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Background: The pathogenic mechanism of ineffective esophageal motility (IEM) is not yet well understood, and
its correlation with clinical symptoms remains unclear. Previous studies primarily focused on the association between
IEM and pathological acid reflux, while less attention has been paid to IEM patients without pathological acid reflux.
Aims: To analyze the clinical symptoms and esophageal motility characteristics of patients with IEM based on the
premise of excluding pathological acid reflux. Methods: Subjects who underwent high-resolution esophageal manometry at
the Department of Gastroenterology, the First People’s Hospital of Yunnan Province from July 2013 to June 2023 were
preliminarily included. After ruling out esophageal mucosal and structural abnormalities and pathological acid reflux
based on gastroscopy and 24 h esophageal pH monitoring, respectively, those who met the diagnostic criteria of IEM in
Chicago Classification version 4.0 were selected as the IEM group, and the age - matched subjects with normal
esophageal motility were selected as the control group (46 cases in each group). The clinical symptoms and esophageal
motility parameters were analyzed retrospectively. Binary univariate and multivariate Logistic regression analyses were
performed to identify relevant factors for IEM. Results: There were 34 males in the IEM group, accounting for 73.9% of the
patients, and the median age was 45.5 years. The main clinical symptoms included dysphagia (37.0%), reflux/heartburn
(32.6%), chest pain, throat discomfort, etc. Dysphagia was more common in the IEM patients than in the control group
(37.0% vs. 2.2%, P<0.05). There were no significant differences in upper esophageal sphincter pressure and residual
pressure between the two groups (all P>0.05). The distal contractile integral (DCI), lower esophageal sphincter pressure

(LESP), and integrated relaxation pressure (IRP) in the IEM group were significantly lower than those in the control group
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(all P<0.05). Binary multivariate Logistic regression analysis revealed that IEM was associated with dysphagia, DCI, and

LESP (all P<0.05). Conclusions: Dysphagia is the most common clinical symptom in patients with TEM. TEM patients

present with impaired esophageal body motility and decreased clearance function, and their lower LESP might be correlated

with the weak acid and non-acid reflux.
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