurgitation of food/fluids?

Do you ever choke on food/cough after eating?

What type of food/drinks exacerbate the problem?

Is the patient known to have a neurological condition?
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Causes of oropharyngeal dysphagia

Stroke Pharyngitis
Parkinson’s disease Radiation injury
Severe dementia Cervical osteophytes
Motor Neurone Disease (MND) Oropharyngeal cancers
Brain tumours Cleft palate
Neurological infections Large thyroid
Muscular dystrophies Cricopharyngeal bars/webs
Myasthenia Gravis Zenker’s diverticulum (Pharyngeal pouch)
Polymyositis
NHS ety @
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Oropharyngeal
dysphagia

* Thisis the remit of:
* ENT
* Neurology
* NOT gastroenterology!

* How is it investigated?
* Flexible nasendoscopy
* Modified barium swallow/video
fluoroscopy

* Management

e SALT

* PEG
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An 87 year old is referred to the gastroenterology team with a 6 months history
of dysphagia. He reports that he chokes on food and fluid, has been losing
weight, and has had several chest infections over the last 12 months. He had a
stroke 3 years ago, and has a left sided hemiparesis.

 Choking on food and fluid
* Aspiration
* Neurological history

* Weight loss — food avoidance?
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Oesophageal dysphagia

* Difficulty moving food from the oropharynx to the stomach

* Relies on:
* An unobstructed oesophagus
e Suitable peristalsis of the oesophagus
* Relaxation of the lower oesophageal sphincter

e 2 primary aetiologies of oesophgeal dysphagia
* Mechanical obstruction
e Dysmotility
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Investigations

 Does a 32 year old fit and well man with
intermittent dysphagia need a 2-week
wait upper Gl endoscopy?
« YES!

* Inour toolkit....
* Upper endoscopy
* Barium swallow
*  HR Manometry

The Primary Care Society ‘n' ( lb]

for Gastroenterology

South West




Mechanical causes of dysphagia

* Mainly dysphagia to solids
* Need to differentiate between intermittent and progressive dysphagia

* Causes of progressive dysphagia:
* Oesophageal cancer
*  Peptic stricture
* External compression (Cardiomegaly, bronchial tumours, enlarged mediastinal LNs)

e Causes of intermittent dysphagia:
* EoE
* Schatzki ring

* Best tests
e 0GD
e Barium swallow
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Dysphagia
|

Oropharyngeal
{difficulty initiating swallowing = choking,
coughing, nasal regurgitation)
|

Esophageal
(inability to move food down esophagus)
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Solid feods and liquids

Neurological* Muscular Structurg| Solid food only
Cortical Muscular dystrophy  Zenker's divert}ulum ¢
Bulbar Polymyaositis Thyromegdly . )
Peripheral ~ Myasthenia gravis Cervical spur Mechanical obstruction
Cricopharyngeal ;_J_1
Progressive Intermittent
Age =50  Heartburn  Lower
wi loss) esophageal
¢ ring*®
Cprcinoma*  Peptic
*“Most common stricture®

v

Neuromuscular disorder

v

v

Intermittent Progressive
Diffuse Reflux
esophageal  symptoms
spasm (DES) ¢
(chest pain)

Scleroderma® Achalasia®
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What to ask in the oropharyngeal dysphagia history

e Solids vs liquids?
* Progressive vs. intermittent?
 Where does food get stuck?

e Any other symptoms/signs?
e Chest pain
* Weight loss
* GORD

 Other medical problems?

Medications?
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Risk assessment — likelihood of malighant cause

A C
18'39 U Yes 1 Symptoms
50-59 5 No 0
60-69 6 D
i Dysphagia localises Edinburgh Dysphagia
70-79 7
to the neck Score (EDS) =
80-89 8 A+B+C+D+E+F
Yes -2
90-99 9
B
Gender Welght Loss >3kg --
Male 0
F | -1
emale No 0
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42 year old male with longstanding intermittent GORD, who has seen the GP
with 4 weeks of progressive dysphagia and odynophagia to solid foods only.
Trialled PPl intermittently over the last 2-3 years.

* Does he need an endoscopy?
* Yes —endoscopy findings show a peptic stricture at the GOJ

s

* Management
« PPI
* Balloon dilation
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50 year old with dysphagia to solids over a 12 month period. The patient
indicates mid-upper chest when showing you where the food gets stuck.
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External compression (continued)

* Think about related structures

* Dysphagia Lusoria
e Aberrant right subclavian artery
* Congenital = 0.5-1%

Right common

Left common ) / Left subclavian
carotid artery 7

carotid artery

Right subclavian
artery

Left subclavian
artery

Aberrant right
subclavian artery
(arteria lusoria)

Brachiocephalic
trunk
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68 year old man with progressive dysphagia over 4 months. Ex-smoker (40
pack years). Associated with anorexia, weight loss and lethargy.

 QOesophageal cancer
e 14t commonest cancer (UK)
* Types:
e Squamous cell carcinoma
* Adenocarcinoma

Squamous Barretts Low-grade
epithelium oesophagus dysplasia

High-grade .
gh-gra Adenocarcinoma
dysplasia
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Oesophageal cancer (continued)

Grade — TNM classification Staging — 0-4
* O -High grade dysplasia

Basement membrane e 1-confined to the submucosa

* 2A - confined to submucosa, 1-2 LNs
involved

* 2B -invaded the muscle layer

* 3 —Spread to muscle/adventitia and local
structures and 1-2 LNs

 4A-—Spread to local structures, and
multiple LNs

* 4B - metastatic spread L
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30 year old with recent admission to hospital with food bolus obstruction. Past
medical history includes asthma and hay fever. Further similar episodes over
the last 6 months, not requiring hospitalisation.

* Eosinophilic Oesophagitis
* 0.4-1%
* Atopy (50-80%)
* Intermittent food bolus obstruction
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Eosinophilic oesophagitis (continued)

s DiagnOSiS: Inside of esophagus

The tube = “lumen”

Asingle epithelial cell ¢

* 6 random biopsies s R
. . . Thecelslha!lnemelumen > ‘..
* >15 Eosinophils per HPF Sy # ;“'

Asingle eosinophil
* Immune cell

I ’.t
* * Not normally present . h
¢ Management: o .}"*;
. PPIs

* Topical corticosteroids
* Dietary — Six food exclusion diet

H H H ‘]rﬁogeso ree: hnp.//ooem lmnhgav/;ietuled ewh php?img=2912125_jnm-16-315-g002&req=4 ’ -
* Endoscopic dilation -
e
T
t 121
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45 year old with intermittent self-resolving episodes of dysphagia over 6 months,
mainly to meat. Was at a steakhouse recently and developed dysphagia, which only

resolved after copious amounts of fluid. No weight loss, occasional GORD controlled by
PPI.

e Schatzki ring

e Why?
* Congenital/acquired

* Treatment

* Nothingatallor...
* Balloon dilation

A R
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Dysphagia
|
Oropharyngeal Esophageal
{difficulty initiating swallowing = choking, (inability te move fopd down esophagus)
coughing, nasal regurgitation)
; v v ¢ ¥
Neurological* Muscular Structural Solid food only Solid foods and liquids
Cortical Muscular dystrophy  Zenker's diverticulum ¢ ¢
Bulbar Polymyositis Thyromegaly
Peripheral ~ Myasthenia gravis Cervical spur Mechanical obstruction Neuromuscular disorder
Cricopharyngeal | + | +
Progressive Intermittent | |ntermittent Progressive
Age =50 Heartburn  Lower Diffuse Reflux
{wt loss) esophageal phageal  symptoms
‘ l ring*® m (DES)
: ! chest pain) .
Carcinoma®  Peptic Scleroderma* Achalasia®
“Most common stricture®
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Dysmotility

e ...Aproblem with the peristaltic function of the oesophagus, or co-ordinated
relaxation of the lower oesophageal sphincter

e Dysphagia to solids and liquids
e Dysmotility conditions
* Achalasia
* Connective tissue disorders
e Diffuse oesophageal spasm
* Nutcracker oesophagus

* Best tests
e Barium swallow

* HR manometry
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36 year old with intermittent regurgitation of food and dysphagia, chest pain after
eating, and gradual weight loss. Has had a nocturnal cough for 6 months. OGD is
normal. The patient is referred for barium swallow.

® AC h d I as i d Initial insult: viral, toxin? »| Immunogenetics:
HLA DQA1*0103 or
HLA DQB1*0603
* Rare i
A 4
° C auses Chronic infection < > A“:ep,;:z toimmine
* Idiopathic L v
. W Cytotoxic T cells
* PSEUdoaChalaSIa ' Autoimmune antibodies
* Chagas disease v
Ganglionitis or loss
. of neurons
* Loss of relaxation of LOS T
. . Mh | H
* Loss of peristalsis e .
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Achalasia (continued)

* Symptoms:
* Dysphagia (90%) — solids and liquids
* Regurgitation of undigested food (75-90%)
* Respiratory complications (nocturnal cough, aspiration pneumonia) (up to 30%)
e Chest pain (25-60%)
* Heartburn (20-50%)
*  Weight loss (50-90%)
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Achalasia (continued)

A Type I B Typell C Type I
High IRP Normal IRP High IRP
Absent peristalsis Absent peristalsis Absent peristalsis
Absent contractile activity Absent contractile activity 2 or more spastic contractions with or without

Resolution of pressurization periods of compartmentalized pressurization
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Achalasia (continued)

* Management |
* Medications N\ Jpreumari
* Nitrates

Oesophageal complete

dilatation

e (Calcium channel blockers
* Botox injections

Balloon

() completely inflated
Balloon inserted and

inflated, expanding LOS

* Pneumatic dilation
* Hellers Myotomy +/- Nissen’s fundoplication
* POEM

e QOesophageal resection
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A 40 year old patient is referred to
the gastroenterology clinic with 6
months of worsening GORD, which
has become treatment-resistant. She
has now had several episodes of
dysphagia. She is also awaiting a
rheumatology referral for joint
stiffness and a raised ANA blood test.
OGD shows oesophagitis but no
cause for dysphagia is found.
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CLINICAL MANIFESTATIONS OF
SYSTEMIC SCLERODERMA

body an

GIC 0 CARDIOVASCULAR
age ’ | Effusior

SYSTEMIC

PULMONARY
CASTROINTESTINAL

MUSCULOSKELETAL

OPHTHALMOLOGIC

DRJOCKERS ..
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Scleroderma

Scleroderma

Esophageal

peristalsis
Absence of

peristalsis

LES hypotension
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The patient with non-cardiac chest pain....

* Hyperactive disorders of the oesophagus:
e Diffuse oesophageal spasm
* Nutcracker oesophagus

* HR manometry is key

* Treatment options:

* Medication (Nitrates, Calcium channel blockers,
TCAs)

* Botox
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Dysphagia summary

* The history is key
* Take a structured approach to the patient with dysphagia

* Try to decide:
* |s this oropharyngeal, or oesophageal dysphagia?
* Ifitis oesophageal dysphagia, is it a mechanical problem, or a motility
problem?
 Think about the best investigation for the patient
* Most roads lead to upper Gl endoscopy, but not all...
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