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/ ABSTRACT

Background: Dysphagia is a commonly encountered clinical problem & limited data exist regarding the spectrum of
dysphagia etiologies in this region. Our aim was to access the spectrum of dysphagia etiologies in North India. Methods:
This was a prospective analysis of data collected over a period of four years for patients presented with complaint of
dysphagia. All consenting patients presented with dysphagia irrespective of age, sex, duration and etiology of dysphagia
were enrolled. After detail history, clinical examination and base line investigations, all patients underwent upper Gl
endoscopy, findings were noted and biopsy taken in case of pathological lesion found during endoscopy. Results: A total
of 58 patients presented with symptoms of dysphagia were enrolled in this study. Among these patients 37 were male and
21 were female and age ranges from 17- 100 years. Thirty one patients were diagnosed to have benign pathology, four
had moderate to severe dysplasia and 23 were diagnosed to have malignant pathology. Most common benign etiology was
GERD and most common malignant etiology was squamous cell carcinoma. Conclusion: Squamous cell carcinoma and
GERD are two most common etiologies for dysphagia in our study group. Dysphagia was more common in males and
malignant dysphagia was more in elderly smokers and naswar users.
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INTRODUCTION

Swallowing is a complex motor reflex requiring
coordination among the neurologic system, the
oropharynx and the esophagus. A number of
disorders, both benign and malignant interfere with
the swallowing process and cause dysphagia.lY
Patients with dysphagia suffer significant social and
psychological burdens associated with their
symptoms of difficulty with swallowing, including
anxiety with meals or avoidance of eating with
others.l The diagnosis of dysphagia is important
because of the associated morbidity and mortality.
Untreated dysphagia can lead to dehydration,
malnutrition, respiratory infections and death.” The
elderly with symptoms of dysphagia are at increased
risk of the complications of dysphagia, including
aspiration pneumonia.’! Causes of dysphagia
classified into oropharyngeal or esophageal
etiologies.[*81 Oropharyngeal dysphagia may arise
from neurologic diseases including stroke,
Parkinson’s disease, amyotrophic lateral sclerosis or
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a Zenker’s diverticula.! Causes of esophageal
dysphagia,® include esophageal dysmotility (e.g.
achalasia, diffuse esophageal spasm, nutcracker
esophagus, or scleroderma), inflammation (e.g.
eosinophilic esophagitis, radiation esophagitis) and
structural abnormalities (e.g. malignancy, peptic
strictures,  esophageal  rings, or  external
compression).

MATERIALS AND METHODS

This was a prospective analysis of data collected
over a period of four years for patients presented
with complaint of dysphagia at Govt. Medical
College Jammu and associated hospitals. A written
informed consent was taken from each patient for
enrollment in the study and were also informed that
standard treatment protocol will be followed as per
diagnosis and patients not willing to give consent
were excluded from study group. All consenting
patients presented with dysphagia irrespective of
age, sex, duration and etiology of dysphagia were
enrolled prospectively. All patients were evaluated
for symptoms such as regurgitation, chest pain,
heartburn, bolus obstruction, globus sensation,
respiratory symptoms and weight loss. Symptom
frequency was graded as none, occasional (<1/week)
and frequent (>2/week), whereas weight loss was
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evaluated as a binary variable (yes/no). After base
line investigations, all patients underwent upper Gl
endoscopy, findings were noted and biopsy taken in
case of pathological lesion found during endoscopy.
Further investigations and management was guided
by endoscopic findings.

RESULTS

A total of 58 patients presented with symptoms of
dysphagia were enrolled in this study. Among these
patients 37 were male and 21 were female and age
ranges from 17- 100 years. Thirty one patients were
diagnosed to have benign pathology, four had
moderate to severe dysplasia and 23 were diagnosed
to have malignant pathology [Table 1]. Among
benign pathology, eight patient had GERD with
esophagitis, six had Achlasia cardia, five nonspecific
inflammation, four central dysphagia (stroke 02
patients, brain trauma 01 patient and Parkinsonism
01 patient), two foreign body, two candidial
esophagitis, two corrosive esophageal stricture, one
Barrett’s esophagus, one esophageal Tuberculosis
[Figure 1].

Figure 1: Endoscopic image showing growth at 33cm
from incisors.

Adenocarcinoma in six patients [Figure 3], poorly
differentiated carcinoma in two patients and signet
ring cell carcinoma in one patient. Dysphagia was
more common in males and malignant dysphagia
was more in elderly smokers and Naswar users.
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Figure 3: Photomicrograph of histology specimen of
esophageal lesion showing Adenocarcinoma

Table 1: Percentage of different etiologies of dysphagia

Among malignant pathology squamous cell
carcinoma in 14 patients [Figure 2].

Figure 2: Endoscopic image showing semilunar growth
at 20cm from incisors.

Etiology No.  of | Percentage
patients
Benign Causes
1 GERD 8 13.7%
2 Achalasia cardia 6 10.3%
3 Nonspecific inflammation 5 8.6%
4 Central dysphagia 4 6.8%
5 Foreign body 2 3.4%
6 Candidial esophagitis 2 3.4%
7 Corrosive esophageal 2 3.4%
stricture
8 Barrett’s esophagus 1 1.7%
9 Esophageal Tuberculosis 1 1.7%
Moderate to severe dysplasia 4 6.8%
Malignant Causes
1 Squamous cell carcinoma 14 24.1%
2 Adenocarcinoma 6 10.3%
3 Poorly differentiated 2 3.4%
carcinoma
4 Signet ring cell carcinoma 1 1.7%

DISCUSSION & CONCLUSION

The normal swallow in humans was originally
described with a three-stage sequential model. The
swallowing process was classified into oral,
pharyngeal and esophageal stages according to the
location of the bolus.["8!

Swallowing is a complex motor reflex requiring
coordination among the neurologic system, the
oropharynx and the esophagus. A number of
disorder both benign and malignant, interfere with
the swallowing process and cause dysphagia. The
diagnosis and subsequent treatment of dysphagia is
important because of the associated morbidity and
mortality. Untreated dysphagia can lead to
dehydration, malnutrition, respiratory infections and
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death. The elderly with symptoms of dysphagia are
at increased risk of the complications of dysphagia
including aspiration pneumonia. Several studies
have identified the elderly as being at risk for the
development of dysphagia.>1%

Dysphagia is a commonly encountered clinical
problem & limited data exist regarding the
prevalence of dysphagia etiologies.[") It is considered
an alarm symptom, raising the question of stricture
or malignancy and an indication for early
endoscopy.[®] Benign esophageal tumors, while
uncommon compared with esophageal carcinoma,
can sometimes cause dysphagia but often have
insignificant clinical outcomes. Endoscopic findings
are essential for detection, diagnosis, staging, and
treatment planning. Benign esophageal tumors are
rare, with a prevalence < 0.5%,!  while benign
tumors represent 20% of esophageal Neoplasms on
autopsy.’@ In our study benign causes are
responsible for dysphagia in most of the patients
(53.4%) as shown in [Table 1].

Benign esophageal tumors have a lower detection
rate due to the fact that most patients are
asymptomatic. The majority of these benign lesions
are asymptomatic, and diagnoses are often made
incidentally during investigations for other
symptoms.

Although biopsy or excision is required for a
definitive diagnosis, understanding the endoscopic
appearances provides essential help for differential
diagnosis.[**!

Since only few benign esophageal lesions attract
clinical attention. Benign esophageal lesions could
be detected more often with the widespread use of
endoscopes, radiologic imaging,'! and increased
awareness of the disease. Among malignant
etiologies Squamous cell carcinoma (24.1%)
esophagus was the most common etiology in our
study group and most of these patient were elderly,
smokers or Naswar users.
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