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Corrosive oesophagitis-Dilate or operate?
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SUMMARY
Between 1970 and 1981, the authors treated 50 patients (age
range 11 to 30 years) with corrosive burns of the oesophagus and
stomach. The majority of patients presented with established
strictures, and in 34 acid ingestion was implicated. Seven
patients who presented in the acute stage were treated conserva-
tively with steroids, antibiotics and nasogastric feeding and, to
prevent oesophageal strictures, dilatation was started 3 to 4
weeks after the injury. Altogether 28 patients were managed
with dilatation which was complicated by perforation in 17
patients.
Patients with strictures which were multiple, impassable,

longer than 10 em or could not be sufficiently dilated had
oesophageal bypass surgery, which was performed using the
colon (16) or the jejunum (2). One patient died following necrosis
of the colon. The other early postoperative complications were:
pneumothorax (2), anastomotic leak (2), gangrene of the colon
graft (1) and intestinal obstruction (1). Delayed complications
included anastomotic narrowing requiring re-operation in 3
patients. The authors compared the results of dilatation with
bypass operation. Excellent results were seen in the operated
group only. Good and satisfactory results were seen in both the
operated and dilated groups.

COMMENTS
Most surgeons encounter corrosive burns of the
oesophagus either in the early stages when attempts can
be made to prevent strictures or in the late stages when
patients present with established strictures. The develop-
ment of strictures is mainly dependent on the degree of
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bum and cannot alwaysbe prevented by steroids, antibiotics
and early bouginage. Prophylactic therapy is unlikely to
be effective in a full thickness burn of the oesophagus.
However, no conclusion can be made about the effective-
ness of prophylaxis as the number of patients reported has
always been small. It is also not clear how often or for
what length of time should these strictures be dilated or in
which circumstances dilatation should be abandoned.
Even if dilatation succeeds, patients may develop a
chronic mediastinal abscesslreflux oesophagitis (worsened
by dilatation) leading to further stricture. They also have
a high incidence of malignancy. 1 In the present series, the
perforation rate (17/28) was high. Much lower figures
have been reported by Raptis (4%).2 The authors have
compared the results of dilatation and operation in what
are, in my opinion, two non-comparable groups of
patients. The patients who underwent surgery were those
in whom dilatation was not possible, it had failed or was
unlikely to yield any benefit. The authors have also
preferred to use the right colon for bypass while most
surgeons use the left colon. They do not even mention the
use of the stomach which is always available unless
affected rarely by the acid burn. The stomach has a good
blood supply, its use necessitates only one anastomosis
and does not need any special preoperative preparation.
In spite of their not altogether conventional approach to
the problem the group at JIPMER have achieved
commendable results. Perhaps they can now attempt to
provide answers to the questions whether prophylactic
treatment is effective and which operative procedure is
best for corrosive strictures of the oesophagus in India.
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