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ABSTRACT

BACKGROUND: Two forms of the lower esophageal sphincter functional pathology (LESFP) are defined: cardio spasm and
achalasia. This pathology may progress with the nearly normal, increased or decreased esophagus motility. Analyzing our
cases we found that clinical features correlate well with the motility of esophagus. Therefore we modified the academician B.V.
Petrovsky's classification which is accepted the Eastern Europe and CIS countries and is based on the oesophageal dilation
degree. This point is important for the selection of treatment methods and prognosis. PURPOSE of our research was to get the
indications of treatment methods more precise and to improve the results of treatment of LESFP. MATERIALS AND
METHODS: Analyzing clinical and x-ray findings we got assured that cardiospasm properly could be divided in two groups: "A"-
when the disease is associated with the normal or nearly normal esophageal motility and "B"-when the motility is decreased.
Achalasia always progresses with the decreased esophageal motility. We determine it as cardiospasm "C". RESULTS: Out of
922 patients with LESFP cardiospasm "A" was diagnosed in 58% of cases, "B" - 15% and achalasia and megaesophagus were
diagnosed in 27% of patients (cardiospasm "C"). CONCLUSION: The addition of esophageal functional condition to the
academician BV Petrovsky's classification makes it more complete and informative, lets possible to define a clinical form of
cardiospasm. It's been getting possible to refine indications of cardiadilation and surgery.
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wo forms of the lower esophageal sphincter
functional  pathology  (LESFP) are  defined:
cardiospasm and achalasia. This pathology may

progress with the nearly normal, increased or decreased
esophagus motility. Analyzing our cases we found that
clinical features correlate well with the motility of
esophagus [1].

There are many classifications of the lower esophageal
sphincter functional pathology (LESFP). In the East Europe
and CIS countries the classification of academician B.
Petrovski is widely used. At first, the author had
distinguished 4 stages: 1) Functional spasm of esophagus
with insignificant dilation. 2) Permanent spasm with
moderate dilation 3) Scar formation in the muscular layer
of cardia with significant dilation 4) Severe stenosis of
cardia with vigorous dilation of esophagus.

Inclusion of organic changes in the LESFP classification
does not correspond with the modern view of the
neuromuscular nature of this disturbance. Such changes,
like scars and stricture are considered to be a result of
complications or treatment. Using this classification and
meeting modern view of LESFP, quantitative measures of
esophageal dilation were developed. These measures are
the base of this classification: Stage I-esophageal dilation
up to 2-2.5 cm; Stage ll-dilation up to 2.5-4 cm. Stage llI
— up to 5-8 cm and stage IV — dilation and lengthening of
the esophagus over 8 cm [2].

However, in the final version of academician B. Petrovski’s
classification the functional status of esophagus is not
reflected.

MATERIAL AND METHODS

Analyzing 922 cases of LESFP we have got assured that
this pathology progresses with nearly normal, increased
or decreased esophageal motility. Studying clinical
features of LESFP we found well defined correlation
between clinical signs and esophageal motility.

We have got assured that esophageal motility has a
great importance not only for the clinical appearance of
LESFP but for the choice of treatment, for outcome and
complication prognosis. Therefore, we decided to include
the esophageal motility state the classification of LESFP.
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We offer the classification of LESFP which defines 3 forms
of disturbance.

Clinical signs and x-ray data make us assured that 2
groups of patients are to be distinguished among the

cardiospasm patient: Cardiospasm "A" — cases with
normal or nearly normal esophageal motility;
Cardiospasm "B" — cases with increased esophageal

motility. Achalasia is always associated with decreased
esophageal motility.  Although, some investigators
distinguish achalasia as a separate disturbance, others
believe that it is a form of cardiospasm.

Sharing the later approach, we develop the following
classification of LESFP.

Cardiospasm "A" — spasm of cardia with normal
esophageal motility
Cardiospasm "B" — spasm of cardia with esophageal

hyper motility.

Cardiospasm "C" — Achalasia-failure of opening of cardia
with decreased esophageal motility.

Sharing academician Petrovski's  classification we get
more informative and improved classification with
reflection of functional stare and dilation grade of the
esophagus. The distribution of patients according to the
such classification is shown on Tab. 1.

RESULTS

The majority of patients — 58% belong to group "A", less
of them to group "B"- 27%. The "C" group contains 15%
of patients only. The major group of esophageal dilation
has Il degree (51%).

In general | degree of dilation is associated with least
motility disturbances but Il stage - with hypermotility. lll
stage group is the largest. It contains patients with normal,
increased and decreased esophageal motility. IV degree

dilation group unites patients with achalasia and
megaesophagus.
According to the recommended classification, LESFP

diagnosis is formulated like this: "Cardiospasm B II" i.e. the
patient has a cardiospasm with esophageal dilation from
2.4 to 4 cm and with its increased motility.
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DISCUSSION

Analyzing our cases according to our classification, we
made some corrections in indications for two main
methods of treatment of cardiospasm: cardiodilation and
surgery.

We got assured that cardiodilation is the essential
method of treatment for ‘A’ group patients. They develop
fewer recurrences and they have 5-6 months long clear
period between them (up to 10 years). In general, one or
two dilation procedures are enough.

For group ‘B’ patients the series of dilation procedures
are required to achieve satisfactory results. Interval
between recurrences gets shorter (from 6 months to 1
year). For such patients the surgery is indicated.
Repeated dilation procedures are not recommended,
because a scar formation following them makes difficult

2004 January/March, Volume 4, Issue 1

Among surgical methods most authors prefer Heller
procedure with proximal selective vagotomy plus Nissen
fundoplication as an antireflux component.

Analyzing our material, we concluded that neither
complete nor incomplete fundoplication must not be used
in cases with decreased esophageal motility (cardiospasm
‘C’). Unsatisfactory results of this method are caused by
impaired esophageal motility but not by ‘hyper function
of the fundoplication cuff’ as believed.

CONCLUSION

The inclusion of functional state of the esophagus in the
classification of cardiospasm allows us to distinguish more
clinical forms of cardiospasm and to revise indications of
surgical treatment. The application of offered
classification is necessary for the selection of
appropriated method of treatment of cardiospasm.

or even impossible to perform Heller type procedures
developing the stricture of distal esophagus.

Esophageal dilation stage
Esophageal motility degree Clinical group I 1T I v E %
2-2,5 cm 2,5-4 cm 5-8 cm 8 cm >

Nearly normal Cardiospasm "A" 21 196 318 - 535 58
Increased Cardiospasm "B" 6 51 82 - 139 15
Decreased Cardiospasm "C" 4 39 64 141 248 27

Total 31 286 464 141 922

% 3 31 51 15 100

Tab.1 The distribution of patients according to the classification of LESFP.
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Kaunnnueckue (l)OprI (l)yHKHHOHaJILHOﬁ nmaToJOIrum HU’KHETro NMUInmeBoJHOIro

chuHkKTepa
Cynxan Kemoxnuose

Kadenpa xupyprun TOHIHCCKOTO rOCy1apCTBEHHOTO MEIUIIITHCKOTO YHUBEPCUTETA, | py3us

PE3IOME

B cneuuwanbHOM nuTepaType paccMaTpuBalOTCs OBE KIMHUYecKkMe (POpMbl (DYHKLMOHAMNBHOM MaTONIOMMM HUXHEro NULLEBOOHOMO
cuHkTepa (OMHMC). Mexagy Tem OMHIMC npoTekaeT € NOYMTM HOPMArlbHOW, MOBBILEHHOW UMW MOHWXEHHOW MOTOPUKOM
nuwesoaa. Mbl 06HapyXunnm KOppensumio KIMHUYECKOW KapTuHbI C MOTOPMKON MuLLieBOAa. YYeT AaHHOro obctosATenscTtsa umeet
bonbluoe 3HayYeHMe AN NpaBUIbLHOTO BblibOpa MeTofa reyYeHusi, MPOrHO3MPOBAaHUSI PE3yNbTaTOB JIEYEHUS U BO3MOXHbIX
ocrnoxHeHuin. B ctpaHax BoctouHoit EBponbl m CHIT pacnpocTpaHeHa knaccudwmkaumsi yHKLMOHANbHOW NaTonorMn HKHEro
nuwesogHoro cduHktepa (PrHMC) akag. B.B. MNMeTtposckoro. OcHOBY AaHHONM kraccudukaumm cocTaBnseT CTeneHb paclumpeHus
nuweBoaa. Llenbio gaHHOrO vccrneqoBaHus SIBMSIETCA COBepLUeHCTBOBaHMe knaccudpmkauum OMNHMC akap. b. lMeTtposckoro-
oTpaxkeHue B Hell (hyHKLMOHANBHOMO COCTOSIHWUSA nuieBoaa. MnyBoKuin aHanmna KNMHUKO-PEHTIEHONOMMYECKMX AaHHbIX 922 GoMbHbIX
¢ ®IHINC nokasan, 4To COGCTBEHHO Kapanacnasm YeTKo AenuTcs Ha ABe rpynnbl: kapguacnasm A — korga 6onesHb npotekaeT Ha
oHe HOpMarnbHOWM Unu 6rn3kor K HopMe MOTOPHOM aKTUBHOCTU NULLEBOAA, kapamacnasm b — korga moTopuka nuweBoga pesko
nosblleHa. YTo KacaeTcsi axanasuu, oHa Bcerga NpoTeKaeT C MOHWXKEHHOW aKTMBHOCTbIO nuwieBopa. Mbl ee obo3HayaeMm kak
kapamacnasm B. M3 922 6onbHbix ¢ ®MHIMC kapamacnasm A obHapyxwunca y 58%, B — y 15%, a B rpynny axanasuu u
Meraa3odaryca (kapauacnasm B) Bownu 27%. YueT B knaccudmkaumm akag. B.B. MeTpoBckoro ¢yHKUMOHANbHOM akTUBHOCTU
nvesona fAenaet ee 6Gonee WHMOPMATVBHOW W COBEPLUEHHOW, MO3BOMSET BbIAENUTb €lle OAHY KIMHUYECKyl opmy
kapavacnasma. Co3gaetcsi BO3MOXHOCTb MepecMoTpa MoKasaHuii kapavagunsatauuM 1 onepaTvBHOIO BMeELLATENbCTBa B CBETE
[aHHOM KnaccuduKaumn.

KJIDYEBFIE CJIOBA:

KapamMoCcrnasM, pakx KapIuu
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