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Dear Editor,
An esophageal mucosal bridge is a very rare endoscopic finding. The condition is also termed a double-lumen
esophagus (1). The epidemiology, etiology, pathogenesis,
and optimal management of such a mucosal bridge remain poorly known. This condition has been reported to
be due to reflux esophagitis (1), esophageal candidiasis
(2), radiotherapy (3), Crohn’s disease (4), variceal sclerotherapy (5), and fundoplication (6). Its clinical presentation likely depends on both the mechanical effect of the
bridge itself and the underlying disease. Few studies have
reported the management of this condition. Here we describe a very rare case of successful endoscopic treatment of an esophageal mucosal bridge in a patient with
acquired immunodeficiency syndrome (AIDS).
A 73-year-old male was referred to our Department of
Gastroenterology for dysphagia and difficulty with oral
feeding. We considered percutaneous endoscopic gastrostomy. The patient had been hemiplegic since developing an intracerebral hemorrhage in the left basal
ganglia 1 year prior and had been under HIV/AIDS treatment with viral-suppressive antiretroviral therapy for 10
years. He suffered from frequent episodes of aspiration
pneumonia during nasogastric tube-feeding prior to the
evaluation of his dysphagia. His previous medical history
included hypertension, chronic kidney disease, aortic dissection, a pressure sore on the coccyx, and gastric ulcers.
The patient was conscious, and his vital signs were stable.
Targeted physical examination of the dysphagia revealed
reduced bilateral jaw strength, palatal and tongue weakness, and poor oral hygiene. Laboratory findings revealed
anemia and renal insufficiency; the hemoglobin and creatinine levels were 9.3 g/dL and 1.27 mg/dL, respectively.

The CD4 T cell count was 356/μL and the HIV RNA PCR
level was <20 copies/mL.
The patient had earlier undergone an upper endoscopic
examination in our hospital because of poorly controlled
residual gastric volume associated with nasogastric feeding intolerance. At that time, the esophageal mucosa was
unremarkable except for multiple gastric erosions (Figure
1a). Subsequently, after medical treatment with prokinetics and a proton pump inhibitor, his feeding intolerance
improved. Six months later, esophagogastroduodenoscopy was performed as a gastrostomy procedure. Thirty
centimeters from the incisor teeth, the esophageal lumen had doubled (Figure 1b). Diverticula were found just
below this mucosal bridge (Figure 1c). We performed endoscopic resection using argon plasma coagulation (APC)
to avoid the risk of bleeding and perforation that would
have been in play during further percutaneous endoscopic gastrostomy using the pull-through technique. APC at
60 W and a gas flow rate of 2 L/min readily transected
the mucosal bridge (Figure 2a). A follow-up endoscopy
revealed kissing artificial ulcers without any complication
such as bleeding or perforation (Figure 2b). Subsequently, the patient underwent successful percutaneous endoscopic gastrostomy 2 days later. The patient provided
written informed consent for the publication of his data.
An esophageal mucosal bridge is a rare entity and its formation in our patient may have been associated with the
long-standing placement of a nasogastric tube or the
esophageal ulcers. Two earlier case reports indicated that
esophageal mucosal bridge formation was associated with
esophageal trauma caused by a nasogastric tube (7,8). The
esophagus is one of the most common sites of gastrointestinal involvement in patients with AIDS (9). Esophageal
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Figure 2. a-b. Endoscopic views: The mucosal bridge was readily
transected via argon plasma coagulation at 60 W and a gas flow of
2 L/min (a); follow-up endoscopy performed the next day revealed
kissing artificial ulcers without any complication such as perforation or
bleeding (b)

Figure 1. a-c. Endoscopic views: Prior endoscopy showed that the
esophageal mucosa was unremarkable (a); a mucosal bridge was
evident in the esophagus 30 cm from the incisors (b); two small
outpunched sacs were apparent just below the mucosal bridge (c)

ulcers are commonly caused by infections, such as cytomegalovirus, or may be idiopathic in patients with AIDS.
Very few bridge treatments have been reported till date.
Endoscopic treatment modalities include bougination (1),
endoscopic coagulation with Eder–Puestow dilatations
(3), and APC (10). In a case series on esophageal bridges
successfully treated via APC, the power used was 90 W
and the gas flow used was 1.6 L/min. Sagawa et al. (11)

reported the coagulation depths (in swine gastric wall) of
APC at various irradiation strengths; the depth depended
on the power and duration of irradiation. The optimum
APC treatment featured a power of 60 W and a maximum
irradiation time of 15 s, which would not be expected to
cause perforation. Thus, we chose an APC power of 60
W. In conclusion, an esophageal mucosal bridge may be
caused by trauma associated with nasogastric tube use in
patients with AIDS and can be safely treated using APC.
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