
Figure 1. Gap between the internal diameter of the overtube
for Stiegmann-Goff endoscopic ligator and an endoscope.

A

Figure 2. Overtube ready for introduction using a bougie as
a rail. Savary bougie (A) and Maloney bougie (B).

In 1983, Cotton9 emphasized that the optimum internal
diameter of an overtube should be determined by the diam
eter of the endoscope to be used, leaving little space between
overtube and endoscope. Furthermore, he proposed that the
overtube should be introduced by riding it over a soft rubber
introducer.

In order to simplify the introduction of the overtube and
to prevent esophageal perforations, we currently use a mod
ification of Cotton's method.9 If we are treating a new
patient, standard endoscopy is performed with placement of
a floppy-tipped stainless steel guidewire in the stomach. We
prepare the introduction of the overtube by lubricating its
internal wall and riding it over a 45 French Savary bougie
until the tip of the overtube is at a place where the gap
between the internal diameter ofthe overtube and the bougie
is negligible (Fig. 2A). Then, the bougie and the overtube
are lubricated and introduced over the wire as a rail. Once
the overtube is properly positioned, the bougie and the wire
are removed followed by introduction of the endoscope for
therapeutic maneuvers such as variceal ligation. This tech-
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nique adds little time to the procedure and minimizes patient
discomfort.

As an alternative, in the patient with no known strictures,
diverticula, or other esophageal deformities, a 45 to 46
French Maloney bougie can be used for introduction (Fig.
2B), eliminating the need for preliminary guidewire place
ment.

This simple approach using standard equipment should
minimize the risk of overtube insertion, which will likely be
performed much more often with the adoption of the variceal
ligation technique.
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Urticarial reaction to oral polyethylene
glycol electrolyte lavage solution

To the Editor:

Schuman and Balsam! have recently reported a case of
anaphylactic reaction to GolytelyTM solution (Braintree Lab
oratories, Braintree, Mass.). Allergic reactions to oral poly
ethylene glycol (PEG) are extremely rare and a Medline
search back to 1976 failed to find any other cases. We report
a patient who developed an allergic reaction closely related
to administration of oral PEG electrolyte lavage solution for
colonoscopy preparation.

An 86-year-old woman was referred for colonoscopy. She
had a left hemicolectomy 8 years before because of cancer
of the sigmoid colon. The patient was on oral amiodarone
for 10 years because of atrial fibrillation. Three liters of
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PEG 4000 solution were prescribed as preparation for colon
oscopy. After swallowing the first liter of PEG, she progres
sively noted generalized pruritus with posterior appearance
of cutaneous rash. On admission she was normotensive,
heart rate was 85, and pulmonary wheezes were not heard.
A generalized urticarial cutaneous rash was observed. He
mogram and biochemical parameters were normal. She was
given 40 mg of intramuscular methylprednisolone and
started on oral diphenhydramine. She was discharged 2
hours later after symptomatic improvement. Colonoscopy
was performed 2 weeks later with an alternative colonic
cleansing method. Colonic mucosa was normal, and lesions
were not observed.

Many endoscopists prefer colonoscopy preparation by
means of PEG oral electrolyte solutions because of efficacy,
good tolerance, and low incidence of adverse reactions.2

, 3

Nausea, vomiting, and abdominal cramps are the most com
mon side effects. Rarely, Mallory-Weiss tear,4, 5 lung edema,6

and increased ventricular arrhythmia7have been reported.
The allergic reaction in our patient seems to be attribut

able to PEG, because no other dietary or pharmacological
causes were recorded. It seems very improbable that the
urticarial reaction was caused by amiodarone because
the patient was on treatment for a long time, and allergic
reactions to amiodarone are not listed in the Extra Phar
macopeia.s

Although the manufacturer of Golytely'· notes the possi
bility of urticaria, this complication is also not mentioned
in the Extra Pharmacopeias and we have not been able to
find published cases other than the report of Schuman et
aLl Allergic reactions, such as contact dermatitis, have been
documented in patients treated with topical preparations
containing PEG.s-lO

High molecular weight PEG is absorbed by intestinal
mucosa in very small amounts. l1 However, this minimal
absorption could be sufficient to provoke the appearance of
systemic hypersensitivity reactions in susceptible patients.

In any case, adverse reactions to oral PEG are extremely
unusual and do not contraindicate its use for colonic clean
sing.
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Chronic light damage to the macula of an
endoscopist

To the Editor:

Light reaching the retina is a prerequisite for visual
function. A normal amount of light produces physiological
alterations of the outer segments of the rods and cones. If
the amount of light is too great, the efficient protective
repair mechanism may break down, and irreversible damage
can occur. Clinically, retinitis solaris, produced by direct
observation ofthe sun, is known.l The hazard from operating
microscopes has been well documented.2

-
4 Furthermore, it

has been shown that ophthalmologists using a blue aiming
beam for laser treatment may be damaged5 and, thus, have
reduced blue color contrast sensitivity. Monkeys were found
to lose their blue cones after exposure to blue light of a given
intensity.6 Our case report demonstrates that light exposure
during endoscopy may also cause retinal light damage.

A 69-year-old male gastroenterologist had performed
more than 22,000 endoscopic examinations during his career,
mainly by looking into the endoscope with his left eye. Ten
years prior to this detailed examination, he noticed a desat
uration of colors looking at art pictures with his left eye as
compared with the right eye.

The patient underwent a detailed ophthalmological ex
amination. Slit-lamp examination revealed only a slight
nuclear opacity of the lens. The optic nerve head in both
eyes showed a large but physiological excavation. In the
macular region the pigment epithelium was slightly inho
mogeneous with white spots, very similar to a retinopathia
solaris. This was more pronounced in the left eye. Perimetry7
revealed a normal visual field in the right eye. The visual
field of the left eye was slightly damaged in the paracentral
area. Red-green color vision on the Nagel anomaloscope as
well as the result of the standard-panel D15 test were also
normal. Desaturated-panel D15 testS and Igaku-Shoin
charts, however, revealed a reduced color contrast sensitivity
for blue colors, especially for the left eye. Luminance con
trast sensitivity9 was also slightly reduced in the left eye.

We believe that these color vision changes were most
probably due to chronic, intensive light exposure from en
doscopy.

Subtle damage might remain subclinical for a long period
of time. Such subclinical damage can be detected with so
phisticated examinations such as color vision tests.
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