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Important Facts

• Two-thirds of patients with peptic ulcer disease are 

asymptomatic; those with symptoms most commonly 

experience epigastric pain.  

• Most cases of peptic ulcer disease are associated with 

Helicobacter pylori infection or nonsteroidal anti-

inflammatory drug use.  

• Timely diagnosis and treatment of peptic ulcer disease 

is crucial



Definition of a Peptic Ulcer

• Peptic ulcer disease is often defined as a mucosal break 

greater than 3-5 mm in the stomach or duodenum with a 

visible depth.

• It is therefore an endoscopic diagnosis in contrast to 

dyspepsia, which is a clinical diagnosis based on 

symptoms alone



Epidemiology

• Globally – 8.4% prevalence of peptic ulcers

Prevalence of peptic 

ulcer in the world and 

95% confidence 

interval

Salari N et al. Indian Journal of Surgery. October 2022. 84(5):913–921.



The Age-Standardized Prevalence Rate (Per 100,000 

Population) in Both Sexes Globally in 2019.

Xie et al. BMC Gastroenterology. 2022. 22:58.



Main Etiology

Kavitt R et al. Am J Med. 2019. 132:447−456.



• Gastric adenocarcinoma

• Gastric lymphoma

• Local drug irritation

• Cameron’s lines (ulcers)

• Idiopathic

• Anastomotic ulceration

• After radiotherapy

• Zollingere Ellison syndrome 

(gastrinoma)

• Multiple endocrine neoplasia type-I

• CMV, TB and syphilis

• Hyperparathyroidism 

• Systemic mastocytosis

• Severe systemic illness stress ulcers 

(Cushing’s ulcer)

• Idiopathic eosinophilic and 

lymphocytic gastritis

• Duodenal Crohn’s disease

• Coeliac axis stenosis

• Hepatic artery chemotherapy

• Vasculitis, sarcoidosis

Other Etiology

Jaiswal F et al. Asian J Pharmaceutical Edu Res. 2021; 10(4): 01-17. 



Diagnosis

Kavitt R et al. Am J Med. 2019. 132:447–456.



Non-Complicated PUD – First Step

• H. Pylori positive – Eradicate and confirm 

eradication

• NSAIDS/Aspirin consumption – Discontinue and 

reassess the need for one or both



Medical Therapy for PUD

• Anti-secretory Medications

– H2RA

– PPI

– PCABs

• Mucosal protectants

– Misoprostol

– Sucralfate

• Anti – cholinergics

– Add on Glycate (Glycopyrrolate) 



Regulation of Gastric Acid Secretion and Location 
of Drug Effects

PCABS



PPI Doses in Active Therapy of 
Uncomplicated PUD

Duodenal ulcer – 4-6 weeks of treatment Gastric Ulcer – 6–8 weeks of treatment

Wolfe MM, Sachs G. Gastroenterology. 2000; 118:S9; Vakil N. Uptodate.



Omeprazole Versus Ranitidine in Healing and Controlling 

Symptoms of Patients With Duodenal Ulcer
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Repeat Endoscopy for Ulcer Healing Assessment

• Persistent symptoms or recurrent symptoms after discontinuation of 

PPI therapy

• Complicated ulcer (bleeding) with evidence of ongoing bleeding

• Giant gastric ulcer (>2 cm)

• Ulcer with features of malignancy at index endoscopy

• Gastric ulcer that was not biopsied or inadequately sampled on the index 

upper endoscopy (4 biopsies from four quadrants of the ulcer and additional 

biopsies if needed)

• Gastric ulcers in a patient with risk factors for gastric cancer 

• Gastric ulcer of unclear etiology



Complications of PUD

• Bleeding, perforation, penetration, and gastric outlet obstruction.

• Risk factors - NSAIDs including aspirin, H. pylori infection, smoking, 

and Zollinger-Ellison syndrome. 

• Ulcer specific characteristics - chronicity/refractory type ulcers, large 

size (≥1 cm), and location (e.g., pyloric channel) 

• Factors associated with poor outcome include concomitant comorbid 

disease, older age, poor physiological status at the time of 

presentation (eg, hypotensive shock, metabolic acidosis, acute renal 

failure, hypoalbuminemia), and delayed treatment.



Acute Upper Gastrointestinal Hemorrhage – The Most 

Common Complication of Peptic Ulcer Disease

• Mortality up to 10% 

• Upper endoscopy is the best initial test (diagnostic and therapeutic).

• Endoscopic hemostasis therapies include injection, thermal, mechanical, or 

a combination of them

• Endoscopic hemostasis has been shown to be effective in achieving 

primary hemostasis and to significantly reduce ulcer re-bleeding, need for 

blood transfusion, urgent surgery, length of hospitalization, and mortality.

• High-dose intravenous PPIs should be used for 72 hours post endoscopic 

hemostasis followed by oral PPI therapy.

Kavitt R et al. Am J Med. 2019. 132:447–456.



After Endoscopy

• If high-risk stigmata is present on endoscopy, treat with high-dose 

intravenous PPI for 72 hours

• Repeat endoscopy if there is evidence of recurrent bleeding

• Refer to surgery or interventional radiology if there is rebleeding 

after second endoscopic therapy

• Closely assess need for NSAIDs in those with 

NSAID-associated ulcers

• Treat for Helicobacter pylori infection if applicable

• Continue long-term PPI therapy in those with idiopathic peptic ulcers
Kavitt R et al. Am J Med. 2019. 132:447–456.



Surgical Treatments for PUD

Wang A et al. Current Problems in Surgery. 57 (2020) 10072.



ACG Guidelines: Assessing the Risk of NSAID-
Induced GI Toxicity



Indications for Long Term Therapy With a PPI in 
Long Term Users of Aspirin or NSAIDs

• Age >65 years

• A history of peptic ulcer disease, especially with 

complications

• NSAID use at high doses or in combination with certain 

other drugs, ie, aspirin, steroids, selective serotonin 

reuptake inhibitors, or anticoagulants

• Aspirin use, even at low dosage in elderly patients, 

particularly in combination with the drugs listed above

Sverden E et al. BMJ. 2019;367:l5495 .



Refractory Peptic Ulcer

• Definition — Endoscopically proven ulcer 

greater than 5 mm in diameter that does not 

heal after 8 to 12 weeks of treatment with a 

proton pump inhibitor

• Prevalence – 5%–10% of the treated ulcers



Causes of Refractory Peptic Ulcer



Need for Long Term Acid Suppression

• Persistent ulcer on repeat endoscopy

• Giant (>2cm) ulcer and age >50 years or 

multiple comorbidities

• Recurrent peptic ulcer (>2 a year)

• Need for long term aspirin/NSAID use

• Failure of repeated attempts of H. Pylori eradication
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