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Organic Dyspepsia
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ABSTRACT

Objective: To determine frequency of general and specific endoscopic findings in patients diagnosed with dyspepsia and to
determine association of age and gender with organic dyspepsia.

Study Design: Cross sectional study.

Place and Duration of Study: Gastroenterology department, Combined Military Hospital, Kharian, from Jul to Dec 2018.
Methodology: A total of 180 patients participated in the study after being selected through non probability consecutive
sampling. Age, gender and history of dysphagia, weight loss, gastrointestinal bleeding, and smoking were recorded. All und-
erwent standard electronic video upper gastrointestinal endoscopy. Abnormal findings of inflammation, narrowing, strictures,
furrowing, erosions, ulcers, atrophy, nodularity, polyps, masses and malignancy were recorded. The abnormal findings were
presented as frequency and percentages. On the basis of endoscopic findings the sample was divided into two groups of func-
tional (normal endoscopy) and organic dyspepsia. Chi-square test was selected to compare the frequencies of organic and
functional dyspepsia with age and gender.

Results: Majority 99 (55%) of the patients with dyspepsia had a normal endoscopic finding while in organic dyspepsia, reflux
esophagitis 41 (22.8%) was the most common finding followed by gastritis 16 (8.9%), duodenal ulcer 12 (6.7%) and gastric
ulcer 9 (5%). Three patients with organic dyspepsia had malignancy. Most common specific findings were non erosive esopha-
gitis 25(30.8%). Age above 40 years and male gender was found to be statistically significantly associated with organic
dyspepsia (p<0.01).

Conclusion: Majority of the patients with dyspepsia have a normal endoscopic finding. There is a higher incidence of organic
dyspepsia in males and in patients above 40 years of age.
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INTRODUCTION

Dyspepsia is a common disorder affecting 23-45%
population, globally'. Dyspepsia presents with several
clinical dilemmas. Clinically Dyspepsia is defined as
one or more clinical symptoms of burning, early satia-
tion, epigastric pain and postprandial fullness?. Several
studies refereed it to upper abdominal discomfort
that specifically arises from upper gastrointestinal tract
(GIT). In latest literature, bloating and nausea also coe-
xist with dyspepsia, however, heart burn is excluded
from dyspepsia diagnostic criteria due to primary ini-
tiation from esophagus leading towards gastro esopha-
geal reflux disease (GERD)3.

Dyspepsia is a common concern and divided in to

two main classes; organic and functional dyspepsia.
Common causes of organic dyspepsia are gastro eso-

mmodation to meal, duodenal sensitivity to lipids or
acids, gastric electrical rhythm, hypersensitivity to
gastric distention, autonomic nervous system/entral
nervous system dysregulation and unsuppressed post-
prandial phasic contractility (with in proximal stom-
ach)®. Literature reported that dyspepsia is assumed to
be organic in nature in developing countries and func-
tional in developed countries. Functional dyspepsia
usually originates from gastro duodenal region (in
absence of metabolic, organic and systemic diseases)
for minimum duration of 3 months. Prevalence of un-
investigated dyspepsia is 7-34.2%, worldwide’. How-
ever, lower prevalence is seen in South East Asia 8%
and Singapore 7%8.

Several risk factors for dyspepsia are identified
including Helicobacter pylori infection, behavioral cha-

phageal reflux disease, pancreatic or biliary disorder,
peptic ulcer, esophageal or gastric cancer, infection or
systemic diseases and intolerance to food or drugs*.
Functional dyspepsia is due to impaired gastric acco-
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racteristics and psychiatric disorders. Dyspepsia diag-
nostic evaluation is associated with upper gastrointes-
tinal endoscopy, gastric emptying test, abdominal ul-
trasonography, and gastric accommodation evaluation.
Endoscopy is an absolute indication for patients with
alarming features of dyspepsia. Endoscopy is associa-
ted with diagnosis of structural disorders. Negative
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endoscopy had a significant advantage of reducing
anxiety and increasing patient satisfaction in dyspeptic
patients®.

Endoscopy can be used as dyspepsia initial stra-
tegy; however, several studies did not report it as prac-
tical approach due to high cost on health care system?.
Present study aims to determine frequency of general
and specific endoscopic findings in patients diagnosed
with dyspepsia the endoscopy helps to improve the
quality of life and decrease the unnecessary expendi-
ture on impirical therapy and it may help the clinician
in making guidelines to manage dyspepsia due to diff-
erent causes and help in early diagnosis and manage-
ment of such patients which may not only improve the
patient compliance to treatment but also help them to
achieve long term cure.

METHODOLOGY

A cross sectional study was conducted at depart-
ment of gastroenterology, Combined Military Hospital,
Kharian, from July to December 2018. A sample size of
171 patients was calculated to estimate the proportion
of general and specific endoscopic findings in patients
with dyspepsia with a 95% confidence level and with
5% margin of error of population proportion value
p=0.90 using the formula n=221-@/s 1-P/E2 P with the
help of WHO calculator!!. Patients were selected using
non probability consecutive sampling. Study was app-
roved by the institutional review board of the hospital
(ERC certificate no1129/04/Estb/2018). Patients with
age >18 years, both genders, epigastralgia/epigastric
burning that last for minimum 3 months and occur-
rence of symptoms at least 6 months before were inc-
luded in study. Exclusion criteria included patients
with GERD, patients using Non steroidal anti-inflam-
matory drugs (NSAIDs) at least 1-week before study,
chronic decompensated liver disease, decompensated
chronic heart failure, other predominant dysmotility
symptoms, presence of major psychiatric disorders and
symptoms outside the epigastrium.

A written informed consent taken from all par-
ticipants. All patients were systematically evaluated
before endoscopy by taking history about the alarm
symptoms like weight loss (5% of original body weight
in last 3 months) bleeding dysphagia and presence
of any mass. Symptoms intensity was determined by
Leeds Dyspepsia questionnaire’?2. All patients had
fasting of 06 hours. Endoscopy (upper digestive) was
carried out by standard electronic video endoscope.
(PENTAX) under sedation with single dose of Inj
Midazolam 5mg iv 5minutes before the procedure and
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local anesthesia with lignocaine oral spray, with the
patient lying in left lateral decubitus position with
neck flexed forward keeping in view the age, BMI and
comorbids like chronic liver disease, chronic renal
failure. After intubating the lumen the mucosa was vis-
ualized on LCD screen and examined and recorded for
inflammation, reflux, narrowing, strictures, furrowing,
erosions, ulcers, polyps and masses. Biopsies were ta-
ken from the suspicious and mass lesions and sent for
histopathological examination. All the patients were
sent back after 15 minutes of observation.

Data was analyzed using SPSS-24. Descriptive
statistics and normality tests were calculated for age
and gender. Counts and percentages were calculated
to summarize the data of each categorical variable.
Pearson Chi-square test was selected to compare the
frequencies of organic dyspepsia with age and gender.
The p-value of <0.05 was considered significant.

RESULTS

One Hundred Eighty patients participated in
the study. Among them there were 110 (61%) males
and 70 (39%) were females. The median (IQR) age of
the patients was 40 (9). There were 59 (33%) patients in
age group 18-40 years and 121 (67 %) in age group >40
years. Duration of symptoms was 6-11 months in 72
(40%) patients and >11 months in 108 (60%) patients.
Among all the patients 91 (50.6%) had epigastraglia
and 89 (49.4%) had post prandial fullness. Intensity
of symptoms was mild in 83 (46.1%), moderate in 70
(38.9%) and severe in 27 (15%) patients. Among the
patients with organic dyspepsia alarming symptoms
were weight loss 43 (53%), bleeding in 34 (41.9%) and
dysphagia in 04 (4.9%).

Table-I: Frequency of general endoscopic findings
(n=180).

General Endoscopic Findings n=180 (%)
Functional dyspepsia

Normal examination 99 (55)
Organic dyspepsia

Reflux esophagitis 41 (22.8)
Gastritis 16 (8.9)
Gastric ulcer 09 (5
Duodenal ulcer 12 (6.7)
Gastric adenocarcinoma 02 (1.1)
Gastric lymphoma 01 (0.6)

Normal endoscopic examination was the most
common findings 99 (55%) among general endoscopic
findings out of all the 180 patients and in the remai-
ning 81 (45%) patients with organic dyspepsia the
general endoscopic findings are shown in table-1. The
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most common specific endoscopic findings were non
erosive esophagitis (30.8%) in patients with organic
dyspepsia and other specific endoscopic findings are
depicted in table-II.

Males had a higher association with the occurren-
ce of organic dyspepsia as compare to females (p<0.01)
as shown in table-III. Age above 40 yrs was significan-
tly associated with a higher incidence of organic
dyspepsia (p<0.01) as shown in table-1V.

Table II: Frequency distribution of specific endoscopic
findings (n=81).

Specific Endoscopic Findings n (%)
Esophagus

Non erosive esophagitis 25 (30.8)
Erosive esophagitis 10 (12.3)
Barret 05 (6.1)
Stomach

Gastritis

Enanthematous 05 (6.1)
Erosive 04 (4.9)
Nodular 02 (24)
Atrophic 02 (2.4)
Ulcer

Fundus, Body, Antrum 06 (7.4)
Prepyloric 03 (3.7)
Malignancy

Gastric adenocarcinoma 02 (24)
Gastric lymphoma 01 (1.2)
Duodenum

Duodenitis 04 (4.9
Duodenal ulcer 12 (14.8)

Table-III: Association between gender and organic
dyspepsia (n=180).

Gender p

Dyspepsia Male Female -

(n=110) (n=70) | value
Functional 45(25%) | 54(30%) | <0.01
dyspepsia
Organic dyspepsia 65 (36.1%) 16 (8.8%)
Table-IV: Association between age and organic
dyspepsia (n=180).

Age _

Dyspepsia <40 yrs >40 yrs v a’;ue

(n=59) (n=121)
Functional 54(30%) | 45(25%) | <0.01
dyspepsia
Organic dyspepsia 05 (2.7%) 76 (42.2%)

DISCUSSION

Dyspepsia is a common presentation for many
patients in gastroenterology clinics'®. Dyspepsia preva-
lence is very high in both developing and developed
world™. Dyspepsia is responsible for huge economic
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burden on health care system and accounts 8.3% of all
primary care physicians visits?®.

In present study, total 180 patients were included
in study. Symptoms onset was 6-11 months in 72 (40%)
patients and >11 months in 108 (60%). Kashif et al rep-
orted the mean duration of symptoms was 8.71 £ 2.34
months’®. In present study, 50.6% patients had epigas-
tralgia and 49.4% had post prandial fullness as most
common symptoms. However, Abdeljawad et al repor-
ted that 76.6% patients with dyspepsia had epigastric
pain and nausea as the most common symptom?”.

In present study, majority of patients had mild
intensity of symptoms following moderate and severe
intensity (46.1%, 38.9% and 15% respectively). Rodrig-
ues et al reported that intensity of pain in functional
dyspepsia ranges from moderate (25%) to severe
(40%)8. In present study, majority of patients with dys-
pepsia had typical pain, however, Santos et al reported
contradictory findings with severe and intense pain
in functional dyspepsia’®. In our study, most common
alarming situation for endoscopy was weight loss. Neri
G Picardio reported that haematemesis /malena (18%),
anemia (7.6%) and dysphagia (3.8%) are most common
alarming symptoms for endoscopy?.

In present study, most common endoscopic fin-
ding in functional dyspepsia was normal examination
(55%) while in organic dyspepsia reflux esophagitis
(22.8%) following gastritis,duodenal ulcer and gastric
ulcer were most common findings while Santosh et al
reported that peptic ulcer (25.9%) and gastroduodenitis
(23.9%) are the most common findings?!. Another simi-
lar study reported that gastritis and esophageal carci-
noma are most prevalent endoscopic findings in dys-
pepsia patients?2.

In present study, most common specific findings
were non erosive esophagitis (13.9%) following peptic
ulcers (11.6%), erosive esophagitis (5.6%). Milosavl-
jevic et al reported that erythematous gastritis (37%)
was most common finding of stomach, adenocarinoma
(20%) (malignancy) and erythematous duodenitis
(12%) was most common finding of duodenum?.

LIMITATION OF STUDY

Small sample size and conduction of study at
single center limits generalizability of study.
CONCLUSION

Endoscopic findings of organic and functional

dyspepsia showed predominance of functional disea-
ses. Organic dyspepsia is significantly associated with
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age and gender. Early detection and management of
dyspepsia leads to better prognosis.
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