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=Abstract=
Cricopharyngeal Achalasia
- A Case Report -

Jae Young Kim, M.D.*, Hyung Joo Park, M.D.*, In Sung Jang, M.D.*,
Jeong Kwan Koh, M.D. *, Chol Sae Lee, M.D. *,
Sang Heum Park, M.D. **, Mun Ho Lee, M.D. **

Idiopathic cricopharyngeal achalasia is a rare condition that produces oropharyngeal
dysphagia. It is caused by spasm of the cricopharyngeus and inability to relax with
swallowing. A prominent muscle bar at the upper esophageal sphincter is a typical finding of
the esophagogram. Cricopharyngeal myotomy is the treatment of choice. We report a case of
cricopharyngeal myotomy for 61-year-old female patient.

(Korean J Thorac Cardiovasc Surg 1998;31:432-5)
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Fig. 1. Endoscopic findings show redundent mucosal
folds(white arrow) and prominent transverse ridge
(black arrow). A biopsy forcep passes through the
narrowed lumen.
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Fig. 2. Preoperative(a) and postoperative(b) esophagogram
show; (a) persistently prominent cricopharyngeal bar on
swallowing. (b) disappeared cricopharyngeal bar with bulging
of mucosa after myotomy{arrow).
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Fig. 3. Esophageal manometry shows normal function and
coordination between pharynx and upper esophageal
sphincter.
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Fig. 4. Histopathologic study of the cricophryngeal muscle
shows interstitial fibrosis, myodegeneration and abnormal fat
tissue.
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