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Pseudoachalasia and laparoscopic gastric banding
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The incidence of obesity in Western countries has dramatically increased along with its
associated co-morbidities (type 2 diabetes, hypertension, heart disease, cancer...) and
diminished life expectancy 1. Attempts at controlling this with diet have proven relatively
ineffective. Consequently, obese patients (especially with co-morbidities) are increasingly
referred for bariatric surgery. Within that domain, laparoscopic adjustable gastric banding
(LAGB) has become more popular as it is associated with fewer short term complications
than gastric bypass procedures 2. However, as exemplified in the report by Khan et al,
LAGB may induce esophageal motility disorders 2.

In this issue of Journal of Clinical Gastroenterology, Khan et al. reported six cases of
esophageal dilatation and severe esophageal dysmotility following LAGB placement 3. Al
of the patients except one were symptomatic with dysphagia and/or regurgitation.
Esophageal manometry performed with a conventional technique (pressure sensors spaced at
5 cm intervals) revealed absent peristalsis in all cases. Esophageal dilatation was present on
barium swallow. These findings were consistent with pseudoachalasia. After liquid removal
from the implant, symptoms improved in all but one patient. The band was then removed in
that patient and symptoms resolved. Esophageal dilatation improved in all patients.
Manometric findings were variable: one patient exhibited a return of normal peristalsis, two
had partial return of peristalsis and two had persistent absent peristalsis. These results
emphasized the potential reversibility of pseudo-achalasia in patients with LAGB. The
implications for the clinician are important; patients with dysphagia and/or regurgitation in
the context of LAGB should be evaluated for pseudoachalasia. Since pseudoachalasia in this
setting may be reversible, band deflation or band removal should be advised in such
patients.

Esophageal manometry is the most sensitive procedure for the diagnosis of achalasia 4. The
manometric criteria for achalasia are impaired esophago-gastric junction (EGJ) relaxation
and absent peristalsis. High resolution manometry with esophageal pressure topography
(EPT) exhibits increased sensitivity for detecting achalasia because of better metrics for
characterizing EGJ relaxation and distal esophageal contractility °. EPT also allows for the
differentiation of three clinically-relevant achalasia subtypes . High resolution manometry
with EPT can also be useful in distinguishing some forms of secondary achalasia from
primary idiopathic achalasia. For example, in the case of LAGB, the site of the banding may
be identified as a high pressure zone distal from the lower esophageal sphincter (LES),
sometimes with the crural diaphragm superimposed 7 (Figure 1). The distinction between
localizing the outflow obstruction at the LES or the Lapband is crucial in cases of suspected
achalasia. Moreover, bolus clearance can also be inferred by the pattern of pressurization 8.
A recent study using high resolution manometry in 22 symptomatic Lapband patients
revealed the presence of esophageal dysmotility in 90% and pressurization
(compartmentalized or pan-esophageal) in 68% . The pressurization pattern in the gastric
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pouch seems to be quite characteristic of an obstruction induced by LAGB (Figure 1) and is
a useful sign for differentiating pseudo-achalasia induced by the band from primary
idiopathic achalasia with obstruction at the level of the LES.

Khan et al observed some degree of reversibility to pseudoachalasia after Lapband deflation
or removal. However, absent peristalsis persisted in two patients. This may be attributable to
irreversible neuromuscular damage to the esophagus or it may be a manifestation of
persistent obstruction ultimately attributable to fibrosis at the previous location of the
Lapband. Surgically, this is recognized as encapsulation of the implant and may perpetuate
an obstruction even after deflation. Illustrative of this is Figure 2 from a case report in which
LAGB removal did not relieve dysphagia or normalize the EPT pattern. Only subsequent
excision of the encapsulating fibrosis was associated with restoration of esophageal
peristalsis in a patient presenting with pseudoachalasia from a Lapband 1°. A corollary to the
observation that esophageal peristalsis returns to normal after relieving EGJ obstruction is
that the pathophysiology of idiopathic achalasia must also involve the distal esophagus
proximal to the sphincter since recovery of peristalsis is not seen following treatment.

In conclusion, the risk of pseudoachalasia must be included among potential risks when
LAGB placement is considered and pseudoachalasia should be recognized as a potential
complication in the evaluation of post-procedure dysphagia and/or regurgitation.
Preliminary post-operative data in morbidly obese patients suggest that esophageal
dysmotility was more frequent after LAGB than after Roux-en-Y bypass procedures 1.
Hence, although the magnitude of the risk is unclear, LAGB clearly can cause a syndrome
that strongly mimics achalasia and, even though the disorder is potentially reversible, early
recognition is likely key to insuring this. High resolution manometry is an elegant diagnostic
tool in this regard.
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Figure 1.

EPT of a dysphagic patient with after LAGB exhibiting a pseudo-achalasia pattern.
Although the patient exhibits EJG outflow obstruction with bolus pressurization well above
30 mmHg, the site of the outflow obstruction is distal to the LES, instead localized to the
site of the LAGBI/crural diaphragm (CD) combination. Some peristalsis appears preserved,
but this pattern of bolus pressurization is easily misinterpreted as a simultaneous contraction
using conventional manometry techniques. Note also the occurrence of a transient LES
relaxation with reflux followed by secondary peristalsis.
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Figure 2.

Patient with pseudoachalasia after LABG placement. Dysphagia and obstructive pattern
persisted after deflation of the implant (left) and removal of the implant (center). Only after
surgical dissection to remove the encapsulating fibrosis was the obstruction relieved and
peristalsis restored (right).
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