CMAJ

CLINICAL IMAGES

PRACTICE

Esophageal stricture associated with alendronate use
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n 84-year-old woman presented with a
A one-year history of intermittent chest

pain and progressive difficulty swal-
lowing while eating solid food. She had no his-
tory of gastrointestinal problems. She had been
taking alendronate sodium (a 70-mg tablet,
once a week) for the past year for the treatment
of osteoporosis. Physical examination was
unremarkable.

A computed tomographic scan of the chest
(Figure 1A) and barium swallow radiograph
(Figure 1B) showed a moderately dilated mid -
esophagus with distal tapering. Esophagogas-
troscopy showed a dilated midesophagus with
discrete ulcerations and a short-segment tight
stricture near the gastroesophageal junction. The
results of histological analysis of a biopsy speci-
men of the midesophagus were consistent with
an ulcer with active esophagitis, and staining of
the specimen was negative for fungus and viral
inclusions. The patient was instructed to stop
taking alendronate and underwent an endoscopic
dilatation and botulinum toxin A treatment for
the stricture. She remained free of symptoms at
last follow-up.

The temporal relation between the onset of
symptoms and start of alendronate therapy, the
absence of symptoms before use of alendronate
and the absence of evidence of infection or ma-
lignancy suggest that alendronate was the likely
causative agent of our patient’s esophagitis,
which lead to a stricture and proximal dilatation
of her esophagus. Nevertheless, the possibility of
clinically silent gastroesophageal reflux disease
cannot be conclusively ruled out.

The association between alendronate use
and esophageal adverse effects such as acute
esophagitis, esophageal ulceration and erosive
esophagitis is well recognized.* These adverse
effects are caused by direct contact of the drug
with the esophageal mucosa. Reports of stricture
formation from alendronate use are rare in the
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Figure 1: (A) Coronal view of the computed tomographic scan of the chest and
(B) upright oblique radiograph from a barium swallow study of an 84-year-old
woman with progressive dysphagia, showing dilation of the midesophagus
(Es) and a distal short-segment tight stricture (S).

literature.** Stricture may be caused by contin-
ued esophageal inflammation as a result of long-
term use. Since the approval of alendronate in
Canada in 1996, four cases of esophageal stric-
ture have been reported to Health Canada.® Re -
cently, esophageal cancer has been reported to
be associated with long-term use of alendronate.®
Esophageal symptoms in a patient undergoing
long-term alendronate therapy therefore warrant
assessment.
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