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Abstract: Gastroesophageal reflux disease (GERD) results from the reflux of gastric con-
tents, causing symptoms and injury to esophageal tissue. In this study, we evaluate methods of
diagnosis of GERD and pattern of clinical, endoscopic, and histological findings in consecu-
tive individuals. Patients were referred to endoscopy unit of Thawra Teaching Hospital, Al-
Bayda-Libya for various reasons, they have Questionnaire-based assessment scales and were
examined for the presence of reflux esophagitis, via endoscopy, and microscopic via histo-
pathology. We had 48 patients with mean age of 45.5, 30 female, 18 male. Total patients with
microscopic esophagitis were 29 (60.4%), and without microscopic esophagitis 19 (39.6%).
The RDQ with a score of > 8 as the diagnostic criteria of GERD, is not a conclusive diagnosis
of GERD in isolation, but is of value in determining the need for further investigation. A
normal endoscopy does not exclude GERD when endoscopy is inconclusive, adjunctive evi-
dence from biopsy findings can add confidence for a GERD diagnosis. The finding of glandu-
lar mucosa without intestinal metaplasia in the distal 2 cm of the tubular esophagus is regard-

ed as normal but indicates a much chronic acid exposure of the lower esophagus.

Keywords: reflux esophagitis, GERD,ERD, NERD;Gastroesophageal Reflux Disease Question
naire (RDQ)Los Angeles classification, endoscopy, microscopic esophagitis.

INTRODUCTION

Gastroesophageal reflx disease (GERD) is a
common disease. The incidence of GERD is
rising worldwide with a prevalence of 10-33%
(Sandhu & Fass, 2018). Chronic GERD causes
metaplastic changes, this may lead to intestinal
metaplasia and Barrett’s esophagus. Chronic
reflux esophagitis is a key risk factor for the
development of Barrett’s esophagus, which is a
precursor lesion for esophageal adenocarcino-
ma (Lagergren & Lagergren, 2013) (Sharma,
2009). The prevalence of Barrett’s esophagus
among patients undergoing endoscopic exami-
nation is 1% (Pera, 2003). American College of
Gastroenterology published guidelines for di-
agnosis of GERD on the basis of typical symp-
toms, improvement of reflux symptoms on

empiric medical therapy with a proton pump
inhibitor (PPI) which confirms this symptom-
based diagnosis (so-called PPI test)(Katz,
Gerson, & Vela, 2013; Krugmann, Neumann,
Vieth, & Armstrong, 2013).The Gastroesopha-
geal Reflux Disease Questionnaire (RDQ) is a
6-item questionnaire that helps identify patients
with gastroesophageal reflux disease (GERD).
(Mouli & Ahuja, 2011). Patients are asked to
report frequency of symptoms over the past 7
days. The symptoms suggestive of GERD in
the RDQ included heartburn, substernal chest
pain, acid eructation, and food regurgitation.
Erosive Reflux Disease (ERD) is the major
cause of inflammation and mucosal breaks of
the squamous epithelium in the distal esopha-
gus, it is sufficient to distinguish erosive le-
sions of any degree by endoscopy. GERD in-
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cludes more than half of patients that show no
endoscopic abnormality whatsoever, the so
called Non-Erosive Reflux Disease (NERD).
The accurate assessment of NERD has proved
difficult, as endoscopy does not provide any
useful information, symptoms may be variable
or atypical, and even prolonged monitoring of
esophageal pH shows no abnormality in about
one-third of patients with otherwise typical
symptoms (Quigley, 1992), while there are no
indications for routine esophageal biopsies in
patients with esophageal or extraesophageal
symptoms of gastro-esophageal reflux disease
(J Dent et al., 1999) and the lack of a gold
standard diagnostic test for patients without
macroscopic lesions (NERD) makes histology
very attractive in this group of subjects (John
Dent, 2007).

Aim of the study In this study, we evaluate
methods of diagnosis of GERD correlation and
pattern of clinical, endoscopic and histological
findings in consecutive individuals who un-
derwent routine upper endoscopy as part ofa
routine examination in the endoscopy unit

MATERIALS AND METHODS

patients were referred to endoscopy unit of
Thawra Teaching Hospital, Al-Bayda-Libya
for various reasons. Based on a standard proto-
col including, a questionnaire, patients were
examined for the presence of reflux esopha-
gitis, macroscopic via endoscopy and micro-
scopic via histopathology. Demographic details
of the patients were recorded including age,
sex, smoking habits, tea, coffee and alcohol
consumption, and concurrent medical condi-
tions including hypertension and diabetes
mellitus. All subjects completed the detailed
questionnaire-based assessment scales for
(GERD) with the help of a doctor before en-
doscopy. The Gastroesophageal Reflux Disease
Questionnaire (RDQ) score was calculated as
the sum of scores, giving a total score ranging
from 0 to 18. Those with a score of 8 or more
have a high likelihood of having Gastroesoph-
ageal Reflux Disease (GERD), and those with

less than 8 have low or no likelihood. For more
detailed scoring information, see the reference
in the Source section (Am Fam Physician.
2010 ; Jones et al., 2009) .

Upper endoscopic examinations were per-
formed using a standard video upper endoscope
(Olympus GIF series). Diagnosis and classifi-
cation of reflux esophagitis were based on the
Los Angeles classification (Amano, Adachi,
Katsube, Watanabe, & Kinoshita, 2001; Sami
& Ragunath, 2013). Erosive Reflux Disease
(ERD) is defined as GERD with esophageal
mucosal breaks evident on routine endoscopy,
whereas None-Erosive Reflux Disease (NERD)
is defined as those with symptoms, but without
mucosal breaks or erosions on endoscopy
(Vakil et al., 2006). Endoscopic biopsies: level
of the gastroesophageal, were defined by the
distance from the incisor teeth. Each level had
four biopsies at GE junction, 2 cm and 4 cm
above.

These samples were fixed with 10% buffered
formalin and biopsies were stained with Giem-
sa stain in addition to hematoxylin-eosin stain.
The term “microscopic esophagitis” refers to a
group of histological lesions observed in pa-
tients with GERD, both Erosive Reflux Disease
(ERD) and None Erosive Reflux Disease
(NERD) (Fiocca, Mastracci, Milione, Parente,
& Savarino, 2011).

The diagnosis of microscopic esophagitis was
based upon the presence of one or more of the
following criteria: basal zone hyperplasia, focal
or diffuse infiltration of the epithelium by pol-
ymorphonuclear (PMN) leucocytes, dense in-
filtration of mononuclear inflammatory cells,
and/or an easily recognized infiltrate of neutro-
phils in lamina propria (Chandrasoma et al.,
2000). Microscopic esophagitis was further
graded into 5 categories based on the micro-
scopic finding and length of esophageal in-
volvement. Table (1).
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Table (1). Microscopic esophagitis, (GEJ) Gastro
Esophageal Junction)

e  No Microscopic esophagitis at GEJ
e  Microscopic esophagitis With or at GEJ
without glandular mucosa
e Microscopic esophagitis without at GEJ,
Intestinal metaplasia extending to
2cm above GEJ
e  Microscopic esophagitis with at GEJ,

glandular and Intestinal metapla- extending to
sia 2cm above GEJ
“short-segment Barrett’s esopha-
gus”

e  Microscopic esophagitis with
glandular and Intestinal metapla-

at GEJ,
extending more

sia than 2cm above
“long-segment, classic Barrett’s GEJ
esophagus”

Statistical analysis: The data analyzed statisti-
cally, using the Chi-Square test. All tests for
p<0.05 and p<0.001 were considered signifi-
cant. SPSS version 17 was used for statistical
analysis.

RESULTS

We have 48 patients with a mean age of 45.52
(Std. Deviation 16), 30 female, 18 male; mean
BMI 27% , 4 (8%) male smokers. Those with a
Gastroesophageal Reflux Disease Question-
naire (RDQ) score of 8 or more were 18
(37.5%), 11 (22.9%) female and 7 (14.6%)
male without significant differences (P: 0.951).
Taking the microscopic changes as reference,
RDQ sensitivity was 50 %, specificity was
79% (Kappa value as a measure of agreement
0.267; P: 0.045). We have 13 (27%) patients
with definite Erosive Reflux Disease (ERD)
evident on endoscopy. Based on the Los Ange-
les (LA) classification, we have LA A six pa-
tients, LA B four patients and LA C two pa-
tients. Taking the microscopic changes as ref-
erences for endoscopic changes, sensitivity was
54 %, and specificity 100%, (Kappa value as a
measure of agreement 0.412; P: 0.000). Total
patients having microscopic esophagitis were
29 (60.4%), 13 patients 45% with ERD (Mi-
croscopic esophagitis with definite Erosive
Reflux Disease) and 16 patients 55% with

NERD (Microscopic esophagitis without defi-
nite Erosive Reflux Disease), and 19 patients
have no microscopic esophagitis making
39.6%. See table (2).

Table (2). Microscopic esophagitis categories; (NERD:
None Erosive Reflux Disease, ERD: Erosive Reflux
Disease, GEJ: Gastro Esophageal junction)

Microscopic esophagitis categories No (%)
e No Microscopic esophagitis 19 (39.6%)
e Microscopic esophagitis 29 (60.4%)
e Microscopic plus Macroscopic 13 (45%)
esophagitis (ERD) 16 (55%)
e Microscopic without Macro-
scopic esophagitis (NERD)
e  Microscopic esophagitis 29 (60.4%)
e Microscopic esophagitis (at GE
junction) 16 (33%)
= Without Goblet cells 7 (14.6%)
=  With Goblet cells
e  Microscopic esophagitis without 4 (08.3%)
Intestinal metaplasia at GEJ,
extending to 2cm above GEJ
e Microscopic esophagitis with 2(04.2%)
intestinal metaplasia at GEJ,
extending to 2 cm above GEJ
“short-segment Barrett’s
esophagus”
e Microscopic esophagitis with 0(00%)

Intestinal metaplasia at GEJ, ex-
tending more than 2cm above
GEJ
“long-segment, Barrett’s
esophagus”

We found that endoscopic finding has a posi-
tive correlation with histopathological findings
and RDQ while histopathological findings do
not correlate with RDQ see table (3).

Table (3). correlations between RDQ, endoscopic and
histologic picture.

Correla- P Value
tions *Not significant
(Pearson)  ** Significant
Microscopic
Esophagitisand =0.275 P=0.059*
RDQ
Microscopic
andMacroscopic =0.493 P=0.000**
Esophagitis
RDQand  Macro-
scopic Esopha- =0.496 P=0.000**
gitis0.217
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DISCUSSION

GERD subjects diagnosed based on RDQ score
of 8 or more were 37.5%, which was high
comparaed to other regional and international
studies. In a review article based on 15 studies
from 1999 to 2010, the prevalence of GERD in
Iran had been reported to be about 6.8% to
33% (Delavari, Moradi, Birjandi, Elahi, &
Saberifiroozi, 2012), and in a review article by
El-serag ef al. in 2013 the prevalence of GERD
was 18.1%-27.8% in North America, 2.5%-
7.8% in East Asia, 8.8%-25.9% in Europe, and
8.7%-33.1% in the Middle East based on the
weekly occurrence of GERD symptoms. The
GERD prevalence was 28.7% in Saudi Arabia
(Alsuwat, Alzahrani, Alzhrani, Alkhathami, &
Mahfouz, 2018).

Most studies using questionnaires might have
failed to distinguish the functional heartburn
(Jung, 2011). Our study sample was biased
toward persons undergoing upper endoscopy,
who are more likely to have more gastrointes-
tinal symptoms than the general population and
who may have GERD symptoms more fre-
quently, it was also biased because of small
sample size and this explains the low RDQ sen-
sitivity (50%), specificity (79%). Up to 27% of
our patients have positive upper gastro-
intestinal endoscopy findings, which is similar
to other regional and international studies that
reported up to 30% upper gastrointestinal en-
doscopy  findings.  (Mohamed et al
2014)("<5.pdf>,"),(Elmas  Kasap, Zeybel,
Asik, Ayhan, & Yiiceyar, 2011). The Los An-
geles classification system is based on the de-
tection of mucosal breaks in conventional en-
doscopy (Fock, Teo, Ang, Tan, & Law, 2009).
Upper endoscopy is considered by many as an
insensitive test for GERD as it often yields
normal endoscopic findings, in our study two-
thirds of patient have normal endoscopic find-
ing. It is also more invasive and expensive. It
is widely used in GERD for identifying and
grading severe esophagitis, monitoring patients
with Barrett's esophagus, or when other com-

plications of GERD are suspected. However,
endoscopy is the gold standard for the diagno-
sis of erosive GERD. In this study the sensitivi-
ty of endoscopy for GERD is poor, but it has
an excellent specificity of 100% (E. Kasap,
Zeybel, Asik, Ayhan, & Yuceyar, 2011; Rich-
ter, 1994). The term “microscopic esophagitis”
(ME) refers to a group of histological lesions
observed in most patients with GERD, both
ERD and NERD. Microscopic esophagitis
found in 29 (60.4%), ERD (Microscopic plus
Macroscopic esophagitis) 13 patients 45% and
NERD (Microscopic without Macroscopic
esophagitis) 16 patients 55% .(E. Kasap et al.,
2011). This goes with who found that histo-
pathological findings were more prevalent than
the endoscopic changes. In symptomatic pa-
tients of GERD, when endoscopy does not
show mucosal breaks, histopathological eval-
uation of distal esophageal mucosa may have a
promising diagnostic value and the recognition
of microscopic changes in NERD is important
in some subgroups of patients (i.e., those with
typical symptoms), and the histological diagno-
sis of GERD is generally believed to be of lim-
ited value as an initial tool for GERD evalua-
tion (McDonald, Graham, Lavery, Wright, &
Jansen, 2015; Schindlbeck, Wiebecke, Klauser,
Voderholzer, & Miiller-Lissner, 1996).

The finding of glandular mucosa without intes-
tinal metaplasia in the distal 2 cm of the tubular
esophagus was found in 7 (14.6%) of our pa-
tients, it is currently regarded as normal, but
indicates a much chronic acid exposure of the
lower esophagus. Specialized intestinal meta-
plasia with goblet cells in the esophagus, the
lower 2 cm of the tubular esophagus “short-
segment Barrett’s esophagus”, was found in
4.2% of our patients and also indicated a much
more severe acid exposure. (Csendes et al.,
1993; Jain, Aquino, Harford, Lee, & Spechler,
1998).

In this study we could not find any case with
long segment Barrett’s esophagus, and this
apparently is due to the small sample size of
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our study. In 2008, Fan and Snyder conducted
a retrospective study in the United States eval-
uating the medical records and endoscopic re-
ports of 4,500 patients, they reported a preva-
lence of Barrett’s esophagus of 4.4% and 1.5%
in those with and without gastroesophageal
reflux symptoms, respectively (Fan & Snyder,
2009). The prevalence of Barrett’s esophagus
was 3.77% in a Greek population undergoing
upper endoscopy not referred for GERD.

The histologic lesions in GERD are usually
limited to the distal esophagus. Standard sam-
pling should include the last 2 cm above the Z
line (2 biopsies at 2 cm and 2 biopsies on the
esophageal side of the Z line) (Schneider NI, et
al 2015). More proximal biopsies are less in-
formative. Endoscopy has a good correlation
with clinical symptoms and histopathology
findings, but no correlation was observed be-
tween clinical symptoms and histological find-
ings, see table (3). Our results are comparable
to the literature published in 2005 in Pakistan
(Zuberi BF, 2005).

CONCLUSION

The Gerd Q questionnaire with a score of > 8
as the diagnostic criteria of GERD is not a con-
clusive diagnosis of GERD in isolation, but is
of value in determining the need for further
investigation. Endoscopy is not a necessary
prerequisite to therapy for typical reflux symp-
toms, but it 1s indicated at the first presentation
for patients with alarm symptoms referable to
the upper gastrointestinal tract. A normal en-
doscopy does not exclude GERD when endos-
copy is inconclusive, adjunctive evidence from
biopsy findings can add confidence for a
GERD diagnosis. The disease follows a rather
benign course in most patients, the finding of
glandular mucosa without intestinal metaplasia
in the distal 2 cm of the tubular esophagus is
currently regarded as normal, but indicates a
much chronic acid exposure of the lower
esophagus (Gyawali et al., 2018). The histolog-
ic lesions in GERD are usually limited to the

distal esophagus, more proximal biopsies are
less informative.

ACKNOWLEDGMENT

We thank Thawra Teaching Hospital laborato-
ry staff especially, Mr. A. AdiemEltalhi for
their great job in preparing our endoscopic bi-
opsy sample for histopathology examination.

REFERENCES

Alsuwat, O. B., Alzahrani, A. A., Alzhrani, M.
A., Alkhathami, A. M., & Mahfouz, M.
E. M. (2018). Prevalence of
Gastroesophageal Reflux Disease in

Saudi Arabia. Journal of clinical
medicine research, 10(3), 221 .

Amano, K., Adachi, K., Katsube <T.,
Watanabe, M., & Kinoshita, Y. (2001).
Role of hiatus hernia and gastric
mucosal atrophy in the development of
reflux esophagitis in the elderly.

Journal of gastroenterology and
hepatology, 16(2), 132-136 .

Chandrasoma, P. T., Lokuhetty, D. M.,
Demeester, T. R., Bremner, C. G.,
Peters, J. H., Oberg, S., & Groshen, S.
(2000). Definition of histopathologic
changes in gastroesophageal reflux
disease. The American journal of
surgical pathology, 24(3), 344-351 .

Csendes, A., Maluenda, F., Braghetto, I.,
Csendes, P., Henriquez, A., & Quesada,
M. (1993). Location of the lower
oesophageal  sphincter and  the
squamous columnar mucosal junction
in 109 healthy controls and 778 patients
with different degrees of endoscopic
oesophagitis. Gut, 34(1), 21-27 .

Delavari <A., Moradi, G., Birjandi, F., Elahi,
E., & Saberifiroozi, M. (2012). The
prevalence of gastroesophageal reflux
disease (GERD) in the Islamic Republic
of Iran: a systematic review. Middle

© 2018 The Author(s). This open access article is distributed under a CC BY-NC 4.0 license.

ISSN: online 2617-2186 print 2617-2178



Al-Mukhtar Journal of Sciences 33 (4): 290-297, 2018

East journal of digestive diseases, 4(1),
5.

Dent, J. (2007). Microscopic esophageal
mucosal injury in nonerosive reflux
disease. Clinical Gastroenterology and
Hepatology, 5(1), 4-16. el 1 .

Dent, J., Brun, J., Fendrick, A., Fennerty, M.
B., Janssens, J., Kahrilas, P., . . . Talley,
N. (1999). An evidence-based appraisal
of reflux disease management—the
Genval Workshop  Report.  Gut,
44(suppl 2), S1-S16 .

Fan, X., & Snyder, N. (2009). Prevalence of
Barrett’s esophagus in patients with or
without GERD symptoms: role of race,

age, and gender. Digestive diseases and
sciences .577-572 «(3)54 «

Fiocca, R., Mastracci, L., Milione, M., Parente,
P., & Savarino, V. (2011). Microscopic
esophagitis and Barrett's esophagus: the
histology report. Digestive and Liver
Disease, 43, S319-S330 .

Fock, K. M., Teo, E. K., Ang, T. L., Tan, J .Y.
L., & Law, N. M. (2009). The utility of
narrow band imaging in improving the

endoscopic diagnosis of
gastroesophageal reflux disease.
Clinical Gastroenterology and

Hepatology, 7(1), 54-59 .

Gyawali, C. P., Kahrilas, P. J., Savarino, E.,
Zerbib, F., Mion, F., Smout, A., . . .
Roman, S. (2018). Modern diagnosis of
GERD: the Lyon Consensus. Gut,
67(7), 1351-1362. doi: 10.1136/gutjnl-
2017-314722 [doi[

gutjnl-2017-314722 [pii[

Jain, R., Aquino, D., Harford, W., Lee, E., &
Spechler, S. (1998). Cardiac epithelium
is found infrequently in the gastric
cardia. Gastroenterology, 114, A160 .

Jones, R., Junghard, O., Dent, J., Vakil, N.,
Halling, K., Wernersson, B., & Lind, T.
(2009). Development of the GerdQ, a
tool for the diagnosis and management
of gastro - oesophageal reflux disease

in primary care. Alimentary
pharmacology & therapeutics, 30(10),
1030-1038 .

Jung, H.-K. (2011). Epidemiology of

gastroesophageal reflux disease in Asia:
a systematic review. Journal of

neurogastroenterology —and motility,
17(1), 14 .

Kasap, E., Zeybel, M., Asik, G., Ayhan, S., &
Yuceyar, H. (2011). Correlation among
standard endoscopy, narrow band
imaging, and histopathological findings
in the diagnosis of nonerosive reflux
disease. J Gastrointestin Liver Dis,

20(2), 127-130. doi: 5] pii[

Kasap, E., Zeybel, M., Asik, G., Ayhan, S., &
Yiiceyar, H. (2011). Correlation among
standard endoscopy, narrow band
imaging, and histopathological findings
in the diagnosis of nonerosive reflux

disease. J Gastrointestin Liver Dis,
20(2), 127-130 .

Katz, P. O., Gerson, L. B., & Vela, M. F.
(2013). Guidelines for the diagnosis and
management of gastroesophageal reflux
disease. The American journal of
gastroenterology, 108(3), 308 .

Krugmann, J., Neumann, H., Vieth, M., &
Armstrong, D. (2013). What is the role
of endoscopy and oesophageal biopsies
in the management of GERD? Best
Practice &  Research  Clinical
Gastroenterology, 27(3), 373-385 .

Lagergren, J., & Lagergren, P. (2013). Recent
developments in esophageal
adenocarcinoma. CA: a cancer journal
for clinicians, 63(4), 232-248 .

© 2018 The Author(s). This open access article is distributed under a CC BY-NC 4.0 license.

ISSN: online 2617-2186 print 2617-2178



Al-Mukhtar Journal of Sciences 33 (4): 290-297, 2018

McDonald, S. A., Graham, T. A., Lavery, D.
L., Wright, N. A., & Jansen, M. (2015).
The Barrett’s gland in phenotype space.

Cellular and molecular
gastroenterology and hepatology, 1(1),
41-54 .

Mouli, V. P, & Ahuja, V. (2011 (

Questionnaire based gastroesophageal
reflux disease (GERD) assessment
scales. Indian Journal of
Gastroenterology, 30(3), 108 .

Pera, M. (2003). Trends in incidence and
prevalence of specialized intestinal
metaplasia, Barrett’s esophagus, and
adenocarcinoma of the

gastroesophageal  junction.  World
Jjournal of surgery, 27(9), 999-1006 .

Quigley, E. M. (1992). 24-h pH monitoring for
gastroesophageal reflux disease:
already standard but not yet gold®

Richter, J. E. Severe Reflux
Esophagitis. Gastrointestinal
Endoscopy Clinics of North America,
4(4), 677-698. doi:
https://doi.org/10.1016/S1052-
5157(18)30475-6

(1994).

Sami, S., & Ragunath, K. (2013). The Los
Angeles classification of
gastroesophageal reflux disease. Video

journal and Encyclopedia of GI
Endoscopy, 1(1), 103-104 .

Sandhu, D. S., & Fass, R. (2018). Current
trends in the management of
gastroesophageal reflux disease. Gut
and liver, 12(1), 7 .

Schindlbeck, N., Wiebecke, B., Klauser, A.,
Voderholzer, W., & Miiller-Lissner, S.
(1996). Diagnostic value of histology in
non-erosive gastro-oesophageal reflux
disease. Gut, 39(2), 151-154 .

Sharma, P. (2009). Barrett's Esophagus. New
England Journal of Medicine, 361(26),
2548-2556. doi:
10.1056/NEJMcp0902173

Vakil, N., van Zanten, S. V., Kahrilas, P.,
Dent <J., Jones, R., & Global
Consensus, G. (2006). The Montreal
definition and  classification  of
gastroesophageal reflux disease: a
global evidence-based consensus. Am J
Gastroenterol, 101(8), 1900-1920; quiz
1943. doi: 10.1111/5.1572-
0241.2006.00630.x

Zuberi BF, F. N., Quraishy MS, Af-sar S,
KaziLA, Kazim E. (2005). Correlation
between clinicalendoscopic and
histological  findings at  esoph-
agogastric junction in patients of gas-
troesophagealreflux disease. J Coll
Physicians Surg Pak, 15, 774-777 .

© 2018 The Author(s). This open access article is distributed under a CC BY-NC 4.0 license.

ISSN: online 2617-2186 print 2617-2178

296



2018 297-290 :(4) 33 pslell lisell Uas

L /5 Ul (el 8 ) idkinay (iasall el Q@i (3 an

2elidnd) A Jiiliaa M palgal) daaa alla *T daaa gpeal) g
Lad —¢ Ll — jlisal] sae drals calall LS cduibalel) iafsa¥) ausd 7
el 853l ditivve cdumpail] s ale anid

2018 e 25 :Jsul) é_vta/ 2018 51426 PO é_\JU
https://doi.org/10.54172/mjsc.v33i4.300:Doi

s serall Aal cilibals Laahel Lase 320l iligind plai)) 5l (ulSai) e il el iall (e 1 alidal)
LAlS 8 (pe SV luin) Ll g sama fings e Dol Jinedi o (3 piall Glaper pald lasind (padimill 3k
2SI ae e Sale o(grall julass Jlay 0805 (Gabel G Gapal) 4l Ll s Gliial) Gasal) il Ly yu
e ST AL Glaball e+ el Cilaall Aas 2p0a3 25 e sggall JSE (oS Y) (opal) Gl e
el iy canis e @l A pgaad aag Y (23 @pal) sl el e gsilan el (el G
iy Ui Auyall 038 b e penall G Lgllae aanll (gpeanal) Jilatll Jan 530 a0 (S s Tipa T3 1 pans)
(Uil o gyall JSB il Guglat] (ugh o Canen ) HUiiall il 5 A Sl€Y) adalaily Anall 3al e 3k
ol slianlly caatll )5l Al ulaliall 3as ) Gallaall el dilys o5 L il (greaall Jalaill 3l Gl
(L) Bl Cluay Apall Hial) Gaye el e Tee Gliind Gk oo pellin a3 Coa Glesd 332l Uaia o))
ol 2ae L Aaui (greaall andll gl Janal) () Juusis Adlide (S (g dant il 3255 5 Uaiall (gag Wasg
day ae iyl gyana Jlall 0o 155 el (e agia 30 ¢(45.5) ajlec Jassia (e 48 Auball agile Cuyal
Ll g sane of Lany +(%39-6) A Limppe 19 Gpmas it (15205 (%60.4) s Lingyo 29 Fumpass i pgaal
s ()il Cliagd ) omal Gad 53 4y sdyier Sl 3ad) i Ly ey ¥ Ll 8 e ST L]
oasr) A Gilie 340 Adlia) die ¢ el el Gl axiin Y LAWY Aawsl) JSE (e Sl pasd Gl Gl
Lysma Apmasd Gt S5m0 @& ol dgagy sl Gasidll ehal die L papdiill 483 sae 2 of (Ses Jalail)
abeadl ¢ (grall JLu) e3all mpai Ao Ja LeiSly dmuda yiind oyl (e Aindl ehall (e a2 dilie o 3alea

Jiganall 3yliaslly

el 3l mye liiad oyl e el Glell ¢ el Hiall ¢ ) il Gl ¢ Aalidal) clalsl
cenall el gl ¢ Uil ¢ usail asl lasuid

ad e laandl — Hlisal)l jae daals bl 408 Akl ua\)‘&\ e*ﬁ drfaraj2001@yahoo.co.uk dasa é,un.“ CJﬁ *
297



https://doi.org/10.54172/mjsc.v33i4.300

