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Disease of Oesophagus

Outline

A Anatomy of oesophagus

A 2 case studies to illustrate common
conditions and showing approach to
forming differential diagnosis from
presenting symptoms and signs

A | will be asking questions along the way,
which will be highlighted in this colour



Anatomy of oesophagus

A How long Is the oesophagus?

A How many cms Is its distal limit on
endoscopy?

A What are Iits upper and lower vertebral
levels?

A What are the three anatomical levels
where obstruction is most likely to occur?



Anatomy of oesophagus
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Anatomy
(Continued)

A The oesophagus has
three distinct areas of
naturally occurring
anatomic narrowing,
where are they?

A Cervical constriction
A C6 cricoid cartilage

A Bronchoaortic constriction

AT4 sternal an
A Diaphragmatic constriction
A T10/T11
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Anatomy (Continued)

A mucosa-lined muscular tube

Outer coat of longitudinal muscle that overlies a inner
layer of circular muscle

Upper (two-thirds) layer of muscle striated lower third
smooth muscle

The oesophageal mucosa consists of squamous
epithelium except for the distal 1-2 cm

What is the lining of the distal 1-2cm?

A Columnar mucus secreting (gastric type) epithelium
Ae.this wild/l become | mportan
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What are the layers of the normal oesophagus?

What is the name of this
plexus of nerve fibres?

Myenteric plexus




What is the venous drainage of the
oesophagus and why is it important clinically?

A Upper oesophagus drains
Into tributaries of azygous
vein (systemic circulation)

Lower portion drains to
portal vein. Lower
oesophagus is site of
porto-systemic
anastamosis

Raised portal pressure
can | ead toé

Oesophageal varices
Clinical consequences?
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Case study 1

A 40 year old male presents with
regurgitation of food and dysphagia

A No weight loss

A What are the main differential
diagnoses?
A What would you do?

A ABC, full history and examination
A Arrange relevant investigations



Case study 1

A What are the main causes of difficulty
swallowing?

A Congenital
A Physical obstruction
AFuncti onal (omoti | 1ty
A Infectious / Inflammatory
A Neoplastic
A Benign

A Malignant



How would you Investigate
the above possibilities?



Case study 1
v A Barium swallow

showed dilated
proximal oesophagus
and abrupt tapering

N b tbreda k 0
appearance at LOS

A Suggestive of
oesophageal
achalasia

A What Is the next step?




Case study 1

Achalasia :
Anability of LOS to relax with swallowing due to reduced no. of
ganglion cells in myenteric plexus

Etiology :  Unknown in most cases

Chagaos disease: Common
APatient usually present with progressive dysphagia, Wt loss,
regurgitation, chest pain.
ACXR: wide mediastinum with air/fluid levels.
Barium swall owbwakd shgw &Bi ilH
AEndoscopy is important to rule out neoplasia (pseudoachalasia).
Alreatment is LES balloon dilatation or myotomy.
AThere is 5% risk for developing Sq cell carcinoma.



Case study 1

A In this case, biopsy showed mild reflux
oesophagitis and no evidence of infectious
agent or of malignancy

A The patient was referred for further
Investigation




Other benign conditions causing
dysphagia

Crico-
pharyngeus




Pharyngoesophageal Diverticula

A The most common oesophageal diverticulum
A Occurs between the ages of 30-50 (believed to

be acquired)

A Arise between the fibres of the pharyngeal
constrictor muscles

A Complaints are of dysphagia, effortless
regurgitation of food or pills sometimes
consumed hours earlier

A Sometimes a gurgling sensation in the neck after
swallowing

A Surgery Is implicated in symptomatic patients
regardless of the size of the diverticula



What is this disorder and what Is
Its main clinical consequence?




What infections affect the
oesophagus?

Note Ahyphaeo a

Candida oesophagitis




What infections affect the
oesophagus?
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