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Introduction:

Sweet 1970, defined . the Geéunplﬁageal sirictures as follows, “The
term stricturc 13 applicd to any unyeilding cicatritial stenasis causcd by
the commciif_‘ln of scar tissue, in contradistinction to the sterosis which
results from edematous swelling, 4 new growlh, external compression or
a congenital énﬂma!y”. This 15 a quits. satisfactory definition, only we
want to remark that cicatricial stenosis can occur as a congenital anomaly.
By this collective delinition the following causes of nesophageal stenasis
can be excluded:

I- Oesophageal motility disorders e.g., achalasia.

2- Extragesophageal compressing icstons,

3-Intraluminal  swelling  encroaching on the oesophagus but not
congentital strictures.

(Hualler and Bachmun, 1984)

Affen ef al. (1990) defined oesophageal stricture endoscopically as
a narowing of the oesophageal lumen that prevents passage of the

endoscope or allows orly a forceful passage.

A stricture of the pesophagus causes a particular problem for the
affected patient; dysphagia, or difficulty in swallowing. This symptom
predominates whatever the underlving cause of the stricture, benign or
malignart. Relief’ of dysphagia {3 the ultimate goal in the treatment of
oesophageal stricture, and there have been major chanires in recent yéarﬂ

in instruments and lechniques to achieve this purpose. Methods involved
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OESOFHAGEAL STRICTURES Chrapter Que: fatrodiction and aim of the work
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can be broadly classified into mechanical, thermal, or chemical (Healler &

Andrews, 1981 ).

o K
. [
I -

Mechanical methods are Eéuallly e1ﬁplﬂ}-'cd for benign stenosis,
while all three types of therapy have been applicd for recanalization of
malignant strictures. The underlying principle for ell of these methods 1s
one of controlled force. The goai of opening the oesophageal lumen must
balanced against the imperative 1o avoid damage to normal tissues, with
particular care to insure that most headed injury to the cesophagus is

setforation (Haller and Buchmuan, 19584).

AIM OF THE WORK

The aim of this work is to review the literature discussing different
etiologies, pathology and clirtcal presentation of the oesophageal lesions
causing oesophageal strictures, as we.l as including methods of diagnosis

and treatment, different old & recent techniques, to reach this purpose,
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