
ACG CASE REPORTS JOURNAL

CASE REPORT | ENDOSCOPY

Safe Use of POEM in a Patient With Decompensated
Cirrhosis and Severe Achalasia
Rebecca Loh, MD1, Nicholas Noverati, MD1, Ilana Goldberg, MD1, Kevan Josloff, BS, MPH1, Grace Schiavone, BA1,
Dina Halegoua-DeMarzio, MD1, and Alexander Schlachterman, MD1

1Thomas Jefferson University Hospital, Philadelphia, PA

ABSTRACT

Patients with both achalasia and decompensated cirrhosis can often present a therapeutic challenge because portal hypertension has
generally been considered a contraindication to definitive therapies for achalasia. This case report depicts a patient who presented
with progressive dysphagia, weight loss, and large-volume ascites; was diagnosed with type II achalasia and decompensated cirrhosis
without esophageal varices; and underwent peroral endoscopic myotomy after preprocedural transjugular intrahepatic portosys-
temic shunt placement. Our case highlights the importance of multidisciplinary care and need for definitive therapies for these
complex patients at high risk of malnutrition and sarcopenia.
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INTRODUCTION

Peroral endoscopic myotomy (POEM) has become a widely accepted therapy for the management of advanced achalasia.1,2

Compensated cirrhosis with portal hypertension has generally been considered a contraindication to POEM.3 Despite this, previous
case report series have reported successful POEM in patients with cirrhosis (both with and without esophageal varices).4–6 We
present a case of a patient with decompensated Child C cirrhosis and achalasia who underwent successful POEMwithout immediate
complications. To our knowledge, this is the first case report to describe large-volume ascites that was managed peri-POEM with
transjugular intrahepatic portosystemic shunt (TIPS) and temporary ascites drain placement.

CASE REPORT

A59-year-oldmanwith a history of achalasia and suspected nonalcoholic steatohepatitis decompensated cirrhosis was transferred to
a tertiary care center with 3 weeks of intractable regurgitation, vomiting, and associated weight loss.

The patient reported a diagnosis of achalasia many years ago but with overall mild symptoms and, at baseline, to be able to tolerate
both solids and liquids. At the time of his current presentation, the patient described approximately 4 months of abdominal
distension and dysphagia that hadworsened over the past month accompanied by a 10 lb weight loss (Eckardt score 9: dysphagia and
regurgitation with each meal, daily chest pain, and less than 5 kg weight loss). Initial cross-sectional imaging was notable for ascites
with evidence of portal hypertension including perisplenic and epigastric varices, as well as a fluid-distended distal esophagus
(Figure 1). He required multiple large-volume paracenteses, which were negative for spontaneous bacterial peritonitis. During his
hospitalization, he suffered from ongoing vomiting with food intolerance, with subsequent esophagram demonstrating a markedly
distended esophagus with marked obstruction at the gastroesophageal junction suggestive of achalasia. Based on his persistent
symptoms and radiographic findings, he underwent upper endoscopy that showed no evidence of esophageal varices and received
botulinum toxin injection to the lower esophageal sphincter. Unfortunately, he did not experience symptomatic improvement and
was not a candidate for percutaneous endoscopic gastrostomy placement because of large-volume ascites. Therefore, he was started
on total parenteral nutrition before being transferred to a tertiary care center on day 15 after initial presentation for consideration of
advanced therapies for his achalasia.
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Vitals at the time of transfer were stable with a temperature of
97.6F, heart rate of 95 beats per minute, blood pressure of 146/
80 mm Hg, and pulse oximeter of 96% on room air. Relevant
laboratory results were notable for albumin 2.2, total bilirubin
2.0, international normalized ratio 2.14, and platelets 71,000
b/L and were otherwise normal (MELD-Na 19, MELD 18). He
underwent confirmatory testing with chest computed to-
mography and repeat upper endoscopy, which showed a di-
lated and fluid-filled esophagus with narrowing at 40 cm from
the incisors that could only be traversed with a pediatric en-
doscope. No esophageal or gastric varices were noted on this
repeat upper endoscopy, although mild portal hypertensive
gastropathy was identified. He also underwent endoscopic
ultrasound, which showed a normal-appearing mucosa in the
stomach and lower esophagus without mass lesions or dis-
ruption of the muscularis propria, but did note marked but

discrete homogeneous and circumferential thickening of the
submucosa and muscularis propria layers at 42–30 cm from
the bite block (Figure 2). High-resolution esophageal ma-
nometry was also performed and revealed an elevated resting
pressure with abnormal integrated relaxation pressure (me-
dian integrated relaxation pressure 5 47.3 mm Hg), failed
peristalsis, and panesophageal pressurization (Figure 3).
Studies performed were all consistent with a diagnosis of type
II achalasia. After multidisciplinary discussion, we proceeded
with TIPS placement before POEM (Figure 4). He underwent
successful TIPS placement on day 13 of this admission with
reduction in the portosystemic gradient from 21 mm Hg to
4 mm Hg and drainage of 7 L of clear yellow ascites. Given
persistent ascites the following week after TIPS placement,
despite aggressive intravenous diuresis, a temporary ascites
drain was placed before proceeding with POEM. Four days
later, he underwent successful POEM with a 12 cm myotomy.
A fluoroscopic esophagram the day following POEM did not
show any leak, and he had near resolution of symptoms. He
was tolerating a soft diet before discharge, 5 days after POEM.
Approximately 1 year after POEM, the patient was doing well
without symptoms and endorsed a 30 lb weight gain (Eckardt
score 0) (Figure 5).

DISCUSSION

Cirrhosis has been previously considered a potential contrain-
dication to certain therapies, such as pneumatic dilation and
POEM, for achalasia.3,7 To our knowledge, this is the first case
report to describe large-volume ascites that was managed peri-
POEM with TIPS and temporary ascites drain placement.
Periprocedural TIPS placement has been reported in other
nonhepatic surgeries.8 In our case, TIPS placement was per-
formed to resolve portal hypertension and, therefore, to miti-
gate the theoretical risk of variceal bleeding and reduce ascites.

Recently, the literature has elucidated an association between
cirrhosis and esophageal motility disorders, believed to be
due to autonomic dysregulation in the setting of increased
nitrous oxide production.9 This case demonstrates a poten-
tial management approach to successfully treat achalasia in
this subset of patients. Patients with achalasia typically pre-
sent with weight loss and are often malnourished.10,11 Sar-
copenia and frailty are important yet potentially modifiable
complications that predict morbidity and mortality in pa-
tients with cirrhosis. While these complications are multi-
factorial, adequate caloric and protein intake are important
factors that contribute to frailty and sarcopenia in this pa-
tient population.12 Both frailty and sarcopenia are also more
prevalent in patients with decompensated cirrhosis com-
pared with compensated cirrhosis.12 Presumably, patients
with both achalasia and decompensated cirrhosis are at
even more significant risk of malnutrition and sarcopenia
given the individual risk within each of these populations.
Therefore, expanding therapeutic options to allow for enteral

Figure 1. Admission computed tomography of the abdomen and
pelvis demonstrating a cirrhotic liver (white arrow) with evidence of
portal hypertension and large-volume ascites (white asterisks).

Figure 2. Endoscopic ultrasound revealed circumferential thick-
ening of the submucosa and muscularis propria layers (white as-
terisk), also consistent with type II achalasia.
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Figure 3. Results of high-resolution esophageal manometry demonstrating elevated integrated relaxation pressure, failed peristalsis, and
panesophageal pressurization (white bracketed arrows) consistent with type II achalasia.

Figure 4. Fluoroscopic images demonstrating successful placement
of the transjugular intrahepatic portosystemic shunt (white arrow). Figure 5. Esophagram, 1 day after peroral endoscopic myotomy.
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feeding in those patients with concomitant decompensated
cirrhosis and gastrointestinal disease such as achalasia
should be a focus for future investigations because adequate
nutrition may both improve quality of life and prevent ad-
verse outcomes in these patient populations.

DISCLOSURES

Author contributions: All authors made substantial contribu-
tions to the conception of this report as well as drafting/revising
of the content of the report and provided final approval for
publication. R. Loh is the article guarantor.

Financial disclosure: None to report.

Previous presentation: Abstract presented at Pennsylvania So-
ciety ofGastroenterologyAnnual ScientificMeeting; September
10–11, 2022; Hershey, Pennsylvania.

Informed consent was obtained for this case report.

Received May 10, 2023; Accepted August 8, 2023

REFERENCES
1. Costamagna G, Michele M, Pietro F, Andrea T, Haruhiro I, Vincenzo P.

Peroral endoscopic myotomy (POEM) for oesophageal achalasia: Pre-
liminary results in humans. Dig Liver Dis. 2012;44(10):827–32.

2. Von Renteln D, Fuchs KH, Fockens P, et al. Peroral endoscopic myotomy
for the treatment of achalasia: An international prospective multicenter
study. Gastroenterology. 2013;145(2):309–11.e1–3.

3. Stavropoulos SN, Modayil RJ, Friedel D, Savides T. The international per
oral endoscopic myotomy survey (IPOEMS): A snapshot of the global
POEM experience. Surg Endosc. 2013;27(9):3322–38.

4. Shen N, Wang X, Zhang X, Yao L, Xie H, Zhang H. Peroral endoscopic
myotomy for the treatment of achalasia in a patient with esophageal varices.
A case report. J Gastrointest Liver Dis. 2017;26(2):189–92.

5. PesceM,Magee C,Holloway RH, et al. The treatment of achalasia patients
with esophageal varices: An international study.United Eur Gastroenterol
J. 2019;7(4):565–72.

6. Fejleh PM, Yadlapati R, Mendler MH, Loomba R, KwongWT, Fehmi SMA.
Complementary role of EUS, EndoFLIP, andmanometry for management of
type III achalasia with peroral endoscopic myotomy in a patient with com-
pensated cirrhosis and no varices. VideoGIE. 2021;6(4):167–9.

7. Pinillos H, Legnani P, Schiano T. Achalasia in a patient with gastro-
esophageal varices: Problematic treatment decisions. Dig Dis Sci. 2006;
51(1):31–3.

8. Lahat E, Lim C, Bhangui P, et al. Transjugular intrahepatic portosystemic
shunt as a bridge to non-hepatic surgery in cirrhotic patients with severe
portal hypertension: A systematic review.HPB (Oxford). 2018;20(2):101–9.

9. Khalaf M, Castell D, Elias PS. Spectrum of esophageal motility disorders
in patients with liver cirrhosis. World J Hepatol. 2020;12(12):1158–67.

10. Newberry C, Vajravelu RK, Pickett-Blakely O, Falk G, Yang YX, Lynch KL.
Achalasia patients are at nutritional risk regardless of presenting weight
category. Dig Dis Sci. 2018;63:1243–9.

11. Ghoshal UC, Thakur PK, Misra A. Frequency and factors associated with
malnutrition among patients with achalasia and effect of pneumatic di-
lation. JGH Open. 2019;3(6):468–73.

12. Tandon P,Montano-Loza AJ, Lai JC, Dasarathy S,MerliM. Sarcopenia and
frailty in decompensated cirrhosis. J Hepatol. 2021;75:S147–62.

Copyright:ª 2023 The Author(s). Published byWolters Kluwer Health, Inc. on behalf of
The American College of Gastroenterology. This is an open access article distributed
under the terms of the Creative Commons Attribution-Non Commercial-No Derivatives
License 4.0 (CCBY-NC-ND), where it is permissible to download and share the work
provided it is properly cited. The work cannot be changed in any way or used com-
mercially without permission from the journal.

ACG Case Reports Journal / Volume 10 acgcasereports.com 4

Loh et al Safe Use of POEM in a Patient

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://acgcasereports.com

