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Abstract
Background and Purpose Publications document the risk of developing esophageal stricture as a sequential complication of
esophageal injury grades 2b and 3a. Although there are studies describing the risk factors of post-corrosive stricture, there is
limited literature on these factors. The aim of this study was to evaluate the different factors with post-corrosive esophageal
stricture and non-stricture groups in endoscopic grades 2b and 3a of corrosive esophageal injuries.
Methods Data were retrospectively analyzed in the patients with esophageal injury grades 2b and 3a between January 2011 and
December 2017.
Results One hundred ninety-six corrosive ingestion patients were admitted with 32 patients (15.8%) in grade 2b and 12 patients
(6.1%) in grade 3a and stricture was developed in 19 patients (61.3%) with grade 2b and in 10 patients (83.3%) with grade 3a.
The patients’ height of the non-stricture group was greater than that of stricture groups (2b stricture group, 1.58 ± 0.08m; 2b non-
stricture group, 1.66 ± 0.07 m; p < 0.004; 3a stricture group, 1.52 ± 0.09 m; 3a non-stricture group, 1.71 ± 0.02 m; p < 0.001).
Omeprazole was more commonly used in the non-stricture than stricture group (26.3% in the 2b stricture group, 69.2% in the 2b
non-stricture group, p = 0.017; 50% in the 3a stricture group, 100% in the 3a non-stricture group, 1.71 ± 0.02 m, p = 0.015).
Conclusions The height of patients may help to predict the risks and the prescription of omeprazole may help to minimize the
risks of 2b and 3a post-corrosive esophageal stricture.
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Introduction

Ingestion of corrosive agents remains an important public
health problem worldwide, especially in developing countries
including Thailand.1–6 Corrosive ingestion in children is pri-
marily accidental and is observed most commonly in children,
whereas adults are more often intentional and suicidal.1,7,8

Acidic and alkaline substances may cause serious injuries in
the esophagus.5,9 Acids cause coagulation necrosis, whereas
alkalis combine with tissue proteins and cause liquefaction
necrosis which penetrates deep into tissues.10,11

Endoscopy is the cornerstone of management of caustic
injuries. It is recommended for performance early after inges-
tion. Esophageal injuries are graded according to the Zargar
classification.12,13 Endoscopic classification of post-corrosive
esophageal injuries is crucial information for diagnosis, pa-
tients’ prognosis, and appropriate treatment. The treatment
strategies for patients with esophageal injuries grades 0 to 2a
are of a conservative nature which give good results without
developing early and/or late complications. The 3b and esoph-
ageal perforation groups are considered for intensive care
treatment with aggressive surgical management. For esopha-
geal injuries grades 2b and 3a, the published data on the risk of
developing esophageal stricture as a sequential complication
is evident.4,5,10,11,14,15 Esophageal stricture is an interesting
topic in which factors and preventive methods are often de-
bated. Although there are studies describing the risk factors of
post-corrosive esophageal injuries and strictures, there is lim-
ited literature on 2b and 3a groups.5,12,16 The aim of this study
was to report our clinical experience and to evaluate the
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different factors with post-corrosive esophageal stricture and
non-stricture groups in endoscopic grades 2b and 3a of corro-
sive esophageal injuries.

Patients/Material and Methods

We conducted a retrospective study with patients who were
consulted and referred to our Department of Surgery with
corrosive ingestion between January 2011 and December
2017. Data was identified in the hospital electronic documen-
tation system. Upper gastrointestinal endoscopy was per-
formed by experienced surgeons within 24 h of ingestion
and the endoscopic findings of esophageal injuries classified
using Zargar classification13 (Table 1). Patients with esopha-
geal injuries grades 2b and 3a who were admitted, treated, and
followed up at Thammasat University Hospital were enrolled
to this study. The patients with grades 0 to 2a who received
conservative treatment, and patients with grade 3b and 4 le-
sions who were managed by intensive care and surgical inter-
vention, were excluded from this report.

The patient characteristics, type of corrosive substance,
causes, treatments, and outcomes were analyzed and com-
pared between esophageal stricture and non-stricture groups.
Data are expressed as mean ± standard error of the mean.
Statistical analysis was performed using the χ2 test and
Fisher’s test for categorical data and the Mann-WhitneyU test
for continuous data. All data were analyzed with SPSS v.22.0
data (Statistical Package for Social Sciences, SPSS Inc.,
Chicago, IL, USA). A p value < 0.005 was considered to be
statistically significant.

Results

During a 6-year period, 196 patients were admitted to
Thammasat University Hospital with corrosive ingestion; 44
patients with esophageal injuries grades 2b and 3a were en-
rolled in this study that was composed of 32 patients (15.8%)
in grade 2b and 12 patients (6.1%) in grade 3a of total

corrosive ingestion patients. The patients with esophageal in-
juries who developed stricture were 61.3% in the grade 2b
group and 83.3% in the grade 3a group. For esophageal inju-
ries grade 2b, 19 patients in the stricture group (2b stricture
group) and 13 patients in the non-stricture group (2b non-
stricture group) were not different by age, gender makeup,
body weight, or BMI (body mass index) (Table 2). For esoph-
ageal injuries grade 3a, 10 patients in the stricture group (3a
stricture group) and 2 patients in the non-stricture group (3a
non-stricture group) were not different by age, bodyweight, or
BMI. Female patients were predominant in esophageal inju-
ries 2b and 3a in this study except that all patients in the 3a
non-stricture group were male (Table 3). Both 2b and 3a
esophageal injury patients’ height of non-stricture groups
was greater than that of stricture groups (2b stricture group,
1.58 ± 0.08 m; 2b non-stricture group, 1.66 ± 0.07 m; p <
0.004; 3a stricture group, 1.52 ± 0.09 m; 3a non-stricture
group, 1.71 ± 0.02 m; p < 0.001). An alkaline substance
showed predominantly in both groups of stricture patients
(13 patients (68.4%) in the 2b stricture group, 3 patients
(23.1%) in the 2b non-stricture group, p = 0.009; 6 patients
(60%) in the 3a stricture group, no one in the 3a non-
stricture group, p = 0.005).

The white blood cell count of 2b and 3a esophageal injury
patients was not different between stricture and non-stricture
groups. All the patients with 2b and 3a corrosive esophageal
injuries were treated with antibiotic. Steroid treatment was
applied to 2b corrosive esophageal injuries and 3a stricture
group and the results demonstrated no difference in both stric-
ture and non-stricture patients. The proton-pump inhibitor
used in our study was omeprazole which appeared to be more
prescribed in the non-stricture than stricture group (26.3% in
the 2b stricture group, 69.2% in the 2b non-stricture group,
p = 0.017; 50% in the 3a stricture group, 100% in the 3a non-
stricture group, 1.71 ± 0.02 m, p = 0.015) (Tables 4 and 5).

After admission, the length of hospital stay was not differ-
ent between stricture and non-stricture groups. The study data
of corrosive esophageal injuries showed no other complica-
tions such as bleeding, perforation, and mortality in any
patients.

Table 1 Zargar classification of
corrosive esophageal injury Zargar

classification
Description

Grade 0 Normal finding on endoscopic examination

Grade 1 Edema and hyperemia of the mucosa

Grade 2a Friability, blisters, exudates, hemorrhages, whitish membrane, erosions, and superficial
ulceration

Grade 2b Grade 2a plus deep discrete or circumferential ulceration

Grade 3a Small scattered areas of multiple ulceration and areas of necrosis with brown-black or
grayish discoloration

Grade 3b Extensive necrosis
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Discussion

Foregut corrosive ingestion is a little-understood public health
problem with a small number of publications. The extent of
destruction depends on the physical form, type, amount and
concentration of substance, contact duration, and the primary
tissue of the target organ. Acidic substances cause coagulation
necrosis, with eschar formation that may limit substance pen-
etration and injury depth.10 On the other hand, alkaline sub-
stances can combine with tissue proteins and cause
liquefactive necrosis with saponification and penetrate deeper
into the gastrointestinal organ layers. High viscosity alkali
may increase severity of esophageal injury by increasing con-
tact time.11

Despite the use of CT scan for corrosive severity assess-
ment, early endoscopic examination is still the crucial option
for evaluation and guidance for further individual patient man-
agement. The optimal timing of endoscopy to define the de-
gree of injuries following the endoscopic classification de-
scribed by Zargar et al.13 showed the relation to sequence of
corrosive esophageal injuries and treatment regimens. Many
studies indicate that post-corrosive esophageal stricture is one
important complication.2,4,5,12 The corrosive esophageal inju-
ries grades 0 to 2a were treated successfully with conservative
treatment without stricture sequelae. For corrosive esophageal
injuries grade 3b, the international guidelines and publications
recommend intensive care and aggressive surgical

treatment.4,12,17 From reports on patients with corrosive
esophageal injuries grades 2b and 3a who bear a risk of
post-corrosive esophageal stricture, the choices of manage-
ment and treatment are still discussed and debated.4,5,10,11,14,15

We have been interested in these two groups and have ana-
lyzed our data to evaluate the factors that may affect post-
corrosive esophageal stricture and non-stricture groups with
grading as 2b and 3a.

Contini S et al. published 71% esophageal stricture devel-
oped by grade 2b5 and Lu LS et al. reported grade 3 as the
major risk factor of post-corrosive esophageal stricture that
showed 58.6% stricture followed grade 3 corrosive esophage-
al injuries.18 Le Naoures P et al. suggested the physician’s
attention to a high risk of esophageal stricture with > 2a grade
esophagitis of early endoscopic examination.19 In our experi-
ence, we had 15.8% patients with corrosive esophageal inju-
ries grade 2b and 6.1% in grade 3a of total corrosive ingestion
patients during a 6-year period. After treatment, the patients
developed post-corrosive esophageal stricture 61.3% in grade
2b and 83.3% in grade 3a.

For the corrosive esophageal injuries grade 2b, the patient
characteristics showed no difference by age, sex, body weight,
BMI, and suicidal/accidental cause in stricture and non-
stricture groups. In the next group, grade 3a, the patient char-
acteristics exhibited no difference by age, body weight, BMI,
and suicidal/accidental cause but 2 non-stricture patients were
an all-male group. The non-stricture patients were

Table 2 Patient characteristics for
corrosive esophageal injuries
grade 2b in stricture and non-
stricture groups

Corrosive esophageal injuries grade 2b 2b stricture group 2b non-stricture group p value

Number of patients, n (%) 19 (61.3) 13 (41.9)

Age, mean ± SD, years 29.3 ± 19.3 32.8 ± 17.9 0.576

Sex male/female, n (%) 5 (26.3)/14 (73.7) 4 (30.8)/9 (69.2) 0.795

Body weight (kg) 54.8 ± 11.0 57.1 ± 11.1 0.557

Height (m) 1.58 ± 0.08 1.66 ± 0.07 0.004

BMI† (kg/m2) 21.6 ± 2.4 20.5 ± 2.9 0.259

Suicide/accidental, n (%) 17 (89.5)/2 (10.5) 12 (92.3)/2 (7.7) 0.790

Acid/alkaline, n (%) 6 (31.6)/13 (68.4) 10 (76.9)/3 (23.1) 0.009

†BMI, body mass index

Table 3 Patient characteristics for
corrosive esophageal injuries
grade 3a in stricture and non-
stricture groups

Corrosive esophageal injuries grade 3a 3a stricture group 3a non-stricture group p value

Number of patients, n (%) 10 (83.3) 2 (16.7)

Age, mean ± SD, years 37.6 ± 18.5 29.0 ± 7.1 0.318

Sex male/female, n (%) 2 (20)/8 (80) 2 (100)/0 (0) < 0.001

Body weight (kg) 50.8 ± 7.8 64.5 ± 4.9 0.076

Height (m) 1.52 ± 0.09 1.71 ± 0.02 < 0.001

BMI† (kg/m2) 21.8 ± 1.6 22.2 ± 1.2 0.757

Suicide/accidental, n (%) 9 (90)/1 (10) 2 (100)/0 (0) 0.343

Acid/alkaline, n (%) 4 (40)/6 (60) 2 (100)/0 (0) 0.005

†BMI, body mass index
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significantly taller than stricture patients in both post-
corrosive esophageal injuries grades 2b and 3a. We postulate
that the taller person has a larger size of esophagus that may
present less luminal area contact to a corrosive substance
resulting in fewer stricture sequelae.

Ingested alkaline substances significantly dominated in
both groups of stricture patients due to the process of
liquefactive necrosis and deeper penetration into the esopha-
geal wall. Data of the two groups on admission course and
hospitalization showed no difference. Other complications
and mortality were not detected in either group. Blood exam-
ination for white blood cell count could not predict the stric-
ture consequence.

The role of antibiotic and steroid is still under debate.5,12

All patients with corrosive esophageal injuries grades 2b and
3a were treated initially intravenously with antibiotic. The
administration of broad-spectrum antibiotics was usually
treated with corticosteroids until oral intake was resumed.
The steroid and antibiotic were administered orally for a total
of 3 weeks until the patient investigated with upper GI study
for stricture evaluation. For the patient without steroid, the
intravenous administration of broad-spectrum antibiotics was
administrated and stopped after endoscopic evaluation except

the patient with lung injury. The use of steroid treatment was
also not different between stricture and non-stricture groups.

In this study, the use of proton-pump inhibitor was not
compulsory. Nevertheless, both grade 2b and 3a groups with
non-stricture result received omeprazole much more frequent-
ly than the stricture patients with a statistical significance. The
omeprazole was prescribed to the patients with history or
symptoms of dyspepsia, heartburn, gastritis, gastroesophageal
reflux disease (GERD), or gastric ulcer that currently use and
continue in the corrosive situation. In cases that did not re-
ceived PPI before, the omeprazole was prescribed with the
reasons to minimize the effect of gastric reflux to grade 2b
and 3a esophagitis that may be decreasing the post-corrosive
esophageal stricture, fasten of mucosal healing, and prevent
stress ulcer. Currently, the efficacy of proton-pump inhibitors
in minimizing esophageal injury has not been proven. An
experimental study of omeprazole with corrosive esophageal
burn was available.20 Our findings support this animal model
study and is in concordance with another clinical study that
reported omeprazole may effectively be used in the acute-
phase treatment of caustic esophageal injuries.21 Omeprazole
is known to function not only as a proton-pump inhibitor but
has also been reported for selective acceleration of apoptotic

Table 4 Treatments and
outcomes of corrosive esophageal
injuries grade 2b in stricture and
non-stricture groups

Corrosive esophageal injuries grade 2b 2b stricture group n = 19 2b non-stricture group n = 13 p value

WBC‡, mean ± SD, × 103 μL 17.1 ± 4.2 17.0 ± 2.1 0.895

Hospitalization, mean ± SD, days 6.3 ± 1.2 6.9 ± 1.2 0.176

Complication, n (%)

Bleeding 0 (0) 0 (0) 0

Perforation 0 (0) 0 (0) 0

Treatment, n (%)

Antibiotic 19 (100) 13 (100) 0

Steroid 3 (15.8) 2 (15.4) 0.976

Omeprazole 5 (26.3) 9 (69.2) 0.017

Mortality, n (%) 0 (0) 0 (0) 0

‡WBC, white blood cell

Table 5 Treatments and
outcomes of corrosive esophageal
injuries grade 3a in stricture and
non-stricture groups

Corrosive esophageal injuries grade 3a 3a stricture group n = 10 3a non-stricture group n = 2 p value

WBC‡, mean ± SD, × 103 μL 18.4 ± 2.1 17.7 ± 1.3 0.582

Hospitalization, mean ± SD, days 7.3 ± 1.2 6.5 ± 0.7 0.311

Complication, n (%)

Bleeding 0 (0) 0 (0) 0

Perforation 0 (0) 0 (0) 0

Treatment, n (%)

Antibiotic 10 (100) 2 (100) 0

Steroid 1 (10) 0 (0) 0.343

Omeprazole 5 (50) 2 (100) 0.015

Mortality, n (%) 0 (0) 0 (0) 0

‡WBC, white blood cell
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cancer cell death, inhibition of tumorigenesis, acceleration of
microvascular and connective tissue regeneration, increase of
fibroblast growth factor, inhibition of myofibroblasts change,
enhancement of catalase activity, and inhibition of neutrophil
infiltration and oxidative tissue damage.22–27 Anti-
inflammatory and antioxidant effects may be beneficial in
the healing process of post-corrosive esophageal injuries and
sequential stricture.

In this study, the corrosive esophageal injuries grades 2b
and 3a are the important groups of patients that are at risk of
post-corrosive esophageal stricture. Alkalis play the major role
for stricture sequelae. The age of patient, sex, body weight,
BMI, cause of corrosive ingestion (suicidal/accidental), and
white blood cell count could not help to predict the risk of
post-corrosive esophageal stricture. The short height of the
patient may be one of the factors that the surgeon has to aware-
ness with post-corrosive esophageal stricture. For the steroid
treatment, it could not prevent situation of post-corrosive
esophageal stricture. Although the number of patients in this
study is still small, this may give us an early conclusion that the
prescribing of omeprazole may be of benefit to minimize the
risks of post-corrosive esophageal stricture. Further studies are
required to evaluate and confirm that the patient height can
predict the risks and the proton-pump inhibitors can reduce
the risks of grade 2b and 3a corrosive esophageal injury pa-
tients developing post-corrosive esophageal stricture.
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