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Diagnostic Approach for Esophagogastric Junction Outflow Obstruction

Yu Kyung Cho

Division of Gastroenterology, Department of Internal Medicine, College of Medicine, The Catholic University of Korea, Seoul, Korea

Esophageal manometry is the gold standard test for diagnosing primary esophageal motility disorder. With the various metrics of
the high-resolution esophageal manometry, the Chicago classification provides a standard approach for the manometric diag-
nosis of esophageal motor disorders. In the Chicago classification, the esophagogastric junction dysfunction is an important ma-
jor motor disorder, which includes achalasia subtypes and esophagogastric junction outflow obstruction. Esophagogastric junc-
tion outflow obstruction is defined manometrically as normal or weak esophageal peristalsis with incomplete relaxation of the
lower esophageal sphincter. It is a heterogeneous disorder and usually has a benign clinical course. The small portion of an
esophagogastric junction outflow obstruction is early or variant achalasia. In such cases, treatments directing the lower esoph-
ageal sphincter, such as balloon dilatation or per oral endoscopic myotomy, may be necessary. An adjunctive high-resolution
manometry provocation test or other esophageal function tests, such as timed barium esophagogram, can help select those pa-
tients and predict the treatment outcomes. (Korean J Gastroenterol 2020;76:179-184)
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Table 1. Chicago Classification of Primary Esophageal Motility
Disorders

Major motility disorders
Esophagogastric junction obstruction
Achalasia
Esophagogastric junction outflow obstruction
Abnormal peristalsis
Jackhammer esophagus
Distal esophageal spasm
Absent contractibility
Minor motility disorders
Minor disorders of peristalsis (impaired bolus clearance)
Ineffective motility
Fragmented peristalsis
Normal esophageal motor function
Rapid contraction
Hypertensive peristalsis

Modified from Kahrilas et al.%.
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Fig. 1. Major esophageal motility disorder (according to the Chicago classification, ver. 3). (A) Achalasia type 1 (complete aperistalsis), type
2 (panesophageal pressurization), type 3 (spastic achalasia). (B) Esophgagogastric junction outflow obstruction. (C) Diffuse esophageal
spasm. (D) Jackhammer esophagus. (E) Abscent contraction. Modified from Kahrilas et al2
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Fig. 2. Manometric findings of esophagogastric junction outflow
obstruction Incomplete relaxation of the esophagogastric junction
(intergrated relaxation pressure >15 mmHg) with intact or weak
esophageal peristalsis. Modified from Kahrilas et al2
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Table 2. Etiologies of Esophagogastric Junction Outflow Obstruction

Functional obstruction.

Functional esophagogastric junction outflow obstruction, early or variant achalasia

Mechanical obstruction

Esophageal wall stiffness

Eosinophilic esophagitis, hiatal hernia, strictures, rings, tumors at the EGJ, obstructing esophageal varix, infiltrative disease, fibrosis or

malignancy
Esophageal vascular compression
Aneurysmal dilatation of the aorta
Central obesity
Increased intra- abdominal pressure
Opiate effect
Chronic opiate users

Anatomical change

Operation that affect EGJ, fundoplication, bariatric surgery. Paraesophageal hernia

False positive (normal variant)

Measurement error

EGJ, esophagogastric junction.

Table 3. Further Investigations after a Manometric Diagnosis of EGJOO

Further investigations

Diagnostic methods

Measurable parameters

To rule out secondary EGJOO

Endoscopy with biopsy

EUS/CT
Evaluate combined esophageal spastic disorder HRM

TBE
Complementary HRM parameters HRM

Evaluate bolus transit (+high volume stress test)

HRM with provocation®
HRM with impedance
TBE

HRM with provocation® (multiple rapid swallow
or rapid water swallow)

EGJ distensibility EndoFLIP®
To stratify the risk (of development to achalasia) EndoFLIP°
TBE

HRM with impedance HRM with provocation®

Deep biopsy (eosinophilic esophagitis,
infiltrative ds)

Cross sectional area
Lower esophageal sphincter muscle thickness

Retained barium area
Barium column height

IRP
IRP during provocation test

Bolus flow time

Retained barium area
Barium column height

After contraction, normal deglutative inhibition

EGJ- distensibility index

EGJOO, esophagogastric junction outflow obstruction; EUS, endoscopic ultrasound; HRM, high resolution manometry; TBE, timed barium
esophagogogram; IRP, integrated relaxation pressure of esophagogastric junction; EndoFLIP, functional endoluminal imaging probe.
“Multiple rapid swallow or rapid water swallow; bCropson, Galway, Ireland.

The Korean Journal of Gastroenterology



7% 3tk EGIOO7F A dfjv] A%, ujuby

&
N
N

)

IHd A% A 2
UERPZIE $0° o]dl A9 A% uRH A4 ol A
LokLo] o]k 93 (integrated relaxation pressure)o] At
HEE Hol7|= et} mvky Ak A#&48W9 4 7|3t
12 52 S 190(8%)ollAl obdetAlobR g H K7t 9l
ok & weg AlE AT} 7154 EGI00E o] FHtEr®
Skal, YR Alte] AU ARG o EkR]olR ZEYE7| =
gic} opzrEpxjobut wlghy AEA#o A A EI AN E
(per oral endoscopic myotomy, POEM) Z-& 5 Alx Zok
& BAC R 3 H5A YA Also] AHAQl XAl

o} 28D, EGJ009] Fa3% X8 HEke o

ARG o2k o A B2 E A/ A WA
2

_H
i
o
N,
o
)

o,

2732 T

Ago] At AAES Adoh= Zlo|tt”

&

x7t Rt AAKTable 3)

1) Ol AE HER HME Lo7l= Heto| HES 9

of A

A]
o] FEX oo} gatollA POEMO] A&

Edto] S Aol A5 WS wdste H Ego
7% St} upA7A R EGJOO SRl A= POEME] X &

e R N R D

EGJO09] 27| 9 549 v obdeiAlotz X8t
© BAE dIEote d ddAe] Ahal &R Sl oA
Q1L WA SI) WAAT AE We] ARed AxE
Algsto] A = o] Aol(stiffness)E YO7]w AN A&
Q EL M 9% BT 9 5 AT + Ak YA
7 2ol o A% Bobd BAE 24 5 At @ 4
P obeblob WAk RS vlmslo] YA 28t
2% B AR o 0] oIk 18 Bgh v
B A 93 olgebol Al BAelnt o2 AR 2
ool FEIYA YL HIAALS YAH 287 914
T AYR o YA cross sectional imaging)& ¥al 7t
2 WA (cross sectional area)S ZAolH oF5 Alx LoF
L
.

o

=

A% 295e el st o), wige) 0|53} A%,
3 ool U oA12jel o1 £50 o)4E

o Fasth AP HE 29

esophagogram, TBE)& Al AFAfo]l 4] 100-200 mLe] A U=

MBS VML ¥ 2718, 28 5% Sl XH GRS A

FHE Aol 12 FAelA vEe] ARE et HE dF

=017} 6 cm oY wf Attt ehRfol|A] opdetR|olE X

ol o f-83t0, 94% Ak W=, 71% Eo|=E K13}

L)
>
[
>
1=
H—]
o
o
[P

[¢}
< (timed barium

dr fl
£h

O

Cho YK. Diagnostic Approach for EGJOO 183

k' TBE: Uik AAtel Ax7} HA] ok 904 op
epR|obE Aetsh= d] uie- f-8-ofct. dAstatet ShRfol A 145,
w 4 BF BF AL Y HiE 95 =o|7t >6 cmolH
oftetx|ote}l EGJOOE st d Adgk(cut off value)
o7 Agd 4 Qg

3) YAE FREQ +=Sk(distensibility) &8

A= HokR o] B AL = EndoFLIP (functional umi-
nal imaging probe; Cropson, Galway, Ireland)S ©]-8-3}o]
o % 9)c}. EndoFLIP (Cropson) aekiiel] 71 34lo] 2205

I FA W AY Y o AT oS- EE] I ZREE
AT YE ARlste] T4 SIS Aol XA 3
o7 AAR Y FYUst] T4 W gEE AsA7d
FAo] AL ARt F4 W o= B FulE ol8ste
S E (WAL, distensibility)E A4S 4= QU A% A 29
ke A ol Aol (stiff) AR A HolA] FrAshH

v
opzERlol Sk SIAE FYPRY &SI} aEo] ek
EGJOO $Ate] UFIE HISRE A4S Hof opdetx|ofo] &8

LR A% AL § Ego] Hrt

4) M TIBHAE LHRE AR AERIA R8F HAKprovocation
test)

g
swallow), 200 cc9] & ot Hoj 4714 & dj(high volume

challenge test T+= water challenge test) dh5 A& ZoF

T olgto] FH3] HLA NS AR $ A} A
S} Al Wokito] 58] o]¢hE]A] SHerhyl o]t BGIOO

g 27bHoR AUk f 8ol ek

5) AEol SAME 0|S(bolus transit)’|s H7t
HGIOO BAfolA] Al52] SA% 0|50 FRux Btet
S 100-200 cc HRg= o839 AIXHAL Hhg Al 29
A% QEEa Wek AL A% T ek a4 &
ZAAHwater challenge test T+= multiple rapid swallow
of Qlrk Ak luEA WoF HAR= Wit AAF Al A7IAG
AAELE 2T 5 Y e oSt ArolA
4 o Wk W A7|Age] WolR= g ¢lw
& [e)

SAZo| A% HA Lol

d

=

H

fDodlo JN oft ) r|r

1

Tf
H
>
1>
b
=
1o

Vol. 76 No. 4, October 2020



[e]
S

&

P

6) Ao AN 25 EH(spastic disordent S
=X Bt
EGJOO ¥Rp7} A dju] A%, u]ghy
Okl et 9 . A B2 okl 3014
Boto] A A5 FE(distal contractile integral)7FA] H|%
FHOR AsEHAY 1HE A Ak FRA SHintermittent
spastic contraction) Ho|7]|& 3t} AWA AlE 4229

.
NS BEAE 2GEE E8o] Hrk

=l

5

7) OfetX|ot2 Tdsl= A= It
EndoFLIP (Cropson), off % :

&, U7 289 5o oldeiAol AAHE A
718 4= 9Jth. EndoFLIP (Cropson)o.& A3t A%
SIHE O] 42T (esophagogastric junction distensibility in-
dex)7} WOl AL, Al WAt SF A AEHA
Al SR A EoRt of¢t
=55 Q&M vk A, WA st
S TR 0] eI Sol ofteAlota 1]

o Qlat wgol ek

vk AAHmultiple rapid swallow)

H3} ML:_

FIFELE
do

=
£ =

e
ot

2
i
i i

O
o ¥
o¢

2o A EGIOOE *45
;5‘ o= o]—;ﬂ-g].;q

]
ot ¢
o
2
X
;g
=
O
o
i1
;é
\1
W

& 0
" rlr
o,
;
=
2
lo

1
i
4
i
B
_I

mo Hu
¢

%

1>

k1
BT

b

~

O

il

=

-

%k
ok
ok

ﬁ o T
i,
Suya-)

oo OF 4z ox. K

REFERENCES

1. Kahrilas PJ, Bredenoord AJ, Carlson DA, Pandolfino JE. Advances
in management of esophageal motility disorders. Clin Gastro-
enterol Hepatol 2018;16:1692-1700.

2. Kahrilas PJ, Bredenoord AJ, Fox M, et al. The Chicago classification
of esophageal motility disorders, v3.0. Neurogastroenterol Motil
2015;27:160-174.

10.

11.

12.

13.

14.

. Samo S, Qayed E. Esophagogastric junction outflow obstruction:

where are we now in diagnosis and management? World J
Gastroenterol 2019;25:411-417.

. Okeke FC, Raja S, Lynch KL, et al. What is the clinical significance

of esophagogastric junction outflow obstruction? Evaluation of
60 patients at a tertiary referral center. Neurogastroenterol Motil
2017;29:10.

. Schupack D, Katzka DA, Geno DM, Ravi K. The clinical sig-

nificance of esophagogastric junction outflow obstruction and
hypercontractile esophagus in high resolution esophageal
manometry. Neurogastroenterol Motil 2017;29:1-9.

. Wang S, Liu X, Ge N, et al. The relationship between the inter-

ruption of the lower esophageal sphincter and relief of dysphagia
after per-oral endoscopic myotomy for achalasia. Endosc Ultra-
sound 2020;9:252-258.

. Van Dam J, Falk GW, Sivak MV Jr, Achkar E, Rice TW. Endosono-

graphic evaluation of the patient with achalasia: appearance of
the esophagus using the echoendoscope. Endoscopy 1995;27:
185-190.

. Barthet M, Mambrini P, Audibert P, et al. Relationships between

endosonographic appearan e and clinical or manometric fea-
tures in patients with achalasia. Eur J Gastroenterol Hepatol
1998;10:559-564.

. HanY,SunS, Guo J, et al. Is endoscopic ultrasonography useful

for endoscopic submucosal dissection?. Endosc Ultrasound
2016;5:284-290.

Clayton SB, Patel R, Richter JE. Functional and anatomic esoph-
agogastic junction outflow obstruction: manometry, timed ba-
rium esophagram findings, and treatment outcomes. Clin
Gastroenterol Hepatol 2016;14:907-911.

Blonski W, Kumar A, Feldman J, Richter JE. Timed barium swal-
low: diagnostic role and predictive value in untreated achalasia,
esophagogastric junction outflow obstruction, and non-acha-
lasia dysphagia. Am J Gastroenterol 2018;113:196-203.
Hirano I, Pandolfino JE, Boeckxstaens GE. Functional lumen
imaging probe for the management of esophageal disorders: ex-
pert review from the clinical practice updates Committee of the
AGA Institute. Clin Gastroenterol Hepatol 2017;15:325-334.
Woodland P, Gabieta-Sonmez S, Arguero J, et al. 200 mL rapid
drink challenge during high-resolution manometry best predicts
objective esophagogastric junction obstruction and correlates
with symptom severity. J Neurogastroenterol Motil 2018;24:
410-414.

Kabhrilas PJ, Katzka D, Richter JE. Clinical practice update: the use
of per-oral endoscopic myotomy in achalasia: expert review and
best practice advice from the AGA Institute. Gastroenterology
2017;153:1205-1211.

The Korean Journal of Gastroenterology



