
INTRODUCTION

Corrosive substance ingestion, which is frequently encountered 
in children, is a very serious home accident that still constitutes a 
major public health problem in our country. It causes a great deal 
of morbidity and mortality in childhood because of serious prob-
lems in the acute and chronic stages. Although numerous studies 
have been performed, the number of home accidents associated 
with corrosive substance ingestion has not decreased, and the 
severity continues to increase. Corrosive substance ingestion 
usually occurs after the oral intake of industrial cleaners (deter-
gents) that are easily accessible to children. Corrosive substances 
frequently cause esophageal burns in the acute stage and cause 
esophagus stricture, stenosis, and even cancer in the chronic 
stage (1-7). In this article, the case of a patient who developed a 
long-term esophagus stricture because of the accidental inges-
tion of a corrosive substance, which is very common in children, 
is analyzed.

CASE PRESENTATION

A six-year-old male patient was admitted to the pediatric emer-
gency service with complaints of recurrent vomiting and esoph-
ageal burns as a result of accidental ingestion of an unknown 
amount of oil solvent at home. In the patient’s history, it was 
learned that the patient’s parents were non-kin; the mother had 
a smooth, term pregnancy; the patient was born weighing 3500 
g after a normal spontaneous vaginal delivery; and he was not 
in the postnatal period. The parents stated that as soon as they 
realized that their son had ingested some amount of oil solvent, 
they fed him some yogurt in order to lessen the damage; the pa-
tient then started vomiting recurrently. According to the patient’s 
physical examination, his body weight was 22 kg (25 to 50 p), his 
height was 114 cm (25 to 50 p), his general medical condition 
was moderate, his lips were hyperemic and edematous, and he 
was restless and had difficulty swallowing his saliva. In the car-
diovascular system, CTA was 120/min, rhythmic, without any ad-
ditional sounds and murmurs. The bilateral breath sounds were 
natural–normal, and DSS was 34/min. The patient’s abdomen was 

untroubled and had no hepatosplenomegaly. Findings of labora-
tory tests were as follows: Hgb: 11.8 g/dL, Hct: 34%, WBC: 7500/
mm3, and thrombocyte: 295 000/mm3. No pathology was found 
in the patient’s liver and kidney functions. The patient was hos-
pitalized, his oral intake was stopped, and he was started on an-
tibiotics and antacid therapy with a proton pump inhibitor (PPI). 
Elective esophageal endoscopy was performed, and generalized 
circular and sporadic hemorrhagic erosions were detected from 
the esophageal vestibule. The patient was diagnosed with stage 
2B esophagitis (Figure 1). In addition to antibiotics and antacid 
therapy and cessation of oral feeding, 1 g/m2 steroids (3 days) 
IV and total parenteral nutrition were started. On the 10th day of 
treatment, sufficient improvement was not achieved, except for 
some improvement in the endoscopic examination of the mem-
branes; therefore, total parenteral nutrition continued. In the 
endoscopy that was performed two weeks after the patient’s ad-
mittance, although significant improvement was observed in the 
linear hemorrhagic and membranous lesions, a circular appear-
ance observed in the esophagus, 15 to 20 cm from the esopha-
geal vestibule, was considered to be stricture development. The 
patient was started on a liquid diet. At the 3rd week, the patient 
showed clinical development and midline–esophageal strictures, 
and irregularities in the mucosa were detected in his esophagus–
stomach–duodenum radiography (Figure 1-3). After consulting 
the pediatric surgery clinic, after 5 weeks, the patient was started 
on 3 minute-dilation treatment under 6 bar pressure via balloon 
in the esophagus. At the pediatric surgery clinic, esophageal 
dilatation was performed on the patient every 15 days, 8 times 
in total. The patient’s oral intake was gradually increased, and he 
was started first on semi-solid and then on solid food. The patient 
is still under our control and can tolerate oral intake. 

DISCUSSION

Esophagus and stomach injuries associated with corrosive sub-
stance ingestion occur with the ingestion of industrial chemicals, 
detergents used for housecleaning, and drugs. The corrosive 
damage resulting from the ingestion of corrosive substances is a 
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common pediatric emergency problem. It is stated that acciden-
tal ingestion of a corrosive substance has a high risk in children 
who are under five years of age, and is extremely dangerous at 
two years of age (8, 9). Children who fall under this age range 
have not yet gained full autonomy; they cannot establish a cause-
effect relationship and are rather inquisitive. Therefore, they have 
more domestic accidents than other children. In recent years, 
poisoning by corrosive substances has increased because these 
subtances are more frequently used, especially at home and at 
work (5, 10-12). However, lack of education and carelessness of 
families is also considered to be a factor that increases the num-
ber and severity of this type of poisoning incident (5). A study 

conducted by Doruk et al. (13) revealed that the education level 
of the parents whose children ingested corrosive substances is 
quite low, and the majority of mothers of those children do not 
have jobs. It was reported that 92% of children admitted to the 
hospital due to corrosive substance ingestion were identified as 
self-ingestion cases due to parental imprudence (13). As stated in 
the literature, our case also experienced corrosive substance in-
gestion as a result of the carelessness of his poorly educated par-
ents. The approach modality towards children who are suspected 
to have ingested corrosive substances is still controversial. How-
ever, because severe esophageal injuries and the high risk of de-
veloping esophageal stricture have high morbidity, the approach 
to the diagnosis and treatment of patients is important. The re-
sults of the studies examined in the literature show that there 
are significant differences between burn degrees (12, 14, 15). The 
reason for these different esophagus burn degrees may be the 
relationship between the substance and the amount digested; 
the difference may also be due to the absence of a specific stan-
dard in the manufacture of these substances. The oral ingestion 
of corrosive substances by children may not result in any damage 
but may also have clinically severe or fatal outcomes. The pri-
mary complication of corrosive substances is corrosive esopha-
gitis; stricture development is a secondary complication (16). It 
is stated that corrosive substances have opposite effects in the 
esophagus and stomach. The esophageal squamous epithelium 
is generally sensitive to alkaline agents; however, alkaline sub-
stances that reach the stomach can be neutralized by stomach 
acid. Contrastingly, the esophageal mucosa is more resistant to 
acids, and acid agents do more damage in the stomach (17). In 
our case, an unknown amount of an unknown substance with an 
unknown alkaline degree was ingested; as a result of the yogurt 
given orally by the family, the child vomited recurrently, severe 
burns occurred in his esophagus, and the patient subsequently 
developed stenosis.
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Figure 1. Endoscopic view of the patient in the first 24 hours after 
corrosive substance ingestion

Figure 3. Midline–esophageal strictures and irregularities in the mucosa

Figure 2. Midline–esophageal strictures and irregularities in the mucosa



CONCLUSION

While important advances have been made in treatment for the 
prevention of complications from corrosive substance inges-
tion, taking protective measures to solve this problem is more 
important. The lids/caps/covers on corrosive substance contain-
ers should be childproof; warning labels should be included in 
the packaging of cleaning agents that are sold in used soda and 
water bottles, especially in the summer; these agents should be 
kept in places that are not accessible to children; and parents 
should also be educated about poisoning. As a result of the in-
crease in the diversity of corrosive substances used in household 
cleaning, the appealing odors and colors of these substances 
and the imprudence of parents constitute a great danger for chil-
dren. When the seriousness of the situations that can result from 
recklessness and imprudence is considered, it becomes obvious 
that it is vitally important to inform parents about the proper stor-
age conditions of these substances and about first response and 
first aid after corrosive substance ingestion; also, children of this 
age group should be educated about these substances accord-
ing to their developmental characteristics.

Informed Consent: Verbal informed consent was obtained from pati-
ents’ parents who participated in this study. 

Peer-review: Externally peer-reviewed. 

Author Contributions: Concept - N.U.; Design - N.P.; Supervision - H.K.; 

Resource - N.P.; Data Collection and/or Processing - H.K.; Analysis and/or 
Interpretation - N.U.; Literature Review - N.P.; Writer - N.U.

Conflict of Interest: No conflict of interest was declared by the authors.

Financial Disclosure: The authors declared that this study has received 
no financial support.

REFERENCES

1. 	 Litovitz TL, Bailey KM, Schmitz BF, Holm KC, Klein-Schwartz W. 1990 
Annual report of the American Association of Poison Control Cen-

ters National Data Collection System. Am J Emerg Med 1991; 9: 461-
509. (CrossRef)

2. 	 Adam JS, Birck HG. Pediatric caustic ingestion. Ann Otol Rhinol 
Laryngol 1982; 91: 656-8. (CrossRef)

3. 	 Gaudreault P, Parent M, McGuigan MA, Chlcolne L, Lovejoy FH 
Jr. Predictability of esophageal injury from signs and symptoms: A 
study of caustic ingestion in 378 children. Pediatrics 1983; 71: 767-70.

4.	 Moazam F, Talbert JL, Miller D, Mollitt DL. Caustic ingestion and its 
sequela in children. South Med J 1987; 80: 187-90. (CrossRef)

5. 	 Urganci N, Usta M, Kalyoncu D, Demirel E. Corrosive substance in-
gestion in children. Indian J Pediatr 2014; 81: 675-9. (CrossRef)

6. 	 Kasap E, Özütemiz AÖ. Pet Şişedeki Tehlike: Korozif Özofajit. Güncel 
Gastroenteroloji Dergisi 2006; 10: 29-35.

7. 	 Mutaf O. Çocuklarda Kostik Özofagus Yanıkları. Pediatrik Cerrahi 
Dergisi 1988; 2: 69-85.

8. 	 Leape LL, Ashcraft KW, Scarpelli DG, Holder TM. Hazard to health-
liquid lye. N Engl J Med 1971; 284: 578-81. (CrossRef)

9. 	 Wasserman RL, Ginsburg CM. Caustic substance injuries. J Pediatr 
1985; 107: 169-74. (CrossRef)

10. 	 Powers KS. Diagnosis and management of common toxic ingestions 
and inhalations. Pediatr Ann 2000; 29: 330-42. (CrossRef)

11. 	 Riordan M, Rylance G, Berry K. Poisonings in children 4: household 
products, plants and mushrooms. Arch Dis Child 2002; 87: 403-6. 
(CrossRef)

12. 	 Kutlu T, Çullu F, Erkan T, Aji D, Tümay GT. Korozif madde içen çocuk-
ların endoskopik olarak değerlendirilmesi. Turk Pediatri Ars 1998; 33: 
92-8.

13. 	 Doruk D, Narcı A, Korkmaz M, Koltuksz U, Özkaraca E. Korozif Mad-
de Cinsinin ve Hasta Yaşının Özofagus Yanığı Derecesi Üzerine Etkisi. 
Kocatepe Tıp Dergisi 2007; 8: 9-13.

14. 	 Doğan Y, Erkan T, Cokuğraş FC, Kutlu T. Caustic gastroesophageal 
lesions in childhood: an analysis of 473 cases. Clin Pediatr 2006; 45: 
435-8. (CrossRef)

15. 	 Choi DH, Cho MG, Ju HG, Kim BJ, Ma JS. A Clinical Observation on 
Children With Corrosive Esophagitis. Korean J Pediatr Gastroenterol 
Nutr 2000; 3: 1-8.

16. 	 Huang YC, Ni YH, Lai HS, Chang MH. Corrosive esophagitis in child-
ren. Pediatr Surg Int 2004; 20: 207-10. (CrossRef)

17. 	 Goldman LP, Weigert JM. Corrosive substance ingestion: a review. 
Am J Gastroenterol 1984; 79: 85-90.

61
Peker et al.
Corrosive Substance, Eosophagus Stricture. JAREM 2016; 6: 59-61

https://doi.org/10.1016/0735-6757(91)90216-7
https://doi.org/10.1177/000348948209100629
https://doi.org/10.1097/00007611-198702000-00012
https://doi.org/10.1007/s12098-013-1170-0
https://doi.org/10.1056/NEJM197103182841104
https://doi.org/10.1016/S0022-3476(85)80119-0
https://doi.org/10.3928/0090-4481-20000601-06
https://doi.org/10.1136/adc.87.5.403
https://doi.org/10.1177/0009922806289618
https://doi.org/10.1007/s00383-004-1153-3

