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Letters to the Editor

Achalasia associated with two epiphrenic diverticula

Dear Editor,

Here, we present the case of a 63-year-old, previously healthy,
female patient who sought treatment at a general surgery outpa-
tient clinic complaining of an approximate one-year history of
dysphagia for solids. An upper gastrointestinal series showed acha-
lasia and two diverticula in the distal esophagus (Figure 1). Those
findings were also documented by computed tomography (Fig-
ure 2) and upper gastrointestinal endoscopy. The latter identified
an area of esophagitis in one of the diverticula, and that was con-
firmed by biopsy.

Diverticula that occur in the distal 10 cm of the esophagus,
known as epiphrenic diverticula, can be congenital or acquired.
The congenital form, which is extremely rare, results from com-
munication between the esophageal lumen and a duplication cyst.
Those are true diverticula, with mucosa, submucosa, a muscle
layer, and adventitia. Acquired diverticula are actually pseudo-
diverticula, formed by herniation of the mucosa and submucosa
through the muscle layer. Such herniation is caused by increased
pressure in the esophageal lumen. Therefore, acquired diverticula
are referred to as traction pseudodiverticula. There are always pre-
disposing conditions, such as collagen diseases, hiatal hernias, and,
especially, esophageal motility disorders(1,2).

The best imaging method for the initial approach to esoph-
ageal disorders is an upper gastrointestinal series, because it is
noninvasive and can demonstrate not only the anatomy but also
esophageal motility(1).

Dysphagia for solids, the main complaint of the patient, is a
nonspecific symptom and can occur in various esophageal disor-
ders. Many epiphrenic diverticula are asymptomatic or only mildly
symptomatic(3). When present, symptoms generally arise from
impaired peristalsis. In the case presented here, the symptoms were
probably caused by the achalasia. The occurrence of two epi-
phrenic diverticula in the same patient, as in this case, is rare(1,4).

The retention of residues in diverticula can cause halitosis,
regurgitation, aspiration pneumonia, and esophagitis(4). The con-
dition can evolve to metaplasia of the epithelium, which would
explain the increased risk of developing esophageal cancer (as
occurs in 0.3–3.0% of cases). Episodes of gastrointestinal bleed-
ing can also occur(3).
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Figure 1. Barium swallow image sequences, obtained with the patient standing,

showing narrowing of the lumen and spasm of the distal esophagus, indicating

achalasia (arrow). Immediately above, two diverticula can be seen (1 and 2). The

proximal esophagus is dilated and shows impaired peristalsis.
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Figure 2. A: Axial CT slice, with a mediastinal window, demonstrating air in diver-

ticulum 2 and in the esophageal lumen (arrow). B: Reformatting in the sagittal

plane, showing the posterior position of diverticulum 2.
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Foreign body in the bronchus of a child: the importance of making

the correct diagnosis

Dear Editor,

A 7-year-old female presented to the emergency room with a
24-hour history of dyspnea, fever, and an episode of syncope. Physi-
cal examination showed an axillary temperature of 38°C and ab-
sent breath sounds on the left. The blood workup showed a leuko-
cyte count of 21,000 cells/mm3, with eight rods. Computed to-
mography (CT) of the chest was performed, after which the pa-
tient was admitted with a presumptive diagnosis of pneumonia.

On the first day of hospitalization, the patient showed a decrease
in oxygen saturation, cyanosis, and cardiopulmonary arrest, all of
which were reversed after routine cardiopulmonary resuscitation
maneuvers. After 30 days of antibiotic treatment and intensive
care, there was improvement in the clinical and biochemical pa-
rameters. Nevertheless, on pulmonary auscultation, breath sounds
were still diminished on the left. In view of that finding, another
CT scan of the chest was performed.

The first chest CT had shown atelectasis in the left lung
(Figure 1A), which was erroneously interpreted as pneumonia. The
second CT scan, acquired one month after, showed a diffuse re-


