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Abstract

Aim: Endoscopy plays a crucial role in the diagnosis and treatment of gastrointestinal diseases. The prevalence and findings of endoscopic procedures vary
across regions, making local data analysis essential for optimizing clinical approaches. This study retrospectively analyzes one year of endoscopic procedures
performed in a single-center endoscopy unit, evaluating patient demographics, indications, findings, and complication rates.

Materials and Methods: We examined the records of upper and lower gastrointestinal endoscopies performed between January 1 and December 31, 2024,
at Necmettin Erbakan University Meram Faculty of Medicine Hospital. Patient characteristics, procedure findings, pathology results, and complications were
assessed.

Results: A total of 2,824 cases were included, with 1,965 undergoing upper gastrointestinal endoscopy and 859 undergoing colonoscopy. The most common
findings in upper gastrointestinal endoscopy were gastritis (40.8%), hiatal hernia (13.4%), and esophagitis (10.6%), while the malignancy rate was 1.8%.
Among colonoscopy cases, the malignancy rate was 4.7%, with polyps (17.9%) and hemorrhoidal disease (14.6%) being the most frequent non-malignant
findings. Complications were minimal, with only one case of colonic perforation reported, and there was no mortality.

Discussion: Our findings underscore the importance of endoscopy in gastrointestinal disease diagnosis, highlighting common pathologies and the low incidence
of major complications. Future prospective multicenter studies are warranted to validate our results and further explore the diagnostic and therapeutic
potential of endoscopy.
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Introduction

Endoscopic diagnosing
gastrointestinal systempathologies[1,2]. Upper gastrointestinal
(upper Gl) endoscopy involves advancing an endoscope via the
oral route to examine the esophagus, stomach, and duodenum.
Colonoscopy involves inserting a colonoscope through the
anal canal to evaluate the rectum, all colon segments, and the
terminal ileum. These endoscopic methods, which allow for
the examination of the luminal surfaces of these organs, are
essential for the comprehensive evaluation of gastrointestinal
diseases [3].

Endoscopy is currently widely used for the early diagnosis,
treatment, and follow-up of both benign and malignant
gastrointestinal disorders [4]. It is also employed in numerous
therapeutic interventions, such as controlling gastrointestinal
bleeding, dilating strictures, removing foreign bodies, and
placing stents in cases of advanced tumors [3].

Colonoscopy is considered the gold standard for evaluating
the lower gastrointestinal system. This technique allows for
the assessment of all segments of the colon, the collection
of biopsies, and the performance of polypectomy on polyps

examinations are crucial in

detected during the procedure [5]. Furthermore, for therapeutic
purposes, colonoscopy can be used to manage
gastrointestinal bleeding, extract foreign bodies, and perform
detorsion in cases of sigmoid colon volvulus [3]. However, it
is important to note that these procedures can be associated
with complications, such as perforation and bleeding, that may
require surgical intervention [6].

Upper gastrointestinal malignancies are among the leading
causes of mortality worldwide [7]. Endoscopy enables the
early detection and diagnosis of these malignancies. Upper
Gl endoscopies are performed for indications including
dyspeptic complaints, dysphagia, retrosternal burning or pain,

lower

epigastric burning or pain, bloating, belching, nausea, vomiting,
unexplained iron deficiency anemia, hematemesis, positive
fecal occult blood tests, and suspected malignancy on imaging
studies [8]. Consequently, the luminal and mucosal structures
of the upper Gl organs are directly examined, with biopsies
obtained when necessary for further evaluation.

According to the latest data, colorectal cancers are one of the
most common types of cancer among both sexes worldwide
[9]. Current guidelines recommend that individuals at elevated
risk undergo at least one colonoscopy screening beginning at
the age of 45. Colonoscopy screenings are critical for the early
diagnosis and treatment of colorectal diseases. Additional
indications for colonoscopy include hematochezia, tenesmus,
positive fecal occult blood test results, weight loss, changes in
bowel habits, and a family history of colorectal cancer in first-
degree relatives. Colonoscopy not only enables the detection of
both benign and malignant colonic pathologies but also allows
for concurrent diagnostic and therapeutic interventions [10].
The prevalence of gastrointestinal diseases exhibits regional
variability worldwide. Therefore, we believe that analyzing the
local outcomes of endoscopy centers may contribute to the
more effective use of these procedures.

Materials and Methods
In our study, the results of upper and lower gastrointestinal

endoscopic examinations performed at the General Surgery
Endoscopy Unit of Necmettin Erbakan University Meram
Faculty of Medicine Hospital between January 1 and December
31, 2024, were retrospectively evaluated. This study was
conducted in accordance with the principles of the Declaration
of Helsinki.

Patients with a history of major gastrointestinal surgery were
excluded from the study. For the included patients, data such as
age, gender, findings from the procedures, pathology results,
and procedure-related complications were extracted from
the hospital information management system. All data were
recorded and analyzed anonymously.

Ethical Approval

This study was approved by the Ethics Committee of Necmettin
Erbakan University (Date: 2025-06-13, No: 2025/5825).

Results

Out of the 2,824 patients included in the study, 1,965 underwent
upper gastrointestinal endoscopy and 859 underwent
colonoscopic examination.

Among the patients who underwent upper Gl endoscopy, 54.9%
were female and 45.1% were male. The youngest patient was
17 years old, and the oldest was 93 years old. The mean age was
52.4 years for men and 47.4 years for women. Normal findings
were observed in 19.2% of the cases. Gastritis was detected
in 40.8% of the cases, hiatal hernia in 13.4%, esophagitis in
10.6%, duodenal ulcer in 5.6%, and gastric ulcer in 5.1%. The
overall malignancy rate was calculated as 1.8% (Table 1).
Among the patients diagnosed with malignancy, 4 (0.2%) had
esophageal cancer and 31 (1.6%) had gastric cancer.

Among the patients who underwent colonoscopy, 52.7% were

Table 1. Upper Gl endoscopy results

Number

Findings ) %

Normal 378 19,2
Gastritis. 802 40,8
Hiatal hernia 264 13,4
Esophagitis 208 10,6
Duodenal ulcer 110 56
Gastric ulcer 101 Gh]

Gastric polyp 39 2

Malignancy 35 1,8
Gastric cancer 31 1,6
Esophageal cancer 4 0,2
Others (diverticula, Barrett’s esophagus, varices, pyloric stenosis etc.) 28 1,4

Table 2. Colonoscopy results

Findings Number (n)

Normal 427 49,7
Polyp 154 17,9
Hemorrhoids 126 14,6
Diverticula 67 7.8
Malignancy 41 4,7
Inflammatory bowel diseases 25 29
Others (anal fistula, angiodysplasia, solitary rectal ulcer etc.) 19 22
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male and 47.3% were female. The youngest patient was 18 years
old, and the oldest was 87. The mean age was 52.7 years for
males and 47.3 years for females. In the lower Gl examinations,
no pathology was detected in 427 patients. Malignancy was
identified in 4.7% of the patients undergoing colonoscopy.
Polyps were found in 17.9% of cases, hemorrhoidal disease in
14.6%, diverticula in 7.8%, and inflammatory bowel disease
in 2.9% (Table 2). There were no complications or mortalities
during or after upper gastrointestinal endoscopic procedures.
In the colonoscopy group, only one patient experienced colonic
perforation during the procedure; however, no mortality was
observed.

Discussion

Endoscopy is fundamentally important due to its capacity
to facilitate a wide range of diagnostic and therapeutic
interventions for gastrointestinal lesions. In recent years,
endoscopic procedures have evolved to be safer and more
effective. However, as an interventional technique, it requires
the use of anesthesia and carries the inherent risk of potential
complications.[3]

Currently, there is no dedicated endoscopic screening program
for upper gastrointestinal malignancies.[7] Instead, diagnostic
endoscopy is performed in patients exhibiting alarm symptoms
or possessing relevant risk factors. The findings from
endoscopic examinations guide the selection of appropriate
treatment modalities, and follow-up endoscopic assessments
are planned when necessary.[4], [8]

The prevalence of upper gastrointestinal (Gl) pathologies varies
regionally in the literature [11,12]. In upper Gl endoscopies
performed for indications such as dyspepsia, dysphagia,
and epigastric pain, benign pathologies are predominantly
encountered, while malignant conditions of the stomach and
esophagus are relatively rare [13,14]. In our study, the most
frequently observed pathologies were gastritis (40.8%), hiatal
hernia (13.4%), and esophagitis (10.6%). Previous studies have
reported that the incidence of gastric cancer ranges from 0.5%
to 4%, and that of esophageal cancer from 0.2% to 0.4% [14,
15]. In our series, the overall malignancy rate was determined
to be 1.8%, with esophageal cancer accounting for 0.2% and
gastric cancer for 1.6% of the cases.

The rate of major complications in diagnostic upper Gl
endoscopies is notably low. For instance, Yiicel et al. reported
no complications or mortalities in a series of 7,703 upper
Gl endoscopies, and Tamer et al. similarly observed no
complications in their series of 5,551 cases [14, 15]. In our
study, no major complications or mortalities were identified in
the upper Gl endoscopy records.

Colorectal cancer, one of the most common malignancies
and a significant cause of mortality worldwide, is detected in
our country using the fecal occult blood test as a noninvasive
screening tool [16]. In patients with a positive test result,
colonoscopy is subsequently performed for screening based
on risk assessment. Current guidelines recommend initiating
colonoscopy screening at the age of 45 according to the
individual’s risk profile [10]. In our study, the mean age for male
patients undergoing colonoscopy was 52.7 years, while that
for female patients was 47.3 years. The overall malignancy

detection rate was calculated at 4.7%. For comparison, Kéker
et al. reported a rate of 6.1%, Yasar et al. reported a rate of 4%,
and Yilmaz et al. detected adenocarcinoma in 18 out of 322
patients [16,17,18]. These findings indicate that our malignancy
detection rate is consistent with the literature.

Normal colonoscopic findings were observed in 49.7% of the
cases in our study. Similar studies have reported normal findings
in a wide range of percentages, which may be attributed to the
variability in the indications for colonoscopy [18,19,20,21].

In our study, hemorrhoids were the second most frequently
observed pathology, with a prevalence of 14.6%. The
considerable variability in hemorrhoid rates reported across
similar studies may be partly due to incomplete documentation,
differences in patient populations, diagnostic criteria, and
endoscopic techniques [5,17,21].

Limitation

Although our findings provide valuable insights
gastrointestinal pathologies, the study’s retrospective, single-
center design may limit the generalizability of its results
and introduce inherent selection and documentation biases.
Furthermore, when compared with international data, our
findings both align with and diverge from previously reported
rates, highlighting regional variations in the prevalence of
gastrointestinal disorders.

Conclusion

In light of these observations, future prospective multicenter
studies are warranted to validate our results and further explore
the diagnostic and therapeutic potential of endoscopy.
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