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sis, and tracheal compression from mediastinal masses.3 All these conditions should be
kept in mind when dealing with patients who
present with wheezing and bronchspasm especially in those who do not respond to the usual
anti-asthma treatments. Respiratory complications from esophageal achalasia have been
described previously in the literature.4-10 These
respiratory complications occur from the
recurrent regurgitation of meals and from

om

All that wheezes is not asthma this adage
accredited to Chevalier Jackson emphasizes
the importance of differentiating asthma from
its mimics, particularly if the patient is not
responding to usual therapy. The above statement also warrants further diagnostic evaluation and management of non-asthma conditions that mimic asthma. We present here a
case of a middle aged female who presented
with severe bronchospasm, initially labeled as
asthma but was resistant to usual anti-asthma
therapy. After further workup she was eventually diagnosed to have esophageal achalasia.
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vated on lying down as well as on mild to moderate exertion. She had a history of recurrent
cough for the last 1-2 month associated with
shortness of breath prior to coming to our hospital. For this recurrent cough and shortness of
breath she had been diagnosed with asthma
and was given usual anti-asthma treatment
with bronchodilators. Her past medical history
was significant for hyperthyroidism, which
was treated with Carbamizole for three weeks.
She also had symptoms of GERD (Gastroesophageal reflux disease) including heartburn, regurgitation of meal and water-brash
for 3 month and had been empirically treated
for Helicobacter -pylori induced gastritis. At
presentation she was in respiratory distress
using her accessory muscles with respiratory
rate of 28 breaths per minute. Her chest examination revealed bilateral diffuse poly-phonic
rhonchi and crackles at the bases. Chest X-ray
was normal. She was admitted to the
Pulmonary service with a working diagnosis of
infective exacerbation of asthma and was initially treated with intravenous corticosteroids,
nebulizers and antibiotics. The next morning
she was feeling symptomatically better but her
physical examination revealed significant stridor, and chest auscultation revealed conducting sound from the upper airways. An upper
airway obstruction was suspected. She underwent bedside spirometry with flow-volume
loop, which did not revealed any signs of upper
airway obstruction. Computed tomography
scan of Neck and Chest revealed a dilated cervical and thoracic esophagus with food particles, causing compression and anterior displacement of the trachea (Figure 1) Barium
Swallow was done which showed dilated
esophagus with acute tapering producing a
typical Bird's beak appearance, highly suggestive of esophageal achalasia (Figure 2) She
underwent endoscopic balloon dilatation of the
lower esophageal sphincter, she started to
improve immediately after the procedure and
was discharged home the next day. On routine
follow-up at 3 month she was completely symptoms free.
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All that wheezes is not asthma this adage
accredited to Chevalier Jackson1 emphasize
the importance of differentiating asthma from
its mimics, particularly if the patient is not
responding to the usual anti-asthma therapy.
This statement warrants further diagnostic
evaluation and management of non-asthma
conditions that mimic asthma.2 We present
here a case of refractory bronchospasm who
was resistant to conventional anti-asthma
therapy.

Case Report
This is a 51-year-old lady who presented in
emergency department with a history of cough
for 15 days, fever for 5 days and progressive
shortness of breath for 3 days prior to admission. Her cough worsened after meals and on
lying down. Fever was high grade and associated with chills. Shortness of breath was aggra-

Figure 1. Computed tomographic scan of
the chest.

Discussion
There are variety of conditions/diseases that
can present as asthma like symptoms mainly
bronchospasm and wheezing, These conditions include chronic obstructive pulmonary
disease (COPD), congestive heart failure
(CHF), primary endobronchial tumors e.g.
bronchial carcinoid tumors, endobronchial
metastases (e.g. from breast carcinoma), pulmonary embolism, cystic fibrosis, bronchiectasis, hypersensitivity pneumonitis, aspiration
syndromes, foreign body aspiration, vocal cord
dysfunction, bronchomalacia, tracheal steno[Chest Disease Reports 2011; 1:e17]

Figure 2. Barium Swallow of the patient.
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Conclusions
5.
A high index of suspicion is required for diseases that mimic asthma, particularly when
the patient fails to respond to anti-asthma
therapy.
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direct compression of airways by a dilated
esophagus. This results in recurrent aspiration pneumonia, lung abscesses formation,
recurrent cough especially after meals, significant bronchospasm/wheezing, respiratory distress and very rarely acute stridor.4-10 Our
patient presented with severe bronchospasm
because of tracheal compression and also from
aspiration of gastric contents. Diagnoses of
asthma mimics are particularly important to
consider when the presentation is atypical for
asthma e.g. age at onset, negative family history, timing of symptoms and especially when
the response to usual anti-asthma treatment is
suboptimal or the patient presents with refractory/resistant bronchospasm) or there is some
evidence of alternative diagnosis on imaging
like mediastinal widening on chest X-ray. The
scenario can be more complex when asthma
mimics co-exist with actual asthma.3
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