
COMMON ETIOLOGIES OF PUD
· Helicobacter pylori infection
· Associated with 40–70% of duodenal ulcers and 25–50% of gastric ulcers  
· The rate of H. pylori infection (and, therefore, the development of PUD) is decreasing.
· Chronic NSAID use
· Associated with a fourfold risk of developing PUD 
· Increases the risk for complications of PUD

LESS COMMON ETIOLOGIES OF PUD
· Acid hypersecretory states
· Zollinger-Ellison syndrome (gastrinoma)
· Systemic mastocytosis
· Hyperparathyroidism
· Non-NSAID medications
· Acetaminophen
· Bisphosphonates
· Sirolimus
· Mycophenolate
· SSRIs
· Chemotherapeutics (e.g., 5-FU)
· Infections
· CMV
· HSV-1
· EBV
· Helicobacter heilmannii
· Others
· Radiation
· Illicit drug use (e.g., cocaine, methamphetamine)
· Systemic inflammatory diseases (e.g., Crohn disease, sarcoidosis)
· Mechanical (e.g., foreign body, GI tract obstruction, postsurgical anatomy)


INITIAL WORK-UP FOR PUD 

All Patients:  Screen for common etiologies (NSAID use and H. Pylori risk factors).  CBC and BMP. 

Patients <60yo w/o Dyspepsia Red Flags:   Pursue non-invasive testing for H. Pylori 
· Urea Breath Test  
· H. Pylori Stool Antigen 

Patients >60yo, those with Red Flags for Dyspepsia, those with refractory symptoms: Refer for EDG
· Consider specialized evaluation for less common etiologies  
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‘Suspected Upper Gastrointestinal Bleed

* Increase probability of a good
endoscopy look: Give pro-motility
agent (e, erythromycin)

* Treat presumed underlying cause
«  Stop potential offending agents

(eg. NsAIDs)

« Peptic ulcer/Gastritis/Esophagitis
Intravenous proton pump inhibitor
(insufficient evidence for or against
in 2021 ACG dliical practice
guideline)

*  Variceal blesding: Vasoactive:
medication (e.g,, Terlpressin,
Octreotide), Antibiotic prophylaxis
(e, ceftriaxone), likely raise
transfusion threshold (e.g., 8 g/dlL),
Balloon tamponade if uncontrolled

Shouid not be used
alone

* esophageal Varices need
banding.

= Gastricvarices are
typically treated with a
tissue adhesive, such as
N-butyl cyanoacryiate)

= Risk Stratfication
(Forrest Criteria — Help.
to predict mortalty and
need for intervention)
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* Variceal hemorrhage:
non-selective beta-
blocker

o Assess need for offending

agent v.altemnative v.

mitigation strategy (e.2.,

prolonged PPI)





