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Manometry

Conventional

5-8 sensors

(3 to 5cm apart)



36 Sensors

Each sensor has 12 pressure sensitive segments 

HRM
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• Type I achalasia is associated with absent peristalsis and minimal esophageal body pressurization

• Type II achalasia is associated with pan-esophageal pressurization related to a 

compression effect

• Type III achalasia has evidence of abnormal contractility (spastic)
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Clinical Evolution of Achalasia
Assessing clinically relevant phenotypes

Pandolfino JE et al. Gastroenterology. 2008.





Presentation

• Dysphagia – (82-100%)

– Solids / liquids

• Regurgitation – (56-97%)

– Undigested food / saliva

– Recumbent 

• Weight loss – (30-91%)

• Chest pain – (17-95%)

• Heartburn / cough – (15-45%)

GERD



Most Common Presentation

• A 25 year old male presents with:

– HB and regurgitation for yrs

– Sx’s worse post prandially

– No dysphagia/chest pain/wt loss

– Previously diagnosed with GERD

– Treated with twice daily PPI’s with no help



History, History, History….

• A 65 year old female presents with:

– Dysphagia to solids and liquids for 2-yrs.

– Associated regurgitation

– h/o lapband surg. 5 yrs ago

– wt loss of 140 pounds



Case Study #3



Is It Achalasia?

• A 62 year old male presents with:

– Dysphagia to solids and liquids for 3wks.

– Associated regurgitation

– Bariums swallow- ?achalasia

– wt loss of 24 pounds in the past 2 months



Achalasia
Diagnosis

• History

• Manometry

• Barium esophagram

• Endoscopy

• CXR/CT Chest



















• No cure

• Aperistalsis / LES dysfunction

– None reversible

• All treatments lower LES pressure

– Alleviating obstruction

– Facilitating emptying

Treatment



Treatment Options in Achalasia

• Medications

• Botulinum toxin

• Pneumatic dilation

• Surgical myotomy

• POEM



Botulinum Toxin

Inhibitor of Ach release
SNAP-25 protein





Cumulative Remission Rate

Vaezi et al. Gut. 1999; 44:231-239. 

Pneumatic Dilation

Botulinum Toxin

N=14

(70%)

N=7

(32%)

p=0.017
Failures
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Pneumatic Dilation

• Most effective non-surgical tx

• Tearing LES

• Relief of obstruction

• Clinical improvement













PD vs Myotomy
Randomized Study

201 pts with achalasia

Randomized PD vs LHM

Mean f/u=43 months

NEJM. 2011; 364-1807-16.



PD and Young Patients

0
.0

0
.2

0
.4

0
.6

0
.8

1
.0

0 12 24 36

Total Patients Being Followed

Time Until Further Treatment after 3.0cm PD

Time Until Further Treatment after 3.0 and 3.5 cm PD

0 months 12 months 24 months 36 months

60 37 31 25

57 24 17 13

Follow-Up (months)

P
ro

p
o

rt
io

n
 R

e
q
u

ir
in

g
 N

o
 F

u
rt

h
e

r 
T

re
a
tm

e
n
t 3.0+3.5 cm

3.0 cm

Farhoomand and Vaezi. CGH. 2004; 2:389-94.



Subtypes and Tx Outcome

Rohof et al. Gastroenterol. 2013; 144-718-25.





Subtypes and Tx Outcome

PD/LHM

N=44

N=114

N=18

Eckardt Score <=3

Rohof et al. Gastroenterol. 2013; 144-718-25.



Subtypes and Tx Outcome

P=0.04 P=0.1

P=0.3

P=0.04

Meng et al. Surg Endosc. 2017; 31-4665-72.



• LHM, PD and POEM are effective modalities for patients with 

achalasia (ACG / ASGE)

• POEM or LHM for type III achalasia may be more efficacious alternative 

to PD (ACG)

• POEM preferred for type III achalasia (ACG/ASGE)





Opiates an Issue?

Ratuapli et al. AJG. 2015.



Treatment Algorithm

Patel et al. G & H 2017

Achalasia

EGD/HRM

Botulinum toxin 

injections

Lower esophageal sphincter

Pharmacologic therapy 

or repeat botulinum 

toxin injections

Consider dietary counseling
Esophagectomy

Graded PD

POEM
(Age <40 years, 

type III achalasia)

HM
(Age <40 years, 

type III achalasia)

Failed 

response

Failed response

Dilated/tortuous esophagus

Low surgical risk High surgical risk




