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Dysphagia, esophageal cancer, gastro esophageal 
reflux disease (GERD), Achalesia, Caustic injury. 
Dyspepsia, upper abdominal pain, gastric ulcers, 
duodenal ulcers, upper GI bleeding, mass lesions, 
surveillance for pre malignant lesions, gastric polyp, 
Atrophic gastritis, adeno carcinoma recurrence after 
partial gastrectomy(4). 
Patients are asked about relevant medical illnesses, 
previous endoscopies, and previous gastric surgery, 
bleeding tendencies and drug allergies. Most patients 
should be fasting over midnight and no fluid intake 
for at least 4 hours before endoscopy (5). 
The patient receives local anesthesia for the posterior 
pharynx, intravenous sedation if anxiety is present in 
order to reduce discomfort and diminish motility and 
secretions (6, 7,). 
The endoscope is passed per orally either by the blind 
method that is to pass the tip of the endoscope through 
the bite guard and when reaching 18 cm the patient is 
asked to swallow, or by direct vision technique were 
the instrument is passed under direct vision and when 
reaching the closed cricopharengeal sphincter the 
patient is asked to swallow and the instrument is 
passed into the esophagus, stomach and duodenum, 
any accessory instruments can be passed through a 
side way channel for therapeutic purposes or biopsies. 
(8, 9, 10). 
Esophagogastreoduodenoscopy is generally a safe 
procedure even during pregnancy or after upper GI 
surgery (11, 12). Cardiopulmonary complications, 
infection, bleeding and perforation occur very rarely 

(13). The aim of this study is to find out whether strict 
indications for upper GI endoscopy are being 
followed or not. 
 

Methods 
A prospective interventional study was done on 1890 
case that were included in this study; the endoscopy 
was carried out in both Alkindy teaching hospital and 
Abd Almajeed private hospital during the period from 
Feb. 1999 to Feb. 2009, the procedure was performed 
by the surgeons involved in the study and a 
histopathologist who studied the biopsies taken during 
endoscopy. Patients were referred from outpatient 
department, emergency departments and inpatient 
wards. The instrument used was Olympus G/F P10 
model connected to CLE 10 light source, with a 
videoscope used since 2004. Biodata of all patients 
were recorded, full history about associated illnesses, 
previous endoscopy, bleeding tendencies and drug 
allergies were taken, and the indications for which 
they underwent endoscopy were recorded. 
All patients were fasting overnight, they received 
local lidocaine spray for pharyngeal anesthesia; some 
were given 10 mg. intravenous diazepam sedation to 
control anxiety. The procedure was performed by both 
the blind method and direct vision method; the 
endoscope was passed into the esophagus, stomach 
and duodenum. The average time for the procedure 
was 15 minutes unless biopsies were indicated which 
added another 5 minutes to the procedure, the 
endoscopic diagnoses were recorded, and all data 
analyzed. 
Results 
Out of 1890 cases 1114 were males and 776 were 
females with a ratio of 3/2. Age ranged from 10 to 90 
years, the most common age group ranged from 21 to 
50years with mean age of 32 years. Table one shows 
the age group distribution. 

 
TABLE 1: AGE GROUPS DISTRIBUTION. 

AGE GROUP O. OF CASES % OF TOTAL 

10-20 144 7.6% 

21-30 440 23.28% 

31 -40 442 23,38% 

41-50 420 22.2% 

51-60 264 13.9% 

61-70 136 7.2% 

71-80 22 1.16% 

81-90 22 1,16% 

 1890 100% 

 
The indications for upper GI endoscopy in referred 
patients showed that upper abdominal pain was the 
most common indication and represented 30% of the  

 
cases, upper GI bleeding 27.94%, duodenal ulcer 
fallow up 25.5%, dyspepsia 7.3%, vomiting 4% as 
shown in table 2. 
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TABLE 2: INDICATIONS FOR UPPER GI ENDOSCOPY. 
INDICATION NO. OF CASES   % OF TOTAL 

UPPER ABDOMINAL PAIN 568 30% 

UPPER GI BLEEDING 528 27.94% 

DUODENAL ULCER 482 25.5% 
DYSPEPSIA 183 7.3% 

VOMITTING 76 4% 

HYPER ACIDITY 42 2.2% 

DYSPHAGIA 18 0.95% 

ABD. MASS 14 0.74%  

GASTRIC ULCER 6 0.31% 

ASCITIES 6 0.31% 

WEIGHT LOSS 6 0.31% 

HICOUGH 4 0.2% 

ANAEMIA 4 0.2% 

 1890 100% 

 
Regarding the endoscopic diagnoses. Chronic 
duodenal ulcer was the most common endoscopic 
diagnosis in our study as it was found in 760 patients 
(40.21%), normal endoscopic findings were found in 

654 patients (34.6%), gastritis and duodenitis in 280 
patients (15.2%) , reflux esophagitis in 46patients 
(2.43%), while gastric cancer was found only in 36 
patients (1.9%) as shown in table 3  

 
TABLE 3: Endoscopic Diagnoses 

 
ENDOSCOPIC DIAGNOSIS NO. OF CASES % OF TOTAL 

CHRONIC D.U. 760 40.21% 

NORMAL 654 34.6% 

GASTRITIS AND DUODENITIS 286 15.2% 

REFLUX ESOPHSGITIS 46 2.43% 

GASTRIC ULCER 42 2.22% 

GASTRIC CANCER 36 1.9% 

PYLORIC STENOSIS 22 1.16% 

HIATUS HERNIA 18 0.93% 

STOMAL ULCER 12 0.63% 

ESOPHAGEAL VARICES 10 0.52% 

MELLERY WEISS SYND. 4 0.2% 

 1890 100% 

 
The endoscopic diagnoses of 568 patients with upper abdominal pain was as follows, normal endoscopic findings in 
258 patients (45.42%), duodenal ulcer was found in 178 patients (31.33%), gastritis and duodenitis in 96 patients 
(16.9%) as shown in table 4. 
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Table 4:  ENDOSCOPIC DIAGNOSES OF 568 PATIENTS WITH UPPER ABDOMINAL PAIN. 



ENDOSCOPIC DIAGNOSES NO.OF PATIENTS % OF TOTAL 

NORMAL 258 45.42% 

DUODENAL ULCER 178 31.33% 

GASTRITIS AND DUODENITIS 96 16.9% 

REFLUX ESOPHAGITIS 12 2.1% 

CA, STOMACH 12 2.1% 

GASTRIC ULCER 10 1.76% 

HIATUS HERNEA 2 0.35% 
 

Regarding upper GI bleeding 528 patients were 
examined and  acute gastric erosions was found in 246 
patients (46.65%), duodenal ulcer in 208 

patients(39.45%), carcinoma of the stomach in 26 
patients (4.9%) as shown in table 5. 

 

TABLE 5 : Endoscopic diagnoses for patients with upper GI bleeding. 
ENDOSCOPIC DIAGNOSES NO. OF CASES % OF TOTAL 

GASTRIC ERROSIONS 246 46.65% 

DUODENAL ULCER 208 39.45% 

CA STOMACH 26 4.9% 

STOMAL ULCER 12 2.27% 

GASTRIC ULCER 12 2.27% 

ESOPHAGEAL VARIECES 10 1.9% 

REFLUX ESOPHAGITIS 10 1.9% 

MELLERY WIESS SYND. 4 O.75% 

 528 100% 
 

Cases with normal Endoscopic findings are shown in table 6 showing the indication for EGD and their number and 
percentage. 
 

Table 6: Case indications for endoscopy with normal endoscopic findings. 
INDICATION No. of cases Percent of total 

UPPER ABDOMINAL PAIN 258 39.44% 

D.U. FOLLOW UP 230 35.16% 

DYSPEPSIA 98 15% 

VOMITTING 50 7.64% 

ABDOMINAL MASS 9 1.37% 

DYSPHAGIA 2 0.3% 

ASCITIS 3 O.5% 

ANAEMIA 2 0.3% 

WEIGHT LOSS 2 0.3% 

TOTAL 654 100% 

 
Discussion: 
A mean age of 32 years was found in our study which 
is lower than 47.7 and 37.8 years in two different 
studies in Africa (14-15). Age is an important 
criterion while screening for cancer. Among western 
population; the incidence of gastric cancer is very low 
for patients below the age of 45 years (16). Which 

correlates with our study, as none of our Patients, with 
cancer were below the age of 45. The commonest 
indication for upper GI endoscopy in this study was 
peptic ulcer disease whether referred as upper 
abdominal pain, bleeding or for fallow up of duodenal 
ulcer as it contributes to 45.6% of the total, compared 
to 59.1%in Africa(17). Gastric cancer was found only
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in 1.9% indicating a low incidence of malignancy in 
our study, compared to 2.76% in India (16). 
Upper GI bleeding is a common medical condition 
that results in high morbidity, mortality and medical 
care cost; endoscopy is highly sensitive and specific 
for locating and identifying bleeding lesions in upper 
GI tract (18).Twenty eight percent of our patients had 
upper GI bleeding and the diagnoses was accurate in 
all cases, which is similar to the results of Saudi 
Arabia (18). Normal endoscopic findings were seen in 
34.6% of cases which seems to be high reflecting the 
over use of upper GI endoscopy with the absence of 
strict guidelines, though it is less than Multan study 
which gives a number of negative endoscopies as high 
as 56% (19). Clinical diagnoses is unreliable in 
diagnosing the under lying cause of upper GI 
symptoms (20), so the role of an empirical therapy 
before performing endoscopy has been highlighted by 
earlier workers (21), in order to reduce the number of 
negative endoscopies, although we don’t agree with 
that hypothesis as putting strict indications might 
decrease the number of negative endoscopies. 
Conclusion: 
Peptic ulcer disease is the most common indication 
for upper GI endoscopy in our study; the high rate of 
negative endoscopy with high incidence of GI 
diseases in our patients necessitates the presence of 
strict indications for upper GI endoscopy to increase 
the diagnostic efficacy of endoscopy and decrease the 
number of negative endoscopies.  
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