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ABSTRACT..Objective: To evaluate Oesophagogastroduedensocopy (OGD) in term of it’s indications and endoscopic findings. Design:
Retrospective, audit.Place and duration of the study: Medical “C” unit, Department of Medicine Government Lady Reading Hospital Post
Graduate Medical Institute Khyber Medical University Peshawar from July 2002 to June 2007. Subjects and Methods: Adult patients who
underwent upper gastrointestinal (Gl) endoscopies during the last 5 years period were included in the study. The procedure was performed
as per the standard protocol with diagnosis based on established criteria. Results: A total of 2282 were scoped, 53.3% (n=1216) were female
and 46.7% (n=1066) male. The mean age of the study population was 43.75 Standard Deviation (SD) + 18.00. Dyspepsia (54.5%), upper Gl
bleed (12.3%), recurrent vomiting (11.1%), and dysphagia (7.8%) accounted for the common indications of the procedure. Endoscopy was
normal in 16.4% (n=374) of patients. Amongst the others (n=1908) single endoscopic diagnosis was made in 91% of the patients and in the
remaining 9% of patients combination of lesions were seen. The endoscopic findings included gastritis and duodenitis alone or in combination
(29.4%), oesophagitis (13.9 %), duodenal ulcer (6.6%), gastric ulcer (7.4%), oesophageal varices (3.7%) and growth oesophagus (2.9 %).
Gastric ulcer was more common than duodenal ulcer. Conclusion: Upper Gl endoscopy is safe and an excellent diagnostic modality with high
diagnostic yield. Dyspepsia, upper Gl bleed, recurrent vomiting and dysphagia are the commonest indication for OGD. Gastro-duodenitis,
oesophagitis, peptic ulcer disease, oesophageal varices and growth oesophagus are the common endoscopic diagnosis.
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INTRODUCTION purpose of endoscopy is to identify the specific etiology
Flexible upper Gl endoscopy is the dominant modality for ~ of the patient, s symptoms and thereby institute
the diagnosis of upper gastrointestinal (Gl) disease.

Since its inception in1960 it has evolved considerably Artcle received on: 22/09/2008
and is used more and more for the diagnosis and b o
treatment of gastro luminal pathologies. The procedure Correspondence Address

is becoming increasingly common and is carried out by o, T SRS
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appropriate therapy. Early endoscopy for every dyspeptic
patient leads to more normal results and is not cost
effective’. Normal OGD however is reassuring both for
the patient and physician.

Dyspepsia is defined as recurrent pain or discomfort
centered in the upper part of abdomen. It is usually
associated with early satiety, upper abdominal fullness,
eructation, heartburn, nausea and vomiting®*.

Dyspepsia and heartburn are fairly common in the
general population at large. The annual prevalence of
recurrent upper abdominal pain or discomfort (dyspepsia)
in the United States and other Western countries is
approximately 25%°. Dysphagia, vomiting and upper Gl
bleed (haematemesis and or malaena) are the other Gl
complaints signifying sinister upper gastrointestinal
pathology. These along with selected cases of dyspepsia
are important indications for OGD®.

Our study is primarily an audit of upper Gl endoscopy
performed in adult patients during the last 5 years. It
focuses on the indications, the endoscopic findings and
analysis of the various sub groups. The aim is to
ascertain the indications of upper Gl endoscopy, the
pattern of diseases found during the procedure and to
compare it with the earlier studies.

MATERIALS AND METHODS

The endoscopy record of the last 5 years for Medical “C”
ward Lady Reading Hospital Post Graduate Medical
Institute Khyber Medical University Peshawar was
analyzed. Upper Gl endoscopies were performed in
standard way using Olympus video endoscope’.
Oropharygeal lignocain anaesthesia was used in majority
of patients. In some cases parenteral Diazepam or
Midazolam was used for sedation. Endoscopic diagnosis
was based on widely accepted criteria®.

We generally perform diagnostic upper Gl endoscopy
due to lack of facilities for interventional OGD. Our unit
does OGD twice per week on rotation with the two other
medical units. We receive patient from every part of
North West Frontier Province (N.W.F.P) and adjoining

Afghanistan. Our study included patients with age
ranging between 10 to 80 years. They were either
outpatient or inpatients.

All patients who had successful OGD during this period
i.e. July 2002 to June 2007 were included in the audit.
Endoscopy was incomplete or could not be
accomplished in 54 (2.3%) patients. This was due to lack
of patient cooperation and/or failure on the part of
endoscopist. These patients were excluded from the
analysis. Patients who were positive for hepatitis B or C
were not scoped in our unit due to logistical problems.
They were referred to a nearby gastroenterology unit for
OGD. These positive cases were therefore not included
in the analysis.

The patient’s record including name, age, sex, address,
and indications for OGD, procedure performed, and
endoscopy findings were documented. Histopathology of
the biopsy specimen was retrieved wherever possible.
Helicobacter pylori status was available for few cases
only.

All these information were entered into a database
program, SPSS 10 (Statistical Package for Social
Sciences) version 10. The data was subsequently
analyzed in frequency and cross-tabulations.

RESULTS

Upper Gl endoscopies were performed on total of and
2282 patients. We performed 586 in 2003, 434 OGD in
year 2004, 408 in year 2005, 416 in 2006. The rest (438)
were performed in the 2" half of year 2002 and 1° half of
year 2007. No patient died during the procedure. One
patient had respiratory arrest and was resuscitated
promptly. Others had minor problems of choking
sensation and abdominal distention during the procedure
and throat pain and numbness afterwards. The age of
the patients ranged from 10 to 80 years with mean age
of 43.75 years, Standard Deviation (SD) +18.00. Female
(53.3%) outnumbered male (46.7 %) in the study
population. Table I.
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Table-l. Age groups and sex cross tabulation. n=number

Age groups (years) Male Female n and % of Total
11-20 4.9% 8.6% n=308, 13.5%
21-30 8.6% 7.8% n=375, 16.4%
31-40 7.8% 9.4% n=393, 17.2%
41-50 6.6% 11.9% n=420, 18.4%
51-60 6.6% 10.2% n=384, 16.8%
61-70 9.8% 4.1% n=317, 13.9%
71-80 2.5% 1.2% n=85, 3.7%
Total n=1066, 46.7% n=1216, 53.3% n=2282, 100.0%

Dyspepsia (54.5%) was the commonest indication for
endoscopy. Other indications included upper Gl bleed
presenting as haematemesis or malaena (12.3%),
recurrent vomiting (11.1%), and dysphagia (7.8%).
Anorexia and weight loss constituted 5% of the patients.
The other (Misc.) indications (9.4%) included heartburn
and acid regurgitation (5.34%), iron deficiency anaemia,
chronic liver disease patients who were B and C
negative, patients with chronic diarrhea, foreign body
ingestion, intractable hiccup and epigastric mass. See
Table II.

Table-Il. Indications for OGD

Frequency Percent
Dyspepsia 1244 54.5
Upper Gl bleed 281 12.3
Vomiting 253 11.1
Dysphagia 178 7.8
Anorexia & wt. loss 112 4.9
Miscellaneous. 214 9.4
Total 244 100.0

Endoscopy was normal in 16.4% (n=374) of patients. In
the remaining patients 83.6% (n=1908), most patients
(n=1736, 91%) a single endoscopic diagnosis was made.
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Gastroduodenitis (13.1%), gastritis (11%) oesophagitis
(13.9%), gastric ulcer (7.4%) duodenal ulcer (6.6%),
hiatus hernia (4.9%), oesophageal varices (3.7%), new
growth oesophagus (2.9%), and duodenitis (5.3%)
constituted the commonest pathologies. Barrett,s
oesophagus (1.2%), benign oesophageal stricture
(1.2%), and new growth stomach (1.2%) represented
small percentage of cases. The other (miscellaneous)
findings (2%) on OGD were gastric outlet obstruction
(n=8), Mallory Weis tear (n=11), arterio-venous (A-V)
malformation (n=6), achalasia (4) duodenal stenosis
(n=2), duodenal diverticulae (n=4), duodenal polyps
(n=2), worms (n=5), foreign body stomach (n=3).

In 9% of patients (n=172) multiple pathologies i.e.
esophagitis, hiatus hernia, gastritis, gastric ulcer,
duodenitis and duodenal ulcer in varying combinations
were reported.

Dyspepsia upper Gl bleed, recurrent vomiting and
dysphagia were the four commonest indications for OGD
and were analysed separately as per their endoscopy
findings. Table IV.

Table-lll. Showing endoscopy findings.

Endoscopic findings Frequency Percent

Oesophagitis 317 13.9
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Barrett,s 27 1.2
Esophagus

Carcinoma esophagus 66 2.9
Oesophageal varices 85 3.7
Oesophageal stricture 27 1.2
Hiatus hernia 112 4.9
Gastritis 251 11
Doudenitis 123 5.3
Gastroduodenitis 302 13.1
Gastric ulcer 169 7.4
Doudenal ulcer 151 6.6
Carcinoma stomach 27 1.2
Combination 206 9.0
Misc. 45 2
Normal 374 16.4
Total 2282 100.0

New growth oesophagus was reported in 66 (2.9%)
patients and presented with dysphagia. It was localized
to the lower 1/3 in 45 cases and middle 3 in 21 cases.
Histopathologically it was evenly divided between the two
main types i.e. squamous and adenocacinoma.

Subgroup analysis showed duodenal ulcer and growth
oesophagus to be more common in male while the
reverse was the case for gastric ulcer. This was true
even as projected in percentage of the total patients of

the respective sex to offset the numerical dominance of
female patients. Carcinoma oesophagus was reported in
(71.1%) of male as compared to (28.6%) of female.
Overall gastric ulcer was slightly more common (7.4%)
than doudenal ulcer (6.6%). Again gastric ulcer was more
commonly reported in female (61.1%) as compared to
male (38.9%). Doudenal ulcer was more common in
male (56.3%) as compared to female (43.8%). Normal
OGD was almost equally common in male (48.6%) and
female (51.4%) and all age groups.

Though carcinoma oesophagus was more common
(57%) in patient above 60, we had 3 young patients with
less than 40 years of age having the disease. Same was
the case with gastric ulcer being more common above 60
years of age (55.7%), however we had one patient who
had gastric ulcer at the age of 18. In case of duodenal
ulcer 75.3% were below age 50. All the patient with
carcinoma stomach were above 50.

Majority of patients i.e.66 % either denied intake of non
steroidal anti inflammatory drugs (NSAIDs) or aspirin and
or clopidogrel or this was not availible. Amongst the
others (34%), Aspirin was used by 11%, Clopidogrel by
2.5%, NSAIDs. by12.4% and combination of the above
drugs by 8.1%. The various pathologies amongst
NSAIDs users vs. nonusers were oesophagitis (17.4%
vs.13.2%), gastritis (15.2% vs. 9.6%), gatroduodenitis
(14.8% vs. 10.2%) and gastric ulcer (11% vs. 5.4%).
Aspirin intake compared to non intake was associated
with oesophagitis (14.8% vs. 13.2%), gastritis (11.1%
vs.9.6%), gastroduodenitis (14.8% vs. 10.2%) and gastric
ulcer (14.8% vs. 5.4%). H. pylori status was checked in
22% of cases. Among them 12.9% were positive and
9.1% were negative. Majority of our patient (69%) were
inpatient admitted in the hospital. Sedation was used in
41% of the patients only. The rate of serious
complications was 0.4%.

Table-1V. Endoscopy findings, Indications for OGD Cross tabulation

Endoscopy findings Dyspepsia Dysphagia

Vomiting Upper Gl bleed Misc.

% of Total % of Total

% of Total % of Total % of Total
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Oesophagitis 9.8% 0.8% 1.6% - 1.6%

Ca. Esophagus - 2.5% 0.4% 0.2%

Gastrodudenitis 9.0% 0.8% 2.0% 1.2% 0.5%

Gastritis 7.4% 0.8% 0.8% 2%

Doudenitis 3.7% 0.4% 0.4% 0.8%

Gast. ulcer 3.3% 1.6% 1.6% 0.8%

Duod. ulcer 4.9% 0.8% 0.8%

Ca. stomach 0.8% 0.4%

Oesoph. varices 2.9% 0.8%

Oesoph. stricture - 1.2%

Combination 5.7% 0.4% 1.6% 1.2%

Misc. 4% 1.2% 1.5% 4% 2%

Normal 5.7 % 0.8% 1.6% 1.6% 5.4%

% of Total 54.5% 7.8% 11.1% 12.3% 14.3%
DISCUSSION abdominal pain (dyspepsia) and reflux symptoms

Endoscopy is a safe procedure where cardiorespiratory
complications are minimized in non-sedated patients
when appropriately selected. We had only one patient
who sustained cardiorespiratory arrest and was
resuscitated. Others had minor problems of choking
sensation and abdominal distention during the procedure
and throat pain afterwards. The lesser rate of
complication was probably that we mainly did diagnostic
upper Gl endoscopies and without sedation. Significant
fall in oxygen saturation is more marked in the sedated
patients during endoscopy leading to complications®.
Dyspepsia (54.5%), upper Gl bleed (12.3%), recurrent
vomiting (11.1%), dysphagia (7.8%) and heartburn and
acid regurgitation (5.34%) comprised the major
indications for upper Gl endoscopy in our series. Almost
similar indications were reported in another large study
from our area™. Upper abdominal pain and dyspepsia
were placed in separate groups in the aforementioned
study while as per the Rome Il criteria upper abdominal
pain is the defining feature of dyspepsia'. Moreover more
patient with gastro-oesophageal reflux disease was
scoped in that study. The overlap between upper
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(heartburn, regurgitation) was striking in another study'".
This may partly explain the discrepancy between the
results of these studies. Another large retrospective
study from Rawalpindi reported lower figure for
dyspepsia i.e. 42.6% and higher for upper Gl bleed i.e.
32.8%". Over 10% patients with chronic liver disease
were included in that study. We excluded patients with B
or/and C positive chronic liver disease for reason already
explained. This could explain the higher number of cases
with upper Gl bleed in the aforementioned study. A study
from India reported dyspepsia in 59% of patient
undergoing OGD". Endoscopic diagnosis was made in
83.6% of the patient who underwent the procedure. In
the remaining 16.4% of the patients no specific gastro-
luminal pathology could be identified. The rate of normal
endoscopy is comparable to another local study™. These
patients probably suffered from functional dyspepsia
which is fairly common in our patients.”. In our series
normal endoscopy was reported slightly more in female
(51.4%) as compared to male (48.6%) patients. The
prevalence rate of functional dyspepsia is reported to be
higher among women"”. Gastritis alone or in combination
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with duodenitis (gastroduodenitis) was the commonest
reported abnormality (24.1%) being more common in
patients who presented with dyspepsia. A study from
Saudi Arabia reported antral gastritis to be the
commonest gastroscopy finding™. A smaller study from
rural population of Karachi reported gastritis in over 60%
of the dyspeptic patients™. The latter study relied heavily
on histopathology and biopsy was taken from both
normal and abnormal mucosa and henceforth led to over
diagnosis of gastritis. We based our diagnosis on gross
appearance of the gastric mucosa. Nonspecific
histological gastritis may occur in endoscopically normal
looking mucosa®. The frequency of peptic ulcer disease
in the study population was 14%. This is comparable to
the earlier study from our area’ whereby peptic ulcer
disease was reported in 15.42% of the patients. Overall
gastric ulcer was slightly more common (7.4%) than
doudenal ulcer (6.6%). This is comparable to study from
Rawalpindi'. Other important endoscopic findings
included oesophagitis (13.9%), and doudenitis (5.3%),
oesophageal varices (3.7%) and carcinoma oesophagus
(2.9%). This is in concordance with published data?'.
Duodenal and gastric ulcer together (19.5%), gastro
oesophageal varices (23.5%), gastrodoudenitis (22.76%)
and combined lesions (13%) constituted important
causes of upper Gl bleed. Other causes of
haematemesis and malaena included Mallory Weis tear,
new growth oesophagus, and stomach and A-V
malformations. Almost similar causes of upper Gl bleed
have been reported in literature®?. The less number of
cases with varices is due to the endoscopy protocol
excluding B & or C positive chronic liver disease patients.
Patient with chronic liver disease due to B & or C
commonly presents with variceal bleed. There is lower
frequency of oesophageal malignancy (2.9%) in our
study. The population represented both local people from
N.W.F.P as well as Afghan refugees. In a study from our
area upper Gl cancer accounted for 42.67% of cases in
Afghan refugees (oesophageal cancer 31.21% and
gastric cancer 11.46%)*. The study targeted more
patients having dysphagia (44.58) than with other
complaints leading to preponderance of carcinoma
oesophagus. Najam et. All"® reported 10% prevalence of
malignancy in their series including locals only. This is in
contrast with other studies from Pakistan'?. whereby

lower frequency of oesophageal malignancies was
found. We had more patients with carcinoma
oesophagus in their young age as compared to western
studies. Internationally the incidence of adenocarcinoma
of the esophagus is rising®. The reason for the high
prevalence of this form of cancer is still to be elucidated.
Barrett's metaplasia accounted for 1.2% of our cases,
which is a harbinger of adenocarcinoma oesophagus but
squamous cell carcinoma was equally common. More
epidemiological studies need to be undertaken to find the
prevalence and causes of this type of cancer.
Heicobacter pylori status and history of drug intake was
available in some of our our patients. Further more
biopsy confirmation of the gastoduodenal inflammation
was done in small number of cases. These were certain
limitation of the study, which could be rectified in future
analysis but we feel that they would not have altered the
main findings.

CONCLUSION

Dyspepsia, upper Gl bleed, heartburn /acid regurgitation,
recurrent vomiting and dysphagia are common
indications for upper Gl endoscopy. Upper Gl endoscopy
is a useful diagnostic modality to identify the specific
pathology. Gastroduodenitis, oesophagitis, peptic ulcer
disease, hiatus hernia and oesophageal malignancy are
the commonest endoscpic diagnosis. Carcinoma
oesophagus is common in our province both in local
population as well as in Afghan refugees. Gastric ulcer
was slightly more common than doudenal ulcer. A
significant proportion of patients had normal OGD.
Copyright © 08 Aug, 2009
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