
Letters to the Editor

Radiol Bras. 2016 Set/Out;49(5):340–346340

http://dx.doi.org/10.1590/0100-3984.2015.0019

0100-3984 © Colégio Brasileiro de Radiologia e Diagnóstico por Imagem

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.

A B

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-
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duction in the attenuation of the left lung parenchyma, with hy-
perinflation (Figures 1B and 1C). The possibility of partial bron-
chial obstruction was suggested, strengthened by the rounded
image observed in the distal third of the left main bronchus, with
a diameter of 20 mm. The patient underwent bronchoscopy, and
a foreign body (part of a plastic ballpoint pen) was identified and
removed (Figure 1D). She was discharged a few days later.

Foreign body aspiration (FBA) is a common event, with sig-
nificant potential for morbidity and mortality(1–4). Children, par-
ticularly males under three years of age, are most often af-
fected(1,5,6).

A diagnosis of FBA is not always easily made, because, in
most cases, the parents did not witness the accident and the sus-
picion must be based on clinical history, physical examination,
and complementary diagnostic methods(1). In general, the clini-
cal presentation depends on factors such as the type, size, and
location of the foreign body, as well as the age of the patient. It is
of note that some victims are asymptomatic and show no alter-
ations on physical examination(1,5,6).

The majority of aspirated foreign bodies are radiolucent, and
the image findings on radiographic examinations are, therefore,
secondary to their presence in the airway and depend on the size
of the foreign body, site of impaction, and degree of obstruction
caused(3,5). The main radiological findings are atelectasis, air trap-
ping/pulmonary hyperinflation and identification of a radiopaque
foreign body, as well as, less often, pneumomediastinum and
pneumothorax(2).

CT is the examination of choice for the evaluation of a large
number of lung diseases, as shown in recent studies in the radiol-

ogy literature of Brazil(7–12). CT and bronchoscopy are useful in
the investigation of cases of persistent respiratory symptoms in
which the diagnostic hypothesis is FBA. The diagnosis of the FBA
should be made early because a delay in its recognition and treat-
ment can result in definitive sequelae or fatal damage. In many
cases, recurrent respiratory diseases are treated for weeks or
months before there is suspicion of FBA(1).

In conclusion, the presence of acute respiratory symptoms
accompanied by atelectasis in children should be a signal for the
likelihood of FBA, making it an early indication for bronchoscopy,
which can be diagnostic as well as therapeutic.
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Figure 1. In A, CT scan of the chest,

showing total atelectasis of the left lung.

In B and C, a second CT scan, acquired

one month later, showing a diffuse re-

duction in attenuation in the left lung,

with discrete hyperinflation. Note also,

in C, the dense image within the left

main bronchus (arrows). In D, photo-

graph of the foreign body removed by

bronchoscopy.
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Malignant uterine disease with concurrent myometrial

contraction at MRI: a possible source of overstaging

Dear Editor,

We report a case of a 41-year-old woman with lower abdomi-
nal pain and vaginal bleeding with negative ultrasound scan ex-
cept for fibroids, and elevation of serum β-hCG (244,410 mIU/
mL). Differential diagnoses included ectopic pregnancy, early preg-
nancy failure, very early ongoing pregnancy and molar pregnancy.

MRI showed an enlarged uterus with central heterogeneous
T2 hyperintensity distending the endometrial canal, demonstrat-
ing reticular enhancement, concerning for gestational trophoblas-
tic disease. There was also distortion of the junctional zone with
broad intermediate-to-low signal on T2-weighted images. The

variable appearance of myometrial thickness especially on post-
contrast images, showing a homogeneous myometrium, facili-
tated the diagnosis of contractions (Figure 1). The patient under-
went suction and curettage with a final diagnosis of complete hy-
datidiform mole (HM) (p57 negative).

Gestational trophoblastic disease (GTD) arise from placental
trophoblastic tissue after abnormal fertilization and comprises a
spectrum of disorders from the pre-malignant conditions of partial
HM and complete HM to the malignant invasive mole, chorio-
carcinoma and the very rare placental site trophoblastic tumor (1,2).
HM is the most common manifestation of GTD (85%) and by
definition noninvasive and confined to the endometrium. A HM
that invades the myometrium is termed invasive mole, and is com-
posed of HM villi within the myometrium. Chorioadenoma

Figure 1. Pelvic MRI. Axial fat-suppressed (A)

and sagittal (B) T2-weighted images, and post-

contrast axial (C) and sagittal fat-suppressed (D)

T1-weighted MRI images. An enlarged uterus is

depicted, with a heterogeneous T2-weighted

hyperintense lesion distending the endometrial

canal (arrows, A-D). The lesion shows reticular

enhancement on postcontrast imaging, concern-

ing for gestational trophoblastic disease (short

arrows, C and D). Note the different morpho-

logic aspect of the anterior and posterior uterine

walls between the first set of images (A and B)

and those acquired later (C and D), suggesting

motion in the context of contraction. These dif-

ferences are more accentuated on sagittal im-

ages, showing substantial increase in thickness

and bulging of the posterior myometrial wall on

T2-weighted image (B), whereas this pattern is

inverted and appearing on the anterior myome-

trial wall on late post-contrast T1-weighted im-

ages (D) (acquired with a delay of 30 minutes

compared to T2-weighted images).
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