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Abstract

Objectives: To show the importance of considering a mechanical and potentially treatable cause, such as a paraoesophageal
hernia, in the differential diagnosis of stridor. Such cases can be referred to the upper GI multi-disciplinary team meeting for
appropriate surgical input. Case report: We report the case of a 79-year-old man with Parkinson’s disease presenting with
intermittent stridor secondary to oesophageal dilatation from a paraoesophageal hernia. A computerised tomography (CT) scan
of his thorax provided the diagnosis. The patient was referred to the upper GI multi-disciplinary team meeting and underwent a
laparoscopic reduction and repair of the paraoesophageal hernia that resolved his symptoms. Conclusion: A paraoesophageal
hernia can be a rare cause of stridor. Since surgical treatment is now available, we suggest that a referral to the upper GI multi-
disciplinary team is important once prompt diagnosis has been made.

INTRODUCTION

Stridor secondary to oesophageal disease is rare but has been

reported previously 1-6. Oesophageal dilatation leading to
tracheal compression may be due to mechanical,
neurological or idiopathic motility causes. Oesophageal
dilatation due to a paraoesophageal hernia and gastric
volvulus has been reported as an acute cause of stridor

requiring emergency surgery 1. Mega-oesophagus may also
result as a complication of the autonomic dysfunction seen
in Parkinson’s disease. In addition, achalasia is an idiopathic
primary oesophageal motility disorder characterised by
aperistalsis and lower oesophageal sphincter dysfunction.
Achalasia leading to progressive intermittent stridor or
stridor with acute cardiorespiratory compromise is rare but

well documented 2-6, 7.

We report the case of a 79-year-old man with Parkinson’s
disease presenting with intermittent stridor secondary to
oesophageal dilatation caused by a paraoesophageal hernia.
The prompt diagnosis of a mechanical cause for a mega-
oesophagus causing stridor is important, as surgical
treatment is now available.

CASE REPORT

A 79-year-old man with Parkinson’s disease presented with
a seven-month history of worsening intermittent stridor,
shortness of breath and dysphagia. Weight loss of 7lbs was
noted despite a good appetite over this period. There was no

history of foreign body ingestion. Other significant past
history included hypertension and transitional cell carcinoma
of the bladder treated previously.

Physical examination revealed intermittent biphasic stridor
with no respiratory or cardiovascular compromise. He also
had kyphosis and dyskinesia consistent with Parkinson’s
disease. Flexible nasopharyngoscopy, whilst the patient was
symptomatic, showed extrinsic tracheal compression (Figure
1) and good movement of the vocal cords.
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Figure 1

Figure 1: Flexible nasopharyngoscopy: Extrinsic tracheal
compression from dilated oesophagus.

Lateral soft tissue neck X-ray and chest X-ray (Figure 2)
showed prominent gaseous distension of the pharynx and
larynx, dilatation of the oesophagus and no active lung
lesion. CT scan of the neck and chest with contrast (Figure
3) showed a markedly dilated oesophagus from the upper
thoracic trachea down to a paraoesophageal hernia. The
carina was displaced anteriorly by the dilated oesophagus
but not significantly compressed. The stomach was not
dilated. Gastrograffin swallow examination showed
dilatation of the oesophagus mainly due to a moderate sized
irreducible hiatus hernia and no evidence of achalasia.
Oesophago-gastro-duodenoscopy (OGD) showed an 8cm
paraoesophageal hernia and no malignancy.

Figure 2

Figure 2: Chest X-ray: Oesophageal dilatation seen on plain
chest X-ray

Figure 3

Figure 3: Computerised tomography (CT) of thorax: Dilated
oesophagus compressing the trachea

Whilst in hospital, the patient continued to eat and drink as
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tolerated. We could not elicit an association between eating
and the onset of stridor. He had a nasogastric tube inserted
during an episode of stridor overnight. This only led to
partial and temporary relief of his symptoms. Nebulised
adrenaline provided no relief either.

In view of the investigations, the case was referred for
review in the upper GI multidisciplinary team meeting and
after discussion with the patient and the family a decision to
proceed to laparoscopic repair of the paraoesophageal hernia
was made. A laparoscopic reduction and repair of the
paraoesophageal hernia was performed successfully. The
patient was admitted to the High Dependency Unit post-
operatively. He had no further stridor and was discharged

home on the 6th post-operative day.

Six weeks following the operation, the patient had remained
symptom free. A follow-up video swallow study showed no
achalasia but severe oesophageal dysmotility as seen with
long-standing acid reflux.

DISCUSSION

This case demonstrates that surgical treatment is available
for stridor that is caused by a dilated oesophagus secondary
to a mechanical cause, such as a paraoesophageal hernia. In
our patient, the paraoesophageal hernia was causing
oesophageal dilatation that, in turn, would compress the
patient’s trachea leading to intermittent stridor. This is
supported by the patient’s follow-up video swallow study,
which showed oesophageal dysmotility due to long-standing
acid reflux rather than achalasia or an atonic oesophagus
secondary to his Parkinson’s disease.

In the emergency setting of a patient presenting with stridor
secondary to a dilated oesophagus, the insertion of a
nasogastric tube has been documented as lifesaving when
dilatation of the oesophagus is either secondary to achalasia
2, 7 or due to a diaphragmatic hernia 8. In our patient, the
passage of a nasogastric tube only partially and temporarily
relieved his symptoms. Apart from the use of nasogastric
tube in the acute setting, Davis et al (1992) had suggested
that patients presenting with stridor due to achalasia should
either undergo surgery, such as Heller’s cardiomyotomy, or
if unfit for the procedure the patient should be taught how to

pass a nasogastric tube to relieve recurrent symptoms 2.

In our patient, the ultimate treatment for his stridor was

provided once the diagnosis was made both with diagnostic
imaging and after referral to the upper GI multi-disciplinary
team meeting. A chest x-ray on admission has been the first
diagnostic form of imaging in most reported cases of stridor

secondary to a dilated oesophagus 1- 4, 6, 7. A computed
tomography (CT) scan may be employed to investigate for
potential causes for the tracheal compression causing stridor
and in our case it revealed the presence of the para-
oesophageal hernia. A contrast swallow can be useful in
discerning the cause of oesophageal dilatation i.e. due to
achalasia or a mechanical obstructive cause. Based on the
investigations above the management of our patient was
discussed in the upper GI multi-disciplinary team meeting
where the diagnosis of a mechanical and surgically treatable
cause for the patient’s stridor was made.

To our knowledge, this is the second reported case of an
elderly patient presenting with stridor secondary to
oesophageal dilatation from a paraoesophageal hernia who

has undergone laparoscopic hernia reduction and repair 1.

In conclusion, it is important to consider oesophageal
dilatation when dealing with patients admitted with stridor.
Oesophageal dilatation may be due a potentially surgically
treatable cause such as a paraoesophageal hernia. Referral of
such patients to the upper GI multidisciplinary team is
important in establishing the correct diagnosis and offering
surgical treatment.
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