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 مستلخص البحث

 :المقدمه

تعتبر القسذٕ الهطمّٕمو الأمساض التي لها تأثير كبير علٖ الهظام الصرْ  َتػكل ضببًا ياماً لمساضٕ ََفّات 

المسضٖ ,كما أنًا تؤدٓ إلى العدِد مو العُاقب الهفطّٕ َالاجتماعّٕ َالعاطفّٕ َالاقتصادِٕ , َاضطسابات الجًاش 

الهطمْ لها تأثير كبير , لّظ فقط علٖ نمط الحّأ الصرٌّ للأأغخاص المسِطٕ , َلكو أِطا علٖ أقازبًم 

 ل مع الفترٔ الحٌُِّ للإنطاى.َأضسيم ,عهد ظًُز المسض في ضو مبكسٍ مو العمس  فإنًا تتداخ

   :الأهداف

 للمسضٖ المصابين (الكفا٘ٔ الراتّٕتحطين نُعّٕ الحّأ) نمط الحّأ علٖ  غّيريرٍ الدزاضٕ لتقّّم تأثير ت تيدف    

 .بالقسذٌ الهطمٌّ

 :المنهجية 

القسذٌ الهطمٌّ,إضتًدفت الدزاضٌ عدد ماٌٙ َثلاثُى مسِض مو سضٖ لم, غبٌ التحسِبّٕ التدخلٌّ  يرٍ الدزاضٕ

, تم  ٖامعالمك نمس الج مطتػفٖللعّادٍ المحُلٌ بغسض المتابعًب أَ ذطسَالمطتػفْ بغسض العلاد تم دخُلهملالرِو 

لتُتس , تم قّاع نطبٕ القلق أَا مع البّانات المهظمٕبإضتخدام إضتبانٕ  لج, ٕ متّطسٔ مهًمأخر عّهم بختّازيإ

علْ  ثلاث مساذل  َيْ مسذلٌ  التقّّم الاَلْ ما قبل البرنامخ ثم  تعسض المسضْ َالإكتٚاب َقّاع كتلٕ الجطم 

معسفٕ  ملبرنامخ تدزِبي لمدٔ غًسِو َبعد ثلاث  أغًس اضتخدمت نفظ الأدَات التي اضتخدمت في التقّّم الأَلى لتقّّ

الجالجٕ  ذلٌنفظ الأدَات لتقّّم معسفٕ المسضْ للمس اضتخدمتًسِو أخسٓ الجانّٕ َمو ثم بعد غ المسضْ لتقّّم للمسذلٌ

( 22َ تم تحلّل يرٍ البّانات عو طسِق الكمبُّتسبإضتخدام بسنامخ الحصم الإذصاٌّٙ للعلُم الإجتماعٌّ إصداز ), 

 ل.ًا تم تحلّلًا بُاضطٕ بسنامخ إكطَبعض مه

 :النتائج

لدمُعلٕ الدزاضلٕ للدًِم معسفلٌ جّلدٍ علو مفًلُم القسذللٌ        (%69.2)أى أكجلس ملو ثلجلْ    يلرٍ الدزاضلٕ   تُصللت  نتلاٙخ    

لدمُعٕ الدزاضٕ لدًِم معسفٌ جّلدٍ علو عُاملل الخطلس بالهطلبٌ للقسذلٌ الهطلمٌّ        (%67.7)الهطمٌّ,أكجس مو ثلجْ 

ٌ لدمُعللللٕ الدزاضللللٕ لللللدًِم معسفللللٌ جّللللدٍ عللللو أضللللباب القسذللللٌ الهطللللمٌّ َالأيلبّلللل  مللللو(%70.8)َأِطللللا يالبّللللٕ 

لدمُعللٕ الدزاضللٕ لللدًِم معسفللٌ جّللدٍ عللو مطللاعفات القسذللٌ الهطللمٌّ كمللا أى يللرٍ المعسفللٌ   مللو (%86.9)العظمللْ

يهاللك علاقلٌ ذات   , بصُزٍ َاضرٌ المتابعٕ  بّهما ذاد مطتُٗ المعسفٌ لدًِم في مسذلٕ ,  بعد البرنامخ التدزِبيتحطهت 

 .(>P 0.0.ّألدٗ لدمُعٕ الدزاضٕ)نمط الحدلالٌ إذصاٌّٙ معهٌُِ فّما يخص المعسفٌ َتغّير 

لدمُعلٕ   (%69.2)أكجس مو ثلجْ أىمُانع ممازضٕ نمط الحّأ لدٓ لدمُعٕ  الدزاضٕ أيم  تُصلت الدزاضٌ الْ أى   

أكجس لدًِم قلٕ الدخل الإجتماعْ َالإقتصلادٓ,  مهًم (%81.5)َالغالبٌّ العظمٖ   ,الدزاضٌ لدًِم إعتقادات صرٌّ 

ُ ملهًم    (%73.8)الغالبّلٌ  َ, قبلُ  للإزغلادات الطبّلٌ     للّظ للدًِم   ملهًم   (%58.5)هصف ال مو يلالْ   عللاد أى ال بّهل

 .الجمو

 :الخاتمة 

الراتّٕ , َالتركم في  السعإِالدزاضٕ إلى أى البرامخ التعلّمّٕ كانت فعالٕ في شِادٔ المعسفٕ , َتحطين  تُصلت  

 الهطمٌّ .بالقسذٌ أضلُب الحّأ للمسضٖ المصابين  عادات
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Abstract 

Background: 

 Peptic ulcer disease has a major impact on the health system and continues to be a 

considerable cause of patient morbidity and mortality, which lead to many 

psychosocial, emotional and economic consequences. Gastrointestinal disorders have 

a great influence not only on health related quality of life of diseased persons, but 

also on their relatives and families. With the onset in young age, they interfere with a 

very active period of human life.  

Objectives: 

          The aim of this study is to evaluate the effect of self-care life style 

modification program on patients with peptic ulcer disease0 

Methods: 

 This quasi-experimental prospective interventional study, conducted among    

Patients with peptic ulcer disease (N=130), theywere selected from patients  attended 

the refered  clinic of ElmekNimir university Hospital  and admitted patient. Selection 

was done via convenience sampling. Before the program was applied the 

knowledge of patients was assessed by structural standard questionnaire, 

anxiety scale, and  measure body mass index. Then the patients were receiving 

an educational program for two month , after three months the same tools was 

used to collect  post  test data and then after two other months later also the 

same tools was used to collect post intervention data. The collected data was 

analyzed by statistical package for social sciences (SPSS) version (22) and 

excel program. 

Results: 

          This study reflected that more than two third (69.2%) of studied group had 

good knowledge about definition of peptic ulcer also more than two third (67.7%) of 

them had good knowledge about risk factors, and the majority (70.8%) of them had 

good knowledge about causes and also (86.9%)  had good knowledge about 

complication. Knowledge improved in post test phase upgraded in follow up phase 
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there is significant correlation between the knowledge of patient and of life style 

modification(P < 0.05).        

        The study reflected that barriers to practice life style represented that more than 

two third (69.2%) of them were Health believes, and majority (81.5%) of them 

reported low socioeconomic status, more than half (58.5%) of them reported lack of 

agreement with clinical guidance, also majority (73.8%) of them reported cost 

medication. 

Conclusion: 

It was concluded that the educational programs were effective in increasing 

knowledge, improving self-care, and controlling lifestyle habits of patients with 

peptic ulcer disease. 
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1. Introduction 

Before the twentieth century, stomach ulceration constituted the bulk of peptic ulcer 

disease and duodenal ulcers were quite rare, the incidence of duodenal ulcers 

increased progressively, reaching a peak in the 1950s. The cause of this rise is 

unclear, because H. pylori are thought to have been ubiquitous in the human 

Population for thousands of years
(1)

. 

In developing countries, the prevalence of infection may be 80% or higher in adults. 

Person to person transmission of H. pylori is likely because familial related 

clustering of infection occurs. In Sudan, information about the prevalence of H. 

pylori infection is very patchy, and there is only one study which showed high 

prevalence (80%) of  H. pylori  infection among patients with symptoms of 

gastritis, 56% with duodenal ulcer, while 60% with duodenitis and 16% apparently 

look normal 
( (2,3)

. 

Several studies have been done in Iraq to evaluate the prevalence of H. pylori 

infection in peptic ulcer disease indicating in the range of 60% - 70%. The annual 

incidence of H. pylori infection is around 4%- 15% in developing countries, 

compared with about 0.5% in industrialized countries, prevalence was associated 

with increasing age, non– white skin level, big family size, low socioeconomic 

conditions in childhood, higher number of siblings. In Malaysia, the prevalence of 

H. pylori infection among patients diagnosed with peptic ulcer disease was low but 

ethnicity and smoking were significant factors associated with the infection
 (4, 5)

. 

Peptic ulcer disease (PUD) is one of the most common human sicknesses, affecting 

about 50% of the world population. The life time for developing a peptic ulcer is 

approximately 10%,and they resulted in 301,000 deaths in 2013 down from 

327,00,In western countries the percentage of people with  Helicobacter pylori  

infections roughly matches  age(i.e.,20% at age 20,30% at age 30,80% at age 

80)
(6)

. 
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Peptic ulcer disease is common, affecting millions of Americans yearly, more than 

one million from patient admitted to hospital, Medical costs associated with PUD 

are an estimated $5.65 billion every year in the U.S. An estimated 15,000 

operations are performed each year on patients hospitalized with PUD, Recent 

medical advances have increased our understanding of ulcer formation. Improved 

and expanded treatment options are now available
(7, 8,9)

. 

prevalence is higher in developing countries where it is estimated at about 70% of the 

people, whereas developed countries show a maximum of 40% ratio Researchers 

in  Sabah, Malaysia confirmed a prevalence of 32.26 %  Helicobacter pylori  

infection in 1156 subjects, in age groups 12 to 80 years ,In the past duodenal ulcer 

was 10 times as common in men as in women and gastric ulcer had a male 

majority of 3:2,now the frequency is much  less, mostly because of H.pylori 

eradication incidence being more even the sale of antacid drugs worldwide more 

$5 billion, making ulcer disease a  major burden to the public healthcare 

system
(10,11,12)

. 

        Worldwide the most common causes of peptic ulcer disease (PUD) are 

Helicobacter pylori infection and use of non-steroidal anti-inflammatory drugs 

(NSAIDs). Including aspirin ibuprofen, naproxen, Smoking cigarettes or using 

tobacco ,the test-and-treat strategy for detecting H. pylori is appropriate in situations 

where the risk of gastric cancer is low based on age younger than 55 years and the 

absence of danger symptoms. Most other patients should undergo upper endoscopy 

to rule out malignancy and other serious causes of dyspepsia.
 (13, 14)

 

Peptic ulcer disease (PUD) is a common problem in the United States, with 

approximately 500,000 new cases diagnosed each year and 4 million cases of ulcer 

recurrence
.
 Complications related to PUD cause nearly 15,000 deaths every year

(15, 

16)
. 
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Quality of life has emerged as an important concept and outcome in health and health 

care, in public health and in medicine, the concept of health- related quality of life 

refers to a person or groups perceived physical and mental health over time 

tracking health-related quality of life in different populations can identify 

subgroups with poor physical or mental health and can help guide policies or 

interventions to improve their health
(17)

. 

Although health is one of the important domains of overall quality of life, there are 

other domains as well—for instance, jobs, housing, schools, the neighborhood. 

Aspects of culture, values, and spirituality are also key aspects of overall quality of 

life that add to the complexity of its measurement. Nevertheless, researchers have 

developed useful techniques that have helped to conceptualize and measure these 

multiple domains and how they to each other
(18). 

 

Long life risk of PUD for each person is about 5%–10%; then disease is important 

socially and economically. Based on new information the prevalence of PUD in 

men and women in United States is of 12% and 10% respectively. Additionally, 

the annual mortality reports, due to PUD complication, are of about 15000 cases, 

In Iran, PUD is the 31st common disease
(20)

. 

Several studies showed that the improvement in Quality Of Life (QOL) in patients 

with PUD plays an important role in the management of the disease; it is notable 

that the Quality Of Life is a concept that must include all the somatic aspects, 

psychosocial functions, physical activities and other related factors of disease. A 

study indicated that QOL in PUD patients is fewer than in normal population
(21)

. 

They newly began in around 53 million people in 2014, About 10% of people develop 

a peptic ulcer at some point in their life, They resulted in 301,000 deaths in 2013 

down from 327,000 deaths in 1990 
(22)

. 
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1.2 Problem Statement 

          The lifetime risk for developing a peptic ulcer is approximately 10%, Before the 

twentieth century, gastric ulceration constituted the bulk of peptic ulcer disease and 

duodenal ulcers were quite rare, The incidence of duodenal ulcers increased 

progressively, reaching a peak in the 1950sTherefore,Theprevalence is higher in 

developing countries where it is estimated at about 70% of the population. 

       Peptic ulcer Patients are often concerned about the unpredictability of the illness, 

Lake of nurse teaching Patient about self-care and patient complaining in during 

life as their health state deteriorate, Assessing and managing life style permit early 

identification of complication and initiation of management measures prevent and 

decrease complication.  

         Good lifestyle changes are further complicated by varying socioeconomic 

conditions, education levels and poor health care delivery. This study will inform 

patient on possible education and lifestyle modification, This could augment 

already existing methods of treatment in the management of patients. 

However, educational programs that address patients prevention and management 

specific to patient, it was critical to develop a lifestyle modification tips to help 

address the stated problems, This study will be developed to improve quality of life 

for patients with peptic ulcer, fill the gap in knowledge about disease and it is 

complication. 
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1.3 Justifications 

Life style modification is the first line of intervention for treatment of patient with 

peptic ulcer disease and major contribution to science of nurse teaching patient 

self-care helps to identify the learning needs of the patient and family members  

    So managing life style permits early identification of complication and initiation of 

management measures prevent and decrease complication and have numerous 

psychological benefits for the patients. 

However, for unknown reason although about 15% of the infected persons develop 

PUD many infected persons in Africa never develop PUD. A meta-analysis of the  

several controlled clinical trials showed that H. pylori eradication therapy enhances 

a rapid ulcer healing at a higher rate and marked reduction in the recurrence rate of 

PUD particularly DU from 80 to 4% yearly. On this ground, national institute 

healthof America in 1994, European H. pylori study group in the Maastricht 

consensus conference 1996 and FDA of USA in 1998 recommended that all 

patients with endoscopically documented PUD with H. pylori infection should 

receive a course of anti-microbial therapy
. (23)

 

The lifetime likelihood of developing peptic ulcer is about 10% for males and 4% for 

females.
(24).

The burden of peptic ulcer disease is much greater in Bangladesh and is 

a major cause of morbidity and significant cause of mortality affecting large 

fractions of the population largely due to the poor socio-economic conditions and 

lack of awareness about the disease, in the developed countries (15% vs 1.5%). 

And it is among the top 25 leading causes of death according to the World life 

Expectancy Over 95% (95-100%) of DUs and >80% (56-96%) of GU are strongly 

associated with  H. pylori infection
(25)

. 

The study is conducted to fill the gap of knowledge and life style modification , and 

this program can improve quality of  life of patients  regarding self - care  and 

independence
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1.4 Hypotheses 

            H0 

There was significant effect of the program of patient level of knowledge 

and adherence of life style. 

H1 

There was no significant effect of the program of patient level of knowledge 

and adherence of life style.  
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1.5 Objectives of the study 

1.5.1 General objective:   

To evaluate the effect of self-care life style modification program onpeptic ulcer 

patients. 

1.5.2 Specific objectives:  

1. To assess patients knowledge regarding peptic ulcer(in term of definition, 

causes, risk factor ,complication) 

2. To assess level of practice of life style modification among patient with  peptic 

ulcer disease 

3. To determine the most common barrier affect the patient life style to perceive 

life style 

4. To determine the associate between level of knowledge and quality of life with 

selective demographic characteristic in pre test, post test and follow up test. 
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2. Literature Review 

2.1Background 
   

The Nobel Prize in Physiology or Medicine 2005 was awarded for the discovery of the 

bacterium Helicobacter pylori and its role in gastritis and peptic ulcer disease, 

Awarding of this prestigious prize highlighted the importance of peptic ulcer 

disease and the potential for improving clinical outcomes and decreasing 

healthcare costs, older people comprise an increasing proportion of most Western 

societies
(26)

.  

The primary goal of treatment for patients with chronic conditions is to maximize 

their function in everyday life and to achieve the highest level of well-being   

Measures of a disease activity and duration that are based on the laboratory or 

endoscopic variables, do not always correlate with well-being, particularly in 

peptic ulcer diseasethe whole picture of a patient includes limitations in the work 

and social activities, home and married life, coping, stressful events influence on 

the clinical course of these diseases , they lead to many psychosocial, emotional 

and economic consequences and treatment of these conditions requires long-term 

medical follow-up, frequent invasive endoscopic examinations and continuous 

drugs’ intake 
(27).

 

Functional gastrointestinal disorders like peptic ulcers are common throughout the 

world, they can significantly impair patients’ quality of life (QOL). These digestive 

system diseases are important to public health because they are remarkably 

common, can hinder a person’s daily activities, and can cause major social and 

economic burden, gastrointestinal ulceration and peptic ulcer disease are 

significant causes of morbidity in the United States and globally. Medications and 

bacteria play important roles in the pathogenesis of gastrointestinal (GI) ulceration 

and conditions that are easily managed by a knowledgeable practitioner. The 

orthopedic patient population as well as patients with rheumatologic disorders 
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often control their pain with non-steroidal anti-inflammatory drugs (NSAIDs) and 

are at increased risk of GI ulceration
(28,29)

. 

2.2Definition of peptic ulcer  

Peptic ulcer disease is a group of disorders characterized by the presence of ulcers in 

any portion of gastrointestinal tract (GIT) exposed to acid in sufficient 

concentration and duration, An ulcer is a crater like lesion in a membrane; ulcers 

that develop in areas of the GIT exposed to acidic gastric juice are called peptic 

ulcers, Word ‘peptic’ derives from the Greek term ‘peptikos,’ meaning related to 

digestion. Peptic ulcer is due to exposure of stomach and duodenum to pepsin and 

gastric acid. Imbalance occurs between aggressive factors like acid, pepsin, H. 

pylori and defensive factors such as gastric mucus, bicarbonate ions, and 

prostaglandins along with innate resistance of mucosal cells
 (30, 31, 32)

. 

Peptic ulcer is a lesion of the mucosal lining of the upper gastrointestinal tract 

characterized by an imbalance between aggressive and protective factors of the 

mucosa, having H. pylori as the main etiologic factor, Peptic ulcer may be 

duodenal or gastric. Duodenal ulcers are more common and occur more often in 

younger adults. Gastric ulcers usually occur after middle age. Although peptic 

ulcers can occur at any age, individuals aged 30 years to 55 years are more likely 

to have duodenal ulcers, whereas gastric ulcers occur most often between age 55 

years and age 70years
 (33,34,35)

. 

Peptic ulcer is a hole in the lining of the stomach, duodenum, or esophagus. A peptic 

ulcer of the stomach is called a gastric ulcer, an ulcer of the duodenum is 

a duodenal ulcer, and a peptic ulcer of the esophagus is an esophageal ulcer. A 

peptic ulcer occurs when the lining of these organs is corroded by the acidic 

digestive juices which are secreted by the stomach cells
(36)

. 

A peptic ulcer is an excoriated area of stomach or intestinal mucosa caused principally 

by the digestive action of gastric juice or upper small intestinal secretions. Peptic 

http://www.medicinenet.com/image-collection/esophagus_picture/picture.htm
http://www.medicinenet.com/peptic_ulcer/article.htm
http://www.medicinenet.com/peptic_ulcer/article.htm
http://www.medicinenet.com/peptic_ulcer/article.htm
http://www.medicinenet.com/peptic_ulcer/article.htm
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ulcer is a conglomerate of heterogeneous disorders, which manifests itself as a 

lesion in the lining of the gastrointestinal mucosa bathed by acid and/or pepsin. 

Peptic ulcers frequently occur along the lesser curvature of the antral end of the 

stomach or, more rarely, in the lower end of the esophagus where stomach juices 

frequently reflux
(37)

. 

Peptic ulcer disease is an excavation in the mucosa that protects and covers the area 

near the acid secreting parts of the gastrointestinal and thus penetrating through the 

muscular is layer in the mucosa covering the esophagus, stomach and 

duodenum.PUD is one of the much more common diseases in the world and one of 

the leading causes of deaths also Peptic ulcer disease refers to painful sores or 

ulcers in the lining of the stomach or first part of the small intestine, called the 

duodenum and Peptic ulcer is a defect in the mucosa of the gastrointestinal tract 

(GIT).  In order to be called an ulcer, the defect must involve the full thickness of 

the mucosa reaching muscular ismucosa, though predominantly occurring in the 

stomach and duodenum
 (38,39,40)

. 

2.3 History and prevalence  

Indigestion and heartburn have been described for thousands of years, but it was only 

in the 16
th
 century that the disease peptic ulcer was established by autopsy. One of 

the first autopsies - proven pyloric peptic ulcers was studied in 1586 by Donates of 

Mantua, concluded that inflammation of the stomach led to a gastric ulcer which 

then ruptured. The first known gastric hemorrhage was reported in 1704,first 

classification of stomach diseases came in 1793 from Matthew Baillie, with clear 

descriptions of acute inflammation (arsenic), trichobezoar, ulcer, perforation, and 

pyloricstenosis, cirrhoses and ulcerated cancer. In 1817, patients with perforated 

gastric ulcer were reported in Dublin by Crampon and patients with perforated 

duodenal ulcer were reported in London by Travers, who also noted bleeding, 

steno sing and penetrating gastric ulcers. The first epidemiological study on peptic 
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ulcer in North India was conducted in 1963,Approximately 5,00,000 new cases and 

4 million recurrences of peptic ulcer are reported each year, contributing to the 

approximately 10% of Americans developing peptic ulcer disease during their 

lifetime, In most countries, duodenal ulcers are about three times more common 

than gastric ulcers, but gastric ulcers are more common in some locations such as 

Japan, Sri Lanka, the Andes and some islands off northern Norway
 (32)

. 

The prevalence of peptic disease with or without ulcer was more common in age 

group of 20- 49 years; prevalence of duodenal ulcer is more common in male than 

in female, besides prevalence of gastric ulcer in both the sex were same, male and 

female
(41)

. 

       In Taiwan, a study was conducted on the prevalence of asymptomatic peptic ulcer 

disease. The prevalence of PUD in asymptomatic subjects is 9.4% in Taiwan. Prior 

history of PUD, low education level, a high BMI and current smoker are 

independent risk factors for developing asymptomatic PUD. Of the 572 

asymptomatic subjects, 54 (9.4%) were diagnosed as having PUD. The prevalence 

of gastric ulcer, duodenal ulcer and both gastric and duodenal ulcers were 4.7%, 

3.9%, and 0.9%, respectively. Multivariate analysis revealed that prior history of 

PUD and current smoker were independent predictors of asymptomatic PUD. In 

contrast, high education level was a negative predictor of PUD
(42)

. 

According to a study conducted in Bangladesh, a cross sectional type of observational 

study was conducted to see the prevalence pattern of peptic ulcer diseases among 

the children who presented with abdominal pain. Upper gastro – intestinal 

endoscopy was done followed by Campylobacter like organism (CLO) test and 

histopathology were used as the diagnostic tools. The affected male to female ratio 

was 2:1 (approx.). About 35% of the cases had a monthly income of <5000 Taka, 

45% earned 5000 – 10000 Taka and only 20% earned more than 10000 Taka. The 

overall life time prevalence is about 12% for men and 9% for women. 80% of adult 
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in countries like Bangladesh can have laboratory evidence of an H. pylori 

infection. In industrialized country the infection is rare in children and only about 

40% of adult are infected. Risk of infection is higher for people who live in 

overcrowded or low socio economic condition
(43)

. 

2.4Pathogenesis of Peptic Ulcer 

The normal stomach mucosa maintains a balance between protective and aggressive 

factors ,Some of the main aggressive factors are gastric acid, abnormal motility, 

pepsin, bile salts, use of alcohol and non-steroidal anti-inflammatory drugs 

(NSAID), as well as infection with  microorganisms (Helicobacter pylori and 

others). On the other hand, mucus secretion, bicarbonate production, gastro 

protective prostaglandin synthesis and normal tissue microcirculation protect 

against ulcer formation. Although in most cases the etiology of ulcer is unknown 

yet, it is generally accepted that gastric ulcers are multi factorial and develop when 

aggressive factors (endogenous, exogenous and/or infectious agents) overcome 

mucosal defense mechanisms
 (44)

. 

2.5 Types of Peptic Ulcer  

Based on location, peptic ulcers are categorized as follows - Gastric ulcer: means 

occurrence of ulcer in stomach. These ulcers occur more generally in the older age 

group, duodenal ulcer:  Occurrence of ulcer in the duodenum is referred as 

duodenal ulcer. These ulcers are more common than gastric ulcers. They occur 

commonly in younger individuals and are evenly distributed among various socio-

economic groups. Duodenal ulcer patients have higher than normal levels of acid 

secretion rates, depending on severity, peptic ulcers are also classified as:  Acute 

peptic ulcers:  These ulcers involve tissues to the depth of the sub mucosa. They 

may arise in the form of single or multiple lesions.  They are found in many sites 

of stomach and in the first few centimeters of duodenum.  Chronic peptic ulcers, 

these ulcers penetrate through the epithelial and muscle layers of stomach wall and 
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may include the adjacent pancreas or liver. In majority of cases, they occur singly 

in the pyloric antrum of the stomach and in duodenum
(32)

. 

2.6.Etiology 

Peptic ulcer disease is the cause of significant morbidity with patients having a low 

health-related quality of life. Gastric bleeding is a common initial presentation and 

complications include perforation, penetration and gastric outlet obstruction. The 

healthcare costs of complicated peptic ulcer disease are considerable; often 

requiring emergency endoscopy, hospital admission and surgery, The incidence of 

peptic ulcers in NSAID users during endoscopy is around 20% and this incidence 

increases linearly with age. It is estimated that over 50% of NSAIDuse is in people 

over 60 years, of whom approximately15% take these analgesics. NSAID use is 

frequently associated with gastric ulcers, or with bleeding gastric or duodenal 

ulcers
(45,46,47)

. 

The risk of bleeding from the upper gastrointestinal tract depends on a variety of 

factors, suchas history of previous complicated ulcer,multiple NSAID use 

(including aspirin),high-dose NSAID ,anticoagulant therapy Previous 

uncomplicated ulcer, age over 70 years , H. pylori infection and oral 

corticosteroids all of these Increased risk of ulcer bleeding has also been reported 

in users of selective serotonin reuptake inhibitors. This risk is amplified by 

concomitant NSAIDuse. This mechanism of action is not understood
(48,49)

. 

2.6.1Aspirin 

Low-dose aspirin increases the risk of gastrointestinal bleeding 2-fold. The risk is 

higher in users with a history of previous complicated ulcer, advanced age and 

concomitant use of corticosteroids, NSAID, clopidogrelor anticoagulants, 

Histamine H2-receptor antagonists are effective in preventing aspirin-induced 

injury however, proton pump inhibitors are more efficacious
(50) (51)

. 
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The endoscopic study of Douthwaite and Lintott in 1938 first documented the ability 

of NSAID to cause ulceration and bleeding in the upper gastrointestinal tract. In 

that study, the investigators demonstrated the ability of aspirin to damage the 

stomach. In the years that followed, more potent NSAIDs, such as indomethacin, 

phenylbutazone and the fermatas, were brought to market. Shortly thereafter, case 

reports of Melina associated with the use of aspirin and the newer case-control 

studies began to document the gastrointestinal toxicity of this class of drug. In 

recent years, the upper gastrointestinal tract damage caused by NSAIDs has been 

referred to as an `epidemic' by a number of investigators, particularly by patients 

with osteoarthritis and rheumatoid arthritis. The world market for NSAIDs is 

approximately $8 billion. The cost of treating NSAID-related gastrointestinal 

adverse effects almost certainly exceeds this amount (the annual cost of treating 

NSAID gastropathy in rheumatoid arthritis patients in the USA, for example, 

having been reported to exceed $4 billion)
 (23)

. 

        In another study, NSAIDs are associated with both upper and lower 

gastrointestinal tract complications which are commonly prescribed for a variety of 

musculoskeletal complaints such as rheumatoid arthritis and short-term 

management of pain in osteoarthritis.  Prevalence rates vary significantly, as 

estimates do not take a distinction between causal and non-causal associations or 

because estimates are observed in high risk populations only.  The prevalence of 

endoscopically confirmed gastrointestinal ulcers in NSAID users is quoted to be 

between 15% and 30%. About 12% to 30% of NSAID-induced ulcers are gastric 

ulcers, whereas 2% to 19% are duodenal ulcers. NSAID-induced ulcers are 

symptomatic only in 1% of patients after three to six months and in 2 to 4% of 

patients after one year 
(23)

. 
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2.6.2Helicobacter pylori Infection 

The incidence of H. pylori resistance toclarithromycin is increasing with a resultant 

reduction inthe efficacy of standard eradication treatments. No longer are these 

eradication treatments 90 to 95% successfuland alternative regimens have been 

proposed
 (52)

. 

Regardless of whether NSAID and H. pylori interact, the combination is frequently 

encountered and managing both reduces subsequent ulcer risk. While 

gastrointestinal symptoms may alertsthe clinician to peptic ulcer disease, many 

patients are asymptomatic. Complications such as bleeding are often the first 

presentation of NSAID-related ulcers. Prompterscognition will assist early hospital 

admission for appropriate management
(48)

.
 

Despite a decrease in the incidence of peptic ulcer bleeding, the rate of mortality has 

not diminished. Hospitalization rates remain high for elderly NSAID users(new 

and long-term users) and range from 12 to 22 per1000 person-years. Deaths in this 

situation are oftendue to co morbidities
,
Helicobacter pylori-negative and non-

steroidal anti-inflammatory drugs (NSAIDs)-negative idiopathic peptic ulcers 

(IPU) have attracted attention in Japan and other developed countries
 (53,54)

. 

In United States, a study was conducted on the trends of hospitalization for this 

disease. The study reveals that infection with Helicobacter pylori increases the risk 

for peptic ulcer disease (PUD) and its complications. To determine whether 

hospitalization rates for PUD have declined since antimicrobial drugs to eradicate 

H-pylori became available, we examined 1998–2005 hospitalization records (using 

the Nationwide Inpatient Sample) in which the primary discharge diagnosis was 

PUD. Hospitalizations for which the diagnosis was H. pylori infection were also 

considered. The age-adjusted hospitalization rate for PUD decreased 21% from 

71.1/100,000 population, the hospitalization rate for PUD was highest for adults 

>65 years of age and was higher for men than for women. The age-adjusted rate 
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was lowest for whites and declined for all racial/ethnic groups, except Hispanics. 

The age-adjusted H. pylori hospitalization rate also decreased. The decrease in 

PUD hospitalization rates suggests that the incidence of complications caused by 

H. pylori infection has declined
(55)

. 

2.6.3 Gastric acid Secretions   

The stomach mucosa has two important types of tubular glands:  oxyntic glands (also 

called gastric glands) and pyloric glands. The oxyntic (acid-forming) glands 

secrete hydrochloric acid, Pepsinogen, intrinsic factor, and mucus. The pyloric 

glands secrete mainly mucus for protection of the pyloric mucosa from the 

stomach acid. They also secrete the hormone gastric. A typical stomach oxyntic 

gland is composed of three types of cells: mucous neck cells, which secrete mainly 

mucus; peptic (or chief) cells, which secrete large quantities of Pepsinogen; and 

parietal (or oxyntic) cells, which secrete hydrochloric acid and intrinsic factor.  

Gastric parietal (oxyntic) cells secrete isotonic hydrochloric acid. The parietal cells 

secretion is an isotonic solution of essentially pure HCl. The PH of this solution is 

as low as 0.8, the concentration of hydrogen being a million times higher than that 

of plasma. Carbonic anhydrate enzyme has been found to be abundantly present in 

the gastric parietal cell which combines carbon dioxide and water forming carbonic 

acid, from where bicarbonate ion (HCO3) is exchanged with plasma Cl-Hydrogen 

ion is pumped out against the concentration gradient into the gastric lumen by 

H+K+ ATPthat is located in the apical membrane of the parietal cells. This pump 

generates the largest known ion gradient in vertebrates, with an intracellular pH of 

about 7.3 and an intracanalicular pH of about 0.8
(56)

. 

Hydrochloric acid is secreted by the parietal cells, which contain receptors for 

histamine, gastrin, and acetylcholine.  Gastrin is secreted by endocrine cells in the 

gastric antrum and duodenum. Zollinger–Ellison syndrome is an uncommon 

disorder caused by a gastrinsecreting adenoma associated with very severe peptic 
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ulcer disease, Pepsinogen, the inactive precursor of pepsin, is secreted by the chief 

cells located in the gastric funds. Pepsin is activated by acid pH(optimal pH of 1.8 

to 3.5), inactivated reversibly at pH 4, and irreversibly destroyed at pH7. The main 

goal for protection of the gastric mucosa from gastric acid is pharmacologic 

control of gastric acid secretion. Mucins are heavily glycosylated glycol proteins 

that are the major components of the mucus viscous gel covering epithelial tissues. 

They form lubricants protective selective barrier on epithelial surfaces, and 

modulates cell-cell and cell extracellular matrix interaction. Their expression is 

regulated by several cytokines and local hormones
(57,58)

. 

2.6.4Histamine  

Histamine is a chemical messenger that mediates cellular responses, including allergic 

and inflammatory reactions, gastric acid secretion and possibly neurotransmission 

in parts of the brain. Additionally, it is secreted by mast cells as a result of allergic 

reactions or trauma. Pharmacologically, histamine produces vasodilatation and 

increase in permeability of blood vessel walls that may contribute to gastric 

hemorrhage, the main role of histamine in the secretion of acid from acid-

producing parietal cells is widely reported. Where, histamine activates histamine-2 

receptors on the acid-producing parietal cells to stimulate acid production 
(57, 59)

. 

2.6.5. Interrupted Sleep 

People who work the nightshift have a significantly higher incidence of ulcers than 

day workers. Researchers suspect that frequent interruptions of sleep may weaken 

the immune system's ability to protect against harmful bacteria
 (60)

. 

Oxidative stress:-   

Oxidative stress initiates and aggravates many diseases including peptic ulcers and 

gastric carcinoma. One of the common denominators for the genesis of these 

diseases is the involvement of free radicals. Reactive oxygen species (ROS) are 

generated through numerous normal metabolic processes and are needed for 
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normal functioning of the organism. Various antioxidant enzymes like superoxide 

dismutase (SOD), catalase (CAT) and glutathioneperoxides (GPX) control their 

accumulation. Any imbalance in the activity of these enzymes normally leads to 

faulty disposal of free radicals and its accumulation. These ROS are responsible for 

oxidation of tissues leading to lipid per oxidation and tissue damage. They are also 

responsible for oxidation of bases in cellular DNA making them mutagenic, 

cytotoxic and cross linking agents, which in turn causes uncontrolled expression of 

certain genes causing increased multiplication of cells leading to cancer
(58)

. 

2.6.6.Apoptosis 

Apoptosis is cells dying process. In this, process goes through defined morphological 

changes   that involve chromatin condensation, cytoplasm and nuclear blabbing, 

and eventual cellular demise without loss of membrane integrity. Under normal 

physiological conditions, the balance between gastric epithelial cell proliferation 

and death is of great importance in maintaining gastric mucosal integrity 
(58)

. 

2.6.7 Bile acid   

Bile acids are synthesis in the liver. There are four different bile acids like taurocholic 

acids, taurodeoxycholic acids, tauro—chenodeoxy-cholic acids and 

tauroursodeoxycholic acid. The most resulting compounds cholic acid and cheno-

deoxy-cholic acid conjugated to a taurin or glycin molecules. This new compounds 

called as bile salts. Bile salts are known to destroy the permeability barrier of 

gastric mucosa and increase mucosal permeability to acids. It may produces direct 

injury to the surface cells of the stomach and renders gastric mucosa more 

susceptible to acid injury
(58)

. 

2.7 Risk factors:-  

Life style factors like - Smoking may increase the risk of relapse of PUD. Smoking is 

harmful to the gastro duodenal mucosa, and H-pylori infiltration is denser in the 

gastric antrum of smokers, hyper secretion of gastric acid (e.g.Zollinger-  
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Ellisonsyndrome) ,viral infection (e.g. cytomegalovirus),radiation Chemotherapy 

(eg, hepatic artery infusion) ,the risk of upper GI tract bleeding may be increased 

in users of the diuretic spironolactone serotonin reuptake inhibitors with moderate 

to high affinity for serotonin transporter
(57)

. 

2.7.1 Genetic 

Play an important role in ulcer pathogenesis. The  concordance for peptic ulcer in 

identical twins is approximately 50%,and the lifetime prevalence of developing 

ulcer in first degree relatives of ulcer patients is about three-fold greater than in the 

general  population. The inheritance of blood group 0 is associated with modest 

(1.3 fold) increase in duodenal ulcer
(2)

. 

2.7.2 Alcohol: 

Throughout the world, alcohol has been used for centuries in social, medical, cultural, 

and religious settings. Currently, it is considered to be one of the most commonly 

abused drugs, related to a wide range of physical, mental, and social harms, and 

responsible for 3.8% of deaths and 4.6% of disability-adjusted life years lost 

worldwide. The World Health Organization (WHO) has estimated that there are 

about 2 billion people worldwide who consume alcoholic beverages and 76.3 

million with diagnosable alcohol use disorders among the various organ systems 

that mediate alcohol’s effects on the human body and its health, the gastrointestinal 

tract plays a particularly important role. The alcohol absorption into the 

bloodstream occurs throughout the gastrointestinal tract and its direct contact with 

the mucosa can induce numerous metabolic and functional changes. These 

alterations may lead to marked mucosal damage, which can result in a broad 

spectrum of acute and chronic diseases, such as gastrointestinal bleeding and ulcers 

alcohol may interact directly with the gastric mucosa or it may act through a more 

general mechanism affecting the release of hormones and the regulation of nerve 

functions involved in acid secretion ,Intragastric application of absolute ethanol 
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has long been used as a reproducible method to induce gastric mucosa lesions in 

experimental animals The effects of acute administration of absolute ethanol to rats 

and mice on the gastric mucosa are dose-dependent and the damage appears as 

early as 30 minutes after ingestion and reaches a peak at about 60 minutes
(30)

.  

The ethanol-induced gastric mucosal lesions and erosions are similar to those 

occurring in gastric ulcer, Thus, alcoholic gastritis leads to the impairment of the 

integrity of gastric mucosal barrier, contributing to acid reflux into the subluminal 

layers of the mucosa and relate that intravenous, It is important emphasize that 

changes induced by short-term exposure to alcoholic beverages are rapidly 

reversible while prolonged alcohol exposure leads to progressive structural 

mucosal damage 
(30)

. 

2.7.3 Cigarette smoking: 

Although some studies have found correlations between smoking and ulcer formation, 

others have been more specific in exploring the risks involved and have found that 

smoking by itself may not be much of a risk factor unless associated with H-pylori 

infection. Researchers in Denmark in a series of 2416 subjects found that tobacco 

smoking and H-pylori infection are the main risk factors for PUD in Danish adults, 

studies have found that alcohol consumption increases risk when associated with 

H-pyloriinfection, it does not seem to independently increase risk. Even coupled 

with H-pylori infection, the increase is modest in comparison to the primary risk 

factor, satarasinghe and colleagues in a series of 1500 patients found alcohol was a 

contributory factor in one third of gastrointestinal bleeding (IGIB) patients
(61,62)

. 

2.8 Signs and Symptoms  

The most common peptic ulcer symptom is burning stomach pain. Stomach acid 

makes the pain worse, as does having an empty stomach. The pain can often be 

relieved by eating certain foods that buffer stomach acid or by taking an acid-

reducing medication, but then it may come back. The pain may be worse between 
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meals and at night and unexplained weight loss, appetite changes, Feeling of 

fullness, bloating or belching, Fatty food intolerance, Heartburn, Older patients and 

patients with alarm symptoms indicating a complication or malignancy should 

have prompt endoscopy. Patients taking nonsteroidal anti-inflammatory drugs 

should discontinue their use. for younger patients with no alarm symptoms
(63,64)

. 

2.9Diagnosis 

 The history and physical examination are important to identify patients at risk of 

ulcer, perforation, bleeding, or malignancy. The American College of 

Gastroenterology (ACG) recommends testing for H. pylori infection in patients 

with active PUD or history of PUD, dyspepsia symptoms, or gastric MALT 

lymphoma.3 The rationale for testing patients with a history of PUD who are 

currently asymptomatic is that detecting and treating H. pylori infection can reduce 

the risk of recurrence. The test-and-treat strategy for detecting H. pylori is 

appropriate in patients with dyspepsia and low risk of gastric cancer (age younger 

than 55 years and no alarm symptoms such as unexplained weight loss, progressive 

dysphasia, odynophagia, recurrent vomiting, and family history of gastrointestinal 

cancer, overt gastrointestinal bleeding, abdominal mass, iron deficiency anemia, or 

jaundice). Endoscopy is recommended for patients who are 55 years or older, or 

who have alarm symptoms
(65)

.  

2.9.1Ureath breath tests 

Urea breath tests require the ingestion of urea labeled with the nonradioactive isotope 

carbon or carbon, Specificity and sensitivity approach 100%. Urea breath testing is 

one option for test of cure and should be performed four to six weeks after 

completion of eradication therapy. Proton pump inhibitors (PPIs) must be stopped 

for at least two weeks before the test, and accuracy is lower in patients who have had 

distal gastrostomy. Cost and inconvenience are disadvantages of this test
(65)

. 

 

http://www.aafp.org/afp/2015/0215/p236.html#afp20150215p236-b3
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2.9.2 Stool monoclonal antigen tests 

Stool antigen tests using monoclonal antibodies are as accurate as urea breath tests if a 

validated laboratory-based monoclonal test is used, They are cheaper and require 

less equipment than urea breath tests. Like urea breath tests, stool antigen tests 

detect only active infection and can be used as a test of cure. PPIs should be 

stopped for two weeks before testing, but stool antigen tests are not as affected by 

PPI use as are urea breath tests
 (65)

. 

2.9.3Serologic tests 

Serologic antibody testing detects immunoglobulin G specific to H. pylori in serum 

and cannot distinguish between an active infection and a past infection. Serologic 

tests may be most useful in mass population surveys and in patients who cannot 

stop taking PPIs (e.g., those with gastrointestinal bleeding or continuous NSAID 

use) because the tests are not affected by PPI or antibiotic use
(65)

. 

2.9.4Endoscopy with biopsy 

Endoscopy with biopsy is recommended to rule out cancer and other serious causes in 

patients 55 years or older, or with one or more alarm symptoms. In patients who 

have not been taking a PPI within one to two weeks of endoscopy, or bismuth or an 

antibiotic within four weeks, the rapid urea’s test performed on the biopsy 

specimen provides an accurate, inexpensive means of diagnosing H. 

pylori infection. Patients who have been on these medications will require 

histology, with or without rapid urea’s testing. Culture and polymerase chain 

reaction allow for susceptibility testing but are not readily available for clinical use 

in the United States
(66)

. 
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2.10 Management 

H-pylori infection prevalence is higher in underdeveloped and developing countries 

and it is shown that the incidence has reduced with eradication therapy and 

improvement with sanitary conditions, the treatment regimens that attain 

eradication rates of 90% or greater by per-protocol analysis and 80% or greater by 

intent-to-treat analysis are recommended for  H-pylori  infection, the regimens 

include: triple therapyfirst option Proton pump inhibitor(PPI) in standard dose + 

clarithromycin 500 mg + amoxicillin 1000 mg each given twice  daily  second 

option PPI in standard dose + clarithromycin 500mg + metronidazole 400 mg ,each 

given  twice daily third option Ranitidine bismuth citrate(RBC) 400mg + 

clarithromycin 500 mg + amoxicillin 1000mg,each given  twice daily forth option 

RBC 400 mg +clarithromycin 500 + metronidazole 400  mg, each  given twice  

daily. Each of above regimen should be given for 7 days, the national Institutes of 

Health Consensus Conference in 1994 concluded that ulcer disease was an 

infectious disease that could be cured by bacterial eradication
(73, 74)

. 

2.10.1Side Effects   

Side effects of PPIs are usually mild and subside once treatment is complete. They 

can include headache, diarrhea, nausea, abdominal pain and constipation.  If 

prescribed eradication therapy for H. pylori infection patient may experience 

diarrhea due to one of the antibiotics; amoxicillin. This is common and should 

stop when finish eradication therapy, if it doesn't speak to the doctor or 

pharmacist. If experience a rash that believes is due to eradication therapy, seek 

urgent medical attention as may be allergic to penicillin in amoxicillin.  The main 

side effect with iron tablets is an upset stomach; some patients find iron can cause 

them some mild diarrhea whereas others may experience some constipation.  Iron 

can also cause stools to become darkened. This is because it provides the deep 

red color to blood so when it is excreted it can also color stools
 (85)

. 
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2.10.2Treatment of refractory ulcers 

Ulcers are considered refractory to therapy when symptoms, ulcers, or both persist 

beyond 8 weeks (duodenal ulcer) or 12 weeks (gastric ulcer) despite conventional 

treatment, or when several courses of HP eradication fail. Poor patient compliance, 

antimicrobial resistance, cigarette smoking, NSAID use, gastric acid hyper-

secretion, or tolerance to the antisecretory effects of an H2 receptor antagonist may 

contribute to refractory PUD. Patients with refractory ulcers should undergo upper 

endoscopy to confirm a non-healing ulcer, exclude malignancy, and assess HP 

status. HP-positive patients should receive eradication therapy In HP-negative 

patients, higher PPI dosages (e.g., omeprazole 40 mg/day) heal the majority of 

ulcers. Continuous treatment with a PPI is often necessary to maintain healing, as 

refractory ulcers typically recur when therapy is discontinued, or the dose is 

reduced. Switching from one PPI to another is not beneficial. Patients with 

refractory gastric ulcer may require surgery because of the fear of malignancy
 (87)

. 

2.10.3Herbal medicines 

Herbal medicines are now used by up to 50% of the western population in a number of 

instances 10% for the treatment or prevention of digestive disorders. Considering 

the morbidity caused by peptic ulcer disease and dyspepsia over the world cheap 

and easily available treatments will always be in demand especially for the people 

of non-industrialized countrieswhich include Ginger is a widespread herbal 

medicine mainly used for the treatment of gastrointestinal (GI) disorders including: 

dyspepsia, nausea and diarrhea. Aromatic, spasmolytic and a number of 

pharmacological actions which at least in part for some of them anti-ulcer genes or 

ulcer preventive efficacy may be suggested,Chamomile had anti-inflammatory and 

spasmolytic effects on the stomach and duodenum, therefore, it is thought to heal 

ulcers. Previous study reported that chamomile flower extract has a complex effect 

on the luminal and mucosal environment of the stomach and duodenum. Some of 
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these actions are important in healing the ulcers and others are important in 

preventing subsequent ulcer relapse
 (67)

. 

2.11Complications: 

The complications of PUD impose substantial economic and morbidity burden on the 

health system and the society. On the other hand, gastric cancer in Northern Iranian 

provinces is quite common, while it is known that gastric ulcers might later lead to 

gastric cancers
(68)

. 

2.11.1Gastrointestinal bleeding  

Peptic ulcer disease is an important cause of upper-GI bleeding in 50 % of cases. 

Upper GI bleeding is a common clinical problem, resulting in about 2, 50,000 

hospitalizations in the U.S. annually. This disease is recognized the most common 

origin of upper-GI bleeding, accounting for 45 %-78 % of bleeding episodes. The 

most frequent and severe complication of peptic ulcer is bleeding, which is 

reported 50 - 170 per 1, 00,000 with highest risk in people aged older than 60 

years. Bleeding is the deadliest complication of duodenal and gastric ulcer, 

accounting for almost all mortality in the surgical treatment of this disease. 

Patients whose ulcer reveals a flat dot or clean base (forrest class 3) rarely re-

bleed or need hospitalization. However, actively bleeding ulcers or those with 

evidence of recent hemorrhage (forrest class 1 and 2) are likely to re-bleed and 

may need intensive care
(32)

. 

2.11.2Gastric outlet obstruction  

The obstruction at the pylorus from severe duodenal ulcer disease, this can occur 

because of extensive disease and subsequent scarring in the area, resulting in a 

mechanical blockage. Propulsive element of stomach, the antrum, becomes 

ineffective in efforts to evacuate the stomach because of the chronic impairment of 

normal emptying process from inflammation
 (69)

. 
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 On the other hand, some authors have also concluded that gastric outlet obstruction is 

associated with high H. pylori infection rate. Taskin et al studied 10 consecutive 

patients presenting with clinically and endoscopically significant gastric outlet 

obstruction. During each endoscopy, seven gastric biopsy specimens were obtained 

(from the ant rum, corpus and funds) and analyzedfor H-pylori colonization by 

both rapid urea’s test and histological methods. The mucosal biopsy specimens 

were H. pylori positive in nine patients, that is, in 90 % of patients
(32)

. 

2.11.3Perforation: 

 Another study complication is perforation of the gastric or duodenal ulcer. Survival is 

lower in ulcer perforation patients than in general population, perforation is less 

frequent than bleeding, with an incidence of around 7-10 per 1, 00,000, alcohol 

intake have different prevalence rates in differing communities and affect the 

incidence of perforation in various ways with additive effects of multiple factors. 

We observed in our practice different epidemiological characteristics of peptic 

ulcer perforation other than those evident in western. Following developments in 

the medical treatment of PUD in the last two decades, surgical intervention is 

currently confined to the treatment of complicated disease, namely, ulcer 

hemorrhage, perforation and obstruction .Simple closure or mental patch repair is 

the mainstay of treatment of perforated peptic ulcer (PPU), definitive surgery being 

rarely practiced with dependence now on medical therapy to complete the healing 

process and prevent recurrence of the disease
(70, 71)

. 

Although morbidity from peptic ulcer disease (PUD) is decreasing in the west, the 

incidence of perforated ulcer remains relatively constant.1: 2Perforated ulcers are 

decreasing in incidence in younger age patients and are increasingly being 

observed in the elderly and in women, Different risk factors for PUD and 

perforation e.g. smoking, NSAID use, a previous history of PUD,Helicobacter 

pylori infection
(72, 73)

. 
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2.11.4Intractable Peptic Ulcer Disease 

Intractability is defined as failure of an ulcer to heal after an initial trial of 8 to 12 

weeks of therapy or if patients relapse after therapy has been discontinued. This is 

unusual for duodenal ulcer disease in the H. pylori era. Benign gastric ulcers that 

persist must be evaluated for malignancy. For any intractable ulcer, adequate 

duration of therapy, H. pylori eradication, and elimination of NSAID use must be 

confirmed. A serum gastrin level should also be determined in patients with ulcers 

refractory to medical therapy to rule out gastronome. Although rarely seen today, 

intractable duodenal ulcer should be treated with an acid-reducing operation. This 

can be a truncal or highly selective vagotomy, with or without an antrectomy
(9)

. 

2.12Quality of life: 

Quality of life has emerged as an important concept and outcome in health and health 

care, In public health and in medicine, the concept of health- related quality of life 

refers to a person or groups perceived physical and mental health over time. 

Physicians have often used health-related quality of life to measure the effect of 

chronic illness in their patients in order to better understand how an illness 

interferes with a person's day-to-day life. Similarly, public health professionals use 

health-related quality of life to measure the effects of numerous disorders, short 

and long-term disabilities, and disease in different populations. Tracking health-

related quality of life in different populations can identify subgroups with poor 

physical or mental health and can help guide policies or interventions to improve 

their health
(74, 75)

. 

Several studies showed that the improvement in quality of life (QOL) in patients with 

PUD plays an important role in the treatment of the disease. It is notable that the 

quality of life is a concept that must include all the somatic aspects, psychosocial 

functions, physical activities and other related factors of disease. A study indicated 

that QOL in PUD patients is lower than in normal population
(76)

. 
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Quality Of Life is an effort that mankind do for a healthier and more creative life. This 

matter is related to everyone’s values. There are some influencing factors on the 

improvement of QOL, such as health status, predisposing factors (such as 

knowledge and attitude), reinforcing factors and behaviors of a person such as self-

management Health status is a concept that defines itself individually and everyone 

defines it according to its own criterion. This unique definition is influenced by 

different somatic and psychosocial factors. Self-management is the key point in 

chronic diseases and improves skills for problem solving and self-efficacy of 

patients and, also, patients can perform their knowledge in life .One layer of the 

total three layers includes factors that shape the fourth step of precede model, 

represented by ecologic and educational factors. This step is superior to behavioral 

change because it makes reason and motivation for a behavior, reinforcing factors 

include given rewards and background that learners take from others after behavior 

and can reinforce or weaken that behavior after that. Enabling factors are 

resources, skills or barriers that can help or prevent environmental or behavioral 

changes, considering the lack of studies about Quality Of Life and its related 

factors and the low level of quality of life in developing countries like Iran, we 

implemented this study to determine the related factors of quality of life among 

patients with PUD
(77)

. 

2.12.1H pylori infection Impact on Quality of Life 

Findings differ regarding H pylori infection and quality of life. Some studies have 

suggested that H pylori impacts quality of life in patients with dyspepsia and peptic 

ulcer disease, whereas others have indicated that treatment of H pylori infection 

does not impact quality of life in patients with dyspepsia or acid reflux disease. 

Theprovision here is that it is the disease associated with H pylori infection that 

reduces quality of life
(78)

. 



29 
 

Peptic Ulcer is one of the common gastrointestinal disorders which have wide range 

of presentation. It is necessary to document exactly how illness affects vocational, 

social, and personal activities, as well as the general activities of daily living, 

provides an important basis for interventions designed to improve quality of life, 

Measurement of quality of life is very important in order to be able to compare 

different population, different groups of people under certain condition with 

healthy population
(79)

. 

2.13Lifestyle Changes to Manage Peptic Ulcer Disease: 

2.13.1 LifestyleChanges (nutrition) 

In the past, it was common practice to tell people with peptic ulcers to consume small 

amounts of blunt foods frequently throughout the day. Research conducted since 

that time has shown that a blunt diet is not effective at reducing the incidence or 

recurrence of ulcers and that eating numerous small meals throughout the day is no 

more effective than eating three meals a day. Large amounts of food should still be 

avoided, however, because stretching the stomach can result in painful symptoms. 

 Fruits and Vegetables. A diet that is rich in fiber may cut the risk of developing 

ulcers in half and speed the healing of existing ulcers. Fiber found in fruits and 

vegetables is particularly protective. Vitamin A contained in many of these 

foods may increase the benefit. 

 Milk encourages the production of acid in the stomach, although moderate 

amounts (2 - 3 cups a day) appear to do no harm. Certain Probiotics, which are 

"good" bacteria added to yogurt and other fermented milk drinks, may protect 

the gastrointestinal system. 

 Coffee and Carbonated Beverages. Coffee (both caffeinated and 

decaffeinated), soft drinks, and fruit juices with citric acid increase stomach 

acid production. Although no studies have proven that any of these drinks 
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contribute to ulcers, consuming more than 3 cups of coffee per day may 

increase susceptibility to H. pylori infection. 

 Spices and Peppers. Studies conducted on spices and peppers have yielded 

conflicting results. The rule of thumb is to use these substances moderately, 

and to avoid them if they irritate the stomach. 

 Garlic. Some studies suggest that large amounts of garlic may have some 

protective properties against stomach cancer, although one study concluded 

that garlic offered no benefits against H. pylori and, in large amounts, can 

cause considerable GI distress. 

 Olive Oil. Studies from Spain have shown that phenol compounds in virgin 

olive oil may be effective against eight strains of H. pylori, three of which are 

antibiotic-resistant. 

Vitamins, although no vitamins have been shown to protect against ulcers, H. 

pylori appear to impair the absorption of vitamin C, which may play a role in the 

higher risk of stomach cancer
 (60)

. 

2.13.2 Green Tea and Flavonoids-Rich Foods 

Emerging research from China shows the potential protective effects of green tea and 

other foods that are rich in flavonoids against chronic gastritis, H. pylori infection, 

and stomach cancer. Specifically, these foods seem to inhibit the growth of H-

pylori, In addition, one recent laboratory study of green, white, oolong, and black 

teas indicated that these teas inhibit the growth of H. pylori but cause no harm to 

beneficial types of bacteria normally found in the stomach, including L. 

acidophilus, L. plant arum, and B.lungum. However, this was an in vitro study, 

which means testing occurred directly between teas and bacteria in the laboratory, 

and we cannot draw direct conclusions as to what would happen inside the human 

body between these two substances. Beneficial effects in the laboratory were best 

when tea steeped for a full five minutes. Flavonoids-rich foods include garlic, 
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onions, and colorful fruits and vegetables such as cranberries, strawberries, 

blueberries, broccoli, carrots, and snap peas
 (80)

.  

2.13.3Physical activity: 

Physical activity has numerous health benefits and may also represent a cost effective 

approach to the prevention of peptic ulcers. Furthermore, at the levels observed in 

this study among the moderately active group (walking or jogging less than 10 

miles a week), possible adverse effects—for example, injuries—are minimized. 

However, in the general population, only about one third of adults undertake this 

much physical activity. Strategies to promote safe walking, jogging, and cycling 

may benefit many aspects of health in addition to the cardiovascular and 

musculoskeletal systems, some evidence suggests that exercise may help reduce 

the risk for ulcers in some people
(81)

. 

2.13.4Stress relief: 

Stress relief programs have not been shown to promote ulcer healing, but they may 

have other health benefits, Avoid food allergies and food sensitivities. Increased 

numbers of I.e. containing cells were found in patients with gastric and duodenal 

ulcers upon biopsy of the tissue surrounding the ulceration. Eat small frequent 

meals. Eliminate fatty foods, and chocolate. Eliminate salt as it can irritate mucous 

membranes, andensuredrinking adequate water
(60, 82)

. 

2.14. List of Home Remedies for Peptic Ulcer 

It’s very important to follow a diet rich in fiber and low in fats. Eat steamed green 

vegetable like alfalfa, broccoli, and tomatoes.  

 TIP: Did know that deficiency in vitamin K has been linked to ulcers? 

Vitamin K prevents bleeding and promotes healing. Our body produces 

enough of this vitamin but people with deficiency are prone to develop 

ulcers. Vitamin K it’s found in, tomatoes, cheese, and egg yolks, liver and in 

most green leafy vegetables.  

http://www.ndhealthfacts.org/wiki/Food_allergies
http://www.ndhealthfacts.org/wiki/Food_sensitivities
http://www.ndhealthfacts.org/wiki/Salt
http://www.ndhealthfacts.org/wiki/Water
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 Eat small portions to avoid producing too much digestive acid, but eat 

frequently to keep these acids from attacking the stomach linings.  

 Studies have shown that cabbage juice cures ulcers in less than ten days, 

prepare cabbage juice and drink one quarter a day divided in four doses (must 

be taken immediately after juicing). If can’t tolerate the taste or odor of 

cabbage there is a Chinese remedy made with dried cabbage that has been 

used for many years with excellent results.  

 For bleeding ulcers eat organic baby food and drink brown rice water to 

soothe the digestive system.  

 Avoid milk; although it soothes the digestive tract and neutralizes stomach 

acid, it also stimulates the production of more acid, further irritating the 

ulcerated area.  

 Avoid coffee, alcohol, citrus juices, sugar, hot and spicy foods, these 

substances irritate the stomach and encourage the production of gastric acid.  

 Take 5000 IU of vitamin A four times a day, for six weeks, to heal the mucus 

membrane. Take vitamin E to heal the stomach linings
 (83)

. 

2.14.1. Nutritional therapy of peptic ulcers in adults. 

Nutrition and its recommendations define aspects of a healthy diet, and then seed to 

establish nutritional benchmarks is long recognized as a way to promote health and 

prevent and treat diseases. Accordingly, diet therapy has played a key role in the 

prevention and treatment of Peptic ulcer, with the main purpose of recovering and 

protecting the gastrointestinal lining, improving digestion, relieving pain, and 

contributing to a satisfactory nutritional status, peptic ulcer is a disease known 

since antiquity, but there are few studies innovating diet therapy as treatment for 

this disease
(33)

. 
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2.14.2 Characteristics of nutritional therapy  

       The objective of peptic ulcer diet therapy is to prevent hyper secretion of peptic 

chloride in order to reduce the sore and pain in the gastric and duodenal mucosa. In 

addition, nutritional therapy aims to promote healing, based on a complex 

sequence of events going from the initial trauma to the repair of the damaged 

tissue. Investigation of nutritional deficiencies is essential in the preparation of an 

appropriate recovery diet. In the early 20th century, Sippy proposed a diet based on 

milk and milk cream, combined with antacids, for treatment of gastrointestinal 

ulcer, based on the principle that milk would provide gastric alkalization and 

relieve pain. Today milk is not recommended due to the buffering effect and the 

significant gastric acid secretion effect of milk. According to Marot and Floch18, 

calories distribution for patients with peptic ulcer should be normal, with values 

ranging from 50-60% of carbohydrates, 10-15% of proteins, and 25-30% of lipids, 

with total energy value sufficient to maintain or recover the nutritional status
(33)

. 

Reis suggested that calories distribution should be adjusted according to the patient’s 

needs to normalize the nutritional status, having as recommended macronutrients a 

protein intake of up to 1.2 g/kg/weight/day in the acute stage (5th to 8th week) and 

up to 1.5 g/kg/weight/day in the recovery stage. Carbohydrates should be adjusted 

to the patient’s needs, without disaccharides concentration, so as to avoid 

fermentation, and lipids without concentration of saturated fats,To accelerate the 

healing process, in addition to protein, there are specific micronutrients such as 

zinc, which is essential to maintain the immune system function, as a response to 

oxidative stress, and to heal wounds Selenium may reduce infection complications 

and improve healing. In addition, vitamin A may be used as a supplement, but the 

research that supports this practice is of limited effectiveness, because very high 

dosages do not promote cure, and excessive intake may be toxic
 (33)

. 
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2.15 Nutritional recommendations for patients with peptic ulcer:- 

Characteristics Recommendations 

Daily energy needs (DEN) 

 

Sufficient to maintain or recover the 

nutritional status 

20-25 Kcal/Kg: weight loss 

25-30 Kcal/Kg: maintenance 

30-35 Kcal/Kg: weight gain 

 Acute phase Recovery phase 

Carbohydrate 50-60 50-60 

Protein (g/Kg/weight) 1.2 1.5 

Lipid (%) 25-30 25-30 

Zinc (mg) 11 40 

Selenium (µg) 55 400 

Vitamin A (µg 900 300 

Vitamin C (mg) 75 500 

Vitamin B¹² (µg) 2.4 2.4 

Folic acid (µg) 400 400 

Iron 45 45 

Fibers (g) 20-30 20-30 

Probiotics (UFC/day) 
10⁹ to 10¹¹ lactic acid 

bacteria 

10⁹ to 10¹¹ lactic acid 

bacteria 

2.15.1Use of food fibers in peptic ulcer treatment 

The physicochemical properties of fiber fractions produce different physiological 

effects in the organism. Soluble fibers, found in apple, oatmeal, and pear are 

responsible, for instance, for an increased viscosity in the intestinal content. 

Insoluble fibers (whole grains, granola, flaxseed) increase stool bulk, reduce transit 

time in the large intestine, and make fecal elimination easier and quicker. Fibers 

regulate the bowel function, which make them vital for the wellbeing of healthy 

people and in the dietary treatment of much pathology. a large number of patients 

with peptic ulcer having diets poor in fibers and antioxidants. A diet rich in fibers 

for individuals with peptic ulcer is advisable (20 to 30 g/day, according  world 

Health Organization, because fibers act as buffers, reducing concentrations of bile 
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acids in the stomach and the intestinal transit time, resulting in less abdominal 

bloating, thus decreasing discomfort and pain in the gastrointestinal tract
(33)

. 

Study conducted in outpatient department of hospital in Hoskote area, Bangalore, 

India, reported a diet rich in fiber may cut the risk of developing ulcers in half and 

speed the healing of existing ulcers. Fiber found in fruits and vegetables is 

particularly protective; vitamin A contained in many of these foods may increase 

the benefit. Studies show smoking increases the chances of getting an ulcer, slows 

the healing process of existing ulcers, and contributes to ulcer recurrence. This is 

yet another health-related reason for children and teenagers who smoke to quit. 

Coffee and Carbonated Beverages, Coffee (both caffeinated and decaffeinated), 

soft drinks, and fruit juices with citric acid increase stomach acid production. 

Although no studies have proven that any of these drinks contribute to ulcers, 

consuming more than 3 cups of coffee per day may increase susceptibility to H. 

pylori infection. Emotional stress is no longer thought to be a cause of ulcers, 

people with ulcers often report that emotional stress increases ulcer pain. Physical 

stress, however, may increase the risk of developing ulcers, particularly in the 

stomach. For example, people with injuries (such as severe as burns) and people 

undergoing major surgery often require rigorous treatment to prevent ulcers and 

ulcercomplications. Studies conducted on spices and peppers have yielded 

conflicting results. The rule of thumb is to use these substances moderately, and to 

avoid them if they irritate the stomach. Some studies suggest that high amounts of 

garlic may have some protective properties against stomach cancer, although a 

recent study concluded that garlic offered no benefits against H. pylori and, in 

large amounts, can cause considerable GI distress. Milk actually encourages the 

production of acid in the stomach, although moderate amounts (2 - 3 cups a day) 

appear to do no harm
 (84)

. 
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2.15.2Use of proboscis in peptic ulcer 

 Probiotics are defined as a food supplement based on live microorganisms, which 

affect beneficially the human organism by providing a microbial balance. There is 

a special interest in Probiotics for treating infection by H. pylori, because it plays a 

crucial role in the pathogenesis of chronic gastritis and peptic ulcer in adults. 

Probiotics have therapeutic agents against H. pylori, which can be shown by 

clinical data that prove the efficacy of some Probiotics in diverse gastrointestinal 

diseases and also due to the increasing resistance of pathogenic bacteria to 

antibiotics
 (33)

. 

One of the measures that may contribute to reduce the infection rate by H. pylori is 

dietary modulation with the addition of Probiotics. However, Probiotics organisms 

do not appear to eradicate H. pylori, but have the ability to reduce the bacterial 

load and infection in animals and humans Studies on humans indicate that 

Probiotics improve slightly the elimination rate in treatment against H. pylori, 

being useful to decrease the bacterial load and likely improve dyspeptic symptoms. 

Thus, an intake of 10⁹ to 10¹¹ CFU/day of lactic acid bacteria is recommended, 

Among the clinical applications of Probiotics, reduction of the side effects 

associated with antibiotics is the best indication documented. According to Cats et 

al,who conducted an intervention study, 14 patients infected with H. pylori 

receiving L. acidophilus (108 CFU) for three weeks, it was capable of inhibiting 

the growth H. pylori in 64% of the volunteers. Similarly, in a study by Wang et 

al.with 59 volunteers, they received Bifid bacterium animals  and L. acidophilus  

(10¹0 CFU) twice a day during six weeks, and concluded that regular intake of 

yogurt containing Bifid bacterium animals and L. acidophilus  can effectively 

suppress the infection caused by H- pylori in humans
(33)

. 
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2.15.3Use of antioxidants to eradicate Helicobacter pylori 

Some authors show that the best treatment is the eradication of the bacteria. 

Accordingly, some studies in humans40 used antioxidants to eradicate H. Pylori 

and observed that vitamin C has important effects in the bacteria eradication in 

patients with peptic ulcer. But these studies showed that smaller doses of vitamin C 

for a longer period of time had a better response when compared with higher doses. 

Thus, it is observed that patients with peptic ulcer by H. pylori can take up to 500 

mg/day of vitamin C for a period of three months, which does not exceed the 

recommended UL of 2000 mg, according to DRIs13.Another antioxidant used to 

eradicate H. pylori is the capsaicin present in pepper and chilies. Studies on 

animals showed that capsaicin has effect in healing gastrointestinal lesions. 

Likewise, some researchers39 studied the effect of capsaicinoids in individuals 

with peptic ulcer by H. pylori or aspirin and showed that these substances are 

gastro protective only in individuals with aspirin-induced lesions.  It is worth 

noting that peppers may be associated with irritations in the gastric mucosa, and 

may not have a gastro protective effect in some individuals with peptic ulcer
 (33)

. 

2.16 Body Mass Index: BMI  

A measure of someone`s weight in relation to their height. It is measured by dividing 

the subject`s weight by the square of the height. It is the most widely used 

measurement for obesity. A BMI from 21-25 is considered normal, 25-29 is 

considered overweight and a BMI over 30 is considered obese .A body mass index 

(BMI) is the ratio for weight to height. This is a simple calculation and creates a 

standardized measurement by which obesity can be measured
 (92)

. 

Many studies to date have assessed the association of PUD with anthropometric 

indices, nutritional components, and lifestyle. Obesity and visceral obesity have 

been related to disruptions in normal epithelial barrier function and to systemic 

inflammation , However, although several studies have reported an association of 
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PUD with anthropometric indices such as body mass index (BMI), waist-to-height 

ratio (W ,Ht, R), and waist circumference (WC), the association between PUD and 

obesity remains unclear , Several studies have reported a relationship between 

PUD and anthropometric indices including BMI, WHtR, and WC , alsoRegarding 

anthropometric indices, weight was highly associated with PUD in the crude 

analysis (p = 0.0003)
(93)

. 
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3. Materials and Methods 

3.1Study design: 

This study was quasi experimentalprospective hospital based study done in the period 

from October 216 to February 2019 

3.2. Study area:  

The study was conducted in River Nile State, in Shendi town which is 176km north to 

Khartoum and 110 km south to Elddamer, the capital of River Nile State; Shendi 

town is lies on the eastern bank of the River Nile with a total area of about 14596 

Km2. The total population of Shendi ‘locality ’ is estimated at about  197589  of 

whom 116713 live in rural areas and 80876 in urban centers,  most of them are 

farmers, Shendi is the center of the jaaliin tribe and an important historic trading 

center.Shendi University was established in the early 1990s and stands as a 

landmark institution in Higher Education. There are three big hospital; 

ElmekNimer university hospital, Shendi hospital teaching and military hospital. 

3.3.Setting: 

        The study was conducted at ElmekNimer university hospitalElmekNimer 

hospital established in 2002, it including many department such as medicine, 

pediatric, surgery, obstetric, renal center and cardiac center. Ophthalmic, dental 

unit, dialysis, laboratory, pharmacies and referral clinics, Cardiac center which 

containing cardiac care unit  which contain 8beds , intermittent cardiac care unit ,  

stress test  electrocardiogram room ,echocardiogram room  ,cardiac catheterization 

lab with 2 room for follow up the patient after cardiac  cateterization,with6-8 

nurses over three shift. Intensive care units in surgery which contains 4 beds with 4 

nurses over three shift. And intensive care units in medicine which contains 8 beds 

with8-12 nurses over three shifts.  
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3.4. Study population: 

Patients with peptic ulcer disease, who attended the refer clinic and admitted to the 

hospital during the time of the study. 

3.4.1. Inclusion criteria: 

 Patients diagnosed as peptic ulcer disease on medications for at least one 

month with or without other co-existing medical conditions and having 

medical history of peptic ulcer. 

 Age: ≥20 year. 

 Sex: Both males and females. 

 Patients who are willing to participate in the study 

 Patients who will be able to communicate 

3.4.2. Exclusion criteria: 

 Patients who are not present at the time of data collection.  

 Patients who refuse to participate. 

3.5. Sampling 

3.5.1 Sampling techniques 

       Convenience sample from patient`s were visited the outpatient   clinic from 

8:00am through 11:00am on Monday, Tuesday, Thursday in the selected hospitals 

and patient admitted to the hospital, who met the inclusion criteria. 

3.5.2 Sample size 

Sample size calculations were made based on the followingdata formula 

From previous study the prevalence of disease about (80%)
(3)

 

n = Z² p q/ d² 

Where by  

n = there acquired minimum sample size 

d = margin of error (5%) 

p = estimated proportion of compliance 9% 
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z = standard normal deviate corresponding to 95% confidence level=1.96 

N= (1.96)2 (0.8) (0.2)/0.0043904 = 140 

q =p – 1( Robert mason )
(19)

 

Considering a margin of error of 5% and a 95% confidence level, then the minimum 

required sample size 140 patients who agreed to participate were included in the 

study, and however ten participants refused to participate 

3.6.Data collection tool  

Data was collected using structured data collection instrument; questions were 

developed by the researcher according to the research objectives, the literature 

review, as well as the theoretical framework of the study, structured data collection 

instrument consisting of closed ended questions and anxiety scale were used during 

the interviews, the structured data collection instrument permitted the researcher to 

ask the same questions to all participants and mark their responses using 

predetermined response options data was collected within a period of (8 ) month 

3.6.1 Structured questionnaires: 

     Structured questionnaire composed of three parte which include: 

Part one:- 

 The first part used to collect data about sociodemographic characteristics ,it included 

age, sexOccupation, level of education, marital status, resident, blood grouping, 

personal habit, dietary habit, family history of peptic ulcer disease This part 

included (9) closed questions   

Part two:- 

The second part used to collect data about knowledge about peptic ulcer  disease, it 

included: definition, causes, risk factors, complication and historical background it 

include duration of disease, types of ulcer, ,common signs and symptom, appetite 

health problem other than peptic ulcer and mood of diagnosis This part included 

(15) closed questions  . 
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Part three:- 

The third part used to collect data aboutawareness of lifestyle modification it included: 

awareness of Medication regimen, awareness of nutrition regimen, bodyweight, 

physical activity ,smoking ,alcohol ,stress management, follow up, awareness  of 

Benefits to mange life style, awareness complications that develop and barrier to 

practice life style This part included (6) closed questions   

3.6.2 Measurement Body weight and height (BMI): 

Height:     

 Height was measured using health scalestadiometer .It measures 150 cm. 

Weight: 

 Weight was measured using house hold scale (measuring 150kg).  

Body mass index: 

 Body mass index was calculated according to the equation.  

 
Then the body mass index compared to charts.  

3.6.3. Hospital Anxiety and Depression Scale:  

      Determine the level of anxiety which illustrated 0-7 = normal, 8-10 = borderline 

abnormal and11-21 = abnormal 
(94)

. 

3.6.4Score system 

Each question three to four option that consider good knowledge if answer three to four 

option, consider satisfy knowledgeif answer twooption ,consider poor knowledgeif 

answerone option. 

3.7.Variable: 

3.7.1 Dependent variable 

Life style modification for patient with peptic ulcer disease 



43 
 

3.7.2 Independent variables 

1.  Social demographic characteristics are age, sex , Occupation ,level of education, 

marital status, resident, blood grouping, personal habit, dietary habit ,family history 

of peptic ulcer disease. 

2.  Psychosocial, perceived severity of  disease, perceived susceptibility to 

complications of disease,  perceived benefit of complying with treatment , 

perceived barriers to comply with treatment, and cues to action for life style 

modification. 

3.8. Validity and Reliability of the Questionnaire: 

The questionnaire in its initial form has been presented to the supervisor who gave his 

opinion by adding, excluding or amending some of the statements of the 

questionnaire. He recommended that the statements ought to cover and express the 

hypotheses of the study and measure them properly.   

To verify the validity of the study, the researcher after that presented the questionnaire 

to a committee of three experienced medical and nursing staff at the University of 

Shendi, faculty of medicine and faculty nursing , to approve and reassure the 

validity and to what extents the questionnaire statements and phrases were clear and 

appropriate to the study. They all gave their valuable contribution by adding, 

excluding or amending some of the statements of the questionnaire. So the 

questionnaire validity was of a high stability and an internal consistency. After the 

verification of the validity of the questionnaire, then questionnaire was distributed to 

15 patients in whom were not included later in the study sample.  

A pilot study was carried   before embarking on the actual study (data collection). It 

was conducted during October 2016 in order to test applicability of the tools of 

data collection, and to estimate the time required for filling the required forms.  It 

was carried out on (15 patient) to evaluate the content of tools in order to 
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determine whether the patient understood the items. Cronbach
,
s alpha =0.92    -  

Degree of confidence=√0.92=0.96 ,The samples of pilot study were not included in 

the research result. 

3.9. Data collection technique 

          Data collected in three phases before implementation of education program 

pretest phase: 

 In this phase the structured data collection instrument was distributed for patients 

after divided to small groups (3-7) and each one of traineeswas allowed sufficient 

time to fill it with patient in ( May ,June, July 2018)  , after collection of pretest 

data the patients  were received the training   program, the training was continued, 

questionnaire was filled  after explanation verbally the purpose of the study ,verbal  

consent was obtained from each participant, The questions were designed to elicit 

details of age, gender, address and phone number of patient and their life style in 

detail (smoking habit, drinking of alcohol, Coffee and Carbonated Beverages, 

Milk, consumption of fruits and vegetables, Spices and Peppers, Garlic and use of 

non-steroidal anti-inflammatory drugs) then the researcher and trainees filled the 

structured data collection instrument , after that the trainees implement the 

program in the outpatient clinic at the hospital. 

Post test phase: 

After three months later for the identified group  the same tools used in pretest was 

used to collect post test phase in(August September October 2018) 

Follow up test phase: 

  After another two month (November, December 2018)   for the same identified group 

post test two (follow up test) data was collected, to find out effectiveness of 

education. 
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3.10. Field work: 

         The field work was carried out along a period of 8 months starting from may 2018 

to December 2018, 1-3 days weekly. The assessment phase lasted for three months. 

The implementation phase of the program took eight months and post-test took three 

months.  

     Program implementation was in the form of small group sessions, the program 

content has been sequenced through 7 sessions (2 sessions for pre-test, 2 session for 

program implementation, 3 sessions for theory each group consisted of 3-7patient 

Different educational methods and media were used. Post-tests were conducted at 

the end of the program. 

3.10.1Health Education Program:                                                                                                                                                                           

          An intense educational program has been designed by the researcher based on 

actual assessment of patient needs to improve life style in the light of the available 

researches and literature. The intervention has been developed in a simple Arabic 

language to cover the relevant theoretical aspects of life style modification. 

3.10.2Modules 

 Real objects (weight scale, two measuring tape).  

 The researcher used different media showing  

3.10.3The program implementation: 

The intervention program was conducted in almikNimer university hospital include all 

patient admitted to medicine word and attended to refer clinic after intervention the 

researcher evaluated the patient understanding regarding the lecture by used 

questions and discussion after three mouth from program post test was conducted to 

evaluate the effect of interventional program in improvement of patient awareness 

using the same tools.    
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3.11. Data management 

The following statistical measures were used 

         Frequency  and percentage distributions then crosstab  analysis using chi-squire 

and one sample T test between variables, cross tabulationwas done between time 

period of the program (pre test (p1),post test (p2), follow up test (p3)) ,and patient 

data  was done  with life style modification  as the outcome variable. 

       Data was entered into the computer using SPSS software program, The data 

collected from all the participants was recorded in a spread sheet format , analysis 

was performed by using SPSS( version22) software programfor any statistical 

significance, and some questions analyzed by excel, Information was summarized 

using frequency tables, the chi-square test was used to compare proportions, 

correlation (cross tabulation) analysis was done, analysis was done to obtain the 

strongest predictor variable between all variables. A P-value of equal or less than 

0.05 was considered a statistically significant. 

3.12. Limitation of study 

Patients in the study may differ from the general population in terms of access to 

medical care, socio-economic status, general health co morbidity status and other 

factors. 

There is no standardized instrument available to assess patient with peptic ulcer 

disease and lifestyle modificationknowledge, attitudes and perceptions. The 

researcher used the existing literature and previous study to design a datacollection 

instrument that would be comprehensive and detailed. Furthermore, the sample 

size wassmall, the researcher does not claim that theresults of this study are 

representative of the entire Sudanese population due to diversity of believers and 

cultures and difficult transportation to patient. 
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3.13. Ethical consideration 

Ethical clearance was sought and granted from the Research and Publication Ethical 

Committee of the Shendi University the permission to conduct the study was 

obtained from ElmekNimir university hospital, , confidentiality was guaranteed by 

storing data and only the researcher was having the data, Participation in this study 

was voluntary and details about the aim and objectives of the study was explained 

to the participants, verbal consent was obtained, the participants were free to 

withdraw at any stage without incurring any consequences. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

 

 
 
 

Results 
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4. Result 

Table (1): Demographic characteristics of study group 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The above table clarified that that less than one third (30%, 32.3%, 

30.8%)of study group were above fifty years old,housewife, 

primary school respectively, more than half (58.5%, 54.6%)) of 

them were male and blood groping o respectively 

N=130 

Items Frequency Percent 

Age 

20-30years 34 26.2% 

31-40years 26 20% 

41-50 years 31 23.8% 

>50 year 39 30% 

Gender 

Female 54 41.5% 

Male 76 58.5% 

occupation 

Housewife 42 32.3% 

Government employee 
24 18.5% 

Free worker 38 29.2% 

Retrained 5 3.8% 

Student 21 16.2% 

Educational Level 

Illiterate 23 17.7% 

Khlwa 8 6.2% 

Primary school 40 30.8% 

Secondary school 34 26.2% 

Graduate 19 14.6% 

Postgraduate 6 4.6% 

 Blood grouping  

A 17 13.1% 

B 5 3.8% 

O 71 54.6% 

Not found 37 28.5% 

AB 0 0% 
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Table (2): Personal and Dietary Habits of study group: 

 

 

 

 

 

 

 

 

 

 

 

The above table explained that majority (73.8%) of study group had no bad habit and 

most (88.5%) of them used spicy food. 

 

 

 

 

 

 

 

 

 

 

 

 

N=130 

Items Frequency Percent 

Personal habit 

Smoker 13 10% 

Snuff 14 10.8% 

Smoker +snuff 6 4.6% 

Non 96 73.8% 

Snuff alcohol 1 .8% 

Dietary habit 

Non spicy food 3 2.3% 

Spicy food 115 88.5% 

Only vegetable 2 1.5% 

Average spicy food 10 7.7% 
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Table (3):knowledge of study group about peptic ulcer disease pre, post and 

follow up phase 

Key: P1: comparison of knowledge between pretest phase and post test phase 

P2: comparison of knowledge between post test phase and follow up phase             

P3: comparison of knowledge between pretest phase and follow up phase  

The above table explained that more than two third (69.2%, 67.7%) of study group 

had good knowledge about definition of peptic ulcer and risk factors respectively, 

majority (70.8%) of them had good knowledge about causes and most (86.9%) of 

them had good knowledge about complication. 

 

 

 

 

 

N=130 

 

 

 

Definition 

Patient knowledge  Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Good 1 .8% 86 66.2% 90 69.2% 

Satisfy 2 1.5% 37 28.5% 35 26.9% 

Poor 127 97.7% 7 5.4% 5 3.8% 

                                                   P1=0.000                     P2=0.000                        P3=0.000 

Risk factors Good knowledge 2 1.5% 85 65.4 88 67.7% 

Satisfied knowledge 0 0% 36 27.7 35 26.9% 

Poor knowledge 128 98.5% 9 6.9 7 5.4% 

P1=0.000                               P2=0.000                                      P3=0.000 

Causes Good knowledge 2 1.5% 89 68.5% 92 70.8% 

Satisfied knowledge 3 2.3% 34 26.2% 32 24.6% 

Poor knowledge 125 96.2% 7 5.4% 6 4.6% 

P1=0.000                        P2=0.000                           P3=0.000 

Complications Good knowledge 1 .8% 108 83.1% 113 86.9% 

Satisfied knowledge 2 1.5% 17 13.1% 13 10% 

Poor knowledge 127 97.7% 5 3.8% 4 3.1% 

P1=0.000                               P2=0.000                                      P3=0.000 
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Table (4): Historical background of study group 

The above table showed that more than one third (40.8%) of study group had been ulcer for less than 5years, 

majority (73.8%) of them had gastric ulcer, ,less than two third of them ( 63.1%) decrease appetite , few 

(13.8%) of them had hypertension  and  all most (91.5%)of them diagnosed clinically. 

N=130 

 Frequency Percent 

Duration of disease  

Less than 5years 53 40.8% 

5-10 years 47 36.2% 

Above10 years 30 23.1% 

Type of ulcer 

Gastric 96 73.8% 

Duodenal 33 25.4% 

Don’t know 1 .8% 

Common symptom* 

Pain 122 93.8% 

Vomiting 75 57.6% 

Hematmesis 20 15.3% 

Constipation 71 54.6% 

Melana 5 3.8% 

Change in weight 101 77.6% 

Change in appetite 96 73.8% 

Blooting 77 59.2% 

Nausia 107 82.3% 

Heartburn 114 87.6 

Appetite 

Normal 39 30% 

Increased 9 6.9% 

Decreased 82 63.1% 

Health of problem other than peptic ulcer 

Diabetes 3 2.3% 

Hypertension 18 13.8% 

Diabetes + Hypertension 3 2.3% 

Romatoid 12 9.2% 

Not found 94 72.3% 

Mode of diagnosis 

Clinically 119 91.5% 

Procedure 11 8.5% 
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Table (5):Historical background of study group regarding pain 

The above table illustrated that all most (97.7%) of study group had pain site 

epigastric area, also less than half (43.8%, 40.8) of them the character of pain 

burning and hanger, pain relived by antacid respectively, more than two third 

(66.9) of them aggravating factor when stomach fully. 

N=130 

Site of pain Frequency Percent 

Epigastric 127 97.7% 

Epigastric and right Hypochondrium 3 2.3% 

character of pain 

Burning 44 33.8% 

Burning and hunger pangs 57 43.8% 

Dull aching 17 13.1% 

Discomfort 12 9.2% 

Aggravating factors 

Empty  stomach 41 31.5% 

Full stomach  87 66.9% 

Activities 1 .8% 

Stress 1 .8% 

Reliving factors 

Diet 28 21.5% 

Hunger 24 18.5% 

Vomiting 24 18.5% 

Antacid 53 40.8% 

Herbal 1 .8% 
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Table (6): Adherence to life style modification among study group regarding uses of medication pre, post and follow up 

phase  

Key: 
P1: comparison of patient adherence between pretest phase and post test phase 
P2: comparison of patient adherence between post test phase and follow up phase             

 P3: comparison of patient adherence between pretest phase and follow up phase  

*Multi response taken by respondent. 

The above table illustrated that  majority (80.8%,73%)) of study group used herbal and medicine to manage disease , most common side effect 

abdominal pain respectively, less than half(45.5%) of them never  used NSAIDs. 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Medication taken Medicine 24 18.5% - - - - 

Herbal 1 0.8% - - - - 

Medicine and herbal 105 80.8% - - - - 

Side effect of medicine* Headache   44 33.8% - - - - 

Diarrhea   68 52.3% - - - - 

Abdominal pain  95 73% - - - - 

Constipation  47 36.1% - - - - 

Darken stool.  7 5.3% - - - - 

 No side effect 16 12.3% - - - - 

use of NSAID 

 

Sometime 49 37.7% 38 29.2% 38 29.2% 

Always 60 46.2% 33 25.4% 33 25.4% 

Never 21 16.2% 59 45.4% 59 45.4% 

P1=0.000                               P2=0.000                     P3=0.000 
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Table (7): Adherence to life style modification among study group regarding medication pre, post and follow up phase  

Key:  

P1: comparison of patient adherence between pretest phase and post test phase 
P2: comparison of patient adherence between post test phase and follow up phase             

 P3: comparison of patient adherence between pretest phase and follow up phase  

*Multi response taken by respondent. 

The above table showed that near to half (48.5%) of study group sometime Forget to take medication, most (86,9%)of them stop to take medicine when  feel 

better also more than half (59.2%) known medication by baket and all most(90%) of them improvement in symptom after triple therapy. 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Forget to take medication Sometime 67 51.5% 64 49.2% 63 48.5 

Always 40 30.8% 35 26.9% 35 26.9 

Never 23 17.7% 31 23.8% 32 24.6 

P1=0.000                      P2=0.000                        P3=0.000 

Feel better 113 86.9% - - - - 

Stop to take medication Feel worse 6 4.6% - - - - 

Believes 2 1.5% - - - - 

Fair from side effect 1 .8% - - - - 

Use traditional medicine 3 2.3% - - - - 

Religions believes 1 .8% - - - - 

Avoid addiction 4 3.1% - - - - 

know medication Name 18 13.8% - - -  

Color 35 26.9% - - -  

Baket 77 59.2% - - -  

improvement in symptom 

after triple therapy 

Improved 117 90% - - -  

Not improved 13 10% - - - - 
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Table (8) Adherence to life style modification among study group regarding diet pre, post and follow up phase (fruit, 

vegetables, Fiber diet, carbonated beverages) 

Key:  

P1: comparison of patient adherence between pre test phase and post test phase 

P2: comparison of patient adherence between post test phase and follow up phase             

 P3: comparison of patient adherence between pre test phase and follow up phase  

The above table showed that all most (90%, 94.6%,90.8%) of study group eat fruits always, vegetables always, carbonated 

beverages sometime respectively, more than half (51.5%) of them eat fibers diet always. 

N=130 

Diet Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Fruits  Sometime 94 72.3% 14 10.8% 12 9.2% 

Always 35 26.9% 115 88.5% 117 90% 

Never 1 .8 1 .8% 1 .8% 

P1=0.001                        P2=0.002                         P3=0.001 

Vegetables 

 

Sometime 85 65.4% 9 6.9% 7 5.4% 

Always 44 33.8% 120 92.3% 123 94.6% 

Never 1 .8% 1 .8% 0 0% 

P1=0.012                        P2=0.000                           P3=0..052 

Fiber diet Sometime 86 66.2% 54 41.5% 54 41.5% 

Always 43 33.1% 60 46.2% 67 51.5% 

Never 1 .8% 16 12.3% 9 6.9% 

P1=0.000                        P2=0.000                        P3=0.000 

Carbonated beverages Sometime 88 67.7% 114 87.7% 118 90.8% 

Always 39 30% 14 10.8% 10 7.7% 

Never 3 2.3% 2 1.5% 2 1.5% 

P1=0.001                        P2=0.000                        P3=0.051 
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Table (9): Adherence to life style modification among study group regarding diet pre, post and follow up phase (spices, peppers, fat, garlic, coffee, Milk and dairy milk) 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

Table showed that majority(84.6%) of study group  never used  spices food ,less than two third (65.4%) of them  never used  diet contains fat food, less 

than half(45.4%) of them  never used  garlic in food, more than half(52.3%) of them  never drink coffee, more than two third (66.9%) of them  always 

used  diary  milk 

N=130 

Diet Patient adherence   

Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Spices 

Sometime 
65 50% 19 14.6% 16 12.3% 

Always 
54 41.5% 6 4.6% 4 3.1% 

Never 
11 8.5% 105 80.8% 110 84.6% 

 P1=0.000                        P2=0.000                        P3=0.000  

Fat 

Sometime 
50 38.5% 2 1.5% 1 .8% 

Always 
61 46.9% 44 33.8% 44 33.8% 

Never 
19 14.6% 84 64.6% 85 65.4% 

Garlic 

 

Sometime 
72 55.4% 65 50% 59 45.4% 

Always 
43 33.1% 16 12.3% 22 16.9% 

Never 
15 11.5% 49 37.7% 49 37.7% 

 P1=0.000                        P2=0.000                        P3=0.000 

Coffee 

 

Sometime 
66 50.8% 65 50% 47 36.2% 

Always 
38 29.2% 1 .8% 15 11.5% 

Never 
26 20.0% 64 49.2% 68 52.3% 

P1=0.000                        P2=0.000                        P3=0.000 

Milk and dairy milk 

Sometime 
60 46.2% 43 33.1% 40 30.8% 

Always 
44 33.8% 84 64.6% 87 66.9% 

Never 
26 20.0% 3 2.3% 3 2.3% 
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Table (10): Adherence to life style modification among study group regarding Body weight pre, post and follow up phase 

Key:  

P1: comparison of patient adherence between pretest phase and post test phase 

P2: comparison of patient adherence between post test phase and follow up phase             

P3: comparison of patient adherence between pretest phase and follow up phase  

The above table showed that near to half (47.7%) of study group have desire to lose body weight and less than half (42.3%) of 

themwere overweight and less than one third (32.3%) were obese. 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Regarding body 

weight reduction 

 

Try to lose body weight 34 26.2% 31 23.8% 36 27.7% 

Dose not had trial to lose weight 64 49.2% 33 25.4% 29 22.3% 

Had desire to lose body weight 20 15.4% 60 46.2% 62 47.7% 

Dose not had   desire  to lose 

body eight 
12 9.2% 6 4.6% 3 2.3% 

P1=0.000                  P2=0.000               P3=0.000 

Body mass index 

 
Normal 

17 13.1% 20 15.4% 20 15.4% 

Under weight 17 13.1% 26 20.0% 26 20.0% 

Over weight 54 41.5% 55 42.3% 55 42.3% 

Obese 42 32.3% 29 22.3% 29 22.3% 

 P1=0.000                  P2=0.000               P3=0.000 
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Table (11): Adherence to life style modification among study group regarding physical activity pre, post and follow up 

phase 

Key: 
P1: comparison of patient adherence between pretest phase and post test phase 
P2: comparison of patient adherence between post test phase and follow up phase             

 P3: comparison of patient adherence between pre test phase and follow up phase  

The above table explained that less than half (41.5%, 40%) of study group had desire to exercise, used usual home exercise respectively 

and all most (93.1%) of them daily exercise. 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

 

Physical activity 

(exercise) 

 

Engaged in physical exercise 62 47.7 68 52.3% 68 52.3% 

 Not engaged 16 12.3 8 6.2% 6 4.6% 

Had desire to exercise 48 36.9 51 39.2% 54 41.5% 

Haden’t desire to exercise 4 3.1 3 2.3% 2 1.5% 

P1=0.000                        P2=0.000                         P3=0.000 

Type of exercise Walking 95 73.1% 80 61.5% 68 52.3% 

Swimming 5 3.8% 5 3.8% 5 3.8% 

Play foot ball 4 3.1% 5 3.8% 5 3.8% 

Usual home exercise 26 20% 40 30.8% 52 40% 

P1=0.000                        P2=0.000                         P3=0.000 

Exercise regimen Dailey  116 89.2% 118 90.8% 121 93.1% 

Sometime 11 8.5% 9 6.9% 7 5.4% 

Never 2 1.5% 1 .8% 0 0% 

Increase  body weight  1 .8% 2 1.5% 2 1.5% 

P1=0.000                        P2=0.000                        P3=0.000 
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Table (12): Adherence to life style modification among study group regarding bad habits pre, post and follow up phase 

 

 

 

 

 

 

Key:  
P1: comparison of patient adherence between pretest phase and post test phase 
P2: comparison of patient adherence between post test phase and follow up phase             

P3: comparison of patient adherence between pre test phase and follow up phase  

The above table clarified that few percent (16.2%, 9.2%, 7.7%) of study group smoker, had desire to stop, used 20 cigarette 

per day respectively also few percent (1.5%, .8% ,1.5%)) of them drink alcohol ,drink about once a week  and were try to 

stop. 

 

 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Smoking Smoker 21 16.2% 21 16.2% 21 16.2% 

Smoking cessation trails Try to stop 6 4.6% 6 4.6% 6 4.6% 

Had desire to stop 12 9.2% 12 9.2% 12 9.2% 

Doesn’t had desire to stop 3 2.3% 3 2.3% 3 2.3% 

Number of cigarettes  

smoking per day 

10 cigarette 4 3.1% 3 2.3% 3 2.3% 

20 cigarette 3 2.3% 10 7.7% 10 7.7% 

more than 20cigartte 12 9.2% 6 4.6% 6 4.6% 

seldom 2 1.5% 2 1.5% 2 1.5% 

Alcohol Drink 2 1.5% 2 1.5% 2 1.5% 

Patients consume alcohol 

per day 

A few time per week 1 .8% 1 .8% 1 .8% 

About once a week 1 .8% 1 .8% 1 .8% 

alcohol cessation trials Try to stop 2 1.5% 2 1.5% 2 1.5% 
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Table (13): Adherence to life style modification among study group regarding stress pre, post and follow up phase 

 

Key:  

P1: comparison of patient adherence between pre test phase and post test phase 

P2: comparison of patient adherence between post test phase and follow up phase             

P3: comparison of patient adherence between pre test phase and follow up phase  
 

The above table explained that less than two third (62.3%) of study group had being anxious and less than quarter (13.1%) 

being irritable. 

N=130 

Life style Patient adherence   Pre test Post test Follow up 

Frequency Percent Frequency Percent Frequency Percent 

Regarding stress  

 

Anxious 104 80% 90 69.2% 81 62.3% 

Irritable 16 12.3% 17 13.1% 17 13.1% 

Confused 4 3.1% 11 8.5% 11 8.5% 

Mood swings 5 3.8% 10 7.7% 10 7.7% 

Cope with stress 1 .8% 2 1.5% 11 8.5% 

P1=0.000                        P2=0.000                         P3=0.000 
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Table (14):Barrier to practice life style among study group 

The above table showed that less than half (43.8%) of study group were reported lack 

of motivation because cannot be cured from ulcer as a personal barrier,  more than 

two third (69.2%) of them were Health believes as Psychological barrier, majority 

(81.5%) of them reported  low socioeconomic status as a socio cultural barrier, also 

majority (73.8%) of them reported cost medication as a therapy related Perrier and 

more than half (53.1%, 58.5%) of them had Lack of  health insurance, lack of 

agreement with clinical guidance as  a provider barrier respectively. 

N=130 

Personal barrier Frequency Percent 

Ineffective of the medicine to 

stabilize ulcer 
13 10% 

lack of motivation  57 43.8% 

Not had enough time to exercise 7 5.4% 

lack of displace to comply with the 

dietary restriction 
51 39.2% 

lack of motivation to stop smoking 2 1.5% 

Psychological barrier 

Health believes 90 69.2% 

Health literacy 27 20.8% 

Self-efficacy 13 10% 

Socio cultural factors 

Socioeconomic status 106 81.5% 

Lack of social support 16 12.3% 

Cultural values 8 6.2% 

Provider barrier 

lack  of agreement with clinical 

guidance 
76 58.5% 

Confidence to implement strategy 54 41.5% 

Therapy related barrier 

Adverse effect 20 15.4% 

Cost 96 73.8% 

Complicity of the  regimen 14 10.8% 

Access to care 

Lack of insurance 69 53.1% 

Lack of transports 61 46.9% 
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Relation between Studies Variables 

Table No (15):Correlation between patient’s awareness of benefit to adapt life 

style and adherence to life style modification 

*P.V Significant =  0.0 5 

** P.V Highly Significant <0.0 5 
 

Table No (16): Correlation between patient awareness of complication develop 

and adherence to life style modification: 

*P.V Significant =  0.0 5 

**P.V Highly Significant <0.0 5 

 

 

 

 

 

 

 

 

Life style Pre test  (sig) Post test (sig) Follow up (sig) 

Medication adherence .871 .928 .980 

Body weight reduction .576 .973 .798 

Exercise regimen .272 .050 .754 

Alcohol cessation trails .000 .000 .000 

Smoking cessation trials .000 .000 .000 

Stress  .219 .174 .166 

Follow up .307 .303 .195 

Life style Pre test  (sig) Post test (sig) Follow up (sig) 

Comply with triple therapy .002 .686 .581 

Body weight reduction .218 .267 .811 

Physical activity (exercise) .603 .609 .238 

Alcohol cessation trails .000 .000 .000 

Smoking cessation trials .000 .050 .000 

Stress  .999 .746 .417 

Follow up .842 .950 .400 
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Table No (17): Correlation between patient awareness of risk factor with peptic 

ulcer disease and adherence to life style modification: 

*P.V Significant = 0.0 5 

**P.V Highly Significant <0.0 5 

 

Table No (18): Correlationof Study group age and adherence to life style 

modification 
 

 

 

 

 

 

 

 

 

 

*P.V Significant =  0.0 5 

**P.V Highly Significant <0.0 5 

 

 

 

 

 

 

 

 

Life style Pre test  (sig) Post test (sig) Follow up (sig) 

Stop to take medicine .020 .140 .052 

Body weight reduction .512 .729 .407 

Physical activity (exercise) .325 .235 .627 

Alcohol cessation trails .000 .000 .000 

Smoking cessation trials .000 .050 .000 

Stress  .019 .011 .040 

Follow up .095 .014 .145 

Life style  P value  

Medication adherence .000 

Body weight reduction .000 

Physical activity (exercise) .000 

Alcohol cessation trails .000 

Smoking cessation trials .000 

Stress  .000 

Follow up .000 
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Table No (19): Correlation of study group gender and adherence to life style 

modification 

 

 

 

 

 

 

 

 

 
*P.V Significant =  0.0 5 

**P.V Highly Significant <0.0 5 

Table No (20): Correlation of study group marital status and adherence to life 

style modification:- 

 

 

 

 

 

 

 

 

 

*P.V Significant = 0.0 5 

**P.V Highly Significant <0.0 5 

 

 

 

 

 

 

 

Life style P value 

Medication adherence .000 

Body weight reduction .000 

Physical activity (exercise) .000 

Alcohol cessation trails .000 

Smoking cessation trials .000 

Stress  .000 

Follow up .000 

Life style P value 

Medication adherence .000 

Body weight reduction .000 

Physical activity (exercise) .000 

Alcohol cessation trails .000 

Smoking cessation trials .000 

Stress  .000 

Follow up .000 
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Table No (21): Correlation of study group educational level and adherence to life 

style modification 
 

 

 

 

 

 

 

 

 

 

 

*P.V Significant = 0.0 5 

**P.V Highly Significant <0.0 5 

Table No (22): Correlation of study group of body mass index before and after 

program 
 

 

 

 

 

 

 

 

 

 

            *P.V Significant =   0.0 5 

**P.V Highly Significant <0.0 5 

 

 
 

 

 

 

 

 

Life style  P value 

Medication adherence .000 

Body weight reduction .000 

Physical activity (exercise) .000 

Alcohol cessation trails .000 

Smoking cessation trials .050 

Stress  .000 

Follow up .000 

Body mass index BMI P value 

Body mass index before  23.08  

0.000 
Body mass index after 

24.12 
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Figure (1): Demographic characteristics of study group regarding marital status. 
 

  

 

Figure (2): Demographic characteristics of study group regarding resident. 
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Figure (3): Demographic characteristics of study group regarding family history of peptic 

ulcer disease. 
 

 

 

Figure (4) Comparison between pre test and post test and follow-up in patient   regarding 

follow up. 
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Figure (5): Comparison between pre test and post test and follow-up in patient regarding 

benefit to manage life style  
 

 

 

Figure (6): Comparison between pre test and post test and follow-up in patient to assess level 

of anxiety. 
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Figure (7): Body math index of study group before program 

 

 

 

         Figure (8): Body math index of study group after program 
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Figure (9): Distribution study group according to source of knowledge about peptic ulcer 

disease. 
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5.1 Discussion 

Peptic ulcer disease is an important disease state that warrants vigilance in a patient 

population where exposure to NSAIDs, oral corticosteroids, and anticoagulants is 

frequent, Gastrointestinal ulceration and peptic ulcer disease are significant causes 

of morbidity in the United States and globally.
 (29)

 

           The result of study represented that less than one third (30%) of study group 

were above fifty years old this result agree with literature reviewwhich state (Older 

people comprise an increasing proportion of most Africa) 
(26)

,more than half 

(58.5%) of them were male this result agree with previous study done in Iraqi, 

Sulaimani which reported (Relative to their gender, more than half of them were 

males (58%) 
(79)

,also Another study conducted in China reported that (peptic ulcer 

was more common in men than in women 61.9%) 
[89]

 and study in Arar, Saudi 

Arabia another study reported that ( peptic ulcer prevalence was higher in female 

than male 71.2% and 28.8%, respectively, but with no significant effect 

(pv=0.356) 
[90]

also it was found that less than one third (32.3%)of them were 

housewife, less than one third (30.8%)of them were Primary school this result 

agree with previous study done in  Taiwanwhich demonstrated ( that subjects with 

low education level had a higher risk of peptic ulcer (p=0.045) 
(42)

, more than half 

of them (56.2%) were married this result agree with previous study conducted in 

Bangladesh which  reported (56.6% of study group were married)
(23)

 and majority 

(75.4%) of them live in ruler area. 

The study reflected that more than half (54.6%) of study group were blood groping O 

this result agree with literature reviewwhich state(The inheritance of blood group 0 

is associated with modest (1.3 fold) increase in duodenal ulcer) 
(2)

majority (73.8%) 

of them had no bad habit this result disagree with previous study done in 

Bangladesh which  reported(Majority of the respondents (63.3%) smokes)
(23)

 most 

(88.5%) of them used spicy food this result corresponding  with literature 
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reviewwhich state (Dietary factors such as spice consumption, were hypothesized 

to cause ulcers until late  in the 20th century, but have been shown to be of 

relatively minor importance)
(56)

,  majority(74.6%) of them had first degree family 

history this result corresponding with literature reviewwhich state (Genetic play an 

important role in ulcer  pathogenesis, the  concordance for peptic ulcer in identical 

twins is approximately 50%,and the lifetime prevalence of developing ulcer in first 

degree relatives of ulcer patients is about three-fold greater than in the general  

population) 
(2)

 

The result of study clarified that more than half (53.1%) of study group source of  

knowledge about disease from health worker this result agree with previous study 

done in Bangladesh which  reported (32.7% from Health worker,)
(23)

 ,the patient 

knowledge about peptic ulcer disease  had been improved in the  post test and 

follow up phase with highly significant result (pv= 0.000) , also the  study group 

had good knowledge about risk factorsto develop ulcer, causes and complication , 

in  pre test, their knowledge had been improved in  the  post test and  follow up test  

with highly significant results (pv= 0.000). 

Moreover the study showed that more than one third (40.8%) of study group had ulcer 

for  less than 5years, majority (73.8%) of them had gastric ulcer this result agree 

with literature reviewwhich state(Although these ulcerations most commonly occur 

in the stomach (gastric ulcer))
(31)

, all most  (93.8%)of them pain was the common 

symptom, all most ( 97.7%) of them had pain site epigastria area this result agree 

with previous study done in Bangladesh which  reported (97.4% had pain in the 

epigastria region) 
(23)

 , also less than half (43.8%) of them the character of pain 

burning and hanger this result agree with previous study done  by 

Avajeetmukherjee and et al which  reported(40.3%) The commonest character of 

pain in ulcer) was burning with hunger pangs)
(40),

 more than two third (66.9) of 

them aggravating factor when stomach fully this result agree with previous study 
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done by Avajeetmukherjee and et al which reported (more than two third 

(71.4%)of the gastric ulcer patients experienced aggravation of pain with intake of 

food)
(40)

more than one third (40.8%) pain relived by antacid also this result 

corresponding with literature review which state  (Pain relief following the intake 

of food or antacids)
(67)

, less than two third of them (63.1%) decrease appetite  , less 

than quarter (13.8%) of them was hypertensive patient this result near with 

previous study done in Sudan-Atbara city which reported (less than quarter 

(20.9%) of study group was hypertensive) 
(3)

, and all most (91.5%) of them 

diagnosed clinically this result agree with literature reviewwhich state (The history 

and physical examination are important to identify patients at risk of ulcer, 

perforation, bleeding, or malignancy. However, a systematic review of models 

using risk factors, history, and symptoms found).
 (65)

  

The result of study illustrated that  majority (80.8%) of study group used herbal and 

medicine to manage disease this result corresponding with literature review which 

state (over the world cheap and easily available treatments )always be in demand 

especially for the people of non-industrialized countries)
(67). 

majority (73%) of 

them most common side effect abdominal pain this result corresponding with 

literature review which state (The main side effect with iron tablets is an upset 

stomach) 
(85)

 less than half(45.5%) of them never used NSAIDs on follow up test 

this result corresponding with previous study done in Hoskote area, Bangalore, 

India which state(Non-Steroidal Anti Inflammatory drugs (NSAID) is one of the 

important  factor  causing ulcer.)
(84)

, near to half (48.5%) of them sometime Forget 

to take medication ,most (86,9%)of them stop to take medicine when  feel better 

also more than half (59.2%) known medication by baket,, and all most(90%) of 

them improvement in symptom after triple therapy this result agree with literature 

review which state (The treatment regimens that attain eradication rates of 90% of 

case triple therapy is  consists of:  a PPI,a combination of two antimicrobials such 

as amoxicillin and clarithromycin).
(74) 
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As regard to nutrition the study reflected that less than one third (26.9%)of study 

group always eat fruit, (88.5%) of them always eat fruits in pre and post test , most 

(90%) of them  eat fruits always in follow up test ,  more than one third (33.8%) of 

study group always eat vegetables in pre test, almost (92.3%)them always eat 

vegetablesin post test, almost (94.6%) of them always eat vegetable in follow up 

test this result corresponding with literature reviewwhich state (Fruits and 

Vegetables. A diet that is rich in fiber may cut the risk of developing ulcers in half 

and speed the healing of existing ulcers. Fiber found in fruits and vegetables is 

particularly protective. Vitamin A contained in many of these foods may increase 

the benefit)
(60), 

one third of study group (33.1%) eat fibers diet always ,near to half  

(46.2%) of them eat fibers diet always in pre and post test ,more than half (51.5%) 

of them eat fibers diet always in follow up test, more than two third (67.7%) of 

study group eat carbonated beverages sometime in pre test, most(87.7%) of them 

eat carbonated beverages sometime in post test, almost(90.8%) of them eat 

carbonated beverages sometime in follow up test, half (50%) of study group 

sometime used  spices food, majority (80,8%) of them used never used spices  food 

in pre and post test, majority(84.6%) of them  never used  spices food in follow up 

test, near to half(49.2%) of study group used  peppers food always in pre test, most 

(94.6%) of them almost never used  peppers food in post test, all most(96.9%) of 

them  never used  peppers food in follow up test this result corresponding with 

literature reviewwhich state (Spices and Peppers. Studies conducted on spices and 

peppers have yielded conflicting results(irritate the stomach))
 (60)

, near to half 

(46.9%) of study group always used  diet contains fat food ,less than two third  

(64.6%) of them never used  diet contains fat food in pre and post test respectively 

alsoless than two third (65.4%) of them  never used  diet contains fat food in 

follow up test,    more than half (55.4%) of study group ,half (50%) of them 

sometime used  garlic in food in pre and post test respectively alsoless than 

half(45.4%) of them  sometime used  garlic in food in follow up test ,more than 
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half (50.8%)  of study group, half  (50%) of them sometime drink coffee in pre and 

post test,alsomore than half(52.3%) of them  never drink coffee in follow up test  

this result corresponding with literature review which state (consuming more than 

3 cups of coffee per day may increase susceptibility to H. pylori infection)
 (60)

,   

near to half(46.2%) of study group ,less than two third (64.6%) of them sometime 

used milk and dairy milk  in pre and post test,more than two third (66.9%) of them  

always used milk anddairy  milk in follow up test this result agree with literature 

reviewwhich state (Certain Probiotics, which are "good" bacteria added to yogurt 

and other fermented milk drinks, may protect the gastrointestinal system)
 (60)  

all 

result in the pre test,post test and follow up phase had  highly significant result 

(pv= 0.000) 

The study represented regarding life style modification the study group were  

improved in post test and follow up testalsothe study group had desire to lose body 

weight, engaged in physical exercise, regular exercise program mainly walking in 

the pre test , and follow up test with highly significant results(pv= 0.000) ,also the 

body mass index were improved in the post test , and follow up test with highly 

significant results(pv= 0.000) this result agree with previous study done in Korea 

which reported (Regarding anthropometric indices, weight was highly associated 

with PUD in the crude analysis (pv = 0.0003)
(93)

 other of study group reported that 

few percent (16.2%, 7.7%, 9.2%)) of them were smoker ,were used 20 cigarette per 

day  and try to stop respectively this result disagree with previous study done in 

Malaysia which reported( smoking were significant factor associated with 

infection)
(4)

also disagree with previous study done in Kano, Nigeria  which 

reported (a strong correlation between H. pylori infection and cigarette smoking 

(P< 0.01)
( 91)

and few percent(1.5%,.8%,1.5%) of them were  drink alcohol drink 

about once a week and try to stop respectively also patient knowledge about 

importance to prevent smoking and alcohol consumption had been improved 

through all  test. 
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The study reflected that regarding stress the study group  were being anxious during 

the pre test , post test, and follow up test with highly significant results(pv 0.000) , 

regarding follow up they  had follow up when symptoms in post test, and  follow 

up test with highly significant results (pv 0.000) , regarding benefit to manage life 

style  more than half (52.3%) of them  were increase sense of well being These 

findings showed that, there was great variation in study group adhered  and 

practiced of life style modification and  reflected  an  increased in  their  quality of 

life through excellent behavior change  and they can reduce  the risk of disease 

complication this result corresponding with literature reviewwhich state(The 

complications of PUD impose substantial economic and morbidity burden on the 

health system and the society. On the other hand, gastric cancer in Northern Iranian 

provinces is quite common, while it is known that gastric ulcers might later lead to 

gastric cancers).
(68)

 

The study clarified that  barriers to practice lifestyle presented that less than half 

(43.8%) of study group were reported lack of motivation as a personal barrier, 

more than two third (69.2%) of them were health believes as Psychological barrier, 

majority (81.5%) of them reported  low socioeconomic status as a socio cultural 

barrier this result corresponding with previous study done in Atbara Hospital 

which reported (the ulcer associated with low socio-economic status, poor hygiene 

and overcrowding) 
(3)

, more than half (58.5%) of them reported lake of agreement 

with clinical guidance as  a provider barrier, also majority (73.8%) of them 

reported cost medication as a therapy related barrier, more than half (53.1%) of 

them had Lack of  health insurance as barrier  to access to care . 

The study reflected that there was  significant relation between the  study  group 

awareness of benefit to adapt life style and  their adherence to life style 

modification, adherence to  medication with no statistical significant (pv = .871, 

.928, .980) in pre and post test and in follow up test , also study  clarified  that  
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there is  adherence to body weight reduction program with no statistical significant 

(pv =.576, .973, .798) in pre and post testand in follow up test, adherence to 

exercise regimen with no significant (pv.177,.754)in pre test, follow up test with 

statistical significant(pv.050) in post test respectively,regardingAlcohol cessation 

trails and Smoking cessation trials with highlystatistical significant (pv =.000, 000, 

000) in pre and post test and in follow up test respectively this result disagree with 

previous study reported that(Although some studies have found correlations 

between smoking and ulcer formation ,Others have been more specific in exploring 

the risks involved and have found that smoking by itself may not be much of a risk 

factor unless associated with H. pylori infection, Studies have found that alcohol 

consumption increases risk when associated with H. pylori infection; it does not 

seem to independently increase risk. Even coupled with H. pylori infection)
(86)

, 

also regarding Stressno statistical significant (pv =.219, .174, .166) in pre and post 

testand in follow up test, regarding follow up no statistical significant (pv =.307, 

.303, .195) in pre and post test and in follow up test.  

         In addition to  the result of study illustrated that there was  significant relation 

between the  study  group awareness of complication and  their adherence to life 

style modification, comply with triple therapy with no statistical significant (pv = 

.686, .581) in post test and in follow up test , with statistical significant(pv = .002) in 

pre, also study  clarified that  there is  adherence to body weight reduction program 

with no statistical significant (pv =..218, .267, .811) in pre and post test phase and in 

follow up test, adherence to physical activity with no significant (pv.603, .609, . 

.238)in pre test, post test phase and follow up test respectively,regardingAlcohol 

cessation trails and Smoking cessation trials with highlystatistical significant (pv 

=.000, 000, 000)in pre and post test and in follow up test respectively, and Smoking 

cessation trials with highlystatistical significant (pv =.000, 000, 000) in pre and 

follow up test  , with significant( .050) post test, also regarding Stressno statistical 

significant (pv =..999, .746, .417) in pre and post testand in follow up test, in pre and 
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post testand in follow up test ,regarding follow up no statistical significant (pv 

=..842, .950, .400) in pre and post testand in follow up test. 

On the other hand the result of the study explained that there was  significant relation 

between the study group awareness of risk factor and  their adherence to life style 

modification, Stop to take medicine with no statistical significant (pv = .140) in 

post test, with statistical significant(pv = .020 ,.052) in pre and in follow up test, 

also study clarified  that  there is  adherence to body weight reduction program with 

no statistical significant (pv.512,.729,.407) in pre and post testand in follow up test, 

adherence to physical activity with no significant (pv.325,.235,.627) in pretest, post 

test and follow up test respectively. 

RegardingAlcohol cessation trails and Smoking cessation trials with highlystatistical 

significant (pv =.000,000, 000) in pre and post test and in follow up test respectively, 

and Smoking cessation trials with highlystatistical significant (pv =.000,000, 000) in 

pre and follow up test  , with significant( .050) post test, also regarding 

Stressstatistical significant (pv =.019, .011, .040) in pre ,post testand in follow up 

test ,regarding follow up no statistical significant (pv =.095,.145) in pre and follow 

up test  with statistical significant(.014 ) in post test. 

       The study clarified that  regarding demographic characteristics of study group   

highly statistical significant between their age , sex ,marital status and educational 

level and adherence to life style modification (pv = .000,.000,.000)  in adherence 

to medication, body weight reduction ,physical activity respectively, with  highly 

significant (pv =.000,.000,.000) in  stress and follow up respectively this result 

agree with previous study done in Northern Saudi  Arabia which reported(There 

were significant relations between peptic ulcer with gender, marital status, 

educational level)
(88)
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      The study reflected that regarding hospital anxiety and depression scale of study 

group majority (80.7%) was abnormal in pre test , more than half(50.7%) of them 

was normal in post test also more than one third(36.9%) of them in borderline in 

post test and more than half (53%)of them normal in follow-up test. 
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5.2 Conclusion 

Based on the study finding the study concluded that: 

        The study group knowledge about peptic ulcer disease improved in the phases of 

the program  

      The study group had acceptance level of life style modification upgraded in post 

test and follow up phases andalso good response to life style modification program 

with significant results. 

Regarding  barrier to practice life style that less than half of study group were reported 

lack of motivation as a personal barrier, more than two third of them were health 

believes as psychological barrier, majority of them reported  low socioeconomic 

status as a socio cultural barrier,, more than half of them reported lack of 

agreement with clinical guidance as  a provider barrier, also majority of them 

reported cost medication as a therapy related barrier, more than half  of them had 

lack of  health insurance as barrier  to access to care. 

        The current study indicated that the educational programs were effective in 

increasing knowledge, improving self-management, and controlling lifestyle habits 

of the patients with peptic ulcer disease. 
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4.3 Recommendations 

Based on the study finding the study recommended: 

Ministry of health: 

 providing health assurance and conducting further multi centers studies in 

order to demonstrate the differences in quality of  life issues for PUD patients 

 Provision of H. Pylori test which are already in place should be enhanced and 

enforced along with the proper establishment of the health assurance system. 

 Increase awareness through mass media and education among the people 

smokers are two times more likely to develop the disease. 

Patients: 

 

  Patients with peptic ulcer diseaseneed advice, support and information from 

health professionals in order to be able to understand the importance of using 

life style modification, and should be counseled every time whenever they 

visit to physician to improve the compliance with life style modification. 

 Special care must be taken to ensure that the elderly patient understands the 

regimen and can see and read instructions, the elderly person’s family should 

be included in the teaching program so that they can understand the patient’s 

needs, encourage adherence to life style modification, and know when and 

whom to call if problems arise or information is needed. 

 The patient must also be educated about the H. pylori eradication therapy as if 

discontinued so may reoccur to the patient 

 The study recommends that young adults, particularly Individuals with blood 

group (O) should be highly aware from gastrointestinal (GI) symptoms and 

avoids risk factors for the development of peptic ulcer disease  

 Patients must be advised to take care of oral hygiene and to proper wash their 

hands so that chances of H. pylori infection decrease. 
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Researchers: 

 Further research should be done about this topicin all country due to different 

cultural aspect of the population. 
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Research educational Program 

Educational hand out Summary 

The hand out was developed to provide educational information and resources  to 

manage patient, the book was designedas a reference guide to address the gaps 

identified in care of patient, it aims to establish evidence-based strategies to help 

the target Populations to  prevent and manage patient. 

       An intense educational program designed by the researcher based on actual 

assessment of patient needs to improveself-care practice in the light of the 

available researches and literature, the intervention developed  in a simple Arabic 

language  to  cover the  relevant  aspects  of self-care of    patients  as   usual life 

style  routine  , the impact  of  the program  based on the improvement of the 

quality of life  , patient  will be more compliant to  treatment  regimen, life style 

modification and  decrease    the occurrence  complications. 

General objective: To provide the patient with and educational tools necessary to 

provide basic education to patients. 

Specific objectives: By the end of this hand out any client should be able to :- 

1. Explain definition of peptic ulcer disease 

2. Explain types of peptic ulcer disease 

3. Explain signs and symptoms of peptic ulcer disease 

4. Diagnostic investigation should be done 

5. Describe complication ofpeptic ulcer disease 

6. Explain life style modification measures 

7. Explain medication regimen and instruction regarding medication. 
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Program (patient) 

Section one: 

Introduction about of peptic ulcer disease 

Objectives 
Teaching methods 

&media 
contains Evaluation 

By the end of this section 

any client should be 

able to 

1-define of peptic ulcer 

disease 

Lecture +discussion 

+slides show+ 

image 

 

Definitions of peptic 

ulcer disease 

Patient define 

of peptic 

ulcer 

disease 

2-explain types of peptic 

ulcer disease 

Lecture +discussion 

+slides 

show+image 

types of peptic ulcer 

disease 

Patient 

understand 

3-Discus  causes of peptic 

ulcer disease 

Lecture +discussion 

+slides show + 

image 

causes of peptic ulcer 

disease 

Patient 

understand 

4-Explain risk factor of 

peptic ulcer disease 

Lecture +discussion 

+slides show+ 

image 

risk factor of peptic ulcer 

disease 

Patient 

understand 

5-describe sign and 

symptoms of peptic 

ulcer disease 

Lecture +discussion 

+slides show+ 

image 

Obtains information 

about symptoms of 

hypertension 

Patient 

understand 

 

Section two: 

Describing peptic ulcer pain: 

Objectives Method & media Contains Evaluation 

By the end of this section 

any client should be 

able to : 

Identify sit of pain 

Lecture +discussion 

+slide show 

Discussion site of 

pain in four 

quadrant region 

Patient know site of 

pain 

Identify character of pain Lecture +slide show 

+discussion 

+booklet 

Discussion 

Character of 

pain 

Know about 

Character of pain 

1.  List aggravating  factor  
 

Lecture +slide show Discussion 

aggravating  

factor 

Know aggravating  

factor 

2. List relieving  factor 

 

Lecture +slide show Discussion 

relieving  factor 

Know relieving  

factor 
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Section three: 

Diagnostic test: 

Objectives Method & media Contains 
Evaluation 

 

By the end of this section any client 

should be able to 

2-numerate investigation 

Lecture +slide 

show 

+discussion 

+image 

Discussion about 

types of 

investigation 

done  

Know about 

investigation 

1-numerate complication of peptic 

ulcer disease 

Lecture 

+discussion 

+slide show 

 Know 

complication 

of peptic ulcer 

disease 
 

Section four: 

Life style modification 

Objectives Method & media Contains Evaluation 

By the end of this 

section any client 

should be able to : 

1-understand medication 

Lecture +discussion 

+slide show  

Medication  

Instruction regarding 

adherence and 

compliance regimen  

Pt understand  

 

2-Description to manage 

heart burn 

Lecture +discussion 

+slide show 

+image 

 Pt understand 

 

Section five: 

Life style modification 
 

Objectives Method & media Contains Evaluation 

By the end of this 

section any client 

should be able to : 

1-numerate type of 

nutrition(herbal) 

Lecture +discussion 

+slide show +image 

Nutrition guide 

recommended , not 

recommended type 

of diet 

 diet rich resources 

Know about 

nutrition  
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Section six: 

Life style modification 

Objectives 
Method 

&media 
Contains Evaluation 

By  the end of this section  

any client  should be 

able to : 

1- understand life style 

measure  

Videos+ 

discussion 

Stop smoking  

Stop alcohol 

Exercise regimen 

 Weight reduction 

Mange stress 

Importance of follow up 

Patient  on trail 

to accept 

modification  
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 عبِؼٗ شٕذٞ

 و١ٍٗ اٌذساعبد اٌؼ١ٍب ٚاٌجؾش اٌؼٍّٟ
 

Questionnaire about effect of self-care life style modification program on peptic ulcer 

patients. 

Part one (Socio demographic data) 

1. Age: 

a. 2o-30years (          )  b.31-40 years (         )      c.41-50 years (       )d.More than 50 years (      ) 

2. Sex: 

a. Male(        )        b. Female(     ) 

3. Occupation: 

a House wife).      (b.Government employee (      )  c. Free warker(   ) d. Retraine(  )  e.student(  ) 

4. Level of education: 

a. Illiterate (     )    b. khlwa(   ) c.Primaryschoo l(     ) d. Secondary school(       )  e. graduate  (     ) 

f.post graduate(      ) 

5. Marital status: 

a. Single (       )         b.Married (   )   c. Divorced ()d.Widowed().  

6. Resident: 

a. Town  (   )                             b.rural area(    )   

7. Blood grouping:a.A(  ) b.B (    ) c.AB  (    )d.O    (    )e.Idont no(        ) 

8. Personal habit:a.Smoker (    )      b. Alcohol consumption (       )      c.snuff ()  d.Not used(    ) 

9. Dietary habit 

a.Non Spicy food(   )   b.Spicy food(    )  c.Only vegetables(  )  d.Average spicy food(    ) 

10. family history of peptic ulcer disease: a.First degree(      ) b. second degree(    )   c. Absent(      ) 

B. Part two (Knowledge of peptic ulcer): 

1. knowledge of peptic ulcer Information from:   

a Mass media(    )   b. Health worker(    ) c. Family members(    ) community (      )  e. social media(    

)       

2. Definition of peptic ulcer: 

a. Is a group of disorders characterized by the presence of ulcers in any portion of gastrointestinal 

tract. (    )       

b. Is an excoriated area of stomach or intestinal mucosa. (    )       

c. Refers to painful sores or ulcers in the lining of the stomach and duodenum. (    )       

d.  Is a defect in the mucosa of the gastrointestinal tract. (    )       

e. I don’t know(    )       

3. Risk factors of peptic ulcer :- 

a. Smoking(  ) b. Viral infection(   ) c. Radiation(    ) d. Chemotherapy(   ) 

e. Hyper secretion of gastric acid (   ) f.Alcohol(  ) m.Idont know(    )  

4. Causes of peptic ulcer: 

a. H. pylori infection(  )       b. NSAID(     )         c. oral corticosteroids(    )  

d. Gastric acid Secretions (       )                 e.Oxidative stress (      ) f.Idont know 

5. Duration of disease 

a. less than 5years  (   )       b-5-10 years (   )          c-above 10 years(   )  

6. Type of Ulcer: 

a. Gastric(   )                b. Duodenal(      ) c.Esophagel ulcer(   )d.Idont know(   ) 
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7. Common  symptom: 

a. pain(     )  b. vomiting(     ) c. hematmesis(     ) d.constipation(  ) 

e.melana(   )     f. change in weight(   )         g. change in appetite(       ) 

h.blooting( ) i.nausia(   )  j.heartburn(    )  

8. Site of pain: 

a. Epigastrium (   )    b. Right Hypochondrium (        )      c. Epigastrium and right hypochondria (     )        

d. Epigastrium and umbilicus (      )  

e. Umbilical and rightHypochondrium (    )   f.Umbilical and leftHypochondrium(       ) 

g.chest pain (    ) i.back pain(     ) j.lower abdominal pain(     ) 

9. Character of pain: 

a. Burning(    )                                             b. Burning and  hunger pangs (    )  

b. c. Dull aching(    )                                   d. Discomfort(     ) 

10. Aggravating  factor: 

a. When the stomach is empty(    )    b.When the stomach is full (     )    c. activity(   ) d.stress(    ) 

11. Relieving  factor: 

a.diet(     )          b. hunger(      ) c. Vomiting  (   )d. antiacid(       ) e.herbal(   ) 

12. Appetite:  

a. Normal (     )        b. Increased (     )             c. Decreased(     ) 

13. Health problem other than peptic ulcer do you have 

a.Diabetes mellitus(    )          b.hypertntion(   )        d.romatoiud arthritis(      )  e.not found(        ) 

14. Mode of diagnosis 

a. Clinically (     ) b. procedure (     ) 

15. Complications of peptic ulcer: 

f. Perforation (    )  b. GIT bleeding(   )  c. Pyloric Stenosis(   ) d. Gastric out let obstruction(  ) e. 

interactable peptic ulcer(  )  I don’t know(    )       

C. Part three: life style: 

A.Awareness of Medication regimen: 

1. Category of peptic ulcer medicine: 

A. medication did you take 
 a. Medicine ()  b.herbal(       )  c. Medicine and herbal  (       ) 

B. Side effect of medicine: 

a. headache  (   )  b. diarrhea  (  ) c. abd pain(   )         d. constipation (  )  e. darken stool(  )   e.no side 

effect (        ) 

2. Use of non-steroidal anti-inflammatory drugs 

a. Sometime (   )  b.always(    )  c.never(      ) 

3. Regarding medication adherence you:  

a. Forget to take your medicine 

b. Sometime (   )  b.always(    )  c.never(      ) 

c. stop taking your medicine  because: 

d. feel better(   )  b.feel worse(   ) c.believe that they are ineffective(   )  d.fear side effects. (   ) e.using 

traditional medicine (healer) or Religions belief(   ) e.avoid addiction(   ) f.cost of medication. (   ) 

4. Cues to Action (comply with your triple therapy): 

a. Advice from my doctor(( 

 b. Advice from friends  (    )     

 c. Advice from health care workers other than my Doctor  (    ) 

d. Advice from family member  (    )    

e. Do faith or spiritual preference (    )   

f. Do practices help you heal or deal with stress (    )   
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g. provide hand  book(    ) 

5.  you know medication by:a.name (   )          b.color (   )                 c.baket  (   )           

6. Improvement in symptoms after triple therapya.Improvement (    )   b.No improvement  (     ) 

B: Awareness of Lifestyle Modification regimen: 

A) Diet:  

1. Fruits: 

a. Sometime (   )  b.always(    )  c.never(      ) 

2. .vegetables: 

a. Sometime (   )  b.always(    )  c.never(      ) 

3. fiber diet : 

a. Sometime (   )  b.always(    )  c.never(      ) 

4. Carbonated Beverages: 

a. Sometime (   )  b.always(    )  c.never(      ) 

5.  Spices: 

a. Sometime (   )  b.always(    )  c.never(      ) 

6.  Peppers:  

a. Sometime (   )  b.always(    )  c.never(      ) 

7. Eat diet containing fat: 

1.   Always      2. Sometimes      3.never 

8.     Garlic 

a. Sometime (   )  b.always(    )  c.never(      ) 

9. Coffee  

a. Sometime (   )  b.always(    )  c.never(      ) 

10.  Milk and dairy milk 

a. Sometime        (   )          b.always(    )          c.never(      ) 

B) Body weight: 

a. Try to lose weight (    )    

b.doesn’ have trial   (    )      

c.have desire to lose weight  (    )    

d. Doesn’t have desire to lose body weight (    )   

C) Physical activity: 

1. Exercise: 

a. You engage in physical exercise (    )     

b. You not engaged (    )    

c. Have desire to exercise (    )    

d. haven’t desire to exercise (    )    

2. Type of exercise you do: 

a. Walking (    )   b. Swimming(    )   c.paly football(    )   d.usual home exercise(    )     

3. Exercise regimen: 

a.dialy regular(    )  b.sometimes(    )     c.neglect (    )   d.when you feel your weight increased(    ) 

D) bad habits:  

(A)smoking 

1. cigarettes do you smoke per day:     
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a.10 cigarette(    ) b.20 cigarette(    )    c .more than20 cigarette(      ) d. Seldom(    )e.Not use(  ) 

2. smoking cessation trails: 

a.try to  stop (    )    b.doesn’t  try  to stop  (    )     

c.have desire to stop  (    ) d. Doesn’t have desire to stop(    ) 

(B) Alcohol: 

3. patient consume alcohol per day : 

a.  More than once per day  (    )         b. Once per daily (      ) 

c.A few times per week  (    )              d.About once a week (      )   

e.Seldom (rarel) (    )   f.  Not use (      ) 

1. alcohol cessation trails: 

a.try to  stop (    )                         b.doesn’t  try  to stop  (    )   

c.have desire to stop   (    )          d. Doesn’t have desire to stop(    ) 

E) In stress  and crisis  you: 

a. Being anxious(    ).           b.Being irritable (    )         c. Being confused (    ).      

d. Being mood swings(    ).        e.cope with stress(    ).   

F) Follow up: 

a.on regular flow up (    )       b.follow when have symptoms(    ) c.notflow up (    )             

E. Benefits to manage life style: 
a. Increasing my quality of life.(   )  b. Increasing my sense of well-being(   )    

c. Protecting me from complications.(   )    d. Decrease my chance of dying(   )   

F.Barriers to practice life style: 

1. personal barrier: 

a. ineffective of the medicine to stabilize my ulcer.   (    )     

b. Lack of motivation because I cannot be cured.       (     )     

c. Not having enough time to exercise.      .(     )     

d. Lack of discipline to comply with the dietary restrictions. .(      )     

e. Lack of motivation to stop smoking. .(      )   

2.    Psychological factors: 

    a. Health believes.(   )          b. Health literacy.(   )         c. Self-efficacy.(   )     

3.  Sociocultural factors: 

a. Socioeconomic status (     ) c. Lake of social support (     )  d. Cultural values(     )       

4.  Provider berrier: 

a. Lack of agreement with clinical guidance (     )          b. Confidence to implement strategy(     )       

5. Therapy related berrier: 

a.Adverse effects. (     )            b. Cost (     )                c. lack of Complicity of regimen (     )       

6.  Environment: 

1.  Access to care:a. Lake of insurance(     )          b. Lake of transports (     )      
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 ججِؼٗ شٕذي

 وٍيٗ ثٌذسثعجس ثٌؼٍيج

 ثعضذيجْ دٛي صذغيٓ ّٔؾ ثٌذيجر ٌذٜ ِشػي ثٌمشدز ثٌٙؼّيز دّغضشفي ثٌّه ّٔش ثٌججِؼي

 اٌغضء الأٚي )اٌج١بٔبد اٌشخظ١ٗ(
 اٌؼّش: .1

 عٕٗ )    (    72عٕٗ )    (   د.أوثشِٓ  72-63 -عٕٗ )    (    ج 62-53عٕٗ)    (   ح.52-42أ.

 اٌغٕظ: .2

 ث. روش )    ( ح. أٔثي )    (

 اٌٛظ١فخ: .3

 أ.سدٗ ِٕضي)   (   ح. ِٛظف دىِٛي )     (  ج.أػّجي دشٖ)      ( د.ِضمجػذ)        (  ٖ.ؿجٌخ)      (

 ِغزٜٛ اٌزؼ١ٍُ: .4

 خٍٖٛ )      (   ج.ثدضذثةي)     ( د.ثجٔٛي)       ( ٖ.ججِؼي)    ( ٚ.فٛق ثٌججِؼي)      (.( ح  ث. أِي )   

 ثٌذجٌز ثلاجضّجػيز: .5

 غيشِضضٚج )     ( ج. ِـٍك )    ( أسًِ)      (  .ث. ِضضٚج )   (   ح

 اٌغىٓ:  .6
 أ. ِذيٕٗ )   (  ح.ثٌمشيٗ)      (  

 (    )    a.A(  ) b.B (    ) c.AB  (    ) d.Oفظيٍٗ ثٌذَ: .7

 ثٌؼجدثس ثٌشخظيز: .8

 أ.ثٌضذخيٓ )      ( ح.ثٌىذٛي )    ( ج. ثٌضّذجن )      ( د. ثٌشيشٗ )   ( ٖ.ػذَ ثلإعضؼّجي)     (   

 اٌؼبداد اٌغزائ١خ:  .9

 أ.أؿؼّٗ ِذٙشٖ )( ح.أؿؼّٗ غيش ِذٙشٖ )   (     ج.أؿؼّٗ لٍيٍٗ ثٌذٙجس)     ( د. ثٌخؼشٚثس فمؾ)    (

 خ ثٌّشػي ٌٍمشدز ثٌٙؼّيز في ثلأعشٖ:ث ٌضجسي .11

 أ.ثٌٛثٌذيٓ)    (  ح.ثلإخٖٛ ٚثلأخٛثس     ج.ثلأجذثد   )        (         د.لايٛجذ)     (

 اٌغضء اٌضبٟٔ )ِؼشفخ اٌّش٠غ ػٓ  اٌمشؽخ اٌٙؼ١ّخ(:٠ّىٓ إخز١بسأوضشِٓ إعبثٗ
 ِظذس ِؼشفٗ ثٌمشدٗ ثٌٙؼّيز ِٓ:  .1

 ثٌّجضّغ )   ( ٖ.ثٌٕش )   ( .ثٌظذي )   ( ج. أفشثد ثلأعشر )    (د أ.ٚعجةً ثلإػلاَ )    ( ح. ثٌفشيك

 رؼش٠ف اٌمشؽخ اٌٙؼ١ّخ ٟ٘: .2

 أ. ِجّٛػز ِٓ ثلاػـشثدجس ثٌضي صضّيض دٛجٛد لشدز في أي جضء ِٓ ثٌجٙجص ثٌٙؼّي)   (.

 ح. صٙضه ثٌّؼذر أٚ ثٌغشجء ثٌّخجؿي في ثلأِؼجء.

 ٚثلاثٕي ػشش)   (.ج. صمشدجس ِؤٌّز أٚ صمشدجس في دـجٔز ثٌّؼذر 

 د. خًٍ في ثٌغشجء ثٌّخجؿي في ثٌجٙجص ثٌٙؼّي)   (.

 ٖ. لا ثػشف)   (

 -ػٛاًِ اٌخـش ٌٍمشؽخ اٌٙؼ١ّخ:  .3

 ث. ثٌضذخيٓ )    ( ح. ػذٜٚ فيشٚعيز )    ( ج. ثلإشؼجع )    ( د. ثٌؼلاج ثٌىيّيجةي )   (

 )   (ٖ. فشؽ إفشثص دّغ ثٌّؼذر )     ( ٚ. ثٌىذٛي )      ( ص.لاأػشف

 أعجبة اٌمشؽخ اٌٙؼ١ّخ: .4

 ث. جشثِٛٗ ثٌّؼذٖ)    ( ح. ثلأدٚيز ثٌّؼجدر ٌلاٌضٙجح )       ( ج.أدٚيٗ ثٌىٛسصيضْٚ )(

 د. إفشثصثس دجِغ ثٌّؼذر )( ٖ.ثٌمٍك ٚثٌضٛصش )      (  ٚ.لا أػشف

 ِذح اٌّشع  .5

 عٕٛثس )     ( 32فٛق -عٕز )     ( ج 32-7-عٕٛثس )    ( ح7ث. ألً ِٓ 

 مشؽخ:ٔٛع اٌ .6

 أ. لشدٗ ِؼذر )    (  ح. لشدٗ ثلإثٕي ػشش )     (   ج.لشدز ثٌّشا)      (  د.لا أػشف)   (

 الأػشاع ٚاٌؼلاِبد اٌشبئؼٗ: .7

 ثلإِغجن )    ( د.ثلإعضفشثؽ ثٌّظذٛح دذَ)    (.ث. ثلأٌُ )    ( ح. ثٌميء )    ( ج.

 ). فمذثْ ثٌشٙيز)       ( ح.ثلإدغجط دجلإِضلأٖ.ثٌذشثص ثٌّظذٛح دذَ )   (  ٚ. ثٌضغييش في ثٌٛصْ)   ( ص. 

 ؽ.ثٌـّجَ)    ( ن.دشلجْ)     (

 ِٛلغ الأٌُ:  .8

)     ( ٖ.  ث. فُ ثٌّؼذٖ  )( ح. ثٌجضء ثٌؼٍٛي ثلأيّٓ ٌٍذـٓ )  ( ج. فُ ثٌّؼذٖ ٚ ثٌجضء ثٌؼٍٛي ثلأيّٓ ٌٍذـٓ ثلأيّٓ )   ( د. فُ ثٌّؼذٖ  ٚثٌغشر

ٓ ثلأيّٓ)   (  ٚ.ثٌغشر ٚ ثٌجضء ثٌؼٍٛي ثلأيغش ٌٍذـٓ)    ( ( ص.ألاَ ثٌظٙش)    ( ح.أٌُ أعفً ثٌظٙش)    ثٌغشر ٚ ثٌجضء ثٌؼٍٛي ثلأيّٓ ٌٍذـ

 ( ؽ.أٌُ في ثٌظذس)      ( 

 خظبئض الأٌُ:  .9

 ث. دشلجْ )     ( ح. آلاَ ِغ ثٌجٛع )    ( ج.ألاَ ِغ ثٌشذغ)   ( د.أٌُ غيش ٚثػخ

 ٖ. ػذَ ثسصيجح)     (
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 الأٌُ:اٌؼٛاًِ اٌزٟ رض٠ذ  .11

 ث. ػٕذِج صىْٛ ثٌّؼذر فجسغز )         ( ح.ػٕذِج صىْٛ ثٌّؼذر ِّضٍتٗ )      (

 ج.  ػٕذ ثٌٕشجؿجس)   ( د.ثٌمٍك ٚثٌضٛصش )   ( 

 اٌؼٛاًِ اٌزٟ رخفف الأٌُ: .11

 أ.ثٌـؼجَ )   ( ح. ثٌجٛع )    ( ج. ثٌميء )    ( د. ِؼجدثس ثٌذّٛػٗ )    ( ٖ.ثلأػشجح)   (

 الاػشاع: .12

 في ثٌّؼذٖ )       ( ح. لا صٛجذ ػلاِجس )     (ث. أٌُ 

 اٌش١ٙخ: .13

 ث. ػجديز )( ح. صثيذر )   ( ج. ٔجلظٗ)     (

 ٚصْ اٌغغُ:  .14

 ث. ؿذيؼي )     ( ح. صذش ثٌٛصْ ثٌـذيؼي )( ج. أوثش ِٓ ثٌٛصْ ثٌـذيؼي )    ( ٖ.عّٕٗ)     (

 ٚعٛد ِشىلاد طؾ١خ أخشٜ غ١ش اٌمشؽخ اٌٙؼ١ّخ : .15

 ح.ثٌؼغؾ )    ( ج.ثٌضٙجح ثٌّفجطً )        (  د.لايٛجذ)   ( أ. ثٌغىشي )     (

 و١ف  ٠زُ رشخ١ض اٌّشع: .16

 ػٓ ؿشيك ثٌفذض ثٌغشيشي)     (   ح.ػٓ ؿشيك ثٌّٕظجس)       (أ.

 ِؼبػفبد اٌمشؽخ اٌٙؼ١ّخ: .17

 ثلأِؼجء)    (ٖ.لشدٗ ِضىشسٖ)  ( ث. إٔفججس ثٌمشدٗ )        ( ح. ٔضيف ِؼٛي )         ( ج. صؼيك في ثٌّؼذٖ )      ( د.إٔغذثد في

 اٌغضء اٌضبٌش: ّٔؾ اٌؾ١بح:
 أ.ِذٞ ٚػٟ اٌّش٠غ ػٓ ٔظبَ اٌذٚاء:

 ثدٚيز ثٌمشدز ثٌٙؼّيز صأخز٘ج  .1

أ.أدٚيٗ ؿذيٗ)          (                                               ح.أدٚيٗ ثلأػشجح:     

 د.إِغجن)   (  ٖ.دشثصأعٛد)   (  ٚ.ؿفخ جٍذي)   ( ص.لايٛجذ )     (  أ.طذثع)   ( ح.إعٙجي)   (  ج.أٌُ في ثٌذـٓ)   (

 اعزخذاَ الأد٠ٚٗ  اٌّؼبدح ٌلاٌزٙبثبد  .2

 أ. أديٕج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 الأد٠ٚٗ الأخشٜ اٌّغزخذِخ: .3

 أ.ثلأدٚيٗ ثٌّؼجدٖ ٌلإٌضٙجح)       (

 ثٌضٙجح ثٌّفجطً ٚصخفيف ثلآلاَ )       (ح. ثلأدٚيٗ ثٌّغضخذِز ٌؼلاج 

 ج.ِؼجدثس ثلاوضتجح )      (

 د.ثلأػشجح )       (

 ٖ.ثٌّخذسثس )        (

 الإٌزضاَ ثبٌذٚاء  .4

 أ.ً٘ صٕغي صٕجٚي ثٌذٚثء  أ.أدذآ )      (  ح.دثةّج)        (  ج. . أديٕج )       (  

 (     ح. ػذَ صضٕجٚي ثٌذٚثء لأٔه صشؼش دأٔه أفؼً )     

 ج. ػذَ صضٕجٚي ثٌذٚثء لأٔه صشؼش ثعٛء  )         (  

 د. ػذَ صضٕجٚي ثٌذٚثء لأٔه صؼضمذ أٔٙج غيش فؼجٌز  )       (  

 ٖ. ػذَ صٕجٚي ثٌذٚثء  خٛفج ِٓ ثلآثجس ثٌججٔذيز  )       ( 

 ٚ. ػذَ صٕجٚي ثٌذٚثء دغذخ ِذجٌٚز صجٕخ إلادِجْ  )       (  

 ٔه صغضخذَ ثلأػشجح ٚثٌشليٗ ثٌششػيٗ )   (    ص. ػذَ صٕجٚي ثٌذٚثء لأ  

 ح. ػذَ صٕجٚي ثٌذٚثء دغذخ صىٍفز ثٌذٚثء )       (   

 ِؼشفخ اٌّش٠غ  ثبٌؼلاط ) اٌؼلاط اٌضلاصٟ اٌخبص ثه(:  .5

 ح. ٔظيذز ِٓ ثلأطذلجء)    ( أ. ٔظيذز ِٓ ؿذيذه)    (    

 د. ثٌّشٛسر ِٓ أفشثد ثلأعشر)    (         ج. ٔظيذز ِٓ ثٌؼجٍِيٓ في ِججي ثٌشػجيز ثٌظذيز )    (    

ٚ. ِٓ ثٌؼلاج ثٌشٚدي )ثٌشليٗ ثٌششػيٗ()    (  ص.  ثٌؼلاج ػٓ ؿشيك ثٌىج٘ٓ )ثٌفميش()      ٖ.  ِؼٍِٛجس ِٓ ثٌذٚسثس ثٌضؼٍيّيز)    ( 

 ٌىضشٚٔيٗ)    ( ٚعجةً ثلإػلاَ)    (ثٌىضخ )    ( ثٌّٛثلغ ثلإ ِٓ ي.   (  

 اٌزؼشف ػٍٟ اٌذٚاء ػٓ ؿش٠ك: .6

 أ.ثلإعُ )     (   ح.ثٌظٕذٚق )      (      ج.ثٌٍْٛ)       (

 اٌزؾغ١ٓ فٟ الأػشاع ثؼذ اٌؼلاط   .7

 أ.صذغٕش )       ( ح. ٌُ ثصذغٓ     )     (

  ح. ٚػي  ثٌّشيغ ػٓ صذغيٓ ّٔؾ ثٌذيجٖ:

 أ.إصذجع ثٌٕظجَ ثٌغزثةي:

 اٌفٛاوٗ: .1

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        ( 
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 اٌخؼضٚاد:  .2

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ثلأٌيجف: .3

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ثٌذٙجسثس ٚثٌضٛثدً: .4

 ح.دثةّج)        (  ج.لاأعضخذِٙج)        (أ. أديجٔج )      (  

 ثٌفٍفً:  .5

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ثلأغزيٗ ثٌضي صذضٛي ػٍي  دْ٘ٛ: .6

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ثٌثَٛ .7

 ضخذِٙج)        (أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأع

 ثٌمٙٛر  .8

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ثٌذٍيخ ِٚشضمجصٗ  .9

 أ. أديجٔج )      (  ح.دثةّج)        (  ج.لاأعضخذِٙج)        (

 ح( ٚصْ ثٌجغُ:

 أ. أدجٚي إٔمجص ٚصٔي )   (        

 (  ح.  ٌيظ ٌذي ِذجٌٚز لأمجص ٚصٔي )          

 ج.ٌذي سغذٗ لأمجص ٚصٔي )    (        

 د. ٌيظ ٌذي  سغذز لأمجص ٚصٔي )    (        

C:ٟٔإٌشبؽ اٌجذ ) 

 ثٌضّشيٓ: .3

 ث. أِجسط ثٌشيجػز ثٌذذٔيز )   (          

 ح. لا أِجسط ثٌشيجػز ثٌذذٔيز )     (           

 (  ج. ٌذي ثٌشغذز في ِّجسعز ثٌشيجػٗ ثٌذذٔيٗ )              

 د. ٌيظ ٌذي ثٌشغذٗ في ِّجسعز ثٌشيجػز ثٌذذٔيز )        (           

 ٔٛع  ثٌضّجسيٓ ثٌضي صمَٛ دٙج: .4

 ث. ثٌّشي )    ( ح. ثٌغذجدز )   (  ج.وشر ثٌمذَ )      (  د.ثٌضّجسيٓ ثٌّٕضٌيٗ ثٌيِٛيٗ )       (

 . ٔظبَ اٌزّش٠ٓ:3

 ثشؼش دأْ ٚصٔي صثةذ)    (  د.لاأِجسط ثٌشيجػٗ)    (أ.يِٛيج دئٔضظجَ)    ( ح.غجٌذج )    (  ج.ػٕذِج 

D:اٌؼبداد ع١ئخ ) 

 )أ( اٌزذخ١ٓ

 وّيٗ ثٌغججةش ثٌضي يضُ صذخيٕٙج في ثٌيَٛ: .3

 أ. ػششٖ عججةش )    (  ح. ػششيٓ عججسٖ )    (   )    ( ج.  أوثش ِٓ ػششيٓ عججةٙش )    (  )    (

 د. ٔجدسث ِج أدخٓ )   (  ص.لاأدخٓ )      (

 بٚلاد الإِزٕبع ػٓ اٌزذخ١ٓ:ِؾ .2

 أ.أدجٚي إيمجفٗ )     ( ح.لا أدجٚي إيمجفٗ )     ( ج.ٌذي سغذٗ في إيمجفٗ)     ( د. ٌيظ ٌذي سغذٗ في إيمجفٗ)    (

 )ة( اٌىؾٛي:

 وّيٗ  ٌٍىذٛي ثٌضي يضُ صٕجٌٚٙج في  ثٌيَٛ: .3

 ث. ِشر ٚثدذٖ في ثٌيَٛ )   ( ح .أوثشِٓ ِشر  في ثٌيَٛ )     (

 ٚثدذر في ثلأعذٛع )    (  ٖ.ػذر ِشثس في ثلأعذٛع  )       (ج.ِشر 

 ٚ.ٔجدسثِجأعضخذِٙج )           ( ص. لا أعضخذثِٙج )      ( 

 ِذجٚلاس إيمجف ششح ثٌىذٛي:  .4

 (أ .أدجٚي إيمجفٙج )     ( ح.لا أدجٚي إيمجفٙج )     ( ج.ٌذي سغذٗ في إيمجفٙج)     ( د. ٌيظ ٌذي سغذٗ في إيمجفٙج)     

E:اٌزٛرش ٚ اٌمٍك ) 

 أ. ٌذي لٍك )   (ح. ػظذي )        ( ج. ِشٛػ )       (د. ِضمٍخ ثٌّضثج )      ( ٖ. أدجٚي ثٌضألٍُ)     (   

F:اٌّزبثؼخ ) 

 أ.أصجدغ دئٔضظجَ )      (    ح.ػٕذِج يىْٛ ٌذي أػشثع )     ( ج.لاأصجدغ

E:فٛائذ ِؼبٌغٗ ّٔؾ ؽ١بح اٌّش٠غ  ) 

 ثٌذيجٖ )     ( ح. صيجدر ثٌشفج٘يٗ )   (ج. ثٌذّجيز  ِٓ ثٌّؼجػفجس. )     ( د. صمًٍ ِٓ ثٌّٛس )     (ث. صذغٓ ِٓ ّٔؾ 
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(f اٌزٟ رؾٛي دْٚ ِّبسعخ اٌّش٠غ ٌزؾغ١ٓ ّٔؾ اٌؾ١بح: ثٌّؼٛلجس 

 :اٌّؼٛلبد اٌشخظ١ٗ .1

 أ. ثٌذٚثء غيش فؼجي لإعضمشثس ثٌمشدز. )     (          

 ثٌّذفض )      (ح. ػذَ ٚجٛد           

 ج. ػذَ ٚجٛد ثٌٛلش ثٌىجفي ٌّّجسعز ثٌشيجػز )    (          

 د. ػذَ ثلاٌضضثَ دجٌميٛد ثٌغزثةيز )     (          

 ٖ. ػذَ ٚجٛد ثٌشغذٗ  ٌٍضٛلف ػٓ ثٌضذخيٓ )     (          

 اٌؼٛاًِ إٌفغ١خ: .2

 ر ثٌزثصيز. )   (ث. إػضمجدثس طذيز. )    ( ح. ثلأِيز  )      ( ج. ثٌىفجء    

 اٌؼٛاًِ الاعزّبػ١خ اٌضمبف١خ: .3

 أ. ثٌٛػغ ثلاجضّجػي ٚثلالضظجدي )    ( ح. ػذَ ٚجٛد ثٌذػُ ثلاجضّجػي)   (  ج. ثٌميُ ثٌثمجفيز)     (

 ثٌّؼٛلجس ثٌّؼشفيٗ: .4

 ( ث. ػذَ ٚجٛد ثصفجق ِغ ثٌضٛجيٙجس ثٌغشيشيز)      ( ح . ػذَ ٚجٛد  ثٌثمز ٌضٕفيز ثٌخـٗ ثٌؼلاجيٗ )    

 ِؼٛلبد اٌؼلاط: .5

 أ.ثلآثجس ثٌججٔذيٗ )     (            ح. ثٌضىٍفز )         ( ج. ػذَ ثٌضألٍُ ِغ ٔظجَ  ثٌؼلاج )     (

 ثٌّؼٛلجس ثٌذيتز: .6

 اٌٛطٛي ٌّشوض  اٌشػب٠خ اٌظؾ١ٗ :. 3

 أ. ػذَ ٚجٛد صأِيٓ)     ( ح لٍٗ ٚعجةً ثٌٕمً )(
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Hospital Anxiety and Depression Scale (HADS) 

Patients are asked to choose one response from the four given for each 

interview.   They should give an immediate response and be dissuaded from 

thinking too long about their answers.  The questions relating to anxiety are 

marked "A", and to depression "D".  The score for each answer is given in the right 

column.  Instruct the patient to answer how it currently describes their feelings. 

 

 A I feel tense or 'wound up':   

  Most of the time 3 

  A lot of the time 2 

  From time to time, occasionally 1 

  Not at all 0 

 

D I still enjoy the things I used to 

enjoy: 

  

  Definitely as much 0 

  Not quite so much 1 

  Only a little 2 

  Hardly at all 3 

  

  

 

 

 

D I can laugh and see the funny side of 

things: 

  

  As much as I always could 0 

  Not quite so much now 1 

  Definitely not so much now 2 

  Not at all 3 

  

A Worrying thoughts go through my 

mind: 
  

  A great deal of the time 3 

  A lot of the time 2 

  From time to time, but not too often 1 

  Only occasionally 0 

 

 

A I get a sort of frightened feeling as 

if something awful is about to 

happen: 

  

  Very definitely and quite badly 3 

  Yes, but not too badly 2 

  A little, but it doesn't worry me 1 

  Not at all 0 
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 D I feel cheerful:   

  Not at all 3 

  Not often 2 

  Sometimes 1 

  Most of the time 0 

 

A I can sit at ease and feel relaxed:   

  Definitely 0 

  Usually 1 

  Not Often 2 

  Not at all 3 

 

 D I feel as if I am slowed down:   

  Nearly all the time 3 

  Very often 2 

  Sometimes 1 

  Not at all 0 

 

 A I get a sort of frightened feeling like 

'butterflies' in the stomach: 
  

  Not at all 0 

  Occasionally 1 

  Quite Often 2 

  Very Often 3 

  

D I have lost interest in my appearance:   

  Definitely 3 

  I don't take as much care as I should 2 

  I may not take quite as much care 1 

  I take just as much care as ever 0 

 

A I feel restless as I have to be on the move:   

  Very much indeed 3 

  Quite a lot 2 

  Not very much 1 

  Not at all 0 

 

 D I look forward with enjoyment to things:   
  As much as I ever did 0 

  Rather less than I used to 1 

  Definitely less than I used to 2 

  Hardly at all 3 
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 A I get sudden feelings of panic:   

  Very often indeed 3 

  Quite often 2 

  Not very often 1 

  Not at all 0 

 

 D I can enjoy a good book or radio or TV 

program: 
  

  Often 0 

  Sometimes 1 

  Not often 2 

  Very seldom 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  Scoring (add the As = Anxiety.  Add the 

Ds = Depression).  The norms 

below will give you an idea of the 

level of Anxiety and Depression. 

  

  0-7 = Normal   

  8-10 = Borderline abnormal   

  11-21 = Abnormal   
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University of Shendi 

The Graduate College 

THE HOSPITAL ANXIETY AND DEPRESSION SCALE 
 

  -----------------------------اٌزبس٠خ 

 -----------------------سلُ الاعزج١بْ

 ٘زا الاعزج١بْ طُّ ١ٌغبػذن ٌّؼشفخ اؽغبعه. 

 ألشأ وً ٚؽذٖ ٚػغ ػلاِخ )  ( أِبَ أطؼ عٍّٗ رؼجش ػٓ اؽغبعه خلاي الاعجٛع اٌّبػٝ.

 لارغزغشق ٚلزب ؿ٠ٛلا ٌلاعبثٗ . رفبػٍه الاٚي ِجبششح ثؼذ لشاءح اٌٛؽذٖ سثّب ٠ىْٛ أوضش دلٗ ِٓ ٌٛ أخزد ٚلزب ؿ٠ٛلا . 
:A 

 ً٘ رؾظ ثبٌزٛرش ٚاٌؼغش .1
 ( ؿٛي ثٌٛلش 3) 

 ( ِؼظُ ثٌٛلش  2) 

 ثديجٔج(    1) 

 ثدذث  (  0) 

 ٠ٕزبثٕه شؼٛسا ثؾذٚس شئ ِشٚع ػٍٟ ٚشه اٌؾذٚس .ً٘   2

 ٔؼُ دجٌضأويذ ٚ٘ٛ عب ٌٍغجيٗ  ( 0) 

 ( ٔؼُ ٌٚىٓ ٌيظ دذسجٗ عت1ٗ)  

 لٍيلا ٌٚىٓ لا يضػجٕي (  2) 

 ثدذث  (3)  
 . ً٘ رذٚس ثخٍذن أفىبس ِمٍمٗ؟3

 ؿٛثي ثٌٛلش ( 3) 

 ِؼظُ ثٌٛلش ( 2) 

 ثديجٔج  ٌٚيظ غجٌذج(  1) 

 ثديجٔج فمؾ(  0) 

 . ً٘ رغزـ١غ اٌغٍٛط ٘بدئب ِٚغزشخ١ب؟4

 دجٌضأويذ  ( 0) 

 ػجدر  ( 1) 

 ٌيظ غجٌذج  ( 2) 

 أدذث  ( 3) 

 . ً٘ ٠ٕزبثٕه شؼٛسا ثبٌخٛف ٠خفك ٌٗ لٍجه؟5

 وثيشث جذث (3)  

 وثيشث ( 2) 

 ثديجٔج   ( 1) 

 ثدذث( 0) 

 رشؼش ثبٌمٍك ٚوأّٔب ػ١ٍه اْ رظً ِزؾشوب ؟. ً٘  6

 وثيشث دجٌضأويذ  ( 3) 

 وثيش   (  2)

 ٌيظ وثيشث  ( 1) 

 أدذث  ( 0) 

 ٠ٕزبثه أؽغبط ِفبعئ ثبٌشػت؟. ً٘ 7

 وثيشث دجٌضأويذ ( 0) 

 وثيشث ( 1) 

 ٌيظ وثيشث (2)  

  أدذث  ( 3) 
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 ٌلاش١بءرغزـ١غ الاثزغبَ ٚسؤ٠خ اٌغبٔت اٌّششق . ً٘ 1

 صّجِج وّج صؼٛدس دثةّج(  3)  

 ٌيظ وثيشث ثلآْ  (2)  

 دجٌضأويذ ٌيظ وثيشث ثلآْ ( 1) 

 ثدذث ( 0) 

 رشؼش ثبٌّشػ؟ً٘ 2. 

 ِؼظُ ثٌٛلش (0)  

 أديجٔج (1)  

 ٌيغش غجٌذج ( 2) 

 أدذث (3)  

 . ً٘ رشؼش وأٔه ِؾجـب؟3

 أدذث (3)  

 أديجٔج ( 2) 

 دىثشٖ ( 1) 

 صمشيذجوً ثٌٛلش (  0) 

 . ً٘ ِب رٌذ رغزّزغ ثبلاش١بء اٌزٝ اػزذد الأعزّزبع ثٙب؟4

 صّجِج دجٌضأويذ   ( 3) 

 ٌيظ وثيشث  ( 2) 

 فمؾ لٍيلا  ( 1) 

 ثدذ( 0) 

 فمذد الا٘زّبَ ثّظٙشن اٌؼبَ. ً٘ 5

 دجٌضأويذ ( 0) 

 لا أ٘ضُ دٗ وّج يجخ ( 1) 

 لذ لا أ٘ضُ ( 2) 

 ٌُ يمً ث٘ضّجِي دّظٙشي  (3)  

 

 رٕظش ثّشػ ٌلاِٛس اٌّغزمج١ٍٗ؟. ً٘ 6

 صّجِج وّج وٕش أفؼً ِٓ لذً.   ( 3) 

 ألً ِّج وٕش ِضؼٛدث ِٓ لذً.  ( 2) 

 دجٌضأويذ ألً ِّج صؼٛدس. ( 1) 

 لا يىجد يذذط. ( 0) 

 ؟ عزّزبع ثمشاءح وزبة أٚ ِزبثؼخ ثشٔبِظ اصاػٟ أٚرٍفض٠ٟٛٔ. ً٘ فٟ اعزـبػزه الا7

 غجٌذج   ( 0) 

 أديجٔج  ( 1) 

 ٌيظ غجٌذج  ( 2) 

 ٔجدسث جذث(  3) 

 

 

 


