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Background: Upper GI endoscopy is a widely used investigation for a 

variety of upper GI symptoms like dysphagia, dyspepsia, abdominal 

pain, etc. and when combined with biopsy, its diagnostic accuracy get 

increased manifold. So the objective of the present study is to diagnose 

the lesions of upper GIT by studying endoscopic biopsies in relation to 

age and sex distribution, correlating them with endoscopic diagnoses. 

Method: The study included 200 endoscopic biopsies of upper 

gastrointestinal tract of patients. 

Result: There were 26 esophageal, 130 gastric, 44 duodenal biopsies. 
Non-neoplastic lesions were found to be common (83.0%) out of which 

gastritis was the most common lesion. Most patients presented in the 

age group of 31-40 years. Majority of the lesions of upper GIT were 

non-neoplastic. Percentage of concordance between endoscopic & 

histologic diagnoses was calculated. In esophageal biopsies, non-

neoplastic lesions showed 83.3% while neoplastic lesions showed 

95.0% concordance. In gastric biopsies, cases of gastritis, ulcer, polyps 

and carcinoma showed 100%, 96.3%, 71.4% and 100% concordance 

respectively. In duodenal biopsies, duodenitis, scalloping, polypoidal 

and carcinomatous lesions showed 100%, 60.7%, 0% and 100% 

concordance between the two diagnostic modalities respectively. 

Conclusion: The conclusion of the study was that endoscopic 
examination alone might miss out in diagnosing majority of the lesions. 

So, histological examination in adjunct with endoscopy should be 

considered as much more valuable diagnostic tool rather than 

endoscopy alone. 
Copy Right, IJAR, 2020,. All rights reserved. 

…………………………………………………………………………………………………….... 

Introduction:- 
Upper GIT is a frequent site for lesions like GERD, baretts esophagus, celiac disease and particularly malignant 

tumors. In Indian subcontinent, conferring to National Cancer Registry, esophageal & gastric cancers are the most 

frequent cancers in men, while esophageal neoplasm positions third among women1. Also, the present decade has 

seen a rise in the prevalence & association of H. Pylori with a number of gastrointestinal diseases & it has recently 

been described as a gastritis-associated bacterium2, 3. All of these lesions are detected late in the progression of the 

ailment, as the patients are either asymptomatic or present with mild, non-specific symptoms. Thus, early detection 

by endoscopic biopsies, especially of malignancies greatly improves the survival rate1. The objective of the study 

included- To study the spectrum of histopathological lesions both non-neoplastic and neoplastic in patients 
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undergoing upper gastrointestinal biopsy. To study age and sex wise distribution of lesions. To correlate 

histopathological findings with endoscopic findings. 

 

Materials and Method:- 
The present study was a prospective study and 200 patients were included in the study over a period of 2 years. The 

inclusion criteria consisted of patients with lesions presenting with ulcers, abnormal growths, precancerous 

conditions and malabsorption syndrome (MAS) and Lesions present in esophagus, stomach and up to second part of 

duodenum while, patients presenting with lesions in the oral cavity & oropharynx, inadequate biopsy in terms of no 

glands, only fibro collagenous tissue and all duodenal biopsies below the second part of duodenum were excluded 

out. 

 

The endoscopic biopsy specimens so obtained were put in saline, placed on the filter paper with mucosal surface 

upwards and fixed in 10% formalin. All the bits were embedded together for ideal visualization. Then, sections 4-6 
microns were stained routinely with Haematoxylin and Eosin. The well oriented and adequate endoscopic 

gastrointestinal biopsies were then correlated with endoscopic findings. The neoplastic lesions were diagnosed as 

per WHO classification of tumours4. The cases of MAS were graded as per modified MARSH criteria5. 

 

The data collected was analyzed as percentage of concordance of the two. The discordant cases were analyzed to 

obtain reasons for discordance. SPSS (Statistical package for social sciences v21.0) was used to perform statistical 

analyses. 

 

Results:- 
Out of 217 biopsies obtained, 17 were excluded as they contained only fibro collagenous tissue, scanty material & 

non-specific findings. Among the neoplastic lesions 34 (17.0%), the most common was Squamous cell carcinoma 

constituting 20 cases (10.0%) followed by 14 cases of adenocarcinoma (7.0%). The most common age group was 

51-70 years for both squamous cell & adenocarcinoma. The non-neoplastic lesions including gastritis, duodenitis, 

villous atrophy, polyp, lymphangectasia & GAVE were commonly seen in males accounting for 166 cases (83.0%). 

(TABLE 1) 

 

Endoscopic and histological correlation of 26 esophageal biopsies shows that out of 6 cases of esophagitis, 1 was 

diagnosed as carcinoma upon endoscopy whereas remaining 5 where diagnosed as esophagitis in both yielding 
83.3% concordance. Similarly, out of 20 cases of carcinoma, 19 were found to be malignant on both endoscopy as 

well as histology whereas 1 case was documented as esophagitis upon endoscopy accounting to 95.0% concordance. 

(TABLE 2) 

 

Table 1:- Age & sex wise distribution of upper gastrointestinal lesions: 

Age 

in 

years 

 

Esophagus Stomach Duodenum Total 

Esophagitis Esophageal 

malignancy 

Gastritis Gastric 

malignancy 

Others Duodenitis Duodenal 

malignancy 

 

Others 

 M F M F M F M F M F M F M F M F  

0-10 0 0 0 0 0 0 0 0 0 0 0 0 0 0 2 0 2 

11-

20 

0 0 0 0 2 0 0 0 0 0 2 1 0 0 1 2 8 

21-

30 

2 0 0 0 17 4 1 0 0 0 4 1 0 0 3 4 36 

31-

40 

0 1 0 0 28 9 1 0 1 2 2 2 0 0 4 2 52 

41-
50 

0 1 0 5 14 4 1 1 0 0 1 0 0 0 1 2 30 

51-

60 

1 0 5 2 9 9 2 4 0 0 1 0 0 1 0 2 36 

61-

70 

1 0 4 3 7 2 0 1 1 2 1 0 1 0 2 0 25 

71- 0 0 1 0 6 1 1 0 0 0 0 0 0 0 1 1 11 
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80 

Total 4 2 10 10 83 29 6 6 2 4 11 4 1 1 14 13 200 

 

Table 2:- Correlation of endoscopic and histological diagnoses in esophageal biopsies. 

Endoscopy ` 

Histology 

Percentage of 

concordance (%) 

Esophagitis Squamous cell 

carcinoma 

Total 

Esophagitis 5 1 6 83.3 

Carcinoma 1 19 20 95.0 

Total (26) 6 20 26 - 

 

Table 3:- Correlation of endoscopic and histological diagnoses in gastric biopsies. 

Endoscopy Histology 

 

 

 

 Gastritis Polyp Gave Adeno 

carcinoma 

Signet ring 

cell 

carcinoma 

Total Percentage of 

concordance 

(%) 

Gastritis 86 0 0 0 0 86 100 

Ulcer 26 0 0 0 1 27 96.3 

Polypoidal lesion 0 5 1 1 0 7 71.4 

Carcinoma 0 0 0 7 3 10 100 

Total (130) 112 5 1 8 4 130 - 
 
Table 4:- Correlation of endoscopic and histological diagnoses in duodenal biopsies. 

 Histology  

 

 

endoscopy 

Duodenitis Intra epithelial 

lymphocytosis 

Villous 

atrophy 

Lymphangectasia Adenocarcinoma Total Percentage 

of 

concordance 

(%) 

Duodenitis 13 0 0 0 0 13 100 

Scalloping 

with loss 

of folds 

2 8 17 1 0 28 60.7 

Polypoidal 

lesion 

0 0 0 1 0 1 0 

Carcinoma 0 0 0 0 2 2 100 

Total (44) 15 8 17 2 2 44 - 

 

Endoscopic and histological correlation of 44 duodenal biopsies shows that the most common discordant lesion on 

endoscopy was polypoidal lesion wherein a case of lymphangectasia was diagnosed to be a polypoidal lesion upon 

endoscopy, followed by scalloping lesions which accounted for 60.7% concordance between the two diagnostic 
methods. Duodenitis and carcinomas yielded 100% concordance in our study. (TABLE 4) 
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Figure 1:- Endoscopic view of proliferating lesion in duodenum. 

 

 
Figure 2:- Low power view of antral biopsy with GAVE, revealing increased number of blood vessels in the lamina 

propria (H & E; X100). 

 

Discussion:- 
Endoscopy, when combined with biopsy is an easy, minimally invasive & cost effective procedure when it comes to 

arriving at a specific diagnosis of a patient with non-specific symptoms. The present study included such endoscopic 

biopsies that were studied with respect to age & sex distribution and correlation with endoscopic findings. Out of  

total  217 endoscopic biopsies from upper GIT , 200 lesions were included in the study. The biopsies that were 

included in the study comprised of 26 (13.0%) esophageal biopsies & 130 (65%) gastric biopsies. The remaining 

were 44 (22%) duodenal biopsies & none (0.0%) from GEJ. These lesions were then classified non-neoplastic 

lesions which, comprised 166 (83.0%) cases & neoplastic lesions, which comprised 34 (17%) cases. The age & sex 
distribution, correlation with endoscopic findings were calculated separately for both these categories. 

 

In the present study it was found that the majority of patients were between 31-40 years of age in contrast to study 

done by Froehlich et al6, where the age group was found to be over 60 years. The non-neoplastic lesions included 

cases of esophagitis, gastritis, GAVE, polyps, duodenitis, villous atrophy& lymphangectasia. The peak age group of 
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non-neoplastic lesions was found to be 31-40 years. These findings were in contrast to the study done by Wei et al 

where mean age group was 56 years7. Gastritis was found to be common in 31-40 years age group in the present 

study similarly, it was found to be common in 31-40 years in other studies & the incidence was also found to 

increase with age8,9. In the present study, gastric polyps were found more in females over 31-40 years, & 61-70 

years age groups. A study done by Ljubicic et al revealed higher incidence of benign gastric polyps in 52-53 years, 

whereas Cao et al study revealed an equal distribution pattern in young & elderly adults10,11. The neoplastic lesions 
were most commonly seen in 51-60 years age group, similar to a study done by Vidyavathi et al & Bazaz et al where 

the peak age group of upper GI neoplasms was found to be 51-60 years & 31-60 years respectively1,12. A study done 

by Hammadi et al showed a peak age incidence of 45-54 years13. Esophagus: Esophageal squamous cell carcinomas 

formed the most common neoplastic lesion with peak age distribution in 51-70 year age group, similar to Pedram et 

al where the peak age was found to be 61.8 years14. Stomach: Gastric adenocarcinomas including signet ring types 

were more common in 51-60 years age group, while Ozoran et al found a higher incidence in 3rd & 4th decades15. 

Duodenum: Duodenal adenocarcinomas were seen in 51-70 years age group in the present study. Ryder et al 

revealed a mean age incidence of 61.3 years for duodenal adenocarcinomas16. 

 

In the present study the number of males undergoing upper GI endoscopy were more than the number of females. 

Similar findings were found in the previous study by David17, Froehlich et al6 and Shennak et al18. In all the three 

studies the men out numbered women due to more prevalence of smoking, alcoholism and stressful life. The non-
neoplastic lesions were also commonly seen in males (69.3%), which was similar to Lee et al19. Gastritis was also 

more common in males in the present study similar to Afzal et al but in contrast to Adisa et al where it was more 

common in females20. This could be due to more number of males attending the hospital and also due to higher 

consumption of alcohol in males. In the present study, gastric polyps were found to occur more in frequency in 

females than males while Ljubicic et al showed a slight male preponderance10. Overall, the neoplastic lesions were 

similar in males (50.0%) and females (50.0%) in contrast to Vidyavathi et al, where it showed male predominance 

(64%) and to Hammadi et al where females showed higher frequency (52%)1,13. Esophagus: The esophageal 

carcinomas showed equal preponderance (50.0%) each with a male-female ratio of 1:1, while Pedram et al showed a 

female preponderance with a male-female ratio of 0.84:114. Stomach: Gastric carcinomas were again equal in both 

sexes with a male-female ratio of 1:1 in the present study, similar to Ozoran et al, who too did not find any sex 

predilection15. Duodenum: The frequency of duodenal carcinomas were also similar in both sexes, in contrast to that 
of Ryder et al, who figured male predominance16. 

 

The esophageal lesions showed a better correlation between the two diagnostic modalities with positive endoscopy 

findings. Out of 20 esophageal carcinomas, 19 diagnosed as carcinomas on endoscopy were confirmed by histology 

whereas 1 case came out benign. Esophagitis seen as inflammatory change could only be found in 5 out of 6 

histologically confirmed cases while 1 was diagnosed as carcinoma endoscopically. According to Pope21endoscopic 

finding did not rule out possibility of esophagitis, confirming our study that few lesions are likely to be missed on 

endoscopic examination alone. 

 

In the gastric lesions there was a modest concordance between the two diagnostic modalities specially in cases of 

diagnosing polypoidal lesions wherein out of 5 histologically confirmed cases of polyps, a case of GAVE and 

another of carcinoma was misjudged to be a polyp on endoscopy accounting for 71.4% concordance. Thus because 
of this discordance the endoscopist should convey the findings as erythema, exudate to the pathologist along with 

the biopsy rather than diagnosing it alone. Morson22 has also documented similar observations. The carcinomas on 

the other hand yielded 100% concordance in our study. 

 

In the duodenal lesions too, the correlation studies showed similar trends as in gastric lesions with polypoidal lesions 

yielding total discordance, as single case diagnosed as polyp on endoscopy came out as lymphangectasia upon 

histology. This was followed by scalloping lesions with loss of folds seen in 28 cases on endoscopy with only 17 

confirmed cases on histology accounting for 60.7% concordance between the two methods. Our findings were in 

agreement to the study by Paoluzi et al23. Similar to the gastric findings, the carcinomas yielded 100% concordance 

in our study. 

 

Conclusion:- 
The conclusion of the study was that endoscopic examination alone might miss out in diagnosing majority of the 

lesions. So, histological examination in adjunct with endoscopy should be considered as much more valuable 

diagnostic tool rather than endoscopy alone. 
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