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A tale of noisy airways: Asthma or not?
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Background

A young female in her early twenties presented with com-
plaints of sneezing, nocturnal dry cough, chest tightness and
occasional nocturnal wheeze. She reported occasional reflux
symptoms. She denied loss of weight, loss of appetite or fever.
She gave a history of biomass fuel exposure. The duration of
symptoms was for a period of one and half years. She denied
history of any new exposures or change in residence prior to on-
set of symptoms. She reported partial relief with inhaled bron-
chodilators. On examination, she had a BMI of 18.76 Kg/m?. She
was hemodynamically stable. A general examination and that
of individual systems was normal. The patient’s baseline blood
investigations were normal. There was no evidence of periph-
eral eosinophilia. A chest X-ray was performed which showed a
convex opacity overlapping the mediastinum on the right side
(Figure 1).

In view of the respiratory symptoms and the imaging find-
ings, a posterior mediastinal pathology was suspected. The pa-
tient was advised a pulmonary function test and a CT chest.

A CT chest done revealed a dilated thoracic esophagus along

its entire extent with smooth tapering of the GE junction (Fig-
ures 2a and 2b). Note was also made of few centrilobular nod-
ules in bilateral upper lobes.

Since the patient had presented with respiratory symptomes,
a pulmonary function test was performed. The test revealed, an
FEV1 of 1.62 L (59.34%), FVC of 3.02 L (96.49%), and an FEV1/
FVC ratio of 53.64. There was no bronchodilator reversibility.
There was plateauing of the inspiratory and expiratory limbs
(Figure 3).

In view of the imaging findings, an upper Gl endoscopy was
performed that revealed, a dilated esophagus with hyperemic
mucosa and residual food contents. Resistance was noted at the
Lower esophageal sphincter (Figure 4a and 4b).

On the basis of clinicoradiological and endoscopic findings,
the patient was diagnosed with achalasia cardia.

Discussion

Achalasia is an idiopathic esophageal motility disorder, char-
acterized by incomplete Lower Esophageal Sphincter (LES) re-
laxation, loss of enteric neurons and lack of peristalsis of the
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Figure 1: Chest X-ray PA view shows a convex opacity overlapping
\\the mediastinum (starred).
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Figure 2a: Coronal section of CECT chest showing the esophagus di-
lated in its entirety with non-enhancing internal contents (starred).
Figure 2b: Axial image of CECT chest (mediastinal window) shows
dilated oesophagus with internal contents. Also note the extrinsic
compression on the trachea).
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oesophagus. It can be seen in all ages with an incidence of 0.5-
1 per 100.000 [1]. Patients with achalasia usually suffer from
progressive dysphagia and regurgitation and rarely chest pain,
weight loss and dyspnea [2]. A systematic investigation of the
prevalence of respiratory symptoms and diseases in patients
with achalasia [3] was performed and reported a relatively high
prevalence of patients with cough, hoarseness, wheezing, dys-
pnea, sore throat, and episodes of pneumonia. Impaired esoph-
ageal emptying from achalasia may lead to episodes of micro
and macro-aspiration, thereby causing symptoms or airway and
pulmonary disease [4,5], in up to 40% of cases of achalasia, pul-
monary disorders can occur, with diffuse aspiration bronchiol-
itis occurring rarely [6].
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Figure 3: Flattened inspiratory and expiratory loops in lung func-
tion test, likely due to compression of the trachea by the dilated
\\oesophagus.
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Figure 4a: Hyperemic oesophageal mucosa with undigested food
contents (Starred).
Figure 4b: Increased resistance noted at the lower oesophageal
sphincter (Arrow).

Our patient has been planned for a Per-Oral Endoscopic
Myotomy (POEM) procedure and she is on oral nitrates as she
awaits the procedure.

Teaching point: All that wheezes is not asthma. Our patient
had inadequate response to inhaled bronchodilators. In pa-
tients with suspected asthma and poor response to treatment,
be sure to look for asthma mimics. A chest X-ray and a pulmo-
nary function test are important for baseline evaluation. It is
also important to remember that achalasia may present with-
out any significant symptoms, except for reflux. A holistic ap-
proach to patient symptoms is important to clinical medicine.
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