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Background: Dysphagia results from impeded transport of liquids, solids, or both from the pharynx to 
the stomach. Among the malignant lesions, carcinoma of oesophagus is the commonest cause. Our 
objective was to find out the frequency of different endoscopic lesions and outcome of the endoscopic 
therapeutic interventions in patients presenting with dysphagia. Methods: This descriptive study was 
conducted at Department of Gastroenterology, Military Hospital Rawalpindi from June 2008 to May 
2009. Patients of dysphagia after their consent were interviewed about the symptoms. Relevant 
biochemical investigations were done. Barium swallow and upper Gastrointestinal (GI) Endoscopy 
were carried out. Benign strictures were dilated with Savary Gilliard Dilators. Malignant strictures were 
further evaluated to decide treatment plan. In patients considered to have oesophageal dysmotility, 
pressure manometery was done before specific therapy. Results: Seventy nine patients were enrolled. 
Twenty-five had malignant strictures, out of those commonest was adenocarcinoma 14 (56%). Twenty-
nine had benign strictures the commonest being Gastro-oesophageal Reflux Disease (GERD) related 
peptic stricture 9 (31%). Fifteen had oesophageal dysmotility, and achalasia was present in 10 out of 
them. After evaluation 12 out of 25 patients with malignant strictures were considered fit for surgery. 
Self-expanding metal stents (SEMS) were passed in 5. All benign strictures were dilated with Savary-
Gillard dilators. Pneumatic balloon dilation was done in patients of achalasia. Conclusion: The 
commonest malignant lesion resulting in dysphagia was adenocarcinoma while in benign it was GERD 
related peptic stricture. Achalasia was most frequent in oesophageal motility disorders. Standard of 
treatment for early oesophageal malignancy is surgical resection. SEMS is a reliable way to allay 
dysphagia in inoperable cases. Savary Gillard dilatation in benign, and pneumatic balloon achalasia 
dilatations are effective ways of treatment.  
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INTRODUCTION 
Dysphagia results from impeded transport of liquids, 
solids, or both from the pharynx to the stomach. 
Among the malignant lesions, carcinoma of 
oesophagus is the commonest cause. Worldwide, 
oesophageal cancer is the 6th leading cause of death 

from cancer.1 There is a moderately high incidence of 
squamous cell carcinoma in Karachi because of 
smoking and use of paan and nuts. High incidence of 
cancer in Quetta is due to environmental carcinogens.2 
Squamous cell carcinoma was more frequent in a study 
done in northern Pakistan.3 In non-malignant lesions 
peptic stricture and achalasia are relatively common 
causes.4,5 Dysphagia and weight loss were common 
presentations in non-malignant oesophageal diseases.6 
Third most common cause is motility disorder 
especially achalasia cardia. 

For the detection of regional lymph node 
metastases, EUS is more sensitive, whereas CT and 
PET (positron emission tomography) are more specific 
tests.7,8 Likewise, in patients with normal upper GI 
endoscopy and considered to have oesophageal 
dysmotility pressure manometery was done. It is the 
only investigation that enables a precise diagnosis of 

oesophageal motility disorders, whether primary or 
secondary to local or systemic disease. 

This study was planned to find out frequency 
of different endoscopic lesions in patients presenting 
with dysphagia, and to see any differences in previous 
studies because previous studies were carried out on 
particular population groups with either benign or 
malignant lesions.2,3,6 

MATERIAL AND METHODS  
From June 2008 to May 2009, all patients presenting at 
Department of Gastroenterology, Military Hospital 
Rawalpindi with dysphagia were included in the study. 
Consecutive convenient sampling was done. They were 
interviewed in details about the dysphagia and associated 
symptoms as per structured performa. Patients not fit or 
unwilling for investigations were excluded. All relevant 
biochemical investigations were carried out. Barium 
swallow followed by upper GI endoscopy was carried 
out under conscious sedation. In patients having benign 
strictures, dilatation was done with Savary Gilliard 
Dilators of 7–15 mm in diameter. Patients were called on 
every third day for the follow-up until they had adequate 
dilatation and relief of symptoms. Complex strictures 
were dilated with guide wire under fluoroscope and were 
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given four quadrant intra-lesional injections of 
triamcinolone acetonide. In patients with oesophageal 
malignancy, staging was done with CT Scan Abdomen, 
Chest, and EUS to plan treatment. During upper GI 
endoscopy, biopsy was done for histopathology. Patients 
considered fit for surgery were sent to thoracic surgeons. 
SEMS were passed in inoperable cases for palliation. In 
patients with normal endoscopy and considered to have 
motility problems pressure manometery was done with 
water-perfused catheters coupled to volume-
displacement transducers. In patients with achalasia over 
the scope pneumatic balloon dilatation was done. 
Patients with oesophageal spasm and lower oesophageal 
ulceration were managed with Ca++ channel blockers and 
PPIs respectively. Percutaneous Endoscopic 
Gastrostomy Tube (PEG) tube was inserted in patients 
with oropharyngeal dysphagia. 
RESULTS 
Seventy-nine cases were enrolled in the study. Fifty-five 
were male and 24 were female. There mean age was 
52.37±17.43 years. Fifty-five (69%) cases were from 
Punjab, 11 (14%) were from KPK, 7 (9%) from Azad 
Jammu Kashmir, 6 (8%) from Sindh. Ethnic distribution 
of malignant stricture was as follows, Punjab 15 (60%), 
KPK 7 (28%), Gilgit/Azad Kashmir 4 (16%). Frequency 
of associated symptoms in patients with dysphagia is 
illustrated in Table-1. 

Table-1: Frequency of associated symptoms in 
patients with dysphagia (n=79) 

Symptoms No. % 
Regurgitation 24 30.37 
Reduced appetite/weight loss 45 56.96 
Liquid dysphagia 4 5.06 
Solid dysphagia 42 53.16 
Combined dysphagia 33 41.77 
Retrosternal burning 19 24.05 
Odynophagia 11 13.92 

Endoscopy findings of different lesions are 
explained in Table-2. Benign lesions are classified 
according to their possible aetiology, and malignant 
lesions according to their histopathological type. Motility 
problems are based on pressure manometery. 

Frequency of the dilatations required in patients 
with benign strictures is shown in the Table-3. After 
evaluation of malignant strictures, 12 patients out of 25 
were considered fit for surgery. Stenting was done in 5; 
dysphagia improved at 12 hours and remained so at 
follow-up one month after the procedure. Four patients 
died before any intervention. Rest did not turn up for any 
further management. Pneumatic balloon dilatation was 
done in all cases of achalasia cardia with excellent 
results. Patients with diffuse oesophageal spasm and 
raised upper oesophageal sphincteric pressures were 
managed with Ca++ channel blockers. Those who had 
lower oesophageal ulceration and inflammation were 
managed with PPIs. 

Table-2: Endoscopic findings of lesions (n=79) 
Type of Lesion No. % 
Benign lesions 29 37 
Peptic stricture with GERD 9 11 
Oesophageal webs with iron deficiency 8 10 
Caustic stricture 6 8 
Post radiation strictures 3 4 
Postoperative strictures 3 4 
Malignant lesions 25 32 
Adenocarcinoma 14 18 
Squamous cell carcinoma 9 11 
Undifferentiated carcinoma  2 3 
Inflammation/Infection  7 8 
Inflammation and ulceration 6 7 
Candidiasis  1 1 
Motility disorder 15 19 
Achalasia  10 13 
Hypertensive upper oesophageal sphincter 3 4 
Diffuse oesophageal spasm 1 1 
Low lower oesophageal sphincteric 
pressure in systemic sclerosis 1 1 
Oropharyngeal dysphagia 3 4 
Bulbar palsy  2 3 
vertebrobasilar stroke 1 1 

Table-3: Frequency of the dilatations required in 
patients with benign strictures 

Session No. % 
1 session    16 55.2 
2 sessions  5 17.24 
3 sessions  2 6.89 
5 sessions  2 6.89 
8 sessions                  2 6.89 
10 sessions  2 6.89 

DISCUSSION 
Peptic stricture in benign and adenocarcinoma in 
malignant lesions were commonest in this study. Both 
are GERD related conditions. The rising incidence of 
oesophageal adenocarcinoma is consistent with 
epidemiologic trend being seen for GERD on global as 
well as local level.9–11 Gastro-oesophageal reflux disease 
can cause the spectrum of injuries including 
oesophagitis, stricture, the development of columnar 
metaplasia in place of the normal squamous epithelium 
(Barrett’s oesophagus) and adenocarcinoma.10 Squamous 
cell carcinoma was second common malignancy in this 
study in contrast to previous studies on Pakistani patients 
who revealed squamous cell carcinoma being 
commonest.2,3,12 This trend could be due to ethnic or 
environmental variations and needs further studies. 

Benign peptic oesophageal stricture should 
always be looked upon as a serious complication 
resulting from persistent and chronic gastro-oesophageal 
reflux, the magnitude of which is far above what is 
considered to be normal.13 Clinical experience suggests 
that dietary changes may be beneficial if there are 

obvious dietary precipitants (coffee, chocolate, or fatty 
foods) and that lifestyle changes are warranted to reduce 
obesity, smoking, or excessive alcohol use if present. 
However, lifestyle modification alone is unlikely to 
eliminate the symptoms.14 Aggressive anti-reflux therapy 
can cause partial regression of the specialised intestinal 
metaplasia in Barrett’s oesophagus.15 Oesophageal webs 
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with iron deficiency are observed commonly in young 
women especially related to untreated menorrhagia. This 
is as common as peptic stricture that requires public 
health awareness. Caustic strictures were the most 
refractory, mainly the long segments. The greater was 
the number of dilation sessions needed for relief.4 
However intra-lesional injection hastened the recovery 
that match with previous studies.16 Twenty-nine patients 
of benign strictures required 69 sessions of dilatations 
with average of 2.75, which is comparable with the 
previous series.6 No abnormal bleeding or perforation 
were observed in this series, though serious 
complications such as perforation and bleeding may 
occur in approximately 0.5% of all oesophageal dilation 
procedures.17 

Oesophageal dysmotility is also very common, 
as achalasia was the third leading cause of dysphagia in 
the study. Manometery should be performed if the initial 
tests for dysphagia are negative or non diagnostic, or to 
confirm a specific diagnosis, such as achalasia18, same 
was applied in this study. Achalasia is equally prevalent 
in both genders. The treatment options of achalasia are 
medications that relax smooth muscles, botulinum toxin 
injection, pneumatic dilatation and surgical myotomy.19 
Pneumatic dilatation is safe and effective, as it can be 
managed on outpatient basis with little morbidity and 
81% success rate. Surgery is still an effective procedure 
with comparable 80% success rate.20 Out of 10 patients 
of achalasia, 8 required single session of pneumatic 
dilatation. One had two sessions. In one patient who had 
recurrent symptoms despite dilatations, had Heller’s 
myotomy done six months back. Achalasia patients 
required average 1.1 sessions in present series that is 
comparable to other published studies.6 It is important 
that patients should be selected carefully for PEG.21 
Stroke is the most common indication for PEG (usually 
vertebro-basilar strokes). Amyotrophic lateral sclerosis is 
another indication for PEG tube insertion.22 In this study, 
one patient of CVA with vertebro-basilar insufficiency 
and two had amyotrophic lateral sclerosis that had to 
have PEG tube insertion for feeding. 

CONCLUSION 
Dysphagia requires immediate medical attention so that 
early curative intervention could be undertaken. The 
most commonly accepted standard of care for localised 
oesophageal malignancy is surgical resection. However, 
in inoperable cases SEMS is effective palliation. Savary 
Gilliard Dilatation in benign and pneumatic balloon 
dilatations are safe and effective means of treatment. 
Pressure manometery should be considered in patients 
with dysphagia and normal upper GI endoscopy.   
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