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In Patients Recelving Chronic NSAID
Therapy
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b Presence of risk factors (patients 60 years or older, history of peptic ulcers, receiving concomitant antiplatelet agents,
anticoagula{(ts*cg&tic‘:rosteroids, or selective serotonin reuptake inhibitors). Vo) Cuw 5,45 ) ; o A9 o
¢ In patients ‘\‘bith prio'rsﬁistory of ulcers, adopt test-and-treat strategy to exclude H. pylori infection. 3 w0\ PV oas 0" C'iff‘" @
d Consider when patients have complicated ulcer history or presence of multiple risk factors. SLs (o2 M EA H-pylop ‘?’é iz | ;L
¢ Use risk calculator (eg, Framingham or ASCVD risk calculators) to estimate cardiovascular risk on the basis of several q;," i “; N
variables. Patients with a history of cardiovascular events or diabetes are considered high cardiovascular risk. - l’?
fNSAIDs with increasing selectivity for COX-2 (ie, celecoxib) have been associated with increased cardiovascular risk,
and this risk appears to be increased in patients with established cardiovascular disease. Patients wi_th cardiovas?L.llar
disease or risk factors, recommendations for pain management (in the order listed) include: acetammophe'n,_aspmn,
tramadol, opioids (short-term), nonacetylated salicylates (eg, diflunisal), NSAIDs with low COX-2 selectivity (eg,

naproxen), NSAIDs with some COX-2 selectivity (eg, nabumetone), and COX-2 selective agents (ie, celecoxib).
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* Surgery is still occasionally required for intractable Symptoms, GI bleeding, Zollinger— Ellison
syndrome, and complicated PUD. C\ch&l&M.«y\Q 1 obshpyckion , erﬁ:fa}\‘ov C B8P eed)
BnCY ) awelas< )\ 229 LA (1r o2 Penetldio Lie _w s ﬁd a5 S b SV s L3l v

* Surgical options vary depending on the location of the ulcer and the presence of complications.

Complications

v" GI bleeding

v’ Gastric outlet obstruction can occur with ulcers close to the pyloric channel and can manifest as
nausea and vomiting, sometimes several hours after meals.

v’ Perforation occurs infrequently and usually necessitates emergent surgery.

v Pancreatitis can result from penetration into the pancreas from ulcers in the posterior wall of the
stomach or duodenal bulb.
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'Monitoring/ Follow-Up

v _Ulcer pain typically resolves in a few da
C\)upon initiation of antiulcer therapy.
\_.,

——

ys when NSAIDs are discontinued and within 7 days

v’ Patients with uncqmplicateq PUD are usually symptom free after treatment with any of the
(@ recommended antl.ulcer reglmens.. Persistent or recurrent symptoms within 14 days following
| & treatment gomple.tlon suggests faxlurg: of ulcer healing or H. pylori eradication or presence of an

alternate diagnosis such as GERD. @el9s coune N b Ul ) WS Ne o ald slo

VU7 Ruohols fou W Ap dul Snfromdois bp LU @G2\E 314 v @_-\u\.@sﬁ

/\v’q Eradication should be confirmed after treatment in all patients. Repeat EGD should be performed _|

%/ 8- 12 weeks after initial diagnosis of all gastric ulcers to document healing. ,>-’517‘?'-! UWeor suis
Comnoerd 40 CAOMAE il Qo) gy LIS wies hadig Lo apes)

v Repeat endoscopic biopsy should be considered for nonhea\ipg ulcers to exclude the possibility

@fa malignant ulcer. § N \e s3V A headt AR NMPL) K E5) 3P (20 A didensd 1)

{ Cances) L L5 o)

v Duodenal ulcers are almost never malignant; therefore, documentation of healing is unnecessary

in the absence of symptoms.
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/' The UBT and fecal antigen are the preferred methods to confirm H. pylori eradication when
endoscopy is not indicated. Medication adherence should be assessed for patients who fail therapy.
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