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Fig. 3. Esophagogastroduodenoscopy. Submucosal
mass was seen at just below to esoph-
agogastric junction.

Fig. 1. A standard posteroanterior chest radiograph
from the patient. This film shows massive

left pleural effusion. LAY 280} . 4% AN vlE shiella] 8
F ARE shibshe gHe] Wity Ax WiReR
EE5hE 94 24 98 S8k (Fig. 6).
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Fig. 4. Esophageal manometry. A.Aperistalsis in body. B Incommplete re-
laxation of hypertensive lower esophageal sphincter.

Fig. 6. Endoscopic ultrasonography. Bilobed cystic
mass(open arrow), compressing lower esoph-
ageal portion at just below to gastroesopha-
geal portion, was seen.
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Fig. 5. Abdomen computed axial tomography(at sec- 2] ajR-elwekel fibe] glw, HEFR X-AAF 2t

ond admission). A.Narrowing lower esopha- 2 AER Q8 RS 8%, FE2AEY airfluid
gus(dark arrow) was seen at the level of - o .
gastroesophageal junction. B.Large, multiple level, &2l #d, H%5 5o] BY $ dn” A%
pancreatic pseudocyst(open arrows) at just WA AlEAe] Ld%59E, sliaefagte)
below to gastroesophageal junction compress- . B . -

ing the lower esophagus and pleural effusion Ao} dshA] shR-aeRTe) b o)gk Fo] Uy,

(dark arrow) was seen. Awo|E55e] JaekAl, uhalAdEtA 27T Ax
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= Abstract =

A Case of Secondary Achalasia Associated
with Pancreatic Pseudocyst

Jang Ho Bae, M.D., Kyu Chan Huh, M.D.
Kwang Beom Jo, M.D., Jae Seok Hwang, M.D.
and Young Woo Kang, M.D.

Department of Internal Medicine, Keimyung University
School of Medicine, Taegu, Korea

Achalasia of the esophagus is a motor disorder
characterized by loss of the lower esophageal peri-
stalsis, failure of the lower esophageal sphincter to
relax normally, and a high resting pressure at the
lower esophageal sphincter. 2%-4% of achalasia
cases are of the secondary variety, of which gastric
adenocarcinama is by far the most common. Benign
causes are rare and an association with pancreatic
pseudocyst has never been made except one case.
This report describes a case of secondary achalasia
associated with pancreatic pseudocyst, who presented
with clinical, manometric, endoscopic, and radio-
graphic features of achalasia. Relationship between
achalasia and pancreatic pseudocyst was confirmed
by restoration of normal esophageal function after
external drainage of the pseudocyst.

Key Words: Secondary achalasia, Pancreatic pseu-
docyst
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