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Table 1 Patient Characteristics by Stricture Etiology Patients with radiation-related strictures demonstrated significant Figure 1 Changes in Body Weight and FOIS
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esophageal strictures Benign Esophageal Disease Stricture Location (cm) 15 (13-20) 18 (15-18) N/A N/A | 19 ’ii’l; I—l
GERD 8 0 1 1 Stricture Length’ 17.5 (1-90) 20 (20-20) N/A 15 N/A . 8
Hiatal Hernia 0 0 1 0 Type of Endoscopy ﬂoﬂ
M ET H O D S None 21 3 0 0 Direct Laryngoscopy 2 0 0 0 0 8 6
PP > 0 r 0 Flexible Esophascopy 28 3 1 1 1 %) P
. . . Primary Malighancy g ESaphEnpscoRy - v v v ¢ LL
* Design: Retrospective review (2000-2024) . _ Distal Entry Site o,
. . ] Tonsillar/Tongue/Oral Cavity 11 0 0 0
* Patients: 38 with complete esophageal obstruction Pre-existing Gastrostomy 29 2 1 1 0
Pharyngeal/Laryngeal 19 0 0 0 ; z ; : z ; 0
* Excluded: 3 failed procedures Thyroid 1 0 0 0 BEES & & & & <&
. Puncture Directions 6\&\ o\o‘ ‘\0@ \{\c} Qq} *%5<0.01
° + O .
Procedure technique: LHngiacheat z 8 ? . Antegrade/Retrograde/Bidirectional 1211312 3/0/0 0/1/0 1/0/0 0/1/0 & é;&\ 6-\0« ,&\J’ O *%1<0.001
1. Retrograde access obtained (most commonly Esophageal v ° ! ° Puncture Method & AR ns = not significant
. _ — s S
via gastrostomy tube site) i 1 ° X ° Floppy Guidewire - : : : : &
. Ch th 29 0 0 0 : : :
2. Simultaneous antegrade and retrograde SmoTeTnY Sk Gildetire : . . 0 0
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strictures in our cohort occurred following radiation
therapies for head and neck cancer, with other causes
including caustic injury, photodynamic therapy, peptic
stricture and idiopathic esophageal stricture.

One patient developed pneumomediastinum with small bilateral
pneumothoraces. Esophagram demonstrated a contained
perforation managed conservatively with NPO and antibiotics.

All guantitative data are presented as median (range).

1 Stricture length defined as the distance between the ends of two endoscopes on intraoperative fluoroscopy.
2 Included cervical esophagoscopy and concomitantly created gastrostomy.

3 Included endoscopy, needle and cold knife.
4Bougie dilators were used following balloon dilation.
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