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Prevalence of oesophageal
disorders
• GORD in Europe ranges in prevalence from 8.8 – 25.9%.
• The prevalence in Northern Europe tends to be higher than Southern
Europe.
• In the research supporting the development of the MBSImP, 33% of
patients had an oro-pharyngeal dysphagia and 68% of patients had an
abnormal oesophageal transit.
• Oral abnormalities combined with reduced PES maximum (transition
from the pharynx to the oesophagus) as well as increased age
correlated with an increased likelihood of an abnormal oesophageal
bolus transit.
• Oesophageal dismotility prevalence is not well known.
• Oesophageal stricture was relatively rare at 1.1/10,000, but increases
with age. They were peptic in origin.

What is the MBSImP?
• The Measurement Tool for Swallow Impairment (MBSImP)
is an internationally recognised, evidence-based,
standardisation of the MBS study in the adult population.
• It provides a protocol to profile physiologic impairment of
swallow function in a manner that is accurate, specific,
consistent, and objective.
• It was developed by a mdt panel who analysed 7 years of
retrospective data of patients who had undergone both a
modified barium swallow study and oesophageal
manometry. One of the panel was a gastroenterologist.

What happens next?
• An effective oesophageal screen, and visualisation; can identify
potential oesophageal disorders, provide an opportunity for health
promotion discussion, raise potential risk for surgery, and support
adherence to treatment.
• Long-term PPI can increase risk of oesophageal strictures and is linked
to reduced lifespan. Fundiplication is often not an appropriate choice
of treatment.
• There is a functional relationship between the phases of the swallow.
Impairment in one phase tends to impact another phase. This is also
the case for the oesophageal phase of the swallow, which supports the
argument for visualisation as part of the modified barium swallow
study.

What happens next?
• Abnormal oesophageal clearance on the MBS was found to be a good
indicator for requesting further assessment. This may be further
improved by timing the oesophageal phase of the swallow.
• There appears to be a correlation between the trigger of the
pharyngeal phase of the swallow, and abnormal clearance of the
oesophagus.
• The oesophageal section of the study can contribute to the dysphagia
management plan of the patient. For example, the Mendelsohn
Maneuver may decrease oesophageal peristalsis, whereas the effortful
swallow may improve oesophageal peristalsis.

It is just a quick look
• The oesophageal section in the MBSImP is a screen only.
• Adding timing can provide normative data.
• Taking a clinical history and completing a self-report questionnaire can
also support the MBSImP oesophageal section in determining whether
further investigation is indicated.
• People tend not to correctly locate and identify oesophageal disorders.
• It is important to be clear about the boundaries of the screen, because
there is no clear consensus in the literature on the role of the speech
and language therapist in visualising the oesphageal phase of the
swallow during the videofluoroscopic swallowing study.
• This is particularly important in services where the recommended form
of assessment isn’t readily available.
• The diagnostic standard is ambulatory pH or pH impedance monitoring.

Key points
•

Oesophageal disorders are prevalent in the dysphagia population.

•

The oesophageal section of the MBSImP can support identification for
further assessment, as well as increasing patient awareness of selfmanagement and the importance of adherence to treatment.

•

It can provide information that adds to the data gained on the
pharyngeal phase of the swallow.

•

The oesophageal section is just a screen. It’s important to be clear
when setting up a service and once the service running, so that it is not
confused with the barium swallow.

Key points
• Oesophageal disorders are prevalent in the dysphagia
population.
• The oesophageal section of the MBSImP can support
identification for further assessment, as well as increasing
patient awareness of self-management and the importance
of adherence to treatment.
• It can provide information that adds to the data gained on
the pharyngeal phase of the swallow.
• The oesophageal section is just a screen. It’s important to
be clear when setting up a service and once the service
running, so that it is not confused with the barium swallow.
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