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In this patient none of the recognized 
mutations known to cause Liddle’s 
syndrome were found. However, the 
normal urinary steroid excretion profile 
and the response to amiloride but not 
to spironolactone is highly suggestive 
of unregulated activation of the renal 
tubular Na+ transport, caused by an as-
yet unidentified mutation in this family 
which is likely to have been transmitted 
with autosomal dominant inheritance. 

This report demonstrates that patients 
with hypertension and hypokalaemia, 
without associated endocrine abnormalities, 
who respond to treatment with amiloride but 
not to spironolactone, are likely to have a 
diagnosis of Liddle’s syndrome or its variant. 
Treatment with amiloride is safe, effective 
and likely to reduce arrhythmic events 
following acute myocardial ischaemia and 
infarction in these patients.  BJHM
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LEARNING POINTS
■■ Early onset, resistant hypertension 

with hypokalaemia should prompt 
investigation for Liddle’s syndrome and 
exclusion of other secondary causes of 
hypertension.

■■ Genetic analysis for Liddle’s syndrome is 
indicated in patients with a family history 
of hypertension suggestive of autosomal 
dominant expression. 

■■ Targeted treatment involves potassium-
sparing diuretics, such as amiloride, 
which selectively block epithelial 
sodium channel activity. Conventional 
antihypertensive agents are ineffective.

■■ Response to amiloride without recurrence 
of hypertension and hypokalaemia 
supports a diagnosis of Liddle’s syndrome.

■■ By normalizing blood pressure and 
correcting potassium levels, amiloride 
afforded a membrane-stabilizing effect, 
therefore reducing further arrhythmias.

A 
97-year-old woman’s routine 
admission chest radiograph 
showed a peculiar undulating 
tubular structure overlying the 
cardiac shadow in the upper to 

mid thoracic zone. Clinical examination was 
unremarkable. The patient was noted to be 
producing copious amounts of white phlegm 
and was reported to have a reduced oral 
intake with no symptoms of dysphagia or 
regurgitation. A collateral history confirmed 
the diagnosis of achalasia. 

Achalasia is a rare gastroenterological 
condition (Schlottmann and Patti, 2018), 
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and this case highlights an uncommon 
incidental finding of achalasia on a chest 
radiograph.  BJHM
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Figure 1. Chest radiograph showing achalasia. The abnormality is in the upper and mid zones; its 
course is mapped by the red arrows.
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