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Clinical Scenario

A 27-year-old man was evaluated for solid-food
ysphagia. He described intermittent bouts of solid food
ticking in his midchest. He always was a slow eater.
here was one episode of food impaction 2 years earlier

hat required endoscopic removal of a piece of chicken.
he patient has had neither heartburn nor weight loss.
Physical examination was normal. Complete blood

ount and differential white blood cell count were unre-
arkable. No abnormalities of the esophagus, stomach,

r duodenum were detected at upper endoscopy. How
hould this patient be managed?

The Problem

Dysphagia is defined as difficulty in transferring
ood from the mouth to the stomach and involves 2
tages. The first stage of swallowing, termed the oropha-
yngeal stage, is under voluntary control and moves the
ood bolus from the mouth to the esophagus. The second
tage is called the esophageal stage and is involuntary.

The history often gives clues as to the site of abnor-
ality in the esophagus. Patients with oropharyngeal

roblems have difficulty in transferring the bolus from
he mouth to the upper esophagus. These patients have a
istinct clinical presentation that includes difficulty in
nitiating the swallow, as well as problems with aspira-
ion, choking, nasopharyngeal regurgitation, and dys-
honia.
In contrast, patients with esophageal causes of dyspha-

ia frequently report a perception that food sticks at a
oint in the chest or throat. In patients with distal
sophageal strictures, the level of perception of obstruc-
ion usually corresponds to the site of the stricture.
owever, some patients with lower-esophageal strictures

an point to the proximal esophagus as the site of ob-
truction. It is unusual for patients with proximal esoph-
geal lesions to point to the distal esophagus as the site

f obstruction.
It is important to determine whether dysphagia is for
olids, liquids, or whether it affects both consistencies of
ood. Disease processes that narrow the esophageal lumen
haracteristically will begin with dysphagia to solid
oods and then may progress to dysphagia to liquids. In
ontrast, patients with esophageal dysmotility (typically
chalasia) frequently complain of dysphagia to both sol-
ds and liquids as the initial symptom.

The time course of dysphagia may be helpful. Non-
rogressive and long-standing intermittent dysphagia
ften is caused by a lower-esophageal mucosal ring
Schatzki’s ring). In contrast, discrete esophageal stric-
ures cause progressive dysphagia and if weight loss is
rominent malignancy should be considered. A history
f heartburn and regurgitation increases the likelihood of
peptic esophageal stricture. Patients with pill esoph-

gitis often describe pain in association with dysphagia.
n patients with smooth muscle diseases such as sclero-
erma, dysphagia may be secondary to gastroesophageal
eflux or the esophageal dysmotility.

Eosinophilic esophagitis (EE) may be a cause of dys-
hagia in a normal-appearing esophagus. This condition
s seen in young adults with a long history of solid-food
ysphagia or impaction. Endoscopy may reveal a number
f subtle features that include a ringed-appearing or
orrugated esophagus (Figure 1), a crepe-paper–appear-
ng esophagus, or distal esophageal furrowing, or even a
ormal-appearing esophagus. The diagnosis of EE is
ade reliably by showing a dense eosinophilic infiltrate

n the esophageal mucosa by using standard H&E stain-
ng. Patients with EE may develop deep mucosal tears
uring endoscopy even in the absence of dilatation.
hese tears can be quite alarming, but rarely result in
erforation. The treatment of EE in adults includes top-
cal steroid lavage with the use of a fluticasone inhaler.

Abbreviation used in this paper: EE, eosinophilic esophagitis.
© 2005 by the American Gastroenterological Association
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here are data to suggest that a leukotriene D4 antago-
ist (Montelukast; Merck and Company, White House
tation, NJ) on a daily basis also may be helpful.

Management Strategies and Supporting
Evidence

Barium esophagram or endoscopy? Upper en-
oscopy is the initial investigation of choice in patients
ith esophageal dysphagia because it identifies mucosal

esions, biopsy specimens can be obtained, and dilatation
an be performed. Barium evaluation is more sensitive
han routine endoscopy in detecting subtle esophageal
arrowings caused by mucosal rings and is recommended
s the primary test when there is a high suspicion for
chalasia or proximal esophageal lesions. If the upper
ndoscopic and barium examinations are normal, mid-
nd distal esophageal biopsy examinations, as well as
sophageal manometry, may be indicated.

Esophageal biopsy examinations. Routine mid-
nd distal esophageal biopsy examinations in patients
ith dysphagia and a normal-appearing esophagus would

eem reasonable to exclude EE. Others would restrict
iopsy examinations to patients with ringed esophagus,
r history of atopy. There is some controversy as to the
ole of gastroesophageal reflux in EE. The diagnosis of
osinophilic esophagitis is based on �20 eosinophils per
igh-power field (Figure 2). Patients with reflux esoph-
gitis rarely have �5–10 eosinophils per high-power
eld.

Esophageal manometry. Two major disease pro-
esses cause esophageal aperistalsis and dysphagia: sclero-

igure 1. Endoscopic features suggestive of EE. A typical ringed
ppearance is seen in the midesophagus.
erma, a connective tissue disorder, and achalasia, a p
isorder of unknown cause. The classic manometric fea-
ures of scleroderma include loss of peristalsis in the
mooth muscle esophagus, with a low to low-normal
ower-esophageal sphincter mean pressure. The mano-
etric features for achalasia include aperistalsis (with

imultaneous waves) and a poorly relaxing lower-esoph-
geal sphincter that has an increased basal tone. Upper
ndoscopy frequently will show resistance to advancing
he scope through the esophagogastric junction in acha-
asia, and endoscopy may show evidence of distal esoph-
geal inflammation or stricture formation in scleroderma.

Patients with diffuse esophageal spasm may have in-
ermittent dysphagia to solids and liquids associated
ith chest pain. On esophageal manometry, there is a
attern of simultaneous contractions (at least 30%) in-
erspersed with normal peristalsis. Nutcracker phenom-
non (high amplitudes in the distal esophagus) may be
nrelated to dysphagia.

Areas of Uncertainty

Role of provocative barium studies. Whether a
atient with intermittent solid-food dysphagia and a

igure 2. Histologic features of the esophageal mucosa in EE (H&E
tains). Numerous intraepithelial eosinophils are seen (�20/high-

ower field) (arrows).
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ormal-appearing esophagus should undergo a provoca-
ive barium study (barium-coated marshmallow study)
ollowed by dilatation has yet to be determined. It is
onceivable that patients who have evidence of a subtle
istal esophageal ring or hold-up of the marshmallow on
adiologic evaluation (using a marshmallow) may benefit
rom a dilatation during endoscopy.

Empiric dilatation of a normal-appearing esopha-
us. In the patient with a normal-appearing esophagus
ithout evidence of EE, the American Gastroenterology
ssociation Practice guidelines suggest empiric dilata-

ion of the esophagus. The few studies that address this
ssue have all had a number of methodologic flaws. In
eneral, esophageal rings were not excluded. Upper en-
oscopy may miss one third of large rings shown on
arium evaluation. Moreover, the presence of the ring
ay not be the cause of symptoms because patients with

ings 20 mm or greater in diameter (thought to be
onobstructive) may be asymptomatic or have reproduc-
ion of symptoms by swallowing a barium-coated marsh-
allow. It can be argued that patients with a normal-

ppearing esophagus may have a subtle ring and should
ndergo empiric dilatation. Patients with only solid-food
ysphagia seem to benefit from an empiric dilation using
8-mm diameter bougies; patients with only liquid dys-
hagia derive no benefit from dilatation. If empiric di-
atation is performed, it should be performed with a
ougie of a diameter �17- to 18-mm diameter. Patients
with an endoscopically normal esophagus) whose esoph-
gus was dilated with a 17-mm diameter bougie were
ble to eat more solid food than the group of patients
ho underwent dilatation with smaller bougies, despite
lack of improvement in the frequency of overall

ysphagia.
A randomized study evaluated 83 patients in whom

he esophagus appeared normal on endoscopy, and they
nderwent a dilatation to 18 mm at the esophagogastric
unction by using a through-the-scope balloon, or a sham
ilatation. Both groups showed improvement in symp-
oms using a visual analog scale and, interestingly, the
ham group fared better. At 6 months there was no
ifference in the response rate between the 2 groups.
nlike the other studies discussed, this group used a

hrough-the-scope balloon rather than a bougie and it is
ossible that the greater therapeutic benefit seen in the
ther studies was owing to concomitant upper-esopha-
eal dilatation by the bougie.

Risk for Perforation With Empiric Dilatation
of the Normal-Appearing Esophagus

What is the risk for empiric dilatation in a nor-

al-appearing esophagus? Patients with a normal-ap- M
earing distal esophagus who undergo esophageal dila-
ation rarely have had any complications. However, a
ystematic evaluation beyond the small numbers in the
forementioned is lacking and endoscopists need to be
autious, especially in older patients. In patients with EE
ilatation, there may be deep mucosal tears and perfora-
ion has been reported.

Published Guidelines

The published guidelines from the American Gas-
roenterological Association recommend that upper gas-
rointestinal endoscopy be performed in patients with
esophageal-sounding” dysphagia. The 1999 American
astroenterological Association guidelines state “a trial

f empiric bougienage is reasonable for patients who
omplain of dysphagia for solid food and who have
ormal findings on endoscopic examination.” The algo-
ithm in Figure 3 incorporates the recommendations
rom the position statement as well as the novel obser-
ations since 1999. The evidence from limited studies
uggests that an 18-mm diameter bougie should be used
n patients who undergo an empiric dilatation.

Recommendations
In this young patient with a clear history of

olid-food dysphagia and a normal upper endoscopy,
id- and distal esophageal biopsy examinations are rec-

mmended to include EE (see Figure 3). If the biopsy
pecimens do not show EE, empiric dilatation with an
8-mm diameter bougie is reasonable. If, on the other
and, EE is present, the recommended regimen is a trial
f 4 puffs of Fluticasone (GlaxoSmithKline, Brentford,

igure 3. Algorithm for the management of dysphagia to solids.
otted line represents reasonable alternatives.
iddlesex, UK; 220 �g/ puff) twice a day after breakfast
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nd after the evening meal for 6 weeks. To ensure
dequate delivery to the esophagus (rather than the
ungs), a spacer should NOT be used. The patient should
e instructed to inspire deeply and at that moment
epress the inhaler and swallow the aerosol. The patient
hould rinse the mouth out with water and avoid food or
rink for 2–3 hours. If this fails to resolve symptoms,
ther therapies include a leukotriene D4 antagonist
Montelukast, 10–40 mg/day) and possibly oral steroids
prednisone, 30 mg/day for 2 weeks and taper over 6
eeks) as reasonable alternatives.
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