CASE REPORT
ENAIAPEPOYZA TEPIMTQZLH

Zenker's diverticulum presented

with chronic dry cough and recurrent

pulmonary infections

A 76-year-old male presented chronic dry cough, recurrent pulmonary infec-
tions and dysphagia. Cervical computed tomography (CT) and esophagogram
revealed an intermediate-sized Zenker’s diverticulum in the posterior wall
of the upper esophagus. The patient underwent diverticulectomy without
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cricopharyngeal myotomy, which is a therapeutic option for elderly patients.

Zenker’s diverticulum should be included in the differential diagnosis of
patients with manifestations such as chronic dry cough, recurrent pulmonary

infections and dysphagia, especially in the elderly.

Zenker’s diverticulum is a rare (2 per 100,000), pulsion-
type diverticulum of the upper esophagus, which is mainly
presented in the elderly and is ten times more common
than other esophageal diverticula. It is a false diverticulum,
since the mucosa and submucosa protrude through an area
of natural weakness and it does not involve the muscular
layers of the posterior wall, creating a pouch. This protrusion
generally occurs in Killian’s triangle, an area between the
inferior constrictor and cricopharyngeal muscles.’”™ Here,
the case of a 76-year-old male with chronic dry cough,
recurrent pulmonary infections and dysphagia due to
Zenker’s diverticulum is presented, the latter having been
found during investigation of the patient’s symptom:s.

CASE REPORT

A 76-year-old male was referred to our department due to
chronic dry cough, recurrent pulmonary infections and dysphagia.

ExkOATwpa Zenker mou
TIAPOUGIACTNKE HE XPOVIO ENpd
Brixa kat emavoAapBavopeveg
QVATTVEUOTIKEC NOIUWEELG
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Physical examination was negative and he underwent a chest
X-ray and a cervical and chest CT scan. The two CTs revealed a
diverticular sac of the esophagus (fig. 1) and in light of this an
esophagogram with contrast swallow (water barium) was mandatory.
It revealed an intermediate-sized diverticulum (Van Overbeek
system) in the posterior wall of the upper esophagus filled with
barium (fig. 2). The patient underwent surgery and the diverticulum
was approached with a left cervical incision of 6 cm in length
parallel to the internal rim of the left sternocleidomastoid muscle.
Subsequent to the preparation of the diverticular neck (fig. 3a),
the diverticulum was removed using a stapler (endo-GIA 45 mm).
Myotomy of the cricopharyngeal muscle was not performed. The
postoperative course was normal and the patient was discharged
from the hospital on the sixth postoperative day.

The histological examination of the removed sac confirmed
the clinical diagnosis of a diverticulum with a diameter of 3.6
cm and thickness of 0.6 cm. Microscopic examination revealed
submersions of the integumentary squamous epithelium in the
connective tissue in addition to chronic inflammation with sites
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Figure 2. Esophagogram showing Zenker’s diverticulum.

of focal erosion of the epithelium and sites of focal epithelial
hyperplasia. No evidence of malignancy was found.

In the six month and one year follow-up the patient was in
good health and symptom-free.

COMMENT

Chronic dry cough can be due to many diseases of the
upper and lower respiratory tracts as well as to esophageal
disease such as Zenker’s diverticulum, which may be the
cause, especially in elderly patients.*~8 Recurrent pulmonary
infections can be attributed to asthma, immunodeficiency
situations, airway obstructions, chronic obstructive pulmonary
disease, tuberculosis, and aspiration etc. Recurrent pulmonary
infections due to aspiration can be present in cases of
Zenker's diverticulum.®="

Dysphagia can be divided into two categories: Oropha-
ryngeal and esophageal. The former can be caused by
head or neck tumors, cricopharyngeal bar, neurological
diseases and other disorders. The latter can be caused
by esophageal cancer, strictures, spasms or achalasia,
gastro-esophageal reflux, Zenker’s diverticulum, and other
disorders. Dysphagia is a common symptom of Zenker’s
diverticulum and is, therefore, a possible diagnosis in
elderly patients.*’2'3

Zenker’s diverticulum, first described by Ludlow in
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Figure 3. (a) Zenker's diverticulum at surgery. (b) Posterior upper esophageal wall after diverticulectomy. (c) Neck after diverticulectomy.

1796, is a false pharyngo-esophageal diverticulum of the
posterior upper esophageal wall, mainly diagnosed in the
elderly. In Zenker’s diverticulum, mucosa and submucosa
protrude through muscular layers of the posterior wall
of the upper esophagus in Killian’s triangle, creating a
pouch. The protrusion is attributed to chronic increased
pressure over esophageal areas of weakness. Abnormal
esophageal motility and upper esophageal sphincter
dysfunction result in discoordination of the swallowing
mechanism, thus creating high intraluminal pressure.
The lack of muscle fibers in Killian’s triangle forms a weak
esophageal wall. Since the weakest portion of this area
is located posteriorly, this becomes the location of the
pulsion diverticulum formation.”

Patients may be asymptomatic, present symptoms
such as dysphagia, regurgitation and chronic dry cough,
or present severe complications, such as recurrent pul-
monary infections due to aspiration.”? Gurgling noise on
swallowing is a pathognomonic clinical sign, but rare.’* In
our case, the sign was absent and the patient presented
dysphagia, chronic dry cough and recurrent pulmonary
infections, probably due to aspiration. In such cases, CT
is mandatory. The CT which we performed revealed a
diverticular sac of the esophagus. The next step was to
study the esophagus. An esophagogram was performed
which revealed the intermediate sac extending one and
a half vertebrae bodies in length (Morton and Bartley
classification), which also excluded other pathologies of
the esophagus that might have co-existed, such as hiatal
hernias or gastroesophageal reflux disease.”” Esophagoscopy
is not obligatory and many authors avoid performing it
due to increased risk of perforation.’

Up to 30% of patients present aspiration pneumonia,
especially nocturnal. Less frequent complications of Zenker’s
diverticulum are compression of the trachea and esophageal
obstruction in cases of large diverticula.™ Transformation in
squamous cell carcinoma has been reported in 0.3—-0.5%
of patients.’®

All Zenker's diverticula require surgical management,
due to the high risk of complications, with the exception of
asymptomatic diverticula of small dimensions. Traditionally,
surgical management includes cricopharyngeal myotomy
and exclusion of the diverticular pouch. Cricopharyngeal
myotomy is performed to alleviate the increased pressure
zone. Despite the fact that many authors consider it
mandatory in all patients, we did not perform it because
we believe that it offers little in the case of elderly people.
Exclusion of the diverticular pouch, which functions as a
reservoir of food and secretions, can be carried out using
endoscopic or external techniques.””?° Endoscopic techniques
include: transoral tissue bridge dissection with CO, laser,
electrocautery and endoscopic staple diverticulostomy.’892?
The disadvantage of endoscopic techniques is the high risk
of recurrence, particularly if the size of the diverticulum
exceeds 3 cm. Their advantage is that the procedure can
even be performed as a day case if there are no post-
operative complications.?? Open surgery can be carried
out by diverticulopexy that involves attaching the pouch
to the prevertebral fascia so that the patch is suspended.
This technique can be applied only in the case of small
diverticula of up to 4 cm.? Diverticulectomy is the gold
standard. The defect can be closed by suturing with silk
or by stapler.”” We performed an open surgery using
diverticulectomy, rather than diverticulopexy, since the
diameter of the diverticulum was 3.6 cm. In addition, the
possibility of recurrence for diverticula over 3 cm in diameter
treated by an endoscopic technique is 10—12%."

In conclusion, Zenker’s diverticulum should be
included in the differential diagnosis of patients with
manifestations such as chronic dry cough, recurrent
pulmonary infections and dysphagia, especially in the
elderly. Size and symptoms determine the management. If
the diverticulum is asymptomatic and of small dimensions
no surgical management is required. If it is up to 6 cm
in length, endoscopic or open procedure can be used.
When the diverticulum exceeds 6 cm, an open approach
is generally required.?
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NMEPIAHYH

EKKOATTwpa Zenker IOV TAPOUGIACTNKE HE XPOVIo Enpo Brxa Kat emavalapfavoueveg
AVATTVEVOTIKEG AOIHWEELG

LLA. KQOSTAKHZ, A.I. BAIOMNOYAOZ, H. AAXANAZ, E. SMAPTAAHZ, I KAPATKIOYZHZ, M. TOMOX
B’ lMpomaibeutikn Mavemotnuiakn Xeipovpyikn KAwikr, EOviké kat Kamodiotplakd lMNavemotriuio ABnvwy,

latpikr) ZxoAn, [eviké Noookouegio ABnvwv «Aaiké», ABriva

Apxeia EAAnviknG latpikric 2011, 28(5):698—-701

Avdpag 76 1wV mapouciale xpovio ENpod Brixa, EmMavoAapBavOUEVEG AVATIVEUOTIKEG AOIMWEELG Kal Suopayia. Ot

a&oVIKEG TOPOYPAPIES KAl TO oloo@ayoypd@nua mou SievepynOnkav avédel§av Tnv mapouacia evog Hecaiou peyéBoug

EKKOATTWHATOG Zenker oTo oTicB10 ToiXWHA TOL AVWTEPOU oloo@dyou. O acBevric uUTOBANBONKE OE EKTOUN TOU

EKKOATIWHUATOG XWPIG MUOTOMN TOU KPIKOPAPULYYIKOU HUOG, YEYOVOG TTOU UTTOPEL VA ATTOTEAECEL OEPATTEVTIKN EMAOYN

OTOUG NAIKIWPEVOUG a0BeVEiG. To eKKOATIWUA Zenker Tipémel va mrephapBavetal otn Stapopikn Sidyvwon acBevwv

HE EKONAWOELG OTTIWG O XPOVIOG ENPOG BrXAG, Ol EMAVOAAMBAVOUEVEG AVATIVEVUOTIKEG AOIMWEELG Kal N Suo@ayia, EI0IKA

OTOUG NAIKIWHEVOUG.

NéEerg eupeTNPiOU: AVATTIVEUOTIKEG AOINWEELG, Auopayia, EKKOATTwA Zenker, EKTOUR EKKOATTOUATOG, XpoVIog Brixag
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