
INTRODUCTION

The first case of posterior pharyngoesophageal
diverticulum was published in 1769 by Ludlow,1

and Zenker’s name was attributed to it after his
description of a serial in 1878.2 Zenker’s diverticulum is
the most common diverticulum of the esophagus—a
pouch protruding to posterior above the upper
esophageal sphincter.3 The etiology and pathogenesis
are not well understood. It usually occurs in elderly
patients, and the typical symptoms are dysphagia, regur-
gitation, chronic cough, aspiration and weight loss. The
duration of symptoms at presentation may vary from
weeks to several years.4 The best diagnostic procedure is
a barium swallow, with attention to the cricopharyngeal

area.3 In the management of Zenker’s diverticulum,
endoscopic diverticulectomy (endoscopic stapling, laser
and argon plasma division) or external surgery (diver-
ticulectomy and diverticulopexy with or without
cricopharyngeal myotomy) may be preferred. Compli-
cations of Zenker’s diverticulum are rare and include
ulcer, bleeding and esophageal malignancy. Ulcer in the
basis of diverticulum is a very rare complication and to
date only four cases have been reported in the
literature.5-8 Herein, we report a new case of ulcer in
Zenker’s diverticulum presumed to be due to aspirin
and/or alcohol consumption. 

Case Report
A 75-year-old man was admitted to the hospital with

dysphasia to solids and weight loss of 5 kg for the last
three months. In his medical history, he had hyperten-
sion for five years and had been receiving doksazosine 4
mg daily and aspirin 300 mg daily since the diagnosis,
and he consumed alcohol over 40 years. Physical exami-
nation was unremarkable and laboratory tests were
within normal limits. Esophagogastroduodenoscopy
(EGD) revealed a 2-cm ulcer in diameter at 18 cm from
the incisor teeth, and the esophageal lumen could not be
found (Figure 1). Hence, barium contrast radiography
was performed, showing a decreased flow of barium
with dilatation of proximal esophagus. EGD was repeat-
ed because of the high suspicion of malignancy; multi-
ple biopsies were taken around the ulcer, revealing
inflammatory debris and granulation tissue, and fibrosis
consisting of benign ulcer (Figure 2).

Repeat barium contrast esophagography with atten-
tion to the cricopharyngeal area showed a diverticulum
of 2.5x4 cm in diameter extending to the posterior
esophagus (Figure 3). The third EGD revealed narrow,
angulated esophageal passage in the proximal part of
diverticular sac. Esophagus was intubated by exchang-
ing scopes over a guidewire inserted into esophagus
(Figure 4). Completed EGD was normal except for
diverticulum. The patient underwent external pharyn-
goesophageal diverticulectomy without cricopharyn-
geal myotomy. Histopathologic examination of the
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resected specimen showed a benign ulcer. In the postop-
erative period and three months follow-up, he was free
of symptoms.

DISCUSSION
Malignancy, ulcer and bleeding are complications of

Zenker’s diverticulum. Carcinoma is a rare but the most
serious complication. To date, 45 cases of carcinoma
have been reported in the English literature.9 The main
predisposing factor for carcinoma development in
diverticula is thought to be the chronic inflammation of
the pouch secondary to the retention of foods. A possi-
ble malignancy in a pouch should be suggested when
there is a sudden increase in the severity of symptoms,
particularly if progressive dysphasia or aphasia is pres-
ent or if there is pain, hemoptysis or more marked regur-
gitation of foods is observed.10 Malignancy in Zenker’s
diverticulum is often diagnosed at surgery; therefore, a
careful examination with an esophagoscope should be
performed prior to any definitive surgical procedure.9 In
barium swallow studies, any loss in the smooth contour
of the pouch should suspect a carcinoma.10

Ulcer in the basis of Zenker’s diverticulum is a rare
entity and, to the best of our knowledge, only four cases
were reported in the literature to date.5-8 Three of them
had massive bleeding due to ulcer presumed to have
been caused by chronic aspirin ingestion,5,7,8 whereas
one had multiple ulcers in the Zenker’s diverticulum
probably resulting from reflux of the gastric content.6

The histology of the normal pouch usually shows a sac
containing an epithelial lining, which is stratified squa-
mous epithelium, and the submucosa often shows
fibrous tissue surrounding it. Close to the neck of the
sac, scanty muscle fibers may be found inside the wall.4

In the present case, we presumed that an ulcer has been
caused by chronic aspirin ingestion. One should be
careful when prescribing ulcerogenic agents in patients
known to have Zenker’s diverticulum. Chronic alcohol
abuse was the other contributing factor. Alcohol is
known to predispose ulcer formation by facilitating the
development of gastroesophageal reflux due to reducing
the pressure of the lower and upper esophageal sphinc-
ter,11 reducing the extend of primary peristalsis11 and
increasing transient lower esophageal sphincter relax-
ation12 and stimulation of acid secretion.13

Esophageal perforation may result in significant
rates of morbidity and mortality, especially during blind
intubation in patients with pharyngeal or esophageal
anomalies with instruments, such as side-viewing duo-
denoscope, nasogastric tube and transesophageal
echocardiogram.14,15 Various techniques for esophageal
intubation in patients with Zenker’s diverticulum during
endoscopic retrograde cholangiopancreatography
(ERCP) and transesophageal echocardiography (TEE)
have been described. Wai at al. described a difficult
intubation of a patient with Zenker’s diverticulum dur-
ing ERCP. They accomplished the intubation of the duo-
denoscope by exchanging scopes over a guidewire after
forward-viewing gastroscope was inserted carefully
under direct vision and emphasized that a side-viewing
duodenoscope should be withdrawn if any resistance is
encountered.14 Malik et al. and Smith et al. also advised
esophageal intubation by using guidewire in patients
with Zenker’s diverticulum.16,17 In a patient with a large
diverticulum, a balloon may be used to occlude the ori-

Figure 1. Esophagoscopy showing ulcer at 18
cm from incisor teeth

Figure 2. Biopsy consisting of a benign ulcer
showing fibrinopurulent exudate (thin arrow) on
the surface and granulation tissue (thick arrow)
in the base composed of new capillaries and
inflammatory cells
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fice to allow a safe passage for the TEE probe.18

In the management of Zenker’s diverticulum, endo-
scopic diverticulectomy is preferred more frequently
nowadays. In comparison with standard open tech-
nique—although endoscopic stapling diverticulectomy
has a very low complication rate, shorter operative time,
lower hospitalization and restarting oral feeding peri-
od2,17—lesions such as cancer can be potentially left in
pouches by this technique. Therefore, although cases of
carcinoma in situ or small carcinomas may not be
detected by endoscopic examination, endoscopic proce-
dures should be performed prior to any definitive surgi-
cal procedure in all patients of diverticulum.

As a summary, the present case is an unusual com-
plication of Zenker’s diverticulum who was initially
misdiagnosed as having esophageal malignancy. The
diagnosis of Zenker’s diverticulum may be troublesome,
and we may need to perform diagnostic procedures
repeatedly. We emphasize that endoscope should be
withdrawn if any resistance is encountered during
esophageal intubation, even with forward-viewing
endoscope. This is especially important when there is
Zenker’s diverticulum suspicion and the patient receives
ulcerogenic agents, such as aspirin, in pill form that may
get lodged in the diverticulum.
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