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Gastroesophageal reflux disease (GERD) has a multifactorial 
pathophysiology (1). Esophageal peristalsis is the main 
determinant of esophageal clearance of the refluxate after 
an episode of reflux and thus an important part of GERD 
control (2). Defective peristalsis is undoubtedly associated 
with more severe GERD (3). 

A significant proportion of candidates for surgical 
treatment for GERD have esophageal dysmotility (4) 
with a 10% rate of severe abnormalities (5). Even though 
these figures are not surprising since dysmotility is part 
of GERD pathophysiology as we mentioned, several 
authors questioned if surgical therapy would be appropriate 
in patients with severe alterations in peristalsis or an 
alternative to the standard Nissen fundoplication should be 
pursued in view of the chance of increasing the incidence 
of postoperative dysphagia. These ideas culminated in the 
tailored approach to GERD very popular at the end of the 
last century and beginning of the current millennium. The 
tailored approach advocated that a partial fundoplication 
should be used in patients with esophageal wave amplitude 
lower than 30 mmHg and a Nissen fundoplication 
otherwise, in case of “normal” motility. The tailored 
approach did not live long as the authors reviewed their 
results to notice that partial fundoplication had worse results 
and those few patients that underwent a total fundoplication 
even with abnormal peristalsis had better outcomes (4,6). 
Medical knowledge seems to be cyclical with concepts being 
rejected and accepted recurrently. Now, a prominent young 
fellow, Dr. Armijo, presents the outcomes of a respected 
institution for partial fundoplication in patients with severe 
esophageal dysmotility. Is the tailored approach back? What 

this experienced group captained by Dr. Oleynikov can 
teach us?

In their report, Armijo et al. (5) showed the results 
for 52 patients with severe dysmotility that underwent a 
Toupet fundoplication at a mean 25 months follow-up. 
Outcomes were measured mainly by symptoms with 27% of 
patients reporting dysphagia with 6% in need of dilatation. 
Complications were neglectable. These figures are not 
different from total fundoplication series. 

What is new and what is different in this report? 
The authors did not change the surgical technique for 
the fundoplication from previous publications (7). The 
definition for dysmotility; however, is different. The 
authors used the Chicago classification that is the standard 
classification for esophageal motility disorders based on 
high resolution manometry (8). The authors defined severe 
dysmotility as amotility or ineffective esophageal motility 
disorder. In regards to the first group of patients: amotility 
or absent contractility, this altered dysmotility was not 
contemplated by the tailored approach, but considered 
as a different situation. Wave amplitude tailored the 
fundoplication type while defects of peristalsis always 
demanded a partial fundoplication (9). The second group 
of patients with ineffective esophageal motility disorders 
encompasses a ampler group of patients since the parameter 
that define this condition [Distal Contractile Integral (DCI)] 
is complex and includes the mean amplitude of contraction 
in the distal esophagus, the duration of contraction and the 
length of the distal esophageal segment (10). Thus, this 
new definition certainly included patients that would not be 
previously included in the old classification and vice-versa 
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as the authors discussed in the article. 
What  a re  the  l imi t a t ions  o f  th i s  s tudy?  The 

authors themselves appointed some limitations of 
this retrospective series: mainly, the small number of 
patients and the lack of esophageal function tests in the 
postoperative period, since GERD control—that may 
improve peristalsis—was not objectively assessed. Mostly; 
however, this cohort of patients underwent only partial 
fundoplication, a total fundoplication was never offered 
and whether similar outcomes would be obtained by a 
Nissen valve is elusive. 

What are the conclusions of this study? The authors 
claim that a partial fundoplication provides effective 
symptom control in patients with severe dysmotility. Their 
data unquestionably support this conclusion. Does it mean 
that tailored approach is revived? This report adds light to 
the topic; however, there are limitations and new definitions 
in the series. Tailored approach should not be the new 
practice yet until more robust data is presented.
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