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INTRODUCTION

An esophageal stricture refers to the abnor-
mal narrowing of the esophageal lumen. It often 
presents as dysphagia commonly described by 
patients as difficulty in swallowing. It is a serious 
sequela to many different disease processes and 
underlying etiologies. Benign means that it is not 
caused by cancer of the esophagus, and subjects to 
inflammation, esophagitis, and scar tissue, which 
causes the esophagus to narrow. Its recognition 
and management should be prompt. Appropriate 
management depends on identifying the correct 
etiology for stricture. The majority of esophage-
al strictures result from benign peptic strictures 
from long-standing gastroesophageal reflux dis-
ease, which accounts for 70 to 80% of adult cas-
es [1]. In young children and adolescent popula-
tions, corrosive substance ingestion is the leading 
cause of stricture formation in the esophagus [2].

These strictures have a negative impact on 
the quality of life of patients, mainly because of 
dysphagia and may lead to severe complications, 
such as malnutrition, weight loss and aspiration. 
Endoscopic dilation with bougies or balloons is 
initial standard treatment for such lesions. How-
ever, 30–40% of these strictures will recur during 
long‐term follow‐up, requiring repeated dilations 
or even surgery. Moreover, up to 10% of patients 
will not experience any meaningful improve-
ment, being refractory to endoscopic dilation [3].

SYMPTOMS

The most common symptom of esophageal 
strictures is difficulty swallowing of solid foods 
called dysphagia. Functional staging of dysphagia 
is as following; Stage 1- Normal, Stage 2- Need wa-
ter for swallowing solid food, Stage 3- May swal-
low semi-solid food, Stage 4- May swallow saliva, 
Stage 5- May not swallow saliva. Types of dyspha-
gia may be a guide for the swallowing disorder. 
Dysphagia only for solid food means esophageal 
stenosis works as a mechanical obstruction. The 
other types of dysphgia are acute, oropharen-
geal, esophageal, difficulty in swallowing fluids, 
progressive and intermitant. Symptoms accom-
panying dysphagia are as following; Retrosternal 
burning sensation or chest pain, weight loss, he-
matemesis, anemia, regurgitation and aspiration. 
Dense and solid foods can lodge in the esopha-
gus when it narrows. This may cause choking or 
difficulty breathing. Problems in swallowing can 
prevent the patient from getting enough food and 
liquid. This may lead to dehydration and malnu-
trition. There’s also a risk of getting pulmonary 
aspiration which occurs when vomit. Food or flu-
ids enter the lungs. This could result in aspiration 
pneumonia, caused by bacteria growing around 
the food, vomit or fluids in the lung.

Normal esophagus is 20-30 mm in diameter. 
Dysphagia symptom occurs when the lumen is 



Benign Esophageal Strictures 287

atal approach may be used with good outcomes 
in most resections for benign disease. The exact 
surgical approach should be evaluated and cho-
sen on a case-by-case basis depending on the 
specific patient, disease etiology and severity. A 
vagal sparing technique is something that can be 
considered for benign esophageal diseases. Vagal 
nerves are usually compromised in malignant dis-
ease due to the possibility of transmural spread. 
This technique has shown to preserve gastric acid 
secretion, gastric emptying and meal capacity. 
Dumping syndrome and anastomotic stricture 
might also be decreased with this approach. This 
technique can however lead to anastomotic ulcer-
ations [21].

Esophagectomy is rarely needed for benign 
conditions. Usually reserved for end-stage dis-
ease, when the esophagus is either severely 
non-functional or when quality of life is very 
poor. In these circumstances esophagectomy is a 
good option to consider and it is associated with 
encouraging success rates and improved quality 
of life. Depending on the specific disease leading 
to organ failure, peculiar technical issues should 
be carefully evaluated in order to avoid complica-
tions and optimize results (19)

Benign esophageal strictures are not malig-
nant, but a few may show malignant transforma-
tion that it should be kept in mind. Main problem 
is difficulty in swallowing, presenting as dyspha-
gia. So the goal of the treatment is to improve 
swallowing. Diagnosis is usually made by esoph-
agogram. The etiology of the esophageal stricture 
generally guides the treatment strategy including 
dilation, stenting and esophagectomy.
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