


Ohjectives

n Descrilbe anatomic and physiolegic factors
predispese to reflux esophagitis

s Symptoms of reflux esophagitis
m Describe hiatal hermia (types)

= Describe indications for operative
management.




Ohjectives

[Descrike achalasia

Radielogic findings and evaluation
Esophageal diverticula

Cancers

Perforations



Anatomy

s Originates where?

s [raverses what to get to
ABD?

[ iaphraﬁm




Anatomy.

s |_ayer off esophagus
m [VIUscles

pithelium
Basement membrane
Lamina proFria
Muscularis mucosae
Submucosa

Muscularis
propria

Periesophagea
tissue
(adventitia)
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Sphincters

= SPRINGLErsS
= \Where and how many?



UI9PEr

ircular esophagea

SpPhincter

muscile

Cricoid cartilage (posterior surface)

Tendinous attachment of longitudinal
esophageal muscle

Posterior cricoarytenoid muscle

IHEINIRN

Posterior view with pharynx
opened and mucosa removed

Inferior pharyngeal constrictor muscle

Pharyngeal aponeurosis (cut away
Zone of sparse muscle fibers
(Killian's triangle)

Cricopharyngeus muscle (part of
inferior pharyngeal constrictor)

Esophageal mucosa and submucosa
Circular muscle in V-shaped area

(of Laimer)

Right recurrent laryngeal nerve

Longitudinal esophageal muscle

Window cut in longitudinal muscle
exposes circular muscle layer




[_OWEr SpRINCtER

s PUrpese to prevent gastric reflux
= Resting pressure



IHIstery and phaysicai

= \What guestions?



Presentation

= Dysphagia

= Odynophagia

s Globus hystericus

= Hearthurmn

= Regurgitation

= \/omiting

= Recurnrent bronchitis or pneumonia
= hiccups



Physical and tests

= Physical of the esophagus?
s \What tests?



[Diagnoestic StUaies

s CXR

= Bariun swallow

s CT

= Esophagoscopy.

s Manometry-and fluorescopy.
= PH'monitoring



Hiatal Hernia

= \\What are the major types?
= \WhIChI IS thhe most common?



WV/pes of niatal Rernias

GE junction

GE junction



Pauihepnysiclogy,

|_0Ss| off anatemic relatienship
Refilux

Barrett’s esophagus
Shortened |A esophagus



Barrett’s esophagus

"

.




Presentation

= BUrning epigastric paim or tightness

= LUmp or feod stuck

= Alcohoel, ASA, tobaceo, cafifeine, chocolate

= Aspiration preumonitis or asthmas or laryngitis
= Dysphagia, bleeding, respiratory distress



[DIagNeSIS

s Barium swallow
s EGD
= SchatzKi ring
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ring

Schatzk







Medical Treatment

n 30% respond

= Avoldance

= [Ight garments

= Antacids

= Abstinence-prior to sleep
= Elevated HOB

= \Weight loss



Surgical Trreatment

n Correct anatomic defiect

s [ransthoracic or transabdominal

s Complications- gas-bloat syndrome
= Prognosis- 90% relief ofi symptoms









Achalasia

s Fallure to relax
= Distal esophagus
s Chagas disease (trypanesemiasis)

= Presentation- dysphagia, regurgitation, weight
loss

= Liguid to force food down
= Aspiration pneumonia



Achalasia

DX~ contrast studies

IMlanemetric pressures show: tertiary Waves
With diffuse spasm

Treatment- medical not helpful
Treatment- surgical 95% complete relief




Medical treatment

= Balloon dilatation
= RUpture the circular muscle
= Complication - perfieration



Surgical Trreatment

= Heller myotomy- distal 5 ¢ ofi esophagus;and
extend 1 ¢ onto stomach:.

= Modified fundiplication



Bird's beak /



Piverticula

s Outpouching of all or part of the wall.
= [ YpEes- traction and pulsion
= At any level



Zenker’s Diverticula

= Pulsion
n Dysfiunction of Thyo
cricopharyngeal muscle pharyngeus

n Between obligue fibers
ofi thyrepharyngeali ms
and' cricopharyngeus

= elderly

pharyngeus




Zenker’s

&

= Regurgitation; choking,
putridi breatih odor

s [reatment — myotomy
ofi cricopharyngeal ms
and' excision or
elevation of
diverticulum

Neck of diverticulum



Traction diverticula

= Middle third
Mid-esophageal

| MEd IaStl nal diverticulum
Inflammation

Epiphrenic —
diverticulum

Stomach




Neoplasms

= Benign- rare = Malignant
n [LIeomyomas = SQUamous carcinoma-
= Excision to eliminate 850
tumor growth s Adenocarcinoma- 10%
= Sarcomas

= lymphoma






Presentation

s |nsidious onset precluding early dx
= Dysphagia- solids first then liguids
s Retrosternal pain, odynophagia

s Constant pain in back and chest

= Hoarseness

= /5% positive nodes at presentation



neoplasms

DX-ragged edge, shelf
or apple core
appearance

Upper Gl series follow,
by EGD

CT- extranodal mets
EUS staging




Barium swallow, endoscopy —= Tumor staging =— (linical evaluation
(CT chest'abdomen, PET, EUS)

1 1 t t

Late disease or Early disease Intermediate disease Advanced disease
significant comorbidity Tumor confined to the mucosa Tumer into the wall Tumor through the wall
» Distant organ metastasis (T1) (T2) (T3)
* Cardiac, pulmonary, renal,
or hepatic failure MO | NI ND___| N1
! f ot = 7y
i Transhiatal/ En bloc resection | «— Chemaoradiation
minimally invasive
Chamaradiation asophagectomy + N=5 +
——————s-  Treatment Failure or Tranzhiatal
- Recurrence asophagectomy
Severe debility Local recurrence Unrasectable proximal Airway fistula Distant metastases
Advanced disease Mo metastases or bleeding tumor Unresectable tumor | |~ No local recurrence
Complete excision Local recurrence
Y possible
Supportive care ¥ 1 I l

Palliative surgery Laser ablative tharapy Stent Chamotherapy



PrognosIs

s SCC and adenocarcinemea Very poor prognesis
s Seldom exceeds 20%
n CUre rate 5%



Traumatic

m Perforations s Ingestion acid or
= Most instrumentation alkaling products

= Bogrhaave’s syndrome = Alkaline-deep
PERetration and

liquefactive necrosis

= Acld — coagulative
NECrosis



Treatment

History of caustic Ingeston

Acidralkali
SolidNiquid
1
CBC
Electrolyies
Chastabdominal | istdegree | _ | Mo treaiment :P'FCI
- eryihema anl DBES 24-4B h
— i L . | Antibiotics
L Hz-receptor antagonist
PP, anlacids
Meutralization 2nd degree e NO PEADTALON

(within 1 hr of ingestion) || oCP200EC0RY = {ulceration)

s Cuesticnable wiahilily Eacond kaok
esophagus/stomach ™ &t 36 hr

.| 3rd degree
[nacroses) i
Peroration of l .
Lo Full thickn2ses NBcrosiE  e——— Bariun swallow
of esophagusistomach at 24 hr
Hwﬁ Infubation I !
Dyspnes +/— Sleroids Observe
y Transhiglal esophageciomy for strichure
Resection of &ll damaged tissue fosrnabion
+ Gastric resection
* Gasirostory ¥
Cenvical asophagosionmy S
Feading |ejunasiomy Gt
Jejumastomy
MNesogastric string ratrograds

dilation



Questions

?



