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Abstract
A retrospective analysis of 301 cases of oesophagitis was carried out regarding age, sex, occupation,
origin, habits, blood groups and symptoms. Role of smoking as a causative factor is supported. Pain in
the epigastrium was found to be ihe most frequent symptom. Heartburn was significantly more frequent
in patients without any associated disease. The suggestion that oesophagitis is a part of the spectrum of
peptic ulcer disease is supported (JPMA 38: 129, 1988).
INTRODUCTION
Reflux of gastric or duodenal1 contents is usually implicated in pathogenesis of reflux oesophagitis.
Several factors like cigarette smoking, caffeine, fatty diet, obesity, pregnancy and vomiting are
associated with reflux.2-5 Patients with reflux oesopbagitis usually present with retrosternal burning,
water brash and belching. Sometimes atypical symptoms or presence of an associated disease may,
however, complicate the clinical picture. A retrospective study was therefore, undertaken to fInd out
clinical presentation of oesophagitis in our patients and its association, if any, with factors like age, sex,
occupation, place of origin, habits and blood groups.
PATIENTS AND METHODS
Retrospective analysis of 301 patients with oesophagitis, seen at PMRC Research Centre, over a period
of 7 years (from 1979 to 1985) is being presented. Endoscopy was performed under local anaesthesia
with 4% xylocaine using Olympus G—IF P2 endoscope. Oesophagitis was said to be present when
fmding such as an irregular z-line, mucosal hyperaemia, erosions and/or ulcerations were noted.
Analysis of clinical features was carried out using data obtained from pre-recorded proformas.
Information regarding acid perfusion test was available in 31 patients. Eight patients with candidiasis
and 1 with oesophagitis due to ingestion of irritant substance were excluded from the study.
RESULTS
Majority of patients (64%) were between 3rd and 5th decade of life, the average age (mean ± SD)
being 42± 16.1 years.
Sex:
The male to female ratio was 2.2:1.
Occupation:
Twenty-two per cent of the patients were skified personnel, 9% were professionals, 8% businessmen
and 7% unskilled workers. The rest belonged to a miscellaneous group which included housewives.
Place of Origin:
Place of origin was known in 218 patients; of these 44% were migrants from India; Sind contributed
28%, Punjab 10%, NWFP/Kashmir 7% and Baluchistan 5%, 4% were from Bangladesh, and 1% each
from Afghanistan and Africa.
Habits:

Smoking was more common in males (56.7%) compared to females (2.1%), while tobacco chewing
was more common in females (25.8%) compared to males (12.9%). None of the females used alcohol
or narcotics (Figure 1A).

The daily consumption of cigarettes in males was known in 94 patients (Figure 1B).

Blood Groups:
Blood group was analysed and recorded in 92 patients, being 4-30.4%, B-30.4%, 0-283% and AB—
l0.9%.
Associated Diseases:
Of 301 cases, 118. (39.2%) had no associated disease (Group A), 183 (60.8%) had an associated
alimentary, hepatobiliary, pancreatic or urinary tract disease (Group B). Retrosternal burning was more

frequent in group A (Table I).

The main site of pain in both groups was the epigastrium (Table II).

Mean ± SD duration of symptoms was 48±62 months (44±4.7 in group A and 32±4.9 in group B).
Common associated diseases were: Peptic ulcer 78, duodenitis 43 and gastritis 35 cases.
Lax Lower Oesophageal Sphincter:
Twenty-two patients were recorded as having lax lower oesophageal sphincter; 9 were smokers and 13
non-smokers. Relation of smoking to laxity of lower oesophageal sphincter was not statistically
significant.

Acid Perfusion Test:
Acid perfusion test was performed in 31 patients, 24 (77.4%) were positive, 5(16.1%) negative and
2(6.5%) inconclusive.
OESOPHAGITIS Table1DISCUSSION
Reflux oesophagitis can be diagnosed by acid perfusion test, radiology, endoscopy and histology.7-9 In
the present study, endoscopy was chosen as the diagnostic criterion because of its high degree of
specificity (96%)8. Slight predominance of males noted in the present study is difficult to explain,
considering the fact that oestrogen, progesterone and pregnancy, which have been implicated in reflux
are found in females5. Smoking, a predominantly male habit in our community, could be responsible
for it.10 Cigarette smoking lowers the lower oesophageal sphincter pressure and thus predisposes
reflux. 11 In the present study no significant association was found between endoscopically
demonstrable lax lower oesophageal sphincter and cigarette smoking. Alcohol, narcotic drugs like
morphine, pethidine and benzodiazepine also reduce the lower oesophageal pressure and pre-dispose to
reflux oesophagitis.5 In the present study 11% patients were taking alcohol and 1.9% narcotics. Pain,
the leading symptom in the present series, occurred mostly in epigastrium (60.4%) rather than in the
retro-sternal area (1.3%). Retrosternal burning was significantly more frequent in patients who did not
have an associated gastrointestinal hepato-biiary pancreatic, or urinary tract disease (P< 0.001). Of the
major associated diseases, peptic ulcer (78 cases) followed by duodenitis (43 cases) and gastritis (35
cases) were most frequent. This supports the suggestion that reflux oesophagitis is a part of spectrum of
peptic ulcer disease.12 Lax lower oesophageal sphincter seen on endoscopy is a subjective fmding. It
needs to be studied manometrically and defined precisely before any correlation with oesophagitis or
its causative factors can be validly established.
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