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esophageal Reflux disease
GERD

of the gastric content into the
ate more than the physiological

iologic reflux episodes typically occur
andially, are short-lived, asymptomatic,
arely occur during sleep.

’h prevalence in the general population.

1s failure of anti-reflux mechanism.



RD pathophysiology

alance between injurious and

s (TLESRs)

otensive LES [fat, chocolate, catfeine,

1, smoking, and several drugs (eg,

olinergics, nitrates, calcium channel
1S, tricyclic antidepressants, opioids,

Anatomic disruption of the GEJ, often associated
with a hiatal hernia or increased intra-abdominal
pressure.
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5 of the refluxate

oeal acid clearance (impaired
alivation).
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s, cough, wheezes



plications

tion of asthma
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t's esophagus

1s increased risk of adenocarcinoma
is >30-fold above that of the general
tion (annual cancer incidence 0.1-3%).
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. Recognize the
~ Metaplastic columnar
epithelium

5. BIopsy/showing
ntestinal ep 1. gastro-esophageal
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~0sinophilic Esophagitis
EOE

une/antigen-mediated,

ase characterized clinically by
s related to esophageal dysfunction
histologically by eosinophil-predominant
mation( >15/HPF).

ptoms: dysphagia, food impaction,

tory heartburn, feeding difficulties and
abdominal pain.

s

5 Strongly associated with allergic conditions






hilic Esophagitis

pic dilatation



ve esophagitis

stion of strong alkali or acid.

lceration and end up in
ormation.
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nker's Diverticulum

osterior
wall.

Ise diverti

hagia, halitosis
egurgitation.

myotomy+
diverticulectomy




ageal Webs

inflammatory constrictions
popharynx .

be associated iron deficiency anemia
er-Vinson syndrome)

nt by dilatation.
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tzki Ring
n at the Squamo-columinar
sphagia and underlies

by dilatation.






tus Hernia

junction and part of the fundus
IC cavity.

located.
arcerate, ulcerate or cause dysphagia.



Paraesophageal
hiatus hernia

Sliding hiatus hernia




Neiss Syndrome

ded by vomiting and retching.
esophageal junction.
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chalasia

relaxation of the lower

1S non perista

sophagus.

ntractions in the body

from progressive degeneration of
ry ganglion cells (neurons) in the
ic plexus in the esophageal wall.
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a or secondary causes of

loidosis

oidosis

gas disease
losinophilic esophagitis
Neurofibromatosis



| Features



1agnosis

swallow:
ted esophagus

d-beak narrowing in the lower end
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Achalasia Typell

Panesophageal
pressurization

'HIGH RESOLUTION MANOMETRY- Achalasia Type Ii

I ™




Chicago Classification







Fegion of pe ;
junction, producing the :

appearance. Achalasia was confirmed with manometry
dilation of the

esophagus. Courtesy of Jonathan Kruskal, MD.



1Iagnosis

ristalsis in the body of esophagus

ltaneous esophageal body contractions
plitudes >40 mmHg
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Manometric features of achalasia There are three characteristic
tmanometric features of achalasia: elevated resting lower esophageal
sphincter (LES) pressure (above 45 mmHg); incomplete LES relaxation after a
swallow (S); aperistalsis in the smooth muscle partion of the body of the

WS 15 action or may be

s0phagus may also contract

spontaneously in a simultaneous fashion, In some cases, the simultaneous
esophageal contractions have amplitudes >80 mimHQg, a condition known as

af the Clinical Teaching Project af
the American Gastroenteralogical A ‘iation®. This slide cannot be



doscopy

ontains food and fluid
with resistance to the

ndary causes.






reatment

ase LES pressure to allow food to

1on of the muscle fibers of the

Pharmacological reduction in LES pressure
Botulinum toxin injection
Oral nitrates and calcium channel blockers



Distal esophageal spasm

nest pain, heartburn
inhibitory innervation. May

nature, simultaneous and rapidly

esophagus on barium esophagram

= Treatment with PPI, peppermint oil, Ca-
channel blocker
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Jackhammer esophagus

D excessive excitation, smooth
ophy and /or smooth muscle
0Ty nerves

. heartburn

m esophagram shows normal sequential

talsis

acterized by high pressure but normally

tial contractions in the smooth muscle

esophagus

= Treatment with PPI, peppermint oil, Ca-
channel blocker



jackhammer esophagus

Hypercontractile esophagus (jackhammer)

restricted to the esophagus

®
=
o
)
s
o
>
<
o
=
o
-
o
)
%
)

Yo (s

At least two swallows with a DCI = 8000 mmHg.s.cm

Roman S & Tutuian R. Neurogastroenterol Motil 2012: 24 (Suppl. 1), 32-39.






