PROFILE OF PEPTIC ULCER DISEASE IN MALAYSIA

M V Kudva, Thein-Htut

SYNOPSIS:

A total of 1,688 non-repeat upper gastrointestinal endoscopies performed over a 33-month period from April 1985
to December 1987 at a University Medical Unit in Kuala Lumpur was analysed for a profile of peptic ulcer disease

amongst Malaysians.

There was a total of 360 peptic ulcer patients with a gastric ulcer to duodenal ulcer ratio of 1 : 1. The male :
female ratio was 2.8 : 1 for duodenal ulcer and 1.8 : 1 for gastric ulcer, and 2.3 : 1 for peptic ulcer overall. In both
sexes, gastric ulcers were seen at an older age group compared to duodenal ulcers.

Of the three main Malaysian ethnic groups of Malays, Chinese and Indians, Chinese of both sexes had the
highest frequency of gastric uicers. Chinese females had the highest frequency of duodenal ulcers.

INTRODUCTION

A geographical variation exists in the prevalence and
incidence of peptic ulcer with aiso differences in the
relative frequencies of duodenal and gastric wicers (1).
There also appears to be ethnic variations in the inci-
dence of peptic uicer. There have been reports from
neighbouring Singapore that Chinese of both sexes have
a higher susceptibility to peptic ulcer (2).

There have been very few reports on the pattern of
peptic ulcer in Malaysia {3). We have collected endos-
copic data at a University medical unit in Kuala Lumpur,
Malaysia and analysed it for the profile of peptic uicer
disease.

The patients with peptic ulcer are also compared with
a control population comprising all patients undergoing
endoscopy over the same period. The parameters studied
include the mean age, age group incidence, sex ratio and
racial composition.

METHODOLOGY

The patients were referred for upper gastrointestinal
endoscopy with specific indications (dyspepsia, hemate-
mesis elc) from a pool of general medical patients. They
were eilher outpatients seen a! the Department of
Medicine, National University of Mataysia {(NUM) or
inpatients from the General Hospital, Kuala Lumpur. A
total of 2158 endoscopies were performed over a
33-month period from April 1985 to December 1987 at our
Endoscopy Unit. All the examinations were performed or
supervised by either one of the two authors, The biodata
and endoscopic findings were recorded, immediately
after the endoscopy, into a standard register. The data was
analysed retrospectively. The relevant data was entered
into a mainframe computer at the Computer Centre,
Faculty of Medicine and analysed using a SAS software
package (4).
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in the case of peptic ulcers, only the first endoscopic
finding of peptic ulcer was considered. For non-peptic
ulcer patients also, only the first endoscopy was con-
sidered. The remainder of the endoscopies were con-
sidered as repeat examinations and excluded from the
study. This was lo remove any bias, which might have
resuited, if repeals were included. A total of 1688 cases of
non-repeat endoscopies were thus obtained.

Peptic ulcer (PU) consisted of benign gastric ulcers
{GU}, duodenal ulcer (DU) or both benign gastric and
duodenal ulcers in the same patient (GUDU). All gastric
ulcers were biopsied and found to be benign before
inclusion.

The 'all patients’ group consisted of all the 1688 cases
of non-repeat endoscopies including the peptic ulcer
patients. PU, GU and DU were separately analysed.
GUDU was not analysed separately because of the small
numbers (16 cases). Race consisted of Chinese, Malays,
Indians and others. 'Other races’ were nol analysed
separately because of the small numbers (16 cases).

Out of 360 peptic ulcer patients, seen over the
33-month period of the study, 251 were referred trom a
pool of general medical patients seen at the Medical Unit,
National University of Malaysia (NUM), Kuala Lumpur.
This included both inpatients and outpatients. The re-
mainder (109 patients} were referred from other units of
the General Hospital, Kuala Lumpur. The oniy census
available is that of the racial distribution of all general
medical patients (both inpatients and outpatients) seen at
the Medical Unit, NUM, over a 12 month period (1987). No
figures are available in the NUM for earlier years nor are
any figures available for the other units. We proceeded to
compare the racial distribution of the peptic ulcer patients
referred through the Medical Unit, NUM (251 cases) with
the racial distribution of all general medical patients
managed by the Medical Unit, NUM in 1987 {8698 cases).
The Chisquare with Yates’ correction when appropriate,
was used for this comparison.

RESULTS

There were 360 cases of peptic ulcer out of a total of 1688
endoscopies (21.3 percent) (Table 1). The GU (172 cases)
to DU (172 cases) ratio was 1 : 1.

SEX DIFFERENCES (Table 1)

The male : female ratio of PU was 2.3 : 1. The male :
female ratio for DU was higher than that for GU (2.8 : 1
versus 1.8 : 1).



Table 1.
PEPTIC ULCER IN MALES AND FEMALES

TJotai Male Female Male : Female

PU 360 250 110 2.3:1
GU 172 110 62 .81
DU 172 127 45 281
ALL

PATIENTS 1688 966 722 1.3:1

(16 PATIENTS WITH BOTH GU AND DU ARE NOT
ANALYSED}

AGE {Tables 2, 3 and 4).

The mean age of the PU, GU and DU patients at pre-
sentation for endoscopy was between 50 and 56 years.
The mean age for both GU and DU was higher in females
as compared to males (GU: 54.8 years versus 52.4 years;
DU: 555 years versus 506 years).

There was a gradual increase in the frequency of PU,
as a percent of patients presenting for endoscopy, with
age (Tables 3 and 4). For males this increase occured
from the 20 — 29 year age group until a peak was reached
al the 60 — 69 year age group. For females the frequency
gradually increased from the < 19 year age group to
reach a peak at the 60 — 69 year age group. There was

Table 2.
MEAN AGE OF PEPTIC ULCER PATIENTS AS
COMPARED TO THE ‘ALL PATIENTS GROUP

Male Female Male & Female

PU 50.8 55.2 52.2

GU 52.4 54.8 53.2

Dy 50.6 55.5 51.9

‘ALL PATIENTS' 454 42.4 44.4
Table 3.

PEPTIC ULCER AND ALL PATIENTS’ BY AGE GROUP
(MALES)

Al DU GU PU %PU
Patients’

< 19 33 2 2 5 15.2
20 - 29 175 15 8 25 14.3
30 - 39 189 20 15 38 201
40 — 49 175 22 i8 44 251
50 — 59 175 26 25 52 29.7
60 — 69 135 21 31 54  40.0
= 70 84 21 11 32  38.1
TOTAL 966 127 110 250 259

DU: DUODENAL ULCER; GU: GASTRIC ULCER;
PU: PEPTIC ULCER;
% PU: PEPTIC ULCER AS PERCENT OF ALL
PATIENTS OF THE SAME AGE GROUP AND
SEX

a higher frequency of PU, as a percent of all endoscopies,
among males as compared to females for all age groups.
The lowest frequency was in females below the age of 40
years where less than one in 10 patients endoscoped had
a peptic ulcer. This was particularly so for DUs, which
were seen in only five females below 40 years as com-
pared to 37 males below the same age. For duodenal
ulcers the peak age, in absolute numbers of patients, was
in the 50 — 59 age group for both sexes. For gastric ulcer
the peak age occurred a decade later in the 60 - 69 age
group for both sexes.

Table 4
PEPTIC ULCER AND ‘ALL PATIENTS’ BY AGE GROUP
{FEMALES)
Al DU GU PU %PU
Patients'

< 19 37 i 0 1 2.7
20 - 29 173 2 3 S 2.9
30 - 39 143 2 9 11 7.7
40 — 49 110 6 9 15  13.6
50 — 59 117 16 13 30 25.6
60 — 69 89 11 18 314 34.8
= 70 53 7 10 17 32.1
TOTAL 722 48 62 110 5.2

DU: DUODENAL ULCER; GU: GASTRIC ULCER;
PU: PEPTIC ULCER;
% PU: PEPTIC ULCER AS PERCENT OF ALL
PATIENTS OF THE SAME AGE GROUP AND
SEX

RACIAL DISTRIBUTION (Table 5 and 6).

There was a significant difference in the racial distribution
of mate GU patients as compared to the general medical
patients (p < 0.025). There was an even more significant
difference in the racial distribution of female GU and DU
patients (p < 0.001 and p < 0.010). This difference was
accounted for by an excess of male Chinese GU patients
and female Chinese GU and DU patients as compared to
Malays and Indians.

Table 5
RACIAL DISTRIBUTION OF PEPTIC ULCER
(UNIVERSITY REFERRALS ONLY} AND GENERAL
MEDICAL PATIENTS IN MALES

General Gastric Duocdenal

Medical Ulcer Ulcer
Chinese 1277 (28 ) 36 (42 ) 31(35)
Malay 2105 (47 )  31(37 ) 39 (44 )
Indian 1132 (25 ) 18{21) 19 (21 )
Total 4516 (100) 85 (100) 89 (100)
P — < 0.025 NS

PERCENTAGES IN BRACKETS
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Table 6
RACIAL DISTRIBUTION OF PEPTIC ULCER
(UNIVERSITY REFERRALS ONLY] AND GENERAL
MEDICAL PATIENTS IN FEMALES

General Gastric Duodenal

Medical Ulcer Ulcer
Chinese 1302 (31 ) 29 (61 ) 17 (59 )
Malay 1937 (46 ) 15(31) 724 )
Indian 943 (23 ) 4(8) 5(17 )
Total 4182 (100) 48 (100) 29 (100)
P - < 0.001 < 0.010

PERCENTAGES IN BRACKETS

DISCUSSION

In our series the ratio of duodenal ulcers {DU) 1o gastric
ulcers (GU) was 1: 1. In Alrica, almost all the peptic ulcers
are DU with the DU : GU ratio being 15 : 1 in Nigeria (5)
and 25 : 1 in the Sudan (6). In India, the ratio of the mean
of 25 reported case series was 12.4 : 1 (7). In South East
Asia, there appears to be more GU's than DU's. In
an Indonesian series it was 1.3 : 1 (8) whilst in Burma
{unpublished observations by one of the authors (TH)}
the ratio was 1 : 3. Surgical records in Singapore show
that there are more gastric ulcers than duodenal ulcers.
The DU : GU ratio was 1: 2.1 and 1 : 1.3 (for perforated
and non-perforated ulcers respectively) during the 1950's
{9) and approximately 1: 1.1 and 1: 1.8 for the 1960's (10).
Hence there appears 10 be a fall in the DU : GU ratio as
one travels from Africa to South East Asia (11).

The male : female ratio for DU was 2.8 : 1 and for GU
was 1.8 : 1. The male : female ratio tends to be higher in
DU as compared with GU (12). This has been noted both
in studies utilising age-specific death rates due lo peptic
ulcer (PU) in England (13) as well as by special surveys on
PU in Denmark (14, 15) and United Kingdom (16. 17). Qur
figures are unlike those in areas where duodenal ulcers
predominate (e.g. Indian and Africa) where almost all the
patients are males (7, 18).

Gastric ulcers tend to occur at an older age com-
pared to duodenal ulcers. In our series, there was a
gradual increase in the number of DU and GU cases with
increasing age-group until a peak was reached for DU at
the 50 — 59 year age-group, whilst for GU this occurred
a decade later (60 — 69 year age-group). This finding was
true for both sexes. In the West, the peak age incidence
for duodenal ulcers is between 45 and 55 years (19), whilst
for gastric ulcers it is between 55 and 65 years (20). The
peak age incidence for DU in India and Africa is a decade
earlier then in the West (7, 18). The peak age frequency
for our series corresponds more with reports from the
West than those from Africa or India.

Females had a lower frequency of peptic ulcer (as a
percent of all endoscopies) for all age-groups as com-
pared to males. In females below 40 years, peptic ulcer
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