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Foreword

From its inception, the Textbook of Gastroenterology was intended to provide an
encyclopedic reference to the rapidly evolving science and practice of
gastroenterology to practitioners who encountered patients with digestive and
liver diseases and to researchers in the field. Recognizing the need to provide
access to the essential elements of the Textbook in a more concise format that was
optimized to provide information of particular usefulness to medical students,
house officers and fellows, we undertook the editing of Yamada'’s Handbook
of Gastroenterology. The success of the first two editions of the Handbook has
provided evidence of its utility not only as a guide to those in training but also as
a resource for practicing physicians.

Dr. John Inadomi, the Associate Editor, has carried forward the best elements
of past editions and improved on them in the third edition of Yamada's Handbook
of Gastroenterology, with important additions such as key practice points, case
studies, management algorithms and questions and answers, all within fewer
pages. Moreover, this edition is available in electronic format to make it more
compatible with the needs of practicing physicians.

I am indebted to Dr. Inadomi and his contributing authors Drs. Renuka
Bhattacharya, Jason Dominitz and Joo Ha Hwang for the enormous time and
effort they put into making this edition so clear and complete and hope that
these qualities provided to the reader will help them to deliver the best possible
care to their patients.

Tadataka Yamada
2013
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Preface

On behalf of my co-authors, Drs. Bhattacharya, Dominitz and Hwang, I am
pleased to introduce the third edition of Yamada’s Handbook of Gastroenterology.
Yamada'’s Handbook is based on the Textbook of Gastroenterology and Principles
of Clinical Gastroenterology by Tadataka Yamada, and is divided into two major
sections: symptom-based evaluation chapters and disease-based management
chapters. In addition to updating the content for this version of Yamada’s
Handbook, Dr. Yamada challenged us to change the format for this version by
incorporating pedagogical features that would enhance the learning experience
for the reader. For this reason this version differs from previous editions of
Yamada's Handbook by providing Key Practice Points, easily identified in “call-out
boxes” in each chapter, which highlight the most important factors that guide
clinical care. The case scenarios created for each chapter in Part 1: “Approach to
Patients with Gastrointestinal Symptoms” are accompanied by discussions that
we hope will provide the context necessary to translate medical knowledge
to clinical practice. Finally, we have written a series of questions, with detailed
answers located in the back of Yamada's Handbook, that should provide a means
to test and solidify the reader’s knowledge base.

We hope Yamada’s Handbook of Gastroenterology is a useful companion to
the Yamada Textbook of Gastroenterology and Principles of Clinical Gastroenterology,
especially for readers interested in a condensed reference guiding the care of
patients with gastrointestinal and liver diseases. In addition, we expect that
trainees of all levels will benefit from Yamada’s Handbook by providing a solid
foundation upon which they may build a comprehensive understanding of this
exciting and rapidly evolving field of medicine.

John M. Inadomi
2013
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PART 1

Approach to Patients with
Gastrointestinal Symptoms






CHAPTER 1

Approach to the Patient with
Dysphagia or Odynophagia

Dysphagia is the sensation of food hindered in its passage from the mouth to the
stomach. Dysphagia is differentiated from odynophagia (pain on swallowing)
and from globus sensation (perception of a lump, tightness, or fullness in the
throat that is temporarily relieved by swallowing). The act of swallowing has four
phases: the oral preparation phase, the oral transfer phase, the pharyngeal
phase, and the esophageal phase. An abnormality of any of the phases
can produce dysphagia. Dysphagia is usually divided into two categories:
(1) oropharyngeal: disorders of the oral preparation, oral transfer, or pharyngeal
phases of swallowing; and (2) esophageal: dysfunction of the esophageal phase
of swallowing (Table 1.1).

Clinical presentation

History

The patient’s symptoms help define whether dysphagia or odynophagia is
oropharyngeal or esophageal in location and structural or neuromuscular in
origin. If dysphagia occurs within 1sec of swallowing or is associated with
drooling, choking, coughing, aspiration, or nasal regurgitation, an oropharyngeal
process is likely. Conversely, an esophageal cause is probable if dysphagia occurs
more than 1sec after swallowing, if there is retrosternal pain or if there is
regurgitation of unchanged food. Dysphagia perceived in the retrosternal or
subxiphoid area is nearly always diagnostic of an esophageal source. Dysphagia
perceived in the cervical area may result from either oropharyngeal or esophageal
disease. Structural esophageal disorders generally produce solid food dysphagia
with progression to liquid dysphagia only if lumenal narrowing becomes severe.
Patients with neuromuscular disorders of the esophagus usually report both
liquid and solid dysphagia from the onset of symptoms. Both structural and
neuromuscular oropharyngeal disorders produce early liquid dysphagia.

Yamada's Handbook of Gastroenterology, Third Edition. Edited by Tadataka Yamada
and John M. Inadomi.
© 2013 John Wiley & Sons, Ltd. Published 2013 by John Wiley & Sons, Ltd.
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Table 1.1 Differential diagnosis of dysphagia and odynophagia

Oropharyngeal dysphagia
Neuromuscular diseases
Cerebrovascular accident
Parkinson disease
Amyotrophic lateral sclerosis
Brainstem tumors

Bulbar poliomyelitis
Myasthenia gravis

Muscular dystrophies
Polymyositis

Metabolic myopathy
Amyloidosis

Systemic lupus erythematosus

Local mechanical lesions

Inflammation (pharyngitis, abscess, tuberculosis, radiation, syphilis)
Neoplasm

Congenital webs

Extrinsic compression (thyromegaly, cervical spine hyperostosis, adenopathy)
Radiation or caustic damage

Upper esophageal sphincter disorders
Primary cricopharyngeal dysfunction
Cricopharyngeal bar

Zenker diverticulum

Esophageal dysphagia
Motor disorders

Achalasia

Scleroderma

Diffuse esophageal spasm
Other spastic motor disorders
Other rheumatic conditions
Chagas disease

Intrinsic mechanical lesions

Benign stricture (peptic, lye, radiation)
Schatzki ring

Carcinoma

Eosinophilic esophagitis

Esophageal webs

Esophageal diverticula

Benign tumors

Foreign bodies

Extrinsic mechanical lesions
Vascular compression
Mediastinal abnormalities
Cervical osteoarthritis
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Table 1.1 (cont’d)

Odynophagia
Mechanical
Trauma

Inflammatory
Pill-associated ulceration

Infectious
CMV, HSV, HIV

CMV, cytomegalovirus; HIV, human immunodeficiency virus; HSV, herpes simplex virus.

In patients with odynophagia, risk factors for opportunistic infection should
be assessed and a careful medication history is warranted if pill esophagitis is a
consideration.

Physical examination

The head and neck must be examined for sensory and motor function of
the cranial nerves, masses, adenopathy, or spinal deformity. The patient
should be observed swallowing water to visualize the co-ordinated sym-
metrical action of the neck and facial musculature. Evidence of systemic
disease, including sclerodactyly, telangiectasias, and calcinosis in scleroderma,
neuropathies or muscle weakness from generalized neuromuscular disease,
and hepatomegaly or adenopathy due to esophageal malignancy should be
sought. The presence of thrush suggests candidal infection as a cause of
odynophagia.

Additional testing

If dysphagia is believed to be oropharyngeal, barium swallow radiography or
endoscopy of the pharynx and esophagus may show occlusive lumenal
lesions. Transnasal or peroral endoscopy also may reveal vocal cord paral-
ysis, indicating neural dysfunction. Videofluoroscopy of mastication and
swallowing of three different preparations (thin liquid, thick liquid, solid)
is helpful in examining the co-ordination of the swallowing process in
patients with suspected neuromuscular disease. In some instances, special-
ized manometry can reveal abnormal upper esophageal sphincter (UES)
relaxations.

Endoscopy has become the preferred mode for assessing suspected esopha-
geal dysphagia; however, contrast esophageal radiographic testing remains
more sensitive for subtle structural lesions. Endoscopy is also optimal for iden-
tifying the etiology of odynophagia.
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Differential diagnosis

Esophageal dysphagia

Obstructive esophageal lesions

Esophageal dysphagia is most commonly caused by structural lesions that
physically impede bolus transit. Patients with esophageal strictures secondary
to acid peptic damage may present with progressive dysphagia after a long
history of heartburn. These strictures usually are located in the distal esophagus.
More proximal strictures develop above the transition point to columnar
mucosa in patients with Barrett esophagus. A Schatzki ring, a thin, circum-
ferential mucosal structure at the gastroesophageal junction, causes episodic
and nonprogressive dysphagia that often occurs during rushed ingestion of
poorly chewed meat. Eosinophilic esophagitis should be considered in younger
patients who present with intermittent solid food dysphagia or food impaction.
Patients with squamous cell carcinoma also report progressive dysphagia,
similar to peptic disease, but affected patients often are older and have had
long-standing exposure to tobacco or alcohol and no prior pyrosis. Esophageal
adenocarcinoma develops in areas of Barrett metaplasia resulting from
prolonged gastroesophageal reflux. Other mechanical lesions (e.g. abnormal
great vessel anatomy, mediastinal lymphadenopathy, and cervical vertebral
spurs) can cause dysphagia.

Motor disorders of the esophagus

Primary and secondary disorders of esophageal motor activity represent
the other main etiology of esophageal dysphagia. Primary achalasia is an
idiopathic disorder characterized by esophageal body aperistalsis and failure
of lower esophageal sphincter (LES) relaxation on swallowing with or
without associated LES hypertension. Conditions that mimic primary achalasia
include secondary achalasia, a disorder with identical radiographic and
manometric characteristics caused by malignancy at the gastroesophageal
junction or by paraneoplastic effects of a distant tumor, and Chagas disease,
which results from infection with Trypanosoma cruzi. Other spastic esophageal
dysmotilities, such as diffuse esophageal spasm, have also been associated with
dysphagia. Systemic diseases (e.g. scleroderma and other rheumatic diseases)
also cause dysphagia because of reduced rather than spastic esophageal motor
function.

Odynophagia

Oropharyngeal odynophagia most commonly results from malignancy, foreign
body ingestion, or mucosal ulceration. Esophageal odynophagia usually is a
consequence of caustic ingestion, infection (e.g. Candida albicans, herpes simplex
virus, cytomegalovirus), radiation damage, pill esophagitis, or ulcer disease
induced by acid reflux (see Table 1.1).
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Figure 1.1 Evaluation of dysphagia or odynophagia. EGD, esophagogastroduodenosocpy.

Diagnostic investigation

Patients who present with complete obstruction should undergo upper
endoscopy (Figure 1.1). Contrast radiography is not only associated with an
aspiration risk but lesions found on radiography may be obscured by the contast
media. Airway protection is mandatory so there should be a low threshold for
endotracheal intubation.

In the absence of complete obstruction, the history further dictates the next step
in investigation. For dysphagia of presumed esophageal origin, barium swallow
radiography or endoscopy may reveal occlusive lesions such as carcinomas,
strictures, rings, or webs. Barium swallow testing also can show the characteristic
bird’s beak deformity of achalasia. The addition of a solid bolus (e.g. a marshmallow
or barium pill) can increase the detection of subtle abnormalities during contrast
radiography. Upper endoscopy affords the additional capability to perform a biopsy
of any suspicious areas, including evaluation for eosinophilic esophagitis. If structural
testing is nondiagnostic, manometry of the esophageal body and LES may detect the
characteristic findings of achalasia, systemic diseases such as scleroderma, and other
primary and secondary esophageal motor disorders.

Oropharyngeal dysphagia is best evaluated by video-esophagography. Endo-
scopy is rarely diagnostic so further evaluation of oropharyngeal symptoms
should be directed towards manometric testing.

Since mucosal lesions are common, endoscopy is the procedure of choice for
odynophagia. In addition, plain radiography of the neck may detect pharyngeal
foreign bodies.

Management

Dysphagia
Selected causes of oropharyngeal dysphagia, including Parkinson disease,
hypothyroidism, polymyositis, and myasthenia gravis, may have specific



