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ABSTRACT

Introduction: Early diagnosis of cancers in the laryngeal and pharyngeal (LF) region is important for mini-
mally invasive treatment and prolongation of survival. In the practice of otolaryngology diseases, hypopha-
ryngeal cancers are mostly diagnosed in the late period. The aim of this study is to evaluate the approaches
of gastroenterology and general surgery specialists to LF region lesions during upper gastrointestinal (UGI)
endoscopic procedures.

Materials and Methods: Endoscopist physicians who agreed to participate in our study and performed UGI
endoscopy were asked to fill out the online questionnaire and the results were evaluated. Survey results;
It is based on demographic information, professional experience and characteristics of the procedure, en-
doscopy evaluation criteria, whether anatomical regions are evaluated and laryngeal and hypopharyngeal
region lesions can be defined.

Results: It was observed that 88% of the 100 participants who participated in the survey evaluated the LF
region, and 71% encountered lesions in the hypopharynx, 62% with lesions obstructing the esophagus en-
trance, and 52% with laryngeal lesions. It was determined that 23.7% of the physicians who encountered
hypopharyngeal lesions and 11.5% of the physicians who encountered laryngeal lesions took biopsies
from the lesions in these regions. As the endoscopic experience increased, the identifiability of the lesions
increased statistically significantly (p<0.05). The identifiability of the lesions was found to be statistically
significantly lower in the group who thought that the education received during their residency was insuf-
ficient (p<0.05).

Conclusion: With the routine evaluation of LF structures during endoscopy of the UGI, it is possible to di-
agnose lesions in this region at an early stage. In this age, where minimally invasive and organ-preserving
endoscopic treatments are at the forefront, routine evaluation of LF regions should be included in the UGI
endoscopy training required to increase the accuracy of diagnostic approaches. To increase the early diag-
nosis rate, endoscopists should be informed about the examination of anatomical regions in detail, and they
should be encouraged to take biopsies in suspicious cases. In this period, the percentage of biopsy should
be increased by performing simultaneous otolaryngology consultation.
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Introduction

The number of upper and lower gastrointestinal endo-
scopic procedures has increased since cancer screening
programs have started to be widely used." It was esti-
mated that approximately 7 million upper gastrointesti-
nal (UGI) tract endoscopies are performed annually in
the United States.? Regular examination of mucosal and
anatomical structures in diagnostic endoscopic exami-
nation is the gold standard method for the detection of
malignant and premalignant lesions.”! By performing
an evaluation in this way, it is possible to detect various
pharyngeal, laryngeal and gastrointestinal precancerous
or cancerous lesions at earlier stages. It is important to
detect the lesions at an early stage to treat them with a
minimally invasive approach, and to increase the quality
of life and survival rates of the patients.” The oropharynx,
epiglottis, vocal cords, arytenoid cartilages, and pyriform
sinuses are structures that are inevitably found in the
field of view during UGI endoscopy. Therefore, this region
can be examined in detail during endoscopy and many
lesions in this region can be detected at an early stage.!!

Except for specialists dealing specifically with esophageal
diseases, most UGI endoscopy physicians are not accus-
tomed to examining the head and neck region. They gen-
erally do not fully examine the pharyngeal region, as they
consider the head and neck region to be within the do-
main of otolaryngology specialists.! The passage of the
endoscope from the oral cavity and hypopharynx to the
esophagus takes place at different times depending on
the skill and technique of each endoscopist and is eval-
uated with different criteria. In practice, most laryngeal
and pharyngeal (LF) zone lesions cannot be detected by
endoscopists because the evaluation of the head and neck
region cannot be standardized.™

Although esophageal and head and neck cancers are rare
worldwide, their incidence is increasing.”’ On the other
hand, it is very rare for otolaryngology and head and neck
surgeons to detect pharyngeal cancers at an early stage.?”
A recent epidemiological study showed that the majority
(68%) of hypopharyngeal cancers are diagnosed at stage
IV.®! The majority of hypopharyngeal cancers are seen in
the pyriform sinus, followed by the posterior pharynx and
postcricoid region. Due to its rich lymphatic structure,
it spreads in the early period and can remain silent un-
til it is detected in the advanced stage.” The approach to
esophageal cancers varies depending on whether there are
synchronous or metachronous tumors in the LF regions.®!

UGI endoscopes feature high resolution imaging and mag-
nification functions. Image quality in the hypopharyngeal
area is better than flexible endoscopes. With the features
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of Narrow Band Imaging (NBI) and similar imaging pro-
cesses, it is possible to evaluate abnormal blood vessel
structures in the mucosa in superficial or deep hypopha-
ryngeal cancers. Hosono et al. showed that they detected
pathologies of hypopharyngeal cancers at a rate of 43.7%
(22/41) with the use of NBI during UGI endoscopy.”

The aim of our study is to increase awareness of the iden-
tifiability of LF region lesions during UGI endoscopy,
which is frequently performed in practice, to emphasize
that early diagnosis of lesions in this region is important
and the evaluation of LF regions should be included in the
routine evaluation.

Materials and Methods

The study is designed as a cross sectional survey study. A
questionnaire of 27 questions was prepared for the study.
The comprehensibility of the questions was evaluated
by 2 otolaryngology specialists, 2 general surgeons, and
1 gastroenterology specialist, who were not included in
the study before the study. The questionnaire features
various sections including demographics (4 questions),
endoscopy technique and imaging time (7 questions),
adequacy self-assessment (4 questions), encountering
the lesion (3 questions), approaching the lesion (4 ques-
tions), and lesion identification (5 questions). Gastroen-
terologists and general surgeons who agreed to partici-
pate in our study and performed esophagogastroscopy
were asked to fill out the online questionnaire titled
“Approaches of Physicians Performing UGI System En-
doscopy to Hypopharyngeal and Laryngeal Lesions: Sur-
vey Study.” Those who did not complete the questionnaire
completely, did not approve the informed consent, and
gave conflicting answers were excluded from the study.

Participants in the study were asked about their age,
gender, duration of endoscopy experience, and number
of monthly endoscopy. They were questioned about how
long they spent in various stages of the procedure dur-
ing the endoscopy of the UGI, whether they questioned
the symptoms before the procedure, and whether they
used the special imaging feature during the procedure.
Whether the participants encountered LF lesions in their
previous procedures and, if they did, their approach to
the lesion was investigated. Participants in the study were
asked to choose one of the options Yes/No/I am not sure
in self-assessment questions of their proficiency. Accord-
ing to the answers, they were divided into two groups as
“Yes” and “No/I’'m not sure.”

In the study, five normal and pathological images of the
LF region, which are likely to be encountered during the
UGI endoscopy procedure, were shared (Fig. 1a-e). They
were asked to choose between hypopharyngeal region
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Figure 1. (a) Normal larynx (b) Suspicious lesion in the
larynx (c) Larynx cancer (d) Suspicious lesion in the hy-
popharynx (e) Hypopharyngeal cancer.

malignancy-prediagnosed lesion, hypopharyngeal region
suspicious appearance, laryngeal region malignancy-pre-
diagnosed lesion, laryngeal region suspicious appear-
ance, and normal hypopharyngeal-laryngeal appearance.
Correct answers were given 1 point and wrong answers
were given O point. They were divided into two groups,
those with three or more correct answers and those with
less than 3 correct answers. Statistical evaluation was per-
formed between groups.

Ethical Considerations

This study was approved by the institutional ethics com-
mittee (date of approval: 14 Aug 2020, protocol number:
1354421-2020/22-5). All procedures performed in this study
were compatible with the ethical standards of the institu-
tional research committee and with those of the Declara-
tion of Helsinki and its comparable ethical standards.

Statistical Analysis

In the descriptive statistics of the data, mean, standard
deviation, median minimum, maximum, frequency and
ratio values were used. Chi-square test was used in the
analysis of qualitative independent data. IBM SPSS Statis-
tics for Windows, Version 27 .0 (IBM Corp, Armonk, NY,
USA) was used in the analysis.

Results

The results of 108 participants participating in the study
were evaluated. Three people who did not give consent,
four people who did not complete the questionnaire, and
one person who gave conflicting answers were excluded
from the study. Of the remaining 100 participants, 85%
were male and 15% were female. According to age groups,
it was observed that the participants were mostly in the
age groups of 31-40 and 41-50. Survey questions and eval-
uation criteria are presented in Table 1.
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Table 1. Survey questions and answer distributions

n (%)
Endoscopy experience (years)
1-3 16 (16.0%)
4-6 31 (31.0%)
7-10 24 (24.0%)
211 29 (29.0%)
Average endoscopy procedure time
(minutes)
0-5 35 (35.0%)
5-10 47 (47.0%)
10-15 14 (14.0%)
15-20 2 (2.0%)
>20 2 (2.0%)
Do you perform adequate and
competent diagnostic endoscopy?
Yes 89 (89.0%)
No 2 (2.0%)
Undecided 9 (9.0%)
Do you use NBI, FICA, I-Scan
in endoscopy?
Yes, on every procedure 4 (4.0%)

Yes, sometimes 40 (40.0%)
No 12 (12.0%)
No Device Feature 44 (44.0%)
Do you question swallowing
difficulty, stiffness feeling,
hoarseness, smoking, alcohol
use before endoscopy?
Yes 91 (91.0%)
No 9 (9.0%)
At what stage of endoscopy do you
evaluate the oral cavity, oropharynx,
hypopharynx, larynx and esophagus?
At the start of the prodecure
At the end of the prodecure
How long is the evaluation period
between teeth and esophagus?

58 (58.0%)
42 (42.0%)

5-20s 68 (68.0%)
21-40's 26 (26.0%)
41-60s 6 (6.0%)
How long is the hypopharyngeal
region evaluation period?
1-10s 57 (57.0%)
11-20s 31 (31.0%)
21-40's 9 (9.0%)
40-60 s 3(3.0%)
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n (%)
Do you evaluate the laryngopharyngeal
region during endoscopy?
Yes 88 (88.0%)
No 12 (12.0%)
Are you recording images from the
hypopharyngeal region?
Yes 60 (60.0%)
No 40 (40.0%)
Do you believe you can identify
lesions of the hypopharyngeal and
laryngeal region?
Yes 44 (44.0%)
No 13 (13.0%)
Undecided 43 (43.0%)
Have you encountered a hypopharyngeal
lesion during endoscopy? (#)
Yes 71 (71.0%)
No 29 (29.0%)
Have you encountered a lesion that
obstructs the esophageal entrance
during endoscopy? (*)
Yes 62 (62.0%)
No 38 (38.0%)
If your answer to questions (#) and (*)
is yes, how did you approach the lesion?
| immediately terminated the 3(3.9%)

procedure and referred to an
otolaryngology specialist.

After taking the image, | ended
the process and referred it to an
otolaryngology specialist with the
endoscopy result.

35 (46.1%)

| continued the procedure by 18 (23.7%)
taking a biopsy.
| continued the procedure without 20 (26.3%)

taking a biopsy. After the procedure,
| directed him to the relevant specialist.
Have you encountered a laryngeal region
lesion during endoscopy? (1)
Yes 52 (52.0%)
No 48 (48.0%)
If your answer to questions (1) is yes,
how did you approach the lesion?
| immediately terminated the
procedure and referred to an
otolaryngology specialist.

2 (3.8%)
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Table 1. CONT.

n (%)
After taking the image, | ended 24 (46.2%)
the process and referred it to an
otolaryngology specialist with the
endoscopy result.
| continued the procedure by 6 (11.5%)

taking a biopsy.

| continued the procedure without

taking a biopsy. After the procedure,

| directed him to the relevant specialist.
What is your level of evaluation of the
hypopharyngeal and laryngeal regions
during endoscopy? (Good, medium, bad)

20 (38.5%)

Poor 11 (11.0%)
Moderate 63 (63.0%)
Good 26 (26.0%)

Is the training you received sufficient
to evaluate hypopharyngeal lesions?

Absolutely insufficient 4 (4.0%)

Insufficient 29 (29.0%)
Intermediate sufficient 46 (46.0%)
Sufficient 21 (21.0%)

It was observed that 71% of the participants had 10 years
or less, and 29% had 11 years or more of endoscopy ex-
perience.

It has been determined that the average endoscopy pro-
cedure time is 5-10 min in 47%, 0-5 min in 35%, 10 min
and more in a less rate, and the evaluation time between
the teeth and esophagus is often (68%) 5-20 s, and the
evaluation time of the hypopharyngeal region takes 1-10
s at a rate of 57%.

NBI, Flexible spectral Imaging Color Enhancement (FICE),
Image Scan (I-Scan) in endoscopy were questioned, and it
was found that 4% of the participants used these methods
in each procedure, 40% occasionally used them, and 12%
indicated that there is no need for use.

According to the evaluation, it was observed that the com-
plaints of laryngeal and hypopharyngeal diseases such
as difficulty in swallowing, feeling of being stuck in the
throat, and hoarseness were questioned at a high rate be-
fore the endoscopy procedure (91%), and that during the
endoscopy procedure, 71% of the participants encoun-
tered hypopharyngeal lesions while 62% with a lesion
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that occludes the esophageal entrance, and 52% with la-
ryngeal lesion.

When questioned how the approach would be if a lesion
was encountered in these regions, about half of the par-
ticipants reported that they terminated the procedure
and referred to an otolaryngology physician with the
lesion image. Most participants stated that they did not
take biopsies from the lesions. About 60% of the partic-
ipants indicated that they took logs from the hypopha-
ryngeal region.

It was observed that LF regions were mostly evaluated
(88%) during endoscopy. Participants were asked the
question “Do you believe you can identify laryngeal and
hypopharyngeal lesions” and 44% answered yes, while
56% answered “I’'m not sure or no.” It has been questioned
whether UGI endoscopy training is sufficient to identify
LF lesions. Scoring of 0, 1, 2, and 3 was made according
to the level of proficiency. A score of 0 means completely
inadequate, 1 means inadequate, 2 means moderately ad-
equate, and 3 means completely adequate. According to
these results, it was seen that 21% of the participants gave
3 points, 46% gave 2 points, 29% gave 1 point, and 4%
gave O points.

In the questionnaire, five images containing five differ-
ent lesions of the larynx and hypopharynx region were
given and the participants were asked to evaluate it. Cal-
culation was made by giving 1 point to correct answers
and grouping was made according to their scores as <3
and >3 (Table 2). In the group with a score of <3, the eval-
uation time between teeth and esophagus was found to
be statistically significantly shorter than in the group
with a score of =3 (p<0.05). The rate of encountering a
lesion at the esophageal entrance was found to be sta-
tistically significantly higher in the group with a score of
>3 (p<0.05). This showed that encountering a previous
lesion in the hypopharyngeal region is effective in iden-
tifying LF lesions.

The identifiability of LF region lesions in the survey
questions was compared statistically with other ques-
tions. Results are presented in Table 3. According to
these results, the duration of endoscopy experience was
found to be significantly higher in the group with iden-
tifiable lesions compared to the group with unidentified
lesions (p<0.05). It was found that the longer the hy-
popharyngeal region evaluation period, the higher the
identifiability of the lesions significantly in statistical
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terms (p<0.05). The degree of evaluation of the LF region
during endoscopy was found to be significantly lower in
the group whose lesions of these regions could not be
identified (p<0.05). In addition, as the inadequacy of the
training received during residency increased, the iden-
tifiability of the LF region lesions was also statistically
significantly lower (p<0.05).

Discussion

A large number of UGI endoscopy is performed each year
around the world. The most common indications for UGI
endoscopies include esophageal cancer screening, differ-
ential diagnosis of pharyngeal pathologies, annual fol-
low-up cancer screenings, and pretreatment or follow-up
screenings for head and neck cancers.™ In clinical prac-
tice, LF lesions are generally considered to be within the
scope of otolaryngology diseases. In fact, it is thought that
the LF region can be easily examined during UGI endo-
scopic procedures, but many endoscopists do not show
widespread interest in these lesions and LF examination
is not routinely performed.' In a study conducted with
1120 patients, 39 laryngeal lesions in the LF region and
leukoplakia in two of these lesions and cancer in one were
detected during the GI endoscopy procedure. The study
emphasized that the evaluation of the LF region during
UGI is important because it makes it possible to detect
cancer at an early stage.["!

Most of the structures that make up the larynx and hy-
popharynx are included in the image during UGI en-
doscopy.[? In our study, it was observed that the majority
of the participants stated that they evaluated the LF re-
gion during the endoscopy procedure.

In a study performed, during an UGI endoscopy procedure
for 1623 gastritis complaints, 0.12% early stage, 0.06% ad-
vanced cancer, and 0.73% benign lesions (polyps, cysts,
lymphoid hyperplasia, and Zenker’s diverticulum) were
seen incidentally in the larynx and hypopharynx region,
and it was showed that it was possible to detect cancers
at an early stage." Mullhaupt et al. reported that 5% of
malignant and benign lesions were detected in the LF
region by endoscopists during 1311 UGI endoscopy pro-
cedures.l® In the first prospective study conducted on
asymptomatic patients who did not have complaints such
as difficulty in swallowing, a feeling of stuck in the throat,
and hoarseness, various anomalies were detected in the
LF region during routine UGI endoscopy.' In our study,
it was observed that 71% of the participants encountered
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Table 2. Comparison of survey questions according to intergroup scoring

Score<3 Score=3 P
n (%) n (%)
Endoscopy experience (years)
1-3 11 (19.3%) 5(11.6%) 0.584%2
4-6 19 (33.3%) 12 (27.9%
7-10 12 (21.1%) 12 (27.9%)
211 15 (26.3%) 14 (32.6%)
Average endoscopy procedure time (minutes)
0-5 22 (38.6%) 13 (30.2% 0.891%2
5-10 25 (43.9%) 22 (51.2%)
10-15 6 (10.5%) 8(18.6%)
15-20 2 (3.5%) 0 (0.0%)
>20 2 (3.5%) 0 (0.0%)
Do you perform adequate and competent
diagnostic endoscopy?
Yes 48 (84.2%) 41 (95.3%) 0.078x2
No 2 (3.5%) 0 (0.0%)
Undecided 7(12.3%) 2 (4.7%)
Do you use NBI, FICA, I-Scan in endoscopy?
Yes on every procedure 2 (3.5%) 2 (4.7%) 0.210x2
Yes sometimes 20 (35.1%) 20 (46.5%)
No 9 (15.8%) 3 (7.0%)
No device feature 26 (45.6%) 18 (41.9%)
Do you question swallowing difficulty,
stiffness feeling, hoarseness, smoking,
alcohol use before endoscopy?
Yes 55 (96.5%) 36 (83.7%) 0.084x2
No 2 (3.5%) 7 (16.3%)
How long is the evaluation period
between teeth and esophagus?
5-20s 35 (81.4%) 33 (57.9%) 0.017x2
21-40s 8(18.6%) 18 (31.6%)
41-60 s 0 (0.0%) 6 (10.5%)
Do you believe you can identify lesions of the
hypopharyngeal and laryngeal region?
Yes 22 (38.6%) 22 (51.2%) 0.454%2
No 8 (14.0%) 5(11.6%)
Undecided 27 (47.4%) 16 (37.2%)
Have you encountered a hypopharyngeal
lesion during endoscopy?
Yes 38 (66.7%) 33 (76.7%) 0.272x2
No 19 (33.3%) 10 (23.3%)
Have you encountered a lesion that obstructs
the esophageal entrance during endoscopy?
Yes 30 (52.6%) 32 (74.4%) 0.026%2
No 27 (47.4%) 11 (25.6%)
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Score<3 Score=3 p
n (%) n (%)
What is your level of evaluation of the
hypopharyngeal and laryngeal regions
during endoscopy? (Good, moderate, poor)
Poor 7 (12.3%) 4(9.3%) 0.672)2
Moderate 37 (64.9%) 26 (60.5%)
Good 13 (22.8%) 13 (30.2%)
Is the training you received sufficient to
evaluate hypopharyngeal lesions?
Absolutely insufficient 2 (3.5%) 2 (4.7%) 0.227%2
Insufficient 14 (24.6%) 15 (34.9%)
Intermediate sufficient 31 (54.4%) 15 (34.9%)
Sufficient 10 (17.5%) 11 (25.6%)

X2: Chi-square test.

hypopharyngeal lesions and 52% with laryngeal lesions
during endoscopy.

Before the endoscopy procedure, questioning habits such
as smoking, alcohol, swallowing difficulties, feeling stuck
in the throat, and hoarseness are important in the ap-
proach to precancerous and cancerous lesions. However,
in the endoscopy guidelines, it is seen that the question of
smoking is only included in the anesthesia premedication
phase.[ In our survey, it was seen that 91% of the partici-
pants questioned cigarette and alcohol use and the above
complaints before the procedure. Before the procedure,
the complaints of smoking, tobacco, alcohol use, hoarse-
ness, hemoptysis, bad voice, odynophagia, and dyspha-
gia should be questioned, and complaints about laryn-
geal and hypopharyngeal lesions should be included in
the endoscopy form. Although identifying patients at risk
before endoscopy emphasizes the need to perform the
procedure more carefully, it should be kept in mind that
precancerous and cancerous lesions can also be detected
in asymptomatic cases.

Today, serious increase is observed in the incidence of
esophageal and head and neck tumors.™ Since a serious
pathology (such as early-stage cancer) is detected in one
out of every 1000 endoscopy, Mullhaupt et al. reported
that screening examination of the LF region should be a
part of every UGI endoscopy procedure.!”! It was empha-
sized that this procedure requires little time and does not
require additional costs or inconvenience.' For a suc-

cessful UGI endoscope procedure, the mean time to eval-
uate the entire system has been reported as 7-8 min in
different studies.' In a multicenter study, it was shown
that the evaluation of the structures of the oropharynx,
hypopharynx, and larynx during UGI endoscopy per-
formed under elective conditions takes an average of 30—
45 s.1u1617 In our study, the evaluation time between the
teeth and the esophagus was determined as 5-20 s, and
the evaluation time of the hypopharyngeal region was de-
termined as 1-10 s. The fact that the evaluation of these
regions takes a short time and does not significantly ex-
tend the total procedure time allows routine evaluation of
LF structures. However, the evaluation between the teeth
and the esophagus should not be short, that is, expressed
in seconds, and because the LF region is an integral part
of UGI endoscopy, sufficient time should be allocated to
this region. In our study, the fact that as the evaluation
period of the interdental esophageal and hypopharyngeal
regions increases, the higher identifiability of the lesions
is also emphasizes the need to allocate sufficient time.

NBI (Olympus), FICE (Fujifilm), and I-Scan (Pentax) imag-
ing systems are the imaging techniques used for endo-
scopic diagnostic tests in which specific blue and green
wavelengths of light are used to increase the detail of cer-
tain aspects of the mucosal surfaces.® While the NBI en-
doscope was initially used only for detailed examination
of head and neck, as well as esophagus and stomach tu-
mors, it has been shown in studies that it is routinely used
in every UGI endoscopy, including the examination of the
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Table 3. Comparison of the questionnaire questions according to the identifiability of the lesions.

Yes No+Undecided P
n (%) n (%)
Endoscopy experience (years)
1-3 5 (11.4%) 11 (19.6%) 0.012x2
4-6 12 (27.3%) 19 (33.9%)
7-10 7(15.9%) 17 (30.4%)
211 20 (45.5%) 9 (16.1%)
Average endoscopy procedure time (minutes)
0-5 13 (29.5%) 22 (39.3%) 0.314x2
5-10 25 (56.8%) 22 (39.3%)
10-15 4(9.1%) 10 (17.9%)
15-20 2 (4.5%) 0 (0.0%)
220 0 (0.0%) 2 (3.6%)
Do you perform adequate and competent
diagnostic endoscopy?
Yes 40 (90.9%) 49 (87.5%) 0.589%2
No 1(2.3%) 1(1.8%)
Undecided 3(6.8%) 6 (10.7%)
Do you use NBI, FICA, I-Scan in endoscopy?
Yes, on every procedure 4(9.1%) 0 (0.0%) 0.060 x2
Yes, sometimes 20 (45.5%) 20 (35.7%)
No 3(6.8%) 9 (16.1%)
No device feature 17 (38.6%) 27 (48.2%)
Do you question swallowing difficulty,
stiffness feeling, hoarseness, smoking,
alcohol use before endoscopy?
Yes 41 (93.2%) 50 (89.2%) 0.763x2
No 3 (6.8%) 6 (10.7%)
How long is the evaluation period between
teeth and esophagus?
5-20's 29 (65.9%) 39 (69.6%) 0.514x2
21-40's 11 (25.0%) 15 (26.8%)
41-60s 4(9.1%) 2 (3.6%)
How long is the hypopharyngeal region
evaluation period?
1-10s 35 (62.5%) 22 (50.0%) 0.003x2
11-20's 19 (33.9%) 12 (27.3%)
21-40's 1(1.8%) 8 (18.2%)
40-60 s 1(1.8%) 2 (4.5%)
What is your degree of evaluation of the
hypopharyngeal and laryngeal regions
during endoscopy? (Good, moderate, poor)
Poor 1(2.3%) 10 (17.9%) 0.000x2
Moderate 21 (47.7%) 42 (75.0%)
Good 22 (50.0%) 4 (7.1%)
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Yes No+Undecided P
n (%) n (%)
Is the training you received sufficient
to evaluate hypopharyngeal lesions?
Absolutely insufficient 0 (0.0%) 4 (7.1%) 0.001x2
Insufficient 7 (15.9%) 22 (39.3%)
Intermediate sufficient 19 (43.2%) 27 (48.2%)
Sufficient 18 (40.9%) 3(5.4%)
Do you believe you can identify lesions
of the hypopharyngeal and laryngeal region?
Yes 19 (43.2%) 26 (46.4%) 0.746%2
No+Undecided 25 (56.8%) 30 (53.6%)

X2: Chi-square test.

pharynx, and that pharyngeal cancers can be detected at
an early stage with this method.™ In the study performed
by Nakanishi et al., pharyngeal cancer was detected at a
rate of 0.26% (29/11.050) in the examinations using NBI
during UGI endoscopy, and it was reported that at least
65.8% of the detected cancerous lesions were diagnosed
as superficial cancer.?” In our study, approximately half
of the participants reported that they used one of the NBI,
FICE, or I Scan features during endoscopy. About 4% use it
in every transaction, while 40% use it occasionally. How-
ever, 12% stated that they did not find it necessary to use
it, and 48% stated that their devices did not have these
features. Since these features play an important role in
early diagnosis, their routine use should be encouraged.

In various guidelines, it is recommended to log images
from various localizations of the esophagus, stomach
and duodenum during the procedure; however, “image
logging” from the laryngopharyngeal region is not men-
tioned in these guidelines.'*?! In our study, it was ob-
served that 60% of the participants obtained logs from the
hypopharyngeal region. Since these regions are within
the field of view during endoscopy and lesions can be de-
tected in the early period, the LF region should be logged
at a rate of 100% and this requirement should be included
in the guidelines.

Tissue sampling from the LF region is not a preferred pro-
cedure during UGI endoscopy due to the risk of bleeding
and airway obstruction.?? However, studies have reported
that when a biopsy is taken during the procedure, there
is no deterioration in the field of view after the biopsy,

the patients can tolerate it, and the procedure can be per-
formed with sedation and local anesthesia. Therefore, it
is recommended to continue the procedure after biopsy
is taken from lesions seen in the head and neck region,
including the pharyngeal region.?>?! In our study, 23.7%
of those who encountered hypopharyngeal lesions stated
that they had taken biopsy from these lesions. According
to this result, we think that the rate of taking a biopsy is
low and should be increased, drawing attention to the im-
portance of taking a biopsy. The success of UGI endoscopy
increases as experience increases.” Our study also sup-
ports this fact. The identifiability of the lesions in the LF
region was significantly lower in the group with less endo-
scopic experience.

The steps that an experienced and competent endoscopist
is expected to take are included in the training program.?*
It is also supported by the courses taken after the special-
ization training. In this evaluation, hipopharyngeal and
laryngeal structures are not included in routine practice.
As the participants in our study thought that the UGI en-
doscopy training they received was inadequate, the iden-
tifiability of the LF region lesions decreased significantly
in statistical terms. According to this result, we predict
that the identification of LF zone lesions will increase
with the inclusion of these regions in the training of en-
doscopy evaluation of the UGI.

Depending on the technical developments in endoscopic
imaging, high quality evaluation can be performed. Since
there are errors in cancer diagnosis and early stage lesions
are overlooked, studies have been carried out to optimize
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the diagnosis of UGI diseases. These studies should be
aimed at minimizing the error rates, examining the entire
mucosa and encouraging the recognition of lesions.?! LF
region analysis is not included in these studies. Accord-
ing to the results of our study, we suggest that the eval-
uation of the LF region should be routinely included in
these studies and trainings. The limitations of our study
are that it has a small sample size and is a survey study.
However, we think that our results are valuable in order to
emphasize this issue and to ensure awareness. We believe
that there is a need for studies with larger participation
and more sample cases.

LF lesions are generally considered to be a field of otolaryn-
gology science, and therefore, many gastrointestinal endo-
scopists do not pay much attention to these lesions during
endoscopic examinations of the UGI. Although cancerous
and precancerous lesions of the oropharynx, hypophar-
ynx, and larynx are rare, they can be detected incidentally
at an early stage by examining these regions during routine
UGI endoscopy. For this reason, pharynx and larynx struc-
tures should be among routinely evaluated regions with a
holistic approach in the common UGI endoscopy practice,
and LF regions should be included more in guidelines and
endoscopy trainings. Since the area between the teeth and
the esophagus is an integral part of the UGI, it should be
possible for otolaryngology specialists to take part in the
endoscopy training routinely.
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