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Esophageal stenosis is a narrowing of the esophageal lumen, which can vary in
length — from about a couple of millimetres to a few centimetres. The reasons which
can lead to such stenosis can be: congenital, for example atresia, esophageal ring;
as a consequence of esophagitis after consumption of corrosive agents, and due to
esophageal tumor processes or tumors of neighboring structures too. The therapeu-
tical approach is different and depends on the reason and the condition: resection of
the engaged segment, stenting, balloon dilatation, injecting of botulinum toxin. This
was the case of a 47-year-old female patient who was admitted to the gastroenterol-
ogy department with complaints of difficulty swallowing solid foods and liquids for a
long time, as well as vomiting of the food immediately after eating. She previously
underwent therapy with proton pump inhibitors, without any significant effect. After
laboratory, imaging and endoscopic examinations, a stenosis of the distal part of the
esophagus was found. Proximally, the esophagus was dilated and contained food
residue. The chosen therapeutic approach was balloon dilatation of the engaged
segment. Twelve days after the balloon dilatation, the patient presented to the hos-
pital again, with complaints of pain in the thorax, fever and elevated inflammatory
markers. Diagnostic imaging detected a heterogeneous collection, located in the
distal part of the esophagus, which was narrowing the lumen. During the draining
under endosonography control, a thick, pus-like fluid was flowing out.

esophageal narrowing, proximally dilated esophagus, abscess

Svetomir Chakarov, MD, e-mail: sv.chakarov@gmail.com

Pestome:

KntouoBun gymn:

Adpec 3a kopecrnoHOeHUus:

CTeHo3aTa Ha XpaHonpoBoAa NPe/CTaB/sBa CTECHEHNE HA NlyMEHa, KOETO MOXe Aa
GbAe Ha Pas/IMYHO NPOTEXEHNE — OT HSKOIKO MUIMMETPA [0 HSIKOIKO CaHTUMETpA.
MpuunHUTE, BOAELLM [0 Te3U CTEHO3], Ca pas3/InyHK. Te ca: BPOAEHH, KaTo Hanpumep
aTpesusi, e3othareasieH NPbCTEH; BCEACTBME HA €30haruTu cres npuem Ha Kopo-
3VIBHM MaTepuasin, KakTo 1 OT TYMOPHU NPoLEcH, MPOM3XoXAally OT XpaHornpoBoaa
WU OT CbCEAHN CTPYKTYpU. TepaneBTUUHUAT MOAX04 B 3aBUCUMOCT OT NpuuMHaTa
N CbCTOSIHAETO € pas/IMueH: pe3ekunst Ha aHrakUpaHusi CEerMEeHT; CTeHTMpaHe; 6a-
JIOHHA AnnaTauusi; UHXeKTMpaHe Ha 60TYy/IMHOB TOKCUH. MpeAcTaBsiMe nauueHTka
Ha 47 roAVHU, KOSITO MOCTHNBA B OTAE/IEHNETO MO raCTPOEHTEPO/IONUS C On/IakBaHNS
OT TPYAHO NpernbliaHe Ha TBbPAM XpaHu 1 TEUHOCTU C rofisiMa JaBHOCT. MoBpbLa-
HE Ha XpaHa HEenocpeacTBEHO cried npuema . MNposena e fieyeHne ¢ UHXMBUTopK
Ha MPOTOHHaTa nomna, 6e3 ga uma 3aoBonuTenieH ediekt. Cref U3BbPLLIBAHETO
Ha nlabopaTtopHX, 06pasHN U eHAO0CKONCKM U3CMeABaHUsS Ce YCTaHOBSIBA CTEHO3a B
[AMcTasiHaTa YacT Ha XpaHonpoBoga. MpokcMMasHO e AunaTpaH CbC 3aAbpXaHu
XPaHUTESHW MaTepun. 36paHusT TepaneBTMYeH MeTog e 6asloHHa Avnatauus Ha
aHraxvipaHus cermMeHT. [lBaHaieceT AHV Crief U3BbPLUBAHETO Ha GasioHHaTa auniara-
LS NAUMEHTHT NOCTHMNBA NOBTOPHO B 6O/THMLIATA C OMN/TakBaHUs OT 60/IKa B IPbAHMUS
KoL, cPEGPUINTET U NOBULLIEHW Bb3NaNMTENHN Mapkepu. OT U3BbPLIEHUTE 06pa3HM
M3CNeABaHNsi Ce YCTAHOBSIBA XETEPOreHHa KOJsieKUMsi, pasnosiokeHa B AucTasiHata
yacT Ha CTeHaTa Ha XpaHOMpPoBOAaA, KOSITO CTEHO3Mpa SiyMeHa. Mpu M3BbPLUBAHETO
Ha APEHaX Nog, eHA0CKomNcKa yATpacoHorpadms n3Tnya rbcta rHoeBrgHa TEYHOCT.

CTEeHO3a Ha XPaHOoMpPoBO/, MPOKCMMAIHHO AnNaTMpaH XpaHonpoBoj, abeuec
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The aim of the case report was to present one
case of the uncommon disease esophageal achalas-
ia. The individual stages of diagnostics and therapy
were tracked, as well as the more infrequent conse-
quences of that procedure, namely an abscess, and
the following diagnosis and drainage of the abscess
collection. The aim was to improve the understand-
ing of the possible post-procedure complications after
the dilatation of the esophagus and the significance of
the multidisciplinary approach in their diagnostics and
management.

C

This case is of a 47-year-old female patient who
was admitted to the gastroenterology department
with complaints of difficulty processing food, both
solid and liquid, as well as of vomiting after eating.
The complaints had been continuing for a long time.
She underwent therapy with proton pump inhibitors,
without satisfactory result. At the moment of admis-
sion, she was fever-free, without clinical or labora-
tory signs of any ongoing inflammatory process. The
obtained endoscopic examination, the gastroscopy,
found a dilated esophagus, filled with food residue.
The mucosa in the distal part was whitish, there was
a light difficulty in the passing towards the stomach.
The visual examinations, barium swallow-contrast
media esophageal examination and the computed
tomography, found dilatated esophagus up to 30 cm,
filled with food residue, which was getting narrower
and cone-like at the level of the gastro-esophageal
junction (Fig. 1). There were no signs of esophageal
wall-thickening at the stenosis-level or compression
by neighboring structures. The described changes
are like those in achalasia. After a consideration, the
decision to perform a balloon dilatation of the de-
scribed segment was taken. A single dilatation was
performed with a balloon size of 30 mm. During the
first days post-procedure the patient was had no com-
plaints. Twelve days after the manipulation, the pa-
tient was admitted to hospital again with complaints
of pain in the thorax for a couple of days and fever
from the day before. With evidence of elevated levels
of the inflammatory markers C-reactive protein 194
and leukocytes 20.23, a non-contrast and contrast-
enchanced CT of the thorax was performed, and it
was found that the esophagus was dilated along its
entire length and the dilatation is up to 3/6 cm long,
and in its distal part was visible a clear-shaped cap-
sulated heterodense collection with dimensions 3/4/3

cm, which seemed to be located in the esophageal
wall. The collection was with non-contrast density
about 23HU, which did not change significantly on the
post-contrast series (Fig. 2). A magnetic-resonance
examination was performed (Fig. 3), but not in its
entirety, because of non-cooperation by the patient.
The described formation presents heterointense on
the T1 and T2 times (there were no performed series
for determining the diffusion of the water molecules,
and with contrast media). The endoscopic ultrasound
(EUS) found a hypoechoic collection with multiple
floating echoes (Fig. 4). After performing a puncture
under EUS control through a needle the size of 19G,
thick turbid pus-like liquid was aspirated (Fig. 5). Af-
ter the performed drainage, the inflammatory markers
normalized and the pain syndrome was reduced and
after that fully disappeared.

I

Fig. 1. Contrast examination of the esophagus. Barium
swallow (A) and computed tomography (B). Stop at the level
of the GEJ with proximal dilatation of the esophagus

Fig. 2. Non-contrast(A) and contrast-enchanced (B)CT. Col-
lection located in the wall of the stomach,
that does not change its density

Fig. 3. MRT, T2 series, with and without fat saturation. There
is a heterointense saturation in the wall of the esophagus
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Fig. 5 Puncture under EUS control

D

The esophagus provides the connection between
the mouth and the stomach - the place where the food
passes through. Its approximate length in adults is
25 cm. Proximally it is connected to the pharynx, and
distally to the stomach. Its transverse size is about 1
to 2 cm. It is a tubular muscle [1]. Conditionally, it is
devided into three parts — cervical, thoracic and ab-
dominal segment [2]. Every segment is located in the
corresponding anatomical zone — neck, thorax and
abdomen. There are two sphincters along the esoph-
agus, one is in the proximal end, and the other — in
the distal, before the stomach. Both sphincters have
a protective function. The first prevents penetration
of air in the stomach, and the second — the move-
ment of stomach content in the esophagus [3]. The
normal passage of food, water and saliva through the
esophagus can be impaired. Usually, that is caused
by a pathological narrowing of the lumen of the es-
ophagus — a condition called stricture. The stricture
can cause difficulty swallowing solid foods, allowing
the passage of liquids only, or to prevent passage of
both liquids and solid particles [4].

The causes for stenosis of the distal part of the
esophagus are different in their etiology: peptic stric-
ture, corrosive esophagitis, eosinophilic esophagitis,

radiation esophagitis, esophageal tumors, infiltration
by tumors of neighbouring structures, impaired in-
nervation, and others [5]. One of the most common
causes is a stricture developed after chronic gastro-
esophageal reflux [6, 7]. Achalasia is a significantly
uncommon reason for impairing of the normal es-
ophageal function. Its incidence is about 1 of 100,000
people per year [8]. That disease develops after im-
pairing of the normal function of the myenteric plexus
and vagus nerve fibers, which innervate the sphincter
located at the distal part of the esophagus. The etiol-
ogy of that impaired innervation is still unclear. There
are different theories discussed, such as autoimmune
reason, viral, genetic predisposition and others [9,
10, 11]. Before achalasia gets diagnosed, other rea-
sons have to be ruled out — such as tumor process,
eosinophilic esophagitis and others. The diagnostic
algorithm includes: first, performing of an endosco-
py, and in cases of a normal endoscopic image it is
obligatory to take a biopsy, to rule out eosinophilic
esophagitis. After that, the motility of the esophagus
gets examined, like manometry and/or timed barium
esophagogram [12]. There are some different thera-
peutical approaches in managing achalasia: endo-
scopic pneumatic balloon dilatation; laparoscopic
Heller myotomy; peroral endoscopic myotomy, and
others [13]. Endoscopic pneumatic balloon dilatation
is one of the main methods according to the recom-
mendations of the American College of Gastroenter-
ology [14]. During the procedure the patients are se-
dated. Lowering the pressure is needed if the lower
esophageal sphincter is reached through tearing of
the smooth-muscular fibers of the esophagus with
the inflated balloon. The used balloons come in three
sizes (30, 35 and 40 mm). The localization of each
balloon is controlled under fluoroscopy [15]. To reach
an optimal therapeutical effect, the procedure has to
be performed in two steps. In the first step a 30-mm
balloon is used, while on the second — a 35-mm one.
It is necessary to ensure about two weeks’ interval
between the two procedures [16]. The usage of the
40-mm balloon dilatation is uncommon — only in cas-
es with persistent complaints [17]. If the procedure
is performed in those multiple steps, the perforation
risk is about 1-2% per procedure [18]. Another rare
complication of these manipulations is the intramural
hematoma. The incidence according to the different
studies is between 1.6 and 3% [19, 20].

This case demonstrated one of the rare complica-
tions of the endoscopic ballon dilatation of the esoph-
agus. In addition, the hematoma itself gets complicat-
ed, with an overloading inflammatory process. Thank
to the multidisciplinary collective work, that unfavora-
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ble result of the procedure was diagnosed correctly
and timely and adequate therapeutical approaches
were taken for the quickest possible recovery.

C

This case presented a rare complication of one of
the standard procedures in the therapy of achalasia.
Post-procedure complaints in patients after balloon
dilatation should not be neglected, while the develop-
ment of the typical symptoms sometimes takes more
time. The diagnostics and treatment sometimes re-
quire multidisciplinary approach and the usage of dif-
ferent visual examinations.
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