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ABSTRACT 
 

 

Performing endoscopic retrograde 

cholangiopancreatography (ERCP) in patients with Zenker’s 

diverticulum can be technically difficult and is associated 

with the risk of oesophageal perforation with subsequent 

mediastinitis. Therefore, resistance is felt during 

oesophageal intubation with a duodenoscope, the operator 

should use a gastroscope to visualize any obstruction. If the 

existence of an oesophageal pouch is recognised, intubation 

can be safely performed using a guide-wire over tube 

technique. However, in specific situations (e.g., narrow 

oesophageal orifices in patients with low body mass index 

(BMI)) despite use of guide-wire technique, intubation can 

still be difficult. Therefore we present a modified guide-wire 

technique involving rotation of the duodenoscope under 

fluoroscopy, which opens the entrance to the oesophagus 

and enables safe intubation. 
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Implications for Practice:  

1. What is known about this subject?  

During endoscopic retrograde cholangiopancreatography 

(ERCP) oesophageal intubation is a “blind manoeuvre”; 

therefore, co-existence of Zenker’s diverticulum (ZD) 

creates a high risk of perforation. 

 

2. What new information is offered in this case study? 

In specific situations (e.g., compressed oesophageal orifices 

in patients with low body mass index (BMI) despite use of 

guide-wire technique, intubation can still be difficult.  

 

3. What are the implications for research, policy, or 

practice?  

In selected cases, complementing the guide–wire technique 

with proper duodenoscope rotation under fluoroscopy can 

enable safe oesophageal intubation. 

 

Background 

During endoscopic retrograde cholangiopancreatography 

(ERCP) oesophageal intubation is a “blind manoeuvre”; 

therefore, co-existence of Zenker’s diverticulum (ZD) 

creates a high risk of perforation. In most cases, this risk can 

be minimized by passing the endotracheal tube over a 

catheter or guide-wire.
1-4

 In cases where the entry to the 

diverticulum is significantly wider than the entrance to the 

oesophagus, intubation is a challenge despite the use of this 

guide-wire technique. In addition, in patients with low BMI 

use of standard overtube may be impossible. In this 

situation, complementing the guide–wire technique with 

proper duodenoscope rotation under fluoroscopy can 

enable safe oesophageal intubation. 

 

Case details 
A 76-year-old male with a history of intermittent dysphagia 

was admitted to the surgical department for endoscopic 

treatment of jaundice with suspected choledocholithiasis. I 

think it is important to include the patient’s BMI or his 

height and weight. ERCP was initiated using a 

duodenoscope (TJF 140 Olympus), but intubation was 

impossible because resistance was encountered just below 

the upper oesophageal sphincter. The scope was exchanged 

for a gastroscope (GIF Q 180 Olympus). The presence of 

Zenker’s diverticulum with a wide outlet and narrow C-
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shaped oesophageal orifice was identified (Figure 1); 

therefore, the guide-wire catheter technique was used. 

After the guide-wire (Wilson-Coock) was introduced to the 

oesophagus, the gastroscope was removed, and the 

proximal part of the guide-wire was introduced in a 

retrograde manner into the duodenoscope, preloaded with 

a canniulotome (301 -Q Olympus). Notwithstanding, 

because of the lateral position of the duodenoscope’s 

working channel outlet, intubation was still difficult. The 

patient’s low BMI made use of the overtube technique 

impossible, because even the smallest size overtube was 

too large. Therefore, when the duodenoscope with guide–

wire reached the upper sphincter, it was rotated around its 

long axis to a position where the outlet working channel 

was opposite the diverticulum. In this position, the guide-

wire/caniulotome complex opened the entrance to the 

oesophagus and allowed intubation. The ERCP procedure 

was subsequently carried out without complication. 

 

Discussion 
Zenker’s diverticulum (ZD) is a relatively uncommon 

disorder, with an incidence of 0.01–0.11 per cent, that 

occurs in people in their seventh and eighth decade of life.
5
 

Because duodenoscopy only allows observation of the 

lateral field of view, ERCP performed in patients with ZD 

presents a particularly high risk of oesophageal perforation. 

Therefore, an endoscopist who encounters resistance 

during intubation is obliged to reposition the scope to 

achieve a straight on view. If ZD is present, problems with 

intubation may be overcome by using the guide-

wire/catheter endoscopic intubation technique.
1,2

 However, 

if the diverticulum orifice is much larger than the 

oesophageal orifice, the duodenoscope may not be 

introduced easily, even with the use of this technique. Tsang 

and Buto, in 1992 described a hybrid technique in which a 

guide-wire was introduced first, followed by the use of an 

overtube, which allowed safe, “blind” intubation.
4
 However, 

for patients with low BMI, such as the patient described in 

this report, the classic overtube is too wide; therefore, we 

propose the technical modification described. The key to 

this modification is rotation of duodenoscope to a position 

in which the working channel with the catheter is located 

opposite the diverticulum. This position opens the 

oesophageal lumen and allows for safer intubation. A 

similar manoeuvre is used by some endoscopists performing 

ERCP in cases where passage of the duodenoscope to the 

second part of the duodenum is difficult. However, to our 

knowledge, there are currently no publications describing 

the use of this technique in the presence of ZD. 

 

 

Conclusion 
Proper duodenoscopic rotation under fluoroscopic control, 

together with guide-wire technique, enables safe 

oesophageal intubation in the presence of diverticulum. 
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Figure 1: Endoscopic image of the compressed entry into 

the oesophagus 

 

 


