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Difficulty of Balloon Dilatation in Corrosive Esophageal Strictures

Hyun-Young Han, M.D., Ho-Young Song, M.D.*, Young-Min Han, M.D., Su-Bin Chon, M.D.,
Gyung-Ho Chung, M.D., Myung-Hee Sohn, M.D., Chong-Soo Kim M.D., Ki-Chul Choi, M.D.

Department of Radiology, Chonbuk National University Medical School

To objectively assess the difficulty in the procedures of corrosive esophageal strictures, the success rates,
the number of sessions and balloon dilatation and complications were evaluated in 66 patients with esophageal
strictures who underwent balloon dilatation. These patients were grouped into three according to the causes as
corrosive esophageal strictures (n=24), non-corrosive benign strictures (n=22) and malignant strictures (n=

22). Success rates were 29% in corrosive esophageal strictures, 86% in noncorrosive benign strictures, and 85

% in malignant strictures. Required average number of sessions and balloon dilations were 3.4 and 7.4 in cor-
rosive strictures and 1.4 and 2 in noncorrosive benign and malignant strictures, respectively. Esophageal rup-

ture occured in 33% of corrosive strictures, 4% of each noncorrosive benign and malignant strictures. Pain in

corrosive esophageal strictures was severest.

In conclusion, balloon dilatation in corrosive strictures has low success rate and high complication rate and

requires more frequent dilation, which implies that it is more difficult than other strictures.
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Table 1. Data of Balloon Dilatation in 66 Esophage-
al Strictures

< =" Cause SR No.of S No. of D
Corrosive 7(29%) 25(3.5) 52(7.4)
1987 RE 19923@7b7] 6:d% A= o2 g (N=24)
deee Fo2 TA FFES AYSHAY 204 o1 . Noncorrosive  19(86%)  26(1.4)  41(2.1)
AL Ao Z stATh x| AP R EE 204 FH (N=22)
6941 (33 & 44A4]) 0l 9l o™ F A} 439 o &} 235 o] A T Malignant 17(85%)  24(1.4) 32(1.9)
olE IAEL Y YAWRE 3FOZE riier 74 (N=20)
gii?;éjﬁi;]iiﬁlffgf ;;192]22:?;5? * SR—SuccesF Rate, S-Session, D-Dilatation
B 7 IMHR BITSTe ote W R T Numbers in parentheses are mean.
EF FFo] 174902 713 Bgor Ax FoldFo] 4
o, 9918 & giddd A7t 1golddth F4A A
Fzol A4S A B AFS & T4 FHeS A AFol ol FAEL BE S EY AFHAV 7HsEkA
urSuj 7zl o] 717ke 270l 51d7HA] Fit 18de] 1 H]E A 20mme] A4S 9 EFALFE (lolA
Aot FE€F FFFANME &35 FAFFES AP AT °]2A XYL e ASAAE TH EFeF
DS 7R 9] 717ko] 18-S AL BE FxtollA] Iido] o 1q F4S e hFEe SHES AFHTE + U
SHHET 5.5719) o1 152 FA= 8dolirt o] AlEdel vlal F4Y TS HATh
FA #&4&e A€ Atropine sulfate 1 ampleS TR o2 W 7ol BaA An {2 gxlolA
TE&FABIA L 2% Lidocaine2Z IFHE 54 vhF & HT 3,53 A 7](sessions)oll & 7.43] 2] FAER <
3 5 AP EAGINA QR EALE FARLE A 9] o] RS olET T 1XAI7]] AEel olExd &
o] ZIAEAR ALT & FAJEHEIS FFEY T4 Ae 29I, 23AI7IEA Bagd ExtE 19, 44
Az AT FASAES AFGsteh olm) AHE3 TA A7 ToWW AREE 1Holdlon tE 3 &xte
9] AAL 3mmollA] 30mm, Zo]lE 3cmolA] 8cmoE  52FA 7] o|Ate] FAEkdEo] W Q3T A EFoldF
tieFslinh T4 e ol g HUlshy] gkl 3 & AL vIRA G FF Sl 138l A3 A
742 WollA AW BSHET AM, AAPE FFEES vl 22 1XAY] RIORE 20mmEFA Y A &) 7h5st
a1t AREL Ax FolgFE AQe AE FFoa A1 5% O] FAfelARte] 22 EE 3XAIZI7F B A
A% AL A4 20mme TA] o] glojE ouf) 4o ArRolghFe] AL 1A Al7|Rte R T
1A A5 B hsst ASE AFolgt sgion, 20mm FAY 30mm T4 SHEFe] JEFHORE Tt
Ax FolgZEo] AeE AMRE T Euge] glo] T stk HTAHSE L4AA7|d B 2189 FA
AR FA3] BF M5 ASE ATl Hrist Swo] Wastrk ATl ol& 178 o4 A &
AT Arzded WA Hsl o] A9 1AA7]o] AFel ol25 o BT 1. 43}

At £ AlE
=

=
=
Brretgch 24, 430l ol=2717tA] BadY T 2 Al

A< 9 A 7] 9 (No. of session) EE A&7 3l Fojl o]2%] Z oy F4e 1S Hel #xE
(No. of dilatation) & vlaslgdz AA, Az dgelyt A T4 & s 2oind 744 29 45 2.4
SE50] S walo] tha] Lo} B3kt FA)7100 4, 13]9] BgeS At v A G 2
2la ot gFolAe L1AA7Ie 1L 53]9] 4 &3&

S Atk
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Alg A & Arzgded EARAe 54 489 Al
Al AHE3E FA7LEE Z7]0 whel kst &4 B8

BEES 4 UAEE 2HE

2 gxtol| A= 29%(798), 22

3 3 <
Apoll Al = 86%(197), 208 & o4 B A Bt e FHE Tol AU (Table 2). 282
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Fig. 1. Progressive dilatation of
corrosive esophageal stricture.

a. Esophagogram obtained before
dilation shows focal stricture in the
cervical esophagus.

b. Dilation with a balloon catheter
of 7mm diameter and 3cm length.
Note waist of the balloon at the
level of the stricture.

c. Disappearance of the waist is
evident after five separate sessions

i of dilation.

d. Esophagogram obtained after
balloon dilatation demonstrates a
widely patent esophageal lumen.
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Fig. 2. Noncorrosive benign post-
operative stricture by esophageal
carcinoma with esophagectomy
and esophagogastrostomy.

a. Barium study reveals marked
narrowing in region of anastomosis
b. Appearance of the dilated
anastomotic site after 20mm bal-
loon catheter dilatation.
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Ao Me ME AHEE T4 FAol 3mmel A 1E
EHete] T 16 o] #2H(67%) oA 47 10mme] &t <]

FAG ASsTh olol ukste] ulR A4 F4 B

O

ot gzholl A= Zhzh 184 (82%), 207 (100%) <A1 14
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chig o 2 A8l y] w ol 4 EgEAl Aol st
of Agolle &e HAe LR BG4S AlEsta Mz}
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o 29| o] 7hEsld e ol FA4 AL E 2
ol FE AR ARt FdtE 1 F=9]9] A= 4
F4 Halsol gl7] ulEolet AZtErh A3 o2
ZYd FASAAE WEE F4Y sHE B &
Ago] wle st A 9ad] Amulg e 2}
oj¥ o)z} FAEo] AEHo] Alolof Wt T JFS
wko 2lg}l AzZHEnh(6). &, A% W7ol 20mm7tA] \E
A7) oL xjEl ERFE FAES 2REL HeTE



A gt S48 15s FAEL AstETS T4
2ett,

A e =25 Ax g, FATEHER] HAK A
FEo R 2G5t u R glgdo] WAYSHA] Ferhe HI(T,
12,13).2 F-E] 10%7+A] theFst Al B s 3 gl th(4, 6,
14,15, A £ 35 A 6642 2AEF 10%
(15%) 14 Az FE& B b XS v]3)] =2
FdE Bied, ol FAA A= gAea 248 F 83
(33%) 0] A= Thdo] HAPSIH Y] wfFolrt, FAAAE
HaA] gt go] =2 o]lfE TE Yl Hls) 22 A
Y A=) Aet R3S HstR % s ee] 7t
22 Aol A7) ujEolet AZETH14), Axatdo] o

A AHE-ste 29A 2= BHE A AL Gastrograffin
A

T 22 84 TFAlol vls] ko] AFEsla MAlE )
280l 27| wfel gol o] &5 2Arh(16,17). A
ET AR B4E $ AT vHES o §3le] Y o
g BAA3E T Fo vE(150—200co) &2 A%
ZJeE AlYsiairt, gtdo] BT F 92 X EUHo
el e LRoAE HZ £ Algs)o} sttt 7%
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