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Cricopharyngeal myotomy for functional
obstruction of the upper esophageal
sphinctor.
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A man with cerebrovascular accident due to occlusion of the posterior
inferior cerebellar artery had cervical esophageal dysphagia and aspiration.
Esophagoscopic examination revealed no organic obstruction of the esophagus.

Cricopharyngeal myotomy was performed and the result was gratifying. He
could eat properly and the problem of aspiration was also solved.

v
A (24 & A
indsy mideaniyw, i wehis, madandunielaslamiadva eudlumay

VY] 9 X d . 9 Y Y]
mmaiadveandmnie Fahldidangaduasaseudsveamiiaitunasne s aw-
aamsalvans 2530 quAuE ; 31 (2)

: 163-167

swvmgihe 1 3 idansgaduvasaamdanunyainanawd liaunin
nawiwaza s latwszidansasadivasnduia Taslanuisa  nrsdandruianse
Wiithenau Idinemiynd i W xiidynidanisnavamiuazisasdronvasnau la
wauadsnn ioab Tag lnnazsamamdny aasnuisn e Idkadsioihedhedwnn

* Department of Surgery, Facuity of Medicine, Chulalongkorn University.



164 Kittichai Luengtaviboon and Chanya Manothaya

Many patients who had cerebrovascular ac-
cident involving the brainstem may recover with
a residual oropharyngeal dysphagia. This is caused
by a functional obstruction of the upper esophageal
sphincter. It interferes with the normal swallowing
mechanism and makes the patient unable to eat
and be prone to aspiration. Medical treatment of
this condition nearly always fails. Surgical in-
tervention may help in some of these patients.
A case is illustrated below.

Case History

A 60 year old man was admitted at Chula-
longkorn Hospital with problems of dysphagia
and aspiration on deglutition for five months. Nine
months ago he suddenly lost consciousness and
was admitted to the Neuromedicine Unit. The
diagnosis was cerebrovascular accident secondary
to occlusion of the posterior inferior cerebellar
artery. He needed prolonged respiratory support

Preoperative Esophagogram
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and tracieostomy was performed. When his con-
sciousness was regained, he could not swallow even
his saliva. Whenever he tried to eat or drink, he
aspirated the materials into his respiratory tract.
Nasogastric tube was placed in his stomach without
difficulty, and became his only method of feeding
during the last five months. He also had dysarthria,
ataxia and weaknéss of his lower limbs. All of
these abnormalities improved gradually.

Initial physical examination : He was nor-
motensive, with good consciousness and cooperation,
His general physical status was normal. Neurological
examination revealed normal function of his tongue
and uvula. No sensory deficits were detected, He
was still ataxic with mild dysarthria. He coughed
whenever he swallowed his saliva.

Further investigation included an esophagogram
which showed complete obstruction at the level
of the opening of cervical esophagus with spillage
of barium intohis respiratory trees. (figure 1 and
2)

Figure 1 and 2 esophagogram demonstrating characteristic findings in case of spasm of cricopharyngeus
muscle The figure 1 showed typical ‘‘butterfly appearance” In the figure 2 the posterior
filling defect of the to pharyngoesophageal opening occluded by contraction of the
cricopharyngeus muscle was clearly demonstrated
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Fiberoptic flexible esophagoscope was performed
and it showed no lesion of his pharynx and esopha-
gus. The scope could easily pass into the esophagus
and stomach.

Motility study and manometric measurement
of the esophagus were not performed.

We decided to operate to help him eat and

prevent aspiration pneumonia. The incision was
oblique along the anterior border of his left ster-
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Cricopharyngeal myotomy for functional obstruction
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of the upper esophageal sphinctor.

nocleidomastoid muscle, The carotid sheathand its
contents were retracted laterally and the thyroid
gland was displaced medially. The upper part of
the cerival esophagus was mobilized. The cricopha-
rygeus muscle appeared much thicker than normal.
Complete myotomy of the cricipharyngeus muscle
and the upper part of the esophagus was performed.
After the procedure, the mucosa protruded through
the myotomy wound. (see diagram, Figure 3)

Figure 3 Operative field for performance of cricopharyngeal myotomy is displayed in middle of

drawing. (A) Incision (B) Omohyoid. middle thyroid vein, and inferior thyroid artery have
been divided, thyroid and trachea retracted. and diverticulum freed. Dotted line indicates
site of proposed myotomy. (C) Appearance of completed myotomy. SH sternohyoid.
ST sternothyroid, Omo omohyoid, IC = inferior pharyngeal contrictor muscle, E
esophagus, CA = carotid artery, SM = sternocleidomastoid muscle. 1JV internal jugular
vein.
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Postoperatively on the fourth day, a barium
swallow was done when the previous obstruction
completely disappeared, although some disturbance
of swallowing function was still noted, The patient
could swallow liquid and soft diets and he ex-

Postoperative Esophagogram.
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perienced much less frequent episodes of aspiration
during deglutition.

One month postoperatively, the patient ate
almost normally. He slowly learned to swallow
until he could do it well.

Figure 4 After cricopharyngeus myotomy the barium column could pass easily from pharynx into
esophagus. The points of obstraction at the pharyngoesophageal junotion was totally eliminated.

Discussion

Functional obstruction of the upper esophageal
sphincter is uncommon. It is caused by spasm
or hypertonicity of the sphincter. The symptoms
may follow cerebrovascular accident especially
when the brainstem is involed. Blalock, Garety,
and Smith (1968) described dysphagia at the upper
cervical esophagus, and divided it into four types,
myopathic, central neuropathic, peripheral neuropathic
and idiopathic, The barium swallow of this con-
tition is rather characteristic. It demonstrates delay
of the bolus at the cricipharyngeal level and a
megapharynx with pooling in the valleculae and
piriform sinuses. This characteristic pooling presensts
a “‘butterfly’’ appearance on the anteroposterior
view. Esophagoscopy is of little help in establishing
the diagnosis of the spasm of the upper sphincter,

but is essential for excluding a tumor or other
organic causes of the symptoms. Deglutition pres-
sure and esophageal motility studies are becoming
increasingly helpful in establishing the diagnosis.
In long standing cases, Zenker’s diverticulum is
the end result. Belsey (1966) proposed a new con-
cept for the surgical treatment of the condition.
In the early reversibel stage, the pouch formation
can be halted and dysphagia can be relieved by
control of the achalasis of the upper esophageal
sphincter. An adaptation of the Heller principle
in the form of a vertical extramucosal myotomy
incision over the inferior constrictor of the pharynx
and downward for 3 to 4 cm. into the upper
esophagus in used. The operation is contraindicated
if the lower esophageal sphincter is incompetent.
As in hiatal hernia with reflux esophagitis. In this
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condition, cricophrayngeal myotomy may cause,
fatal aspiration pneumonia. The result of myotomy
in neuromuscular causes of cervical esophrageal
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