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=Abstract=
Surgical Experience of Diffuse Esophageal Spasm
- A report of 2 cases -

Chang Min Lee, M.D.*, Sung Dal Park, M.D.*, Sung Rae Cho, MD.*,

Diffuse esophageal spasm(DES) is a rare disease seen in 4% of all patients studied in an
esophageal motility laboratory, and its diagnosis and surgical management is still
controversial. Recently, we treated two patients by extended esophageal myotomy for diffuse
esophageal spasm which was diagnosed by the clinical symptoms of patients, esophagoscopy,
esophagography, and esophageal manometry. The successful result of treatments was proved
with subsidence of previous clinical symptoms(dysphagia and chest pain), postoperative
esophagography and esophageal manometry. We present the results together with the review

of literatures.
(Korean J Thorac Cardiovasc Surg 1998;31:427-31)
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Fig. 1 Preoperative and postoperative eso phago-

grams in case 1. Preoperative esophagogram(eft)
shows multiple segmental contractions in mid &
lower esophagus, and postoperative esophagogram
(right) shows well dilatated esophagus without any
abnormal contrations
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Fig. 2. Preoperatve and postoperative esophageal
manometry in case 1. Preoperative esphageal manometry
(above) shows simultaneous and repetitive contractions in
esophageal body, but postoperative follow-up esphageal

manometry(below) shows disappearance of abnormal
contractions.
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Fig. 3 Preoperative and postoperative esophago-

grams in case 2. Preoperative esophagogramileft)
shows luminal narrowing and tiny multiple segmental

contrations, and postoperative  esophagram(right)

shows well dilatated esophagus.
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Fig. 4 Preoperative and postoperative esophageal mano-
metry in case 2. Preoperative esophageal manometry(abo-
ve) shows simultaneous contractions in esophageal body,
but abnormal simultaneous contractions were disappeared in
postoperative follow-up esophageal manometry(below).

77} 3 em, 8 cm, 13 em FojA FA 17 mmHg, 17 mmHg,
8 g2 e G4 A= Qo5 BAgen
Jsich &F Asiolst $Eo] 249

A 14%1’741 El% }ML 37LA 9

i

a4 A= 7 #(diffuse esophageal spasm)< FF-2]%¢] 3
AY F5FNE EALR sf= =8 Ajto g “ﬂt‘“ﬂ 2]
EAE” o]gl= o7} 1889 Osgood’el] &3] HLoz 4
M= 93, Moersch® Camp?ell <& A4 _/1\_7‘4_0], Cre-
amer$} Donoghue $7¢1 2%l 2)% st Al (manometry) 47
o] AFez 7leHgich

FY) A2ARE A% oAl e, 22 F

9% A%, 5 A5 AT LEAL, o AR
9 A5 ARl FaFge dshel, §5, 297 o

—429 —



oAkl &
YHe AMEAH
Table 1. Proposed Manometric Criteria for Diffuse Eso-

phageal Spasm

”

Required
Simultaneous contractions( > 10% of wet swallows)*
Intermittent normal peristalsis

Associated findings
Repetitive contractions( = 3 peaks)*

Prolonged duration of contractions{ > 6 s)

Frequent spontaneous contractions

High amplitude contractions ( > 190 mm Hg in the distal
esophagus)*

Lower esophageal sphincter abnormalities
Incomplete relaxation( < 75%)*

high resting pressures( > 50 mmHg)*

* Abnormal values represent two standard deviations out- side
the mean for 50 asymptomatic healthy volunteers(23)
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