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Abstract 

Background: Dyspepsia is a commonly observed syndrome in our nation, 

characterised by the presence of limitations in endoscopic procedures and a 

significant prevalence of H. pylori infection. The identification of the 

underlying causes of dyspepsia is crucial in order to facilitate the development 

of effective therapeutic strategies. Aim: To investigate the clinical features 

and endoscopic findings in patients with symptomatic dyspepsia. Materials 

and Methods: The present study encompassed individuals who underwent 

endoscopy for the purpose of diagnosing dyspepsia at our medical facility. The 

individuals under study exhibited a minimum of one of the subsequent 

symptoms: postprandial fullness, early satiation, epigastric pain, and epigastric 

burning. These symptoms should have persisted for a duration of more than 3 

months, with the onset of the symptom occurring at least 6 months prior. Prior 

to undergoing endoscopy, a comprehensive assessment of all study 

participants was conducted utilising a questionnaire that closely resembled the 

LDQ. Results: The study sample consisted of 100 cases, with 38 (38%) being 

male and 62 (62%) being female. The primary symptoms observed in the 

study population included epigastric pain, which was reported in 58 cases 

(58%), epigastric burning in 35 cases (35%), bloating in 67 cases (67%), 

belching in 44 cases (44%), early satiety in 22 cases (22%), and nausea in 23 

cases (23%). The number of patients that had EPS, PDS, EPS-PDS were 25 

(25%), 40 (40%) and 35(35%), respectively. The overall findings were 

observed in 70 out of 100 cases, representing a percentage of 70%. The study 

observed a prevalence of 48% for chronic superficial gastritis and 22% for 

chronic atrophic gastritis. These findings encompassed esophageal lesions in 

16 patients (16%), peptic ulcer in 12 patients (12%), and malignancy in 2 

patients (2%). Conclusion: The findings of our study revealed a notable 

prevalence of CSFs among dyspeptic patients who exhibited no premonitory 

symptoms, as per the Rome IV diagnostic criteria. Gastroscopy holds 

considerable implications in the evaluation of dyspeptic patients, particularly 

in individuals presenting with independent risk factors. 

  
 

 

INTRODUCTION 
 

Dyspepsia is not considered a definitive medical 

diagnosis, but rather a collection of symptoms that 

are associated with the upper gastrointestinal tract.  

The incidence of dyspepsia is widespread, resulting 

in significant demands on healthcare resources and 

imposing a substantial economic burden. Dyspepsia 

is a term that encompasses a variety of symptoms, 

including nausea, bloating sensation, epigastric 

burning sensation and pain, indigestion, and 

heartburn.[1] The worldwide prevalence of dyspepsia 

is estimated to range from 20% to 30%, while in 

India, the prevalence is reported to be approximately 

30% to 49%.  Dyspepsia has been defined by an 

international committee of clinical investigations as 

a condition characterised by the presence of one or 

more symptoms, including postprandial fullness, 

early satiation, and epigastric pain or burning.  

Dyspepsia is also associated with significant 

gastrointestinal pathological conditions such as 

malignancy, stricture, or ulceration. Patients with 

dyspepsia are classified as high risk if they are over 

the age of 50 and present with new-onset dyspepsia, 

a family history of cancer, sudden weight loss, 

hematemesis, melena, dysphagia, and persistent 

vomiting.[2] The initial evaluation of a patient 

presenting with dyspeptic symptoms typically 

involves the recommendation of endoscopy as the 
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primary investigative procedure. The most 

frequently documented significant endoscopic 

abnormalities include gastric ulcer, duodenal ulcer, 

oesophagitis, and gastric malignancy.[3] The 

correlation between the organic aetiology of 

dyspepsia and the manifestation of dyspeptic 

symptoms can frequently be ambiguous, as the 

resolution of the underlying organic cause does not 

consistently lead to complete alleviation of 

symptoms.[4] The association between mild or 

equivocal endoscopic inflammatory gastroduodenal 

abnormalities and dyspeptic symptoms is 

perplexing, as evidenced by the weak or absent 

correlation between erythematous/exudative 

duodenitis or gastritis and symptoms.[5] When 

examining patients with dyspepsia and comparing 

their endoscopic findings to those of controls who 

are matched in terms of age and sex, there is 

generally no significant correlation between these 

findings and the presence of dyspeptic symptoms. 

However, it is worth noting that there may be some 

exceptions to this, specifically in cases where 

endoscopy reveals the presence of peptic ulcer 

disease or duodenitis. Surgeons have faced 

challenges in achieving early diagnosis of gastric 

carcinoma primarily due to the presence of 

nonspecific upper gastrointestinal (UGI) symptoms 

such as dyspepsia. A significant proportion of 

individuals remain undiagnosed during the initial 

stages, subsequently manifesting with advanced 

stages of the disease. Early gastric cancer refers to a 

type of gastric carcinoma that is limited to the 

mucosa or submucosa, regardless of the 

involvement of lymph nodes. This stage of gastric 

cancer is associated with a favourable prognosis, as 

indicated by a 5-year survival.[6-8] According to the 

revised Rome IV classification, it is essential to 

consider both postprandial fullness and early 

satiation, along with EPS symptoms, when 

identifying symptoms that are considered 

bothersome. The Rome IV classification 

encompasses not only the presence of PDS and EPS 

individually, but also the coexistence of PDS and 

EPS. 

 

MATERIALS AND METHODS 

 

The present study encompassed individuals who 

underwent endoscopy for the purpose of diagnosing 

dyspepsia at our medical facility. The individuals 

under study exhibited a minimum of one of the 

subsequent symptoms: postprandial fullness, early 

satiation, epigastric pain, and epigastric burning. 

These symptoms should have persisted for a 

duration of more than 3 months, with the onset of 

the symptom occurring at least 6 months prior. The 

exclusion criteria encompassed the following 

factors: The prevailing manifestations of GERD, 

including the occurrence of reflux and heartburn, the 

presence of one or more warning features is 

indicative of certain conditions. These features 

include a family history of upper gastrointestinal 

malignancy, unintended weight loss, signs of 

bleeding or iron deficiency anaemia, progressive 

dysphagia, persistent vomiting, palpable mass or 

lymphadenopathy, jaundice, previous history of 

gastrointestinal surgery, malignancy, liver failure, 

gallbladder stones, and cholecystitis. Prior to the 

commencement of the study, the administration of 

nonsteroidal anti-inflammatory drugs, as well as 

proton pump inhibitors or H2 blockers, was 

observed. Prior to undergoing endoscopy, a 

comprehensive assessment of all study participants 

was conducted utilising a questionnaire that closely 

resembled the LDQ.[10] 

Methodology  

The outpatient procedure of endoscopy was 

conducted using a standard endoscope manufactured 

by Olympus, under the expertise of an experienced 

endoscopist. The endoscopic observations were 

categorised into two groups: specific findings 

related to CSFs and general findings. The CSFs 

encompassed reflux esophagitis, Barrett's 

oesophagus, peptic ulcer, malignancy, and other 

related conditions. The overall findings 

encompassed chronic atrophic gastritis or chronic 

superficial gastritis. Simultaneous performance of 

hematoxylin and eosin staining for histological 

changes and Warthin-Starry staining for examining 

H. pylori infection was conducted during the 

process of mucosal biopsy. The histopathological 

examination confirmed the diagnoses of upper 

gastrointestinal cancer.  

Statistical Analysis  

The statistical analyses were conducted using SPSS 

version 24.0 and were subjected to statistical review 

by a biomedical statistician. Patient demographics 

were characterised using descriptive statistics. The 

mean and standard deviation were used to present 

continuous variables, while number and percentage 

were employed to represent categorical data. The 

one-way analysis of variance (ANOVA) was 

employed to compare the continuous variables, 

while the Chi-squared test was utilised to analyse 

the categorical variables. The study employed 

multivariate logistic regression analysis to 

investigate the relationship between various risk 

factors and the presence of CSFs. The findings were 

presented in the form of odds ratios, accompanied 

by a 95% confidence interval (CI). A significance 

level of P < 0.05 was deemed to indicate statistical 

significance. 

 

RESULTS 

 

The study sample consisted of 100 cases, with 38 

(38%) being male and 62 (62%) being female. The 

average age of the participants was 50.89 years with 

a standard deviation of 7.98 years, while the average 

body mass index (BMI) was 22.79 kg/m2 with a 

standard deviation of 4.81 kg/m2. The primary 

symptoms observed in the study population included 
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epigastric pain, which was reported in 58 cases 

(58%), epigastric burning in 35 cases (35%), 

bloating in 67 cases (67%), belching in 44 cases 

(44%), early satiety in 22 cases (22%), and nausea 

in 23 cases (23%). 

 

 

Table 1: Basic profile of the participants 

Gender  Number  Percentage  

Male 38 38 

Female  62 62 

Age in years  
 

 

Below 45 47 47 

Above 45 53 53 

Mean Age  50.89 ± 7.98  

BMI 22.79 ± 4.81  

Epigastric pain 58 58 

Epigastric burning 35 35 

Bloating 67 67 

Belching 44 44 

Early satiety 22 22 

Nausea 23 23 

H. pylori positive 26 26 

 

Table 2: Clinical profile of the patients 

 Number  Percentage  

General lesions 70 70 

Esophageal lesions 16 16 

Peptic ulcer 12 12 

Malignancy 2 2 

 

The number of patients that had EPS, PDS, EPS-PDS were 25 (25%), 40 (40%) and 35(35%), respectively. 

 

Table 3: Comparison of clinical and endoscopic characteristics of patients 

Parameter  EPS, n = 25 PDS, n = 40 EPS-PDS, n = 35 χ2 value P value 

General lesions 18 27 25 14.58 0.003 

Esophageal lesions 4 7 5 3.59 0.14 

Peptic ulcer 3 5 4 8.61 0.02 

Malignancy 0 1 1 2.11 0.36 

 

The overall findings were observed in 70 out of 100 cases, representing a percentage of 70%. The study 

observed a prevalence of 48% for chronic superficial gastritis and 22% for chronic atrophic gastritis. The study 

revealed clinically significant endoscopic findings in 30 patients, accounting for 30% of the total sample. These 

findings encompassed esophageal lesions in 16 patients (16%), peptic ulcer in 12 patients (12%), and 

malignancy in 2 patients (2%). Among the cohort of 16 individuals with esophageal lesions, it was observed that 

14 cases (14%) were diagnosed with reflux esophagitis. Specifically, 13 patients (13%) were classified as Los 

Angeles class A, while one case (1%) fell under Los Angeles classes B and C. Additionally, one patient (1%) 

was found to have Barrett's oesophagus. Within the cohort of individuals with peptic ulcers, it was observed that 

5 cases (5%) presented with gastric ulcers, 5 cases (5%) exhibited duodenal ulcers, and 2 cases (2%) displayed 

compound ulcers. The malignancy group consisted of 2 cases (2%) of early gastroesophageal malignancy and 1 

case (1%) of advanced gastric cancer. 

 

Table 4: Endoscopic findings in dyspepsia patients with no warning features 

Endoscopic diagnosis Number  Percentage  

General lesions 70 70 

Chronic atrophic gastritis 22 22 

Chronic superficial gastritis 48 48 

Clinically significant findings 30 30 

Esophageal lesions 16 16 

Reflux esophagitis 14 17 

Los Angeles class A 13 15 

Los Angeles classes B and C 1 2 

Barrett’s esophagus 1 1 

Other esophageal lesions 1 1 

Peptic ulcer 12 12 

Gastric ulcer 5 5 

Duodenal ulcer 5 5 

Compound ulcer 2 2 

Malignancy 2 2 

Gastric cancer 1 1 

Esophageal cancer 1 1 
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Additional multivariable logistic regression analysis 

revealed that male gender, a body mass index (BMI) 

greater than 25, experiencing epigastric pain, and 

having a Helicobacter pylori (H. pylori) infection 

were identified as independent risk factors for the 

presence of chronic subdural fluid collections 

(CSFs). The odds ratios for these risk factors were 

1.84, 1.94, 1.52, and 2.58, respectively, with 

corresponding 95% confidence intervals of 1.57-

2.61, 1.31-2.44, 1.14-2.14, and 1.67-289. All of 

these associations were statistically significant with 

p-values less than 0.05. Based on the pathology 

reports of all patients, it was determined that the rate 

of H. pylori positivity was 26%. The peptic ulcer 

group exhibited a markedly higher rate of positivity 

(58%) compared to the other groups, with a 

statistically significant difference (P < 0.001). 

Within the PDS group, a total of 25 patients (25%) 

exhibited positive endoscopic findings, a proportion 

that was found to be significantly lower compared to 

the other groups (P = 0.003). 

 

DISCUSSION 
 

Dyspepsia is a commonly observed clinical 

symptom, with a prevalence of approximately 2%-

5% among primary care outpatient populations.[11,12] 

Nevertheless, there is still a lack of consensus 

regarding the optimal initial management approach 

for these individuals, particularly for those who do 

not exhibit any warning signs. In order to assess the 

potential inclusion of endoscopy in the initial 

treatment approach for dyspeptic patients in China, 

an analysis was conducted on the rates of 

identifying significant endoscopic findings in 

dyspeptic patients who exhibited no warning 

symptoms. The primary emphasis of this 

investigation was placed on determining the 

prevalence of malignancy. Subsequently, an 

examination was conducted to explore the 

correlation between upper gastrointestinal (GI) 

symptoms and CSFs in order to identify the 

subgroup of dyspeptic patients at a heightened risk, 

where the likelihood of obtaining a positive 

diagnostic outcome through endoscopy would be 

elevated. The study encompassed a sample size of 

100 cases, consisting of 38 (38%) males and 62 

(62%) females. In a study conducted by Gado A et 

al., it was observed that the incidence rate was 51% 

in males and 49% in females.[6]  Thomson et al. 

reported an equal male to female ratio of 1:1.[13] In a 

study conducted in India, Sumathi B et al. observed 

a male to female ratio of 1.5:1. Similarly, Sunil 

Kumar et al. reported a ratio of 1.05:.[14,15] The 

prevalent grievances reported in this investigation 

encompassed abdominal pain, bloating, and 

belching. Nevertheless, in cases where dyspeptic 

patients did not exhibit any prodromal symptoms, 

the occurrence rate of overall lesions in this 

particular investigation was approximately 70%. 

This finding aligns with the outcomes of previous 

studies of a similar nature.[16] Furthermore, a meta-

analysis has provided evidence indicating that 

warning symptoms exhibit a limited positive 

predictive value in the context of 

malignancy.[17]Hence, given the constrained 

predictive capacity of CSFs, it is advisable to not 

accord significant importance to warning symptoms 

in the context of making clinical decisions 

pertaining to endoscopy. In our research, the most 

prevalent CSFs were found to be esophageal lesions, 

accounting for 16% of cases, followed by PUD at 

12%. Interestingly, despite the lack of reported 

complaints regarding reflux or heartburn among the 

majority of individuals with esophageal disease, the 

occurrence of reflux esophagitis reached a notable 

prevalence rate of 14%. Nevertheless, the majority 

of these patients exhibited esophagitis classified as 

Los Angeles class A. In the patient population with 

PUD, the observed prevalence rate of Helicobacter 

pylori infection was found to be 58%, whereas in 

the overall patient population, the prevalence rate 

was 26%. According to the guidelines followed in 

Western countries, a noninvasive approach may be 

recommended as the initial management strategy if 

physicians are able to effectively treat PUD and 

erosive esophagitis, and if the occurrence of 

malignancy is relatively uncommon. Consequently, 

endoscopy may not be deemed necessary in such 

cases. Nevertheless, the current study reported a 

malignancy prevalence rate of 2%, indicating that 

roughly 1 out of every 100 dyspeptic patients 

exhibited signs of cancer. It is important to note that 

without the implementation of endoscopy, the 

timely diagnosis of these cases would be 

significantly hindered. Furthermore, a significant 

proportion of dyspepsia patients who underwent 

endoscopy and were subsequently diagnosed with 

cancer were found to be in the initial stages of the 

disease. This underscores the crucial role of 

endoscopy in the early detection of such lesions. 

The primary symptoms observed in the study 

population included epigastric pain, which was 

reported by 58 individuals (58%); epigastric 

burning, reported by 35 individuals (35%); bloating, 

reported by 67 individuals (67%); belching, reported 

by 44 individuals (44%); early satiety, reported by 

22 individuals (22%); and nausea, reported by 23 

individuals (23%). Furthermore, the occurrence of 

bloating was frequently observed in the 

aforementioned patients. Within the subgroups of 

dyspeptic patients diagnosed with EPS and PDS , 

the endoscopic findings did not exhibit any 

statistically significant differences between these 

two syndromes, with the exception of a higher 

prevalence of peptic ulcers observed in patients with 

EPS. According to a study, the predictive accuracy 

of symptoms in determining the diagnosis of FD 

was found to be merely 17%.[18] Thomson et al.[19] 

also noted that the predominant symptom did not 

demonstrate predictive value for endoscopic 
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findings. Furthermore, a study conducted in China 

demonstrated that warning symptoms exhibited 

limited predictive efficacy for organic dyspepsia and 

organic upper gastrointestinal diseases.[20] In 

summary, the symptoms associated with dyspepsia 

have limited utility in the evaluation of this 

condition. An additional aim of our research was to 

investigate the risk factors linked to CSFs. 

Multivariate analysis was employed to determine 

the predictors of CSFs, and it was found that male 

gender and H. pylori infection exhibited statistical 

significance, consistent with findings from previous 

studies.[21,22] Moreover, previous research has 

demonstrated a positive correlation between 

elevated body mass index (BMI) levels (> 25) and 

the occurrence of reflux esophagitis.[23,24] and PUD. 

However, the precise underlying mechanism 

responsible for this robust association remains 

unclear.[25] This study demonstrated that a high body 

mass index (BMI) played a significant role in the 

prediction of CSFs. Epigastric pain was the sole 

symptom that exhibited a significant association 

with CSFs. The increased incidence of 

gastroesophageal injury in patients with epigastric 

pain may be primarily attributed to the elevated acid 

secretion observed in these individuals.[26] 

Furthermore, there was a gradual decline in the 

prevalence of peptic ulcers as individuals advanced 

in age. The potential cause of this phenomenon may 

be attributed to the influence of socioeconomic 

factors and work-related stress, both of which have 

been identified as established risk factors for the 

development of peptic ulcers. Numerous studies 

have demonstrated limited predictive capability of 

warning symptoms in relation to positive 

endoscopic findings. The researchers reached the 

conclusion that the decision to perform gastroscopy 

should not be solely reliant on the presence of 

warning symptoms. The present study is subject to 

several limitations. Initially, it is important to note 

that this study was conducted at a single centre, 

thereby limiting the generalizability of the findings. 

Furthermore, it is worth mentioning that not all 

participants included in the study were experiencing 

their first episode of dyspepsia. Furthermore, it is 

worth noting that the incorporation process and 

gastroscopic screening were primarily conducted by 

a limited number of physicians, which introduces 

the possibility of selection bias. Additionally, it 

should be noted that the sample size utilised in our 

study was insufficient to detect certain patterns that 

failed to attain statistical significance. Hence, it is 

imperative to conduct future extensive and well-

designed studies incorporating a broader range of 

indicators in order to comprehensively evaluate the 

enduring advantages of gastroscopy. For instance, 

establishing an additional cohort comprising 

individuals exhibiting warning symptoms would 

enable a comparative analysis of the efficacy of 

gastroscopy in patients presenting with these two 

distinct forms of dyspepsia. 

 

CONCLUSION 
 

The findings of our study revealed a notable 

prevalence of CSFs among dyspeptic patients who 

exhibited no premonitory symptoms, as per the 

Rome IV diagnostic criteria. Gastroscopy holds 

considerable implications in the evaluation of 

dyspeptic patients, particularly in individuals 

presenting with independent risk factors. Hence, it is 

not advisable to solely rely on warning symptoms as 

the basis for conducting gastroscopy. 
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