
Oesophagus



Anatomy 

c- Upper Incisor - distances are measured from upper incisor [0cm]

↳¥- Cricopharyngeal constriction LG3 (Narrowest) [ iscm]

, I p
↳MK site for Iatrogenic perforation

a- Aortic 4 Bronchial constriction [ 25cm]
K
-

123cm) (28cm)

§-← Diaphragmatic constriction [go] [ 40cm]

'Oesophagus . Extent . Inferior border of oricoid cartilage LCD to

cardiac opening of stomach CT13

- Length - About 25 cm

- constricting - ① Pharangeo - oesophageal junction
② super mediastinum - Arch of aorta

③ posterior mediastinum - Left main bronchus

④ Oesophageal hiatus of diaphragm .

- Diaphragmatic Openings T IOEGG , AT12
-

+ t I

T8 To T12
t t t

- Ivc ' Esophagus i. Aorta
' Phrenic N .

. Vagus thoracic duct

- ht . Gastric Artery
1



Sphincters-

. pperoesopalSphir . Anatomy & physiological entity
. Principle muscle is Critopharyngeal part of Inferior constrictor muscle
- Normally closed → Protective against - Regurgitation(

Air entry in esophagus
(Except small amount that enters

during swallowing)

. topper - physiological sphincter
. Zone of relatively high pressure in lower oesophagus
- Length =3-4cm

i. %:S:[ into :L.cm?IEotconiraaion a¥¥¥' Relaxes ① In response to primary peristaltic wave
② Burping 4 vomiting

- Relates too frequently - GERD
- Does not relax - Achalasia cardio .

* Presence of physiological sphincter was demonstrated by code

using manometry with water balloons .

BSuppH . Segmental

segment As veins

- cervical Inferior thyroid Inferior thyroid

thoracic / ogencdningmao.hn?eiscaotta/iIm9ao:goIs'"bins
. Abdominal Inferior Phrenic Inferior Phrenic

Left gastric left gastric
(coronary vein)
Iv

drains into

portal vein

- lymphatics longitudinal lymphatic spread
↳
Skip metastasis of cancer may be se .



Histology

Peristaltic Waves

①Mug shows folds which disappear when distended

a) Epithelium Non keratin ised stratified squamous epithelium .

D) Lamina propria
c)Muscularis mucosa

- consist of longitudinal fibres

{ Poorly developed in upper esophagus
thickest at oesophagi gastric junction .

②subg Contains compound tubuloalveolar mucous glands .

③M⇐iEH a) circular muscle layer

b) longitudinal muscle layer .

. Upper 43 - striated muscles
- middle 43 - mixed
- lower its - Smooth muscles

⑨Ad¥ia No serosa

' P4 . Coordinated oesophageal contraction wave that follows a conscious

swallow .

. Pushes food down 4 carries saliva with high bicarbonate content
to neutralise gastric acid .

.se#y . Normal reflex preceded by a conscious swallow .

. Aids primary peristalsis in propulsion .

-TEY . Non propulsive contractions .

- Generated between meals .

.mg#y . Used to assess speed & amplitude of oesophageal body contractions .
' Also used to ensure that peristalsis is propagated down
entire length of oesophagus .



Gastro-Oesophageal Reflux Disease (GERD/GORD)

-HctortnatprteHux :

① Length of intraabdominal oesophagus . IMII factor)

② Angle of His - Gastro - oesophageal angle .

③ Pinching effect of Right diaphragmatic aura .

④ Arrangement of gastric mucosal folds . ( least contribution)

• GERD develops when
a) Intra abdominal oesophagus length 12cm
b) Pressure in Los 56mm Hg

• Earliest physiological Indicator - Increase in transient Los relaxation .

If -Classical - . Retrosternal burning sensation (Heartburn)
. Epigastric pain
- Regurgitation

. Bad taste in mouth
- Pharyngitis , laryngitis
. Dental caries

. DX . I0C - Endoscopy

' Gold standard - 24 hour pH monitoring
- 24 Hour pH monitoring . Indications [ Endoscopy is inconclusive-
-

patient has been planned for surgery

. pH probe is kept 5cm proximal to gastro-oesophageal junction .

I

PH14 for more than 4% time in 24 hrs period
- indicative of GERD .

- Scoring system - Johnson - Demeester
↳ DeMeester score of 7147 - GERD

* wireless pH monitoring method - Bravo 24



⑦
,

- Complications of GERD . shortening of Oesophagus → Collis gastroNasty
-

. stricture → Day case dilatation ¢ PPIS

. Barrett's oesophagus
' Increased risk of cancer

.My

.li#ylechanges . Avoid food items that + L0S pressure
- fried I spicy food
- Chocolates

- Tea /Coffee
- citrus fruits\ mints

tea drinks- carbona.Ensure adequate protein intake .

. Avoid smoking and alcohol

. Take small and frequent meals ( Avoid large meals)
' meals should be taken at least 2 hrs before going to bed
. Modest degree of head tilt up of bed . (Additional pillows ineffective)
- weight loss

.Medi . Ha receptor antagonists
' Proton pump inhibitors

- Most effective medical R1
- prokinetics

- Endoscopic ① Endoscopic injection of submucosal polymers around Los to tighten
sphincter . ( High recurrence rates)

② Radiofrequency ablation to the level of sphincter .

↳ Only effective long term endoscopic px .

③ Endoscopic suturing devices that plicate gastric mucosa just
below cardio to accentuate angle of His -

⑨ Linx device - magnetic beads around oesophagus .



Surgery Fundoplication

Indications ① Medical management fails
-

② Complications
③ GERD associated with hiatal hernia .

Principles ① Restore adequate intra abdominal oesophagus length
(min - -3cm s)

② Tighten diaphragmatic aura around oesophagus

③ wrap fundus around oesophagus
(shoeshine manoeuvre)

types ①Toto - Nissen 's technique 1360 wrapping)

- most durable repair in terms of long term reflux
control .

-Yi - MK intraoperative - pneumothorax

MK overall - Gas bloat syndrome
↳ Not seen in

Partial wraps[
Floppy nissen's

② partialfundoplication.ua/-
son - 90 anterior

. Dor ;
1800 anterior

• Betsey mark operation 2700 anterior

. Toupet - 1800-2700 posterior-7

- Complications . Recurrent reflux
. persistent dysphagia - due to ① too tight wrap

② slipping of wrap
③ Hiatal fibrosis

^ Laparoscopic 5 cannula ports used .



Barrett’s Oesophagus

-Pathology metaplasia of lining mucosa of oesophagus ( lower oesophagus)
↳ stratified squamous epithelium→ simple columnar epithelium .

-Aetiology long standing GERD .

'HkFeaw Presence of Goblet cells C Intestinal metaplasia)

# . Asymptomatic
' should be suspected in long term GERD patients .

DX Endoscopic
, mbigI%e biopsies taken from typical red velvety mucosa .

Dxs Endosopic biopsy
1
Multiple Biopsies taken from typical red velvety mucosa

- types a) long segment - 730ms

b) Short segment - ( 3cm,

c) Cardio metaplasia 1 microscopic - Diagnosed using Chromoendoscopy
↳
stains used - lugol 's iodine - squamous epitheliumL

methylene blue - Barret's 1 Adenocarcinoma

- Complies Increased risk for adenocarcinoma

.MX PPIS
+

Seattle Protocol

↳ ayearly endoscopic surveillance 4 biopsy
-

Barrett 's Dysplasia Cancer
1 t t

continue Ablate abnormal mucosa surgery
with ① Argon Photocoagulation t

Same ② Radiofrequency ablation Oesophagectomy
protocol 1

If dysplasia was

Low grade High grade
t t

6month 3month

endoscopy endoscopy
protocol protocol

I



Oesophageal Diverticula

①upperoesophagea-tehkersdivertecdtum.ITis a pillion pseudodiverticulum through the Killian 's dehiscence
.

- position 1- Initially - midline posteriorly
- Later - Left of midline

. Kishen - potential space btw oblique fibres Cthyropharangeus)
and horizontal fibre Ccricopharangeus) of inferior pharangeal
Constrictor .#¥Eh%Ia%%%nisT

Lcricopharangeus

. Formation of diverticulum involves loss of coordination btw

pharangeal contraction & opening of upper sphincter leading to
pillion .

. Generally occur after 4th decade of life .

- If . Pouch fills with food leading to regurgitation on lying down
↳ Earliest manifestation .

- Halitosis
. Intermittent dysphagia
. Aspiration 4 choking

- Complied Aspiration pneumonia's CMKJ
' lung abscess
•

Risk of cancer CO. 5%3

. D1 Barium swallow

' My - Small diverticulum K2 cm)- Cricopharangeal myotomy cor)

Inj . Botulinum toxin

.

a-4cm ⇒ myotomyt Endoscopic Diverticulopexy
of

Endoscopic DiverHallo - oesophagustomy

. If diverticulum too large to perform endoscopic - Divertiullectomy
-EpiDHhagomy Dohlman's procedure

Endoscopic division of common wall btw oesophagus & diverticulum using LASER

or a stapler device .

.DK#opeI4 - diverticulum is sutured in inverted position to the prevertebral

fascia using non absorbable suture



Diffuse Intramural 
Pseudodiverticulosis

②mimosa ParaBronct

- Only true diverticulum of oesophagus .

[True diverticulum, contain all the layers] .

. It is a traction diverticulum mostly a consequence of a

granulomatous disease ( TB , Histoplasmosis)

. fibrotic healing of lymph nodes exerts traction on esophageal
wall 9 produces an out pouching .

- May form a trachea - oesophageal fistula .

- DX - Barium swallow

- mx - Diverticuledomy ( only if symptomatic )

③LEesophageaIEpiphrenicdiverticulu.m.pulsi.cm
pseudodiverticulum (only mucosa involved)

. Often asymptomatic .

• mostly due to loss of coordination b/w incoming pressure

wave d appropriate relaxation of Los .

.mx - Diverticulectomy ( It very large or symptomatic) .

*
:
Rare condition

presence of multiple tiny outpourings from lumen of oesophagus .
. Pseudodiverticula are dilated excretory ducts of oesophageal sebaceous
glands



Hiatal Hernia

- type slidingHernia CMK hiatul hernia)

- Cardio or GE junction migrates proximally and herniates through
hiatus .

:*:

- C1F - Asymptomatic
-

symptoms of GERD

- I0C - Traditional - Barium meal
-

Bailey - CE0 with oral contrast

-MI Fundoplication.com in patients with HERD symptoms) .

Type I Rolling Hernia 1 Para oesophageal Hernia:
-

^ Part of stomach herniates through hiatus .

- True paraoesophageal hernias have cardio in normal position .

- Type# hiatal hernias are rare .

f-
Herniated part of stomach#~- Diaphragm

GE junction-

*

) Camerons
' ulcer

Cameron 's Ulcer - longitudinal linear ulceration of mucosa of stomach
at the site where it is constricted by diaphragm ie just below
herniated portion . C may occur in some case of Rolling hernia) .

• As stomach rolls up in chest ,
there is always an

element of rotation (volvulus ) .



- C1F - Dysphagia
-

Chest pain due to distension of obstructed stomach .

* Classically the pain is relieved by a loud belch -

• Complications.
① strangulation
② Necrosis & gangrene
③ Gastric perforation .

- E0E Traditional - Barium meal

Bailey - CECI with oral contrast

'

my - All cases must be treated because complications have high
mortality rates .

. Surgery- Abdominal approach
+

Reduction of hernia
+

Excision of sac

1

Tightening of diaphragmatic aura

* large defect may require mesh reinforcement .

itypetI-mixedparaoesophage.AT lmk para oesophageal)

- Rolling + sliding

' TypetI paraaesophageal with contents other than stomach

lsmqjfoinnjestine.in
::÷÷::÷:::::"÷:m:n...



Schatzki ring

' Benign condition
' Involves mucosal Ring (Mk)

submucosal ring
' It Intermittent dysphagia

- DX Barium swallow -

'

B' Ring appearance

-my . Asymptomatic - observation

' symptomatic - Balloon dilation

'Ries . A ring - proximal limit of vestibule

- Bring - SchatzKi 's Ring - at squamo - columnar junction

. C ring
- Distal limit of hiatal hernia .



Foreign Body Ingestion

Foreign body impacted
-

At Pharangeo -oesophageal Distal to

junction LC63 pharangeo- oesophageal junction

1 1
Endoscopic Removal Observation

+
serial 24 hrs X rays taken

to check location of

Foreign body

→
Asymptomatic symptomatic

a¥:%n%:{
sire

/1
.

Observation Endoscopic Removal

- Buttons . Are corrosive and can cause perforation
- Endoscopic removal must be done in all cases regardless of other
factors



Oesophageal Injuries

Corrosive Injuries

due to

Acid Alkali

- Acid causes coagulation with - Ingested in larger quantities
Eschar formation . because they are odourless .

- This coagulation limits penetration . Cause deeper penetration due
to liquefaction & Saponification

. Also cause gastric damage of fats .

by induction of intense

pylorospasm

Corrosive Injury increases the risk for oesophageal carcinoma .

- management . It fluids . ( Not much benefit from prophylactic antibiotics)

. Early skilled Endoscopy (most important)

I
check extent of damage & plan further management .

' complication stricture formation

1-
Dilatation severe case

1 t

Boogie / Balloon oeqophagedomy
oesophagus replaced by
colon 1 jejunum
( Because stomach may be

involved)



Drug induced injury

Oesophageal perforations 

-most mid oesophagus where it is crossed by aorta

- Risk factors consuming inadequate liquids>- .

after taking pills
lying down immediately
-

-Drugsib . Doxycycline
' Quinidine
. phenytoin
- Bisphosphate
' NSAIDs

.IN#icPeroration . Most common perforation

. Increased risk in : ① Endoscopy of malignant oesophagus
② Rigid endoscopy
③ therapeutic endoscopy

. M1C site - Pharangeo- oesophageal junction

.CI Chest pain /Abdominal pain post endoscopy .

'0¥ CECT

-my . small perforation . Large perforation
. Notminimal sepsis - Late presentation
- Stable patient . sepsis
' Cervical Oesophagus . thoracic oesophagus

consent
v. m× | go

!
my

Nil per oral CNDO) &
IV fluids perforation repair
IV antibiotics

Analgesics



-

Boerhaavesyndjspontaneousoesophagealperforation.cc
ours due to forceful vomiting against closed glottis ( Barotrauma)

- Common in alcoholics .

. most serious oesophageal perforation
- MIC site - Left poster lateral wall of lower 43 Oesophagus
. mk cause of mortality -mediastinitis.CH
- madder's triad : ① Retching- -

② chest pain
③ Subcutaneous Emphysema

.tn#mediasHnum - Air from oesophagus enters mediastinum
↳ Ausculation - Harriman 's cruch

' II . Stable patient - CECT

' Unstable patient - Contrast study →water soluble contrasts used

Gastrograffiti[
Ionaol

' Chest X ray signs ① Continuous diaphragm sign
-

② Spinnaker sign
③ Ginkgo leaf sign

-management . Early presentation (within 12 hrs) → thoracotomy & repair
- minimal sepsis with chest tube insertion
- stable patient

. Late presentation → cervical oesophagostomy with gastronomy
- *sepsis
- Unstable patient

aemova¥Iaf → §④y
trial oesophagustomy

perforated Gastrostony
area .

'Steps- ① Perforated area removed .

② Proximal end of oesophagus - Cervical Oesophagostomy
③ Distal end of oesophagus - closed
④ Gastrostormy ( for nutrition) .

1
If patient survives i anastomosis is done after 10-12 weeks



Mallory-Weiss Syndrome

-Pathological . Due to ulcers
,
tumors .

' Free perforation into pleural space is rare .

' Erosion to adjacent structure with fistula formation is
more common .

↳ mk - Aerodigestive fistula .

- Erosion into major vessel is fatal

. . Due to forceful vigorous vomiting .

. It a mucosal tear at cardio rather than a full perforation .

' 901 - Tear below sauamo- columnar junction
10% - oesophageal tear

• Elf . Haematemesis - Bleed from Left Gastric Artery
- Intramural ruptures - Chest pain & odynophagia

' Complication - Intramural Haematoma ( Dt. on anticoagulants or
coagulation disorder)

. DX - Endoscopy

' MA - conservative

. If persistent bleed
, angioembolisation or cautery of bleed

is done



Motility disorders

Achalasia Cardia
-Aetiology failure of relaxation of Los due to loss of ganglion

cells (derived from neural crest) in myenteric / Auerbach's plexus

IE . Regurgitation (earliest)
- Dysphagia ( Initially

- more to liquids

- Halitosis
later - solid ? liquids

)

. Aspiration

' Iida . Aspiration

peumonitiscmld.luhgabsc@ss.forms.itRisk for Squamous cell Carcinoma
- Primary achalasia - due to loss of ganglion cells

' secondary achalasia - Gaga 's disease (due to Trypanosoma cruzi)

- vigorous achalasia - Rapidly progressive

' Pseudoachalasia . due to malignancy

' Allgrove syndrome /Triple A syndrome - Achalasia
(Autosomal Recessive) f Atacrima

- Adrenal insufficiency due to
ACTH resistance

'Chicagoan Based on High Resolution tnanometry

type type Type#
(Classical) (with oesophageal compression) (spastic)

- IRP Elevated 715 mmHg Elevated ( 715mm Hg) Elevated (715 mmHg)
. peristalsis too , failed pe.is#sis/gggg;gygggg;÷¥¥÷¥gn|¥gg¥;;%¥¥¥gg:*,in 720% swallows in 7,201 swallows

Distal contractile Index CDCI) (450mm ttglsq.cm Should not be calculated 7450 mmttglsq.cm

* IRP - Integrated Relaxation Pressure
a- Mean of 4 seconds of maximal swallow induced Los relaxation .

• Elevated IRP. signifies loss of relaxation of LOS .



- Diagnosis . Barium swallow - Bird beak appearance

' Gold standard - manometry
+

Findings ① Failure of Los to relax

② Ineffective contraction in body of oesophagus
( Aperistalsis)

' My ③ 10s pressure 726 mmHg (Elevated)

-medical . Nitrates
- Calcium Channel blockers

.tn#oscopi . Botox ( Highest recurrence)
. Balloon dilatation ( High risk of perforation)
- NOTES procedure → DOEM

• DIEM PeroratfndoscopicmyotornyloEndoscope inserted in the inner layer of oesophagus
② Cut in mucosa

③ Tunnel passed at oesophagi - gastric junction .

④ Remove circular muscle layer .

I

L0S relates

1

mucosa sutured
* Done for classical /TypeI Aohalasia .



Diffuse Oesophageal Spasm

- Surgery laparoscopic Heller's Myotomy
1
Muscle incised 5cm proximal & 2cm distal to GE junction

↳
Los relaxation

•MK complication - GERD

* Hence
,
Heller's myotorny + Partial Anterior fundoplication done

↳ Heller - Dor's operation

-Ne Distal Oesophageal spasm

. C1F . Chest pain similar to angina (Normal EC4 )-

.

Dysphagia .

- Investigating . Barium swallow

1
Corkscrew appearance or Rosary bead appearance

1

due to spasm of circular muscle

• Manometry - 4 duration of contraction 62.5 seconds)L
in amplitude 0120mm Hg)

• High Resolution manometry - IRP Normal
LDCI 7450mm

Hglsgcm.mx
medical - Nitrate ; CCBS

+
does not respond

1
Myototny



Nutcracker oesophagus

Jack Hammer oesophagus

• most common motility disorder .

-IF . Dysphagia (MK)
' chest pain

' Investigating . manometry : Pressure 7180mm Hg
Normal peristalsis
Duration of contraction 77seconds

. . variant of Nutcracker
• New Name - Hyper Contractile oesophagus .

- Manometry ⇒ Pressure 7300 mmHg

- High Resolution manometery ⇒ DCI 78000 mmHg 159cm



Feline Oesophagus

- Presence of linear Furrows & multiple corrugated rings
in oesophagus .

'Lenin ① GERD [ M1C cause of Feline oesophagus .

Lower 43 of oesophagus affected

② Eosinophilic oesophagitis

'Eosinophils . Idiopathic
- Seen in Children
' proximal 43 of oesophagus affected
- Deep ulcers may lead to strictures

'DI - Endoscopy - stacked up mucosa .

.mx - Immunotherapy against It -5
- i. steroids



Oesophageal infections

Dysphagia Lusoria

- oesophageal Candidiasis .

-

Associated with oral thrush in immunocompromised patients .

- Endoscopy- shaggy depositions on oesophagus

. Barium - mucosal deposits

shaggy appearing / worm like ulcers (similar to varices)

.CytomegaIovirusinfech . Seen post transplant and as a part of Graft versus Host disease .

' Classical appearance - Serpiginous / Geographical ulcers .

-termite . Associated with Herpes labialis .

- Small ulcers with raised margins

-Aetiology Aberrant Right subclavian Artery ( arises From descending Aorta)
Iv

Travels behind oesophagus to supply right upper limbs
t

Posterior compression Of oesophagus

' IF Dysphagia

- DX -Barium Swallow
- Angiography .

.mx Reconstruction or ligation of aberrant artery-



Neoplasia 

Benign

.LU#a . most common benign tumor of oesophagus .

. more common in males

. seen in 4-5th decade on mid to distal oesophagus

- C1F Asymptomatic-

Dysphagia
Chest pain

' DX Barium Swallow - Punched out ( semilunar defect

' DX Ehudeation



Oesophageal Cancer

Stations) Adenocarcinoma

. MK Oesophagi ca overall - MK oesophageal Ca in western world .

' MK Oesophageal Ca in India .

.mn/csite middle Its Lower 43

.*⇐s .gg#inga:[on,%, / .gg:* . *no ,- Smoked Food . GERD
' Tylosisfpalmoplantar Keratoderma . Barrett 's oesophagus
'

Zenker's diverticulum . CREST syndrome (type of scleroderma)
. Achalasia Cardio ↳ Adenocarcinoma > Sec

. vit. E ¢ Selenium deficiency

.CI . Progressive dysphagia ( solids 7 liquids) (MK )
. Regurgitation Ivomiting
' Weight loss

-A←dsigns . Hoarseness of voice - due to involvement of Recurrent laryngeal N .

. chronic cough - due to malignant Trachea oesophageal fistula .

- Horner 's syndrome
- chronic spinal Pain
. Diaphragmatic Paralysis .

- Investigating . I0C for diagnosis - Endoscopic Biopsy

. I0C for staging (overall) - Positron Emission tomography with a
(PET - G)

Is
isotope used - FDG -18

CFIUORO deoxy Glucose)

i I0C for TNM staging - Endoscopic Ultrasound CEUS)

On EUS
,

-Mucosal Interface - Hyperechoic (while)I:m4%:muosa¥%÷%%iiB- muscularis propria - Hypoechoic
- Adventitia -

Hyperechoic



- Barium -

Rat tail appearance ( Abrupt narrowing)
or

Shouldering effect
or

AppIeCoreAppearan&
↳Also seen Ca colon on barium enema

StagingCTNM)_ .GR#ngCHistoIogicaD-
' Gi - well differentiated
' 42 - moderately differentiated
' 43 - Poorly differentiated
- 94 - Undifferentiated

* mic site For metastasis
↳ Liver

- siewartaassificaH Done for Gastro - oesophageal junction tumors .

-THEI : 5cm proximal to 1cm proximal to GE junction

type : 1cm proximal to 2cm distal to GE junction

' type : 2cm distal to 5cm distal to GE junction → Etar GastricCd



- 8thAJCCUpd . TI subcatagotized as

Tia - Tumor invading lamina propria 1 muscularis mucosa
(Tumor above submucosa → Amenableto Endoscopic Resection)
Tib - Tumor invading submucosa .

'

T4A - Also includes direct invasion of peritoneum .

' 94 was eliminated

- cancers with epicentre within proximal 2am from

the gastric cardio are staged & managed as oesophageal ca .

↳ Stewart type I & type I - oesophageal cancer .

- Cancers with epicentre 72cm from gastric cardio are staged as
Gastric cancers even if oesophagus is involved .

↳ siewart type # - gastric cancer

- management

surgery Oesophagectomy

margins Proximally 10cm↳
Tioistai I son

① Transmittal orringer.sn

- Useful for lesions of lower 43 oesophagus .

'

Incisions
- 1st - midline abdominal
- and - left Neck (for anastomosis)

- site of anastomosis - Neck

- No Ihoracotomy required
. Lymph node in upper and middle mediastinum can't be
removed .



② Iis

lewis.tanner-ltwophaseoesophagectornydonetor-mid.kzlesions below aortic arch

lower Its lesions (sometimes)

- Incisions

- 1st - Abdominal for construction of gastric tube
' and - Right thorax - to excise the tumor & create anastomosis

- site of anastomosis - thorax

3) McKeown aFieldhagdoM13phaseoesophagedomy.US
ed for Upper 43 lesions[

middle its lesions above aortic arch .

- Incisions
- I - Abdominal
- 2 - thoracic
' 3 - Left Neck

- Site of anastomosis - Neck

- Complications ① Anastomotic leak

a) Neck anastomosis leak → Occur more commonly↳
managed conservatively

b) Thoracic anastomotic Leak (mk cause of mortality)
(In Ivor lewis)↳

leads to meadstinitis

② Chyle leak - due to injury to thoracic duct .

③ stricture at anastomotic site (mk long term complication)

④ GERD



•

Replacementconduitsaftero-sophagetomy.BE
st conduit 1 most commonly used - Gastric tube

* Blood supply to Gastric conduit is based on
a) Right Gastroepilploic artery
b) Right gastric artery

- Best conduit after benign conditions (acid /alkali injury)
( since stomach may be involved)

↳
Colon ( left) or jejunum
[preferred]

A Blood supply to left colon conduit is based on Lt . Colic Artery

- Preferred route for placement of conduit - Posterior mediastinal
(Shortest)

. Chemotherapy 5 ftuorouracil Cor) cisplatin based .

↳
given in lymph node positive or advanced cancers .

. In advanced cancers IT3 1TY ) - Neoadjuvant chemotherapy used .

- Radiotherapy Trials have shown that chemotherapy + Radiotherapy is
-

better than Chemo or Radiotherapy alone

& Chemoradiation followed by surgical resection maximise chances of

survival in advanced cancers .

* prognostic factors for oesophageal cancer :
a) T stage of cancer (depth of tumor penetration through oesophageal wall)
b) Regional lymph node spread



Malignant Tracheo-Oesophageal Fistula

• seen in middle bird tumors of oesophagus .

. C1F - Chronic cough .

- my - SEMSC Self expanding metallic stent)

.com/olicationsotoesophageaIstent.-

① migration of stent CMK complication) .

② Odynophagia
③ Tumor ingrowth & overgrowth
④ Chest pain


