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Abstract
Esophageal stenoses very rarely occur after an esophagojejunal anastomosis, but when they do they can 
compromise patients’ quality of life and nutritional status and may require endoscopic management with ba-
lloon dilation or with plugs which entail risks. Nevertheless, there is a group of patients who do not improve 
after dilation, whose stenoses persist, and who therefore continue to be symptomatic. For a patient with a 
stenosis that is refractory to dilation, a radial incision and endoscopic cutting with an electric scalpel can be 
performed with good results. We present the case of a patient with a postoperative stenosis at the esophago-
jejunal anastomosis who was refractory to initial dilation, who required a radial incision cut with an endoscopic 
electric scalpel whose improvement led to a better quality of life.
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INTRODUCTION

Eighty percent of benign esophageal strictures occur after 
gastroesophageal reflux. The remaining 20%   have causes 
such as postoperative stenosis, Schatzki’s ring, burns due 
to caustics and radiation. When an anastomosis is surgi-
cally created using either manual or mechanical sutures, 
there is an inherent risk fibrosis and stenosis at the site of 
the anastomosis which must be managed with pneuma-
tic balloon dilation. This technique achieves satisfactory 
results in a good percentage of patients but has recurrence 
rates that sometimes require multiple dilation sessions. 
For patients with postsurgical stenoses that are refractory 
to dilation and whose stenotic segment is short (<1 cm), 
management with a radial endoscopic incision and resec-
tion has good results.

CLINICAL CASE

The patient was a 49-year-old man who had had a total gas-
trectomy with Roux-en-Y reconstruction three years earlier. 
Two months following surgery, he presented dysphagia. A 
postoperative stenosis was found and initially treated with 
outpatient esophageal dilation which partially relieved his 
symptoms. Nevertheless, some dysphagia continued for 
solids (grade 2). Relief lasted less than 3 months.

Esophageal balloon dilation was again performed in 
December 2013 and in November 2014. This was followed 
by a very short interval of relief until February 2015. At 
that point, the patient’s symptoms led to hospitalization. 
He was evaluated in the Gastroenterology service of the 
Union of Surgeons located in La Clínica la Presentación 
in Manizales, Colombia. He was found to be in adequate 
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general condition with grade three dysphagia but without 
significant alteration of nutritional status despite nutri-
tional risk of dysphagia. An initial endoscopy (Figure 1) 
found an important area of stenosis.  

Figure 1. Initial image of postoperative stenosis. The staples and area of 
circumferential fibrosis can be seen.

Laboratory tests were normal, and recurrence of a tumor 
was ruled out by tomography. Failure of initial manage-
ment with dilations and alternatives were discussed, and 
treatment with a radial incision and endoscopic resection 
of the area of the stenosis was decided upon. The proce-
dure was performed under sedation with propofol, with 
prior informed consent and under the supervision of an 
anesthesiologist. A distal esophageal stenosis that preven-
ted passage of a standard Fujinon 10.3 mm endoscope was 
endoscopically observed in the area of the esophagojeju-
nal anastomosis (Figure 1). Radial incisions were made 
towards 9 o’clock and 3 o’clock. The procedure was per-
formed with an electrocautery endoscopic tip through the 
working channel of the endoscope (Figure 2).

Next, the fibrotic segment was cut between the incised 
sites of the ring leaving the resected segment free. There 
was no evidence of significant bleeding or evidence of per-
foration, so the procedure was concluded. No steroid injec-
tion was used because an adequate diameter of approxima-
tely 12 mm had been reached. Its gross area was less than 
75% of the esophageal lumen which decreased the risk of 
fibrosis and restenosis. In addition, one gram of sucralfate 
in suspension was administered orally every 8 hours as a 
mucosal protector.

The patient remained in the hospital for two days of addi-
tional monitoring until complete oral tolerance of a solid 
diet had been achieved. Fifteen days after the procedure, a 
follow-up examination by the treating doctor found persis-

tent relief of symptoms. During a subsequent follow-up 30 
days after the procedure, the patient reported no additio-
nal changes. He continued to tolerate a solid diet without 
problems. At his 60 day follow-up examination, endoscopy 
found continued permeability with easy and adequate pas-
sage of the endoscopy equipment and without evidence of 
restenosis (Figure 3).

DISCUSSION

The first-line therapeutic option for management of 
esophagojejunal stenoses continues to be balloon dilation. 
However, stenoses that do not respond to repeated dilation 
and are considered to be refractory to initial management 
severely affect patient’s quality of life and expose them to 
risks from multiple sessions of pneumatic dilation. For 
these reasons, it is necessary to study safe and successful 
alternatives. This case report shows the potential of radial 
incision and endoscopic cutting of stenoses. This proce-
dure allowed our patient to recover rapidly and reincor-
porate into his normal life without dietary limitations that 
affect his quality of life.

Current evidence suggests that this procedure be used 
principally for patients who are refractory to management 
by dilation and whose anastomotic stenoses are short seg-
ments measuring less than 10 mm. The procedure is also 
indicated for patients with Schatzki rings who develop ste-
nosis of the esophageal lumen. The procedure has a good 
safety profile and achieves acceptable levels of long-term 
permeability. (1) 

On the other hand, the injection of steroids into the steno-
tic area has been described as additional therapy for reducing 
the incidence of restenosis in patients undergoing esopha-
geal dilation and in those subjected to dissection of endosco-
pic submucosa. (2, 3) Nevertheless, there are still no studies 
that demonstrate efficacy, dosage, frequency and technique.

The use of other measures such as self-expanding metal 
stents or plastic stents for refractory stenosis has also been 
demonstrated to be effective, but these methods entail 
complications related to overgrowth of tissue inside the 
stent, migration and pain. Lee et al. have demonstrated the 
effectiveness of stenting in 87.5% of their patients, with 
restenosis occurring in only 12.5%. Of these, 66% respon-
ded to pneumatic balloon dilatation as the second line of 
treatment. The main risk factor for restenosis was steno-
tic segments longer than 10 mm. Nevertheless, the study 
design and limited number of patients does not allow extra-
polation of these results. (4) Another study with a better 
methodological design has attempted to randomly assign 
patients for primary treatment into a group treated with 
electrocautery and a group treated by dilation with Savary’s 
plugs. Comparison of the groups was unable to establish 
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Figure 2. Endoscopic procedure. Radial incisions were made on the fibrotic segment with an electrocautery tip. 

Figure 3. Endoscopic follow-up 60 days after radial incisions. A: Adequate passage of endoscope. B: No evidence of restenosis.
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differences, but the study has opened the door to use of this 
technique as initial treatment of stenoses. (5, 6)

Another important point is definition of refractory ste-
noses following anastomosis. Kochman, at the University 
of Pennsylvania in 2005, defined them as those that fail to 
return to a diameter of 14 mm after five dilation sessions 
over a two-week interval. Most studies define stenoses as 
refractory after 3 dilation sessions are followed by persis-
tent dysphagia symptoms of at least grade 2 according to 
Atkinson’s classification (Classification originally designed 
for malignant disease). (5) In addition, these studies consi-
der an adequate diameter to be larger than10 mm, since it 
correlates well with relief of dysphagia. (7)

In our case report, the stenosis occurred postoperatively. 
Nevertheless, since the stenosis was only 5 mm the RIC 
procedure could be used for this stenosis despite its diffe-
rent etiology. The use of radial incision (8, 9) and endos-
copic cutting with an electrocautery tip (10) is an appro-
priate alternative for management of refractory esophageal 
anastomotic stenoses. Its long-term safety and efficacy are 
still being evaluated, but reports to date, including the case 
of our patient, suggest that it be added to the repertoire of 
standard techniques. (9)
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