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Abstract

Introduction: The aim of this study was to assess the clinical profile of patients with benign strictures of middle and lower
thirds of esophagus , to analyse the grade of dysphagia and site of stricture by barium swallow and to describe the
endoscopic and histopathological findings in them

Methods: It was a prospective, cross sectional, descriptive study where thirty patients with benign structural esophageal
dysphagia of middle and lower thirds were studied. Clinical features and etiology was assessed.Barium swallow and
endoscopy were carried out to delineate the stricture. Then histopathological specimens taken from site of stricture were
analysed.

Observations and Results: The commonest etiology of benign esophageal dysphagia was found to be peptic
stricture(43.33%). Corrosive (23.33%) and post sclerotherapy strictures (20%) followed suit. 53.85% patients with peptic
strictures had dysphagia grade II. Patients with corrosive strictures had dysphagia grade III-V. Most patients were poorly
built with 56.67% patients having a weight of less than 40 kg. The mean weight of patients in this study was 42.1 + 10.6. On
barium swallow,most of the patients had strictures in lower end of esophagus (68%) . 19 patients had short strictures (
63.33%) while only 9 had long ones.. On endoscopy,5 strictures were very tight (16.67%) ( less than 6 mm) and 12 were
tight (40%) (7 to 10mm) and the corrosive strictures were long and tortuous. Fibrosis was the common histopathological
finding.

Conclusion: Peptic strictures were mostly smooth and short while corrosive ones were narrow, long and
tortuous.Histopathology also showed mostly fibrosis and non specific infiltrate.
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Introduction: but slight dysphagia can be experienced by some

1

Dysphagia, defined as difficulty with swallowing
refers to problems with the transit of food or liquid
from the mouth to the hypopharynx or through the

esophagus !

There are two types of esophageal
dysphagia: structural, which is due to the luminal
narrowing or large bolus; and motor, which is due
to in coordination or weakness of peristalsis. The
normal diameter of the esophagus is 40 mm when
distended. The classical structural dysphagia occurs

when the lumen of esophagus narrows to 13 mm,

patients even when lumen is narrowed to 25mm.""
The causes of structural dysphagia can be further
grouped into intrinsic and extrinsic. ""*' The
intrinsic ones are either benign or malignant.
Malignancies of esophagus are probably commoner
but benign strictures ,although rarer, as very
troublesome to the patient. They can lead to poor
health and vitamin deficiencies. There are several
etiologies of benign strictures such as peptic,
corrosive, post sclerotherapy, post-radiation, post
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operative  rings,  webs, benign  tumours,
inflammatory, pill induced and congenital

[1.23

etc.!"*Peptic strictures are usually due to chronic

or severe esophagitis from a variety of causes
which lead to scarring and fibrosis .'*!

Injury to the esophagus due to ingestion of strong
acids (eg, hydrochloric acid) or strong bases (eg,
lye) leads to stricture formation 1-3 months after
the initial injury (corrosive strictures).”’ Patients
who undergo irradiation of the mediastinum
(usually 5,000 cGy or more) may develop
progressive dysphagia 4—-8 months after completion
of radiation therapy because of the development of

radiation-induced strictures.

Drugs such as
alendronate may lead to pill induced esophagitis
and hence strictures.””’ Many studies have described
endoscopic view of various types of strictures
regarding their length, lumen and site.™

This study was conducted on thirty patients with
structural, intrinsic, benign esophageal dysphagia
in middle and lower one thirds of esophagus, in
whom radiological ,endoscopic and histological
findings were studied

The aims were to study the etiology and clinical
profile of these patients and to assess the grade of
dysphagia in each. Also, the aim was to describe
findings on Barium swallow and study the gross
features seen by endoscopy and finally by
histopathology of tissue.

Materials and Methods:

It was a prospective, cross sectional, descriptive
study. Institute ethics committee approval was
taken and informed consent was obtained from
every patient.

Thirty patients who presented with history of
dysphagia and other related complaints and who
had endoscopic evidence of narrowing which was
benign in nature( benign strictures) were included.

These patients were selected from the Medicine

OPDs and wards of a tertiary care teaching hospital
in Western India over a period of 2 years.

All  adult patients above 18 years of
age,complaining of dysphagia, who had pathology
in middle and lower thirds of the oesophagus, due
to any one of peptic  stricture,corrosive
stricture,post radiotherapy stricture,post operative
(usually anastomotic),post sclerotherapy or benign
tumors were included in the study. Patients with
dysphagia due to motility disorders like achalasia
cardia ,dysphagia due to pathology in oropharyngal
region and upper thirds of oesophagus,oesophageal
and tracheoesophageal fistulae and dysphagia due
to malignancy of esophagus were excluded from
the study. Detailed history of all patients was
recorded. A pre-dilation grading of dysphagia was
done as follows: Grade 0- No dysphagia ,Grade I:
Dysphagia intermittently occasionally to solids,
Grade II : Dysphagia to solids (at all times),Grade
II : Dysphagia to semisolids ,Grade IV:
Dysphagia to liquidized /pureed food and Grade V :
Inability to swallow saliva. A detailed causative
history was asked as to corrosive ingestion in the
past ,exposure to radiation ,chronic heartburn
,operations on esophagus,sclerotherapy done,
history of vomiting/regurgitation ,site  of
obstruction defined by complaint as upper
/middle/lower sternum .The type of dysphagia was
assessed — whether intermittent/progressive and the
duration was recorded. Thorough clinical
examination of the patient was carried out . Basic
investigations such as  hemogram, blood
sugars,renal and liver function tests were done. X-
Ray (chest) was done in the all cases and ECG
wherever indicated.Barium swallow was done to
confirm the presence of stricture. It gave
information about: site, approximate length and
severity of stricture, mucosal pattern, tightness of
stricture and benign or malignant nature. Patients

were then subjected to endoscopy . They were
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asked to remain nil by mouth for twelve hours
before procedure. The throat was anaesthetized
using lignocaine spray and sedation in the form of
intravenous midazolam was given in a dose of
0.05mg/kg weight to selected patients with
anticipated difficult strictures.Upper
gastrointestinal diagnostic endoscopy was now
carried out by upper gastrointestinal, forward
viewing; PENTAXFG 29V fibreoptic endoscope,
to note and confirm the site,approximate length of
stricture and associated findings pointing out to the
cause such as coexisting gastroesophageal reflux
disease (GERD), corrosive ulcerations,
sclerotherapy changes in mucosa with white
sheathing of varices/ active varices and operative
site.Endoscopic biopsy was taken from the site of
stricture for histopathology and to rule out
malignancy.

Data was collected and compiled in the SPSS
software and relevant percentages were calculated.
Results:

Most of the patients were between 20 to 60 years of
age and the mean was 41.3 + 18.2 years. There
were 19 females (63.33%) and 11 males (36.67%).
At presentation most patients had dysphagia grade
II to IV with Grade II being commonest (43.33%)
(Table 1). Maximum number of patients had
complaint of dysphagia in lower sternal region.
Most patients (90%) had progressive dysphagia.
80% patients presented with duration of dysphagia
between 2 to 6 months . In this study, maximum
cases were of peptic strictures (43.33%). Corrosive
(23.33%) and post sclerotherapy strictures (20%)
followed suit. (Table 2)

53.85% patients with peptic strictures had
dysphagia grade II. Patients with corrosive
strictures had dysphagia grade III-V,commonest
being grade IV (57.14%).Grade II was the
commonest grade of dysphagia in post operative

and post radiotherapy strictures.(Table 3)

Vomiting was a common symptom (19 patients)
when peptic esophagitis and sclerotherapy was
cause of stricture. Most patients were poorly built
with 56.67% patients having a weight of less than
40 kg. The mean weight of patients in this study
was 42.1 + 10.6. Anemia with haemoglobin less
than 9 gm % was found in 66.67% patients.

On barium swallow,most of the patients had
strictures in lower end of esophagus (68%) .(Table
4)19 patients had short strictures ( 63.33%) while
only 9 had long ones.(Table 5)10 patients (35.7%)
had dilatation of esophagus proximal to the
stricture while 2 patients,both with corrosive
poisoning, had diverticula.Six patients (21.43%),
all having corrosive strictures had severe degree of
narrowing with only a thin streak of dye passing
beyond the stricture.

On endoscopy, 10 patients (33.33%) had stricture
length more than 5 cm and all of them were
corrosive strictures. Maximum patients had
stricture in lower third of esophagus, 6 had mid
esophageal and two had multiple strictures. 19
(67.86%) patients had smooth mucosa while
28.57% ( mostly corrosive & post operative
strictures) had irregularity of mucosa.(Table 6) 1
patient had post sclerotherapy sheathing of varices.
5 strictures were very tight (16.67%) ( less than 6
mm) and 12 were tight (40%) ( 7 to 10mm). (Table
7) Fibrosis and non specific inflammatory infiltrate
were the commonest findings on histopathology,
occurring in 15 (50%) and 16 patients (53.33%)
respectively. Dysplasia was found in 4 while
Barrett’s esophagus was found in 2 patients.(Table
8)

Pain was the most common complication which
occurred in 63.33% patients. No life threatening

major bleed occurred during the procedure.
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Discussion

In the present study, the age range of patients was
1691 years with mean age of 41.33%18.3 years.
Females outnumbered males with male to female
ratio of 0.58:1. Nanda V, Kochhar R et al
reported a mean age of 35 yrs. In their study the
male: female ratio was 1.6:1."" In a study by Desai
et al the mean age was 55 yrs. with a male : female
of 2.2:1. ™In this study, most patients had
dysphagia ranging between Grade II to IV. In a
comparable study by Desai et al, most patients had
dysphagia ranging between Grade II to IV . ®'In
present study, most patients with peptic strictures
had dysphagia Grade II- IV. Those with corrosive
strictures had grades III-V dysphagia. The
commonest grade of dysphagia in the patients with
post sclerotherapy and post radiation strictures was
grade II. In patients with post operative strictures,
commonest grade of dysphagia was grade II. In a
study by Lahoti D et al, on benign strictures,
commonest grade of dysphagia at presentation was
grade III in corrosive strictures and grade, I in the
other causes.””’ Most patients presented within 2-6
months of symptoms in present study. In a study by
Desai et al, too similar timeline was observed. In
present study, vomiting was a common symptom,
present in 90% cases (mostly peptic) . In a study by
Williamson et al , vomiting was present in 96.4%
cases.56.67% patients had weight loss.,much
higher than some studies."""! In the present study,
only cases with benign strictures were studied .
Maximum out of these were peptic strictures(
43.33%) while post corrosive(23.3%) and post
sclerotherapy(20%) strictures followed closely.
Many studies found comparable causative profile,
notably, a study by Nanda V and Kocchar R, where
30% were peptic strictures; 25% corrosive; 13.3%
post  scelerotherapy, post radiation and

postoperative strictures being 3.3% each.!"”!

On barium swallow , most patients had stricture in
lower 1/3™ of esophagus. Studies which only
included benign strictures, like Ogilive et al, Lanza
et al showed a preponderance of lower 1/3"
stricture as in present study. "*"' Most of the
patients in present study had short strictures,
comparable to study by Poddar U et al. "'l

On endoscopy,in present study, stricture length was
short in maximum patients. Strictures were long
and tortuous in corrosive etiology.In study by
Lahoti D, Broor SL , the mean stricture length was
11.8+2.89 cms with a range of 1.5-25cm.”!

5 strictures were very tight (16.67%) ( less than 6
mm) and 12 were tight (40%) ( 7 to 10mm) in
present study. In a study by Ogilvie et al, range of
diameter was 7-11cm .M 19 (67.86%) patients had
smooth mucosa while 28.57% ( mostly corrosive &
post operative strictures) had irregularity of
mucosa. 1 patient had post sclerotherapy sheathing
of varices comparable to other studies . /%!

In a study by Patterson et al the most common
histopathological finding was non specific
inflammatory infiltrate- which was found in
88%."!

In a study done by Lahoti et al, which was on 21
patients with benign strictures, all the patients of
corrosive ingestion had evidence of fibrosis on
histopathology.!”

Conclusion:

Hence this study described the etiological profile
of benign esophageal strictures and noted the
Barium and endoscopic findings which easily
differentiated from malignant disease. Peptic
strictures were mostly smooth and short while
corrosive  ones were narrow, long and
tortuous.Histopathology also showed mostly

fibrosis and non specific infiltrate.

755

www.ijbamr.com P ISSN: 2250-284X, E ISSN : 2250-2858



Indian Journal of Basic and Applied Medical Research; December 2015: Vol.-5, Issue- 1, P. 752-756

References:

L.

10.

11.
12.

13.

14.

15.

Hirano I, Kahrilas PJ. Alterations in gastrointestinal function. Harrison’s Principals of Internal
Medicine 19" Edition ;The McGraw-Hill Companies, New York 2015:254-58

Spechler SJ. AGA technical review on treatment of patients with dysphagia caused by benign disorders
of the distal esophagus. Gastroenterology 1999;117:233-54

Castell DO, Katz PO. Approach to a patient with dysphagia. Yamada Textbook of Gatroenterology,Vol
1, Lippincott-Williams:683.

Luedtke P, Levine MS, Rubesin S, Weinstein DS, Laufer] Radiologic Diagnosis of Benign Esophageal
Strictures: A Pattern Approach. RSNA Radiographics 2003 ;23(4):

Franken EA. Caustic damage of the gastrointestinal tract: roentgen features. Am J Roentgenol Radium
Ther Nucl Med 1973; 118:77-85

Goldstein HM, Rogers LF, Fletcher GH, Dodd GD. Radiological manifestations of radiation-induced
injury to the normal upper gastrointestinal tract. Radiology 1975; 117:135-140

Ryan JM, Kelsey P, Ryan BM, Mueller PR. Alendronate-induced esophagitis: case report of a recently
recognized form of severe esophagitis with esophageal stricture—radiographic features. AJR Am J
Roentgenol 1998; 206:389-391

Desai DC, Swaroop VS. Outpatient esophageal dilatation: an experience in 130 patients using Savary-
Gilliard dilators. Indian Journal of Gastroenterology 1992;11(2):65-67.

Lahoti D, Broor SL, Basu PP. Corrosive esophageal strictures: predictors of response to esophageal
dilatation. Gastrointestinal Endoscopy 1995;41(3):196-9

Nanda V, Kochhar R . Endoscopic dilatation of benign esophageal strictures. Indian Journal of
Gastroenterology 1986; 5(4):271-3

Williamson RC. The management of peptic esophageal stricture. Br J Surg. 1975 ;62(6):448-54

Lanza FL, Graham DY. Bougienage is an effective therapy for most benign esophageal strictures.
JAMA 1978; 240(9): 844-7

Ogilvie AL, Fergussen R. Outlook with conservative treatment of peptic esophageal strictures. Gut
1980:21:23-5

Poddar U, Thapa BR. Benign esophageal strictures in infants and children: results in Savary-Gilliard
bougie dilatation in 107 Indian children. Gastrointest Endosc 2001;54(4):480-4

Patterson DJ, et al. Natural history of benign esophageal stricture treated by dilatation.

Gastroenterology 1983; 85: 346-50.

756
www.ijbamr.com P ISSN:2250-284X, E ISSN : 2250-2858



