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Abstract  Case Report 
 

A 60-year-old man in reasonably good overall health presented with hematemesis and melena, along with chronic 

epigastric pain suggestive of an ulcer, without vomiting or fever. Clinical examination revealed epigastric tenderness, 

and laboratory tests showed anemia. Abdominal CT scan revealed thickening of the gastric wall, and 

esophagogastroduodenal endoscopy identified a giant gastric ulcer measuring 50 mm in diameter at the antral level. 

The initial series of multiple and deep biopsies did not indicate any signs of malignancy. The patient was treated with a 

double dose of proton pump inhibitors (PPIs), and an endoscopic follow-up after six weeks showed no clinical or 

endoscopic improvement. The second series of biopsies after treatment was also negative. Partial gastrectomy was 

performed, and histopathological examination of the resected specimens confirmed a benign gastric ulcer measuring 

50 mm at the antre level. 
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INTRODUCTION 
Gastro-duodenal ulcer (GDU) is a relatively 

common condition that is easily treated with lifestyle 

modifications and proton pump inhibitors (PPIs). 

Clinicians are generally aware of known risk factors, 

including Helicobacter pylori infection, non-steroidal 

anti-inflammatory drugs (NSAIDs) use, and lifestyle 

factors such as stress and smoking [1]. 

 

A giant gastric ulcer is an ulcer with a diameter 

of more than 2-3 cm, which can lead to complications 

such as perforation, bleeding, obstruction, and 

malignant transformation. This type of ulcer was once a 

common presentation of GDU before the advent of PPIs 

in the 1980s and the treatment of Helicobacter pylori 

infection in the 1990s. 

 

It is usually located in the lower curvature of 

the stomach but can be found in any part of the 

stomach. It is more likely to be malignant, especially in 

elderly individuals, and is highly prone to perforation 

due to its size [2]. We report this case of a giant benign 

gastric ulcer in an elderly subject with characteristics 

suggesting malignancy during initial visual, 

histological, and radiological inspection [3]. 

 

CASE REPORT 
A 60-year-old man was referred to our facility 

for several episodes of moderate hematemesis and 

melena over the past three weeks, accompanied by 

ulcer-like epigastric pain. The patient was a chronic 

smoker with no history of taking non-steroidal anti-

inflammatory drugs (NSAIDs) or other significant 

comorbidities. 

 

On clinical examination, the patient was stable 

in terms of hemodynamics and respiration, afebrile, and 

in reasonably good overall health, with tenderness in 

the epigastric region upon abdominal palpation. 

 

Upon admission, his laboratory tests showed 

hypochromic microcytic anemia with a hemoglobin 

level of 7.4 g/dL and low ferritin levels. The white 

blood cell count was 4570/mm3, and platelet count and 

coagulation factors were normal. Biochemical tests 

revealed elevated serum blood urea nitrogen (95.1 

mg/dL) and elevated serum creatinine (2.37 mg/dL). 

The patient was admitted and immediately started on 

high-dose PPI therapy after adequate resuscitation. 

 

Abdominal X-ray did not show free 

intraperitoneal air. Abdominal CT scan revealed 
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thickening of the gastric wall without neighboring 

lymphadenopathy (Fig. 1). Esophagogastroduodenal 

endoscopy revealed an active giant gastric ulcer, 

measuring 50 mm in diameter, at the antre level, with 

multiple elevated white lesions at the base of the ulcer, 

presenting a budding appearance, and food debris 

within the ulcer (Fig. 2). A diagnosis of a giant gastric 

ulcer or gastric cancer was suggested. Two series of 

multiple and deep biopsies were performed, and the 

histopathological examination of the resected 

specimens confirmed a benign gastric ulcer with no 

signs of malignancy, and Helicobacter pylori was not 

detected. A partial gastrectomy of the antre was 

performed. The patient remained asymptomatic at the 

first follow-up, one and a half years later. 

 

 
Figure 1: Axial CT scan section showing a localized thickening of the gastric wall. 

 

 
Figure 2: Esophagogastroduodenal endoscopy showing an active gastric ulcer, measuring 50 mm in diameter, at 

the antral level, and the presence of multiple elevated white lesions at the base of the ulcer with a budding 

appearance of the edges and food debris within the ulcer. 

 

DISCUSSION 
GDU remains a common medical issue 

worldwide, with a lifetime prevalence ranging from 

approximately 11% to 20% despite the widespread use 

of proton pump inhibitors (PPIs) [4]. The 

etiopathogenesis of GDU is heterogeneous, and the 

most significant factors in ulcer causality are the use of 

NSAIDs and Helicobacter pylori infection. The 

development of gastric ulcers is mainly associated with 

a weakened defense capacity of the gastric mucosa and 

normal or decreased levels of gastric acid secretion, 
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while duodenal ulcers are more often linked to 

hypersecretion of gastric acid [5]. Giant gastric ulcers 

are arbitrarily defined as ulcers larger than 2 cm in 

diameter [6]. This situation remains an enigma in 

clinical practice. Such cases should be discussed during 

your oncology meeting. Poor healing seems to be more 

frequent in the elderly, those with significant 

comorbidities, and those on certain medications, such as 

NSAIDs, potassium chloride, bisphosphonates, 

doxycycline, or nicorandil. Chronic gastric ulcerations 

have also been reported following invasive 

adenocarcinoma, lymphoma, stromal tumor, 

cytomegalovirus (CMV) infection, and lymphoma [7]. 

The vast majority of giant ulcers occur in the body of 

the stomach compared to those that develop in the pre-

pyloric region or in the duodenum [8]. Data regarding 

the pathophysiology of giant peptic ulcers are scarce, 

and various explanations have been proposed for why 

some subsets of patients develop these giant ulcers. 

These factors include genetic predisposition, dietary or 

environmental factors, microbial influence, variations in 

the immune response, or a combination of all these 

factors, in addition to H. pylori and NSAID use [9]. 

 

They are associated with a statistically 

significantly higher need for emergency surgery, overall 

higher mortality, and a tendency towards higher 

operative mortality than those associated with gastric 

ulcers measuring less than 3 cm in diameter [10]. The 

most serious complications of peptic ulcers include 

bleeding, perforation, obstruction, and malignant 

transformation. The majority of GDU cases present 

with bleeding, manifesting as melena, hematochezia, 

hematemesis, or a combination of these. Complete 

endoscopic hemostasis is much more difficult to 

achieve in actively bleeding giant duodenal ulcers than 

giant gastric ulcers [11]. Perforation occurs in 

approximately 2 to 10% of ulcers. It usually involves 

the anterior wall of the duodenum (60 percent), 

although it can also occur in antral gastric ulcers (20 

percent) [12]. An article reported the outcomes of 129 

"giant gastric ulcers" (defined in this study as ulcers 

large enough to occupy at least one stomach wall) [7]. 

Compared to patients with smaller gastric ulcers (likely 

occupying less than one gastric wall), patients with 

giant gastric ulcers were significantly older (p < 0.05), 

had more aggressive disease with a higher risk of 

bleeding, and more frequently presented with anorexia 

and weight loss. In this study, the most common 

location for a giant gastric ulcer was the gastric body. 

The healing rate at 12 weeks was 88% in patients under 

PPI therapy. Only two of the identified giant gastric 

ulcers were eventually found to be malignant. In the 

context of the patient's hemodynamic stability, medical 

management is preferable. Available clinical data 

suggest that PPI therapy should be the first- line 

medical management [13]. Although there is an 

increased rate of malignancy compared to regular 

gastric ulcers (approximately 7% versus 2%), current 

recommendations advocate for endoscopic evaluation 

with multiple biopsies and brush cytology for 

assessment rather than resection [14, 15]. Surgery is not 

indicated in the initial management and is reserved only 

for emergency situations or cases of proven malignancy 

by biopsy. 

 

As I have seen several negative cancers 

correctly identified by endoscopy and biopsy but 

confirmed by laparoscopy with gastric wedge biopsy, 

although a gastric wedge biopsy definitively excludes 

cancer, there is a risk of ulcer complications such as 

bleeding (12 to 44%) and perforation (1 to 2%) [16]. 

For this reason, a portion of benign giant ulcers may 

eventually be treated with partial gastrectomy; I believe 

this would be the best course of action for this patient. 

However, perioperative mortality can be high with 

emergency surgery in an elderly patient [17- 19]. Our 

patient underwent partial gastrectomy with a 

straightforward post-operative course and good 

progress after one year of follow-up. 

 

CONCLUSION 
Despite advancements in the management of 

GDU with the use of PPIs and endoscopic techniques, 

giant gastric ulcers are still associated with high rates of 

morbidity and mortality. Therefore, surgical evaluation 

of a patient with giant GDU should be an integral part 

of patient care. Discontinuation of NSAIDs and 

eradication of H. pylori are recommended as part of the 

treatment protocol. Giant ulcers require radical surgery 

rather than routine omental patch closure or ulcer 

excision. 
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