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ABSTRACT 

 

Introduction: Chagasic Megaesophagus (CME) is the manifestation of the disease 

characterized by luminal enlargement and muscular hypertrophy. Physiotherapy is an 

area that can be beneficial to CME patients in both pre and postoperative stages due to 

evidence of its success rate in preventing pulmonary complications. Objective: analyze 

the use of physiotherapeutic treatment in treating patients that underwent surgical 

treatment for CME. Methods: Study developed at University Federal of Goiás- Hospital 

das Clínicas, in Goiânia – Goiás. Of the 1096 surgical procedures, 38 of them were to 

treat CME. Results: was an average age of 59,4±13 years, 77% male and 23% female, 

physiotherapeutic care was part of the postoperative routine in 68% of the cases with 

no record of its occurrence in the preoperative stages. Conclusion: Physiotherapy was 

used only in the postoperative stage. Despite the importance of Physiotherapy in the 

treatment of CME, the studies pertaining to its use in this context are scarce. As a result, 

more research is necessary to emphasize that its use from the moment of hospitalization 

could increase the possibilities of surgical recovery. 
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INTRODUCTION 

Chagas Disease (CD) occurs through infection by the Trypanossoma cruzi 

protozoa and, despite vector control, still affects a significant amount of the population. 

In Latin America, according to the World Health Organization, about 8 million people are 

infected with a predominance of chronic cases in individuals between 50 and 70 years 

of age, from endemic regions such as Goiás, Bahia and Minas Gerais in Brazil1-3. 

The parasite has the ability to survive and reproduce in infected tissue, especially 

in target organs such as the heart, esophagus and large intestine. Gastrointestinal 

involvement includes morphologic and functional alterations in the esophagus and large 

intestine, called Chagasic Megaesophagus (CME) and Chagasic Megacolon (CMC). There 

is a larger prevalence of CME due to greater vascular support in the myenteric plexus, in 

the esophagus, in comparison to the large intestine4,5. 

CME is characterized by luminal enlargement alongside muscular hypotrophy 

and inflammatory processes in nervous and muscular layers, with a loss of Cajal cells — 

responsible for the organ’s peristalsis. Some symptoms of CME include: dysphagia, 

regurgitation, vomiting, retrosternal pain, odynophagia, night coughs, ptyalism and 

multiple compensatory swallowing. Due to dysphagia, food can be sucked into the 

airways, causing repeated pneumonias1,6,7. 

According to Rezende et al.8, CME is classified in stages, in agreement with 

radiological examination: Stage I is characterized by larger than normal esophagus 

caliber, contrast retention and slow flow. Stage II is presented as a small to moderate 

esophagus caliber, contrast retention and tertiary peristaltic waves which can be 

associated, or not, to esophageal hypotonia. In stage III there is a reasonable increase in 

organ diameter, reduction in motor activity, hypotonia and large contrast retention. 

Stage IV is the most advanced of them all — where the esophagus has greater retention 

capacity, is dilated, atonic and stretched, folding itself over the diaphragm. 

There is no definite treatment for CME since the functional changes are 

permanent and progressive. Treatment includes a clinical approach, with a change in 
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eating habits and medication, and, in more advanced cases or cases presenting greater 

clinical repercussions, surgery9-11.  

In the surgery, due to anesthesia and the manipulation of organs near the lungs, 

it is common the occurrence of pulmonary complications such as atelectasis, 

tracheobronchitis, pleural effusion, pneumothorax, fistulas in the cervical anastomosis 

and diminished pulmonary volumes. These complications contribute to longer 

hospitalization, morbidity and larger death rates in said group12,13. Physiotherapy is an 

area that can be beneficial to CME patients in both pre and postoperative stages due to 

evidence of its success rate in preventing pulmonary complications — such as 

pneumonia — as well as the prevention and reversal of pulmonary function, ventilatory 

muscle strength, global muscle weakness and the reduction of hospitalization time. 

The objective of this study was to analyze the use of Physiotherapy during the 

treatment of the patients that underwent surgical treatment of Chagasic 

Megaesophagus. 

METHODS 

It is a descriptive observational study, done through the analysis of medical 

records of patients being treated at Goiás Federal University- Hospital das Clínicas. A 

total of 1096 surgical procedures were analyzed, 38 of them, which had CME, underwent 

surgical procedures. Patients also had their charts analyzed, filling in a proper evaluation 

form containing data such as age, sex, origin, CME stage, symptoms, surgery type, 

associated diseases and lifestyle habits. The research was approved by HC/UFG’s Ethics 

and Research Committee under statute nº 777.780. 

The data was analyzed first in the Shapiro-Wilk test to evaluate normality. A 

descriptive statistics was done alongside the Spearman correlation, with a statistical 

significance p<0,05, in order to show the correlation between variables. The analysis 

was done by the Statistical Package for the Social Science- SPSS version 23. 
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RESULTS 

A total of 1096 surgical procedures were done in the analyzed hospital, 38 of 

which were surgical interventions for CME. It is important to state that this is only a small 

parcel of CME patients treated at the hospital — since most of them are treated in 

outpatient care and only cases with greater clinical repercussions and advanced level 

are referred to surgery. It is possible to observe in our results a higher prevalence of 

male patients (61%) with an average age of 59,4±13 years as shown in table 1, below. 

All patients were from the state of Goiás, 68,4%  of which were from Goiânia and 36,85% 

from country towns of Brazil. 

Table 1 – Age, sex and origin of patients treated surgically for CME. 

Age (years) N % Male Female Goiânia 
Other cities in 

Goiás-Brazil 

59,4±13* 38 100 23 15   

30-50 9 23,7 5 4 5 4 

50-70 20 52,6 13 7 13 7 

>70 9 23,7 5 4 6 3 

Total 38 100 23 (61%) 15 (39%) 24 (68,4%) 14 (36,85%) 

*Mean and Standard Deviation. 

The stages of CME that were found, according to the Rezende scale (1989), are 

as follows: Stage II - 8 patients (21,1%); Stage III - 17 (44,7%) and 13 (34,2) patients with 

stage IV. No correlations were found between stage and age (p=0,911) or stage and 

gender (p=0,636). The table 2 shows the relation between data: CME stage, age and 

gender. 
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Table 2 – Stages of CME according to sex and age of the sample 

Variables 
Stage 

Total p-value 
II III IV 

Age (years)      

30-50 3 2 4 9 (23,7%) 

0,0911 50-70 4 9 7 20 (52,6%) 

>70 1 6 2 9 (23,7%) 

Sex      

Female 3 8 9 15 (39%) 
0,0636² 

Male 5 9 9 23 (61%) 

Total 8 (21,1%) 17 (44,71%) 13 (34,2%) 38 (100%)  

Caption: ¹ Spearman Correlation (Stage x Age); ² Spearman ]correlation (Stage x Sex). 

 

Patients showed some signs and symptoms such as: dysphagia (100%), weight 

loss (50%), regurgitation (44,7%), vomiting (21,1%), heartburn (15,8%), odynophagia 

(13,2%) and retrosternal pain (7,9%). Dysphagia, present in 100% of the cases and lasting 

an average of 10 years, was the main reason for seeking medical and surgical care.  

Heller Pinotti (78,9%), was the surgical procedure most performed, followed by 

Serra Dória (13,2%) and Esophagectomy (7,9%). The Heller Pinotti procedure was used 

in less advanced stages wheras Serra Dória and Esophagectomy were used in more 

advanced stages, with a significant value of p=0,006. 

Eight patients (21%) developed postoperative complications: one with a fistula 

in the cervical anastomosis (2,6%); three patients developed incisional hernias (7,9%); 

one with pleural effusion (2,6%); one with pneumonia (2,6%); one with pulmonary sepsis 

(2,6%); and one with cardiogenic shock (2,6%), resulting in the patient’s death. The 

diseases associated to CME, found in the sample were: Arterial Hypertension (AH), 

Gastritis, Heart Conditions, Megacolon (CMC), Dyslipedemia, Chronic Obstructive 

Pulmonary Disease (COPD) and Recurrent Pneumonias. In the sample, 89,5% considered 

themselves to have sedentary lifestyles, 23,7% were smokers and 28,9% ex-smokers. 
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Physiotherapeutic care was part of the postoperative routine in 68% of the cases 

with no record of its occurrence in the preoperative stages. The average hospitalization 

period was of 6,28±6,8 days, to hospital discharge, with no influence of 

Physiotherapeutic care on that period. 

Table 3 – Surgical interventions on CME patients and postoperatory Physiotherapeutic 
care.  

Surgical Intervention 
Physiotherapy 

Total 
No Yes 

Heller Pinotti 11 19 30 

Serra Dória 1 4 5 

Esofagectomia 0 3 3 

Total 12 (31.5%) 26 (68.4%) 38 (100%) 

 

DISCUSSION 

The profile of CME patients that were treated surgically throughout the year of 

the survey was of individuals in the 5th to 7th decades of their lives with a prevalence 

of the male gender. Although some studies show the prevalence of the disease in female 

individuals14-16 Souza et al.17 say there is no consensus between CME and gender. 

Regarding age, our survey average was similar to Santos7 study and lower than other 

studies done with chagasic patients, which had an average age higher than 65 years1,16. 

However, our study had a higher predominance of individuals between 50-70 years of 

age. Nevertheless, literature reports a variation in age between 22 and 89 years18. 

Regarding origin, all individuals operated during the survey were from Goiás, 

with the majority from Goiânia and a smaller amount from cities in the inland. The region 

of Goiás- Brazil is classified as endemic for CD7 which probably explains the high extent 

of the disease. There is also evidence that a large amount of chagasic patients were born 

in rural areas,  having lived in wattle houses and coming in contact with the vector of 

the disease, the kissing bug or Triatominae16. 

Regarding the stage of CME, many patients had advanced stages (III and IV), 

however a study at the same university hospital showed a prevalence of patients with 

stages I and II of CME7. The studied sample was composed of patients submitted to 
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surgical intervention, which is indicated in more advanced cases of the disease. Patients 

with lower levels were treated clinically. 

Regarding possible complications due to surgery, some reports say that the 

greater the esophageal dilation greater are the chances of postoperative 

complications19, however, the studied sample had lower complication rates. The most 

frequently used surgical technique in the study was the Heller Pinotti, followed by Serra 

Dória and Esophagectomy. Heller Pinotti was used for least advanced cases and Serra 

Dória, along with Esophagectomy was used in more advanced cases. The Heller Pinotti 

procedure, which is used as a surgical procedure for non-advanced megaesophagus, 

provides benefits related to dysphagia, regurgitation relief, weight gain and better 

quality of life, wheras, for more advanced cases or stage IV, the procedures of choice 

are Serra Dória and Esophagectomy. There is however no consensus on which procedure 

is best20,21. 

The main symptoms related to the disease were: dysphagia, weight loss, 

regurgitation, vomiting, heartburn, odynophagia and retrosternal pain. Dysphagia — 

present in the whole sample and lasting an average of 10 years — is reported in 

literature as a frequently reported symptom in CME patients, taking up to 9,47 years for 

patients to seek treatment17,22. Kamiji and Oliveira1 verified the presence of dysphagia 

in all patients equally despite the procedure of choice, not being eliminated with 

surgery, making new surgeries necessary. In this manner, dysphagia becomes an 

important problem in these patient’s lives, causing great repercussions in their social life 

as well as life quality. 

 The main diseases associated to CME found were: arterial hypertension, 

gastritis, heart disease, CMC, dyslipidemia, Chronic Obstructive Pulmonary Disease and 

recurrent pneumonias. Reports show a high rate of cardiovascular diseases in chagasic 

patients with CME — in which arterial hypertension is more present and indicated as a 

risk factor to developing chagastic cardiopathy as well as worst cases of cardiopathies1, 

23-25. However, Gurgel et al.26 and Gurgel and Almeida’s27 studies have shown that 

patients with CD show the same proportion of arterial hypertension as non-chagasic 

patients. 
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The association between CME and CMC, literature shows a relation of 15% to 

18% in occurrences1,22 — a lower relation than that observed in our study, where 26,3% 

of the sample had CMC. As for the other pathologies, literature does not show any direct 

relation between their occurrences and CME; however, life habits and the population’s 

prior history can be factors that contribute to the disease’s advancement. The sample 

had a high prevalence of sedentary individuals but there is no evidence as to its relation 

with CME. 

When it comes to postoperative complications, few patients developed 

complications. Studies have shown that, regarding postoperative complications, the 

most frequent complication was cervical anastomosis20. Dysphagia patients are more 

prone to malnutrition, which is shown in literature as the main cause for a higher 

average hospitalization time as well as an increase in postoperative complications28.  

Extended stays in intensive care units – longer than seven days – have been shown to 

have direct association with the development of said complications.  

Various risk factors can favor the development of postoperative complications, 

such as age, sex, associated diseases, dysphagia level, nutritional status, surgery time 

and previous pulmonary diseases30. Pulmonary complications are villains in the 

recovery of patients submitted to surgical procedures and can cause an increase in 

hospitalization time29.  

Respiratory Physiotherapy has been gaining ground and has been used in the pre 

and postoperative stages of various surgeries; there is also evidence that shows its 

success in the prevention of pulmonary complications in corrective surgeries for CME30.   

Physiotherapeutic care was part of the postoperative clinical routine of little over 

half of the cases, with no record of its use in preoperative stages. The average 

hospitalization time was of 6 days until their discharge, with no influence of 

Physiotherapy in the time span. Although the patients in the sample did not have 

Physiotherapy treatment in the preoperative stages, its benefits — from a patients 

hospitalization to his discharge — are well known and useful in preventing postoperative 

pneumonias, which reduces pulmonary complications, enabling the maintenance of 

both pulmonary and motor function. 
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Despite the importance of Physiotherapy in the treatment of CME, the studies 

pertaining to its use in this context are scarce. As a result, more research is necessary to 

emphasize that its use from the moment of hospitalization could increase the 

possibilities of surgical recovery. 
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