Summary

Objective: To analyse the findings of upper
gastro-intestinal endoscopic examina-
tions performed by a family physician in
a community hospital and to investigate
the implications thereof.

Study Period: Two years

Setting: Mamelodi Community Hospital to
the east of Pretoria.

Method and patients: Patients 16 years

and older who presented with upper |

gastro-intestinal problems and in whom
endoscopy was indicated, were examined.
Results: 185 Patients (61,6% male) were
examined and the following pathology
found: oesophagitis (38,4%), oesophageal
carcinoma (1,6%), biatus hernia (13%),
gastritis (25,4%), gastric ulcer (12,5%),
intra pyloric ulcer (4,3%), duodenal ero-

sion (15,4%) and duodenal ulcer (16,2%).
Nocturnal epigastric pain, pain with
meals, weight loss, dyspepsia, beartburn
and vomiting were the most common pre-
senting symptoms.

Conclusion: Upper gastro-intestinal
endoscopy is a valuable diagnostic proce-
dure that could be performed by a family
pbysician in a community bospital. It
results in the correct diagnosis in patients
presenting with upper gastro-intestinal
symptoms and leads to cost-effective man-
agement.

Recommendation: Family pbhysicians
should be trained to perform upper gas-
tro-intestinal endoscopy to enable them to
manage patients with upper gastro-
intestinal problems effectively.

GASTROSCOPY

Endoscopy of the upper gastro-intestinal tract performed by
a family physician in a community hospital

ymptoms of abnormalities of the |

upper gastro-intestinal tract are gen-

erally vague and not diagnostic,

which results in the fact that clinical

examination of this part of the body
is very rarely helpful in the determination of
the diagnosis'.

Patients with significant symptoms and/or
clinical signs often have minimal pathology.
The opposite is also true. Meyer', in a study
conducted in private practice in Ermelo,
found that 90% of the patients that were
examined endoscopically demonstrated epi-
gastric tenderness on clinical examination,
while only 3% were anaemic.

Gastritis was the most common finding
(25%), followed by hiatus

endoscopic services by family physicians*’
revealed that family physicians generally do
not request unnecessary examinations.
Luckers et al’ asked the question whether
or not the request for upper intestinal gas-
troscopy by family physicians is sensible. In
their study, they examined the results of 144
patients' endoscopic examinations. In 52%
of cases, abnormalities were found which
included: duodenal ulceration (44%), reflux
oesophagitis (17%), gastric ulceration (12%),
gastritis (11%), bile reflux following stomach
surgery (7%), gastric carcinoma (49%) and
other pathology (5%).
Following endoscopy, 61 of the 71
patients (86%) could be

hernia (24%) with reflux Results and implications successfully managed by

oesophagitis in approxi-
mately a third of these
patients, duodenitis (15%),
chronic duodenal ulcer (12%), acute duode-

nal erosions (11%), chronic stomach ulcera- |

tion (9%) and narrowing of the pyloric canal
(4,5%).

Various studies have been published con-
cerning the cost effectiveness of endoscopic
examination®’. As a consequence of limited
funds, an attempt was made to implement a
points system whereby a decision could be
made as to whether or not upper intestinal
endoscopy (gastroscopy) was indicated.

The following factors were considered:
age, gender, vomiting, smoking, history of
previous ulceration and hiatus hernia. The
role of Helicobacter pylori was also dis-
cussed.

of a two-year study

the family physician. The
authors came to the con-
clusion that “de mogelijk-
‘ heid rechtstreeks gastroduodenoskopie aan

te vragen, lijkt een waardevolle uitbreiding
van het diagnostische pakket van de huisarts”
(the possibility of direct access to request for
gastro-duodenoscopy appears to be a valu-
able extension of the diagnostic armamentari-
um of the family physician).

The purpose of this study was to evaluate
the results and implications of gastro-intesti-
nal investigations performed by family physi-
cians at a community hospital.

Methods and patients

This was a prospective, descriptive study.

Upper gastro-intestinal endoscopy was per-
| formed over a two year period (January
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1992-December 1993) by a family physician
(EM). The investigations were performed at
the Mamelodi Hospital in the east of Pretoria.
This hospital is part of the Department of
Family Medicine of the University of Pretoria.
The family physician was trained by an expe-
rienced endoscopist (HM) by performing 50
examinations with a teaching endoscope
before working independently.

The following were the inclusion criteria:

Patients 16 years and older with upper
abdominal dyspeptic complaints of more
than two weeks duration that did not resolve
on treatment with an antacid or sucralfate
were referred for endoscopy.

Patients who had undergone previous
endoscopic evaluation or gastric or duodenal
surgery for peptic ulcer disease.

Fig 1. Gender distribution of the
patients (n=185)

Exclusion criteria

Patients younger than 16 years old, acute gas-
tro-intestinal bleeding and where the indica-
tion for gastro-intestinal endoscopy was not
for upper abdominal complaints e.g. removal
of a foreign body.

The following information was recorded
on each patient:

Age, gender, symptoms and clinical signs,
cigarette, alcohol and medication or anal-
gesics usage, results of investigations and
management.

The investigations were performed with a
Pentax FG-27X Gastroscope fitted with a
16-19  20-30 31-40 41-50 51-60 >60 Pentax LH-150 PII light source. The proce-

AGE GROUP (YEARS) dure was performed on a day patient basis in
an equipped theatre.

Fig 2. Number of patients per age The patient fasted overnight from 22h00.
group (n=185) Intravenous sedation was administered -
Midazolam (Dormicum Roche) 2,5-5,0mg as
- well as Hyoscine-N-butyl bromide (Buscopan
Boehringer Ingelheim E501) 20mg - to facili-
tate the investigation. Lignocaine spray was

used to anaesthetise the throat locally.

All patients had biopsies of the gastric
antrum and corpus performed for histology
and evidence of Helicobacter pylori. Biopsies
were also performed of gastric ulcers and any
other suspicious looking area. The results of
the Helicobacter pylori investigations are not
discussed further in this study.

NUMBER OF PATIENTS

SYMPTOM A S I i i A e

Epigastric pain

Nocturnal pain

Heartburn

Weight loss

Results
* 185 upper gastro-intestinal investigations
Byshiosi were performed during this study.
yspep e 114 men (61,6%) and 71 women (38,4%)
were investigated . (See Fig. 1)
Vomiting The age distribution is demonstrated in Fig. 2

and the frequency of symptoms in Fig. 3.
e Only seven patients (3,8%) had had previ-
ous surgical procedures for gastric or duo-

Haematemesis ‘
\ denal ulceration. 36 (19,5%) of the

0O 10 20 30 40 50 60 70 80 90 100 ‘ patients had a gastroscopic investigation.
e 82 patients (44%) indicated that they
PERCENTAGE (%) smoked, whereas 68 (36,8%) reported
w regular alcohol usage. 63 (34,1%) had pre-
Fig 3. Frequency of symptoms ‘ viously used analgesics whereas 15 (8,1%)
(n=185) ‘ reported daily analgesic use.
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* A normal oesophagus was seen in 111
patients (60%), oesophagitis in 71 (38,4%)
and carcinoma of the oesophagus in 3
patients (1,6%).

The severity of oesophagitis is recorded in

Table I.

e With regards to hiatus hernia, a sliding
hernia was found in 24 (13%) of the
patients (18 men and 6 women). No
rolling hernias were found.

The findings in the stomach are depicted in

Fig. 4.

* A normal pylorus was found in 131

patients (70,8%). Eight (3,4%) had an intra

pyloric ulcer and 46 (24,9%) demonstrated
spasm of the pylorus.
The findings in the duodenum are depicted in
Fig. 5. The symptoms and clinical signs of dif-
ferent groupings of pathology are depicted in
Table II.

Discussion

Nocturnal abdominal pain, abdominal pain
with meals, weight loss, dyspepsia, heartburn
and vomiting were the commonest symptoms
of patients in this study.

Haematemesis and malaena occurred in |

approximately one tenth of the patients. Few
patients had undergone previous surgery,
whereas nearly one out of every five patients
had had a previous gastroscopy.

Pathology of the upper gastro-intestinal
tract was identified in a significant number of
patients during this study. (See Fig. 6.)
Oesophagitis was the most common finding,
followed by gastritis, duodenal ulcers and ero-
sions.

It appears that gender is not a significant |

factor in the pathology of the upper gastro-
intestinal tract except perhaps in men where
crosive gastritis and intra pyloric ulceration
occurred more commonly. This is possibly
due to the high alcohol and cigarette intake.
Gastric ulceration showed an increase in
prevalence with increasing age (10,1% in the
age group 30-50 years, 16,7% in the 50-61-
year-old group and 20% in the group of 60
years.) In the peptic ulceration group there
were more smokers (66,7% versus 44%).

Conclusions and recommendations
The performance of upper gastro-intestinal
endoscopy falls within the spectrum of skills
of a family physician provided that satisfacto-
ry instruction is obtained and that the indica-
tions for the procedure are satisfactory.
According to Rodney’ there are six dimen-
sions to gastro-intestinal endoscopic skill. The
first is the mechanical skill to handle the
equipment, the second is the ability to ascer-
tain and document the diagnostic informa-
tion, the third is to use the diagnostic infor-
mation effectively, the fourth is a commit-
ment to examine the results of the informa-
tion continuously, fifth is the application of
new information as the physician becomes
more adept at using the equipment and, final-

LCERATION
12%

SEVERE

GASTRITIS

9%

MILD GASTRITIS
17%

- Fig 4. Endoscopic findings in
the stomach (n=185)

EROSIONS
15%

Fig 5. Endoscopic findings in
the duodenum (n=185)

The investigations
were performed

with a Pentax FG-27X
Gastroscope fitted
with a Pentax
LH-150 PII light

source. The
procedure was
performed on a
day patient basis
in an equipped
theatre.

Oesophagitis was
the most common
finding, followed by
gastritis, duodenal
ulcers and erosions.

(Grade Description Number (%)\
\ I Erythema of distal oesophagus 38 (20.5)
I Longitudinal red lesions in
distal oesophagus 27 (14.6)
I Confluent ulceration in distal
oesophagus without stenosis 52.7)
L v Stenosis in distal oesophagus 1 (0.5%) )
' Table I. Grading and appearance of
oesophagitis (n=71)
STOMACH OESOPHAGUS
70 > 74
\
| DUODENUM
58
Fig 6. Pathology per anatomical
structure
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The performance

of upper gastro-
intestinal endoscopy
falls within the
spectrum of skills

of a family physician
provided that
satisfactory
instruction is
obtained and that
the indications for
the procedure are
satisfactory.

Endoscopy is a
safe examination
method which can
help to accurately
diagnose the cause
of the patient's
symptoms.

Dr Erwin Moore

Prof HP Meyer
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(Symptom/ Total study Gastric Pyloric Duodenal )

clinical population ulcer group ulcer group ulcer group
sign (n=185) (n=23) (n=8) (n=30)
Nocturnal pain 68.1% 81% 75% 93.3%
Pain with meals 41.6% 52.4% 50% 46.7%
Duration of 61% 50% 66%
symptoms > 6 months > 6 months > 6 months
Anaemia 2.2% 4.8% 12.5% 6.7%
Haematemesis 13.5% 9.5% Geen 13.3%
Melaena 6.5% 4.8% 12.5% 13.3%
Weight loss 44.3% 57.1% 62.5% 50%
Dyspepsia 45% 57% 62.5% 46.7%
Heartburn 55% 62% 87.5% 40%

(_Vomiting 34.6% 47.6% 50% 60% )

Table Il. Prevalence of symptoms and clinical signs in each pathology group.

ly, a commitment to take part in a training |

programme to improve skills. ‘
Endoscopy is a safe examination method
which can help to accurately diagnose the
cause of the patient's symptoms. It can be
successfully performed in a community hos-
pital by family physicians. ‘
This prevents unnecessary financial costs
for the patients such as transport, admission
to larger hospitals and more expensive costs
incurred by specialists. It also aids in the ‘
early detection of malignant lesions of the
gastro-intestinal tract. ‘
Endoscopy should be an integral part of
the professional training of family physicians,
and co-ordinators of post-graduate training

programmes for family physicians should | >

provide the necessary training opportunities. @
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