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Abstract
Background: Dysphagia is described as any disruption in the normal swallowing starting from the preparatory
transport of a bolus from the oral cavity through both pharynx and esophagus down to the stomach. The purpose
of this study is to detect the different symptoms of Dysphagia in dysphonic patients with non-neoplastic vocal fold
lesions to consider the potential benefit of swallowing therapy hand in hand with the voice intervention strategies.
Methods: The Arabic Eating Assessment Tool-10 (A-EAT-10) was applied on 50 patients with age ranging from 15
to 50 years diagnosed as being dysphonic secondary to non-neoplastic vocal fold lesions on objective and clinical
measures. Patients with a score above three will be considered to have dysphagia.
Results: Application of Arabic EAT-10 on dysphonic patients with minimal associated pathological lesions revealed
swallowing difficulties that are not due to their vocal pathological condition. In the current study, 12 patients from
the studied sample (24% of the patients) complained of phonasthenic symptoms and these symptoms may be
misinterpreted by the patients as dysphagia. Symptoms of comorbid phonasthenia may be misinterpreted by the
patients as dysphagia.
Conclusions: Although non-neoplastic vocal fold lesions are not the etiological factor for dysphagia, these group
of patients still complains on subjective screening tools like A-EAT-10. The dysphagic symptoms in this group of
patients may be related to the comorbid phonasthenia, and treatment of phonasthenia by voice therapy could
alleviate these symptoms.
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Background
There are many causes of dysphagia classified into
oropharyngeal or esophageal etiologies. Oropharyngeal
dysphagia may arise from morphological abnormalities,
neurologic diseases, and general ailments. Causes of
esophageal dysphagia include esophageal dysmotility,
inflammation and structural abnormalities [1].

* Correspondence: Yomna@med.asu.edu.eg
Unit of Phoniatrics, Department of Otorhinolaryngology, Faculty of Medicine,
Ain Shams University, Cairo, Egypt

Symptoms include difficulty in biting or chewing
thus hindering the formation of a bolus. Inefficient
oral preparation may be due to reduced range of motion of the tongue and/or weakness of the tongue
requiring increased time to prepare the bolus for
swallowing, drooling, and poor oral containment;
pocketing of food in the lateral sulcus; or even aspiration before the swallow [2].
Benign non-neoplastic lesions make up the majority of
vocal fold lesions, namely minimal associated pathological lesions (MAPLs). They are non-inflammatory
non-neoplastic lesions (polyps, nodules, cysts, Reinke’s
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edema, polypoid degeneration, and contact granuloma).
Most of these lesions are associated with vibratory injury
of the vocal folds but multiple factors can lead to the development of these lesions [3].
Proper history taking and a thorough diagnostic
workup using imaging studies and endoscopic examination are used to determine the exact cause. Diagnostic tools of dysphagia are divided into subjective
and objective tools. Subjective tools have been developed to assess the dysphagia-related problems percepted by the patient reflected on his/her quality of
life, emotional, and psychosocial aspects. One of these
tools is the Arabic version of the Eating Assessment
Tool (A-EAT-10) [4].
Patients with dysphonia secondary to non-neoplastic
vocal fold pathology may suffer from impaired swallowing that is often masked by the phonatory complaint and yet is of major concern. The etiology
behind the dysphagia in patients with non-neoplastic
vocal folds lesions has not been previously described
and surely warrants further investigation. It is common knowledge that these patients invariably exhibit
hyperfunctional laryngeal behavior, which in turn accelerates the stress at the mid-membranous portion
of the vocal folds and results in the development and
perpetuation of vocal fold lesions; this may disturb
one or more of the kinematics of swallowing [4]. In
this group of patients, dysphagia may be a common
symptom that is often overlooked in patients presenting with the main complaint of dysphonia. Improved
awareness regarding the prevalence of dysphagia in
this group of patients may have an impact on the
management strategy.

Methods
Study design

This study was a cross-sectional study, including patients diagnosed as being dysphonic secondary to
non-neoplastic vocal fold lesions on objective and
clinical measures, attending at the phoniatric outpatient clinic at the period from September 2018 to
February 2019.
Subjects

This study was applied on 50 patients with dysphonia
secondary to non-neoplastic vocal fold lesions (thirtytwo of them with comorbid phonasthenia). These patients attended the phoniatric outpatient clinic.
A convenience sample was used to select the cases
upon the following inclusion and exclusion criteria:
1. Inclusion criteria
(a) Age ranging from 15 to 50 years
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(b) Patients being diagnosed on clinical and
objective tests as being dysphonic secondary to
non-neoplastic vocal fold lesions
2. Exclusion criteria:
(a) Age below 15 years or above 50 years
(b) Patients with a recent history of respiratory
tract infection, laryngeal surgery or
manipulation neurologic disorders, head and
neck tumors, history of chemotherapy/
radiotherapy to head and neck, or any other
proved cause of dysphagia
All patients were subjected to the following:
1. Elementary diagnostic procedures including patient
interview and careful history taking
2. Clinical diagnostic aids:
(a) Augmentation and documentation of the
glottic picture using telescopic rigid fiberoptic orolaryngoscopy or flexible nasolaryngoscopy which provides good methods for
photographic or video-tape recording and
useful for exposure of the whole length of
vocal folds
(b) A-EAT-10 as a primary outcome measure for
dysphagia. Patients with a score above three will
be considered to have dysphagia.
The Arabic Eating Assessment Tool-10 (A-EAT-10)

The Arabic EAT-10 is a self-administered, symptomspecific outcome instrument for the subjective assessment of dysphagia in an Arabic speaking population. It is a rapidly administered questionnaire; it
takes only 2 minutes to be completed and needs no
training. It consists of 10 statements in which the
patient rates his/her perceived level of swallowing
difficulty [4].
Scoring and score interpretation

The patient rates the problem on a scale of 0–4 (0 = no
problem, 4 = severe problem). There are no formulas required to calculate a raw score. The clinician only needs
to add up the numbers. The normative data suggest that
an EAT-10 score of higher than 3 is considered dysphagia. An elevated EAT-10 score indicates a higher selfperception of dysphagia.
Data management and analysis

The collected data was revised, coded, tabulated, and introduced to a PC using Statistical Package for Social
Science (SPSS 27). Data was presented and suitable
analysis was done according to the type of data obtained
for each parameter.
Descriptive statistics are as follows:
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1. Mean and standard deviation (± SD) for numerical
data
2. Frequency and percentage of non-numerical data
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Table 2 Demographic data for cases
Frequency
Gender

Results
Demographic data for cases

Among the cases, the age of the patients ranged from
15 to 50 years with a mean of 35.74 ± 8.724 years as
shown in Table 1. As regards the gender, there were
23 males (46%) and 27 females (54%) as shown in
Table 2.
Etiology of dysphonia

In the current study, the most common vocal fold lesion
in patients with dysphonia was vocal fold polyp; the frequency and percentage of all vocal fold lesions included
are shown in Table 3.
Analysis of the questionnaire among patients and
frequency of Dysphagia by Arabic EAT-10

Most of the patients had multiple complaints, so the distribution and the frequency of dysphagic symptoms
throughout the questionnaire showed that the most frequent questions reported among the patients were 6 and
4, followed by 8, 5, 9, and 10, whereas the least frequent
questions were questions 3, 7, 2, and 1 respectively, as
shown in Table 4. Among the 50 patients with dysphonia, 12 patients (24.0 % of the studied sample) who were
complaining of phonasthenia had dysphagia as evidenced
by an Arabic EAT-10 score of above three as shown in
Table 5.

Discussion
Dysphagia is an important symptom that could have a
huge impact on different aspects of a patient’s life.
Dysphagia is associated with increased morbidity and
mortality and may lead to a variety of clinical complications including dehydration, malnutrition, and aspiration pneumonia. Quality of life is impaired in
patients with dysphagia as malnutrition influences
daily activities, especially mobility and feeding, and
may be associated with tissue wasting and impaired
organ function. Thus, early recognition of this problem is important to ensure the appropriate precautions and interventions [5].
Dysphagia assessment studies were broadly done in
cases of organic voice disorders. However, studies are
limited in case of non-organic voice disorders despite

Table 1 Mean age among studied group
Age in years

Percent

Female

27

54.0

Male

23

46.0

Total

50

100.0

the patients’ complaints as sometimes the main symptom of dysphonia is more irritative to the patients and
mask dysphagia.
The prevalence of dysphagia in patients with dysphonia secondary to non-neoplastic vocal fold lesions has
not been previously reported in the literature except in
only one study by Hamdan et al. [6] using Arabic EAT10 only.
The current study was done aiming at assessment
of dysphagia symptoms in this group of patients on
subjective measures. Among the different tools that
detect dysphagia subjectively, the Arabic EAT-10 was
chosen to be used in this study being a valid, reliable,
and rapidly administered questionnaire. Patients with
a score above 3 were considered dysphagic.
The results obtained in this study showed that 24% of
the participating patients are dysphagic by A-EAT-10
(all the 12 patients were complaining of phonasthenic
symptoms), while Hamdan et al. [6] showed that 37.7%
of the patients are dysphagic by A-EAT-10.
The most frequent complaints among these patients
evidenced by the Arabic EAT-10 were pain during swallowing; swallowing solid consistencies takes extra effort.
Whereas the least symptoms were losing weight due to
swallowing difficulties. The results of the current study
are reinforced by the fact that the minimal associated
pathological lesions (MAPLs) are benign, minimal, nonneoplastic, and non-inflammatory lesions that have no
threat to life, no associated pain, and no serious loss of
function. Their main impact is the affection of optimal

Table 3 The frequency and percentage of each vocal fold
lesion in participating patients
Vocal fold lesion

Frequency

Percent

Vocal fold polyp

17

34.0

Vocal fold cyst

6

12.0

Vocal fold nodules

14

28.0

Reinke’s edema

5

10.0

Polypoid degeneration

4

8.0

Minimum

Maximum

Mean

S.D

Contact granuloma

4

8.0

15

50

35.74

8.724

Total

50

100.0
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Table 4 Analysis of the questionnaire among patients
Arabic EAT-10

Number of patients who reported
this question

Percentage of patients who reported
this question

Question 1, “My swallowing caused me to lose weight.”

3

6

Question 2, “My swallowing problem interferes with my ability to
go out for meals.”

4

8

Question 3, “Swallowing liquids takes extra effort.”

10

20

Question 4, “Swallowing solids takes extra effort.”

16

32

Question 5, “Swallowing pills takes extra effort.”

14

28

Question 6, “Swallowing is painful”

16

32

Question 7, “The pleasure of eating is affected by my swallowing.”

9

8

Question 8, “When I swallow food Sticks to my Throat.”

15

30

Question 9, “I cough when I eat.”

13

26

Question 10, “Swallowing is stressful.”

12

24

use of voice in communication due to the presence of
dysphonia [7].
Also, the intricacy in the neuromuscular supply of the
pharynx and larynx cannot explain dysphagia to be
caused by MAPLs which are superficial lesions limited
to the mucosa of the vocal folds and never extend beyond the mucosal level to affect the muscles or deeper
structures of the larynx.
Hamdan et al. [6] assumed that the pathophysiology
of dysphagia in patients with dysphonia lies heavily
on the intersection in the neuromuscular innervation
of the upper airway and digestive system. In the
pharyngeal phase of swallowing, there is anterior
movement and elevation of the larynx, epiglottic closure, pharyngeal muscle contraction, and upper
esophageal sphincter release, so a dysfunction in any
of these stages may result in swallowing disorder.
Other possible mechanisms were listed including restricted movement of the laryngeal framework, restricted pharyngeal constriction during swallowing, or
alteration in the upper esophageal sphincter pressure
during phonation.
On the highlight of the results of the current study,
when a dysphonic patient secondary to MAPLs is
complaining of dysphagia symptoms, it is mostly not
related to his vocal fold lesions and the clinician
should search thoroughly for another etiology.

Table 5 The frequency and percentage of dysphagia by Arabic
EAT-10 in all participating patients
Dysphagia by A-EAT-10

Positive (score > 3)

Frequency

Percent

12

24.0

Negative (score ≤ 3)

38

76.0

Total

50

100.0

It should be mentioned that patients with MAPLs
have a functional element and may be suffering from
associated phonasthenic symptoms that include symptoms related to throat as dryness, soreness, frequent
clearance of the throat, sticky secretions of the throat
difficult to be swallowed down, feeling of tightness or
lump in the throat, and rarely a feeling of ball in the
throat “Globus” [7]. In the current study, 12 patients
from the studied sample (24% of the patients) complained of phonasthenic symptoms and these symptoms may be misinterpreted by the patients as
dysphagia.
Jin et al. [8], Karkos et al. [9], Lee et al. [10], and
Kobayashi et al. [11] have reported gastric acid reflux
with laryngo-pharyngeal reflux disease (LPRD) to cause
laryngeal contact granuloma. So in the patients with
contact granulomas complaining from dysphagia symptoms, we can suspect LPRD to be the underlying
etiology.

Conclusions
The present study showed that non-neoplastic vocal
fold lesions are not an etiological factor for dysphagia despite the intricacy in the neuromuscular supply of pharynx and larynx. The dysphagic symptoms
in this group of patients may be related to the comorbid phonasthenia, and treatment of phonasthenia by voice therapy could alleviate these symptoms.
Diagnosis of Dysphagia cannot be confirmed depending only on subjective screening tools like AEAT-10.
Abbreviations
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