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Antireflux surgery

A time for reappraisal

Medical treatment often fails to control severe symptomatic
oesophageal reflux disease even in the short term. Patients
suffer heartburn, regurgitation of acid (rarely bile), peptic
ulcer-like pain due to oesophageal erosions, and various
difficulties in swallowing. Recent evidence suggests that
gravitational factors such as raising the head of the bed, and
avoiding excessive stooping or bending, may play a part in
successful medical treatment- together with loss of weight.'
Antacids or prokinetic drugs may alleviate symptoms
temporarily but rarely heal severe oesophagitis. Even the H2
receptor antagonists have proved disappointing in severe
disease, particularly in the healing of oesophagitis.2 3 Hitherto
no medical treatment has existed that is universally effective
and reliable in both abolishing symptoms and healing
oesophagitis. Furthermore, increasing the dose ofH2 receptor
antagonists and adding a prokinetic drug does not always
achieve these goals. The recent advent of cisapride, however,
could help in long term treatment as it does not interfere with
gastric acid production, and trials to date suggest that
it promotes healing of oesophagitis as well as relieving
symptoms.'

In June 1989 omeprazole became available in Britain for
treatment of the Zollinger-Ellison syndrome and resistant
peptic ulcer and is now available for use in patients with reflux
oesophagitis. In September 1989 the drug received approval
in the United States for treating more severe forms of reflux
disease and the Zollinger-Ellison syndrome. Sixty four
patients took part in the first double blind controlled
comparison of omeprazole (20 mg or 40 mg) with placebo in
patients with erosive oesophagitis.5 After four weeks 81% of
patients treated with omeprazole had healed compared with
only 6% in the group given placebo. After eight weeks only
9% of the group given placebo had healed, while the rate of
healing in the group given omeprazole was maintained at
81%. The groups given omeprazole in this study were
expanded in a larger dose ranging study comprising 164
patients.6 Most patients who received the 20mg daily dose
were healed within four weeks. The 40 mg dose produced
higher rates of healing both at four weeks (88%) and at eight
weeks (94%) (p<0 05). Other studies have produced similar
favourable results.7

Several studies have compared omeprazole with ranitidine
in patients with erosive oesophagitis.89 At intervals of four
and eight weeks the rate ofhealing with omeprazole was better
than with ranitidine, and when patients who had not healed
after eight weeks of taking ranitidine were switched to
omeprazole most were healed after a further eight weeks.
Pooled data in 131 patients showed a rate of healing of 88%
with omeprazole compared with 49% with ranitidine.

Omeprazole seems extraordinarily effective in the treatment
of gastro-oesophageal reflux disease, but discontinuing treat-
ment is associated with prompt symptomatic relapse. The
anxiety about its use is that medical or surgical reduction of

acid secretion produces hypergastrinaemia, and in rats the
hypergastrinaemia associated with long term high doses of
omeprazole or ranitidine has resulted in hyperplasia. To date,
however, this problem seems to be species specific and, in our
opinion, should not prevent intermittent treatment with these
potent antisecretory drugs. Neither omeprazole nor H2
receptor antagonists are known to be carcinogenic in humans.

If, then, medical treatment rarely produces long term cure
of the symptoms of reflux, what is the place of surgery? There
is no general agreement about the indications for antireflux
surgery-even in the presence of peptic stricture of the
oesophagus. Though a hiatus hernia predisposes to reflux it
does not make it inevitable. Only when such a hernia is large
and is causing mechanical problems is it an indication for
surgery. Attempts to assess the severity of gastro-oesophageal
reflux disease by using such criteria as endoscopic findings,
pH studies, and other tests have shown that these do not
correlate well with the outcome of surgery. The combination
of the lack of accepted predictors of successful outcome and
the knowledge of the potential adverse effects of surgery
accounts for the difficulty in deciding about surgical interven-
tion and its timing.
The surgeon's aim in treating reflux disease is to correct any

substantial hiatus defect, to restore the intra-abdominal
oesophagus, to potentiate the efficacy ofthe lower oesophageal
sphincter, and, if possible, to improve the efficacy of the
crural sling and the mucosalflap valve. These goals have to be
achieved without impairing oesophageal emptying. Most
techniques use some form of fundic wrap around the
oesophagus, either partial or complete; the most widely used
is Nissen fundoplication. The techniques of fundoplication
have been said to control reflux symptoms in over three
quarters of cases, but in large series of patients other adverse
effects have resulted in less than half those treated being
completely free of symptoms.'0 Sometimes the surgery
required is major, particularly when a thoracotomy is needed,
and reoperation for unsatisfactory results has been associated
with mortalities as high as 17%."

In 1983 Negre et al drew attention to the high frequency of
complications after Nissen fundoplication. 12 Of 226 patients
with improved symptoms after this operation, only 24% were
totally without symptoms; 44% had changed habits of
swallowing, 38% had abdominal meteorism; 31% were unable
to vomit; 19% were unable to belch; 10% had dyspepsia; and
12% had pain in the left upper quadrant. Such poor results
have not, however, been universal. In 1987 Shirazi et al
reported a follow up study of 350 patients who had undergone
Nissen fundoplication up to 20 years earlier.'4 In that study
gas bloat occurred in 5-7% of patients, dysphagia in 2 9%, and
recurrent symptoms of reflux in 4-8%.

Perhaps the general lack of confidence among surgeons in
the commonly performed antireflux procedures (Nissen, Hill,
and Belsey) was shown a few years ago by the enthusiasm with

BMJ VOLUME 300 23 JUNE 1990 1603

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

M
J: first published as 10.1136/bm

j.300.6740.1603 on 23 June 1990. D
ow

nloaded from
 

http://www.bmj.com/


which the Angelchik antireflux prosthesis was adopted. The
use of this device is contentious; it is our opinion that it should
be abandoned.'5
Some of the reasons for the variable results of the Nissen

fundoplication have been outlined by DeMeester et al.'6 In
100 consecutive cases they performed three technical modifi-
cations of the procedure. Increasing the calibre of the
oesophageal bougie used at operation from 36 to 60 French
gauge reduced the incidence of painful swallowing from
83% to 39%; shortening the length of fundoplication
reduced dysphagia from 21% to 3%; and dividing the short
gastric vessels to achieve further mobilisation of the fundus
increased the incidence of complete distal oesophageal
sphincter relaxation on swallowing from 31% to 71%. Clearly
there are many variables that contribute to a good clinical
result from a Nissen fundoplication.'7 Both anterior'8 and
posterior'7 fundoplication when performed alone have been
reported to give good symptomatic results with fewer side
effects. These modifications have not, however, received
general acclaim. We believe that with appropriate patient
selection and painstaking surgical technique the Nissen
procedure may re-establish acompetent cardia and provide
relief of symptoms with an incidence of side effects that
should be seen as acceptable given the limitations of existing
medical treatment.

Optimising the results of fundoplication seems to be a job
for the highly skilled, experienced, and specialised surgeon.'6
This should not preclude the development of simple
and technically reproducible operations based on sound
physiological principles.'9 Endoscopic methods for preventing
reflux are appealing but require much development. Doctors
will undoubtedly use more omeprazole, and this may reduce
the number of antireflux operations in a similar manner to the
reduction of peptic ulcer operations that occurred as a result
of the introduction of cimetidine a decade ago.
Though it is now appropriate to reappraise the practice of

antireflux surgery, surgical correction remains the only

feasible long term solution until we are more certain about the
adverse effects, if any, of long term administration of potent
antisecretory drugs in humans.
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"It isn't epilepsy is it, doctor?"

A question expecting, and sometimes deserving, the answer "No"

Childhood epilepsy is both underdiagnosed and over-
diagnosed. The misdiagnosis of non-epileptic events as
epilepsy is the commoner error and potentially the more
serious. The anxiety audible in a mother's question, "It isn't
epilepsy is it, doctor?" shows the depth of negative emotions
inherent in the concept of epilepsy. Too many children (and
adults) are referred to hospital with a diagnosis of epilepsy or
"? epilepsy" without a detailed history of the event being
obtained. When this is eventually taken it will often clearly
show the diagnosis to be wrong.
A full history must be taken from parents, a teacher, or

another "caretaker" who has seen the events that prompted
the question, but public awareness of what may occur in an
epileptic fit is limited. Distressed parents are poor witnesses
to fact. Many, seeing the child's first attack, believe that he or
she will die in it.' Their vocabulary may be inadequate to
describe the event, which is usually outside their experience.
Leading questions are often needed; the informant should be
asked not merely to describe but to imitate what occurred.
The doctor may need to insist on this before getting the
desired response and should be prepared to offer a choice of

mimed seizure patterns -for example, infantile spasms or
tonic-clonic convulsions-which may help the witness to
remember.
The child himself is the only person who knows what he has

experienced, and the older child should always be asked about
his episode. Young children can, for example, graphically
describe vertigo and may have complained during attacks of
"the naughty room going round" or rationalised it by saying
that a giant was shaking the house. Such a description, which
clearly indicates that the child was fully aware at the time,
suggests episodes of benign paroxysmal vertigo,23 yet such
symptoms are often attributed to "petit mal" or some other
form of epilepsy. (O'Donohoe rightly believes the term "petit
mal" to be perhaps the most misused in the subject.4)

Jeavons found that one fifth of470 children and adults seen
in two epilepsy clinics did not have epilepsy.5 Documenting
the many disorders misdiagnosed as epilepsy, he emphasised
that events before and immediately after an attack are often as
important as diagnostic clues as the the episode itself. For
example, only the patient can describe the faintness, light
headedness, sinking abdominal feeling, and greying of vision
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