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To the Editor,

Here we report a case of a tight esophageal stricture

and our subsequent management, in particular high -

lighting the use of very flexible guidewires and biliary

 balloons.

A 74 year old woman initially presented to a private

hospital with hematemesis. Esophagogastro duo deno -

scopy (EGD) revealed esophageal varices which were

subsequently banded with a multiband shooter. Further

investigations confirmed that she had chronic hepatitis B

cirrhosis with portal hypertension. Hemostasis was

achieved and she was discharged. Four months later she

presented again with complaints of progressive dyspha-

gia. A barium swallow revealed a tight stricture at the

level of the aortic knuckle with eventual filling of the

stomach. She was then referred to our hospital, which is

a tertiary center, for further management.

Subsequent EGD revealed a pinhole stricture at 20 cm

(Fig. 1). A Savary-Gilliard metallic guidewire could

not pass through the stricture but a 0.035 inch biliary

guidewire (Jagwire) was successfully passed under

fluoro scopic guidance. An attempt was made initially to

pass a 5 mm Savary-Gilliard bougie dilator but we were

unable to traverse the stricture. Finally, biliary balloon

dilators over the wire were used. Max Force biliary

 balloons, a 4 mm/12F balloon (Fig. 2) followed by a

5 mm/12F balloon were both dilated to 12 Atm (atmos-

phere) and lastly the Quantum biliary dilation catheter

8 mm/24F was dilated to 120 Psi/8Atm. Distal to the

stricture, columns of Grade 1 esophageal varices were

noted but the mucosa was entirely normal. The stomach

and duodenum were also normal. 

At repeat EGD, further dilatation was performed

although this time a Savary-Gilliard guidewire was

able to pass through. The stricture was dilated using

graduated Savary-Gilliard bougie dilators of 5 mm,

7 mm and 9 mm. Meanwhile, investigations for other

causes of the esophageal stricture were normal. She

required two  further sessions of dilatation with the

Savary-Gilliard dilators before the stricture resolved

completely. Six months after her initial presentation, she

remained symptom free.

The role of endosopic variceal ligation (EVL) in acute

variceal bleeding and secondary prophylaxis is well

established (1,2) and there is increasing evidence for its

use in primary prophylaxis (3). Although, the develop-

ment of an esophageal stricture is a recognized compli-

cation, the risk for this complication is significantly

lower when EVL is compared to endoscopic sclerothera-

py (1,2). A meta-analysis comparing EVL vs sclerother-

apy found that the odds ratio for developing an

esophageal stricture was 0.10 (0.03 to 0.29) in patients

who underwent EVL (2). Therefore, this case is unusual

not only because it is a rare complication of the proce-

dure but also because of the severity of the stricture

which initially did not even allow the passage of a

Savary-Gilliard guidewire. The most likely explanation

was that there was suction of the submucosa as well as

the muscularis propria by an inexperienced endoscopist.
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Fig. 1. — Pinhole esophageal stricture at 20 cm from incisors.
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Savary-Gilliard over the VFG, an exchange of

guidewires from the VFG to the more rigid metallic

guidewires were carried out. In our case, however, an

exchange of guidewires would not have been possible

due to the severity of the stricture, so we therefore had to

resort to using biliary through the scope (TTS) balloons

over the VFG instead.

In conclusion, we present a case of a severe high

esophageal stricture as an unusual complication of EVL.

This was successfully managed with the initial use of

 biliary balloons over a flexible bilary guidewire before

proceeding to dilatation with the standard esophageal

bougies. We feel that the use of a flexible guidewire and

biliary balloon in the first instance is a safer approach for

this type of stricture. Also, this case highlights

that  EVL  is not an entirely safe procedure  and should

still be carried out by experienced endoscopists.
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The location of the stricture at 20 cm from the incisors

was presumably due to the band being inappropriately

placed too high in the esophagus. 

The use of a very flexible guidewires (VFG) in the

management of esophageal strictures has been described

in several studies (4,5). In these studies, due to the

 difficulty in passing rigid push type dilators such as the

Fig. 2. — Dilatation of the esophageal stricture using a

4 mm/12F Max Force TTS biliary balloon (Boston Scientific)

over a 0.035 inch Jagwire.
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