
A disease  is handed over to 
physician in OP

taken over back by a surgeon in 
causality in the  late night  

PUD



                              H.PYLORI





Clinical features of peptic ulcers

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

• Pain:
            epigastric 
            radiate to the back
            Eating  sometimes relieve the discomfort.
      intermittent 
• Periodicity:



• Vomiting

• Alteration in weight

• Bleeding

• Clinical examination
             epigastric tender





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

•  Gastric 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(emergency)
•  Truncal vagotomy and antrectomy
•   proximal gastric vagotomy

or
               HSV

or
  parietal cell vagotomy































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





Bleeding Gastric Ulcer 

Distal gastrectomy with Billroth I or II.

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









GOO

• R/0 cancer(50%)

• Truncal vagotomy and antrectomy 

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





complications

• recurrent ulceration
• small stomach syndrome
•  bilious Vomiting
•  early and late dumping
•  diarrhoea 
•  malignant transformation.






