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Key points for today

1. Before testing: etiology do matters

2. Breif update from Leuven Consensus (for P-
HRM-I)
 Utility / Diagnostic algorithm

3. Case demonstration & QA



History taking is most important

Symptoms: cough, aspiration, nasal Dysphagia Symptoms: dysphagia localized
regurgitation, dysphagia localized to neck | to neck or chest, food impaction
Esophageal
Solid > liquid dysphagia Liquid > solid dysphagia | Solid dysphagia | | Solid and liquid dysphagia |
h 2 M ‘ 2 5
Zenker's diverticulum Cerebrovascular ‘ Norpibgrassho | Frogeshe IEE Iﬁ:l
Cervical web accident
Cricopharyngeal bar or Neurodegenerative ! ! v .
dysfunction disease Esophageal webs/rings Neoplasm Diffuse esophageal Achalasia
Neapiasm Cersbral paisy Eosinophilic Peptic stricture spasm Scleroderma
Radiation-induced fibrosis Muscular dystrophy esophagitis GERD
Postsurgical Myositis o

Infectious esophagitis
Pill esophagitis

McCarty EB, et al. Med Clin North Am. 2021




(A) Prevalence of UES Disorders in Patients with Common Etiology
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Defining Pharyngeal and Upper Esophageal Sphincter
Disorders on High-Resolution Manometry-Impedance: The
Leuven Consensus
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This document summarizes the final recommendations of the
International Pharyngeal HRM Working Group, which include:

1. A defined Swallow Challenge Protocol

There are three important caveats to the recommendations: 2. Criteria for diagnosing UES Dysfunction

1. Complementary instrumental investigations for visualiza-
tion of swallow function (as described in Section 3 below)
are an essential adjunct as they may identify abnormali-
ties such as altered bolus transit and/or airway protection
not identified by manometric assessment. Therefore, if
not previously performed, they should be performed si-
multaneously or scheduled prior to the time of P-HRM-I

assessment. Key potints from the

Patients without dysfunction based on these recommenda-

‘ tions cannot be considered to have “normal” swallowing CO n Se n S u S

3. Criteriafordiagnosing Pharyngeal Contractile Dysfunction

function, and abnormalities of the esophageal phase of
swallow should also be considered.

1on decisions
is not provided. P-HRM-I can measure change following
interventions (see Indications); however, the Working
Group did not consider whether therapeutic or surgical
interventions based on these recommendations may be
effective. Omari Tl, et al. Neurogastroenterol Motil. 2025




TABLE1 | Suggested indications and contraindications for P-HRM-I.

Do P-HRM-I

Strongly recommended + When suspecting UES Dysfunction based on
history or other instrumental tests (VFSS/FEES)
« When quantification of propulsive and
restrictive forces is needed to guide treatment
decisions or to determine baseline swallowing
function
« To measure change following interventions
(e.g., myotomy, botulinum toxin injection,
dilatation) or as objective biofeedback during
rehabilitative treatment

Contra-
Indication

Suggested

When VFSS is difficult or cannot be performed
(e.g., patient cannot be transported to VFSS,
contrast allergy)
To rule out any swallowing dysfunction in the
context of possible functional dysphagia
To quantify the progression of a degenerative
or neuromuscular disorder
« To monitor objective changes to swallowing
function over time
« To identify subtle changes in swallowing
when previous instrumental assessments are
deemed normal or do not provide explanation for
symptoms

Do NOT do P-HRM-I

« Known significant nasal obstruction
« History of trauma to the nasal cavity,

sinonasal surgery, recent clinically significant
epistaxis, skull base or mid-facial fractures
« High risk of bleeding

+ Inability to comprehend or follow
instructions or agitation

+ Inability to tolerate manometry catheter due

+ Severe restriction (e.g., stricture) of
pharyngoesophageal segment*

« High aspiration risk that cannot be mitigated
by controlling bolus size, compensatory
techniques™®

Omari Tl, et al. Neurogastroenterol Motil. 2025

Note: *Standalone manometry is not recommended in these circumstances, however, may be deemed safe to perform with concurrent direct vision/guidance (x-ray/

flexible endoscopy) to ensure safety.



Oropharyngeal
dysphagia complaint

\ YES

A A

Has FEES/

VFSS been
recently done? /

With known / clear
history of a
pharyngeal or UES
dysfunction and low
risk of aspiration?

Video
P-HRM-I

FEES or
VFSS

Video P-HRM-I
or
Standalone P-HRM-I

YES

Proceed with
planned treatment /
rehabilitation

With impaired UES
opening, gross
aspiration, pharyngeal
residue, or delay in
bolus transit?

NO

sensory testing
esophageal manometry
etc.

Omari Tl, et al. Neurogastroenterol Motil. 2025




l START l

Catheter placement and
2 5 min accommodation

Evidence of Pharyngeal Contractile

Dysfunction can be identified with
any bolus swallows

Known to be tolerated 3 x 5ml Thin Liquid

Syimos paiienis: Protocol steps shaded grey are

needed to reliably identify the
ES region as the primary area of

5ml Thin Liquid tolerated Faire.
and consumed in a single
swallow?
TO/ \
If not tolerated (NT) and/or
3 x 5ml Viscous 3 x 10ml Thin Liquid multiple swallowing (MS) occurs,
Increasing viscosity is revert to 5ml viscous swallows.
recommended for patients
at higher risk and/or who
otherwise exhibit poor
tolerability to thin fluids.
3 x 10ml Viscous 1-3 x 20 ml Thin Liquid | @"9°" [ 1.3 x 10 mI Viscous
To evaluate volume To evaluate response to volume. To evaluate response to viscosity.
response to viscous. | i
Omari Tl, et al. Neurogastroenterol Motil. 2025 Order interchangeable based on

tolerance and clinician preference



At least 3 trials of 10mL
swallows done
(excluding piecemeal
and partial swallows)

Majority of swallows with

NO Inconclusive
(Potential false negative

due to insufficient valume)

= 2 abnormal features
(IBP or UES IRP
must be abnormal)

.
L
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\

J/

YES

Majority of swallows with
= 2 abnormal features

YES

(IBP or UES IRP
must be abnormal)

YES

v

NO

]

1
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E ™y
i Inconclusive

: P;)ﬁ;r?(:]::;k (Potential false negative

{ contractility due to inadequate

'l propulsion)

l A
[

]

v

based on P-HRM-I alone

Requirements for diagnosis

One or more abnormal
features become more
evident as bolus volume
and/or UiSGOSity increases

Evidence of ]‘

h

*Confirmatory / supportive findings

With confirmatory / Insufficient
supportive findings of Evidence of e
UES Dysfunction® UES Dysfunction

Confirmed by VFSS findings of

a structural pathology at the PES
reduced PES opening diameter
reduced PES opening duration or early
closure of the PES

-

UES Dysfunction J"'

Supported by P-HRM-| findings of
Pan- (Type 1) pressurization
Sustained- (Type 2) pressurization

-

May be supported by:
Transient (Type 3) pressurization

Omari Tl, et al. Neurogastroenterol Motil. 2025

Augmented pharyngeal contractility as an
upstream compensatory response




Majority of bolus swallows
demonstrate ABSENT or

LOW contractile pressures Global Ph:aycrt'igIMI
across ALL pharyngeal Hypocon ity

segments Strongly associated with
NO impaired pharyngeal
emptying leading to
h 4 post-swallow residue
Majority of bolus swallows
demonstrate ABSENT or
LOW contractile pressures
in SOME pharyngeal
segments

Majority of bolus swallows o .f
demonstrate HIGH mmaonly a compensatory
contractile pressures in H P"r':m':f:ﬂ“m phenomenon, often
SOME or ALL pharyngeal pe observed in conjunction
segments with UES Dysfunction

NOT Pharyngeal
Contractile

Dysfunction Omari Tl, et al. Neurogastroenterol Motil. 2025

FIGURES | Diagnosisof pharyngeal contractile dysfunction. A diagnosis requires that the majority of bolus swallows of any volume demonstrate
ABSENT or LOW, or HIGH contractile pressures in one or more pharyngeal segments.



Gradient Gradient Gradient

Challenge Challenge
UES Phanmgent 5ml 10ml | 10ml
Metric Flatie Thin | Thin QVisc
IBP (mmHg) VCI (mmHg.cm.s) 59 74 64
UES IRP (mmHg)

MCI (mmHg.cm.s) 197 | 223+ | 202

UES Max.Ad. (mS) HPCI (mmHg.cm.s) 102 140 114

UES RT (s) 0.66 | 0.69 | 0.63 HPeakP (mmHg) 104 | 112 | 112

Omari Tl, et al. Neurogastroenterol Motil. 2025




——

31 y/O male ,_F;P; O’;A (2025 Janunary 9th to April 7th)

[ENT] Chronic dysphagia, poor appetite, chronic cough without choking, and 20
kg weight loss over 3—4 months. (2025/1/9)

Hx of hypopharyngeal CA s/p ELM laser 10 yrs ago / Afib under drug
Hx of left vertebral artery stenosis, with brain CT, TCCS, and carotid
ultrasound were all normal (2024/12), on NEUR drug

SinphadoL tab 25mg G 28 1 TAB BID PO 56 TAB NV
A0me Lixiana f.c. tab @ 28 1 TaB QD PO 28 TaB ﬁ§
Edarbi tab 40mg 28 1TaB QD PO 28 TAB SViL
Lendormin tab 0.25mg (T 28 1 TAB HS PO 28 TAB ﬁ§
Allegra tab 60me 28 1 TAE HS PO 28 TAB ﬁ§
Trynol tab 25me 28 1 TAE HS PO 28 TAB ﬁ§
Zapline f.c. tab 50mg 28 1 TAB HS PO 28 TAB VWAL

Fiberoptic exams*3 + Speech therapy & Swallowing therapy (2025/3/20)



Fiberoptic Exams

-

2025/2/13
Normal hypopharynx jn body at le
but food regurgitation ' - hypopharynx

. 1




From other aspects (lacking VFSS)

[GI] EGD, Esophagography, HRIM + HRPM

Eckardt Score 7/12, limited improvement
Consider PEG but patient hesitantate (2025/2/24)
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HRPM: 5cc thin (IDDSI level 0)




H-IBF {mmHq) IRP 0.2 s {mmHg) LIES Max Admittance (m3) LIES Relaxation Time (s)

17.51 f 2.87 0.6

17.51 7 2.87 0.8

49.43 3 2.50 0.5

45 43 3 2.90 0.5

17.87 1 3.08 0.6

3035 A 4 293 Yy 0.6

VCI (mmHg.s.cm)  MCI (mmHg.s.am)  HCI (mmHg.s.cm)

ij : E 5c¢c thin

209 58 S c/w UES dysfunction
209 58 51 w/ pharyngeal compensatory
208 54 213 phenomonen

220 53 212 4



HRPM: 10cc thin (IDDSI level O)

:y




H-IBP {mmHg) IRP 0.2 s {mmHg) LES Max Admittance (mS) LES Relaxation Time (s)

37.07 3 3.58 0.6

37.07 3 3.58 0.6

2498 4 5 3.38 0.6 Y

VCI (mmHg.s.om)  MCI (mmHg.s.om)  HCI (mmHg.s.cm)

328 73 352 10cc thin
-

281 54 310 c/w UES dysfunction

281 34 310 w/ pharyngeal compensatory
] phenomonen

281 81 334 A



Summary & Future direction

® Introduction of the newly developed Leuven Consensus
(through a multidisciplinary collaboration) for the definition

of pharyngeal and upper esophageal sphincter disorders.
o Guidemence for clinical intervention NOT provided yet

® Utilization the consensus in our practice
o Protocol and report format need further refinement

® Clinical gaps remains:
o Normal value for Taiwan population? (Swallow Gateway)
o VFSS standardization and Video-HRM-I| applicability?
o Cross-talk between FEES?




