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Background

Upper gastrointestinal bleeding (UGIB) is a major source of 
morbidity and mortality across the world, and acute UGIB is a  

 
common medical emergency addressed by gastroenterologists 
[1,2]. It has an annual incidence of 50-150/100,000 people and 

Abstract 

Introduction: Upper gastrointestinal (UGI) symptoms are among the commonest complaints for which patients seek medical attention 
mainly the gastroenterology services. Association of patient demographics, clinical features with endoscopic outcomes are of paramount 
importance for better understanding and practice of endoscopy and to establish a local guideline guiding the practice of endoscopy including 
indications to perform upper endoscopy in patients with upper GI symptoms.

Aim: This study was to document the demographic characteristics, indications and endoscopic findings of patients undergoing UGIE at the 
endoscopic unit in European Gaza Hospital.

Materials and Methods: This study is a retrospective analytical study design. The study is descriptive and correlational study. Since the aim 
of the study is to identify the causes of UGIB, presenting complaint of patients and the findings of the gastroscopic procedure among patients 
undergoing gastroscopy at endoscopy unit in European Gaza Hospital, this is the most appropriate design for the study objectives. The study 
was conducted at the endoscopy unit in European Gaza Hospital. Data were collected retrospectively for the first three month of the year 2022 
during the period from April 1st to April 15th, 2022. The study included all patients undergoing gastroscopy during the first three month of the 
year 2022. 

Results: The study included 95 patients who were undergone gastroscopy and were admitted from either outpatient department or through 
the emergency department. The mean age of study participants was 45.03 + 17.51 years with median age of 47 years. The patients’ age ranged 
from 13 to 86 years. The study included 49 males and 46 females The most common symptom was dyspepsia (n= 28, 29.5%) followed by 
abdominal pain mainly epigastric (n= 25, 26.3%). Abdominal pain (mainly epigastric) was the most frequent indication (n= 35, 36.8%) followed 
by dyspepsia (n= 23, 24.2%). Active upper gastrointestinal bleeding was the indication among three cases (3%). The most common findings were 
gastritis, duodenitis and hiatus hernia.

Conclusion: The main indication for UGIE in the studied patients was dyspepsia and most of these patients had gastritis on endoscopy. Only 
few patients had normal findings. 
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an overall death rate of 6-10%, which can reach up to 30% in Sub-
Saharan Africa [3-5]. UGIB is four times more prevalent than lower 
GI bleed and occurs more frequently in men and the elderly [3,6,7].

Because of the disparities in therapeutic techniques 
and prognosis, UGIB is frequently categorized as variceal or 
nonvariceal [8]. Peptic ulcer disease (PUD) is the most prevalent 
cause of UGIB worldwide, accounting for roughly half of all cases, 
followed by esophageal varices [9,10]. However, research has 
revealed that esophageal varices are the most prevalent cause 
in Sub-Saharan Africa [4-11]. Gastritis, esophagitis, duodenitis, 
Mallory-Weiss tear, and upper GI cancers are other important 
causes of UGIB [12].

The identification of the etiology of UGIB is critical in patient 
care. Upper GI endoscopy is the recommended method of examining 
individuals with UGIB. It has the potential to be both diagnostic 
and therapeutic [13]. There have been few investigations on UGIB 
in Nigeria, and these studies have revealed a distinct pattern in the 
most prevalent cause across the Northern and Southern sections 
of the nation [14,15]. Prior research that revealed etiology of 
UGIB in Zaria occurred almost three decades ago [16]. As a result, 
there is a need to reassess the causes of UGIB in order to update 
current information for appropriate UGIB management in our 
environment. Upper Gastrointestinal Bleeding is described as 
bleeding that originates between the esophagus and the Treitz 
ligament [17]. It is one of the most common gastrointestinal 
crises, with a 10% fatality rate [18,19]. Despite breakthroughs in 
UGIB diagnosis and care, the death rate has remained stable over 
the previous 50 years [18-20].

Effective management necessitates the use of a risk-
stratification tool to divide patients into low- and high-risk 
groups, which can then be used to guide therapy and follow-up 
[19]. Various research has discovered a plethora of risk factors for 
death. Several risk ratings have also been established. The Rockall 
score, introduced in 1996, is the most widely used risk rating 
system. This score, which integrates the patient’s age, systolic 
blood pressure, heart rate, presence of additional comorbidities, 
and endoscopic results, estimates the probability of mortality 
following UGIB [19]. The Glasgow Blatchford Score [19] is another 
popular scoring system. Upper GI hemorrhage is still a major source 
of morbidity and mortality in Tanzania. In one retrospective trial, 
for example, 130 hospitalized patients with UGIB were included 
within two years [21]. Similarly, in another research in northern 
Tanzania, 18.7 percent of all patients who had a fiberoptic upper 
GI endoscopy were found to have UGIB [22]. In both investigations, 
the most prevalent causes were esophageal varices and peptic 
ulcer disease (PUD). According to studies conducted in Tanzania, 
the death rate of patients hospitalized with UGIB ranges between 
10% and 17% [21-23].

Research Problem

Proper management and quick intervention are crucial in 
order to save life. On the other hand, majority of patients are 

undergoing diagnostic gastroscopy during their outpatient follow 
up. There is lack of research addressing the characteristics of 
patients undergoing gastroscopy. This study spotlight on the 
clinical characteristics of patients undergoing gastroscopy at 
endoscopy unit in European Gaza Hospital. 

Objectives

a) To spotlight on the clinical characteristics of patients 
undergoing gastroscopy at endoscopy unit in European Gaza 
Hospital. 

b) To determine the chief complaint of patients undergoing 
gastroscopy.

c) To address the findings of gastroscopy procedure among 
patients selected in this study. 

d) To assess the relationship between patient’s clinical 
characteristics and the gastroscopy findings as well as their chief 
complaint. 

Literature Review

Gastrointestinal endoscopy provides a significant 
clinical service, with a constant increase in demand [1]. 
Esophagogastroduodenoscopy (EGD) has emerged as a critical 
diagnostic method in the upper gastrointestinal (UGI) tract, 
primarily for the diagnosis and monitoring of premalignant 
diseases and malignancies. Endoscopy usage surged by more 
than 50% in the first decade of the new millennium, according to 
data from the United States (US), a trend that continues to this 
day. For example, it was projected that 6.9 million EGDs were 
conducted in the United States in 2009, at a cost of $12.3 billion 
(in an outpatient environment alone) [1]. More recent data from 
the United Kingdom (UK) have shown that over 1.2 million EGDs 
(both therapeutic and diagnostic) were performed in the UK in 
2016 [2].

The utility of EGD correlates to many epidemiological 
challenges all over the world. EGD has not only become an 
established alternative to X-ray photofluorography as a first-
line screening modality in high-risk locations for gastric cancer, 
such as Japan and South Korea, but is increasingly replacing it 
[3]. In the Western world, on the other hand, the rapidly rising 
prevalence of esophageal adenocarcinoma (EAC) has become a 
major epidemiological concern [4]. Because this cancer has an 
endoscopically visible (and perhaps treatable) precursor lesion 
- Barrett’s esophagus (BE) – screening for high-risk patients 
is suggested [5-7]. Clearly, the value of EGD is rising on a global 
scale, and with increased demand comes the necessity to assure 
the highest quality standard. In the realm of colonoscopy, the 
relevance of quality evaluation has previously been studied. 
Since its inception as a colorectal cancer screening test, a large 
amount of study has been devoted to creating quality measures. 
These are measurable parameters of individual performance that 
are usually related to procedural diagnostic yield (e.g., a positive 
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correlation between colonoscopy withdrawal time and the rate 
of detected adenomas) and patient-oriented outcomes (e.g., an 
inverse relationship between adenoma detection rate and post-
colonoscopy cancer incidence) [8-10].

Despite an increasing interest in quality measures for EGD, 
as seen by recently published recommendations and position 
statements [11-14], high-quality indicators for this operation 
remain unavailable. The majority of the measures offered are 
based on a lack of evidence and are rarely connected with patient-
oriented outcomes [11-14]. Given the high rate of missed UGI 
malignancies during endoscopy, 11.3 percent, according to a 
recent meta-analysis [15], the problem of EGD quality control is 
critical. GIB, along with abdominal discomfort, is one of the most 
prevalent disorders seen in the emergency room. Upper GIB 
(UGIB) is a severe condition that has been decreasing over the last 
20 years but still has a 2.1 percent mortality rate [1]. Lower GIB 
(LGIB) has a mortality rate of less than 5%, however it is more 
prevalent in older patients, those with intestinal ischemia, and 
those with comorbidities [2].

Hematemesis (vomiting of blood or coffee-ground-like 
substance), melena (black or tarry stools), and hematochezia 
are common symptoms of GIB. UGIB manifests as hematemesis 
in 40% to 50% of cases, and as melena or hematochezia in 90% 
to 98 percent of cases, particularly hematochezia in major UGIB 
[3]. Patients with LGIB, on the other hand, often present with 
hematochezia, however right-sided colonic or small intestinal 
bleeding may manifest as melena [4]. As a result, distinguishing 
between UGIB and LGIB is usually difficult based just on the 
patient’s early symptoms [5]. In true clinical practice, the patient 
with melena and hematochezia should be approached based on 
the major symptom rather than UGIB or LGIB. The physician in 
the emergency room normally performs early resuscitation of 
acute GIB, although highly competent endoscopists are required 
to establish the source and location of bleeding. Endoscopic 
therapy should be used in many situations to halt bleeding and 
avoid recurrence [6]. When endoscopy should be performed in 
individuals with suspected acute GIB is still debatable. It is very 
difficult to determine the etiology of UGIB from clinical signs 
alone. Table 1 summarizes the causes of UGIB by frequency.

Table 1: Causes of upper gastrointestinal bleeding.

Common Causes Other Causes

Peptic ulcer disease (gastric or duodenal) Hemosuccus pancreaticus

Gastric or esophageal varices Cameron lesions

Erosive esophagitis Hemobilia

Upper gastrointestinal tumors Aortoenteric fistula

Upper gastrointestinal angioectasias Anastomotic bleeding

Mallory-Weiss tear Arteriovenous malformation

Gastric or duodenal erosions Acute esophageal necrosis

Dieulafoy lesion Atrial-esophageal fistula

Gastric antral vascular ectasia

Endoscopy should be conducted as soon as the patient is 
hemodynamically stable following adequate resuscitation when 
variceal hemorrhage is highly suspected [7]. Endoscopy should 
be done within 12 hours of the onset of acute variceal bleeding, 
according to the American Association for the Study of Liver 
Diseases recommendations [8]. Because gastric varix can be 
seen in more than half of patients with liver cirrhosis and varix 
hemorrhage has a 6-week mortality rate of roughly 20%, immediate 
endoscopy should be explored in patients with hematemesis 
and liver cirrhosis [7,9]. In the case of non-variceal UGIB, a 
previous Asia-Pacific Working Group consensus recommended 
that endoscopic intervention be performed within 24 hours of 
the onset of bleeding in patients who were at high risk of pre-
endoscopic assessment (e.g., Glasgow-Blatchford Score (GBS) 12; 
The GBS is a composite score of blood urea, hemoglobin, systolic 
blood pressure, pulse, history, and comorbidities) [10]. This 
consensus is comparable to a recent cascade guideline published 

in 2018 by the European Society of Gastrointestinal Endoscopy, 
which stated that endoscopy should be conducted within 24 hours 
following acceptable first treatment [11]. As a result, it has been 
suggested that in patients who are hemodynamically unstable and 
have significant hematemesis, endoscopy should be delayed until 
the patient has been stabilized by resuscitation [12].

Several studies have looked into the role of emergency 
endoscopy within 12 hours in cases with non-variceal UGIB. A study 
of 361 patients indicated that patients who received emergency 
endoscopy had a 5-fold increase in the chance of adverse outcomes 
such as mortality, rebleeding, surgery, radiological intervention, 
or recurrent endoscopic treatment. Time to endoscopy was not 
a significant predictor of worse outcome in a subgroup analysis 
of that research, and it was a weaker prognostic effect in patients 
with a high GBS score (12 points) than in patients with a low score 
[13]. Because first bleeding symptoms are more severe in high-
risk patients, they are more likely to get fluid treatment and fast 
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proton pump inhibitor (PPI) medication prior to endoscopy. This 
emergency medical therapy may be the most important factor to 
prevent a poor outcome from UGIB regardless of time of endoscopy. 
A nationwide cohort study [14] of 12601 peptic ulcer patients 
found that patients with an American Society of Anesthesiology 
score of 3-5 points or who were hemodynamically unstable had 
a lower rate of hospital mortality if an endoscopic intervention 
was performed within 6 hours to 24 hours of admission [14]. 
However, the precise timing within the next 24 hours is unknown. 
Another national analysis in the United Kingdom, which included 
4478 patients, advised an early endoscopy of less than 12 hours 
after admission and found no difference in mortality rate or 
requirement for surgery when compared to endoscopy performed 
within 24 hours [15]. According to Singapore cohort research, the 
timing of endoscopy in high-risk UGIB patients with GBS > 12 is the 
most important factor connected to hospital all-cause death [16]. 
The endoscopic cut-off time that enhanced survival was within 13 
hours of the beginning of symptoms. Active hemorrhagic lesions 
requiring endoscopic hemostasis were common in patients who 
had endoscopy within 6 hours, but it did not aid with rebleeding 
prevention, death, transfusion rate, or hospitalization length. As a 
result, for any non-variceal UGIB, an emergency endoscopy is not 
necessary within 6 hours.

In summary, new guidelines and research imply that if variceal 
bleeding is evident or the patient is hemodynamically unstable, 
an emergency endoscopy should be performed within 12 hours 
[17]. Endoscopy should also be accompanied by appropriate 
and timely medical treatment, such as hydration therapy and 
intravenous PPIs [18-30]. Obscure gastrointestinal bleeding 
(OBGIB) is characterized as persistent or recurrent bleeding 
despite esophagogastroduodenoscopy or colonoscopy [30]. 
Overt bleeding with visible gastrointestinal hemorrhage, such 
as hematochezia or melena, and occult bleeding with recurring 
positive fecal occult blood test results or laboratory evidence 
of iron deficiency anemia are the two types of OBGIB [30]. This 
OBGIB accounts for around 5% of all gastrointestinal bleeding, 
with more than 80% of these bleedings occurring in the small 
intestine [31]. The introduction of capsule endoscopy has allowed 
for a comprehensive inspection of the small intestinal mucosa. 
Therapeutic endoscopy for these lesions is now possible because 
to device-assisted enteroscopy [32-34].

Treatment for individuals with suspected upper 
gastrointestinal bleeding, such as hematemesis or melena, may 
change depending on the cause of the bleeding. However, in all 
patients, vital signs, hemodynamic condition, and proper fluid 
management are critical [35]. If there is hypovolemic shock, fast 
pulse rate, high blood urea nitrogen level, reduced urine volume, 
or a history of severe bleeding at the time of presentation, more 
active early monitoring, fluid therapy, and blood transfusion 
treatment are required. However, if major bleeding is suspected, 
close monitoring and follow-up are required since early 

hemoglobin levels in acute bleeding may be normal [36]. When 
referred to the emergency department for upper gastrointestinal 
bleeding, the scoring system may be separated into two types: 
those that contain endoscopic findings and those that do not. 
In 1996, the Rockall score (RS) [37] was the most regularly 
used scoring system. This score method uses five parameters 
to predict the chance of mortality within 30 days: patient age, 
concomitant shock, co-morbidities such as heart, liver, and renal, 
bleeding causative disorders, and endoscopic bleeding stigmata. 
However, because the endoscopic results must be known, the 
pre-endoscopic RS, which may be computed using the three 
data except the origin of the bleeding and endoscopic findings, is 
utilized in practice. This is helpful in predicting rebleeding. This is 
useful for predicting rebleeding and mortality risk [38].

Furthermore, the Glasgow-Blatchford score (GBS), created 
in 1882, is extensively used to predict the requirement for 
transfusion, endoscopic therapy, rebleeding rate, and prognosis 
[39]. This scoring method, in particular, has the benefit of being 
able to test blood urea, hemoglobin, systolic blood pressure, 
pulse rate, presence of melena or syncope, liver illness, and heart 
failure in the emergency department swiftly and easily. AIMS65, 
a simplified scoring system that includes albumin, prothrombin 
time, mental state, systolic blood pressure, and age above 65 
years, was recently presented. It is simple to remember, and it 
can be calculated objectively and quickly [40]. The mortality 
rate with AIMS65 scores ranged from 0.3 percent to 32 percent 
in one research [41]. The goal of the first treatment for patients 
with GI bleeding is to stabilize the hemodynamic circulation. To 
preserve blood vessel volume and hemodynamic stability, a big 
vein must be secured and checked to see if it is accompanied by 
heart, kidney, or liver problems [35]. Although the placement of 
a nasogastric tube is debatable, it can identify the requirement 
for rapid endoscopic hemostasis if blood is visible flowing from 
the upper gastrointestinal hemorrhage to the nasogastric tube. It 
should be noted, however, that a false negative owing to duodenal 
hemorrhage is possible [35]. One dosage of erythromycin provided 
30 minutes to 120 minutes before endoscopy is not routinely 
suggested, although it is advised to enhance endoscopic visibility, 
minimize the need for transfusion and endoscopy, and shorten 
hospital stay [42,43].

Endoscopic procedures have improved the therapy of GIB, 
including peptic ulcer, variceal, diverticular, and angiodysplastic 
bleeding, in recent years. Furthermore, a growth in the availability 
of accessible and technologically sophisticated, well-trained 
endoscopy center-related professionals has resulted in early 
diagnosis by endoscopic intervention [44]. Injection (usually 
diluted epinephrine or a special sclerosing agent), contact and non-
contact thermal devices (unipolar or bipolar electrocoagulation, 
heater probes, and argon plasma coagulation), and mechanical 
devices (endoscopic clips and band ligation) are all methods of 
endoscopic hemostasis for acute UGIB and LGIB [45]. Diluted 
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epinephrine injections of 1:10000 to 1:20000 dilution aid in 
primary hemostasis of active bleeding; mechanical or thermal 
treatment to achieve certain hemostasis should be administered 
promptly as a secondary technique to limit the risk of rebleeding 
[4,46]. Endoscopic hemostatic effects in acute GIB are little 
studied in randomized studies. The etiology and location of the 
GIB, the ability to access the site, and the endoscopist’s experience 
all influence the manner of hemostasis used.

In the following, we will discuss the most clinically relevant 
methods of endoscopic treatment for the four major types of GIB 
and describe the most effective procedure.

Peptic Ulcer Bleeding

Peptic ulcer bleeding, which accounts for 30-60% of UGIB, 
has received the most attention. Although peptic ulcer bleeding 
classifications were developed a long time ago, an endoscopic 
classification known as the Forrest classification is generally 
utilized as a benchmark for endoscopic therapy. Most Forrest 
classification Ia to IIa lesions have a rebleeding rate more than 
50%, requiring aggressive endoscopic treatment in the majority 
of patients [47,48].

However, the Forrest classification is over 40 years old; 
lately, [49] investigated if it is beneficial in predicting rebleeding 
and death from peptic ulcer bleeding and conducted research 
to see whether it might be simplified. They have condensed the 
Forrest categorization into three categories: high risk (Forrest 
Ia), increasing risk (Forrest Ib-IIc), and low risk (Forrest Ib-IIc) 
(Forrest III). In a total of 397 individuals, the risk of rebleeding 
was greatest (59 percent) in Forrest Ia peptic ulcers, although 
rates in Ib and IIc were comparable. Prediction of rebleeding 
using the Forrest classification is more reliable for gastric ulcers 
than for duodenal ulcers in subgroup analysis. Simplifying 
this categorization can minimize interobserver variability in 
diagnosing lesions, although it requires further research [49].

Injection therapy, heat therapy, and mechanical therapy have 
traditionally been employed as endoscopic therapeutic options 
for peptic ulcer bleeding. Several studies and meta-analyses have 
been conducted to determine if monotherapy or combination 
modality therapy is more successful. The Cochrane review of 19 
RCTs involving 2033 patients published in 2014 found that the 
second bleeding control approach significantly decreased the 
risk of rebleeding and emergency surgery when compared to 
epinephrine injection treatment alone [50]. Mortality was also 
lowered, albeit the difference was not statistically significant. 
Other meta-analyses [51,52] found similar results. In research 
including 2888 patients published in 2016 [52], hemoclips 
alone or injection treatment coupled with heat therapy were 
more successful than injection therapy alone. As a result, it was 
determined that epinephrine injectable therapy should be used 
in combination with a secondary medication rather than as a 
stand-alone treatment. Adverse outcomes such as perforation 

and therapy-induced bleeding can occur following endoscopic 
treatment. They may be more prevalent in endoscopic therapy 
than in medical therapy alone, although a meta-analysis found 
no statistically significant difference (0.8% vs. 0.1%) [53]. High 
dosage PPI is considered to be an essential medicine to avoid 
rebleeding after endoscopic therapy for spurting bleeding or 
exposed vascular lesion, both of which are known to be highly 
rebleeding [54]. However, recent research found that the risk of 
rebleeding associated with Forrest Ib is much lower than that 
of Forrest IIa and IIb, and that high dosage IV PPI may not be 
required following successful endotherapy [55].

Variceal Bleeding

Variceal hemorrhage is a common and significant side effect 
of portal hypertension. Previous research has found that variceal 
hemorrhage in individuals with liver cirrhosis can result in a 50% 
mortality rate [56]. Although the use of vasoactive medications, 
endoscopic treatment, and preventive antibiotics has reduced 
mortality, esophageal varix hemorrhage is linked with a 20% 
death rate within 6 weeks [9]. Prior to endoscopic therapy for 
variceal bleeding, it is critical to stabilize patients and maintain 
an intravenous line for hemodynamic stability and a hemoglobin 
level of at least 7-8 g/dL by blood volume resuscitation [57]. 
Prophylactic antibiotics, such as intravenous quinolones or 
ceftriaxone, are also required and may minimize systemic 
bacterial infection and death [58]. Vasoactive drugs such as 
octreotide, somatostatin, and terlipressin are recommended to be 
administered as soon as possible [56].

The therapy of choice for esophageal variceal bleeding and 
secondary prevention is endoscopic variceal ligation (EVL). 
The appearance of bleeding varices, stigmata of recent bleeding 
including an adherent clot over varix or platelet plug called by 
white nipple marks, or the presence of varices without a definite 
active bleeding focus are used to make the diagnosis of variceal 
bleeding in the setting of active bleeding [59]. According to a 
recent meta-analysis of 1236 patients from 14 studies published 
by [60], EVL is superior to endoscopic injection sclerotherapy in 
terms of key outcome, including rebleeding, variceal eradication, 
and complication rate, but not in terms of mortality. As a result, 
EVL is the most effective first-line treatment for esophageal 
varix hemorrhage. Repeated endoscopy with EVL until varix 
elimination is advised after acute esophageal variceal bleeding, 
which generally requires 2 to 4 sessions of treatment [61]. The 
ideal interval of each EVL for secondary prevention has not 
been identified, however in trials examining repeated EVLs for 
secondary prevention, it typically varies from 2 wk to 8 wk. As 
an EVL consequence, post-EVL band-induced ulcer bleeding may 
develop. Another research [62] found that while the incidence 
was just 2.8 percent, it was substantially related to death. A high 
MELD score (MELD stands for Model for End-Stage Liver Disease 
and is computed using blood bilirubin, prothrombin time, and 
serum creatinine) was linked to an increased risk of band-induced 
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ulcer bleeding [62]. Band-induced ulcer bleeding can be treated 
with a transjugular intrahepatic portosystemic shunt (TIPS) or 
sclerotherapy, and pantoprazole for 10 days can reduce ulcer size 
[63]. Furthermore, rebleeding from band ulcers can be treated 
with hemostatic power or a spray similar to that used to treat 
peptic ulcer bleeding [64,65]. Recently, a study by [66] showed 
that immediate application of hemostatic powder is effective for 
early clinical course and endoscopic hemostasis in patients with 
acute initial variceal bleeding.

In addition, despite the most effective EVL therapy, we might 
explore alternative therapeutic option, such as esophageal balloon 
tamponade, in patients with recurrent or refractory variceal 
bleeding. The esophageal stent, which was previously utilized 
primarily for luminal GI stenosis, has been employed in place of 
the balloon in refractory variceal bleeding, with a statistically 
significant rate of therapeutic success and bleeding control [67]. 
TIPS therapy, as previously stated, is utilized for recurrent and 
refractory variceal bleeding in patients who meet high-risk criteria 
(Child-Pugh B plus active bleeding at endoscopy or Child-Pugh C). 
However, early TIPS for recurrent variceal bleeding in a Child-
Pugh B patient may hasten the development of acute-on-chronic 
liver failure and/or mortality. The careful decision of patients 
for TIPS is essential and other parameters should be considered, 
such as systemic inflammation, non-selective beta blocker-non-
response and portal vein thrombosis [68]. Various endoscopic 
therapies have been attempted in cases of failure of hemostasis 
due to general endoscopic treatment [69-78]. The OTSC (Over-
the-scope clip, Ovesco AG, Tübingen, Germany) system, which is 
inserted at the upper end of the endoscope, has been widely used 
in fistulas and perforations [79-84]. However, it can be used in 
cases of continuous hemorrhage due to local injection or clipping 
[85]. In addition, the hemostasis of the bleeding site through the 
nano powder (Hemospray, Cook Medical, Winston-Salem, NC, USA) 
or starch (EndoClot Plus Inc., Santa Clara, CA, USA) can be used 
when other hemostasis is not treated. Previously, it was difficult 
to distribute the powder or starch materials to the hemorrhagic 
lesion, but in recent years, disposable powder roots have been 
developed and can be used more easily [86,87]. Endoscopic 
findings of GIB are observed, and successful hemostasis can 
improve the prognosis and increase the survival rate. However, 
endoscopic hemostasis is not always successful. If we know the 
factors that are likely to fail in endoscopic hemostasis, decisions 
can be made to change the modality [88-95].

Endoscopic therapy of peptic ulcer bleeding was found to be 
94% successful in a prior publication [95], followed by permanent 
hemostasis without rebleeding (82.5 percent). Endoscopic 
treatment failure or rebleeding occurred in 17.5% of endoscopic 
procedures. Patients with active bleeding at the time of diagnosis, 
shock at admission, or low hemoglobin levels had considerably 
higher rates. The medication history, age, and location of the 
stomach ulcer, on the other hand, had no influence on the failure 

rate of endoscopic bleeding management. Another major trial 
including injection and heat treatment of 3386 patients with 
peptic ulcer bleeding found that 98.6 percent had good initial 
hemostasis, although 8.2 percent rebled. As a result, the overall 
failure rate of bleeding control was 9.6 percent. Endoscopic 
bleeding control failed substantially more frequently when 
blood pressure was low, hemoglobin was less than 10g/dL, new 
blood was visible in the stomach, and big or active ulcers were 
present [96]. In one research, 427 patients were endoscopically 
treated, with a failure rate of 20.1%. Endoscopic observations of 
spurting hemorrhage and a duodenal ulcer on the posterior side 
or anastomosis site indicated that therapy had failed. In summary, 
indicators of serious bleeding, such as shock, a low hemoglobin 
level, new blood at the moment of presentation, or an ulcer with a 
big surface area and spurting blood, might result in the endoscopic 
treatment failing.

Portal hypertension causes variceal hemorrhage. The most 
critical factor is the hepatic venous pressure gradient, which 
reflects portal pressure. Furthermore, the severity of liver illness 
as measured by the Child-Pugh class or MELD, encephalopathy, 
platelet count, history of drunkenness, and presence of portal 
vein thrombosis were revealed to be independent predictors of 
endoscopic variceal bleeding control failure [97-99]. As a result, in 
high-risk patients with a high likelihood of bleeding control failure, 
a preemptive TIPS should be prepared, and tamponade ballooning 
should be administered momentarily following endoscopic 
hemostasis retrials [100]. In contrast to other types of bleeding, 
variceal hemorrhage should be thought to be more impacted by 
the degree of liver cirrhosis than by endoscopic findings [100]. 
The pattern adopted to produce initial hemostasis is the predictor 
of LGIB recurrence. Primary hemostatic modality [100]; usage 
of antiplatelet, anticoagulant, and NSAIDs; presence of chronic 
renal disease or liver cirrhosis; and cause of first bleeding [4] are 
risk factors for recurrent LGIB. It is unclear how these individual 
factors’ proportionate effect may affect the incidence of recurrent 
bleeding. In a retrospective examination of 171 severe LGIB 
patients [100], the three most prevalent causes of bleeding were 
diverticular hemorrhage, anorectal disorders, and angiodysplasia. 
In particular, 15% of the individuals had previously been 
treated with antiplatelet medicines and 9% with anticoagulants. 
Approximately one-third of the individuals developed recurrent 
LGIB throughout the average follow-up period of 11 years. As 
noted in previous studies, LGIB is more likely to rebleed and 
affects older patients taking several medications. One of the most 
important points in diverticular bleeding and angiodysplasias 
bleeding, which comprise a large part of LGIB, is that they can stop 
spontaneously and rebleed at the same site or in other lesions.

Individuals having endoscopy should be well educated about 
the technique, its indications, the dangers it entails, and how to 
handle any consequences. According to the European Society of 
Gastrointestinal Endoscopy (ESGE), correct fasting instructions 
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are part of patient preparation [12]. Based on existing evidence, 
ESGE defines proper fasting period as at least 2 hours for liquids 
and 6 hours for solids [12]. Patients with known delayed stomach 
emptying (gastroparesis) may benefit from a longer time of fasting 
(e.g. overnight fasting) on a case-by-case basis, notwithstanding 
the recommendations [16]. Before EGD, patients should be given 
an easily comprehensible take-home information sheet on the 
technique, and, unless the surgery is an emergency, informed 
signed consent should be obtained. An evaluation of the patient’s 
health state is also part of the procedure’s preparation. Diabetes 
control, anticoagulant medication, the necessity for prophylactic 
antibiotics, and sedation needs are the most prevalent clinical 
concerns requiring consideration before to endoscopy. The 
American Society of Anaesthesiology (ASA) score is the most 
widely used grading system for categorizing patients based on 
their physiological condition in order to anticipate surgical risk 
[17].

Before doing any endoscopic examination, it is critical to 
review the endoscopy referral form as well as the reasons for the 
treatment. Endoscopists should be conversant with the standard 
EGD indication list and should personally assess any deviations 
from it. The comprehensive list of indications is beyond the scope 
of this paper, but it may be found in prior documents, such as the 
quality guidelines of the American College of Gastroenterology 
(ACG) and the American Society for Gastrointestinal Endoscopy 
(ASGE) [13,22]. According to ACG/ASGE, indications for EGD must 
be documented and correspond to the published standard list in at 
least 80% of instances [23].

Furthermore, assessing the indication and relevant clinical 
data allows for the identification of individuals at higher risk of 
UGI malignancies. In such cases, a lower threshold for biopsying 
suspected lesions should be explored, and suitable image-
enhancing modalities should be planned ahead of time. The 
Asian agreement highlights the importance of risk assessment 
for patients prior to any diagnostic EGD [14]. Patients of the 
male gender, for example, who have a history of past head and 
neck cancer as well as a known history of heavy alcohol intake or 
cigarette smoking, are at an elevated risk of esophageal squamous 
cell carcinoma (ESCC). These individuals should have a thorough 
examination of the whole length of their esophagus, ideally using 
sophisticated imaging methods. On the other hand, obese men of 
Caucasian origin with a long-standing history of gastroesophageal 
reflux disease (GERD) are at increased risk of BE-related EAC and 
require a meticulous inspection of the gastroesophageal junction 
(GEJ) and BE segment, if present.

Although EGD is a less technically difficult operation than 
colonoscopy, the range of mucosal alterations seen during EGD 
is substantially broader since it encompasses the assessment 
of three separate organs and epithelia in a single examination. 
In recent years, advanced imaging methods have emerged with 
the goal of improving mucosal visibility and fine structural and 
microvascular architecture [48].

The ongoing range of laid out picture improving (IE) 
methods incorporate ordinary chromoendoscopy, restricted 
range endoscopy, for example, tight band imaging (NBI; Olympus 
Medical Systems, Tokyo, Japan) and blue laser imaging (BLI; 
Fujifilm, Tokyo, Japan), yet in addition a few different frameworks, 
for example, connected variety imaging (LCI; Fujifilm, Tokyo, 
Japan), I-Scan advanced contrast (I-SCAN; Pentax, Tokyo, 
Japan), autofluorescence imaging (AFI), and confocal laser 
endomicroscopy (CLE). These advances are at an alternate degree 
of clinical application and won’t be entirely examined inside this 
article; be that as it may, not many of them play a laid-out part 
in routine practice and portray an excellent method [48]. In the 
throat, both Lugol staining and restricted range endoscopy have 
been displayed to further develop location and portrayal of 
squamous neoplasia [49-51]. Lugol responds with glycogen, which 
is plentiful in typical squamous epithelium, however altogether 
diminished or missing in dysplastic tissue. Consequently, ordinary 
regions are strongly stained by the Lugol color to an earthy colored 
tone, though dysplastic regions have diminished or totally missing 
staining. In NBI imaging, then again, squamous neoplasia shows 
up as dull earthy colored patches on the esophageal mucosa. NBI, 
combined with amplification, can be very useful in deciding the 
possible profundity of attack by evaluating the morphology of 
intrapapillary hairlike circles (IPCLs) [52]. Both BSG and ESGE 
suggest the utilization of Lugol’s chromoendoscopy if squamous 
neoplasia is thought, [11,12] which alludes for the most part to 
patients recently treated with remedial plan for an essential head 
and neck malignant growth.

IE strategies are utilized broadly in the reconnaissance of BE, 
albeit (up until this point) not a solitary one of them have been 
shown convincingly to be better than standard superior quality 
white-light endoscopy (WLE) [5,7-53]. Acidic corrosive (AA) is a 
normally utilized color that initiates the “acetowhitening” impact 
on BE mucosa, it its surface to feature. One review study showed a 
better neoplasia recognition rate with AA-directed biopsies when 
contrasted and ordinary convention directed planning biopsies 
[54]. A randomized get over preliminary looking at AA-directed 
biopsies versus non-designated biopsies according to Seattle 
convention is in progress (the ABBA study), and the outcomes 
might give more conclusive proof to advance this procedure 
overflow standard of care [55,56].

For NBI, a basic approved framework to distinguish dysplasia 
and EAC inside BE sections has been fostered [Barrett’s global 
NBI bunch (BING) criteria] [57]. This grouping depends on 
a straightforward assessment of the BE surface and vascular 
examples (ordinary versus unpredictable). The BING rules had a 
general precision of 85% in recognizing patients with dysplasia, 
which expanded to 92% with high certainty expectations [57]. 
In the stomach, virtual chromoendoscopy has been applied 
broadly in the observation of premalignant conditions. NBI, 
specifically, can be useful in featuring AG and discrete areas of 
GIM. The refreshed ESGE rules on the administration of epithelial 
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precancerous circumstances and injuries in the stomach (MAPS 
II) suggest that virtual chromoendoscopy (±magnification) ought 
to be utilized for the conclusion of the premalignant stomach by 
directing biopsy for arranging atrophic and metaplastic changes 
and by aiding objective neoplastic sores [58]. LCI, then again, is 
an arising imaging methodology with developing utility in the 
UGI plot. LCI separates the red variety range, and builds the 
differentiation among aroused and typical regions; LCI is useful 
in exact identification and outline of neoplastic sores, especially 
inside gastric mucosa. In a new report, LCI was shown more viable 
for acknowledgment of early gastric disease contrasted and WLE 
[59]. Additionally, past investigations have shown that LCI can 
be useful in the ongoing finding of dynamic Helicobacter pylori 
disease [60].

The side effects of draining in the GI parcel that are experienced 
in genuinely clinical practice are basically melena, hematemesis, 
and hematochezia. Whenever a patient with these side effects 
presents to the trauma center, endoscopic finding and treatment 
are viewed as along with fitting beginning revival. For better 
forecast in instances of thought variceal dying, it is central that 
endoscopy is performed following the patient is balanced out, and 
it would be adequately compelling for endoscopy to be embraced 
inside 24h from side effect improvement for non-variceal UGIB. 
In instances of thought LGIB, sigmoidoscopy might be at first 
performed assuming there is a solid doubt of anorectal dying.

Notwithstanding, overall, full colonoscopy after gut planning 
is compelling for recognizing the reason and area of draining 
and treating with hemostasis. Taking everything into account, 
the job of endoscopy in GIB is vital, and numerous rules have 
been created about endoscopic treatment for explicit draining 
infections. In any case, there are still parts that poor person 
been laid out. Particularly, further examinations on prophylactic 
intubated endoscopy, schedule second-look endoscopy and crisis 
case endoscopy issues are required.

Methodology

Study design

This study is a retrospective analytical study design. The 
study is descriptive and correlational study. Since the aim of the 
study is to identify the causes of UGIB, presenting complaint of 
patients and the findings of the gastroscopic procedure among 
patients undergoing gastroscopy at endoscopy unit in European 
Gaza Hospital, this is the most appropriate design for the study 
objectives.

Study setting

The study was conducted at the endoscopy unit in European 
Gaza Hospital. Data were collected retrospectively for the first 
three month of the year 2022 during the period from April 1st to 
April 15th, 2022.

Participants and sampling

The study included all patients undergoing gastroscopy 
during the first three month of the year 2022. The study data 
were collected from medical records. However, there are certain 
exclusion criteria:

a) Patients undergoing double scope (gastroscopy and 
coroscopy).

b) Patients undergoing colonoscopy alone.

c) Patients undergoing gastroscopy during previous years.

The flow chart in figure 1 is showing the process of selecting 
patients for this study.

Data collection

Data were collected from medical records retrospectively 
for the first three months of the year 2022 using a self-designed 
questionnaire based on most recent published literature.

Instruments

The study tool is a self-designed questionnaire based on 
most recent published literature. The questionnaire included 
basic information about the patients, gastroscopy findings and 
laboratory work done for the patients.

Statistical analysis

Data obtained from questionnaire were entered and 
analyzed using SPSS program version 23 computer software. 
Sociodemographic data were presented using descriptive 
statistics as means, median, percentages and standard deviation. 
Independent T test and one-way Anova are used to show statistical 
significance among patients’ characteristics and tool scores. Chi 
square test is used to show relationship between categorical 
variables.

Permission and ethical considerations

An approved permission was gained from Helsinki Committee 
at the MoH in Gaza Strip to collect data from patients’ medical 
records. 

Results

The study included 95 patients who were undergone 
gastroscopy and were admitted from either outpatient department 
or through the emergency department. The mean age of study 
participants was 45.03 + 17.51 years with median age of 47 
years. The patients’ age ranged from 13 to 86 years. Age groups 
distribution is presented in figure 2. As shown, the peak age group 
is at older population. The male to female ratio was close; the 
study included 49 males and 46 females. The route of admission is 
presented in figure 3 (outpatient, n- 69, 73%).
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Figure 1: Flow diagram of the process of patients’ selection.

Figure 2: Age groups distribution among study participants.
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Figure 3: Admission route.

Since this study was conducted on patients during the period 
of the first three months of the year 2022, the month with most 
procedures was January (n= 44, 46.3%) (Figure 4). Patients 
suffered from various comorbidities. Some patients suffered 
from more than one comorbidity. Some of these comorbidities 
were related to the gastrointestinal system and others were not. 
Hypertension was prevalent among 17 patients while diabetes 

mellitus among 8 patients. Gastrointestinal related comorbidities 
were hepatitis B among 4 patients, liver cirrhosis among 4 
patients, peptic ulcer disease among 2 patients and colon cancer 
among 1 patient. Other comorbidities included ischemic heart 
disease and rheumatic diseases. On the other hand, there was very 
poor documentation regarding the medications patients take for 
their chronic conditions.

Figure 4: Patients distribution by month.
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The presenting symptom that led to the decision for 
gastroscopy varied among study participants. The most common 
symptom was dyspepsia (n= 28, 29.5%) followed by abdominal 
pain mainly epigastric (n= 25, 26.3%). Figure 5 shows the 
frequency of presenting complaint among study participants. 
Other symptoms included postprandial disorder, heart burn, stoke 
for percutaneous endoscopic gastrostomy insertion (PEG) and 
chest pain. The indication for gastroscopy was almost the same 
as the presenting symptom. Abdominal pain (mainly epigastric) 
was the most frequent indication (n= 35, 36.8%) followed by 
dyspepsia (n= 23, 24.2%). Active upper gastrointestinal bleeding 
was the indication among three cases (3%). The anesthetic agent 
used for the procedure was mainly midazolam (87, 91.6%). 

Other agents used were propofol and Ezra Cain. Findings of 
gastroscopy procedure was divided according to the examined 
part. Table 2 shows the findings of gastroscopy procedure among 
study participants. Biopsy was taken during 12 procedures only 
(12.6%). The site of biopsy varied among study participants. The 
most common site was the second portion of duodenum (n= 7) 
followed by gastric biopsy (n= 4) and one biopsy from first portion 
of duodenum. Gastroscopy procedure was diagnostic among most 
of cases (n= 88, 92.6%). However, there were two unstable cases 
in which band ligation was done for them. Other interventions 
performed during the gastroscopy were PEG insertion among two 
cases and PEG tube exchange among three cases.

Figure 5: Presenting complaint among study participants.

Table 2: Gastroscopy findings among study participants.

Esophagus (n, %) Stomach (n, %) Duodenum D1 (n, %) Duodenum D2 (n, %)

Hiatus hernia (29, 30.5%) Severe gastritis (28, 29.5%) Inflamed (35, 36.8%) Inflamed (1, 1.1%)

Reflux (4, 4.2%) Mild gastritis (25, 26.3%) Ulcer (2, 2.1%) Atrophy (1, 1.1%)

Varices (3, 3.2%) Moderate gastritis (9, 9.5%) Atrophy (1, 1.1%) Atrophy (1, 1.1%)

Normal (3, 3.2%) Ulcer gastritis (4, 4.2%)

Esophagitis (2, 2.1%) Normal (3, 3.2%)

Different types of lesions (6, 6.3%) Mild portal hypertension (2, 2.1%)

Mass (1, 1.1%)
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Discussion

Gastrointestinal disorders, specifically dyspepsia, are normal 
issues inside essential consideration around the world, [1-3] as 
well as in Greece [4,5]. Exploratory proof on dyspepsia the board 
is scant and rules depend on data drawn from preliminaries 
and clinical investigations led in scholar or expert settings. It 
affects general practices might be prominently basic to refute the 
execution interaction [6]. Current rules propose that all patients 
with dyspepsia north of 45 or 55 years old or those with side 
effects ought to go through brief esophagogastroduodenoscopy 
(EGD) [7]. In any case, an effective execution of proposals that 
remember obtrusive evaluating for regular essential consideration 
practice is by all accounts connected with elements, for example, 
the specialist patient relationship and the patient’s consistence to 
the specialist’s suggestions [8,9].

For instance, factors like family ancestry, saw risk, self-viability, 
information on the sickness, or the utilization of instructive 
recorded material, were not demonstrated to impact patients’ 
choice about colorectal disease (CRC) screening with a Fecal Occult 
Blood Test (FOBT) [8]. Then again, inside essential consideration, 
consistence to colonoscopy and FOBT has been exhibited to 
increment by the straightforward utilization of customized 
empowering pamphlets [9,10]. In this manner, making sense of 
and changing patients’ perspectives to acquire higher consistence 
rates requires additionally an exhaustive information on the 
elements that might impact their dynamic cycle. Accentuation 
is given presently on quiet focused correspondence and shared 
dynamic that appear to prompt a critical expansion in tolerant 
information, work on personal satisfaction and patient’s fulfillment 
towards clinical consideration, and furthermore to lessen the 
nervousness and decisional struggle [10,11]. The human dynamic 
interaction has been investigated completely during the previous 
many years and models have been fostered that could make 
sense of the consistence of the patients towards the specialists’ 
suggestions [11-13]. Different hypotheses towards understanding 
and altering human way of behaving have been applied and 
among them the Theory of Planned Behavior (TPB) has been built 
[14]. A PhD concentrate on that focused on evaluating for upper 
gastrointestinal side effects in an essential consideration populace 
was planned and executed into two Greek areas. Patients who 
visited chosen country rehearses were evaluated; the individuals 
who were positive for upper gastrointestinal side effects were 
alluded for upper endoscopy.

This study expected to report the segment qualities, signs 
and endoscopic discoveries of patients going through UGIE at the 
endoscopy unit in European Gaza Hospital. This study addresses 
the very first report on UGIE signs. Dyspepsia was the commonest 
sign for upper GI endoscopy in by far most of our members. This 
is like investigations directed in Ghana and other West African and 
East African nations [12,14-17]. Different explanations behind 
UGIE among our patients were side effects of UGI dying, evaluating 

for esophageal varices in cirrhotic patients and repetitive heaving. 
Just 1.1% of our patients went through upper GI endoscopy for 
dysphagia which is like 1.0% detailed by concentrate on done in 
Kumasi, Ghana [12]. This contrasts from a review done in Malawi 
[18] which announced dysphagia as the most widely recognized 
sign for UGIE. 37% (37%) of their patients had dysphagia as a sign 
for UGIE. The high commonness of esophageal malignant growth 
in Malawi might represent this distinction [19]. Additionally, 
endoscopy administrations are confined in Malawi and as such 
just patients with caution side effects are alluded for upper GI 
endoscopy [18].

Gastritis was the most successive endoscopic finding in our 
patients, trailed by duodenitis. This is equivalent to past Ghanaian 
examinations [3,10], which detailed gastritis and duodenitis as 
normal endoscopic discoveries among their patients. Gastric ulcer 
was analyzed more much of the time than duodenal ulcers among 
our patient populace [12] in Kumasi. This is as opposed to the 
discoveries of one review from Accra that detailed more duodenal 
ulcers than gastric ulcers [3]. Gastric holes were more normal 
than duodenal holes among the Kumasi populace as indicated 
[20]. They additionally noticed that patients giving gastric holes 
were more successive clients and victimizers of NSAIDS and 
natural medications or inventions [20]. The level of esophageal 
varices recognized in this study was more than past investigations 
distributed in this nation [12]. This is on the grounds that as a 
feature of the signs for endoscopy, patients with liver cirrhosis 
without draining were alluded for endoscopy in this review. Typical 
discoveries in this study were far lower than before concentrates 
on that have been distributed in this nation [3,12]. The distinction 
may likely be because of worked on endoscopic procedures in 
distinguishing UGI pathology or further develop techniques in 
clinical determination over the course of the ten years or might be 
because of scant accessibility of endoscopy benefits so individuals 
are alluded fittingly for endoscopy. The utilization of Proton Pump 
Inhibitor (PPI) and NSAID could likewise alter the discoveries of 
endoscopy and data about this was not accessible in every one of 
the examinations.

H. pylori colonization of the stomach is quite possibly the 
most widely recognized disease worldwide. A few scientists 
portrayed it as the most widely recognized ongoing human 
bacterial contamination [21,22]. It is the fundamental driver of 
constant gastritis and the primary etiological specialist of gastric 
malignant growth and peptic ulcer illness. In numerous nations, 
the rate of H. pylori has been diminishing in relationship with 
worked on way of life and further developed omen anti-microbial. 
The predominance of H. pylori in this study was 44.9%. This is 
practically identical to 45.2% announced [13], however rather 
than 74.8% [23], in the country. Other past investigations in 
Ghana [24], Nigeria [25] and other agricultural nations [26] have 
additionally announced high pervasiveness of H. pylori. Potential 
explanations behind this distinction might be the rising compelling 
annihilation treatment of the disease with anti-microbial mix and 
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proton siphon inhibitors (PPI) and furthermore the far and wide 
and unpredictable utilization of anti-microbial and PPI. This study 
did not reject patients who were at that point on anti-infection 
agents and PPI or have consumed these medications preceding 
the review. It might likewise be related with further developed 
sterilization among the occupants [27].

Despite the lessening in predominance of H. pylori among 
patients in this review, the ongoing predominance of 45.2% 
is still high contrasted with rates in created nations [28]. The 
commonness of H. Pylori disease is related with lower financial 
status, sterilization, fundamental cleanliness, terrible eating 
routine; stuffing, nationality, orientation and mature, low degrees 
of training and geographic area likewise assume a significant part 
in the dispersion of the contamination [29,30]. This might make 
sense of the greater predominance of H. Pylori in agricultural 
nations.

Conclusion

The commonest indication for UGIE in the studied patients was 
dyspepsia and most of these patients had gastritis on endoscopy. 
Only few patients had normal findings. Gastric ulcers were 
commoner than duodenal ulcers in this patient population. The 
outcomes of this study have implications for policy and planning. 
There is a need to identify the common causes of dyspepsia/
gastritis in the community. This will help formulate and put in 
place community-based interventions including education to 
avoid these precipitating factors. Patients with dyspepsia with no 
warning symptoms should undergo endoscopy, particularly males, 
patients with body mass index > 25, epigastric pain. Gastroscopy 
has significant implications in dyspeptic patients, especially for 
those with independent risk factors. Therefore, gastroscopy 
should not be performed based on warning symptoms exclusively.
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