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INTRODUCTION

Abstract

Introduction: The epidemiology of dysphagia is poorly defined. It is a symptom that is associated with aging
but is still a matter of uncertainty in young populations. Also, it is is not always reported by patients and is
poorly understood in the general population. Objective: The objective of this study was to describe the clinical
and epidemiological characteristics of dysphagia in a sample of adult patients referred to a center specializing
in Gastroenterology. Methodology: This is an observational, descriptive and retrospective study carried out in
a specialized gastroenterology center in Bogota DC in 2016. We reviewed 3,148 clinical histories of patients to
identify those whose reason for consultation was dysphagia or who were referred to the clinic with dysphagia
as an associated symptom and whose diagnoses had been confirmed by complementary tests. Results: Of
the 3,148 medical records, 85 (2.7%) presented dysphagia as the main reason for consultation or as an as-
sociated symptom. The majority were women (70.5%). The largest proportion of those affected were between
70 and 79 years old. Gastroesophageal reflux disease was the most frequent diagnosis. Conclusion: The
prevalence of dysphagia found is similar to that reported in the literature. Gastroesophageal reflux disease is
a frequent cause of dysphagia. Dysphagia continues to be a problem especially among the elderly.

Keywords (DeCS)
Swallowing disorders, prevalence, epidemiology, adult, endoscopy.

mucosal inflammation such as eosinophilic esophagitis and
radiation esophagitis, or to structural abnormalities such as

Dysphagia is difficulty in the initial stages of swallowing, or
the sensation of obstruction of the passage of food and/or
liquids from the mouth to the stomach. (1) It can be clas-
sified as oropharyngeal or esophageal based on its location.
(2,3) Oropharyngeal dysphagia affects the mouth, pharynx
or proximal esophagus and is almost always associated
with neurological disorders such as cerebrovascular events,
Parkinson’s disease and amyotrophic lateral sclerosis. It can
also be related to anatomical changes such as Zenker’s diver-
ticulum or cricopharyngeal bars. (2) Esophageal dysphagia
affects the esophageal body and esophagogastric junction
and may be due to esophageal motility disorders such as
primary esophageal motor disorder and scleroderma, to

tumors, peptic stenosis, esophageal rings or extrinsic com-
pression. (3)

The epidemiology of dysphagia in Colombia is poorly
defined. On one hand, the prevalence of most diseases that
can cause dysphagia tends to differ among regions and con-
tinents. On the other hand, prevalence rates vary depend
on the instrument or method with which the dysphagia
is diagnosed. In addition, pathologies associated with
dysphagia in groups of young people differ from those that
occur in older adults. (3, 4) Several previous studies have
included other age groups, but their conclusions are always
the same: dysphagia appears at older ages. Nevertheless,
results have varied with estimations of prevalence ranging
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from 8% to 22% in patients older than S0 years of age. (4-7)
Studies performed exclusively with patients from nursing
homes have come to consider the prevalence of dysphagia
at around 60%. (8, 9) Epidemiology in younger popula-
tions remains a matter of uncertainty. (1)

In contrast, perception of the problem among younger
patients for whom it is associated with diseases such as gas-
troesophageal reflux has been improving. (10) Dysphagia
represents a problem that is largely not reported and is
poorly understood by the general population which leads
to underdiagnosis. Therefore, only approximations of the
frequency and etiology of dysphagia in the general adult
population in Colombia is possible.

This descriptive study has determined the clinical and epi-
demiological characteristics of dysphagia from a sample of
adult patients referred to a specialized gastroenterology center.

MATERIALS AND METHODS

This is a retrospective observational and descriptive study
performed at the Centro Médico Endocentro Limitada
located in in Bogotd D.C. The center specializes in gas-
troenterology services.

The medical records of 3,148 patients were reviewed to
identify those who had come to the clinic as outpatients
because of dysphagia or an associated symptoms from January
2 to December 31, 2016. Patients older than 16 who had diag-
noses of dysphagia confirmed by complementary diagnostic
tests such as esophagogastroduodenoscopy (EGD), functio-
nal tests or radiographic studies were included.

Data collected included age, type of food with which
dysphagia manifested and results of complementary tests
used to confirm diagnoses and associated comorbidities
including clinical, endoscopic and paraclinical findings.
All results were recorded in a Microsoft Office Excel® 2010
database for later analyses.

Confidentiality of patients” information was guaranteed,
and no record contained sensitive information about the
identity of the patients. Informed consent was requested,
and the study was approved by the research committee of
the institution.

RESULTS

Of a total of 3,148 medical records reviewed, dysphagia or
associated symptoms was identified as the main reason for
consultation for 85 patients (2.7%). Sixty of these patients
were women (70.5%), and the average age was 60.6 years
(age range from 19 to 92 years). The distribution by sexand
age is illustrated in Table 1.

Table 1. Sex and age distribution of patients whose dysphagia or
associated symptoms was the main reason for consultation

Number of patients %
(n=85)
Gender
Male 25 29.41
Female 60 70.58
Age

15-19 1 1.17
20-24 1 1.17
25-29 3 3.52
30-34 2 2.35
35-39 2 2.35
40-44 3 3.52
45-49 10 11.76
50-54 9 10.58
55-59 8 9.41

60-64 8 9.41

65-69 9 10.58
70-74 13 15.29
75-79 6 7.05
80-84 6 7.05
85-89 2 2.35
90-94 2 2.35

According to the presence of signs suggestive of aspiration
or penetration, 67.05% of the 85 patients presented dyspha-
gia with solid foods, 3.5% with liquids and 29.41% with both
consistencies. Associated comorbidities found were seque-
lae of cerebrovascular diseases (CVD) or other neurological
disease in 7 patients (8.24%), rheumatological diseases that
compromised gastrointestinal motility in 6 patients (7.05%),
and histories of surgeries of the upper gastrointestinal tract
in S patients (5.88%). No identifiable comorbidities were
found in 27 patients (31.76%) at the time of the consulta-
tion. Figure 1 shows the main comorbidities found.

Eighty-four patients (99%) underwent EGD (with biop-
sies), and EGD was not required in only one case (1%) in
which the diagnosis was made radiologically. Of the 84
patients, 37 (43.52%) required no other diagnostic tests,
and 47 (55.29%) required other tests which included
functional tests such as pH impedance monitoring, esopha-
geal manometry and radiological examinations including
esophagography and pharyngography. It is also worth men-
tioning that in 4 cases (4.7%) the cause was identified by
EGD plus tests such as CT scans, ultrasound and or specific
blood tests. Figure 2 shows the tests that were required over
time to determine the cause of dysphagia.
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Figure 1. Principal comorbidities found in patients with dysphagia (n = 85). CVA: cardiovascular accident; COPD: chronic obstructive pulmonary
disease.
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Tests conducted to identify causes of dysphagia

Upper digestive endoscopy and other tests including
ultrasonography, CT scan and blood tests
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- Video fluoroscopic swallowing exam (VFSE)

Figure 2. Tests performed on patients to identify the cause of dysphagia (n = 85)
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The causes found for dysphagia are shown in Table 2. The
most frequent causes of dysphagia were associated with
ineffective esophageal motility. These included gastroe-
sophageal reflux disease (GERD) (30.58%) and primary
esophageal motor disorder (24.7%). Structural abnorma-
lities such as tumors, peptic stenosis, esophageal rings and
extrinsic compression accounted for 28.23% of cases (24
of 85 patients). Within this category, tumors were most
frequent, accounting for 33.33% of the group (8 of 24 iden-
tified patients). Secondary associations with inflammatory
causes of eosinophilic esophagitis or radiation esophagitis
were identified in four patients (4.7%).

Table 2. Causes of dysphagia identified in patients who had dysphagia or
associated symptoms as the main reason for consultation

Type of cause Cause Number of %
patients
Ineffective 56 67.03
esophageal  GERD 26 30.58
motility P
rimary esophageal motor 21 247
disorder
Sequelae of neurological 5 5.88
disorder
Secondary to scleroderma 4 47
Secondary to Sjégren’s 1 117
syndrome
Structural 24 28.23
abnormality  Esophageal tumors 8 9.41
Schatzki ring 7 8.23
Peptic stricture 6 7.05
Dysphagia lusoria 1 117
Zenker's diverticulum 1 117
Cricopharyngeal bar 1 117
Inflammation 4 47
Eosinophilic esophagitis 3 3.52
Radiation therapy 1 117

Table 3 shows the causes of dysphagia according to age
groups. GERD was the main cause of dysphagia in most
groups. Similarly, primary esophageal motor disorder,
eosinophilic esophagitis and tumors predominated among
patients under 60 years old while sequelae of neurological
disorders, peptic stenosis and Schatzki’s rings predomina-
ted among older patients.

Finally, a comparison of the causes of dysphagia among
women with those among men (Table 4) found that
dysphagia related to autoimmune disorders and mucosal
inflammation predominated among women while unusual
causes of dysphagia were found such as dysphagia lusoria,
Zenker’s diverticulum and cricopharyngeal rod were found
among men.

DISCUSSION

This study adds to our knowledge of the epidemiology
of dysphagia in the adult population at the local level and
indicates that its prevalence among patients who were
not hospitalized but who consulted a center that speciali-
zes in gastroenterology is 2.7%. Despite methodological
limitations, the information obtained included groups of
younger patients and is relevant to for outpatient settings.
Some sources have reported that prevalence of dysphagia
in the general population can be as high as 6% to 9%. (11,
12) Nevertheless, most studies have only included patients
over 50 years of age. A study by Eslick et al. of 672 subjects
over the age of 18 years found that 16% had presented
dysphagia and that peak presentation occurred between 40
and 49 years of age. (7)

This study found lower prevalence and a peak age of pre-
sentation between 70-79 years of age.

For the largest group of subjects in this study (30.58%
of the patients), GERD was identified as a cause related to
dysphagia. Associations between GERD and dysphagia
have been described previously. In a study by Cho et al. that
evaluated 7,640 patients, the prevalence of dysphagia of was
found to be 3%, and GERD was associated with 30% of these
cases. (1) Another study by Hoy et al. found that the mean
age of presentation was 62 years and that 27% of the patients
presented GERD. (13) That study assessed 100 patients
with dysphagia at an outpatient care center specializing in
swallowing disorders over a 15 month period of time.

A comparative study by Bollschweiler et al. showed
that 28% of a group of patients with reflux suffered from
dysphagia while only 3% of the control group did. They
explained this association as the result of inadequate peris-
talsis induced by gastric acid. (14) Vakil et al. found that
37% of 11,945 patients with erosive esophagitis reported
dysphagia. (15)

Our finding that tumors caused a significant portion of
dysphagia cases is consistent with the literature according
to different age groups. (16). Similarly, a higher preva-
lence of dysphagia was found in adults over 60 years old,
although it is known that some medical conditions such as
neurological disorders may predispose to dysphagia. (17)
Although this study only looked at the patient population
of a gastroenterological center, lower proportions of GERD
and primary esophageal motor disorder were found.

A large proportion of the patients with dysphagia in this
study were women (70.5% of the cases). This may be partly
attributable to the greater likelihood of women to request
medical attention, to follow recommendations for diagnos-
tic tests and to adhere to treatment. (18) Some studies have
concluded that there is no biological explanation for diffe-
rent prevalences between the sexes and that women are
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Table 3. Causes of dysphagia according to age groups

Age (years)
10-19(n=1) 20-29(n=4) 30-39(n=4) 40-49(n=13) 50-59(n=17) 60-69(n=17) 70-79(n=19) 80-89(n=8) 90-99(n=2)
GERD (1) Primary GERD (3) GERD (4) GERD (5) GERD (8) Primary Schatzki GERD (1)
esophageal esophageal rings (2)
motor disorder motor disorder
(3) (7)
100 % 75 % 75 % 30.76 % 29.41 % 47.05 % 36.84 % 25% 50 %
GERD (1) Primary Primary Esophageal Primary Sequelae of Peptic Sequelae of
esophageal esophageal tumors (5) esophageal  neurological stenosis (2)  neurological
motor disorder motor disorder motor disorder (3) disorder (1)
M @) disorder (3)
25% 25% 30.76 % 29.41 % 17.64 % 15.78 % 25% 50 %
Secondary to ~ Primary Schatzkirings GERD (3) Esophageal
scleroderma  esophageal (2) tumors(2)
(2) motor disorder
)
15.38 % 11.76 % 11.76 % 15.78 % 25%
Eosinophilic ~ Peptic stenosis ~ Sjogren’s Peptic stenosis ~ Secondary to
esophagitis (2) (1) syndrome (1) (2) neurological
disorder (1)
15.38 % 5.88 % 5.88 % 10.52 % 12.5%
Schatzkiring  Eosinophilic Esophageal ~ Dysphagia Primary
1 esophagitis (1) tumors (1) lusoria (1) esophageal
motor
disorder (1)
7.6 % 5.88 % 5.88 % 5.26 % 125 %
Scleroderma (1) Scleroderma  Cricopharyngeal
(1) bar (1)
5.88 % 5.88 % 5.26 %
Schatzki ring Peptic Schatzki ring (1)
(1 stenosis (1)
5.88 % 5.88 % 5.26 %
Radiation Zenker's
therapy (1) diverticulum (1)
5.88 % 5.26 %

more likely to report gastrointestinal symptoms. (18, 19)
This study corroborates the fact that women are more likely
to report problems of swallowing than are men. Further
research is needed to clarify this association.

Finally, the tests required to identify the cause of dyspha-
gia should be mentioned. A patient’s medical history and
physical assessment can lead to appropriate testing or refe-
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rral. (20) Because this was a study of patients at a gastroen-
terology center, at the moment of referral, the predominant
symptoms of the majority of patients may have been sugges-
tive of mechanical obstruction, so that the preferred test
was digestive endoscopy. Other diagnostic methods such
as functional and radiographic tests were found to have
been initially chosen for a smaller proportion of patients.
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Table 4. Causes of dysphagia identified according to sex

Women (n = 60)

Men (n = 25)

GERD (17)
28.33%

Primary esophageal motor
disorder (16)

26.66 %

Schatzki rings (6)

10 %

Secondary to neurological
disorder (5)

8.33%

Esophageal tumors (4)
6.66 %

Peptic stenosis (4)

6.66 %

Scleroderma (4)

6.66 %

Eosinophilic esophagitis (2)
3.33%

Radiation Therapy (1)
1.66 %

Sjogren’s syndrome (1)
1.66 %

GERD (9)

36 %

Primary esophageal motor
disorder (5)

20 %

Esophageal tumors (4)

16 %

Peptic stenosis (2)

8 %

Eosinophilic esophagitis (1)
4%

Schatzki ring (1)

4%

Dysphagia lusoria (1)
4%

Zenker's diverticulum (1)
4%

Cricopharyngeal bar (1)
4%

This is related to the fact that the majority of patients iden-
tified presented diagnoses of esophageal motility disorders.
This is a limitation of this study which suggests that future
studies should assess clinical characteristics of dysphagia
including information from other specialties such as otor-
hinolaryngology, audiology and speech therapy, head and
neck surgery, and neurology.

CONCLUSIONS

The prevalence of dysphagia in outpatient care at our insti-
tution is similar to that reported in the literature. Disorders
due to ineffective esophageal motility accounted for the
most frequent diagnoses corroborating the association of
GERD with dysphagia. When younger groups are inclu-
ded, dysphagia continues to be a problem predominantly
of those over 65 years of age. At the same time, it represents
aproblem whose approach should be multidisciplinary and
which should include specialties other than just gastroen-
terology. Additional efforts are required to characterize the
epidemiology of dysphagia throughout Colombia.
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