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Figure 2. Balloon-assisted enteroscopy showing a stricture with longitudinal ulceration in the ileum.
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Figure 3. Endoscopic balloon dilatation procedure using balloon-assisted enteroscopy. (A) Insertion of the enteroscope into the stricture
site. (B) Insertion of the guidewire through the stricture. (C) Insertion of the CRE" balloon catheter along the guidewire, followed by in-
flation of the balloon and maintenance of pressure for 1 minute. Successful dilation of the stricture to a diameter of 13.5 mm was
achieved. (D) After balloon dilation, the stricture widened sufficiently to allow the enteroscope to pass through. CRE, controlled radial
expansion.
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Figure 4. Treatment algorithm for benign small bowel stricture

‘ EBD

using balloon-assisted enteroscopy. Asterisk means stricture
length > 5 c¢m, angulated stricture, deep ulcer around stricture,
abscess or fistula around stricture. EBD, endoscopic balloon
dilation.
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Benign small bowel strictures can occur in association with
various conditions, including small bowel Crohn’s disease, non-

steroidal anti-inflammatory drug-induced enteritis, ischemic en-
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teritis, intestinal tuberculosis, radiation enteritis, postoperative
adhesions, and anastomotic strictures. Benign small bowel stric-
tures are classified into two categories, low-grade and high-grade.
Low-grade small bowel strictures involve a partial reduction of
the internal diameter of the small intestine, causing slight ob-
struction of the passage of food and digestive fluids without sig-
nificant bowel obstruction symptoms. By contrast, high-grade small
bowel strictures involve a severe narrowing of the intestinal Iu-
men, leading to marked obstruction of the passage of food and
digestive fluids and pronounced bowel obstruction symptoms.
Small bowel strictures can be diagnosed using various methods,
including abdominal plain radiography, abdominal computed to-
mography, computed tomography enterography, magnetic reso-
nance enterography, balloon-assisted enteroscopy, and abdomi-
nal ultrasound. Each diagnostic method has unique advantages
and disadvantages as well as differences in diagnostic specificity
and sensitivity. Therefore, even if small bowel strictures are not
observed using a single imaging technique, their presence cannot
be completely excluded. A comprehensive diagnosis that com-
bines clinical information from multiple diagnostic modalities is
necessary. Therapeutic approaches for managing small bowel stric-
tures include medical therapy, endoscopic balloon dilation using
balloon-assisted enteroscopy, and surgical methods such as stric-
tureplasty and segmental resection. Endoscopic balloon dilation,
in particular, can help reduce complications associated with re-

peated surgeries for strictures.

Keywords: Endoscopic balloon dilation; Small bowel stricture;
Treatment algorithm
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