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Esophagus

ÅAnatomy
ÅCongenital anomalies
ÅMotor dysfunction
ÅEsophageal varices
ÅInflammatory 

conditions
ÅNeoplasms
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Anatomy
Åbetween C6 and Th11-12

ÅLength:
ð10 cm in the newborn

ð25 cm in adults

ðby endoscopy: between 15 and 40 cm from 
the incisor teeth

ÅAreas of luminal narrowing 
ðat the cricoid cartilage

ðat the anterior crossing of the left main 
bronchus and left atrium

ðat the diaphragm
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Anatomy 

Mucosa 
squamous epithelium

Submucosa
glands, vessels, lymphatic vessels 
and follicules , venes!!! 

Tunica musc propria
Adventitia
(No serosa)



Esophagusatresia: not or only paritally developed

esophagus

in 90 % of casessimultaneousºsophagotrachealeFistule

complication: Polyhydramnion

(becauseof intrauterine defectof swallowing)

Dysphagia lusoria: abnormally positionedaort ic arch or

arteria lusoria (atypical a. subcl.) 

Compression: stenosis of the esophagus

Dysphagia: disturbed act of swallowing

ESOPHAGUS



Physiology of swallowing

Oral Phase Pharyngeal Phase



Pharyngeal andesophagealephase:

Physiology of swallowing



Fiberoptical endoscopy

investigationof disturbed act of

swallowing



Foreign body 
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Congenital anomalies

ÅEctopic tissues : gastric, pancreatic
ÅCongenital cysts : 
ðduplication cysts in the lower esophagus

ÅDiaphragmal hernia :
ðabdominal viscera in the thorax ( not to confuse with hiatal 

hernia Ÿ see later)

ÅAtresia : 
ða segment of the esophagus is a thin cord, the proximal part 

communicates generally with the upper respiratory tract by a 
fistula - the distal pouch may also be connected to the 
trachea

ÅMucosal webs : 
ðsemicircumferential protrusion of the mucosa into the lumen 

of the upper esophagus

ÅMucosal rings : 
ðmucosa, submucosa and sometimes hypertrophied muscle 

protruding into the lumen of the lower esophagus in a 
concentric fashion ( A ring, B or Schatzki ring)
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Esophageal atresia and tracheoesophageal fistula
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Motor dysfunction associated lesions I.

ÅAchalasia : failure to relax
Ådegenerative changes in motor innervation

ÅChagas disease (Treponema cruzi infection)

Åpolio, surgery, malignancies, amyloidosis

Åmostly of unknown etiology

Åaperistalsis

Åincomplete relaxation of the LES 
ð(lower esophageal sphincter)

Åincreased tone of the LES

Gross: progressive dilation of the esophagus above LES

Micr: inflammation, ulceration, fibrosis

Sy: dysphagia in young adult or childhood, nocturnal regurgitation

Complications: aspiration, candidiasis
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Motor dysfunction associated lesions II.

ÅHiatal hernia
ðAxial or sliding hernia: 95% of the cases
Åprotrusion of the stomach above the 

diaphragm

ðParaesophageal or rolling hernia: a 
portion of the stomach along the greater 
curvature enters the thorax

SY: heartburns, regurgitation

Complications: associated reflux 
esophagitis, ulceration, bleeding, 
perforation, 
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Å Diverticula: dilatation 
ð true - contains all layers of the esophagus 

Å Zenker diverticulum (pulsion -craniopharingeal), 
Å Traction
Å Epiphrenic

ð false - mucosa/submucosa (no muscular layer)
ð Complications: diverticulitis, perforation, ulceration, 

mediastinitis, fistula  

Motor dysfunction associated lesions III.
(congenital disorder)
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Motor dysfunction associated lesions IV.
(Lacerations, perforations)

ÅMallory - Weiss syndrome
ð longitudinal lacerations and tears at the 

esophagogastric junction

ðCause: alcoholism, chronic vomiting, hiatal 
hernia, reflux 

ðSymptoms: hemorrhage, hematemesis, 
melaena  

ÅBoerhaave syndrome
ðEsophageal rupture due to laceration and 

vomiting
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Esophageal varicosity

Åin portal hypertension

Åcirrhosis (alcoholism)

Å~ rupture Ÿmassive 
hematemesis

Åtherapy: 
ðballoon tamponade and 

sclerotherapy
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Esophageal 

varices
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Changesof the Lumen :

Achalasie: missingopeningof the cardiasphincter

Retention of the food, Megaesophagus, 

ñWineglassformò

Metaplasia, Kar cinoma, Perforation

in South-Amerika: Achalasiemight be the complication of 

Chagas diseaes(Myositis - Trypanosoma cruzi).  

Stenosis: inherited or causedby Tumors, Struma, 

Sklerodermia. It might cometo Megaesophagus

Diverti cles:

Vari ces:     

ESOPHAGUS



Cricopharyngeal Achalasia



Achalasia



Striktur es/ Caustic Ingestion



Diffuse spasmof the esophagus



Motoric Dysfunction associated lesions

ÅHiatus Hernia
ïAxial or sliding herniation: 95% of cases

ÅProtrusion of the stomach across diaphragm

ïParaesophageal orĂrollingòherniation: 
part of the stomach along major curvature
enters thorax. 

SYMPTOMS: heartburn, Regurgitation

Complications: associated reflux esophagitis, 
Ulceration, bleeding, 

Perforation: Mediastinitis



Divert icles:  inherited or acquired outpouching

real (all layersof tghewall)or Pseudodiverticle (mucosa

only). Dysphagia, trigger for caughing, Regurgitation

Pulsionsdiverticle: inherited or acquired weaknessof the

wall by increasedintraluminar pressure

Zenker Diverti cle:  70 % of all Esophagusdiverticles-

Pseudodiverticle, in upper third

Epiphrenic Diverti cle:  10 % , Pseudodiverticle

Tractionsdiverticle: 20 %, mostly asymptomatic, traction

of parabronchial sacrsin the heightsof bifur cation

Motoric Dysfunction associated lesions



Å Diverticle: Dilation

ï real- (all layers of the wall ) Zenker Divertikulum
(Pulsion-craniopharingeal), 
Å Traction

Å Epiphrenic

ï false - Mucosa/submucosa only: Pseudodiverticle (the
mucosaonly, no musclelayer) 

ï Complications: Diverticulitis, Perforation, Ulceration, 
Mediastinitis, Fistule

Motoric Dysfunction associated lesions



ZenkerôsDivertic le



ZenkerôsDivertic le



Cervi cal rip disease



Hiatus herniation: content of the abdominal cavitiy is 

positionedin the thorax

sliding herniation:  Cardia and Fundus, mostly

asymptomatic

ParaesophagealeHerniation: the position of the Cardia

is normal, Regurgitation, Heartburns

Vari ces:     

inherited: weaknessof the wall

acquired:  by portal Hypertension, mostly in the lower

third of the Esophagus

¥SOPHAGUS



Lower esophagussphincter

ÁNormally blocks the

regurgitaion of the

gastgric juice

Áit relaxesby swallowing

Ápressure: 15-30 mmHg

auf. 

Untere osophageale Sphincter

http://www.becomehealthynow.com/article/body

digestive/727/



GERD

ÅSymptoms

ïHeartburn

ïRegurgitation

ïNausea

ÅReflux

ïLES is weak

ïMissing closingability

ïit remainsopen

LES mit GERD

(Jackson Gastroenterology, 2004)
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Esophagitis

ÅReflux esophagitis (Gastroesophageal 
reflux disease -GERD)
Ådue to a sliding hernia

Ådelayed gastric emptying
SY: dysphagia, heartburn, severe chest pain (mimicking AMI)

Gross: hyperemia, ulcerations, stricture             
(depending on severity)

Micr : inflammatory cells within squamous 
epithelium, elongation of lamina propria connective 
tissue papillae with dilated vessels showing marked 
congestion
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Chemical and physical injury 
induced esophagitis

ÅCauses
ðalcohol

ðacids, alkalia (suicide)

ðcytotoxic therapy

ðirradiation

Complications: ulceration, mucosal 
necrosis, necrosis of the wall, stricture, 
fibrosis
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Esophagitis of infectious 
origin

ÅCandidiasis: in antibiotic therapy, 
immunosuppression

ÅHerpes simplex and CMV : ulcerations 
with intranuclear inclusions
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Fungal micella
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ÅBarrett esophagus
Åwith longstanding reflux

Åsalmon coloured mucosa above the 
gastroesophageal junction

Åpresence of metaplastic columnar epithelium
(goblet cells) -diagnostic criterium (?)

Ålong segment Barrett esophagus (Ó 3 cm) or 
short segment Barrett esophagus ( <3 cm)

Å~Ÿdysplastic epithelium ŸŸadenocarcinoma



S U R G E R Y
Vol. 41 JUNE, 1956 No. 6

THE LOWER ESOPHAGUS LINED BY COLUMNAR EPITHELIUM
N. R. BARRETT , LONDON, ENGLAND

Barrett NR ïBr J Surg 1950; Barrett NR ïSurgery 1956 

éesophaguslined with columnar epithelium (rather than

the usual squamous epithelium) due to a congenitally

shortened esophagusleading to a tubular portion of stomach

being trapped in the chest.
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Spechler SJ & Souza RF

NEJM 2014 

The ingredients for a correct diagnosis of BE

1. endoscopic evidence that columnar mucosa extends above the 
gastroesophageal junction and lines the distal esophagus

2. biopsy confirming the presence of columnar intestinal metaplasia

BE diagnosis
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VELVET MUCOSAON

ENDOSCOPYBECOMES

BARRETT'S EPITHELIUM

WHEN H ISTOLOGY

FEATURES COLUMNAR

METAPLASIA

H&E Alcian HID
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