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NMPEAOMEPATUBHATA AMATHOCTUKA MNMPU NMALUMEHTU C NPUNOKPUBALLIA CE
CUMMTOMU HATACTPOE30MATEAAHA PEQAYKCHA BOAECT U AXANA3UA — PONATA
HA BUCOKOPE3OAHLMOHHATA E3BOMATEAAHA MAHOMETPUSA [BULGARIAN]

PE3IHOME

Facmpoe3ocdazeanHama pedaykcHa 6oaecm (FEPB) u axanaguama npegcmaBasBam gBe
CaMOCMOSIMEAHU  HO30A02UYHU  eguHuuyu, xapakmepu3upawu ce C  pa3AudHU
namogu3UOAO2UYHU MEeXaHU3MU, HO CbC 3HauyumenHo npunokpuBaHe Ha kAuHuuyHama
cumnmomamuka. MposBu kamo kuceAuHu, pempocmepHanHa 6oAka, pez2ypaumauus u
gucdazust Mo2am ga ce HabalogaBam kakmo npu nauueHmu c FEPB, maka u 8 paHHume cmaguu
Ha axana3usima, koemo 3ampygHaBa gudepeHuuarnHama guazHo3a u cv3gaBa npegnocmaBku
3a uzbop Ha Henogxogsw, mepaneBmuueH nogxog. MNpeuyu3zHomo pa3zzpaHuuyaBaHe MmeXkgy
gBeme 3abonsBaHua e om cvbwecmBeHo 3HaueHue npu npegonepamuBHama oueHka Ha
nayueHmMume, nAaHupaHu 3a aHmupedAaykcHa xupypausa, mbl kamo HeguazHocmuyupaHama
axana3uss npegcmaBasBa npomuBonokazaHue 3a u3BvpwBaHe Ha cmaHgapmHa
dyHgonaukauus u Hanaza NpuAa2aHemMo Ha NPUHUUNHO pa3AuYHa Xupyp2uyHa cmpameausi.
Bucokope3oalouuoHHama e3odazeanHa MaHoMempus (High-Resolution Manometry, HRM) ce
ymBvopgu kamo 3aameH cmaHgapm 3a gua2Hocmuka Ha MOMOpHUME HapyweHus Ha
xpaHonpoBoga. BvBe)kgaHemo Ha Chicago Classification Bepcusi 4.0 3HayuumenHo nogobpu
guazHOCMuU4YHama MOYHOCM 4Ype3 CmaHgapmu3upaHe Ha MaHoMempuuyHume kpumepuu u
Bb3MoXkHOCM 3a npeuu3Ho pa3zpaHuyaBaHe Ha pa3zauyHume nogmunoBe axana3us u gpyau
HapyweHuss Ha e3odazeanHama momopuka. CoBpeMeHHUmMe guaz2HOCMUYHU aA20pummu
npenopvuBam kombuHupaHemo Ha HRM c zopHa eHgockonus, koHmpacmHo peHmzeHo0B0
ugcnegBaHe u npu Heobxogumocm @yHkuuoHanHO AymeH-umMugkuHz coHga (FLIP), koemo
no3BoasBa komnaekcHa oueHka Ha cmpykmypHume u pyHkuuoHaAHUME HapyWeHuUs.
Hacmosawusm o0630p pa3anekga kauHuuHomo npunokpuBaHe Mexgy TEPB u axana3us,
guazHocmuuHume npegu3BukameacmBa u poansma Ha Bucokope3oalouuoHHama MaHoMeMpus
B8 npegonepamuBHama oueHka Ha nauyueHmume. [lpegcmaBeHu ca akmyaaHume
mMeXkgyHapogHU npenopbku 0MHOCHO guazHOCMUYHUS aA20puUMbBM U 3HaYeHuemo Ha HRM 3a
ONMuManHuUsi u360p Ha XUpPypa2u4yHO AEYEHUE.

KAKUYOBU AYMU
2acmpoe3odazeanHa pedaykcHa bonecm, axanazus, Bucokope3onlouuoHHa e3odazeanHa
maHoMempus, Chicago Classification, npegonepamuBHa guazHocmuka
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BbBEAEHUE

Facmpoe3ocdazeanHama pedaykcHa 6oaecm (FEPB) u axanaguama npegcmaBasBam gBe
pa3AuuHU 3abonsBaHua Ha xpaHonpoBoga c pa3AudHU NamMo@u3uOAO2UYHU MEXAHU3MU, HO
uecmo gemoHcmpupam npunokpuBawu ce kauHuyHu nposiBu, koemo cv3gaBa 3HaUumMeAHuU
guazHOCMuUHU 3ampygHeHuss B ekegHeBHama kauHuuHa npakmuka [1]. Aokamo TEPB ce
xapakmepu3upa ¢ namoaoz2uuyeH 2acmpoe3ocdazeaneH pepaykc BcaegcmBue Ha HapyweHa
aHmupedaykcHa 6apuepa, axana3usma npegcmaBasBa nvpBuuHO HapyweHue Ha
momopukama Ha xpaHonpoBoga, xapakmepu3upauw,o ce c Aunca Ha HopMaAnHa penakcauus Ha
gonHus e3odazeaneH chuHkmep u omcocmBue Ha edpekmuBHa nepucmanmuka [2].

Bvnpeku covwecmBeHume pazauuusa B namozeHe3ama, hauueHmume C axaAa3usi Mo2am ga
cvbobwaBam 3a kuceAuHu, pe2ypzaumauus u 2pbgHa 6oAaka — cumMnmomu, mpaguuyuoHHO
acouuupaHu ¢ NEPB. Om gpyesa cmpaHa, nayueHmu c gbA2020guwHa pedaykcHa 6oaecm
mMo2am ga pa3Busm BmopuuHu TEPBb-acoyuupaHu MOMUAUMEMHU HapyweHUss Ha
xpaHonpoBoga, koumo Hanogo6siBam paHHUME cmMaguu Ha axaAa3us UAU gpyau HapyweHus Ha
e3odazeanHama momopuka [3]. ToBa kauHuuHo npunokpuBaHe yBeauuaBa pucka om
HenpaBuAHa guaz2Ho3a, 3ab6aBsHe Ha nogxogaw,omo AeueHue u u3BvpwBaHe Ha HEONMUMaAHa
XupypauuHa uHmepBeHuus.

OcobeHo npeguzBukameancmBo npegcmaBasBam cAyyaume, npu koumo nauueHmu c
npegnonazaema EPB He ce noBausBam om AeueHue ¢ UHXUBUMOpPU Ha NPOMOHHaMa nomna
(MAN). Npu yacm om me3u 60AHU hocaegBaw,omo ¢yHkuyuoHanHO u3caegBaHe ycmaHoBsBa
HaAUyue Ha axana3us UAU gpyau HapyweHus Ha e3odazeanHama momopuka, koumo
NnopBoHauaAHO He ca buAu pa3no3Hamu [4].

CvBpemeHHama npegonepamuBHa oueHka Ha nayueHmMume CbC CUMNMOMU OM 20pHUSA
2acmpouHmecmuHaneH mpakm u3uckBa uHmezpupaH nogxog, BkalouBauw, 2opHa eHgockonusi,
koHmpacmHo peHmzeHo0Bo u3caegBaHe, ambynamopHO pH-umMnegaHCHO MOHUMOpuUpaHe u
Bucokope3oaloyuoHHa e3o0dazeanHa MaHoMempus (High-Resolution Esophageal Manometry,
HREM). Cpeg me3u memogu HREM ce ymBupgu kamo 3aameH cmaHgapm 3a @pyHKuuoHaAHa
oueHka Ha Momopukama Ha xpaHonpoBoga u guazHocmukama Ha axana3usima, baazogapeHue
Ha Bwv3mMokHocmma 3a gemalaHa npocmpaHcmBeHo-BpemeBa Bu3yaauzauus Ha
e3odazeanHama momopuka [5].

BvBekgaHemo Ha Chicago Classification 4.0 3HauumeAHO nogobpu guazHOCmMuuyHama
mouHocm npu kaacuduuupaHemo Ha HapyweHusima Ha Momopukama Ha xpaHonpoBoga u
no3BoAu no-npeuyu3Ho pa3zpaHuvaBaHe meXkgy pa3auuHume nogmunoBe axana3us u gpyau
¢dyHkuuoHanHu HapyweHus [6].

MpaBuaHomo npegonepamuBHo pa3no3HaBaHe Ha axanajzusama uma gupekmHo ompa)keHue
Bopxy uzbopa Ha mepaneBmuuHa cmpamezusi. Aokamo aHmupedaykcHama xupypaus e
AeveHue Ha u3bop npu BHumamenHo ceaekmupaHu nauueHmu c¢ TEPB, npu axaaagus
cmaHgapmbm BkalouBa nepopanHa eHgockoncka Mmuomomusa (POEM), MuHuuHBa3uBHa Heller
Muomomusi uAu nHeBMamuuHa guaamauusi. M3BvpwBaHemo Ha dyHgonAukauuss npu
Hegua2HocmuuyupaHa axana3us MoXe ga goBege go mexkka caegonepamuBHa gucdazus u
He3agoBoAaumeAHu KAUHUUHU pe3yAmamu [2,5].

LLEA

Hacmosawusm HapamuBeH 0630p uma 3a ueA ga 0606wu u aHaAauzupa akmyanHume
gokazameAacmBa OmMHOCHO guazHOCMUYHUS aA20pUMbBM Npu nayueHmu ¢ npunokpuBawa ce
kauHuuHa cumMnmomMamuka Ha 2acmpoe3odazeanHa pedaykcHa boaecm u axana3usi, kamo
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cneuuanHo BHumaHue ce omgeada Ha poasma Ha Bucokope3oalouuoHHama e3odazeanHa
mMaHoMempus B gudepeHuyuanHama guazHo3a u npegonepamuBHama ougeHka.

Upe3 aHaAu3 Ha akmyaAHUME AumepamypHU gaHHU Ce UeAu ga ce npegcmaBu 3HaueHuemo Ha
Bucokope3onloyuuoHHama  MaHoMempuss 3a gudepeHuuanHama  guaz2Ho3a  MexXgy
dyHkyuoHaAHU U cmpykmypHU HapyweHust Ha XxpaHonpoBoga, 3a npaBuaHama kaacudukayus
Ha e30dazeaAHUME MOMOPHU HapyweHUs U 3a onmumMu3upaHe Ha uzbopa Ha mepaneBmuuHa
cmpameausi Npu hayueHmMu, HacOYeHU 3a Xupypau4Ho uau eHgockoncko neueHue.

MATEPUAAU N METOAU

Hacmosawusm HapamuBeH 0630p e uzzomBeH Bvb3 ocHoBa Ha ueAeHacOUYeEHO AumepamypHO
MbpCeHe Ha HayuHu nybaukauyuu, nocBemeHu Ha 2zacmpoe3odazeanHama pedpaykcHa borecm,
axanagusima, HapyweHuama Ha e3oda2eanHama Momopuka U  poasma  Ha
Bucokope3oaloyuoHHama e3odazeanHa MaHomempus B npegonepamuBHama guazHocmuka.
PeaneBaHmHumMe Hay4yHU U3MOYHUUU Ca ugeHMuduUupaHU Upe3 cucmemMamu3upaHo MbpCeHe
8 enekmpoHHume 6a3u gaHHu PubMed/MEDLINE, Scopus u Google Scholar. M3noa3BaHu ca
kombuHauuu om kalouoBu gymu u meguuyuHcku mepmuHu, BkalouumenHo: gastroesophageal
reflux disease, achalasia, esophageal motility disorders, high-resolution esophageal
manometry, preoperative evaluation, antireflux surgery, Chicago Classification, pH impedance
monitoring u esophageal physiology.

MpuopumemHo ca aHaAu3upaHu kauHuyHu pvkoBogcmBa, mekgyHapogHu koHCeHCycHu
gokyMeHmu, cucmemMamuyHu 0630pu, MemaaHaAu3u, npocnekmuBHu u pempocnekmuBHu
kAuUHUYHU npoyuBaHusi, kakmo u 3HayumMu oOpu2uHanHU nyb6aukauuu, cBovbp3aHu c
guazHocmukama u AeueHuemo Ha e3odazearnHUme PyHKUUOHaAHU HapyweHus.

OcobeHo BHumaHue e omgeneHo Ha akmyaAHume npenopbku Ha Bogewu meXgyHapogHu
HayuHU opzaHu3auuu, BkalouumeaHo American College of Gastroenterology (ACG), American
Gastroenterological Association (AGA), European Society of Gastrointestinal Endoscopy (ESGE)
u MexkgyHapogHume ekcnepmHu 2pynu, pa3pabomuau Chicago Classification version 4.0 3a
uHmepnpemauus Ha Bucokope3oalouuoHHama e3odazeanHa MaHOMEMpuUs.

Mamodgu3uonozus Ha 2acmpoe3odazeanHama pepaykcHa boaecm u axanazus
Facmpoe3odazeanHama pedaykcHa 6oaecm (FEPB) u axana3usma npegcmaBasBam
3abonsiBaHus c npomuBononoXkHU MexaHUu3Mu Ha HapyweHue Ha @yHkuusma Ha
xpaHonpoBoga. Mpu NEPB ocHOBHUAM namoAO2uU4YeH NpPOUEC e HegocmambyHOCMMa Ha
aHmupedaykcHama bapuepa, gokamo npu axanagusma Bogew,0 3HaUYeHUE uMa HapyweHama
HeBpomyckynHa peaynauusi Ha e3odazeanHama mMomopuka u HenbAHama peaAakcauusa Ha
gonHus e3odazeaneH chunkmep (AEC) [7].

Mamodgu3uono2us Ha 2acmpoe3odazeanHama pepaykcHa 6oaecm

AnmupedaykcHama b6apuepa npegcmaBasBa komnaekcHa ¢yHkuuoHanHa cucmema,
BkalouBawa gOAHUS e3odazeaneH chduHkmep, guadpazmanHUmMme kpauema,
dpeHoe3zodazeanHuss AuzaMeHm, 2acmpoe3odazeanHuss b2bA Ha His u uHMpabgoMuHaAHUS
cez2MeHmM Ha xpaHonpoBoga. HapyweHuemo 8 koimo u ga e om me3u koMnoHeHmMu mMoXke ga
goBege go namonozuueH 2zacmpoe3odazeaneH pedpaykce [8].

Hal-uecmussim namodu3uono2uueH mexaHu3bMm npu FEPB ca npexogHume penakcauyuu Ha
gonHus e3odazeaneH cpuHkmep (Transient Lower Esophageal Sphincter Relaxations —
TLESRSs), koumo Bb3HukBam He3aBucumo om akma Ha npeaavuwaHe u no3B8oasBam BpouwaHe
Ha CMOMaWwHO CcbgbpXXuMo B xpaHonpoBoga. Mpu 3gpaBu uHguBugu me3u peaakcauuu ca
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du3uonoz2uueH MexaHu3bM 3a eBakyauusa Ha 2a3oBeme om cmomaxa, HO npu nauueHMume ¢
F'EPB msaxHama yecmoma u npogbAKumeAHoCm ca 3HauumeAHo yBeauueHru [9].

PazBumuemo Ha 3aboasBaHemo ce BAuse u om peguua gonbAHUMeEAHU ¢akmopu,
BkalouumeAHo XxuamaaHa xepHus, HapyweH e3o0dazeaneH kaupoHc, 3a6aBeHo u3znpa3BaHe Ha
cmomaxa, noBuweHo uHMpaabgoMuHaAHO HaAsizaHe u npoMeHu B cbcmaBa Ha pedaykmama.
OcBeH conHama kuceauHa, knbuHume kuceAuHu, nencuHbm u naHkpeamuuyHume eH3uMmu
gonpuHacam 3a yBpexkgaHemo Ha e30c¢dazeanHama Auz2aBuua u pa3Bumuemo Ha Bb3naneHue
[8,10].

MpogonkumenHama ekcno3uuusi Ha kuceAuHeH uAu chabokucenuHeH pedaykc Bogu go
pa3Bumue Ha epo3uBeH e3odazum, xpaHonpoBog Ha Barrett u noBuweH puck om e3odazeaneH
ageHokapuyuHoM. B cbwomo Bpeme 3HauumeAHa yacm OmM hayueHmume C MmunuyHU
cumnmomu HaMam eHgockoncku Bugumu u3zmeHeHus u ce kaacuduuyupam kamo Heepo3uBHa
pedaykcHa 6onecm (NERD) [11].

Mamod¢u3zuonozus Ha axanagusama

Axana3usima npegcmaBasBa nopBuuHo HapyweHue Ha Momopukama Ha XxpaHonpoBoga,
xapakmepu3upawo ce Cc npozpecuBHa gezeHepauuss Ha UHXubumopHume HeBpoHu B8
MueHmepuuHus (Auerbach) naekcyc. 3azybama Ha HeBpoHu, npogyuupawu a3omeH okcug u
Ba3zoakmuBeH uHmecmuHaneH nenmug (VIP), Bogu go mpaliHo noBuweH MOHYC Ha goAHUSA
e3odazeaneH chuHkmep u Aunca Ha HezoBama agekBamHa penakcauus no Bpeme Ha
npezanvwate [12].

Emuonozuama Ha 3aboassBaHemo npogbakaBa ga 6vbge npegmem Ha u3caegBaHe u He e
HaNbAHO U3sCHeHa. HampynaHume gaHHU npegnoAazam MyamudakmopeH MexaHu3obM,
BkalouBaw, zeHemuuHa npegucno3uuyusi, aBmouMyHHU npouecu, BupycHu uHdekyuu u
HeBpogezeHepamuBHU npomeHu. [lpu 2eHemuuyHo npegpa3noAokeHu uHguBugu ce
npegnonaza, ye BupycHa uHdekuyus moxke ga uHgyuupa aBmoumyHeH omzoBop cpewy
HeBpoHume Ha MueHmMepuuHusa naekecyc, koemo Bogu go msixHama npozpecuBHa 3a2y6a [13].
Mocaeguuama e HapyweHue kakmo Ha peaakcauusma Ha AEC, maka u Ha HopmManHama
nepucmanmuka Ha xpaHonpoBoga. C HanpegBaHe Ha 3a6boasBaHemo xpaHonpoBogbm
NnocmeneHHO ce guAamupa, pa3BuBa ce cma3a Ha XxpaHa U MEYHOCMU, a XPOHUYHOMO
3agvp)kaHe Ha cbgbpkumomo npegu3BukBa depmeHmayusn, 6akmepuaneH cBpoxpacmexk u
pezaypaumauus [14].

Bucokope3oalouuoHHama e3odazeanHa maHomempus no3BoAu pa3zpaHuuaBaHemo Ha mpu
ocHOBHU nogmuna axana3us cva2aacHo Chicago Classification version 4.0: Tun | (knacuuecka
axana3usi) — aunca Ha nepucmanmuka 6e3 naHe3odazeanHa npecypu3auus; Tun Il — Aaunca Ha
nepucmaamuka ¢ naHe3odazeanHa npecypu3lauus npu 220% om npeaabwaHuama; Tun |l
(cnacmuuHa axana3usi) — HaAau4vue Ha npe)kgeBpemeHHU uAu cnacmuuHu koHmpakuuu npu
HapyweHa peAakcauus Ha AEC [15].

Tagzu knacudukauus uma BakHO npo2HOCMUYHO 3HaueHue, mMbUu kamo pa3AuyHume
nogmunoBe gemMoHCmMpupam pa3auyeH mepaneBmuueH omzoBop kvbM nHeBMamuuHa
guAaamauus, MuHuuHBa3uBHa Heller Muomomus u nepopanHa eHgockoncka muomomus (POEM)
[15].

MpuuuHu 3a knuHuuHomMo npunokpuBaHe mexkgy FrEPB u axana3us

Bovnpeku guamempanHo npomuBonoAoXkHume HapyweHus 8 mMomopukama,
cumnmomamukama npu gBeme 3abonsiBaHus uecmo ce npunokpuBa. lMpu axanazuama
pe2ypaumauusama npegcmaBasBa BpvwaHe Ha 3agvop)kaHo B8 xpaHonpoBoga cbgwbp)kumo,
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koemo BcaegcmBue Ha depmeHmauust MmoXke ga npugobue kuceauHeH xapakmep u ga 6vge
Bvb3npuemaHo om nayueHma kamo kuceauHu. OcBeH moBa pa3zwupeHusm xpaHonpoBog MoXke
ga goBege go pempocmepHanHa 6oAka u ycewaHe 3a napeHe, mpygHO pa3Au4uMu om
nposiBume Ha 'EPB [16].

Om gpyza cmpaHa, XpoHuuHuam kuceauHeH pedaykc npu FEPB moke ga npegu3Buka
BmopuuHu HapyweHust B Momopukama Ha xpaHonpoBoga upe3 Bv3naneHue, peMogeAupaHe Ha
2nagkama myckynamypa u HapyweHus 8 HepBHama peaynauusi. Te3u npoMeHU Moz2am ga
CUMyAUpam paHHU cmaguu Ha e3odazeanHa MomopHa gucdyHkuus u ga 3ampygHsam
gudepeHyuarHama guazHo3a.

MNopagu moBa eguHcmBeHo cuMnmomume He Mo2am HageXgHOo ga pa3zpaHuuyam gBeme
3abonaBaHus. NHmezpupaHemo Ha dyHkuuoHaAHU uzcaegBaHus, ocobeHo
Bucokope3oaloyuoHHama e3ocdazeanHa MaHoMempusi, e kalouoBo 3a nocmaBsaHemo Ha
moYHama guazHo3a u npaBuaHomo npegonepamuBHo noBegeHue.

KAuHUYHU npoaBu u guazHocmuuHu npegu3zBukameacmBa npu nayueHmu ¢ npunokpuBawu
ce cuMnmomMmu Ha 2acmpoe3o@dazeanHa pepaykcHa 6onecm u axana3zus

KauHuuHa xapakmepucmuka Ha 2acmpoe3odazeanHama pepaykcHa 6oaecm
Facmpoe3ocdazeanHama pedaykcHa 6oaecm (FEPB) e cpeg Hali-uecmume 3abonsiBaHus Ha
2acmpouHmecmuHanHus mpakm, kamo pa3npocmpaHeHuemo U B8 3anagHume gobprkaBu
gocmuza 20—30% om Bv3pacmHomo HaceAeHue, a uecmomama npogbnkaBa ga HapacmBa B
2nobaneH mawab [17]. Hat-xapakmepHume cumnmoMu ca kuceAuHu 3ag 2pbgHama kocm u
pezypaumauus Ha CmoMawHo cbgbpkumo, koumo ce npuemMam 3a mMunuuyHu nposiBu Ha
3abonsBaHemo. Mpu Haauuue Ha me3u cumMnmoMu 6e3 aAnapMupawu npu3Hauu yecmo ce
3anouBa eMNUPUYHO AeYEHUE C UHXUBUMOpU Ha npomoHHama nomna (MUMM), 6e3 u3zBopwBaHe
Ha gonbAHUMeAHU dyHkuuoHaaHU u3zcaegBaHus [18].

OcBeH munuyHUME CUMNMOMU, hauyueHmMume Mo2am ga npegcmaBsm amunuyHu nposBu
kamo 2pbgHa 6oaka, xpoHuuHa kawauua, gpe3z2aB 2aac, AapuHaum, BpoHXuUaAHa acmma u
ycewaHe 3a ,6yua” B 2opaomo (globus sensation). Te3u u3BvHe3odazearHU cCuUMNMOMU UMam
Hucka cneuuduuyHocm U yecmo ce cpewam u npu gpyau 3aboasBaHus Ha xpaHonpoBoga,
BkalouumeaHo HapyweHus Ha Momopukama [18,19].

KAauHuuHa xapakmepucmuka Ha axanagzussma

Axana3zusima e psigko 3abonasiBaHe ¢ 20guwHa yecmoma npubauzumeAHo 1—3 cayuas Ha 100
000 gywu, Ho Bvnpeku Huckama cu yuecmoma ocmaBa egHa om Hall-uecmume nopBuuHu
MOMOPHU hamoAo2uu Ha xpaHonpoBoga [20].

OcHoBHuaAmM cuMnmoM e npozpecupawama gucdazus kakmo 3a mBvpgu, maka u 3a meyHu
XpaHu. 3a pa3auka om MexaHuyHume cmeHo3u, npu koumo gucdazusma nvpBoHauaaHo
3acs2a mBvopgume xpaHU, Npu axana3usima 3ampygHeHOMOo npez2AbuwaHe o6bukHoBeHo e
egHakBo u3zpa3eHo owe B paHHUmMe cmaguu 3a Bcuuku koHcucmeHuuu [21].
Peaypaumauusima ce HabalogaBa npu Hag gBe mpemu om nauueHmume u npegcmabaaBa
BpbwaHe Ha HenpepabomeHa XpaHa UAU mMeYyHOCMU, HampynaHu B8 guAamupaHus
xpaHonpoBog. 3a pa3auka om kuceauHHus pedayke npu F'EPB, pezyp2umauusima npu axanazus
He ce gbAku Ha 2acmpoe3odazeaneH pedayke, a Ha nacuBHo u3znpa3BaHe Ha 3agbp)kaHOMO
e30cdazeanHo cbgbpkumo. HezaBucumo om moBa nayueHmMume yuecmo onucBam ycew,aaHemo
kamo ,kuceauHu”, koemo cbv3gaBa cepuo3HU guagHOCMUUHU 3ampygHeHus [22].
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pbgHama 6oAka e gpy2 uecm cuMnmoM, ocobeHo npu nayueHmu ¢ mun lll axanazus. boankama
Moke ga 6bge uHMeH3uBHa, UHMEePMUMEHMHa U ga UMUMUpPa UCXeMUYHa BOAECM HA CbpuemMo
uau meXkvk 2acmpoe3odazeaneH pedpayke [23].

C HanpegBaHe Ha 3abonsBaHemo ce pa3BuBam 3a2yba Ha MEAECHO mMe2A0, HOWHa
pezypa2umauusi, achupauyuoHHU enu3ogu u peuyuguBupawu pecnupamopHu uHdekuuu
BcaegcmBue Ha XxpoHUYHAamMa cmasa Ha XxpaHumeAHU mamepuu B xpaHonpoBoga [24].

MpuuuHu 3a kAuHuuHOMoO npunokpuBaHe

MpunokpuBaHemo mexXkgy cumnmomume Ha FEPB u axana3us e gobpe gokymeHmupaHo B
Aumepamypama u npegcmaBasBa egHa om ocHoBHUMeE NpuYUHU 3a guazHOCMUYHO 3abaBsaHe.
Mpu pa3auyHu kauHuuHU cepuu Mexkgy 30% u 70% om nauueHmMume ¢ axana3us cbobwaBam
3a kuceauHu kamo Bogew, cumnmowm, Bonpeku Auncama Ha ucmuHcku 2acmpoe3odazeaneH
pedayke [25].

Hskonko mMexaHu3ma mozam ga obsicHam moBa sBaeHue, a umMeHHo - depMeHmauus Ha
3agbpXkaHume XpaHumeAHU ocmambuu Cc obpa3yBaHe Ha op2aHUUHU KUuCEeAuHU; XUMUYHO
gpa3HeHe Ha e3odazeanHama Auz2aBuua; MexaHUYHO pa3msz2aHe Ha guAamupaHus
xpaHonpoBog; noBuweHa BucuepanHa uyBcmBumeaHocm; HenpaBuAHO UHMepnNpemupaHe Ha
pempocmepHaAHuUsa guckoMm@opm om cmpaHa Ha nhayueHma [26].

Om gpyza cmpaHa, XxpoHuuHussm pedaykc moXke ga 6vge conpoBogeH ¢ BmopuyHu HapyweHus
B8 e3odazeanHama momopuka. HamaneHama amnAumyga Ha nepucmasmuuyHume BobAHU U
HeedpekmuBHama e3odazeanHa Momopuka Mozam ga goBegam go gucdazus, kosmo
HanogobaBa paHHume cmaguu Ha axana3us [27]. KauHuuHOomo npunokpuBaHe MeXgy
2acmpoe3odazeanHama pedaykcHa 6oaecm u axanazusma, kakmo u mexHume cneyuduyHu
nposiBu, ca cxemamuuHo npegcmaBeHu Ha Quaypa 1.

Queypa 1. CpaBHeHue Ha kauHuuHama cumnmomamuka npu 2acmpoe3ogazearHama pepaykcHa 6oaecm u axaaazusma

M3mouHuk: ABmopcka pa3pabomka Bvb3 ocHoBa Ha gaHHU om AumepamypHusi 0630p
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AuazHocmuuHu 2pewku u MAXHOMO KAUHUYHO 3HaueHue

Mo2pewHOMO gua2HocmuuupaHe Ha axana3uss kamo FEPB He e psigkocm. MHo)kecmBo
pempocnekmuBHu npoyuBaHusi nokazBam, ue 2oAdMa yacm om nayueHmume noAy4vaBam
ABUEHUE C UHXUBuMOpU Ha NnpomMmoHHama nomna B npogbAkeHue Ha MeCeUU UAU 20gUHU npegu
nocmaBaHemo Ha npaBuAHama guazHo3a [28].

CpegHomo guazHocmMuuyHo 3abaBsaHe Bapupa meXkgy 2 u 5 2oguHu, kamo npe3 mo3u nepuog
xpaHonpoBogbm npozpecuBHO ce guaamupa u HacmbnBam Heobpamumu cmpykmypHu
npomeHu B cmeHama wMy. [llpogbmkumenHomo 3abaBsHe e cBovp3aHo ¢ no-Hucka
epekmuBHocm Ha nocaegBaw,omo AeueHue u no-20AsM puck om pa3Bumue Ha cuzmougeH
xpaHonpoBog [29].

OcobeHo cepuo3HU NnoOCAeguuu MO2am ga Hacmbnsm nNpu NauyueHMu, HacouyeHu 3a
aHmupedaykcHa xupypausi 6e3 u3BvpwBaHe Ha e3odazeanHa MaHomempus. [pu
HeguazHOCMuuupaHa axana3ua u3BvpwBaHemo Ha ¢yHgonaukauuss moxe ga goBege go
mexkka cnegonepamuBHa gucdazusn, HeBv3mMoXkHOCM 3a NpueM Ha XpaHa u HeobxoguMocm om
noBmopHa xupypauuHa uHmepBeHuyusa [30].

Mopagu moBa cvBpemeHHume MekgyHapogHu npenopvku noguepmaBam, ue
Bucokope3oaloyuoHHama e3odazeanHa MaHOMeEMpuUa Mps6Ba ga 6vge 3agbrkumenHa uacm
om npegonepamuBHama oueHka Ha Bcuuku nauueHmu, naaHupaHu 3a aHmupedaykcHa
Xupypaus, ocobeHo npu Haauuue Ha gucdazusi, amunuyHa cumnmomMamuka uau HenoBausiBaHe
om onmumManHa megukameHmo3Ha mepanus [31].

Poans Ha Bucokope3zonloyuuoHHama e3odazeanHa MaHomMempus B8 npegonepamuBHama
guazHocmuka

Bucokope3onlouuoHHama e3odazeanHa MaHomempusa  (High-Resolution  Esophageal
Manometry, HREM) e 3nameH cmaHgapm 3a guazHocmuka Ha HapyweHussima 8 Momopukama
Ha xpaHonpoBoga u uzpae kalouoBa pons B npegonepamuBHama ouenka Ha nauueHmu c
npunokpuBawu ce cumnmomu Ha 2acmpoe3odazeanHa pedpaykcHa 6oaecm (TEPB) u axanagus
[32]. 3a pa3auka om eHgockonusma u koHmpacmHama e3odazozpadus, koumo npegocmaBsam
npeguMHo Mopdonoz2uuHa uHdpopmauus, HREM no3BoasaBa gemalnHa dyHkuyuoHanHa oueHka Ha
e3odazeanHama Momopuka, HanszaHemo B goaHus e3odazeaneH cduHkmep (AEC) u
koopguHauusima Ha nepucmaamuuHume konmpakuyuu [33].

OcHoBHO npegumcmBo Ha Memoga e Bv3mokHOCmMMa 3a MOYHO pa32paHuyaBaHe Ha
axanagusma om gpyau e3ocdazeanHU MOMOpPHU HapyweHus, kakmo u om nauueHmu c TEPB,
npu koumo gucdazusma e pe3zyamam om BmopuuHu HapyweHus 8 momopukama. Upe3
npunazaHemo Ha Chicago Classification version 4.0 ce ocuzypsiBa cmaHgapmu3gupaHa
UHMepnpemayus Ha MaHoMempuyHume Haxogku u HageXgHo kaacuduuyupaHe Ha mpume
nogmuna axana3usi, koemo uma cbwecmBeHo 3HaueHue 3a u3zbopa Ha mepaneBmuueH nogxog
[34].

MNpegonepamuBHomo npunokeHue Ha HREM e ocobeHo BakHO npu nayueHmMu, NAaHUpPaHU 3a
aHmupedAaykcHa xupypausi. M138vpwBaHemo Ha dyHgonAukauus npu Hepa3no3Hama axaAa3us
uAu gpyzo mexkko HapyweHue Ha Momopukama mo)ke ga goBege go nepcucmupauwa gucdaaus
u Heobxogumocm om noBmopHa xupypauuHa uHmepBeHuus [35]. Mopagu moBa
me)kgyHapogHume npenopvku npenopvuyBam MaHoMempusima kamo 3agbmkumenHo
uzcAaegBaHe npegu xupypau4Ho AeueHue Ha MEPB [36].

HREM He mpsibBa ga ce pa3zaekga u3oaupaHo, a kamo uvacm om komnaekcHama
npegonepamuBHa oueHka, kosmo BkalouBa zopHa eHgockonusi, koHmpacmHa e3odazozpadus
u npu Heobxogumocm 24-uyacoBo pH-uMnegaHCcHO MOHUMOpuUpaHe. KoMBuHUpaHeMo Ha me3u
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mMemogu  3HayumeAHo noBuwaBa guazHocmuuyHama mouyHocm u  no3BonsBa
uHguBugyanuzupaHe Ha mepaneBmuyHama cmpameaus [37].

Mpu nayueHmu ¢ npunokpuBawu ce cumnmomu Ha MEPB u axana3us Bucokope3oalouuoHHama
MaHomempusi npegcmaBasBa Hal-uHpopMamuBHomo dyHkuyuoHanHo u3caegBaHe, koemo
HamansBa pucka om nozpewHa gua2Ho3a, nognomaza npaBuaHus u3bop MexXgy
aHmupedaykcHa xupypaus, nanapockoncka Heller Muomomusi uau nepopanHa eHgockoncka
muomomusi (POEM) u nogobpsBa caegonepamuBHume pe3yamamu [36,37]. Tabauua 1
npegcmaBa cpaBHumeaHa xapakmepucmuka Ha ocHoBHume kauHuuHu nposBu,
guagHOCmMu4yHU ocobeHocmu u mepaneBmuuHu nogxogu npu 2acmpoe3odazeanHama
pedaykcHa boaecm u axanazusma.

Tabauya 1. CpaBHumenHa xapakmepucmuka Ha eacmpoe3ogazearnHama pepaykcHa borecm u axarazusma

Xapakmepucmuka r'EPB Axana3zus

KuceAuHu +++ ++

Aucdazus + +++

Pezypaumauus ++ +4++

HanazaHe Ha AEC {'/ HopMaAHO ™

HRM 0O6ukHoBeHO HopMaAHa Auaz2HocmuuHa

24-vacoBo pH | MamoAo2u4Ho 0B6ukHOBEHO HOPMAAHO
MOHUMOpUpaHe

NeueHue MmN/ ¢yHgonaukauus POEM / muomomus no Heller

TunuyHUMe MaHoMempuuHU kapmuHu npu HopMaAHa e3odazeanHa Momopuka u Ha npu
pa3AuvHUMe munoBe axana3us ca npegcmabBeHu Ha Quaypa 2 u 3.

Queypa 2. NMpegcmaBumenHa Haxogka om Bucokope3oaloyuoHHa e30¢azearHa MaHoMempusi Npu HOPMAAHO e30¢oazeaHa
momopuka © 2014 Elsevier Inc. All rights reserved [38].

Transition zone

§ - 150
g 1 DCI = 1107
g . . mmHg-s-cm
o : 100
2 |
; ;

' 50
g DL 3
s ' 30

Time (s)
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Queypa 3. MpegcmaBumenaHu Haxogku om Bucokope3oaloyuoHHa e30¢pazearHa MaHoMempusi npu mpume nogmuna
axana3us ceeaacHo Chicago Classification Bepcus 4.0. AocmvnHo cbeaacHo auyeH3: CC BY-NC-ND 4.0

a Typel b Type I c Type III

ANCKYCUA

AudepeHuuanHama guazHo3a Mekgy NEPB u axana3zusma npogbankaBa ga npegcmaBasBa
3HauumeAHo kauHuuHo npegu3BukameacmBo Bvnpeku cvwecmBeHume nocmukeHus B
obracmma Ha e3odazeanHama ¢u3uonozus. OcHoBHama npuyuHa e 3HauuMeAHOmMo
npunokpuBaHe Ha  kauHuuHume cumnmomu, kamo  kuceAuHu, pez2ypzumauus,
pempocmepHanHa 6oaka u gucdazua Moz2am ga bBvgam HabalogaBaHu u npu gBeme
3abonnaBaHusa. ToBa obsicHsBa 3aw0 3HayumeAHa Yyacm Om hauueHmume C axana3us
nopBoHauanHo noayuyaBam guazHo3a MEPB u npogbakumenHo AeuyeHue ¢ uHxubumopu Ha
NpPomoHHama nomna, npegu ga 6bge ycmaHoBeHo nbpBuuHO HapyweHue Ha e30dazeanHama
momopuka [38].

PazBumuemo Ha Bucokope3oalouuoHHama e3odazeanHa maHomempus (High-Resolution
Esophageal Manometry, HREM] npomeHu cowecmBeHo guazHOCmMuuyHUA hogxog hpu
HapyweHusima Ha Momopukama Ha xpaHonpoBoga. 3a pa3auka om koHBeHuuoHanHama
maHomempusi, HREM npegocmaBs npocmpaHcmBeHo-BpemeBa oueHka Ha gBuzameaHama
dyHkuusa Ha xpaHonpoBoga u no3BoasBa no-npeyu3Ho xapakmepu3zupaHe Ha HapyweHusima 6
obracmma Ha e3odaz2o02acmparHOMoO cveguHeHue. BoBe)kgaHemo Ha Chicago Classification
CmaHgapmu3upa UHMepnpemauusma Ha MaHOMempuyHume Haxogku, nogobpu
Bv3npou3BogumMmocmma Ha guazHo3ama u yAecHU cpaBHsBaHemo Ha pe3yamamume meXgy
pa3auyHume ueHmpoBe [39].

OcobeHo BakHo 3HaueHue uma Chicago Classification version 4.0, kosmo npomeHs
koHuenuusama 3a uHmMepnpemauuss Ha MaHOMemMpuyHUMe gaHHu, kamo nocmaBs akueHm
Bbpxy uHmezpupaHemo Ha kauHuuHama kapmuHa ¢ pyHkuuoHarHUME pe3yamamu. Hanpumep
guazHo3ama e3odazoz2acmpanHa obcmpykmuBHa gucdyHkuua (Esophagogastric Junction
Outflow Obstruction — EGJOO) Beue He ce npuemMa eguHcmBeHo Bbv3 ocHoBa Ha
MaHoMempuyHume noka3zameau, a u3uckBa Haauuyue Ha cvomBemHa cumnmomamuka u
nomBuvp)kgeHue upe3 gonoAHUmMeAHU @yHkuyuoHaaHu u3caegBaHusa kamo koHmpacmHa
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e3odazozpadusa uau pyHkuyuoHanHa AYMEHHA uMnegaHcHa nanaHumempus (FLIP). To3u nogxog
3HauumenHo HamansiBa pucka om cBpouxguazHocmuka u HeHy)kHO uHBa3uBHo AeueHue [39,42].
Bonpeku ue HREM e npuema 3a 3AameH cmaHgapm npu guazHocmuuupaHemo Ha
HapyweHusima B e3odazeanHama momopuka, Memogbm uMa U onpegeAeHU O02paHUYeHuUs.
MaHomempuuHomo u3cAaegBaHe ompa3aBa dyHkuuoHaAHOMO cbCcmosHUe Ha xpaHonpoBoga
camo no Bpeme Ha kpamvk guazHocmuueH uHmepBan u pe3yaAmamume Moz2am ga 6bgam
noBausHu om mexHukama Ha u3cAegBaHemo, noAoXkeHuemo Ha nauueHma, uznoa3BaHus
kamemubp u onuma Ha u3zcaegBawus. 0OcBeH moBa HAkou MaHOMEMpPUYHU NPOMEHU MO2am ga
6bgam BmopuuHu BcaegcmBue Ha AeueHUEe C ONUOUGHU aHaAZ2EMUUU, NPEGXOGHU XUpPypa2UuYHU
uHmepBeHuuu, MexaHuuyHa obcmpykuus uau cucmeMHu 3aboasBaHus. [Mopagu moBa
pe3yamamume om maHoMmempusima BuHazu mpa6Ba ga ce uvmepnpemupam B koHmekcma Ha
kauHuuyHama kapmuHa u ocmaHaAume guazHocmuuHu uzcaegBanus [40,42].

MNpe3 nocaegHume 20guHU ce HabalogaBa 3acuneH uHmepec koM kombuHupaHemo Ha
Bucokope3onlouuoHHama MaHoMempus ¢ @yHKuuoHaAHama AyMEHHa UMNnegaHCHa
naaHuMempus (Functional Lumen Imaging Probe — FLIP). 3a pagauka om HREM, FLIP oueHsnBa
pa3meaauBocmma Ha 2acmpo-e3odazeanHama Bpov3ka (FTEB) u MexaHuuHume cBolicmBa Ha
cmeHama Ha xpaHonpoBoga. HaanuuHume gaHHu noka3Bam, ue kombuHupaHomo npunoXkeHue
Ha gBama mMemoga noBuwaBa guazHOCmMuyHama mo4YyHOCM, 0CO6EeHO npu nauueHmu c
2paHUYHU MaHOMEMPpUUHU Haxogku UAU CbMHeHuUe 3a e3o0dazoz2acmpanHa o6cmpykuus. OcBeH
moBa FLIP nognomaza u3bopa Mexgy aanapockoncka Heller Mmuomomusi u nepopanHa
eHgockoncka Muomomusa (POEM), kamo npegocmaBsa gonvAHUMEAHa uHdopMauusa 3a
dyHkuyuoHaAHOMO cbcmosiHue Ha MEB [41].

OcobeHo 3HaueHue uma Mmscmomo Ha HREM B npegonepamuBHama oueHka Ha nayueHmume,
HacouyeHu 3a aHmupedAykcHa xupypausi. MekgyHapogHume npenopbku eguHOgyWwHO
npenopbuBam u3BvpwBaHemo Ha Bucokope3onloyuoHHa MaHoOMempusi npegu onepamuBHo
AeueHue Ha TEPB c uen ugkalouBaHe Ha axana3zuss u gpy2u mexXku HapyweHus Ha
e3odazeanHama momopuka [36,42]. MponyckaHemo Ha ma3u guazHocmuyHa cmbnka moXke ga
goBege go uzBvpwbBaHe Ha pyHgonAukauust npu nauueHMuU C Heguaz2HoOCMuuyupaHa axaAasus,
koemo e cBwvp3aHo c Bucok puck om nepcucmupawa caegonepamuBHa gucdazus,
He3agoBoAaumenHu ¢pyHKUUuoOHaAHU pe3yAmamu u Heobxogumocm om noBmopHa xupypauyHa
uHmepBeHuus [35,44].

Bce owe cvwecmByBam guckycuu omHocHO KAuHUYHOMO 3HayeHue Ha Hsakou no-aeku
MOMOpPHU HapyweHus, kamo HeedekmuBHama e3odazeanHa Momopuka (Ineffective
Esophageal Motility — IEM). Aokamo 8 MuHanomo nogobHu Haxogku uecmo ca ce npueManu
kamo npomuBonoka3aHue 3a nbAHa dyHgonaukayus, coBpemeHHUmMe npoyuBaHusa noka3Bam,
ye npu BHUMameAHO nogbpaHu nauueHmMu caegonepamuBHume pe3yamamu ca cpaBHumu c
me3u Npu nauueHmMu cbC 3ana3eHa nepucmaamuka. ToBa noguepmaBa Heobxogumocmma
mepaneBmuuHume peweHus ga 6vgam uHguBugyaAu3upaHu u ocHoBaHu Ha komnaekcHama
oueHka Ha nayueHma, a He camo Ha MaHOMempu4yHume nokazameau [40,43,44].

PagBumuemo Ha HoBu mexHoAo2uu omkpuBa gonbAHUMEAHU Bb3MokHOCMU 3a
ycbBopweHcmBaHe Ha guazHocmukama. Bce noBeue HayuHu pa3pabomku ca HacouyeHu kom
ugnon3BaHemo Ha anzopummu, 6a3upaHu Ha uzkycmBeH uHmenekm, 3a aBmomamu3upaHa
UHMepnpemauusi Ha MaHoMempuyHume 3anucu. OuakBa ce me3u MexHOAO2UU ga HaMaAsim
mekgyHabalogameaHama BapuabunHocm, ga noBuwam guagHOCmMu4YHama
Bv3npou3Bogumocm u ga nognoMo2Ham uHmezpupaHemo Ha kauHuuHume, eHgockonckume u
dyHkuuoHaAHUME gaHHU B eguHeH guazHocmuueH Mogena [39,40].
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B 0606weHuUe, HaAUYHUME HayuHu gokazameacmBa noka3zBam, ue HUMO eguH guazHOCMUYEH
MEMOg CcaMoOCMOSAMEAHO He MoXe ga ocuz2ypu gocmambuyHa mMOYHOCM  nNpu
pa3zpaHuuyaBaHemo Ha 2zacmpoe3odazeanHama pedaykcHa 6oaecm u axanazusma npu Bcuuku
nayueHmu. Hal-Bucoka guagHocmu4yHa cmoUHOCM Ce nocmuz2a Yype3 UHmMezpupaH nogxog,
kolmo cvuemaBa kauHuuHama oueHka, 2opHama eHgockonusa, koHmpacmHama
e3odazozpadusa, pH-umnegaHcHOmMo  MoHumopupaHe u  Bucokope3oaloyuoHHama
e3odazeanHa MaHoMempus [36,37,39]. Cpeg Bcuuku ¢yHkyuoHanHuU Memogu umeHHoO HREM
ocmaBa Bogewusam guazHocmuueH cnocob, kolmo onpegens okoHuameAHama guaz2Ho3a,
nognomaza u3bopa Ha Hal-nogxogawomo AedyeHue u HamanaBa pucka om HenpaBuaHO
npegonepamuBHo noBegeHue [39,42,44].

3AKAHOYEHUE

Facmpoe3odazeanHama pedaykcHa 6onrecm u axanazuama ca 3aboasBaHus c pa3AuuHa
namodu3uoao2us, Ho uecmo ¢ npunokpuBawu ce knuHuuHu nposBu, koemo moXke ga goBege
go 3HauUMeAHU guazHOCMuUYHU 3ampygHeHuss. Cumnmomu kamo kuceAuHu, pe2ypaumauus,
2pbgHa 6oaka u gucdazus He BuHazu no3BonsBam HageXkgHo pa3epaHuvaBaHe mexkgy gBeme
3abonaBaHus, 0cobeHo npu nayueHmMu ¢ amunuyHa knuHuuHa kapmuHa uau HenoBausBaHe om
ABUYEHUE C UHXUBbumopu Ha NnpoMoOHHama nomna.

Mpeuyu3zHama npegonepamuBHa oueHka e om cbwecmBeHo 3HaueHue 3a npaBuAHusa u3bop Ha
mepaneBmuuyHa cmpamezuss u 3a npegomBpamsaBaHe Ha HenogxogawU Xupyp2uuHU
uHmepBeHuuu. Cpeg HaAuuHume ¢yHkyuoHaanHU Memogu Bucokope3oalouuoHHama
e3odazeanHa MaHomempusi ce ymBopgu kamo 3aameH cmaHgapm 3a guazHocmuka Ha
HapyweHusma B8 Momopukama Ha xpaHonpoBoga. Ype3 npunazaHemo Ha Chicago
Classification version 4.0 ms ocuz2ypsBa HagekgHa gudepeHuuanHa guaz2Ho3a Mexgy
axanagusima, OCmaHaAume MOMmOpHU HapyweHuss u 2acmpoe3odazeanHama pedaykcHa
Bbonecm.

MHmezpupaHemo Ha Bucokope3oAlouuoHHama MaHomempus ¢ eHgockonus, koHmpacmHa
e3odazozpadua u pH-umnegaHcHO MoHumopupaHe no3BoasBa komnaekcHa oueHka Ha
nayueHmume c npunokpuBawu ce cuMnmomu u 3HayumeAHo noBuwaBa guagzHocmu4vHama
mouHocm. To3u MyAmuMogaAeH nogxog hognoMaza uHguBugyaau3upaHus u3bop mexkgy
mMegukameHmMo3HO AeueHue, anmupedAaykcHa xupypaus, Aanapockoncka Heller Muomomus uau
nepopanHa eHgockoncka muomomus (POEM).

B 3aknaloueHue, Bucokope3onloyuoHHama e3odazeanHa MaHoMempusi npegcmaBasBa
He3amMeHuM koMnNoHeHM Ha cbBpemeHHama npegonepamuBHa guazHocmuka npu navuueHmu
CbC CbMHeHue 3a 2acmpoe3odazeanHa pedaykcHa bonecm u axana3us. HaBpemeHHomMo U
npunoXkeHue HamansiBa pucka om guazHocmuuHu 2pewku, onmumuzupa mepaneBmuyHomo
noBegeHue u gonpuHacs 3a nocmuz2aHemo Ha no-gobpu kpamkocpouHu u gbA2oCpoOuUHU
KAUHUYHU pe3yAmamu.
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PREOPERATIVE EVALUATION IN PATIENTS WITH OVERLAPPING SYMPTOMS OF
GASTROESOPHAGEAL REFLUX DISEASE AND ACHALASIA — THE ROLE OF HIGH-
RESOLUTION ESOPHAGEAL MANOMETRY [ENGLISH]

SUMMARY

Gastroesophageal reflux disease (GERD) and achalasia are two distinct clinical entities
characterized by different pathophysiological mechanisms but with considerable overlap in
their clinical presentation. Symptoms such as heartburn, retrosternal chest pain,
regurgitation, and dysphagia may occur in both patients with GERD and those with early-stage
achalasia, thereby complicating the differential diagnosis and increasing the risk of selecting
aninappropriate therapeutic approach. Accurate differentiation between these two conditions
is of paramount importance during the preoperative evaluation of patients considered for
antireflux surgery, as unrecognized achalasia constitutes a contraindication to conventional
fundoplication and necessitates a fundamentally different surgical strategy.

High-resolution esophageal manometry (HRM) has become the gold standard for the diagnosis
of esophageal motility disorders. The introduction of the Chicago Classification version 4.0 has
substantially improved diagnostic accuracy by standardizing manometric criteria and enabling
precise differentiation between the various subtypes of achalasia and other esophageal
motility disorders. Current diagnostic algorithms recommend integrating HRM with upper
gastrointestinal endoscopy, contrast esophagography, and, when indicated, functional lumen
imaging probe (FLIP) to provide a comprehensive assessment of structural and functional
esophageal abnormalities.

This review summarizes the clinical overlap between GERD and achalasia, discusses current
diagnostic approaches, and highlights the pivotal role of HRM in preoperative assessment and
surgical decision-making.

KEYWORDS
gastroesophageal reflux disease, achalasia, high-resolution manometry, Chicago
Classification, preoperative evaluation

INTRODUCTION

Gastroesophageal reflux disease (GERD) and achalasia are two distinct esophageal disorders
with different pathophysiological mechanisms; however, they frequently present with over-
lapping clinical manifestations, creating significant diagnostic challenges in routine clinical
practice [1]. GERD is characterized by pathological gastroesophageal reflux due to impairment
of the antireflux barrier, whereas achalasia is a primary esophageal motility disorder charac-
terized by impaired lower esophageal sphincter relaxation and absent effective peristalsis [2].
Despite their distinct pathophysiology, patients with achalasia frequently report heartburn,
regurgitation, and chest pain, symptoms traditionally associated with GERD. In contrast,
patients with long-standing reflux disease may develop secondary GERD-associated
esophageal motility disorders that resemble the early stages of achalasia or other esophageal
motility disorders [3]. This clinical overlap increases the risk of misdiagnosis, delayed
treatment, and inappropriate surgical intervention.

Particular diagnostic challenges arise in patients with presumed GERD who fail to respond to
proton pump inhibitor (PPI) therapy. Functional testing subsequently identifies achalasia or
other esophageal motility disorders in a subset of these patients that were initially overlooked

[4].
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Contemporary preoperative assessment of patients presenting with upper gastrointestinal
symptoms requires an integrated approach including upper gastrointestinal endoscopy,
contrast esophagography, ambulatory pH impedance monitoring, and high-resolution
esophageal manometry (HREM). Among these modalities, HREM has become the gold standard
for evaluating esophageal motility and diagnosing achalasia because it provides detailed
spatiotemporal visualization of esophageal motor function [5].

The introduction of the Chicago Classification version 4.0 has substantially improved the
diagnostic accuracy of esophageal motility disorders, enabling more precise differentiation
among achalasia subtypes and other functional esophageal disorders [6].

Accurate preoperative diagnosis of achalasia has direct implications for therapeutic decision-
making. Whereas antireflux surgery remains the treatment of choice for carefully selected
patients with GERD, standard treatment for achalasia includes peroral endoscopic myotomy
(POEM), laparoscopic Heller myotomy, or pneumatic dilation. Performing fundoplication in
patients with unrecognized achalasia may result in severe postoperative dysphagia and poor
clinical outcomes [2,5].

AIM

The aim of this narrative review is to analyze current diagnostic approaches in patients
presenting with overlapping symptoms of gastroesophageal reflux disease and achalasia, with
particular emphasis on the role of high-resolution esophageal manometry in preoperative
evaluation.

By analyzing contemporary literature, this review aims to highlight the importance of high-
resolution esophageal manometry in differentiating functional and structural esophageal
disorders, accurately classifying esophageal motility abnormalities, and optimizing
therapeutic decision-making in patients considered for surgical or endoscopic treatment.

MATERIALS AND METHODS

This narrative review was conducted based on a targeted literature search of scientific
publications addressing gastroesophageal reflux disease, achalasia, esophageal motility
disorders, and the role of high-resolution esophageal manometry in preoperative diagnostic
evaluation.

Relevant scientific sources were identified through structured searches of electronic
databases, including PubMed/MEDLINE, Scopus, and Google Scholar. The search strategy
combined medical subject headings and keywords such as gastroesophageal reflux disease,
achalasia, esophageal motility disorders, high-resolution esophageal manometry, preoperative
evaluation, antireflux surgery, Chicago Classification, pH impedance monitoring, and
esophageal physiology.

The analysis prioritized clinical guidelines, international consensus documents, systematic
reviews, meta-analyses, prospective and retrospective clinical studies, and relevant original
research articles on the diagnosis and management of esophageal functional disorders.
Particular attention was paid to current recommendations from leading international scientific
organizations, including the American College of Gastroenterology (ACG), American
Gastroenterological Association (AGA), European Society of Gastrointestinal Endoscopy
(ESGE), and international expert groups responsible for the development of the Chicago
Classification version 4.0 criteria for the interpretation of high-resolution esophageal
manometry findings.
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Pathophysiology of Gastroesophageal Reflux Disease and Achalasia

Gastroesophageal reflux disease (GERD) and achalasia represent disorders with fundamentally
opposite mechanisms of esophageal dysfunction. GERD primarily results from impairment of
the antireflux barrier, whereas achalasia is characterized by defective neuromuscular
regulation of esophageal motility and impaired relaxation of the lower esophageal sphincter

(LES) [7].

Pathophysiology of GERD

The antireflux barrier is a complex functional unit composed of the lower esophageal sphincter,
diaphragmatic crura, phrenoesophageal ligament, angle of His, and the intra-abdominal
segment of the esophagus. Dysfunction of any of these components may result in pathological
gastroesophageal reflux [8].

The predominant pathophysiological mechanism in GERD is transient lower esophageal
sphincter relaxations (TLESRs), which occur independently of swallowing and permit reflux of
gastric contents into the esophagus. Although TLESRs are physiological events in healthy
individuals, both their frequency and duration are significantly increased in patients with GERD
[9].

Additional contributing factors include hiatal hernia, impaired esophageal clearance, delayed
gastric emptying, increased intra-abdominal pressure, and altered refluxate composition.
Besides hydrochloric acid, bile acids, pepsin, and pancreatic enzymes contribute to mucosal
injury and esophageal inflammation [8,10].

Chronic exposure to acid or weakly acidic reflux may lead to erosive esophagitis, Barrett's
esophagus, and esophageal adenocarcinoma. However, a considerable proportion of
symptomatic patients demonstrate no visible mucosal lesions during endoscopy and are
classified as having non-erosive reflux disease (NERD) [11].

Pathophysiology of Achalasia

Achalasia is a primary esophageal motility disorder characterized by progressive degeneration
of inhibitory neurons within the myenteric (Auerbach) plexus. Loss of nitric oxide- and
vasoactive intestinal peptide-producing neurons results in persistently elevated LES pressure
and incomplete sphincter relaxation during swallowing [12].

The exact etiology remains uncertain. Current evidence supports a multifactorial process
involving genetic susceptibility, autoimmune mechanisms, viral infections, and
neurodegeneration. In genetically predisposed individuals, viral infection may trigger an
autoimmune response directed against myenteric neurons, ultimately leading to progressive
neuronal loss [13].

The resulting impairment affects both LES relaxation and coordinated esophageal peristalsis.
Disease progression leads to progressive esophageal dilation, food stasis, fermentation,
bacterial overgrowth, and regurgitation of retained esophageal contents [14].

High-resolution esophageal manometry has enabled classification of achalasia into three
major subtypes according to Chicago Classification version 4.0: Type | (classic achalasia), Type
Il (achalasia with panesophageal pressurization), and Type Ill (spastic achalasia), each
associated with different therapeutic outcomes following pneumatic dilation, laparoscopic
Heller myotomy, or POEM [15].
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Mechanisms Underlying the Clinical Overlap Between GERD and Achalasia

Despite their opposite pathophysiological mechanisms, GERD and achalasia frequently
present with similar clinical symptoms. In achalasia, regurgitation of retained esophageal
contents may become acidic due to fermentation and is frequently perceived by patients as
heartburn. Esophageal distension may also cause retrosternal burning and chest pain that
closely resemble GERD symptoms [16].

Conversely, chronic acid reflux in GERD may induce secondary esophageal motility
abnormalities through inflammation, smooth muscle remodeling, and altered neural
regulation, thereby mimicking early esophageal motor dysfunction.

Consequently, symptoms alone cannot reliably distinguish GERD from achalasia.
Comprehensive functional assessment, particularly high-resolution esophageal manometry,
is essential to establish the correct diagnosis and guide appropriate preoperative
management.

Clinical Manifestations and Diagnostic Challenges in Patients with Overlapping Symptoms of
Gastroesophageal Reflux Disease and Achalasia

Clinical presentation of GERD

Gastroesophageal reflux disease (GERD) is among the most prevalent gastrointestinal
disorders, affecting approximately 20—30% of adults in Western countries, with an increasing
worldwide incidence [17]. Heartburn and regurgitation are considered the hallmark symptoms
of GERD. In the absence of alarm features, empirical proton pump inhibitor (PPI) therapy is
frequently initiated without further physiological evaluation [18].

Patients may also present with atypical manifestations including non-cardiac chest pain,
chronic cough, hoarseness, laryngitis, asthma, and globus sensation. These extra-esophageal
symptoms lack specificity and frequently overlap with esophageal motility disorders [18,19].

Clinical presentation of achalasia

Achalasia is a rare disorder with an annual incidence of approximately 1—-3 cases per 100,000
population, yet it remains the most common primary esophageal motility disorder [20].
Progressive dysphagia affecting both solids and liquids is the cardinal symptom. Unlike
mechanical obstruction, dysphagia in achalasia typically involves both food consistencies
from the onset [21].

Regurgitation occurs in more than two-thirds of patients and results from passive emptying
of retained esophageal contents rather than true gastroesophageal reflux. Nevertheless,
patients frequently describe this symptom as heartburn, contributing to diagnostic confusion
[22].

Chest pain is particularly common in type Ill achalasia and may mimic severe GERD or cardiac
ischemia [23].

Advanced disease is characterized by weight loss, nocturnal regurgitation, aspiration, and
recurrent respiratory infections caused by prolonged esophageal stasis [24].

Mechanisms responsible for symptom overlap

Clinical overlap between GERD and achalasia is well recognized. Between 30% and 70% of
patients with achalasia report heartburn despite the absence of pathological acid reflux [25].
Several mechanisms explain this phenomenon, including fermentation of retained food,
mucosal irritation, esophageal distension, visceral hypersensitivity, and misinterpretation of
retrosternal discomfort [26].
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Conversely, chronic GERD may induce secondary motility abnormalities, resulting in dysphagia
and impaired esophageal clearance that resemble early achalasia [27]. Figure 1 schematically
illustrates the overlap in the clinical presentation of gastroesophageal reflux disease and
achalasia, along with their distinguishing features.

Figure 1. Comparison of the Clinical Manifestations of Gastroesophageal Reflux Disease and Achalasia.

Source: Author's own work based on data from the literature review.
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Diagnostic errors and clinical consequences

Misdiagnosis of achalasia as GERD is common. Numerous retrospective studies demonstrate
that many patients receive prolonged PPI therapy for months or years before the correct
diagnosis is established [28].

Diagnostic delay typically ranges from two to five years and is associated with progressive
esophageal dilation, irreversible structural changes, and poorer therapeutic outcomes [29].
Performing antireflux surgery without prior esophageal manometry may result in severe
postoperative dysphagia in patients with undiagnosed achalasia, frequently necessitating
revisional surgery [30].

Current international guidelines therefore recommend high-resolution esophageal
manometry as an essential component of preoperative assessment before antireflux surgery,
particularly in patients with dysphagia, atypical symptoms, or failure of medical therapy [31].

Role of High-Resolution Esophageal Manometry in Preoperative Evaluation

High-resolution esophageal manometry (HREM] is the gold standard for diagnosing esophageal
motility disorders and plays a central role in the preoperative evaluation of patients with
overlapping symptoms of gastroesophageal reflux disease (GERD) and achalasia [32]. Unlike
upper gastrointestinal endoscopy and contrast esophagography, which primarily provide
structural information, HREM enables detailed functional assessment of esophageal motility,
lower esophageal sphincter (LES) pressure, and peristaltic coordination [33].

A major advantage of HREM is its ability to accurately differentiate achalasia from other
esophageal motility disorders and from GERD-associated secondary motility abnormalities.

DOI: 10.67572/0d8dm?247 17



https://bgss.eu/
https://doi.org/10.67572/0d8dm247

CMN. XUPYPIn4 - ). SURGERY 2'2026
Vol.90 Issue2 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

Applying the Chicago Classification version 4.0 provides standardized interpretation of
manometric findings and reliable classification of achalasia subtypes, facilitating appropriate
therapeutic decision-making [34].

Preoperative HREM is particularly important in patients undergoing antireflux surgery.
Performing fundoplication in patients with unrecognized achalasia or severe esophageal
dysmotility may result in persistent postoperative dysphagia and the need for revisional
surgery [35]. Consequently, current international guidelines recommend routine esophageal
manometry before antireflux surgical procedures [36].

HREM should not be considered in isolation but as part of a comprehensive diagnostic work-
up including upper endoscopy, contrast esophagography, and, when indicated, ambulatory 24-
hour pH impedance monitoring. Combining these diagnostic modalities substantially improves
diagnostic accuracy and facilitates individualized treatment planning [37].

In patients with overlapping symptoms of GERD and achalasia, HREM represents the most
informative functional investigation, reducing the risk of misdiagnosis, guiding appropriate
selection of antireflux surgery, laparoscopic Heller myotomy, or peroral endoscopic myotomy
(POEM), and improving postoperative outcomes [36,37]. Table 1 summarizes the key clinical,
manometric, and diagnostic features that help differentiate gastroesophageal reflux disease
(GERD) from achalasia.

Table 1. Comparative Characteristics of Gastroesophageal Reflux Disease and Achalasia

Feature GERD Achalasia
Heartburn +++ ++

Dysphagia + +++
Regurgitation ++ +++

LES pressure 4 / normal ™

HRM Usually normal Diagnostic

pH monitoring Abnormal Usually normal
Treatment PPI/Fundoplication POEM/Heller

Representative HRM findings for the three achalasia subtypes according to the Chicago
Classification version 4.0 are presented in Figure 3, highlighting the characteristic manometric
patterns that guide accurate diagnosis and therapeutic decision-making.
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Figure 2. Representative high-resolution esophageal manometry findings in normal esophageal motility. ® 2014 Elsevier Inc.
All rights reserved [38].
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Figure 3. Representative high-resolution esophageal manometry findings in the three subtypes of achalasia according to
the Chicago Classification version 4.0. Available under license: CC BY-NC-ND 4.0
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DISCUSSION

The differential diagnosis between gastroesophageal reflux disease (GERD) and achalasia
remains a considerable clinical challenge despite major advances in the understanding of
esophageal physiology. The principal reason is the substantial overlap in clinical
manifestations, as heartburn, regurgitation, retrosternal chest pain, and dysphagia may occur
in both disorders. Consequently, a significant proportion of patients with achalasia are initially
diagnosed with GERD and undergo prolonged treatment with proton pump inhibitors before
the underlying esophageal motility disorder is correctly identified [38].

The introduction of high-resolution esophageal manometry (HREM) has fundamentally
changed the diagnostic approach to esophageal motility disorders. Compared with
conventional manometry, HREM provides a detailed spatiotemporal assessment of esophageal
motor function and enables a more precise characterization of abnormalities at the
esophagogastric junction. The Chicago Classification has standardized the interpretation of
manometric findings, improved diagnostic reproducibility, and facilitated comparison of
results among specialized centers [39].

A particularly important advance is the publication of the Chicago Classification version 4.0,
which emphasizes integrating manometric findings with clinical presentation and
complementary diagnostic investigations. For example, the diagnosis of esophagogastric
junction outflow obstruction (EGJOO) should no longer be based solely on manometric criteria
but requires compatible obstructive symptoms and confirmation by additional functional
investigations, such as timed barium esophagography or Functional Lumen Imaging Probe
(FLIP). This integrated diagnostic strategy substantially reduces the risk of overdiagnosis and
unnecessary invasive treatment [39,42].

Although HREM is currently regarded as the gold standard for diagnosing esophageal motility
disorders, several limitations should be acknowledged. Manometric evaluation reflects
esophageal motor function only during a relatively short examination period, and technical
factors, patient position, catheter characteristics, and operator experience may influence the
findings. Furthermore, abnormal manometric patterns may occur secondary to opioid therapy,
previous upper gastrointestinal surgery, mechanical obstruction, or systemic diseases.
Therefore, HREM findings should always be interpreted within the context of the patient's
clinical presentation and the results of complementary diagnostic investigations [40,42].
Over the past decade, attention has increasingly focused on combining HREM with Functional
Lumen Imaging Probe (FLIP). Unlike HREM, FLIP evaluates esophagogastric junction
distensibility and the biomechanical properties of the esophageal wall. Current evidence
indicates that combining these techniques improves diagnostic accuracy, particularly in
patients with borderline manometric findings or suspected esophagogastric junction outflow
obstruction. In addition, FLIP may assist in selecting the most appropriate therapeutic
approach, including laparoscopic Heller myotomy or peroral endoscopic myotomy (POEM), by
providing complementary physiological information [41].

HREM plays a particular role in the preoperative evaluation of patients referred for antireflux
surgery. Current international guidelines unanimously recommend routine high-resolution
esophageal manometry before surgical treatment of GERD to exclude achalasia and other
major esophageal motility disorders [36,42]. Failure to perform this evaluation may lead to
fundoplication in patients with unrecognized achalasia, resulting in persistent postoperative
dysphagia, unsatisfactory functional outcomes, and the need for revisional surgery [35,44].
The clinical significance of less severe motility disorders, particularly ineffective esophageal
motility (IEM), remains debated. Historically, IEM was frequently considered a contraindication
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to complete fundoplication. However, more recent studies have demonstrated that carefully
selected patients with IEM may achieve postoperative outcomes comparable to those
observed in patients with preserved esophageal peristalsis. These findings emphasize that
therapeutic decisions should be individualized and based on comprehensive patient
assessment rather than manometric findings alone [40,43,44].

Recent technological advances have opened new perspectives for improving the diagnostic
evaluation of esophageal motility disorders. Growing research efforts focus on applying
artificial intelligence and machine-learning algorithms to automate interpretation of HREM
recordings. These technologies are expected to reduce interobserver variability, improve
diagnostic reproducibility, and facilitate the integration of clinical, endoscopic, radiological,
and physiological data into comprehensive diagnostic models. Although these approaches are
not yet routinely implemented in clinical practice, preliminary studies suggest considerable
potential for future application [39,40].

Overall, the available scientific evidence indicates that no single diagnostic modality can
reliably distinguish GERD from achalasia in all patients with overlapping symptoms. An
integrated approach combining clinical assessment, upper gastrointestinal endoscopy,
contrast esophagography, ambulatory pH impedance monitoring, and high-resolution
esophageal manometry achieves the highest diagnostic accuracy [36,37,39]. Among
functional diagnostic modalities, HREM remains the cornerstone of esophageal physiological
assessment, providing essential information to establish the correct diagnosis, guide the
selection of the most appropriate therapeutic strategy, and reduce the risk of inappropriate
preoperative management [39,42,44].

CONCLUSION

Gastroesophageal reflux disease and achalasia are disorders with distinct pathophysiological
mechanisms but frequently overlapping clinical manifestations, creating substantial
diagnostic challenges. Symptoms such as heartburn, regurgitation, chest pain, and dysphagia
are often insufficient to reliably distinguish between these conditions, particularly in patients
with atypical presentations or persistent symptoms despite proton pump inhibitor therapy.
Accurate preoperative evaluation is essential to select the appropriate therapeutic strategy
and avoid inappropriate surgical interventions. Among the available diagnostic modalities,
high-resolution esophageal manometry has become the gold standard for evaluating
esophageal motility disorders. Using the Chicago Classification version 4.0, HREM enables
reliable differentiation among achalasia, other esophageal motility disorders, and
gastroesophageal reflux disease.

Integrating HREM with upper gastrointestinal endoscopy, contrast esophagography, and
ambulatory pH impedance monitoring provides a comprehensive assessment for patients with
overlapping symptoms and significantly improves diagnostic accuracy. This multimodal
approach facilitates individualized treatment selection, including medical therapy, antireflux
surgery, laparoscopic Heller myotomy, or peroral endoscopic myotomy (POEM).

In conclusion, high-resolution esophageal manometry is an indispensable component of
contemporary preoperative evaluation in patients with suspected gastroesophageal reflux
disease and achalasia. Early implementation of this technique reduces diagnostic errors,
optimizes therapeutic decision-making, and contributes to improved short- and long-term
clinical outcomes.

DOI: 10.67572/0d8dm?247 21



https://bgss.eu/
https://doi.org/10.67572/0d8dm247

CM. XUPYPIuA1 - ). SURGERY 2'2026

Vol.90 Issue2 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https://bgss.eu/

KHUTONMNC/REFERENCES

1. Katz PO, Dunbar KB, Schnoll-Sussman FH, et al. ACG Clinical Guideline for the Diagnosis and Management of
Gastroesophageal Reflux Disease. Am J Gastroenterol. 2022;117:27-56.

https://doi.org/10.14309/ajg.0000000000001538

2. Yadlapati R, Kahrilas PJ, Fox MR, et al. Chicago Classification Version 4.0: Technical Review. Neurogastroenterol
Motil. 2021;33:e14058. https://doi.org/10.1111/nmo.14058

3. Kahrilas PJ, Bredenoord AJ, Fox M, et al. Expert consensus document: Advances in the management of
oesophageal motility disorders in the era of high-resolution manometry. Nat Rev Gastroenterol Hepatol.
2017;14:677—688.

4. Gyawali CP, Carlson DA, Chen JW, et al. ACG Clinical Guidelines: Clinical Use of Esophageal Physiologic Testing.
Am ) Gastroenterol. 2020;115:1412—1428.

5. Yadlapati R, Pandolfino JE. High-resolution manometry: Interpretation in clinical practice. Curr Opin
Gastroenterol. 2018;34:301—309.

6. Yadlapati R, Kahrilas PJ, Fox MR, et al. Chicago Classification Version 4.0. Neurogastroenterol Motil.
2021;33:e14058.

7. Kahrilas P), Boeckxstaens G. The spectrum of achalasia: lessons from studies of pathophysiology and high-
resolution manometry. Gastroenterology. 2013;145(5):954—965.

8. Gyawali CP, Patel A. Esophageal motor function: technical aspects of manometry. Gastroenterol Clin North Am.
2020;49(3):427—443.

9. Boeckxstaens GE, Rohof WO. Pathophysiology of gastroesophageal reflux disease. Gastroenterology Clinics of
North America. 2014;43(1):15—25.

10. Spechler S), Souza RF. Barrett's esophagus. N Engl ) Med. 2014;371(9):836 —845.

11. Katzka DA, Pandolfino JE, Kahrilas P). Phenotypes of gastroesophageal reflux disease. Gastroenterology.
2021;160(1):81—90.

12. Boeckxstaens GE, Zaninotto G, Richter JE. Achalasia. Lancet. 2014;383(9911):83—93.

13. Furuzawa-Carballeda J, Torres-Landa S, Valdovinos MA. New insights into the pathophysiology of achalasia. )
Neurogastroenterol Motil. 2016;22(3):373—384.

14, Patel DA, Naik RD, Slaughter JC, et al. Weight loss in achalasia is determined by its phenotype. Dis Esophagus.
2018;31(7):1-7.

15. Yadlapati R, Kahrilas PJ, Fox MR, et al. Chicago Classification Version 4.0. Neurogastroenterol Motil.
2021;33:e14058.

16. Carlson DA, Hirano I. Advances in the evaluation of esophageal motility disorders. Clin Gastroenterol Hepatol.
2018;16(11):1692—-1700.

17. EI-Serag HB, Sweet S, Winchester CC, Dent J. Update on the epidemiology of gastroesophageal reflux disease.
Gut. 2014;63:871—-880.

18.Katz PO, Dunbar KB, Schnoll-Sussman FH, et al. ACG Clinical Guideline for GERD. Am J Gastroenterol.
2022;117:27—-56.

19. Gyawali CP, Patel A. Extraesophageal manifestations of GERD. Gastroenterology. 2018;154:289—301.

20.0ude Nijhuis RAB, Zaninotto G, Roman S, et al. European Guidelines on Achalasia. United European
Gastroenterol ). 2020;8:13—33.

21. Pandolfino JE, Gawron AJ. Achalasia: a systematic review. JAMA. 2015;313:1841—1852.

22.Boeckxstaens GE, Zaninotto G, Richter JE. Achalasia. Lancet. 2014;383:83—93.

23.Roman S, Kahrilas P). Distal esophageal spasm and type lll achalasia. Curr Opin Gastroenterol. 2015;31:328 —
333.

24.Patel DA, Naik RD, Slaughter JC, et al. Clinical manifestations and natural history of achalasia. Dis Esophagus.
2018;31:1-7.

25.Nurko S, Richter JE. Heartburn in achalasia: another manifestation of esophageal dysfunction. Am )
Gastroenterol. 2000;95:1340—1345.

26.Vaezi MF, Richter JE. Current therapies for achalasia: comparison and outcomes. Gut. 1998;42:295—300.

27. Gyawali CP, Carlson DA. Esophageal motility disorders and GERD overlap. Clin Gastroenterol Hepatol.
2021;19:2191—2201.

28.Clayton SB, Patel DA, Richter JE. Delayed diagnosis of achalasia. Neurogastroenterol Motil. 2019;31:e13558.

29.Rohof WO, Bredenoord A). Chicago Classification and clinical implications. Curr Opin Gastroenterol.
2017;33:301—309.

30.Schlottmann F, Patti MG. Importance of esophageal physiology before antireflux surgery. ) Laparoendosc Adv
Surg Tech. 2018;28:129—-134.

DOI: 10.67572/0d8dm?247 22



https://bgss.eu/
https://doi.org/10.67572/0d8dm247

CM. XUPYPIuA1 - ). SURGERY 2'2026

Vol.90 Issue2 Online ISSN: 3033-151X, Print ISSN: 0450-2167 https:/bgss.eu/

31. Gyawali CP, Carlson DA, Chen JW, et al. ACG Clinical Guidelines: Clinical Use of Esophageal Physiologic Testing.
Am ) Gastroenterol. 2020;115:1412—-1428.

32.Yadlapati R, Pandolfino JE. High-resolution esophageal manometry: interpretation and clinical applications.
Curr Opin Gastroenterol. 2018;34:301—309.

33.Carlson DA, Gyawali CP. High-resolution manometry in clinical practice. Gastroenterol Clin North Am.
2022;51:413—-429.

34.Yadlapati R, Kahrilas PJ, Fox MR, et al. Chicago Classification Version 4.0. Neurogastroenterol Motil.
2021,;33:e14058.

35.Schlottmann F, Patti MG. The importance of esophageal physiology before antireflux surgery. ] Laparoendosc
Adv Surg Tech. 2018;28:129—-134.

36.Gyawali CP, Carlson DA, Chen JW, et al. ACG Clinical Guidelines: Clinical Use of Esophageal Physiologic Testing.
Am ) Gastroenterol. 2020;115:1412—1428.

37.0ude Nijhuis RAB, Zaninotto G, Roman S, et al. European Guidelines on Achalasia. United European
Gastroenterol J. 2020;8:13—33.

38.Clayton SB, Patel DA, Richter JE. Delayed diagnosis of achalasia: characterization of contributing factors and
impact on treatment outcomes. Neurogastroenterol Motil. 2019;31:e13558.

39.Yadlapati R, Kahrilas PJ, Fox MR, et al. What is new in Chicago Classification version 4.0? Neurogastroenterol
Motil. 2021;33:e14053.

40.Carlson DA, Yadlapati R. Evaluation of esophageal motility and lessons from Chicago Classification version 4.0.
Curr Opin Gastroenterol. 2022;38:344—351.

41. Kahrilas PJ, Carlson DA, Pandolfino JE. Advances in the diagnosis and management of achalasia and achalasia-
like syndromes: insights from HRM and FLIP. Gastro Hep Advances. 2023;2:701—-710.

42.Yadlapati R, Kahrilas P), Fox MR, et al. Chicago Classification version 4.0 technical review: Update on standard
high-resolution manometry protocol for the assessment of esophageal motility. Neurogastroenterol Motil.
2021;33:14105.

43.Sallette J, et al. From Chicago Classification v3.0 to v4.0: Diagnostic changes and clinical implications.
Neurogastroenterol Motil. 2023.

44, Schlottmann F, Patti MG. Surgical management of achalasia: current concepts in preoperative evaluation and
treatment selection. Abdom Radiol. 2024.

DOI: 10.67572/0d8dm?247 23



https://bgss.eu/
https://doi.org/10.67572/0d8dm247

	Предоперативната диагностика при пациенти с припокриващи се симптоми на гастроезофагеална рефлуксна болест и ахалазия – ролята на високорезолюционната езофагеална манометрия [Bulgarian]
	Резюме
	Ключови думи
	Въведение
	Цел
	Материали и методи
	Дискусия
	Заключение

	Preoperative evaluation in patients with overlapping symptoms of gastroesophageal reflux disease and achalasia – the role of high-resolution esophageal manometry [English]
	Summary
	Keywords
	Introduction
	Aim
	Materials and Methods
	Discussion
	Conclusion


