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Abbreviations: NSAID, non-steroidal anti-inflammatory drugs; 
CT, computed tomography; EGD, esophagogastroduodenoscopy; 
DD, diaphragm disease 

Introduction 
NSAIDs have been prescribed widely by the physicians for the 

management of many diseases and patient’s complains. Although, 
the adverse effects of NSAIDs on the upper GI tract are well known, 
lower GIT side effects are less described in the literature. NSAID 
induced ceacal ulceration was first described in 1966.1 NSAID 
induced colopathy has wide presentation mimicking malignancy or 
IBD. Physicians must be aware in their differentials of anemia with 
a history of chronic NSAID use to the lower as Upper GIT bleed 
and obstruction. Diaphragm disease is one of the presentations of 
NSAID colopathy, characterized by concentric stenotic lesions with 
obstruction. Herein, we present a case report of diaphragm disease 
which was managed by endoscopic dilatation with a review of 
literature of this uncommon NSAID side effect.

Case presentation 
A 54-year-old female known to have osteoarthritis on diclofenac 

since 1year and DVT on Coumadin present to our hospital 
complaining of recurrent bouts of abdominal pain, distention and 
fatigue of few months’ duration. Physical exam revealed abdominal 
tympani and mild direct tenderness but was otherwise normal. Work-
up revealed anemia (hemoglobin=5.2mg/dl); basic metabolic panel, 
liver function tests, amylase/lipase, and urine analysis were all within 
normal limits. Computed Tomography (CT) of the abdomen showed 
patchy colonic wall thickening. Esophagogastroduodenoscopy (EGD) 
was normal, while colonoscopy revealed multiple colonic strictures in 
the descending colon (Figures 1A&1C) with surrounding edema and 
erythema (Figures 1B&1D). The pediatric colonoscopy could not be 
advanced beyond the hepatic flexure due to severe stricturing. Patient 
was diagnosed having NSAID colopathy with Diaphragm disease. 
She was treated with discontinuation of diclofenac and endoscopic 
balloon dilatation to relieve obstruction (Figures 1B&1D). The patient 
consequently had relief of symptoms and refused a repeat colonoscopy 
to dilate more proximal strictures.

Figure 1 Colonoscopic figures showing edema and ulceration (A & B), 
stenosis (C) and erythema (D) in the descending colon.

Discussion 
Diaphragm disease is a rare GIT tract that was found to be related 

to chronic NSAIDs use. It is characterized by the development of 
multiple concentric protrusions of fibrotic mucosa nearly occluding 
the lumen. DD is one of the NSAIDs side effects at the lower GIT 
where it was first coined by Lang el al.2 who presents 7 cases with 
DD at the small intestine exclusively. Colonic diaphragmatic disease 
was first described by Sheers and Williams in 1989.3 The presence 
of diaphragms in the colon has been found to be pathognomonic for 
NSAIDs related injury with around to 48 cases described to date.4 It’s 
more common in elderly with mean age of 65. Females have more 
risk which was related to the more incidence of musculoskeletal and 
rheumatic disorders.5 

The pathophysiology of the disease is still unclear, where some 
correlates it with micro vascular injury leading to bile, bacteria acting 
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Abstract

NSAIDs’ induced inflammation and ulceration in the upper GIT tract and small intestine is 
well described in the literature, while its effect on the colon is less known by the physicians. 
NSAIDs’ enteropathy can present with a wide clinical presentation varying from anemia, 
abdominal distension to pain and obstruction. Endoscopic features will show colonic 
ulcerations, erythema, or diaphragmatic mucosal folds with constrictions and obstruction. 
Management includes withdrawal of the drug, balloon dilatation and may reach to 
hemicolectomy. Herein, we present a case of diaphragmatic colonic constrictions related to 
the chronic use of non-steroidal anti-inflammatory drug (NSAID).
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as chemoattractant and affecting the mucosa. Others suggest that 
it is related to antibodies to cyclooxygenase.6 Many NSAIDs have 
been associated with diaphragm formation, but mostly followed 
the introduction of extended-release NSAIDs which support the 
hypothesis that correlates NSAID colopathy with local side effect. 
Right colon is the most affected part of the large intestine.

Patients with DD complain of nonspecific mostly chronic 
symptoms of anemia, obstruction, and altered bowel habits. Acute 
presentation is rare with one case report presenting with perforated 
colon.7 Differentials are colorectal cancer, IBD, IBS and colitis. 
Diagnosis is based on endoscopic findings of diaphragmatic lesions 
which may leads to perform a full examination of both the small 
and large intestines, including an intraoperative enteroscopy due to 
multiple lesions.

Management is unclear in the literature. Data suggest 
discontinuation of NSAIDs with either endoscopic dilatation or 
surgical resection with only 22 case reports treated by dilatation 
().Some publication suggests the role of steroid therapy in refractory 
cases.8 Others suggest usage of amino salicylic acid (5 ASA). 
Patients should be advised not to resume NSAID whenever possible 
for the recurrence of the strictures in several reported cases in the 
literature.10–12

Conclusion 
NSAIDs have great side effects on lower GIT as upper part. 

Chronic use of NSAIDs may leads to colonic ulceration, bleed, 
obstruction, and even perforation. Diaphragm disease is multiple 
strictures with concentric fibrotic mucosa leading to obstruction and 
anemia.DD is found to be pathognomic for chronic use of NSAIDs. 
It may occur in small intestine and less reported cases in the large 
intestine. NSAIDs should be stopped and either endoscopic dilatation 
or surgical resection should be done according to the severity, number 
of lesions or recurrence. 
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