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Sir,

The authors wish to thank our readers for their careful review 
of our cases[1] and bringing up this pertinent issue of possible 
role of high‑resolution manometry  (HRM) in diagnostic 
algorithm of swallow syncope. We completely agree with our 
readers that although an underlying esophageal structural or 
functional abnormality is not necessary for the development 
of swallow syncope, it is prudent to exclude them with 
thorough esophageal evaluation, of which endoscopy, 
radiology, and HRM are key components.

Literature suggests an association of several esophageal 
conditions with swallow syncope, namely, hiatal hernia, 
gastroesophageal reflux disease with esophagitis and peptic 
stricture, webs, and carcinoma. There have also been 
reports of achalasia, diffuse or focal esophageal spasms, and 
nonspecific dysmotility in patients presenting with swallow 
syncope. In two out of three cases from Dr. Shaker’s group,[2] 
patients had hypertensive lower esophageal sphincter (LES) 
with high‑amplitude contractions (“nutcracker esophagus”), 
however, it was noted that concomitant electrocardiographic 
changes could not be documented. There may be a role of 
HRM in the diagnosis and appropriate management of such 
subsets of patients.

The readers have appropriately pointed out data suggesting 
several configurational changes such as drop in gastric 
fundus/LES pressure or esophageal shortening being 
associated with nausea. There is even emerging evidence 
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of decreased cardiac vagal tone after a meal affecting the 
transient LES relaxations,[3] but whether these responses 
are exaggerated in patients with swallow syncope causing 
them to have bradycardia and cardiac arrhythmias, is yet 
unclear.

Clinically, the cornerstone to diagnosis of swallow syncope 
is a patient’s history and documented concomitant 
swallow‑induced symptoms with cardiac arrhythmias. 
Absence of underlying esophageal pathology is not essential 
for its diagnosis, but may be critical for appropriate treatment 
of these patients.
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