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A Case of Esophageal Achalasia Misconceived as Laryngopharyngeal Reflux Disease

Department of Otorhinolaryngology-Head and Neck Surgery, Kangbuk Samsung Hospital,
Sungkyunkwan University School of Medicine, Seoul, Korea

Seung Ho Noh, Yong Woo Lee, Jin Su Park and Sang Hyuk Lee

Laryngopharyngeal reflux disease (LPRD) is common in laryngologic practice. In Korea, up to 1 out of every 5 patients who visit
otorhinolaryngology clinic is supposed to have LPRD with symptoms and physical findings. Major symptoms of LPRD include
hoarseness, cough, reflux symptom and mild dysphagia. Even though LPRD is common, its diagnosis may be difficult, because

its symptoms are nonspecific and the laryngeal findings are not always associated with symptom severity. In Recent study, 66.4%
of Patient who has LPRD also associated with esophageal motility disorders. Esophageal achalasia is a disease of unknown etiol-
ogy characterized by an absence of peristalsis in the body of esophagus and nonrelaxing hypertension of the lower esophageal

sphincter. Common cause is loss of ganglion cells in Auerbachs plexus. The classic triad of symptoms in achalasia includes dys-
phagia, regurgitation and weight loss. LPRD and esophageal achalasia have similar symptoms but have different treatment of
choice. The Differentiation diagnosis of theses disease is important and should be established by history, radiologic examination

and endoscopic examination. We recently assessed a 59-year-old

female patient who complained of an epigastric pain, dysphagia

and chronic cough. LPRD was initially diagnosed on Laryngoscopic examination and Reflux Symptom Index, but patient was
not relieved of any symptoms after treatment of Proton Pump Inhibitor for 3 months. After high resolution manometry, esopha-
geal achalasia was finally diagnosed. We report this case regarding the diagnosis and treatment with review of literatures because
we have to think about esophageal motility disorders as a differential diagnosis in laryngology.
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Figure 1. Laryngoscopic examination shows laryngeal mucosal
injection, mild erythema and diffuse laryngeal edema. Thick en-
dolaryngeal mucus is also observed. Total Reflux Finding Score
was 7.
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Table 1. Acid reflux composite score analysis shows DeMeester composite score. DeMeester Composite score was 0.8. (normal
range : <14.7). Upright Time in Reflux 0 score, Recumbent Time in Reflux 0.4 score, Total Time In Reflux O score, Episode over 5 min 0.3

score, Longest Episode 0.2 score, Total Episodes 0 score

Acid reflux composite score analysis (DeMeester) (pH)

Patient value

Patient score Normal threshold

Upright time in reflux 0.0%
Recumbent time in reflux 0.0%
Total fime in reflux 0.0%
Episode over 5 min 0.0
Longest episode 0.2 min

Total episodes 1.1
Composite score

0.0 <8.4
0.4 <3.5
0.0 <4.5
0.3 <3.5
0.2 <19.8
0.0 <46.9
0.8 <14.7
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Figure 2. 24-hour dual-probe PH monitoring shows mean laryngeal PH 6.7 and satisfying when esophageal probe drop below PH 4,
laryngeal probe also drop below PH 4 once within 24 hours. Correction for reflux episodes (PH drop below 4 at the proximal probe
preceded by a pH drop at the distal probe) gave a smaller percentage of time 0.007% (0.1 min).

Figure 3. High resolution manometry shows extremely hypercontractile contraction (Mean distal contractile integral >8,000 mmHg-
s-cm) in a patient with multi-peaked contraction. These findings are associated with repetitive prolonged contractions evoking the
action of the jackhammer and achalasia.
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