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— Recent updated diagnostic methods for esophageal motility disorders —
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Fig. 1. Structure of the oral cavity and pharyngo-larynx
camity.
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Fig. 2. Normal Peristalsis of Esophagus
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1. Normal Peristaisis of Esophagus
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(1) Primary peristalsis :
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(2) Secondary peristalsis
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2. Esophageal Motility Disorders
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1) Primary motility disorders
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Table 1. Classification of Esophageal Moatility Disorders

Primary Muotility Disovders
Achalaain and varianes
Diffuse esophageal spasm
Nuteracker esaphagus
Nowspecific cophageal maghity disorder
Presbyesophagus
Hypertensive LES
Secondory Muotitity Disorders
Collugen-vascular disease
Chemical or physical agenes
Reflux esophugitis
Cautic esaphugitts
Radistion therapy

Intectious cuuses

Dinbetes melliws

Aleoholism

Endocrme disease

Newomuscular disorders
Crerehrovascular dissase
Demyelimating disorders
Chores-related disorders
Myssthenis gravis
Muscular dystrophies

Idiopmhic Intestinal Preudo-obstrucdon
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Fig. 3. Achaasia is defined esophageal moter disorder
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Fig, 4. Diffuse esophageal spasm

Fig. 5. Endoscopic finding shows vigorous contractility of
distal esophag
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(4) Non—specific esophageal motility disorder
(NEMD)
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(5) Presbyesophagus
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(6) Hypertensive lower esophageal sphincter
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2) Secondary motility disorders

(1) Scleroderma
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(2) Other secondary motility disorders
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(® Neuromuscular disorders

® Idiopathic intestinal pseudo—obstruction

3) Gastroesophageal Reflux Disease
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Recent updated diagnostic methods for esophageal motility disorders

Seok-hwan Yoon

Diagnostic Radiology, Samsung Medical Center

Classification of esophageal motility disorders not yet finalized and is still ongoing as the new

disorders are reported, and the existing classification is changed or removed, In terms of radiology, the

primary peristalsis does not exist, and the lower end of the esophagus show the smooth, tapered,

beak-like appearance. The esophageal motility disorder, which mostly occurs in the smooth muscle area,

show the symptoms of reduction or loss (hypomotility) or abnormal increase (hypermotility) of peristalsis

of the esophagus. It is important to understand the anatomy and physiology of the esophagus for the

appropriate radiological method and diagnosis, Furthermore, the symptom of the patient and the

manometry finding must be closely referred for the radiological diagnosis. The lower esophageal

sphincter can be nommally functioning and open completely as the food moves lower, Sperandio M et

al. argues that the name diffuse esophageal spasm must be changed to distal esophageal spasm (DES)

as most of the spasm occurs in the distal esophagus, composed of the smooth muscle,

According to Ott et al., usefulness of barijum method for diagnosing the esophageal motility disorder
is Achalasia 95%, DES 71% and NEMD 46%, with the overall sensitivity of 56%, However, excluding the
nutcracker esophagus or nonspecific disorder which cannot be diagnosed with the radiological methods,

the sensitivity increases to 89%, Using videofluoroscopy and 5 time swallows, the average sensitivity was

over 90%, In conclusion, the barium method is a simple primary testing method for esophageal motility

test, Using not only the image but also the videofluoroscopy with good knowledge of the anatomy and

physiology, it is believed that the method will yield the accurate diagnosis,
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