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Model Summery
65 year old farmer presented with oesophageal type progressive dysphagia for 3 months duration. It progressed rapidly during last 2 months duration and now it is grade 3 dysphagia, all features are more towards oesophagial malignancy.patient has experienced several episodes of oesophagel pseudo vomiting without aspiration.except for beetle chewing he denies a history of corrosive ingestion or longstanding GORD.He does not have features of local or distent spread of the disease.
Except patient is diagnosed with COPD with regular  medical followup rest of the past medical history,surgical history and family history is not significant.
on Examination patients BMI is 22.5 without evidance of malnutrition.patient is nat pale and no other locoregional lymphnode enlargement. No organomegaly or freefluid in the abdomen.DRE is normal.
Patient has underwent UGIE + biopsy with CECT neck,chest abdomen and pelvis. He was diagnosed to have lower oesophageal malignancy (Adeno carcinoma).patient has a good insight regarding his diagnosis and course of his treatments. 

















	


· For Explanatory audio on history and examination follow the below link.















Investigation and Management plan.
Problem list
· Dysphagia due to lower oesophageal adenocarcinoma
· Risk of Nutritional deficiency / malnutrition
· Smoking induced COPD
· Poor Oral hygiene
· Risk of cardiac disease

Investigation plan
1. Blood workup
a. FBC –to detect anemia
b. Liver functions- to detect any evidence of hepatic impairment due to metastatic disease
c. Renal functions – to detect background renal functions before contrast CT and to prepare patient for surgery (anesthesia fitness)
d. Albumin-To check patient protein status of the body.
2. Endoscopy
a. Upper GI endoscopy to assess location of the tumor and take representative biopsies.
b. To assess the involvement of future gastric conduit.
3. Imagine
a. CECT (neck, chest, abdomen) to stage the disease. (TNM)
4. Cardiac assessment
a. 2D Echo- to assess cardiac fitness for surgery and fitness for neo-adjuvant chemo radiotherapy.
5. Chest assessment
a. CXR, Lung function test.
6. Nutritional assessment
a. Anthropometric measures
b. Biochemical assessment-albumin, pre-albumin, ferritin.
c. Dynamometric measurements. -hand grip 

Management overview
1. Multidisciplinary meeting to discuss about neo-adjuvant chemotherapy, Staging of the disease and operative plan.
2. Family meeting to discuss about patient’s future treatment plan outcome.
3. Nutritional optimization with enteral or parenteral route after discussing with nutritionist.
4. Cessation of smoking and pulmonary rehabilitation.
5. Oral care and dental hygiene. (because dental caries can cause severe lung infection after intubation and ventilation)
6. Plan for surgery.
a. Minimal invasive oesophagectomy, open oesophagectomy.
b. Endoscopic resection for very early lesions.
7. Post-operative ICU care
8. Adjuvant chemotherapy.
9. Follow-up 
a. To see for early recurrences
b. To see for distant metastasis
c. To detect late operative complications (anastomotic stricture)


Palliative procedures
· Oesophageal stenting and re- establishment of oral feeding.
· Definitive chemo-radiotherapy.
· Percutaneous endoscopic gastrostomy and enteral feeding.
· Feeding jejunostomy if stomach involved with the tumor.
· Pain management at a pain clinic.
· Regular follow-up to detect metastatic complications early.
Over-view of oesophagectomy.

[image: Oesophagectomy (Cancer of the Oesophagus) | Dr. Ashok Borisa]


(2) 
Onset/ Duration


Gradual onset


Sudden onset











(3)
Progression


No progression


Slow progression


Intermittent symptoms


Rapid progression

















(4) 
Associated LOW 


kg


duration











(7)
Spread


Metastatic


Lung
Liver
Bone
Brain


Locoregional


Chest infections
Haematemesis
Early satiety
Malena
Interscapular pain

















(5) 
Dysphagia


Oropharyngeal


Oesophageal


Swallowing (difficulty initiating)
Sialorrhoea
Stroke (recent)
Voice change


Stuck in the thoracic region
Oesophageal pseudo-vomiting

















(6)
Aetiology


Malignant


GORD (long Hx of)
Betel chewing
Chest irradiation
Corrosive ingesion
Haematemesis / Malena


Benign


Extraluminal


Motility


Thyroid symptoms
HF features
Lymphoma 


Chest pain
Halitosis
Abnormal sounds (swallowing)
Aspiration
Regurgitation


























(8)
What has been done ?


Neo-adjuvant CRT
CECT
Oesophageal stenting
feeding jejunostomy








(9)
Drug Hx


Iron
KCl
NSAIDs
Alendronate








(10)
Family Hx





(11)
Allergic Hx





(12)
Social Hx


(𝐂𝐢𝐠𝐚𝐫𝐞𝐭𝐭𝐞𝐬 𝐩𝐞𝐫 𝐝𝐚𝐲 𝐱  𝐧𝐨. 𝐨𝐟 𝒚𝒆𝒂𝒓𝒔)/𝟐𝟎








(13)
PM Hx


Bronchial asthma


On what
Control ?
Compliance on drugs


COPD


DM


Duration
Complications (micro + macro
Control?
Compliance on drugs




















(1) 
Dysphagia for solids or liquids


liquids alone


solids and then to liquids


both when it happens


Malignancy


Grade


Achalasia or other motility disorders


0


1


2


3


4






































Dysphagia


Sensation of impaired passage of foods from mouth to stomach


Odynophagia


Pain during swallowing


Globus


Sensation of lump in the throat


Regurgitation


Return of oesophageal content from above a mechanical or functional obstruction in the oesophagus


Reflux


Passive return of gastro-duodenal contents into mouth as a part of symptomatology of GORD


Vomiting 


Forceful expulsion of gastric and upper gastrointestinal contents through relaxed upper oesophageal sphincter and open mouth, which is preceded by nausea and retching.


Anorexia


Severe loss of appetite or total aversion of food 


Loss of appetite


Decreased senstaion of hunger


Nausea


Disaggrebale sensation or unpleasantness  usually associated with autonomic changes
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