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Transnasal Esophagoscopy

Young-Hak Park, MD, PhD and Ji-Young Choi, MD
Department of Otolaryngology-HNS, The Catholic University of Korea, Seoul. Korea

Transnasal Esophagoscopy allows the upper acrodigestive tract, from the nasal cavity to the gastric cardia to be examined in the
outpatients department. It is well tolerated by patient with topical anesthesia alone and no sedation or patient preparation is re-
quired. The technique is easily learned and performed in the otolaryngologist and highly cost efficient. It is a useful tool for ac-
curate diagnosis and can be used in a variety of office-based procedures.

KEY WORD : Transnasal esophagoscopy.
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Fig. 1. A : Conventional Esophagoscopy. B : Transnasal Eso-
phagoscopy.

Table 1. Relative Extraesophageal Indications for TNE

Diagnostic

Esophageal symptoms that persist despite an appropriate trial
of therapy

Dysphagia

Odynophagia

Weight loss

Anorexia

For evaluation of radiclogically demonstrated lesions

To assess acute injury after caustic ingestion

Lonstanding symptoms of gastroesophageal reflux disease (5yr)

Persons requiring continuous antireflux therapy

Foreign body evaluation and possible removal

Portal hypertension or chirrhosis to screen for or evaluate
varices

Passage of guide wire for placement of manometry catheter
in severe achalasia

Therapeutic
Dilation of strictures
Placement of feeding fubes under direct vision
Treatment of achalasia({botulinum toxin type A
Endoscopic laser surgery
Placement of wireless pH telemetry capsule
Globus symptoms
Chronic cough
Cervical dysphagia

Poorly controlled asthma or chronic obstructive pulmonary
disease

Odynophagia
Hemoptysis
Laryngopharyngeal reflux
Head and neck cancer
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Fig. 2. Transnosal Esophagoscpe.
A ! Video-chip transnasal esopha-
goscope. B : Biopsy forceps.
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Fig. 3. LA (Los Angeles) Classifica-

Lundell of gl., Gut 43:172-180 (1999)
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