\gpress

A clinicopathological study
of dyspeptic subjects in Lagos,
Nigeria

Ladi Hameed,'

Charles Asabamaka Onyekwere,
Jesse Abiodun Otegbayo,3
Fatimah B. Abdulkareem*

'L Hoffman La Roche; 2Department of
Medicine, Lagos State University
Teaching Hospital; 3Department of
Medicine, University College Hospital,
Ibadan; 4Department of Morbid Anatomy,
Lagos University Teaching Hospital,
Nigeria.

2

Abstract

The clinicopathological and endoscopic fea-
tures of dyspepsia have not been well studied
in Nigeria due to the high cost of gastroscopes
and lack of the relevant expertise. This study
was designed to highlight these features and
possible risk factors. This prospective study
was conducted on adult dyspeptic patients who
fulfilled the study criteria from November 2007
to December 2008 at a University hospital in
Lagos, Nigeria. Demographic and clinical pres-
entation including possible risk factors were
obtained through a questionnaire adminis-
tered by an interviewer followed by an upper
gastrointestinal endoscopy and gastric biopsy
Of the 123 subjects who took part in the study,
100 gave their consent to an upper gastroin-
testinal endoscopy and biopsy. The
male:female ratio was 1:1, mean age was 44.98
(SD 15.4) years and the modal age group was
38-47years. The prevalence of dyspepsia was
29% and epigastric pain was the most common
presentation. Endoscopic findings were super-
ficial mucosal lesion (21%), peptic ulcer
(16%), features of gastroesophageal reflux dis-
ease (10%), and gastric cancer (2%), as well
normal findings (44%). Non-steroidal antiin-
flammatory drug (NSAID) use as a risk factor
had a significant association with positive
endoscopic findings; relative risk for develop-
ment of positive endoscopic findings was 1.5%
(P =0.03). Histology showed rates of chronic
gastritis to be 91% and normal values 9%. The
most common type of gastritis was the non-
specific form (59.3%), followed by H. Pylori-
associated gastritis (36.3%). The topography
of gastritis was mainly pangastritis (68.1%)
and antral predominant in 23.1%. The preva-
lence of H. Pylori by histology was 41%.

The presence of H. Pylori was not associat-
ed with severity, location or duration of symp-
toms. H. Pylori was, however, found to be a sig-
nificant contributor to the development of pos-
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itive endoscopic findings (P=0.01; OR 2.92
95% CI 1.50-3.17). Alarm symptoms were
found to be important markers of malignancy.

Dyspeptic illness is common,with peak inci-
dence in the 4™ decade of life and no gender
predilection. Epigastric pain has the most dis-
criminatory value with alarm symptoms in
cases of gastric cancer. Risk factors such as
NSAID use and H. Pylori infection had a very
significant impact on endoscopic findings
while presence of H. Pylori, smoking and alco-
hol consumption were associated with
increased risk of developing chronic gastritis.

Introduction

Dyspepsia is defined as chronic or recurrent
pain or discomfort centered in the upper
abdomen.! It is usually polysymptomatic, with
99% of patients reporting more than two symp-
toms and over 80% reporting more than five
symptoms. These symptoms include, among
others, upper abdominal pain, heartburn, and
acid regurgitation.? Patients presenting with
predominant or frequent (more than once a
week) heartburn or acid regurgitation should
be considered to have gastroesophageal reflux
disease (GERD) until proven otherwise.!

Dyspeptic illness has a worldwide distribu-
tion. A prevalence rate of 41%?3 has been docu-
mented in the British population in 1990 while
some studies in the United States found preva-
lence values of approximately 25%.* However,
studies in Scandinavia have given values as
low as 1%.3 Within Africa, a study in a Kenyan
hospital reported dyspepsia accounted for 10%
of hospital admissions, while reports from
Nigeria have found values from 35-48%.5 It is
increasingly becoming an important cause of
morbidity in Nigeria and other countries in
sub-Saharan Africa. This may be due to our
more westernized lifestyle. Few physicians are
adequately trained to recognize and treat dys-
peptic illness. In this study, we aim to deter-
mine the burden, the predisposing factors and
the impact of dyspepsia on the gastroduodenal
system.

Materials and Methods

This was a descriptive study carried out in
the gastrointestinal clinic in the Lagos State
University Teaching Hospital from November
2007 to December 2008.The hospital is one of
two major tertiary referral medical centers that
serve the Lagos area. Lagos is the former capi-
tal of Nigeria with an estimated population of
approximately 15 million people.
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Patient population

After obtaining the approval of the institu-
tional ethics committee, consecutive patients
aged 18 years and over with symptoms of dys-
pepsia who had given their written consent
were recruited onto the study.

Patients previously treated with H. Pylori
eradication therapy in the preceding six
weeks, patients with relief by defecation or
associated with change in stool frequency or
form, pregnancy and hepatobiliary disorders
were excluded from enrolment. An interviewer
based questionnaire was administered by the
investigator to record subjects’ bio-data, risk
factors and symptoms. This was followed by a
detailed physical examination with special
emphasis on the gastrointestinal system and
an ultrasound scan of the abdomen to exclude
patients with pancreatic and biliary tract disor-
ders. An upper gastrointestinal endoscopy was
performed on all selected patients after obtain-
ing due consent and an overnight fast using an
Olympus video endoscope by the investigator.
Three biopsy specimens were taken from the
antrum, corpus, and incisura angularis, cor-
rectly labeled and fixed in 10% formalin with
routine hematoxylin and eosin stains for histo-
logical assessment of the presence of abnor-
malities. The samples were also stained with
modified Giemsa stain to demonstrate the
presence of H. Pylori. Data were analyzed
using SPSS VERSION 15 software.

Results

Patients’ characteristics
A total of 123 patients were recruited onto
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the study of whom 100 gave their consent for
endoscopy and biopsy. Of the 123, the male and
female ratio was 1:1. The mean age was 44.98
(SD 15.4) years and the modal age group was
38-47 years with a prevalence of 24.4%. The
participants consisted of traders or business
men and women (22.8%), students (17.9%),
and civil servants (16.3%). Approximately half
the respondents had post secondary education
(49.6%), while 38.2% had up to secondary edu-
cation only. The prevalence of dyspepsia was
29%.

Clinical features of patients with
dyspepsia

About half the patients with dyspepsia had
epigastric pain with 33.3% presenting a burn-
ing sensation and discomfort in approximately
31.7%. The most common associated symp-
toms were heartburn (42.2%), vomiting
(28.5%) and hematemesis (17.1%). Among
respondents, 43.1% had duration of pain
before seeking medical attention of between
one and five years while 25.2% reported a more
than 5-year history of fever (Table 1).

Risk factors for dyspepsia

In this study, it was found that 57.7%
patients occasionally used NSAIDS, while 18%
of respondents occasionally smoked and 34%
consumed alcohol at least socially (Table 2).
Over 95% of the respondents had been receiv-
ing antisecretory treatment of some sort. The
drugs used were proton pump inhibitors
(49%), H2 receptor antagonist (7.3%), and
antacids (approx. 40%).

Endoscopic findings in dyspeptic
subjects

Approximately 44% of participants present-
ed normal endoscopic findings, followed by
superficial mucosal inflammation (21%), pep-
tic ulceration (16%) and features of GERD
seen in 10% of cases (Table 3).

Histology

Ninety-one percent of cases had chronic
gastritis while 9% had normal histology. The
most common type of gastritis was the non-
specific form (59.3%), followed by H. Pylori
associated gastritis (36.3%) (Table 4).The
topography of gastritis was mainly pangastritis
(68.1%) and antral predominant (23.1%). The
prevalence of H. Pylori by histology in this
study was 41%. The majority of the non-specif-
ic gastritis cases (76%) were found to be pre-
dominantly pangastritis in topography, while
in H. Pylori gastritis it was pangastritis in
60.6% and antrum predominant gastritis in
40%. H. Pylori were found in only 26.8% of
cases with some degree of atrophy.
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Relationship between clinical, endoscopic
and histological findings in dyspeptic subjects

The risk factors studied were not found to be
significant in relation to severity of symptoms
or endoscopic findings. However, the use of
NSAIDS had a significant association with pos-
itive endoscopic findings (P=0.027). The rela-
tive risk for development of positive endoscop-
ic findings was 1.5%.

The presence of H. Pylori was not associat-
ed with severity, location and duration of
symptoms. H. Pylori was, however, found to be
a significant contributor to the detection of
positive endoscopic findings (P=0.01; OR 2.92
95% CI range 1.50-3.17) (Table 5).

Chronic gastritis was found to be present in
about 91% of the patients who underwent
endoscopy and was present in about 95% of the
endoscopy normal patients from histology.
Presence of H. Pylori, smoking and alcohol
consumption were associated with increased
risk of developing chronic gastritis (Table 6).

Discussion

This study showed that the most common
(>50%) complaint presented by dyspeptic
patients was epigastric pain followed by chest
pain. The description of the perceived pain var-
ied from burning (33%) to discomfort and pep-
perish (31%, and 27%, respectively). This is
similar to findings in other reports that have
shown that dyspeptic pain is mainly epigastric
in nature and that a significant number of
patients regard the pain as a discomfort.53

The peak age (4t decade) of presentation in
this study agrees with other studies with no
sex predilection.>™ The relationship of the
pain to food did appear to have some discrimi-
natory value as had been found in previous
studies.’ Sixty-six percent of patients with
duodenal ulcer had relief of pain with meals,
while only 44% of patients with gastric ulcer
had a similar response. However, worsening of
dyspeptic pain was noted in 22% of gastric
ulcer patients but not in any case of duodenal
ulcer. It is important to point out that the
patients with histologically proven gastric can-
cer had some alarm features. These features,
when present, often suggest some serious out-
come, often malignant.!*12 A large number of
the respondents (57.7%) were found to be at
least occasional users of NSAID. This may be
due to the study location; Lagos is the econom-
ic nerve center of Nigeria and the urban envi-
ronment of the city is associated with a stress-
ful lifestyle. Another important factor could be
the slightly older population in this study group
(mean age 44.98 years) that may require anal-
gesia for arthritic pain. However, fewer partic-
ipants admitted to smoking while approxi-
mately a third took alcohol at least occasional-
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Table 1. Location and duration of pain
with other associated symptoms in dyspep-
tic patients.

Epigastric 63 51.2
Chest pain 37 30.1
Others* 23 18.7
Subtotal 123 100
Duration
<l year 39 317
1-5 years 53 43.1
>5 years 31 25.2
Subtotal 123 100
*Other associated symptoms
Heartburn 52 42.2
Regurgitation 10 8.1
Vomiting 35 28.5
Hematemesis 21 17.1
Others 5 4.1
Subtotal 123 100

*Abdominal pain, back pain. +Change in bowel habits, change in taste.

Table 2. Risk factors of patients with dyspepsia.

NSAID use
Yes 71 51.7
No 52 4.3
Smoking
Yes 22 17.9
No 101 82.1
Alcohol use
Yes 42 34.1
No 81 65.9

NSAID, non-steroidal antiinflammatory drugs.

Table 3. Endoscopic findings in dyspeptic

patients.

Normal 44 44.0
GERD features 10 10.0
Gastric ulcer 10 10.0
Duodenal ulcer 6 6.0
Superficial 21 21.0
mucosal inflammation**

Gastric tumor*** 6 6.0
Hiatus hernia 1 1.0
Others * 2 2.0

Total 100 100

*Post gastrectomy H. pylorus. **Lesions including erythema, ero-
sions not deep enough to be called ulcers. ***Histologically con-
firmed adenocarcinoma in 2 cases. Another 4 cases were normal
gastric mucosal folds with varying degrees of gastritis. Normal,
absence of either superficial or deep structural defects or lesions.

Table 4. Pattern of chronic gastritis in dys-
pepsia.

Non-specific gastritis 54 59.3
H. Pylori-associated gastriti 33 36.3
Atrophic gastritis 2 2.2
Lymphocytic gastritis 1 1.1
Follicular gastritis 1 1.1
Total 91 100

N.B. Normal histology in 9 cases.
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Table 5. Relevance of H. Pylori and NSAID use in the development of positive endoscop-

ic findings.

Yes 37 (66.1%) 19 (43.2%) 56 (56%) 0.02

No 19 (33.1%) 25 (56.8%) 44 (44%) (OR=1.595% CI 1.039-2.854)
Subtotal 56 (100%) 44 (100%) 100 (1009%)

Yes 29 (52%) 12 (27%) 41 (41%) 0.1

No 27 (48%) 32 (13%) 59 (59%) (OR 2.9 95% CI 1.500-3.170)
Subtotal 56 (100%) 44 (100%) 100

Table 6. Relationship between risk factors and development of chronic gastritis.

NSAIDs
Yes 50 (89.3) 6 (10.7) 56 (100)  0.49 0.96
(95% CI 0.849-1.081)
No 41 (93.2) 3 (6.8) 44 (100)
Smoking
Yes 14 (100) 0 (0) 14 (100)  0.35 1.12
(95% CI 1.039-1.201)
No 77 (89.5) 9 (10.5) 86 (100)
Alcohol use
Yes 33 (97.1) 129 34 (100) 016 1.10
(95% C10.99-1.2)
No 58 (87.9) 8 (12.1) 66 (100)

ly. About 95% of the patients had been on anti-
secretory treatment of some sort and the most
frequently taken drug was usually a proton
pump inhibitor (PPI). This might explain the
lower prevalence of duodenal ulcer (DU) in
this study since this is known to heal more
readily with use of PPIs than gastric ulcer.
People who smoke and drink alcohol at least
occasionally showed slightly increased risks of
developing chronic gastritis, a trend similar to
findings in previous studies.!5.16

The most common endoscopic finding in
this study was superficial mucosal inflamma-
tory changes which were found in nearly 25%
of the patients. This is, however, much lower
than in other reports!” due perhaps to the fact
that many patients in this study had been on
some antisecretory medications. Peptic ulcer
disease was found in approximately 16% with
two-thirds of these being gastric ulcer and one-
third being duodenal ulcer. Similar results
with a higher prevalence of gastric than duode-
nal ulcer had been reported in northeastern
Nigeria;® these findings contrast with other
studies that have shown the opposite tenden-
cy.>18 Alittle under half had essentially normal
endoscopic findings such as to suggest non-
ulcer dyspepsia although histology revealed
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features of mild to moderate chronic gastritis
in nearly all participants.

The finding of non-ulcer dyspepsia has been
similarly reported in studies within and out-
side Nigeria. The prevalence reported was
lower81? Prior use of antisecretory therapy
could be responsible for the higher prevalence
in this study. Features suggestive of gastroe-
sophageal reflux disease were documented in
approximately 10% of patients that had under-
gone endoscopy while 6% had suspected gas-
tric malignancy. This was confirmed by histol-
ogy in 2 subjects while the remaining 4 were
found to have normal mucosal folds as report-
ed by histology. Hiatus hernia was not common
in this study as only one case (1%) was found.

The prevalence of H. pylori in 41% of
patients appears to be rather low for a develop-
ing country, as earlier studies from this region
reported values of over 70%.%1820 However, in
this study, we used histology to detect H. Pylori
and this seems to be in agreement with other
studies that have used histology??? rather
than serology or stool antigen test. These latter
methods are known to give higher values
because of higher sensitivity rates.23:24
Inadequate biopsy samples due to the cost of
processing samples may also be a factor. Lastly,
the patients’ ability to remember the details of
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their use of antibiotics over the previous six
weeks might not be completely reliable and
could, therefore, contribute to reduced bacteri-
al loads and lower detection rates.

Finally, the presence of alarm symptoms in
this study tended to indicate a more serious
pathology as 2 of the histologically confirmed
cases of gastric malignancy had vomiting and
hematemesis occurring in patients in the 4t
decade of life. This finding is similar to previ-
ous reports.!!

Conclusions

Dyspeptic illness is common, making up
nearly one-third of the patients seen in the gas-
trointestinal clinic, and the 4 decade appeared
to be the peak period of incidence with no sig-
nificant gender predilection. Our patients were
characterized by late presentation and prior
therapy with various antacids. Epigastric pain
has the most discriminatory value for dyspep-
sia, and most patients considered the pain to be
mainly a burning sensation. Alarm symptoms
were noted in cases of gastric cancer. Risk fac-
tors such as NSAID use and H. Pylori infection
had a very significant impact on endoscopic
findings. Presence of H. Pylori, smoking and
alcohol consumption were associated with
increased risk of developing chronic gastritis.
Also the development of gastric atrophy was
associated with H. Pylori infection.

There is no doubt that these findings under-
score the importance of evaluating dyspeptic
patients with a careful analysis of their clinical
history and endoscopy particularly in the pres-
ence of alarm features.
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