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PICTURES IN DIGESTIVE PATHOLOGY

Clindamycin-induced esophageal ulcer
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A 27-year-old man with an uneventful record was examined because of ongoing odynophagia and dysphagia at mid
esophageal level for afew hours. Five days before he had been operated on for a pilonidal cyst, having henceforth been
treated with clindamycin in capsules, which were ingested with very small amounts of liquid. He had been feeling some
pain ever since. An upper endoscopy revealed the presence of two superficial ulcers at 30 cm (Fig. 1A) and another two
deep, friable-upon-friction ulcers at 28 cm (Fig. 1B). Following a diagnosis of possible esophageal ulcersinduced by clin-
damycin, this drug was discontinued and pantoprazole and sucralfate was administered instead; the patient remains
asymptomatic and an upper endoscopy performed 45 days later did not revealed any lesion.

1B 1B

Fig. 1.-Superficial ulcers at 30 cm (A), and two deep ulcers at 28 cm (B)
Ulceras superficiales enfrentadas a 30 cm (A) y dos Ulceras profundas a 28 cm (B).
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The first known drug-induced esophageal injury was reported by Pemberton in 1970 in a patient taking oral potassium.
To date, over 70 drugs have been reported to cause esophageal injury, though the incidence of drug-induced esophageal
ulcersis underestimated (2).

The harmful effect of the drug seemsto be produced by a direct action on the wall of the esophagus after extended con-
tact. Two mechanisms (3) are involved as far as injuries of this kind are concerned, namely drug-related factors and pa-
tient-related factors. Supine position after drug ingestion is present in more than 75% of cases, and drug ingestion with too
small amounts of liquid is another triggering factor. Risk increases when both these factors are combined.

Patients with drug-induced esophageal damage very often experience mid-chest pain (61-72%) (4). Pain may increase
when further doses of the offending drug, food or fluid are taken. Odynophagia is the next most common symptom (50-
74%). These symptoms may develop within hours and up to 10 days after medication onset. Dysphagia, which is less
common than chest pain or odynophagia, is reported in 20 to 40% of cases and usually indicates severe inflammatory ste-
nosis or stricture formation.

Upper endoscopy is the technique of choice for the detection of esophageal mucosal injuries, and also allows for direct
inspection, biopsy-taking, cytology-sampling and microbiological tests. Findings may vary, and injuries are most fre-
quently located at the junction between the upper and middle parts of the esophagus. This was the location of ulcers seen
in our patient, the same asin asimilar clindamycin-induced case reported in 1977 (5).

The best treatment is discontinuation of the offending drug and supportive care. There is no evidence that any therapy,
other than suppressing the offending drug, may play an active role in the healing process, though antacid, sucralfate and
proton pump inhibitors have been used.
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Ulceras esofagicas por clindamicina
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Varén de 27 afios sin antecedentes de interés, que consulta por odinofagiay disfagiaanivel de es6fago medio de horas
de evolucion. Cinco dias antes, habia sido intervenido de un quiste pilonidal y estaba en tratamiento desde entonces con
clindamicina en cépsulas, habiendo ingerido las Ultimas tomas con muy poco liquido y notando molestias desde entonces.
Se realiza endoscopia, objetivando la presencia de dos Ul ceras superficiales enfrentadas a 30 cm (Fig. 1A) y otras dos Ul -
ceras profundas, friables al roce a 28 cm (Fig. 1B). Con el diagnostico de sospecha de Ul ceras esofagicas por clindamici-
na, se suspende lamismay se administra pantoprazol y sucralfato, quedando el paciente asintomatico y sin lesiones en en-
doscopiareadizadaalos 45 dias.

El primer caso de lesion esofégica por farmacos fue descrito por Pemberton en 1970 debido alatoma oral de potasio.
Hasta el momento alrededor de 70 farmacos han sido relacionados con lesiones esofagicas (1), aunque laincidencia de Ul-
ceras esofégicas por farmacos esta subestimada (2).
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El efecto lesivo del farmaco parece producirse por accién directa en la pared del eséfago tras un contacto prolongado.
L os mecanismos implicados en la produccién de lesion son dos (3): factores relacionados con el farmaco y factores rela-
cionados con la persona. El decubito después de laingesta del medicamento se presenta en mas del 75% de los casosy la
ingestién del farmaco con escaso liquido es otro factor desencadenante. La combinacién de ambos aumenta el riesgo.

El sintoma maés frecuente es el dolor retroesternal (61-72%) (4), que puede exacerbarse con la nueva toma del farmaco
responsable, comida o bebida. El segundo sintoma més frecuente es la odinofagia (50-74%). Ambos sintomas se desarro-
[lan entre las primeras horas hasta 10 dias desde €l comienzo de la medicacion. La disfagia es poco frecuente (20-40%) y
habitualmente indica la presencia de estenosis inflamatoria severa o estenosis fibrética

El método diagndstico de eleccion es la endoscopia, que ademas permite latomade biopsias, citologiay estudio micro-
bioldgico. Los hallazgos son variables y lalocalizacion més frecuente de lalesidn esla union del tercio superior y medio
del eséfago. En nuestro caso, esta fue lalocalizacion de las Ulceras, al igual que en otro similar por clindamicina publica-
do en 1977 (5).

El tratamiento es laretirada del farmaco responsable y medidas de soporte. No hay evidencia de |la eficacia de ningin
f&rmaco, aunque se han utilizado antiacidos, sucralfato e inhibidores de la bomba de protones.
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