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ABSTRACT

Dysphagia is a term that describes difficulty swallowing. 
Patients with dysphagia, in addition to the risk of pneumonia 
due to food and drink entering the lungs and infection, also 
have an increased risk of severe malnutrition and dehydration 
due to reduced food and fluid intake. Malnutrition itself 
additionally affects the deterioration of the loss of muscle 
function, the rehabilitation of the act of swallowing and 
increases the risk of infection.
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INTRODUCTION

Dysphagia is a common and distressing symptom [1]. 
Dysphagia has a number of diverse causes, as a rule related to 
a illness handle that disturbs the co‐ordinated neuromuscular 
reflex included in swallowing or a mechanical obstructive 
handle. Dysphagia can proclaim an basic danger or critical 
neurological prepare. Examination and triage of patients 
is centered around appraisal for chance variables for harm, 
ampleness of the security of the swallow, and degree of 
compromise of sustenance. A little number of patients will 
require inpatient administration for this upsetting indication 
and may require wholesome aides – either enteral or 
parenteral – in arrange to treat their condition. Key in the 
appraisal of dysphagia is the require to decide aetiology. The 
vital examination remains oseophagogastroduodenoscopy 
(OGD).

Dysphagia can happen due to issues in the oropharynx or 
throat [2]. Oropharyngeal disarranges influence the start of 
gulping at the pharynx and upper oesophageal sphincter. The 
understanding has trouble starting gulping and complains 
of choking, nasal regurgitation or tracheal goal. Drooling, 
dysarthria, hoarseness and cranial nerve or other neurological 
signs may be show. Oesophageal clutters cause dysphagia by 
discouraging the lumen or by influencing motility. Patients 
with oesophageal disease complain of nourishment ‘sticking’ 
after swallowing, in spite of the fact that the level at which 
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this is felt relates ineffectively with the genuine location 
of hindrance. Swallowing of fluids is typical until strictures 
gotten to be extreme.

DIFFERENT CAUSES

The dysphagia is ordinarily of slow onset and the quiet may 
restrict the location of dysphagia to the level of the lower 
conclusion of the sternum. oesophageal candidiasis may 
cause dysphagia and this more often than not happens in the 
immunocompromised understanding [3]. Achalasia is a clutter 
where there is degeneration of the oesophageal myenteric 
plexus coming about in misfortune of peristaltic withdrawal 
in the throat and failure of the lower oesophageal sphincter to 
relax in reaction to swallowing. it more often than not presents 
between 30 and 50 a long time of age. The dysphagia may be 
irregular and at that point gets dynamically more regrettable. 
It may be more awful for fluids than for solids. Liquid spewing 
forth at night may result in goal pneumonitis. With carcinoma, 
the dysphagia is more often than not of quick onset. at first it is 
for solids, at that point for liquids. there may be related weight 
misfortune, anorexia and side effects of frailty. Theremay 
be a history of achalasia or barrett’s throat. Dysphagia with 
nourishment staying at the upper conclusion of the throat in a 
middleaged woman may propose Plummer–Vinson disorder. 
this is due to a web in the upper throat (post-cricoid web). The 
condition is premalignant. A history of radiotherapy to chest 
or mediastinum may recommend an illumination stricture. 
With scleroderma, the quiet may have taken note changes 
in the skin, around the lips, in the fingers (sclerodactyly) or 
may have a past history of raynaud’s marvel. Chagas’ disease 
is greatly uncommon and is related with degeneration of the 
myenteric plexus related with trypanosomal contamination. 
the side effects are identical to those of achalasia.

Dysphagia to both fluids and solids is characteristic of this 
infection; in any case, indications may at first include basically 
solids, taken after by fluids [4]. Dysphagia is primarily localized 
to the lower chest, in spite of the fact that it may be localized 
to the neck. For the most part, it is compounded by passionate 
stretch or rushed eating. Patients frequently complain of 
taking longer to eat a dinner, or of drinking a huge sum of 
fluid to clear the nourishment from the esophagus. They may 
indeed depict having to stand up, perform the Valsalva move, 
or curve their backs to offer assistance clear nourishment from 
the esophagus.

The moment most visit displaying indication is regurgitation 

of nourishment, which is by and large undigested, nonbilious, 
and nonacidic. Patients may wake in the center of the night 
as a result of coughing or choking after regurgitation, the 
substance of which is regularly portrayed as white and frothy, 
emerging from an failure to clear spit from the esophagus. 
Chest torment and acid reflux happen in roughly 40% of 
patients and can be misdiagnosed as GERD (Gastroesophageal 
reflux disease). In any case, the acid reflux is for the most part 
not postprandial or responsive to antacids.

Mild weight misfortune is famous in roughly 85% of patients 
and may indeed mirror cancer when significant. In any case, 
the interim from the showing side effect to the point at which 
the understanding looks for restorative consideration is very 
variable, some of the time expanding past a decade.

Dysphagia can result from complications of surgery to the 
head or neck locales [5]. In surgical resection of tumors of 
the neck locale, for case, harm to cranial nerve may happen, 
which influences swallowing if the nerve innervates the 
muscles included in swallowing. Dysphagia can be classified 
agreeing to the stages of swallowing. In this way, there are 
oropharyngeal and esophageal dysphagia. Oropharyngeal 
dysphagia is trouble in the stream of the bolus from the verbal 
depth into the cervical esophagus. In this way, oropharyngeal 
dysphagia may compromise the capacities of the airway as 
well as pharyngeal bolus clearance. Oropharyngeal dysphagia 
is more often than not neurologic in beginning. The displaying 
complaints are coughing taking after the act of swallowing. 
Esophageal dysphagia essentially implies trouble in the 
section of nourishment or fluid bolus through the esophagus. 
The showing complains of pharyngeal dysphagia are feeling 
of a protuberance in the throat or globus sensation, which is a 
sensation of nourishment collection in the locale of the sternal 
score. The sensation happens in dysphagia and is related 
with gastroesophageal reflux and achalasia. Dysphagia can 
be surveyed with radiological procedures such as video 
barium esophagography and non-radiological strategies such 
as bedside gulping evaluation and fiberoptic endoscopy. 
Utilitarian appraisal of dysphagia can be done with esophageal 
manometry. Dysphagia may lead to such complications as 
parchedness, ailing health, weight misfortune, aviation route 
hindrance, and desire pneumonia.

PATIENT

The nearness of a huge goiter will be obvious [3]. With the 
pharyngeal pocket, patients are ordinarily of center age or 
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elderly. they may have taken note a swelling, more often 
than not in the cleared out back triangle of the neck. They 
may also have dysphagia limited behind the manubrium 
related with the pocket squeezing on the throat. on lying 
down there is spewing forth of nourishment with coughing. 
the understanding may also have halitosis. With bronchial 
carcinoma there may be coordinate weight on the throat 
from the tumor or through auxiliary spread to the mediastinal 
lymph hubs. there may be a history of bronchial carcinoma or 
the persistent may show with haemoptysis. With dysphagia 
from mediastinal lymphadenopathy, the understanding may 
have taken note extended swellings at other locales, e.g. axilla 
or groin. Dysphagia from weight of an extended cleared out 
chamber may be related with mitral stenosis and there may be 
a past history of this. With a paraoesophageal (rolling) hernia 
the dysphagia may be discontinuous, due to a full stomach 
squeezing on the adjoining throat. hiccups may happen due 
to disturbance of the diaphragm.

Dysphagia can frequently be categorized as oropharyngeal 
on the premise of the clinical highlights of nasal regurgitation, 
laryngeal goal, or trouble in moving the bolus out of the 
mouth [6]. These indications are more often than not related 
with a injury in the central or fringe apprehensive framework. 
Video fluoroesophagography (adjusted barium swallow or 
cine-esophagogram) is the strategy of choice since it permits 
a frame-by-frame assessment of the fast arrangement of 
occasions included in exchange of the bolus from the mouth 
to the esophagus.

In other patients, be that as it may, dysphagia in the esophageal 
body may be caused by dangerous as well as generous forms 
(peptic strictures auxiliary to reflux, Schatzki ring) and motility 
unsettling influences. Endoscopic examination is considered 
required in all patients with esophageal dysphagia. Adjunctive 
differentiate esophagography is moreover accommodating to 
direct an endoscopy that is expected to be troublesome (e.g., 
a understanding with a complex stricture or diverticulum), 
propose a unsettling influence in motility, and every so often 
distinguish unpretentious stenoses that are not acknowledged 
on endoscopy (the scope distance across is regularly ≤10 mm, 
though a few symptomatic strictures can be significantly 
wider).

Esophageal tumors that are not resectable can be palliated 
by warm implies (cautery or laser), but metallic expandable 
stents have ended up the palliative method of choice for most 

patients with symptomatic esophageal cancer. Generous 
injuries of the esophagus, such as strictures or rings, can too 
be expanded endoscopically, ordinarily with fabulous comes 
about. At last, a few motility unsettling influences, such as 
achalasia, may be drawn closer endoscopically with the utilize 
of huge swell dilators for the lower esophageal sphincter or, 
for high-risk patients, neighborhood infusion of botulinum 
poison. Peroral endoscopic myotomy utilizing a submucosal 
tunneling method from inside the esophagus is presently an 
elective to surgical myotomy for the treatment of achalasia, 
in spite of the fact that it carries the long-term chance of 
esophageal reflux disease.

In an adult, the esophageal lumen can swell up to 4 cm in 
diameter [7]. When the esophagus cannot widen past 2.5 cm 
in distance across, dysphagia to ordinary strong nourishment 
can happen. Dysphagia is continuously show when the 
esophagus cannot swell past 1.3 cm. Circumferential injuries 
deliver dysphagia more reliably than do injuries that include 
as it were a parcel of circumferences of the esophageal 
divider, as uninvolved fragments hold their distensibility. 
Common causes incorporate carcinoma, peptic and other 
generous strictures, and lower esophageal ring. Esophageal 
engine dysphagia may result from variations from the norm 
in peristalsis and deglutitive restraint due to diseases of the 
esophageal striated or smooth muscle.

Diseases of the striated muscle regularly also include the 
cervical portion of the esophagus, in expansion to influencing 
the oropharyngeal muscles. Clinical appearances of the 
cervical esophageal inclusion are more often than not eclipsed 
by those of the oropharyngeal dysphagia.

Diseases of the smooth-muscle section include the thoracic 
portion of the esophagus and the LES. Dysphagia happens 
when the peristaltic withdrawals are powerless or missing 
or when the withdrawals are nonperistaltic. Misfortune of 
peristalsis may be related with failure of LES unwinding. 
Shortcoming of contractile control happens due to muscle 
shortcoming, as in scleroderma or impeded cholinergic 
impact. Nonperistaltic withdrawals and disappointment of LES 
unwinding happen due to impeded inhibitory innervation. In 
diffuse esophageal spasm (DES), inhibitory innervation as it 
were to the esophageal body is disabled, while in achalasia 
inhibitory innervation to both the esophageal body and LES is 
impeded. Dysphagia due to esophageal muscle shortcoming 
is regularly related with side effects of gastroesophageal reflux 
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disease (GERD). Dysphagia due to misfortune of the inhibitory 
innervation is ordinarily not related with GERD but may be 
related with chest pain.

OBSTRUCTIONS

In numerous cases of dysphagia there will be nothing to 
discover on examination [3]. A goiter is more often than 
not an obvious swelling that moves on swallowing. With a 
pharyngeal pocket there may be a substantial swelling moo 
down in the back triangle of the neck (usually left), which 
gurgles on palpation. With carcinoma there may be signs of 
weight misfortune, a discernable liver due to metastases, or 
cervical lymphadenopathy due to metastases. Koilonychia, 
precise cheilitis and glossitis are clinical highlights related 
with Plummer–Vinson disorder. With light stricture there may 
be changes in the skin steady with past radiotherapy. With 
scleroderma there may be calcinosis of the subcutaneous 
tissue, raynaud’s wonder, sclerodactyly and telangiectasia. 
With dysphagia due to an extended cleared out chamber in 
mitral stenosis there may be signs of mitral stenosis, e.g. fringe 
cyanosis, malar flush, cleared out parasternal hurl, tapping 
summit beat, opening snap and mid-diastolic mumble best 
listened at the apex. A assortment of neurological anomalies 
will be related with dysphagia of neuromuscular origin.

CANCER

Dysphagia is the most common indication of oesophageal 
cancer with the point of stent arrangement being to move 
forward quality of life and empower verbal admissions 
of nourishment and water in patients unfit for surgery or 
oncological treatments [8]. Secured metal stents are suggested 
for dangerous strictures or maybe than plastic or revealed ones. 
These stents ought to also be utilized to seal over dangerous 
fistulae between the airways and oesophagus. In patients 
being considered for surgery, arrangement of a nourishing 
tube is ideal over addition of a stent since of the tall rate of 
SEMS- related antagonistic occasions. Brachytherapy may give 
a survival advantage over SEMS (Self-expanding metal stent) 
arrangement and ought to be considered in patients with a 
longer life anticipation. Alleviation from dysphagia is less fast 
with brachytherapy but comparative in size after one month. 
Palliative outside pillar radiotherapy may diminish dysphagia 
after 4– 6 weeks. SEMS ought to not be utilized earlier to 
radiotherapy since of a tall chance of life- undermining 
complications. A single dosage of brachytherapy concurrently 
with SEMS situation is secure and effective.

ALS

Is it stroke-related [9]? Is it related to a neuromuscular issue, 
like ALS (Amyotrophic lateral sclerosis), or Parkinson’s disease? 
We also see a few patients that have head and neck cancer, 
and they’ve had surgical treatment or radiation treatment that 
has come about in dysphagia. So, you continuously need to 
consider whether the fundamental condition can be restored 
and whether advancement is conceivable? If you’re managing 
with ALS, you’re exceptionally restricted from a treatment 
angle since the infection advances, which is regularly the 
case in Parkinson’s disease as well. On the other hand, you 
have a few stroke patients that may have a critical degree 
of rehabilitative potential. When there are no self-evident 
clarifications for the dysphagia, we may be seeing idiopathic 
oropharyngeal dysphagia, and these patients may display in a 
assortment of ways with different rehab potential.

EXAMINATION

A intensive examination to avoid any of the fundamental 
causes of dysphagia ought to be embraced [10]. A full 
neurological examination is especially imperative in the case 
of oropharyngeal dysphagia as signs of basic illness may 
be display, for case, Parkinson’s illness or cerebrovascular 
infection. Respiratory examination to prohibit aspiration is 
moreover vital and any prove of metastatic disease such as 
supraclavicular lymph hubs or hepatomegaly ought to be 
sought.

The patients’ dietary state and hydration ought to be surveyed 
to decide whether confirmation is required for intravenous 
fluids/feeding while examinations and treatment are 
instituted.

In all cases schedule research facility tests ought to be carried 
out to survey hydration and wholesome status. A chest 
radiograph is vital to see for any outward causes of dysphagia 
and to avoid goal. In the case of oropharyngeal dysphagia, 
examinations to prohibit the fundamental cause ought to be 
carried out as managed by clinical discoveries, for case, CT filter 
of head in the case of suspected cerebrovascular accident.

Patients with side effects of tall dysphagia ought to at first be 
evaluated by barium swallow to avoid pharyngeal pockets, 
as endoscopy may be perilous. The starting examination 
for moo esophageal dysphagia is more disputable. A few 
gastroenterologists incline toward a barium swallow to 
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begin with as early strictures, proximal rings and networks, 
dysmotility and early achalasia may be missed at endoscopy. 
Others incline toward endoscopy as the examination of to 
begin with choice, as inconspicuous mucosal changes can 
effortlessly be missed on barium radiology. Endoscopy too 
permits biopsies to be taken of any pathology encountered.

Esophageal manometry is the ‘gold standard’ for the 
examination of dysmotility and achalasia but is not accessible 
in all centers. Radionucleotide considers, in spite of the fact 
that less touchy than manometry, can be of utilize in centers 
with constrained get to to the last mentioned or in conjunction 
with manometry and pH thinks about in dubious cases.

Examination ought to incorporate cranial nerve work 
(especially V and VII–XII) and assessment of the mouth, 
with evaluation of jaw closure, dentition, and rumination 
[11]. Nearness of impeded cognitive state, dysphonia, 
and dysarthria all increment hazard of related dysphagia. 
Pharyngeal height can be evaluated by palpating the larynx 
amid swallowing, and gag reflex ought to be tried (in spite 
of the fact that its nonattendance does not essentially result 
in impeded swallowing). Bedside swallow can be performed 
with 50mL water, watching for at slightest 1min for cough, wet 
or hoarse voice, and sialorrhoea.

Investigations ought to incorporate FBC and TFT as well as 
fundamental dietary appraisal by measuring serum add up to 
protein and albumin. Haematinics ought to be checked in the 
weak persistent. CXR is demonstrated if pneumonia auxiliary 
to goal is suspected.

Videofluoroscopy or adjusted barium swallow stay the gold 
standard for appraisal of the worldwide swallowing handle. 
Fibreoptic transnasal laryngoscopy is valuable in a agreeable 
understanding to characterize the pharyngeal stage, looking 
especially for untimely bolus misfortune, laryngeal infiltration, 
tracheal goal, and pharyngeal buildup. Laryngeal EMG can be 
performed if a myopathic handle is suspected.

Upper GI endoscopy is delicate for identifying oesophageal 
(but not pharyngeal) intra-luminal and mucosal causes 
of obstacle, and manometry is ordinarily demonstrative if 
achalasia is suspected. If these are negative, CT may be utilized 
to identify submucosal or extramural oesophageal injuries. CT/
MRI of the head is moreover accommodating if a neurological 
aetiology is suspected.

Physical examination may uncover signs of skeletal muscle, 
neurologic, or oropharyngeal diseases [12]. Neck examination 
can uncover masses impinging on the esophagus. Skin 
changes might recommend the systemic nature of the basic 
infection (e.g., scleroderma).

Dysphagia is about continuously a indication of natural 
disease or maybe than a useful complaint. If oropharyngeal 
dysphagia is suspected, videofluoroscopy of swallowing may 
be demonstrative. Mechanical dysphagia can be assessed by 
barium swallow and esophagogastroscopy with endoscopic 
biopsy. Barium swallow and esophageal motility considers 
can appear the nearness of engine dysphagia.

TREATMENT

Most strictures are amiable to endoscopic dilatation beneath 
sedation [10]. An esophageal lumen of less than 12 mm will 
cause dysphagia, so the point is to widen the stricture to 
between 12 and 18 mm. In the case of exceptionally tight 
strictures this may require to be done over a number of 
sessions.

Dilatation can be performed by balloon dilatation, by 
decreased plastic or elastic dilators or by metal olives. There 
is no information to recommend that any of these procedures 
are prevalent and the choice basically lies with administrator 
inclination. The fundamental complication of dilatation is 
aperture. This is distant less common than in balloon dilatation 
for achalasia.

Performing the dilatation beneath radiographic screening will 
diminish the chance of aperture, which ought to be less than 
1%. Taking after effective dilatation, around 50% of patients 
will require redilatation inside 1 year. One consider appeared 
that patients with no side effects of acid reflux and those with 
weight misfortune earlier to the dilatation were more likely to 
require rehash procedures.

Recent thinks about have appeared that tall measurements 
omeprazole (40 mg every day) after dilatation decreases the 
number of patients requiring rehash strategies and moreover 
drags out the length of time between methods in those that do 
require them. This advantage is not seen with H2 adversaries 
and may be less stamped with the other PPIs (Proton pump 
inhibitors).

Surgery is saved for cases that fall flat to react to the over 
measures, and is rarely fundamental. Fundoplication 
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gastroplasty with pre- and postoperative dilatations is 
presently the starting operation, with resection being saved 
for fibrotic undilatable strictures and in patients where the 
gastroplasty fails.

CONCLUSION

Dysphagia is a complex problem, which leads to a reduced 
intake of food and liquids in patients with swallowing 
difficulties, and malnutrition is often noted in this population. 
There are numerous negative consequences of malnutrition, 
such as reduced resistance and greater susceptibility to 
infections, poor wound healing and a higher frequency of 
decubitus ulcers and malabsorption, and ultimately, increased 
mortality and morbidity. Prolonged hospital stay and 
increased treatment costs are related to malnutrition, which 
leads to a higher percentage of death and a worse quality of 
life for this group of patients.

REFERENCES

1.	 Khorasanee R. (2020). Dysphagia. In: Chen Y, Pitcher M, 
(eds). Clinical Guide to Gastroenterology. John Wiley & 
Sons Ltd, Chichester, UK, pp. 13.

2.	 Rej A, Chew TS, Sanders DS. (2023). Gastroenterology. In: 
Penman ID, Ralston SH, Strachan MWJ, Hobson RP, (eds). 
Davidson’s Principles and Practice of Medicine. 24th 
Edition. Elsevier, London, UK. pp. 795-796.

3.	 Raftery AT, Lim E, Östör AJK. (2010). Churchills Pocketbook 
of Differential Diagnosis. Third Edition. Churchill 
Livingstone, Elsevier, Edinburgh, UK. pp. 106-107.

4.	 Mashimo H. (2016). Oropharyngeal & Esophageal Motility 
Disorders. In: Greenberger NJ, Blumberg RS, Burakoff R, 
(eds). CURRENT Diagnosis & Treatment - Gastroenterology, 
Hepatology, & Endoscopy“. McGraw-Hill Education, New 
York, USA. pp. 187.

5.	 Welcome MO. (2018). Gastrointestinal Physiology. 
Springer International Publishing AG, Cham, Switzerland. 
pp. 404.

6.	 Pasricha PJ. (2020). Gastrointestinal Endoscopy. In: 
Goldman L, Schafer AI, (eds). Goldman-Cecil Medicine, 
Volume 1, 26th Edition. Elsevier, Philadelphia, USA, pp. 
836.

7.	 Goyal RK. (2010). Dysphagia. In: Longo D, Fauci AS, 
(eds). Harrison’s Gastroenterology and Hepatology. The 
McGraw-Hill Companies, Inc., New York, USA. pp. 29-30.

8.	 Marjot T, McGregor CGC, Ambrose T, (eds) (2021). Best 
of Five MCQS for the European Specialty Examination 
in Gastroenterology and Hepatology, Second Edition. 
Oxford University Press, Oxford, UK, pp. 29.

9.	 Sanvanson P. (2023). Oropharyngeal Dysphagia. In: Sobin 
WH, Saeian K, Sanvanson P, (eds). Managing Complex 
Cases in Gastroenterology - A Curbside Guide. Springer 
Nature Switzerland AG, Cham, Switzerland. pp. 15.

10.	 Stone D. (2005). Dysphagia. In: Wong JLH, Murray 
I, Hussaini SH, Dalton HR, (eds). Clinic Handbook of 
Gastroenterology. BIOS Scientific Publishers Ltd, Oxford, 
UK. pp. 13-16.

11.	 Marks D, Harbord M. (2013). Emergencies in 
Gastroenterology and Hepatology. Oxford University 
Press, Oxford, UK. pp. 116.

12.	 Jameson JL, Fauci AS, Kasper DL, Hauser DL, Longo DL, 
Loscalzo J. (2020). Harrison’s Manual of Medicine, 20th 
Edition. McGraw-Hill Education, New York, USA. pp. 161.

Copyright: Franjić S. © (2024). This is an open-access article distributed under the terms of the Creative Commons Attribution License, which permits unre-
stricted use, distribution, and reproduction in any medium, provided the original author and source are credited.


	Title
	Corresponding author

	ABSTRACT
	Keywords

	INTRODUCTION
	DIFFERENT CAUSES
	PATIENT
	OBSTRUCTIONS
	CANCER
	ALS
	EXAMINATION
	TREATMENT
	CONCLUSION
	REFERENCES

