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Introduction

Dysphagia refers to problems with the passage of swallowed 
material from the mouth to the hypopharynx or esophagus. 
Dysphagia can be caused by a number of benign and malig-
nant disorders. Upper Gastrointestinal (GI) endoscopy is rec-
ommended for most of the patients to establish a diagnosis, 
and when appropriate to perform therapeutic modalities. Early 
barium swallow evaluation for the patients with esophageal 
dysphagia is useful. In some cases, esophageal manometry may 
be necessary [1]. The term of Dysphagia Aortica (DA) refers to 
dysphagia caused by esophageal compression by a tortuous or 
aneurysmal aorta [2].

Case report

A 45-year-old woman presented to our center with intermit-
tent non-progressive solid dysphagia from 6 months prior to 
evaluation. She did not have any anorexia and weight loss. She 
had poor control high blood pressure for 12 years. Her physical 
examination findings were normal.
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An upper GI endoscopy was performed which revealed ex-
trinsic compression of the esophagus caused by a mass effect 
at 23 cm from incisors teeth (Figure 1). A barium esophagogram 
result showed extrinsic compression of the esophagus (Figure 
2).

For detection of the possible causes of esophageal compres-
sion, endoscopic ultrasonography (EUS) was performed which 
showed a mass effect on the esophagus at 23 cm of the incisors 
by aortic arch. by enlarged aortic arch. The sub-mucosal layers 
of esophagus were intact (Figure 3).

Because of the mild intermittent dysphagia without any evi-
dence of alarming signs and symptoms, lifestyle modification 
plus drug therapy of hypertension was advised for her under 
closed follow up. Dysphagia was significantly decreased in fol-
low-up at 12 months after treatment.
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Figure 1: Upper gastrointestinal endoscopy showed extrinsic 
esophageal compression caused by a mass effect at 23 cm from 
incisors.

Figure 2: Upper gastrointestinal endoscopy showed extrinsic 
esophageal compression caused by a mass effect at 23 cm from 
incisors.

Figure 3: Endoscopic ultrasonography showed mass effect on the 
esophagus at 23 cm of the incisors by aortic arch.

Discussion

DA is an unusual cause of dysphagia. Some of cases of dys-
phagia aortica were reported in literature. Ideal diagnostic and 
therapeutic modality for these patients is controversial [3-6]. 
Diagnosis of DA is usually made by history, chest radiography, 
barium esophagogram, chest Computed Tomography (CT), en-
doscopy, and aortography [2-6].

Chest CT is useful radiological modality in diagnosis of dys-
phagia in some patients. CT is used for evaluating both the 
aortic wall morphology and extra-aortic structures as possible 
causes of dysphagia [7]. The finding of DA on chest radiography 
is an unfolded aortic arch below which lies a tortuous dilated 
aorta. The findings of this condition on barium swallow are 
partial stricture or flattened contour of the left margin of the 
esophagus or pulsatile movement of the barium synchronous 
with aortic pulsation. DA findings on upper GI endoscopy are 
stenosis or pulsatile compression or kinking of the esophagus, 
although vascular pulsation is often seen on endoscopic evalua-
tion of the normal esophagus [2].

Several therapeutic modalities have been introduced based 
on the severity of symptoms of DA including lifestyle modifica-
tion, treatment of any associated congested heart failure or hy-
pertension, and surgical procedures. Many surgical procedures 
have been described for the treatment of severe DA [2].

Beachley MC et al, reported a case of DA diagnosed by chest 
radiograph, barium esophagogram, angiography, and endos-
copy and treated by surgery, while initial presentation was long 
term history of odynophagia [6]. Kim JH et al reported a patient 
of DA with progressive dysphagia and weight loss diagnosed by 
chest radiograph, chest CT, and barium esophagogram. The pa-
tient declined any invasive procedures [3]. Majumder B et al re-
ported a case of Marfan syndrome with DA diagnosed by chest 
radiography, chest computed tomography, and aortography, 
while initial presentation was intermittent chest pain and back-
ache with dysphagia [4]. Hiller HG et al reported an old patient 
with severe DA and weight loss diagnosed by chest radiograph 
and chest computed tomography. The patient died because of 
delayed diagnosis and treatment modalities [5]. Maeder M et 
al reported a case of aberrant right subclavian artery, anomaly 
of the aortic arch, diagnosed by using EUS. They concluded that 
EUS is a simple and excellent tool for the diagnosis of this condi-
tion [8].

EUS as a minimally invasive endoscopic modality has be-
come an important tool for the management of various GI and 
non-GI disorders in many centers. The clinical indications of EUS 
as an adjunctive endoscopic imaging study for lesions of the GI 
tract and surrounding organs are varied including assessment of 
mediastinal disease. EUS has an advantage of low complication 
rate [9-11].

The choice and effect of treatment of DA patients depends 
on the baseline symptom severity. The patients with mild symp-
toms can be treated by avoiding solid foodstuffs likely get stuck 
in the Esophagus. The therapy of the associated hypertension 
(low-sodium diet with or without medications) may reduce 
symptoms. The patients who are not responding to non-inva-
sive therapy may need to esophageal dilatation or surgical pro-
cedures [2].
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Our unusual case highlights a patient with dysphagia aortic 
which was suspected by barium esophagography and endos-
copy, confirmed by using EUS. Because of her mild intermittent 
symptoms, the patient was advised to change her diet and drug 
therapy was started for the management of hypertension. In 
conclusion, EUS as a simple and minimally invasive endoscopic 
modality can be performed for the diagnosis of patients with 
suspected dysphagia aortica and usually does not require con-
firmation by using other investigation methods.
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