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Epiphrenic diverticulum with abnormal manometry:

A case report

Anormal monometrili epifrenik divertikil: Olgu sunumu
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A 50-year-old man was admitted to our hospital with the chief
complaints of vomiting and nocturnal cough for one year. His
complaints were progressive and had worsened within the last
two months. Chest X-ray revealed a right-sided paracardiac
opacity. Computed tomography of the thorax showed a supradi-
aphragmatic mass lesion containing air and solid components.
Barium esophagogram revealed a giant distal esophageal di-
verticulum and hiatal hernia. Stationary manometric examina-
tion of the esophagus showed non-specific esophageal motility
disorder. The patient underwent a successful abdominal appro-
ach diverticulectomy operation and the postoperative course
was uncomplicated. There is a high prevalence of esophageal
motility abnormalities in patients with epiphrenic diverticula,
though they are very rare, and, as in this case, may be difficult
to classify.
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INTRODUCTION

Esophageal diverticula are relatively rare patholo-
gies. They are commonly classified according to lo-
cation as pharyngoesophageal (Zenker's diverticu-
la), midthoracic or epiphrenic diverticula (1).
Epiphrenic diverticula are located in the distal 10
cm ofthe esophagus and comprise about 10% ofall
esophageal diverticula (2, 3).

The pathophysiology of the epiphrenic diverticula
is not fully understood. Esophageal motility disor-
ders, esophageal obstruction, and weakness ofthe
esophageal wall are thought to be the underlying
pathophysiological mechanisms (4).

Clinical manifestations of the epiphrenic diverti-
cula are variable. They vary in type, severity, and
frequency. Up to 80% of the patients may be
asymptomatic. The most common presenting
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50 yasinda bir erkek hasta 1 yidwr devam kusma ve geceleri
olan oksiiriik sikayeti ile hastanemize basvurdu. Sikayetleri gi-
derek artmig ve son 2 ayda daha da siddetlenmis. Akciger
filminde sag parakardiak opasite izlendi. Toraksin bilgisayar-
I tomografisinde diafragma iizerinde, icerisinde hava ve kati
komponenleri iceren kitle lezyonu doriildii. Baryumlu ézefagog-
ramda distal ozefagusta divertikiil ve hiatal herni izlendi.
Monometrik incelemede 0zgiin olmayan Ozefagus motilite bo-
zuklugu saptandi. Hastaya basarili bir sekilde abdominal di-
vertikiilektomi uygulandi ve postoperatif donemde sorun yasa-
madi. Epifrenik divertikiilii olan hastalarda oOzefagus motilite
bozuklugu prevelansi yiiksektir ancak nadiren, bu vakada
oldugu gibi, bunu siniflamak giic olabilir.

Anahtar Kelimeler: Ozofagus, divertikill, epifrenik,
6zofagus motilitesi

symptoms are dysphagia and regurgitation (5).
Symptoms usually progress with time.

Most of the epiphrenic diverticula are diagnosed
incidentally. Chest radiograph, barium esopha-
gogram, endoscopy, and manometry are the diag-
nostic tools. Asymptomatic patients should be con-
servatively managed. Symptomatic patients sho-
uld undergo surgical treatment (6). Surgical treat-
ment involves diverticulectomy and myotomy.
There is debate about whether an antireflux pro-
cedure is needed (7).

In this case report we present a patient admitting
to our hospital with the chief complaints of vomi-
ting and nocturnal cough.
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CASE REPORT

A 50-year-old man was admitted to our Gastroen-
terology Department with the chief complaints of
vomiting and nocturnal cough for one year. He sta-
ted that his complaints were progressive and had
worsened within the last two months. He descri-
bed his vomits as containing undigested foods that
were eaten some days before. He had been admit-
ted to another hospital two months previously and
was diagnosed as achalasia and one session of bal-
loon dilatation was performed accordingly. An
esophageal manometry was not performed; the di-
agnosis of achalasia was based on barium esopha-
gogram. The dilatation procedure resulted in no
relief in symptoms.

Upon admission physical examination of the pati-
ent was completely normal. Laboratory findings
including complete blood count, erythrocyte sedi-
mentation rate, and biochemica tests were all
within normal limits. Chest X-ray revealed a
right-sided paracardiac opacity (Figure 1). Abdo-
minal ultrasonography was normal. Computed to-
mography of the thorax showed a supradiaphrag-
matic mass lesion containing air and solid compo-
nents (Figure 2). Barium esophagogram revealed
a giant distal esophageal diverticulum and hiatal
hernia (Figure 3). Endoscopic examination could
be performed only after esophageal decompression

Figure 1. Chest X-ray: Right paracardiac mass lesion is
seen
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Figure 2. Barium esophagogram: A large epiphrenic
diverticulum
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Figure 3. Computed tomography: Mass filled with solid
and gas in the chest
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and revealed an epiphrenic diverticulum (Figure
4). Manometry catheter was placed with the help
of an endoscopy and a share since the lower esop-
hageal sphincter was displaced by the large diver-
ticulum. Stationary manometric examination of
the esophagus showed non-specific esophageal
motility disorder with normal lower esophageal
sphincter (LES) relaxation.

The patient underwent a successful abdominal
approach diverticulectomy operation. The postope-
rative course was uncomplicated and he was disc-
harged and advised to come back for follow-up.
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Figure 4. Endoscopic view of the diverticulum

DISCUSSION

Dysphagia, regurgitation or vomiting, chest pain,
and weight loss are the common complaints of
epiphrenic diverticula. However, symptoms are d-
ten non-specific and may be the result of an asso-
ciated esophageal motility disorder (8). Nocturnal
coughing, pneumonia, and laryngitis may develop
secondary to aspiration of undigested food. Beca-
use he had a giant diverticulum, vomiting and
nocturnal cough due to retention and regurgitati-
on of undigested food were the chief complaints in
our case. In accordance with the natural course of
symptoms, vomiting and nocturnal cough were
progressive in our patient.

Contrast radiography is the prime diagnostic tool
of epiphrenic diverticula. Evaluation of the diver-
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ticulum, associated esophageal abnormalities, and
complications are assessed by a barium esopha-
gogram. Esophagoscopy adds little to the eval uati-
on of the diverticulum but may be indicated in the
assessment of other esophageal abnormalities.
Motility studies, which may be difficult or hazar-
dous to perform, usually show an associated moti-
lity disorder and may influence treatment decisi-
ons (6).

Epiphrenic diverticulum is typically demonstrated
in a computed tomography examination as a thin
walled, air- or air-fluid filled structure communi-
cating with the esophagus. However, those not as-
sociated with a distal esophageal obstruction
(stricture, achalasia) may remain contracted in
the resting state and thus may not be visible. Oc-
casionally the diverticulum may have to be diffe-
rentiated from mediastinal abscess or tumors and
even hiatus hernia (9).

The pathophysiology of the epiphrenic diverticula
is not fully understood. In 1833 Mondiere first
suggested that pulsion forces may lead to formati-
on of epiphrenic diverticula (5). Later in 1968
Cross proved that esophageal motility disorders
were responsible for epiphrenic diverticula using
esophageal manometry (10). Today epiphrenic di-
verticula are thought to result from esophageal
motility disorders rather than primary anatomic
abnormalities (8, 11). Achalasia, diffuse esophage-
a spasm, and non-specific esophageal motility di-
sorders are the common motility disorders encoun-
tered with epiphrenic diverticula.

The prevalence of esophageal motility disorders in
patients with epiphrenic diverticula varies betwe-
en 52% and 100% in different series (8, 12, 13).
There are some reasons for this inconsistency.
First, the presence of a sizeable diverticulum may
prevent the correct placement of the manometry
catheter and therefore prevent identification of a
motility disorder. Benacci et al. reported motility
disorders in 60% of their patients because they
were unable to pass the manometry catheter into
the stomach in the remaining patients (8). Nehra
et al. identified esophageal motility disorder in all
of their patients because they were able to perform
amotility study in all patients by passing the cat-
heter with endoscopic guidance in patients whose
LES was displaced by a large diverticulum (12).
Second, most of the motility disorders except acha-
lasia occur intermittently and may not be diagno-
sed during a stationary manometry, which is ba-
sed on 10 swallows in the fasting state. Twenty-fo-
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ur-hour ambulatory manometry is based on more
than 1000 swallows and therefore may increase
the diagnostic yield. In arecent study, Nehraet al.
identified a motility disorder in all of 24 patients.
In 23 of these patients motility disorder could be
identified by a stationary manometry. But an
esophageal motility disorder was diagnosed only
by 24-hour ambulatory manometry in one patient
(12). Therefore, 24-hour ambulatory manometry
should be considered when a stationary mano-
metry fails to identify a motility disorder. In our
patient a stationary manometry was performed -
ter placement of the manometry catheter with en-
doscopic guidance and non-specific esophageal mo-
tility disorder could be identified. A 24-hour am-
bulatory esophageal motility study yields better
definition of the esophageal body function, but we
were unable to perform this; therefore, we could
not clarify the exact underlying motility disorder.

Hiatus hernia accompanies 33-75% of patients
with esophageal diverticula. Although it was initi-
ally suggested, today there is no certain evidence
that hiatus hernia has an etiological relationship
with esophagus diverticula (14).
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Asymptomatic patients with an epiphrenic diver-
ticulum do not require operation. Resection or
imbrication of a diverticulum is the operative met-
hod of treatment in symptomatic patients. Abdo-
minal or transthoracic approach may be preferred.
The current data support the addition of myotomy
to diverticulectomy. Myotomy is contraindicated
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cula of the esophagus has a success rate of more
than 90% (16).

In summary, epiphrenic diverticula are rare in in-
cidence but it should be kept in mind in the diffe-
rential diagnosis of space occupying lesions on
chest X-ray. Although there is ahigh prevalence of
esophageal motility abnormalities in patients with
epiphrenic diverticula, as in our case, it may be
difficult to clarify the underlying motility disorder
with stationary monometric study.
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