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Abstract Background: The most common symptoms of upper gastrointestinal (UGI) diseases are epigastric pain and 

heartburn, nausea and vomiting, regurgitation and dysphagia. Endoscopic examination is the most reliable 
method for assessing UGI evaluation. 
Methods: Malignant tumors detected in UGI endoscopies performed between Dec 31, 2015 and Jan 1, 2011 
were included in our study. Age, gender, indication for endoscopy, tumor site, tumor type, stage of disease and 
type of treatment data were recorded.
Results: According to the analysis of five-year patient data; 39 (1.17%) of 3,309 cases had malignancy in the 
UGI endoscopy. The average age of malignancy detected cases were 63.4 years (range, 33–88 years). In the 
malignancy positive group; 35 (1%) cases had gastric and 4 (0.12%) cases had esophagus tumors. According 
to the gastric localization of tumors, 12 of cases were distal, 10 were proximal, 7 were middle and 4 were linitis 
plastica. Two of the cases had previous gastric surgery and the gastric malignancy of these cases was localized 
at the gastrojejunostomy site. Th e most frequent symptoms were abdominal pain, anemia, dyspepsia, bleeding, 
weight loss, obstruction and dysphagia in patients with gastric cancer. Two (5.7%) of the cases had previous 
gastrectomies because of benign causes. Malignant tumors were detected in the remnant tissue of these cases. Th e 
percentage of over 50-year-old patients was 89.7% in UGI malignancy detected patients. Th ree percent of gastric 
cancers were stage I, 18% of them were stage II, 25% of them were stage III and 53% of the cases were stage IV. 
Seventy-fi ve percent of esophageal cancer cases had systemic metastases. 
Conclusions: Malignity is rarely detected among the patients from general surgery outpatient clinic, on whom 
UGI endoscopy is performed. But it is not diff erent from the literature. Most of the malignancies are at advanced 
stage. In older age patients, endoscopy should be recommended even there are nonspecific symptoms. In the 
presence of alarm symptoms, UGI endoscopy should be recommended without considering the age. 
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Introduction

Th e most common symptoms of upper gastrointestinal 
(UGI) diseases are epigastric pain and heartburn, nausea 
and vomiting, regurgitation and swallowing difficulties 
(dysphagia). While these symptoms may be signs of 

functional disorders of the gastrointestinal tract, they can 
indicate a serious UGI disease[1]. Despite the reduction 
in the frequency of UGI diseases including peptic 
ulcer especially with the introduction of proton pump 
inhibitors, these diseases still holds an important place in 
surgical practice[2].
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Gastric cancer is one of the leading causes of cancer 
deaths worldwide and approximately 990 000 new cases 
are being diagnosed annually and prognosis depend on 
the tumor stage[3]. Gastric cancer is the cause of 776 000 
deaths per year worldwide. The disease shows a various 
distribution in different geographical regions. Due to 
the relatively high incidence of gastric cancer; Japan, 
South Korea, Chile and Venezuela implement national 
screening programs for gastric cancer, even though 
routine screening programs is not recommended in other 
countries[4].

Due to the absence of specific clinical symptoms of 
esophageal and gastric cancer, endoscopy should be 
performed to the cases with alarm symptoms for early 
diagnosis[5]. Endoscopic examination is the most reliable 
method for assessing UGI evaluation[6]. The frequency 
of detection of malignant tumors in endoscopy among 
people who has complaints about UGI tract is very low, 
esophageal and gastric cancer incidence is 0.2–0.4% and 
0.5–2.4%, respectively[1]. In this study, we investigated 
the incidence of malignancy in the patients who 
underwent UGI endoscopy in our tertiary surgical center.

Methods

Malignant tumors detected in UGI endoscopies 
performed between Dec 31, 2015 and Jan 1, 2011 
were included in our study. Age, gender, indication for 
endoscopy (presence or absence of alarm symptoms), 
tumor site, tumor type, stage of disease, type of treatment 
data were recorded. Malignancy detected cases were 
classified as gastric and esophageal tumors. Gastric 
tumors were classified according to the localization of 
tumor as 1/3 proximal, 1/3 middle and 1/3 distal. The 
presence of weight loss, persistent vomiting, anemia, 
dysphagia, gastric surgery and palpable mass was 
determined as alarm symptoms[7]. 7th Edition UICC/
AJCC TNM staging system was used for tumor staging. 
Statistical analysis

Only descriptive analysis was used because of limited of 
cases.

Results

According to the analysis of five-year patient data; 
39 (1.17%) of 3,309 cases had malignancy in the UGI 
endoscopy. The average age of malignancy detected 
cases were 63.4 years (range, 33–88 years). There 
were 15 females and 24 males, giving a female-to-male 
preponderance of 1:1.7. In the malignancy positive group; 
35 (1%) cases had gastric 4 (0.12%) cases had esophagus 
tumors. In the first UGI endoscopy of malignancy detected 
cases; 27 (69.2%) had polipoid mass lesion, 7 (17.9%) 
had ulcerovegetan mass, 3 (7.69%) had edematous gastric 
mucosa and 2 (5.13%) had linitis plastica. Squamous 
cell carcinoma was the only pathological diagnosis of 
four esophageal malignancy cases. According to the 
gastric localization of tumors, 12 of cases were distal, 10 
were proximal, 7 were middle and 4 were linitis plastica. 
Two of the cases had previous gastric surgery and the 
gastric malignancy of these cases was localized at the 
gastrojejunostomy site. In terms of pathological diagnosis; 
29 of gastric tumors were adenocarcinoma, 5 of them were 
signet-ring cell carcinoma and one of them was lymphoma.

The most frequent symptoms were abdominal pain, 
anemia, dyspepsia, bleeding, weight loss, obstruction and 
dysphagia in patients with gastric cancer (Table 1). Two 
(5.7%) of the cases had previous gastrectomies because 
of benign causes. Malignant tumors were detected in 
the remnant tissue of these cases. All of the patients 
with esophageal tumor were referred to a physician with 
dysphagia. The percentage of over 50-year-old patients was 
89.7% in UGI malignancy detected patients. Three (8.6%) 
of the gastric tumor detected cases were excluded from 
analysis of our study because of their definitive treatment 
was not performed in our institute. Three percent of gastric 
cancers were stage I, 18% of them were stage II, 25% 
of them were stage III and 53% of the cases were stage 
IV. Seventy-five percent of esophageal cancer cases had 
systemic metastases. According to the treatment; 40.6% of 
the gastric cancer patients had curative surgery, 21.8% of 
cases had palliative surgery. The distribution of our patients 
about staging at the diagnosis and type of surgery is shown 
in Table 2.
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Table 1　The complaints of patients with gastric malignancies in 
the first admittance

　Symptoms n (%)
Abdominal pain 8 (22.8)
Anemia 7 (20.0)
Dyspepsia 7 (20.0)
Hemorrhage 4 (11.6)
Weight loss 3 (8.6)
Obstruction 2 (5.7)
Dysphagia 1 (2.9)
Palpable mass 1 (2.9)
In control endoscopy 2 (5.7)

Table 2　The distribution of patients according to gastric tumor 
staging and surgical treatment types1)

Tumor stage
Type of treatment

Curative 
surgery

Palliative 
surgery

Non-surgical 
treatment

Total

I 1 0 0 1
II 5 1 0 6
III 7 1 0 8
IV 0 4 13 17

Note: 1)  three non-follow-up patients were not included

Discussion

Gastroduodenoscopy is a common test for the 
patients with the complaints of dyspepsia and reflux, to 
reveal the cause of the warning symptoms and upper 
abdominal complaints[8]. The method is protecting its 
popularity about recognition of the lesion, taking biopsies 
and performing essential interventions[9]. Therefore, 
application of endoscopy for UGI symptoms is a gold 
standard diagnostic method[1].

Despite developing modern diagnostic appliances, 
a d v a n c e d  s u r g i c a l  t e c h n i q u e s ,  r a d i a t i o n  a n d 
chemotherapeutic treatment; of gastric cancer takes 
an important place in cancer deaths due to its rapid 
progression[8]. In a SEER data analysis, 5-year survival 
was reported as 27% for the patient with all stages during 
2002–2008[10]. 

 For the male gender; gastric cancer is nearly two 
times more than female, this rate is five times for 
esophageal cancer[11]. In our study; while this rate was 
1.7/1 for gastric cancer and 1/1 for esophageal cancer. 
In a study of Vradelis et al., they examined data of  
3 years and 9,764 cases and found the gastric cancer 
incidence as 0.8% and the average age as 76.0[12]. While 
the gastric cancer incidence is lower than our study, 
average age was higher than ours in their study. In 

the study of Kobayashi et al., this rate was reported 
at 0.9%[4]. In the series of Park et al. including 54,889 
cases; gastric cancer rate was reported as 0.14%[13].  
We conclude this reduced rate as a result of routine 
gastric screening instead of symptomatic patients. 
Likewise; according to the Korea routine gastric cancer 
screening program implementation data, the incidence of 
gastric cancer has been identified as 0.44% to 0.47%[13].

According to the results of endoscopic studies in the 
literature, the incidence of esophageal cancer is below 1%, 
also in our study the rate is reported as 0.12%, consistent 
with the literature[1, 14]. In the studies of our country, 
gastric cancer incidence varies between 0.5–4%[6]. In the 
evaluation of 3 871 endoscopies performed by general 
surgeons, malignancy rate was found as 1.4%. Also we 
found this rate as 1.17%.

Although the gastric cancer incidence is higher in 
patients older than the age of 40, it can also be seen in 
younger patients[3]. In our case series, 5%[2] of patients 
were under the age of 40. In their paper, Kobayashi et al. 
have maintained variations about development of gastric 
cancer in terms of age and they suggested different time 
intervals for gastric cancer screening tests. According 
to this suggestion, UGI endoscopy must be performed 
every year for the patients over the age of 70, once for 2 
or 3 years for the age of 60–69 years, once for 3 or 4 years 
for the age of 50–59 and once for 5 years under the age of 
49[4]. Although the presence of suggestions about 5-year 
interval about UGI endoscopy for the patients under the 
age of 49; urgent UGI endoscopy should be performed in 
the presence of alarm symptoms.

N e a r l y  4 0 %  o f  g a s t r i c  c a n c e r  p a t i e n t s  a r e 
asymptomatic and have little chance for early diagnosis. 
Disease is mostly diagnosed in endoscopic examination 
of nonspecific abdominal pain and dyspepsia[7,15–16]. In 
our study, 42.8% of patients with gastric cancer had UGI 
endoscopies due to non-specific dyspeptic symptoms. 
According to our results, the presence of alarm symptoms 
of gastric cancer was higher than literature. Our patients’ 
first admittance and endoscopies were performed in 
general surgery clinical endoscopy unit. This might be 
related to higher rate of alarm symptoms of our study. 
In the study of Stephens et al., they reported weight 
loss as the most common alarm symptom[7]. This was 
followed by intractable vomiting and hemorrhage. 
Moreover, this study indicated weight loss and intractable 
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vomiting as most specific symptoms for gastric cancer. 
According to our results, anemia and hemorrhage were 
the most common alarm symptoms, respectively.

A very large part of gastric cancers in 1900’s were 
localized in distal gastric region. However, in recent years; 
the incidence of distal gastric cancer quickly decreased and 
esophagogastric junction tumors have been shown to be 
increased [17].

As in all malignancies, in gastric cancers, stage of 
the cancer is the main determinant of the prognosis. 
Upon admittance, tumor is detected further than the 
locoregional area over 50% of the cases[18]. Because 
surgical resection is the current primary treatment 
choice, curative surgical resection should be primary 
target. In more than 50% of the cases whom are gone 
under surgery, metastasis in the regional lymph node 
(N+) is positive. Survey is associated with metastatic 
lymph node involvement. The rate of five years of survival 
is 50% when there is no lymph node metastasis (N0), it 
drops down to 10% in the patients have N3[17]. 

Although surgery’s effect on survey is proven, 40% of 
all the cases go under surgery[19–20]. Disease is detected in 
advanced stages in northern countries and this is associated 
with poor prognosis. Because of this, curative surgery 
cannot be performed on many of the patients and in cases 
of bleeding and obstruction, surgery can be performed 
only for palliation. Although there is still a debate on the 
type and width of this surgery, radical gastrectomy and D2 
lymph node dissection is commonly accepted[19, 21]. In our 
study, among the patients those whom stage is detected, 
few of them were stage I or stage II. 53% of gastric cancer 
cases were metastatic (stage IV) and 25% of them were 
stage III. All of the cases with esophagus cancer were 
metastatic. Among all the cases, 36% of them had the 
chance to go under radical surgery. Seventeen percent of 
the cases had palliative surgery. 

Our study has some limitations. It is a retrospective-
designed study and number of cases is low. Also, future 
results and prognosis of the cases on whom endoscopy 
is performed is unknown, and rates of false negative 
results are unknown. Because all of the cases are 
consisting of patients from internal medicine and surgery 
outpatient clinics, endoscopy might be performed on 
them secondary to various symptoms and signs. For this 
reason, we have the idea of that any common implication 
cannot be made regionally or commonly. 

 Conclusions

As a result, UGI endoscopy is the baseline technique 
for the patients with gastrointestinal symptoms or 
complaints; in both diagnostic and treatment phases of 
the disease. This diagnosis/treatment tool is commonly 
used by the surgeons as well. Malignity is rarely detected 
among the patients from general surgery outpatient 
clinic, on whom UGI endoscopy is performed. But it is 
not different from the literature. Most of the malignancies 
are at advanced stage. In older age patients, endoscopy 
should be recommended even there are nonspecific 
symptoms. In the presence of alarm symptoms, UGI 
endoscopy should be recommended without considering 
the age.
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