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 General practitioners and gastroenterologists often see patients with 

dyspepsia. It is the gold standard for diagnosis to perform an upper GIT 

endoscopy with biopsy, however it is not available in all hospitals, plus 

many patients don't accept its invasive nature. Studying endoscopic and 

histopathologic changes in dyspepsia patients was the purpose of this study. 

The study included 132 patients with dyspeptic symptoms attending the 

gastroenterology clinic for an endoscopy. An in-depth history was taken in 

all cases included, clinical examination and laboratory investigation. 

Abdominal ultrasonography, H.pylori stool antigen testing, and upper GIT 

endoscopy and biopsy were performed on all the cases. Their ages ranged 

from 20 to 58, with 56 males and 76 females. As compared with histological 

findings, the stool antigen test had 63.2% sensitivity, 71.4% specificity, a 

PPV of 75% and a NPV of 58.8% in detecting H pylori. Gastritis was the 

most detected pathological finding in the included cases, and endoscopic 

findings were normal in most of them. Most of the cases were positive for 

H. pylori stool antigens indicating high prevalence among cases with upper 

GIT symptoms. Most of them had benign pathology on histopathological 

analysis. Stool antigen test for H. Pylori revealed high sensitivity in 

comparison with histopathological findings in diagnosis of cases with 

upper GIT symptoms. 

 

 
 

   

 

This work is licensed under a Creative Commons Attribution Non-Commercial 4.0 

International License. 

 

 

1. INTRODUCTION 

Dyspepsia is an inadequately described condition which is characterized by a wide range of symptoms, such 

as upper abdominal discomfort, distension, poor oral intake, early satiation, acid reflux, nausea, and acid burn. 

In the Rome III criteria, dyspepsia is characterized by the presence of at least one of the following symptoms: 

(I) postprandial fullness, (II) early satiation, or (III) epigastric pain or burning. When adults seek medical 
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attention for upper abdominal pain or discomfort, only a minority find an organic cause. Functional dyspepsia 

is diagnosed in the remaining group [1], [2]. 

 

Dyspeptic patients have underlying organic causes in about 25% of cases. In diagnostic assessment, up to 

75% of patients have functional dyspepsia (non-ulcer or idiopathic) without an underlying causeYou might 

suffer from dyspepsia if you suffer from a bad diet, peptic ulcer disease, gall bladder disease, a hiatus hernia, 

or an infection with Helicobacter pylori [3], [4]. 

 

The endoscopic assessment is essential in determining the patient's condition as natural or functional 

dyspepsia. The ideal scenario for an endoscopy would be that it was performed during indications of sickness 

and without any medication, and especially without any corrosive suppressants, which might darken 

highlights or cause problems interpreting deviations from the norm [5]. 

 

For patients with dyspepsia, regardless of the upper GI endoscopy findings or severity, it is recommended to 

take biopsies of both gastric and duodenal mucosa to allow for a tailored management plan.6 This study 

investigates the relationship between dyspepsia presentations and the endoscopic and histopathologic changes 

in dyspepsia patients to reach the target of cause-based tailored management. 

 

2. Materials and Methods 

 

2.1 Study design, setting, and duration 

An endoscopic and histopathologic analysis of dyspepsia patients was the purpose of this cross-sectional 

observational study. Mansoura University's Mansoura Specialized Internal Medicine Hospital in Egypt has a 

gastroenterology clinic and an internal department of gastroenterology and hepatology where it was 

conducted for the duration starting from March 2019 to March 2020.  

 

2.2 Patients’ recruitment 

An endoscopy study was conducted on 132 patients attending a gastroenterology clinic with dyspeptic 

symptoms. In addition to both genders, it includes people of all ages (>18 y) who are suffering from dyspepsia, 

as defined by the Rome III criteria [3]. Pregnant women, those taking H2 blockers, PPIs, or antibiotics within 

2 weeks of their endoscopes, and patients with absolute or relative contraindications were excluded. 

 

2.3 Patient consent and Ethical consideration 

Mansoura University's Institutional Review Board approved the whole study design. All participants gave 

written informed consent before being included in the study. All levels of the study have respected 

confidentiality and privacy. At any time, patients could opt out of the study without any consequences.  

 

2.4 Methods  

It includes the record of an individual's age, gender, and special habits of medical importance (such as 

smoking and eating spicy foods), as well as the diagnosis and treatment of diseases associated with age (such 

as diabetes, hypertension, ischemic heart disease, liver disease, and endocrine disorders), family history, and 

drug history. Physical examination, including general and abdominal one, was conducted.  

1. Laboratory tests, including CBCs and stool analyses. 

2. H. pylori stool antigen test [7];  

3. Ultrasound of the abdomen to assess the health of the liver, spleen, kidneys, and any other abdominal 

organs. 

4. Upper GIT endoscopy and biopsy; A single man standing technique was used to perform the 
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endoscopic diagnosis; GERD, erosions, and ulcers were categorized by the endoscopic diagnosis. In cases 

where two or more diagnoses were present, the most serious diagnosis was recorded. Samples for histological 

examination were usually taken from the antrum and other locations, if necessary. Hematoxylin and eosin 

and Giemsa stain were used to stain the tissue samples after they were fixated overnight in 10% buffered 

formalin, processed, and implanted into paraffin. 

 

2.5 Statistical analysis 

IBM-SPSS, v.23 NY, ILINOY, USA, was used to enter and analyze data. Frequency and percentages were 

used to represent qualitative data. The boxplots were examined to determine whether any outliers (extreme 

values) were present. For non-parametric data, they were expressed as median + standard deviation (SD) (the 

mean + SD). In all cases, two-tailed significance was tested, and a significant result was considered p 0.05. 

 

3. Results 

 

3.1 Socio-demographic criteria 

There were 132 patients in this study. The gender split was 42.4% males and 56.6% females. Males have a 

1.3 times greater relative risk for positive H. Pylori than females. Among the 80 participants, 60.6% came 

from rural areas, while 39.4% came from cities. Statistically, this difference did not reach statistical 

significance (One-Sample Chi-Square Test, p = 0.085). In rural and urban areas, there is no difference in the 

relative risk of infection with H. Pylori. The study subjects included 90 married (68.2%), 28 single (21.2%) 

and 14 widowed or divorced (10.6%) cases. As a result, most of them were married. There was a statistically 

significant difference (One-Sample Chi-Square Test, p0.0005). The history of marriage increases the risk of 

H. Pylori compared to non-married people. When compared with histological findings, the stool antigen test 

has sensitivity of 64.1%, specificity of 72.1%, PPV of 76%, and NPV of 59.1% in detecting H pylori. 

 

Table (1): The diagnostic accuracy of stool antigen tests for Helicobacter pylori 

TP TN FP FN SN SP PPV NPV 

23 21 9 13 64.1% 72.1% 76% 59.1% 

Diagnostic ability of certain test was expressed in the following terms: TP = True positive cases, TN = True 

negative cases, FP = False positive cases, FN = False negative cases, SN = Sensitivity (True positive rate) = 

TP / (TP + FN), SP = Specificity (True negative rate) = TN / (TN + FP), PPV = Positive predictive value = 

TP / (TP + FP), NPV = Negative predictive value = TN / (TN + FN).  

 

Based on the endoscopic findings obtained in the study, table (2) shows that 54 cases (40.9%) had normal 

findings; 14 cases (10.6%) had gastritis; 38 cases (28.8%) had varices; 12 had esophagitis; and 4 had duodenal 

ulcers.  

 

Table (2): Endoscopic findings in patients with and without H pylori (histology) 

Endoscopic finding 
H. pylori 
(n=76) 

No H. pylori 
(n=56) 

2 P value 

Normal 24(31.6%)  30 (53.6%)  

12.996 0.011  

Gastric ulcer 10 (13.2%)  4 (7.1%)  

Gastritis 20 (26.3%)  18 (32.1%)  

Varices 10 (13.2%)  0 (0%)  

Esophagitis 12(15.8%)  0 (0%)  
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Duodenal ulcer 0 (0%)  4 (7.1%)  

 

3.2 Gallbladder status  

62 cases (47%) had normal examinations (no cholecystitis, no stones). In 16 cases (12.1%), stones without 

cholecystitis were observed, in 42 cases (31.8%) cholecystitis without gallstones were observed, and in 12 

cases (9.1%), chronic calculus cholecystitis (stone and cholecystitis) was diagnosed. No relative risk of gall 

bladder stones in patients those positive Pylori and those negative (table 3). 

 

Table (3): Comparison of gallbladder status in those with and without CLD 

Gallbladder status 
CLD 

(n=46) 

No CLD 

(n=86) 
2 P value 

Normal 28 (60.9%)  34 (39.5%)  

14.253 0.002  
Stone 12(26.1%)  4 (4.7%)  

Non-Calcular Cholecystitis 6 (13%)  36 (41.9%)  

Stone and calcular cholecystitis 0 (0%)  12 (14%)  

 

Among those with and without chronic liver disease (CLD), there was a statistically significant difference in 

the distribution of GB diseases. According to a comparison of column proportions, those with CLD had a 

statistically non-significant higher proportion of gallstones, while those without CLD had a significantly 

higher proportion of both gallstones and cholecystitis. 

 

Table (4): Study parameters and H pylori density (on biopsy) 

Parameter Rs P value 

Age (years) 0.502 0.002 

Body weight (kg) 0.379 0.001 

Height (cm) -0.087 0.619 

BMI 0.342 0.002 

Hemoglobin -0.316 0.019 

Platelet count 0.213 0.315 

WBC count -0.288 0.019 

Activity (histology) 0.511 <0.0005 

Chronic inflammation (histology) 0.094 0.499 

Atrophy (histology) 0.599 <0.0005 

The Spearman's Rank Correlation Coefficient (Rs) 

 

In this table, H pylori density correlated positively with age, body weight, BMI, activity (histology) and 

atrophy (histology). It was seen that H pylori density and hemoglobin and WBC count were negatively 

correlated. 

 

Table (5): H Pylori family history in those with and without H Pylori (histology) 

 

 

H. pylori 

(n=76) 

No H. pylori 

(n=56) 
2 P value 

Positive 30 (39.5%)  26 (46.4%)  
0.319 0.572 

Negative 46 (60.5%)  30 (53.6%)  

Smoking status  

Current smoker 20 (26.3%)  4 (14.3%)  1.396 0.237 

No / Ex-smoker 56 (73.7%)  24 (85.7%)  

Spicy food intake  

Yes 8 (10.5%)  8 (14.3%)  FET 0.714 
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No 68 (89.5%)  48 (85.7%)  

 

According to this table (5), there is no statistically significant difference between those with and without H 

pylori regarding family history of infection (positive vs negative). H.Pylori-positive and H.Pylori-negative 

patients do not have a relative risk of gallbladder stones. Of the 132 patients examined, 14 (21.2%) were 

currently smokers. Based on this data, there was no statistically significant difference between those with and 

without H pylori in terms of their smoking status (current versus no or ex-smokers). A smoker's H. pylori test 

is 1.3 times more likely to be positive than that of a nonsmoker. There were eight (12.1%) patients who 

consumed spicy foods out of the 132 examined. Based on this table, there was no statistically significant 

difference between those with and without H pylori in terms of spicy food intake. 

 

Compared to those without H pylori, those with H pylori had a statistically significantly higher BMI. The 

BMI difference between males and females did not reach statistical significance. H pylori infection increase 

2.14 time in obese patient as compared by non-obese (Table 6). 

 

Table (6): BMI in the study cases 

Statistic Total 
Male 

(n=28) 

Female 

(n=38) 

With H. pylori 

(n=76) 

Without H. pylori 

(n=56) 

Median 32.1 32.1 32.1 32.4 28.3 

p - 0.521 0.002 

 

3.3 Predicting H pylori presence in dyspeptic patients by WBC count 

To detect a cut-point of WBC count that can be used to distinguish patients with and without H pylori, a ROC 

curve analysis was conducted. Using WBC ≤ 8.15, one can distinguish people with and without H pylori 

Figure (1) with 76% sensitivity and 57% specificity. 

 

 
Figure (1): ROC curve to determine the predictive value of WBCs for detecting H.pylori 

 

Under the ROC curve, AUC was 0.678 (P = 0.014). To test whether WBC count ≤ 8.15 could predict H pylori 

presence, a simple binary logistic regression analysis was run. Crude odds ratio was 3.9 (p value = 0.006, 
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95% CI for crude odds ratio = 1.37 to 11.46). 

 

Parasites were detected in 48 (36.4%) of the stools, and undigested food was found in 48 (4.9%). 

 

Table (7): A comparison of endoscopic findings in H.pylori-positive and H.pylori-negative cases 

Finding Total 
With H. pylori 

(n=76) 

Without H. pylori 

(n=56) 

Activity 

Frequency : 

   Not detected: 

   Mild: 

 

66(50%) 

66 (50%) 

 

22 (28.9%) 

54 (71.1%) 

 

44 (78.6%) 

12 (21.4%) 

2 - 15.880 

P - <0.0005 

Chronic inflammation 

Frequency (%): 

   Not detected: 

   Mild: 

  Moderate: 

 

28 (21.2%) 

74 (56.1%) 

30(22.7%) 

 

12 (15.8%) 

46 (60.5%) 

18(23.7%) 

 

16(28.6%) 

28 (50%) 

12 (21.4%) 

2 - 1.412 

P - 0.323 

Atrophy 

Frequency (%): 

   Not detected: 

   Mild: 
   Moderate: 

 

116 (87.9%) 

8 (6.1%) 
8 (6.1%) 

 

60 (78.9%) 

8 (10.5%) 
8(10.5%) 

 

56 (100%) 

0 (0%) 
0 (0%) 

2 - 5.501 

P - 0.031  

P value: Chi-Square test. 

 

A statistically significant increase in activity and atrophy (but not chronic inflammation) was observed in the 

presence of H pylori infection (table 6). 

 

Table (7): Gastric biopsy histopathological findings 

Finding Frequency Percentage 

Activity of inflammation: 
   Absent: 

   Mild: 

 
66 

66 

 
50% 

50% 

Chronic inflammation: 

   No: 
   Mild: 

   Moderate: 

 

28 
74 

30 

 

21.2% 
56.1% 

22.7% 

Atrophy: 
   No: 

   Mild: 

   Moderate: 

 
116 

8 

8 

 
87.9% 

6.1% 

6.1% 

Intestinal metaplasia 0 0% 

As shown in table (7), mild activity was observed in 66 cases (50%), chronic inflammation was observed in 

104 cases (787%) among which mild grade chronic inflammation was observed in 74 cases and moderate 

inflammation in 30 cases. 16 of the patients had gastric atrophy, while none of the patients had intestinal 

metaplasia. 
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4. Discussion 

Dyspepsia is the most prevalent gastrointestinal symptom appearing in 25% of the population with a great 

burden on the socioeconomic scale. The exact cause of dyspepsia remains unknown, but it was associated 

with both infectious and non-infectious causes. Dyspepsia, heartburn, abdominal pain, and hematuria are 

some of the upper GI symptoms that patients complain of at The Medical Outpatient Clinics. Due to repeated 

hospital visits and medication, it impacts the quality of life and adds to the financial burden [8- 10]. 

 

Human bacterial related infections are caused most by Helicobacter pylori. This bacterium is a natural resident 

of the gastric mucosa and contributes to inflammation and an inflammatory immune response initiated by 

bacterial toxins and host defenses. Gastric cancer has a higher chance of developing from chronic and active 

gastritis. When access to upper GI endoscopy is difficult or unaffordable or if the prevalence is high, clinicians 

need to be aware of common causes of dyspepsia and the frequency of H pylori infection so that empirical 

eradication can be recommended instead of doing nothing [11- 13]. 

 

Depending on the clinical situation, various invasive and noninvasive techniques can be selected, each with 

its advantages and disadvantages. Due to these reasons, no one technique or test can be considered the gold 

standard. The sensitivity, specificity, reproducibility, availability, and rapidity of the result as well as the cost 

of the test determine which diagnostic tests are appropriate to determine whether H pylori is present in the 

stomach [14], [15]. 

 

The goal of this study was to compare endoscopic findings and helicobacter pylori antigen in stool to 

determine the diagnostic accuracy in patients with upper abdominal symptoms. Patients in this study suffering 

from dyspeptic symptoms were referred to the gastroenterology clinic for endoscopy; their ages ranged from 

20 to 58, with a median (IQR) of 39 (30-49). The number of male participants (42.4%) was higher than the 

number of female participants (57.6%). 

 

Reported that 278 of the 479 patients evaluated were males (58%) and 201 were females (42%) [10]. A study 

conducted by Seid and his colleagues at (2018) found 363 cases (57.3%) complaining of upper gastrointestinal 

symptoms. In the study, the mean age of the participants was 39.11 ± 15.38 years, while the range of ages 

was 18 to 85 years [13]. 

 

The average age of 100 patients in another study was 34.2 * 8.5 years (range 20 to 49) with a male to female 

ratio of 1.2:1 (54% males and 46% females) [16]. Most of the cases in this study, when categorized by age 

group, were between the ages of 20 and 40, which suggests that the infection likely occurred at an adult age. 

 

Data from our study are not in agreement with most published studies, which found that prevalence increases 

until it reaches a peak in middle-aged individuals, around 50-60 years of age [17- 19]. This may be due to 

bad behavior use of NSAIDs in young ages, the habit of fast-food eating and the stressful life condition. 

 

The other results were in part in agreement with our findings, showing a paucity of cases under the age of 20 

years, with a peak in the fourth decade (mean age of 42 ±1.1 years), which might be due to the prevalence of 

upper gastrointestinal tract diseases in this age group [20], [21]. Among 76 patients, included 43 (56.6 %) 

females and 33 (43.4 %) males. There was a median age of 45 years [IQR 30.5-63.5] [22]. 

 

 In the current study, male gender, and age < 40 years old were risk factors for dyspepsia with a relative risk 

1.3 and 2.3 respectively and this were in accordance with study that illustrated that Male sex and age over 40 

years were strongly associated with gastric or duodenal ulcers (RR, 1.14; 95% CI: 1.03, 1.27). Also, it was a 
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risk factor for dyspepsia and gastric or duodenal ulcers with RR 1.27 and male gender was more risky than 

female gender with RR 1.14. There was an increased risk of bleeding in patients with 1 or more elements of 

the bleeding cluster, regardless of gender (RR, 3.35; 95% CI: 2.80, 4.00) or age (RR, 2.38; 95% CI: 1.97, 

2.88) [23]. 

 

According to Srinivasan and his team, dyspepsia (67.4%) was the most common presenting complaint 

amongst the entire population and was more prevalent amongst males (56.6%). Among all the patients 

studied, 14.4% reported having abdominal pain, of which 56.5% were men and 43.3% were women [10]. 

 

One of the independent risk factors for uninvestigated dyspepsia was female sex (OR, 1.24; 95% CI, 1.13-

1.36). The difference in sex hormones between women and men can affect the motility and sensitivity of the 

stomach. Gastric emptying was altered by the female estrogen and progesterone. Because of this, gastric 

emptying is delayed in the luteal phase, when sex hormone levels are increased, and in premenopausal 

women, gastric emptying time is prolonged, compared to males. 

 

Studies have also shown that cyclical changes in female sex hormones can affect female visceral pain 

perception. it can be assumed that female sex hormones contribute to gastric motility and visceral pain in a 

partial way. Likewise, there were 113 participants who underwent upper GIT endoscopy to determine 

dyspepsia diagnosis; 62 of them were men and 51 were women. The patients ranged in age from 16 to 88 

years; the mean age was 36.4% [24- 26].  

 

Each study differed based on sample size, age group, geographic location, and length of follow up. As regards 

age and gender, there were no significant differences between the two groups with positive and negative stool 

H pylori antigens. Similarly, found no difference in age and gender between the positive and negative stool 

test groups. Reported that the overall prevalence among males and females was similar (69.6% and 66.7%, 

respectively). Males in the >70 age group had a significantly higher infection rate than females (P = 0.049) 

[27], [28]. 

 

We found the same results as Mandal and his colleagues in 2019, who showed that of the 27 (23.9%) infected 

patients, 17 (63%) were males and 10 (37%) were females. Neither males nor females were significantly 

infected with H.pylori (P = 0.33). Also found that H pylori infections were the same regardless of age or 

gender [26], [28]. 

 

80 of the study's participants came from rural areas (60.6%), while 52 came from urban areas (39.4%). 

Furthermore, nearly half of the participants had daily access to tap water, with 57.3% from rural areas [13]. 

Yet in their study, they found that most study participants (88.2%) live in urban areas, while only 11.8% live 

in rural areas [22]. 

 

Women with H pylori and those without showed statistically significantly lower hemoglobin levels. 

According to [29], H. pylori status was significantly correlated with MCV (p = 0.046), but not with any of 

the other variables, including iron. Among patients with unexplained or refractory IDA, H pylori infection 

was more common (61.5%), compared to healthy controls (14.3%). Different sample sizes, age groups, and 

geographic areas could explain these differences. Other factors affecting H.pylori detection include the 

technique used. In this study, 65.2% of the participants were anemic. Even though the percentage of anemia 

was higher in those with Hpylori antigen, there was no significant difference between those with positive and 

negative Hpylori antigens. 

 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 45, Issue 01, February, 2022 

  

3573 
 

In half of all cases of anemia, iron deficiency is the direct cause, according to the WHO. In spite of excluding 

other potential causes of iron deficiency, such as blood loss, chronic disease, and malabsorption of foods, 

continuous PPI use for one year or more still significantly increases the risk of iron deficiency [25]. 

 

There was a statistically significant difference in WBC count between those with and without H pylori in this 

study. The patients in this study did not have leukopenia or leukocytosis (range 4.3 to 10.2). To detect a cut-

point of WBC count that can be used to distinguish patients with and without H pylori, a ROC curve analysis 

was conducted WBC ≤ 8.15 can discriminate between those with and without H pylori with a sensitivity of 

76% and a specificity of 57%. 

 

H pylori causes chronic inflammation of the stomach with the appearance of associated inflammatory 

markers. Some of these are subtle and can be detected through comparison with healthy controls or after H 

pylori eradication. The total leucocytic count decreased significantly after bacterial infection was treated in 

some studies [30]. 

 

The study by Han and colleagues in 2016 showed a significant increase in total leucocytic count during active 

infection with H pylori. After treatment, the total white blood cell count decreased significantly from 7,413 

per mm3 to 6,738 per mm3 (P = 0.04). Such a significant drop in neutrophils was primarily due to them [31]. 

 

The bacterial pathogen Helicobacter pylori causes various symptoms in the GI tract due to inflammation 

caused by infection and infiltration. Around the world, the prevalence of this infection varies greatly, from 

completely negative to more than 80 percent among developing countries [32], [33]. In this study, 38 of the 

38 samples tested positive for Stool antigen (57.6%). 

 

In a recent study, the overall prevalence of H pylori infection in symptomatic patients referred for endoscopies 

was 68% (155/228) [28]. [34] found a higher positivity in H pylori stool antigen with a sensitivity of 83.3%, 

which was nearly in line with study 34 (2012) where 66.7% of patients were positive. 

 

As revealed by these endoscopic findings, 54 of the cases included in this study had normal findings, while 

14 had gastric ulcers (10.6%), 38 had gastritis (28.8%), 10 had varicose veins (7.6%), 12 had esophagitis 

(9.1%) and four had duodenal ulcers (3%). 

 

According to the current results, Srinivasan and his colleagues [10] reported that gastritis represented 59.4% 

of endoscopic findings in the analyzed population. Of the males and females with gastritis, 61.4% had it. 

There were 5.2% of patients with esophagitis, followed by 3.1% with duodenal ulcers and gastroduodenitis. 

In 20.2% of patients, the endoscopy was normal with no mucosal lesions, and patients over 20 years of age 

were more likely to have normal endoscopies. 

 

318 seropositive subjects were found to have chronic atrophic gastritis (CAG). On 11 subjects, endoscopic 

findings were normal, but 79 subjects were diagnosed with synchronous CAG and metaplastic gastritis [27]. 

144 (63.2%), 26 (11.4%), 28 (12.3%), 25 (11%), and 5 (2.2%) patients were diagnosed with gastritis, 

duodenitis, duodenal ulcer, gastric ulcer, and gastric cancer, respectively [28]. According to a Tanzanian 

study, gastritis was the most common symptom in 65 percent of their included cases. Gastritis and duodenal 

ulcers were found to be associated with H pylori in 72 % and 89.5 % of cases, respectively [35]. 90% of 

patients with non-bleeding duodenal ulcers had H pylori antigen positive tests, so confirmatory tests were not 

necessary. Nevertheless, gastric ulcers, bleeding duodenal ulcers, and perforated ulcers showed lower positive 

rates with H pylori and a need for further confirmation tests [22]. 
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Male and female patients had no statistically significant difference in BMI in our study, but those with H 

pylori (by histology) had a statistically significant higher BMI than those without H pylori. According to the 

results of the stool antigen test, the presenting symptoms in this study were not statistically significant 

between the study groups. 

 

[10] studied 273 patients with gastritis, of whom 156 (62.9%) tested positive for Helicobacter pylori. Gastritis 

and H pylori positivity had a statistically significant correlation (p=0.009). Twenty-seven percent of patients 

had normal endoscopy results with no mucosal lesions H pylori was detected in only 24 patients. Normal 

endoscopy had a negative correlation with H pylori (p<0.001). 

 

Among patients with a positive stool test (p = 0.009), atrophic chronic gastritis (CAG) is more common, and 

chronic superficial gastritis is more common in patients with a negative stool test (p = 0.013) [27]. The biopsy 

findings from this study revealed that mild activity was detected in 66 cases (50%), chronic inflammation 

was detected in 104 cases (787%) and mild inflammation was observed in 74 cases and moderate 

inflammation in 30 cases. We detected gastric atrophy in 16 cases, while intestinal metaplasia was not 

observed. 

 

In our study, I found that the results of the stool antigen test were statistically significantly more indicative 

of H pylori infection when compared with the biopsy findings (but not chronic inflammation). Comparing 

the stool antigen test to the histological findings, this study revealed that the stool antigen test has 63.2% 

sensitivity, 71.4% specificity, a PPV of 75% and a NPV of 58.8% in detecting H pylori in stool samples. 

Mandal and his colleagues in 2019 reported a finding of CAG in a H pylori infection, in agreement with 

Mandal's observations. In patients with H pylori infection, CAG was higher (85.2%) than in those not infected 

(P 0.001) [26]. 

 

Based on comparison between stool antigen and antral histological examination, another study showed 65.2 

% sensitivity, 46.8% specificity, and a total accuracy of only 60.4% for diagnosis of H pylori infection, which 

were lower than those of our study [16].  

 

An antral histological examination and stool antigen comparison showed 65.2 % sensitivity, 46.8% 

specificity, and a total accuracy of only 60.4% for the diagnosis of H pylori infection, which were lower than 

those of our study. The endoscopy results of seventeen patients (22.4%) were normal. Twenty-six (66.7 %) 

of the patients who tested positive for Helicobacter urease test (HUT) had gastritis, and eight (20.5 %) had 

gastric ulcers [22]. H pylori was not significantly associated with endoscopic findings, such as gastritis, 

gastric ulcers, and duodenal ulcers. H pylori was found to be present in ten (37%) reflux esophagitis patients 

[26]. 

 

As compared to our study, found no correlation between functional dyspepsia and age, sex, low education 

level, BMI, alcohol consumption or coffee consumption, medications (NSAIDs/aspirin or corticosteroids), or 

chronic gastritis. After stratifying by overweight and obesity (BMI 25–29 kg/m2: OR, 1.07; 95% CI, 0.67–

1.70) there was no association between BMI and functional dyspepsia [36]. 

 

In the current study, obesity was a risk factor with a relative risk 2.1 and this was in accordance and nearly 

equal to study, where relative risk of obesity for dyspepsia and erosive gastritis was 2.23 [37]. According to, 

there was only a marginal association of dyspepsia with obesity (OR: 1.1), which is lower than ours. 

Dyspepsia was associated with obesity (BMI > 30 kg/m2), but the association with obesity was only 

borderline significant [38]. 
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Based on the results of the current study, we recommend; 

1. Strict follow up of patients with upper GIT symptoms for exclusion of malignant causes. 

2. Provide noninvasive diagnostic maneuvers for better detection of H.Pylori infections. 

As a single-center study, and with a small sample size, the present study has some limitations. This limits the 

power of the conclusions. To understand some of the obscurity surrounding dyspepsia, extensive further 

studies are required. Further studies should be performed including larger number of patients from one than 

more centers Further studies are needed to help understanding obscured aspects of dyspepsia to help in proper 

treatment of this common problem. 

 

5. Conclusion 

Dyspepsia is the common presentation among cases complaining from upper GIT symptoms. Most of the 

cases were positive for H. pylori stool antigens indicating high prevalence among cases with upper GIT 

symptoms. Most of the cases with upper GIT symptoms had benign pathology on histopathological analysis. 

Stool antigen test for H. Pylori revealed high sensitivity in comparison with histopathological findings in 

diagnosis cases with upper GIT symptoms. 

 

6. Reference 

[1] Tack, J. and Talley, N. J. "Functional dyspepsia—symptoms,definitions and validity of the Rome III 

criteria." Nature reviews Gastroenterology & hepatology (2013), 10(3), 134. 

 

[2] Irvine, A. J., Pinto-Sanchez, M. I., Bercik, P., Moayyedi, P. and Ford, A. C. "Minimal differences in 

prevalence and spectrum of organic disease at upper gastrointestinal endoscopy between selected secondary 

care patients with symptoms of gastro-oesophageal reflux or dyspepsia." Scandinavian journal of 

gastroenterology (2017), 52(4), 396-402.  

 

[3] MohdMubarik, M. and Malik, G. "diagnostic yield of upper GI endoscopy and ultraso-nography in 

patients of dyspepsia." JK-Practitioner(2012), 17(4), 15-9.  

 

[4] Ford AC, Marwaha A, Sood R, Moayyedi P. Global prevalence of, and risk factors for, uninvestigated 

dyspepsia: a meta-analysis. Gut. 2015 Jul;64(7):1049-57.  

 

[5] Andrabi, R. U. S., Ahad, W., Yousuff, M., Dawood, B., Mudasir, M. and Mushtaq, S. "Endoscopic 

findings in Persistent Dyspepsia in Secondary Care Hospital Setting in North Kashmir." J Assoc Physicians 

India(2019), 67(9), 46-9.  

 

[6] Piatek-Guziewicz, A., Przybylska-Feluś, M., Dynowski, W., Zwolińska-Wcisło, M., Lickiewicz, J. and 

Mach, T. "Endoscopic and histopathological findings of the upper gastrointestinal tract in patients with 

functional and organic dyspepsia." Przeglad lekarski(2014), 71(4), 204-209.  

 

[7] Moon, H.-W., Lee, S.-Y., Hur, M. and Yun, Y.-M. "Characteristics of Helicobacter pylori-seropositive 

subjects according to the stool antigen test findings: a prospective study." The Korean journal of internal 

medicine(2018), 33(5), 893. 

 

[8] Talley, N. J. "Functional dyspepsia: advances in diagnosis and therapy." Gut and liver (2017), 11(3), 349. 

 

[9] Riddle, M. S., DuPont, H. L. and Connor, B. A"ACG clinical guideline: diagnosis, treatment, and 

prevention of acute diarrheal infections in adults." The American journal of gastroenterolog,. (2016), 111(5), 



Rozaik, et.al, 2022                                                                                                         Teikyo Medical Journal 

 

3576 
 

602.  

 

[10] Srinivasan, S., Thomas, S., Kurpad, R., Muddegowda, P. H., Lingegowda, J. B. and Rajan, C. 

"Correlating Upper GI Symptoms and Endoscopic Findings with H Pylori Positivity–A Rural Tertiary Care 

Perspective." (2016) 

 

[11] Diaconu, S., Predescu, A., Moldoveanu, A., Pop, C. and Fierbințeanu-Braticevici, C. "Helicobacter 

pylori infection: old and new." Journal of medicine and life(2017), 10(2), 112.  

 

[12] Lacy, B., Talley, N., Locke III, G., Bouras, E., DiBaise, J., El‐Serag, H., et al. "current treatment options 

and management of functional dyspepsia." Alimentary pharmacology & therapeutics(2012), 36(1), 3-15.  

 

[13] Said, E. M., Abdelkarim, M. Y., Fudl, A. A., Barakat, S. and Abdu, A. E. "A New Horizon for 

Gastrointestinal Endoscopy in Port Sudan, Sudan: Through Concept, Design and Delivery? A Visiting 

Practitioner’s Commentary." Global Journal of Gastroenterology & Hepatology (2014), 2(1), 35-40.  

 

[14] Best LM, Takwoingi Y, Siddique S, Selladurai A, Gandhi A, Low B, Yaghoobi M, Gurusamy KS. Non-

invasive diagnostic tests for Helicobacter pylori infection. Cochrane Database Syst Rev. 2018 Mar 

15;3(3):CD012080.  

 

[15] Ramis, I. B. "Molecular methods for detection of Helicobacter pylori infection: could they be the gold 

standard?". Jornal Brasileiro de Patologia e Medicina Laboratorial (2017), 53(1), 4-4. 

 

[16] Muhammad, J. S., Zaidi, S. F. and Usmanghani, K. "Epidemiological and Pathophysiological Review of 

Helicobacter pylori." RADS Journal of Pharmacy and Pharmaceutical Sciences(2014), 2(2), 45-55.  

 

[17] Malaty, H. M., El-Kasabany, A., Graham, D. Y., Miller, C. C., Reddy, S. G., Srinivasan, S. R., et al. 

"Age at acquisition of Helicobacter pylori infection: a follow-up study from infancy to adulthood." The 

Lancet(2002), 359(9310), 931-5.  

 

[18] Zhang, C., Yamada, N., Wu, Y.-L., Wen, M., Matsuhisa, T. and Matsukura, N.) "Helicobacter pylori 

infection, glandular atrophy and intestinal metaplasia in superficial gastritis, gastric erosion, erosive gastritis, 

gastric ulcer and early gastric cancer." World journal of gastroenterology: WJG 2005, 11(6), 791. 

 

[19] Dhakhwa R, Acharya IL, Shrestha HG, Joshi DM, Lama S, Lakhey M. Histopathologic study of chronic 

antral gastritis. J Nepal Health Res Counc. 2012 Jan;10(1):57-60.  

 

[20] Agbakwuru EA, Fatusi AO, Ndububa DA, Alatise OI, Arigbabu OA, Akinola DO. Pattern and validity 

of clinical diagnosis of upper gastrointestinal diseases in south-west Nigeria. Afr Health Sci. 2006 

Jun;6(2):98-103.  

 

[21] Onyekwere, C., Hameed, H., Anomneze, E. and Chibututu, C.) "Upper gastrointestinal endoscopy 

findings in Nigerians: a review of 170 cases in Lagos." The Nigerian postgraduate medical journal 2008, 

15(2), 126-129. 

 

[22] Adu-Aryee, N., Aabakken, L., Dedey, F., Nsaful, J. and Kudzi, W"Comparison of endoscopic based 

diagnosis with Helicobacter urease test for Helicobacter pylori infection." BMC research notes. (2016), 9(1), 

https://www.teikyomedicaljournal.com/


   ISSN: 03875547 

Volume 45, Issue 01, February, 2022 

  

3577 
 

421.  

 

[23] Lieberman D, Fennerty MB, Morris CD, Holub J, Eisen G, Sonnenberg A. Endoscopic evaluation of 

patients with dyspepsia: results from the national endoscopic data repository. Gastroenterology. 2004 

Oct;127(4):1067-75.  

 

[24] Choi YJ, Park YS, Kim N, et al. Gender differences in ghrelin, nociception genes, psychological factors 

and quality of life in functional dyspepsia. World J Gastroenterol 2017;23:8053-8060. 

 

[25] Song KH, Jung HK, Min BH, et al. Development and validation of the Korean Rome III questionnaire 

for diagnosis of functional gastrointestinal disorders. J Neurogastroenterol Motil 2013;19:509-515. 

 

[26] Mandal, A. K., Kafle, P., Puri, P., Chaulagai, B., Sidhu, J. S., Hassan, M., et al. "An association of 

Helicobacter pylori infection with endoscopic and histological findings in the Nepalese population." Journal 

of Family Medicine and Primary Care(2019), 8(3), 1227.  

 

[27] Moon, H.-W., Lee, S.-Y., Hur, M. and Yun, Y.-M. "Characteristics of Helicobacter pylori-seropositive 

subjects according to the stool antigen test findings: a prospective study." The Korean journal of internal 

medicine(2018), 33(5), 893.  

 

[28] Shrestha, U. K., Ghosh, A., Alurkar, V. M., Kohli, S. C. and Sapkota, S. "Prevalence of Helicobacter 

pylori infection, its correlation with gastroduodenal diseases and the incidence of gastric cancer in Nepal." 

Journal of Advances in Internal Medicine(2013), 2(2), 52-60. 

 

[29] Demerdash, D. M. E., Ibrahim, H., Hassan, D. M., Moustafa, H. and Tawfik, N. M.) "Helicobacter pylori 

associated to unexplained or refractory iron deficiency anemia: an Egyptian single-center experience." 

Hematology, transfusion and cell therapy (2018, 40(3), 219-225. 

 

[30] Graham, D. Y. "Helicobacter pylori update: gastric cancer, reliable therapy, and possible benefits." 

Gastroenterology (2015), 148(4), 719-731. e713.  

 

[31] Han, J. H., Khin, P. P. and Sohn, U. D"Effect of Rumex Aquaticus Herba extract against Helicobacter 

pylori-induced inflammation in gastric epithelial cells." Journal of medicinal food (2016), 19(1), 31-37. 

 

[32] Ndraha, S. and Simadibrata, M.) "Upper gastrointestinal endoscopic and histopathological findings in 

patients with dyspepsia." Indonesian Journal of Gastroenterology, Hepatology, and Digestive 

Endoscopy(2012, 13(1), 23-28.  

 

[33] Thirumurthi, S. and Graham, D. Y. "Helicobacter pylori infection in India from a western perspective." 

The Indian journal of medical research(2012), 136(4), 549. 

 

[34] Best LMJ, Takwoingi Y, Siddique S, Selladurai A, Gandhi A, Low B, Yaghoobi M, Gurusamy KS. Non‐

invasive diagnostic tests for Helicobacter pylori infection. Cochrane Database of Systematic Reviews 2018, 

Issue 3. Art. No.: CD012080. DOI: 10.1002/14651858.CD012080.pub2. Accessed 27 December 2021. 

 

[35] Ayana SM, Swai B, Maro VP, Kibiki GS. Upper gastrointestinal endoscopic findings and prevalence of 

Helicobacter pylori infection among adult patients with dyspepsia in northern Tanzania. Tanzan J Health Res. 



Rozaik, et.al, 2022                                                                                                         Teikyo Medical Journal 

 

3578 
 

2014 Jan;16(1):16-22.  

 

[36] Zagari RM, Law GR, Fuccio L, Cennamo V, Gilthorpe MS, Forman D, Bazzoli F. Epidemiology of 

functional dyspepsia and subgroups in the Italian general population: an endoscopic study. Gastroenterology 

(2010). Apr;138(4):130211.doi:10.1053/j.gastro.2009.12.057. Epub 2010 Jan 13. PMID: 20074574. 

 

[37] Camilleri M, Malhi H, Acosta A. Gastrointestinal Complications of Obesity. Gastroenterology. 

2017;152(7):1656-1670. 

 

[38] Wallander M-A, Johansson S, Ruigo´ mez A, Garcı´a Rodrı´guez LA and Jones R. Dyspepsia in general 

practice: incidence, risk factors, comorbidity, and mortality. Family Practice 2007; 24: 403–411 

https://www.teikyomedicaljournal.com/

