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The choice between endoscopy or/and CT should 
be based on local availability and expertise. There is no 
clear consensus. Although both modalities are widely 
available, there is considerably greater experience with 
endoscopy. CT evaluation is based on bowel ischaemia 
protocols and although results can be reproduced by 
outside expert centers, it requires radiologists that are 
familiarised with this protocol. Endoscopy is useful in 
cases that CT cannot be performed or is contraindicated 
(CT is unavailable, patient history of allergic reaction to 
iodine-based contrast agents, inconclusive results and 
children) [14]. CT offers the advantage of being less in-
vasive and thus it can be utilised better in patients with 
more severe clinical presentation, especially when there 
is a strong suspicion of perforation. An individualised 
approach is advised [12,14,24].

Management 
Initial approach should align with the Acute Life 

Support (ATLS) guidelines for burn injuries. This in-
cludes securing the airway, administering pain relief 
medicine and establishing haemodynamic stabilisation 
with intravenous fluid resuscitation. The Poison Control 
Center should be contacted as soon as possible to 
evaluate the toxicity of the agent and guide treatment. 
Following caustic ingestion, the most life-threatening 
event is loss of the airway due to oedema and direct 
impairment of the larynx. The threshold for placement 
of a definitive airway should be low in the presence of 
symptoms suggestive of airway obstruction (stridor, 
inability to control secretions, hoarseness, loss of 
consciousness, etc.). It is preferable to use a guided 
fiberoptic laryngoscope over blind intubation to avoid 

further injuries to the upper airway. It is of paramount 
importance to prevent vomiting and repeated pass-
ings of the caustic agent through the oesophagus 
in order to minimise damage. The patient should be 
placed in a 45-degree position and receive antiemetic 
medicines, such as metoclopramide. The insertion 
of a nasogastric tube is not recommended because 
it could result in further damage, by leading to gag-
ging and vomiting, further exposing the oesophagus 
to the corrosive agent. Moreover, it is contradicted to 
administer pH neutralisation agents because they lead 
to exothermic reactions, contributing to more injury 
[25]. Administration of milk or charcoal has never been 
proven and is not advised [12]. The use of PPIs or H2- 
blockers is advised [25,32]. 

The use of corticosteroids is controversial. Most stud-
ies failed to show a benefit of prolonged administration 
of a high dose of a corticosteroid, so their use is contra-
dicted unless the patient demonstrates symptoms of 
upper airway involvement [12,24-25,42]. However, Usta 
and colleagues support the administration of a 3-day 
course of methylprednisolone, as it seems to limit the 
formation of strictures, in children’s population, after 
alkaline ingestion [47]. Based on the above, a short-term 
administration of steroids, to patients with alkaline grade 
2b on the endoscopic classification, could be beneficial 
but more research is required [13]. Use of antibiotics 
is not routinely recommended unless indicated (i.e., 
infection) [25,42]. 

After initial evaluation, most patients (70%-90%) will 
be deemed eligible for non-operative treatment. If the 
following values are present: grade I on CT, consump-
tion of a small amount, low concentration of the agent 
and the patient is able to control saliva/ no symptoms 
of airway obstruction, it is safe to discharge the patient 
after a brief observational time. In all other cases, fasting 
is mandatory and the patient should be closely observed 
for at least 48 hours after the ingestion [14].

Most patients with grade 3 on CT classification, or 
grade 3b on endoscopic classification, especially those 
with clinical signs of perforation/peritonitis and haemo-
dynamic instability, should be treated with emergency 
surgery. Laparotomy remains the standard approach 
and transhiatal stripping oesophagectomy with total 
gastrectomy is the most commonly used procedure. All 
organs that show transmural necrosis should be resected 
at the emergency surgery. Signs and symptoms sug-
gesting ongoing necrosis should prompt an evaluation 
with a second CT and maybe additional surgery [14,25]. 

Table 4. Radiological classification of caustic injuries based 
on CT findings.

GRADE CT appearance Correlation with 
endoscopy

Grade 1 Normal appear Low grade
(0-2a)

Grade 2 Wall edema, inflammation of 
the surrounding tissues, post-
contrast wall enhancement

No transmural necrosis

More severe 
endoscopic 
burns
(2b-3b)

Grade 3 Transmural necrosis  
(no enhancement  
of wall post-contrast)

High grade
(3b)


