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According to the literature, there is a significant increase in esophageal pathologies in developed
countries, which reduces the life quality and working abilities of patients. Timely and correct
diagnosis of non-tumor abnormalities of the gastro-esophageal junction is one of the main factors
influencing the quality of treatment and the recovery of the patients.
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Increased level of urbanization and life
rhythm, poor nutrition, and negative stress on the
background of active changes in the socio-econo-
mic structure of society have a negative impact on
people's health and, consequently, increase the in-
cidence of gastro-intestinal diseases. Despite of
the development of modern medicine and the
improvement of diagnostic methods, the diagnosis
of gastro-intestinal diseases is still topical. Accor-
ding to the literature, there is a significant increa-
se in esophagus pathology in developed countries,
which reduces patients' life quality and their abi-
lity to work.

Currently, gastro-esophageal reflux disease
(GERD) is one of the important problems of mo-
dern gastro-enterology. Given the prevalence of
GERD and its complications among the able-bo-
died population, it can be called the epidemic of
the 21 century. Among the pathologies of the up-
per sections of the digestive tract, GERD is found
in 40-50% of the adult population. GERD is pre-
valent in both children and adults (BomukoBa u
Ocnanos, 2011; Hopkins et al., 2015; Moxapos-
ckuit u ap., 2017). According to many authors,
the clinical signs of the disease are associated
with functional disorders of the gastro-intestinal
tract (Benmurouxuii u I'opOynuy, 2007; Hlumko n
Ietpynesuu, 2015; lecrakoBuy, 2015; Chenxi
et al. 2017). According to the World Health Orga-
nization’s classification, GERD is a chronic recur-
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rent disease that causes reflux of gastric and/or
duodenal secret, and is irrespective of the presen-
ce of morphological changes in the gastrointesti-
nal tract as a result of impairment of the motor-
evacuator function of the gastro-esophageal zone.
In the latest recommendation of the international
consensus (Montreal Consensus 2006), GERD is
a disease that manifests itself with the symptoms
and/or complications of the patient as a result of
reflux in gastro-intestinal disorders. GERD has
been adopted as an independent disease in 1997
(Henval, Belgium) (Mxammax u Opo36ekoBa,
2017).

Due to the scope of its spreading, GERD is
considerably more popular. Despite of numerous
epidemiological studies on GERD and its effects,
the used questionnaires and the descriptions of
reflux are different. Mainly, Mayo, GERD - Q,
DIGEST - Q, RDA and country-specific question-
naires were used for studies. The most commonly
accepted clinical description of GERD in the
world is the presence of at least once a week a
complaint of pyrosis and/or regurgitation. Howe-
ver, surveys also use clinical description such as
at least twice a week pyrosis and/or regurgitation,
and at least once a year, pyrosis and/or regurgita-
tion. So, it is very difficult to summarize all studi-
es and draw conclusions. At the same time, epide-
miological analyzes show that the incidence of
GERD varies in eastern and western countries,
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and even in different geographical areas of the co-
untry, different ethnic groups, and people of diffe-
rent races. The most extensive, randomized study
of eastern countries was conducted in China in the
1990s by the Mayo survey and it found that 2.5%
of the population was suffering from pyrosis and
regurgitation, which is considered a complaint of
GERD. Subsequent literature data indicate that
this figure rose up to 6.2% in China. In Japan, the
incidence of GERD occurrence is 16.5%, which is
the highest in the Far East. In the Indian Peninsula
this figure is 5.3-7.1%. In the European and Ame-
rican continents, the highest values were recorded
in the United States (26.2%), Norway (26%) and
Sweden (25.9%). A study, conducted in the Uni-
ted States, was also analyzed in epidemiological
aspect among subgroups and it was found for 38%
of Hispanic people, 14.7% in Asian subgroups,
29.9% in whites, and 22.1% in blacks. As for Tur-
key, this figure was reflected in studies, as 23%,
and the highest was in Russia - 33%. On a whole,
gastro-intestinal reflux symptoms in Western
Europe and North America are encountered in
about 20% of the population and 5% in Asia.
Most likely, the actual values of its incidence are
higher, as some of the epidemiological groups are
asymptomatic patients and atypical forms of
GERD. The complications of GERD (esophagitis,
Barrett esophagitis and related adrenocarcinoma
of the esophagus) are more commonly encounte-
red in western countries (Mxamman u Opos-
oexoBa, 2017; Serhat ve Yiiksel, 2017; Akyiiz and
Soyer, 2017).

The diaphragmatic hernia (hiatal hernia) is
one of the main causes of formation GERD. The
hiatal hernia (HH) ranks a position in the structure
of the digestive tract diseases after gastric ulcer
and cholecystitis (JIeun u np., 2013; [IpoHoBa u
ap. 2016; 3areBaxuna u ap., 2016; Akyiliz and So-
yer, 2017).

The brightest and the most common compli-
cation of the HH is a pain (45-80%). It can irra-
diate to the neck, ears, shoulders and back. In 10—
11% of patients it can simulate angina by irradia-
ting to the back of the breast. According to vario-
us literature data, discomfort and aching syndro-
me are reported in up to 35% of cases in xiphoid
process, 25% in the sternum projection and 20%
in the heart region. The cause of pain is the comp-
ression of the vascular and nerve endings as a re-
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sult of migration of the cardiac and fundal part of
the stomach from diaphragm (JIesuu u ap., 2013;
3areBaxuna u ap., 2016; Akyiiz and Soyer, 2017).

The diaphragmatic hernia is sub-divided into
4 types: sliding hernia, paraesophageal hernia, mi-
xed hernia and giant hernia. Sliding hernia (type
1) is the most common type (90-95%) and is ma-
inly observed in association with GERD. In sli-
ding hernia (type 1) the gastro-esophageal juncti-
on (GEJ) is monitored in the posterior mediasti-
num with the cardiac proximal. In Type 1 hernias
the natural barrier against GER is disrupted, the
diaphragm legs pressure on the low esophageal
sphincter is reduced, and the proximal cardia disp-
lacement causes the opening of Hiss angle, which
makes the reflux more susceptible. For Type 2
hiatal hernia while GEJ and cardia remains at the
typical location, the gastric fundus or part of the
large curvature passes from the diaphragm to the
thoracic cavity. Type 3 incorporates the
symptoms of both types, no matter how far esop-
hagus and cardia are displaced to the thoracic ca-
vity, and the gastric fundus and the greater curva-
ture are always above. For Type IV other abdomi-
nal organs also (spleen, small intestine and colon)
are displaced to the thoracic cavity besides sto-
mach and GEJ. (Kaguuuua u ap., 2014; 3a6pesa
u J[xynait, 2015; Pawluszewicz et al., 2018)

Non-tumoral pathologies of the GEJ are dif-
ficult to identify and can easily be ignored and
misdiagnosed. Timely and correct diagnosis of
non-tumoral pathology of the GEJ is one of the
main factors affecting the quality of treatment and
the health of patients.

The most reliable method used for the diag-
nosis of gastro-esophageal reflux is the daily pH
measuring of the esophagus.

Esophago-myometry provides information
on the myomotoricity of the esophagus. This met-
hod is considered a "gold standard" in determi-
ning of the motor discoordination of the esopha-
gus. However, the method is less effective in the
diagnosis of joint abnormalities of the abdominal
cavity.

Another method used in the diagnosis of
esophageal diseases is endoscopy. Despite of its
invasive nature and creating discomfort in the pa-
tient, the method is widely used because of its
higher sensitivity than X-ray method and is consi-
dered a "gold standard."
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The main visualization methods used in diag-
nostics of the esophagus pathologies are radiology,
computed tomography (CT) and endoscopic ultra-
sound (EUS) techniques. Although all methods are
highly informative and play an important role in re-
vealing pathologies of the esophagus, each method
has different capabilities, accuracy and sensitivity
to the pathology. It should be noted that non-inva-
siveness of the method plays a major role for the
selection of examination methods. As the devices
improve, new opportunities are open for diagnostic
methods, which change the method's priority in the
diagnosis of pathologies.

The most traditional and widely used method
in diagnostics of diseases of the esophagus is ra-
diology. The method has sufficient diagnostic ca-
pabilities and is 71% informative in the diagnosis
of HH. The method allows determining the pre-
sence, size, shape of the hernia, functions of the
GEJ and possible complications (TypanoB u np.,
2010; 3s6pesa u Jxynait, 2015; JIponoBa u mp.,
2016).

In the last decade, multi-spiral computerized
tomography (CT) has been used extensively in the
differential diagnosis of GEJ pathology. The main
advantage of the CT over the routine radiological
and endoscopic techniques is that it allows the
GEJ to objectively assess not only the anatomical
area but also the diaphragm legs, diaphragm, and
other structures of the diaphragm. The American
Association of Abdominal Surgeons recommends
computerized tomography (CT) of the thoracic ca-
vity organs for the diagnosis of HH. Multi-spiral
CT and 3D reconstructive capabilities with pero-
ral contrast increase the sensitivity of the method

for the diagnosis of HH (Bilgi ve Batirel, 2013;
Kypbenko u np., 2015; Cemenskuna u ap., 2017)
Although the endoscopic ultrasound (EUS)
provides a detailed overview of the GEJ wall, the
ability to perform biopsies under its control raises
the importance of the method, the method’s de-
pendence on qualification of the person perfor-
ming the procedure, semi-invasiveness and sedati-
on, as well as lack of equipment in most hospitals,
limits the use of the method.

Technological development of ultrasonic de-
vices, lack of ionizing properties of sound waves,
easy implementation of the method and non-inva-
siveness have contributed to the widespread appli-
cation of ultrasound examination in clinical prac-

tice. Transabdominal Ultrasonography (TUS) is
the primary method for examination of the abdo-
minal cavity and the peritoneal cavity and usually
identifies the next stages of diagnostic search. Alt-
hough in the pathology of the digestive tract so-
nography is mainly used for the diagnosis of pa-
renchymal organs, for a long time it has been con-
sidered as an obstacle for sound waves due to air
in the gastrointestinal tract and the sonographic
examination has not been practically performed.

The first information of transabdominal ult-
rasound of GEJ in children was published by
Westra in 1990 (Westra et al., 1990). Later, in
1994 Aliotta and colleagues conducted sonograp-
hic analysis of the GEJ in adults (Aliotta et al.,
1995). Based on comparative analysis of patients
with 18 healthy and 12 patients with HH, author
reported that, healthy individuals had a clear vi-
sualization of GEJ and abdominal esophageal dia-
meter up to 10 mm, other patients with HH had
16-21 mm diameter and non-clear visualization of
GEJ. It was found that precision in measuring dia-
meter values is 90% and non-clear visualization
of GEJ is 94.7%. Barone et al. (2006) with the
help of TUS in 168 patients measured the diaph-
ragm diameter of the esophagus and compared
with endoscopy: in 24 of 29 patients with a dia-
meter greater than or equal to 18 mm, HH was en-
doscopically confirmed. I.A.Bamgarancku u p.
(2011) reported an increase in diameter of the ab-
dominal portion of the esophagus—75.9%, wall
thickness 82.8%, adverse extension 44.8%, The
angle of 90 degrees and more in 27.6%, and ref-
lux during examination in 27.6% of children with
GERD.

From the literature review it gets clear that
the opportunities of TUS are mostly restricted to
the diagnosis of gastro-esophageal reflux in new-
borns, and sometimes in carcinomas, leiomyom
and achalasia in adults. The role of TUS in the di-
agnostic algorithm and its effectiveness in the
dynamics of pathological processes has not been
fully described. We did not find any literature on
TUS addressing the after fundoplication surgery
cases. Ultrasound is a method that provides suffi-
cient information about the abdominal cavity and
we believe that it can also provide an irreplaceab-
le information on the morphology of the GEJ.

Given the above, it appears that there is a ne-
ed for the creation of a new diagnostic algorithm
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that is more rational, shortens the examination pe-
riod and allows for the selection of the most opti-
mal surgical method based on the results obtained
with the complex application of radiologic
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Qida borusu - mada kecidinin geyri-sis patologiyalarinin kompleks miiayino Metodlari
R.I. Qafarovl, K.R. Yusif-zada®, S.S. Manafov?

Y AR Dévlat Sarhad Xidmati Horbi Hospitali
2 Akademik M.A. Top¢ubasov adina Elmi Carrahiyys Morkazi

Odabiyyat molumatlarina osasen inkisaf etmis olkalords qida borusu patologiyalarmin nozsragarpacaq
doracods artmasi miisahids edilir ki, bu da xastslorin hoyat keyfiyyotini vo amok qabiliyyastini agag1 salir.
Qida borusu-mads kegidinin qgeyri-sis patologiyalarinin vaxtinda ve diizglin diagnostikas1 miialicanin

keyfiyyatinin artmasina, xastalorin sagalmasina tasir edon osas amillordendir.

Agar sézlar: Qida borusu-mada kegidi, QERX, hiatal yurtiglar, qastroezofageal reflyuks
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KommiiekcHble MeTObI 00C/I€J0BAHUA HEOMYX0JI€BbIX MATOJIOT Wil
NMUIIEBOTHO-KEJIYI0YHOr0 Nepexo/aa

P.HU. Kadapos’, K.P. FOcu¢-3ane’, C.C. Manados?

1 . . .
Boennviii cocnumany 2ocyoapcmeennoii noepanudnou cayxcovt AP
2 o
Hayunwiii [lenmp Xupypeuu umenu M.A. Tonuubawesa

CornacHo JUTEPATYPHbBIM JaHHBIM B Pa3BUTBIX CTpaHax Ha6J'IIOI[aeTCH 3HAYUTCIBHOC YBJICUCHUEC
MaTOJIOTUH IMUIICBOJA, YTO CHMXXACT Ka4CCTBO JKHU3HH U pr,Z[OCHOC06HOCTB IMauCHTOB. CBOCBpEMeHHa}[
" IpaBUJIbHAass AUArHOCTHUKA HCOITYXOJICBBIX MMaTOJIOT UM MUIICBOAHO-XKCIIYJOUYHOI'0 IMepexoaa SABIACTCA
OJHHUM M3 OCHOBHBIX (baKTOPOB, BJIMAOIINX Ha KAYECTBO JICYCHUA U paHHEC BBI3TOPOBJICHUE IMAITUCHTOB.

Knroueswie cnosa: Iluwesoono-sicenyoounniii nepexoo, I’ EPB, xuamanvhas epvioica, 2acmpo-
930¢hazeanvublil peghuroxc
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