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Abstract 

Introduction: Helicobacter pylori (H pylori) is the major aetiologic agent for Gastritis, Peptic 
Ulcer Disease (PUD), Gastric Cancer and Pri1nary Gastric B-cell Lympho1na. Eradication of H 
pylori has been sl1own to significantly improve the clinical conditions of patients with Gastritis 
and Peptic Ulcer Disease and lower the risk of recurrent peptic ulcer bleeding as \veil as Gastric 
Cancer. A review of tl1e records at tl1e Medical Records Unit at the Federal Medical Centre 
(FMC), Asaba, in January 20 l 7 revealed that 1nany patients attending the General Outpatient 
Clinic (GOPC) present \vith one or n1ore syinpto1ns suggestive of Gastritis or PUD but their H.

pylori status is not k11own. This study was conducted to determine the sero-prevalcnce of H.

p_vlori infection a1nong patient attending the GOPC, FMC Asaba, identify the risk factors 
associated \\'itl1 H. pvlori infection and the proportion of//. pvlori seropositive patients \.vho were 
syi11pton1atic. 

i\Icthods: Tl1is \Vas a cross sect ional study conducted a1nong 232 patients presenting at the 
GOPC of the FMC, Asaba, Delta State. A structured 1nterv1c\.ver ad 1ninistered questionnaire was 
used to obtain infon11at1on on socio dc111ographics, medical history, risk factors such as 
O\ ercro\vding. source of drinking \Vater and personal hygiene, and results of II. pylori test. A one 
step serological method \vas used to test for / / p_rlori status. Data were su1n1narized using 
frequency tables and charts. Chi square test was used to determine risk factors that are 
s1gi1ificantl), associated \\, 1tl1 the infection while logistic regression analysis was e1nployed to 
obtain independent nsk factors. All analysis \vas carried out at 5% lc\·el of significance. 

Results: The n1ean age of respondents \vas of 36.8 (± 9. 7) \\ ith range bet\veen I 8 and 56years. 
One hundred .1nd fifty-six (6 7.2�'o) \\ere mamed and 163 (70.3%) had un1vers1t)' education. The 
S)TI1pto1n d1stribut on among the respondents include ep1gastric pain (53°'o), bloating (29. 7° 

o), 
ea�:· sat1et\ (3-l 5' ) and heart hum (12 7°10). One hundred and thirty-tv.o (56 9%) tested positi\'C 

• 

to I I. p_i lor1 The n:-k factors independently associated \vith I I p, /or, 1nfect1on include 
O\crrro\vd1nl! - (,\OR 3.3: 95°0 Cl: I 1 - X.4). drinking \Vater con"1dcrcd dirt)' or untreated 111

-

the pac;t (,.\(JR 35 .. 1. <J5°
0 CI: �.I - 151), li\'ing in an o,·crcrO\\dcd house after attaining JO yc1r, 

c1f .1ge IAOR 3.9: 95° 0 Cl: 1.6 9 6). sharing of cutlery \1.'1th s1hling as a child (,-\OR 17.5: <.>5

c·1 2 I 1-l 1, and a pos 1t1\.C fa,nil)' h1<;t<)f),' ofGa!,tnc Cancers ( A()R 2.5. 95° 0 C'I· I _q 7 O). 

( onclusion: \fore thJn half of the participants \Vere II /J_\lorr pns1t1\ e and this 1s 0f J)ul1lic health 
concern 1hc rP,k facrnrs arc mod1fiahlc: hence intensified cff<1rts shtlul<l be g1\ en It) h1..·a1tt1
cduc.alt<Jn of the pr,pulacc ()ppnrt11rust1c health cducat1nn nt the health 1:1cd1tt1..'::- t'lll])h,1s1�111g 
g<)(>d hygiene. helter living C(1nd1t1on ,ind rrc,v1s1<1n of pr1tahlc \\'ate, ,\., \\ ell n..; .,1.:rt·1..·nn\� ti.,r
Ga')tnc. Canc.cr arc rccc,mmcn<lcd 

\\,,rd< ,,unt: 45'J 

I 
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CI-IAPTER ONE 

TNTRODUCTION 

1. I Background Inforn1ation

Helicobacter p;1/ori is a ubiquitous carcinogenic bacterium, present in about 50% of the 

\VOrld's population. It is the major aetiologic agent for gastritis, peptic ulcer disease, gastric 

cancer and pri1nary gastric 8 -cell lymphon,a (Luigi, 2017). Each of these diseases entity 

connotes a serious health in1plication and burden for the affected patients, \Vith its attendant 

n1orbidity, financial consequence, and rnortality. Erad 1cat1on or// 1�vlori has been shown to 

significantly in1prove the clin ical cond1t1ons of patients \Vllh gastritis and Peptic ulcer disease 

(PUD) and lo\ver the nsk of recun·cnt peptic ulcer bleeding as \\ell as gast,ic cancer. It v,as 

classified as class I carcinogenic agent by World 1-Iealth Organization in 1994 based on its 

role in gastric carcinogenesis ( Ruihna, et al., 2008). 

Since its discovery 111 I 983 by Warren and Marshall, If JJJ1lori has been a subject of extensive 

research. It is a slO\\ly gro\ving spiral shaped gran1 negative baclcnun,. It is a flagellated, 

1notile, 1111croaerophil1c organism, knO\\ n to colonize the hu1nan gastric n1ucosa. rt possesses 

several acid res istant properties including the expression of urease enlyn1e \vh1ch enables 11 

to hydrol1ze urea to arnmonia; creating a friendlier alkaline environn1cnt there by 

guaranteeing its sun·1\ al 1n the ac1d1c ston1ach. Tissue da1nage and disease caused b) the 

orl.!an1sm 1s attnbuted to its numerous \lnilent properties and proteins such as Vac,\ (a 
� 

vacoulating agent), Cag \ (a cytotox ic agent), BabA (for attaclunent to epithelial cells) and 

P1cB (a cvtokinc inducer). (,\nthony, ct al., 2008) 
-

The human stomach is the principal reservoir for //. p_rlorr Upon acquis1t1011, the organism, 

\VJth the aid of the Oagclla burro\vs do\vn to the deep port1onc; of the n1ucus lay er or the 

ga<,lnc niucoc;al \\ here rt nttaches itself to the cpithclrnl cells there by establishing rcs1dcncc 111

the mu1.oc;al. provoking 1nna1nrnnt10n and cauc;rng d1s;ca"c. 

Jt 1., u,ually alqt1 1rcd 111 chrldhnnd, lh1011gh l;1cc11-c1r.1I nr nrn-nral route nl 11,111,1111,,h,n ()lll'l' 

a ... qurrc<l. the 111fc·1.t111n pcr-,r<;I<; for rn,111) dt·1..idc� 11nll''" trcntcd I \ 1dl'IILl' "hl1\\ th,11 11 l'Hll 

al'I,, hr a�qu,rcd .1111onr ,11l11lr-. (Anthon). er ,ii . �fHJX) 
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1.2 Statement of Problem 

Nearly all peptic ulcers are caused by H pylori or Non-Steroidal Anti-inflammatory Dntgs 

(NSAID) use. Regular NSAID use accounts for about 15 - 30% of endoscopy-documented 

peptic ulceration, \Vhile majo1ity of the remaining proportion are attributed to fl pylori 

infection. The prevalence of//. /Jy/ori in patients with duodenal ulcer 1s 75 90% and 30 

60°1
0 in patients with gasrric ulcer (Mario and Steven, 2014). The annual incidence of PUD 111

H p_1•/or1 infected individuals is about 6 IO fold higher than the uninfected. The financial 

in1pact of these disorders is substantial ,vith an est1n1ated burden on direct and indirect health 

care cost of approxin1ately IO billion USO per year in the USA (Anthony et al., 2008). 

In addition, PlJD accounts for about >50°0 of upper GI bleeding \.Vith an overall 1nortality 

rate of 6 - 10°/4. In North 1\111crica, the incidence of Upper Gf bleeding is decreasing due to 

the increased eradication of If p1•/ori ( Robin, 2014) 

Furthe1111ore, chronic gastritis 1s a strong precursor for gastric cancer, which is the 3rd leading 

cause of death globally. H. r>vlori Infected persons arc three to six times rnore likely to 

de, clop gastnc Ca. Globally, death frorn gastric cancer 1s enonnous accounl!ng for about 

..,38,000 deaths annually ,vith a poor o,erall survival rate which 1s less than 5yrs (Manno, 

201-l). 

The duo (PL D and gastric cancer) account for over a n1illion death per year globally. 

In regions. ,,ith !ugh incidence of gastric cancer or 111 individuals \vith a pos1ti,e family 

h1storv of Gastnc cancer, screening for / I J>rlort and pro, 1s1on of erad1cat1on reg11ncn ha\ c 
-

been recommended as a v.:ay of prevention of gastric cancer even 111 asy111ptomat1c adults 

( Robin. 20 l 4 ).

In thi::sc regions. testing and trec1tment of //. f>_v/011 is considered cost effect1,,e 1n young 

patients (--55ycars) ,v,th uncompl1cc1tcd dyspepsia, as 1dcnt1ficat1on and erad1cat1on of// 

,,�10,1 decrease-, the n,;;k of Pl ·o and ga<;tnc cancer. Erad1c,ll1on of th,� 

pro,idc-, cure t0 -,omc c.a�c,; of �1Al:r l}tnpht1111a (Rnhcrt and .l11<.t111. 2011) 
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1.3 Justification for the Study 

H pylori is a carcinogenic ubiquitous organism \Vhich cames a significant level of health 

hazard. It is known to be the major aetiologic agent for gastritis, PUD, gastric cancer and 

gastric B cell Lyn1phoma. These disease conditions represent a significant proportion of 

conditions seen at most primary care centers for initial evaluation, managernent and referral 

(\vhere applicable). In places where the Primary Health Centers (PHC) are not functioning at 

optimal level as it is in sorne parts of Delta Slate then tertiary centers such as the Federal 

i'vfedical Centres (FMC) often serve the role of the PHC. Al the Federal Medical Center 

Asaba, a revie\v of the records at the 1Vfedical Record departn1ent revealed that about 39.7% 

of patten ts \vho visited the General Out Patient Departn1ent (GOPD) of the hospital presented 

\Vith at least one upper Gastrointestinal syn1ptom such as epigastric pain, bloating, easy 

satiety or heart bum. A fe\v \vho could afford endoscopy get tested endoscopically. The rest 

rnajority are treated en1p1rically for dyspepsia. Considering the possible dearth of knowledge 

concerning this carcinogenic agent, in tern1s of prevalence (111 Delta State) and risk fa�tors in 

this part of the country; there is a need for studies of this kind to be done especially in this 

part of the country 1n order to fill up this knowledge gap. 

In the end, this study \Vas aimed at adding to the body of kno\vledge with respect to H pylori 

infection acquisition and prevention. It \vas also hoped to provide infom1ation for risk 

assessment of patients (\vith dyspepsia) at the clinics and for the education of patients, 

fan11hes and the con1munity, 1n order to prevent the further spread of this organisn1. Mothers 

at the L'nder F1\e Clinics can also be educated on the role of personal hygiene and better 

feeding practices based on evidence from tlus study. 

It also sought to provide basts for policy f om1ulation and advocacy for the pre\ cnt1011 of thrs 

carc1noui:n1c infection. 
� 

1.4 Research Questions 

This study attempted to ansv,·cr these qucst1ons:-

1 \\ hat is the scroprcvalencc of FI r>vlori among adults nttcncltng the the (,OPD 01 l·' 1(.

/\ saba, f)cl ta S talc '1

1 1  \\'hat arc the prcdon11ri.ull n�k laclnr, (1r till' dc1t:nn111o1111�) ,11;,nt'J,tll'd \\ 11h !ht· .1�·q111s1t11111 

o (/I ,, • Int t ·>
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1.5 Aims And Objectives 

1.5.l General Objective 

The aim of this study was lo determine the prevalence of H pylori infection and the risk 

factors in adults attending the GOPD of FMC, Asaba, Delta State in order to provide a guide 

for the prevention and control of the infection. 

1.5.2 Specific Objectives 

I. To determine the scro-prevalence of//. PJ'lori infection in adults attending the GOPD,

FMC, Asaba, Delta State. 

2. To identify the risk factors associated with Ii p;,/ori infection in adults attending the

GOPD, FMC, Asaba, Delta State. 

3. To detern1ine the proportion of If JJJ•/ori seropositive patients who are syn1ptomatic

1.6 Definition of Tern1s 

i. Helicobacter pJ•lori (HP, H. 11ylori):- This is a spiral gram-negative flagellate urease­

producing bacte1ium \Vhich plays a major role in gastritis and peptic ulcer disease. 

ii. Dyspepsia:- this is a non-specific term used to describe upper abdominal symptoms such

as heartburn, acidity, pain or discomfort, nausea, wind, fullness or belching. 

iii. Peptic Ulcer Disease (PUD) :- this is the presence of an ulcer (disruption of the n1ucosal

integrity) 1n the stomach and/or duodenu,n leading to a local defect or excavation due to 

active inflammation, \\. hich is usually associated with burning epigastric pain exacerbated by 

fasting and improved \.VJth meals. 

i,. Socioeconon1ic status (SES): This is a 1neasure of an 1nd1\ ,dual's or fan1Ily 's econon1ic 

and social position 1n relation to others based on education, occupation and inco1ne Lo,, 

socioeconomic status 1mphcs lov,· or no education as \veil as no or lo\\ le, cl employn1cnt. as 

oppo1;ed to high socioeconomic status. 

, . o,crcro,\ ding; \\ h1ch 1s a situation 1n \Vhich there arc n1orc than 2 persons ( of age 

-"IUycar-;J l1v1ng together per -;tandard roo1n of I !square 1nctcrs (9 ceilings) lnt:1111� (�l)l'ar) 

arc not counted and children aged 1-IOyear<; arc counted as halC (\\1110 �fl()l))UNIV
ERSITY O
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CHAPTER TWO 

LITERATURE REVIEW 

• 

2. I Anaton1y and Physiology of the Ston1ach

2. 1 .0 Gross t\.natomy

The ston1ach is thal part of the alin1entary tract that lies between the esophagus and the sn1all 

intestine. It is a reservoir for H p_l'lori. (Mienclje et al, 20 I 8). It is situated in the upper 

abdon1en, extending fron, the left upper quadrant do\vnwards and to the right, occupying the 

left hypochondriac, epigastric and un1bilical areas. It is the widest part of the digestive tract. 

It is about I 500 ml in size in adults. The stomach has two openings; the cardiac orifice (the 

opening fron1 the oesophagus into the stomach) and the pyloric onfice (the opening of the 

stomach into the duodenun1). At the cardiac orifice factors that prevent gastro-oesophageal 

reflux include; the folds of gastric n1ucosa at the gastro-oesophageal junction, the mucosa! 

rosette, and the fonnation of a Ouid-and gas-tight seal by these anaton1ical structures. 

(OpenStax, 2013) At the pyloric orifice the pyloric sphincter serves to control the exit of 

content out the sto,nach. 

The stomach 1s d1v1ded into four parts; con1prising the Cardia, Fundus, Body and the Pylorus. 

The cardia is the part surrounding the cardiac 01ifice, around the gastro-eosophageal junction. 

The fundus is the dtlated superior part that lies inferior to the left do,ne of the diaphrag1n The 

superior part of the fundus usually approaches the le\el of the left 5th intercostal space 

(Lumen, 2014) The fundus ,s normally filled by gas, fluid, food, or any con1binat1on of these. 

The body IS the main part of the ston1ach. It lies betv,:een the fund us and the pyloiic antrum. 

·rhe pyloric part is the funnel-shaped outOow region of the stomach; It leads into the pylonc

canal. The pylorus is the dic;tal sph1nctcric region of the pylonc part and 1s 111arkcd by 

thickened circular layer of smooth muscle. \vh1ch controls the release of the sto111nch contents 

f ro,n the stornach to the duodenurn through the pyloric ori rice. (Susnn S ct al 2016 l 
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Figure 2.1: Parts of the Stomach. Source: Susan S et al, 2016.Grey's Anatomy, 41th edition 

available at https://www.elsevier.com 
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2.1.1 Internal structures of the Stomach 

'fhe stomach as an expandable muscular sac which is made up of different layers of 

Structures. The layers in the stomach from inside to outside include the mucosa, sub1nucosa, 

muscularis externa and serosa, together \.vith gastric vessels and nerves. The mucosa consists 

of an epithelium, the lamina propria underneath, and a thin bit of smooth muscle called the 

muscularis 1nucosae The mucosa's epithelial lining consists n1ostly of surface mucus cells, 

,vhich secrete a protective coat of alkaline n1ucus. ((Susan S et al 20 I 6)). The lamina propria 

compnses a connective tissue framework between the glands and contains lymphoid tissue 

that collects in small 1nasses and gastric lyn1phatic follicles. The rnuscularis 111ucosae is a thin 

layer of srnooth 1nusclc fibres lying external to the layer of glands. Its fibres are arranged as 

inner circular and outer longitudinal layers, and there is also a chscontinuous external circular 

layer. The sub1nucosa lies under this and consists of fibrous connective tissue that separate 

the n1ucosa fron, the next layer, the musculans cxterna. (Lurnen, 2014). The 111uscularis 

extema is a thick n1uscle coat i1nn1ediately under the serosa, \vith ,vhich 1t is closely 

connected by subserous loose connective tissue. Fron1 innem1ost outwards it has oblique, 

circular and longitudinal layers of smooth 1nuscle fibres, although the separation between 

layers may be indistinct in places. (OpenStax, 2013) 

A vast nun1ber of gastric pits dot the surface of the epitheliun1 and mark the entry to eact-. 

gastric gland. \.Vhich secretes digesllve fluid. Although the \Valls of the gastnc pits are made

up pnn1arily of mucus cells. the gastric glands are made up of different types of cells. The

glands of the cardia and pylorus are composed primarily of mucus-secreting cells. Cells that 

n1ake up the py Jorie antrum c;ecrcte mucus and a number of ho11nones, 1nclud1ng the n1aJonty 

of the stimulatory hom1one, gastr1n. The n1uch larger glands of the fundus and body of the 

stomach, the site of most chen1ical digestion, produce most of the gastric secretions. Thc-;e 

glands arc made up of a vancty of secretory cells These include parietal cells. chief cell,. 

mucous neck cells. and cnterocndocrinc cells. 

Panetal cells arc located primarily in the 1n1ddlc region of the gastric gland<;, ,, h1ch arc 

arnong the most highly d1flcrent1atccl of the hndy's cprthclial cells These rl'lnt1, l'ly la,gc 

cells produce both hydrochloric acrd (I !('I) and 111trrns1c factor I ICI 1s fl':-.pP11s1hll' ll,r thl' 

lllgh acidity (pl I I '- 10 1 �) ol the •,tnrnaLh content� and I!\ nccdcd ((, ,ll'II\ ,lll' thl· p1ntl'lll· 

d1gc-,t1ng en/) inc. pcp,111 
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Figure2 2 · Internal Structure of the Stomach showing the epithelial lining, gastric pits and 

glands. source: Susan S et al, 2016. Grey's Anatomy, 41th edition available at 

https ://www.elsevier.com
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The acidity also kills much of the bacteria ingested with food and helps to denature proteins, 

making them more available for enzyn1atic digestion. Intrinsic factor is a glycoprotein 

necessary for the absorption of vitamin B 12 in the small intestine. Chief cells are located 

primarily in the basal regions of gastric glands, which secrete pepsinogen, the inactive 

proenzyme form of pepsin. HCl is necessary for the conversion of pepsinogen to pepsin. 

Gastric glands in the upper part of the stomach contain n1ucous neck cells that secrete thin. 

acidic 1nucus that is 1nuch different from the mucus secreted by the goblet cells of the surface 

epitheliun1. The role of this mucus is not currently kno\vn. Finally, enteroendocrine cells 

found in the gastric glands secrete various hom1ones into the interstitial fluid of the lamina 

propria. These include gastrin, ,vhich is released 111ainly by enteroendocrine G cells. 

(OpenStax, 2013) 

2.1.2 Physiology of the Ston1ach 

The n1aJor functions of the sto1nach include food storage, emulsification of fats and mixing of 

gastric contents, secretion of inllinsic factor and soine minimal absorption. 

The mucosa I cells of the Sto1nach line the entire surface of the Stomach. They secrete large 

an1ount of viscid 111ucus that coats the ston1ach 1nucosa with a gel layer of n1ucus often n1ore 

than 1 n1illin1cter thick, thus pro, iding a n1aJor coat of protection for the stomach wall. One 

major charactenstic of this n1ucus 1s that it is alkaline. Hence, the nonnal underlying ston1ach 

,,all 1s not directly exposed to the highly acidic, proteolytic stomach secretion. Even the 

slightest contact \\ ith food or any irritation of the mucosa also stin1ulates the n1ucous cells to 

secrete more quantities of this thick, alkaline, "iscid n1ucus. (John, 2015) This mucosa! 

barrier protects the stomach fro1n sel [-digestion. 

Hvdrochlonc acid and digestive enzymes arc the n1ain pnncipal gastnc secretory products 

capable of 1nduc1ng mucosa! tnJury Despite the constant attack on the gastroduodenal 

mucosa by these noxious agents. the stomach 1ntegnty 1s maintained by a co1nplex s\ stcn1 

that provide'> mucosa! defence and repair (1\nthony et al. 2008) The n1ucosal defence s� stcn, 

can be vicv.cd as a three-level barrier. comprising prc-ep1thchal. cp1thclinl. and subcp1thch,1I 

clcrnenl'; fhc first 1111c of defence 1s a n1tH.:us-h1carbonatc la� er. ,, h1ch sL·r, L'" as ,1

ph)sicoc..hcinical 1,arr1cr to 1nult1plc n1olcculc,, 111clud111g hydrogen inns �l11c11s ,� 'L'CIL'tL·d 111 

a rcgul.itcd fa.,h1on hj vastroduodcn,il 'illrf,1cc cp1thl'li,il cell-. It consist" p11n1,11il\ l'I ,,,,tl'I 

(CJ5 ri). b1i.:t1rbonatc .ind a lll!Xlllll' nl lip1dc; ,IIHI gl)lllplllll'lll"I (llllll'II)) I hl· llllll'{l\1"1 gl·I

funcllOll'i a'> a non-'IIIITCd \V,IICI l,l)CI 1111pcd111g d1llt1'illlll nl lllfl"I ,11HI l1Hll1..·1..·11lt·s "l\llh ,1:.
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gaStr0duodenal mucosa into the mucous gel, forms a pH gradient ranging from 1 to 2 at the

gaSrric luminal surface and reaching 6 to 7 along the epithelial cell surface. (Anthony et al,

2008) 

Surface epithelial cells provide the next line of defence through several factors, including 

inucus production, epithelial cell ionic transporters that maintain intracellular pH and 

bicarbonate production, and intracellular tight junctions. Finally, stem cells located a t the 

Junction where gastric glands join the gastric pits quickly replace dan1aged epithelial n1ucosal 

cells, when the epithelial cells are shed. The elaborate microvascular system within the 

gastric submucosal layer also contributes to the subepithelial defence system. ( Lun1en 20 I 4) 

Within a few n1oments after food after enters the stomach, mixing waves begin to occur at 

intervals of approxin1ately 20 seconds. A 111ixing wave is a unique type of peristalsis that 

mixes and softens the food \Vith gastric juices to create chyrne. The in itial rnixing \vaves are

relatively gentle, but these arc follo\vcd by 111orc intense waves, starting at the body of the 

stornach and increasing in force as they reach the pylorus. 

The pylorus, \Vhich holds around 30 n1L ( I fluid ounce) of chyn1e, acts as a filter, permitting 

only liquids and sn1all food particles to pass through the mostly, but not fully, closed pyloric 

sphincter. In a process called gastric cn1ptying, rhythmic mixing \vaves force about 3 mL of 

chyme at a tin1e through the pyloric sphincter and into the duodenum. Release of a greater 

arnount of chytne at one time \VOuld ovef\vhelm the capacity of the small intestine to handle

1t. The rest of the chyme is pushed back into the body of the stomach, where 1t continues 

mixing. This process 1s repeated \\hen the next mixing waves force more chyme into the

duodenum. (John, 2015)

Gastnc emptying rs regulated by both the stomach and the duodenu1n. The presence of chyn1e 

in the duodenum act1\ates receptors that inl11b1t gastnc secretion. This pre\ents additional 

ch! me from be ing released by the stomach before the duodenu1n is ready to process 1t 

(OpcnStax, 20 I 3) 

The fundui; play'- a rn.iJor role, because 1t stores both undigested food and g.1s1.·s thnt an: 

released dunng the proccsc; of chcn11cal d1gc:c,t1on rood 111ny s1l 111 the lundus Pl th1.· ,tc1111,1ch 

for a "hilc he fore being 1n1.xccl ,, 1th the chy1nc \Vhdc the lood 1s 111 the fundu-.., the d1g1.·st1\ c 

actl\ rues of <;al1\:try arnyla�c conl11111c unld the !nod begins 1111,111g "1th th1.· nc1d11.· rh) n11: 

l 'hrnia tcly. n11x1ng wa\cs 1nco1pn1,1tc 1l11s I nod \\ 1th the 1. h, lllt'. the nc1d1t) 11! \\ h11.·h

10 

I 
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inactivates salivary amylase and activates lingual lipase. Lingual lipase then begins breaking 

down triglycerides into free fatty acids, and mono- and diglycerides. ( Lumen 2014) 

The breakdown of protein begins in the stomach through the aclions of HCl and the enzyme 

pepsin. During infancy, gastric glands also produce rennin, an enzyme that helps digest milk 

protein. (John, 2015) 

Its numerous digestive functions notwithstanding, there is only one stomach function 

necessary to life: the production of inlrinsic factor. The intestinal absorption of vitamin B 12, 

\Vhich is necessary for both the production of n1ature red blood cells and normal neurological 

functioning, cannot occur without intrinsic factor. People ,vho undergo total gastrectoiny 

(stomach ren1oval)-for life-threatening sto1nach cancer, for exan1ple-can survive with 

mini1nal digestive dysfunction if they receive vitamin 812 injections. 

The contents of the stomach are completely en1ptied into the duodenum within 2 to 4 hours 

after a n1eal. Different types of food take different a1nounts of time to process. Foods heavy 

in carbohydrates empty fastest, follo\vcd by high-protein foods. Meals with a high 

triglyceride content ren1ain in the ston1ach the longest. Since enzymes in the small intestine 

digest fats slowly, food can stay in the stomach for 6 hours or longer when the duodenum is 

processing fatty chyme. However, note that this is still a fraction of the 24 to 72 hours that 

full d1gest1on ty-pically takes from start to finish. (Lumen, 2014) 

The stomach can taste sodium glutarnate using glutamate receptors. This infonnat1011 is 

passed to the lateral hypothalamus _and lin1bic systc111 in the brain as a palatability signal

through the vagus nerve The stomach can also sense, independently from the tongue and oral 

taste receptors, glucose. carbohydrates, proteins. and fats This allo\vs the brain to link the 

nutnt1onal value of foods to their tastes (Lurnen, 2014) 

2.2 Helicohacter pJ•lori 

Thi� 15 a grarn ncg,1 ti\.c hac1llu� that colo1111cs the hurnan stornach 111 5on 11 of thl' ,,·i,dd's 

populauon It ,s a -.lo\\ ly gn1\\ 111g, 111ic1n·acroph1lic. spind shaped ll,1gcll,,1cd 111,n-111, .i,1, l' 

organ,�rn th.it lr\C 111 the g,1,tr1c 11111t:n-.al
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Figure 2.3 H. pylori and the internal surface of the Stomach Source: H pylori images from 

google web download 
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It has the capac ·ty t · · 1 0 survive 1n the stomach for many decades (Anthony, et al, 2008). It 

colonizes the mucous layer of the gastric antrum. It is found in highest number under the
mucus layer in the gastric pits \vhere it adheres to the gastric epithelial cells (Clarke and
Kumar 2009) At th' · · · , · is pos1t1on 1t 1s protected by the juxtamucosal mucous layer which traps
bicarbonates secreted by antral cell. It also has many other acid resistant properties including
the expression of urease enzyme that catalyzes urea to produce ammonia. Ammonia helps to

neutralize the acid in the sto1nach thereby producing a conducive environn1ent for survival.

2.3 Transmission and Pathogenesis of H. pJ1lori Infection 

Infection is acquired via oro -oral or faeco -oral routes usually by ingestion of contaminated 

\vater or food. Once acquired the infection persists for life unless treated (Clarke and Kun1ar, 

2009). H pylori adheres to Lev,is antigen on the surface of the gastric n1ucosa. This action 

induces responses in the sto1nach vvhich includes infiltration of the 1nucosa by both 

mononuclear and poly111ononuclcar cells leading lo chronic superficial gastritis. fl pylori 

strains \vhich express Cag1\ (cytotoxic associated protein) and VacA ( vacuolating toxin) 

genes comn1only produce ulcers. The eventual result of the infection include gastritis, peptic 

ulcers and gastric cancer (Clarke and Kumar, 2009). However, most of the persons do not 

develop clinical sequelae. The host detem1inants of the disease are genetic polyn1oqJhisms 

leading to enhanced H pJJ/ori stimulated secretion of proinflammatory cytokines such as 

interleukin I�. H. p_vlori positive persons with this host characteristics are at increased risk of 

hypochlorhydria and gastric adenocarcinon1a. (Anthony et al, 2008) While this is note 

\Vorthy, it is important to state that this is not the thn1st of this study. 

2.-t Risk Factors of fl pylori Infection 

r n both de\'elop1ng and developed countries, high prevalence of Ii /J_rlori is apparently 

related to poor soc1oeconomic conditions, drinking contaminated \Valer, overcro,,ded 

housing, poor personal and environmental hygiene (Anthony et al, 2008) Other nsk factors 

include lo,v standard of living. low family income level, H p_rlori pos1t1\e fan1tly n1cn1bcr 

and 1ncrcas1ng age (T11an1 and lJn1ar. 2008). 

Socioeconomic statu-, (SES) 1s the n1ost 1111portanl nsk factor for II f'l'lor, 1nlcct10n 111 ,HlY

group (I.conard, 2014) I l1ghcr SES has been a<;soc1,1tcd ,, 1th lo,,cr pll'\ 1ll'llCt' 0f the

infection (('larkc and Kun1ar, 20(J<J J

[:vidcncc ,;hows that// 1,�/011 111ll'ct1011 l'i c1s'i<1l1c1tl'd \\1th thl· c,i11,u111pt1Pn 111 // ;•1/011 

contnmtnatcd \\atcr A111011g 111,111y other 'itt1d1cs 110111 ,11n1111d thL· \\n1ld, ,tud1L'' Illini 
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Southern Nigeria reported th t . . . . . , a acqu1s1t1on of H. pylori \Vas also attributed to poor sarutat1on
and low standards of r · h' h 

. ivmg w 1c predisposed people to drinking untreated or contaminated
water. (Olokoba et al., 20l3).

In a similar study in Uganda, La\vrence Tsonga et al, reported that overcrowding, poor 

personal and env1ronn1ental hygiene, food contamination and ani1nal faecal rnattcr, were 

among the predominant risk factors for H. pylori infection (Lawrence ct al, 2015) 

In Japan, Urital et al reported that n1other to child transn1ission \Vas an important mechanism 

for intra-fa1nilial spread of the infection. It \vas noted that rnothcrs could spread the infection 

through mouth secretion, sharing spoons, tasting the children's food or prernastication of the 

children's food during feeding. Gender and lif estylc habits such as tobacco sn1oking and 

alcohol ingestion do not see111 to have any association with //. JJylori acquisition (U,ita et al., 

2013). 

2.5 Epiden1iology of If. pylori 

The overall pre\alence of If. pflori is higher in developing countries, found in about 70 

90°/o of the population and n1uch lo\ver in developed countries, found in 20 - 50% of the 

population (Olokoba et al., 2013). This may be attributed to higher SES found rn the 

developed country. The prevalence in these developed countries is also on the decrease as a 

result of better living condition and improved sanitation \.vhile the prevalence in developing 

countnes 1s still very high. The incidence rate in the developed countries is about 0.5%, while 

that of the developing countries is about 3 - I 0%. Hence, the need for n1ore studies to be 

done 1n developing countnes and in our env1rorunent in order to increase 1nfom1ation about 

this silent carc1nogen1c organism. so as to mitigate its high occurrence. 

Studie5 from Netherland'>. L'nited States nf Arnerica. and Canada revealed a pre, alence rate 

of about 3200• 35°�,. and 40°0 respectively. These arc de\'cloped countries "1th ,·er)' high 

11, ing standard and ,vrth a near-perfect env1r0nn1cntal :,;an1tary c0nd1t10n \la,11,nt� l1r thc 

�llJt'.Cn':> of these countnc<; arc ,, ell educated ,, 1th high soc1nccn1111n11c -.t,llu:-- ( l c11n,11d. 201-1) 

In A.,,a, v.hcrc .,0�11,cl.Oll"n11c stat11<; 111,1y nnt he as l11gh .is thc nhn,c n11.·11t11111L·d c11untiiL·�. 

:,tuJies trorn the l.<llHJlrie., 111 1h1'i p.irt ol lht· \\!Hid ,hn\\ h1ghc1 l'IL'\<IIL'lll'L' ol ,ibPlll 5-1 

7r)?,i In a <;ur.c) c:irricd 0111 1n ('11111.1, hc1,•,L'L'll 2011 ,,nd "1()1,1, 1n ,l g1,111p ,1I "·117 hL·,ilth, 

indi,idu,d'i ,igcd 111 11<Jyc.11�. tc�tcd l111 II pjlt111111lc1..t1,111, ,, l"L'' ilLllLL' r.itc 11! 1i, ,1° 0 \\,l, 
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recorded. Similar high prevalence rates were also recorded in Bhutan, Kazakhan, and India, 

with prevalence rates of 73.4%, 76.5% and 80% respectively (Leonard, 2014). 

In Africa, the prevalence of H pylori is 1nuch higher. The prevalence of infection varies fro1n 

country to country and within different tnbal groups present within the same country. 

Generally, more than 50°/o of children are infected by the age of IO years; with a prevalence 

of more than 80% in adults. Publications fro1n Ethiopia, Morocco, and South Africa reported 

prevalence rates as high as 93%, 75.5%, and 84% respectively (Tanih et al., 2008). This 

n1aybe a reflection of poor living conditions in these part of the \Vorld. In Nigeria, several 

studies from different parts of the country sho\v a prevalence rate of 73 - 94.5%. This is about 

the highest in Africa. Clearly 1nore infonnation (and awareness) about this organisn1 is 

required both for policy fon11ulation and for the institution of preventive measures to stern 

this tide. 

In a hospital based study, at the University of Maiduguri Teaching Hospital, UMTH, reported 

a seroprevalence rate of 93.6% a1nong adult patients, of \vhich 80% had peptic ulcer disease 

on endoscopy. (Olokoba et al., 20 I 3).Some of these alam,ing figures arc not surprising 

considenng the low socioeconomic status of the rnajority of those living in these parts of the 

,vorld 

Ho,vc, er, in contrast to the above, Ruihua, et al. found that there ,vas no association between 

the prevalence of II JJ_vlori infection and sociocconon11c factors in n1ral Zarnbia. Tn this study, 

a group of n1ral If JJ.rlori positive Zan,bian students were studied lo ascertain the association 

bet\\'een SES and H priori infection. After \\'h1ch, the researchers concluded that there were 

no significant correlations bet,veen SES and H pylori infection. (Ru1hua, et al , 2008). This 

is one of the "ery fC\\ studies 1n which no significant associations \Vere found bct,,cen SES 

and H pylori 1nfect1on. 

2.6 Clinical Features of ff p}lori Infection 

!\1aJonty of the pcr<;nns 1nfcctcd \\'1th fl [IVln,i nrc a<;y1npton1at1c Only about 20° 0 of

infected subJt.:ct5 dc\clnp ... c,crt.: gastlll. pntholog1cs (\lano and StL'\ L'n, 2014) I IL'nl'L' thl'

'>ludv <;hall not onl) fncu, on "}lllflt<1111at1c 111 d,spl'pl1c p.1l1L·n1, (\\ 1th uppl'l ,1bd,1111111.d

t "''' 'JJI" i•tri·- 11 1111 11:0.1111111 c,1-.v 1,,111c1v, und hr.111h11111) hut .tl,P Pn .,,, 111J)h11n,1t1L
�) 1nr 01115 (;C' L: e' 1 " • t C:' 

(non d)"pcpllc) p,11,cnl.., 111 01dcr lo dclL'IIIIIIIC the true jll('\,dl'lllt' ,ii II 111/1111 111lt't'llllll

th tll(I" jltJJllJI 111011 P111pnrt11111-. nl lllfl'Lll'd '>11h11'\ ,� (�l·111p11,111, t') \\ lu1 llll' d, ,pl'plll.arnong c 5 1 • 
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(symptomatic) will also be detennined. Beyond this study there is also a need for surveillance

to be mounted 011 tl11s ca  · · · · · 
d rcmogen1c organism to ensure early detection and treatment 1n or er 

to  mitigate it's attendant sequelae.

2. 7 Laboratory Diagnosis of H p_vlori

Laboratory test is mandatory for the diagnosis of H p_vlori, because no clinical feature is 

pall1ognon1ic of the infection. Laboratory tests for H pylori are broadly divided into non­

invasive and invasive The non-invasive tests include serology test, 
13C Urea Breath test, and

the stool antigen test. The invasive tests include biopsy for Urease test, culture and histology 

(Robert and Justin 201 I). 

Serology tests ha\ c been considered 111osl suitable for the in1t1al docun1cntat1011 of I l fJJi/ori 

infection and for epidcrniological studies (such as this). Antibodies (IgG) lo the organism 

become detectable in the blood fron, \Vi thin f e\v \veeks of inf eetion and re1nains positive for 

1nany years and upto three years after the eradication of the organ1sn1 (Kun1ar and Clarke, 

2009). In this study, subjects \Vho have been infected by this organis1n shall be identified 

using this test (and the seroprevalenee estin1ated thereafter). 

The advantages of this test n1cthod are numerous. It's available, simple, quick and 

inexpensive \vith sensitivity and specificity >90%. Results from serology test arc as accurate 

as other test and are available as rapid test kit, making it convenient in the primary care 

setting and for this study. 

It 1s based on the above reasons, that the serology test has been chosen for the 1dcntificat1on 

subjects \vho are infected \Vith fl JJ1·/ori. The Urea breath test and the stool antigen tests arc 

more cumberso1ne and 111ay not be suitable for this study. 

There is possibl:> soinc paucity of data 1n this part of the country \Vith regards to this 

organism. f-Iencc. the researcher hoped to asce1ta1n the prevalence of this 1nfcct1on in this 

environment and by extension 1n this part of the count£) as \veil as detenninc the nsk factors 

associated v. ith the acquisition of this 1nfcct1on. 

2.8 Trcatrncnt 

Standard craJ1calJC1ll thcrnp1t.!'i arc elfcc11\C Ill <J1J0� o!' Ctl\l'!-i 'j hl'll' llll' �l'\ l'llll lll',ltllll'nl

I d , I (J (l'tV, o11r�e nl (l111c111.1111lc, ,11110,1etll1111111d l·li1111h1111ll\'l'lll 
rcg1n1c11 111c u 111g .1 , , .. • 1111, IS lhl'

t 'Ill ,,·111111e11 / / /II /111 I ,hould ht· l'l,tdtc,11l·d 111 clPl'llllll'llll'd l',l'il'� (11 j'l'J'IIC
con1monc:.t trca inc '"'0 

ulccralron. ga'ilrJL fi cell lyn1ph111n.1 111 111 p,1t1l'111, 111th tl'l 1111l·n1 ') 111pl11111, su�gl',tl\ l' 111
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(symptomatic) will also be detennined. Beyond this study there is also a need for swveillance
to b e  mounted on this c · · · · · d arc1nogen1c organism to ensure early detection and treatment 1n or er
to mitigate it's attendant sequelae.

2. 7 Laboratory Diagnosis of H pylori

Laboratory test is mandatory for the diagnosis of fl. p_vlori, because no clinical feature is 

pathognomic of the infection. Laboratory tests for H pylori are broadly divided into non­

invasive and invasive The non-invasive tests include serology test, 13C Urea Breath test, and

the stool antigen test. The invasive tests include biopsy for Urease test, culture and histology 

(Robert and Justin 2011 ). 

Serology tests have been considered n1osl suitable for the initial docu1nentat1on of ff pJ1lori

infection and for epiden,iological studies (such as this). Antibodies (IgG) lo the organism 

beco1ne detectable in the blood fron, \Vi thin fev,1 weeks of infection and ren,ains positive for 

1nany years and upto three years after the eradication of the organis1n (Kumar and Clarke, 

2009). In this stl1dy, subjects \vho have been infected by this organis1n shall be identified 

using this test (and the seroprevalence esti1nated thereafter). 

The advantages of this test n1ethod are numerous. It's available, si1nplc, quick and 

inexpensive \vith sensitivity and specificity >90%. Results from serology test are as accurate 

as other test and are available as rapid test kit, n1aking it convenient in the primary care 

setttng and for this study. 

It is based on the above reasons, that the serology test has been chosen for the 1dent1ficat1on 

subjects \Vho are infected \Vith H pylori. The Urea breath test and the stool antigen tests are 

more cu1nbersome and n,ay not be suitable for this study. 

There is possibly some paucity of data 111 this part of the country v .. ith regards to this 

organism. Hence, the researcher hoped to ascertain the pre\'alence of this 1nfcct1on in this 

en, ironmcnt and by extension in this part of the country as ,veil as dctcn11111c the nsJ.. factors 

a,;sociatcd ,vJth the acquis1t1nn of thi'i 1nfect1011. 

2.8 'frcaln1c:nt 

Standard cradicatJun thcrap1c'> arc clfcc11vc 111 1J0°
1, nf c.isl's I heir Hll' sl'\ l'llll lll'i1t1nl·11t

· 1 l . 10 ·"iy ,·our'>C ol <1111c111111olc, ,111111\1c1ll111 .ind cl11111l110111\'c111 rh1s 1� thl·
regimen lnC UC 1ng ,I u, " 

t ,111 r··ginH!II J! 1,11/1111 -.hnuld he c1,Hl1c111cd 111 dnc11111l'llll'd en l's 111' pcpt1co1nn1oncst trca inc ., 

ulceration, gastnc fl c.:cll lyrnph11n1,1 or 111 p�1�1er11, \\ 1th ll'l'1111cnt ') 111p111111s sug!,!l''''' l' l'I
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(symptomatic) will also be detennined. Beyond this study there 1s also a need for surveillance
to be mounted on this care· · · · · d 1nogen1c organism to ensure early detection and treatment 1n or er 
to mitigate it's attendant sequelae.

2. 7 Laboratory Diagnosis of H pJ1lori

Laboratory test is mandatory for the diagnosis of H p_vlori, because no clinical feature is 

pathognomic of the infection. Laboratory tests for fl pylori are broadly divided into non­

invasive and invasive The non-invasive tests include serology test, 13C Urea Breath test, and

the stool antigen test. The invasive tests include biopsy for Urease test, culture and histology 

(Robert and Justin 20 l l ). 

Serology tests have been considered n1ost suitable for the initial docun1cntation of l l pJ1lori 

infection and for epidemiological studies (such as this). Antibodies (IgG) to the organisn1 

becon1e detectable in the blood fro1n \Vi thin f e\v \\·eeks of infection and rcn1ains positive for 

1nany years and upto three years after the eradication of the organis,n (Kumar and Clarke, 

1009). In this study, subjects \Vho have been infected by this organis,n shall be identified 

using this test ( and the seroprcvalence estimated thereafter). 

The advantages of this test 1nethod are numerous. It's available. sin1ple, quick and 

inexpensive \Vith sensiti\ ity and specificity >90%. Results from serology test are as accurate 

as other test and are available as rapid test kit, making it convenient in the primary care 

setting and for this study. 

It 1s based on the above reasons, that the serology test has been chosen for the identification 

subJects \\'ho are infected \VI th H p.J·lor,. The Urea breath test and the stool antigen tests are 

more cumber�o1ne and n1ay not be suitable for this study. 

There 15 possibly some paucity of data in this part of the count!) \Vith regards to this 

organism f-lence, the researcher hoped to ascertain the prevalence of tl11s infection 111 this 

environment and by extension 1n this pa11 of the count!) as \Veil as dctcm11nc the nsk factors 

associated,� 1th the acqu,.,1t1on of this 1nfect1on. 

2.8 Trcatn1cnt 

Standard cradica(1<1n thcraplC'i an: cllcct,vc Ill IJ()'�o or Cil'-l'' ·1 hl'I l' Hll' \C\'l'I ,ii lfl'cllll1l'11l

I I l, 1 l<J <I 1y cour,c 11I < l111L'1ira1oll', c111111,11,;illi11 ,111d cl,1111h1<1111,\·111 I 111� ,, thl'rcgirnt:n 111c u< 11 g , • 

I l ·11! 1••111Jlll'll If 111/nrl -.ho11ld hl' l'l,Hhlcl!l'd Ill cl!llllllll'llll'd l'll\l', pfpl'J'lllcornn1011c!>t trca 11 1.: ,. C" · 

uh.:crat,on, ga,tn1. 13 c.cll lyr11ph11111,1 111 111 p,1l1L'111-. \\ 11h 1t·1..1111l'lll ,, 11111111,n, �11ggt·,1" c iii
, (, 
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peptic ulcers for which endoscopy is not available (Anthony, et al., 2008). Whether

asymptomatic patients should be treated in the hope of preventing Gastric cancer in the future is still

controversial. However, in places \vhere the prevalence of H. PJ'iori and gastric cancer is high, health

policy in those areas should include screening and treated of positive cases as primary prevention for

Gastric cancer. I 

I

,, 
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CHAPTER THREE 

MATERIALS AND METHODS 

3.1 Description of Study Area

This StudY \Vas conducted at the General Out Patient Department (GOPD) of the Federal 

Medical Center (FMC), Asaba, Delta State. The hospital is a 450 bedded tertiary institution 

located in Asaba, the State Capital, situated in Oshin1ili South LGA of the State and in the 

Delta North Senatorial zone. [t provides services to the residents of Asaba, Onitsha (in 

Anambra State) and all the other neighbouring towns and villages. The categories of patients 

that visit the GOPD include urban and rural dv,1ellers, senior and junior civil servants, 

teachers, business people, bankers, fanners, unen1ployed etc. It serves as a referral center for 

most pri1nary, secondary and private health insl1tut1ons in the State and fron1 the neighboring 

Anambra State. The hospital also provides specialist training in Internal Medicine, Family 

Medicine, Surgery, Paediatrics, Obstetrics and Gynaecology, Ophthaln1ology, Anaesthesia 

and Pathology. 

The GOPD is a very busy Clinic that runs every \vorking day of the week, [ro1n 8a1n lo 4pm. 

Statistics from the Medical Records Unit of the depart1nent sho\vs that an average of 160

patients are seen per day. This implies that an average of 41,600 (including both old and nev, 

clients) is seen yearly. This 1s excluding the geriatric population \vho are seen at the Geriatne 

clinic \Vh1ch also runs separately at the GOPD on Tuesdays and Thursdays between IO am to 

2pn1. 

The GOPD serves as one of the main entry point into the hospital for many categones of 

patients including the educated and uneducated, urban and n1ral d\vellers. those \\ 1th \ ancd 

Socioeconomic Status and hence provides an ample opportunity for the examination of this 

research topic at vanous levels. 

3.2 Stud\ Design 

·rhi:i 15 \�as a cro,� ,cct1onal <,ludy

1.3 ",tud\. P<>pulation 

·r l cJ I ti )II L()fl',l',tccl ol .,dull p,1t1c111, hcl\\ l'l'll till' ,1gc, 111 IS
11c 'ilU y pupu,.i < 

prc,cntc<l at the(,< >l'I) ol l·i\1(. ,\-,,1b.1, l)clt,1 !-ii.ill'

(lt) \l\11:,, \\ h11 
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3.4 Selection Criteria

Subject recruitment was as follow:

Inclusion Criteria: 

Consented adults bet\veen the ages of 18 - 60years

Exclusion Criteria 

- Critically ill patients \Vho n1ay not be able to participate 

3.5 San1ple Size Detern1ination 

The san1ple size was dctcnnined using; 

n= estin1ated n1inimu1n san1ple size 

Z = standard nonnal deviate corresponding lo a confidence level of 95% ( 1.96) 

p= prevalence of 1-f pylori infection in Nigeria. The prevalence of 83.8% was adopted for this 

study since 111ost study 1n Nigeria report a prevalence of 73 - 94.5%. (Olokoba, ct al, 2013) 

q= I - p = l - 0.838 = 0.162

d== degree of accuracv desired, set at 5% (0.05) 
� , 

, , 
'\== ((J .96)- X 0.838 XO 162] (Q.05)-- 209 

'°' onrcsponse: a response rate of 90% was anticipated and so the san,plc size for the stud) 

(ns) \\·as calculated by d1v1d1ng the onginally calculated sarnple size (n==209) by the 

anticipated respon.:;e rate (90�1>) as fol lo,v: n,- n-'O 9 209 0.9= 232. f1cncc, n11n1111un1 s..11nplc

s11e rcyu1n.:d for this study ,vas 232. 

I 
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3.6 Sampling Technique

Eligible subjects were rec 't d rui e using systematic random sampling technique. The duration of
the study \Vas 4months Th · e sampling interval (k), \\ hich is the interval at \vhich subjects
\l;ere selected, \Vas calculated thus

K=Total number of adults b d seen } a octor O\er 4months..,.. Total sample size

An average of 12 patient ( d I ) . s a u ts \Vere seen daily per doctor \vluch means an average of 60
and 240 patients were seen \veekly and monthly per doctor respect1\ ely. Hence in 4months
about 960 patients \Vere seen by a doctor at the GOPD. As such

K=960'232 4 

Based on this C\'CI) -tth adult \\ ho 111ct the sclecllon criteria \\'ere rcc1111tcd for the stud,. The

I \t subJect \Vas selected by sin1ple balloting, bctv.ccn the first I and 4 patients I stcd '" be 

seen and subsequently cve1y 4th patient \vns recn11tcd. In the e\lcnt that those \\-ho \\ere 

rccn11ted rctun1 for another \ is1t, such 1ndi\ 1duals \Vere not recounted. as the case folders of 

those \vho have been recruited \\'ere n1arkcd to prevent double c0unt1ng If the 41h client 

declined part1c1pation, he or she \Vas obliged and the consultat1on proceeded nonnally. 

Ho\vcver, the next patient \vas counted as the I �1 until the 4 1s counted again and off ercd the 

opportunity to join 1n and 1f he or she consented the study continued a5 explained abo\-e.

3. 7 Data ('ollection

The study instrun1cnts for data collection \\'ere: 

I. 

11. 

An 1ntcrvic\vcr nd1nini:,tcrcd questionnaire 

H pylori tc:-t Kit (Skytcc 1·cst Kit) 

(l) rnstr uni('nt J: 1\ structured fivc-sccti1)11ccl intcrviC\\·cr ad,nini:-.tcrcd qucst1t)J1na1rc

( appendix 3) part,.ill) dr,nvn and adapted fron1 the \; H•crinn Dc111ogrnphic I 1r;i Ith <-iur. C}

<NDHSJ questionnaire and the lJ�ICfiF /{ouschold Sn111tatio11. Quality or \\'tiler and Pl·rst,nnl

H · 1 onn"irc , ... ,5 1:1cc val,clatcd by researcher's supc1, 1s0rs and used to obtn111yg1cnc qucs 1 " • �, ' 

r r. tli, ,cLfJOndcnts ·1 hrs q11cc;t101111:i11c \\cl'i prclt'Sll'd nt thl' Ci()PI), (il'fll'nil
1n1ormat1on 1rom c , 

If I ()k L111,, Io ,uh1cl:l'i o/' ,11n1ln1 chi11,1c1c11sl1c" lo check l!lt l'111nprl0hl·n,1Pn, !111\\'
Ollf)lt,1. V.C, U., C" J 

_, , ·rr ,r I he p1ctc,1cd q11c,t101111c111c \\ .,, 11,cd t<1 C(llll'l'I thl· d,1111 
of que<;llOll'i a nu to 111111111111c t: < 

tor the '>lud y

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



The five sections of the quest· 
. 

1onna1re \Vere: 

A - Socio demographic Section

B - Risk factor Section 

C - Medical history Section 

D - Physical Exa1nination Section 

E - Results from H pylori Test Section. 

Section A - Socio demographics. This Section ,vas used to collect data regarding subjects'

socio - deinographic features such as age, sex, religion, ethnicity, and place of residence and

Socio Economic Status (SES). Their Socioeconon1ic status was classified using the Oyedeji's

classification system (Appendix 3), based on their educational level and occupation.

Individuals \Vere classified based on a scale of I to 5; into high. n1ediun1 and low

socioeconon1ic status. A score of I lo 2 ,vas classified as high clac;s, 2.1 to 3 middle and 3.1

to 5 as lo� sociocconon1ic class (Appendix 3).

Section B - Risk factor Scrtion. This part of the questionnaire ,vas partially drawn from the

Nigerian De1nographic Health Survey (NDHS) questionnaire and the UNICEF Household

Sanitation, Quality of water and Personal Hygiene questionnaire, to assess the possible risk

factors associated ,vith If p;•lori infection in the subjects. It \Vas further subdivided into four

subsections: 

(a) House size overcro,vd1ng: questions from this subsection included type of house setllng,

size of bedroom. and hO\l.' many persons sleep in the same roo1n ,vith the subject at night in

the last five years. This subsection \Vas to assess v.rhether the subjects lived 111 an

0, ercro\l;ded house or not. ll \Vas designed \\ 1th reference to the \\1HO's clclinit1on of

o,·ercro\\'ding, v.:hich 1s a situation 111 \Vh1ch there arc 111ore than 2 persons (of age> I Oycars.

of opposite ;)c.x) living together per standard roon1 of I I <;qua re 111ctcr s (Q cciltngs) I nrants

( ....-1 vcar) arc not counted and children aged 1-1 Oycars arc counted as hal r

(b) Family source .ind quality of drinking ,vater: qucs11011s fro111 this suhsect1nn included

b f I , pr .,,,.,111,n·•nt snttrce of drinking \\'.tier 111 the ln-..t Ii, c , cars, 1-. the dr1nk1111•

su �eels an11 y s c '-' " · 
• c 

J f 5 I)" \�h;.11 1ncanc; ,tnd ho\\' often ,v,1s; 11 \\,lll'I lrL'alcd (c) Pl'Ist'Il,il

,vatc1 treat<.: , 1 ) c ; 

11 I h CII )11 \.�'l'I used 111 IClflC\.C 111l1111llilllllll ,lhPlll thl' pc1111ctp,1111s' j'l'l'-lllllll

1)g1cnc t 11s su '>C 1 • 

h I I () , 11011L lt•·rc 11H.:lu1h:d IH1\\ 111lc11 sllhlL'L'ls \\ .i,hl·d then h11nd, ,illL'I

yg1ell<.: C\ C l!CS ' " 

dc:l<.:cat1on ,11JCI v:hcn do the> \\,,,h ilicn lt,tlltl, 

' . 
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(d) Childhood Risk of H 1 .· · c. PY 011 1n1ection: questions addressed, the history of ingestion of pre
- masticated food from th h e mot er dunng childhood, shanng of cups and cutleries ,v1th
siblings and or  adults d h'l unng c I dhood, overcro\vded living condition during childhood,
parent's education occupat' d SE . ' ton an S. Whether these factors are associated ,v1th H pvlor1
1nfect1on or not were determined

Section C - Medical IIist Th' ory. ts section ,vas used to assess and record the any history of 
dyspepsia {epigastnc pain, bloating, easy satiety and heartburn), and family h1stOC)' of gastric
cancer. This section ,viii also help to rule out any assoc1at1on bct,veen If pl'lor, 1n ana
djspcpsia and fan1ily hislol) of Gastric cancer among the study group. The researcher also
planned to ascertain the proportion of those who have dyspepsia a1nong subJccts \vho tested
pos1t1ve to II p1•/ori.

Section D Physical Exan1i11atio11. This section recorded physical c.xa,nination findings 

1nclud1ng weight (kg), height (ctn} and the 8�1[ (kg n1�). This ,vas not done due to f.1ulty 

persistent machines. 

:\bdon1inal e.xan1inat1on findings ,,·ere got and recorded lollo,, 1ng this sequence; Inspcct1on, 

Palpation, Percussion, and Auscultation. The researcher ,,·as hoping to find any abno1111al 

physical findings cg ep1gast11c tenderness in H pJ1lor1 scropos1t1,c subJects. 

Section E - II p_.,!ori Results. This section ,vas used to record subJects //. /JJ /or, tests results. 

Test for II. JJ_r!ori \Vas done using a rapid serological d1agnost1c test k1l the Skytcc T�st Krt.

(Pr'1cedurc 1s sho,\ n belov.) 

JJ. Studv Instrument JI· - II p\lori test Kit (Sk)tec 1 est Kit)

This is a rapid serological d1agnost1c tc:-.t kit. It 1s a one step anti-/ I ,,,,for,

h hie tiriunostic test kit It detect, the p,e,enct' of an11bnd1cs to II 111 /or,
1mn1unoc romatograp , c 

d I I. ,111 \ntigcn - t\nt1hody co111plcx upon C\po,u,e to the dll'I' of' hlt,l)d
1n the bloo J) onn1nf! • ' 

d d d I I hro; corllJ)IC\ 1<; nb,cn t·d ,1, 2 h,1nd-; on the tc,t kll c,1,,cth.'

of an 111fcctc 111 ,,1 ua 

, • It I band or no h,111d, 111cl1c,1tcs a lll'!!clll\ c ,,1 111, ,1lid 1c,ult
1nd1ca1111g a p«l',1t1, c rcsu 

l, 1, 11f 1111, te�I kit \\,l'I cl1ec.�cd In a, 01d co1111non11s111c! thl· qu,1ht,
rcspecu, cly 1 he expiry < c1 c 

ol thc result-, 

I 

1 
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Procedure - The test \Vas done as follo\vs:

Subjects were counselled on th e procedure. Under aseptic precautionary cond1t1ons, the
respondent's left thumb \vas cl 

. 
eaned \\ 1th methylated sptnt sv,ab and then gently pricked

with a non-reusable stenle Ian cet to produce a drop of blood \vhich was placed on the cassette
of the test ktt Each result w d as rea 1n I Om1ns after adding a drop of bufTer to the cassette A
positive result shov.ed ? b d 1 - an s on t 1e test ktt, v. htle I band or no bands indicated a negative
or invalid result respectively

3.8 Data Analysis 
• 

All data collected \Vere entered into a con1puter and analyzed using the Excel \VOrksheet 

(2007) and Epi Info 7.2. 

(A) Descnpttve Stat1st1cs (Uni\ anatc table) :-

(i.) The catcgo1ical variables fron1 th1c; study \vere sum1nanzed using frequency tables and 

charts. These ,anablcs \\ere data lro111 (a) the socio-de,nographic features Sex. Marital 

Status. Ethnicity. Place of Residence. Educational Status. Occupation. Soc1oecono1111c Status 

and (b) Rrsk factors source of dr1nk1ng \Vatcr, drinking treated untreated \Valer, house si,c 

,anablcs, personal hygiene variables. and childhood nsks of infcct1on \anables (c) �1cd1cal 

history• data such as syn1pton1s \\Cre also sun1manzcd using frequency table and charts. 

( 1i) Quantitative variable: \Vere c;uinrnari1ed using n1ean and standard deviation. l'he 

participants' ages \\ere grouped and the proportron of those \\·ho \\·ere II. JJ_vlor1 positive b:> 

age group \\ ere corn pared to each other. 

(B) Bivariate analysis: - This ,vas done uc;111g f Pl Info 7 2 after i1nport1ng the data fron1 the

e,cel sheet ·rhc dependent (outcon1c) variable(/ I priori status) \\·as compared bet,\ecn the

independent vanablcs such as the (a) Dernographic features and sociocconornic status and (b)

the n-.k factors .-.uch a� O\ crcrO\\ lling. source and quality of dnnkrng ":Her. hou,l' ,11c.

pcrsClnal h:gicne \ariablc,;. childhood risk facto1s.

(. I I 11 rcgr•·.,,1011 ",1, ll'il'd IP L(l1Jl111I lr\l t'n11lo11n<k·1, ,111.I cllL'L t 11111d1lil'r,
( ) \lu II\ drltltC ogt', l., ... 

\, bl I 11, 1111 odd.., r 1t1n (or I' v.1hrc O O'i 1111111 !he hi\ .111,,ll' 1111,il, ,1-.) \\ l'll'
.ina C'i "Jl l s1gn1 ,_, ' 

d d l I I r 11r,•-.s 11,n 'J5",,l-011liclcncc 111IL'l\,il ,,crc11l"11.111llp1llt'll
co11:i1 ere or ogt'l ''- l-e ... 

/ 

I 

I 

' 
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3.9 Expected Duration of the Study

The study \vas intended to I t fi 4 . as or months \\. 1th an a, erage of 3 persons recruited per day

However because of the I t 3 c us er program that lasted from September to November, thrs

study lasted about 8 n1onths (August 2017 March 2018).

3. 10 Ethical Considerations

Ethical approval for this study ,vas granted by the Ethical Con11111ttee of the Federal Medical 

Center, Asaba (Appendix 4) and infonned ,vritten consent (appendix I) ,vas obtained frorn 

the participants prior to the co111mcnccn1ent of the rccrurtrnent of subjects. Details of this 

research (1nclud1ng the procedure and benefits) ,verc explained to the part1c1pants 1n a 

language they can understand prior to recn11tr11cnt. 

Part1c1pation ,,,as voluntary and no 111ducen1cnt ,vas given to the part1c1pants. 1·1ie 1nlonnadon 

gt\'Cll h> the respondents ,, ere kept stnctl) confident1al Only ID nun1bers ,vcre used to 

1dent1 fy the subJccts' records. Soft cop1Gs \,\. ere stored 111 a pas::. ,, ordcd zrppcd folded on the 

laptop ,vhtlc hard copies ,, ere stored 111 a locker,, ith restricted access. SubJccts ,,.ere allo,ved

to ,, ithdra,, fror11 the research at an) tin1c they ,, ish. All of these ,vcrc duly C:\pla1ncd to the 

respondents at the point of recn11tn1cnt. 
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CHAPTER FOUR 

RESULTS 

4.1 Socio-Demographic characteristics of Respondents 

T\vO hundred and thirty-two (232) respondents participated in the study. The SOCIO-

den1ographic characteristics of the re spondents are sho\vn in Table 4.1. There \Vere I 22

(52.6%) fen1ales, 156 (67.2%) were 1nan·ied and 163 (70.3%) had university cducatton. The 

age range of the respondents \Vas between 18 - 56 years with a rnean of 36.8 (± 9.7) years. 

Majority of the respondents were residents of Asaba (74.6%) and Ibo by tribe (72.4°/o). 

Intermediate grade level workers constituted the highest proportion (43.1 %) of the occupation 

of the respondents \Vith rnajority (58.2%) or the respondents 1n the middle socioeconomic 

status. 
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Table 4.1: Socio demographic characteristics of respondents attending the GOPD, FMC,

Asaba, Delta State. 

Characteristics 

Age group (years) 

<20 

20-29

30-39

40-49

> 50

Gender 

Male 

Fen1ale 

l\larital Status 

Ma1i-ied 

Separated 

Single 

Tribe 

Ibo 

Urhobo 

Others 

Residence 

Asaba 

Agbor 

Ibusa 

Onitsha - Ana1nbra

Og\vashi 

Others 

Educational Status

t.:111\'ersity 

SSCE \Vlth Diploma training eg ONO

<;SCE or Grade II

No Formal Education

• 

Occupation 
d I vel Public Servants

[ntermed1ate Gra e e 

Junior Staff ,\rt1,an, / Drivers

ff 
Professionals Senior level Sta 

Unemployed 
r;arrncr� I a�ourer�

Pcttv f radcr, 
• 

)ociol'(onomic Slatu,

111gb 

\.11ddle 

Lov. 

-

JI 

5 

47 

88 

58 

34 

I I 0 

122 

156 

6 

70 

169 

34 

29 

173 

12 

12 

10 

10 

15 

163 

46 

17 

6 

100 

46 

45 

23 

IR 

% 

2.2 

20.3 

37.9 

25 

14.7 

47.4 

52.6 

67.2 

2.6 

30.2 

72.9 

I 4.7 

12.6 

74.6 

5.2 

5.2 

4.3 

4.3 

6.5 

70 3 

I 9 8 

7.3 

26 

43. I

I 9.8

19.4

99

7� 

I C) 'I 
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4.2 Past and Current exposure t . k f 0 ris actors of H pylori

MaJonty (70.3%)) of the resp d 1. on ents 1ved m standard 11 square meter room. Thirty four
(14.7%) respondents lived 1n overcro\vded room ( compnsing those \vho share their room
with more than I adult in a sta d d · ) n ar room (11%) or 1n less than 11 square meter room (3.4% ·

The predominant source of drinking \vater \Vas sachet (and bottled) \Vater (68. l %), \Vlule

collected rain water/ well 1s the least n1entioned (2.6%). Eighty-three respondents (35.8%)

\\·ash their hands al\vays after defaecation \Vhile 88 (37.9%) and 61 (26.JOfo) \vash their hands

alinost al\vays and occasionally. (Table 4.2). 
In the past 187 (80.6%) have lived 1n overcrowded roon1s and 185 (79. 7%) had drank \\''.Iler 

they considered unclean. Types of \\·ater drank by the respondent \vh1ch they considered 

unclean include covered \veil (28.9°,0), uncovered \vcll (22.9%) and strea1n (28.0%) (Table 

4.2). 

Ounng the respondents' childhood 150 (64. 7%) reported that their ,nothcr fed then1 food 
che\\ed by the mother \\ hile 4 I ( 17. 7°10) could not rcmc,nber whether or not their mother fed 

them as such. N,nety-t\vO percent (92'1/o) reported shanng cutlery \Vith siblings during their 
childhood, I 39 (60�0) living in overcrov.·ded roon1 during their childhood and about I 09 

( 46 9°;0) had parents'" ith intermediate socio- economic level. (Table 4.2) 

I 

j 
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Table 4.2a: Current and past . k f. res 011dents attendin the G��sD 
actors exposure of H p;1/ori infection arnong 

, FMC, Asaba 
.\. Current exposure to risk" ,actors

1. Ilouse Setting
Overcro\vded 

Not Overcro\vded 

2. Predominant Source of Drinking \V t 
Bottled ' Satchet \vater 

a er 

Bore hole Water (Private) 
\\' ell Collected Rain \\'ater 

J. Ho,v often do ) ou ,, ash your hands after defecation
r\lmost Al\vays

Al,vays 

Occasionally 

B. Past exposure to risl{ factors

1. Overcro,vding in the past
Yes 

\Jo 

n 

34 

198 

158 

68 

6 

88 

83 

61 

187 

45 

% 

14. 7

85 3 

68 I 

29.3 

2.6 

37 9 

35 R 

26.3 

80.6 

19 4 

2. Have you e,er drank ,, ater )OU considered unclean in the past/ type of '"ater drank

Yes 
185 79.7 

:-.o 
47 20.3 

C. Childhood e,posure, to risk factors
--- - -- -------------------

I. Has , our mother e, er fed } ou ,rith food she che,, cd

) t:, 

No 

Can't Ren1crnber 

2. Did ,ou sh,ire cutler\ ,,·ith JOUr siblings and others as  a child

y -· 

�o 

1:0 

41 

41 

214 

IS 

I() . c; old ho,,· rnnn, per\ons ,hared ,our roon1 ,,ith , ou
J, ,\fter �ou ,,ere } c,1r ' · · 

,, 

0 I -I ; 
,t) 

2 1 

.., 3 

�- Parent, So(.'ial f�<:011ornil' Sraru,

I ligh 

!vi 1ddlc 

/.()\V 

6-1 

64 7 

17. i 

17 7 

9 ') ., - -

t .S 

I� ' 

,9 Q 
• 

f 

I 
I 
I 
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Table 4.2b: Distribution of current and past risk factors of H pylori infection
among respondents attending the GOPD, FMC, Asaba by H JJY!ori Status

Positive Negative Total 

n % n °/o 

A. Current exposure to risl< factors

1. No of Persons Sharing Room ,vith Respondent Currently

a. In a Less Than 9-ceiling roon1(< 11 square
n1eter)

I person 
2'. 2 persons (Overcro\vding) 

b. In a 9-ceiling room (11 square meters)

I person 
> 2 persons (Overcro\vding)

c. > 9 ceiling room (11 square n1ctcr)
I person 
> 2 persons (Overcro\,vding)

15 
12 

82 
16 

7 
0 

, Predominant Source of Drinking \Vatcr Currently
�· 84 
Bottled / Satchet \Vater

43 
Bore hole Water (Private)

Well Collected Rain Water

6.5 
5. I

35.3 
6.8 

3.0 
0 

36.2 
18.5 
2.2 

20 
4 

63 
2 

I 1 
0 

74 
25 
1 

ds after defecation Currently
3. Ho,v often do you ,,ash your han 

52 22.4 36 
Almost Ahvays 44 1 9 .0 39 
Ahvays 36 I 5 5 25 

Occasionally 

B. Past exposure to risk factors

8 6 
1.7 

27.2 
0.9 

4.7 
0 

31.9 
I 0.8 
0.4 

15.5 
16.8 
10.8 

n 

35 

16 

145 
I 8 

18 
0 

158 
68 
6 

88 
83 
61 

% 

I 5. I 
6.8 

62.5 
7.8 

7 8 
0 

68. I
29.3
2.6

37.9 
35.8 
26.3 

. tl1an One person for> 3 months)
d om ,v1th more ' 

O 6 
0 ·din<1 in the past (Share a ro 

I 09 4 7 .0 78 33 6 I 87 8 . 
1. , ercro,, "' 

4 'i 19 .i 
23 9.9 22 9 5 

Yes 

\: • 0 

. the past / type of ,vat er drank
. drank ,,ater �011 considered uncl

l
e;:1 in

l:i
6.0 

'. 
55 

• 
23.7 185 ;q_; 

2 Ha, c ,ou C\.Cr ' • • 
'-"' ,s Q. 

4 7 20 3 20 IS 6 \' -
' C< 

C 1 , , •) , 
l.�.'i 17 71 ·''

CO\ trcd \\' ell

L,nco\ crcd \\'ell

Stream'> 

�o 

- --

R1\crs 

3r, 
0 7 .� "� 

..17 201 1 ., 

2 0.9 
"7 10 ' UNIV

ERSITY O
F IB

ADAN LI
BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



Table 4.2c: Distribution f 
among res d 

O childhood ex 
pon ents attending the GOPD

posure to risk factors of H. pylori infection

' FMC, Asaba by H. pYiori Status 
Positive Negative Total 

Childhood exposures to . k f actors 
n % n % 

1. Has your mother ever f 
Yes

cd you ,v,th food she chc,vcd 

No 

101 43.5 49 21.2 

Cant Re1nember 
l2 5.2 29 12.5 

l9 8.2 22 9.5 

n 

150 

41 

41 

2. Did you share cutlery ,vith t 
• . 

Yes
yo ir sibhngs and others as a child 

No 

Ill 56.5 83 35.8 214 

0.4 17 7.3 18 

3, After yolI ,vere l Oyears old I 
o _ 1

io,v niany persons shared your roon1 ,vith you

2-3

8 3.5 21 9.1 29 

85 

39 

36.6 54 23.3 

16.8 25 I 0.8 

139 

64 
>3

4. Parents Social Economic Status

0-1 4

1.5-2.9

1 I 4.7 17 7.3 28 

53 22.8 56 24.1 109 

37 15.9 17 7.3 54 

3.0-4.4
31 13.4 10 4.3 41 

2: 4.5

4.3 Prevalence of ll. pylori inf cction

% 

64 7 

I 7. 7 

17.7 

92.2 

7.8 

I 2.5 

59.9 

27.6 

I 2. I 

46.9 

23.3 

I 7. 7 

One hundred and thirty two (56.9%) tested positive to H. pylori infection using the Skytec

rapid serological test kit.

4.4 I\Jcdical Ilistorv 
• 

One hundred and eighty five respondents (79 7%) had al least one of the folio" mg upper

gastromtcstmal (GI I symptoms such as ep1gastnc pam. hloatmg. easy sa11c1,, hc,111 bum ,,nd

about 11 ( 4 7% 1 had a fa m ,I y lust nry n I gnstnc ca nccr (
I

', 1b lc·I 1 l Iii< , ) mpl, ,m ,h ,111 bu 111,11

among the res P"ndcn Is I ncludcs cp1 gas l nc p;u n ( 5 1' 'I, b In, 11 mg ( 2'1 7" 'l, 1'•", ,,111,·1) ( 14 ;0
, 1

and heart hum (3 2 7% J ·1 hc1 c '"" 11 l11gh II I'' ,,,., I'"" 11 ''
11 l 1•11 ,· ,mu,ng l '"''" ,1ge1! •Ill 

49years r 70%) and ;unnng those wllh posiuvc l,rn11l) hrs1<11y nl g,1<111< , nn11·1 ('lll'' ,) 
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-
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Figure 4.1: Symptom Presentation of all Respondents attending the GOPD, FMC, Asaba,
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Table 4.3: Symptom Presentation of respondents attending theGOPD, FMC, Asaba 

Positive Negative Total 
n (%) n (%) N {%) 

Epigastric Pain 

Yes 75 32.3 48 20.7 123 53.0 
• 

Bloating 

Yes 39 16.8 30 12.9 69 29.7 

Easy Satiety 

Yes 52 22.4 28 I 2.1 80 34.5 

Heart Burn 

Yes 46 19.8 30 12.9 76 32.7 

Family llistory of Gastric Cancer 

0.43 1 1 4.7 4.3 1 10 Yes 
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Table 4.3: Symptom Presentation of respondents attending the 
GOPD, FMC, Asaba 

Positive 

n (%) 
Epigastric Pain 

Yes 75 32.3 

Bloating 

Yes 39 16.8 

Easy Satiety 

Yes 52 22.4 

Heart Burn 

Yes 46 19.8 

Family llistory of Gastric Cancer 

y 10 es 4.3 

Negative Total 

n (%) N (%) 

48 20.7 123 53.0 

30 12.9 69 29.7 

28 12.1 80 34.5 

30 12.9 76 32.7 

0.43 1 1 4.7 
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Table 4.4: Number of respondents with more than one symptom frequency among the H.
• 

pylori positive respondents attending the GOPD, FMC, Asaba,

Number of Respondents No with No of Noof No of No of Positive \Vith more than one Epigastric Pain Bloating Easy f--Iearl Family f-listory of sYI!!.P_tom 
Satiety Bum Gastric Ca Plus No with Epigastric 25 46 52 65 11 Pain 

Plus No with Bloating 46 14 39 35 I I 
Plus No with Easy Satiety 52 39 17 29 5 

Plus No \vith Heart Bum 65 35 29 5 
.. 

Plus No with Positive 1 1 l I 5 5 0 
Family History of Gastric 
Ca 

* 5 persons had all the sympto1ns above and all 5 were positive
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4.5 Bivariate Analysis of the assoc· ti •a 00 of risk factors and H. pylori infection More females (60 7%) than males t eSled pos1t1ve for H pylori and being a female wasProtective (OR=0.7) however the d ffi ' ' 1 erence was not statistically significant (95% Cl: 0.4J ?) There \Vas a higher prevalence f H I · -
0 

PY or1 pos1t1v1ty among those who \Vere above age 40 years (61-30'0) as compared to those less than 40years though not stat1st1cally s1gn1ficant (Pvalue O 3) also. (Table4.s). Living in a non-cro\vded house setting (OR=0.2; 95% Cl: 0.1 -0.6). drinking treated or clean \vater (OR-=0.4, 95% er: 0.2 _ o. 9), not eating food pre-che\ved
by one's 1nother (OR=0.2; 95°,o CI: 0.1 0.4), not Jiving in an overcrov,dcd house setting
dunng childhood (OR=0.2; 95% CI: 0.1 -0.6) and a negative family history of Gastnc cancer
(OR=0.12; 95% CI: 0.02 - 0.9) \vere protective for having this infection and were all

statistically significant. Drinking unclean \Valer in the past (OR=4 l.6, 95% Cl: 9 7 - I 77. 7),

and shanng cutlery \Vith siblings dunng childhood (OR 26.8, 95% CL 3.5 205.4) \\'ere 
significantly associated \Vith having the infection. (Table4.5). Having a high educational level 
(OR=0.3, 95%CI: 0.1 0.9) and good hand \vashing practice alter defaecallon (OR �.9; 95%
CI: 0.5 1.6), \Vere protecti\ e of the infection. ho\vever, hand ,vash1ng practice after 

defaecatton was not statistically significant. 
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Table 4.5 Association between Risk Factors and H pylori status among respondentsattending the FMC, Asaba, GOPD.

A.Socio-demographic features
..-\ge 

< 40 

>40

Sex 

Male 

Female 

Education 

LO\\ ( or No) Educational Lc\'cl 

High Educational Lc\el 

ociocconomic status 
LO\\. 

Hi2h � 

B. Current C\posurc to risk Factors

Odd 
Positive Negative Ratio 
n {%) n (%)

85 54.1 72 4.,- 9 1.4 
46 61.3 29 38 7 

58 52 7 52 47.3 0.7 

74 60.7 48 39.3 

I 8 7R 3 ) 21.1 0.3 

114 54 6 95 45.6 

44 68.8 20 31.3 .., -

88 52.4 so 47.6 

I. \un1her pe,�ons �haring room nith respond
�;t

Q\ ei cro\, dcd 6 I 7 ., 02 
Not o,·crcrO\\ dcd 104 ',1 'i 94 47.5 . - . 

2. Source of drinking n·atcr
Lr.lrt:att:d 30 7, .., j,_ l I 26.8 0.4 

Trcaced 102 ., 4 .'I j. 89 46.6 

3. }land ,, a,hing practice after dcfcacation
Poor 36 59 .., .:; -- 41 09 

96 56 I 75 43 9 
- ----Good 

Cl 

O 8 - 2.4 

0.4 - 1.2 

0.1 - 0.9 

1. I - 3.6

0 I - 0.6 

O 2 - 0.9 

05-1.(i

p 
\'alue 

0.3 

0.2 

0.03 "'

0.04 

0.002 

0.03 

OS 

--
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Table 4.6 Association between the Risk Factors in the Past and as children and H pylori

status among respondents attending the FMC, Asaba, GOPD, August 2017 - March 2018 

Positive Negative Odds CI p value 

Ratio 
n % n % 

A. Exposure to risk factors in the Past
1. Overcro,vding in the Past

0.5 

Yes 109 58.3 78 41.7 1.3 0.7 -2.6 

No 23 51.1 22 49 

2 Did you drink ,vater you considered unclean/ untreated in the past for up to 3 n1onllls
1 

;es 130 68.1 61 31.9 41.6 9.7-1 77.7 <O.OO 

No 2 4.9 39 95.1 

B. Risk Factor ex osure in Childhood

1. 1-Ias your n1other ever feed you (or siblings) ,vith food she che,ved

101 67.3 49 32.7 0.2 
Yes 
No 12 29.3 29 70 7 

2 Did you share cutlery ,�ith you siblings or others

. 
13 1 61.2 83 38.8

Yes .6 17 94.4 
No l :, . 

26.8 

0.1-0.4

3.5-2054 

. d ou share room ,vith ,vhilc gro,ving up

3. After age 10 ho,v n1any people dt y 
38 9 0.2 0.1 . 0.6 

-,. ") 
l?4 61.I 79 

w 8 27.6 21 72.4-

<? -

4 Parents Socio Econon1ic Status 
· 60 2

>2 (LO\V) 71 
53.5 

s 2 (High) 61 

C F ·1" History of Gastric Ca

. am1 • 
10 90.9 

Ye-:; 122 55 2 
!\O 

47 
53 

I 
99 

39.8 
46.5 

9 .1 

44.8 

1.3 0.8 - 2 2 

0.12 0 02-0.9 

< 0.00 I 

< 0.001 

< 0.00 I 

0.3 

0.02 
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4.6 Predictors of H. pylori among the respondcnts(Logistic Regression) 

After controlling for confounders and effect modifiers using the multiple logistic regression

model overcrowding - sharing a room with 2 or more persons - (AOR 3.3, 95% CI 1.3 - 8.4),

drinking water you considered dirty or untreated in the past (AOR 35.3, 95% CI 8.1 -15 l ),

sharing a room with 2 or n1ore persons after you ,vere 1 O years of age (AOR 3.9, 95% CI 1.6 

- 9.6), sharing of cutlery with sibling as a child (AOR 17.5, 95% CI 2.1 - I 41) and a positive

fan1ily history of Gasnic cancers ( AOR 2.5, 95% CI 1.9 - 7.0) ,vere significant independent

predictors of havi11g the H. pylori infection. (Table 4.6) 
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Table 4.7: Predictors of H. pylori among the respondents at the GOPD, FMC, Asaba 

Risk Factors

-Socio-economic status (Low SES/High SES) 

Currently sharing a room with 2 or more persons 

Drinking vvater you considered unclean or untreated in 
the past 
Educational level (high/ lo\v) 

Shanng a room with 2 or more persons after you were

l O years of age

Sharing of cutlery with sibling as a child

Has your 1nother ever fed you \Vith food she pre­

chewed 
Parents socio - econon1ic status(. Lo\v /high)

Fan1ily history of Gastric Ca

Adjusted 

OR 

0.6 

3.3 

35.3 

2.5 

3.9 

17.5 

I .2 

0.7 

2.5 

• Independent Risk [actors/ Predictors significant at p < 0.05

95% C.I. P value 

0.3-1.3 0.2 

1.3 - 8.4 

8.1 - 151 

0. 9 -7.1

1.6-9.6 

2.1-141 

0.6 - 2.5 

0.4- 1.2 

J.9-7.0

0.01 

0.0001 * 

0.1 

0.002* 

0.007* 

0.6 

0.2 

0.005* 
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LtlA.l' l �I{ �'IVE

DISCUSSION CON , CLUSION AND RECOMMENDATION
5.1 Discussion 

This study was carried out to kno h w ow many people could have been infected with H pylori
among adults attending tlle GOPD of FM . . . 

· 

. . 
C, Asaba. In add1tton, the nsk factors associated

with the infection among this ro f 
. . 

g up o people as well as the syn1pton1s of those who tested
pos1t1ve were explored to see · f ti . . 

. . 
1 1e1 e ts a pattern that could help predict the presence of this

disease either by lookii1g at th · k f; ens actors or presenting complaints (symptom pattern).

It is possible for H. pylori to be acquired at any ti1ne between childhood and adulthood

, r n1any ceca cs a tcr acqu1s1t1011 and even after erad1cat1on of Thereafter infection persists �o I d f 
· · · 

the organism. Hence, the possible risk factors cxan,incd in this study \Vere categonzed into 

current, past and childhood risk factors. This was to help identify which category of risk

factors play n1ore roles in the acquisition of this infection than the others and consequently, 

forn1 the basis for health educational messages for the prevention of this infection and 

preventive policy making. 

This study revealed that 56.9% of those attending the GOPD \Vere posittve for Fl. JJylori

1nfect1on. Serolog1cal (antibody) test \vas used for this study \vhich means that those v.'ho 

tested positive had acquired the infection earlier 111 life dunng their childhood, while growing 

up or du1ing adulthood and have developed the antibody to the organism that was picked by 

the test S01ne may not necessa1ily have a cu1Tent active infection. This is because even 

though the individuals have the antibody, the antigen ( or the organisn1) n1ay have been 

cleared by earlier ant1biot1cs usage either prescnbed for If /Jy·lori eradication or for other 

infective illnesses. ·r o 1dcnt1fy those \Vith acti,e cun·cnt infection \vould have required an 

anugen test such as stool antigen test or Urea breath test. Hov,ever, an antigen test \vould 

ha, e missed those \\'ho have ( or had) the 1nfect1on and \Vere treated \V1th ant1b1otics either for 

the erad1cat1on of fl. p)1lor1 or for other 1nfect1ve illnesses Hence, the serology test \Vas ideal 

for a prevalence study such as this. \vhilc antigen test 1s better to 1dcnt1f1 nc,\ cases

(1nc1dcncc) and to folio\\' up on cases \vho have been treated ,,·ith nnttbll,t1cs rl,r the

crad1cat1on of// p,vlor1 

'fhc prevalence from lhl'i study, though above 50'' o, �1:c1ns It'" c1 lh,111 thL' kllll\\'11 l'{'llntry

picvalcncc of about 71 <J4 53/11 (( )lnl-.nba, cl al, 2011 l 1111s In\, l'I pit'\ ,ilt·nt·r 1n,1� bt· 1t·l,1tcd

the geographical loca11on nf the s111dy �10�1111 1hc n·,pnndl'nl, Ii\ l'd 111 ,�.,b., ( 7�" 1,), \\ h1ch 

1s the capital ctty ol f)ell,1 S1,11e iv1.1Jn111y 111 !ht· tl·,pondt:111, h11d l nt\l'lsJI� l'dltl·,1111111 \7011 0),

,o 
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lived tn a non-crowded house (92 201) . ,o drank good 1 · 
personal hygiene 

' qua tty water (68.1 %), practiced good
as measured by how ft h 

d f: t. £'. • 
0 en t e respondents washed their hands after

e aeca 10n 1or which majority d 
b t 

. 
£'. 

reporte almoSt always (37.9%). These factors \Vere found to
e pro ecttve ior H pylori infection Th. 

. 
· is prevalence 1s ho\vever, also lower than those found

1n other parts of the country 1 sue 1 as Keffi 64% (Victor, et al, 2017), A \vka 760/o (Ezugwu
and Chukwubike 2014) a d M 'd 

. 
' n ai ugun 93 .6% (Olokoba, et al, 2013). In addition, high

educational status was protectiv D 1 
. e or t 11s infection and this has been a known precursor for

good knowledge and practice of basic personal hygiene.

lt was observed that higher d t' 1 
. . . . . . e uca iona statllS \Vas protective for this 1nfect1on. This 1s usually 

attributed to good kno\11\edge or practice of basic personal hygiene borne from having 

education. 

Most studies in the past sho,ved that there is no sex predilection with H. p)1!ori infection. 

(Leonardo H, 2014). This is sin1ilar to the findings of this study which revealed that even 

though more fen1ales than n1ales tested positive this \.Vas not statistically significant. 

Ho,vcver, this is different fron1 the findings by Ezugwu et al in Awka, eastern Nigeria, who 

found significant difference in the rate of acquisition of the infection between males and 

females in favour of females. This maybe one of the few of such finding. (Ezugwu, et al, 

2014) 

There was a higher positivity a1nong those \\hO were above 40 years as compared to those 

,vho ,, ere less than 40. This ,vas ho,vever, not statistically significant. This finding ,vas also 

not d1 ff erent from other studies ,vhich found that Ii. pylori infection ,vas significantly 

associated ,vith increasing age. This is s1mtlar to the findings by Victor et al at FMC, Keffi

\\ here maJority of the patients ,•.:ere above 40 years of age (Victor, et al, 20 I 7 ). In a sh.1dy in

Ketherlands out of 1550 blood donors tested for antibodies to I I JJy/ori 48% '"en.! fron1 age 

group born 1935 1977 \vhile 16% were fron, 1977- 1987 age group (Leonardo, 2014). 

f /. p_vlor1 can be isolated from faeces and sahva as well as contaminated env1ronn1ental 

samples such as \\'ater (Leonardo H, 2014 ). Exposure to any of these s1gn1 ficantl) po-...cs a 

nsk to the 1nd1v1dual. E1,ugwu cl al, observed thnt the source nl dnn\..1ng ,, 1tcr lt1r

1ndiv1duals al:,o affected tran'irn 1�s1nn of the 1nfcct1on l'h,-..., the) nntt:d could h,1\'L' be .. :n ll\1n,

faecal contan11na11on a'i they rcpo1 H:d that thn-.i.: ,, ho d1,1nk ,11c,11n ,, ,tll'l h,1d the h1�hl·-...1 

nun1bcr of// 11;/o,1 1:,nlatcd lr1Hn their laccc., ,,.., .. 01np,11 .. ·d IP thn,L' "h,, u-.L' l,q, ,,,,1 .. -1

Sirnili.lrly, drinking untreated (u11i:lc.111J \\alcr \\.t!- ,d-.11 -...1�n1l1L,t11II) ,1,-...11,·1,I\L'd ,, 1th 1h1� 
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infection in this study. Hand w h 
. . 

as ing after defaecation,
associated with this infecnon m th IS study.

ho,vever, \vas not significantly 

High Inter personal contacts as found . 
. 

1 

10 an over-crowded setting also helps to fuel
transm1ss1on. n this study ove d 

. 

. ('. . Th' 

' rcrow ing (in the past) was significantly associated with this
1n1ect1on. 1s 1s also supported b fi d y in ings by Ezugwu et al \Vho also reported that living 1n
over crowded house scttino . ti o was s1gn1 icantly associated wllh the infection.

Socioeconomic factors have b . . een associated \V1th H pJ1lori infection. Lo,v SES \Vas 

s1gnificantl1 associated \) ,·th th· · r . . . \J 1 1s 1n1ection. S1m1larly, parents 'SES \Vas also found to be 

associated \vith this infectio Tl · · 1 n. 11s 1s ,,·0111y of note, even though, at multivariate log1st1c

regression analysis this \\'as not statistically significant. 

Acquiring this infection in childhood or ,v1th1n the faintly 1s a well established fact. In a 

study, to investigate the 1ntra-fa111tly transn11ssion of I I. f'J'/011, 838 chrldrcn and their family 

mcn1bers \Vere tested for If JJ\'/or1. F1nd1ngs shov.,ed that the infection was transn1itted from 

the n1other to children and from grandn1other to the children. (Uri ta, 2014). There was 

evidence that infection fron1 n1other to child occurred through the saliva probably v.,hen they 

tasted the children ·s food or shared spoons \Vllh the children. 

Intra-familial transn1iss1on of f-J. prior, played a role in the trans1niss1on of this 1nfec11on in 

this study, ,vhereby. fan11hal factors that \,·ere significantly associated ,vith the 1nfect1on 

included living in overcrO\\'dcd house as a child. sharing cutlery \\1th siblings and a positt\e 

famil)' history of Gastnc cancer. Clearly, spread fro1n mother to child and or bet\veen siblings 

took place a1nong the respondents In a si1nilar study. n1ulti-locus study in China. sequence 

t)ptng o;-,-:,\ annl)sis ,,as done usin� the stools of parents belonging to 3 fan11hes \V1th a child 

posiu, e for// /JJ•lort Findings li·on1 this study sho ,,·cd that the 11. ,,,i·lori strains acquired by 

the children or1g1natcd fron1 the parents buttressing intra-fan1ilial transn1ission as ,, ell as 

mother to child tran:,m1ss1on (Osaki. 2013 ). Furthermore. in this sn1dy also. n1aJ011l') of 

respondents \\ ho tested positive to fl. JJ.v/ori ate food chev.ed hy their n1other du11ng 

childhood And this v:as statistically significant. Sadly. this is still a part of our culture and 

child upbnnging practises 111 this part or the country. 

r·urthcr cxarn1nat10n of the 1nd1v1dual risk factors c,plo1cd rl·,·t·nls th,11 dn11k111!! uncll·nn 

water 1n the past ,vas the n1ost st,111�11cally s1g111l1ca11t I l',k C1ctnrs (( lR 41 6 p O 001) r01 thL'

groups of risk fnctors. 1t appear:-. lhc childhood g1011p ol 11,k l11Clt)ls "L'IC thl' 1110,t ,1gn1fit·11111 

nsk factor con1parcd v.11h the 1Jlhcr group, 111 rcl,1111111 1,1 1hc 11cq111,1111111 ,,11h1, 1nlL'l't1011
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Evidence shows that majoritv of . • persons infected \V1th H I 
. 

About 20% had symptoms trac bl 
. PY or, are usually asymptomatic.

ea e to gastnc pathologies du 
symptom pattern 1s pathogn 

e 10 H pylori Ho\vever, no 
om1c o f  H pylori This stud 

symptom patterns that b 
. 

Y attempted to find out if there ,vere 
can e attnbutable to H I 

.
Th 

d t . tlu 
· PY or,. e symptom pattern gotten from the

respon en s 1n s study did not 1 
. 

s 10\V any specific pattern that is attributable to H pylori
1nfect1on. Ho\vever the symptom ' spectrum for respondents positive for H pJ1ori infection
v.ere ep1gastnc pain easy satiety bl ' , oating and heart bum. These are collect1vely also 
regarded as dyspepsia and constitut f e part o the upper Gastro1ntest1nal sympto1ns In this 

studv, 79.7% had one or more s t ( ) A " ymp om s . mong the positives, epigastric pain \\'as the 

commonest presenting syn,pton1, follo\\·ed by easy satiety and then heart bum. This pattern of 

symptomatology does not look different fron, other causes of pep1c ulcer disease ( PUD). 

This Stlldy ha
_
d a fe\v lin1itations to be considered ,vhen 111terprellng the results. \Vith regards 

to the question on roon1 size and ovcrcro,vding 1 he researcher would have \\ 1shed lo 

conduct hon1e visits for all the respondents 111 order to collect the data about the house selling 

eg room size. Ho,ve,er, this could not be achieved as conducting home , isits for 232 people 

would ha,c been quite cun1bcrson1e. herculean and n1ay not ha,c been realistic in the set 

period of the study Ho,\·ever, respondents ,,ere adequately counselled on the need to provide 

the tn1e 1nformat1011 ,vith regards their house setting. In add1uon, the consulting roon1 was a 

standard 11 square meters (9 ceilings) room. hence the respondents \\ere asked to say 1f the 

consulting roon1 \\ as san1e ( or less or n1ore than) ,,·1th their sleeping roo1n in terms of size. 

The researcher tried to assess the part1c1pants · ch rid hood risk of infection in the 

questionnaire, ho,vc,·cr recall bias may ha,·c heen a rnilitating factor. 

5.2 Conclusion 

ThL pre, alcncc of// priori among adults attending the GOPD of FrvIC, /\saba ,,·as 56 9°1
0

This is �lightly lo\ver than the prevalence found 1n other parts of the country. 'fhis n1ay be

related to the geographical location of this study as rnost of the respondents resided 111 ,\saba,

\Vhtch l'> the capnal crty of Delta State. an otl producing State in the countf)'. ,\dditionally.

this prc,alcncc mc1) also be explained by the fact that n1ajority of the respondent� had

l 111, cr.n, cd11ca11on. lived 111 a n0n-cro,, dcd house setting. drank good qua!1t)' \\'atcr and
• 

practiced good pcrc.onal hygiene.

Ho,.vevcr. dr1nk1ng unclean water 1n the pa'>I. c;hnr1ng cutlery,, 1th ,1hl111gs d1111ng rhildhl'l'd 

and a po5rt1vc lanuly h1c,tory ol (i.ist11c c,,nLl'r ,,c1c .1111n11g the 11s� l,1cto,.._ th,ll ,, l'll'

srgn1ficantly :.issoc1a1cd w11h hav1n� // 111l011 111lec11on

There \vas no special or unique ,;y1np101n pa11c, 11 11111011g lht· rr'ipnndcnts ,, ho ll',tl·d pn,111, l'
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5.3 Recommendations 

Based on the fmdings of this study, the following recommendation is being made;

l. Health education at GOPD, Maternal, Neonatal and Child Health Clinic and at other

hospital settings on the risk factors for H pylori infection is recomn1ended.

2. Mothers at the Under Five Clinics should also be educated on the role of personal

hygiene and better feeding practices that excludes chewing food for the children.

Instead, food could be mashed before giving it to the child instead of che\ving the

food for the child. 

3. Clinicians sl1ould be encouraged to screen at-risk patients and those \Vith a positive

fa111ily history of Gastric cancer.

•
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APPENDIX I

INFOR.i\IED CONSENT FORM

HREC Research approval numb er .. 
• ••••••••••••••••••••• • • • • f ••••••••••••• 0 o o If O o o O o o o o I • I 

Title of the research:DETERMINANTS
.\DUL TS ATTEl\JDNG THE GOPD O 

OF HELICOBACTER PYLORI INFECTION AMONG
1 F F\1C, ASABA, DELTA STATE

Name and affliation of the Researcher· DR Ik A • \VU ugust1ne Chukuka;

NFEL TP RESIDENT 

Sponsor of research: Self Sponsored

Procedure of the research ,vhat I II b · · · · , s 1a e required of each part1c1pant and appropriate
total It umber of participants that ,,•ould be involved in the research: Each parl1c1pant \\ Ill
fill a structured questionnaire. Subjects· \\.C1ghl, height and BMI \viii be measured The
abdon1en shall also be  exa1nined and Test for I I /J\1/or1 1nfect1on shall he conducted on the
participants. t\ drop of blood 1s all that 1s needed for the test. This \viii be drawn by applying 
a gentle needle pnck on the the subjects thun1b, under aseptic condition Subjects will be told 

their results and those \\ ho lest positive shall be counseled and pro\ 1ded \\. ith treat1nent for 

the erad1cat1on off-I p11ori \ total of212 parl1c1pants \\.ill be rec1111ted 

E'-pcctcd duration of research and participants involvcn1cnt: 'I he research \viii last for 

4month� F ach part1c1pant \viii only be in\ ol\ ed for about l 5111u1utes required ror history and 

exan11nat1on and collection of sarnple for II /7) !or, test \lso during this tune the

questionnaires ,viii be filled by the researcher. 

Risk(s): This study poses minin1al risk to the subjects. A drop of blood is required for the test

as such subjects \VIII experience son1e pain or d1scon1fort at the point of pnck1ng the thun1b.

Ho\vever. care \Viii be taken to minin1ize cxcess1\e trau1na to the area and aseptic precaution

�hall be taken to forestall the spread of infection.

Costs to Participanti;: There \Viii be no cosl 10 the participants.

Ben cfit,: 

I Pro\ 1c;1on of knO\\ ledge aboul the Risk f.1ctors for/ I 11,\'lor1 1nlcct1on.

2 Pro\ 151on of ba,1-; for counseling for the prevention of the infeclron

3 Reduction 1n the number diseases cau:--cd by this infection cg sto1nnl·h ulcer

4 Subjects v,ho lCSI pnc;1t1\ e to// ,,rlori v.111 be ptO\'tdcd \\'Ith ltl',Hrncnl for lhc

erad1cauon of l-1 pylori 

Confidentiality: The 1nforrnat1on given \vrll he kepi .,,11cll) co11lidc11l1,1I Soft cop1l'S sh,111 hl·

stored 111 a pass v.ordcd zipped folded on the laptop \\ hrlc h,ud l'OP) -;h,111 hl· :-1111{·(1 111 a

locker with restricted accc-;s

\'oluntarincss: Part1c1pallon 1<; voh1111:11y

,\ltcrnativc to p:1rticipation: <'lic.;n1-, arc 11cc 110110 p,1111l1p,1ll'

., 
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IDue inducement: None 

Consequences of participants' decision to withdra,v from research and procedure for

orderly termination of participation: There is no consequence to any participant 

withdrawing from the research. The procedure for withdrawing from the research is by 

writing a letter of withdrawal from the research to the researcher. 

Adverse event: No adverse event is anticipated. 

What happen to research participants and cornn1unity ,vhen the research is over: There 

will be recommendations towards the prevention of this infection 

Any apparent conflict of interest: None 

ST A TEMENT OF PERSON OBTAINING INFORMED CONSENT: 

. . . . . . . . . . . . . . and I have fully explained this research to .............................................................. . 
r 

d . . . 
k d benefits to make an in1orme 

have given sufficient information, 1nclud1ng about ns s an 

decision. 

E 
....... . DAT . . ............................ . 

. . .................. . 

NAME· Drlkwu Augustine Chukuka 

SIGNATURE. . ................... . . . ........ ' ...... . 
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STATEMENT OF PERSON GIVING CONSENT:

I have read the description of the research or have bad it translated into language Iunderstand. I have also talked it over with the doctor to my satisfaction. I understand that n,yparticipation is voluntary. I know enough about the purpose, methods, risk and benefits of theresearch study to judge that i \Vant to take part in it. I understand that i may freely stop beingpart of this study at any time. I have received a copy of this consent form and additional
infonnation sheet to keep for myself.

• 

DA TE: ........................... · .. · .. · · · · · · · · · · · · · · · · · · · · SIGNATURE. .. ............ . . . . ' ... ................... ' ... ..... . 

NA ME.
. ................................ . . . ........... ' .............................. . 

WITNESS' SIGNATURE (IF APPLICABLE): ....................................................................... .. 

WITNESS NAME (IF APPLICABLE): ................................................................................... .. 

. . I h ne e-n1ail and any other Detailed contact infom1ation includ1ng contact address, te ep o ' 
. . . 

contact infomiation of researcher, institution HREC and Head of the Inst1tut1on. 

Dr lk\VU Augustine C, 

NFELTP 

E-n1a1l address: aust1neikwu@gmail.co1n

Phone nun1ber: 08063316254
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APPENDIX2 

QUESTIONNAIRE 

'Title: Determinants of Helicobacter pylori infection in adults attending GOPD, FMC, Asaba,

Delta state. 

Serial number: Hospital number: Date: 

A. SOCIODEMOGRAPHIC DATA/ SOCIOECONOMIC STATUS

1 

') 
-·

3. 

4. 

5. 

6. 

7. 

AGE AT THE LAST BIRTHDAY ................. . 

SEX: 

(a) Male [)

(b) Female [)

MARJT AL ST A TUS

(a) Single [)

(b) Married []

( c) Divorced []
( d) Separated [ ]

(e) WidO\Ved []
ETHNlClTY:

(a) Delta Ibo []

(b) Anan1bra l gbo [ ]

(c) An1ocha []

(d) Urhobo []

• 

(d) Please Specify Others .......... · .. ·· 

PLACE OF RESIDENCE

(a) Asaba

(b) On1tsha

(c) Ibusa

( d) Please Specify Others .............. .

EDlCATIO� \L STATCS

(a) University graduate []

S h I Certificate with professional Tra1n1ng []
(b) Secondary c 00 

S h I Certificate only or Grade II Teacher's Cert11icalc [ l
( c) Secondary c 00 

(d) Primary School Education f]

(c) No Fonnal Education [ ]

OCC L PA'l'ION

I/ 13us1ncs.,111:i11cg t:11g111Cl'I, 111,\ � l'I I I
(a) Profc:,s1on,1 

• 
• I \dn1111 S11il I, :..cn101 s�h I l·,11..hl'I� I I

<bl lntc1n1cd1a1c Public S<.:rv,111l t:g, 
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(c) Artisans, Dnvers Junior Sch T h ' eac ers etc [ ] 
( d) Petty trader Labourer [ ]

(e) Unemployed []

8. SOCIOECONOMIC STATUS
. ........... . 

9. INCOME LEVEL PER MONTH:
(a) 0 - 50 thousand naira [)

(b) 50 - 150 thousand na1ra [ ]

( c) 150 - 300 thousand naira [ ]

( d) > 300 thousand na1ra ( ]

B. ADDll'IONAL RISK FACTORS FOR H PYLORI

I. FAl.\IILY SIZE/ 0\ ERCRO\\'DING

10 TYPES OF HOUSE SETTING: 

(a) A Single Room []

(b) \ Roon1 and Parlour [ ]

( c) 2 - 3 Bcdroon1 Flat

(d) > 3 Bedroom House

( c) Others Spcci f y ........ . 

11 SIZE Of BEDR00�1: 

( .1) Standard 11 square meter (9 ceiling) [) 

(b) <' 11 squnrc n1ctcr (< 9 ceiling) [ J 

Cc)> 11 ... quarc n1eters (..>9 ccil1ng) [] 

{d) Otherc; Specify .. . ... 

• 

12 ifO�, i\11\N'{ PERSONS SLEEP IN TIIE S,\�1E ROO�t \\1lfll 'l'Oll 1\l \ICilll'

IN TffE J.,AS'f f·f\'l: 'r'r:/\flS?

(a):: 2 l ) 

(b).->2[] 

• infants(.,, I} r) arc 1101 counred and child1c11 • I !ly1, arl' Lnunrcd 11, h tlf
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8. 

(c) Artisans, Drivers Junior Sch T h ' eac ers etc [ ] 

( d) Petty trader / Labourer [ ]

(e) Unemployed []

SOCIOECONOMIC STATUS . ........... . 

9. INCOME LEVEL PER MONTH:

(a) 0 - 50 tl1ousand naira [ ]

(b) 50 - 150 tl1ousand naira [ )

( c) 150 - 300 thousand naira [ ]

( d) > 300 thousand naira [ ]

B. ADDil'IONAL RISK FACTORS FOR fl PYLORI

I. FAl\ilILY SIZE/ 0\'ERCRO\VOING

10. TYPES OF HOUSE SETTING:

(a) A Single Roo1n [ J

(b) A Room and Parlour [ ]

(c) 2 3 Bedroom Flat

( d) > 3 Bedroon1 House

(e) Others Specify ....... ..

11. SIZE OF BEDROOM

( a) Standard 11 square meter (9 ceiling) []

(b) / 11 :-quarc n1ctcr (<"9 ceiling) r)

(c),; 11 square meters (..>9 cc1hng) [)

• 

(LI) Others Specify.... .. .

12 1-!0W :V1/\NY PER 50NS SLEEP IN THF SJ\\.1E ROOi\1 \VI f�l \'Ol \ T ;,.,. !GI rr

IN THE LAST FIVE YEARS?

(a) � 2 ( ]

(b)>2[] 

• infants (,., I yr) arc 1101 cou111cd and child, en < l Oy1 s 11re cn1111tl·d ,,-; h,111
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JI. FAMILY SOURCE AND QUALITY OF DRINKING \VATER 

13. WHAT IS YOUR FAMILY PREDOMINANT SOURCE OF DRINKING WATER
IN THE LAST FIVE YEARS? 

14. 

15. 

16. 

(a) Government Provided Pipe Borne Water []

(b)Bore Hole Water []

(c) Bottled Waler []

(d) Satchel Water [)

(e) Ra1nWater

(f) Well water []

(g) Streams and Rivers [ ]

(h) Please Specify Olhcrs ................. ·· 

IS YOUR DRINKrNG \VATER TREATED TO MAKE IT SAFE?: 

(a)Yes[]

(b) No []

BY \VHA T NlEANS DO YOU TREAT YOUR WATER?

(a) Boiling [ l

(b) Chlonde, Bleach e.g. Water Guard []

(c) Filter With Cloth []

( d) Others (Specif)) · · · · · · · · · ..

HO\V OFTEN DO YOU TREAT YOUR WATER?:

(a) AJ\vays []

(b) Occasionally [ ]

(c) Never []

IJJ. PER50'1 \L JI\ GEl"I/E

EN DO '{OU W/\511 YOLR 11/\NDS Wll 11 SOAP '1

(17) J10V. OFT I 

(a) Almost Never [ l

(b) Once Per Weck! I

(c) Once !�very 2 3 day!i 11

(<l) Once Pt r D,1� [ l
c, 
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(18) 

(e) 2 3 x Per Day [ J

(f) > 3x Per Day [ J

WHEN DO YOU \VASH YOUR HANDS \VITH SOAP?
{a) Never [] 

(b) Before Meal Times [ ]

(c) After Meal Times []

( d) Before Bed [ J

(e) Before Cooking [ J

(f) After Using The Toilet []

(g) Only \Vhcn They Appear Dirty [ J

IV CHILDl-100D RISK OF II P\'LORJ INFECTION 

(19) Hf\S YOUR MOTHER E\'ER FED VOLT FOOD PRE CHEWED BY HER
\\'HEN YOU \\'ERE A C'rlILD9

(a) Yes [ ]

(b)01of]

( C) I cant remcrn bcr r ]

(20) DL Rl).G 'r'OLR ClIILDI,00D DID YOU EVER SI-IARE SPOONS AND CLfJ)S
\\'ITH 'r'Ol'R SlBLI�GS AOL L TS9

(a) Y cs [)

(b)No[]

(21 J Dl:Rl'\G 'r'OlJll CIDLDf-fOOD HO\\' \1.\ '\JY PEOPI E SI,FPT f.\ THI S,\ \IE 
ROO;\f \\ ITff 'l'OU ,\FTER 't'OU \\ERf 10 YFARS?. 

(b) _. 2

(22) \\'fIA'f \\'f..flf: ','OUfl P,\RJiN'TS ()(Cl P,\'flON? . . . . . . . . . . . 

(23) \\'HA'f \\'l:f{l: Y()(Jf{ P,\f{J:N rs f:l)l,t1\'I l(lN,\L 11:\'l·I ')

(24) P/\f{f�N'fS S<J(�f()f:C <JN( li\fl(' S'I ,\II IS?

.. 
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C. MEDICAL HISTOR\

25 EPIGASTRIC PAIN· 

(a) Yes []

(b) No []

26. BLOATING:

(a) Yes (]

(b) No [] 

27. EASY SATIETY:

(a) Yes []

(b) No [ J

28. tfEARTBURN:

(a) Yes []

(b)No(] 

• 

29. FA. \1IL Y HISTORY OF G1-\STRIC CAKCER ?:

(a) \' C5 []

(h) \io []

D. EX.\ \II�\ TIO� FINDI!\GS

30. \VEIGH'f (kg) ............ .. 

31. fIEIGfll' {cm) .......... . 

' 
32. 8;,fl (kg n1-) ....... 

,\BDO.\f!;--.;1\L EX,\�fl�A-f!ON fl'-<Dl'\C,S

33 fNSPEC f ION

(aJ Nonna! f] 

(b) Specific Abn0nnal findings ...... ... ..

34. PAI.PA'fJOl\'

(a) Normal { j

(b J Eprg:istr,c l c11dcr11c.s,; ( J

(c) Organo,neg,tlly [ J

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



( d) Any Other Specific Abnonnal fmdings ............... .

35. PERCUSSION

(a) Nonnal []

(b) Specific Abnormal fmdings .............. .. 

36. AUSCULTATION

(a) Nonnal []

(b )Specific Abnormal findings ............... . 

37. DIGITAL RECTAL EXAMlNATlON

(a) Normal []

(b) Specific Abnon11al findings .............. .. 

E. TEST FOR I-I. PYLORI

38. TEST FOR H PYLORI

(a) Positive ()

(b) Negative ()
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I 

APPENDIX3 

OYEDEJI CLASSIFICATIO� OF SOCIAL CLASS

Points Occupation 
I Educational Level

Senior Public Servants, I Un1vers1ty Graduate and equivalentProf ess1onals, Nlanagers, large IScale Traders and Businessmen, 1Contractor 
I ') Intenned1ate Grade lc\·el Public Secondal'}· School Certificate

-

Ser\'ants, Senior School Teachers I Professional Training
I j 

\','ith 

13 i Junior School Teachers. Driver, 1 Secondary School Ccrt1ficatc or Grade JI
Artisan I 

I 

4 

• , Teachers Cert1flcatc 

· Pett} Traders, Labourers. Primary School Education 
\lessengers, Cleaners etc

1-------ll __________ ----+-' -
I unemployed l Illiterate-

) 

I 

The sum of the Father's occupation and education scores plus mother's occupation and 

education scores divide by 4 ( or by 2 (or a single parent or an individual) gives the Social Class. 

Scores 1 - 2 � High Socioeconomic Class 

2 - 3 � Middle Socioeconomic Class 

3 - 5 � Low Socioeconomic Class 
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• 

FED 

Appendix 4 

Ethical Approval

'"'9· Chaim 2.,
RALM L CEN E 

.. 
Dr. A.C. 11,"1,u 
Epidemiolog) Unit. 
State \1in1stl') of l lcalth. 
Asaba.. Delta State. 

P. M. B. 1033

ASABA.

DELTA STATE 

27'h March. 2017

RE: APPLICATION FOR ETHICAL CLEARANCE: 

DETERMINANTS OF HELICOBACTER PYLORI INFECTION AMONG ADULT 
A TfENDING THE GENERAL OUTPATIENT DEPARTMENT. FF.DERAL MEDICAL 

CENTRE, ASABA. DEL TA ST ATE. 

1 V.'ith reference to your application dated 4"' February. 2017. on the above subject mutter, I write 
10 1nfomi )OU thal the research and ethical commiuee \�1shes 10 convey her approval for you 10
collect your data in our institution. However we sccl- that no data concerning an, of the subjccl!> 
will be published in part or in full in such a WU) that ma} breach the confidentiality of the 
rcspondcnt(s) involved. 

J-IO\\ever the committee or the participant rcscr.ed the right to terminate the approval Ill uny time 
during the course o f  the data collection if any undisclosed information/data 1s mode available or 
if the research 1s found to hove unfores1.-cn ethical is�ue�. 

p1casc do not hesitate to seek more clarifico1ion or assistance if }OU so desire. 

\Vishing you the best of I k. 

Cbalrrnao, 

for: Ag.. MEDICAL DIREC.10R

• 

\____ _ -

. -
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