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Cricopharyngeal myotomy for cricopharyngeus
stricture in an inclusion body myositis patient
with hiatus hernia: a learning experience
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SUMMARY
Inclusion body myositis is a chronic progressive myopathy
which tends not to respond to steroids and
immunosuppressive treatments. Dysphagia is more
common in this group than other inflammatory
myopathies like polymyositis and dermatomyositis.
Otolaryngologists are involved in the management of
dysphagia in inclusion body myositis. They usually use a
combination of cricopharyngeal myotomy, upper
oesophageal dilation or botulinum injection to help with
the symptoms. Cricopharyngeus myotomy is the preferred
treatment in this group and patients tend to be
discharged after a short stay in the hospital. However,
our experience was completely different from what we
expected as a relatively straightforward procedure led to
severe morbidity and prolonged hospital admission due
to continuous acid reflux and aspiration. We believe that
the presence of hiatus hernia led to this problem as the
patient’s problem resolved completely after her hernia
was treated.

CASE PRESENTATION
A 68-year-old woman presented to the otolaryngol-
ogy department with long-standing history of dys-
phagia. She was diagnosed with inclusion body
myositis (IBM) confirmed by muscle biopsy and
was treated with a combination of prednisolone
and methotrexate (figure 1). The patient had an
associated hiatus hernia, which was diagnosed as an
incidental finding during barium swallow examin-
ation for progressive dysphagia (figure 2).
Two rigid oesophagoscopy and dilation had

failed to resolve the dysphagia. A multidisciplinary
meeting of gastroenterologists and upper gastro-
intestinal surgeons recommended treatment of the
cricopharyngeal stricture before a definitive surgical
management of hiatus hernia was undertaken as it
was generally agreed that cricopharyngeus hyper-
trophy is responsible for her symptoms.
An external approach cricopharyngeal myotomy

was undertaken. Six hours postoperatively the
patient had a gastric aspiration leading to respira-
tory arrest needing intubation and assisted ventila-
tion for several days. An assessment postoperatively
suggested that the upper oesophageal stricture was
acting as a natural protection preventing the aspir-
ation of gastric contents due to the hiatus hernia.
The cricopharyngeal myotomy caused a loss of

this natural protection leading to aspiration pneu-
monia and its subsequent morbidity.

OUTCOME AND FOLLOW-UP
The patient had a slow recovery and eventually
underwent a laparoscopic repair of hiatus hernia
and returned to oral intake 2 months after her cri-
copharyngeal myotomy. The patient remains well
12 months postoperation.

DISCUSSION
Chou first described IBM in 1967.1 It is a
chronic progressive acquired myopathy, which

Figure 1 Contrast swallow study confirming aspiration.

Figure 2 Contrast swallow study demonstrating hiatus
hernia (arrow).
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usually affects patients over 50, and men are affected twice as
much as women.1 2 The differential diagnoses are mainly
polymyositis and dermatomyositis. There is no definitive treat-
ment for IBM but immunosuppressive drugs may provide
some benefits.1 3–5

Dysphagia may not be the presenting symptom in IBM
patients but is reported by as many as two-thirds of patients at
some stage of the disease and can be severe enough to interfere
with nutrition.3 Around 40–80% of cases suffer from a degree
of swallowing difficulties that may describe it as food sticking in
the back of the throat, coughing during meals or taking a long
time to finish their meal1 4 5. Among various myopathies,
patients with IBM suffer more from dysphagia4 5 and therefore
are more prone to aspiration pneumonia and respiratory failure.
According to Oh et al5 respiratory failure in association with
aspiration pneumonia is the most common cause of death in
IBM patients and that highlights the importance of dealing with
cricopharyngeus stricture in this group.

Otolaryngologists are involved in treatment of dysphagia in
IBM patients. The treatment options include upper
oesophageal dilation, botulinum toxin injection or cricopharyn-
geal myotomy3 which can be done endoscopically or transcervi-
cal. It is generally accepted that cricopharyngeal myotomy is the
most effective treatment for dysphagia in IBM patients.1 2 4 5

Some authors advocate that all the patients should have antire-
flux treatment before proceeding with cricopharyngeal
myotomy6 but the Williams et al7 study suggests that cricophar-
yngeal myotomy does not increase the risk of oesophagopharyn-
geal regurgitation in patients with pharyngeal dysphagia.
Henderson et al8 stress that cricopharyngeal myotomy may be
performed even in the presence of reflux without fear of subse-
quent aspiration.

Unfortunately there is no dedicated multidisciplinary team
setting for such uncommon conditions. In our case, patient was
diagnosed and medically treated by neurologist and subse-
quently referred to ENT for her cricopharyngeus stricture after
it was decided that she should have her cricopharyngeal
myotomy before the hiatus hernia being addressed.
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Learning points

▸ Inclusion body myositis (IBM) is a chronic progressive
myopathy, it has an insidious course and tends not to
respond to steroids and immunosuppressive treatments.1 3–5

▸ Dysphagia due to cricopharyngeus involvement is a more
common IBM.2 4

▸ Cricopharyngeal myotomy is the preferred mode of treatment
with a better outcome in treatment of dysphagia.2 4

▸ Our report demonstrates that how overlooking an
anatomical problem (hiatus hernia) completely changed the
outcome and led to unsatisfactory outcome.

▸ Our experience reiterates the fact that each case should be
assessed individually and all comorbidities should be
accounted for when it comes to treatment choice.
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