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Yutma fizyolojisi

Ozofagus fonksiyonlarini degerlendirme

GERH

Hiatal herni

Schatzcki

Mallory-Weiss sendromu
Ozofageal perforasyon
Kostik yaralanma
Divertikal

Motilite hastaliklari
Benign tUmorleri

Malign timorleri
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1. Elevation of tongue

2. Posterior movement of tongue
3. Elevation of soft palate

4. Elevation of hyoid

5. Elevation of larynx

6. Tilting of epiglottis
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a mechanically effective LES

efficient esophageal clearance

an adequately functioning gastric reservoir

(antireflux mechanism)



Ozofagus fonksiyonlarini degerlendirme:
* Yapisal bozukluklar igin
* Endoskopi
e Radyografik inceleme

* Fonksiyonel bozukluklar igin

Manometri

Ozofageal impedance

Transit sintigrafi

Video-Cine radiografi

* Artmis mide sivisi maruziyeti

e 24h Ph Metre

e Radyografik GERH saptanmasi

e Duodenogastrik fonksiyon

e 24h Gastrik pH metre

* Mide bosalma sintigrafisi



Endoskopi




Radyografik degerlendirme




Manometre

Esophagedl Manometry Catheter

Normal manometric values of the distal esophageal
sphincter, n =50

PERCENTILE
| Overall length | MEDIAN |2.5 97.5
GaStr.Ic Pressure (mmHg) |13 5.8 27.7
baseline
“““ length (cm)
43 42 41 40 39 :
A 38 37 cm. Abdominal 2 0.9 4.7
10 sec. RIP Esophageal length (cm)
- | baseline
Abdominal length pressure MEAN MEAN - 2 SD | MEAN + 2 SD
Pressure (mmHg) |13.8+4.6 4.6 23.0
RIP = Respiratory inversion point Overall length (cm) |3.7+£0.8 2.1 5.3
Abdominal 22+0.8 0.6 3.8
length (cm)
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Video- Cine radyografi
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24h pH Metre

Combined 24-hour
gastric and esophageal
pH monitoring
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Normal values for esophageal exposure to pH <4 (n =50)

COMPONENT MEAN SD 95%
Total time 1.51 1.36 4.45
Upright time 2.34 2.34 8.42
Supine time 0.63 1.0 3.45
No. of episodes 19.00 12.76 46.90
No. >5 min 0.84 1.18 3.45
Longest episode 6.74 7.85 19.80

SD = standard deviation.

Pointvalue —mean
SD+1

Component score =



Gastroozofageal Reflu Hastaligi

Gastroesophageal reflux disease (GERD) is a condition that
develops when the reflux of stomach contents causes
troublesome symptoms and/or complications

e Heartburn- retrosternal yanma
e Regurgitasyon

e Disfaji

e QOdinofaiji

e GOQgus agrisi

* Hipersalivasyon- water brush
* Globus

e Bulanti

Anterior wall thickness

a mechanically effective LES
efficient esophageal clearance

an adequately functioning gastric reservoir

(antireflux mechanism)

Komplikasyonlart:
Erozif 6zofajit
Barret 6zofagus
Striktiir

Kanser

Kronik larenjit-laringeal stenoz
Astim

Oksiiriik

Dis problemleri

Tekrarlayan pnomoni



Tani

Endoskopi

pH Metre

Normal values for esophageal exposure to pH <4 (n =50)

COMPONENT MEAN SD 95%
Total time 1.51 1.36 4.45
Upright time 2.34 2.34 8.42
Supine time 0.63 1.0 3.45
No. of episodes 19.00 12.76 46.90
No. >5 min 0.84 1.18 3.45
Longest episode 6.74 7.85 19.80

SD = standard deviation.




Ayirici Tani

Ozofaijit nedenleri (eozinofilik, ilag 6zofaijiti, enfeksiyoz)
e Disfaji nedenleri (Motilite bozukluklari, kanser vs)
e Fizyolojik refll

e Fonksiyonel heartburn-dispepsi

Tedavi

Medikal:

® Yasam bicimi ve diyet aliskanliklarinin degistirilmesi
® Antasitler
® H2RB, PPI
® Refli inhibitorleri (Baklofen)= TLESR reducer
® Alginat
Antl' reﬂ u p rOsed u rl e rl . GERH komplikasyonlari (6zofajit, striktUr, Barrett)

Persistan reflli semptomlari

® Endoskopik

: lac kullanamayan
° .
Cerrahi llag kullanmak istemeyen



PPI once daily Upper
(2 months) Alarm symptoms . endoscopy
|
Failure*

v

Review proper PPI dosing
time and compliance

|

|
Failure*

v

Switch to another
PPI (2 months)

— Failure® —»

Failure*®

v

Treat mucosal

findings

PPI twice daily (AM & PM)
for two months

® New onset dyspepsia in patient =60 years
® Evidence of gastrointestinal bleeding

® [ron deficiency anemia

® Anorexia

® Unexplained weight loss

® Dysphagia

® (Odynophagia

® Persistent vomiting

® astrointestinal cancer in a first-degree relative

'

Heartburn

'

Sucralfate/sodium alginate

Failure®

Failure* No access to
esophageal impedance
Esophageal Empirical
impedance + pH therapy
l [
Negative Positive for Positive for Regurgitation Predominant
acid reflux weakly acidic reflux and/or sour/bitter symptom
taste in mouth
\d \ \d
Pain modulators Review again TLESR reducers H2RA at bedtime
= Tricyclics = PPI dosing time Pain modulators <
= SSRIs and compliance Antireflux surgery
= Trazodone | Endoscopic therapy |
= SNRIs Negative

v

H2RA at bedtime

Sucralfate/sodium alginate

Antireflux surgery

Endoscopic therapy

v

Pain modulators
= Tricyclics
= SSRIs
= Trazodone
= SNRIs
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Hiatal herni

Type | (sliding) Type lll
hiatal hernia Esophagus {mixed paraesophageal)
hiatal hemnia |
Pentoneal sac : Displaced .
sl gastroesophageal Peritoneal sac
Art\teu:‘uated —_— ) /| junction Hemiated gastric
p e oesophagea = Reduch Displaced fundus
angle of his gastroesophageal (Jl\ /. Attenuated
Herniated Junction gy ! %4 rhrenoesophageal

stomach e ligament

Crural portion

of diaphragm Widened hiatus

of crura

IIT\I

Type Il Tvpe IV (giant Loop of
(classic pafaesophageal) Peritoneal sac héptgl he(rsr,\li:n ! fransverse
hiatal hernia colon

Hemiated gastric

fundus
Normal
- Attenuated
fi’h;?:;mphagea i »@ Phrenocesophageal
9 SO Y ligament
Maintained angle
of his (| Gastroesophageal
, e = ) z junction
Gastroesophageal o Al | R0 Crural portion
Jjunction in ) > BB of diaphragm
normal position
Widened s T~
hiatus  Pyloni & . AL
yloric — PSS 7 L L s

sphincter "' -

Tip I: Sliding herni............cardia
Tip ll: Paradzofageal-Rolling herni.............fundus

Tip lll: Mixed (Sliding + Rolling) ............cardia+fundus

Tip IV: +ilave organ (kolon vb)



Tedavi;
e Sliding herni....?7?7?7?7

 Parabzofageal herni.....Cerrahi

(kanama, enfarkt, perforasyon)

Anterior
vagal trunk

\ Short gastric
vessels (cut)

Abdominal Q )

aorta

Inferior
vena cava



Zenker divertikili

Zenker's
Diverticulum
(Sac)

Divertikulektomi +- myotomi
Divertikulopeksi +- myotomi
Endoskopik krikofaringotomi

~_ Prevertebral

Myotomy fascia

Zenker's
diverticulum




_yg= Disorders of the esophageal phase of swallowing result from abnormalities in the propulsive pump action of the
MOtIIIte haStallklarl esophageal body or the relaxation of the LES

e Primer motilite bozukluklari

Akalazya
e Diffuz (ya da segmental) 6zofageal spazm

e Findikkiran 6zofagus

Hipertansif LES

Nonspesifik 6zofagus motilite bozukluklari

o Sekonder motilite bozukluklari

Kollajen hastaliklar (SS, polimyozit, dermatomyozit, SLE)

o Noromuskuler hastaliklar

Kronik idiopatik intestinal pseudoobstruksiyon

e Endokrin/Metabolik hastaliklar



Akalazya
Alt 0zofagus sfinkterinin gevsememesi

6/100.000
LES hastaligi (+tum 6zofagusta peristaltizm yoklugu)
Norojenik dejenerasyon (idiopatik-enfeksiyoz)

Pseudoakalazya®?



Disfaji (sivi-solid)

Sindirilmemis gida
regusjitasyonu

GOogus agrisl
Heartburn
Hickirk

Kilo kaybil

Globus



| Achalasia should be suspected in patients with:
= Dysphagia to solids and liquids
= Heartburn unresponsive to a trial of proton pump inhibitor for 4 weeks

Upper endoscopy

= Retained food in the esophagus on upper endoscopy

= Unusually increased resistance to passage of endoscope through
esophagogastric junction

= Normal upper endoscopy but high clinical suspicion for achalasia

I 1
Yes No

¥ v

Evaluate for alternative diagnoses

Esophageal manometry (refer to related UpToDate topic reviews)

Manometric findings Equivocal Normal
consistent manometric manometry
with achalasia* findings 1 l

Perform barium swallow

Are any of the following findings present on barium swallow?:
= Dilation of the esophagus T T I
= Narrow esophagogastric junction
= Aperistalsis
= Delayed emptying of barium

|

r 1
Yes No

Y \ i

If any one of the following:

= Clinical features suggestive of a malignancy
(eg. new onset of dysphagia in patient >60 years,
short duration of symptoms [<6 months],
rapid or marked weight loss)

= Abnormal endoscopic evaluation Other esophageal motility disorder
(eg, unusually increased resistance to passage of (refer to related UpToDate topic reviews)
endoscope through the esophagogastric junction
or mucosal changes suggestive of a malignancy)

Then perform EUS with FNA

v

Esophagogastric malignancy
|

Achalasia ruled out

Yes No
\d A
Pseudoachalasia

Additional evaluation for esophagogastric malignancy

Achalasia confirmed
(refer to related UpToDate topic reviews)
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v
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Yes No
\d A
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(refer to related UpToDate topic reviews)



Yetersiz LES gevsemesi (<75%)

Ozofagus govdesi aperistaltizmi
Yiiksek LES basinci >26 mmhg

Mide bazal degerlerine gore yiiksek 6zofagus bazal degerleri

Type | Achalasia (Classic Achalasia) Type |l Achalasia (Compressive Achalasia)
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| Achalasia should be suspected in patients with:
= Dysphagia to solids and liquids
= Heartburn unresponsive to a trial of proton pump inhibitor for 4 weeks

Upper endoscopy
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= Unusually increased resistance to passage of endoscope through
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= Normal upper endoscopy but high clinical suspicion for achalasia

I 1
Yes No

v

Evaluate for alternative diagnoses
Esophageal manometry (refer to related UpToDate topic reviews)
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with achalasia* findings 1 l
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Yes No
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Kus gagasi
Sigmoid goriunumu (Divertikul formasyonu)
Sivi seviyesi



Cerrahi-Myotomi (rezeksiyon)
Dilatasyon
Botulinum

Medikal (nitrat-Ca KB)
Endoskopik-POEM

Patient with achalasia

v

Low surgical risk

PD

Failure

v

3.0 cm
3.5 cm
4.0 cm

v

Males <45 years

» | Myotomy

v

Failure

v

+ Repeat myotomy or
PD esophagectomy

3.9 cm
4.0 cm

v

High surgical risk

v

Botulinum toxin

Failure
Nitrates

Ca++ channel
blockers













e Diffuz 6zofageal spazm* =
corkscrew sigmn
 Simultane kontraksiyon (%20 islak yutma) diffuse oesophagal spasn
» Tekrarlayan-ylksek pikli kontraksiyon
e Spontan kontraksiyon

e Aralikh normal peristaltizm

* Findikkiran 6zofagus

» distalde ortalama amplitude >180 mmHg

e Artmis ortalama kontraksiyon siresi (>7 sn)
e normal peristaltizm sekanslari
e Hipertansif LES
e YUksek LES basinci (>26mmHg)
e Normal LES relaksasyon
* Normal peristaltizm
* [nefektif motilite hastaligi
e Ozofageal peristaltizm amplitudunun azalmasi ya da olmamasi

* Artmis nontransmitted kontraksiyon sayisi



Ozofagus benign hastaliklari

Leiomyom
Fibrom
Myom

Lipomyom
Lipom

Norofibrom

Enterik kist

Bronkojenik kist

Disfaji
Agri
Kanama

Cerrahi entkleasyon



Squamoz hucreli kanser
Adenokanser
Diger (Sarkom-Lenfoma-Adenoid kistik CA, Spindle cell CA)

Ozofagus malign hastaliklan

Etioloji
Squamoz hicreli kanser Adenokanser
* Sigara-Alkol e GERH-Barrett
* Diet- disuk selenyum-Cinko eksikligi-kirmizi et _
tiiketimi-meyve-sebze diisiik tiketimi * Sigara-( Kirmizi sarap
koruyucu?)

e Sicak sivi

- . e Obezite-Metabolik sendrom
* Dustk sosyoekonomik durum

* Akalazya e EGF polimorfizm

e Kostik yaralanmalar : .
Y * H.Pylori enfeksiyonu

e HPV
e HPV
* Gastrektomi dykusi
e Tylosis/Howell-Evans sendromu * Kolesistektomi
(=hyperkeratosis)
. e Diet
» Bifosfonat
 Bas-boyun-akciger kanseri dykisii e (NSAID koruyucu?)

o Kotu agiz hijyeni



Location Incidence

Cervical 8%
Upper
thoracic 3%
Middle "<,
thoracic 32%

-

Lower
thoracic 25%

Cardia

Disfaji

Kilo kaybl

aspirasyon
regurgitasyon
anemi

ses kisikligi

oksuruk









Palliation

=75 years

Physiologic Palliation

fithess FEV; <1.25

Ejection fraction <40%

Palliation

Clinical staging Recurrent nerve paralysis

Homer's syndrome

Persistent spinal pain

Paralysis of diaphragm

Fistula formation

Malignant pleural effusion

Endoscopic tumor length =9 cm

Abnormal esophageal axis

Multiple enlarged nodes or distant
organ metastasis on CT

More than 20% weight loss

Loss of appetite (relative)

Endoscopic Palliation

Palliative symptoms Requirements for
D%sphi?ia palliative transhiatal
Obstruction resection’ Nonsurgical
Pain of ulceration - Free of distant organ Iliaﬁqon
Bleeding metastases =
Infection - Complete excision of

Anxiety primary tumor possible

Transmural tumors
with >4 enlarged nodes

ultrasound

Intraoperative
staging

Palliation
Unresectable primary
Cavitary spread
Distant metastasis

*Could include combined Rx and chemo neoadjuvant therapy
prior to resection to increase resectability and potential
survival in patients 75 or under.

Extension through mediastinal wall

Multiple gross lymph node metastases

Microscopic nodal metastasis at margins of
the en bloc dissection

Curative en
bloc resection




Evreleme Metastaz varmi? M evresi

1. CT Lokal invazyon varmi?
2. EndoUSG T evresi?
3. PET-CT N evresi?

4. diger...




Clinical evaluation

Tumor staging
(CT chest and abdomen,
endoscopic ultrasonography)

; |
Late disease or Early disease Advanced disease
significant comorbidity

- Distant organ metastasis Tumor suspected not Through the wall and multiple
- Imminent cardiac pulmonary to be through the wall and/or less than lymph node metastasis
or hepatic failure 8 lymph nodes involved

Chemoradiation Curative Preoperative chemoradiation
en bloc resection followed by en bloc resection

Treatment failure or
recurrence

Severe debility Local recurrence Unresectable proximal Airway fistula or Distant metastasis
Advanced disease No metastases or bleeding tumor unresectable primary No local recurrence
Complete excision tumor or local

possible recurrence

Palliative surgery Laser ablative therapy m Chemotherapy



Kuratif tedavi Palyatif tedavi



Schwartz Principles of Surgery
UptoDate



