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Sixty peptic ulcer pstients diagnosed either endoscopically

w‘w barium meal or by both and 60 controls matched for age and
m but without abdomingl problem were studied between May 17th
and November 22nd 19824 The sources of the patients were the

éaétreenterology clinic and proximal endoscory sessions and that

:Esr the controls were the meﬁica}. wardss The study was both
deseriptive and analyticale

Medical characteristics and psychosocial factor were studieds
The information was collected hy questionaire and analysed by
TRS 80 computer and electronié caleulating machines | '

In the analytical study the following were the resuliss
The prevalence of .pept:ic ulcer was pocAitively correlated with

- education, social class, working extra-hours because of benefit

~derived from i%, and death of one of the pareats before 16 yoarse
There was however a negative correlstion with income, number of
friand,s, contact with confident friends, number of reliable people

%o turn to in/ times of difficulty and active rcligious assogiatich.
The aboveﬂwere siétis%ically sighﬁ‘icant at a level of p¢ 0.05.
Contrary to popular belief blood group and urbanization did not

have any significant correlations

The descriptive study gave the following results. DlNost of the
patients had duodenal ulcer, duodenal uleersgastric ulcer ratio

was 12,75:1, There was a pregponderance of males over females in
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mm of approximately 3sls. The ;nean age was 36 years

79 _years) with a range of 15 *bo 72 yearse

© 65452% of the patients had definite stressful events within

| six months before the onset of the disease and 31% had positive
Mly history of a similar problems, 61,.4% of patients presented
; with burning abdominal pain followed by 15.79% who only had
Mmal digcomforts Most of the pain was fel'f m the _epigastrium
mlowed by umbilical and right hypochondrium (56,9%; 17.25% and
.ZQ@Mrespeotively)e Hunger worsened the pain in 80%, in 43%
big meal worsened the pain but a moderate amfounf of food relieved
a, in 4% any amount of food relieved the pain, in 17% food had no
' effect and in 36% food made the pain VOTse, Radiation of the pain
l inconclusive, 89% had gradual mode of onset and 98% had ~

f :;arin&icity. Duration of the pgin had a mean of 6422 years with

B ranse of one wesk to 30 yearss In approximately 50% in each

case of malaena or haematemesis there wes a positive history.
Vomiting did not ocour in 37.93f, had no relationship with
wm in 12;07‘%;T;\‘rmélieved pain in 44,837 and aggravated it in
5¢17%s 45% of the \patients had epigastric tenderness, no
tenderness in 36% and the rest forming the remaining percentage,
Only 297 had a positive history of ingestion of asprin;

Patients had three follow ups at the gastrointestinal elinic

at an interval of three weeks eachs The patients were treated
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‘anti-acid magneﬁlm trigilicate, antispasmodic sedative
ation {‘belladﬂna with phenobarbitone) one tablet of each
hey felt pain¢ They were also advised 4o avoid alcohol
smoking and to take frequent milk and frequent moderate
’iti&s of none iritant foodss 847 of patients (43 out

ﬁ} who turned up during the firest follow up showed subjective
sfactory relief and 93% for those who turned up at all the

| z failew ups on the third follow UPs NSatisf‘aci'zory relief
means some relief to definite relief,

i‘k is recommended that dyspepsie cl:mlc be egta,bllshed in
.‘Tp&xara.l hospitals and to start with Dar es Salaam and manage
dents along the above lines and this will help to enable
ients get proper follow up and lessen the time wasted in
‘moving from hospital to the others A further study is indicatéd
”‘% mﬁté an index of score based on the above findings to determine
e that will be used to diagnose peptic ulcer in the majority
* our hospitals where we dont have personal( and equipment for

ﬁther barium mal or proximal endoscopiess It is further

e

sted that since this study ‘Eauches gz dihp crudely on the

Mag@aent of peptm ulcer; a subject whoge knom and unknown
amd portrer ghadias ape jndsleaded
We&ge is very vast o8 this, It might preve cheaper to

treat patients with definite active duodenal ulcer with eimetidine

than the oonventioﬁél methods being used now if you congider that
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this needs to be studied to arrive at any conclusion,

b &




PART

INTRODUCTION

- Peptic ulceration is a disease that has been known for over
ne and a half century, being first described in 1817 (8),

ic ulcer has been considered a rare disease in Africans
antil a few years when a number of authors who loocked into this
problen came out with different views (3, 4., 5; 6y 34, 35, 46,
W}; Kark in 1961 m a study of peptic ulcer in Durban (30)
Maé an incidence of 1143 per ’3;906“ axhxissibns among the white,
10 per 1000 among the Indians and 0,28 per 1000 among the
Africans, This again illustrates the fact that peptic ulce-

~ ration is rarer in.km;ans than in the other races studied

~ above,

Other studies have been drawing attention to the i#areasing
importance of“’ﬁeptic"‘i}a};eer. Grech 1965 (24) in a study done at
' Muhinbili Hospital, Dar es Salaam, Tanzania remarked that

- dyspepsia was a common eomplaint in Africans and it seems if
 anything it was increasing, He reviewed 733 barium meals
carried out &izring\ the period 1960 =~ 1963, 37.5% of these

showed radiological abnormality and this figure was almost <«




gave a figure of 35'5?" in this study by Gregl
moresle were peplie uleer and thet sne gt Masgow
r the corresponding figzure was T8.5% Ona can see

sa in 1979 (16), oy evaluatod tho first 140
n Septenber 1978 and ay 1979 They found that 9,97
sdensl wloers and 3,67 besign gasted

; . e Poseilly if the
o s - vt o o et sl i

ave bosn hichere The above atulies show that
p peptic ulcer (radiologicslly or esdoscopiosily) is nct

ow Dempster) in Vestern
v in 1974/75 Britain lost
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m of the national economy (5)s Can a country like
1ia afford this?

Another study from Si‘anzanié. comes from cﬂrat;han 1976 (10)

4 riewed 462 radiological studies of apper gastrointestinal
o done between June 1933 and Nwem‘ber 1974 at Hwanma, of
121 (267) showed radiolngioal lessions, Duodenal  ulcers
‘99 which formed 12.7% of all examinations or 48,8 of all
diological 1lesions. Gastmc aloers were 30 which formed 2¢2%
«11 ‘eiaﬁina%ions or 8.3% of all radiological lesionse
;"‘Wﬂaker 1966 (49) at Kenyata National I-bépi*bal, Nairobi,

8, reviewed radiolcgical examinations of the upper alimentary
o between January 3.961 and June 1965 and these were 1,319
mealse Duodenal ulcer and deforme& duodenal cap formed

b out of all examinations and gastric uloer formed 1.8 of

ﬁi lesions, J

ﬁtmdetaal uloer is a disease of relatively high morbz.ciity,

‘bﬁ of low mortallty (5). The symptoms are often severe enough
to necessitate absenc:e from work, ;artmularly where hard manual
&55@& is concerned, Consequently the disease has a major effect
&n the economy, Thus in 1974/75 in Britain the number of working

éwa lost amangst persons with duodenal ulcer was 4.0 million




‘men and O¢2 million for women making a total of 442 million
g days equivalent to £4,400,000 cost to national economy
Jo It iz obvious that £4,400,000 is a lot of money w for
reloped country like Britain, This problem is not peculisr
itain ainne, as it has been shown above, figures from
ibili Hospital, Dar es Salaam compared to ﬁmsa of Glasgow
pster (24)e ‘
m gravlty of thig problem can again be seen or appweclateé
m looks at flgtl!‘es of patients attanded. for peptic ulcer
mptams and what kind of patients get access to Muhimbili

tale Fcr example in less th,an a year,, ’ehat is to say
Sep'bember 1978 and May 1979, 140 mx:unai endoscopies
2 done at Mmhimbi};i*s Gastroenterology Unit and the top on
list of indication for thesy was epigastric pain (16)«
5 obvious that Muhimbili being the only centre with
@916 facilities the dema,mi for it is ha.@. Since the

" f'eatamlcgists are consultants in these fml&, those who

W&n‘k the 140 proximal endoscopy must have been g result
of iary intengive soreenings Therefore it is no wonder that
mgjority were *ﬁ:\reiatedk symptomatically amik consequently the
3& proximal an&oseopiea reflect alarge number of patients
. referred to Muhimbili, Again this is the feeling I got during

- my short stay and working together by the gastroenterologists




the radiology department and those handled at the Aga Khan

al which also has barium meal study facilities and

altancy servicess

In Dar es Salaam jthere are a humber of peripheral hospitals
many &ispéasariesg ‘The patients that get access to Muhimbili :
al ’m'e very fews These are patients referred from the above,
3 are the ones that have attended various dispensaries,

\t;;i—s and traditional healers. Patients have the habit of

1g from one medical attendant to another within the same

ital olr dispeﬁgai‘y and from one hospital br 4<ii§pans’ary to

yther and from one traditional hesler to another, Thus these

ients teke a long time before one medical attendant get

ig losing, This is one area where the study is going to address

Mf by recommending a way of handling these patientse
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ﬁﬂmugh the cause of duodenal ulcer is ao/t known, a simple
is to consider it in the result of a periodic imbalance
n "aittacking and "defending® forces in the proximal

um (5)e The aggressive components consist of gastric
p&péin‘aﬂd possibly bile (3,5); The defending ferge‘"s are
ieved to consist of the layer of mucous which covers the
ro=intestinal mucosa and the innate resigtancé of the

denal mucosa itself (the maoosal ba.rrier); @16’% two

osing forces are usually thou,ght to be in balance, In
duodenal ulcer dlsease the balance can be affected by saveral
tors such as envzmmuenﬁ, heredity and drugs (5, 17)‘

‘%ka West peptic ulcer incidence is falling (5, 8, 46)s The

- ﬁnﬂging pattera has suggested some ulcer producing factor

ims prevalent in the early part of this century and is now

- slovly d:;iraappearings fﬁ}e nagture of this hypotheﬁcal factor
;*smaina nnEnownE but one of the possibilities suggested was
"iﬁc&easing urbanization of ti}‘e popul ation seen in the early

Wi of this century (5, 46).




Mme mechaﬁ:r_sms are poorly understood and therefore little

: wh a’hout the dif’ference& in defence capacity to acid aud
A'iawretian @ncngst patients with and without a family history
é,enal ulcers Another approach has been to shudy levels of
sgen in blood and urine. Pepsinogen is secreted into the
k@fime‘n by pep';ié cells, but some is secreted into the blomi
‘then exoreted in urines The urine and blood levels therefore
&Q;aﬂ indirect index of the secretory potential of the stomachs
ﬁl@‘}éls of serum pepsinogen appear %o ’be associated with a ‘
5 agntly mareased rigk of duocienal ulceratloa‘ Also the

em of excretion of ur::.nary pepsinogen is genetically de'termined.,/ ‘
.ra individuals axcreting*faur types (phenotypes B) while q’c’hérs ¢
it five (phenotype Ae ' The frequency of fizx&i;&g} mpsinggea
type A is increased in patients with duodensl uloer (5). 4a
iﬁi@ﬁi&%@n has been reported between LA and duodensl v.laer (18).. :
Me is also g f&m:.lial &g‘gregation being three times more cemmon
iﬁﬁxﬁ degree relatives than eontrols (25), and duodenal ulcer is
wa common among monozygons twins than dizygons (5, 22)s Duodenal
ﬂéw patiem;s cen be divided into two groups acoording +o tha rate
af gastrie emp’symg,f Ojiambo (1965) studying 60 patients at Kwa'b‘a ‘
‘mnal }ﬁspxtal, MWairobi, Kenys (35) found that 66,7% were group Oy |




?'i' » figures are similar to those found by Grech 1965 (24) at
mbili, Other authors have pointed out association of blood
_} 0 and peptic ulcer (5, 25, 43, 48).
: h' - Perso habits
e In a given community there are people with inecreased
jceptibility to duodenal ulceration, The absence or presence
E’ protective factors in the diet may determine whéther or not
; develop actual ulceration (28, 29, 47)s The most likely
F;; , ironmental factor which would account for variations in‘tye
f:y % éidance of duodenal ulcer throughout the world is diet (5)e
HiO: onoli (1969) ana Corachan (1976) found higher prevalences in
?ﬁf _ffiﬁhaya and Wachagga tribes in Tanzania, whose staple food is cooked
?ﬁ: Uﬁﬂaﬂaﬂ (plantain) (10, 34)s It has been suggested that the

??njgafeasing refinement of food, with its progressive higher oarbo;\
T;"hyﬂrame content whioh usually accompanies urbanization is usually
iﬁssociatea with higher prevalence of duodenal ulcer, Ebwever;
lack of fibre in the diet does\not appear to be é’factor, bran

is not a good buffer and on the contrary stimulates acid seeretion

(5).




| an extensive study done in America it was noted that (5,37)
: @ffea and cola type drinks during college perigd was
iated with greater risk of subsequently dwelaping ulcer,

.é é’thsr; ji:ué:'u%_ tea had no effee‘t s,nd miik appeéred to rad.uce
rigkz.  Some other authors (8, 204 46) have found the relat:w

ip ‘be?meen cbffee drinking; and peptic uloaratian not Btrong,

et 1

‘?&s‘i‘aﬁtg caneerning alcohol are ‘sﬁl l“}'&anéraéic'kery, For
‘p’iﬁ bjiambn (1965) found an asweeiatioﬁ w:.th alc:ahal (35)e
‘hal has s,lwaya baan suspeeted, but there is no evidence
"Va‘% it is a,soclata& wz‘ch a higher inclaenc& of &&oﬂﬂnal ulcer =
d the aﬂsoclatmn m mamly based on the auppcsa@ f‘requenay
wleer disease in pa"aients with aleoholic hnpa‘t;w eirz'hasis

and atz &ssoezation z«:i‘bh aocute ga,straﬁ.n‘teatmai hammrrhm . :

Snoking.
. Smoking has bean ssseeiate& with pﬁemie uicera%iem, “the
rﬁia%wuahig bemg stronger for gastric than dﬁcdenal ulcer

(8, 9, 13, 20, 35, 43% Abstinence from smoking has been fawa&

as one of the f'a;otors assecm‘:eea with ulcer healing, Greeh
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(24) at Muhimbili found no association between smoking

| duodenal ulceration,

. has been found to have a positive corrplation with
ric ulcer (5, 11, 17, 35).

The Poyche

‘The relationship between ﬁx§ psyche and ﬁppe:g gastrom

stinal tract is well known (5, T, 22, 35, 38, 46)« One

dred and forty five years ago Williasm Begmont gave a now
s.smca.}. account of the gastric mucosa and gastric secretion

‘ his patient, Alexis Ste Martin who had a gastrw fistula

B o cunchot wounds Bmotion was foi%;aaft;;affeot gastric

metioa, motility and blood flows In reaem "‘yearé gastric

secretion has been shown to alter un?.er t,he}ﬁaaéiuenoe of emotion

and hyponosis and by bio-feedback (5)e The véfy close linkage

- between brain and. gastié—-inteétin@ tract via the vagus nerve

makes it inevitable that the psyche must have an influence on the

astrointestinal physiology (27)e The theory of a psychosomatic

" basis for the development of duodenal ulcer postulates that

ulcer patients suffer from a long period of psychic stress which

‘make them ulcer prone either by increasing the attacking factors
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:, ‘reducing the mucosal defenses (5, 19)s The final event is
’aﬁm@ig’ked with changes in responsibility security or =
ndence, [However, as such emotional stress effects a large

r of people of whom only a minorityl develop an ulcer, it is
med that other factor are involveds Therefore whilst

pting that the mind plays a significant part in the c‘ievelepnent_
ydenal ulcer its quantitative importance still remains unknown,
.~ The hypothesis of ulcer personality is still controversiale

A personality that is driving, intense, ambitions, unrelaxed
viduals has been acused, but no consistent data has emerged in
ort of this for example Thomas, Greig, and Piper, refuted any )
‘between personality and chronic gastric ulceration (8, 36; 45):
e basic abnormality is thought to arise in the potential patient
has a child like dependancy that is found to be in conflict

the realities of lifes This can be seen in the seemingly
ndependent and successful person as well as 4hose who are apparently
ffective and imbrospective; Such hypotheses are difficult to v\

iz_:gstiga%e, but one study of youn”é/éoldiers‘ predicted with a high

psychological testing alone (5, 32)e Berkman and Syme (7) looking

 at four sources of social relationships (marriage, contact with
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associgtions) found that in each ingtance people with
ties and relationship had lower mortality rates than
without such ties. Each of the four sources was found
t mortality independently of the other three, the
timate ties of marriage and contact with friends and

es were stronger predictors than were the ties of

h and group membership, Sawrey and Sawrey 1966, Stein,
ur, Bistein, Taylor and Sly, (1960) (39, 42) demonstrated
that the vulnerability to ulcer increases when a stress
by an animal alone rather than in a group, Corachan
(10) in his study at Mwanza incriminates stress as factor
&w formation and believes that even in traditional

. n culture anxiety is presents Such factors as ancestors,
s and spirits participate in the daily explanation of

e of pain, disease or trouble, Cl:‘:.ma‘te is responsible
the vicissitudes of crop production,

Ojiambo 1966 (35) in Nairobi illustrates this with a

ent he hed, Nhonoli 1969 (34) at Muhimbili in

es Salaam found that all the social classes were affected
he didn*t give any figures for thiss Stahel, Gyr and

itz 1981 (&3) in a controlled study done in Liberia found

‘ that this Eeldng&d‘t@ the high social economic class including
%aehers, supervisors and drivers.s Grech 1965 (24) at
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mbili, Dar es Salaam found a high incidence among city
x's, but no social stratum was exempteds It was féund
ﬁéphiéﬁm‘ked and recently promoted executives and
;‘r‘caiefree :E'érm workers who never left their’villagea
'i,éularly high incidence occurred among prison wardens,

and “askaris",

s ‘

Nhonoli 1969 (34) at Dar es Salaam 'found that 77% were in
age group 20 ... 29 years with a mean of 29 years. Grech
{éé) also a‘# Dar es Salaam found a maximum age incidence
26 = 30 yearse Ojiembo 1965 (35) in Nairobi found a range

3 months to 70 years with a peak incidence of 36 yearss

At Muhinbili, Dar es Salaam, Grech 1965 (24) found a ratio
1:13, Nhonoli 1969 (34) had a ratio of 135, Dolmens, Mbaga
! luakyusa and Nandkuzd 1979 (15) found a ratio of 18s1 by
logy and 44531 by endoscopy ‘(/here duodenai cap deformities
 included in 'tzhé\gmup“ of éuod.enal ulcers), again in 1979 (16)
W found a:,;ratio of 135, Corachan 1976 at Mwanza (10) found a
'%S.e c;f 136, VWhittaker at Kenyata Na.tional Ii;épital Nairobi
;séé (4;9) found a ratio of 1:12, Kark 1961 at Durban, South
Africa (30) found a ratio of 3.4sl in Whites, 3.5:1 in Africans
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."‘miale 955 for gastric ulcers, ané.vil'}%i for duodenal
and overall malesfemale ratio of 1081, Nhonoli 1965 (34)

a ratio of 4,8t1. Corachan at Mwanza 1976 (10) found for

Kark at Durban 1969 (30) found the following ratio for
ulcers male:female 34611 for Whites, 6,831 for Africans
T2l for Indians@ And for gastric ulcers he found only one

in Africans, 1.8:1 in whites and 11,91 in Indians.

mié,&exi at Muhimbili, Dar es Salasm 1965 (34) in his 81

nts of duodenal ulcer found that all acmplained of abdominal

S love the tmbilical 1ine, 86% had epigastric pain and 15%
 pain in the right hypochondrium, A small number had pain in both'n
m kg furthér m‘portioxg felt pain just above the umbilicus,

1 fewer felt it in the left hypochondrium or one or other of
lunbar regions “In 524 there was a definite relationship
between the occurrence *:;f pain and the taking of food. In 52%
there was y&rﬁoc}iﬁiﬁy of attacks with relatively free pericd.a

Dbetween attacks, In 35% there was nausea, vomiting or bothe
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» pain radiated to the back, and in a similar percentage

"and haematemesis, The duration of symptoms varied

ee months to 25 years, There was epigastric tenderness ¢y ;9020.
R Lhe upPy nudnbical

or in combination with epigastric tendernesss Seven per

right hypochondral pain alone or in combination with

f the other two sides,

‘ m poge and objectives of the study,

 has been shown that peptic ulcer is a disease that needs
ention of medical perm;mel. Its incidence in Muhimbili

tal Der es Salaam, Tanzania has been found to be comperable

 that of a place :in Western Hurope (24) where for example in
ot Britain it ‘is responsible for loss of £4,400,000 (5) to
» national ecdmmy; From this, one can conclude that it is
also that this disecase is costing ‘i‘aﬂzaﬂia a substantial a
nt of loss to the national economys
‘Much is knoun about the disease from other countries, But
has been found out that there is a great variation in the
se of duodenal ulcer diseasé, wixa:h applies to patients in
ral HBurope doesn't hecessarily apply to patients in Scotland
Scandinavia (2; 21, 43; 46). Thereforé what applies elsewhere
’ s not necessarily apply to Tanzaniae A few studies about

Z'u’ﬁlgera’bion have been done in Tgnzanis but none has been
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cally o look at its aetiologicel and clinical

 Furthermore there hasn't been a single case control

.mmse of this study is to im%es’;igate the psychow
and medical 6@a¥acteristics of pepﬁic ulceration at

i Medical Oent;;'e.

The objectives therefore are tot=

Find out the clinical presentation of pepjbic ulcer at
 Muhimbili liedical Gentre, Dar es Salaam.

{b} Find out statlstically s:.gnifieant psychosoclal faators
~ that are diagnostically useful'

. (c) Recommend a simple (workable) proto.ccl*ef handling

peptic ulcer patients in Dar es Salaam,

R




Guestionnaires were filled by the author which were
‘Also the regicters for proximal endoscopies in the
slogy Unit and berium meals in the Radiology department

Phere were 60 paticnts and 60 controls,

ahic GOy e ot

its were obiained from Gastroenterology Clinie run mcm‘ per
from the proxzimel endoscopy sessions run twice per weeks,
roenterology Clinic serves the patients referved to it from
medicel outpotients becauce of gastroenterology problems
W_\lw up of those with chronic gastromenterological diceases
as :::emie ulcerss The proximal endoscopy sessions examined
with uoper ggmmmmmm}. problems, These are patients

1 from the Castroenterology Clinic gnd referrals from the
wards fron al.z. over the hospital, The indicaticns vary from

# haematenesis, epigestric pain, clinical peptic ulcer to

X,




yd was between May 17th and Hovember 22nd 1982, The
ho attended gostrointestinal cliniec durinc~ this period
| & ﬁlﬂﬁ ups who had opz

arium meal were entered in the study. The author attended

) endogeony sessions during this period and patients who

. na to have duodenal ulcers (includefhere are deformities

' ) a'!d gastric ulcers were entered in the studyes
yatmts mﬂre followed up at the gastroaztesrolegy eclinic
' during $his periods

pls were selected from patients admitted in the gersz'al
Wﬂﬁ. There is a male and a female admitting vard everyday.

. tt;ag words were taken for selecting the controlse Systematic

i h was carried out beginning with the firet adnitteds The conirol
) shed for age and sex as the patient, was %herrefpre given the same
Ma?“ﬁratima number as the patients The contrels and patients
fepentiated from each other by coding the paticnt as one and

ol as twos The controls also had to be fully comscious and |

: u_ell {40 enable %hem answer the gquestions in the questionnaire
~ ). An abdominal or any gastroeintestinal tract problen was

»indication for any one %o be a conirel.

P




es were useds The first questionaire (Apendix I)
'jad{ané and the second one was adopted for analysis and
omputer (Appendix 2)s:

quesﬁonaire was a detailed one which combined both

if:n@éﬂ ended questions,: This had six sections namelys

;ﬂhﬂn“ medical'history, physical examinaiiOn; investigations,

r;“ami'Ei..sspvoe'a,al and the sixth is follow tipe: it was designed

;;Qf;ate psychowsocial and,mediéal characteristicss: There were

en psycho-social fastors: to' investigate that is education,

: onomic sta*&us;.ﬂggvc_upation, circumstances of carly childhood,

‘ba‘hteen independence and dependance, marriage, rural/urban

ial economic cultural change, social ties, ability to

-miromnen‘t.; ai‘cohol, emoking and lastly any other stresss
tors were labelled "a¥ t0 ™m" and there were 71_queétions

i;?in both Swahili and Englishg

_f gwtions to explore each of the 13 factors were scattered

out the 71 questions without following chronological order

L;;“ purpose of avoiding asking the subject many questions

;f;aing the same factor consecutively. Also some questions

;;*”*iffhe same variable/factor were rephrased to check the

sistency of the answers. For example there were guestions
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3@;5;9 4!&, 5;8&’ 6nbu’ TeCey 8000* 9¢m, and 10ae

~stands for education, "b" for social economic status

q i;, ‘,Qeﬁupation., From the above it follows that questions
t with education 6 with social ‘economic ‘status, ‘7 to 8
ation and agein 9 to 10 with educations The above shows
ions dealing with each factor are scattered throughout

Ll questions on ps;yk:boéoc@al, factors, (see appendix 1 on

ocial history segtion)s , The questions on psychomgocial

are clearly phrased in both Sughili and Inglish so t%lat
estion would be asked in the same way to eaéh subjects
‘because psycha-;gocial factors are difficult to inéestigate
may get different answers to the same question asked V
"&iyi The detaﬁied questionaire is appended (a.ppendix I),
ﬁtianaires were £illed by the author for both the patients
> mntmlsg Gﬂly the;; relevant sectiong were filled for the
1s for example the medical history for peptic tulcer was not

t for the controlss The signs and symptoms i;};;at were recordéa
%gwse wﬁio}a ;he; patient presented with when he/she was first
by the Gastreenta;mlogist at Muhimbili for “‘;hoss; patients

& from the Gastroenterology clinic, For those patients

ed from the endoscopy sessions the signs and symptoms’
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® mostly those of that particular day. All patients were

borbitone to be taken when necessary (PRN)! advised to
¥ 3
aleohol, smoking and to take milk and frequent moderate

%1&3 of none irritant foodss Rest was advised during

acute phasesg. Fbllcw up was done at three weeks interval

s worse", condition remained the"same", "some relief",
inite relief® or “cured",

"f@ second questionaire was used, end this one was adapted for
;is‘and for use in computer, This is appended as Appendix 2e

5 congisted of 53 variagbles. It can be seen that thisg had far

P Variables and sectiong compared to questionaire 1o The

fitrddicted each other when the same question was asked differently
b ﬁifferen% intervals were dropped out in the second guesgtionaire,

08 example it was very difficult to investigate the ability to

iet and control environment or conflict between independency

1d dependency. As already stated this questioaaira had 53 gquestions,
L of them close ended and the first 28 questions were mainly on
yehosocial higtory aﬁd these were filled for both the patients

gnd controls. These constituted the analytical part of the

Ll e e i ey - e
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remaining 25 cuestiens wore filled for the potionts
the deseripiive study.

P % 28 queptions which constituted the mislyticsl study
3 gex, ace, sduestion, oseiratich, sooirl economie
$ien, slopliol, Blood sroup, siukingy helsbi, welght
mm m‘c;*:;w& e remaining 2% cucetions Torming
' e study investizated the nedivs]l sharsoioriction
B8 Wlear o potionts and thelr mubjestive frelin: on ihe
Uhly hane fron parsl $o Brben sl vice vores ves
sted,

g for this form wes sxtrasied frem guostionaive 1
g1)s oot of ihe dats was procecsed iy computer

4 by usin: slsetrenie calcoulator, Thare uore 60

. and 60 conirolse Chimsguared and consegueatly
shonilivonge vere ealoulsted for moot of she 28

Bl oz in tho snolydioal studye Those eubjlecte vie fell
‘t gonocernod® in cuestionsire 2 (Appondiz 2) vere not

§ in the ealcul tien of chiegguared,




- study is in two partse One part is analytical and the

m is descriptive, The analytical study results are

e are presented in three sections. The first one shows the

of the results and their tabless Section two and three are
ies. Section two summarized those variables that have statim
aignifican’l‘. differences in the prevalence of peptic ulcer

the patients and the controls; and section three shows those

bles whose differences are not statistically significant,

~ Details of results together with their tables.

’ B@Q‘o?p = })egree; of Freedom.
P = pvalue for statistical significancejc0s05 will be
taken as statistically significant.

Where the column shows a total of less than 60 it is because
the responses to these variables were found missing during

analysis of the data because either the author forgot to ask e
question or forgot to enter the response in the questiongire,




TABLE I

> 5 i

EDUCATIONAL LEVELS OF THE 60 PEPTIC ULCER PATIINTS
‘ PHEIR 60 CONTROLS

76&%‘IOH ; NO. OF PATIENTS PERCENTAGE NO. OF CONTROL  PERCENTAC

Bancation 12 20 28 46,61
B 5 ; .67

ary Education 23 38; 33 16 26.66
"'y"‘"‘”d 22 36,67 9 150

: 60 100 60 100 |

¥ = 15,72
3),0.3‘. = 3

0,0107 p> 04,001

(This is statistically significant)




HONTH OF 60 PEPTIC ULCER PATTINTS AND THEIR

LS AND THAT OF THEIR SPOUSE IF MARRIED,.

Another table for this is presented below where the varisbles

: m grouped for calculations

(sHs. 1O. OF  PERCENTAGE NO. OF PERCENTAGE

PATIENTS CONTROLS

- 600 5 833 14 23,73
1. 1000 9 15,00 14 23.T3
- 2000 14 2333 8 13.56
3000 6 | 10,’06 2 3.39

- £ 2 T 3e3 2 3439
f=q000 3 540 1 1.7
than 7000 3 560 1 1.7
Concerned 18 3000 17 28,82

' 60 100,00 59 | 100.‘3@
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s grouped for x2 calculation

( SHS,./MONTH) NUMBER OF PATIINTS NUMBER OF CONTROLS

0 = 1000 14 28
1 = 2000 ; 14 8
e 2000 16 8

AL 4 44 44

lsBs The number of patients and controls falling under "not

concerned™ gre excludeds

% = 8:96 DeOuFs = 2

0,00 p 0,025 (Statistically significance result).

IABLE 3
ON OF DEPENDANTS FOR IHE 60 PEPTIC ULCER PATIENTS AND
60 GOI\TTR()&
ANTS WUMBER OF PERCENTAGE NUMBER OF PERCENTAGE
. PATIENTS CONTROLS
28 46,67 26 43433
lants 32 53,33 34 56467
60 100,00 60 100,00
B . ooy DeOoFs = 1

© 04500< DS 04750 (Not statistically significant result)




NeBs (a) 28 patients have dependants and 32 nots

5 (b) 26 controls have dependants and 34 not,

{c) The 28 number of patients and 26 controls when
divided over different types of controls become

too small for any accurate statistical significance

caleulation*
i OF DEPENDANTS NUMBER OF  PERCENTAGE NUMBER OF PERCENTAGE
. PATTENTS CONTROLS
i1 aren 12 . 20 12 20
&ﬁas’band, ',
ildren and 5 8433 4 6467
nts
dren, parents 6 ‘ 10 5 8433
thers & sisters
s 53 5 8433
ve no dependants 32 - 53.34 M 56,67
60 100,00 60 100,00
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IABLE 5
[ONS OF THE 60 PATIENTS OF PEPTIC ULCER AND 60 CONTROLS

Another table is presented below where the variables

‘are grouped for significant test calculations

PATION . NUMBER OF  PERCENTAGE  NUMBER OF PERCENTAGE
= PATIINTS 4 CONTROLS o
L 433 1 3167
esgmen 11 | 18,33 10 16467
" 7 11.67 1 1833
‘ 8 0 13.33 10 16,67
wife only 8- . . 333 4 6467
engaged in = ey | i~
ing specific ‘ 4 6‘67 2 3033
soner etce “ 2 3.33 4 6467
60 190590 60 100,00
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srouped for statistical sisnificant calculation

V'eﬁ : NUMBER OF PATIENTS NUMBER OF CONTROLS
11 10
26 19
3 11
ives only,
engaged in- ;
ing specific .
e 16 20
prisoners " ‘
60 60

P = 2.4




.

Iy  Higher professionals/politicians of higher

offices, high level managerial staff, big
bussinessmen, Hxamples of people included
here are architects, engineers, district
commisioners etes

Class II: Lower proffessionals = teachers, small

3 ' bussinessmen, politicians of lower officess

ass ITI: Skilled and.clerical workers esge Clerks,

- foremen etcs
ass IV Semi~skilled workers e.ge machine operatorse .

Clasg Vs Unskilled workers esge domestic servants,

1ab6;1rers, casual workers, p@'}aﬁan%;

L CLASSES OF THE 60_PEPTIC ULCER: PATIINTS AND 60 CONTROLS
:& Mher two tables below are grouped for s‘batistxcel
testing calculations.

IAL CLASS NOs OF PATIGNT PERCENTAGE NO. OF CONTROLS PHRCENTAGE

St 5 8433 1 1.67
o 1. 667 2 333

1 - 25. 8 13.33

w on 18,33 9 15400

B v 1n 2167 24 36467
. Not Concerned 17 25 16 30400




o
grouped for statistical significant testing

b concerned® excluded)s

c&ass NUMBER OF PATIANTS NUMBER OF CONTROLS
B 6 = B
IV 26 . 17
1n 24
43 44
. 2 x2 = TeT2

p 0401 (Statistically significant result)

CLASS NUWIBER OF PATIENTS ‘NUFIB%ZR CF CONTROLS
P III, IV 32 20
- T0TAL 43 4
De0,Fs = 1 2 = 7459

04001< p<0,010 (Statistically significent result)
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TABLE ]

SATISFACTION FOR THE 60 PATIENTS AND 58 CONTROLS

SFACTION  NUMBER OF PERCENTAGE  NUMBER OF PERCENTAGE

FATIENTS CONTROLS
29 18434 3 58,62
8 13.33 4 69
satisfied 6 10 | | 2 3e45
Concerned 17 28,33 18 | 3,03
| 60 100 58 100

g8 done for statistical significance tésting fexaluding those

g under not concerned) calculation.

s*?z\c'rwﬁ - NUMBER OF PATIENTS NUMBER OF CONTROLS
| ”;3 o SN 38
s*nisfied é | 2
* e 10

P 0,250 (Not significant)

\ SATISFACTION NUMBER OF PATIENTS NUMBER OF CONTROLS

| Satisfied 29 4

bially satisfied
not satisfied 14 6

L 43 | 40

Fo =1 x° = 3,42 0,050< p<0.100 (Mot significant)




s satisais 60 and sonitrela 60

inclated in the esleulstion of X




TABLE

3 FOR WORKING MORE HOURS (EXTRA-FOURS) FOR THE 60 PATIENTS
, m&anss

. Overtime payment.
ﬁfgba much work but no overtime payment.
\1‘$$*a‘the patients or controls personal job,

therefore the more he works the better.

o Not Conocerned.

ASON NUMBER OF  PHRCENTAGE NMBER OF PERCENTAGE

PATIENTS : COLTROLS
1 9 15 10 11,6
by 2 35 8 15
- 6 10 10 1647
L 4 ! 40 3 5147
- TOTAL 60 100 60 100

uping for >2 calculation '

REASON | NUMBER OF PATIMNTS NUKBER OF CONTROLS

S 15 20
C momn 36 29
. . :
x? = 4' 69 . Dc 0 P Y & 1

| 0,025< P 0,050 (Statistically significant result)

 (Those under "not concerned excluded)




TABLE 10

WUMBER OF  PERCENTACE NUMBER OF  PERCENTAGE

PA‘I‘IBHTS , ‘ \ CON‘I’ROISQ
10 16495 9 15.0
48 81436 50 8343
59 100,00 60 10040

za was not calculated because most of the patients
bad no bussinesses and for those with bussinesses
(who were 11 for patienis and 10 for controls) only

one in each case had a problems
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TABLE 11

iS ENCOUNTERED DURING EDUCATIONAL PERIOD
60 PEPTIC ULCER PATTENTS AND 60 CONTROLS

NUMBER OF PERCENTAGE NUMBER OF PERCENTAGE -

PATIENTS CONTROLS
6 10 1 1,67
39 65 24 40
gion : G
adult 15 25 35 58433
60 100 60 100
2

1o for x~ calculatione.

NUMBER OF PATIENTS WUMBER OF CONTROLS

6 =
39 ' 24
45 25

“Those mth no eduag.j;ion are not included
" in the calculation of xe
2 = 1,10 Buloli- = &

0425¢D<0s500 (ot significant)




TABLE 12

n ONEYS PARENT BEFORE 16 YEARS OF ANY OF
ENTS AND 60 CONTROLSe

S’ NUIMBER OF PERGENTAGE NUIBER OF PERCENTAGE
PATIENTS CONTROLS ;
10 15425 3 5¢17
49 8447 . . 94483
59 100 58 100

: = 1 BQObEQ =1
i< D005 (Statistically significant result)

TABLE 13
10 SHOW WHETHER THE 60 PATIENTS AND THEIR 59 CONTROLS WERE
{ THE JOB OR TRAINING THEY WERE ASPIRING SINCE CHILDHOOD.

NUMBER OF  PERCENTAGE NUMBER OF  PERCENTAGE

PATTINTS CONTROLS
11 1843 6 1042
B 26 4343 18 3045
sy 38.3 3% 5943
60 100" 59 100

e (those falling under not concerned not included in the
. calculation) = 0,24 PalsFa m 3 04500<p404 750
(Mot statistically significant)




TABLE 14
STATUS OF THE 60 PATIMNTS AND 59 CONTROLS

RITAL . NUMBER OF PERCENTAGE NUKBER OF PERCENTAGE

S PATIENTS CONTROLS
ed ;5 SR 55 3 52453
24 40 e 38.98
ad or : : e
s 3 5 5 8448
60 100 59 100
" = 4488\ DeOeFe = 2

50< Py 04100 (Not statistically significant)

TABLE 15
GNGE OR ABSENCE OF MARITAL PROBLEMS IN THE 33 MARRIED
ETS AND 31 CONTROLS

© PROBLEN  NUMBER OF PERCENTAGE  NUMBER OF PERCENTAGE
i - PATIENTS : CONTROLS i)
- 9399 27 8741
Small 0 \ 0 4 12,9
Big 2 60406 0 0
TOTAL 33 100 31 100
= 087 DeOsFe O,

0+250< P< 04500 (Not statistically significant)e




TABLE 16
T LEAST ONE OF THEIR BEST FRIENDS AT LEAST
WEEK FOR THE 59 PATIENTS AND 60 CONTROLS

’ NUMBER OF PERCENTAGE NUMBER OF PERCENTAGE
PATIENTS CONTROLS
32 54e24 54 90
21 45476 6 10
59 100 60 100
s, = 1 12 = 14113

@m (statistically gignificant)

TABLE 17

[IVE NUMBER OF FRIENDS OF 59 PATIENTS AND 60 CONTROLS

: NUMBER OF PERCENTAGE NUMBER OF PERCENTAGE
E PATIENTS - CONTROLS
Few o7 4576 10 16467
~ Average ; N
. Number 18 30451 14 23.33
- Many 14 23473 36 60
,;‘ TOTAL 59 100 60 100

DoFz=9 X™:=($.03 P< 000l (Stat ohcotly %'?m‘ﬁ’uz«*)*
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TABLE 18

ELIABLE PIOPLE TO TURN TO IN TINES OF DIFFICULT
) PATTENTS AND 60 CONTROLS

UBER OF PERCENTAGE NUMBER OF PARCENTAGE
PATIINTS CONTROLS
45 T6427 37 61,7
13 22'003 23 3843
59 100 60 100
! a $ ' . 2 = s \ -
B £ =5:28 oo <Plse.ors ‘Cfﬁﬁrﬁu‘uﬁ 9‘9"—-%'-»«»\4')
| TABLE 19

 RELIGIOUS ASSOCIATION OF THE 59 PEPTIC ULCER PATINNTS
AND 60 CONTROLS

IGIOUS NUMBER OF PERCENTAGE NUMBER OF PERCENTAGE
1SSOCIATION PATIENTS CONTROLS

27 4848 40 6647

32 5442 20 333
o 59 200 60 100
- De0sTe = 1‘ \ x = 5429

| 0,010% p< 0,025 (Statistically significant result)

i



o

TABLE 20
HABITS OF THE 60 PATIE T8 AND 60 CONTROLS

NO. OF PERCENTAGE NOo OF PERCENTAGE

PATTIENTS CONTROLS
9 15 17 28,3
20 23.3 8 13.3
3 5147 35 5843
60 . 100 60 100

sg erouped for x calculation

NUMBER OF PATIENTS NUMBER OF COWTROLS

and was 29 ‘ 25
Mer drunk \ n - 35
60 ‘ 60
2
! 'BfO.F. = l x & 0054

042502 p< 04500 (Not statistically significant result)
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IABLE 21

[NG HABITS OF THE 60 PATIMITS AND 60 CONTHOLS

PATIENTS

NUUBER OF  PERCENTAGE NUKBER OF
PATLINTS

PERCENTAGE

4 ’ 6e

5 58

7

7 i@g ; 21 35

83

13.3

2343

6344

60 100

100

grouped for x- calculation.

SMOKING NUMBER OF PATLIZNTS

NUMBIR OF CONTROLS

25
35

22
38

60

60

2

DeOsTle e 3 ¥ & 0.3

04075< p< 04900 (Result not statistically significant)
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IABLE 22

BLOOD GROUTS OF THE 60 PATIINTS AND 60 CONTROLS

NUMBER OF
PATLENTS

PERCENTAGE

NUMBER OF
CONTROLS

ERCENTAGE

15 25
6 .
2 33

34 56467

mined 3 . 5

16
:
4

3

26467

11,67

6466
55
0

6 100

100

e_uged for x calculation

Trtey
TS

NUMBER OF PATIHI

NUMBER OF CONTROLS

15
6

2
R 3

POTAL -9y
oo, - 3 2 . L0

© 0.750¢ P< 04900

\\

(the result is not

statistically significant)
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TABLE
AND WEICGHTS (INCLUDING STANDARD DEVIATION)

PEPTIC ULCER PATITNTS AND 60 CONTROLS

and PATIENTS CONTROLS

(ean) ' 163.68 on, 162,44 on.
(Standard deviation) © T4 oma 176 o
(mean 55464 Kge 54410 ke
% (standard deviation) 9405 Kge 11.58 Kes.

) There are no significant differences in mean height or
- mean weight betueen patients and controlss

The mean weight in relation to mean height for both groups
{ﬁaﬁen’ts and controls) was within the "Desirable weights
of Adults according to height and Sramen (12,-‘, a),.

TABLE 24
GCEs WHETHRR URBAN OR RURAL FOR 59 PEPTIC ULGER PATIENTS
AND 58 GONTROLS

NUMBER OF PERCENTAGE NUMBER OF PERCENTAGE

?{‘&TI TS CONTROLS
43 72,88 46 79431
16 \ 2Te12 12 20469
59 : 100,00 58 100,00

=1 x2 = 2¢1  0,100< p< 0250 (Not a statistically

significant result)

»B, (a) The pa‘bients should have resided there at least for six

: months before the onset of the disease and the controls

&b least six months before being interviewed by the authour,




The data is derived directly from guestionaire one

question 59 (appendix 1).

Varigbles showing statistically significant differences

- between the pstients aund the controls.

(1)

(iv)

(v)

Bducations there is association between more
education and higher prevalence of peptic ulcers
Incomes higher income has a less association
with peptic ulcer disease.

Social classs Higher social economic class has
relatively higher chances of developing peptic
uloers

Working extra hours because of too much work

but not because of overtime payment or because

of benefit derived from it becatise it is someconel

personal jobs This was associated with a risk of

higher prevalence of peptic ulcer,

Death of one of the Darents before 16 vearss

Thig is associated with g higher prevalence of

peptic ulcery




Gontact with at lcast one of the best friends at

least once per week: This ic associated with a
‘less prevalence of peptic ulcers

Friends: The more friends one has the less
iikely t0 develop peptic ulcers

(viii) Number of reliable people (confidances) to turn

Zéa in times of difficul $iegt The more of these

one has, the less likely to develop peptic ulcers.

Active relicious associatiocns Active religious

associgtion is related to low prevalence of pepﬁio

ulcery

Vﬁgégbles showing no statistically gif‘

Dbetween prevalence of pepbic ulcer in pgtients and controls

The variables listed below fall under ﬁhis‘caiegory;

(i) otate of having or not having dependantse

(ii) Type of dependants.

(iii)\,Qccnpation.

(iv) Jobs Statisfactigﬁ or no satisfactions

(v) vorking or not working extra hourss This should
not be confused with (iv) in 3.1lels where this

variable shows the reason of working extra hours,
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(Vi) Problems during education,

(vii) thether doing or training for the job aspired
for gince childhoode

CViii) Harital statuse

(ix) Marital problems.

‘(x) Alcohol,

(xi) ©cmoking

ixii) Blood grouping

{xiii) Residences whether urban or rurale

Mpﬁvé study results.
§£§y 58 proven peptic ulcer patients were entered into this
the study for analysise The tables were obtained using a
cééputer; Where the total number of patienis for a certain
le is less than 58 the author either accidentally foré;c*h to
particular guestion or forgot to record ite
The results are given in two sectionss Section one gives
taiIsVofxﬁhe‘remults in Frequency Tables fdrm and section

ives a summary of resultss
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Details of results in Fregucacy table forme

TABLE

m et

' MABLE TO SHOW PATIENTS WHOSE PEPTIC ULCER STARTED OR DIDN®T
| STARTES UTTHIN SIX MONTHS OF CHANGING FROM RURAL T0 URBAN

¢ -
. IN 57 PEPTIC ULCER PATIINTS.

i

NUMBER OF PATIENTS PERCENTAGE

sbed within six months 1 1.75

idndt start within si
| ths star Wi il S1X 56 98.25

AL | 57 100,00

—i@ts whose diseage startég or didn't start within six

months of changing from urban $o rural.

NUMBER OF PATIENTS PERCENTAGE

. Started within six months 0 0

. Didn't start within
: months > 5T 100

oML 57 100
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TABLE 2
iTE STRIESSTUL EVENTWITHIN SIX MOUTHS PRIOR TO THE

P OF PEPTIC ULCER IN 58 PATIENTS

SFUL EVENT NUMBER OF PATIENTS PHERCENTAGE

Yes 20 34448
To - 28 65452

 TOTAL 58 100,00

TABLE
HLLY HISTORY OF A SIMILAR PROBLEI TN 58 PEPTIC ULCER PATIENTS:

[ILY HISTORY . NUMBER OF PATIINTS PERCENTAGE

Yo 40 63§ 97

58 100,00

TABLE 28
PE OF ABDOMINAL PAIN IN 57 PATIENTS

{ITH PLPTIC ULCER

B OF PAIN NUMBER OF TFATIUNTS PERCENTAGE

mingl disconfort ’ 9 15.79
dng type of pain o 35 61440
lpping type of pain T 12,28
atting type of pzlmin o 4 702
' 2 3651

51 100,00
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TABLE 29
ATION OF PAIN IN YPARS IN 56 PATIINTS WITH PEPTIC ULCER

3 = IRJIEB;ZIR OF PATIENTS ERCEINTAGE
3 26 . 46442
8 17 30436
X2 7 12,50
16 1 1.78
20 3 5436
24 1.79
o5, 1 1479

56 100,00

(g) 25+ the patient here had pain of duration of 30 yearse
- (b) Mean duration of pain 6,22 years with standard

' deviation of 545 yearss

{c) Rance of one week to 30 yearse

IABLE 30
JIOCATION OF PAIN IN 58 PEPIIC ULCER PATIINTS

- LOCATION NUMBER OF PATIENTS PERCENTAGE

sastrium - : 569

t hypochondrium : 12,07
: £t hypochondriun 4 640
Umbilical 1o 17«24
ght ilisc fousa 7o 0
% iliac fossa 0 0
Hypogastrium ‘ 1 1.72
fruse 8 5417
hers 0 0
58 100,00




TABLE 31
- RADIATION OF PAIN IN 51 PEPTIC ULCER PATLINTS

[ ATTON NUMBER OF PATLENTS PERCENTAGE

eims% : 10 19,61
, whole abdomen 14 ' 27e45

back 5 9480
; radiate sabd 27445
8 , 15469

51 100,00

TABLE 32
RIODICITY OF sSYMPTOMS IN 57 PEPTIC ULC

ER PATIINTS

IODICITY NUMBER OF PATIENTS PERCENTAGE

nt 56 98, 25
; ‘ i 1§75
57 | 100,00

TABLE 33

MODE OF ONSET OF PEPTIC ULCER DISEASE IN

HODE OF ONSET ~ NUMBER OF PATIENTS PERCENTAGE

adual 2w 51 89448
Budden 3 § 6 lOQ 52

0 0

b § 10000




JIABLE 34
; OF HEARTBURN IN 56 ULCER PATTENTS

WNCE NUMBER OF PATIENTS PERCENTAGE
Yes ' 46 82414
No 10 17,86
omL 56 100,00
TABLE 35

p_OF HUNGER ON THE PAIN IN 56 PEPTIC ULCER PATIH]

. EFFECT NUMBER OF PATIENTS PERCENTAGE
no effect 10  17.86
eves it 1 1,78

56 100,00
TABLE }6

. EFFECT OF FOOD ON THE PAIN IN

- EFFECT NUMBER OF PATIENTS

-

PERCENTAGE

e with full stomach 0 o
se with half full stomach o Y

se with any amount of food 21 36,20

- Food has no effect 10 1724
" Relieved by half full stomach o 0
 Relieved by full stomach 0 0

_‘.v ‘Relieved with any amount of food 30455
" Relieved by half full stomach ‘

- but made worse by full stomach. 25 43410

TOTAL 58 100,00




MITING NUMBER OF PATIENTS PERCENTAGE

ory of vomiting 22 37493
es pain 26 44483
ates pain ; 5017
relationship to :

| 134507
58 100,00
TABLE 38
TEMESIS IN 58 PEPTIC ULCER PATIENTS
EMATEMESIS NUMBER OF PATIENTS PERCENTAGE
28 484528
30 51,72
58 100,00
_ W PEPTIC ULCER ?é’i‘Im‘I‘S
NUMBER OF PATIENTS PERCENTAGE
17 ‘ 29,31
a ?0;69

58 100400




NUMBER OF PATIENTS PERCENTAGE
29 50
29 50
58 100
MINAL TENDERNESS NUMBER OF PATIINTS PERCENTAGE
stric 26 44-83
2 36,21
hypochondrium 3 517
hypoohondrmum 2 3645
ical 3 5617 i
2 3e45
: 1 1,72
58 100,00
. ZABLE 42
ODE OF DIAGNOSIS OF 58 PEPTIC ULCER PATIINTS
MEANS NUMBER OF PATIINTS PERCENTAGE
um meal 28 48428
scopy 28 48428
‘Both Endoscopy and -
‘barium meal 2 3.44
58 100,00
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TABLE 43
ULCER IN 58 PEPTIC ULCER PATIINTS

* ULCER NUMBER OF PATLINTS PERCENTAGE
. cap 45 81,82
al loop 3 5¢45
4 Te27
enal and cap 2 3464
combination of 3
above 1 1,82
55 100,00
' TABLE 44
FOLLOY UPS

: ﬁm of the 58 patients = 43, 37 and 28 turned up for lst,
. 2nd and 3rd follow ups respectivelye

Subjective feelinge on three follow ups of the peptic ulcer patients

JECTIVE  FIRST FOLLOW UP SECOND FOLLOW UP  THIRD FOLLOW UP
N0o OF 9, NOo OF % NOes OF %
1 PATIENTS ' PATTINTS PATIINTS

“'ﬂ erse 2 4465 1 2.79 0 0
bz, 5 T 11,63 3 8411 2 Te14
e relief 15 34,88 9 24433 5 17.86

Definite :
21 48,84 24 64.86 21 75400

0 0 0 . B 0 0
43 100,00 37 100,00 o8 100,00
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TABLE

T AHLJ.:

DISTRIBUTION OF PATIENTS WITH PEPTIC ULCER

GE (YzARS) NUMBER OF PATIENTS PERCENTACE

3 517

- 20

= 30 23 : 39.66

- 20 15 25,86

= 50 8 13.79

- €0 7 12,07
2 345
58 100,00

he mean age is 39475 years with a standard deviation of
3e and a range of 15 to T2 years.

Peak incidence is in the age group 21 = 40 years (62¢52%)




. There wasn't any migration from rural to urban or
vice~verss within g period of six months prior to the
onset of disease except in only one patients who moved

from rural to urban.

&

Definite stressful event within six months prior %o
the onset of the diseasee

65¢52% of the patients had definite stressful event
while 1475% hadn't,
mily history:

‘There was a family history of a similar problem in

© 31% and no history in 69%
Type of paine :
The commonest type of pain was burning constituting 6144%
followed by abdominal discomfort 15.79% and lastly
gripping 12,287 and the rest constituted the remaining
percentages

Duration of the pain

The mean duration was 6422 years with a standard deviation

of 545 years and a range of one week to 30 yearss
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- Location of pain
Host of the pain was felt in the epigastrium (56.9%)
followed 'by umbilical 17425%, R hypochondrium 12,07%
and the rest the remaining percentages
Most of the pain ra&iated to the whole gbdomen (27%)
and an equal amount didn't radiate at all (27%) |
followed by radiation to the chest 20% and the
rest forming the remaining percentages
peﬁoaiéﬁgs }
Heaﬁy all had periodicity except only about 27,
Mode of ongets
89% of the patients had gradual mode of onset and
11% had sudden onset,
History of heart burns
82% had history of heart burn and 18% didn't have.

JLffect of hungg; on pain.

_In most of the pa’bients hunger worsened the pain

(80%), in 187 it had no effect, and relieved it

in2%.\ ’




4 In most of 'thé patients a big meal worsened the
pain but a mocierate émount of food relieved it,
az;d('&his happened in 43%, in 36% the pain was
mkade worse by any a::hount of food, food had no
effect in 17% and in 4% any amount of food
relieved the paine
Vomiting
Vo:%ziﬁng relieved pain in most ofvthe pat:':ents”

: 44.83%; didn't occur at all in 37493%, had no
rela‘bions%lipk with pain in 12;07% and aggravated
pain in 5,17%. ‘

Higtory of haemgtemesis

48% had history of haematemesis and 52% didn't haves

Higtory of ulcerasenic druss at least within Bix

nonthg before not les

h. t' * Weeke

\29% hadva positive history while 7% had a 'negativ‘e
historyawbiles

Hig of m Nas

50%thad positive history and 50% Anegative historys




' Most of the patients had epigastric abdominal tenderness
(45%) no tenderness in 36% and the rest forming the

' Mode of diaenosis,

45%YW&S méﬁe by proximal endoscopy; 48% by barium meal
and 4% by boths These findings happened just by chances
Type of the ulcer, ‘ ‘
ﬁasﬁ of the ulcers were duodenal and mostly of tﬁe
ca.ptf‘orming 82%s Gastric ulcer formed 7% It should

be noted that cap deformities were classified as
duoden:ai f:.lper.. The duodenal to gastric ulcer ratio
was 12475614

Follow ups

Out of 58 patients analysed 43 turned up for first

follow up and 84% of these had some relief to
,defj.;gi‘\te reliefs Thirty seven turned up for 2nd
follow up and 28 for 3rd follow up and the percentage

of some relief to definite relief were 89% and 937

respectively.




of ‘kha 58 peptic ulcer patients, 42 were males forming a

ratio of 112,625 (1.3)s

The registér for proximal en&oscopies was analysed. i‘heQe

I were 359 pramal endoscopies done between January and

December 1982. 205 indications (55¢56%) were due to

clinical pep’sic ulger ‘or epigas‘crié pa,w. ?sptig gléers :

_ 2 were T3 forming 19.78% of all lesions, of these 6§’were
duodenal uleer (bulb aefarmigy included here) (17.07%)

and 10 were gastric ulcer (2:71%) ‘ﬁzefefora the ratio

of duodenal ulcer to gastric ulcer was 6.3!l.

&e January December 1982 register for barium meals showed

t 556 bariun examinations were done, the indications for these

net giveni There were 97 pepticvm.cers‘z forming 17;;45%;

se 84 wereméuefienal ulcers forming 15,11% and 13 gaétric

3 forming 24 34% : whe;ratio for duodenal ulcér: gastric

r was therefore 644631,




EARLIY

are high and low incidence peptic ulcer areas in Africa
gh incidence areas include the West Coast, the Nile Congo.
vﬂwthem Tanzania and in Ethiopia. Within these high

» areas ‘Ehex*e are pockets of low incidence; for example

rn Nigeriae Low incidence areas include Uganday Zaire,

nd ﬁélawi (5, 45).: In other parts of the world also there
% evidence to show many geographioai variastions, For

in Britain the disease is less frequent in Southern

than in Scotlands In India the disease is more common
aéufh #hai& in ‘the north and affects young people and

tly men (5).. ‘I‘herefo‘re certain factors must be at

these arease s

: mber of factors heve been associated with peptic ulcers
has been amsocia{:ed with peptic ulcera'tion,'the relations
ng stronger for gé,s’cric than duodenal ulcers Abstinance from
has been found.out as one of$ the factors associated with
v‘iiﬁailing (84 9, 13, 20y 39y 43)e It is unclear haw smoking
;@’ﬁkﬂfkeé %o the cenesis of peptic ulceration, Smoking may
acid nea’cfaiization by pancreatic bicarbonate secretion,

)
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jiﬁum%ﬁbre adversely influence the healing of peptic ulcer,
(24) found no relationship between smoking and peptic
19% of'thoserwith peptic ulcer smoked)s In the present
é% patiehts were smoking when they were;firgt séen and
to smoke but hgd stoppedqmaking a t?ta% of 41, ou A
ding figure for-the’controls was 36;6%; There was no
ally sighificeht difference between the patients and the
Bherefore in ;his case smoking can be dismissed as a
1 %gbit that is important in the aetiology of péptic ulcer
e 21)s But this study cannot discount the fact that
;f-a&vérsely prolohgs healing by impairing neutrslization of
pancercatic stimulation, All the patients gftér being seen
g this study were told to abstain from smokings i
ber of studies have pointed %o a high frequency of peptic
pong alcoholics (23'-, 26, 35)e Uhile alcohol could act
fon the gut to cause ulceration, the effect could as well
gcte Alcohol addiction is itself commonly accompanied by
digorderﬁ;héx could provide a peychogenic stimulus to
ulcerations Tor exemple Hagnell and Wretmark 1957 (26)
'Qﬂ;t in their investigations peptic ulcer preceded alcoholism

3
ften as it follows it, Other authors have discounted this as

ogical factor (5, 8, 31)e Grech 1965 (24) also dismisses
=

as a cause of peptic ulcer, Therefore the facts concerning




e still contradictory,

present study 3843% of peptic ulcer patients were either

drinkers 9rk§ad begn drinkers end a corresponding figure

trols was 41.6% (2843% arinker and 134 3% had been drinkers);’

,arence was not statistically significant (see table 20).

this dismisses the pbssibility of alcohol arink;ng at

*fiaém as one of the possible aetiological factors, This

?mpomea by the other findings in literature which are
CLOTYe

i;s studies have incriminated certain factors that point

tﬁ&&reditry as a causal factor, Lewis and Aderoju 1978

t 207 recorded a history of ulcer in one or the other of

ytaw{3l); In t@e present study there was a family

dn 319 (table 27)s Also the frequency of finding

n phenotype A secretion in urine is increased in patients

nal ulcer (S)a An association hag been reported between

| duodenal ulcer (18), duodenal ulcer is more among moNozZygons

dizygong\(ﬁ; 25)? and lastly there ic a familial aggra=

peptic ulcer being ?hr@e timé%’common in first degree

than ccntrols\(ZB)v Blood group © h@s also been associm

| peptic ulcer (5, 24, 25, 35, 43, 48)s Most of these

ere just descriptives For example Ojiambo (35) at Kenyata
. vy




’ﬁﬁayﬁa}i Nairobi, Kenya found that 6647% of his patients
0 and Grech at Muhimbili Hospital, Dar es Salaam (24)
‘t 66% of his patients were group O and concluded that

0 aouid- be & factor in favour of developing peptic
n the pweaex}t gtudy the distribution for the b;oéd groups
sllowss 56.67% for 0, 25% for A, 10% for B, 34336 for AB
&a‘e$m§nea; Therefore blood group O had the highest
Ble 22)e Gohler (1973) (21) in a study in Bethsda Hospital
found thev following distributions 44% for O , 28% for B,
A and 5% for AB, Again blood group O had the highest number,
a8 %o make conclusions from these tables without looking at
one would also incriminate blood group O as being an
cal factor in peptic ulceration. Gohler's control group
e following distribution (the patients distribution is
‘brackets)s- Group O — 45.5% (44%), 20.8% (28%) for 3,
) for A and 6% (5%6) for AB. Therefore one can see that
no statistical significant differences In this study
e 22) the following &ia‘bribut/:;tl.on were found for the
 (the patients distribution is put in brackets) 557%
f§r group 0, 2646T%(25%) for group A, 11.67% (10%) for
‘ 5;6% (33%) for 4B and 0% (5%) not d‘etaijmined, The results
gtatistically significant, p 0:750 (the 3 patients forming
blood group were not known were not included in the calculation

O -
40
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 studies are againgt most of previous studies,

been dones Therefore there is no significant

n between blood group 0 and peptic ulceration,

| m%ing in various forms has been incriminatgzd as a
factor in the causation of peptic wlcer (33)s The

ip Mw:aen the psyche and upper gastro~intestinal tract
own (5, Ty 225 35, 37, 38, 46)e Stress leads to chronic
: ‘wta*;e- and this predisposes to ulcer formation bj dimue
the vagal pathway. Patients have been found to have

: @umng summary dismissal or compulsory retirement

of the civil service. This was reminiscent of the

3 gant increase in admissions in London for perforated ulcer
e air attacks in 1940 - 41 (31)e Stress itself cannot

v certain peoﬁle subjected to the same stress mﬁld
Pferentlys= others reacting to it and others note

chronic anxiety is as likely to hzve an internal source
ality asv_fm' external source. Personality can be conceived
disposing fza!gtor and anxiety/ane to external source as a
ting one (3)e Personality is compounded of a web of

3d qualities and experience, The particular experience

by_;* different cultures and by individual families is thus a

able in the structure of personalities and disofders to they
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predisposed (3)s Some authors have demonstrated in rats

cer increases when a stress is faced by an animgl itself

Jo  Berkman and syme (1979) (7) looking at four sources
relationships (marriage,; contact with close friends/
es,'ehufch membership and formal/informal groups assaciations)
d that each of this was found to predict mortality independentlye
“present study the following sources of social contact were

f?*ﬂ have a statistically significant association with peptic

ianz The more of each of these the less prevalence of peptic
*y and these are contact with at least one of their best friends
%t once per week, number of friends, number of reliagble people
urn to in times of difficulties and active‘religions associgtions
\_16, 17; 18, 19). This is in agreement with the study,of

and Syme (1979) (7)e This is because the more social contacts
“tke more gources of advice during times of sﬁrése and thus
?%$xiety. Marital status did not have any statistical significant
erence between patients and controlse

ress was also a major factor in the aetiology of ulcer patients
of patients in a study done éx Ibadan Nigeriae Usually some
ligable stress factor (financial, domestic or at work) was

) .fn Fifty perceht of the patients also admitted being prone

y and anxiety, Other recognized stresses were overwork and

(




§hieh were found to be.conaitions which predisposed to
jons of symptoms (31). ‘In the present study a number of
Pactors were investigateds These in addition to those
above were wbrkihg or not working extra hours and their
; haﬁihg or not having dapendants, type of dependants
ldren, parents, relatives etc.), job satisfaction or no
v*ioai whether one was doing or training for the job he
been aspiriﬁg for since childhood, problems during education,
f%@f‘ene of the parents before 16 years and marital problems.
bt the above stressful factors only warking extra~hours because
much work that could not be finished during normel working
;?{éotlbeing ones personal job or for which no overtime payment
ai ahle)‘aﬁd'aeath'af one of the parents before gixteen years
ociated with a statistically significant higher prevalence

ic ulcers (tables 8, 9, 3, 5, 7, 9 and 15). The above

trate that definately stressful factors have got an associstion
v”k%wevalence ofkpeptic ulcers Also in the descriptive study

of the patients had definite stressful event six months prior
onset of disease (table 26)

ation, occupation and income have some correlation, The
eéacated a persoh is, the more likely to have an occupation

responsibilitye. This will inevitably go with a higher income

%
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, higher socio-economic classe This is not always the

s there are many people with higher incomes who have
%o schools It is no wonder therefore that in this
education and higher socio-economic class were found
statistically significant asseéiation with higher preva~
ﬁmé&nalb ulcer while higher income was found to have
M&y signif@cant association with low prevalence of peptic
o 1, 2, and 3)s This could be explained by the fact that
%&é&tion and higher social economic clags are associgted
gher responsibility and thus more stress. Taking the
o Tlw S wpth Low jumcimme A€ ot akie 4o Cope with cusrenf
expensive standard of living while their counterparts with
"&awm:a are better able to cope with this and thus have less
These findings are identical to those pertaining to America
ope when peptic ulcer first appeared (3, 43)s The wave of
ulcer first appeared in young men of higher soéial classes
11 racessién al=so has appeared among them first., Also statistics
itain show that in the cohorts born before about 1870 the upper
lasses had the highest rates and latter the lower classes were
bed (43, 44)s  In another case control study in Liberia, Stshel,
Heitz 1981 (40) found that peptic ulcer patients belonged to
_ ,&igh gocial economic classe The findings of other studies have
' ‘differing, high preValenoe being found in the low social classes

id in other all sociai economic classes being affected (3, 24, 31, 48),

7=




(24) at Muhimbili Dar es Salaam found that no social class

ode These difference between this study and that of Grech
fmlaine& by the différgnees in the golitical and social

s 1ife of that particular time and nows This could also explain
roaa‘r‘foun& by various authors above and also the change that
eewr:mg in Britain as stated abeve (43)s

pe of aceupatlon &1& not a:.ffer significantly betm&z peptic
: tisnts and controls (table 5)s The explanation for this

be that it is difficult %o know how much of stress is one |

ing hyknowing if he is for example an employee, bassm;sman
ndents An employee can vary from a prmclpal secretary %o a
sweeper, gimilarly a studem; can vary from a son of a Emlster
sﬁrphan staying with a step mother wheres a bussinessman could

' k"cme doing peﬁy bussiness to an owner of manufactaring

tic ulcer ih B:rrba.m ié oxi the decline and ‘cannot be regarded
as a disease of civilizationgvia the sense that it is caused
by the strains common to vindus:l;/rial societiese These strains
‘expec’ced to increase or at least to continue as the society
h) grows more ébmplex‘, and as a greater proportion of the

ion is caught up in the urban modes of life. They cannot accognt

oth the rise and the fall in the peptic ulcer syndrome among mene
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the incidence of peptic ulcer is on the decline in

and Western Hurope in genersl, The decline in peptic

7: not rule out the hypothesis that it is a disease of
yfhase of urﬁanizationd In the most recent times, that
phase éf urbanization in Western or industrialized

8 specific urban straing may have been outweighed b&
isequences of industrializations For instance in Britain
;a@ty has been abolished and social secllrity strengthened,
| taking Britain as an exanple, Britain is one of the most

d societies in the world and large section of recent
”a%,t;ﬁ may have learned to adapt to the &e&ands of such as
1y, so thgt these are less stressful aﬁd *more revarding

ore (36),

India it was noted that in large cities the characteristic
enal ulcer closely resemble those of the Western countries

i a certain number of duodenal ulcer pafients would be seen
g even when they were situated in parts of India where the
ence in the }*ural population was lows The same phenomenon

%o be occuring in and aroundﬁgirobi, Nombasa, Harsre, Durban
,hagnesburg. This seems a recent change (46)s In the present
72983% Werg residing in urb@ areas and had resided tl}ere for

£ months before the onset of the disease, and the rest 27.12% were
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in rural areas, looking at those figures one would be

-gia gay that residing in urban areas is associated with
aslence of peptic ulcere _But looking at the controls
:}%apending figures were T9¢31% and 20469% There was no

ally signifieant:differenoe between the peptic ulcer
f?~aﬁd the controlss Therefore the lesson one learns from
,;;nat 4o make firm conclusion from dfscriptive studies and
nigation ig net important as an aetiological factor for
'igleers In the case of Tanzanians, as a personal view the
Aixeels that both the urban and the rural people are undergoing
Iih gocial, political and economical changes as their counter=
in foun. The fact that there are more patients snd controls
urban aregs is because Huhimbili Medical Centre is situated
e city of Dar es Salaam (table 24)s Also there wasn't any
"{ssn from rural to urban or vice-versa within z period of gix
‘;e&zgpt in only one patient who moved from rurgl to urban

ol 25)s — -

s, and Aderoju (1978) (31) f&ﬁnd that majority of his patients
f the average weight or thin and there was a small group 5%
obese. Cohler (1973) (21) described hisyﬁatients as those
- #nst weight and thus complained of physical and sexual

B5ss 1IN duoﬁenéi*ulcer usually there is no weight loss often

atient become plumpy (part}y because of ingestion of milk to
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pain) but in gastric ulcer by the time a doctor ie consulted
1y aasurgean there has been some loss of weight (4)e In the
ﬁu&? mogt of the ulcers were duodenal and the mean weigﬁ‘c

ion to mean height was within thg de”s;.re;ble weight for adults

| to height and frame (table 23)

and sex are biologically determined, but they also simply

a social and cultural configuration with their related stresses

~ Tor example in United Kingdom 'bl;e malesfemale ratio has been
while in black popula.tign south of Sahara in the high incidence
it is 93l (rarige of 2,131 %o 30:0), Therefore the changing age
X pattern in HDurope might reflect upheavals which have had uneven
and age related impact on generationss “I'h.us the iming of the

‘ %,rld war, ahd the unemployment of the 1930%s roughly fit fluctue
for the male groups likely to be affected; the cohorts with the
fxpgptio ulcer rates were also the chief viatimé‘of the First
Ware The immediate effect of war are evident in the rise of
ation and aeaths from peptic ulcer which followed air rasids

trains of wars Perhagps in chronic condition such as peptic ulcer

 events might precipitate prolonged effects (3)e The peak age
ence in the Unifcea Kingdom now is 45 to 55 years and in West

ica 34 years (46), Other studies in Africa (four of which were at
imbili Hospital, B?,r es vSalaamv) amél one in India have shown a peak
ge incidence of 20 = 40 years (6, 14, 24y 31, 34, 35, 48)s In the
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fudy the peak incidence was 21 = 40 years with a mean age
;war's and a range of 15 e T2 yearse The mean age group
» less similar to those obtained from elsewhere in Africaj

ent from those obtained from Hurope. Two explanations that

e fered which will also apply to sex ratio differences is that
' is already &évdo‘ped and the other areas quoted above are

; countries, ‘ Therefore the developing countries are going
a ‘périod similar to that which the developed countries were
%ﬁréugh when their figures were similar to these of the deve-
tﬁe#; _Another point is the age structure and population
_a*-&- in genefal.‘ For example ‘in" all the developing countries
K rity of people are young peoples Here it should be noted

40 accurately compare these figures betwecen a country and

try or a town and a town the age and sex d.:‘istribution nugt

has been said above also apply to malesfemale ratios

s

nd an average of 93l malesfemale ratio with a range of 2,13l

1975 in an article reviewing peptic ulcer South of Sahara

3030 (46)s Lewis and Aderoju 1978 at Ibadan (31) found a
f:,- of 2,131, Gohler at Togo 1973 (21) found a ratio of 2731,
her studies at Muhimbili Hospital Dar es Salaam gave a range

lesfemale ratio of 103l to 448:ls In the present study a




af 3:1 (to the nearest whole number) was found which compared

es cited above by showing a higher incidence/prevalence

i studies show presponderance of duodenal over gastric ulcers,

s review article (Progress Report) of Peptic ulcer ’Soatﬁ of

Tovey (1975) (46) in the United Kingdom in 1950, the ratio

een 33l to 4:1 Duodenal ulcersGastric ulcer and has fallen

:,Ayresant figure of between 2:1 to 3t1 and the range for Africa
of Sahora is 4s1 to 156:ls At luhinbili Der es Salaam,

Kbaga, Tiwakyusa al:ui E&wanukuzi"/iwg (15) found a ratio

. by rédiolog,y and 44511 ’by endosconye Also in another study

- they found a ratio of 4+5:l. Nhonoli 1969 (34) had a ratio

;'. . and CGrech 1965 (24) a ratio of 133l. In the present study

) obtained from reviewing the registers for proximal

scopies and barium meals between January to December, 1982

ratios of Ge3:l and 6,463l mspectively,.‘ The ratio obtained

57 patients of this present study was 12,75:1. Corachan 1976 ‘

za (10) fa’t;;d('a ratio of 6:l. “Therefore in conclusion the ratios

ve been found at Muhimbili Dar es Salasm vary from 4e5 to 1

: “bo‘th reported by Dolmans, Mbaga and Mwakyusa and all these

W that Duodenal wloer ic the presponderance of the twos

L
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3 and Adoroju 1978 (31) in their study for the cause of

ulcer at Ibadan found that about 60% of their patients

rin or asprin containing tablets for fever, headache or
-aﬂd pains, Ustally two tablets were takea. In this gtudy
lf;ji% had a similar history for peptic ulcer, Therefore the
e

usion hgre ig not clear cuts Other studies have pointed out
iation between asprin and gastric ulcer (5; 11, 17, 35).
Eilra.asprin as an actiological factor for peptic ulcer needs

‘ investigation,

;;%u»li at Euhiﬁbili Dar es Salaam 1965 (34) found that &7
%i'@ﬂtients complained of epigastric pain and 15% pain in the
"ihgyochondrium and the remaining percentage pain was in other
8 Cohler at Agou Togo found that most of hi§ patients felt

: 'Q;he epigastrium and right hypochondrium but did not give
kvwwartage" In the present study 56.9% felt pain in the
jum, 17.25% in the right hypochondriumm and 12.07% was
fieal , the rgmainipg percentage being digtributed o other
orea s (table Y Bt hisd Darcing tipe o pain, 15.79% just
.?};ﬁfort and the remaining other types‘of pai; (table 23),
on of the pain waes inconclusive (table 31), The mean
of this pain was 6422 years and a range of one week

ﬁ; years (taﬁle 29)e Goh%er in Togo 1973 (21) found an

jage duration of 6 « 8 years and a range of one year to 25.years.




969 (34) found a range of 3 months to 25 years. The
ﬁ%&ﬂ& in the p;esent study more or less compare with those
other studics, Nhonoli 1969 (34) found pericdicity in
€?§~%ﬁ this study periodicity was present in 98% (table 32)
b symptoms investigated and their findings in this study
llowing, lNost patients had gradual mode of onset(89%),
ad history of hea?fburn and in SO%thnger worsened the pain
33, 34 and 35)s In 43% the pain was relieved by half Pll
and made worse by full stamach; 3% relieved by any amount
making a total of 46% where food reiie?ed the pains In 17%
. no effecf on pain and 36% food,hadehthe pain worse, Thus
‘moderste amount of food either relieved pgin or had no effect
v and in 367 it made pain worse (table 36)s History of
emesis was inconclusive (48% had a positive hisﬁory and 52%
@ negative history) (table 38)e A similar thing applied to
of malaena (table 40)e 44483% vomiting relieved pain,
éidrnat have any history of vomiting, 1g;o7ivomiting had no
ship with food and 5197 vomiting aggravated paine In
kun in 957 either the patients has no vomiting, or vomiting
pain or theré is no relationship with pain and only in 5%
iiiag worsens the pain (table 37}; In simple terms abdcminal

fess could be distributed as followss 45% epigastric,




on the abdomen to diffuse distribution but mostly

ndrium and umbilical, and 35% no tenderness (table

" 1969 E34) found nausea vomiting or both in 35%:,‘
»zﬁaﬁérf.thm what was found in the present study which
A.‘§44;83%.+ 5;_17% + 12;07% in table 37)s This could

i*%he fact that Nhonoli's study (34) was a r,e;tr*ospec'bive'
could hae missed patients with vomiting, Heartburn
a%aﬁesis we‘rev each complained of 10% in Nhonolits study
Again these figure;:;ower than those found in thé present
ssibly for the same reasons, Nhonmoli 1969 (34) found a
fzgure for ep;f.gastiic tenderness (79%) compared %o 45%
present study; Gohler (1973) at agou Togo (21) clinically
ew signs, There was often (he did not give a figure) a small
»gileocali‘zed tenderness in the epigastrium and right hypocho-

‘ Frequently (no figure given) there was skin Lbscarifiea‘kian
% native treatment aramd the region of tenderness. His

nts complai{l?d ycf severe epigastiric pain and right hypochondral
BB o woisias Losmparison of weight in Gollers stuly and

e present study has alr*‘ea‘:éy been digcugsed above),:, physical
sextial weakness because of eating less due to pain, There

*% relief of pain by food (Gohlers study and this study differ

N
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this study at least 46% moderate amount of food relieved
f‘ could be a rea@n why no weight loss was found in this
Other gymptoms included sense of f‘ullneés, nausea, vomiting
%i}satian; Gohler concludes that the %ypical complé.inﬁs
with general appearance of the patients and the absence
conditions in these regions of the wor;:d such as cholecy~

' ahaleliathiasig made the diagnosis easy with a high degree

‘mt of peptic ulcer is either surgical or me&ical or both,
treatment is indicated when medical treatment has faileds
'krea‘?ment of paptic ulcer is the subjeﬁ of intensive

mw. I‘iz-.-receptor antagonists such as‘ Cimetidine is commonly
gmsenm This study does not intend to go into details about

f is known about medical treatment of peptic ulcer because is too

is one area where more research is to be recémended.

2 of noneavailability of éther drugs patients who attended
tro~enterology clinic were treated with anti~acid (here
lesium trisilicate was used), anﬁéusposme&ic sedative combination
Ladona with phenobarbitone) one tablet of each PRI (when they
ﬁain)* advised to stop alcohol smoking and to take milk and
aent moderate amou;ﬂ of nom~irritant foodss Rest was advised

2 the acute phases IFollow up was made at three weeks interval,

(O
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. s out of 58 patients (74%) turned up for first follow
of these had some relief to definite relief subjecti-
the third follow up 28 turned up (48%) and of these
é&me relief to definite relief., It is not known whaf

| %o those who didn%t turn up for follow up, it could

e
fi=

{ :

at their symptoms imgproved, especinlly for those who did
up during the first follow upj since there is no reason
wbuld not turn up to give the doctor at least éne chonce

lewing the effect of his treatments
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NCLUSIONS AND RECOMNEN

TION

engl ulcer is the commonest of the two peptic ulcers

nal and gastmc). Males are affected three times more than
Y

4 The mean age was approximately 36 yearss

' Most of the patients had burning abdominal psin and abdominal
:‘t ;nas‘b};y in the : epigastrium, rightb hypochorzdrimn or
ical with inconciusivz*e radiation and a mean duration of
years punctuated by symptom free periods. In 64% moderate
1t of food either relieved pain or had no effect on the pain,
% of the patients there was either no vomiting or vomiting
red the pain or vomiting had no relationship with pain and
iﬁaly 5% Vomiting worsened the paine In 807, hunger worsened
pain and 82% had history of heartburn, History of malaena

L or haematemesis was found in only half of the patients. The

t of the disease wg graduai; Abdominal tenderness was

5% epigastric, 36% no derness and the rest forming the remaining
1 e &
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Patients were treated with antispasmodic scdative

tion, antimacid when they felt pain, they were adviced

_smoking, alcohol, take milk and frequent bland meals

f the ?4%‘who turned up for first follow up 84% had a -

'ktagy subjective response and of the 48% who turned up

e follow upsLQE% had satisfactory subjective response
3rd follow ups

- Bducation, socialeeconomic class, working extra hours

one had too much work (for which no overtime payment
wailable or the job which was not one's jcb which would
TZfﬁha~mnre he worked the more benefit he would get) and

of onets parent before 16 years,:had a positive gorrelation
i‘f;prevalance rate of péptic ul cers Income, contact with ax'

3t one of the best friends at least once per week, number of
,aumber of reliable people to turn to in times of diffim
wlties and active religions association: had a negative

elation preValencerof peptic ulcers, The two above association
:7statiéficéiiy'significant* Contrary to the common belief
ere was no statistical significant association between blood

oup 0, urbanization and peptic ulcers
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. RECOMMENDATTONS

""‘.’fé!'y few hospitals are able to accurately diagnose peptic
WSO t‘i’ia entails having facilities for doing and inten-
ng bwium meals or proximal endoscopye This study has shoun
factory percentage of those who attended clinic and follow
wed satisfactory response to therapye. Therefore these

» itals should estabiish clinics to be known as Dyspepsic Clinics.
es Salasm the peripheral clinics and hospitals ghould have
- 1_\11 patients with dyspepsia should be registered in any one
,o_é‘ The regime oi treatment used in this study should be

".‘ here, Patients should be followed up initially at three

i'", interval, Those who do not improve after three consecutive
illow ups separated ly three weeks should be referred to a
‘“ia.list cenire; This wi}.l enable these patien‘bs to have a
ematic way of follow upe Therefore this will dictate when
_lients should attend for follow up and reduce much of the

e wasted in attending different hospitals/clin;'.cs. Those
;A'h.complica'tiérfs should be referred immediately.

At the gastroenterology elinic those patients with dyspepsia/
7 igastric pain who. aie referred and found to have no lesions
hould be sent back to the Dyspepkic Clinics and those with

ive lesiong retained,

Reasons should be found for those patients not turning up

for follow up- do they get relieved or do they fall into the




Bl

‘mup Qf those who waste man=hours by moving from one hospital
4 .

5¢ ‘2. A further study is indicated to try to mske an index score
each aspect of clinical presentation and psycho-social factors,
weigh‘f; of 'thekscore ?eing equatgd to the above findings, For
ple 86421% (5649%y 12:07% and 1T7¢24%) presented with pain either
igastric or right ﬁypochoudriwn or umbilical will cary more

hiing than fami’ly”history of a relative %»:i.j\;h a similar problem
which formed only 31% Having no fiiends (p<0e00Ll) should carry
weighiking than having no active religions association
0<p<0s025)e With the above a score can be determined which
 ¢ be used in peripheral hospitals for making diagnosis of

| "‘ic ulcers

’2,3, This study just touched: on the management of definitely

en peptic ulcer (by endoscopy or barium meals)s This area

n ds a further seperate study., Wouldn't the use of newer drugs
h as cimétic{i;e“ despite its expensiveness prove more cheaper
making patients with active duodenal ulcer return to active
ik sarlier and serve more money than the conventional drugs

that are being used? To convince the government to buy these

expensive drugs a study is indicateds
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PART VIs _ APPENDICES

7

¢ ULCERATTON AT MUHTMBILT, DAR ES SALAAM

@

Name ssecssersresaes StUdy Rege Noe ssssessnsecs
Regs (Hbspi%él):ﬂb- ttQu&thQiii#!Ottuo%oicvgig;

Inpatient’ Gutpa'kiem:z

; e

% Sexs E.alel' k‘Femgle"

é%, Date iﬁittt%&hbhillt!aOnbiootdnoﬁivol-!&ﬂéﬁ!i@;!
oal istor e
%3 ,}@resez;’fh complainte and their duration siesnssrne
\Aﬁy rela?iVe with a similar problemSS’YéSiiﬁgg

SPeCILy sseveisivecsnnssnsnsnsvssosssosdnnsibsnse

‘RadlaflOH of paln coa.-;Gacspuos&cn:vclgé&tb‘a‘ﬂ
ﬁggraxratmg and alleviahng factars an&

specifically Or BUrger sensvesssnaosobsibnshnshe

_ssessse

;ﬁg& in Years ottQ.equq!QQ:OQQ!*!GQOOQQ@!?Q"'Q'

_sssssese

type of pain BPE 8420000080000 00eBe0eschttbeseee

LacatiOﬁméf“P&iﬁ iﬁqdoithiu}J;-QQ-iub.ﬁ.i;ii‘pg

.........




- 86 =

'\ a Periodicity: Yes~ No

: Sf‘ﬁede Of 0Nset ssecossscesntsssesasscsvosssneas

i 9¢ Heartburni Yost MNoZ

104 Wauseas Yesl No2

lrz';) “ »
. 11, Vomitings Yes® MNo2

-;Zg&i Bffect of vomiting ON P2lf sesessessecssssnins
, Bffect of food in relation to pain (details)
G000 60000 PIVEOVIVVEOPI0DEOERIDIIRLBERY

144 Haematemesis Yosw  Wo°

~ 15, Constipation Yes'  To?

Xé; Helaenas Yesl No?

3?3 Backache: Yesl No2

}3; (a) Drug ingestion that might cause ulceration

j?; (at least 6/12 before abdominal pain or
other symptoms and at least not less than
two tabs/week) Yesw  To°

(v) Specif& fae Of ATUZ seveseaseasssassssnse

(c) Reason for taking them sesesssevessocsnnns

(&) DUratiol sesssssecsnnsoesnsssssanssssassns

ssvs ey

soseee

seeEs @

seesee

 #9e0e0

. %ev8s &




to PEYehomco 04 51 fTactorg 4

m jg attacheg at
end of ;. QUestionairg)

Mahi kuhudhuria shule (Hgye oU attengeq any
| i&&acl) Yes? o2 :

B WAL iy, gani
Eliny Ja Waty Wazima ('Adult
Rsiagi (Primary school)?

(Kidase

cha lne o ¢ lever)3
Kikyy (a 1eve1/vniversity)4

Sekondang
Kidato o, Sita/Che
v Hahugipy (Doesnty

-’; Je ulikma unzsifurahia elim
: (Did Jou eﬂJOJ’ Jour second.;:ery school
Ndiyo (Yeaas)'1

educatibh)
No ( Hapaha) &

Hahugilcs (not concemed)3

e

........
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e ulikuwa unaifurahia elimu yako ya Chuo Kikuu

(Did you enjoy your University educotion) Ndiyo (Yes)}' """"
) Hapana (No)z, ‘Hahusiki (not concerne&)3 R
t Ni kazi gani zinazokuletea pato lako kwa sasa

? {What are you doing at present to get yoar income)

- Nimeajiriwg (employee) y Biashara (Bussmess)2 v

By

| ¢ Mkuling (peasant — farmer)3, Mkulina na Nfanyabiashara
(Peasan't and buasmessman)‘;g bmajiz‘fiwa ga mk:ulima
(Bnployee and-peasant)?, Mwajiriwa na Kfanyabiashars

(Expleyee and 'bussinessma,n)é ; Nyixxgme - elezea, siiistel

(others - apecify) UOQ!.’.GQ!Q.QG -ﬁvomttvcitoctoctit

. L & Je kwa sasa mlafanyaﬂcusmeg kazi uliyoktma ukiitamani PiaEe
i‘. * toka utotoni (Are you dobag the job or training for
F the job youtgere aspirifig since your cmldho"d) .
Imiyo (Yes)l Hapana (Na)e Hyingme/()thers spec:.fy ’ . hetnbisy

Je mn eridhika nayo (are you satisfied) Naridhiks

......

(Satlsfled) » Siridhiki (Vot satiafled)g PPESRE

Elezea (mPlam) sesesetecetresnores ucoucctuuacécu




Je kwa ujumla wakati wa elimu ya msingi ungefanys

je ungekuwa katika robo ya kwanza au ya pili au
ya tatu au robo ya nne (Taking your primary school
in general what position did you used to occupy)
1st 257 (25%)%y 2nd 25% (50%)3 3ra 25% (754)°
4th 25% (100“/2)4, Hahusiki (ot cormermad.)5

The same guestion for Secondary school education
Je ulikuwg ha tatizo lolote lililokuws linafanys
elimu ysko ya msingi iwe ngumu? Litaje. (Did you
have any problems which made your primary school
education difficult). Masomo yalikuwa yananiwia
magumu (Academically it was difficult for me to
coope)l-, Shida za kipesa = matumizi (Financial
difficultics)Q, Nilikuwa naugua mara nyingi
(‘Sickness)s, Hahusiki (not conoerned)4, Lingine

eleze¢~(others - specify) P EGIBEBFE POV BENBSOON

: Je unafanya kazi gani ya kitaalamu kwa sasa

(What is your professional job) Mwalimu (Teacher)l
Daktari (Doctor)a, Mhandisi (Engineer)3, Mﬁuuguzi
(Nurse)4 y Mwandishi/Mpiga chapa (Secretary/‘l‘ypist)s
Mfanyabiashara (Bussinessman)s, Nyingine - Elezea

Others = explain seesscsnnesensssesesessssenennas

seoeee

ss0e00

coeOe0 e

goeeoe




Je unaridhika na kazi yako (Are you satisfied with
your job) Kabisa (fully)”, Kidogo (partially)?
Hapana (ﬁb)siﬂlezea’(%xplain).,*.....c.;;.....ugoQ
Taje watu wanaokutegemea (List your dependants)

My wife/husband and children (ike/lme ne watoto)l
My wife/Husband, children and parents (ilke/Mme,
watoto na wazazi wetu)gﬁf My wife/husband, children,
parents, brothers and sisters (Mkelume, watoto,
Wwazazi ha hdugu zetu(3,' Waﬁasirwangu/%e%u tu (only
my/our parents)?, Naugu zangu/zetu tu (my/our
brothers and sisters 1n1y)?, Wazee na ndugn (Parents,
brothers and sisters)s, Hemna (None)7; Wengine
{0thers « 8pecify) snsssnsesnsvnsscssnns susavsnannes
Je unaweza kutimiza huo wajibu (are you ablé to
meet the above obligation)s Kabisa (Fully)l,
Kidogo lakini kva shida (Partially but with
diffioa:‘wy)g, Hapana (NG)'?'

Una maoni gani kuhusu heo Wanankutegemeé? Je ni
mzigo kwako kiasi geni. (How much are your
dependants a burden to you?) Mzigo mkubwa

(a big barden)l, Mzigo kiasi (moderate bur&eﬂ)g

Siyo mzigo (not a burden)3 Jibu lingine.elezea.

\ch\ers s speaify R O Y TR Y

Soveve

bosdeste

-sesecse

. 8B 8beae
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Je unajisikiaje kuhusu kushindwa kwako kutimiza/
kuwatimizia vizuri hao wanaokutegemea (How do you
feel in not being able to support your dependants
fully)s= Uchungu sana (very gullty)l Uchungu ;
kidogo (A bit guilty)?, sijali kebisa (don't mind
at a}.l)3 lyingine elezea (Othe?g_f specify) coee
TR LIS St . ¥ SR P S |
Je kung nyskati ambazo ingkubidi kufanys kazi masaa
ya ziada (Does it happen that sometimes you have to
work extra hours) Ndiyo (Yes)l Hapana, (No)2

Kwa nini (Why)e Kwa sababu kuna kazi nyingi na
tunahitajika (Because there is work and we are
‘n»eeded)j-‘ Kwa sababu kazi ni nyingi nashindwa
kumaliza wakati wa masaa va kavaida (Because my ;
work is too much thet I am not able to finish it)?,
Kwa sababu ni kazi yangu binafsi nami nateka pesa
zaidi Sﬁecause it is my bussiness and I want to
genera"te‘. more mor;ey).?’.- Nyihgme - elezea _(chharg

apeclfy R TR R TR R o e ey

.......

sesseee

tevesee

sveceos




“Je uﬁalim::ra zaidi kwa ajili ya‘h;-g‘ya magaa ya
saiaéa (ére you paid overtime for this?) e ¢ |
Ndiyo (Yes)® Hapana (No)? Hehusiki (Wot 0 s T
Gaae-erneﬁ)B.i : ‘
Je uhdéiano na walio chini yazko ni wa namng
gat‘ii? (How is the relé‘tionship with yétir‘
subo'rdingtes) Mzuri '(good)l,‘ Mkali ki&ogo

mimi (1 bit strict)?, Méalt Baa nbab L¥By o bevdiliics
stric’t)?"g Sijui (I don®t knaw)g}

;ﬁyingine‘ clezea (Others specify) aa;.n;g@p—;

.os ui(l/iu B T R T P T Py S .‘/ia«;ﬁ‘
Je uhusiano na wengi wa wakuu wgko wa kazi
ukc‘je? Unawaohaje kwan}gi ?..fqa walkuu wako uwa
kazi (ch is the relationship with most of
your supex{i’orfs‘ How do you find‘mos‘k»’ of your
superiors) = Mzuri (good)l, Wengi ni wakali
sana (liost are very striet)a, Ni wakali kidogo eeosases
(.é; bit s‘t\iict)'?’, Waa wiva na hawataki wenzao
wapate mwanya wa kuendelea (jealous, ‘want' thetr

subordinate %o remein staﬁic)ﬂ E\Iyinginé = elezea

(Others - 3pecify) T .




f}?& mﬂ&shaz-;ahi kufikiri kubagili kazi unaamf‘anya Sassa
" na kwa nini (Have you ever thoagn of ¢l

langing your
= Kazi ni nyingi mno (Too much wwaz*lr:)'1

.3 ﬁahahara hauri&hlshi (The ﬂalary is too. lc«w}a

: ‘ﬁi‘elwami ng wak:abwa *ﬁangu wa kazi (I dozi*t get on v

well with my superiers) = Sielewani na wafanyakazi

walio chini yangu (I don't get on well with my

;}tmj.ors)4 - Kilikuva himeahidiwa mehgharg mkubwa sai&l

(I was offered a better salary)?
h&ashar‘a

- Nilitaka k:ua.nziaha
(I wanted to become a bussmeszsman)é

Biashora yangu ilikuwg haiendelei viguri {y buss:mess

Was not thriving we11)T o Nilitaks kufanya biashars

naringxne yeaye faida zaidi ( I wanted 4o change to a

better bussiness f'wanezally) - Hapana (B"o)g

elesea (Othem explain) mm&wmv

Je bl&eh&?& tm.afanya peke yako au anashirﬂ\iana na

Jibu lmgiﬂe

mw:mgme au Wengine (are you doing busginess Jourself :

have a partner or pa:x-txzers) - Peke yangu/mwanyewa
(Alone)t s Mehiriki mmoja

or you

(one partner) - Zoidi Ya

mehiriki mmoja (ﬁore than one partner)s =~ Hahugiki

(Mot canoemeﬁ)4




Je kikagzi unaelewana na uliyechangis haye
(4re you in good terms with your partner)
Tansel éwana sana (Very good teez'ms)l
Maeiéwma‘ kidogo (Moderate terms)?*'

Hatuelowani (bad ’cerms)3

Hahusiki (Mot {}oncemed)4

Je kuna shida yoyote katika kuendesha biashera

yeko (Have you any problem in carryins out your

bussiness?) = Shida kubwa (big protlem)t

Shida kidogo (Small problem)? . Hamna shida
(o problams)®  Hahusiki (Hot consernea)®

Nyingine = elegea (Others = specify)esisssses

Hii shida inskutatanisha kiasi gant (How much

does thi;; probl em affect,,ﬁrou) -c&aﬂa (Very mu-oh)i'
Kidogo (Oaly a little)? siijali (I take it lightly)d
Hahusiki (ot concemed)g‘ Nyingine ~ elegzea

(Others BBOBELYY 4o bvinsbunaninsiisilsiiis sesssss

—

io&ci#ﬁéitai‘..tcaoat*- 015:*'0dﬂ«l‘-‘»d§~i\l.“;i‘!“t”‘

" seease

PEr

vege9




Je ulikwwa vkiishi pamoja na baba yako mpska
wkafikisha miska mingapi (Up to what age did
you stay with your father) O (not at all)l
Up ia 2 yearsz 24 years = S‘years3
54 years = 10 yea:c‘s4 © 104 years = 16 yearssk
164 F 691‘86 »
Kwa nini ulikuwa ukai na mzazifvazazi wako
baada ya wakati huo {Why were you not
staying with your parent /parents after this
period)s & Alikuus amekufa (&ie&)x
Walikuws wamepesns talska (d.ivorced)g
Walikuwa wameachana (They were not S'ta,ymg -
together /they had sepaz‘a‘hed)s - Nilikuwa
nakaa na nyanya (Was staying with g:.r'aar/.‘uir:‘tc:s’char)4
Hahusiki (Yot corlcgrned)5 - Nyingine = elezea
(Others SPeCify) seesssseses. sersssssssescosnss
Kama ’L;iiiimza ukai na mzazi/wazazi wako, ulikuwa
ungkaa na hani (If you were not staying with
your parent/perents with whom were you staying)

Nyanya, (Grandmother)l - Nyanya na babu

(Grandmother and grandfather)? Shangasi (Aunt)®

P

PP
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Mama wa kambo (Step mother)4 - Baba wa kambo

(step fa‘ther)5 - Mama wa pili (lotherts sister)G

Baba wa pili (Father!'s brether)7 M jomba, (Unc;le)8

Hahusiki (lo% concerned)9 - = Nwingine - eleza

(Others = BPECifY) sessesssncncesscs . e ";‘.‘f“’“‘“‘j‘

““i*‘.étffili "tll'o&.oQO\.Q\!OQQltblﬁﬁiﬁli:l«ﬁ.l,l'\iﬂg

Ulilelewaje (How were you brought up)

= Kwa mapendo/fkuelekezwa (With love and being
guﬁ.deﬁ)" = Kwa ukali mkubwa (Very strict}.y)2

- Kwg U.k‘aii mdogo (Slightly S'l*.rz'.cs’ﬁl;s,r)3 = Hahugiki
(Not c.onc:r;»:amed)'4 - Nyj.pgigg ~ elezea (Oihergj
BIIILIY] pensssssisrottniontoosinrsbiitstonnms

Je mlezi wako alikuwa akikuleaje/alikuva akikuonaje?

§Whaﬁ was your figure parent attitude tawarcig you)

= Alikuva ananipenda sans (Loved me VGrybmuch)l

= Alikuwa ananipenda kiasi (Loved me moderately)?

- Alikuwa hanipendi (Didn't love me)',sr

= Alikuwa ananichukia kidogo (He was hating me a~1ti‘§)4

= Alikuwa ai;lanichukia safa (He hated me a :i.c:‘b)5

= Hohusiki (Not concerned)s

- ﬂyihgineke elezea (Others = BPecify) ssssesssinves

sssevne

L2 R E SR

css0ess
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Katika maishe yako ya utoto kuna jembo lolote
lililotokea ambalo lilikuwa na uzito wa kufanya
ulikumbuke mpaka leo (During your early childhood
do you remember any incidence which made a strong
. impression on you) - Kifo cha baba (deat of
3_fa'ther‘)1' Kifo cha mama (death of mo‘bher)z :
~ Ki:f,'c cha nclagu/Mdog:o at mkubwa wa mtu an dads

wa mtu (death of sibling)av - Kifo cha ndugu

mwingine (death of another relative)4 - Vita (wa.r)5

Nyumba yetu kuungua (Our house being razed down
by fire)6 Hanng, (?Icne)7 - lyingine - elezea
EROLhers o BDOCITY) aunnss 0es st s snisbaiibosibnnonns
Je utaelezaje au uliyaonaje maisha yako ya utoto
(How would you describe your childhood) ‘
" Kipindi cha furaha sana (Very hapry périod)l
Kipindi cha shida (A difficulty period~)2= i3
8i kipindi cha furaha sana (ot a very hapy p@riéd)s
Kipindi cha shida sana (Very aifficult period){
Elezea kwa\‘(kifupi (Please explain briefiy) V““M;

BRODSIV POV BOOP R VDR AIBIDNO G YOP VDL OD I DI GI s 50000 S

assses
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Je unafurshia kuwa Mkuu wa familia (Do you enjoy
being head of the family) = Ni mzigo mzito (It
is a heavy burden)l = Ni mzigo kidbgo (1t is a
_slight burden)? - Siyo muigo kabisa (It is not
a burden at a.l.‘:.)3 ~ Hahusiki (Mot co_ncgmed){_
_ﬁyingige - elezea (Others = specify) »:»u...\.,;
;Ie‘ uneoa/umeolewa (Are you married)

Ndiyo (Yes)' Hapana (No)?

Je unawaonaje watu wenye madaraka/vyeo vikubwas
(ch do you view people with high responsibie
lities) = f&’awabhea wivu kwam. kama wanafanya

kaé'ﬂ; %20 V'xzu:i wangheshinika na wanalegemewa
na wenzao pamo ja na taifa (I envy %haﬁ' béé;mse -
if they discharge their respunsibil‘ities
acawd.mgly, other people and the na%fion’\depeﬁd
on “bhem)i « Nawasikitikia kwani kazi zao ni
nzi’gé sans kwa sababu wanglegemewa saba na wenzao
pamoja na taifa (I pity them because their duties
are heavy and involve being depended ﬁpon by other

and the nation)z

ES s 2 2 2 2 4
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= Nawaonea wivu kwa sababu kuwa ha madaraka/
kiongozi na kutegemewa na wenzako na taifa
ni jambo la kujivunia na vile bvi’le newapnes,
huruma kwa sababu huo ni mzigo mzito (I envy
them because having responsibility and being
depended on by others and the nation it is
something to be proud of, but also I pity
them because it is not an easy ta.sk;);
= lyingise elezea (Others - explain) evsessees
G tatartonsessrinsmrimsorspivin bt
k ‘.}’e* mnaelewana vizuri na mke/mume wako. Je hamna
‘ksﬁ;iza lolqte la kindoa? (Do ymi»have any marital
problems) ~ Hgkuna (No problems)‘;l = Matatizo
madogo (‘&nall problans)z - Matatizo makubwa
(Big problems)3 - Hahusiki (I\?’O'ﬁ gggcer’ned)‘t ‘
Henzine = elezea (Others explain) sessssessssess
SO bibins it Briratarissaiittedsitibs it S
Kama kuna tatizo lielese (ixplain the problem)

d90 G0 v Geee .a.d«Qoo’tlc’t'toodt'.d!i:é.t.“(ﬂo#oq*j‘.

evoece

sesn0e
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Je unafurghia kukaa ha watoto wako nyumbani

(Do you enjoy staying with children at home)

~ Hapanha, watoto wadogo wahasumbua sania,

wakati mwingine najisikia kama kutokuja
nyumbani (No, children will not let you

alone, sometimes I feel like not coming home}l
- Ndiyo kwa sababu ni watoto wangu, sina la
kufanya lakini wanasumbua sana mpaka wakati
mwingine najisikia kama kutokuja nyumbani ili
kuwakwepa (Yes because they are my children and
there is nothing I can do but they will not let
you alone and sometimes I feel like not coming
home(2 ~ Ndiyo nafurghia (Yes I enj’oy)“}.
lMengine — elezea (Others — explain) sessescesce
&oivlttttta‘tg.ott&p&cocuntnc'ooa-yo&ovoaiiotolb
Je maigha ya ndoa unayaonajes (How do you view
married life)s = Si mazuri kwani unanyanganywa
vhuru nag ktupats mwenzio na watoto wa kukutegemea
(ot gooc:i because your wife/husband and children
deprive you your indipendence and then they depend
on you)l ~ Uzuri wake ni kuwa unapata watoto

lakini ubaya wake ni kuwa unanyanganywa uhuru wako

Se6009¢

T
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- Ra mke/mme na watoto ingkubidi wakutegemeé (1t is
good only because you get children but bad because
you lose your freedom and your wife/husbend and
children depend on yon)g - Ni maigha magzuri
(1% is good life)f“’" - Nyingine - elezea (Others-

axplain) T T R R s

. Je ungefurahi kama ungepewa madaraka makubwa (i%ou;a
you be happy if you were offered a job with big
responsibility) - ~Hapana, kva sababu nataka uhuru
wangu na sitaki kazi ya kuongoza na kutegemewa (o,
I dan"% like leadership. I would like to retain my
freedom)l ~ Ndiyo, lakini tu kwe sababu nategemea
pato langu liwe kubwa lakini sitafurahi sana kwa
sababu nitanyang'anym uhure wangu na kuanza Sueeinin ’
kutegemevia (Yes, because of the money that accompanies
it, otherwise I would not eajoy it because I would
lose my independence and beﬁaepended upon)‘?

= lNingefurahia sanae. Napél;da kuongoza wenzangu

(I would be very happy, I like being a leaﬁeﬁt‘)'a

=« Lingine elezea (Others = explaif seecscessssee

‘.l‘#“". GP SREIVE OV IS LD BIOISOPEDEDN SR VB OBIBORD
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Je kazini au shuleni au nyumbani unashauriwa ha
kulalamikiva kuwa ungefanya hili au lile (Do you
feel that other people at home or place of work
are telling you what 30 do)s Sana (Very much)l
- Kidogo (A little bit)? = Hapona (iio)>
X;vyiAginaia- elezea (Othars - explain)essssssones

G800 CULITRINVVEVOVIREBDIVORPOVNOREROIBOGRUBOOET

Je shughuli na mambo yako kazini au shuieni unavweza
kuyafanys yafanyike jinei unavyopenda. Hii ing
maanha kuwa je unaweza kutawala shughuli na mambo
yako mahali pa kazi yakawa yanakwends jingi unavyotaka?
(Are you able to get things done the way you like, at
your place of work or schools I mean are ygnka’ple to
control or manipulate and get things done the way you
want at your place of work or schoal‘)‘? - Yote (all
of 'hhem)l - lengi yake (lost of them)z - Machache
(fe‘w-)'%\ ‘= None (Hapa.naﬁ - Jibu tofauti - elezea

(Others eXplain)n-:Qtucaﬁanqutwoadooé.-ﬁiiqt¢aobnobt

devee

 fespsonn e
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Je ni yapi maguri - maisha ya shule ambayo kila kitu
unapativa au maisha ya kujitegemea (Which is better
school life whére everything is taken care of or
working/indipendent life) = Maisha ya shule (school
Iife)l - Maisha ya kujitegemea (Working/indipendent
1ife)2 - Mengine elezea (Others explain) ceseecess

.0'."0'&‘&0‘&0;Qbﬁtlo‘cgl(luiﬁc'ij‘.' sh s sseenEve e

Je mambo yako nyumbani unaweza kmyafanya yafanyike
jinei unavyotaka (Are you able to get things done

the way you would like at home) =~ Yote (All of them)1
= Mengi yake (lost of them)? - Machache yake (I%‘aw)s
- Hapana (Ngne)4 - Jibu tofauti - elezea (Others =
eXPlaifl) eesscsssecoscscssssssscsacsscssssessccsosess
Je wewe unafuata dini yoyote (3)0‘ you belong 1o any
religion) - Ndiyo (Yes)l Hapana (x@o)a

Je anaengia kusali au kuhudhuria mikusanyiko yoyote
ile kv:enye dhehebu lako mara ngapi kwa wiki (How

many times do you go to pray or attend any religious
ga’theringé of your religion) = None! - (3.)2 - (2~3)3
- (@5 - (1)

seove

b808060

deserd
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N

x@;i‘ Je unajiona kuwa una marafiki wengi zaidi kuliko

watu wengine, wanaolingana na watu wangine -al
wachache zaidi kuliko watu wengine (Do you feel
that you haves=) = Marafiki wengi zaidi kulike
watu wengine (More friends than most pea'op}.e)1
Wenaolinzana na watu wengine (About the same
number of friemds}‘?

Wachache zaidi kuliko watu wengine (Fewer

people than most people)s

Je unaweza ukapita muda gani bila kukutang ng

mmo jawapo wa marafiki wako wakubwa (How long

can you stay without meeting any of your

intimate friends) - Chini ya siku moja
(Less than one da:/)l - Siku moja (One day)2
= Siku 2 = 4 (2 = 4 days)> - Siku 5= 6

(5= 6 days)? - Wiki 1 = 2 (1 = 2 weeks)?

- Wiki 3 (3 weeks)s ~ Zaidi ya mwezi

(more than a month)!

.......

asnsens

PEPIPPA




Kama una shida ya ki=binafsi, je unaye ndugu au
rafiki/marafiki wa kuwaendea, wakakusikiliza na
kukusaidia ipasavyo? (If you have a personal
problem do you have a friend/friends or relatives
whom you feel will listen and help you) - lmoja
au wawili (one or two)l' ~ Kadhaa (several)2

- Sina (I don'%t h.s,a:\re)3 Hlezea (Comment) escsves

R A R L R A R R R R R R R T R

Je rato lako kwa mwezi ni iiasi gani (What is your
average income per month),

(0 - 600/=)* (601 - 1000)° (1001 = 1500/=)>
(1501 = 2000/=)* (2001 = 3000/=)” (3001-4000/)°
(4001 = 7000/=)T (tore than 7000/=)°

Je ni kazi gani inayompatia mme/mke wako pato kwa
hivi sasa (What is your husband/wife doing at
present to get his/her income) = Ameajiriwa
v(iemplpyee)l - Mfanyabi-ashéra (I!J.ssiness)2

Mkulimg (Peasant)3 - Mkuiﬁ'ma na Mfanyabiashara
(peasant & 'bussiness)4 - Mwajiliva na Mkulimg
(employee & f‘a.t'm:'m.g)5 - Mwajiliwa na Hfanyabiashara
(employee & business)6

Nyingine = elezea (Others = Specify) sesescscssscssss

2.
(&9

esocee

evéosvce
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2be Je pato la mwezi la mke/mme wako ni kiasi gani
What is thé average montly income of your wife/
‘husband) (0 - 600/=)" (601 - 1000/=)2

(2001 = 2000/=)3 (2001 = 3000/ (3001-4000/=)
(4001 = 7000/<)7 (tiore than 7000/<)®

esssese

Je umeishi Dar es Salaam kwa muds gani (How long
have you stayed in Dar es Salasm) = Chini ya
mmk& mmoja (Less than one year)"" - Mugka mmoja

essesee

mpaka mitatu (One year up to three years)a

= Zaidi ya miska mitatu mpaka miska mitano
(More than 3 years up to 5 years)3 - Zaidi ya
migke mitano (More than 5 years)4

é’a“baad'a ya shughuli zako za kawaida unafanya }
nini (What do you do after your working hours).
- kucheza mpira (ﬁlay fcot‘ball)1 -~ Kuangalig

mpira (Watch fﬂotball)a - Kuaﬂgalia at kucheza sheveRe

other game)a = kwenda sinema (go to movie)4
Kwenda kutembea pwani/baharini (go to the
bewzh)ﬁ - kusoma vitabu na magazeti (read

novels and newspapers/magamines)é
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- kwenda kwenye vinywaji (go to have a cf:’rink)?
- Nyingine, elezea (Others ~ specify) ;;..,;ff
R PP R PR S ¢
Je pato lako au lenu la familia linatosha kwa
shughuli muhimu? (Is the family income able to
satisfy all the important financial needs)

- Kabiza (Completely)l Kidogo (Par‘kially)z

= Hapana (No )34.

Wi shughuli gani hasa hazitimiziki (Which
areas are most affected) = Chakula (kwa ajili
ya jemii) (Mod for the family)l - lNguo (kwa
ajili ya fémilia) (Clothing for the family)a
- Kutunza wazee nyumbani (Looking after old
pamn‘t’s)‘?’ - Kuiipia watoto gharama za shule
(paying school expenses for the ohildren)4

e Ku}.ipa gharama za shule kwa ndugu na dada
zetu (?ay‘ing school eXpéﬁses for our brothers
and sist@?g?s « Nyingine - elezea (Others -

apeeztfy} 0698608000090 55000000800000ERTIBRSEE

cevesen

| sesesse
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Taja sehemu ambazo umewghi kukaa ukianzia toka
ulipokuwa mdogo (In how many town/Arillage have

you stayed since you were born, Name them)

Village/Town Period Duration

Mogtly urba.nl Mostly rura12 Half-halfs

From 59 above she/he has recently changed from

rural to urban = Yesl N02

From 59 above she/he has recently changed from

urban to rural, = Yes1 No®

The disecase started =

= after changing from rural to ur‘oanl
- after changing from urban to rur'alg
-~ None of the a.'bo"\re3
- G‘thera - gpecify ....3,..‘....¢.-...‘;.a..,3é

‘QIQQQ‘Q}‘Q.QQ‘llﬁi’ﬂ'i""ﬁ‘i.! 28BEORD EE OB OEOOBD

ess00Ge

deedess
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3§Q, Kwa ujumla katika sehemu ulizokaa ni wapi

LR

i

maisha yelikuwa rahigi « mjini au shamba?
(In zeneral where did you find life easier,
urban or rural) = Mjini (Urba,n)l = Rural
(Shamba)2 Equally the same (zote ggwg)‘_?“

Hlezea (Coments) SUesveBce 00 ve0 tBRORBREES

_Wakati ugonjwa wako ulipoanza kulikuwa na

mabadiliko gani ketika maisha ysko au hapa
nchini (What changes had you to cope with
during fhe anset of your disease)s
« kipindi cha mitihani (Examination period)l
- kuhwna kutoka shamba kuja m,jini ((}moﬂved

ﬁom ruial to uﬁ’ban)a - Niliajiri‘x;:é. kwa,
mara ya kwanza (lst employment)3 - I@ilipewa
madaraeka ya kiuongozi (wes given adninigtras
tive responsibilities)4 ~ Nilipewa uhamisho
(was”\cr‘ansferred)g - Nilioa/kuolewa (Ha.s‘ v
Marriedjs = Nilipata mtoto (my child was bcm)7
= Nilipa‘ﬁa mimba (became pregnant)aw i
- Nyingine elezea (Others specify) seeessessee

I R R R R R R R R R R R R R R R R R R R R AR R X 2

ess s e

esscs e
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65;k; Je ungkunywa au ulikuwa unakunyws pombe ha

E kiasi gani (How much alcohol do you drink

or were you drinking) = Chupa mbili kwa wiki
(two bottles per week)l - Chupa tatu mpaka
tano kwa wiki (3 =~ 5 bottles per week)z

= Chupa 6 = 10 kwa wiki (6 = 10 bottles per
week)> — Chupa 11 = 15 kua wiki (11 = 15
bottles per Week)4 - Chupa 16 = 21 kwa wiki
(16 = 21 bottles per week)s - Zaidi ya chupa
21 kwa wiki (more than 21 bottles per ‘week)é
Hahusiki (Wot conce?pfaﬁ)z: = Jibu tofauti

(Others = SPeCify) svessvevcsvssvenssssnsvees

Uliacha lini pombe (When did you quit drinking)

Miezi O = 3 iliyopita (O =~ 3 months &%’0)1
Miezi 4 = 6 iliyopita (4 = 6 months ago).?
Miezi 6 « 12 iliyopita (6-12 months ago)3
za'i:&ihya, miezi 12 iliyopita (More than 12
months ago)4 7 i

Hahusiki (Not eonce‘r'ned)s

P sEs O

seeseee
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; Je unavuta au ulikuwa unavuta sigara (Do you
smoke or were you smoking cigaretes)

= Less than 5 cigarretes per da;fl

= 6 = 10 cigarretes per day”
= 11 = 15 cigarretes per days
- 15 e 20 digarretes per day4

= More than 20 cigarretes per da.Y5

- Uliacha lini kuvuta sigara (When did you
stop smoking)s

Miezi O «~ 3 iliyopita (O = 3 months 380)3‘
Miezi 4 = 6 iliyopita (4 = 6 months age)g
Miezi 6 = 12 iliyopita (6 = 12 monthsg agva)}
Zaidi ya miezi 12 iliyopita (more than 12
months ago)*

Hahugiki (Not concerned)5

Je unapata usingizi vizuri (Do you sleep

well)e Yes (Naiyo)t M6 (Hapana)?

Hoeoon

essooen

sosvee
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T0eme Kwa nini ulikuwa unskunywa pombe (Why were you

drinking alcohol)s |
- I1i kukaa ng watu wengine (Soclal)l

- Kunipotezea mawazo (to enable me forget

speclfy) D R L R N Y

Tleme Je una matatizo yoyote kwa sasa hivi an

chochote kile kinachokufanya uwe ng mawazo =

elezea (Do you have any problem or anything

I R R Ty ey

PHYSICAL BXAMINATION

1,

Se

Nutritional statuss

Good® Wasted® Obese’

}{elght SLUVAIVIV LB FVOG VA OBPOIRID OB IR OGSO ERGD®

5 %Jei@t‘ PR LEOD oG PO BY .O(QQ. VOGO BHOOODEDO GEBD
1 G 2
Tenderness: Upper abdomen Unbilical

5 None4

diffuse
Other physical/mental examination findings

R R O R R R TR R R TR T 2 Iy pepa g

‘sesseee

.......
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- INVESTIGATIONS
é 1; Type Of UlCEeIr cesecsesseccsnsesocecsococasoscascnscs sscens

a‘ E’ld.oscopic descrip‘bion P0ssPe00e0s0v00setRatc0 OB
0000000000000 00PECeRtedolacseecePsocnersenes sgseee

b 3; ijer‘endoscopic findings Sce08eteec000tecs 000000

..‘...00. S 0000 0C e O0RPEOP0e0OCOPEBEITRIOIOBREROIOIRES (AR R X

oE 2
e Barium meal seccosesssesssetctcccscostosstonsnssne
e 8800006500000 00000000c000008030000000 060006800800 eccsas

-

B
S5« Blood groupss = A Rh +vel, B Rh 4ve, AB Rh.+ve3

0 Rh yve?, A Bh =ve?, B Fh =ve®, AB Rh —vel,0 Bh ~ve® | seeces

Not don99 ‘

| TREATWENT AND DISFOSAL

rreatment at present sessccscecscscsscestocensscencon
S0ePo R0 eo8svedoew b es oot e o?-t $000¢6002020C0080089 8060068
A{gg gince when on gbove treatment ¢ecessecsacesceesasces
B0080000 08800000000 0ecadualdototoboosaboncsosdentoosss sestee
Previous treatments and durétion (after definite

diagnosis of P.U‘) 0000008000080 0800805060000000300848

060000 000 O00BCRP0ERVPIOOPRER08 00000020 R0RPN00000GS Ses0e00e
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Ff'd; Disposals Follow up at gastroenterology clinicl

= Discharged from the olini02 cosve

3

-~ Referred for surgicsl intervention

i

- QOthers = specify .oquctbtﬁ*c-chté
5+ Indication for referral to surgical department ess

,,,,,

6-ﬁct¢waraacdcénarcowl‘owooo«thQQ-oct..‘cailagiicﬁ seaos

W _UPSs

™
>

First fol}ow Upse=

(a) Date ttt»';;nrvno&ov $escessseteseevostsetssttRe

(b) subjective feelings Same’ Some relief Niv
‘béfinite relief> cured® Condition worse” PNEE

(c) Others: specify (include objective opinngs) V
R badidibiorvesebuburieer brnrnbbirissbiinn s seeene

Second fo}lbwhupgu

B Bnt0 iiiensanonorsesssvitonisserisrbitiisoe it

(b) subjective feeling: Samé'  Some relief? 7
Definiﬁe&relief3 cureat ‘ééndition worse” ssuene

(e) Any other comments (includes objective opinions)

i%tQ:Oitcqio..uoctttotninnvoaooﬁ0!"0636.éotﬁtid e0BEeS
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. 3. Third follow upse
(a} Date p..OCQG.‘.UCQQtltltOtQQDlC!llt’thiO‘tﬁg
(b) subject feelingss ’Samell Some relief?

3

Condition wor se Gtiréd4

(o) any other comments (includes objective feellngs)

0288000000 080000t etovave 000 C0 e h o0 Y SRNGO

BOBIISUILIBOORICLRND OB UTEOOVROEER OGS sesessesae

dependency (f) Marriage (g) Rural/Urban life (h) Social
economic cultural change (i) Social ties (j) ability to
: Nedlc‘b and control environment (k) Alcohol (1) Smoking
(m) Any other stress.,




