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INTRODUCTION 

dysphagia is a common complaint in patients under 

stress, and in those with an hysterical personality. The 
simultaneous occurrance of psychiatric and organic dis- 
ease may make it very difficult to say where organic 
disability ends and psychogenic overlay begins (Slater 
and Roth 1969). We present a case of dysphagia in which 
the diagnosis of underlying organic disease was delayed 
by the patients' hysterical overlay. 

CASE REPORT 

^ 25 year old woman was admitted to hospital in the 29th 

^eek of her first pregnancy because of dysphagia and 

severe weight loss. At the time of admission she 

Weighed 49 kilograms, while her normal non-pregnant 
height was 50 kilograms. She had consulted her general 
Practitioner for the previous four years complaining of 

dysphagia for which Valium and Stemetil had been pre- 
scribed. She had also had a history of conflict with her 

ln"laws, who had moved to a house close to their son on 
his marriage to the patient seven years previously; 

the 

'n-laws became daily visitors, frequently criticising their 

son. The patient found this interference stressful, 
and her 

Problems with dysphagia had started at this time. 

While in hospital the patient was interviewed by a 

Psychiatrist, who found that she was anxious about the 

possible effects which her weight loss might have on her 
child. She complained of difficulty with swallowing, 
vomiting after meals, and of feeling nervous when eating 
in front of people. This was confirmed by the ward staff, 
who found that whenever the patient ate a meal she 
drew attention to herself, demonstrating that she found it 
very painful to swallow. A diagnosis of globus hystericus 
was made; organic obstruction was thought unlikely, 
although it was recommended that a barium swallow 
should be obtained following the birth of the child. 
A normal child was delivered eleven weeks later, and 

the patient was discharged home. Her weight fell further 
to 40 kilograms (height 5 foot 6 inches; normal weight 
range 55 to 70 kilograms), and she was followed up as a 
psychiatric outpatient. The diagnosis of anorexia nervo- 
sa was made, although it was noted that she had never 
suffered from amenorrhoea prior to her pregnancy. She 
slowly regained weight, and was discharged from the 
clinic four months later, when it was felt that she was 

poorly motivated. 
Six years later the patient moved to a new town, 

having had two more children in the interim. She went to 
see her new general practitioner, still complaining of 
dysphagia. She said that although she had learnt to live 
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with her problem, she was still unable'to eat in public. 
She had found that she could keep solid food down, 
providing that she drank several glasses of water im- 
mediately after each meal. It was discovered that she had 
never had a barium examination, and this was now 

requested. The barium swallow demonstrated consider- 
able dilatation of the oesophagus, which had a smooth 
tapered lower end, absence of peristalsis, and failure of 
the cardiac sphincter to relax (Figures 1 and 2). Achalsia 
of the cardia was diagnosed, and the cardiac sphincter 
was dilated with a Ryder-Mueller balloon. The patient 
gained 10 kilograms over the subsequent 3 months; she 
also ate a meal in a public restaurant for the first time in 
over ten years. 

DISCUSSION 

Achalasia of the cardia presents most commonly be- 
tween the ages of 40 and 70, but it can occur at any age 
(Carre et al. 1984). Patients typically complain of several 
years of dysphagia and regurgitation, this leading to 

avoidance of eating in public (Shearman and Finlayson 
1982). The drinking of large volumes of water following 
eating, in order to prevent regurgitation, is also charac- 
teristic, as is the Valsalva manoeuvre to force down 
solids. In retrospect, 10 years after the patient's initial 
medical consultation, many of these symptoms of acha- 
lasia were present in her history. However dysphagia 
and regurgitation were the main organic symptoms at 
the time of the hospital admission. These were exagger- 
ated by the patient's anxiety, and the underlying organic 
disease was masked by her behaviour; a,diagnosis of 
globus hystericus or anorexia nervosa was a natural 
conclusion in a young woman with obvious anxiety and 
known stress at home. 

At the time of the hospital admission there were some 
features which did not fit with the diagnosis of anorexia 
nervosa (in particular the absence of amenorrhoea). 
Organic disease was considered possible, but a barium 
swallow was not performed because of the pregnancy. 

While pregnancy is a relative contra-indication to X-RaY 

investigations, there is relatively little danger to a fetus 

from a barium swallow with modern image intensifica- 
tion, compared to the dangers of severe maternal weigh' 
loss. Alternatively an endoscopy could have been per- 
formed. In this case the psychiatric diagnosis had be- 

come established by the time that the child was born, 
and the lack of exclusion of organic disease was for- 

gotten. 
This case is an extreme example of a common clinical 

problem: Are symptoms due to organic disease with 

psychogenic overlay, or is the illness primarily psychia- 
tric? A further problem is that many organic diseases are 

commonly affected by stress and emotional factors. The 
' 

problem of differential diagnosis occurs frequently in 

many areas, including the alimentary tract (e.g. dyspha- 
gia, irritable bowel syndrome), the cardiovacular system 
(e.g. palpitations, cardiac neuroses), the respiratory sys- 
tem (e.g. asthma), and the skin (e.g. pruritus, atop|c 
dermatitis) (Kaplan et al. 1985). The exclusion of organic 
disease by appropriate investigation is an important firs' | 

stage in the treatment of psychiatric disease with symp' 
toms which could have an organic basis. 
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