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Dear Editor,

Zenker’s diverticulum (ZD) is a pseudodiverticulum 
formed by the herniation of mucosal and submucosal 
structures. It occurs in the anatomically weak Killian tri-
angle located in the transition zone between the pharynx 
and esophagus.1 Zenker’s diverticulum is most commonly 
diagnosed around the age of 70, but is rarely seen below 
the age of 40, with an estimated prevalence of 0.002 
in the general population. Zenker’s diverticulum is usu-
ally classified into 3 groups based on their cranio-caudal 
length: small (less than 2 cm), medium (2-4 cm), and large 
(greater than 4 cm).1 The most common clinical findings 
are dysphagia, regurgitation, aspiration, cough, rumbling 
in the neck (borborygmi), choking sensation, bad breath, 
weight loss, and hoarseness.1 Although videofluoroscopy 
and dynamic contrast-enhanced swallowing imaging 
are useful diagnostic modalities, upper Gastrointestinal 
endoscopy is considered the essential and usually suffi-
cient method in modern clinical practice.1,2 Open surgical 
diverticulotomy, rigid endoscopic diverticulotomy, flex-
ible endoscopic technique, and Zenker’s peroral endo-
scopic myotomy (Z-POEM) are the treatment modalities. 
Among these, endoscopic techniques are considered the 
first-line approaches; however, their effectiveness and 
recurrence rates are still not clearly established. Reported 
recurrence rates were approximately 10%, particularly 
after Z-POEM.2 Data on giant ZD are insufficient and not 
reported separately.

We presented 3 cases of giant Zenker’s diverticulum 
that were successfully treated with endoscopic myec-
tomy, with complete symptom resolution confirmed by 
the Kothari–Haber Scoring System. The Kothari–Haber 
scoring system is a simplified tool to objectively assess 
treatment success, with scores ranging from 0 to 16. The 
clinical courses are detailed below. Approval was received 

from the Scientific Research Ethics Committee of Adana 
City Training and Research Hospital (approval number: 
707, date: 21.08.2025).

CASE 1
An 88-year-old male patient presented with symptoms 
of difficulty in swallowing solid and liquid foods, a cough, 
regurgitation, bad breath, and a 14 kg weight loss over 
the past year. Physical examination revealed a palpable, 
non-tender cervical mass with a soft consistency and 
no overlying skin changes. He had a history of hyperten-
sion. The patient was initially treated with Z-POEM. Two 
months later, his symptoms recurred. Seven months after 
Z-POEM, endoscopic evaluation demonstrated the pres-
ence of a giant ZD, and a myectomy was performed. An 
endoscopic submucosal dissection technique was used 
to perform the myectomy (Figure 1). In this technique, the 
septal muscle layer, involving both walls of the esophagus, 
was resected in a U-shaped manner from the roof to the 
base of the diverticulum. Zenker’s diverticulum septum 
was carefully mobilized from the esophageal wall to the 
base of the ZD using a hook knife. Following the myec-
tomy, prophylactic clipping was performed to support 
areas deemed at risk for perforation or muscular weak-
ness. The patient’s Kothari–Haber score was 11 before the 
procedure. At the 10-day follow-up, his symptoms were 
completely resolved, and his Kothari–Haber score was 0. 
One year after the myectomy, the patient gained 10 kg.

CASE 2
A 79-year-old woman presented with difficulty swallow-
ing semi-solid foods for the last year. She also experi-
enced a cough, regurgitation, and a 15 kg weight loss over 
the past year. She had a history of colon cancer surgery 
28 years ago and hypertension. The patient underwent 
Z-POEM. She was symptom-free during the first month 
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of follow-up period. At 1 month, her symptoms recurred, 
endoscopic examination demonstrated a giant ZD, and 
she underwent myectomy. All symptoms resolved on 
the fifth postoperative day. Before the procedure, the 
patient’s Kothari–Haber score was 8. After myectomy, 
we observed that the Kothari–Haber score was 0. Four 
months after the procedure, her symptoms completely 
resolved. The patient gained 12 kg.

CASE 3
A 72-year-old man presented with a 2-and-a-half-year 
history of difficulty swallowing both solid and liquid 
foods, a 20 kg weight loss in the past year, regurgita-
tion, a cough, and bad breath. He had a history of benign 
prostatic hyperplasia. The patient underwent Z-POEM. 
After a 1-month symptom-free period, his symptoms 
recurred. Endoscopic examination revealed a giant ZD, 
and a myectomy was performed. On the fifth day after 
the procedure, all his symptoms resolved. Before the 
procedure, the patient’s Kothari–Haber score was 10. 
We observed that the Kothari–Haber score was 1 at the 
6-month follow-up.

All 3 patients above were informed about their medical 
history, current findings, and disease, and their written 
consent was obtained. The study also obtained ethi-
cal committee approval from the Ethics Committee of 
University of Health Science, Adana City Research and 
Training Hospital (Approval No.: 707; Date: August 21, 
2025).

The management of Zenker’s diverticulum is still unclear. 
Endoscopic approaches use laser, cautery, or stapling 
devices for myotomy or myectomy. The literature has 
rarely reported that myotomy techniques, including 

Z-POEM, can lead to complications such as subcutane-
ous emphysema, pneumomediastinum, and bleeding. 
Recurrence of symptoms is a significant limitation in 
terms of long-term effectiveness.2 Myectomy is a newer 
endoscopic approach procedure, and cases are often 
presented as case series in the literature. In the study of 
Pang et al,3 they performed myectomy on 20 patients and 
found that the treatment success rate was higher than 
in those who underwent myotomy. No recurrence was 
observed in any myectomy patients.3 In another study, 
a diverticulum larger than 6 cm was successfully treated 
with 2 sessions of myectomy.4 There were examples of 
giant ZD cases treated with Z-POEM in the literature.3,5 
In our case series, 3 patients had previously undergone 
Z-POEM and experienced recurrences. Although data in 
the literature are limited, the failure of Z-POEM in giant 
Zenker’s diverticula may be explained by technical factors 
such as incomplete septotomy, difficulties in tunneling, 
and impaired visualization and maneuverability due to 
the large pouch. During the recurrence period, giant ZDs 
(8-10 cm) were observed in our patients. This finding sug-
gests that Z-POEM may not be an effective treatment for 
giant ZDs.

We successfully utilized endoscopic myectomy for the 
treatment of these giant ZDs. To our knowledge, this is 
the first case series in the literature demonstrating the 
use of myectomy in the treatment of such large, recur-
rent ZDs. We successfully treated our patients with 
endoscopic myectomy and observed no complications 
or recurrence during the 6-month follow-up period. The 
relatively short follow-up period of 6 months represents 
a limitation of the present study. In addition, although 
outcomes were assessed using the Kothari–Haber score, 
the absence of post-procedural imaging constitutes 
another limitation.

Figure 1.  Endoscopic submucosal dissection technique. A and B: The septal muscle layer, encompassing both walls of the esophagus, was 
resected in a U-shaped fashion from the roof to the base of the diverticulum. The esophageal septum was carefully mobilized from the 
esophageal wall to the base of the esophagus using a hook blade. C: Following myectomy, prophylactic clipping was performed to support 
areas at risk for perforation or muscle weakness.
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