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Squamous Cell Carcinoma of the Gastroesophageal Junction 
as an Unusual Underlying Cause of Pseudoachalasia
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A 71-year-old male with PMH for deep vein thrombosis due to
Factor V Leiden deficiency, on anticoagulation with rivaroxaban,
initially presented with intermittent dysphagia to solid food for many
years, rapidly progressive to both solids and liquids over the month
preceding presentation. No reported history of tobacco use, drank 6
to 8 alcoholic beverages daily until limiting to social drinking 3 years
prior. No family history of gastrointestinal malignancy. Initial barium
esophagram evaluation revealed decreased esophageal peristalsis,
distention, and smooth narrowing at the gastroesophageal junction
with “bird beak” appearance consistent with possible achalasia.
On examination he was hemodynamically stable. His abdomen

was soft and nontender, and there was no lymphadenopathy. Initial
blood count and chemistries was unremarkable. The barium
esophagram report contained findings consistent with achalasia. CT
chest and abdomen revealed a 4cm x 4cm hypoattenuating
infiltrative lesion in the gastroesophageal junction (GEJ) with loss of
fat plane with serosal irregularity [Fig. 1a and 1b], and acute
pulmonary embolus in the distal right pulmonary artery.

Esophagogastroduodenoscopy to evaluate for pseudoachalasia
revealed severe narrowing at the GEJ [Fig. 2a] which could only be
traversed after esophageal balloon dilation at 8-9-10 mm through
the scope, at which point, a 4 cm submucosal mass was found at
the GEJ extending into the gastric cardia; its epicenter was at 2-3
cm from the GEJ [Fig. 2b and 3]. Deep biopsies were performed
and histopathology revealed invasive squamous cell carcinoma
(SCC) with submucosal involvement. Endoscopic ultrasound
revealed an intramural lesion at the gastric cardia with deep
margins limited to the submucosal layer and one enlarged 14 mm x
6 mm lymph node in the subcarinal mediastinum; further imaging
did not reveal pathologic lymphadenopathy. Biopsy of the lesion
revealed SCC. Fine needle aspiration of the lymph node was
negative for malignancy, leading to a diagnosis of T2N0M0 SCC of
the GEJ with gastric cardia involvement.

Ongoing patient care is being managed by medical oncology,
surgical oncology, and radiation oncology.
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Squamous cell carcinoma of the gastroesophageal junction is an
extremely rare esophageal malignancy and has never previously
been reported as an underlying cause of pseudoachalasia. Other
cases have often misdiagnosed malignancy for primary achalasia in
the setting of normal findings on CT, endoscopy, and/or biopsy.1-3
This emphasizes the need for comprehensive workup to distinguish
primary achalasia and pseudoachalasia to avoid overlooking a
potential malignancy.

Achalasia is a rare esophageal motility disorder characterized by
progressive dysphagia to solids and eventually liquids.1-3
Pseudoachalasia, termed by Ogilvie in 1947, refers to an achalasia
secondary to an underlying etiology, such as masses, post-
operative complications, or paraneoplastic syndromes.1,3,4 The
estimated annual incidence rate is 1 in 100,000 individuals.1,2
Pseudoachalasia arising from malignant neoplasms make up to 4%
of achalasia-like syndromes.1-3,5 We discuss a case that deviates
from the typical etiology of esophageal cancer, emphasizing the
need for a comprehensive workup for dysphagia including
radiology, high resolution manometry, and upper endoscopy.

Pseudoachalasia is often misdiagnosed for primary achalasia
because of its rarity and indistinguishable symptomatology.1,5
Patients present with dysphagia, regurgitation, chest pain, or weight
loss.1 Furthermore, imaging studies may also mimic primary
achalasia.1,3-5 In both cases, barium swallow shows narrowing of
the distal esophagus, esophageal manometry shows decreased or
absent distal peristalsis with impaired relaxation of the lower
esophageal sphincter, and endoscopy reveals distal esophageal
stenosis.3 Simple mucosal biopsies from upper endoscopy have a
25% false negative rate, and therefore are not a reliable means of
excluding pseudoachalasia.1,3

CT findings suggestive of pseudoachalasia over primary
achalasia include asymmetric esophageal wall thickening or
presence of a mass.3,5 Endoscopic ultrasound can confirm
pseudoachalasia by providing more detail of any abnormal tissue
beneath the mucosa of esophageal and gastric wall layers.3-5 Fine-
needle aspiration can also be performed if endoscopic biopsies are
inconclusive.3

Nearly 75% of pseudoachalasia cases are due to
adenocarcinoma of the gastric cardia.2-5 Esophageal squamous cell
carcinoma (SCC) has an incidence rate of 1.2 per 100,000
individuals and is primarily found in the middle third of the
esophagus.6 SCC of the distal esophagus or GEJ as compared to
the mid-esophagus is rare. Pseudoachalasia due to SCC of the
distal esophagus has been reported once7; we present our patient
as the first reported case of pseudoachalasia due to
gastroesophageal junction squamous cell carcinoma.

Figure 1: Computed tomography (CT) scan of the abdomen revealed hypoattenuating
infiltrative lesion in the gastroesophageal junction (GEJ), axial image (a) and coronal (b)

Figure 2: Esophagogastroduodenoscopy revealed severe stricture at the GEJ (a), a 4 cm
submucosal mass at the GEJ with extension to the gastric cardia (b).
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Figure 3: Esophagogastroduodenoscopy with a gastric retroflexed view revealed GEJ
submucosal mass extension into the gastric cardia.


