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a b s t r a c t 

Pharyngoesophageal diverticula are a rare anatomical abnormality and are classified in 3 

types based on the area of their protrusion: Zenker diverticulum is the most common, fol- 

lowed by Killian-Jamieson diverticulum and the rarest, Laimer diverticulum. We report a 

case of a 68-year-old man who presented to our clinic with a 3-year history of moderate 

anemia uncovered after routine blood tests, progressive dysphagia for solids and food bolus 

impactions resolved spontaneously. Upper endoscopy revealed a wide-mouthed diverticu- 

lum, measuring 2-3 cm, with normal mucosa and food residue inside, just below the upper 

esophageal sphincter, on the left side of the esophageal wall and also hiatal hernia with dif- 

fuse mucosal bleeding. Subsequent barium swallow study showed as well a 25 mm left-sided 

outpouching arising from the anterolateral wall of the proximal cervical esophagus, consis- 

tent with a Killian-Jamieson diverticulum. Killian-Jamieson diverticulum is a rare condition 

with a highly variable clinical presentation, most often reported symptoms being dysphagia, 

regurgitation and globus sensation. 

© 2023 The Authors. Published by Elsevier Inc. on behalf of University of Washington. 

This is an open access article under the CC BY-NC-ND license 

( http://creativecommons.org/licenses/by-nc-nd/4.0/ ) 

 

 

 

 

 

 

 

 

 

 

Introduction 

Pharyngoesophageal diverticula are a rare anatomical abnor-
mality and are classified in 3 types based on the area of their
protrusion: Zenker diverticulum (ZD) is the most common, fol-
lowed by Killian-Jamieson diverticulum (KJD) and the rarest,
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Laimer diverticulum (LD). The ZD develops in the Killian de-
hiscence; therefore, it arises from the posterior wall of the
pharynx, superior to the cricopharyngeus muscle [1 ,2] . The LD
also develops posteriorly, from the Laimer-Haeckerman trian-
gle, localized bellow the cricopharyngeus muscle [3] . 

The KJD was first described in a 1983 paper by Nylander
and Ekberg as an anterolateral pharyngoesophageal divertic-
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Fig. 1 – Upper digestive endoscopy image of the Killian-Jamieson diverticulum. (A) The blue star indicates the esophageal 
lumen. The blue arrow indicates the diverticulum’s opening; (B-D) Food residue inside the diverticulum. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ulum. It was named after the physicians Gustav Killian and
James Jamieson who were the first to describe the area of
anatomic weakness where it herniates, located inferior to the
cricopharyngeus muscle and lateral to the longitudinal mus-
cle of the cervical esophagus. It is 4 times less common and,
in average, smaller than ZD [4–6] . KJD can be classified patho-
physiologically as pulsion diverticula and by composition as
false diverticula, because they contain only mucosa and sub-
mucosa [2] . According to the most recent data, KJD presents
at an average age of 58, predominantly in female patients
and more frequently on the left side [1 ,4] . The pathogene-
sis of KJD is still unclear, but the acquired dyscoordination
of pharyngeal and esophageal muscles is considered most
probable [7] . 

At least one-third of patients with KJD have no aerodi-
gestive symptoms. In symptomatic patients, dysphagia, re-
gurgitation, and globus sensation (globus pharyngeus) were
most often reported. Other clinical presentations may include
cough, emesis, cervical pain, hoarseness, neck mass, heart-
burn, halitosis, and cervical cellulitis [1 ,4 ,8] . 

Case presentation 

A 68-year-old man presented to our clinic with a 3-year his-
tory of moderate anemia uncovered after routine blood tests,
progressive dysphagia for solids and food bolus impactions
resolved spontaneously. His medical history was otherwise
unremarkable, with no chronic medication. He decided to
seek further investigation after the dysphagia has worsened
and the food bolus impactions have become more frequent.
The physical examination did not reveal any abnormalities.
Laboratory tests revealed the following: moderate microcytic
hypochromic anemia (Hb = 8.1 g/dL, Ht = 27.1%, MCV = 67.9
fL, MCH = 20.3 pg, MCHC = 29.9 g/dL), hyposideremia (Fe = 14
μg/dL), and hypoferritinemia (20 ng/mL). The patient under-
went a thorough evaluation that includes upper endoscopy,
barium swallow study and colonoscopy. 

Upper endoscopy revealed a wide-mouthed diverticulum,
measuring 2-3 cm, with food residue inside, just below the
upper esophageal sphincter. The diverticulum’s mucosa had
no abnormalities ( Fig. 1 ). At 30 cm from the incisors, a nonob-
structing Schatzki ring was seen ( Fig. 2 ). During the upper en-
doscopy, we also visualized a hiatal hernia with an estimated
length of 4-5 cm, with diffuse mucosal bleeding ( Fig. 3 ). No
other lesions were detected. 

Subsequent barium swallow study also showed a 25 mm
left-sided outpouching arising from the anterolateral wall of
the proximal cervical esophagus, consistent with a KJD ( Fig. 4 )
and hiatal hernia with an estimated length of 40 mm. 

The colonoscopic examination revealed only an uncompli-
cated sigmoid colonic diverticulum. 

Both traditional transcervical diverticulectomy and endo-
scopic approach were presented as a possible treatment, the
patient opting for the invasive procedure. 
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Fig. 2 – Schatzki ring seen during upper endoscopy. 

Fig. 3 – Hiatal hernia. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Discussion 

ZD, KJD, and LD appear in the same region and have a similar
clinical presentation; therefore, a comprehensive differential
diagnosis is necessary. 

KJD is a rare type of pharyngoesophageal diverticulum,
with an incidence of only one-quarter of that of ZD. KJD tend
to be left-sided, most likely due to a thinner muscle layer
in that side, although there have been reports of right-sided
and bilateral diverticula. Albeit very unusual, there have been
cases of KJD associated with ZD, which could suggest pos-
sible interrelating pathogenesis. KJD presents at an average
age of 58, predominantly in female patients. KJD have a me-
dian size of 2.1 cm (range 0.6-10 cm), with symptomatic di-
verticula larger (median 2.7 cm; range 1.3-10 cm) than asymp-
tomatic ones (median 1.3; range 0.6-3.2 cm). Clinical presen-
tations of KJD may include dysphagia (most often), regurgita-
tion, globus sensation, cough, emesis, cervical pain, hoarse-
ness, neck mass, odynophagia, heartburn, halitosis, and cer-
vical cellulitis. Some pharyngoesophageal diverticula may de-
velop malignant lesions. To this date, no KJD with malignancy
has been reported. Only symptomatic patients should be of-
fered treatment [2 ,4 ,9] . 

It is essential to distinguish between the 3 types of pharyn-
goesophageal diverticula in order to decide the proper treat-
ment. KJD is more difficult to treat than ZD due to its extension
in the upper mediastinum and proximity to the recurrent la-
ryngeal nerve. As there are few cases cited in the literature,
there is still no clear consensus on the best approach [1 ,4 ,10] . 

First-line treatment for pharyngoesophageal diverticula is
open surgery, with procedural steps varying depending on the
type of diverticulum. Diverticulectomy is preferred over di-
verticulopexy, because it can restore the pharyngoesophageal
anatomy and eliminate the possibility of carcinogenesis in the
diverticulum. Transcervical diverticulectomy/diverticulopexy
offers better visibility and more space for maneuver, but it also
has clear disadvantages like visible surgical scar, longer hospi-
talization, and delayed oral intake for a period of up to 5 days
postoperatively [10–12] . 

In recent years, the interest for minimally invasive pro-
cedures has risen owing to a series of advantages like ab-
sence of external scar, short operative time, minimal blood
loss, and faster return to oral intake. The endoscopic approach
for KJD used to be avoided due to concern for recurrent laryn-
geal nerve injury and mediastinitis. In recent literature, varied
endoscopic techniques for KJD diverticulotomy are described.
For example, Yun et al. preferred endoscopic stapling, Chang
et al. safely performed a rigid endoscopic CO 2 laser diverticu-
lotomy, and Yang and Draganov used a scissor-type electrosur-
gical knife [7 ,13 ,14] . Modayil et al. [1] described in their study
2 methods of successful endoscopic treatment, direct and
tunneling diverticulotomy (with hypopharyngeal tunnel or
ultra-short septal tunnel). Tunneling diverticulotomy with an
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Fig. 4 – Barium swallow study showing a left-sided outpouching arising from the anterolateral wall of the proximal cervical 
esophagus. (A) Left lateral view; (B) anteroposterior view; (C) right lateral view. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

ultra-short tunnel was their preferred method, because it al-
lows complete myotomy without fear of mediastinal leak and
minimal risk of recurrent laryngeal nerve injury [1] . Therefore,
endoscopic treatment can be an attractive alternative to sur-
gical excision, but these techniques should be performed only
in experienced centers. 

Conclusions 

KJD is a rare condition with a highly variable clinical presen-
tation, with most often reported symptoms being dysphagia,
regurgitation and globus sensation. 

While open surgery remains the standard of care for symp-
tomatic KJD, endoscopic intervention can be a safe alternative.
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