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Patients with esophageal intramural
pseudodiverticulosis (EIP) usually devel-
op symptoms because of complications
such as gastroesophageal reflux, motility
disorders, infections, strictures, fistulas,
bleeding, or perforation.

A 44-year-old man with EIP developed an
inflammatory stricture of the distal
esophagus. The stricture was dilated on
three occasions, up to 51 Fr, but the effect
was short-lived, so we decided to insert a
covered Polyflex stent (12 cm, 25/22 mm).
This therapy was successful and the stric-
ture was found to have disappeared when
the stent was removed 1 month later.
However, the stent induced a perforation
of a diverticulum beneath the former
covering, which we demonstrated on
endoscopic ultrasound, which showed an
echo-poor area of thickening of the
esophageal mucosa and submucosa with
a normal muscularis propria [1] and air
in the mediastinum (Figure 1). The me-
diastinitis was treated conservatively.
Stroma-rich papillomas were resected
from what had been the distal margin of
the stent (Figure 2). The patient has been
asymptomatic during 1 year of follow-up
and the endoscopic ultrasound appear-
ance has not changed.

This is the first description of a mediasti-
nitis induced by an endoscopic interven-
tion in EIP. Four cases of spontaneous rup-
ture of a pseudodiverticulum with perie-
sophageal abscess or mediastinitis have
been described [2– 5]. In EIP with recur-
rent dysphagia caused by persistant stric-
ture the choices for management are
forced endoscopic treatment or surgery.
Temporary stent insertion is one possible
way of relieving the dysphagia. The cov-
ered Polyflex stent has great potential in
the treatment of strictures, but the use of
a covered stent can lead to the serious
complication of mediastinitis. The use of
an uncovered metal stent, on the other
hand, can lead to earlier tissue over-
growth through the mesh, and removal
of the embedded metal stent will be tech-
nically difficult.
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Figure 1 Radial en-
doscopic ultrasound
image showing a
thickened esopha-
geal mucosa and
submucosa with a
normal muscularis
propria. Air can be
seen outside the
esophageal wall, in
the mediastinum, at
the 5 o�clock and
8 o�clock positions.

Figure 2 Esophagogastroduodenoscopy af-
ter removing the Polyflex stent showed lu-
men-narrowing papillomas at the former site
of the distal stent margin, in the lower third
of the esophagus.
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