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sults. Individuals for whom previous PD has failed or who
prefer a more effective procedure initially should know
about all of the surgical alternatives. When pathologic
gastroesophageal reflux is present, the M-NF is the obvious
procedure ofchoice and can be performed with confidence
that obstruction of the esophagus is a remote possibility.
In patients with dysphagia, the choice of EM or M-NF
must depend on the experience and bias of the surgeon;
both of these procedures are effective, and both are ac-
ceptable treatments based on all available evidence. Im-
portantly, esophagomyotomy with fundoplication can be
successfully performed without obstruction of the esoph-
agus if a floppy fundoplication is performed.
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The other two failures were patients who had a total fundoplication
but not enough floppiness, and it was made too tight. Actually, one of
them, I think, may have come from a neighboring institution in Chicago,
and that points out the only disagreement I have with this paper. That
is, you can and should do a partial fundoplication as we showed on the
slide in our earlier paper and avoid the risk of getting the Nissen too
tight. I have used that operation, long myotomy with partial fundopli-
cation, now in 35 consecutive primary operations for achalasia, and
none ofthem has had to have reoperations for failure ofthat first operation
to control his symptoms or reflux.

I do have a couple of questions. What was the rationale for carrying
the myotomy so far down onto the stomach? After you knew you were
actually on the stomach, you went down 3 or 4 cm farther.

I would like some further comments on this question of pneumatic
dilatation interfering with further surgery. It depends on whether Dr.
Nyhus put the fair results from the Heller with the good or with the
poor. As I looked at his slide, if he lumped fair and poor together, it was
a 50% failure with a previous pneumatic dilatation. If you lumped fair
with the good, then the results looked better. Perhaps, the answer relates
to DRGs, and how many dilatations with a net profit on each does it
take to make up for the deficit for one good myotomy?

DR. ROBERT E. CONDON (Milwaukee, Wisconsin): Let me just take
a moment to iterate comments that I made last evening and indicate to
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all of you how delighted I am that you have seen fit to welcome Marcio
and me into the fellowship of the Southern. We both feel very proud of
your approbation, and we look forward to a long and happy association.

I want also to thank Professor Nyhus and company for asking me to
discuss their paper and for their courtesy in giving me a copy of their
manuscript this morning so I might have at least a little chance to look
at it before standing up to discuss the paper. I do not really have any
major disagreement with the general thrust of their presentation, but I
would like to raise a slight note ofcaution and ask a couple ofquestions.
We all recognize that achalasia is a very variable disease with a variable

response to any form of treatment. As Lloyd Nyhus indicated in his
presentation, their case material contains within it a selection bias toward
failure of pneumatic dilation as a treatment modality, and so in this
general context the caution I would like to raise concerns the employment
of balloon dilation in the management of this disorder. The fact is that
some patients do very well with balloon dilation. Some of them need
only a single dilation every couple of years, and they seem to kind of
stagger along doing reasonably well and get by for a long time, if not
functionally forever, without the need for an operation.
On the other hand, there are other patients who do not do well, who

require repetitive dilations over a relatively short period of time, or who
decompensate even while they seem to have had reliefoftheir dysphagia
by a series of balloon dilations. Thus, I would not make any hard and
fast rule that two dilations are appropriate. I think two is appropriate
for some patients, but that many more than that may be appropriate for
occasional patients.

I would support the approach through the abdomen in the treatment
ofthis disorder. Having managed cases from both sides of the diaphragm,
I think I have been personally more effective using the abdominal ap-
proach, a long myotomy, which you can carry up all the way to the level
of the pulmonary veins through the hiatus, and associated loose fun-
doplication to prevent subsequent postoperative reflux.

Unlike some other surgeons who deal much more often with this
disorder, some ofwhom are members of this Association, I just can not
seem to hit consistently that very narrow line between an effective my-
otomy that consistently relieves the dysphagia and never causes reflux,
and one where you just step over that very fine line, and the patient has
reflux after myotomy. Reflux in these patients is a real disaster because
they cannot clear their esophagus, and they get a roaring esophagitis with
all of its major complications; thus, this combined approach of an ex-
tended myotomy combined with a floppy fundoplication, at least in my
hands, has led to the most success.
The first question I would like to ask relates somewhat obliquely to

this presentation. When is it not appropriate to use the long myotomy
and floppy fundoplication approach? I have asked that question partic-
ularly in the context of patients who have a markedly decompensated
esophagus who come to you with an esophagus filling, if not all, a large
portion of the right chest.

I agree with Dr. Skinner's interpretation of Professor Nyhus's data
that previous failure of balloon dilation seems to prognosticate a poor
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result from surgical therapy. Is it really true, Lloyd, that poor results
with the bag are a predictor of poor results from an operation, and, if
so, why is that?

DR. DUANE G. HUTSON (Miami, Florida): I think I will take the
privilege of the Moderator to ask two questions.

I frankly do not do this type of surgery, but I recall that, when we
used to do fundoplications, we had to make the tension on the wrap just
right or it would wind up around the pylorus.

I was not sure if you were saying floppy or sloppy there for a while,
but I would like to ask you ifyou have had a problem with these floppy
ones slipping down around the stomach.
The second thing is, how do you recognize the gastroesophageal junc-

tion from the outside? You talk about 5 mm. That would seem difficult
to accomplish.

DR. PHILIP E. DONAHUE (Closing discussion): I would like to thank
all the discussants for their kind remarks. I will thank Dr. Hutson for
letting us reiterate that one should never refer to this as a "sloppy" fun-
doplication-but instead as a "floppy" fundoplication.

Several of the discussants alluded to the role of pneumatic dilation
and how it is performed. The rapidity of distention, the size of the bag
em,ployed, and the duration ofdilation are important variables that were
not controlled in our study. If they had been, the results may have been
somewhat better than we report today.

However, because dilations are performed with relative ease, a max-

imum 1-day hospitalization, and with expectations ofat least 50% success,
most patients prefer this initial approach to treatment.

Dr. Condon's query about the effect of previous dilations on surgical
outcomes is an important one. Since patients with mild symptoms were
usually much.better off after operation than prior to surgical intervention,
we believe the conclusion that dilation does not affect outcomes is jus-
tified.
As to the operation that is chosen, we find the extended myotomy

desirable just for the reason that Dr. Hutson implied. It is often difficult
to precisely define the gastroesophageal junction; it is easy to be 5 mm
short or 5 mm in excess. Extended myotomy extending 3 cm onto the
stomach allows certainty that all of the obstructing elements for swal-
lowing have been removed, fundoplication is complementary, and, when
performed in the "floppy" manner, i.e., as loosely as possible, obstruction
of the esophagus will not occur.
Are there contraindications for this approach? We do not think so at

this time. Ten of our 13 patients who had extended myotomy with
fundoplication had a grossly distended esophagus (10 ± 2 cm). In fact,
extended myotomy with fundoplication is our treatment of choice for
achalasia.
On that note, and with a final thank you to my coauthors and the

society for the privilege of closing this paper, I will conclude.
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