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Discussion: Session 2

Chairman: DR E. N. ROWLANDS

Medical Research Council Gastroenterology Unit,
Central Middlesex Hospital

DR GEAR (Gloucestershire Royal Hospital): I wonder
if I could ask Mr Gummer if he thinks it is important at
what point on the circumference on the oesophagus you
make the incision.
MR GUMMER (Central Middlesex Hospital): I approach

these from the left side and in general I would say the
incision is anterior. I don't think it matters a bit. When
we were doing the studies of the pharmacology of this
region I used to take quite wide strips of muscle away.
This left quite a big defect, but it certainly made sure
that the patient had a very good Heller's cardiomyotomy.
I do not really think it matters which side you go from, it
simply presents itself.
DR PAGLIEROR (Hammersmith Hospital): If you

believe Ellis' figures which show that one-third of these
patients, whether or not they have an operation, will go
on to develop cancer, I believe that these patients should
be routinely endoscoped at yearly intervals for exclusion
of carcinoma. Carcinoma is difficult to diagnose in these
patients, because they have dysphagia. They also tend to
be in the dilated segment and therefore do not cause dys-
phagia early. I would appreciate Mr Gummer's views on
that.
MR GUMMER: I can only say that we recently carried

out a follow-up on all our patients, many of them going
back over 20 years. We have not done routine endoscopic
examinations on them and we have only had one case
that has developed a carcinoma following myotomy and
that was a lady with a very, very grossly dilated oeso-
phagus.
DR ROWLANDS: Has any one else had any experience of

carcinoma complicating achalasia, because these figures
from Guy's do seem to be unique. At a conference on the
oesophagus last year a lot of evidence was produced to
support the view that there is an added incidence of
carcinoma. I think this is an unsolved problem, and we
need more evidence as to whether successful cardio-
myotomy reduces the incidence of carcinoma. Usually it
is thought that it does not, but I think there is insufficient
evidence.

DR KIRKHAM (St James's Hospital, Balham): That is
more or less what I was going to say, but I want to raise
one other point with Dr Misiewicz. At Balham for some
time we have been performing vagotomies and in fact
denervating the last few centimetres of the oesophagus
completely. In about 130 cases of doing this with a highly
selective vagotomy, we had four cases who developed
dysphagia within a week or so after the operation. On
gastrografin or barium swallow the appearances have
been absolutely typical of achalasia, or of an early
achalasia stricture without the dilatation. All of these
patients have managed to swallow Hurst's bougies and
the symptoms and the radiological findings have all
resolved within a few weeks. I wonder if Dr Misiewicz
has any comment on that.
DR MISIEWICZ: I have but I am going to ask Dr

Edwards to reply.
DR EDWARDS: Can I refer you to a paper in the Lancet

2 or 3 years ago on this. When you do a vagotomy
for a peptic ulcer you do not denervate the cardiac
sphincter. The nerve supply is intact, the muscle contracts
and relaxes normally. The dysphagia you get results
from oedema and inflammatory reaction around the
sphincter area and this is why it resolves: fortunately in
your cases so quickly. Sometimes however, it goes on to
a fibrous sleeve. I have now seen five of these fibrous
sleeves which had to be removed. One clue to the fact
that there is no denervation, is that the symptoms do not
come on immediately. For a few days the patient can
drink and swallow solids. It depends how soon you let
them have food, but if the patient is fed straight away
they can swallow for a few days and then they go on to
have dysphagia for solids. If the situation is going to be
more difficult it goes on to dysphagia for liquids and then
if you are lucky, the process is reversed. The radiological
appearances depend upon the radiological technique. If
the technique demonstrates the persistence of the peri-
staltic wave, you will see that it is still there. The radio-
logical appearance is really quite different from achalasia.
I have seen now something like fifty of these cases and
there is really no difficulty in making the distinction.
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