
Hey there Clinical Problem Solvers! My name is Arturo Hernández, I’m a Medical Student from 
Mexico, at University of Guadalajara, and today I’m going to walk you through a schema for 
dysphagia. 

Let’s start with some basic concepts: dysphagia means difficulty with swallowing. This is clinically 
relevant because severe dysphagia can compromise nutrition, cause aspiration, and affect quality 
of life. 

The first question we must ask ourselves is: Is the thing causing dysphagia a problem in 
oropharynx or is it an esophageal problem? Check out the “How do I…” blog post from Steph Le on 
the website. Let’s start with the basics! 

We should start with open ended questions like: Have you had any issues with eating or drinking? 
Have you had any issues with your voice, like hoarseness? Dysphagia that is associated with 
hoarseness suggests an oropharyngeal etiology. You can then ask the patient to point to the area 
where their food or liquid gets stuck. It’s not a perfect test but asking the patient to point to 
where the food gets stuck can suggest where the pathology may be. If it is at the level of the 
mouth or throat, then the problem may be oropharyngeal. If it is at the level of the chest, below 
the sternal notch you may first suspect an esophageal one. If the patient points towards their 
suprasternal notch, it could be either, or both. 

Next, ask the patient to eat a small amount of food or a sip of water, and observe them carefully. If 
the food slips outside of their mouth or they chew for an extended period of time and are unable 
to start their swallow, then the problem is at their oral cavity. If soon after swallowing the food, 
the patient starts coughing or regurgitating food, then the problem is likely at the pharynx. If the 
patient states that they have the feeling of food getting “stuck” in their chest after several seconds 
of swallowing, then the problem is in the esophagus. 

Let’s talk schema! Now that we’ve divided this into oropharynx vs esophageal, we can further 
subdivide each of these buckets into two groups: motility and structural. In oropharyngeal 
dysphagia, the main motility causes we encounter are dementia, a stroke that affects the muscles 
of swallowing, Parkinson’s disease and Amyotrophic Lateral Sclerosis. Structural causes of 
oropharyngel dysphagia include the presence of a Zenker’s diverticulum, cervical osteophytes, or 
cancer. 

When approaching a case of esophageal dysphagia, we prioritize structural vs motility issues by 
asking if the issue is with solids versus liquids. If the patient reports that symptoms occur equally 
with solids and liquids, a motility issue is more likely than a structural one. If the dysphagia is 
episodic, then esophageal spasm is our main suspect and, if it is chronic and progressive, achalasia 
or scleroderma could be the culprits.  

The other scenario is when the patients tell us that the symptoms are present mainly when eating 
solid foods, which suggests that the problem is structural in nature. However, some structural 
causes can progress from solids to also include symptoms with liquids so be sure to ask the patient 
“how did your symptoms first start?”!  

Structural issues can be broken down into intrinsic vs extrinsic causes. When thinking about 
extrinsic causes of structural esophageal dysphagia, think about adjacent structures that can press 



on the esophagus from the outside. These causes include left atrial Enlargement (AKA cardiac 
dysphagia) or a mediastinal mass. Intrinsic causes are structural issues within the esophagus and 
include esophageal webs with Plummer Vinson syndrome, the rings of eosinophilic esophagitis, 
peptic strictures, or cancer.  

The main tools we are going to use to help us with the differential are the barium swallow, 
endoscopy and esophageal manometry. If the endoscopy is clean, it suggests a motility issue, 
extrinsic structural compression or an instrinsic pathology that maybe difficult to directly visualize 
like esophageal web. Barium swallow studies can evaluate further in these cases.  

And last but not least, we must remember that time course is key to help us focus any diagnosis. If 
the onset is acute, we should suspect stroke or esophageal impaction, both of which are 
emergencies. If the onset is subacute or chronic, then we can take our time with this schema. 

Remember, history is key and will give you a clue for how to start your work-up! Remember to ask: 
How and when did symptoms start? Where does food get “stuck”? Solids versus liquids? Then, 
preform a bedside swallow to try to localize the lesion.  

That is all for today! I hope you enjoyed reviewing this schema! 


