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Plan of The Lecture:
1. Prevention of coronary heart

disease (CHD), clinical examination
of patients.

2. Prevention of hypertension, clinical
examination of patients.

3. Prevention of chronic gastritis and
peptic ulcer, clinical examination of
patients.





Prevention of cardiovascular diseases 
should begin in childhood, when the 
foundations lifestyle, perform 
preventive recommendations beyond 
the scope of medical services. 
Primary prevention of these diseases 
is a problem in the increasingly 
social and nationwide.



Primary and secondary prevention of 
cardiovascular disease

European Society of Cardiology in collaboration with the 
European Association for Cardio-vascular prevention and 
rehabilitation allocate 5 convincing justification for the 
need to enhance CVD prevention measures:
 CVD - the main cause of premature death, disability, 

and higher health care costs;
 At the heart of the most common diseases is 

atherosclerosis, flowing secretly for many years and, 
as a rule, strongly expressed at the onset of 
symptoms;



 death from CVD due to atherosclerosis, 
myocardial infarction and stroke often 
develop suddenly, when medical treatment 
can not be provided, and so many effective 
clinical interventions in these situations do 
not apply or palliative;

 the prevalence of CVD was significantly 
associated with modifiable lifestyle and 
biological risk factors;

modification of risk factors reduces 
morbidity and mortality among individuals 
with no evidence of disease, and CVD among 
patients.



INTERHEART Research, showed that a decisive 
influence on the risk of myocardial infarction 
have  factors, regardless of region of residence, 
increase the risk of myocardial infarction:

 dyslipidemia (apoB / apoAI);

 smoking;
 arterial hypertension;
 abdominal obesity;

 psychosocial factors (stress, social isolation, 
depression);

 diabetes.



Lifestyle/behavioural risk factors and
management

• Establish goals appropriate for the patient’s
readiness to change in accordance with their risk
factor profile.
• The programs can be used to help patients
achieve and sustain lifestyle changes. Local or
population-specific programs may also be
available



Smoking

 Goal -Patients with CHD completely stop smoking and avoid second-hand 
smoke.

 Quitting smoking has major and immediate health benefits for all smokers.

 Take a detailed smoking history and choose smoking cessation therapy 
according to personal circumstances and preferences. 

 Strongly and repeatedly encourage the patient and their family to stop 
smoking. Brief, repeated, non-judgmental advice about quitting smoking, 
provided by health professionals, is effective. However, multiple attempts to 
quit may be required.



Smoking
• Refer the patient and their family to Quitline. Also consider referring them
to a specialised smoking cessation program.

• Nicotine replacement therapy (NRT) can be used safely in smokers with
stable cardiovascular disease (CVD), but should be used with caution within
two weeks of a myocardial infarction (MI) and in patients with unstable
angina, severe arrhythmias or a recent cerebrovascular event.

• In all patients who continue to smoke, pharmacotherapy should be offered.

• If pharmacotherapy is used, aim to combine it with behavioural and
psychosocial support.



Nutrition
Goals

Patients with CHD establish and maintain healthy eating. This includes:

• limiting saturated fatty acid (SFA) intake to < 7% and trans fatty acid (tFA) 
intake to < 1% of total energy intake 

• consuming 1 g eicosapentaenoic acid (EPA) + docosahexaenoic acid (DHA) 
and > 2 g alpha linolenic acid (ALA) daily

• limiting salt intake to ≤ 4 g/day (1550 mg sodium). 



Nutrition

• Encourage patients with CHD to adopt a healthy eating pattern that includes:

– mainly plant-based foods (e.g. fruits, vegetables, pulses and a wide selection 
of wholegrain foods)

– moderate amounts of reduced, low or no fat dairy products

– moderate amounts of lean unprocessed meats, poultry and fish – moderate 
amounts of polyunsaturated and monounsaturated fats (e.g. olive oil, canola oil, 
reduced salt margarines).



Nutrition

• Encourage patients to replace saturated fatty acid (SFA) with
monounsaturated fatty acids and polyunsaturated fatty acids (PUFA).

• Advise patients to consume 2–3 g of phytosterols per day from margarine,
breakfast cereal, reduced fat yoghurt or reduced fat milk enriched with
phytosterols (approximately 2–3 serves per day of these enriched foods).

• Advise patients to consume 1 g of combined eicosapentaenoic acid (EPA)
and docosahexaenoic acid (DHA) per day through a combination of oily fish
(2–3 150 g serves per week), fish oil capsules or liquid, and food and drinks
enriched with marine n-3 PUFA.







Nutrition
• Advise patients to consume > 2 g ALA (alpha linolenic acid) per day by
including canola- or soybean-based oils and margarine spreads, seeds
(especially linseeds), nuts (particularly walnuts), legumes (including
soybeans), eggs and green leafy vegetables.

• Advise patients to reduce their salt intake by:

– choosing foods processed without salt; foods labelled ‘no added salt’ or
‘low salt’; or foods labelled ‘reduced salt’ when other options are unavailable

– avoiding high salt processed foods, salty snacks, high salt take-away foods,
and adding salt during cooking or at the table.

• Consider referring the patient to a dietitian for support with dietary
changes



Alcohol

Goal

Patients with CHD consume a low-risk amount of alcohol.



Alcohol
• Assess the patient’s medicines for potential interactions with 
alcohol and advise them as appropriate.

• Advise patients to drink no more than two standard drinks per day.

• Women with high blood pressure or who are taking blood pressure 
medicine should drink no more than one standard drink per day. 

• We do not recommend that patients who don’t drink start drinking, 
or that patients who drink increase their alcohol intake.

• Brief interventions (e.g. advice, counselling) from a GP can be 
effective for non-dependent drinkers, particularly men. If a person is 
alcohol dependent, withdrawal may be complicated. Consider 
referring the patient to clinics/agencies with expertise in addiction.



Physical activity
Goal
Patients with CHD do at least 30 minutes of
moderate-intensity physical activity on most, if
not all, days of the week (i.e. 150 minutes/week
minimum). This amount can be accumulated in
shorter bouts of 10 minutes’ duration and can be
built up over time.
For patients with advanced CHD, the goal amount
of physical activity may need to be reduced.

Any progress towards reaching the recommended
goal is beneficial.



Physical activity

• Assess the patient’s physical activity 
habits, together with the severity of disease 
and comorbidities. 

Conditions that need physical activity to be 
deferred or clinical assessment undertaken 
include unstable angina, uncontrolled or 
severe hypertension, severe aortic stenosis, 
uncontrolled diabetes, complicated acute 
MI, uncontrolled heart failure, symptomatic 
hypotension, resting tachycardia or 
arrhythmias.



Physical activity
 Discuss physical activity needs/capabilities/barriers 

and encourage the patient to be active. Give the 
patient written guidelines for everyday physical activity 
tasks, including a light-to-moderate intensity walking 
program or equivalent. Discuss these guidelines with 
the patient. 

 Advise the patient to start with low-intensity physical 
activity and gradually increase duration over several 
weeks. Gradually increase the intensity and variety of 
activities towards achieving specific goals. Note: it is 
not generally recommended that patients with CHD do 
vigorous physical activity



Physical activity

 Incidental physical activity is also important to keep patients moving as often, 
and in as many ways, as possible. Encourage patients to sit less and move 
more throughout the day.

 Refer patients to a cardiac rehabilitation program and/or an exercise 
physiologist where appropriate and available.

 A structured rehabilitative physical activity program, supervised by qualified 
fitness personnel, should be considered.

 Regularly review the patient’s response to the physical activity regimen.





Healthy weight

Goals 

Waist measurement:

• men < 94 cm 

• women < 80 cm 

Body mass index (BMI) range 18.5–24.9 kg/m2



Healthy weight

 Assess and continue to monitor waist circumference and BMI. 

 BMI = weight (kg)/height (m)2 . 

 A BMI of < 25 kg/m2 may be unachievable for some patients. Focus on 
small realistic improvements. Weight loss of 5–10% of the patient’s original 
weight can lead to improvements in cardiovascular and metabolic health.



Healthy weight

 When recommending weight loss, give patients advice on how to reduce their 
kilojoule intake as well as increasing their physical activity level. To lose 
weight, most patients will need to do more physical activity than the 30 
minutes of moderate-intensity physical activity per day recommended for 
health benefits.

 Some patients with stable CHD and a BMI > 35kg/m2 may be eligible for 
bariatric surgery if non-surgical methods have been unsuccessful. Consider 
referring patients to obesity-metabolic services or bariatric surgeons and 
make sure they are given ongoing support.



Biomedical risk factors/medical 
management

Lipids
Goals

 Low-density lipoprotein cholesterol (LDL-C) < 1.8 mmol/L

 High-density lipoprotein cholesterol (HDL-C) > 1.0 mmol/L 

 Triglyceride (TG) < 2.0 mmol/L

 Non–high-density lipoprotein cholesterol (NHDL-C) < 2.5 mmol/L





Lipids

 Give all patients with CHD healthy eating advice. 

 We recommend statin therapy for all patients with CHD (apart from in 
exceptional circumstances). For patients admitted to hospital, statin therapy 
should be started while they are in hospital.

 Make adherence to statins an ongoing discussion point with patients. Make 
sure patients understand that statins are an added benefit to improve their 
health, but do not replace making lifestyle changes.



Lipids

 Muscle aches and pains are a common side effect in patients taking 
statins, but rhabdomyolysis is rare. If a patient reports symptoms of 
myalgia and has creatine kinase three times the upper limit of normal, 
monitor the patient closely and consider stopping statin therapy. 

 Fibrates effectively reduce cardiovascular risk in patients with type 2 
diabetes, high TG or low HDL-C, and in patients who are overweight. 

 You can prescribe a combination of statins and a fibrate, but with 
caution. To reduce risk of myopathy with concomitant therapy, use 
fenofibrate instead of gemfibrozil.



Lipids

 Ezetimibe reduces the concentration of LDL-C by 15–20% as monotherapy, or 
when added to a statin. Long-term safety data is satisfactory. 

 Advise patients with elevated TG to take fish oil capsules/liquid and marine 
n-3 PUFA enriched food and drink by starting with a dose of 1200 mg per day 
of eicosapentaenoic acid (EPA) and docosahexaenoic acid (DHA). If 
appropriate, titrate the dose up to 4000 mg per day of EPA and DHA. Assess 
the patient’s response every 3–6 weeks until target TG levels are reached.











Blood pressure

Goal 

Patients with CHD achieve and maintain a blood pressure (BP) measurement 
of < 130/80 mmHg. 

This includes patients with or without diabetes and/or stroke/transient 
ischemic attack (TIA) and/or microalbuminuria (men > 2.5 mg/mmol, women 
> 3.5 mg/mmol). 



Diagnosis of hypertension 

 If systolic blood pressure (SBP) ≥ 140 mmHg or diastolic blood pressure (DBP) 
≥ 90 mmHg on multiple measurements over several occasions, consider 
diagnosis of hypertension.

 If possible, obtain the patient’s BP measurements when they are outside the 
clinic; for example, through ambulatory BP monitoring or self-measurement. 

This is particularly useful for patients with unusual variation in readings, 
suspected ‘white-coat hypertension’ or resistance to drug treatment.



Diagnosis of hypertension 

 Clinically assess all risk factors, detect end-organ damage and related 
comorbid conditions, and identify causes of secondary hypertension.

 Consider referring the patient to a physician or specialist clinic if they have: 

– SBP ≥ 180 mmHg or DBP ≥ 110 mmHg

– isolated systolic hypertension and widened pulse pressure (SBP > 140 mmHg 
and DBP < 90 mmHg) 

– suspected secondary hypertension

– BP that is difficult to manage.



Urinary albumin 
 Assess albuminuria in all patients with CHD by 

performing a urine albumin/creatinine ratio (ACR) 
on a spot urine specimen (preferably an early 
morning void). If ACR > 2.5 mg/mmol (men) or > 
3.5 mg/mmol (women), repeat to confirm.



Management of hypertension 

 Advise patients on weight management, physical activity, limiting alcohol 
intake to no more than two standard drinks per day (men), one standard drink 
per day (women), and maintaining a low salt diet . As appropriate, refer to 
relevant specialists (e.g. dietitian, exercise physiologist). 

 Unless there are good reasons for an alternative choice, we recommend ACE 
inhibitors (ACEI) as first-line antihypertensives in patients with pre-existing 
CVD, including CHD, stroke and peripheral vascular disease, or in patients 
with diabetes and hypertension.



Management of hypertension 

 In patients with diabetes and proteinuria, start treatment with either an ACEI 
or angiotensin II receptor antagonist (ARA) if ACEI-intolerant. 

 Most patients need appropriate drug combinations to reach their BP goals. 
Combination therapy may also minimise adverse effects. 

 Consider non-adherence with drug therapy as a cause of BP that is difficult to 
manage.



Diabetes
Goals

Patients with previously undiagnosed type 2 diabetes are identified.

In patients with diabetes, aim to maintain optimal blood sugar level (BSL) 
(HbA1c ≤ 7%), but be mindful of the potential harmful effects of optimising
blood glucose control (particularly weight gain).



Diabetes

Definitions

 Diabetes: fasting plasma glucose ≥ 7 mmol/L or 2-hour post-75 g oral glucose 
load ≥ 11.1 mmol/L.

 Impaired glucose tolerance: fasting plasma glucose < 7.0 mmol/L and 2-hour 
post-glucose load ≥ 7.8 and < 11.1 mmol/L. 

 Impaired fasting glucose: fasting plasma glucose 6.1–6.9 mmol/L.



Diabetes

Diagnosis

 All patients with CHD should be screened for diabetes. Acute coronary 
syndromes (ACS) often unmask glucose intolerance or diabetes.

 We do not recommend using finger prick glucose testing to diagnose 
diabetes.

 •Measure plasma glucose on a fasting venous sample. An accredited 
laboratory should do the analysis.



Diabetes
 For fasting plasma glucose levels 5.5–6.9 mmol/L (random 5.5–11.0 

mmol/L), perform an oral glucose tolerance test.

 A definitive diagnosis of previously undiagnosed type 2 diabetes should 
not be made during an acute cardiovascular event. Results that suggest 
undiagnosed diabetes should be confirmed 2 months after the acute 
event.



Management of type 2 diabetes 

 No clear independent effect of improving blood glucose control on 
macrovascular complications (e.g. CHD, stroke, peripheral vascular disease) 
has been observed in patients with type 2 diabetes. However, blood glucose 
management should be optimised because it reduces the development or 
progression of microvascular complications (e.g. retinopathy, nephropathy, 
neuropathy).



Management of type 2 diabetes 

 Patients with newly diagnosed type 2 diabetes should 
be routinely offered a trial of lifestyle modification. 
However, pharmacotherapy may also be needed for 
patients with significant hyperglycaemia. Treatment 
should be intensified if diabetes management is not at 
target and becomes worse after 3–6 months of a specific 
treatment strategy, or sooner if there is significant 
hyperglycaemia.

 Treatment of other risk factors, including 
dyslipidaemia, hypertension, overweight/obesity and 
smoking, is particularly important for patients with 
diabetes. 

 In patients with diabetes with proteinuria, start 
treatment with either an ACEI or ARA if ACEI-intolerant.



Pharmacological management

Antiplatelet agents



For patients with CHD 

 All patients with CHD should take 75–150 mg/day of aspirin unless 
contraindicated. 

 Clopidogrel can be taken instead of aspirin when aspirin is contraindicated. 

 Clopidogrel should be considered in combination with aspirin in patients who 
have recurrent cardiac ischaemic events. 

 Clopidogrel use carries an increased risk of bleeding during surgery.



Anticoagulants
 recommend using warfarin in patients who 

have had an MI who are at high risk of systemic 
thromboembolism because of atrial fibrillation, 
mural thrombus or previous embolisation. It 
may sometimes be combined with aspirin 
and/or clopidogrel, but in this circumstance 
patients should be closely observed for signs of 
bleeding. The need for warfarin should be 
reviewed after 3 months. 

 A number of new anticoagulant therapies are 
becoming available for use in patients in whom 
warfarin is inappropriate.



Anticoagulant drugs in sinus rhythm



ACEIs/ARAs

 recommend prescribing ACEIs for everyone with CHD, especially in patients 
at high risk of recurrent events, unless contraindicated. Start therapy early 
post-MI.

 Consider prescribing ARAs for patients who develop unacceptable side effects 
while taking ACEIs. Monitor renal function among patients taking these 
agents.



Beta-blockers

 recommend prescribing beta-blockers in all patients post-MI, especially in 
patients at high risk of recurrent events, unless contraindicated.

 High-risk patients are defined as patients with either:

– significant myocardial necrosis

– left ventricular (LV) systolic dysfunction

– persistent evidence of ischaemia

– ventricular arrhythmia.



Statins
 We recommend statin therapy for all patients with CHD (apart from in 

exceptional circumstances). For patients admitted to hospital, statin 
therapy should be started while they are in hospital 



Aldosterone antagonists

 Eplerenone may be prescribed early (3–14 days) post-MI in patients with LV 
systolic dysfunction and symptoms of heart failure.



Short-acting nitrates
 All patients should be prescribed a short-acting nitrate, unless 

contraindicated, and provided with a written action plan for chest pain.



Anti-ischaemic drugs

 Nicorandil, ranolazine, ivabradine, or trimetazidine
should be considered as a second-line treatment

to reduce angina frequency and improve exercise tolerance 
in subjects who cannot tolerate, have contraindications to,

or whose symptoms are not adequately controlled by beta-
blockers, CCBs, and long-acting nitrates.



medical examinations are conducted

forms of angina pectoris
angina pectoris FC I - II

1 time in 6 months:

 medical checkup;

 ECG, cholesterol

Once a year - a biochemical blood test (glucose, LDL)

1 time in 2 years:

treadmill test or veloergometric test with ECG control;

Echocardiography with doppler

on indications:

international normalized attitude (hereinafter referred to as "INR");

glycated hemoglobin (HbA1C), creatinine



angina pectoris
(angina pectoris FC III - IV) medical 
examinations are conducted

1 time in 6 months:

 medical checkup;

 ECG, cholesterol (increasing the frequency of research is determined by a 
cardiologist individually)

Once a year:

 OAM, biochemical blood test: glucose, LDL, creatinine;

 ECG, treadmill test or VEP with ECG monitoring

1 time in 2 years - Echocardiography with doppler

by indications - INR, HbA1C, creatinine



Arterial hypertension

 Arterial hypertension (AH) in its socio-medical significance is one of the major 
health challenges. In industrialized countries, hypertension affects about 15% 
of adult population. According to the Ministry of Health of the Republic of 
Belarus in 2010 in Belarus, there were 1.5 million patients with hypertension, 
and in the structure of mortality rank it is the first complication of 
cardiovascular disease (myocardial infarction, cerebral infarction, heart 
failure).



Prevalence of hypertension
 Based on office BP, the global prevalence of hypertension was 

estimated to be 1.13 billion in 2015, with a prevalence of over 150 
million in central and eastern Europe. The overall prevalence of 
hypertension in adults is around 30 − 45%, with a global age-
standardized prevalence of 24 and 20% in men and women, 
respectively, in 2015. This high prevalence of hypertension is 
consistent across the world, irrespective of income status, i.e. in 
lower, middle, and higher income countries. Hypertension becomes 
progressively more common with advancing age, with a prevalence 
of >60% in people aged >60 years. As populations age, adopt more 
sedentary lifestyles, and increase their body weight, the 
prevalence of hypertension worldwide will continue to rise. It is 
estimated that the number of people with hypertension will 
increase by 15–20% by 2025, reaching close to 1.5 billion.





Diagnosis of hypertension 

 According to the WHO/ISH guidelines in adults of both sexes of all ages AH 
is characterized by increased blood pressure > 140/90 mm Hg. AH is 
revealed by repeated rates during 2-3 visits to a therapist.



Definitions of hypertension 
according to office, ambulatory, 
and home blood pressure levels

Category SBP (mmHg) DBP (mmHg)

Office BP ≥140 and/or ≥90

Ambulatory 
BP

Daytime (or 
awake) mean ≥135 and/or ≥85

Night-time 
(or asleep) 
mean

≥120 and/or ≥70

24 h mean ≥130 and/or ≥80

Home BP 
mean ≥135 and/or ≥85



Ten year cardiovascular risk 
categories (Systematic COronary
Risk Evaluation system)



Correction factors for the Systemic COronary Risk 
Evaluation (SCORE) cardiovascular risk estimates 
in first-generation immigrants to Europe

Region of origin Multiplication factor

Southern Asia 1.4

Sub-Saharan Africa 1.3

Caribbean 1.3

Western Asia 1.2

Northern Africa 0.9

Eastern Asia 0.7

Southern America 0.7









PREVENTION OF ARTERIAL 
HYPERTENSION

Identifying people with risk factors for hypertension:

- Exogenous: 

 Long-term and frequent psycho-emotional stress; 

 cranial trauma and concussions; 

 kidney disease in the past; 

 smoking; 

 alcohol abuse; 

 high salt intake; 

 over-nutrition, especially for those prone to obesity; 

 lack of exercise; 

 different industrial RF’s.



risk factors for hypertension

- Endogenous: 

 genetic predisposition; 

 personal traits that appear in childhood and adolescence; 

 psycho-emotional instability with marked sympathoadrenal responses to 
small stimuli;

 vegetative dystonia; 

 pregnancy; 

 menopause; 

 reduced gonadal function in men;

 endocrine system disorders; 

 age.



prevention  

 It is a set of health interventions aimed at early detection and 
treatment of existing diseases. It includes specific measures taken by 
the medical institutions in the prevention of progression of existing 
diseases, their early detection, their effective treatment and 
rehabilitation. 

 The goal of secondary prevention is to prevent the possibility of 
exacerbation or complications of emerging diseases, i.e. to slow down 
the progression of diseases.



Dispancerization of patients with 
arterial hypertension 

All patients with hypertension are the third group of 
dispensary (D III). 

Depending on the severity of the disease, they are 
examined by a physician. 
At least 1 time a year, they should be assessed by a 
cardiologist, neurologist, neuropsychiatrist, 
ophthalmologist. 



Key steps in physical examination
Body habitus

Weight and height measured on a calibrated scale, with calculation 
of BMI

Waist circumference

Signs of hypertension-mediated organ damage

Neurological examination and cognitive status

Fundoscopic examination for hypertensive retinopathy

Palpation and auscultation of heart and carotid arteries

Palpation of peripheral arteries

Comparison of BP in both arms (at least once)



Secondary hypertension

Skin inspection: cafe-au-lait patches of neurofibromatosis 
(phaeochromocytoma)

Kidney palpation for signs of renal enlargement in polycystic kidney 
disease

Auscultation of heart and renal arteries for murmurs or bruits indicative 
of aortic coarctation, or renovascular hypertension

Comparison of radial with femoral pulse: to detect radio-femoral delay in 
aortic coarctation

Signs of Cushing’s disease or acromegaly

Signs of thyroid disease



Routine workup for evaluation of 
hypertensive patients

Routine laboratory tests

Haemoglobin and/or haematocrit

Fasting blood glucose and glycated HbA1c

Blood lipids: total cholesterol, LDL cholesterol, HDL cholesterol

Blood triglycerides

Blood potassium and sodium

Blood uric acid

Blood creatinine and eGFR

Blood liver function tests

Urine analysis: microscopic examination; urinary protein by 
dipstick test or, ideally, albumin:creatinine ratio

12-lead ECG



The most commonly used simple criteria and recognised cut-off points 
for definitions of electrocardiogram left ventricular hypertrophy

ECG voltage criteria Criteria for LVH

SV1+RV5 (Sokolow–Lyon criterion) >35 mm

R wave in aVL ≥11 mm

SV3+RaVL (Cornell voltage) Cornell 
duration product

>28 mm (men)

>20 mm (women)

>2440 mm.ms



goal of activities

- Improvement of the condition.
- Decrease in blood pressure to target levels 
in
for 3-6 months of treatment,
- elimination modified risk factors.

- Lack of progression of target organ 
damage.



Treatment is carried out constantly 
with correction of doses of 
medicines depending on the level 
of blood pressure.



Summary of office blood pressure 
thresholds for treatment

Age group Office SBP treatment threshold (mmHg)

Office DBP 
treatment 
threshold 
(mmHg)

Hypertensio
n + Diabetes + CKD + CAD + 

Stroke/TIA

18 − 65 
years ≥140 ≥140 ≥140 ≥140 ≥140 ≥90

65 − 79 
years ≥140 ≥140 ≥140 ≥140 ≥140 ≥90

≥80 years ≥160 ≥160 ≥160 ≥160 ≥160 ≥90

Office DBP 
treatment 
threshold 
(mmHg)

≥90 ≥90 ≥90 ≥90 ≥90





Prevention of chronic gastritis and peptic ulcer



Gastric and duodenal ulcers are breaks in the gastric and 
duodenal mucosa. Both gastric and duodenal ulcers relate 
to the corrosive action of pepsin and hydrochloric acid on 
the mucosa of the upper gastrointestinal tract. Ulcers 
generally range between 3 mm and several centimeters in 
diameter.



Approximately 25 million Americans 
suffer from peptic ulcer disease at 
some point in their lifetime. Each year 
there are 500,000 to 850,000 new 
cases of peptic ulcer disease and more 
than one million ulcer-related 
hospitalizations.



Ulcer symptoms
 The most common ulcer symptom is gnawing or burning pain in the 

epigastrium. This pain typically occurs when the stomach is empty, 
between meals and in the early morning hours, but it can also 
occur at other times. It may last from minutes to hours and may be 
relieved by eating or by taking antacids.

 People who do have symptoms often experience the following:

 upper abdominal pain

 indigestion

 bloating

 nausea

 vomiting

 belching

 loss of appetite

 weight loss



The causes of reactive gastritis may 
include 

 nonsteroidal anti-inflammatory drugs (NSAIDs), a type of over-the-counter 
medication. Aspirin and ibuprofen are common types of NSAIDs.

 drinking alcohol. 

 using cocaine.

 exposure to radiation or having radiation treatments.

 reflux of bile from the small intestine into the stomach. Bile reflux may 
occur in people who have had part of their stomach removed. 

 a reaction to stress caused by traumatic injuries, critical illness, severe 
burns, and major surgery. This type of reactive gastritis is called stress 
gastritis.



Common causes of gastritis include 

 Helicobacter pylori (H. pylori) 
infection 

damage to the stomach lining, which 
leads to reactive gastritis 

 an autoimmune response





H. pylori infection. 

H. pylori is a type of bacteria—organisms that 
may cause an infection. H. pylori infection
 causes most cases of gastritis
 typically causes nonerosive gastritis
 may cause acute or chronic gastritis





Treating H. pylori infection with 
antibiotics is important, even if a 
person does not have symptoms from 
the infection. Curing the infection 
often cures the gastritis and 
decreases the chance of developing 
complications, such as peptic ulcer 
disease, MALT lymphoma, and gastric 
cancer. 



To help prevent infection, health care providers 
advise people to 

• wash their hands with soap and water after 
using the bathroom and before eating
• eat food that has been washed well and cooked 
properly
• drink water from a clean, safe source



Gastritis and Peptic Ulcer Disease: 
Nutritional Considerations

High–fiber diets.
A large cohort study at the Harvard School of Public Health 
found that high–fiber diets were associated with reduced 
risk for developing duodenal ulcer. 

Over a 6–year period, the risk was 45% lower for those with 
the highest fiber intake, compared with those with the 
lowest. 

Food sources of soluble fiber (oats, legumes, barley, certain 
fruits and vegetables) were especially protective, resulting 
in a 60% lower risk for this group





Diets high in 
vitamin A

 In the same Harvard cohort study, total 
vitamin A intake (from food and 
supplements) was associated with lower 
risk. The risk was 54% lower among 
persons consuming the most vitamin A, 
compared with those consuming the 
least.



Green tea

 Several studies show that regular green tea 
consumption is associated with a 40% to 50% lower 
risk for gastritis. Cellular tests suggest that the 
catechins in green tea (eg, epigallocatechin–3–
gallate, EGCG) may suppress H pylori–induced 
gastritis through antioxidant and antibacterial 
actions. However, current evidence is not yet 
sufficient for recommending green tea for 
prevention of gastritis.



Avoiding alcohol

 The relationship between alcohol and gastritis 
and peptic ulcer is complex, and may be 
related to amounts consumed. Chronic alcohol 
abuse favors H pylori infection, and the 
ammonia produced by this organism contributes 
to gastritis. Alcohol may also slow the rate of 
healing in established ulcers, although this has 
not been demonstrated in patients on proton 
pump inhibitors.



Avoiding coffee
 Coffee, either in its caffeinated or decaffeinated forms, stimulates acid 

secretion, and some studies have suggested a correlation between coffee 
intake and symptoms in patients with duodenal ulcer.

 Coffee consumption may also mediate the relationship between H 
pylori infection and ulcer, although studies have variously found coffee 
consumption to be associated with both increased and decreased risk 
for H pylori infection. Overall, there is no current evidence implicating 
coffee consumption in the susceptibility to, treatment of, or recovery 
from gastritis.



 Probiotics (eg, Lactobacillus caseii) interfere with H 
pylori adhesion to epithelial cells, attenuate H pylori–induced 
gastritis, and inhibit growth of H pylori in humans, in addition to 
reducing the side effects of eradication treatment. Combining 
probiotic treatment with omeprazole, amoxicillin, and 
clarithromycin in H pylori–infected children significantly improved 
the treatment effectiveness, compared with drug treatment 
alone. Further study is needed to determine if probiotic treatment 
results in the prevention of initial infection, reduction of gastritis 
symptoms, prevention of ulcer occurrence, and improved healing 
of gastric lesions.



atrophic gastritis

 Health care providers may treat people with 
pernicious anemia due to autoimmune atrophic 
gastritis with vitamin B12 injections. 



stop taking the NSAIDs

Avoiding the cause of reactive gastritis 
can provide some people with a cure. 
For example, if prolonged NSAID use is 
the cause of the gastritis, a health 
care provider may advise the patient 
to stop taking the NSAIDs, reduce the 
dose, or change pain medications.





 Health care providers may prescribe 
medications to prevent or treat stress 
gastritis in a patient who is critically ill or 
injured. Medications to protect the stomach 
lining include sucralfate (Carafate), H2 
blockers, and PPIs. Treating the underlying 
illness or injury most often cures stress 
gastritis.



Examination Required lab tests: 

 full blood count;
 total protein and protein fractions; 
 histological and cytological examination of 

biopsy; 
 Urinalysis; 
 fecal occult blood test.



Required instrumental investigations: 
 esophagogastroduodenoscopy with biopsy and brush histology; 

 Ultrasound of the liver, biliary tract and pancreas. 

Additional research and expert advice are implemented according to the 
main symptoms of the disease and the supposed concominant diseases.

- Urea breath test. A health care provider may use a urea breath test to 
check for H. pylori infection. 

- Immunological: Antibodies to HP  

Antibodies to parietal cells  

Antibodies to internal factor



Dispanserization
patients only with:

 K25 Stomach Ulcer
 K26 Duodenal ulcer intestines

 K29.4 Chronic atrophic gastritis



Stomach ulcer, Ulcer of the duodenum
medical examination is conducted:

Once a year:

 medical checkup;

 measurement of body mass index (hereinafter - BMI);

 occult blood feces analysis

Once in 3 years - a biochemical blood test (alkaline phosphatase, gamma-
glutamyl transpeptidase, total protein, amylase, cholesterol, iron)

on indications:

esophagogastroduodenoscopy (hereinafter - EGDS); Ultrasound examination, 
X-ray of the stomach;

consultation of a gastroenterologist, consultation of a surgeon



 Observation of a general practitioner (general 
practitioner) by a GP in the persistence of Hp
infection, the continuous intake of non-steroidal 
anti-inflammatory drugs (hereinafter - NSAIDs) or 
antiplatelet agents is permanent constantly D 
(III):

Translation into group D (II):

 in the absence of Hp infection and the 
administration of NSAIDs or antiplatelet agents;

 in the absence in the last 3 years of relapses, 
latent blood in the feces, symptoms of anxiety, 
weight loss, anemia



Chronic atrophic gastritis
medical examinations are conducted

At a chronic helicobacter pylori atrophic moderate or severe degree without 
dysplasia; light degree with metaplasia (OLGA II - IV) is performed:

Once a year - medical examination;

1 time in 3 years:

biochemical blood test (iron, ferritin);

EGDS with biopsy for staging on OLGA;

by indications - ultrasound of the abdominal cavity, Rh-copy of the stomach with 
barium suspension



 In chronic helicobacter pylori atrophic gastritis with dysplasia, 
autoimmune atrophic gastritis:

Once a year:

 medical checkup;

 biochemical blood test: iron, ferritin;

 EGDS with biopsy for staging on OLGA:

1 time in 3 years - with autoimmune atrophic gastritis;

1 time in 6 months - with mild (moderate) dysplasia. In case of detection of 
severe dysplasia (based on the results of a biopsy material study) - repeated 
EGDS followed by advice from an oncologist; by indications - consultation of a 
hematologist

When reinfection, HP - control of eradication efficiency (repeated EGDS or 
13C-carbon respiratory test for Hp or stool analysis for Hp antigens in 4-8 
weeks after the end of treatment)
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