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APPROACH TO THE PATIENT WITH DYSPHAGIA
Dysphagia
Dysphagia localized
to neck, nasal
regurgitation, aspiration,
associated ENT symptoms

Dysphagia localized
to chest or
neck, food impaction
Esophageal dysphagia

Oropharyngeal dysphagia

Propulsive

Structural

Solid
dysphagia

Propulsive

Structural
Odynophagia

Neurogenic

Intermittent
• Schatzki ring
• Esophageal web

Myogenic

• Zenker’s diverticulum
• Neoplasm
• Cervical web
• Cricopharyngeal bar
• Osteophytes
• Congenital abnormalities
• Post head and neck surgery
• Chemotherapy mucositis
• Radiation
• Corrosive injury
• Infection

• Cerebral vascular
accident
• Parkinson’s
• Amyotropic lateral
sclerosis
• Brainstem tumor
• Guillain-Barré
• Huntington’s chorea
• Post-polio syndrome
• Multiple sclerosis
• Cerebral palsy

• Myasthenia gravis
• Polymyositis
• Mixed connective
tissue disorders
• Oculopharyngeal
muscular
dystrophy
• Paraneoplastic
syndrome
• Myotonic dystrophy
• Sarcoidosis

• GERD with weak
peristalsis
• Achalasia
(primary and
secondary)
• Diffuse
esophageal
spasm
• Scleroderma

Variable
• Peptic stricture
• Eosinophilic
esophagitis
• Hiatal hernia
• Extrinsic compression
• Surgical stenosis
• Radiation esophagitis
• Ringed esophagus
• Congenital esophageal
stenosis

Dysphagia

Progressive
• Neoplasm

• Pill esophagitis
• Infectious
esophagitis
• Caustic injury
• Chemotherapy
mucositis
• Sclerotherapy
• Crohn’s disease
• Behcet’s syndrome
• Bullous pemphygoid
• Lichen planus

CHAPTER 53

Solid and liquid
dysphagia

Figure 53-2 Approach to the patient with dysphagia. Etiologies in bold print are the most common. ENT, ear, nose, and throat; GERD, gastroesophageal reflux disease.

agents or pills, previous radiation or chemotherapy, or associated
mucocutaneous diseases may help isolate the cause of dysphagia.
With accompanying odynophagia, which usually is indicative of
ulceration, infectious or pill-induced esophagitis should be suspected. In patients with AIDS or other immunocompromised states,
esophagitis due to opportunistic infections such as Candida, herpes
simplex virus, or cytomegalovirus and to tumors such as Kaposi’s
sarcoma and lymphoma should be considered. A strong history of
atopy increases concerns for eosinophilic esophagitis.
PHYSICAL EXAMINATION
Physical examination is important in the evaluation of oral and
pharyngeal dysphagia because dysphagia is usually only one of
many manifestations of a more global disease process. Signs of
bulbar or pseudobulbar palsy, including dysarthria, dysphonia,
ptosis, tongue atrophy, and hyperactive jaw jerk, in addition to
evidence of generalized neuromuscular disease, should be elicited.
The neck should be examined for thyromegaly. A careful inspection of the mouth and pharynx should disclose lesions that may
interfere with passage of food. Missing dentition can interfere
with mastication and exacerbate an existing cause of dysphagia.
Physical examination is less helpful in the evaluation of esophageal dysphagia as most relevant pathology is restricted to the
esophagus. The notable exception is skin disease. Changes in the
skin may suggest a diagnosis of scleroderma or mucocutaneous
diseases such as pemphigoid, lichen planus and epidermolysis
bullosa, all of which can involve the esophagus.
DIAGNOSTIC PROCEDURES
Although most instances of dysphagia are attributable to benign
disease processes, dysphagia is also a cardinal symptom of several malignancies, making it an important symptom to evaluate.
Cancer may result in dysphagia due to intraluminal obstruction
(esophageal or proximal gastric cancer, metastatic deposits),
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extrinsic compression (lymphoma, lung cancer), or paraneoplastic
syndromes. Even when not attributable to malignancy, dysphagia
is usually a manifestation of an identifiable and treatable disease entity, making its evaluation beneficial to the patient and
gratifying to the practitioner. The specific diagnostic algorithm
to pursue is guided by the details of the history (Fig. 53-2). If
oral or pharyngeal dysphagia is suspected, a fluoroscopic swallow study, usually done by a swallow therapist, is the procedure
of choice. Otolaryngoscopic and neurologic evaluation also can
be important, depending on the circumstances. For suspected
esophageal dysphagia, upper endoscopy is the single most useful test. Endoscopy allows better visualization of mucosal lesions
than does barium radiography and also allows one to obtain
mucosal biopsies. Endoscopic or histologic abnormalities are
evident in the leading causes of esophageal dysphagia: Schatzki
ring, gastroesophageal reflux disease and eosinophilic esophagitis.
Furthermore, therapeutic intervention with esophageal dilation
can be done as part of the procedure if it is deemed necessary.
The emergence of eosinophilic esophagitis as a leading cause of
dysphagia in both children and adults has led to the recommendation that esophageal mucosal biopsies be obtained routinely in
the evaluation of unexplained dysphagia even if endoscopically
identified esophageal mucosal lesions are absent. For cases of
suspected esophageal motility disorders, endoscopy is still the
appropriate initial evaluation as neoplastic and inflammatory
conditions can secondarily produce patterns of either achalasia
or esophageal spasm. Esophageal manometry is done if dysphagia is not adequately explained by endoscopy or to confirm
the diagnosis of a suspected esophageal motor disorder. Barium
radiography can provide useful adjunctive information in cases of
subtle or complex esophageal strictures, prior esophageal surgery,
esophageal diverticula, or paraesophageal herniation. In specific
cases, computed tomography (CT) examination and endoscopic
ultrasonography may be useful.
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