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ABSTRACT:
We report a case of vomiting due to Gastroesophageal Reflux Disease (GERD) in a very elderly patient with
coincidental Esophageal intramural pseudodiverticulosis (EIP). He had esophageal ulcer most probably due to
GERD and an asymptomatic stricture probably caused by GERD and unlikely to be due to EIP, as
esophagogastroduodenoscopy (EGD) showed EIP at the inlet of an eccentric stricture and ulceration at the lower
one third of esophagus with normal gastroduodenoscopy. Patient was discharged with improved general
condition with treatment of GERD, supporting the fact that not only the presentation of GERD in very elderly is
unusual but also its coincidence with EIP presenting with vomiting without being caused by its asymptotic
stricture is reportable as was in our case.
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INTRODUCTION
Esophageal intramural pseudodiverticulosis (EIP) has been reported since 1960 and about 220 cases are reported
up to 2000.1 It is defined as small saccular evagination of the esophageal wall. Diagnosis is strictly a histological
diagnosis but esophagogastroduodenoscopy (EGD) and barium esophagogram have a characteristic diagnostic
appearance.2 Its commonest symptom is dysphagia seen in more than 80% of patients other symptoms may be
chest tightness and odynophagia but may also be asymptomatic and found incidentally by endoscopy.3 In this
report we present a very elderly patient with dyspepsia, recurrent vomiting and weight loss for 2 months
diagnosed as Esophageal Intramural Pseudodiverticulosis (EIP) and most probably Gastroesophageal Reflux
Disease (GERD) by EGD. His symptoms improved with treatment of GERD.
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The aim of this report is supporting the fact that not only the presentation of GERD in very elderly is unusual but
also its coincidence is reportable as was in our case.

CASE REPORT
A 88- year - old male presented with dyspepsia, recurrent vomiting and 5kg of weight loss in two months with
symptoms of GERD for a long time and no other underlying disease.
On habit history he was an ex-smoker of 50 pack/year and quit for 10 years with no history of ethanol
consumption. He had blood pressure of 120/70 mmHg, pulse rate of 80/min, respiratory rate of 16/min and oral
temperature of 37ºc. The main abnormal laboratory findings were as followings:
Hgb = 8.2g/dL (14-17), Fe = 23μg/mL (40-120), Ferritin = 23µg/mL (30-400), BUN = 28 mg/dL (8.4-25.7) and
creatinine = 1.7 mg/dL (0.7-1.4)
One unit of packed RBC was transfused which raised the hemoglobin to ten, BUN fell from 28 to 23 and
creatinine fell to 1.4 subsequently with appropriate treatment. Other investigations for weight loss and vomiting
were normal.
EGD showed three orifices of about 2-4 mm in diameter in the esophageal wall, compatible with EIP, at the inlet
of an eccentric stricture and ulceration from 28 to 33 cm from gums’ margin allowing the passage of scope easily
onwards. E.G junction was at 35cm (Figure 1) and gastroduodenoscopy was normal.
Regarding the patient’s symptoms and result of EGD he was admitted with the diagnosis of EIP & esophageal
stricture with esophageal ulcer and the appropriate treatment was started. Biopsies showed ulcerative esophagitis
most probably due to reflux esophagitis.
Chest Computed Tomography (CT) (Figure2) was also performed to further support and rule out differential
diagnosis.
Because of iron deficiency anemia pancolonscopy revealed no abnormality. Treatment of GERD improved his
symptoms and therefore he was discharged with cap-omeprazole of 20mg bid plus ferrous sulfate tablet of 300
mg tid.

Fig1. Esophageal intramural pseudodiverticulosis shown as three orifices with ulceration and stricture of
the lower one third.
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Figure2. Multi slice-spiral CT scan, of thorax with contrast shows;
Wall thickening and stenosis in the distal part of esophagus with some intramural flasked shaped out pouching,
indicative of esophageal pseudodiverticulosis, with 1.8-2.4mm width and 2-3mm length.

DISCUSSION
Based on the study by Alberto, vomiting is one of the atypical symptom in the very elderly patient suffering from
GERD reported to be seen in 30.3% of patients while weight loss and anorexia, are also reported in 15.4 % and
9.7% respectively in them.4 Another atypical symptom is anemia reported in 21.1 % of such patients.4, 5. Our
patient had all first four of the above atypical symptoms and although he had stricture but had no dysphagia.
Vomiting in our case was due to esophagitis as other causes were ruled out and it disappeared with its treatment
and was unrelated to EIP, although in a case report by Liu 1 vomiting was due to severe dysphagia of EIP but the
stricture in our patient did not cause dysphagia.
EIP is measured about 1-4 mm in length and 1-2 mm in width and its number may vary from 5 to 20.3 It affects
males 50% more than females with the mean age of 53.5 years (0.75 to 86 years). 6
Its ethology in unknown but is associated with diabetes mellitus, chronic alcoholism and reflux esophagitis.2 The
other associated esophageal conditions may be candidiasis, herpes, varices, cancer, AIDS, crohn’s disease and
tuberculosis6.7. Mallory-Weiss syndrome, esophageal web and multiple cutaneous sebaceous cysts are also
mentioned as possible associated conditions.1
Although its diagnosis is strictly a histological diagnosis mostly made on surgical specimen8 but EGD and
barium esophagogram have a characteristic diagnostic appearance.2 Nowdays the preferred diagnostic method is
EGD with improved diagnostic accuracy.9
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Criteria for diagnosis by EGD are as; small Ostia of pinhead size in the wall of esophagus which may result in
short or even long strictures,9 orifices are between 2 and 4 mm in diameter 8 with its width reported to be
between 1-2 mm.7
76% of the cases reported by Levine had associated strictures of which 69% were located in distal esophagus as
is in our case. Of eleven patients with distal stricture in the above mentioned study two also had GERD with
peptic ulceration7 most probably similar to our case.
Herter in his case series found that the lower half stricture is more prevalent10 but Halm argued against the role
of gastroesophageal reflux (GER) in their strictures as he said the role of GER in the pathogenesis of stricture in
patients with EIP is unclear.9 Herter admitted that the commonest complication of EIP is the formation of
stricture and its rapid progression to sever dysphagia causing vomiting11 but in our case the vomiting was due to
GERD as responded to its treatment therefore his stricture was asymptomatic as he had no dysphagia as well.
Treatment is by the management of comorbidities and the underlying esophagitis with appropriate treatment of
GERD.8 In patients with strictures endoscopic dilatation results in improvement of symptoms11, 12, 13which
was not indicated in our case as his stricture did not cause dysphagia.
EGD can be a good diagnostic tool for EIP provided if it is not missed by endoscopist. Vomiting because of
GERD in very elderly is seen in 30% of cases but its combination with EIP is interesting as GERD is also taken
as an associated condition of EIP. In the resultant stricture role of reflux and EIP is not clear. In our case as his
EIPs were proximal to the stricture most probably GERD was the cause of stricture in him.
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