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Abstract 

Abdominal pain is a frequent presentation to general 

practice. Evaluation of patient with upper abdominal pain 

requires a thorough understanding of the anatomy and 

physiology of upper gastrointestinal system and adjacent 

organ systems, and an understanding of diseases that may 

present with upper abdominal pain. A systematic 

approach to the evaluation of abdominal pain is essential 

for the appropriate care of patients. Upper 

gastrointestinal tract disorders are one of the most 

common disorders encountered in surgical OPD causing 

Upper GI Pain. The common symptoms being dysphagia, 

dyspepsia, pain abdomen, retrosternal burning sensation, 

vomiting, hematemesis etc
1
.Dyspepsia usually is an 

earlier manifestation of several gastrointestinal disorders 

such as peptic ulcer, gastric and esophageal carcinomas, 

GERD, H. pylori
2
. Endoscopy can help diagnosing the 

cause of dyspepsia. Acute upper gastrointestinal bleed 

causes include peptic ulcers, Mallory Weiss syndrome, 

upper gastrointestinal malignancies
3,4

. Endoscopy has got 

a very big role in diagnosing the condition and the cause 

for bleed. Endoscopy guided biopsies have been used as 

a diagnostic tool for obtaining tissue diagnosis in 

suspected malignancies
5
.
 
 

Patients with peptic ulcers (gastric and duodenal ulcer) 

present with complaints of pain abdomen, dyspepsia, 

retrosternal burning sensation
6
. Since peptic ulcer 

perforations are more prevalent in Kolar, early 

intervention by endoscopy can prevent further 

complications of peptic ulcer. The modes of presentation 

of these above disorders have been changing over the 

period of time because of the influence of various factors 

such as life-style modifications, food habits, easy 

availability of over-the-counter drugs. Hence, early 

detection by endoscopy prevents the further progress of 

diseases
7
. 

Keywords:    Upper abdominal pain, Clinical diagnosis, 

Endoscopy. 

Introduction 

Abdominal pain is a frequent presentation to general 

practice. Evaluation of the patient with upper abdominal 

pain requires a thorough understanding of the anatomy 

and physiology of upper gastrointestinal system and 

adjacent organ systems, and an understanding of diseases 

that may present with upper abdominal pain. A 

systematic approach to the evaluation of abdominal pain 

is essential for the appropriate care of patients. Upper 

gastrointestinal tract disorders are one of the most 
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common disorders encountered in surgical OPD causing 

Upper GI Pain. The common symptoms being dysphagia, 

dyspepsia, pain abdomen, retrosternal burning sensation, 

vomiting, hematemesis etc
1
. Dyspepsia usually is an 

earlier manifestation of several gastrointestinal disorders 

such as peptic ulcer, gastric and esophageal carcinomas, 

GERD, H. pylori
2
. Endoscopy can help diagnosing the 

cause of dyspepsia. Acute upper gastrointestinal bleed 

causes include peptic ulcers, Mallory Weiss syndrome, 

upper gastrointestinal malignancies
3,4

. Endoscopy has got 

a very big role in diagnosing the condition and the cause 

for bleed. Endoscopy guided biopsies have been used as 

a diagnostic tool for obtaining tissue diagnosis in 

suspected malignancies
5
 Since peptic ulcer perforations 

are more prevalent in Kolar, early intervention by 

endoscopy can prevent further complications of peptic 

ulcer. The modes of presentation of these above disorders 

have been changing over the period of time because of 

the influence of various factors such as life-style 

modifications, food habits, easy availability of over-the-

counter drugs. Hence, early detection by endoscopy 

prevents the further progress of diseases
7
. The present 

study is intended in Correlation of Clinical Diagnosis 

with Upper GI Endoscopic findings, which will help in 

early detection and diagnosis of various upper 

gastrointestinal disorders before complications set in.  

Aim and Objectives 

Aim: To study the Correlation of endoscopic findings 

with clinical diagnosis in patients with upper abdominal 

pain 

Objectives 

 To determine the proportion of the various symptoms 

and signs of patients with Upper Gastro Intestinal 

pain. 

 To determine the proportion of the Esophago-gastro-

duodenoscopic findings of patients with Upper 

Gastrointestinal pain 

 To correlate the clinical diagnosis with the 

endoscopic findings and to arrive at a definitive 

diagnosis. 

Material and Methods 

Source of Data: This study was conducted in the 

Department of General Surgery, R.L. Jalappa Hospital, 

SDUMC, Kolar. 

Study Population: Patients presenting with upper 

abdominal pain in the surgical outpatient Department of 

General Surgery, R.L. Jalappa Hospital, SDUMC, Kolar. 

Inclusion Criteria: All patients above the age of 18years 

in whom upper GI endoscopy was advised. 

Exclusion Criteria 

 Patients who underwent upper GI Endoscopy within 

previous 6months.  

 Sick and moribund patients  

 Immunocompromised patients   

Duration of study: December 2019 through June 2021 

Study Design:  Cross sectional study  

Sampling Technique: Purposive sampling method. 

Sample size:  Sample size was estimated based on 

Correlation of clinical diagnosis with Upper GI 

Endoscopic findings with a Sensitivity of 94.5% using 

the formula. 

Sample size:  Sample size was estimated based on 

Correlation of clinical diagnosis with Upper GI 

Endoscopic findings with a Sensitivity of 94.5% using 

the formula. 
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Ethical consideration 

1. Approval from Institutional Ethics committee was 

obtained prior to the start of the study  

2. Informed consent was obtained from all the patients 

recruited prior to the start of the study  

3. Standard of Care was provided to all the patients 

during the study period and follow-up 

Method of Data Collection: Data was collected using 

structured questionnaire consisting of Demographic 

profile, Clinical profile, investigations profile. After 

history and thorough clinical examination, all subjects 

were subjected to Upper GI endoscopy.  All standards 

procedures were followed up in conduct of Upper GI 

endoscopy. Complete Blood counts, ECG, HIV and 

HbsAg tests were carried out prior to endoscopy and 

USG abdomen and pelvis was performed when diagnosis 

was inconclusive.  

Statistical analysis
35,36,37

: Data was entered into 

Microsoft excel data sheet and was analyzed using SPSS 

22 version software. Categorical data was represented in 

the form of Frequencies and proportions. Chi-square 

test was used as test of significance for qualitative data. 

Continuous data was represented as mean and standard 

deviation. Graphical representation of data: MS Excel 

and MS Word were used to obtain various types of 

graphs such as bar diagram, Pie diagram. p value 

(Probability that the result is true) of <0.05 was 

considered as statistically significant after taking into 

consideration all the rules of statistical tests. Statistical 

software:  MS Excel, SPSS version 22 (IBM SPSS 

Statistics, Somers NY, USA) was used to analyze data.  

Results  

Table 1: Age distribution  

 Count (n)  % 

Age 

18 to 30 years 38 15.0% 

31 to 45 years 72 28.5% 

46 to 60 years 82 32.4% 

61 to 75 years 55 21.7% 

>75 years 6 2.4% 

Total 253 100.0% 

In the study subjects in the age group 46 to 60 years 

comprised 32.4%, followed by age group of 31 to 45 

years (28.5%).  

 

Figure 1: Age Distribution  

Table 2: Gender distribution  

 Count (n)  % 

Gender 

Female 118 46.6% 

Male 135 53.4% 

Total 253 100.0% 

In the study 46.6% were females and 53.4% were males.  
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Figure 2: Pie diagram showing Gender distribution 

Table 3: Clinical Diagnosis distribution  

 Count 

(n) 

 % 

Clinical 

Diagnosis 

Acute gastritis 117 46.2% 

Acid peptic disease 71 28.1% 

Bleeding gastric 

ulcer 
2 0.8% 

Carcinoma cricoid 1 0.4% 

Carcinoma 

oesophagus 
9 3.6% 

Carcinoma stomach 7 2.8% 

Gastric ulcer 1 0.4% 

GERD 

(Gastroesophageal 

Reflux disease) 

37 14.6% 

GOO (Gastric outlet 

obstruction) 
1 0.4% 

Hiatus hernia 3 1.2% 

Ingestion of 

corrosive agent 
1 0.4% 

Portal hypertension 3 1.2% 

Most common clinical diagnosis was acute gastritis 

(46.2%), APD in 28.1% and others as shown in the above 

table. 

 

 

Table 4: PPI drugs use distribution among patients 

 Count(n)  % 

PPI (Proton pump 

inhibitors) 

No 109 43.1% 

Yes 144 56.9% 

In the study 56.9% of patients were on PPI drugs. 

Table 5: Incidence of diabetes mellitus among patients 

studied 

 Count(n)  % 

Diabetes 
No 180 71.1% 

Yes 73 28.9% 

In the study 28.9% were diabetic.  

 

Figure 3 

Table 6: Incidence of Hypertension among patients 

studied 

 Count(n)  % 

Hypertension 
No 163 64.4% 

Yes 90 35.6% 

In the study 35.6% were Hypertensive.  

 

Figure 4: Pie diagram showing Hypertension distribution 
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Table 7: Patients who underwent Upper GI Endoscopic 

biopsy 

 Count(n)  % 

Biopsy taken 
No 199 78.7% 

Yes 54 21.3% 

In the study 21.3% underwent biopsy on Upper GI 

endoscopy.  

 

Figure 5: Pie diagram showing Biopsy distribution 

Table 8: Endoscopy Findings on UGI endoscopy 

 Count

(n) 

 % 

Endoscop

y Findings 

Acute gastritis 37 14.6% 

Atrophic gastritis 1 0.4% 

Biliary gastritis 20 7.9% 

Carcinoma oesophagus 12 4.8% 

Carcinoma stomach 13 5.2% 

Corrosive oesophageal 

stricture 
1 0.4% 

Cricoid growth 1 0.4% 

Diffuse gastritis 16 6.3% 

Diffuse mucosal growth in 

the body 
1 0.4% 

Duodenal Growth 2 0.8% 

Duodenitis 4 1.6% 

Erosive gastritis 2 0.8% 

Esophageal candidiasis 4 1.6% 

Esophageal motility 

disorder. 
1 0.4% 

Esophageal Varices 3 1.2% 

Fundal gastritis 7 2.8% 

Gastric outlet obstruction 1 0.4% 

Antral Gastritis 25 9.9% 

GERD 15 5.9% 

Hiatus hernia 3 1.2% 

Lax lower oesophageal 

sphincter 
10 4.0% 

Multiple submucosal 

swellings in antrum and 

D2 

1 0.4% 

Multiple ulcers in mid 

oesophagus 
1 0.4% 

Nodular gastritis 1 0.4% 

Nodular mucosa noted in 

the pharynx 
1 0.4% 

Normal study 46 18.2% 

Oesophageal stricture 2 0.8% 

Oesophagitis 5 2.0% 

Portal hypertensive 

gastropathy 
2 0.8% 

Post GJ status 2 0.8% 

Proliferative growth at the 

OG junction 
1 0.4% 

Proliferative growth in the 

lesser curvature. 
1 0.4% 

Pyloric growth with GOO 1 0.4% 

Pyloric stenosis 4 1.6% 

Reflux esophagitis 4 1.6% 

Scarring and oedematous 

mucosa in the OG junction 
1 0.4% 

Ulceroproliferative 

Growth Noted from The 

D2 

1 0.4% 

Total 253 100.0% 
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Most common endoscopy findings was Acute gastritis 

(14.6%) and others as shown in table above.  

 

Figure 6: Bar diagram showing Endoscopy Findings on 

UGI endoscopy 

 

Figure 7: Bar diagram showing Endoscopy Findings on 

UGI 

 

Figure 8: Bar diagram showing Endoscopy Findings on 

UGI endoscopy 

Table 9: Upper GI endoscopy Findings among subjects 

with clinically diagnosed APD  

 Count(n)  % 

Endoscopy 

findings  

Acute gastritis 1 1.4% 

Carcinoma oesophagus 4 5.6% 

Carcinoma stomach 3 4.2% 

Diffuse gastritis 1 1.4% 

Duodenitis 2 2.8% 

Esophageal candidiasis 3 4.2% 

Gastric outlet 

obstruction 
1 1.4% 

Growth in Stomach 1 1.4% 

Lax lower oesophageal 

sphincter 
2 2.8% 

Multiple submucosal 

swellings in antrum and 

D2 

1 1.4% 

Nodular mucosa noted 

in the pharynx 
1 1.4% 

Nodule in D1 part of 

duodenum 
1 1.4% 

Normal study 39 54.9% 

Oesophageal stricture 1 1.4% 

Oesophagitis 2 2.8% 
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Pyloric stenosis 2 2.8% 

ulceroproliferative 

growth along lesser 

curvature 

3 4.2% 

ulceroproliferative 

growth at body of 

stomach. 

1 1.4% 

Ulceroproliferative 

growth in the antrum. 
1 1.4% 

Ulceroproliferative 

growth noted from the 

D2 

1 1.4% 

Total 71 100.0% 

a. Clinical Diagnosis = APD 

Among the subjects with clinically diagnosed APD, 

Normal study was found in 54.9% (n=39), 5.6% (n=4) 

had Carcinoma oesophagus, 4.2% (n=3) had Carcinoma 

stomach.  

 

Figure 9 

Table 10: Upper GI endoscopy Findings among subjects 

with clinically diagnosed Carcinoma oesophagus  

  Count(n)  % 

Endoscopy 

Findings 

Carcinoma 

oesophagus 
1 11.1% 

GERD 1 11.1% 

Oesophageal Growth 4 44.4% 

Proliferative growth 

noted in the mid 

oesophagus. 

1 11.1% 

Scarring and 

oedematous mucosa 

at the GE junction 

1 11.1% 

ulceroproliferative 

growth in the mid 

oesophagus 

1 11.1% 

Total 9 100.0% 

Among the subjects with Clinically diagnosed Carcinoma 

oesophagus, endoscopy showed Oesophageal Growth in 

44.4%(n=4), 11.1%(n=1) showed Carcinoma 

oesophagus, GERD, Proliferative growth in the mid 

oesophagus, Scarring and oedematous mucosa at the GE 

junction and ulcer proliferative growth in the mid 

oesophagus each.  

 

Figure 10: Bar diagram showing Upper GI endoscopy 

Findings among subjects with clinically diagnosed 

Carcinoma oesophagus. 

Table 11: Upper GI endoscopy Findings among subjects 

with clinically diagnosed Carcinoma stomach  

 Count(n)  % 

Upper GI 

Endoscopy 

Findings 

Carcinoma stomach 2 28.6% 

Diffuse mucosal 

growth in the body 
1 14.3% 
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Gastritis 1 14.3% 

Proliferative growth 

in the lesser 

curvature. 

1 14.3% 

Pyloric growth with 

GOO 
1 14.3% 

Ulceroproliferative 

growth in the pylorus 
1 14.3% 

Total 7 100.0% 

 

 

Figure 11: Bar diagram showing Upper GI endoscopy 

Findings among subjects with clinically diagnosed 

Carcinoma stomach 

Table 12: Upper GI endoscopy Findings among subjects 

with clinically diagnosed GERD 

 Count(n)  % 

Endoscopy 

Findings  

Acute gastritis 2 5.4% 

Carcinoma 

oesophagus 
1 2.7% 

Esophageal motility 

disorder. 
1 2.7% 

Fundal gastritis 1 2.7% 

Gastritis 2 5.4% 

GERD 14 37.8% 

Lax lower 

oesophageal sphincter 
5 13.5% 

Normal study 2 5.4% 

Proliferative growth at 

the OG junction 
1 2.7% 

Pyloric stenosis 1 2.7% 

Reflux esophagitis 4 10.8% 

Total 37 100.0% 

 

 

Figure 13: Bar diagram showing Upper GI endoscopy 

Findings among subjects with clinically diagnosed Acute 

Gastritis 

Table 13: Sites of Gastritis among subjects with gastritis 

on Endoscopy  

 Count Column N  

Endoscopy 

Findings 

Acute Gastritis 

(diffuse) 
2 1.8% 

Antral Gastritis 35 32.1% 

Atrophic Gastritis 

(diffuse) 
1 0.9% 

Biliary Gastritis 

(distal) 
19 17.4% 

Diffuse Gastritis 16 14.7% 

Erosive Gastritis 

(diffuse) 
2 1.8% 

Fundal Gastritis 6 5.5% 

Gastritis 10 9.2% 

Nodular Gastritis 1 0.9% 

Severe Biliary 

Gastritis 
1 0.9% 
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Severe Diffuse 

Gastritis 
1 0.9% 

Severe Erosive 

Gastritis 
1 0.9% 

Severe Fundal 

Gastritis 
1 0.9% 

Severe Gastritis 12 11.0% 

Severe Haemorrhagic 

Gastritis (diffuse) 
1 0.9% 

Among the subjects with Gastritis, most common 

location on endoscopy was Antrum 32.1 %( n=35).  

 

Figure 14: Bar diagram showing sites of Gastritis among 

subjects with gastritis on Endoscopy 

Table 14: Site of Growth in Carcinoma of Stomach  

 Count Column N 

Endoscopy 

Findings 

Carcinoma Stomach 

Post Chemo Status 
2 28.6% 

Diffuse Mucosal 

Growth in The Body 
1 14.3% 

Proliferative Growth 

in The Lesser 

Curvature. 

1 14.3% 

Pyloric Growth With 

GOO 
1 14.3% 

Severe Haemorrhagic 

Gastric growth 
1 14.3% 

Ulceroproliferative 

Growth in The 

Pylorus with no 

Gastric outlet 

obstruction 

1 14.3% 

a. Clinical Diagnosis = Carcinoma stomach 

In the study among subjects with Carcinoma stomach, 

most common endoscopy findings were Carcinoma 

Stomach Post Chemo Status (28.6%).  

 

Figure 15: Bar diagram showing Growth in Stomach 

Carcinoma 

Table 15: Association between Age and Gastritis  

 Gastritis based on UGI 

Yes No 

Count  % Count  % 

Age 

18 to 30 years 22 57.9% 16 42.1% 

31 to 45 years 31 43.1% 41 56.9% 

46 to 60 years 36 43.9% 46 56.1% 

61 to 75 years 18 32.7% 37 67.3% 

>75 years 2 33.3% 4 66.7% 

χ 2 =6.06, df =4, p = 0.195  

In the study among subjects in the age group 18 to 30 

years, 57.9% had Gastritis, among subjects in the age 

group 31 to 45 years, 43.1% had Gastritis, among 

subjects in the age group 46 to 60 years, 32.7% had 

Gastritis, among subjects in the age group 61 to 75 years, 

32.7% had gastritis and among subjects in the age group 
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>75 years, 33.3% had gastritis. There was no significant 

difference in gastritis with respect to age.  

 

Figure 16 

Table 16: Association between Age and Gastritis  

 Gastritis based on UGI 

Yes No 

Count  % Count  % 

Age 

18 to 30 

years 
22 57.9% 16 42.1% 

31 to 45 

years 
31 43.1% 41 56.9% 

46 to 60 

years 
36 43.9% 46 56.1% 

61 to 75 

years 
18 32.7% 37 67.3% 

>75 years 2 33.3% 4 66.7% 

χ 2 =6.06, df =4, p = 0.195  

In the study among subjects in the age group 18 to 30 

years, 57.9% had Gastritis, among subjects in the age 

group 31 to 45 years, 43.1% had Gastritis, among 

subjects in the age group 46 to 60 years, 32.7% had 

Gastritis, among subjects in the age group 61 to 75 years, 

32.7% had gastritis and among subjects in the age group 

>75 years, 33.3% had gastritis. There was no significant 

difference in gastritis with respect to age.  

 

Figure 17: Bar diagram showing Association between 

Age and Gastritis 

Table 17: Association between Gender and Gastritis  

 Gastritis based on UGI 

Yes No 

Count  % Count  % 

Gender 
Female 51 43.2% 67 56.8% 

Male 58 43.0% 77 57.0% 

χ 2 =0.002, df =1, p = 0.967  

In the study among females, 43.2% had Gastritis and 

among males, 43% had gastritis. There was no significant 

difference in Gastritis with respect to Gender.  

 

Figure 18: Bar diagram showing Association between 

Gender and Gastritis 

Table 18: Association between PPI Drug and Gastritis  

 Gastritis based on UGI 

Yes No 

Count  % Count  % 

PPI 

Drug  

No 49 45.0% 60 55.0% 

Yes 60 41.7% 84 58.3% 
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χ 2 =0.273, df =1, p = 0.601  

In the study among subjects who were on PPI, 41.7% had 

gastritis and among subjects who were not on PPI, 45% 

had gastritis. There was no significant difference in 

Gastritis with respect to PPI.  

 

Figure 19 

Table 19: Association between Comorbidities and 

Gastritis  

 Gastritis based on UGI P 

value  Yes No 

Count 

(n) 

 % Count 

(n) 

 % 

Diabetes 
No 77 42.8% 103 57.2% 0.878 

Yes 32 43.8% 41 56.2% 

Hypertension 
No 73 44.8% 90 55.2% 0.462 

Yes 36 40.0% 54 60.0% 

In the study among subjects with DM, 43.8% had 

Gastritis and among subjects without DM, 42.8% had 

Gastritis. There was no significant association between 

Diabetes and Gastritis. In the study among subjects with 

HTN, 40.0% had Gastritis and among subjects without 

HTN, 44.8% had Gastritis. There was no significant 

association between HTN and Gastritis.  

 

Figure 20: Bar diagram showing Association between 

Comorbidities and Gastritis 

Discussion 

A Cross sectional study was carried out among 253 

Patients presenting with Upper abdominal pain and 

undergoing upper GI endoscopy at Department of 

General Surgery, R.L. Jalappa Hospital, SDUMC, Kolar 

for a period of one and half years [December 2019-June 

2021].  

General Profile: Majority of subjects were in the age 

group 46 to 60 years (32.4%). 28.9% had diabetes. 53.4% 

were males, 46.6% were females. 56.9% were on PPI. 

35.6% had HTN.  

Clinical Diagnosis: Most common clinical diagnosis was 

Acute gastritis (46.2%), APD in 28.1%, GERD (14.6%), 

Carcinoma oesophagus (3.6%) and others.  

Endoscopy Findings: Most common endoscopy findings 

were Acute gastritis (14.6%)., 9.9% had Gastritis, 

Diffuse gastritis (6.3%). 21.3% underwent Biopsy.  

Comparison of Clinical diagnosis and Upper GI 

endoscopy findings 

 Among subjects with clinically diagnosed APD most 

common endoscopy was Normal(54.9%).  

 Among subjects with Clinically diagnosed 

Carcinoma oesophagus, on endoscopy showed 

Oesophageal Growth (44.4%).  
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 Among subjects with Clinically diagnosed 

Carcinoma stomach, most common Endoscopy 

finding was Carcinoma stomach (28.6%).  

 Among subjects with clinically diagnosed GERD, 

most common Endoscopy Findings was GERD 

(37.8%).  

 Among subjects with clinically Acute Gastritis, most 

common endoscopy findings were Acute gastritis 

(29.1%).  

 Among subjects with Gastritis, most common 

location on endoscopy was Antral Gastritis (32.1%). 

Factors associated with Gastritis: In the study among 

subjects in the age group 18 to 30 years, 57.9% had 

Gastritis, among subjects in the age group 31 to 45 years, 

43.1% had Gastritis, among subjects in the age group 46 

to 60 years, 32.7% had Gastritis, among subjects in the 

age group 61 to 75 years, 32.7% had gastritis and among 

subjects in the age group >75 years, 33.3% had gastritis. 

In the study among females, 43.2% had Gastritis and 

among males, 43% had gastritis. In the study among 

subjects who were on PPI, 41.7% had gastritis and 

among subjects who were not on PPI, 45% had gastritis. 

In the study among subjects with DM, 43.8% had 

Gastritis and among subjects without DM, 42.8% had 

Gastritis. In the study among subjects with HTN, 40.0% 

had Gastritis and among subjects without HTN, 44.8% 

had Gastritis. There was no significant difference in 

gastritis with respect to age, gender, PPI and Diabetes, 

HTN & Gastritis.  

Age Distribution: Majority of patients were in age group 

of 25 – 55 years. Mean age in present study subjects 

being 46.45 years. In studies conducted by several 

authors, mean age was as follows. 

 

 

 

Table 20: Age distribution comparison 

Sn. Name of the study Mean age (in years) 

1 Thomson.A.B.R et al.,
38

 45.9 

2 Ziauddin
38

 42.2± 15.7 

3 Choomsri.p et al.,
40

 41 

4 Present study 46.45 

Above studies also had similar observations in term of 

mean age in patients with Upper abdominal pain. 

Gender distribution: In present study 53.4% found to be 

male patients, 46.6% found to be female patients. Male to 

female ratio in studies conducted by Khan.N et al.,
41

, 

Ziauddin
38

, Mustapha.SK et al.,
42

 was 2.3:1, 1.6:1, 

1.1:1 respectively. Majority of patients being male with 

ratio of 2.7:1 in these studies as well. 

Most common Upper GI endoscopic findings in 

various studies: In present study most common 

endoscopic finding being Gastritis 108/253 which is 

42.7% of the study population, and clinically was Acute 

gastritis (46.2%) followed by GERD 5.9%, Lax lower 

oesophageal sphincter 4%. Most common malignancy 

being Carcinoma of esophagus (2.6%).  

Table 21: Endoscopic findings comparison in various 

studies: 

Sn. Name of study Gastritis 

1 Sarwar et al.,
43

 13% 

2 Ziauddin
38

 18% 

3 Present study 42.7% 

In our study incidence of gastritis was more. It may have 

been because of increase in the intake of alcohol, 

NSAID, consumption of tobacco compared to other 

studies. 

Incidence of gastric malignancy: In this study there 

were five patients with carcinoma of stomach accounting 
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for 2% (n=5), Six with carcinoma of esophagus 

accounting for 2.4% (n=6) and esophageal growth 1.6% 

(n=4).  Incidences of gastric malignancies observed by 

various authors are as follows: 

Table 22: comparison of incidence of gastric 

malignancies. 

Sn. Name of study Percentage of gastric 

malignancy 

1 Choomsri p et al
33

 1% 

2 Khan N et al
35

 3% 

3 Ziauddin
32

 4% 

4 Present study 2% 

GI endoscopic findings compared with Nowshad khan et 

al., study
44

:  

Table 23: Endoscopic findings comparison 

Sn. Findings in 

Endoscopy 

Nowshad Khan et 

al.,
44

 

Present study 

1 Normal 26% 18.2% 

2 Esophagitis 6 (12%) 2% 

3 Gastritis 4 (8%) 42.7% 

4 GERD  2 (4%) 5.9% 

5 Gastric ulcer 5 (10%) - 

6 Duodenal ulcer 4(8%) - 

7 Duodenitis 2(4%) 1.6% 

In present study, more than one finding was seen in 15 

cases. Most common finding among them being gastritis 

for 42.7% of the study population, next being GERD 

(5.9%), grade 1 esophagitis 2%, Duodenitis 1.6%. Most 

common malignancy was Carcinoma of esophagus.. 

Abnormal findings being esophagitis in 6(12%) subjects, 

gastric ulcer in 5 (10%) subjects, duodenal ulcer in 4 

(8%) subjects, gastritis in 4 (8%) subjects, and duodenitis 

in 2 (4%) subjects, combination of lesions found in 1 

(2%) subject, carcinoma of stomach was present in 1(2%) 

subject. Incidence of normal endoscopy was in 

consistence with Nowshad khan study. 

Endoscopic findings of UGI system compared with 

Mohd Mubarik et al study: 

A similar study conducted in SKIMS Medical college 

Hospital, Bemina, Srinagar by Mohd Mubarik et al.
42

,  

was to evaluate patients having dyspepsia by Endoscopy 

showed following results 

Table 24: Endoscopic findings comparison 

Sn. Findings in 

Endoscopy 

Md. 

Mubarik
42

 

Present 

study 

1 Gastritis 26(28.26%) 42.7% 

2 Esophagitis 2(2.17%) 2% 

3 Duodenitis 6(6.52%) 1.6% 

4 Duodenal ulcer 34(36.95%) - 

5 Gastric ulcer 6(6.25%) - 

6 Ca esophagus 2(2.17%) 2.4% 

7 Ca stomach - 2.0% 

Similar Observations were also made in the studies by 

Adeniyi OF et al.
45

, Dr. P. V. Buddha et al.
46

, and Patel 

KS et al.
47

, wherein the most common Upper GI 

endoscopic findings was Acute Gastritis. Hence from the 

studies in literature it is clearly evident that UGI 

endoscopy findings will help in differentiating lesions 

and help in evaluating Upper Abdominal pain. 

Conclusions 

Upper Abdominal pain is common symptom of upper 

gastro-intestinal system. UGI endoscopy is helpful 

diagnostic tool to identify specific condition in patients 

having Upper Abdominal pain. Upper Abdominal pain 

was more common in male subjects as compared to 

female. More common in age group of 25-50 yrs. 
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Endoscopic findings with pathology were seen in most 

patients with Upper Abdominal pain, and common 

abnormal endoscopic pathologies included Gastritis, 

esophagitis & Duodenitis. Upper Abdominal pain & 

dyspepsia with red flag symptoms increases possibility of 

malignancy. Whereas in Abdominal pain and dyspepsia 

without red flag symptoms there seem to be reduced risk 

at malignancy. UGI endoscopy hence is useful diagnostic 

modality in identification and evaluation of causes of 

Upper Abdominal pain. 

References  

1. Barnes R, Gear M, Nicol A, Dew A. Study of 

dyspepsia in a general practice as assessed by 

endoscopy and radiology. British medical journal 

1974;4:214. 

2. Colin-Jones D. Management of dyspepsia: report 

of a working party. Lancet1988:576-9 

3. Barak N, Ehrenpresised, Harrison jr, Sitrinmd. 

Gastro oesophageal reflux disease in obesity: 

pathophysiological and therapeutic 

considerations. obes rev 2002;3:9-15. 

4. Dan Y.Y., So J.B., Yeoh K.G. Endoscopic 

screening for gastric carcinoma. Clingastroentero 

Hepatol. 2006;4:709-716 

5. Van Leerdam M. Epidemiology of acute upper 

gastrointestinal bleeding. Best practice and 

research clinical gastroenterology 2008;22:209-

24. 

6. Burn R, Kuo B. Functional dyspepsia. 

therapeutic advances in gastroenterology 

2010;3:145-64. 

7. Katz PO, Gerson LB,Vela MF. Guidelines for 

the diagnosis and management of 

gastroesophageal reflux disease. The American 

journal of gastroenterology 2013;108:308. 

8. Mitsuo, Sotaro. Fibergastroscopic Examination. 

1st ed. In: Fiberscopy of diseases, Tsuneoka, 

Kenji, eds. Tokyo, IgakuShoin Ltd;1973: pp 

9. Talley NJ, Vakil N. "Guidelines for the 

management of dyspepsia". Am J Gastroenterol. 

2005;100 (10):2324-37. 

10. National Institute for Health and Clinical 

Excellence. Dyspepsia. 2004,August. 

11. Talley NJ, Stanghellini V, Heading RC, Koch 

KL, Malagelada JR, Tytgat GN. "Functional 

gastroduodenal disorders". Gut. 1999; 45 (2): 

1137–42. 

12. Niedergethmann M and Post S (200G) 

Differential diagnose des oberbauchschmerzes. 

Deutsches Aerzteblatt 103(13): 8G2–870. 

13. Lanas A and Chan FKL (2017) Peptic ulcer 

disease. Lancet 390(10094): G13–G24. 

DOI:10.101G/S0140-G73G(1G)32404-7. 

14. Schwab DP, Blackhurst DW and Sticca RP 

(2001) Operative acute small bowel obstruction: 

Admitting service impacts outcome. The 

American Surgeon G7(11): 1034– 1038. 

15. Yeo HL and Lee SW (2013) Colorectal 

emergencies: Review and controversies in the 

management of large bowel obstruction. Journal 

of Gastrointestinal Surgery 17(11): 2007–2012. 

DOI: 10.1007/s11G05-013-2343-x. 

16. Cantlay A, Glyn T and Barton N (201G) 

Polypharmacy in the elderly. InnovAiT 9(2): 

G9–77. DOI: 10.1177/1755738015G14038. 

17. Peterson MC, Holbrook JH, van Hales D, et al. 

(1992) Contributions to the history, physical 

examination, and laboratory investigation in 

making medical diagnoses. The Western Journal 

of Medicine 15G(2): 1G3–1G5 



 Dr Avinash M.S.N.V, et al. International Journal of Medical Sciences and Innovative Research (IJMSIR) 

 
© 2024 IJMSIR, All Rights Reserved 

 
                                

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
 

P
ag

e1
1

4
  

18. Macaluso CR and McNamara RM (2012) 

Evaluation and management of acute abdominal 

pain in the emergency department. International 

Journal of General Medicine 5: 789–797. DOI: 

10.2147/IJGM.S2593G 

19. Knowles CH and Aziz Q (2009) Basic and 

clinical aspects of gastro- intestinal pain. Pain 

141(3): 191–209. DOI: 10.101G/ 

j.pain.2008.12.011. 

20. Cartwright S and Knudson MP (2008) 

Evaluation of acute abdominal pain in adults. 

American Family Physician 77(7): 971–978. 

21. Babakhanlou R. (2018) Lower gastrointestinal 

bleeding. InnovAiT 11(3): 138–142. DOI: 

10.1177/175573801774G700. 

22. Tarafdar AS and Gannon MX (2017) Abdominal 

aortic aneurysm. InnovAiT 10(5): 290– 29G. 

DOI: 10.1177/1755738017G93G54. 

23. Talley NJ, Weaver AL, Tesmer DL, Zinsmeister 

AR (1993). "Lack of discriminant value of 

dyspepsia subgroups in patients referred for 

upper endoscopy". Gastroenterol. 105 (5): 1378–

86. 

24. Dyspepsia: Managing dyspepsia in adults in 

primary care, evidence based clinical practical 

guideline, 2004; North of England dyspepsia 

guideline development group, center for health 

services, Research report no. 112, University of 

New Castle, ISDN 0- 9540161-7-3. 

25. American Gastroenterology Association 

Technical Review on the Evaluation of 

Dyspepsia. Gastroenterol. 2005;129:1756-80. 

26. Ogorex CP. Gastroesophageal reflux disease. In: 

Bockus gastroenterology. Haubrich WS, Fenton, 

edts. 5th Edn. 1991;1:445-462. 

27. Fornari F, Sifrim D. diagnostic options for 

patients with refractory GERD. 

CurrGastroenterol Rep 2008 jun ;10(3):283-8. 

28. Schillers KFR. A Colour atlas of gastrointestinal 

endoscopy. Chapman and hall, London;1986:7-

64. 

29. 20.Cotton PB, Williams CB. Diagnostic upper 

endoscopy. Chapter4. In: Practical 

gastrointestinal endoscopy. 3rd edn. Black well 

scientific publications, oxford, London. p. 23-55 

30. Pearl RK. gastrointestinal endoscopy for 

surgeons, little Brown and Company, 

Boston;1984:1-30 

31. Talley NJ. Collins-Jones, Koch et al. Functional 

dyspepsia: Classification with guidelines for 

management. Gastroentint 1991; 4:145. 

32. McQuaid. Dyspepsia. In text book of 

sleisenger&Fordtran`s Gastrointestinal and Liver 

Disease. Feldman, Scharschmidt, Sleisenger M H 

(eds). W.B. Saunders company, Pennsylvania, 

U.S.A,1998;Vol I 

33. Hetzel DJ. Healing and relapse of severe peptic 

oesophagitis after treatment with omeprazole. 

JGastroenterol1998;95:903-12. 

34. Lanza F. Effects of alendronate on gastric 

duodenal mucosa. Am J Gastroenterol 

1997;93:753-57. 

35. Dakhale GN, Hiware SK, Shinde AT, Mahatme 

MS. Basic biostatistics for post-graduate 

students. Indian J Pharmacol. 2012;44(4):435-

442. 

36. Sunder Rao P S S., Richard J: An Introduction to 

Biostatistics, A manual for students in health 

sciences, New Delhi: Prentice Hall of India. 4th 

edition. 2006; 86-160. 



 Dr Avinash M.S.N.V, et al. International Journal of Medical Sciences and Innovative Research (IJMSIR) 

 
© 2024 IJMSIR, All Rights Reserved 

 
                                

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
 

P
ag

e1
1

5
  

37. Elenbaas, RM, Elenbaas, JK, Cuddy, PG. 

Evaluating the medical literature, part II: 

Statistical analysis. Ann Emerg Med. 1983; 

12:610–620 

38. Thomoson A B R et al. the prevalence of 

clinically significant endoscopic findings in 

primary care patients with uninvestigated 

dyspepsia: The Canadian Adult dyspepsia 

empiric treatment – promt endoscopy (CADET-

PE) study. Aliment pharmacolTher. 2003; 17: 

1481-91. 

39. Ziauddin, Endoscopic findings in dyspepsia a 

prospective study of 200 cases J post grad Med 

Inst. 2003; 17 (2):235-9. 

40. Choomsri P et al. Upper gastrointestinal 

endoscopic findings in patient presenting with 

dyspepsia. Thai J surg. 2010;31: 7-12. 

41. Khan N et al. Upper gastrointestinal endoscopic 

assessment of patients presenting with dyspepsia. 

JPMI. 2007:21(3):212-6. 

42. MohdMubarik et al. diagnostic yield of upper GI 

endoscopy and ultrasonography in patients of 

dyspepsia. J K Practitioner 2012:17(4):15-19. 

43. Sarwar M et al. Endoscopic assessment of 

dyspepsia. Pak, Armed Forces Med 

J.2004;54:48-50. 

44. Khan N, Shabbir G, Zarif M, Khattak MI. Upper 

Gastrointestinal Endoscopic Assessment of 

Patients Presenting with Dyspepsia. J Postgrad 

Med Inst. 2011:21(3). 

45. Adeniyi OF, Odeghe EA, Lawal MA, Olowu 

AO, Ademuyiwa A. Recurrent abdominal pain 

and upper gastrointestinal endoscopy findings in 

children and adolescents presenting at the Lagos 

University Teaching Hospital. PLoS One. 

2019;14(5):0216394. Published 2019 May 23. 

doi:10.1371/journal.pone.021639 

46. Dr. P. V. Buddha.et.al. “Role of Upper GI 

Endoscopy in Early Detection of Malignancy in 

Dyspeptic Patients.”IOSR Journal of Dental and 

Medical Sciences (IOSR-JDMS), 19(1), 2020, 

pp. 42-44. 

47. Patel KS, Nichkaode PB, Panchabhai SV, Reddy 

M, Santhan BP, Singh C. Evaluation of persistent 

upper abdominal pain by upper gastrointestinal 

endoscopy. IntSurg J 2020;7:791-6. 

  

 


