Getting Unstuck: Positioning of
Esophageal Motility Testing in Patients
with Esophageal Motility Disorders

Reena V. Chokshi, MD, FACG

Associate Professor of Medicine ) .
Director of Gastrointestinal Motility ";
Baylor College of Medicine, Houston, TX . v

ctober 24-29, Phoenix, AZ



Case Study

A 55-year-old man with a 1 year history of progressive dysphagia
and regurgitation is evaluated in your clinic.

wAlso reports intermittent chest discomfort and a 10 Ib. weight loss.
xOPhysical exam is benign

tOPMH: Hypertension

xMeds: Hydrochlorothiazide

xOCardiac evaluation is negative.
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Diagnosing Esophageal Motor Disorders

= Clinical history, questionnaires |uiilit*sisinair=taiins
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py 2 5-10 Dhaily Dhaily Draily

=10 Each meal Each meal Each meal

xHigh-resolution manometry
xBarium esophagram
EOFLIP panometry

*No one test explains all of esophageal physiology!
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E n d O S CO py American Foregut Society Hiatus Grade*

ntact
L0, 01, F4)

Hiatal Hernia
Stricture
Esophagitis (Reflux/EoE)
Post-surgical abnormalities

Cancer

Infiltrative disease
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Score criteria

Patient without a .
motility disorder : Type of matility
1

disorder

Contents Anatomy
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High-Resolution Manometry

xPressure-time graphs

xCatheter-based, requires
patient participation

wEvaluation of EGJ (IRP) and
esophageal body (DCI/DL)

LES/EGJ

Wi

------------------

: Set Range
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(A) Protocol in Supine Position

Courtesy of University of California San Diege Center for Esophaj
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(B) Protocol in Upright Position

60 second 3deep 30second

adaptation e M 5 five ml wet swallows Rapid Drink Challenge

Yadlapati R, et al. Neurogastroenterol Motil 2020.
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Disorders of
EGJ Qutflow

100% Failed Peristalsis
without PEP

100%: Failed Peristalsis
with PEP in >20%
swallows

>20% swallows with
premature contractions.
Failed peristalsis £ PEP
may be present

Step 2: (if not done) Wet
swallows in secondary
pasition + MRS/RDC

Elevated LES IRP
persists in varying
positions + elevated
IBR/PER

Abnormal TBE or FLIP

Step 1: Perform 10 wet swallows (Primary position)

Abnormal median IRP

100% Absent Peristalsis
All swallows are either
failed or premature®

No evidence of
EGJ outflow
obstruction

‘_L_F.JIHH: it o
Disorders of
Peristalsis
I
Step 2: Wet swallows in
secondary position + —
MRS/RDC e
Elevated LES IRP in varying -

positions + elevated IBP/PEP -’1‘5
!f
w

100% Failed Peristalsis sl - A

Contractility

Distal
=20% swallows with
, Esophageal
premature contractions o
Spasm

=20% swallows with Hypercontractile

hypercontractility Esophagus’

=>70% ineffective or =508
failed swallows

Ineffective
Esophageal
Motility

No evidence of disorder
of peristalsis

Consider meal challenges
based on symptom®

Yadlapati R, et al. Neurogastroenterol Motil 2020.
Patel DA, et al. Gastroenterology 2022.



Case Study

Endoscopy

xSpastic esophageal contractions during the exam and a puckering at the EGJ

xBiopsies from the proximal and distal esophagus normal

Esophageal Manometry

xMedian IRP 29 mmHg
tMean DCI 5500 mmHg-s-cm
2DL < 4.5s5 on 50% of swallows
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Disorders of
EGJ Outflow

100% Failed Peristalsis

without PEP

100% Failed Peristalsis

Step 1: Perform 10 wet swallows (Primary position)

S Abnormal median IRP 2

100% Absent Peristalsis

with PEP in >20%
swallows

/ =>20% swallows with N
es | premature contractions.

P
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Yes

Failed peristalsis £ PEP

N may be present ﬁ

-

Step 2: (if not done) Wet

Step 2: Wet swallows in
econdary position +
MRS/RDC

All swallows are either

failed or premature®
o

Elevated LES IRP in varying
positions  elevated IBP/PEP

lmu

100% Failed Peristalsis

s

lmu

swallows in secondary
position + MRS/RDC

Elevated LES IRP
persists in varying MNo

No evidence of
EGJ outflow

|BR/PEP?

positions + elevated ‘

l"!'es

Abnormal TBE or FLIP |

No

obstruction

=200 swallows with
premature contractions

Disorders of
Peristalsis

Absent
Contractility

Distal

lwu

=20% swallows with
hypercontractility

lNu

=>70% ineffective or >50%
failed swallows

Esophageal
Spasm’

Hypercontractile
Esophagus’

Ineffective

*No

No evidence of disorder
of peristalsis

Consider meal challenges
based on symptom*

Esophageal
Motility




Achalasia Subtypes

Type | Type ll Type Il
Classic achalasia with failed Achalasia with panesophageal Achalasia with eophageal
peristalsis pressurization

\

100% failed Panesophageal DL < 4.5 sec
swallows pressurization on on = 20%
(all DCI's <100) > 20% swallows swallows
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Symptoms of dysphagia *= chest pain and bland regurgitation
GERD symptoms not responsive to PPl therapy

4 A 4

Mechanical Obstruction/Esophagitis: Esophageal dilatation, EGJ resistance,
Treat appropriately Retained food, Diverticulum

[ Por-ceni smdomcapic smyetomy PoRM) |
i ]

A 4 A 4

Typelorll Type Il
Achalasia Achalasia

Definitive Therapy: Definitive Therapy
* Pneumatic Dilation [30/35/40 mm)] * Tailored myotomy via
» May start with 35 mm in young males POEM or tailored
* Routine gastrograffin is not needed Heller myotomy
« Repeat in 2-4 weeks if no response
= Laparoscopic Heller Myotomy
* Recommend Dor or Toupet fundoplication
+ POEM
+ Standard myotomy length
= All patients discharged with PF| therapy

Patients unfit for definitive therapy.
+  Botulinum toxin
+  Smooth muscle relaxants

ACG 2025 Vaezi M, et al. Am J Gastroenterology 2020.
October 24-29, Phoenix, AZ Patel DA, et al. Gastroenterology 2022.




EGJOO: Chicago 3.0 2 4.0

Manometry findings
Abnormal median IRP (supine and upright)
>20% elevated intrabolus pressure (supine)
Evidence of peristalsis

=== No treatment
=== Treatment

Number at risk
oy 45
1y 45
2y 31
3y 15
4y 0

Symptom persistence

600 700 800 900 1000 1100 1200 1300

Supportive: provocative maneuvers

“Clinically relevant” symptoms
Dysphagia
Non-cardiac chest pain

Supportive investigation

TBE, preferably with tablet, OR
FLIP

10 sec

Schupack D, et al. Neurogastroenterol Motil 2017.
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Functional Lumen Imaging Probe (FLIP)

tOEGJ opening
EGJ-DI

Maximum
EGJ Diameter

@ Contractile
response

ACGAR2025 Donnan EN, et al. Gastroenterol Clin N Am 2020.
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A Standardized Approach to Performing and
Interpreting Functional Lumen Imaging
Probe Panometry for Esophageal Motility
Disorders: The Dallas Consensus

Dustin A. Carlson 1 2 = | John E. Pandolfino !, Rena Yadlapati %, Marcelo F. Vela ?,

5

Stuart ). Spechler #, Felice H. Schnoll-Sussman %, Kristle Lynch %, Adriana Lazarescu ?,

, Walter W. Chan *# **__vani .A. Konda * 2 &

INCOMCLUSIVE EG) apening
EGJ-DM < 2.0 OR
Max EGJ diameter < 16mm
but not REQ
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REDUCED EGI Opening (RED)
EGJ-DI < 2.0 AND

1z 14 16

Maximum EGJ diameter (mm)
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Absent Pattern

No contractions in the body

Sustained LES contraction (SLESCs)

A transient reduction in diameter at the LES,
which lasts longer than 5 seconds,

And an associated increase in FLIP pressure

Sustained occluding contraction
a non-propagating (retrograde or horizontal)
lumen occluding contraction in the body
that persisted for >10 seconds
with FLIP pressure increase of >35 mmH

Distinct Antegrade Contraction
Antegrade contractions of 26cm of axial length
with an associated pressure increase of
10mmHg or greater

Repetitive Antegrade Contractions (RACs)
26 consecutive antegrade contractions
of 26 cm in axial length occurring
at 6+/-3 contractions/min at a regular cadence




FLIP Panometry Motility Classification — version 2.0
The Dallas Consensus

Esophagogastric Junction (EGJ) Opening
DV EETEIZ | Reduced (REO)

Spastic : Spastic
Disordered L R Obstruction

Diminished . Non-spastic
Hypocontractility Ot e

Gastroenterology
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Esophagram

T
10 MIN WITH PILL

xoStandard v. timed protocols
xOBarium tablet

xoVariable interpretation

xoContractility cannot be accurately
assessed
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Case Outcome

xPatient underwent a tailored endoscopic myotomy

2 Continues to do well, with PPI currently used as needed
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General Algorithm

( )

Treat and/or consider
further testing as needed

J

J/

High resolution
manometry

Confirmatory testing a
needed:

S Endoscopy
sphagia- | _ :
prgdomiﬁant (+ Esophagram if
post-intervention)
. J
Primary
esophageal
symptoms
Typical ]
Reflux- e J
predominant
Atypical or ]

TBE, FLIP, pH

SJ

PPI Trial

Reflux testing pathway

Chronic J
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[Reflux testing pathway]




Take Home Points

2ONo one test assesses all of esophageal physiology!

2oStart with the primary symptoms, then move to endoscopy for patients
with dysphagia.

xFollow the CC v4 algorithm to make a manometric diagnosis; clinical
diagnoses may require complementary testing.

2OFLIP panometry allows for confirmation of outflow obstruction and can
rule out achalasia if normal.

xTimed barium esophagram is an adjunct tool used primarily for
confirmation of outflow obstruction.
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