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PDF Split View article Content Figures and Table Video Audio Additional data Achalasia is a relatively rare primary esophagus motor disorder, characterized by a lack of relaxation of the lower esophagus of the sphincter and peristalase along the esophagus of the body. As a result, patients are usually
present with dysphagia, regurgitation and sometimes chest pain, pulmonary complication and malnutrition. Recently, new diagnostic techniques and therapeutic techniques have been added to the arsenal for the treatment of ahalasia. In order to offer physicians and patients the latest framework for
making informed decisions about the management of the disease, the International Society for Oesophaged Diseases Guidelines proposed and endorsed the Esophageal Achalasia Guidelines (I-GOAL). The guidelines were prepared in accordance with the Research and Evaluation Guidelines
Assessment Tool (AGREE-REX), accredited to produce NICE UK guidelines. A systematic search for literature was carried out, and the quality of the evidence and the strength of the recommendations were assessed in accordance with the evaluation of the recommendation, development and evaluation
assessment (GRADE). Given the relative rarity of the disease and the paucity of high-level data in the literature, this process was integrated with the three-step anonymous voting process for each application (DELPHI). The guidelines only adopted statements of 80% approval. Fifty-one experts from 11
countries and 3 representatives of patient support associations participated in the preparation of the guidelines. These guidelines relate specifically to the following issues of ahalasia: Diagnostic Work, Disease Definition, Presentation Severity, Treatment, Botulinum Toxin Injection, Pneumatic Dilation,
POEM, Other Endoscopic Treatments, Laparoscopic Myotomy, Prevention of Relapse, Follow-up and Risk of Cancer, End-Stage Achalasia Management, Treatment Options, Achalasia, Statement. Assessment of the consensus agreement. Recommendations. Diagnosis of achalasia 1 high-resolution
gauge is a test of choice for the diagnosis of achalasia (compared to conventional gauge) 94.2% We recommend using HRM to diagnose esophageal akhalysia. Conditional recommendation; GRADE is low.  2 Chicago classification is a useful tool for determining clinically significant phenotypes of
achalasia. 90.4% Recommend the classification of ahalasia by Chicago classification. The recommendation for good practice 3 Temporary barium esophagram offers an objective assessment of diseases and results after treatment (compared to traditional barium esophagoma). 90%. We recommend
taking TBS in the diagnostic pathway of ahalasia and assessing the outcome Conditional recommendation; GRADE is low. 4 Endoscopy should be performed in patients with suspected ahalasia to eliminate malignancy of the esophagus compound. 98.1% We recommend UGI endoscopy in adults with
suspected diagnosis of achalasia to rule out neoplastic pseudoachas. Recommendations for good practice. 5 Evaluation Eckardt is a simple tool for measuring the severity of symptoms in patients with achalasia, but it should be integrated with objective measures such as isophagogram and gauge. 86.5%
We recommend using the Eckardt assessment as part of an initial and follow-up assessment in patients with achalasia. Recommendations for good practice. Treatment of ahalasia Medical treatment with nitrates, calcium blockers, or phosphodiesterase 6 There is no conclusive evidence that nitrate
treatment is effective for symptomatic relief in adults with achalasia. 86.5% We recommend against the use of nitrates, calcium blockers or phosphodiesterase to treat achalasia. GRADE: Low. 7 There is no conclusive evidence that treatment with calcium blockers is effective for (short-term) symptomatic
relief in adults with achalasia. 88.2% in adults with achalasia, there is no evidence that treatment with phospho-diesterase inhibitors is effective for symptomatic relief. 84.3% of botulinum toxin injections (BTI) 9 BTI has limited use in young patients (under 50 years of age). 92.3% We recommend against
the use of BTI in patients under 50 years of age, to control symptoms. GRADE: Very low: We recommend against BTI as an effective therapy (symptom control) for achalasia patients suitable for surgery (LHM) or Pneumatic dilation GRADE: moderate. 10 BTI should be reserved for patients who are unfit
for surgery or as a bridge to more effective therapies such as surgery or endoscopic extension 94.3% 11 Repeat Botox treatments are safe but less effective than the initial treatment 82.4% recommendation: Botox injections can be safely repeated, but the doctor and patients should know that their
effectiveness is lower than in the initial treatment. A conditional recommendation. GRADE: Low. 12 There is no evidence to support Botox injections in the lower esophagus of the body (in addition to injections in LES) in Type III ahalasia patients. 92.1% We recommend against BTI in the oesophagus,
even in the presence of type III ahalasia. GRADE: Very low. 13 There is no evidence that patients undergoing repeated LES BTI should be treated with an increased dose of BT. 96.1% We recommend against the use of an increase in the dose of BT when retreating. GRADE: Very low. Pneumatic dilation
14 In patients with ahalasia, graded PD is an effective method in terms of improving symptoms and swallowing function. 90.4% Recommended graded pneumatic pneumatic as an effective treatment (control of symptoms, including dysphagia) for the oesophagus of ahalasia. Strong GRADE
recommendation: moderate. Patients seeking longer remission may choose surgical treatment. 15 In patients with achalasia who received PD, the best post procedural test to evaluate if perforation occurred gastrogratin (iodine contrast) swallow. 80.8% Recommend that after PD patients are observed
within 4 hours. The water-soluble contrast of iodine (gastrogratin) of the oesophagus (or CT with oral contrast) should be performed if any symptoms, even if moderate, suggest that perforation is present after dilation. We recommend not to use contrast esophagram or CT scan shortly after PD. A
conditional recommendation. GRADE: Low. 16 There is only limited evidence that pneumatic dilation can be used as a first-line therapy in megaesophage (diameter of zgt;6 cm and sigmoid form). 82.4% We make no recommendations about pneumatic dilation as the first line of therapy in the
megaesophage GRADE: very low. 17 There is no evidence that patients undergoing graded dilation should be treated with proton pump inhibitors as supportive therapy after the procedure, unless 24-hour pH monitoring is symptomatic or positive. 94.3% We recommend against the prophylactic use of
PPIs after PD if GERD symptoms are present or objective evidence of reflux is not demonstrated. Grade's conditional recommendation: very low. Oral Endoscopic Myotomy (POEM) 18 Treatment of patients with Ahalasia POEM, leads to similar results in swallowing functions compared to alternative
treatment (Heller's myotomy or PD), at least in the medium term follow-up (2-4 years). 88.4% We recommend POEM as an effective therapy (symptom control) for achalasia in both short- and medium-term follow-up with results comparable to Heller's myotomy to improve symptoms. A conditional
recommendation. GRADE: Very low. We recommend POEM as an effective therapy (symptom control) for ahalasia in both short- and medium-term follow-up with results comparable to pneumatic advanced to control symptoms. A conditional recommendation. GRADE: Low. 19 POEM ahalasia treatment
is associated with a higher incidence of GERD compared to alternative treatments (Heller's myotomy with fondoplasty or PD). 96.2% We recommend that preliminary information about GERD risk should be provided to the patient and follow-up acid suppression therapy is considered after POEM.
Recommendations for good practice. Patients who seek non-surgical treatment (PD) or surgical treatment with lower post-procedure GERD (Heller's myotomy) should be told that these options exist. 20 There is no evidence that previous treatment of patients with achalasia with PD or Botox reduces the
technical feasibility of POEM and leads to lower results. 86.6% We recommend as feasible and effective to relieve symptoms in patients previously treated with previous endoscopic therapy. Conditional recommendation; GRADE: Very low. 21 POEM is suitable for treating symptoms of persistence/relapse
after laparoscopic myotomy. 88.2% We recommend using POEM to relieve symptoms as an option to treat relapses after LHM. A conditional recommendation. GRADE: Low. 22 Achieving skills with the POEM procedure includes a poet-positive approach to education and a certain learning curve for both
medical and surgical endoscopes. 90.2% We recommend that appropriate training with the in vivo/in vitro animal model and adequate protoria before the start of the POEM clinical program should be considered. Recommendations for good practice. Alternative treatments: extractable stents and intra-
sphincter injections with ethanol with oleate or polydocalanol 23 There is little evidence to support that modified extractable stent placement in LES is an effective treatment for patients with axalasia. 98% We recommend against temporary (extracted or absorbed) stents and intra-sphincter injections with
ethanol oleath for achalasia. A conditional recommendation. GRADE: Low. 24 There is little or little evidence to support the use of endoscopic sclerotherapy with ethanoline oleate or polydocaanol as an effective first treatment for patients with achalasia. 96% We recommend against temporary (extracted
or absorbed) stents and intra-sphincter injections with ethanol oleath or polydocanol for ahalasia. A conditional recommendation. GRADE: Low. Heller's laparoscopic myotomy 25 Best results for LHM are achieved in (Chicago) Type I and Type II ahalasia patients. 90.4% We recommend Hetler's
laparoscopic myotomy for symptom control in Chicago type I and Type II ahalasia. Strong recommendation. GRADE: Moderate. 26 Heller's laparoscopic myotomy should include a 6 cm myotomy in the esophagus and 2 to 3 cm in the stomach, as measured by GEJ, to effectively control symptoms in
patients with achalasia. 94.2% We recommend To allow Ther's laparoscopic cardiomyotomy to be expanded at least (6 cm proximal for GEJ and at least 2 cm of distal GEJ. Conditional recommendation. to partial (back or front fundoplication), but not a full 360 wrapper should be added to reduce the long-
term risk (5 years) of developing gastroesophageal reflux and dysphagia after myotomy. Strong recommendation. GRADE: moderate. 28 Laparoscopic myotomy With partial fundoplication is just as effective in improving swallow function as Heller's myotomy alone. 82.7% Recommended partial partial
when performing Heller's myotomy to prevent the subsequent development of gastroesophageal reflux without compromising adequate control of dysphagia. We recommend against LHM only because of the risk of gastroesophageal reflux. Strong recommendation. GRADE: High. 29 LHM (or other
treatments like POEM or PD) should be considered as a first-line treatment option in ahalasia patients with sigmoid esophagus (compared to the esophagus). 86.5% We recommend standard endoscopic or surgical therapy in surgically naive patients with sigmoid form of oesophagus, leaving oesophageal
therapy as a secondary option in the event of failure of the first line of therapy. A conditional recommendation. GRADE: Very low. Recurrence of achalasia after treatment 30 Improvement symptoms is the most relevant clinical parameter to determine the success of surgical or endoscopic treatment of
achalasia. 90.4% We recommend assessing symptomatic improvement as the best measure of success after treatment of achalasia. Recommendations for good practice. 31 In adults with achalasia, there is no universal definition of failure after any treatment. 88.4% Recommendation: see the following
statement. 32 Recurring symptoms after treatment of achalasia should be regularly tested objectively. 100% We recommend objective testing in patients who suffer recurrent symptoms after treatment of achalasia, including UGI endoscopy, barium swallowing, gauge and 24-hour pH monitoring.
Recommendations for good practice. 33 The abstrual barium objectively demonstrates the failure of treatment with achalasia in patients with persistent/recurrent symptoms. 82.7% We recommend TBS as a reliable method for assessing the recurrence of achalasia. A conditional recommendation.



GRADE: Low. The risk of cancer in 34 ayalasia patients carries a moderately increased risk of developing squamous cell carcinoma after 10 years or more from the primary treatment of achalasia. 86.5% We recommend that patients with ahalasia be informed that a moderately increased risk of
oesophageal cancer is present in men at least 10 years after initial treatment. Recommendations for good practice. We make no recommendations about routine endoscopy or endoscopy intervals after any treatment. Management treatment failures of 35 patients with achalasia who do not respond to the
initial treatment of graded PD, should be directed to Heller's myotomy or POEM. 94.2% We recommend that patients who are fit for surgery and have symptomatic relapses after multiple pneumatic dilation, Heller's myotomy, or POEM should be considered. A conditional recommendation. GRADE:
Evidence is low. 36 esophageal laparoscopic myotomy is a safe, feasible and effective treatment after a botched Botox injection for achalasia. 96.2% We recommend LHM effective therapy for recurrence of symptoms after primary treatment A conditional recommendation. GRADE: Very low. 37 PD,
compared to re-myotomy or POEM, is the first treatment option after Heller's botched myotomy for achalasia. 80.8% We recommend pneumatic expansion as a safe and effective treatment for recurrence of symptoms after LHM. A conditional recommendation. GRADE: Low. 38 There is insufficient
evidence that laparoscopic myotomy or remade POEM offer better results than PDs after a failed POEM. 82.4% We make no recommendations about laparoscopic myotomy or rado POEM offering better symptomatic relief than pneumatic extended after a failed POEM. Further research is recommended
to provide high-quality data and clinical solutions. Diagnosis and treatment of the ultimate stage 39 ahalasia barium to swallow esophagram, compared to gauge, is the best diagnostic method for determining the ultimate stage of ahalasia (i.e. what requires the esophagus). 94.1% We recommend using
the barium swallow as the most accurate study to correctly identify the ultimate stage achalasia. Recommendations for good practice. 40 Pesophagealectomy is indicated in patients with permanent or recurrent achalasia after abandoning previous less invasive treatments (PD, POEM, LHM) and
radiological progression of the disease. 80.8% We recommend esophagus in patients with achalasia at the end of the stage who have failed other less invasive interventions. A conditional recommendation. GRADE: Low. Ahalasia in children 41 Children with suspicion of ahalasia should follow the same
diagnostic path as adult patients. 96% Recommend that children with pre-diagnosis of ahalasia undergo the same work as adults. Recommendations for good practice. 42 Surgical or endoscopic myotomy (compared to enlargement) is the preferred treatment for pediatric patients with idiopathic ahalazia
(IA), especially for those aged 5 years and older. 80% We recommend myotomy (either using laparoscopic or flexible endoscopy approach as the preferred treatment in children). A conditional recommendation. Rating: very low. 43 BTI is not a suitable first-line therapy in very young children with ahalasia.
81.6% We recommend against BTI as first-line therapy in very young children with achalasia (except for those children who are medically weak and high risk for surgery). A conditional recommendation. Rating: very low. 44 The long-term result of treatment of ahalasia in children should be assessed by
symptoms, function, physical growth and overall development. 94.4% We recommend that the long-term outcome of achalasia treatment in children should be carefully monitored by symptoms, swallowing functions, physical growth and overall development. good practice. Diagnosis and management of
ahalasia secondary to Chagas disease 45 There are slight differences between clinical clinical IA and ahalasia are secondary to Chagas disease. 86.2% We recommend that diagnostic methods used for IA should also be used for CDE, due to similarities in gauge and clinical features. A conditional
recommendation. GRADE: Low. 46 There is no difference in the treatment of idiopathic ahalasia and ahalasia, characteristic of Chagas disease. 90% We recommend that all IA treatments can be used for CDE to relieve symptoms. A conditional recommendation. GRADE: Low. Ahalasia is a relatively rare
esophagus motor disease characterized by a lack of swallowing induced relaxation of the lower esophagus sphincter (LES) and a lack of peristal along the esophagus of the body. Consequently, the transit of food to the stomach is disrupted and the patient usually experiences dysphagia. Other symptoms
reported are saliva regurgitation or undigested food, respiratory symptoms (night cough, recurrent aspiration, and pneumonia), heartburn, and chest pain.1 The most common form of achalasia is idiopathic and is mostly observed sporadically. In idiopathic achalasia (IA), the disease is secondary to the
destruction of the mycentric plexus, which coordinates both peristaltic contraction, and relaxation LES.2-4 A similar clinical picture may be present in patients with local or distant cancer (pseudo 5.6 or in patients with Chagas disease,7 both are characterized by the destruction of myenterical plexus either
by penetration of tumors, or by the spread of autoantibod or infection with tryranosomias cruseum. Although its incidence increases with age. It has been consistently estimated that the incidence ranges from 0.7 to 1.6 per 100,000 inhabitants/year.8-11 The prevalence of ahalasia is now estimated at 10
per 100,000 inhabitants. and that actual incidence is 2 to 3/100,000 with a much higher prevalence.12-14Acalia is a chronic disease, and all current treatment options can only scorch symptoms but not cure the disease. As a result, many ahalasia patients undergo multiple procedures throughout their
lives.1Diagnosis of achalasia is based on tests that include: esophageal gauges, which measure the pressure generated in LES and in the esophagus body; barium esophagoma and upper endoscopy of the gastrointestinal tract, mainly to rule out the presence of cancer (pseudoahalasia) and possible
complications of the disease (candidosis). Ahalasia treatments aim to reduce les pressure either by using drugs like injecting botulinum toxin (BTI) into LES or disrupting the les muscle by stretching its fibers with extenders or dividing it surgically or endoscopically (myotomy).15 However, however, over
the past 10 years, there has been a significant evolution of achalasia management with the introduction of new diagnostic tools such as high-resolution gauge (HRM)16.17 and treatment options such as oral endoscopic myotomy (POEM)18, temporary stent insertion and injection of chemicals into LES.
Ayalasia is a disease treated by both gastroenterologists and surgeons and two American scientific societies of gastroenterologists and surgeons (ACG and SAGES) have prepared guidelines for axalasia.19.20 This new clinical guide to ISDE for Akhalazia (I-GOAL), however, is distinguished by the fact
that it is interdisciplinary and international. Our guidance aims to offer all stakeholders (doctors and surgeons, patients and health policy managers) a useful and newest resource to apply the best evidence-based principles to the diagnosis and management of ahalasia, as well as Chagas disease
ahalasia. The guide is also based on a unique interactive methodology that allows the development of disease statements where there are several high-quality studies and scant evidence to support strong recommendations.21 Methods All forms of achalasia (adult, pediatric, ahalasia-related Chagas
disease and ahalasia associated with triple, Down syndrome, or other genetic diseases) have been examined. The Working Group consisted of 51 members in medical and surgical specialties, comprising three patient representatives and two organizers (GH and DL). Participants were selected among
the members of ISDE with a special interest in the management of the Ahalasia by two convocations. Other members of the team included a research consultant who coordinated the process and edited the submissions (CB) and the web developer (SG). The Central Bank and the SG (non-voting group
members) initially developed this process, which will be applied during the development of the guidelines. The group was geographically diverse with members from the US (19), Italy (8), Great Britain (3), Belgium (4), Australia (2), Brazil (7), Germany (2), France (2), Netherlands (1), Japan (1), China (1),
Argentina (1). The panels were created by inviting participants from gastroenterology and surgery to work in training groups led by the Chairman.We systematically searched for evidence, selected evidence, and integrated this with three rounds of eDelphi process to gain consensus on key areas:
Diagnostic work, disease detection, severity of presentation, medical treatment, BTI, Pneumatic dilating (PD), POEM, OTHER endoscopic treatments ,Management of end-stage ahalasia, treatment options failure, Ahalasia in children, Ahalasia secondary to ChagasaAlasia secondary disease Diseases.
We have ruled out secondary akhalasia as it is not a very well defined condition. Our approach has combined the principles of evidence-based medicine, supported by Literature reviews using the iterative anonymous voting process22-24 and the method used accredited to guide the production of NICE
UK.25 The online platform has allowed anonymous individual feedback and change of opinion during the process, along with controlled evidence feedback regulated by the Coordinator (CB) and Consensus Chair (GH). Initially, the team was asked to identify areas where there is uncertainty in
management and to provide clinical issues structured by population, intervention, comparator and results (PICO). Keywords identified from clinical issues were used to build literature searches in electronic databases (search strategy application), the main steps in the process were: (1) choosing a
consensus group and identifying clinical issues; (2) Group development of draft applications; (3) systematic literature reviews to identify evidence to support each claim; 4) production of evidence-based discussions using selected evidence; (5) 3 rounds of iterative voting and comments. The initial stage
was the development of statements followed by a comprehensive review of the literature. Statements were prepared describing population size, intervention or management strategy, whether the comparison strategy and the results assessed were applicable. Participants were assigned to groups
corresponding to the statements and developed appropriate summaries for each application using available literature. These summaries were written by the team members and included all relevant evidence specific to each application, which contained a specific reference to any studies that were
evaluated but which did not contribute to additional evidence. Summary Statements were then posted online for voting and feedback for guidance clarification. Respondents were asked to choose one of the following statements; agree strongly (A), agree with the reservation (A), unresolved (U), disagree
(D) or disagree strongly (D). Participants voted on the statements, the evaluations were made on the basis of the participants' comments and the judgement was informed of the supporting evidence. We have identified a consensus because 80% of respondents strongly agree with or agree with the
reservation. When no agreement has been reached, we paraphrased the statement to see if this would provoke a stronger agreement. If, after at least two rounds of voting, no strong agreement was reached, it was excluded. We electronically collected declarations of conflict of interest at each stage of
the voting process, electronically, when voting. This study is a secondary analysis of published work and is not related to interventions or interventions, so it does not require review by the ethics committee. However, the study is under the control of the MDDE and is subject to review by the IPDE Ethics
Committee. GRADE We used the GRADE26.27 system to describe quality quality evidence and the strength of the recommendation. We used GRADE terminology for statements and recommendations.28 The lack of effects assessments and the potential bias inherent in the included observation studies
meant that much of the evidence was very low or substandard. Data from the randomized controlled trial (RCT) initially receive a high-quality rating, but are downgraded if the study methodology has a risk of bias, i.e. there is unexplained clinically relevant heterogeneity, circumstantial evidence, there is
important uncertainty around the evaluation of the effect or there is evidence of bias publication. As a result, RCT data may have very poor quality evidence if some of these problems are present. Evidence from observational studies starts with poor quality, but can be increased if the size of the effect is
large, there is a dose response and all plausible confusion will act in the opposite direction to the effect noted. After the completion of the consensus process, we used the GRADE approach to make recommendations, producing grade 29 profiles and we have quantified the strength of the
recommendations.30.31 Strong recommendation suggests that intervention should be offered to most patients most of the time while the conditional recommendation suggests that either lower quality evidence, the balance between benefits and disadvantages is closely balanced and/or important
uncertainty about the values and preferences of patients exists. GRADE ratings do not apply if recommendations are considered to be good practice, rather than evidence-based solutions for two or more competing management strategies. The systematic literature search Of Three Authors (MS, RS and
LF) independently searched the electronic databases of MEDLINE (via Pubmed), EMBASE and Cochrane Central Register of Controlled Trials (CENTRAL) from 2000 to December 2016 for English-language articles. The exclusion criteria included studies on spastic motor disorders in addition to ahalasia,
results from a series of cases with fewer than ten patients, and case reports. We used the PICO scheme to build our search strategy using search terms describing patient and intervention. In December 2017, an updated search was repeated using the term MeSH oesophagus ahalasia, and newly
published articles or articles requested by participants were added to the main database until January 2018, coinciding with our third and final round of voting. References to the included articles have been thoroughly searched to identify additional relevant studies. Participants were allowed to offer more
links (also outside the original if they found them suitable for study. Prior to the first round of voting, users could choose from this database, and the organizer (GH) and researcher (CM) used these bibliography to evidence-based discussions to link to each application available for review by the panel.
Participants were also asked to add new literature at each stage of the process. The team thus identified a list of the main references specific to each application and they were used to develop a discussion of the statement. The chairmen of the groups were responsible for the final selection of evidence
and discussion of statements on editing with moderation on the part of the Central Bank and the G.D.P. The literature search method allows additional articles to be included in the consensus process that may have been omitted during the initial searches (including recently published articles added in the
updates). Before the articles for citation were included, the articles were reviewed by the group members and the organizer (GH). The G.D.A. reviewed the studies obtained during the updated search in December 2017 and added the relevant studies to the online database; they were then included in the
evidence-based discussions. Appendix 1 describes the exact search terms used for each PICO statement, as well as the PRISMA search strategy and the stream generated. Literature search results from 3,183 articles were initially extracted (including 61 articles added with an updated 2017 search) and
128 were added by experts; After searching for updated literature, 22 articles were added in January 2018. A total of 466 articles were considered for the drafting of the Guidelines. A detailed PRISMA figure for each of the key areas is presented in the online supplement (Figure. S1-15) We found that the
overall quality of GRADE evidence associated with all statements was low or, at best, moderate, although the consensus process resulted in a high level of consensus on many statements. At the final round of consensus, we reached a consensus (≥80% agreement) on statements 47/57, 10 applications
were not accepted. Of these 10, at least 50% of the participants who voted agreed with the statement, but they were unable to reach consensus in accordance with our criteria. The two statements (about PD for the treatment of relapse after surgery) were similar in content and were combined for the
purposes of this manual manuscript. Based on the level of agreement and clinical significance, we selected 46 applications representing the following key clinically significant areas: 1. Diagnosis of achalasia, 2. Determining failures; 4. Risk of cancer and subsequent development of patients with ahalasia;
5 Failure management; 6. Determining the diagnosis and treatment of the final stage of achalasia; 7. Management of ahalasia in children; 8. Diagnosis and management of achalasia in Chagas disease. These 46 statements form the basis of this guide. All applications were archived: ( . Diagnosis of
ahalasia 1. HRM is the test of choice for diagnosing achalasia (by with normal gauges). I agree: 94.2% D (2%); D (0); U U A (26,9%); A (67.3%) HRM captures the intra-light pressure circumstage at an interval of 1 cm over a segment 36 cm along the length of the esophagus. This pressure data is
converted into a topographical color contouring area. HRM is easier to perform than conventional gauges, learning curve for color contour recognition shorter, and the inter-raider and intra-raider agreement for the Chicago classification of achalasia subtypes is very good for excellent.33.34 HRM has
created a new indicator for esophageal compound (EGJ) relaxation known as integrated Relaxation pressure (IRP) is measured in the swallowing window from the beginning of the swallow and the upper esophagus of the sphincter (UES) of relaxation until the arrival of peristralic contraction in LES or after
10 seconds in the absence of peristalase. Relaxation pressure is reported as the lowest value persists for 4 seconds after swallowing and can distinguish between LES and crural components of the diaphragm.35 One study showed a double increase in the diagnosis of achalasia compared to normal
gauges from 1 from 22% to 26%.36 Based on a series of 62 patients with a clearly defined 4-second IRP.15 mm. as was the sensitivity of 97% and only 3% of the false negative rate. This was a significant improvement in diagnostics compared to one nadir sensor of 7 mmHg. 52% with an astounding 48%
false negative rate.37 Despite evidence supporting the use of HRM, this test has not yet been widely accepted, especially in non-academic hospitals.38Recommendation: we specifically recommend the use of HRM for the diagnosis of esophageal ahalazi (compared to conventional manometrics).
GRADE: low.2. The Chicago Classification is a useful tool for identifying clinically significant phenotypes of achalasia. Agree: 90.4% (D) (1.9%); D (1.9%); 3 (5.8%); A (44,2%); A (46.2%) The Chicago Classification 3.0 was created to identify clinically significant phenotypes for esophageal motor models
that are associated with a major complaint of dysphagia using 10 5 ml of water swallowing. Using integrated relaxation pressure, specific distribution metrics and pressure models, the Chicago Classification 3.0 provides a system classification scheme that can identify achalasia into various subtypes (I, II,
III) and options that may indicate evolution/early ahalasia (EGJ churn obstruction) or achalasia in the context of low LES pressure (no contractivity).16.39 Achalasia subtypes are determined on the basis of contract and esophagus pressure patterns after the increased integrated relaxation pressure
establishes that resistance to the transit of the bolus at the food junction. This approach provides a more systematic mechanism for classifying ahalasia based on an algorithm with specific criteria and a high level of consent Translators. Thus, the Chicago classification 3.0 is a more reliable and
standardized method of classification of achalasia compared to conventional gauge and barium oesophagus, which do not distinguish patterns beyond vigorous achalasia. This classification scheme does not capture all patients with axalasia, as early ahalasia can be seen with the spread of contractions
and increased IRP (EGJ churn obstruction)39 and in the late stages where esophageal dyslatation occurs and intraesophageal pressures are too low to create an elevated IRP in the context of missing contract. Type II ahalasia has a better prognosis and while Type III tends to have a worst
forecast.16.40-44 Type I may represent a more advanced stage of ahalasia and its variable prognosis, but generally worse than Type II. Recommendation: we recommend classification of achalasia according to the Chicago classification. Recommendation for good practice.3. Temporary barium
esophagram gives an objective assessment of diseases and post-treatment results (compared to traditional barium esophagram). Agree: 90%. S.D. (2%); D (4%); U (4%); A (50%); A (40%)In timed esophagus barium (also known as the accustomed barium swallow (TBS)), 45 patients drink 100-200 ml of
low density (45% weight by volume) barium sulfate for one minute in an upright position. The frontal point films of the esophagus are obtained in 0, 1, 2 and 5 minutes. The degree of emptying of the esophagus is assessed either qualitatively by comparing the height of the barium in the pictures, Made in 1
and 5 minutes, either by measuring the height and width of each image, calculating the rough area for both and determining the percentage change in the area.46 TBS is a reproducible method for assessing the emptying of the esophagus with a near-perfect interobserval agreement.45 TBS predicts the
likelihood of recurrence of symptoms after pneumatic enlargement or surgical myotomy.47 Rohof et al noted. that esophageal retention was a good predictor of treatment failure in long-standing ahalasia and suggested using TBS rather than gauge to decide on a retreat.48 TBS is not yet widespread,
however, and many centers still use barium to ingest esophagogram. TBS studies provide data for diagnosis and prediction of improvement after treatment. The 50% improvement in emptying and zgt;5 cm stasis on 5 minutes48 were good predictors of treatment failure and relapse. A recent study on 188
patients of ahalasia, 46 EGJ obstruction sockets, and 146 patients with dysphagia from other causes, based on the ROC analysis, barium height 5 cm by 1 1 showed the highest sensitivity of 86% and specificity 71%, while the height of the barium pillar 2 cm at 5 minutes had the highest sensitivity of 80%
and the specificity of 86% in the differentiation of achalasia for the other two groups.49 Two studies, however, we do not support the positive predictive abilities of TBS.50,51Recommendation: we conditionally recommend using TBS in the diagnostic pathway of ahalasia and assessing the outcome of
treatment. GRADE: low.4. Endoscopy should be performed in patients with suspected ahalasia to eliminate the malignancy of the esophagus compound. Agree: 98.1% (D) (0%); D (0%); U (1,9%); A (9.6%); A (88.5%) Endoscopy has a low diagnostic yield52 in the diagnostic work of ahalasia and its main
role is to exclude pseudo-haladia (secondary achalasia) or mechanical obstruction.53-58 Three clinical features, it is believed to be suggestive of cancer as the cause of pseudo-achachasia: short duration of dysphagia (1 year), serious weight loss (6.8 kg), and age over 55 years. The presence of any of
these functions should raise suspicion of cancer, even if they have a low prognostic accuracy.19.59 mucous ulcers or node, reduced conformity to gastroesophageal denouement, or inability to pass an endoscope into the stomach are the most common egD findings of pseudo-ahakasia. Endoscopic
biopsy is used to diagnose secondary pseudoachaalasia.60-64Repmpendia: We recommend an endoscopy of UGI in adults with suspected diagnosis of achalasia to rule out neoplastic pseudoachas. Recommendation for good practice.5. Eckardt assessment is a simple tool for measuring the severity of
symptoms in patients with achalasia, but it must be integrated with objective measures such as isophagogram and gauge. Agree: 86.5% (D) (0%); D (2%); U (11,5%); A (42.3%) A (44.2%) The Eckardt Score (ES) is a simple measure to assess the outcome of ahalasia and focuses on 4 symptomatic
components: dysphagia, regurgitation, retrospective pain, and weight loss. The four components are rated from 0 to 3, and patients are classified as 3 or a poor outcome if ES ≥3.65 Although this measure is the most widely used and accepted questionnaire for achalasia disease severity, it has not been
validated outside of comparisons with physiologic measures and has not been vetted as a patient outcome reported measure.66.67 in a published case after the published , it was reported that the Eckardt score did not fulfill criteria for a validated symptom score, and the chest pain and weight loss
components may decrease the reliability and validity of this score.68Recommendation: we recommend the use of the Eckardt score as part of the initial and follow-up assessment in patients with achalasia. Good practice recommendation. Treatment of achalasia Medical treatment 6. There is no evidence
that or= a= poor= outcome= if= es= ≥3.65= although= this= measure= is= the= most= widely= used= and= accepted= questionnaire= for= achalasia= disease= severity,= it= has= not= been= validated= outside= of= comparisons= with= physiologic= measures= and= has= not= been= vetted= as= a=
patient= reported= outcome= measure.66,67= in= a= paper= published= after= the= consensus= process= ended,= it= was= reported= that= the= eckardt= score= did= not= fulfill= criteria= for= a= validated= symptom= score,= and= the= chest= pain= and= weight= loss= components= may= decrease=
the= reliability= and= validity= of= this= score.68recommendation:= we= recommend= the= use= of= the= eckardt= score= as= part= of= the= initial= and= follow-up= assessment= in= patients= with= achalasia.= good= practice= recommendation.= treatment= of= achalasia= medical= treatment= 6.=
there= is= no= convincing= evidence= that=&gt;&lt;/3 or a poor outcome if ES ≥3.65 Although this measure is the most widely used and accepted questionnaire for achalasia disease severity , it has not been validated outside of comparisons with physiologic measures and has not been vetted as a patient
reported outcome measure.66,67 In a paper published after the consensus process ended, it was reported that the Eckardt score did not fulfill criteria for a validated symptom score, and the chest pain and weight loss components may decrease the reliability and validity of this score.68Recommendation:
we recommend the use of the Eckardt score as part of the initial and follow-up assessment in patients with achalasia. Good practice recommendation. Treatment of achalasia Medical treatment 6. There is no convincing evidence that &gt; как имеющие хороший результат, если ES&lt;/1&gt; ES&lt;/1&gt;
treatment with nitrates is effective for symptomatic relief in adults with achalasia. Agree: 86.5% d/d (3.8%); D (5,5%); U (6,9%); A (56.9%); A (26.9%) There is no conclusive evidence that treatment with calcium blockers is effective for (short-term) symptomatic relief in adults with achalasia. Agree: 88.2%
(D) (0%); D (2%); U (9,8%); A (54.9%); A (33.3%) In adults with ahalasia, there is no evidence that treatment with phosphodiesterase inhibitors is effective for symptomatic relief. Agree: 84.3% (D) (0%); D (2%); U (13,7%); A (54,9%); A (29.4%) There is no conclusive evidence for the use of any of these
drugs for short-term relief of symptoms of ahalasia.69-83Reczycates: we recommend against the use of nitrates, calcium blockers or phosphodiesterase inhibitors for symptomatic relief of ahalasia. GRADE: Low. Botulinum toxin injection 'Botox' (BTI) 9. BTI has limited use in young patients (under the age
of 50). Agree: 92.3% D (0%); D (5,8%); U (1,9%); A (42,3%); A (50%) We have found no evidence to support the use of BTI in patients of 50 years.84-90 We do not specifically relate to its usefulness in patients under the age of 50 who are at high risk for surgical or other procedures.10. BTI should be
reserved for patients who are unfit for surgery or as a bridge to more effective therapies such as surgery or endoscopic enlargement. Agree: 94.3% (D) (0%); D (3,8%); U (1,9%); A (46.2%); A (48.1%) BTI in LEZ in Ahalasia has a very high safety profile and even a mild adverse event with heartburn or
chest pain observed in less than 10% of patients treated.91 In RCT comparison of Myotomy Heller with BTI, results in 2 groups were comparable to 6 months, although symptoms improved more in surgical patients (82% vs. 66%). only 34% of BTI patients versus 87.5% of Heller patients were
asymptomatic.92 Similarly, four randomized trials and Cochrane meta-analysis comparing BTI with pneumatic dilating (PD) consistently reported more High cumulative rate of remission for 1 year after treatment.85,86,93-96Reumpendia: we recommend against the use of BTI in patients under 50 years of
age, to control symptoms. GRADE: Very low: We recommend against BTI as an effective therapy (symptom control) for achalasia patients suitable for surgery (LHM) GRADE: moderate. We recommend against BTI as an effective therapy (symptom control) for ahalasia patients suitable for grade
pneumatic dilation: moderate.11. Repeated procedures with BTI are safe but less effective than the initial treatment. We have found that re-treatment can be successful if there are to invasive but more durable treatments. However, the effectiveness of BTI may decrease over time. In the open study97
followed 35 patients treated by BTI, 12 (34.3%) followed by BTI patients. relapse and were Four out of 12 did not respond after repeated treatment. In a controlled trial, 85 7 out of 8 patients in the botulinum toxin group required a second injection due to recurrent dysphagia, the effect of the second
injection lasting at least 6 months in all patients, compared to only two-thirds in the Pasricha trials in 199498 and still manifested in 80% of the series on a one-year follow-up. In this study, symptoms recurred in long-term responders about 1 year after the initial injection. However, in such patients, further
injections at this stage have remained effective. In a retrospective study of 25 patients with ahalasia out of 16 patients who responded to the initial injection, two were lost for follow-up and in the remaining 14 patients, the result was still satisfactory in nine patients after an average of 2.5 years. Five
patients who experienced only short-term clinical success received a second or third injection of botulinum toxin, but their symptoms never improved substantially for more than 6 months. In a pilot, open trial of Martinek in 2003, 99 anterograde and retrograde BTIs were given. After one BTI, 11
defendants reported a relapse and 2 patients remained amptomatic. The average interval without symptoms was 17 months (range: 8-28). Five patients with relapses underwent BT re-attraction. Three of them remained imptomatic, and two survived the second relapse. After BT re-injected, the average
interval without symptoms was 16 months (range: 10-19). All other patients with relapse and without BT re-injectment were treated with either balloon expansion or surgery and remained imptomatic.84,85,89,99Agree: 82.4%, D (2%); D (2%); U (13,6%); A (60,8%); A (21.6%) Recommendation: We
conditionally recommend that to relieve symptoms, BTI injections can be safely repeated, but doctors and patients should be aware that their effectiveness is lower than in the initial treatment. GRADE: low.12. There is no evidence that patients with type 3 of ahalasia should receive additional Botox
injections at the bottom of the esophagus in addition to injections in LES to improve function and symptoms. I agree: 92.1% D (0%); D (2%); U (5,9%); A (68.6%); A (23.5%) We have found no direct evidence to support the use of BTI in the lower esophagus in patients with type III ahalasia).17.91-
93,100Recommendation: we recommend against BTI in the esophagus of the body, even in the presence of type III akhahazia. GRADE: Very low.13. There is no evidence that patients undergoing repeated LES BTI should be treated with an increased dose of botulinum toxin. Agree: 96.1% (D) (0%); D
(0%); U (3,9%); A (56,9%); A (39.2%) We have found no evidence to support dose increase (BT) when patients need a retreat. We recommend not to use an increase (BT) dosage when retreating. GRADE: Very low. Pneumatic dilation 14. In B With ahalasia, graded PD is an effective treatment in terms
of improving symptoms and swallowing function. Agree: 90.4% D (0%); D (3,8%); U (5,8%); A (32,7%); PD (57,7%) consists of a series of dilutions, starting with a 30mm balloon, and depending on the reaction, then expanding using 35 mm and in some cases, a 40mm balloon. The expansion is aimed at
reducing the pressure of LES in ahalasia and reducing resistance to the flow of bolus, followed by an improvement in symptoms. There is no data on the optimal duration of inflation, balloon pressure or interval between successive dilutions. Graded PD is effective as an initial treatment in terms of
symptoms including dysphagia, but success rates decrease over time and retreat may be required. Success rates vary greatly depending on the criteria used to determine the success and duration of follow-up, and they are significantly increased, allowing reuse in case of recurring symptoms.101-104 In
the European RCT comparison PD compared to Theler's laparoscopic myotomy for idiopathic ahalasia, 96% of patients successfully responded to the initial series of pneumatic enlargement.105 Success rates (intention to treatment) decreased from 90% for 1 year to 86% in 2 years and 82% in 5
years.105 West et al. in 2002 showed further reduction with even longer follow-up, with success rates reduced to 60%, 50%, and 40% in patients followed by 5 and 9 years, 10 and 14 years and 15 years.106One quarter up to one-third of advanced patients will need redone over the next 4-5
years.101,105 The Australian study reported that 18% will relapse for 2 years, 41% for 5 years 60% for 10 years.107 the review, summing up four studies of patients who had two or more advanced showed that 92%, 84%, 78%, and 64% of patients were in remission at 1, 2, 3 and 5 years.108 Compared
to surgical therapy (LHM) in RCT,109 clinical response and variables associated with good results in 92 patients with ahalal were randomized to get either PD or laparoscopic myotomy Heller (LHM) with partial fundoplication have been evaluated. Three months after treatment, 73% of patients in the PD
group and 84% of the surgical group had good results (P 0.19). After two years of follow-up, 54% of the PD group and 60% of the surgery group (P - not significantly) were symptom free. They concluded that surgical treatment and PD for ahalasia are equally effective after 2 years of follow-up. However,
some randomized studies comparing PD and LHM110-112 have shown better control over symptom control, GERD and dysphagia respectively, after LHM. For Responding to LHM in one meta-analysis,113 however, other meta-analyses114,115 showed better treatment success,114 and response rate
(symptom control)115 for LHM. Recommendations: Recommendations: recommended graded pneumatic dilation as an effective treatment (control of symptoms including dysphagia) for esophageal achalasia. GRADE: Moderate. Patients wishing for longer remission (without further dilation) can choose
surgical treatment15. In patients with achalasia who received pneumatic enlargement, the best postprocation test to assess whether perforation occurred is gastrogratin (iodine contrast). Agree: 80.8% d/d (1.9%); D (5,8%); U (11,5%); A (48,1%); A (32.7%) Perforation is a serious complication of PD and
should be diagnosed immediately to prevent contamination of the mediatin or thoracic cavity with lumin content. The rate of perforation after PD ranges from 2% to 5.4% and is associated with patients over 65 years of age, high amplitude reduction of the distoreic esophagus and use of Witzel
extenders.116 Symptoms of perforation include epigastric pain, chest pain, pain in the left shoulder, shortness of breath, fever, and moderate amounts of hematemesis.117 Water consumption, as the rule cause epigastral pain or chest pain. Whether all patients should undergo postoperative esophageal
X-rays is unclear: one study by zori 2016 compared to a pre-election radiological assessment based on clinical suspicion compared to conventional esophagograms in all patients in the total population of 119 patients.118 Although only three perforations occurred, No perforations were missed in the group
where the esophagogram was taken if there was a clinical suspicion of perforation, suggesting that a radiological evaluation could only be performed in the event of clinical suspicion. Recommendation: We recommend that after PD patients are observed within 4 hours, the water-soluble contrast of iodine
(gastrogratin) of the esophagus (or CT with oral contrast) should be performed if any symptoms, even if mild, suggest that perforation is present after dilation. We recommend not to use contrast esophagram or CT scan shortly after PD. GRADE: low.16. There is only limited evidence that pneumatic
dilation can be used as a first-line therapy in megaesophage (diameter of zgt;6 cm and sigmoid form). Khan et al reported on their experience in 9 patients with megaesophage (7 cm in diameter) out of 110 had pneumatic enlargement. In this cohort, it was possible to expand adequately, in all nine cases
without complications, with a good symptomatic improvement on the 12-month follow-up.119 Although there are no studies that definitively show that the diameter of the esophagus determines the outcome, pneumatic enlargement is considered difficult in patients with sigmoid esophagus and is
associated with a higher rate of complications. Agree: 82.4% (D) (2%); D (2%); 7 (13.6%); A (66,7%); A (15.7%) Recommendation: We make no recommendations on pneumatic dilation as a therapy lines in megaesophagus. GRADE: Very low.17. There is no evidence that patients undergoing it should
be considered with proton pump inhibitors as supportive therapy after the procedure if symptomatic or positive at 24-hour pH-monitoring. There are several studies that report the development of diseases associated with GERD after pneumatic enlargement and other treatments.105,112,120-123
However, none of these studies have provided information that will lead to all patients being treated preventively with acid-suppressing therapy after such interventions. The usefulness of wireless pH monitoring for GERD detection has been confirmed in a series of cases (not included in our initial
literature assessment).124 In such cases, or when symptoms are present, PPI therapy should be offered. In conclusion, none of the studies studied reported the need to use PPIs after PD as a prevention, but given the high risk of GERD in such patients, the threshold for suspecting that it should be low
and PPIs should be prescribed whenever symptoms arise, or GERD is confirmed by pH monitoring. I agree: 94.3 D (0%); D (1,9%); U (3,8%); A (63,5%); A (30.8%) Recommendations: We recommend against the prophylactic use of PPIs after PD if GERD symptoms are present or objective evidence of
reflux is demonstrated124 GRADE: very low. Oral endoscopic myotomy 18. Treatment of patients with Ahalasia with POEM, leads to similar results on swallowing functions compared to alternative treatment (Heller myotomy or pneumatic enlargement), at least for the medium-term subsequent (2-4 years).
Agree: 88.4% (D) (0%); D (5,8%); U (5,8%); A (55.8%); A (32.6%) The effectiveness of the POEM procedure was mainly evaluated with changes in the Eckardt evaluation to assess the improvement of symptoms and the ignominical barium and gauge theophogram to evaluate functional results. Published
studies report therapeutic success in 82-100% of patients, with a sharp reduction in Eckardt's score, as well as pressure LES.37,125,126 Medium-term results for POEM are now available in the literature with the longest follow-up currently at 5 years.127 NoSCAR White Paper128 reports qgt; 82% clinical
success among 16 expert centers (841 patients) and a meta-analysis of 1,122 patients shows an overall failure rate (Eckardt qgt;3) between 3.2% and 8%.128-130 While there are several institutional and combined retrospective comparisons between LHM and POEM ,130-136 there were no comparable
comparisons between the results of POEM and the Ahalasia Balloon expansion other than abstract RCTs, (which was not included in our initial literature review as it was abstract), with 133 patients who were therapy naively randomly assigned to POEM or PD, and who showed a higher one year of
therapeutic success in the POEM group.137 Most authors do do conclusion of relative equivalence of PD and LHM.Comparative studies between POEM and LHM evenly showed the equivalence or slight superiority of POEM in most most or postoperative domains.131,133,135 Chang et al. Recently
reported THE results of POEM in a cohort of 33 patients with type III ahalasia: with an average subsequent 27 months 29 patients (87.8%) were amptomatic with Eckardt's score of 3,132 Go et al. analyzed the long-term outcome of POEM in 67 patients (average follow-up: 40.1 ± 2.8 months) and reported
a good symptomatic result (Eckardt score qlt;3) in 59 patients (88%).138 However, Patients with type III ahalasia were more likely to experience a failure of treatment. To date, there is still insufficient evidence that POEM leads to similar improvements in function and symptoms in all subtypes of achalasia
due to lack of data, Short period of follow-up and lack of objective postoperative oesophageal testing.139Recommendations: we conditionally recommend POEM as an effective therapy (symptom control) for achalasia in both the short and medium term. and in the medium term with results comparable to
pneumatic dilutions to control symptoms. GRADE: Low19. Treatment of Ahalasia POEM is associated with a higher frequency of GERD compared to alternative treatments (Heller's myotomy with fondoplication or pneumatic dilation). Agree: 96.2% (D) (0%); D (1,9%); U (1,9%); A (46.2%); A (50%) LES
surgical myotomy is divided with longitudinal and circular fibers, and partial fondoplication is usually added to prevent gastroesophageal reflux (Dor or Toupet procedure). This raises the question of whether POEM is associated with a high incidence of postoperative GERD. Data on GERD incidence after
POEM are currently limited. In the white paper NOSCAR 2015 on POEM cited 12 studies, in 2016 there were only 3 reporting data monitoring pH, on objective testing, the level of GERD after POEM was from 20% to 46%.140 Patel, reviewed 22 studies (19 series of cases and 3 comparative studies) and
reported only two additional studies, during which edict monitoring was used in POEM. One study for 41 patients showed GERD in 4/13 (30.7%) and another study of 100 patients documented by GERD in 39/73 (53.4%). 130 Bhayani in 2014, however, reported 101 patients who underwent postoperative
24-hour pH testing after Heller (48%) AND POEM (76%).131 Postoperatively, 39% OF POEM and 32% of HM had abnormal acid exposure (P 0.7). Inoue reported its series of 500 patients (without pH monitoring) and showed that 268 out of 414 patients (64.7%) reported that endoscopic findings reflux
esophagitis and (16.8%) complained of GERD symptoms such as heartburn or regurgitation.127 B study of 205 patients in total,37 out of 197 patients with available clinical data, 18% had reflux reflux after POEM and 37.5% had abnormal exposure to esophageal acid.141 A systematic review of
Schlottmann142 compared data between LHM and POEM and showed that while POEM was more effective in releasing dysphagia, patients were more likely to develop GERD symptoms (OR 1.69, 95% KI 1.33-2.14, P zlt; 0.0001), GERD-related erosive esophagitis (or 9.31, 95% KI 4.71-18.85 P q lt;
0.0001, and abnormal pH monitoring (OR 4.30, 95% CI 2.96-6.27, P zlt; 0.0001).141,143,144 Notice: Preliminary information about the risk of GERD should be provided to the patient and follow acid suppression therapy considered after POEM. Recommendations for good practice. Patients who seek
non-surgical treatment (PD) or surgical treatment with a lower frequency of post-procedure GERD (Heller myotomy) should be told that these options exist.20 There is no evidence that previous treatment of patients with pneumatic aphal extension or BTI reduces THE technical feasibility of POEM and
leads to worse outcomes. Agree: 86.6% D (0%); D (1,9%); U (11,5%); A (71,2%); A (15.4%) -POEM technical feasibility and the result after Dilation or treatment of BTI were never specifically considered by a prospective study. There is a case of a series of 145-150 reporting of patients with previous PD
or BTI. They studied the results and/or technical difficulties of POEM in these cases for patients with achalasia without prior treatment. POEM is suitable for treating symptoms of persistence/relapse after laparoscopic myotomy. Agree: 88.2% (D) (0%); D (7,8%); U (4%); A (64,7%); A (23.5%) There are
several studies that have examined the use of POEM in the treatment of recurrent ahalasia after the failure of initial intervention: these studies show that POEM is effective after initial unsuccessful intervention with minimal complications; The sample size in each individual study is generally small (usually
2 to 3 patients).140,148,151 In studies specifically identifying patients with failed LHM, positive results and minimal complications with POEM as second-line interventions were observed. In the example of 12 patients with failed LHM undergoing POEM as second-line treatment, 91.7% had an
improvement in dysphagia based on the Eckardt.152 assessment of Eckardt.152 In a recent retrospective multicenter cohort study of 180 achalasia,37 significantly lower proportion of patients in the HM group had a clinical response to POEM (81%) not in a group where there is no (94% P and 0.01).
POEM can be effective as a second line treatment after LHM than in naive patients, but remains a viable option after a failed fail We conditionally recommend using POEM to relieve symptoms as an option to treat relapses after LHM. GRADE: low.22. Achieving skills with the POEM procedure includes a
poet-positive approach to education and a certain learning curve for both medical and surgical endoscopes. Agree: 90.2% d/d (0%); D (0%); U (9,8%); A (25.5%); A (64.7%) is a complex procedure requiring the mastery of specific endoscopic skills and understanding of certain visual signals to fully and



safely achieve the appropriate myotomy. Current literature is limited, and to achieve qualification it is necessary to define a minimum learning curve with current recommendations ranging from 7 to 40 procedures.155-158 Preclinic training using video footage, experience of the use of cadaver or animal
models, Human disease observation and expert mentoring were all recommended when introducing POEM in Clinical Practice (NOSCAR 2014).129Recommendation: appropriate training with in vivo/in vitro animal model and adequate protation recommended before the start of the POEM clinical
program. Alternative treatments: extractable stents and intra-sphincter injections with ethanol with oleate or polydocalanol 23. There is little evidence to support that modified extracted stent placement on LES is an effective treatment for patients with ahalasia. : 98% D (0%); D (0%); U (2%); A (52.9%); A
(45.1%) There is little or little evidence to support the use of endoscopic sclerotherapy with ethanolemia oleatom or polydocaanol as an effective first treatment for patients with achalasia. Agree: 96% D (0); D (0); U (5,8%); A (29.4%); And (66.6%). Despite the number of studies extracted in our search,
there is no conclusive evidence to use any of these treatments to relieve symptoms of ahalasia.159-171Reummercia: We recommend against temporary (extracted or absorbent) stents and intrasfinter injections with ethanol oleatom or polydocanol for ahalazi. The best results for LHM are achieved in
(Chicago) type I and Type II Ahalasia patients. D (3,8%); U (5,8%); A (46.2%); a meta-analysis of three randomized controlled trials105 110 110 112 LHM showed that LHM was significantly more effective than PBBs after a 12-month follow-up study.115 II achalasia patients were significantly more likely
to respond to pneumatic dilation and LHM (100%) compared to type I (5%) and type III (29%). 17 In 246 consecutive patients who underwent LHM and found that treatment failure rates differ significantly among subtypes of achalasia: type I 14.6%, type II 4.7%, and type III 30.4% (P In a post-special
analysis of the European RCTs, a higher percentage of patients with type II achalasia were successfully treated with PD or LHM than patients with I or III achalasia.40 Both LHM and PD have lower efficiency in Type III, but LHM has the best PD result in Type III. This was confirmed by a meta-analysis
covering nine observational studies, and 727 patients who showed that type II achalasia was associated with the best prognosis after LHM, while type III ahalasia had the worst prognosis: Combining or intertypes of Achalasia after PBD or LHM showed that the best and worst treatment outcomes were
found in patients with type II and III ahalasia, respectively (type I vs. Type II after PBD: OR 0.16, 95% CI 0.08-0.36, P 0.000; Type I vs Type III after PBD: OR 3.64, 95% CI 1.55-8.53, P q 0.003; Type II vs Type III after PBD: OR 27.18, 95% CI 9.08-81.35, P q 0.000; Type I vs Type II after Type II after
LHM : OR 0.26, 95% CI 0.12-0.56, P 0.001; Type I vs Type III after LHM : OR 1.89, 95% CI 0.80-4.50, P 0.148; Type II vs Type III after LHM: OR 6.86, 95% CI 2.72-17.28, P and 0.000). 172'Rescue forms of achalasia (type III according to the Chicago classification) are rare and account for approximately
10 to 15% of all patients with achalasia; there are no specific trials comparing other treatments with LHM in Type III. All studies comparing PD with LHM consistently show that LHM is at least as effective as PD, and that this effect is durable (5-year follow-up)111 and three meta-analyses of 114,115,172
suggest that LHM is even more effective than PD, meaning that in 90% of patients with Axhalia LHM is very effective. Recommendation: We recommend Heller's laparoscopic myotomy to control symptoms in Chicago type I and type II achalasia. Strong recommendation. GRADE: moderate.26. Heller's
laparoscopic myotomy should include a myotomy of 6 cm in the esophagus and 2 to 3 cm in the stomach, as measured by GEJ, to effectively control symptoms in patients with achalasia. I agree: 94.2% D (2%); D (0%); U (3,8%); A (40.4%); A (53.8%) - the main purpose of surgical myotomy - to divide the
muscle beams of the LES complex, to reduce the obstruction of esophageal outflow.16,173,174 Anatomical and physiological studies using gauge and endoscopic ultrasonography or combined showed that the EGJ muscle complex and sling fibers make a significant contribution to the high pressure zone
and should therefore be included in myotomy.175 The need to conduct adequate myotomy dissically on the stomach should be emphasized.176 .177 (The most appropriate length of myotomy may depend on the direction in which it is performed: sling fibers have different widths on the left and right side
of the cardia stomach, and slightly distracting myotomy to the left (as it is usually done), in the narrow part, ensures that most of the beams that make up the sling fibers are divided with a myotomy 2 cm in length.173-178 Two studies support the expansion. in the stomach and claimed a decrease in the
recurrence of dysphagia in patients.179,180 Proximal degree of myotomy during LHM, usually 6 to 8 cm of EGJ head, but no study has compared the results between the differential proximal myotomy length.174 This proximal degree is usually the maximum length that can be safely achieved by
laparoscopic, transfiatal approach, but has little physiological basis, since the high pressure zone of the EGJ complex is on average less than 4 cm in total length, with less than 2 cm of lying head to the squawk. Recommendation: We conditionally recommend that Heller's laparoscopic cardiomyotomy be
extended at least (6 cm proximal for GEJ and at least 2 cm distal to GEJ. GRADE: low.27. Partial fundoplication should be added to laparoscopic myotomy in patients with achalasia to reduce the risk of subsequent gastroesophageal reflux. D (2%); U (3,8%); A (21,2%); A (73.1%) 'Symptomatic
gastroesophageal reflux is reported to occur in up to 48% of patients after myotomy for axalasia.143,180-187 Although some studies have advocated Nissen (360 ) fundoplication after myotomy,184,185 there is a general consensus, that a full 360 wrapper can increase the rate of postoperative
dysphagia.186-189 RCT comparison of the anterior partial fundoplication (Dor) compared to 360 fundoplication (Nissen) confirmed, that the recurrence rate of dysphagia was significantly higher among patients who received 360 fondoplication without a significant difference in reflux control.190 There is
no consensus on the choice between the anterior Dor (180) and the rear toupet (270) (partially) fundoplications.191-193Recommend : We recommend that partial (back or front fundoplication) but not a full 360 wrapper should be added to reduce the long-term risk (5years) of the development of
gastroesophageal reflux and dysphagia after myotomy. GRADE: moderate.28. Hetler's partial fundoplication laparoscopic myotomy is as effective in improving swallowing function as Heller's laparoscopic myotomy alone. Agree: 82.7% d/d (7.7%); D (3,8%); U (5,8%); A (36.5%); It has been shown that
laparoscopic cardiomyotomy (Heller's procedure) with anti-reflux fondoplication leads to effective relief of symptoms of dysphagia with low frequency of postoperative GERD, which leads to improved quality of life and relief of dysphagia does not prevent the addition of partial fundoplication.192,194,195
LHM was compared with LHM and Dor anterior partial 180 fundoplication in the RCT; there was no difference in baseline characteristics between the study groups. after LHM and 2 out of 22 patients (9.1%) after LHM plus Dor fundoplication (P Eckardt postoperative dysphagia score and and rest and
nadir pressure LES were similar in two groups. A systematic review195 compared the safety and efficacy of endoscopic and surgical treatment of esophageal ahalasia. Other studies assessing the same problem have shown that the incidence of postoperative GER was lower when a fondoscopic
myotomy (31.5% without fondoplasty vs. 8.8%) was added to laparoscopic myotomy (31.5% without fondoplasty vs. 8.8%; OR 6.3; 95% KI, 2.0 to 19.4; P 0.003) and the control of dysphagia was similar.177,191,195-198,193,199Recommendation: we recommend partial fundoplication should be used in
the performance of Myotomy Heller to prevent the subsequent development of gastroesophageal reflux without compromising adequate control of dysphagia. We recommend against LHM only because of the risk of gastroesophageal reflux. GRADE: High.29. LHM (or other treatments such as POEM or
PD) should be considered as a first-line treatment option in patients with ahalasia with sigmoid esophagus (compared to oesophagus). Agree: 86.5% (D) (0%); D (0%); U (13,5%); A (42.3%); A (44.2%) - a strongly enlarged and sigmaoid-shaped oesophagus is considered the end point associated with
prolonged untreated esophageal ahalacia or relapse after failure of previous procedures. that failed cardiomyotomy and other activities.144,200-203 Mineo et al. reported their experiences in six patients and LHM were effective in improving subjective, objective and quality-of-life outcomes in patients with
sigmaid esophagus.200 In a larger series of 33 patients with sigmoid ahalasia, Faccani et al reported that LHM was effective in relieving dysphagia in these patients.202 Sweet and colleagues showed that LHM was effective in relieving dysphagia in these patients.202 Sweet and colleagues showed that
LHM was effective in relieving dysphagia in these patients.202 Sweet and colleagues showed that LHM was effective in releasing dysphagia in these patients.202 Sweet and colleagues showed that LHM was effective in releasing dysphagia in these patients.202 Sweet and colleagues showed that LHM
was effective in releasing dysphagia in these patients.202 Sweet and colleagues showed that LHM was effective in releasing dysphagia in these patients.202 Sweet and colleagues showed that LHM was effective in releasing dysphagia in these patients.202 Sweet and colleagues showed that LHM was
effective in releasing dysphagia in these patients.202 Sweet that the result of LHM does not depend on the degree of esophageal enlargement.203 Excellent or good results were obtained in 91% of patients and no one required an oesophagus. More recently Panchanatheeswaran et al. showed that LHM
provides a significant improvement in dysphagia, regurgitation, and quality of life in a small study of eight patients with sigmoid oesophagus.201 LHM results in such patients are not as good as in less advanced diseases.177 Sometimes a good POEM result in sigmoid esophagus has been recorded, but
the level of experience with this approach is low, since in this environment it is technically difficult.204Recommation : We conditionally recommend standard endoscopic or surgical treatments in surgically naive patients with a sigmoid form of the esophagus, leaving the esophagealectomy as a secondary
option in the event of first-line failure GRADE: Very low. Repetition of ahalasia after treatment 30. Improving symptoms is the most relevant clinical parameter for determining the success of surgical or endoscopic treatment of achalasia. Agree: 90.4% D (0%); D (3,8%); U (5,8%); A (57.7%); A (32.7%) The
purpose of therapy for ahalasia is to alleviate the symptoms of dysphagia and regurgitation. Thus, symptoms of evaluation were introduced to evaluate the results of such treatments, including BTI, PD (PD), surgical (LHM) or endoscopic myotomy (POEM). The most widely used Eckardt score.205
Adequate symptom relief of patients (i.e. good treatment results) is usually determined by a decrease in Eckardt's score to 3 or less, While the score above 3 is generally associated with treatment failure.105,141,206,207 Some authors also used a less stringent definition for failure, setting a threshold for
failure to 4207 or used different symptom scores,111,177,208-211 none of which were widely accepted. Recommendation: We recommend assessing symptomatic improvement as the best measure of success after treatment of achalasia. Recommendation for good practice31. In adults with ahalasia,
there is no universal definition of failure after any treatment. Agree: 88.4% (D) (0%); D (5,8%); U (5,8%); A (59.6%); Repetition A (28.8%) can occur after any treatment, although with variables.42,65,99,101,102,104,212-226 Repetition of Ahalasia is defined as the development of symptoms, compatible
with achalasia after initial improvement as a result of endoscopic (BTI, PD, oesophageal myotomy (POEM)) or surgery (laparoscopic or open myotomy).42,214,227 Possible etiology of recurrent symptoms include scarred through myotomy, improper or too rigid fundoplication, GERD, pep, ahalasia at the
end stage and malignancies.228 Many reports do not distinguish between retention and recurrence of symptoms, separating patients who have experienced initial improvement from those whose symptoms have never been sufficiently improved.227,227, 229,30 In addition, the persistence or recurrence
of symptoms is differently defined in some cases as a Eckardt score, which does not fall to 3 or less with treatment or increases to qgt;3 after initial successful therapy.42 ,231 Others have used the inability to reduce symptom evaluation At least 50%.232 A thorough assessment of such patients is carried
out using esophageal manometry, upper endoscopy, contrast esophography,153,229,233-235, and sometimes computer tomography and/or esophageal pH testing.154,228 They are important for documenting and quantifying relapse symptoms, although there is no definition of universal rejection of
esophageal pH. Recommendation: see the following statement.32. Repeated symptoms after treatment of ahalasia should be to be re-tested objectively. Agree: 100% D th (0%); D (0%); U (0%); A (34,6%); (34,6%); usually interpreted as part of a standard scoring system, Originally intended to evaluate
untreated achalasia.65 However, recurrent symptoms may be more etiologically complex and difficult to interpret, and the standard scoring system may not adequately account for other components such as acid reflux101,104,212,213,215-219 or differentiate periodic ahaliy from pepticure. A thorough
assessment of the nature of repetitive symptoms designed to understand physiology and anatomy, using upper endoscopy, manometrics, and contrast esophography is required before the diagnosis of recurrent ahalasia is done.104,153,228 The correct diagnosis of recurrent achalasia basis provides for
a decision on whether re-intervention is indicated, and the type of intervention to achieve high success. The decision to further investigate should be carefully balanced with the potential risks and costs of further investigations. For example, patients undergoing the first PD after a confident diagnosis of
ahalasia may need a second dilation (35 mm), and it may be logical to continue this, Prior to further investigation.104,153,227,228,233,236,42,65,99,102,102,212-226Symptom relapse is not necessarily associated with rejection of aahalia therapy, and an assessment is required to determine the etiology
of such symptoms. Repeated symptoms may indicate a recurrence of achalasia, but since there is no universal definition of recurrent achalasia and given the complexity of the disease, objective tests are justified. Note: persistent symptoms such as those that persist after the initial PD can be treated
differently, and patients may move on to a second dilation before studies. Recommendation: We recommend objective testing in patients who suffer from recurrent symptoms after treatment of achalasia, including UGI endoscopy, barium swallowing, gauge and 24-H pH monitoring. Good practice
recommendation33. The abstruir swallowing of barium objectively demonstrates the failure of treatment of achalasia in patients with persistent/recurrent symptoms. Agree: 82.7% (D) (1.9%); D (5,8%); U (9,6%); A (55,8%); A (26.9%) Several reports have confirmed the usefulness of TBS as the best
evaluation of failure after treatment of ahalasia with botulinum toxin,237 PD,154,229,230,235,238 Heller myotomy,235 or POEM.154,230 Vaezi et al.232 showed that TBS was a better predictor of long-term success after PD than symptom evaluation, but a recent study by van Hoeij did not support this
finding.239 Other studies have also questioned the value of TBS for predicting relapse.123Decus: We conditionally recommend TBS as a reliable method for assessing axalasia relapse. GRADE: Low risk of cancer 34. Patients of ahalasia carry a moderately increased risk of squamous cellal oesophageal
cancer 10 years or more from primary treatment for ahalasia. Agree: 86.5% (D) (1.9%); D (5,8%); U (7,7%); A (61.5%); A (25%) There is a historical link between oesophageal ahalasia and cancer. Two early studies reported a high percentage of patients with achalasia die from oesophageal cancer (6 out
of 125, 5%) of patients with esophageal cancer. or the development of cancer during the 5-year follow-up (4 out of 124, 2%), with a 140-fold increased risk of cancer.106,240 In later and better developed studies, the risk of cancer appears to be only 10 to 50 times higher than seen in the general
population.177,241,242 Oesophageal cancer may result from chronic inflammation of the esophagus mucosa due to food debris and saliva stagnation, especially in the presence of suboptimal treatment. Hypothetically, this inflammation will lead to epithelial hyperplasia, dysplasia, and eventually
squamous cell carcinoma. One large Dutch study of 448 patients (who underwent primary pneumatic dilation treatment) followed by 15 years, showed an increased risk of esophageal cancer 28 (CI 17-46). Most of these cancers (12) were squamous cellide 28 (CI 17-46). With the exception of three
adenocarcinoma.245 Two studies studied mortality from oesophageal cancer in patients with achalasia: the first study was conducted in Italy and included a follow-up examination of a single-centered cohort of 229 patients stored by Heller's myotomy (the next 12 years). The second study was conducted
in Sweden on a national cohort of 2,897 patients with a halalasia with an average follow-up period of 9.9 years.242,246 Despite their relatively short follow-up, both studies reported a similar increase in the standardized death rate from suctolet cell cancer only in men 11 (95% KI 1.33-39.7) and 13.8 (95%
KI 8.1-20.4), respectively. The incidence of cancer in the Swedish study does not change with different approaches to treatment; and the excess risk was limited to squamous cell carcinod. Accordingly, in all these studies there was a large interval between diagnosis/mortality from oesophageal cancer
and initial treatment of achalasia. Although we have found no evidence of conventional endoscopy in this group of patients, endoscopy can be used on the basis of one patient and/or in the case of suboptimal symptom control. Recommendation: We recommend that patients with ahalasia be informed that
a moderately increased risk of oesophageal cancer is present in men at least 10 years after initial treatment. Recommendations for good practice. We make no recommendations about routine endoscopy observation or endoscopy intervals after any treatment. Management of failures 35. Patients with
ahalasia who do not respond to initial treatment with graded pneumatic extension should be targeted Myotomy Heller or POEM. Agree: 94.2% (D) (0%); D (0%); U (5,8%); A (32,7%); A (61.5%) In general, patients with ahalasia have an excellent reaction to graded PDs;1,101, when symptomatic repetition
after graded PD occurs, and if patients are suitable for surgery, Heller's myotomy is effective.15,19,104,247 However, Snyder et al. compared to the failure rates of laparoscopic myotomy in patients who did not undergo any preoperative endoscopic intervention compared to several interventions.247 .248
The incidence of surgical failure was 7% in the first group compared to 28% in the latter. Finley et al. performed multivariate regression, controlling age and gender, and showed that preoperative expansion and injection of botulinum toxin were associated with significantly worse late postoperative
dysphagia.249 In a large series of 400 patients, the dradithirs of laparoscopic myotomy Heller, success rates were lower if patients had pre-endoscopic treatment as BTI and PD, although they were not statistically significant. In a series of 200 LHM patients, 250 multivariate analysis revealed increased
failure in patients with previous endoscopic treatment (17% vs. 4%). However, from these studies it is unclear to what extent the previous botulinum toxin or PD is responsible for this decline in success. , or POEM should be considered. GRADE: Evidence low.36. Laparoscopic oesophageal myotomy is a
safe, feasible and effective treatment after a botched BTI in ahalasia. Agree: 96.2% (D) (0%); D (0%); U (3,8%); A (38.5%); A (57.7%) BTI in TAS is a safe and effective treatment for esophageal ahalasia, but its effect is not durable. PDs,251 LHM, and POEM can be used in patients with relapses after
BTI. In the BTI and LHM comparison study, 10 of 25 patients with recurrent symptoms after BTI were treated with LHM, with good results in 9. It should be stressed that some reports have shown that LHM after BTI is more difficult,252,253 leads to a higher incidence of intraoperative complications,
including mucous trauma, although these findings have not been confirmed others.254,255 Less satisfactory results were reported in patients undergoing LHM after BTI,253,256 compared to patients undergoing surgery as primary treatment. In another study, 255 analysis of logistical regression showed
that pre-treatment with two BTI sessions, or a combination of BTI with PD, was significantly associated with poor results after subsequent surgery. In conclusion, LHM is an effective treatment after BTI, but before BTI can affect outcomes and cases of perioperative complications. Recommendation: We
conditionally recommend LHM as an effective symptom therapy for symptoms after primary treatment of BTI. GRADE: Very low.37. PD, compared to repeated myotomy or POEM, is the first treatment option after Heller's botched myotomy for achalasia. Agree: 80.8% D (0%); D (5.7%), U (13.5%); A
(59,1%); A (21.7%) After LHM, 10-20% of patients with achalasia will relapse in the medium to long term and need further treatment. There is no consensus in the literature on the best approach to these patients: PD, BTI, POEM, redo-myotomy or even oesophagus have been registered. PD is safe and
effective in all of these reports in achalasia after botched myotomy in 50% to 95% of patients.223,236,257-261 All these reports were retrospective and were limited in the number of patients (12 to 30 cases). In a large series of 400 patients, there were 39 failures of LHM PD treatment. Patients received 2
or more PDs. Success was 75%.177This success rates are still lower than those recorded in patients treated with PD as primary treatment (50% to 67% vs. 74% to 86%), 90,104,259, despite the more frequent use of 4.0 cm extender. was reported by adopting an on-demand extension protocol, offering
additional PD on relapse.223,236,257 In all registered series, the procedure was very safe without perforations. In 2017, Schlottmann et al. reported their experience of treating patients after LHM failure: out of 19 patients with LHM failure 12 responded to PDs (63%) and PDs (63%). 4 to PD and BTIs
(20%); Overall, 84% of patients successfully administered endoscopic treatment.262 Comparison of patients treated with PD after botched myotomy for patients directly undergoing additional surgery, showed that the effectiveness of PD and redo surgery in treating symptoms and improving oesophageal
emptying (estimated by the time of the barium swallow) were similar.90 For comparison, Ngruengphong et al reported about 90 patients with non-LHM. Processed BY POEM, and demonstrated a clinical success rate in 81% of patients.37 Therefore, PD is a safe and effective treatment for relapse after
LHM (albeit to a lesser extent than patients undergoing primary enlargement treatment), so it is wise to offer the patient this opportunity before planning more invasive treatments like LHM or POEM. Recommendation: We conditionally recommend pneumatic expansion as a safe and effective treatment
for recurrence of symptoms after LHM. GRADE: Low38. There is insufficient evidence that laparoscopic myotomy or re-making POEM offer better results than pneumatic advanced after a failed POEM. Agree: 82.4% D (0%); D (5,8%); U (11,8%); A (66,7%); A (15.7%) Recurrent or persistent symptoms
after POEM occur, and there is no general agreement on how these recurrent patients should be managed. One recent of Shanghai234 reported 15 patients with recurrent symptoms after POEM (Eckardt score of zgt;3), (1% of 1454 1454 in which POEM was executed). All 15 were treated with a repeat of
POEM as a recovery therapy. Symptom relief for 11 ± 6 months was reported in all patients expressed as the average Eckardt score decreased from 5.6 ± 1.1 to 1.2 ± 1.1. In two European and 1 North American tertiary care hospitals, assessing patients enrolled in ongoing trials, 227,263,43 patients with
recurrent symptoms were identified after POEM was identified, representing 9.8% of the 441 patient treatments. PDs of up to 35 mm were performed in 15 of these patients with effective outcomes seen in only 3. Further dilution with a 40mm balloon was not effective. Eight patients underwent a repeat of
POEM, which was effective in 5, and 11 underwent the rescue of LHM, which was effective in 5. Although these figures did not reach statistical significance for the small sample size, PD showed poor efficacy in the treatment of patients with failed POEM, compared to LHM or REDo POEM. After
unsuccessful POEM, re-treatment with the new POEM or LHM seems to have better options than PD. It should be noted, however, that most studies have emphasized that repetitive POEM can be technically demanding, due to fibrosis from the initial treatment.227,263Recommendation: we make no
recommendations about laparoscopic myotomy or redo POEM offering better symptomatic relief than pneumatic dilation after a failed POEM. Further research is recommended to provide high-quality data and clinical solutions. Diagnosis and treatment of the ultimate stage 39 ahalasia. Barium swallowing
the esophagus, compared to the gauge, is the best diagnostic method for determining the end-stage ahalasia (i.e. what requires the oesophagus). Agree: 94.1% D (2%); D (2%); U (2%); A (59.5%); A (34.6%) Barium oesophagus provides the best information about the esophageal anatomy associated
with achalasia at the end of the stage. Anatomical features are better rated on the esophagogram compared to the endoscopy and include an estimate of the diameter of the esophagus, Food and saliva retention, sigmoid appearance of the oesophagus and the water-like part of the disthalic esophagus
and gastroesophageal compound.264 The presence of an extensive oesophagus may also signal the need for several reports to use barium studies to assess ahalasia at the end of the stage and indicate the need for esophagealectomy.265-267 Other tests played only a secondary role in determining the
end of the stage. For example, endoscopy to assess stagnation of esophagitis, reflux stricture, or cancer.264-266 Manometry may prove difficult due to technical problems with insertion into the extended, winding, fluid and food filled esophagus.268 Recommendation: We recommend using barium shells
as the most accurate study to correctly determine the end of the stage to correctly determine the end of the stage Good practice recommendation.40. Esophagectomy is shown in patients with or recurrent ahalasia after the failure of previous less invasive treatments (PD, POEM, LHM) and radiological
progression of the disease. Agree: 80.8% D (0%); D (3,8%); U (15,4%); A (40.4%); A (40.4%) When all conservative strategies fail, the oesophagus is the last resort to manage the ahalasia. Esophagectomy is associated with a high rate of complications and surgical mortality. Therefore, all efforts should
focus on managing patients with recurrent symptoms after surgery with less invasive treatments such as POEM or repeated myotomy or on-demand PD. However, patients need to be carefully observed to quickly determine when the food esophagus is needed before the patient's condition and nutritional
status deteriorates and increases the risk and complexity of esophageal resection. Good or excellent oesophageal outcomes in 37 patients with ahalasia were reported in the open surgical era, but the rate of complications associated with the oesophagus was high (32.4%) and the level of complications
associated with the oesophagus was high (32.4%). perioperative mortality was 5.4%. The predictive factor for the need for the oesophagus is the presence of a massively enlarged esophagus (6 cm).235,270 Loviscek subdivided his patients with oesophage in those with a meandering megaesophage and
all patients who underwent esophagectomy (4/504) were in this last group. Overall, esophagectomy was needed in less than 1% of their entire population of 504 patients, but it was ultimately essential in 17% of those who relapsed after early surgical treatment.235Recommission: we conditionally
recommend esophagectomy in patients with end-stage achalasia who have failed other interventions. GRADE Low Ahalasia in children 41. Children with suspicion of ahalasia should follow the same diagnostic path as adult patients. Agree: 96% D (0%); D (2%); U (2%); A (66%); A (30%) There are no
systematic studies that determine the optimal diagnostic regimen in children. Older children (aged 10 to 17) can and should take part in work similar to adults; with endoscopy, high-resolution gauge and standard or timed study of barium swallowing. Getting some of these studies in infants and young
children can be difficult due to inconsistency in size and compliance. In a cohort of 42 pediatric patients, 271 were all studies of barium and endoscopy. Thirty-eight patients had a gauge with 4 too young to endure the test. Unlike adults, GEJ biopsies are not mandatory for the pediatric population due to
the low risk of cancer in this population. Recommendation: We recommend that children with pre-diagnosis of ahalasia undergo the same work as adults. Good practice recommendation.42. Surgical or endoscopic myotomy (compared to enlargement) is treatment for pediatric patients with idiopathic
ahalasia, especially those aged 5 years or more. Agree: 80% D (0%); D (6%); U U A (56%); A (24%) All treatments for axalasia have been shown to be safe and effective in the pediatric population.272-276 Transtoraccal open or thoracoscopic approaches275 have been largely abandoned due to access
trauma, poor results in adult experience and inability to add partial fundoplication. Instead, an open abdominal or laparoscopic approach is currently the only accepted method adopted in pediatric patients. Although Heller's open myotomy has long been established and safe, most centers have switched to
less invasive laparoscopic access. Pastor et al, in a large one center retrospective study documents this institutional transformation from open to laparoscopic Heller and confirms its equal effectiveness and patient benefit.277 Pneumatic balloon expansion remains a popular option for the pediatric
population, albeit to a lesser extent than for adults due, once again, to concerns about the potential need for multiple reburials during the patient's life. Another problem is the mismatch of the balloon size for young children, which limits the use of balloon expansion for children over 5 years of age. DiNardo
et al reported 87% success rate in pediatric patients with 5 years of follow-up, although patients require an average of three treatments.274 LHM is often considered the first line of treatment for pediatric achalasia. Numerous documents have shown that this is a safe and effective therapy. As well as
laparoscopic surgery for adults is usually accompanied by partial fundoplication, without any conclusion regarding the superiority of Dor or Toupet fundoplication. Whether et al. presented a retrospective comparison between surgery or PD.278 They concluded that, in the pediatric population, the
laparoscopic Heller with partial fundoplication was the best treatment for achalasia. Today, there are several series of events describing POEM in the pediatric population and showing it both possible and safe273.280 but only a few lots from pediatric hospitals introducing a new approach into their
treatment algorithm.279 Outcomes were the same regardless of who performed the procedure. As with PD, there were concerns that the size of therapeutic endoscopic devices may be too large for small infants, although the smallest patients in the case of the 5-year-old series and in anecdotal patients
as young as 2 years old were made. Data to date have shown POEM to be equivalent, if not better, than PD or LHM in relieving dysphagia.273,281 Although some researchers have suggested that reflux prevention may be less important in the pediatric population,282,283 it may be that POEM is the
ultimate preferred initial strategy in the pediatric population, but should be in mind that abnormal reflux after POEM has the potential to cause dysplasia or adenocarcinoma in the esophagus later in life. Recommendation: We are conditionally conditional myotomy (either using a laparoscopic or flexible
endoscopy approach) as the preferred treatment in children. GRADE: Very low.43. BTI is not a suitable first-line therapy in very young children with achalasia. I agree: 81.6% D (0%); D (6,2%); U (12,2%); A (36,7%); A (44.9%) BTI also has a good short-term effect (Ip 2000), but the short term of its
effectiveness (Ip 2000), makes it unattractive in pediatric patients.271,283,283,284Recommendation: we recommend against BTI as a first-line therapy in very young children with achal,asia with exceptions for those children, which are infirm with medical noah and with a high risk of surgery. A conditional
recommendation. GRADE: Very low.44. The long-term outcome of ahalasia treatment in children should be assessed by symptoms, function, physical growth and overall development. Agree: 94% D (0%); D (0%); U (6%); A (46%); A (48%) All series of pediatric treatments for achalasia have in common
that treatment immediately improves THEOL patients and changes weight loss and inability to thrive.285-287 Most patients will need re-treatment over time, especially patients with BTI or PD as an initial treatment. Smits et al., described longitudinal experience in the Netherlands, where 88% of patients
PD treatment, had re-therapy needed in 22% of patients after Heller's myotomy.287 Another 26-year series of one facility showed that 83% of patients treated with PD, repeatedly treated against 30% of patients with myotomy.277 In this series, of 83%, who had repeated interventions compared to 30% of
patients with mytotomy.27 , of the 83% of patients who had repeated interventions compared to 30% of patients with myotomy.277 In this series, of 83% of patients who had repeated interventions, 53% of the initial PD patients repeated PD and 30% went on eventually myotomy. Initial myotomy patients
who require repeated interventions are either repeated myotomy or, in one case, oesophagus. Long-term follow-up interventions indicate the constant need for intervention and the relatively high incidence of residual or recurring symptoms. In a Dutch longitudinal study, with a 10-year extension, Eckardt's
assessment of qgt;3 was seen in 45% of patients (equal between PD and HM). GERD symptoms were also common in the long term followed with 76% of initial Heller patients reporting GERD symptoms and 33% after PD patients. These symptoms affect the ASH with scores for general and ahalasia-
specific AL to be lower in almost all areas compared to age meets population norms.287Rekomation: we recommend that the long-term outcome of achalasia treatment in children should be carefully monitored by symptoms, swallowing function, physical growth, and overall development.
Recommendations for good practice. and the management of ahalasia secondary from Chagas disease 45. There are slight differences between the clinical representation of idiopathic ahalasia and ahalasia secondary to Chagas disease. Agree: 86.2% (D) (0%); D (2%); U (11,8%); A (64,7%); A (21.5%)
Chagas esophageal disease (CDE) is caused by the The infection is flagellated by the simplest Trypanosoma cruzi, which leads to the destruction of the esophagus of the autonomic nervous system, leading to a clinical presentation similar to IA.288-291 Although IA and CDE are very similar, some
differences were observed between them. Common pathological pathways in IA and CDE are the loss of neurons in the esophagus.291,292 However, in IA there is a selective loss of inhibitory neurons, while in CDE both excitatory and inhibiting neurons are compromised. Several studies have shown that
LES pressure in IA increases,289,291,293,294 on the contrary, in CDE, LES PRESSURE can be reduced, normally or increased.288.293.295-298 2 diseases represent LES hypersensitivity to gastrin, and the predominance of alfa-adrenergic inertia,289,293 but a different response to botulinum toxin
injection that causes reduced pressure in IA but only partial reactions in CDE. From a gauge, most patients with CDE have low amplitude reductions. These differences in the two diseases do not have a significant effect on clinical presentation: solid food dysphagia is the most common symptom (98.8%
of cases); Regurgitation, halitosis, pyrosis, and chest pain were present in more than 60% of CDE.299 patients with IA, the age of presentation is similar between both unadvancized and advanced ahalasia, although the duration of symptoms is significantly greater in the latter. Given that the two diseases
have similar motor abnormalities to LES and body oesophagus, treatment options are largely the same, and the best option for each patient depends on the clinical and radiological presentation and the experience of the medical service that will perform the therapy.288,290,292,293 In conclusion, IA and
CDE represent some minor differences in food mobility, but the ancestry and clinical conclusions are similar. Recommendation: We conditionally recommend the use of diagnostic methods used for IA for CDE, due to similarities in gauge and clinical features. GRADE: low.46. There is no difference in the
treatment of idiopathic ahalasia and ahalasia, characteristic of Chagas disease. Agree: 90% D (0%); D (2%); U (8%); A (62%); A (28%) All IA treatments can be used in patients with CDE. In these patients, however, a thorough preoperative evaluation is mandatory for associative heart, colon and
gallbladder involvement.7,300 Although CDE progression is slow, late presentation is common, and most of these patients present with esophageal enlargement, which can be massive in 10 to 40% of them. In one study, BTI was effective in 58% of patients with a 6-month follow-up. Good and/or
excellent results were obtained by PD, although a recurrence rate of up to 30% was reported.7,300-302 Miotomy Heller (or some Its) with the front or back partial fundoplication has been adopted.300,303-305 A significant number of patients with CDE are now for the first time to treat with the final stage of
the disease, with an atonic and enlarged oesophageal, and esophagectomy required as primary therapy,306-309, although several groups chose the first less invasive approach.310 Given the large number of patients with massively enlarged esophagus and oesophageal risk, alternative procedures were
offered, including: cardioplastics plus truncal vagotomy and Ru-en-I partial gastric gastrectomy, were offered, Tal-Hatafuku surgery, or Merendino operation.7,307,311-313 Currently, the indications for esophageal resection are: the final stage of the disease, both as an initial treatment or after the failure of
conservative operations; concomitant pre-match or malignant damage to the oesophagus; and esophageal perforation is unsuitable for repair during diagnostic tests, therapeutic endoscopy or intraoperation.7,300,306,308,309Recommendation: we conditionally recommend that all AI treatments be used
for CDE to relieve symptoms. GRADE: Low. Appendix 1: Medline Search Strategy Search Strategies included the following keywords: 'Esophageal achalasia' 'AND/OR' 'Esophageal Manometry' 'High Resolution Esophageal manometry'; 'Chicago classification'; 'Barium Swallow'; 'Timed bary swallow';
Endoscopy; Pseudoahalasia; 'Symptom' 'Score Symptom' 'Medical Treatment'; Nitrates; 'Calcium blockers'; 'Sildenafil'; Botulinum toxin; Pneumatic dilation; Graded pneumatic dilation'; esophageal perforation; 'Complication'; 'Oral endoscopic myotomy (POEM); 'Heller Miotomy'; Heller's laparoscopic
myotomy; Fundo-likation; Repetition; 'Failure'; Megagezofag 'End of the Ahalasia Scene'; Esophagectomy; 'Esophageal Resection'; Re-intervention; Chagas disease; Children; Genetic disease. The search strategies for other databases have been adapted to the specific vocabulary of each database. In
December 2017, we conducted a further search, limited to 2017 (until December 2017) to update the links (using the term MeSH: esophagus ahalasia). Recognition These Guidelines have been funded: ISDE International Society of Oesophageal DiseasesMorgagni Foundation -ESO- ONLUSDepartment
Surgical, Oncology and Gastroenterological Sciences, University of Padua, Padua, Italy.ALMA-ONLUS (Association of Patients with Ahalasia) (In order of contribution)Guidelines have been approved: ISDE International Society for Food Diseases gastropares, pseudo-vahalasia and impaired bowel
mobility as paraneoplastic manifestations of small cell lung cancer. ; : –.9 , , , . Achalasia: prevalence and survival. Population-based research. Neurogastroenterol Motil; : -.11, et al. Ahalasia oesophagus in the Veneto region: epidemiology and treatment. Epidemiology and treatment of ahalasia. ; :–.13 , ,
, , , . Incidence of ahalasia in southern Australia based on the results of esophagus manometrics. Wedge Gastroenterol Hepatol; : –.14 , , , , , . Incidence and prevalence of ahalasia in Central Chicago, 2004-2014, since the widespread use of high-resolution gauges. Wedge Gastroenterol Hepatol; : –.16 , ,
, , , . Classification of esophageal mobility by the characteristics of pressure topography: a study of 400 patients and 75 controls. ; : –.17 , , , , , . Ahalasia: a new clinically appropriate classification of high-resolution gauges. ; : -.21, et al. Develop a methodology to create clinical practice guidelines for rare
diseases: report BY RARE-Bestpractices. ; : .22, et al. BOB CAT: Large-scale review and Delphi consensus for Barrett's esophagus control without dysplasia, uncertain for, or low-grade dysplasia. ; : :; .23, and other consensus statements on the management of Barrett's dysplasia and oesophageal
adenocarcinoma in the early stages, based on the Delphi process. ; : -.24, et al. Initiative of the European Society to Improve the quality of gastrointestinal endoscopy: development of performance indicators. United Eur Gastroenterol J ; : –.25. NICE decision to join . . . 30, et al. GRADE Guidelines: 14.
Moving from evidence to recommendations: the importance and presentation of recommendations. ; : -.31, et al. GRADE Guidelines: 15. The transition from evidence to recommendation is the determinants of direction and strength of the recommendation. ; : -.34, et al. Functional lumen imaging probe
detects the contractability of the esophagus, not observed with gauge in patients with achalasia. ; : –.35 , , , . High-resolution manometrics in clinical practice: the use of pressure topography to classify oesophageal mobility anomalies. ; : -.36, and other high-resolution manometrics improves the diagnosis
of oesophageal mobility disorders in patients with dysphagia: a randomized multicenter study. ; : -.37, and other RETRACTED: long-term results of oral endoscopic myotomy in patients with achalasia with a minimum follow-up period of 2 years: an international multicenter study. ; : -.41, etc. Preoperative
gauges predict the outcome of surgical treatment of esophageal achalasia. ; :.42, et al. Predictive factor associated with the success of pneumatic dilation in Japanese patients with primary ahalasia: a study using high-resolution manometrics. ; : -.43, et al. Comparison of Heller-Tupet procedure with
Heller-Dore procedure in patients who have undergone operation on ahalasia. ; : -.45, et al. Accustomed Barium Swallow: a simple technique technique evaluation of oesophageal emptying in patients with ahalasia. ; : -.47, et al. Assessment of the response to treatment in patients with idiopathic
achalasia on the time-barium esophagus: the results of a randomized clinical trial. ; : –.48 , , . The stagnation of the oesophagus on the timeplon barium esophagus predicts recurrent symptoms in patients with long-standing ahalasia. ; : –.49 , , , . Accustomed barium swallow: diagnostic role and
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