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A 76-year-old male was presented for the complaint of inter-
mittent, non-productive cough which had become continuous (24 
hours a day) and disabling. The patient had referred previously 
to a department of internal medicine for outpatients. The initial 
diagnosis of asthma led to a treatment strategy that included 
inhaled bronchodilators and corticosteroids. Patient’s condition 
showed no significant improvement. At the time of presentation 
in our department he had no documented evidence of repeated 
lower respiratory chest infections. There were no palpable lymph 
nodes. The clinical examination of the chest, head and neck was 
unremarkable. Past surgical history included abdominal aorta 
aneurysm repair. The routine laboratory tests were within normal 
limits. Arterial blood gas analysis on admission day was PO2: 88, 
PCO2: 38, pH: 7.39, SO2: 97.9%, HCO3: 23.4 and spirometry values 
(FEV1 92.9, FVC 95, and FEV1/FVC 96) were within normal limits. 
On the initial work up, a chest x-ray (face/profile), showed noth-
ing of significance. Chest CT scan revealed a large esophageal 
diverticulum, measuring approximately 3×4×4cm (fig. 1). Barium 
esophagram further defined the presence of the Zenker’s di-
verticulum (fig. 2). Open surgical approach was the method of 
treatment. The diverticulum was resected via a left incision over 
the anterior border of the sternocleidomastoid muscle (figures 
3, 4). Patient was allowed to resume oral feeding at the second 
postoperative day and was released from the hospital 5 days 
after the operation. He remained without symptoms (cough) 4 
weeks postoperatively.

Comment

Most Zenker’s diverticula are small, often undetected and 
asymptomatic. In cases of a symptomatic diverticulum, patients 
usually complain of dysphagia, regurgitation, aspiration, mucus 
in the throat, weight loss, halitosis, and intermittent obstruction of 
the esophageal lumen. Cough has not been commonly reported. 
This case is presented to illustrate that these lesions can be a cause 
of significant pulmonary symptoms and should be considered as a 
potential cause of persistent cough.

Zenker’s diverticulum is defined as a blow out of the mucosa 

through a so-called locus minoris resistenciae on the posterior wall 

Figure 2.Figure 1.
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Diagnosis: Zenker’s diverticulum

at the transition zone between the hypopharynx and the esophagus 
(Killian’s triangle).

Pharyngo-esophageal diverticulum was described for the first 

time as a pathologic entity by Ludlow in 1679. However, it was 
Zenker who gave his name to this condition through his publication 
in 1877 reporting a series of 27 patients. Already at that time Zenker 
presumed the pouch being the consequence of “forces within the 
lumen acting against a restriction” a hypothesis which is close to 
modern understanding of pathogenesis indeed and remarkable 
since both endoscopy and X-ray had yet to be invented. However, 
the mechanistic compression theory as a cause of symptoms would 
prevail until far into the 20th century dominating the therapeutic 
strategy as well (diverticulectomy). Only during the last decennia 
of the 20th century, thanks to the new developments in imaging, 
endoscopy, manometry and manofluography, better insights into 
the pathogenesis of Zenker’s diverticulum came through resulting 
in fundamental changes in the therapeutic strategy (myotomy of 
the cricopharyngeal muscle).

For decades the open cervical approach was the treatment of 

choice for Zenker’s diverticulum.
A minority of surgeons, mostly ENT specialists, had applied an 

endoluminal approach. By introducing a fixed rigid esophagoscope 

the common wall between the esophagus and the pouch (the so-
called cricopharyngeal bar) could be divided. Whilst initially using 

scissors or electrocoagulation over time CO2 laser or laser beam as 
well as magnifying devices were introduced in order to refine the 
technique. However, this technique never really became popular 
mainly because of the fear for perforation and subsequent risk of 
mediastinitis.

More recently the open approach as described in this chapter 

has been challenged by the videoendoscopic stapled diverticulo-
esophagectomy or endoscopic myotomy. The latter now being 
performed under sedation and on an ambulatory basis.

The claimed advantages are no external trauma without visible 

scar and shorter hospital stay.
It appears, however, that the videoendoscopic approach results 

more frequently in a need for re-intervention and in a clear and 
higher incidence of recurrence or insufficient control of symptoms. 
The incidence of patients being totally asymptomatic is clearly 
higher when using an open approach incorporating a myotomy as 
compared to the videoendoscopic approach which is well reflected 
by two available comparative studies.

As to the flexible endoscope approach, it appears that this 

technique carries a higher risk for perforation resulting in a lower 
clinical remission rate as compared to the surgical videoendoscopic 
stapled diverticulo-esophagectomy and a fortiori the open approach 
as described in this chapter.

Therefore, the open surgical approach remains the preferred 

method of treatment. Endoscopic techniques may be the preferred 

method in those occasional patients who present with contraindica-
tions for general anesthesia or open surgery.
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