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1. Introduction

Because the pharynx is a shared conduit for swallowing and respiration, it is known that the
breathing cycle is well coordinated with the swallowing in humans [1-3]. The process of
inspiration and expiration is very precisely linked with the swallowing reflex via the supra‐
laryngeal nerve. However, the anatomical configuration of the pharynx may allow for the risk
of food aspiration of material into the lower airways during bolus passage, particularly in
elderly patients with a history of stroke and dementia [4-11]. The condition and function of
the pharynx and upper airways may be considerably affected by nocturnal disturbed breathing
including obstructive sleep apnea hypopnea syndrome (OSAHS) [12-14].

Gastro-esophageal reflux (GER) also affects the breathing and respiratory symptom [15]. The
coincidence of recurrent respiratory symptoms and gastro-esophageal reflux (GER) is a well-
known phenomenon in infants [16]. It has reported that gastro-esophageal reflux (GER) is
increased in patients with OSAHS [15]. The GER is also associated with swallowing and
breathing. Since the GER, OSAHS, and dysphagia are rapidly increased in adult and elderly
patients, this chapter describes the interesting features of sleep apneas in terms of swallowing
function and GER.

2. Breathing and swallowing

Swallowing function is necessary for eating, and it is coupled with breathing. it is well known
that the breathing cycle is well coordinated with the swallowing in humans [1].The adult
pattern of breathing-swallowing coordination during eating and drinking is well studied, with
75-95% of swallows beginning in the expiratory phase [2, 3] compared to 39% in newborns [4].
Swallowing elicits inspiratory suppression during breathing (Figure 1). Aspiration related
infectious events are prevented by defense mechanisms, such as swallowing reflex, cough
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reflex, and mucocilliary clearance. Protection of the airway from aspiration requires inhibition
of inspiratory airflow throughout the period of laryngeal exposure to the swallowed bolus.
This respiratory inhibition is called deglutition apnea and appears to be a universal accom‐
paniment of the normal swallow sequence in man [4-10]. Oral infusion of water at a variable
rate of 40 ml/min while the subject breathes through the nose elicits repetitive swallows (rate:
8.1+/-4.1 swallows/min, mean+/-SD), but this does not cause a single incidence of coughing or
aspiration in normal adults (Figure 2) [10]. The swallows interrupts inspiration and expiration
and leads to compensatory changes in tidal volume and breathing frequency. Swallowing also
causes respiratory phase resetting with a pattern that is characteristic of the strong perturba‐
tions of an attractor-cycle oscillator [11]. The threshold for initiation of swallowing in awake
subjects is influenced by, but not strongly coupled to, the phase of respiration. The respiratory
timing, in addition to anatomical barriers within the upper airway, influences the vulnerability
for aspiration during deglutition. Swallows initiated near the expiratory-inspiratory transition
may be the most likely to result in bolus aspiration, especially in pathological conditions that
weaken the impact of swallowing on respiratory rhythm or slow the transport of the bolus
through the pharynx [11]. Breathing and swallowing are well-controlled by the interaction of
neuronal groups co-localized in the brainstem [12, 13]. This central neuronal control, combined
with local anatomical conditions and sensory input from the pharynx, permit safe and directed
passage of air and food materials. Ventilatory control as indicated by arterial partial pressure
of CO2 affects swallowing [14, 15]. The dysphagia due to anatomical disorders or diseases may
also affect breathing patterns [16-18]. The changes in pharyngeal function by surgical condi‐
tions may be concerned. However, the coupling between the swallowing and respiratory
pattern generators is highly stable even in the post-laryngectomized patients [19].

(cited by Hårdemark Cedborg A I et al. Exp Physiol 2009;94:459-468)

Figure 1. Pharyngeal and esophageal swallowing and swallowing apnea One swallow preceded and followed
by expiration (respiratory phase pattern E–E). One swallow preceded and followed by expiration (respiratory phase
pattern E–E). Recordings of pharyngeal (A) and oesophageal manometry (B), nasal air pressure and oral and nasal air‐
flow by the bidirectional gas flow discriminator. The end of swallowing apnea is marked with arrows (↑). The start of
pharyngeal swallowing is defined as the start of pressure rise at the tongue base (TB-start) and the end of pharyngeal
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swallowing as the start of pressure rise at the upper esophageal sphincter (UES-start), which also defines the start of
the esophageal phase of swallowing. Pharyngeal manometry was recorded at the tongue base (TB), upper/lower level
of the pharynx (Pharynx Up./Low.) and upper oesophageal sphincter (UES). Oesophageal manometry was recorded at
2, 4 and 6 cm below the UES. Inspiration (I), expiration (E).

(Cited by Issa FG, Porostocky S. Control of ventilation during continuous swallowing. Am J Respir Crit Care Med
1994;150:1274-8.)

Figure 2. Changes in swallowing pattern during quiet breathing and CO2 rebreathing. Swallowing pattern dur‐
ing quiet breathing (closed circles) and hypercapnic tests (open symbols) in control (no infusion, 0 mllmin) and contin‐
uous swallowing (40 ml/min) in seven subjects participating in the study. Different symbols represent mean data of
different subjects, with bold crosses representing the mean data of all tests. Note that the number of swallows per
minute (spm), duration of the swallow (glottic closure), and the total duration of glottic closure were higher during
rebreathing tests than during control tests. Note also that the pattern of swallowing was different during quiet
breathing than during CO2 rebreathing. Asterisks (p <0.05) and NS (not significant) denote statistical difference be‐
tween CO2 rebreathing and quiet breathing (top asterisks), between 40 and 0 infusion rates during quiet breathing
(middle asterisks), and between 40 and 0 infusion ratesduring CO2 rebreathing (bottom asterisks).

3. Swallowing function in sleep apnea

The condition and function of the pharynx and upper airways is affected by nocturnal
disturbed breathing and obstructive sleep apnea (OSA) [20]. Although the mechanisms of
apnea termination in obstructive sleep apnea have not been fully elucidated, mechanoreceptor
feedback from the respiratory muscles or pharynx has been thought to play an important role
in apnea termination [21]. The influence of chemoreceptor information may be mediated
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indirectly through an effect on ventilatory effort. The constant positive airway pressure
applied via a nose mask through the nares (nasal CPAP, nCPAP) has been established as the
first line of therapy for obstructive sleep apnea hypopnea syndrome (OSAHS). It has been
reported, however, that nCPAP exerts an inhibitory influence on the water-induced swallow‐
ing reflex [22].

Several investigators have reported that gastroesophageal reflux (GER) is increased in adult
and child patients with OSAHS [23, 24]. It appears that the swallowing mechanism may be
affected by mechanical and/or chemical stimuli, including apnea and positive pressures in the
upper airways. Because abnormalities of neural networks in the area of the suprapharynx are
implicated in the cause and/or results of obstructive sleep apneas, it is possible that patients
with OSAHS have an abnormal swallowing reflex due to impaired neural/muscular function
at the upper airways.

The phenomenon was observed. The swallowing reflex was determined according to the
following criteria: latent time (LT), the time following a bolus injection of distilled water at the
suprapharynx to the onset of swallowing; inspiratory suppression time (IST), the time from
the termination of swallowing to the next onset of inspiration; and threshold volume, the
minimum volume of water (range, 0.4 to 2 mL) that could evoke the swallowing response.
Whereas the LT values in patients with OSAS were larger than the LT values in the control
subjects, the IST values (which may reflect the switching mechanism from deglutition apnea
to breathing) were actually shorter (Figure 3). In addition, a greater bolus volume was
necessary to elicit swallowing in patients with OSAHS than was necessary in the control
subjects. Thus, patients with OSAHS are likely to exhibit an impaired swallowing reflex,
probably due to the perturbed neural and muscular function of the upper airways [25].
However, Jobin and others have reported that threshold volume did not differ between the
OSAHS and control groups with obesity. Although the swallowing latency was shorter for
OSA patients, IST were similar for OSA patients and control subjects. Since there was a
significant inverse relation between vibratory sensation threshold (VST) and IST, orophar‐
yngeal sensory impairment in OSA may be associated with an attenuation of inhibitory
modulating inputs to reflex and central control of upper airway swallowing function [26].

4. Clinical implication of swallowing dysfunction in sleep apnea

Sleep apnea caused swallowing dysfunction may lead to susceptibility to upper airway
infection in child patients and older patients [27-29]. The increased respiratory effort to breath
against a closed airway may facilitate pulmonary aspiration in the patients. It is known that
children with sleep-disordered breathing experience more respiratory infections. Sleep apnea
associated swallowing abnormality is possibly a predisposing risk factor for community-
acquired pneumonia (CAP) in children [27]. In the frail elderly, sleep apnea considered to be
a significant risk factor for the development of pneumonia [28-30]. Further, immune pertur‐
bations secondary to disrupted sleep may render them susceptible to invasion of pathogens
[31]. The impaired immune function caused by sleep-disturbed breathing may also potentiate
the emergence of pneumonia.
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From treatment viewpoints of sleep apnea, nCPAP therapy may have favorable effects on the
risk reduction of airway infection. The treatment of OSAHS with CPAP may be effective for
the improvement of awakens and daytime activity as well as the prevention of nocturnal
aspiration and pneumonia. On the other hand, poor maintenance of the CPAP machine and
the humidifier leads to bacterial growth. Although this does not cause an infection, it can result
in the introduction of bacteria to the patient's respiratory system. Keeping the machine and its
components clean decreases the opportunity for bacterial growth. The only infection clearly
associated with CPAP use may be meningitis. It has been reported that meningitis occurred
in patients using CPAP only following a skull trauma [31]. In the elderly, OSA and central type
apnea was associated with an increase in mortality from pneumonia in addition to increased
risk of cardiovascular related and all-cause mortality. However, there was no relationship
between mortality and severity of sleep apnea [32].

5. Breathing and gastroesophageal reflux (GER)

Acid reflux events are very different between the awake period and the sleep period. During
sleep, acid reflux events tend to be less frequent and of a longer duration as compared with
acid reflux events during the awake period [33]. This is due to the profound effect of sleep on
esophageal response to acid reflux events. During sleep, there is a significant reduction in

(Cited by Teramoto et al. Chest Chest. 1999;116(1):17-21. doi:10.1378/chest.116.1.17)

Figure 3. Swallowing reflex in OSAS patients and control subjects. A presentation of the latency for the swallowing
reflex induced by a bolus of water in 20 patients with OSAS and in 20 age-matched control subjects (CTRL). The laten‐
cy for swallowing initiation was judged using LT on the recording of submental EMG activity.
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voluntary swallowing and thus primary peristalsis. In addition, diminished saliva production
during sleep results in delayed normalization of the distal esophageal pH after an acid reflux
event has occurred. Loss of gravitation effect as well as alteration in perception of acid reflux
events and thus less symptom generation may all adversely affect physiological response to
GER. Consequently, nocturnal GER has been demonstrated to be associated with esophageal
inflammation, GER-related complications and extra-esophageal manifestations of gastroeso‐
phageal reflux disease (GERD) [34, 35]. It is well known that GERD, besides its classical
symptoms, is associated with extra esophageal symptoms and complications as well (Table
1). The most common ones are respiratory symptoms, no cardiac chest pain, and physiatrist
symptoms including nocturnal disturbed breathing [36-38].

Organ specialty Symptoms /complications

Cardiology non-cardiac chest pain

Pulmonologist bronchial asthma, chronic cough

Otolaryngology Posterior laryngitis, reflux laryngitis,

Psychiatry sleep disorders, sexual disorders, anxiety

Pediatrics recurrent lower respiratory tract infection, apnea (sudden death), otitis media

Geriatrics sleep disorders, recurrent lower respiratory tract infection

Table 1. Extra-esophageal complications of GERD

6. Gastroesophageal reflux in sleep apnea

Gastroesophageal reflux disease (GERD) is a very common disorder defined as various
symptoms or esophageal mucosal damage generated by the abnormal reflux of gastric contents
into the esophagus [39]. Patients with OSAHS have been reported to have a high prevalence
of gastroesophageal reflux (GER) symptoms [40]. The increase of transdiaphragmatic pressure
in parallel with the large negative intrathoracic pressure produced during apnea events may
directly lead to GER (Figure 4) [41]. Some studies have demonstrated that the application of
nCPAP for OSAHS also improve GER symptoms. However, GER does not occur with every
apnea [42]. Because the common conditions observed in patients with OSAHS, including
obesity or alcohol ingestion, are also predisposing factors for GER, the direct pathologic
association between OSAHS and GER has not been established. In fact, a recent investigation
in over 1000 subjects failed to show a causal link between both diseases [43]. Thus, there is a
common pathology between OSAHS and GERD, but the direct causal relationships between
two disorders remains controversial. Further, a temporal relationship between cough and
reflux events has been suggested by studies utilizing impedance-pH monitoring of reflux
events and objective cough recording. However, consensus is lacking in terms of whether this
temporal relationship proves a causal link between reflux and cough [44].
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Figure 4 

Possible pathologic link between gastroesopgaheal reflux (GER) and sleep apnea 

Gastroesopgaheal reflux    Obstructive sleep apnea ←  obesity 

     

Increased aspiration risk,       Intrathoracic pressure changes   

Chronic cough   Impaired swallowing reflex   

pH changes in esophagus        Increased aspiration risk 

 (Possibly in trachea),   Increased pneumonia risk 

hyperventilation induced apnea   

Increased pneumonia risk 

Figure 4. Possible pathologic link between gastroesopgaheal reflux (GER) and sleep apnea

7. Clinical implication of GER in sleep apnea

Extraesophageal complications of GERD have been concerned in patients with sleep apnea.
The GER may be associated with cardiovascular, pulmonologic, laryngeal, and dental
complications [45]. The most recognized manifestations are non-cardiac chest pain, bronchial
asthma, chronic bronchitis, chronic cough, and posterior laryngitis, as well as the acidic
damage of dental enamel [45].

Heartburn during sleep is very common in the general population. This type of symptom of
GERD is strongly associated with increased body mass index (BMI), carbonated soft drink
consumption, snoring, daytime sleepiness, insomnia, hypertension, bronchial asthma, and
usage of benzodiazepines. These factors are also strong risk factors for sleep apnea. Thus,
heartburn during sleep may be associated with the severity of OSA related negative intra‐
thoracic pressure, resulting in increased sleep complaints and excessive daytime sleepiness
[46]. It has been suggested that sleep deprivation is hyperalgesic in patients with GERD and
provides a potential mechanism for increase in GERD symptom severity in sleep-deprived
patients [47].

8. Possible links among dysphagia, GER and sleep apnea

Chronic cough is a common problem in patients who visit physicians. The cough is associated
with deterioration in patients’ quality of life. The three most common causes of chronic cough
in those who are referred to pulmonary specialists are postnasal drip, asthma and gastroeso‐
phageal reflux. It has been reported that asthma, postnasal drip syndrome (PNDS), and
gastroesophageal reflux disease (GERD), alone or in combination, were responsible for > 90%
of the causes of chronic cough [48]. The chronic cough may lead to true asthma and asthma is
exacerbated by the gastroesopgaeal reflux [49, 50]. The initial treatment of patients with cough
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is often empiric and may involve a trial of decongestants, bronchodilators or histamine H2
antagonists, as monotherapy or in combination [51]. If a therapeutic trial is not successful,
sequential diagnostic testing including chest radiograph, and barium swallow may be
indicated. The chronic cough could be caused by repeated GER, aspiration, and OSA [52]. The
pathologic link between chronic cough and sleep apneas has been considered. The chronic
cough is a symptom of GER and dysphagia. The daytime symptom may affect the night time
symptom including sleep apneas. One possible explanation for the risk of chronic cough in
OSA patients may be related to easy pulmonary aspiration. Since high collapsibility of the
upper airway is characteristic to OSA, resultant hypoxemia may stimulate such patients to
breath against a closed airway, therefore generating a more negative intra-thoracic pressure
[53-55]. The more negative intra-thoracic pressure induces a higher pressure gradient and a
vacuum pressure through the upper airway, facilitating aspiration of pharyngeal secretions,
saliva or oral contents into the lower respiratory tract[56]. Because the fundamental mechanism
of sleep-disordered breathing in children may not be the same as that of sleep apneas in adults
and the elderly, the inter-relationships among chronic cough, sleep apnea, and GER in younger
subjects and children is different from those in adult and elderly patients. Post-swallow apnea
and post-swallow inspiration occur significantly more frequently in infants suffering from
acute bronchiolitis than healthy infants [57].It is interesting to know the swallowing function
in child patients and older patients with sleep apneas or GERD. Because the swallowing
function is impaired in patients with OSAHS, and because the swallowing function is associ‐
ated with cough reflex thorough substance P, the abnormality in swallowing function in OSAS
may be associated with chronic cough in children and adults [58, 59]. It has been suggested
that excessive daytime sleepiness seen in some OSAHS patients may be associated with various
pathophysiological mechanisms including changes in substance P levels [60]. Although many
patients with adults OSAHS complain of sleep-related heartburn and regurgitation of gastric
contents into the pharynx, the complaint is rarely heard in children with apneas. Therefore,
the similarities and differences in swallowing function, cough reflex, and GER between
children and adult patients with SAS may lead to further knowledge regarding the coupling
mechanism between respiration and deglutition [61, 53]. However, as GERD manifests a
spectrum of conditions, including asthma, posterior laryngitis, and chronic coughing, the
pathologic link among chronic cough, OSAS, and GERD is not simply determined in children.

9. Summary

Breathing and swallowing is tightly coupled. Disruption of breathing-swallowing coordina‐
tion causes aspiration, which facilitates several pulmonary complications including lower
respiratory tract infection.

Swallowing is also affected by the gastroesophageal reflux (GER). Thus, GER affects respira‐
tory symptom including aspiration, cough, and dysphasia. The coincidence of recurrent
respiratory symptoms and GER is important in infants as well as elderly patients. The GER
related respiratory symptoms are considerably influenced by nocturnal disturbed breathing
including OSAHS. The intrathoracic pressure changes during obstructive apnea and compen‐
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sated hyperinflation are associated with the occurrence of GER and aspiration. We should
seriously consider that the swallowing, breathing and GER are dependently and independ‐
ently linked in various clinical condition during daytime and nighttime.
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