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Case Presentation

A 53-year-old carpenter presents to the ER with dyspnea and dysphagia.
He states that the dysphagia has increased over the past six months, and
he has lost 30 pounds. He has had the dyspnea for 3 months. His
Intermittent coughing spells have produced blood-tinged sputum—and
sometimes as much as a cupful of blood. In the last few weeks he has
become quite hoarse. He also has a painful swelling over the right
clavicle.

Examination: The patient is distressed and
emaciated. Laryngoscopy reveals that the

., . barium
left voc_al fold is in an abd_ucted position. A swallow
chest film shows a widening of the
mediastinum and partial destruction of the
right clavicle. Fluoroscopy of the

obstructed

esophagus with contrast shows an
obstruction at the level of the tracheal
bifurcation.

Preliminary Diagnosis:
cancer of the esophagus

normal

(Cahill 1997)



Questions

1. Where is the cancer most likely located? Where are
other common sites of esophageal cancer?

2. What may account for the dyspnea and bloody sputum?

3. Why are esophageal cancers more likely to spread to
neighboring organs than are other parts of the Gl tract?

4. What may account for the hoarseness and the abducted
left vocal fold? Why is the right vocal fold unaffected?
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Case Presentation (cont.)

Treatment and further course: The patient is put on oxygen and narcotics
and given |V fluids. On the fourth day, he died. At autopsy, a large
cauliflower-like tumor was found obstructing the lumen of the esophagus.
The mass had perforated the trachea and surrounded and compressed it.
The left recurrent laryngeal nerve was embedded in the mass. The
mediastinal lymph nodes were greatly enlarged and adherent. Both lungs
showed signs of bronchopneumonia and had scattered nodular
metastases. The liver also had round tumors. The destruction of the right
clavicle also was found to be cancerous metastasis
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Questions (cont.)

5. What other organs besides the trachea might be invaded
by an esophageal mass?

6. Other than direct spread of the primary mass, by what
route might the cancer have reached the lungs and
pleura?

7. What is the most likely route of metastasis that would
explain the liver involvement in this case?

8. What is the most likely route of metastasis that would
explain the clavicular involvement in this case?
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Anatomical Relations of Esophaqus
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Case Presentation

A 36-year-old teacher has, for the past two years, been suffering
Increasingly from periodic attacks of nausea, heartburn, and epigastric
pain, all of which were relieved by food and antacids. The illness became
acute recently when straining to reach an object after a heavy lunch.
Agonizing abdominal pain prompted a call for an ambulance.
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Examination: The pain is focused in the epigastrium,
IS constant, and occasionally excruciating. His
breathing is shallow, and the abdomen does not M
participate in respiration. The abdomen is very rigid | lesser sac
and tender, particularly in the epigastric and left '
hypochondriac regions.

Stomach

Preliminary Diagnosis:
acute perforation of a gastric (or duodenal) ulcer

(Cahill 1997)



Questions

1. What causes the rigidity of the abdominal wall and the
costal nature of the patient’s respiration?

2. What is the anatomical basis for the difference in pain
sensation before and after the perforation event?



Le=it fth tharacic
sympathetic irunk
ganglon

Right iiby tharracic
sympathetic
trunk panglcon

Tth right

intercostal nerve Esophageal plexus

Left ggresatesr thoracic
splanchnic nerwe

Cray,
White
r\lrl'li commuricanies

Spinal I-;ﬂ'"[r:"'UI'l- Adartic plesus
Ventral rosnd
|:JI'-||:‘;IiJ1.|| e

Leii 9ih thoracic
syimpadetic trunk

Right greater manglicn

thoracic
1 | 1 .
splanchnic neme Posterior vagal trunk

anal coliac branch

Right lesser

tharacie

splanchmic nerse Amterior vagal trunk
- and celiac branch

Celiac ganglia

i ¥, 2l
Leasi tharacic Leeft gastric aresy
splanchinkc nerve
{incomstant] Eiiiac trumk
Camman,
Pn::lr.w-r
hepatic arterics

Splenic artery

St
Superinr Raslric
misenteric arterics
ganglion
Aorticorenal
ganghia
Right gastric artery

Right renal artery
"'"‘--...____

Gastroduodenal artery

Pasterior and anternor
sUpErior pancreatico-
duodenal areries
Lesdt,

5“}'“‘-'"'-"_ Riht gastro-

mesenlenic 1~|-|Hi|1lr:i:]

artery |gastroomental)
arleries

Posterio i

and anterior

nfenior Sympathetic fibers

pancreatico- |

P iy
duadenal yeginglonic
areries

Postganglionic ===

1 ok Parasympathetic fibers

0 Preganglionic
Postganglionip =————

Ajierent fibers

(Netter 1997)

Stomach
Afferents

 Chronic pain is visceral

* Visceral afferents run with
sympathetic efferents

» Through celiac plexus and
ganglion, greater splanchnic n.,
chain ganglion, white ramus
communicans, dorsal root
ganglion, to dorsal horn of cord

» Referred (roughly) to T6-T9
dermatomes

» Acute pain is somatic
* Irritation of parietal peritoneum
T6-T9



Case Presentation (cont.)

Therapy and further course: During surgery it was discovered that the
general peritoneal cavity shows the presence of moderate amounts of turbid
fluid and food particles. No signs of a ruptured ulcer on the duodenum or
anterior wall of the stomach are observed. The omental bursa (lesser
peritoneal sac) is entered via an incision in the gastrocolic ligament. A
considerable amount of food is found in the omental bursa. The stomach is
turned upward and the perforated ulcer is visualized, removed, and the

defect closed.
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Questions

3. If the ulceration was into the lesser peritoneal sac, why was
there extraneous material in the greater sac?

4. Which organ is most apt to be invaded if an ulcer on the
posterior wall of the stomach slowly perforates through
the gastric wall?

5. Which major artery would be in danger of severe
hemorrhage in case of Question 4?

6. Which vessels are in danger during incision of the
gastrocolic ligament?
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Stomach Histology

» Zones: cardiac, fundic, pyloric
» Glands in all zones have mucous cells and enteroendocrine cells
* Fundic glands
 Parietal (oxyntic) cells: HCI, Intrinsic factor
» Chief (zymogenic) cells: pepsinogen, rennin, lipases
* Mucous neck cells
» Enteroendocrine cells: gastrin, cholecystokinin, secretin, serotonin,
glucagon
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