A disease is handed over to
physician in OP
taken over back by a surgeon in
causality in the late night
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Clinical features of peptic ulcers

e Cannot be differentiated on the basis of
symptoms AND demographic data.

* Pain:
epigastric
radiate to the back
Eating sometimes relieve the discomfort.
iIntermittent
* Periodicity:



Vomiting

Alteration in weight

Bleeding

Clinical examination
epigastric tender
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Case shifted from 9am-4pm to 4pm-
9am

* virtual elimination of elective operations.

* Operative intervention is now reserved for
the treatment of complicated ulcer disease.



GOALS

1. anatomic complications

2. patient safety in the acute setting, combined
with freedom from undesirable chronic side
effects.

3. contemporary surgical treatment :

healing is achieved
recurrence is minimized



Current indications for surgical
Intervention

1. Bleeding—most common 100/100000
2. Perforation—11/100000

3. Obstruction—

4. Failed medical therapy—

5. Risk for malignancy—



How we reach the goal

e Q@astric surgeon can combine therapy through
endoscopic, radiologic, or operative means,
the appropriate choice depending on the
clinical circumstances.



intractable duodenal ulcer disease

* Truncal vagotomy and drainage( )
* Truncal vagotomy and antrectomy
 proximal gastric vagotomy
or
HSV
or
parietal cell vagotomy



Anterior




Right
Posterior)
vagus

division

vagotomy vagotomy

“Crow's
foot"”

Proximal
gastric vagotomy






Ly ek

Gastrojejunostomy Heineke-Mikulicz Pyloroplasty

Lo P

Jaboulay Gastroduodenostomy Finney Gastroduedenostomy
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Billroth | Billroth Il



Enteroenterostomy

Stapled
closure

e

-



y

50 to 60 cm




Figure 55-10

Laparoscopic anterior sercmyotomy as part of the Taylor procedure.



Intractable duodenal ulcer

Highly selective vagotomy
If limited experience with this procedure, a truncal
vagotomy and antrectomy

Figure 55-9 Treatment algorithm for intractable duodenal ulcer.




[able 552 - Modified Johnson Classification of Gastric Ulcers

Type
|

|
|
V

V' Anywhere, induced by medication LOW

ocation Acid Secretion
esser cunvature Low
Body of the stomach and duodenum High
Prepyloric (within 2-3 cm of the pylorus) igh
High on the lesser curve, near the gastroesophageal junction Low







Intractable gastric ulcer

Typel
Partial gastrectomy and Billroth |
or
Ulcer excision and HSV

Type Il
Similar to duodenal ulcer:
=== Truncal vagotomy and antrectomy
or
HSV

Type I
Truncal vagotomy and antrectomy

Type IV
If ulcer within 2 cm of GE junction, Kelly-Madiener or Csendes procedure

For more distal lesions, Pauchet's procedure

Type V
If medication can not be stopped, excision and truncal vagotomy




Ulcer excision

Kelling-Madlener Subtotal gastrectomy Sendes procedure
procedure Roux-en-Y esophagogastrojejunostomy



indications for surgery in peptic ulcer
hemorrhage

Hemodynamic instability

Failure of endoscopic techniques

Recurrent hemorrhage

Shock associated with recurrent hemorrhage

Continued slow bleeding with a transfusion
requirement exceeding 3 U/day



BLEEDING DUODENAL ULCER

* Truncal vagotomy with pyloroplasty



Traction sutures
used to open
pylorus

Single-layer



Bleeding Gastric Ulcer

Distal gastrectomy with Billroth | or II.

In high-risk patients or those with ulcers that
are high, excision of the ulcer and vagotomy
plus pyloroplasty may be considered.



Perforated duodenal ulcer

Perforation =24 hrs
and

sealed perforation

Yes Conservative

contrast study confirms therapy

[ o

[
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Long ulcer history/previous H. pylori treatment

Recent onset of ulcer symptoms

Is the patient stable?

No

Yes

Omental patching

Omental patching with truncal
vagotomy and pyloroplasty
or
omental patching with HSV

Omental patching,

H. pylori testing and treatment







Perforated gastric ulcer

Long ulcer history/ previous H. pylori treatment

1

Is the patient stable?

No

Yes

Recent onset of ulcer symptoms

l

Omental patching, biopsy of ulcer
and H. pyloritesting and treatment.
For type Il ulcer recommend
antrectomy and truncal vagotomy

Omental patching, biopsy of ulcer
and H. pyloritesting and treatment

Type | and IV: Partial gastrectomy or omental patching
Type II: Truncal vagotomy and antrectomy or patching
Type llI: Truncal vagotomy and antrectomy




GOO

* R/0 cancer(50%)

* Truncal vagotomy and antrectomy

* Truncal vagotomy with drainage
(Jaboulay side-to-side duodenoplasty)



Jaboulay Gastroduodenostomy



complications

* recurrent ulceration

* small stomach syndrome

* bilious Vomiting

* early and late dumping

e diarrhoea

* malignant transformation.



Table 0.3 Features of eary and et cumping

Incidence
Relation to meals

Duration of attack

Releved by
Aggravated by

Pecipitating factor
Major symptoms

b

5-10%

Almast immediate

30-40 min

lying down

More food

Food, especialy cabohycrae-ich and wet

Eppastric fullnes, sweating, it-headechess, achycardi, coli,
sometimes diarhoes

Late

5%

Second hor after mea
30-40 min

Food

Erercie
As foreary dumping
Tremor, fentness, prostaton







