Surgical management of achalasia in the bariatric surgery population: a single institution experience
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Table 2. Bariatric surgery prior to achalasia diagnosis (Group 2)
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BACKGROUND RESULTS Patient Time Type of |Treatment |Length of |Response to treatment |Need for further treatment
. . L . . . . . C . . L interval halasia|of foll
Achalasia in the morbidly obese population is reported to coexist with a prevalence  Group 1 consisted of three patients with achalasia diagnosed prior to bariatric pariatric | |achalasia |(after
of 0.5-1%. Patients with both diagnoses should be offered treatment, however the  surgery (Table 1). Two underwent laparoscopic Heller myotomy (LHM) and one had a surgery - achalasia)
optimal achalasia intervention and timing relative to bariatric surgery is unclear. Per Oral Endoscopic Myotomy (POEM). All three patients underwent gastric bypass 2p band el
(LGB) between 2-5 years after achalasia diagnosis/treatment. One suffered severe — —
_ _ . - _ _ _ 4 8 yrs 1 Lap band|4 yrs Mild improvement Repeat dilations
reflux and regurgitation postoperatively, requiring radiofrequency energy application el &
to the lower esophageal sphincter. Eventually, all three experienced relief of F;JOXJ;PD
. mm
dysphagia at one year. E—
5 13 yrs 1 Stent +|1 yr Initially good, recurrent|Repeat dilation of GJ and GEJ at 1 yr
METHODS . . . . L . L . -
Group 2 consisted of nine patients with bariatric surgery prior to achalasia diagnosis fz%EmMm; PD dysphagia at 1 yr
Patients we.re.lde.ntlfl.ed in a retrospgctlve review of thg electronlc.medlcal record in  (Table 2). The mean age was 60 years old. There was an even distribution of achalasia |g yrs | HM 2 yrs nitially good, recurrent|Multiple repeat dilations
dan academ|c Institution. Of 245 patlents d|agnOSEd W|th aChaIaS|a b@tween 2012- Subtype based on Chicago Classiﬁcation_ |n|t|a| bariatric Operations were 5 LGB, ) dysphagia at 2 mo,|Recommended for esophagectomy
. . . . . . i i aspiration pneumonia
2019, 12 unc erwent I?arlatrlc su.rgery. and were |n.cluded. Variables coIIec.ted |.nclude. aparoscopic sleeve gastrectomy (LSG), 1 duodenal switch, and 1 lap band. One LSG Comfort care measures pursued
type of achalasia .(Chlc.ago clz.;\ssmcatlon),. achala5|a treatment method., tlme interval  patient underwent simultaneous LHM with conversion to LGB. Mean duration |, oy, |3 LHM  with|2 vrs persistent  dysphagia,[Remnant  gastrostomy  tube
between achalasia diagnosis and bariatric surgery, type of bariatric surgery, petween the bariatric surgery to achalasia diagnosis was 8.3 years. Achalasia 3 mo s/p HH repair severe reflux, chest pain |placement
. . - . : . . . — .. . truncal
corr.mpl|cat|on(s).o.f bar!atnc surgery, response 1o écl.walasm treatm.ent., and fOHOW Hp- treatment was varied and included pneumatic dilation (1), Botox injection (1), POEM vagotomy Esophagectomy c/b anastomotic leak
Patients were divided into two groups based on timing of achalasia dlagn05|s relative (1), LHM (6) Most patients underwent LHM (6/9) and had initial improvement; 8 4 mo Robot LHM |2 mo Resolution of dysphagia
to bariatric surgery. however, all patients save two (4/6) had recurrent dysphagia. One LHM required |9 15yrs |3 Botox Lost  to|Unknown
. . . cere g . follow up
esophagectomy for persistent dysphagia. One POEM patient had initial improvement 5
followed by recurrent dysphagia at 1 year. Postoperative bariatric complications such |gastrectomy
as gastrojejunal anastomotic strictures (2), confounded the reporting of dysphagia |© L 2 ity 2 e Minimal improvement |Repeat EGD at 3 and 5> months post op
symptoms. Tortuous esophagus and incisura
: : L is s/p dilation of s|
Table 1. Achalasia treatment prior to bariatric surgery (Group 1) - Stenos.'s S./p 'at'on? >IEEVE
- — — — - 11 6 yrs 3 Robot 2 yrs Initial improvement, but|EGD dilation of GJ stricture
Type of Treatment of Response to | Time Interval Bariatric | Bariatric surgery | Follow | Additional | Response to achalasia LHM, then BT
Patient | achalasia achalasia treatment achalasia 2 surgery complication up TX symptoms conversion dysphagia Follow up EGD with noted esophageal
bariatric surgery DA FOREN
Duodenal
1 3 POEM Resolution 10 months RYGB None 3 yrs None No dysphagia, good weight loss Switch
. 12 9 yrs 2 LHM + HH|3 yrs Resolution of dysphagia | Chronic malnutrition
of dysphagia .
repair with
mesh, J-
2 Not Robot LHM | Resolution 2 months RYGB GJ stricture 1yr EGD X2 | Rare dysphagia 53 tube ( ) i 0
: : : Pneumatic dilation (PD); peroral endoscopic myotomy (POEM); gastrojejunostomy (GJ); gastroesophageal junction (GEJ);
reported WIthOUt. . of dysphagla W_Ith. G laparoscopic Heller myotomy (LHM); esophagogastroduodenoscopy (EGD); roux en-y gastric bypass (RYGB); hiatal hernia (H|
fundoplication dilation
3 1 LHM with Dor | Resolution 5 years RYGB None 3 yrs Stretta 1 vyear: Regurgitation, severe CONCLUSIONS
fundoplication | of dysphagia (lap to (RFA  of | GERD, aspiration pneumonia Successful management of achalasia in the bariatric surgery patient population is
open) GEJ) challenging. In our study, patients who underwent treatment for achalasia prior to
2 yrs s/p Stretta: bariatric surgery had more favorable symptom resolution than those in which
No _dysophag'aé ST bariatric surgery preceded achalasia treatment. Improved screening of dysphagia
régurgitation and nausea symptoms pre-bariatric surgery may improve outcomes. Whether these interventions
Peroral endoscopic myotomy (POEM); roux en-y gastric bypass (RYGB); laparoscopic Heller myotomy (LHM); gastrojejunostomy (GJ); esophagogastroduodenoscopy (EGD); should be performed concurrently, or in a particular sequence, remains unclear and

radiofrequencyv ablation (RFA): gastroesophageal iunction (GEJ) future prospective studies are needed.
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