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Endoscopy: throat gspray o= sedation?

ABSTRACT?Anxious patients tolerate endoscopy
poorly. It was proposed that such patients might delrive
most benefit from sedation, while most non-anxious
patients would prefer endoscopy With lignocaine
throat spray alone. In a progpective study, 200 out-

patients underwent diagnostic endoscopy after receiv-
ing one of two detailed information sheets which

offered them either the choice between spray ©F seda-
tion (p - 100) ox the same choice but encoyraged
those who were anxious about endoscopy to choose
sedation (p 100). When given =an informed choice,
most non-anxious patients prefer not to be sedated
during diagnostic endoscopy. If patients who are
anxious about the procedure are advised to choose
sedation, those who nevertheless opt for topical throat
spray @lone find the endoscopyjust as comfortable. If
the endoscopy were to be repeated, 73% of the gpray
group and 77% of the sedation group would make the
same choice again' Of 33 patients who chose spraybut
had been given only sedation for a previous
endoscopy, 26 (79%) would choose g5, again for a
future endoscopy. The choice of spray ©F sedation
should reflect the patient's view as well as that of the

endoscopist.

Upper gastrointestinal endosgcopy has become a safe
procedure over the last two decades, with established

guidelines for standards of sedation and patient moni -

toring [1]. In Britain, sedation gyring endoscopy i
standard practice, with 90% of endoscopists using ==
intravenous benzodiazepine for at least 75% of endo-
scopies [2]. However, the presumed need for sedation
differs widely between endoscopists and between coun-
tries, and many centres now youtinely perform upper
endoscopy with anaesthetic throat spray alone [378].
The results of some [9], but not all [g,10], studies have

suggested that endoscopy With gpray alone is tolerated
less well. None the legg, when given the choice, many

patients may prefer spray alone because they can leave
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hospital @nd resume their normal gajily activities

immediately [5,9].
Although there are obvious cost and time advan-

tages *° endoscopy Without sedation, relatively little is
known about attitudes of patients to endoscopy and the
factors that influence them. Results of previous studies
have suggested that patients who are anxious about

the procedure tend to tolerate gpdoscopy poorly
[5,11], while those with previous endoscopy experi-
ence tolerate the procedure well [5].

The aims of this study were to determine the pro-
portion ©f patients who, given == informed choice,
would opt for throat spray alone rather than intra-

venous sedation for ypner gastrointestinal endoscopy,
and to assess whether anxious patients would find

endoscopy With throat gpray alone ynacceptably
uncomfortable and would benefit most from sedation.

Subjects and methods

One hundred consecutive outpatients (group 1)
referred for diagnostic endoscopy wexe sent an infor-
mation sheet which listed the advantages of spray ©F
sedation and offered them the choice between the two
at the time of endoscopy; this information was re-

inforced py the endoscopist immediately Pefore the

endoscopy. The next 100 patients (group 2) were
given an information sheet which again offered free

choice but advised any patients who were at all anxious
about the test to choose sedation; again, this sugges-

tion was reinforced by the endoscopist before patients
were asked their choice prior to the endoscopy

Questionnaires

Both groups ©f patients completed = questionnaire
immediately before the test to assess their level of anxi-

ety @Pout the endogcopy ©= = five-point nominal geale,
and to ascertain their reasons for choosing = spray ©F
sedation. After the endoscopy, patients were given =
second questionnaire with their gigcharge letter, which
they were asked to return the next day. In this second
questionnaire, the amount of discomfort they had
experienced during the endoscopy was assessed on a
five-point nominal scale and compared with the endo-
scopist's assessment of their ypyjety ease of intro-
duction of the endoscope, 2nd gpparent discomfort

during B¢ endoscopy.

Statistical analysis

Pata processing w== performed o= an Apricot 386 per-
sonal computer, using = Paradox database (Borland
International, Scotts Valley, CA) and CRISP (Crunch
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Interactive Statistical package, Crunch Software Cor- be passed With the endoscope. All other endoscopies

poration, Sen Francisco, CA). A two-tailed Mest was were completed successfully.

used for continuous variables, the test for propor- The questionnaire responses of groups 1 and 2, and
tions (with continuity correction), and the Mann- the endoscopists! assessments of patients' anxiety and
Whitney test (adjusted for tjeg) for discontinuous discomfort, are summarised in Table 1.

variables.

Of the first 100 patients (47 men) in group 1, 59
opted for topical throat gpray alone (lignocaine 100
Results mg) ; 93% chose spray t° avoid post-procedure drowsi-

ness. The remaining 41 patients, Who opted for seda-
The 200 diagnostic endoscopies were performed ever  tion, were given diazepam (mean dose, 12.2 mg; range

eight months by twe endoscopists using == Olympus 5-20 mg) . They chose sedation because they wexe wor-
GIF-Q20 endoscope. I twe patients i? group ! who ried about the diagnosis (15%) = pogsible discomfort
requested sedation, the endoscopy was incomplete (44%), or because they had been given sedation for a

due te benign oesophageal strictures which could not  previous endoscopy (41%).

Table 1. summary ©f questionnaire responses in patients undergoing upper gastrointestinal endoscopy: group ! were given =»
informed choice between intravenous sedation or pharyngeal spray alone, and group 2 were Offered the same choice but

encouraged t° choose sedation if at all anxious about the test. (Figures in brackets are percentages. )

Group ! Group 2
Sedation Spray Rvalue Sedation Spray Rvalue
No. of patients 41 59 48 52
Men (%) 12 (26) 35 (74) 0.006 11 (23) 35 (67) <0.0001
Women (%) 29 (55) 24 (45) 37 (77) 17 (33)
Age (years) (SD) 52.6 (16.1) 45.7 (15.0) 0.033 53.0 (17.4) 51.6 (17.8) NS
Range (years) 21-79 22-79 23-85 19-84
Diazepam dose (mg) (SD) 12.2 (4.1) 13.3 (3.8)
Range (mg) 5-20 5-20
Patients' anxiety about discomfort
Nil 4 (10) 11 (19) 5 (11) 13 (25)
Mild 20 (50) 24 (41) NS 13 (28) 25 (49) 0.0003
Moderate 6 (15) 16 (28) 18 (38) 10 (20)
Extreme 10 (25) 7 (12) 11 (23) 3 (6)
Endoscopist 's assessment of
patients' anxiety
Nil 7 (17) 26 (44) 7 (15) 27 (52)
Mild 11 (27) 15 (25) 0.0011 17 (35) 11 (21) <0.0001
Moderate 12 (29) 15 (25) 13 (27) 12 (23)
Extreme 11 (27) 3 (5) 11 (23) 2 (4)
Endoscopist's assessment of
patients' discomfort
Nil 5 (12) 27  (46) 7 (15) 24 (46)
Mild 21 (51) 19 (32) 0.038 18 (38) 12 (27) 0.004
Moderate 11 (27) 9 (15) 13 (27) 12 (23)
Severe 4 (10) 4 (7) 10 (21) 2 (8)
Patients' assessment of endoscopy
Comfortable 7 (17) 2 (3) 6 (13) 8 (15)
Mildly uncomfortable 13 (32) 14 (24) 0.011 18 (38) 15 (29) NS
Moderately uncomfortable 12 (29) 22 (37) 12 (25) 17 (33)
Very uncomfortable 9 (22) 21 (36) 12 (25) 12 (23)

NS - not gignificant
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Patients who chose spray were mere likely to be
male (74% men vs 45% women) and younger (mean,
age 46 vs 53 years) than those in the sedation group.
Anxj_ety was similar in the two groups, but in the spray
group introduction of the endoscope was easier and
patients appeared to be more comfortable during the
test. However, those in the gpray group experienced
more discomfort than those gj_ven sedation, although
the proportion ©f patients whe found the endoscopy
either better or worse than expected was similar in the

EWO groups.

Bffect of advising anxious patients to choose sedation

The next 100 patients (group 2) were advised to
choose sedation if they were at all anxious about the
In contrast to the i 100, those who
procedure. previous ,
chose spray in this group were gignificantly less
anxious and did not experience greater discomfort
than those in the sedation group. According t° the
endoscopist, the spray group 2150 appeared to be less
anxious and tolerated the endoscopy better than the
sedation gyoyup, However, in general, the endoscopist

was a poor judge of patient anxiety and discomfort
and tended to underestimate both factors.

Patient's preferences concerningfuture endoscopies

After the tegst ; in both were asked their
. patients groups

preference for spray °F sedation if they were to have
another endoscopy in the future. Patients' preferences
were similar in the two groups and the combined
results are presented below. If the endoscopy were to

be repeated, 73% of the gpray group and 77% of the

sedation would make the same choice
group (NS),

[}

again. Five of 89 patients (6%) who chose gedation,
and 6 of 111 (5%) who chose spray, stated that they

would refuse a repeat examination.

Seventy-six ©of the 200 patients (38%) had under-
gone ome or moxe previous endoscopies with sedation
only, The 43 patients who had yndergone =< previ-
eus endoscopy reported less anxiety (p — 0.005) but
the same degree of discomfort (p 0.86) as those with-
out endoscopy experience. In contrast, the 33 patients
who had undergone 2at least two endoscopies in the
past 2150 reported less anxiety (p < 0.0001), but experi-
enced significantly less discomfort (p = 0.014) than
those who had not had = previous endoscopy.

OFf the 76 patients With previous endoscopy experi-
ence, all of whom had been given sedation in the past,

43 again received sedation and 33 chose spray for the

current endoscopy_ Twenty—six (79%) of the latter
stated that they would again choose spray at a future

endoscopy .
Discussion

Topical pharyngeal anaesthesia alone for ypper
endoscopy holds advantages over sedation for both

Endoscopy: throat gpray or sedation?

endoscopist and patient. These include shorter
endoscopy time [3], lower incidence of hypoventila-
tion and hypoxia [2,11], and the lack of antegrade
amnesia, allowing the endoscopist t° explain exactly
what has been found, and advise and prescribe as

appropriate. The patient can get up immediately after
the procedure, and drive or go back to work the same

day. Intravenous access is usually unnecessary, and
there may be a lower risk of instrument damage [9]
and cardiopulmonary complications [2,11].
Yy P
Against these advantages °f endoscopy WitP gpray
alonme is the poggihle risk of greater patient discomfort.

Earlier studies have suggested that endoscopy with
sedation is moxre comfortable than without [13-15],

but the level of sedation used ma~ Rave exceeded the

v
'‘modern' end-points ©f anxiolysis @nd light amnesia
[16], and patients were not given the choice between

spray and sedation.

In contrast to previous reports, “P® present study
allowed patients an informed choice between spray

and sedation. The results confirm that anxious
patients tolerate endoscopy without sedation less well
than non-anxious patients. However, when the former
are advised to choose gedation, those who opt for topi-
cal throat spray alone find the endoscopyjust as com-
fortable as the sedation group, and would again
choose gpray if they were to yndergo = repeat
endoscopy. Moreover, mere than three-quarters °Ff
patients who have ypdergone at least two endoscopies,

with sedation and then with spray, would also choose

spray at @ future endogcopy.
Conclusion

The endoscopist = poor judge ©f patients' anxiety
before, and discomfort during, endoscopy and tends
to underestimate both. In contrast, when patients are
given appropriate information about the y4yantages of
spray °F sedation, they are best able to assess these fac-
tors. Given the choice, at least half will opt for throat
spray alone. Patients should be given an informed
choice between spray and sedation for diagnostic

upper gastrointestinal endoscopy.
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