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Table 1 Materials of reflux esophagitis

age |sex(M:F)

¢ control (HC) 17(49+20 12:5

Healtl

Primary reflux esophagitis (EU-L) | 9|63£11 4:5
(EU-M) |12|61£15 8:4

Post-gastrectomy RE (PG-L) | 8|70+ 9 8:0
Post-gastrectomy control (PG-() 5|68t 7 {11
mean+SD

EU: erosive and/or ulcerative reflux esophagitis
L : longitudinal type M : marginal type
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Fig. 1 Lower esophageal sphincter. LESP in EU-
M and PG-L was significantly lower than it in
control, and all reflux esopagitis groups (EU-L,
EU-M, and PG-L) had tendency of hiatal sliding
hernia manometrically.
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Fig. 2 Amplitude of primary peristalsis in lower
esophagus. Only EU-L had impaired amplitude at
10cm above LES, but at 5¢cm above LES, both
EU-L and PG-L showed significantly lower ampli-
tude than control.
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Fig. 3 Velocity of primary peristalsis at the level
from 10cm to 5¢cm above LES.
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Table 2 Cases of achalasia treated by operation
| X-p- Manometrﬂ
no | age/sex complaints spfly) b i op post-oply)
type | grade | type
1 64 M | dysphagia, cough 1 S 11 B G*N"“. 8
2 65 F dysphagia, vomiting, WL* 3 F | m B J-L+ 8
3 23 F regurgitation, cough, pain 3 F 11 A J-L* 5
4 14 F dysphagia, cough 2 Sp 1 A J-L* 5
5 38 F | dysphagia 1 Sp 1 B J- L*‘I 5
6 46 F dysphagia 5 Sp II B J-L* 4
7 24 F dysphagia, vomiting 3 Sp m B J-L* 3
8 23 M | dysphagia, WL+ 3 F 1l A | J-L+ 3
9 31 F dysphagia, cough, WL* 16 S It A | J-L* 3
10 31 F | dysphagia, pain 2 Sp I A | J-L* 2
11| 35M | dysphagia 5 sp o1 A |J-L* 2
12 | 45 F | dysphagia, vomiting [ 1 Sp 1 | A J-L* 2
13 45 M | dysphagia, vomiting | 10 Sp 1 A | J-L+ 2
14 | 35 F | dysphagia, vomiting 10 | F I B | J-L+| 1

*x

* suffering period
weight loss

Fig. 4 Endoscopic findings in a case of reflux
esophagitis. Preoperative endoscopy showed EU-
M type reflux esophagitis and hiatal hernia, and
reflux esophagitis disappeared by anti-reflux
operation.
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modified Girard-Nakayama procedure
* modified Jekler-Lhotka procedure

Fig. 5 Relation between roentgenologic type and
grade and manometric findings.
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Fig. 6 Roentgenologic type, grade and suffering
period.

<Suffering Period>
years

15
10 e L
<Grade>
oce: |
[-1 B §
o0: R
{Manometry>
oA
5 -2 ) B
[ ]
[-X ]
o L]
(o]
Sp F s

(Type?

Fig. 7 Changes of LESP and esophago-gastric
pressure gradient (4P) by the operation. Abnor-
mal LESP decreased to normal range and 4P
showed normal pattern after operation.
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Fig. 8 Intraoperative manometric findings in
achalasia patient. LESP decreased gradually
according to the procedure of long myotomy, and
high pressure zone was made finally by fundopex-
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Pathophysiology of Motility Disordors in Esophagogastric Junction and
Indication of Surgical Treatment

Tatsuyuki Kawano, Mitsuo Endo, Hiroshi Habu, Kunihide Yoshino, Kimiya Takeshita,
Tohru Takiguchi, Shigeru Yamazaki and Yasushi Satoh
First Department of Surgery, Tokyo Medical and Dental University School of Medicine

The pathophysiologic state of 29 patients with reflux esohagitis including 8 post-gastrectomy patients and 14
patients with achalasia was evaluated manometrically, and operative indications for them are discussed.
Conservative treatment for patients with longitudinal type reflux esophagitis was more effective than for patients
with the marginal type, and the manometric findings suggest that the derangement in the motility was limited to
the area of definite esophagitis. Roentgenologic and manometric study revealed the grade of disorder in achalasia,
and intraoperative manometric study revealed the meaning of each surgical procedure. Eight patients with reflux
esophagitis were treated by Nissen's procedure, and 13 patients with achalasia were operated on by a modified
Jekler-Lhotka method. Good clinical results were obtained with improvement of function of the esophagogastric
junction. Surgical treatment should be considered in cases of these diseases that are poorly controlled with
conservative therapy, because the surgical treatment is safe and reliable, and the effect of the operation is
continuous.
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