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Introduction

One in every seven men in the UK has had a stomach or duodenal 
ulcer by the time he is 40. This figure seems huge, but in many 
developing countries the figure is much higher. Even in some 
countries in the Global North, like Japan, up to half of all men and 
around a quarter of all women have a history of ulcers.

The real surprise, however, is that ulcers do not occur even more 
often. Because the miracle of the stomach is that its whole purpose 
is to digest food – which after all is made up of exactly the same 
materials as the stomach – without at the same time digesting itself.

An ulcer arises when the stomach’s protection from self-digestion 
breaks down.

Why ulcers occur, where they occur, how they affect you, and 
how they can be treated and prevented, is the subject of this book. 
It is meant for people with ulcers and their partners and families.

The first edition was written in 1992, at a time of completely new 
thinking among doctors about the causes and treatment of ulcers. 
Much of the time-honoured advice about ulcers had been shown 
to be completely wrong. For example, eating particular foods does 
not cause ulcers – a normal stomach can cope well with curries or 
fries – and turning to a bland milky diet does not cure them. In fact 
it can make you even more ill.

There is little evidence that stress is a major cause of ulcers or 
that changing your lifestyle helps much once you have acquired 
an ulcer.

Before the 1990s no doctor would have considered that ulcers 
might be caused by an infection: the very idea would have been 
laughed at. Students suggesting such a thing would have been 
failed. It was thought that the stomach digestive juice was too 
acidic for any germ to survive in it. Yet now, duodenal ulcer, in 
particular, can be cured and its recurrence prevented not by pre-
scribing the classical drugs to neutralize acidity, but by treating it 
as an infection with a cocktail of antibacterial drugs.

This followed the discovery that deep in the lining of the 
stomach in many people with ulcers there is a thriving colony 
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of bacteria called Helicobacter pylori. This germ is unique, as far as 
we know, to the human gut. Its link with ulcers was sprung upon 
doctors in the early 1980s, but it took more than a decade for it to 
be accepted. One chapter of this book is devoted to Helicobacter and 
its treatment.

But before Helicobacter came ‘H2 antagonists’. These drugs – the 
first were cimetidine and ranitidine (Tagamet and Zantac) – are now 
household names. They won a Nobel Prize for the researchers who 
discovered them and have made billions of pounds for the phar-
maceutical companies marketing them. And they revolutionized 
the treatment of ulcers. With them, the need to operate on ulcer-
ated stomachs virtually disappeared overnight. People could at last 
live with their illness – although the drugs had to be continued for 
perhaps years to avoid recurrences.

The story of H2 antagonists and their successors the ‘proton 
pump inhibitors’, the first of which was omeprazole (Losec), is also 
told in the chapters on treatment.

However, drugs are not the only aspect of management of ulcers. 
They must be taken along with a reappraisal of your lifestyle. 
Lifestyle changes alone may not help, but in combination with 
active antiulcer treatment they can greatly improve your quality of 
life. The aim of this book is to do just that – to improve the quality 
of life for all people with ulcers, and their sometimes equally 
suffering carers!
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Ulcers, indigestion and dyspepsia: 

how to tell them apart

The crucial symptom of an ulcer is pain. It can be just a discomfort 
to some, and a severe, crippling, work-stopping pain to others, and 
it can be of any severity between these two extremes.

The pain is usually in the pit of the stomach, the depression in 
the abdomen just below the breastbone, in the centre. However, it 
can also bore into the back, or spread further down the abdomen 
to the navel. Pain below the navel is almost certainly not due to 
an ulcer.

Some describe the pain as a gnawing sensation, which is inter-
esting, as very few people have ever actually been gnawed! Doctors 
hearing that description are quickly alerted to the possibility of an 
ulcer. Others describe the pain as like toothache, and still others as 
a burning sensation.

A pain that virtually clinches the diagnosis of ulcer, almost 
without the need to do further tests, is one that wakens you around 
2.00 a.m. It is relieved quickly by a drink of milk or an antacid 
preparation – anything from sodium bicarbonate to one of the 
hundreds of complicated aluminium- or magnesium-containing 
mixtures available from your pharmacy. I have known people with 
an ulcer to keep a glass of beer beside their bed as their most effec-
tive and immediate relief, which suggests that for some of them the 
pain may be ‘washed away’ purely by the diluting action of water 
as effectively as it is neutralized by an antacid. There is anecdotal 
evidence (from a doctor who treated his fellow political prisoners) 
that water (all he could give them) did ease their ulcer symptoms, 
and that drinking it before and after their less than nutritious meals 
helped to keep them clear of further pain. 

Some people find that vomiting relieves the pain. The material 
they bring up is often acidic, so it is sour-tasting, and is usually bile-
stained (green or yellow). It used to be thought that this was a sign 
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of an ulcer in the duodenum (see Chapter 2), but it can occur with 
both stomach and duodenal ulcers.

The pain often relates to eating, but in different ways in different 
people. For a very few people the act of eating brings on almost 
immediate pain. Frankly, this is more commonly a sign of nervous 
dyspepsia (explained below) than of ulcer, although it may, in a few 
people, denote a stomach (gastric) ulcer.

It is much more common for ulcer pain to start 2–3 hours after 
a meal, when the stomach is empty, and for it to be relieved by 
another snack. Many ulcer-prone people, snacking like this for 
years, put on a lot of weight as a result.

For some people the pain is a daily event. It is never there on 
waking or before breakfast, but starts around noon and gradually 
worsens throughout the day, being worse in the evening. It is also 
relieved by antacids or food, and people with this type of pain 
always carry antacid tablets around with them, chewing them 
several times a day. If you are into this daily habit you should 
seek your doctor’s advice.

Ulcer symptoms of all types are ‘periodic’ in that they may bother 
people for days or even a few weeks at a time, then disappear, 
perhaps for months or a year or two. Many people with an ulcer 
follow this pattern throughout their adult lives, and can give no 
obvious reason for the relapsing/improving pattern of symptoms.

An extra symptom, apart from the pain, that signifies probable 
ulcer disease is waterbrash. This is a sudden filling of the mouth 
with saliva. It goes along with heartburn, a hot, burning feeling 
in the centre of the chest behind the breastbone. Waterbrash and 
heartburn are also signs of hiatus hernia, in which there is ulcera-
tion of the lower oesophagus (see Chapter 2), and this, too, needs 
to be taken into account when the diagnosis is made.

‘Dyspepsia’ or ‘indigestion’

Here, something must be said about ‘dyspepsia’ or ‘indigestion’. 
Many people label their symptoms with one of these words. 
Medically they are meaningless, and have more to do with the 
long history of patent medicine advertising than medical accuracy. 
People complaining of dyspepsia or indigestion usually describe 
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their pain as hot, burning or bloating, rather than gnawing or dull 
and aching.

Dyspepsia is commonly thought of as pain or discomfort in 
the upper abdomen or the centre of the chest linked to eating. 
Dyspeptic and ulcer pains differ, therefore, in their timing and 
severity. Untreated ulcer pain lasts at the same level of intensity 
for an hour or more. Dyspepsia is sharper and shorter, coming in 
spasms. Both must be differentiated from colic, in which the pain 
shoots to a climax, then dies away, only to reappear a few minutes 
later, and to continue in cycles of painful and pain-free periods.

Colic can arise from the gall bladder and bile ducts or the large 
bowel. Gall bladder colic tends to be felt in the upper right quarter 
of the abdomen, just below the ribs. It may occur in the midline, 
where ulcer pain is felt, but it is never left-sided. Bowel colic is 
mainly in the left lower abdomen, below the navel. Pain felt only 
below the navel is likely to come from bowel or bladder irritation, 
and is almost never due to peptic ulcer.

Symptoms of dyspepsia or indigestion are not by themselves signs 
of ulcers. They are much more likely to be the result of a ‘nervous 
gut’, in which the mechanisms, nervous and hormonal, controlling 
the process of digestion throughout the gut are disturbed.

People with dyspepsia, for example, often complain of ‘acidity’, 
despite the fact that, when their stomach juices are examined, 
their acid level is normal or even below normal. Television adver-
tisements featuring remedies for ‘acid indigestion’ can be most 
misleading. People who cannot tolerate ‘acid’ foods such as oranges 
or orange juice have to come to terms with the unpalatable fact 
(to them) that their own stomach juices are far more acid than the 
offending food.

Others claim that a particular food is ‘indigestible’ or ‘disagrees’ 
with them. Sadly, when they agree to investigation of their stomach 
juices, it is proved time and again that the suspect food is digested 
as easily and with as little reaction as any other. When the food 
(fried fatty foods and cheeses are good examples) is given by gastric 
tube, so that it is not tasted and is unknown to the person taking it, 
there is no reaction and it is treated by the stomach in exactly the 
same way as other digestible foods!

Food allergies as a cause of indigestion or dyspepsia must also be 
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very much rarer than is claimed. Researchers studying the processes 
going on in the stomach, duodenum and the rest of the gut have 
shown that the so-called allergenic foods are digested as easily as 
any other and cause no abnormal reaction within the stomach. All 
the evidence points to the fact that indigestion due to food allergy 
is more in the mind than in the stomach. One exception, and that 
is rare, is cow’s milk allergy in small children. This causes diarrhoea 
rather than indigestion.

Diseases that are truly caused by intolerance to particular foods 
include coeliac disease, which is a reaction to gluten, a component 
of many flours and grains. This, too, causes diarrhoea and weight 
loss rather than dyspepsia or indigestion. It affects the small bowel, 
rather than the stomach or duodenum.

Sorting out the cause of your pain

By the time you have read this far you will have recognized that 
you cannot diagnose the source of any stomach pain just from the 
symptoms alone. Stomach pains vary in their quality, their severity, 
their timing, their position, their relation with food and sleep, and 
in the actions that bring them on (if any).

However, there are some guidelines that help to sort out ulcer 
symptoms from those due to other causes. They are not hard and 
fast, but if you have some of the pointers to ulcer they should make 
you think twice about treating yourself for indigestion or dyspepsia 
and encourage you to go to your doctor for examination and tests.

Pointers towards ulcer include:

●● Pain in the pit of the stomach, not far to either side, above the 
navel, gnawing or boring and not necessarily severe, that persists 
for an hour or more and fluctuates a little without being colicky.

●● If the area of pain is so localized that you can point to it with one 
finger consistently, it is more than likely to be ulcer pain.

●● Pain that starts when you are hungry, rather than immediately 
after food, or wakes you up at night. It may get worse gradually 
during the day. It is eased by food, milk or antacids, not worsened 
by them.
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●● It can be so frequent that it makes you snack between meals (to 
stop it), so that you put on weight, rather than lose it.

●● It can appear for a few days at a time, then disappear for weeks, 
months or even years before it recurs.

●● Even when there is ulcer pain there is no tenderness when the 
doctor presses firmly down on the painful area. The exception to 
this is when there are complications, which are described below.

Pointers towards nervous dyspepsia include:

●● Pain in the pit of the stomach, but usually also elsewhere in the 
abdomen, to the left or right, or below. It starts immediately 
after eating, sometimes a specific food to which the person feels 
sensitive. It is not eased particularly well by antacids or milk, and 
certainly not by more food.

●● It is usually a sharp pain, like a burning sensation: it is often 
linked with a bloating feeling and with sickness. It is not closely 
defined – you are most likely to use several fingers to indicate 
a vague, relatively wide area of upper abdomen as the area of 
discomfort.

●● It is not a hunger pain and does not wake you up at night. In 
fact you may not get to sleep easily because of your nervousness 
and anxiety.

●● Your appetite seems normal until you start to eat, then after a 
mouthful or two you feel too full and your appetite disappears 
completely. You begin eating, then stop, and leave much of the 
food on your plate.

●● You are troubled by belching. The wind is odourless, or smells 
of the food you have just eaten. This type of wind is swallowed 
air: people with nervous dyspepsia are constantly swallowing air 
without being aware of it, and what goes down has to come up 
again! Sometimes the wind travels all the way through the gut to 
give flatulence. Neither belching nor flatulence is a sign of ulcer.

●● As you eat three meals a day you tend to blame your pain on any 
food you may have eaten up to several days beforehand, quite 
erroneously.

●● Nervous dyspepsia is often associated with some tenderness in 
the general area of the stomach. If the patient reacts with tender-
ness to the doctor’s examination, without there being other signs 



6 Ulcers, indigestion and dyspepsia: how to tell them apart

of complications, this is a strong sign that there is no ulcer, and 
that the diagnosis is dyspepsia.

Two distinguished gastroenterologists, Elwyn Elias and Clifford 
Hawkins (I’m proud to say one of my teachers at medical school), 
describe the typical symptoms of nervous dyspepsia as follows:

Sensitivity to food occurs and patients become introspective 
about eating, finding that various, and in some cases every, type 
of food and drink causes symptoms. Even the smell of food may 
start trouble. One patient stated that she knew by telepathy 
whether food was about even if she could not see or smell it. 
Another was able to enjoy New Zealand lamb but English lamb 
made her ill for days afterwards. No one’s stomach has this 
remarkable power of discrimination.

Other symptoms of nervous dyspepsia include nausea and dislike 
of anything tight around the waist. Dyspeptics may complain of 
heartburn, but it is not like the heartburn of ulcer, which lasts only 
a few minutes. Nervous dyspeptic heartburn lasts hours, and even 
a whole day.

Finally, nervous dyspeptics are often unwell in ways unrelated 
to the stomach and digestion. Their complaints can include tired-
ness, sleeplessness, dizziness, headache, depression and sexual 
difficulties. Most people with an ulcer are fit, except for their ulcer 
symptoms. 

Exceptions to the ulcer rules

Of course, there are always exceptions to any statement on health 
matters. Eating fats does cause indigestion in some people with 
ulcers. A sudden aversion to fatty food such as bacon and eggs or 
chocolate can be a first sign of duodenal ulcer. Why this should 
be is obscure, because fats stimulate neither acidity nor excess gut 
activity – both of which have been thought to cause ulcers.

In some people with stomach (gastric) rather than duodenal 
ulcer (see Chapter 2 for the difference), the pain starts soon 
after food, so that it can mimic dyspepsia on that point alone. 
However, it still has all the other characteristics of ulcer pain, 
rather than of nervous dyspepsia.
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If ulcer pain does deviate from the midline to one or other side, 
it is likely to be to the left with gastric ulcers and to the right with 
duodenal ulcers, but the deviation is never more than 2–5 cm.

Ulcers in the lower end of the oesophagus, associated with hiatus 
hernia (see Chapter 2), give pain in the centre of the chest and can 
mimic angina due to heart disease. Bending over or lying flat can 
trigger this type of pain, and it can lead to persistent heartburn. It 
differs from angina (and from dyspeptic heartburn) in that antacids 
quickly relieve it. 

Warning signs: the complicated ulcer

In itself, peptic ulcer is not a fatal disease. Most people live with 
their ulcers for years, and never experience more than discomfort 
and occasional periods of pain that can be managed by medicines. 
However, life-threatening complications can arise, and you must 
know how to recognize them, so that if they occur you can see your 
doctor about them as soon as possible.

Ulcers can perforate, bleed and cause obstruction.

Perforation

In perforation, the ulcer has penetrated through the wall of 
the stomach or duodenum, allowing digestive juices to pass 
outside the gut into the surrounding peritoneal cavity. The 
result is peritonitis: people whose ulcers have perforated must 
be admitted very quickly to hospital, where they will need 
emergency surgery.

The symptoms of perforation start suddenly, so much so that 
patients can pinpoint its exact time. The pain is much more severe 
than usual, forcing you to stop whatever you are doing and lie 
down. Any movement makes the pain worse. It can bore into the 
back or into a shoulder tip, depending on whether the gastric juice 
flows back towards the pancreas or up towards the diaphragm. It 
can even cause pain in the lower half of the abdomen, simulating 
appendicitis or a pelvic infection.

Normally the abdomen feels soft, but immediately after a perfora-
tion the abdominal muscles become rigid and board-like. It can be 
difficult to breathe, as the inflammation spreads to the diaphragm 
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