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A Case With Dermatomyositis-related Swallowing Disorder Treated
by Intermittent Oro-Esophageal Tube Feeding
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A seventy-year-old man was admitted to our hospi-
tal for treatment of dermatomyositis. The patient
complained of progressive dysphagia symptom after
admission and prednisolone therapy was administered.
Videofluoroscopic examination of the patient swallow-
ing showed poor laryngeal excursion, delayed swallow
reflex, decreased pharyngeal peristalsis and impaired
laryngeal closure. Thus, swallowing therapy, including
muscle exercises around the neck and the tongue, were
started immediately. In addition, intermittent oro-
esophageal tubing technique (IOE) was introduced for
improved swallowing function, since IOE is easily
performed in patients without gag reflex induced by
pharyngeal stimulation. The patient mastered the self-
tubing technique within a few days and continued
IOE. The patient’s swallowing function gradually im-
proved and he could intake food at 13 weeks after
the introduction of IOE therapy. IOE is effective to
improve nutrition status and swallowing function for
patients with swallowing dysfunction caused by the
abnormalities of pharyngeal stage in deglutition.
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INTRODUCTION

Swallowing dysfunction is a common symptom in
patients with dermatomyositis and an incidence rate
of 35% was reported by Hoshino et al. (1). Swallo-
wing disorder causes patients to lose the pleasure of
eating and exposes them to life-threatening complica-
tions, such as aspiration pneumonia and malnutrition.
Here, we report a case with dermatomyositis-related
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swallowing dysfunction, which was treated effectively
using swallowing therapy including oro-esophageal
tubing technique (2).

CASE REPORT

A seventy-year-old man with erythema over his
whole body and diffuse muscle pain was admitted to
our hospital. This patient had a history of gastric and
rectal cancer, and was suffering from diabetes melli-
tus. He was diagnosed as dermatomyositis and daily
therapy of 60mg of prednisolone was administrated
soon after admission. The patient’s muscular strength
of trunk and extremities was normal and swallowing
dysfunction was not identified at admission. However,
the patient complained of dysphagia and loss of pha-
ryngeal sensation while swallowing at 3 weeks after
admission and his dysphagia worsened even after ad-
ditional gamma-globulin therapy. His dysphagia grade
at this time was 2 according to Fujishima’s grading
system (3), in which normal function is grade 10 and
the worst function is grade 1. Thus, he consulted a
speech-language-hearing therapist at 5 weeks after ad-
mission. Physical examination revealed that sensation
of the posterior wall of his pharynx was diminished
and gag reflex was not induced by pharynx stimula-
tion, although dysarthria was not observed. Thus, di-
rect and indirect swallowing therapies were
immediately started. Eating was prohibited and total
parenteral nutrition (TPN) was started at 6 weeks
after admission since the degree of inflammation was
suddenly aggravated and the patient could not swal-
low at this time. General erythema disappeared and
the serum level of creatinin kinase (CK) was normal-
ized at 2 weeks after the introduction of daily therapy
of 80 mg of prednisolone. However, muscle atrophy
and dysphagia were not improved. Therefore, physical
therapy was also applied after normalization of the
CK serum level (Fig. 1).

Repetitive saliva swallowing test (RSST) (4) (twice
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Fig. 1. Clinical Course

PSL: prednisolone, ST: speech-language-hearing therapy, PT: physical therapy,
VF: video fluorograpy, IOE: intermittent oro-esophagus catheterization,

CK: creatine kinase, CRP:c-reactive protein,

Dysphagia grade is expressed according to Fujishima’s grading system

for 30 seconds) and modified water swallowing test
(MWST) (5) were graded as profile 3a. These find-
ings indicated the existence of a moderate grade of
swallowing dysfunction. Videofluoroscopic examina-
tion of swallowing (VF) at 5 weeks after admission
revealed decreased laryngeal elevation and epiglottis
folding, reduced vocal cord adduction, a decline in
pharyngeal contraction, delayed swallowing reflex,
constricted space between the pharynx and upper
esophagus, and retention of food in the vallecula. VF
also showed disturbed relaxation of the upper eso-
phageal sphincter and aspiration to the airway after
swallowing. The cough reflex timing was delayed a
few seconds after aspiration of food, although it was
strong enough to remove the aspirated food out of the
airway. Esophageal motor function was considered to
be intact by VF assessment.

The nutrition status of this patient worsened after
admission, and the serum levels of total protein and
albumin at 10 weeks after admission were 5.4g/dl and
2.5 g/dl, respectively. Therefore, at 10 weeks after

admission, we introduced intermittent oro-esophageal
tube feeding (IOE) for the intake of nutrients and
swallowing training, since IOE can be easily per-
formed without gag reflex induced by pharyngeal
stimulation. IOE was performed using the PHYCON
® feeding tube (Fuji Systems Corporation, Tokyo,
Japan) . In addition, injected nutrients through IOE
were considered to easily reach to the patient’s stom-
ach, since his esophageal movement was not im-
paired. Balloon inflation therapy was performed using
a 14 Fr urinary catheter. He could perform IOE by
himself within a few days, and began both the bal-
loon inflation therapy and synchronized pulling-out
therapy (4) to enlarge the constricted space between
the pharynx and the upper esophagus. The patient
was continuously encouraged by the medical staff of
our hospital to perform IOE, although the patient was
annoyed by steroid therapy-induced, manic-depressive
psychological status which hindered continuous swal-
lowing rehabilitation. The patient’s dysphagia gradu-
ally improved and VF at 13 weeks after the start of
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IOE revealed the patient was able to swallow a small
amount of jelly without aspiration. The patient could
take rice gruel 3 times a day and although he was
operated on for perforation of a steroid therapy-
induced small intestine ulcer at 26 weeks after admis-
sion. IOE was discontinued at 30 weeks after admi-
ssion because swallowing function and nutritional
status of this patient became better, and the serum
levels of total protein and albumin at that time were
6.1g/dl and 3.7g/dl, respectively. The patient was
eventually discharged from our hospital at 35 weeks
after admission.

DISCUSSION

Swallowing disorder is a serious problem for pa-
tients, since it easily induces several life-threatening
complications such as malnutrition and aspiration
pneumonia. of Swallowing abnormalities could be
caused by numerous disease conditions, and swallow-
ing rehabilitation should be programmed to fit the
type and the individual patient’s degree of swallow-
ing dysfunction. This might require the involvement
of several medical staff including speech-language-
hearing therapists, physical therapists, occupational
therapists, dietitians, and rehabilitation nurses. Dys-
phagia is a well-known symptom in patients with
dermatomyositis, and this swallowing dysfunction was
reportedly caused by decreased pharynx peristalsis,
impaired upper esophagus relaxation and esophageal
motility disorders (7-9). Research found esophageal
motor dysfunction to be caused by a fibrosis in the
cricopharyngeal muscle and tissue around the upper
esophagus (10). However, standard protocol of swal-
lowing rehabilitation for patients with dermatomyositis
has not yet been determined.

We referred to the physical examination and VF
findings to determine the methods of swallowing re-
habilitation for our patient. Using VF assessment, we
considered the swallowing dysfunction of this patient
to be mainly caused by abnormalities of the pharyn-
geal stage in deglutition. We also found the esophag-
eal stage in deglutition was not impaired. In addition,
IOE technique was easily introduced for this patient,
since pharyngeal sensation and gag reflex were absent
at the start of IOE therapy. Nutrition therapy using
IOE gradually improved the nutritional status of this

patient, and repeated IOE was considered to be effec-
tive to enhance the pharynx muscle function. The
constricted space between pharynx and upper esophagus
was also gradually enlarged by the balloon technique
and pulling-out method synchronized with swallow-
ing. The patient’s swallowing dysfunction was suc-
cessfully improved by this swallowing rehabilitation.
The patient safely performed IOE, the balloon tech-
nique and pulling-out method by himself and these
might have enhanced his motivation to continuously
perform swallowing therapy. Therefore, IOE should
be recognized as a useful rehabilitation therapy for
the patients with swallowing dysfunction and malnu-
trition.

In conclusion, IOE is effective to improve nutrition
status and swallowing function for patients with swal-
lowing dysfunction caused by the abnormalities of
pharyngeal stage in deglutition.
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