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voir & mechanical digestion.
bd supply
: from CA

: from CHA

stroduodenal arf from hepatic artery)
to a —superior pancreaticoduodenal A.,
gastroepiploic artery.

or pancreaticoduodenal artery a branch of
1T mesenteric artery

5- Left gastroepiploic artery a branch of splenic
artery..

6- Short gastric arteries from splenic artery

J




Splenic artery
Left gastric artery

Right gastric artery
Hepatic artery
Duodenal cap

Gastroduodenal
artery

Superior
pancreatico-
duodenal artery

Right gastroepiploic
artery

Vasa brevia

Splenic

Left gastro-
epiploic
artery

Gastrocolic
(greater) omentum




e: right & left gastric (coronary) veins drain
in
: left gastro epiploic vein & vasa brevia

ro epiploic vein join superior

ric plexus of Auerbach,
cosal plexus of Meissner

Ant. Vagus & post vagus ( afferent sensory; efferent
ecretomotor).

- Sympathetic from celiac ganglion.
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of stomach & duodenum

: more sensitive than CT for

uterised tomography scanning (CT Scan) and
tic resonant imaging.

paroscopy: detect peritoneal metastasis, + U/S to
check liver & LN.

m PET Scan.
= Angiography






3- Gastric cancer



gastritis

mune condition; there is circulatin% antibody
letal cell mass resulting in hypochlorhydria then
la ; a premalignant condition

ion of intrinsic factor by parietal cell lead to
itamin B12 leading to pernicious anemia
ignant condition.

T pylori, affect the antrum
evelop peptic ulcer, pangastritis with risk of gastric

al metaplasia is associated with chronic pangastritis
trophy.

al metaplasia with dysplasia is pre malignant
condition that needs regular OGD follow up.

= Reflux Gastritis

Occur after gastric surgery ,treatment medical very rare
surgical..

= Erosive Gastritis
Caused by NSAID & alcohol.




ucosa, mucus production, &

Ignant condition ,only treatment is gastrectomy.
forms of Gastritis

ytic gastritis : T cell infiltration , + celiac disease

ic Gastritis

Granulomatous Gastritis in Crohn’ dis.

AIDS Gastritis

o Phlegmonous (Bacterial) gastritis




the mucous membrane & does not penetrate the
muscles, acute ulcer may bleed, or perforate..

= Treatment.

Treat the cause plus anti ulcer treatment.



having relatively normal level or below
Id secretion.

I In presence of very high acid
er Ellison syndrome, genetic
ay be involved, ylori, social stress..

|, smoking, NSAID




ENAL ULCER

f duodenal ulcer & the frequency of elective
therapy except in cases of complications:

1 ulcer drugs & eradication of H.pyl.
| female, older age, & developing

in first part duodenum it involve the mucosa, muscle
leading to fibrosis and pyloric stenosis, it may
ate post. to pancreas & invade gastro duodenal artery,

es multiple ulcers,, or ANT,& POST. ulcer called
kissing ulcers,,

Ant. ulcer tend to perforate while Post. ulcer tend to bleed.
Big ulcer called GIANT ulcer.(more than 2 cm.)

Chronic duodenal ulcer never become malignant.

Chronic gastric & chronic duodenal ulcer may co exist.

[ [ [ [






l0economic patients,,.

on the lesser curve ach, but it is larger than DU.

ucosa & muscle coat Jrosis may cause stomach
- hour glass stomach or tea pot deformity, may penetrate to
r blood vessel or invade transverse colon ..

ancy in gastric ulcer

ong run ch. GU might become malignant ; take multiple
ring OGD

2-other type of GU is malignant from the start.

@ Other types of peptic ulcer

1-stomal ulcer at jujunal site of gastrojejunostomy.
2-Billroth II (polya) gastrectomy.

3- Prepyloric gastric: risk of cancer so it need biopsy.




Large gastric




of gastric & duodenal ulcers

he epigastric reﬁlon may radiate to the back, it is
may last weeks or months with interval of pain free,
tes pain in GU & relieve pain of DU.

ttack of pain last from 2 —6 weeks, attack is more in

nless there is pyloric stenosis .

0ss presented as anemia; or fresh as
mesis & melena.

ICAL EXAMINATION
s at epigastric region, stomach splash in case of pyloric

TIGATIONS OF PEPTIC ULCER

1--OGD with or without multiple bio Mp %CHECK ESOPHAGUS,,,
STOMACH, DUODENUM),,& STOMA OF GASTROJEJUNOSTOMY
to exclude stomal ulcer.

2—BARIUM MEAL
3—C.B.P.
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TMENT OF CHRONIC PEPTIC ULCER

ast majority of uncomplicated peptic ulcer are
edically ,,surgical treatment of uncomplicated
r has decreased markedly since 1990.due to
recepter antagonist or proton pump
ication therapy.

] treatment is to reduce gastric acid
eserved for the complicated P.U.)

sation of cigarette smoking ,,INSAIDs & Cortisone.

ceptor antagonist a-cemetidine (tagamet)-
tidine ( zantac ).

ucosal protective agent: sucralfate (ulcar).
~ 4- Proton pump inhibiter (omeprazole )
5- Eradication theraEy: flagyl x3, plus amoxil 500mg x3 ;

or flagyl plus Clarithromycin 500mg twice a day for 2
weeks.



ATMENT OF UNCOMPLICATED PEPTIC

it is rare now, if medical Rx fails.
for D. U. aim is diversion of the acid away from

RGICAL PROCEDURES
OTH II (polya) GASTRECTOMY, by

al vagotomy (Dragstedt 1943) plus drainage
re (due to gastric stasis):

2- Selective vagotomy plus drainage procedure.

S-Highly selective vagotomy only ( with preservation to the
nerve of Latarjet that supply the pylorus).

4- Truncal vagotomy and antrectomy (Billroth I): very low
recurrence but more side effects & mortality.



Figure 63.16 Billroth | gastrectomy. The lower half of the stomach
is removed and the cut stomach anastomosed to the first part of the

duodenum.

Figure 63.17 Billroth II. Two-thirds of the stomach removed, the duode-
nal stump is closed and the stomach anastomosed to the jejunum.

Figure 63.18 Gastroenterostomy. The jejunum is anastomosed to the
posterior, dependent, wall of the stomach.
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Figure 63.20 Pyroplasty.

Figure 63.21 Highly selective vagotomy. The anterior and posterior
vagus nerves are preserved but all branches to the fundus and body of
the stomach are divided.




otomy plus drainage procedure plus
1 biopsy of the ulcer..



SOWIPLICATIONS OF PEPTIC ULCER SURGERY

ceration -a-either same ulcer, or b-stomal
on may cause gastrojejunocolic fistula).

1ay respond to bile-chelating agents; or
ing of gastrojej., or antrectomy +
gastrojejunostomy.

all stomach syndrome.

ping due to rapid gastric emptying:
y dumping: osmotic effect of food.
> dumping: reactive hypoglycemia.
agotomy diarrhea .

6-Malignant changes: bile reflux gastritis then intestinal
metaplasia then malignancy.

- 7-Gallstones formation.

8-Nutritional disorder: wt. loss, anemia, vit.B12
deficiency.




Incidence

Relation to meals

Durations of attack

Relief
Aggravated by

Precipitating factor

Major symptoms

Early
5-10%

Almost immediate

30-40 minutes
lying down
More food

Food, especially
carbo h}rd raterich and
wet

Epigastric fullness,
sweating, |'|gh’r-
headed ness,
’r{:chw_..rc-::rd'ln, r::c:h'c,
sometimes diarthoea

Late
5%

Second hour after
meal

30-A0 minutes
Food
Exercise

As early dumping

Tremor, faintness,
prostration




SOWIPLICATIONS OF PEPTIC ULCER
ERERFORATION PEPTIC ULCER:

duodenum most common, 2- Gastric ulcer,

or silent ulcer ,,there will be Sever sudden
eralized due to irritant effect of gastric

1c pair
n the peritoneum, first chemical

oastric contents of foc
is then bacterial perito

np. subnormal or normal then temp. increase (pyrexia by
peritonitis),pulse increases,

1 moves little or not move with respiration,
ominal tenderness, abdominal rigidity called board like

Soverol
rigidity,
On percussion dull, on auscultation first bowel sound +ve then
- become -ve.

P.R. exam elicit tenderness at rectovesical pouch.

%11} aﬁlvanced peritonitis: septicemia & septic shock & mortality will be
igh.



omen in erect ,,sugine & lateral position,,, shows gas
hragm in 70% of chest x-ray,,

rum amylase, abdomen ultrasound & C.T.Scan

tagamet injection, NG tube, Foley’s

gency laparotomy b er mid line incision, localize the
ation site close the perforation by interrupted sutures with
out omental patch, then peritoneal toilet, then put drain.

artial gastrectomy indicated:

ion in carcinoma 2-sever bleeding 3-perforation is big & can
ed.

eriod & Follow up by anti ulcer treatment & O.G.D.
@ Other types of treatment:

- Conservative (small perforation & localized peritonitis)

- Definitive surgical treatment of PU if patient is fit.




Figure 63.23 Plain abdominal radiograph of a perforated ulcer, shc
ing air under the diaphragm.




‘ENOSIS

or cicatrisation of duodenum or sometimes due to oedema
prepyloric ulcer

RIC OUTLET OBSTRUCTION DUODENAL STENOSIS.
ic outlet obst:
hypertrophic pyloric stenosis, pyloric mucosal

, 2-dehydration, pale 3-distended epigastric region,
e peristalsis from left to right, 5- succussion splash positive
on shaking abdomen of the patient.

EFFECT

There will be HYPOKALEMIC METABOLIC ALKALOSIS
PARODOXICAL ACIDURIA.

DEHYDRATION PLUS ANAEMIA PLUS VITAMINE DIFICIENCY.




ATIONS

JPSY. 2- BARIUM MEAL
ROLYTES TEST.

JB , UID +NACL + KCL. 3-WATCH
OUT PUT. 4-. [ ULCER TREATMENT.

D CASES DUE TO OEDEMA WILL RESPOND TO
SERVATIVE.SEVER CASES WILL NEED SURGERY

ULCER HEALED DO ONLY DRAINAGE BY
ROJEJUNOSTOMY ONLY.

ERE IS ACTIVE ULCER DO TRUCAL VAGOTOMY
US GASTROJEJUNOSTOMY OR PYLOROPLSTY.

B FOLLOW-UP AS FOR PATIENT WITH PERFORATED
PEPTIC ULCER.




DING (HAEMATEMESIS & MELENA)
JIC ULCER

slight 2- major bleeding.

1ere is history of peptic ulcer, drug
Ds &ASPIRIN.

HERE IS EROSION OF AN ARTERY IN THE

DOR OF AN ULCER, LIKE GDA OR

ENIC ARTERY,IF PATIENT ABOVE 40 YS

ERE IS ATHEROSCLEROSIS SO THE

RY WILL NOT CONTRACT TO ARREST

\ BLEEDING

‘@ SYMPTOMS & SIGNS
FEATURES OF BLEEDING.




{JACTABLE ANTI ULCER
EATMENT, NG TUBE, FOLEY ‘S
THETER, PULSE & BP CHART, OXYGEN,

IFIC INVESTIGATIONS FOR
OSIS SPEC. O.G.D.; ANGIOGRAPHY...

CONSERVATIVE TREATMENT: IF BLEEDING
STOP CONTINUE MEDICAL TREATMENT +/-
MINIMAL INTERVENTION.




IMAL INTERVENTION

.G.D. DEVICES ARE AVAILABLE CAN
AEMESTASIS : INJECTION DILUTED
,OR NACL INJECTION ,OR BY

O FIND THE SITE OF THE

ATION OF SURGERY:

EEDING STOPPED BUT RECCUR AGAIN
ADMISSION TO HOSPITAL .

—IF BLEEDING NEVER STOP SINCE ADMISSION
TO HOSPITAL & PATIENT RECEIVE MORE THAN
6 UNITS BLOOD.



AL TREATMENT
F SURGERY IS TO STOP THE BLEEDING.
DASE

OMY BY UPPER MIDLINE INCISION, MOBILIZE
[, DO LONGITUDINAL INCISION 3,5 CM
M DUODENUM SITE, BY CUTTING

N'T >TED UNDERRUNING SILK SUTURES,
1EN DO PYLOROPLASTY,

ER DO TRUNCAL VAGOTOMY OR CONTINUE GIVING
TULCER TREATMENT

ARE OCCASION THERE WILL BE A NEED TO DO
JRE TO GASTRODUODENAL ARTERY OR TO DO
GASTRECTOMY.

= IN BLEEDING GASTRIC ULCER PROCEDURE THE SAME

1-EITHER ARREST BLEEDING +BIOPSY,, OR, 2—EXCISION
BIOPSY TO THE ULCER AND CLOSE STOMACH.



HAEMATEMESISS & MELAENA (UPPER

WASYROINTESTINAL BLEEDING)

r

TIC ULCER 60%

ULCER 26% (EROSION)
DPHA  VARICES 4%

\LLORY -WEISS (SYNDROME) 4%:

dinal tear below the GE] due to repetitive

s vomiting.

OUR O.5%

CULAR e.g. DIEULAFAYS DISEASE O.5%

7- OTHERS 5% e.g. PURPURA, HAEMOPHILIA

= MANAGEMENT

- SAME RESUSCITATION PLUS INVESTIGATIONS

- SPECIFIC TREATMENT ACCORDING TO THE CAUSE




DUODENAL ULCE

Age 30-60
Male: female 2-3:

80% of peptlc ulc

duodenal




S';gnsﬁ Sym ytoms, and «
aing:

DUODENAL ULCER

Hypersecretion of
stomach

acid (HCI)
May have weight gain

Pain occurs 2-3 hours
after a meal; often

awakened between
AM; .

ingestion of fc
relieves

pain
Vomiting uncom




Comparing Duodenal

DUODENAL ULCER

Hemorrhage less
likely than with
gastric ulcer, but if

Present, melena

common than
Hematemesi
More likely to

perforate |
than gastric ulce




Comparing Duode

GASTRIC ULCER

Hemorrhage more likely
to occur than with
duodenal

ulcer; hemateme
more k




STRIC NEOPLASMS

stic (H I}/lon) Inﬂammator/y
use 0 Adenoma (10%,

TRIC CANCER IS ONE OF THE MOST
MON CAUSES OF DEATH IN THE WORLD.

THE ADVANCED STAGE AT TIME OF
PRESENTATION.

= EARLY PRESENTATION OF GASTRIC CANCER IS
ASSOCIATED WITH VERY HIGH CURE RATE.



CREASE WITH AGE.

STRIC CANCER IS CONTINUING
YEAR.THIS REDUCTION

FECT CANCER RISING FROM BODY &

LORUS, WHILE THERE IS INCREASE IN CANCER
THE PROXIMAL STOMACH.

CER OF BODY, PYLORUS ARE MORE
MMON IN LOW SOCIOECONOMIC GROUP.

XIMAL GASTRIC CANCER AFFECT HIGH
SOCIOECONOMIC GROUP..

m# PROXIMAL GASTRIC CANCER NOT ASSOCIATED
WITH H,PYLORI

= BODY & PYLORUS CANCER IS ASSOCIATED WITH
H. PYLORI..

[=]

h,



ASSOCIATED WITH BODY & PYLORIC

GASTRITIS, THEN GASTRIC
INAL METAPLASIA

IA & GASTRIC ATROPHY ARE

GASTRIC SURGERY eg. BILLROTH II,
PLASTY, GASTROJEJUNOSTOMY,WILL
SE THE RISK 4 TIMES, DUE TO REFLUX BILE

7—CIG RETTE SMOKING, DUST INGESTION,,

8 — INGESTION OF SPIRIT CAUSE GASTRITIS ON
LONG RUN CHANGE TO CANCER.

9—GENETIC FACTOR,



WEIGHT LOSS.

RIC TENDERNESS,

SPLASH,
TION, FEATURES OF PYLORIC OBSTRUCTION,
HLEBITIS OF SUPERFICIAL Vs. OF THE LEG (Trousseau’ s

LEFT SUPRACLAVICULAR LYMPH NODES(Troisier’sign),
LIVER METASTASIS CAUSE JAUNDICE,

ASCITES.




JLO
 [INAL GASTRIC CANCER (Arise in
etaplasia)

IDAL.

A

USE GASTRIC CANCER INFILTRATES

Y IN STOMACH WITHOUT OBVIOUS
LINITIS PLASTICA) OR CALLED (LEATHER
E STOMACH). BAD PROGNOSIS.

5 MICROSCOPICALLY IT IS COLUMNAR CELL

s MOST COMMON SITE IS AT PROXIMAL
STOMACH , WHILE IN JAPAN IT IS MORE
DISTAL.



GING CARCINOMA STOMACH (TNM)

cancer: limited to mucosa & submucosai.e T1, any N.

nced cancer involves the musculais.

- E " E

- E - E
Type lll Type Ill
and llc

- Cancer

Figure 63.26 Early gastric cancer, Japanese classification.

Type | Type |l
iiu
Type I Type IV

Figure 63.28 Borrmann classification

[ Cancer of advanced gastric cancer.



Table 63.5 International Union Against Cancer (UICC) staging of
gastric cancer.

T1

Tumour involves lamina propria, submucosa

Tla lamina propria

T1b submucosa

Tumeour invades muscularis propria
Tumour involves subserosa

Tumour perforates sercsa

Tumour invades adjacent organs
MNo lymph nodes

Metastasis in 1-2 regional nodes
Metastasis in 3—& regional nodes
Metastasis in /—15 regional nodes
Metastasis in more than 15 regional nodes
Mo distant metastasis

Distant metastasis (this includes peritoneum and distant

hymph nodes)

T1 MO
T1 I
T2 MO
T1 M2
T2 M~
T3 MO
T1 M3
T2 M2
T3 T

MO
T2 M3
T3 M2

T
T3 M3

M2

M3




SPREAD OF GASTRIC CANCER

I=-DIRECT INVADE THE WALL THEN, LIVER, PANCREAS,
COLON, OMENTUM.

2-LYMPHATIC SPREAD BY PERMIATION & EMBOLIZATION.
3-BLOOD-BORNE METASTASIS.
4-TRANSPERITONEAL SPREAD.

Site of cancer
LN number
Anfrum Middle Cardia Cardia and oesophagus

Right cardia

Left cardial

Lesser curve

Short gastric

Left gashroepiploic
Right gastroepiploic
Suprapyloric
Infrapyloric

Left gastric artery
Anterior hepatic artery
Coeliac artery
Splenic hilum
Splenic artery
Infradiaphragmatic

Oesophageal hiatus

0 Lower oesophagus
1

Supradiaphragmatic

e nodes in stafions 12-18 are not routinely removed in a D1



Figure 63.29 Advanced gastric cancer. (a) Type I; (b) type II; (c) type Ill; (d) type IV (linitus plastica) (courtesy of Dr GNJ Tytgat, Amsterdam, The
Netherlands).




SASTRIC CANCER
E SURGERY
NOSTOMY
STENTING.
ON
: TOMY + ROUX EN Y
AGOJEJUNOSTOMY.
OTAL (BILLROTH II) GASTRECTOMY for
cancer.

ancer is chemosensitive: given as neoadjuvant
( Cis-platinum, Epirubicin, 5-FU).




Figure 63.31 Radical total gastrectomy. (a) Dissection of omentum off the transverse colon. (b) Exposure of the lesser sac. (¢} Splenectomy
Division and oversewing of the duodenum. [e) Dissection of the left gastric artery nodes (group 17). (f) Mobilisation of the oesophagus.

Figure 63.32 Oesophagoijejunostomy Roux-en-Y.



ise 1-3 per cent of all gastrointestinal

sa overlying the tumour ulcerates, leading to
g, or that they are noticed incidentally at

Py

e the mucosa overlying the tumour is normal,
pic biopsy can be uninformative; Targeted
biopsy by endoscopic US is more helpful.

@ Tumours over 5 cm in diameter should be considered
to have metastatic potential.



excision.
ensitive to the tyrosine kinase




0ss and bleeding. Acute
ntations of gastric lymphoma, such as
atemesis, perforation or obstruction, are not
mon.

a diffuse mucosal thickening, which may ulcerate
= Diagnosis made by endoscopic biopsy.

@ Surgery for localized disease, & chemotherapy for
systemic disease.

= Early lymphoma may regress by H.pylori eradication.



Duodenal tumours

B Duodenal villous adenomas are commonly found around the
ampulla of Vater and are premalignant

B Duodenal carcinoma is uncommon, but the most commaon
sitel for adenocarcinoma is in the small infestine

B Bolh adenoma and carcinoma occur commonly in pafients
with familial polyposis and screening these patients is
advised

B Pancreatic cancer is the most common cause of duodenal

ohstruction




NAL OBSTRUCTION

the adult is usually due to malignancy,
5 is the most common cause. About
reatic cancer treated with endoscopic

bstruction than these other malignancies.



te gastric dilatation

A
ACU

1ally occurs in association with
rders or postsurgery without
tomach, which may also be
Often the patient is also
yte disturbances.

s U
dilates enormo
ed and has electro

treat this condition can result in a sudden
yomit with aspiration into the lungs. The

, is nasogastric suction, with a large-bore tube,
- fluid replacement and treatment of the underlying

- condition.



Volvulus of the stomach

h usually occurs around the axis and between

e cardia and the pylorus. In theory, rotation
organoaxial) or vertical (mesenteroaxial)

, ne former which occurs. This condition
associated with a large diaphragmatic defect around the

us (paraoesophageal hert ation) (Figure 63.35). What

7 happens is that the transverse colon moves upwards to lie
oft diaphragm, thus taking the stomach with it, and the

ind colon may both enter the chest through the eventrationof
aphragm. The condition is commonly chronic,the patient
presenting with difficulty in eating. An acute presentation

- with ischaemia may occur. Endoscopically, it can be

-

[ A

=




lreatment

t in the diaphrag

1e stomach from the transverse






