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Chicago Classification ver. 4.0: Diagnosis of

Soo In Choi

Peristaltic Disorder

Department of Internal Medicine, Sanggye Paik Hospital, Inje University College of Medicine, Seoul, Korea

The Chicago Classification is being revised continuously for the acc

urate diagnosis of esophageal peristaltic disorders in which the

etiology is unclear, and the disease behavior is heterogeneous. The ver. 4.0 was recently updated. A representative change in the
diagnosis of esophageal peristaltic disorders of the ver. 4.0 showed that the distinction between major and minor disorders was elimi-
nated and was divided into the following four diagnoses: absent contractility, distal esophageal spasm (DES), hypercontractile esoph-

agus (HE), and ineffective esophageal motility. Compared to the ver.
esophageal manometry and methods of interpreting manometric. In

3.0, it recommended a more detailed protocol of high-resolution
addition, it emphasized the clinically relevant symptoms in diag-

nosing DES and HE, and presented provocative tests (e.g., multiple rapid swallow and rapid drinking challenge), as well as additional

testing, including impedance, timed barium esophagogram and funct
and rigorous criteria for peristaltic patterns and to minimize the am

ional lumen imaging probe, which may provide more standardized

biguity in diagnosis. Although it will take time and effort to apply

this revised Chicago Classification in clinical practice, it may help diagnose and manage patients with esophageal peristalsis disorder

in the future. (Korean J Gastroenterol 2022;79:66-71)
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