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Abstract 
 
Background and Aims: The aim of this study was to determine whether esophageal motor function changes 
after Laparoscopic Nissen Fundoplication (LNF) and whether esophageal dysmotility affects symptoms of 
Gastro-Esophageal Reflux Disease (GERD) or clinical outcome postoperatively.  

Methods: This study included 200 patients with GERD who were operated upon by LNF in El-Mansoura 
Gastroenterology Surgical Center in the period between January, 2002 and March, 2008. All patients were 
subjected preoperatively to thorough clinical evaluation, upper endoscopy, barium study, esophageal 
manometry and 24-hour pH metry. Patients were stratified according to presence (24 cases) or absence of 
esophageal dysmotility (176 cases) and all underwent LNF. At postoperative follow-up (early within 6 
months and late after 5 years from the date of surgery), preoperative tests were repeated,  

Results: Mean Lower Esophageal Sphincter (LES) pressure improved from 10.9 mmHg to 22.3 mmHg 
(p<.001), while, the amplitude of peristaltic waves in different parts of the esophagus showed no significant 
change and the results were nearly similar to the preoperative values (p>.05). Esophageal dysmotility had no 
effect on the severity of reflux or the clinical outcome postoperatively (p>.05). All cases with preoperative 
esophageal dysmotility had postoperative normal body motility (p<.001).  

Conclusions: The significant increase in basal LES pressure after LNF in patients with symptomatic GERD 
appears the most dramatic effect of fundoplication on esophageal physiology and should explain the efficacy 
of the surgical antireflux procedure. Esophageal dysmotility (1) does not reflect more severe disease; (2) does 
not affect postoperative clinical outcome; and (3) may improve with fundoplication. 
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INTRODUCTION 

It is accepted that in GERD, a functional defect of the LES 
is of major etiologic importance.(1). However, the role of 
motor abnormalities of the esophagus body in the 

pathogenesis and clinical symptoms of GERD is poorly 
understood. In most patients with reflux disease, reflux 
seems to occur during transient, inappropriate (not 
induced by deglutition) LES relaxations.(2) It has been 
suggested that LNF prevents GERD by changes in the 
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mechanical properties and action of the gastroesophageal 
junction that result in incomplete abolition of the high-
pressure zone during LES relaxation and reduced 
triggering of transient sphincter relaxations.(3) 

Physiologically, primary esophageal peristalsis removes 
and neutralizes refluxed acid and is therefore crucial to 
prevent peptic esophagitis.(4) Impaired esophageal body 
motility is a common finding in GERD, with a prevalence 
of 25% in patients with mild disease and up to 50% in 
patients with severe disease,(5) but it is controversial 
whether esophageal dysmotility is a cause or 
consequence of the disease.(6) It has been suggested that 
reflux control may partially restore disturbed esophageal 
motor function.(7) However, it is uncertain whether 
surgery alters normal or impaired esophageal motility, or 
whether adjusting surgical techniques not only to 
anatomic defects but also to underlying motor 
disturbances (tailored concept) improves clinical 
outcome.(8)  

The aim of this study was to determine whether 
esophageal motor function changes after LNF and 
whether esophageal dysmotility affects symptoms of 
GERD or clinical outcome postoperatively. 

PATIENTS AND METHODS 

This prospective study included 200 patients with GERD, 
who were operated upon by LNF in El-Mansoura 
Gastroenterology Surgical Center in the period between 
January, 2002 and March, 2008. 122 (61%) were males 
and 78 (39%) were females. Mean age was 36.1±9.5 years 
(range 18-64).  

Preoperative Assessment: All patients were subjected to 
thorough clinical evaluation, upper endoscopy, barium 
study, esophageal manometry and 24-hour pH metry.
          

Clinical assessment: The typical reflux symptoms were 
analyzed. DeMeester’s score was used for the assessment 
of the severity of these reflux symptoms.(9) Endoscopic 
assessment: For grading esophagitis, modified Savary-
Miller classification was used.(10) Radiological 
assessment: Gastro-esophageal reflux was detected;(1) 
Mild, when induced by water-siphon test,(2) Moderate, 
when free reflux occurs in the recumbent position or(3) 
Severe when free reflux takes place in both recumbent 
and upright position. Esophageal manometry: 
Esophageal motility was evaluated using eight-lumen 
perfused manometric catheters. The recording catheter 
was introduced through the nose, after slight pharyngeal 
anesthesia, into the stomach. In this way, the distances 
from the incisors were comparable to endoscopic 
findings. The end-expiratory fundic pressure was taken 
as zero reference and all values were expressed in 
mmHg. The manometric characteristics of the LES were 
determined. The resting pressure was taken as the mean 
of the two slow pull-through measurements in each of 

the 4 catheters. Thoracic esophageal motility was 
evaluated by positioning three holes at 5, 10, and 15 cm 
proximal to the upper border of the LES. Ten wet 
swallows were assessed at each level. The mean values of 
these swallows were analyzed in each patient to evaluate 
proximal, mid, and distal esophageal body motility. The 
percentage of abnormal waves was recorded. 24- Hour 
PH Monitoring: Monitoring was performed over nearly 
24 hours with the patient fully ambulant at hospital. 
Drugs known to affect gastroesophageal function were 
withheld for one week before and during this study. 
DeMeester (DM) score based on six reflux parameters 
(total percentage reflux time, erect percentage reflux 
time, supine percentage reflux time, total number of 
reflux episodes, number of reflux episodes > 5 min. and 
time for the longest reflux episode) was used.   

Surgery: LNF was performed for all cases: after 
satisfactory hiatal dissection, the crura are closed behind 
the esophagus using 0-silk sutures. The fundus is 
wrapped around the lower end esophagus and is sutured 
to the anterior fundus on the right side of the esophagus 
using three sutures of 2-0 silk sutures placed 
approximately 1 cm apart. At least two of these sutures 
incorporate a partial-thickness bite of the esophagus. The 
fundoplication should be floppy and no longer than 2 
cm.  

Postoperative Assessment: All patients were asked to 
come for follow up visits at least twice; the first follow up 
visit was within the first 6 months after surgery (early 
follow up) and the second one at least after 5 years (late 
follow up). At the follow up visit, each patient was 
assessed in the same way of preoperative assessment, 
i.e., clinical evaluation, endoscopic examination, 
radiological study, esophageal manometry and 24-hour 
pH metry. All the patients were assessed clinically both 
early and late. 180 and then 160 cases underwent 
anatomical and physiological assessment both early and 
late respectively.  

Statistical Analysis: Statistical analysis was done using 
SPSS statistical package for social science program, 
version 1999. Kolmogrov-Smirnov test was done to 
determine distribution of data whether parametric or 
none. The parametric data were presented in the form of 
mean, standard deviation and range. Student (t) test was 
done to compare between two groups. Paired (t) test was 
used to compare between two measurements of some 
groups. The non-parametric data were presented in the 
form of median and range. Mann Whitney (u) test was 
done to compare between each two groups. Significance 
was considered when p-value was < 0.05. Insignificance 
was considered when p-value was ≥ 0.05. 

RESULTS 

Total results of esophageal motility  

Mean LES pressure improved significantly from 
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preoperative values. It had increased from 10.9 mmHg to 
25.5 mmHg at early follow up and 22.3 mmHg at late 
follow up (p<.001). LES relaxation showed no significant 
difference (p>.05). 

The amplitude of peristaltic wave in different parts of the 
esophagus showed no significant change and the results 
were nearly similar to the preoperative values (e.g. Distal 
amplitude was 74.2 preoperatively, 81.3 early 
postoperative and 80.2 late). The percentage of abnormal 
peristaltic waves had not improved after surgery (p>.05). 

The late postoperative LES pressure was >10 mmHg in 
all cases except in 4 (2.5%) cases with wrap disruption; 2 
were re-operated upon (one open and one laparoscopic) 
and the other 2 were managed medically and not 
submitted to re-operation because one had high liver 
enzymes and the other refused re-operation. The late 
postoperative esophageal body pressure was >35 mmHg 
in all cases. 4 cases had a percentage of abnormal 
peristaltic waves >20% preoperatively, but no one 
postoperatively (Table 1). 

 

Table 1. Total results of esophageal motility. 
    
 

Data 
Pre-op. Early post-op. Late post-op. 

Mean value Mean value Mean value 

    
LES Study    

-LES P (mmHg) 10.9±5.3 25.5±5.8 22.3±4.2 

-LES R (%) 98.4±2.1 94.9±5.5 96.9±4.1 

Body Study    

-Proximal Amplitude 45.1±21.6 49.4±18.3 47.9±14.8 

(mmHg)    

-Proximal duration 2.1±0.6 2.1±0.5 2.1±.5 

(sec)    

-Middle amplitude 54.9±28.6 55.2±19.3 52.9±19.4 

(mmHg)    

-Middle Duration 2.36±0.5 2.4±0.5 2.3±0.5 

(sec)    

-Distal amplitude 74.2±31.8 81.3±29.3 80.2±25.2 

(mmHg)    

-Distal duration(sec) 2.6±0.6 2.8±0.7 2.8±0.7 

-Velocity. (cm/sec) 3.9±1.8 3.5±1.1 3.4±0.9 

-% Normal waves 95.2±3.9 96.2±7.6 96.7±4.4 

-% Abnormal waves:    

   Simultaneous 2.1±2.1 2.4±6.4 1.4±2.7 

   Non transmitted 1.9±3.1 1.0±2.7 1.4±2.6 

   Retrograde 0.7±0.9 0.5±1.6 1.6±3.3 

Total 200 180 160 

On comparing preoperative with early and late postoperative results, 
All p values were >.05 except for LESP. 

 
Effect of defective les pressure upon GERD severity 
and surgery outcome 

GERD severity 

104 (52%) patients had LES pressure ≤10 mmHg, while 
the remaining 96 (48%) had pressure >10 mmHg. 
92(88.5%) cases of the first group and 62 (64.6%) of the 

second group had severe heartburn (p<.05). This first 
group also showed a significant higher esophagitis 
grading (II, III&IV) in comparison with the other group 
(69.2:45.9% respectively) (p<.05) but with no difference 
as regard radiological reflux study. Pathological acid 
reflux score was also higher in this group (43.2:32.9 DM 
score respectively) (p<.05). 
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Surgery Outcome 

Despite the clinical assessment of all cases in both 
groups, 82 cases of the first group and 78 of the second 
underwent the late anatomical and functional 
assessment. 

Clinical Results 

Clinical results were similar in both groups; 92(88.5%) 
cases of the first group and 86(89.6%) of the second 
showed heartburn relief, while 96(92.3%) and 92(95.8%) 
respectively had no regurgitation (p>.05).  

Anatomical and functional results 

Endoscopic and radiological results were nearly similar; 
76 (92.7%) and 72 (92.3%) respectively had no endoscopic 
esophagitis, while 74 (90.2%) and 76 (97.4%) respectively 
showed no radiological reflux (p>.05). 14 cases had wrap 
problems; 12 in the first group (8 migrated up, 2 tight 
and 2 disrupted) and 2 in the second (disrupted) (p>.05).   

Mean LES pressure was improved similarly (p>.05) in 
both groups (22.3 mmHg and 22.3 mmHg respectively), 
whereas mean pH scores dropped into 6.5 and 3.7 DM 
score respectively (p<.05). The four cases with 
postoperative defective LES pressure and positive 
pathological acid reflux (with disrupted wrap)  
were included 2 in the first group and 2 in the second 
(Table 2).   

Table 2. Motility and PH metry results in patients with defective LES compared with normal ones. 
 
 

Data 

 

Pre-op. 
 

Late post-op. 
 

LES≤10 
 

LES>10 
 

LES≤10 
 

LES>10 
     
MOTILITY STUDY MEAN MEAN MEAN MEAN 

-LES study     

    -LESP (mmHg) 6.8±2.0 15.3±4.2 22.3±4.7 22.3±3.7 

    -LESR (%) 98.9±1.5 97.8±2.4 97.1±2.7 96.6±5.2 

-Body study     

-Distal amplitude 71±29.3 77.7±33.9 78±24.7 82.4±25.8 

    (mmHg)     

-% Normal waves 99.3±4.1 95.1±3.9 96.4±4.5 96.9±4.4 

PH METRY     

    -%TR total 12.2±6.4 9.5±6.9 0.5±0.1 0.6±0.9 

    -DM score 43.2±23.1 32.9±22.9 6.5±1.5 3.7±1.9 

Total 104 96 82   78 

On comparing preoperative with early and late postoperative results, 
All p values were >.05. 
%TR =% time Reflux Total. 
 

 

Effect of esophageal body dysmotility upon GERD 
severity and surgery outcome 

GERD Severity 

Patients with esophageal body pressure ≤35 were only 
24(12%), while those with pressure >35 were 176(88%). 
Both groups were nearly similar as regard clinical, 
endoscopic, radiological, esophageal manometry and pH 
metry aspects (p>.05).  

Surgery Outcome 

All cases in both groups were reassessed clinically, but 20 
cases of the first group and 140 of the second had the late 
anatomical and functional assessment. 

Clinical Results 

Clinical results were similar in both groups; 22 (91.7%) 
cases of the first group and 156 (88.6%) of the second 
documented heartburn disappearance, while 24 (100%) 
and 164 (93.2%) respectively had no regurgitation 
(p>.05). 

Anatomical and functional results 

Endoscopic and radiological results were similar; 18 
(90%) cases and 130 (92.9%) respectively had no 
esophagitis, while 20 (100%) and 130 (92.9%) respectively 
showed no radiological reflux (p>.05). 14 cases had wrap 
problems; 2 in the first (disrupted) and 12 in the second 
group (8 migrated up, 2 tight and 2 disrupted) with no 
significant difference (p>.05).  
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LES pressure and esophageal exposure were improved 
similarly in both groups; Mean LES pressure was 21.8 
mmHg in the first group and 22.3 in the second, whereas 
mean pH score was 4.4:5.7 DM score respectively (p>.05). 

The 4 cases with postoperative defective LES pressure 
and positive pathological acid reflux (with disrupted 
wrap) were included 2 in the first group and 2 in the 
second (Table 3).    

 

Table 3. Motility and PH metry results in patients with defective body motility compared with normal ones. 
  

 

Data 

 

Pre-op. 
 

Late post-op. 
 

Body≤35 
 

Body>35 
 

Body≤35 
 

Body>35 
     
MOTILITY STUDY MEAN MEAN MEAN MEAN 

-LES study     

    -LESP (mmHg) 9.8±3.1 11.0±5.6 21.8±2.9 22.3±4.4 

    -LESR (%) 98.9±1.5 98.4±2.1 94.8±9.2 97.2±2.8 

-Body study     

-Distal amplitude 28.4±3.7 80.5±28.6 68.5±14.6 81.8±20.6 

    (mmHg)     

-% Normal waves 94.1±3.9 95.3±3.9 97.8±4.2 96.5±4.5 

PH METRY     

    -%TR total 8.6±1.9 11.2±6.7 1.0±0.9 0.5±0.2 

    -DM score 32.4±20.4 39.0±23.2 4.4±1.0 5.7±4.1 

Total 24 176 20 140 

On comparing preoperative with early and late postoperative results, 
All p values were >.05. 
%TR =% time Reflux Total. 
 

 

DISCUSSION 

Total results of esophageal motility 

The main effect of the antireflux surgery is the significant 
increase in the LES pressure. This appears to be the most 
dramatic effect of fundoplication on esophageal 
physiology and should explain the efficacy of the 
surgical antireflux procedure.(11) Johnson et al, have 
shown that fundoplication decreases the occurrence of 
Transient LES Relaxations (TLESRs) induced by gastric 
dilatation; this mechanism could help explain efficacy of 
antireflux surgery in patients who do not have decreased 
LES pressure before surgery.(12)  

Because TLESRs were not studied in our population, we 
can only speculate on the predominant mechanism 
(increase in LES pressure) to explain the efficacy of 
antireflux surgery. Mean LES pressure improved among 
our cases significantly from preoperative values. It had 
increased from 10.9 mmHg to 25.5 mmHg at early follow 
up and 22.3 mmHg at late follow up (p<.001).  

Some authors documented that surgical treatment for 
GERD often improves esophageal motor function, 
indicating that body motility impairment may be the 
consequence rather than the cause of GERD.(13)  

Our results do not support this concept. The amplitude 
of peristaltic wave in different parts of the esophagus 
showed no significant change and the results were nearly 
similar to the preoperative values (e.g. Distal amplitude 
was 74.2 preoperatively, 81.3 early postoperative and 
80.2 late). The percentage of abnormal peristaltic waves 
had not improved after surgery (p>.05). From these 
results, it is clear that antireflux surgery has no major 
effect on esophageal body, at least on short-term follow 
up. 

Effect of defective les pressure upon GERD severity 
and surgery outcome 

GERD severity  

Although low LES resting pressure (≤10 mmHg) has 
traditionally been considered the hallmark of GERD, it is 
now recognized that the majority of patients with reflux 
have a resting pressure greater than this value. In fact, in 
the studies of Kahrilas et al, only 12 of 65 patients with 
GERD had LES pressures ≤10 mmHg. It is also 
interesting to note that some patients in that study 
actually showed resting LES pressures that were >45 
mmHg despite evidence of GERD.(14) A subsequent study 
has demonstrated that 5.2% of patients with GERD 
documented by abnormal acid exposure on 24-hour pH 
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monitoring had a hypertensive resting LES pressure.(15)  

Although this phenomenon would appear to contradict 
previous concepts of LES pressure dynamics in patients 
with GERD, it is now becoming increasingly clear that 
this situation should not be unexpected. Since the studies 
of Dent et al, in 1980, the importance of TLESRs as the 
major mechanism by which reflux occurs has become 
generally accepted.(16) 

In our study, 104 (52%) patients had LES pressure ≤10 
mmHg, while the remaining 96 (48%) had pressure >10 
mmHg. Severe heartburn was higher in patients with 
LES pressure ≤10; 92 (88.5%) cases of the first group and 
62 (64.6%) of the second had severe heartburn (p<.05).  

This group also showed a significant higher esophagitis 
grading (II, III&IV) in comparison with the other group 
(69.2:45.9% respectively) (p<.05) but with no difference 
as regard radiological reflux study. Pathological acid 
reflux score was also higher in this group (43.2:32.9 
DeMeester (DM) score respectively) (p<.05). Despite the 
inability to elicit TLESRs our study, it is clear that 
defective LES pressure is a very important item, which is 
associated with severe form GERD. 

Surgery Outcome 

Many studies reported a significant increase in basal LES 
pressure after surgery in patients with symptomatic 
GERD and low LES pressure before surgery. This 
appears the most dramatic effect of fundoplication on 
esophageal physiology and should explain the efficacy of 
the surgical antireflux procedure.(17) Indeed, some 
authors have found that a decrease in LES pressure 
accounted for about 70% of GERD, increasing to 100% in 
patients with severe mucosal damage.(18) However, 
recent studies support the idea that TLESRs are 
responsible for the majority of gastro-esophageal reflux 
episodes in healthy humans and for a large proportion of 
these episodes in GERD patients.(19) Johnsson et al,(12) 
have shown that fundoplication decreases the occurrence 
of these relaxations induced by gastric dilatation: this 
mechanism could help explain efficacy of antireflux 
surgery, especially in patients who do not have 
decreased LES pressure before surgery.  

Because TLESRs were not studied in our series, we can 
only speculate on the predominant mechanism (increase 
in LES pressure) to explain the efficacy of antireflux 
surgery. Clinical results were similar in patients with 
LES pressure ≤10 mmHg (104 cases) and those with LES 
pressure >10 mmHg (96 cases); 92 (88.5%) cases of the 
first group and 86 (89.6%) of the second showed 
heartburn relief (p>.05). Endoscopic and radiological 
results showed nearly similar results. Mean LES pressure 
was improved similarly (p>.05) in both groups (22.3 
mmHg and 22.3 mmHg respectively), whereas mean pH 
scores dropped into 6.5 and 3.7 DM score respectively 
(p<.05).  

Effect of esophageal body dysmotility upon gerd 
severity and surgery outcome 

GERD severity 

GERD is frequently associated with motor disorders of 
the esophageal body characterized by a hypermotility or, 
more frequently, by a hypokinetic pattern.(20) Whether 
these abnormalities are a primary phenomenon or occur 
as a consequence of acid injury is an area of controversy. 
The majority claimed that this peristaltic dysfunction is a 
primary alteration that precedes and contributes to 
severe forms of reflux injury.(21) Other authors, however, 
have demonstrated that surgical treatment for GERD 
often improves esophageal motor function, indicating 
that esophageal body motility impairment may be the 
consequence rather than the cause of GERD.(22) 

Our results do not agree with the opinion that defective 
body pressure is usually associated with severe form 
GERD. In our series, patients with esophageal body 
pressure ≤35 mmHg were only 24 (12%), while those 
with pressure >35 were 176(88%). Both groups were 
nearly similar as regard clinical, endoscopic, radiologic, 
manometric and pH metric aspects (p>.05).  

Surgery Outcome 

Although the clinical significance has yet to be 
determined, total fundoplication causes partial 
obstruction at the Esophago-Gastric Junction (EGJ), so it 
is tempting to believe that this surgical procedure is 
prone to induce obstructive complaints in reflux patients 
with impaired motor function. Accordingly, it was 
recommended by many authors that patients with 
preoperative poor esophageal motility (distal esophageal 
body contraction amplitude ≤35 mmHg) be operated on 
with a partial fundoplication rather than a total fundic 
wrap to avoid adverse consequences of the operation.(23) 
Nevertheless, the idea has been challenged by the data 
from three studies that have a bearing on this clinical 
topic. Laws et al,(24) compared 23 patients having a 
laparoscopic complete wrap to 16 patients having a 
laparoscopic partial wrap. They concluded that a partial 
or a complete wrap, after Short Gastric Vessels Division 
(SGVD), offers effective therapy for reflux esophagitis 
with more than 90% patient satisfaction. They found that 
there is no clear advantage of one wrap (partial or 
complete) over the other. In a cross-sectional study, 
Mughal and coworkers(25) investigated 126 consecutive 
patients who had a floppy Nissen wrap irrespective of 
the preoperative manometric data. These authors 
concluded that preoperative esophageal studies, other 
than those required to make an accurate diagnosis, were 
of no value when designing the suitability of patients for 
surgical correction of GERD with a total fundic wrap. In 
another series of 345 consecutive patients operated upon 
with LNF, Baigrie et al,(26) found 31 patients who had 
disordered peristalsis preoperatively. These patients, 
with disordered peristalsis and possibly even absent 
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peristalsis, postoperatively reported clinical results 
similar to those in the larger group of patients with 
normal motor function of the esophagus, which 
suggested to the authors that weak manometric findings 
are not a contraindication to a Nissen’s fundoplication. 
Therefore, these reports together with the study of 
Rydberg et al,(27) indicate that the principle of tailoring 
the type of fundoplication, based on the preoperative 
motor function of the esophagus, in chronic GERD 
patients lack firm scientific support. Consequently, 
information available to date does not allow a clear 
conclusion of the superiority of either operation. 

Our results assured the efficacy of LNF in treatment of 
GERD patients with defective body motility. Clinical 
results were similar in patients with defective body 
pressure (24 cases) and in those with average pressure 
(176 cases); 22 (91.7%) cases of the first group and 156 
(88.6%) of the second documented heartburn 
disappearance (p>.05). Endoscopic and radiological 
results were similar in both groups. LES pressure and 
esophageal exposure improved similarly in both groups; 
Mean LES pressure was 21.8 mmHg in the first group 
and 22.3 in the second, whereas mean pH score was 
4.4:5.7 DM score respectively (p>.05). It is to be noted 
that cases with defective body motility had a 
postoperative great improvement (mean distal amplitude 
increased from 28.4 mmHg preoperatively to 86.5 
postoperatively) (p<.001). 

CONCLUSIONS 

Defective LES pressure is a very important item, which is 
associated with severe form GERD. The significant 
increase in basal LES pressure postoperatively appears to 
be the most dramatic effect of fundoplication on 
esophageal physiology. However, LNF results are  
similar in patients with or without preoperative defective 
LES. 

Our preoperative data were nearly similar in patients 
with or without defective body pressure. Total wrap in 
patients with defective body motility provides a similar 
symptomatic and physiologic outcome to those with 
normal motility.  

REFERENCES 

1. Dent J. Holloway RH. Esophageal motility and reflux 
testing. State- of- the- art and clinical role in the  
twenty- first century. Gas- troenterol Clin North Am. 
1996;25:51- 73. 

2. Wiesław T, Adam K, Katarzyna BK, Adam C, Artur B, 
Naser D. Laparoscopic fundoplication improves 
oesophageal motility– a prospective study. Videosurgery 
and other miniinvasive techniques. 2011;6:73-83.  

3. Rydberg L, Ruth M, Lundell L.: Mechanism of action of 
antireflux procedures. Br J Surg. 1999;86:405- 10. 

4. Castell JA, Gideon RM, Castell OD. Esophagus. In: 
Schuster M, ed. Atlas of gastrointestinal motility in health 
and disease. Balti- more, MD: Williams& Wilkins.  
1993:134-57.  

5. Gill RC, Bowes KL Murphy PD, Kingma YJ. Esophageal 
motor abnormalities in gastroesophageal reflux  
and the effects of fundoplication. Gastroenterology. 
1986;91:364-9. 

6. Bremner RM, DeMeester TR, Crookes PF, Costantini M, 
Hoeft SF, Peters JH, et al. The effect of symptoms and 
nonspecific motility abnormalities on outcomes of 
surgical therapy for gastroesophageal reflux disease. J 
Thorac Cardiovasc Surg. 1994;107:1224-49. 

7. Rydberg L, Ruth M, Lundell L. Does oesophageal motor 
function improve with time after successful antireflux 
surgery? Results of a prospective, randomized clinical 
study. Gut. 1997;41:82-6. 

8. Alexiou C, Beggs D, Salama FD, Beggs L, Knowles KR. A 
tailored surgical approach for gastro-esophageal reflux 
disease: the Nottingham Experience. Eur J Cardiothorac 
Surg. 2000;17:389-95. 

9. Harding SM, Richter JE, Cuzzo MR, et al.: Asthma and 
gastroesophageal reflux: Acid suppressive therapy 
improves asthma outcome. Am. J Med. 1996;100:395-9. 

10. Little AG, DeMeester TR, Kirchner PT, O’Sullivan GC, 
Skinner DB.: Pathogenesis of esophagitis in patients with 
gastroesophageal reflux. Srugery. 1980;88:101-7. 

11. Anvari M, Allen C. Laparoscopic Nissen fundoplication: 
Two-year comprehensive follow-up of a technique  
of minimal paraesophageal dissection. Ann Surg. 
1998:227-32. 

12. Johnsson F, Holloway RH, Ireland AC, et al. Effect of 
fundoplication on transient lower esophageal sphincter 
relaxation and gas reflux. Br J Surg. 1997;84:686-9. 

13. Rakic S, Stein HJ, DeMeester TR, et al. Role of esophageal 
body function in gastroesophageal reflux disease: 
implications for surgical management. J Am Coll Surg. 
1997;185:380-7. 

14. Katzka DA, Sidhu M, Castell DO.: Hypertensive lower 
esophageal sphincter pressures and gastroesophageal 
reflux: an apparent paradox that is not unusual. Am J 
Gastroenterol. 1995:90:280-84. 

15. Katzka DA, Sidhu M, Castell DO.: Hypertensive lower 
esophageal sphincter pressures and gastroesophageal 
reflux: an apparent paradox that is not unusual. Am J 
Gastroenterol. 1995:90:280-4. 

16. Dent J, Dodds WJ, Friedman RH, et al.: Mechanism of 
gastroesophageal reflux in recumbent asymptomatic 
human subjects. J Clin Invest. 1980;65:256-67. 

17. Rita S, Jacques M, Jean B, Francois M. Laparoscopic 
Fundoplication for Gastroesophageal reflux: Effects on 
esophageal motility. Surgical laparoscopy & endoscopy. 
1999;10:115-19. 



Egyptian Journal of Surgery 200

18. Costantini M, Zaninotto G, Anselmino M, Boccu’ C, 
Nicoletti L, Ancona E.: The role of a defective lower 
esophageal sphincter in the clinical outcome of treatment 
for gastroesophageal reflux disease. Arch Surg. 
1996;131:655. 

19. Dent J. Patterns of lower esophageal sphincter function 
associated   with gastro-esophageal reflux. Am J Med. 
1997;103:295-325. 

20. Ortiz Escandel A, Martinez de Haro LF, Parrilla Paricio P, 
et al. Surgery improves defective esophageal peristalsis in 
patients with gastroesophageal reflux. Br J Surg.  
1991;78:1095-7. 

21. Rydberg L, Ruth M, Lundell L. Does esophageal motor 
function improve with time after successful antireflux 
surgery? Results of a prospective randomized clinical 
study. Gut. 1997;41:82-6. 

22. Rakic S, Stein HJ, DeMeester TR, et al. Role of esophageal 
body function in gastroesophageal reflux disease: 
implications for surgical management. J Am Coll Surg. 
1997;185:380-7. 

23. Kauer W, Peters J, DeMeester T, Heimbucher J, Ireland A, 
and Bremmner C.A. tailored approach to antireflux 
surgery. J Cardiovasc Thorac Surg. 1995;110:141-49. 

24. Laws H, Clements R, Swillie C, et al. Changing strategies 
in the performance of laparoscopic Nissen fundoplication 
as a result of experience with 230 operation. Surg Endosc. 
1995;9:961-6. 

25. Mughal MM, Bancewicz J, Marples.: Oesophageal 
manometry and pH recording does not predict the bad 
results of Nissen fundoplication. Br J Surg. 1990;77:43. 

26. Baigrie R, Watson D, Myers J, Jamieson G, et al.: Outcome 
of laparoscopic Nissen fundoplication in patients with 
disordered preoperative peristalsis. Gut. 1997;40:381-6. 

27. Rydberg L, Ruth M, Abrahamsson H, Lundell L. Tailoring 
antireflux surgery: a randomized clinical trial. World J 
Surg. 1999;23:612-18. 


