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Abstract :Peptic ulcers include gastric ulcers, Esophageal ulcers and Duodenal ulcers. The aim of this study is 

to have a clinical presentation of peptic ulcer perforation and to study the various method and management of 

peptic ulcer perforation .The treatment of perforated ulcer disease continues to evolve because of recent 

advances in pharmacology, bacteriology, and operative technique. The main surgical treatment option was 

simple closure with Graham patch. 

 

I. Introduction 
Peptic ulcer is a term used to describe lesions that can be found in the upper gastrointestinal tract 

(Esophagus, Stomach and Duodenum) and more rarely in jejunum and in a Meckel’sdiverticulum.It consists of 

ulcers that go deeper than the ‘‘muscularis mucosa’’ layer.The term ‘‘peptic’’ is derived from the fact that for 

centuries it was believed that the sole cause of peptic ulcers was due to excessive production of gastric juice, the 

surplus hydrochloric acid  and pepsin being considered only culprits of the ulcers. There was even the motto 

‘‘no acid, no ulcer’’ coined by Schwartz
1
  one of the most respected medical authorities at that time. after this 

initial motto of ‘‘no acid, no ulcer’’, several interplaying factors were found to be responsible for peptic ulcer. 

The multifactorial complexity of the disease was considered to be the result of imbalance between aggressive 

and defensive factors. Aggressive factors are Hydrochloric acid, pepsin, digestive enzymes, ethanol, caffeine 

from coffee, methyl xanthines from chocolate, smoking, paper, spices, bile acids, stress, medications that are 

damaging to the upper gastrointestinal tract defensive factors include mucobincarbonate layer, prostaglandins 

products, cellular renovation and blood flow. Then the Helicobacter pylori was discovered by chance. The 

Australian researches Warren and Marshall
2
 made this historical finding in 1982. Surprisingly when they  

returned after a long holiday, to their laboratory, the already sown gastric fragments from peptic ulcer were 

Positive for bacterium colonies. This explained the imbalance between aggressive and defensive factors, that 

caused most of the peptic ulcer cases. Now the peptic ulcer turned out to be misnomer once we consider the 

importance of H. pylori, and nowadays there is a proposition to change it to Infecto-pptic ulcer. 

 

II. Methods 
This prospective study of  2 years in which a total 96 patients were recruited . We had managed 30 had 

laproscopic surgical method and all rest 66 patients with open surgery method. The main surgical treatment 

option was simple closure with Graham patch. 

Follow up after discharge from the hospital 14 days, 28 days, 1& 1/2month, 3 months and 6 months. 

The data was analyzed in statistical program SPSS version 20.0. Fisher’s exact test of chi-squared was applied 

for categorical variables to calculate frequencies and percentages among the groups. 

 

III. Results 
96 patients underwent surgical repair of perforated peptic ulcer disease (30 laparoscopic repairs and 66 

open repairs; the common number of patients being in the 30 to 50 year age group. There was no difference in 

age and the time to surgery in both groups.The mean operating time of the laparoscopic patch repair was 

significantly longer than the open procedure (56.11: 61.13 minutes; p = 0.001). In addition there was a 

significant decrease in the time that the nasogastric tube (mean: 6 days laparoscopic versus 8 days open), urinary 

catheter (mean: 7 days laparoscopic versus 9 days open) and abdominal drain (mean: 6 days laparoscopic versus 

8 days open) were required during the postoperative period. Patients who had undergone laparoscopic repair 

returned to normal diet (mean: 7 days laparoscopic versus 9 days open). In addition, patients who had undergone 

laparoscopic repair required a shorter in-patient hospital stay (mean: 7 days laparoscopic versus 9 days open). 
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Age group 30 – 50 years P value 

laparoscopic surgery 

(N=30) 

Open surgery 

(N=66) 

Operating time(min) 61.13±4.2 56.11±5.8 <0.001 

Nasogastric tube (days) 6±1.5 8±1.5 <0.001 

Urinary catheter (days) 7±1.5 9±1.5 <0.001 

Abdominal drain (days) 6±1.5 8±1.5 <0.001 

Normal diet (days) 7±1.5 9±2.5 <0.001 

Hospital stay (days) 7±1 9±2 <0.001 

 

IV. Discussion 
V. Laparoscopic repair is a viable and safe surgical option for patients with perforated peptic ulcer disease 

and should be considered for all patients, providing that the necessary expertise is available. We found 

that younger age groups (31-50years) are frequently affected due to the prevailing young age structure 

of U.P population. 

VI. Laparoscopic repair of perforated peptic ulcer is a safe and reliable procedure and is proven to be 

efficient. Even though it was associated with longer operating time, it had no impact on outcome.  

VII. It had less postoperative pain, reduced chest complications and reduced analgesic usage, shorter 

postoperative hospital stay, and earlier return to normal daily activities than the conventional open 

repair.  

VIII. It has lesser morbidity and mortality as compared to open group. Data from the present study indicate 

that laparoscopic surgical treatment of patients with peptic ulcer perforation can be implemented and 

completed safely in a large proportion of patients with this life-threatening condition, given that the 

responsible surgical team has the appropriate technical expertise.  

IX. Upper GI endoscopy is the method of choice for investigation of uncomplicated ulcers as well as 

bleeding peptic ulcers, while plain X-ray abdomen is still the preferred investigation in suspected cases 

of perforation. 

X. We need to do study with more number of cases as to claim advantage of laparoscopic surgery. 

 

XI. Conclusion 
Based on our study , we conclude that the laparoscopic repair of perforated peptic ulcer is safe and reliable 

procedure, it has lesser morbidity and mortality compare to open surgery, given that responsible surgical team 

has appropriate technical expertise.  

 

References 
[1]. Nomani AZ, Malik AK, Qureshi MS.A new prognostic scoring system for perforation peritonitis secondary to duodenal ulcers. J 

Pak Med Assoc. 2014 Jan;64(1):50-6. 

[2]. Liubskaia LA, KolesnikovaIIu, Grigor'evaIuV. Clinical and endoscopic features and treatment problems in patients with perforated 

duodenal ulcer. TerArkh. 2013; 85(12):51-4. 
[3]. Leeman MF, Skouras C, Paterson-Brown S.The management of perforated gastric ulcers.Int J Surg. 2013;  

http://www.ncbi.nlm.nih.gov/pubmed/?term=Leeman%20MF%5BAuthor%5D&cauthor=true&cauthor_uid=23454244
http://www.ncbi.nlm.nih.gov/pubmed/?term=Skouras%20C%5BAuthor%5D&cauthor=true&cauthor_uid=23454244
http://www.ncbi.nlm.nih.gov/pubmed/?term=Paterson-Brown%20S%5BAuthor%5D&cauthor=true&cauthor_uid=23454244
http://www.ncbi.nlm.nih.gov/pubmed/23454244
http://www.google.co.in/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiO8PCantPKAhWUwY4KHewOBcIQjRwIBw&url=http://www.youtube.com/watch?v=uYdTno9WgEM&psig=AFQjCNEeZG7HGIuHBnf1j3zowozEPXTXow&ust=1454301535244707
http://www.google.co.in/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwie_aqvotPKAhUPcI4KHRsRDL0QjRwIBw&url=http://www.gastrohep.com/images/image.asp?id=1149&psig=AFQjCNETzsZlplb413_xNXDjSz31JwpagQ&ust=1454302809448586
http://www.google.co.in/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwijr7ano9PKAhUMUo4KHVmnBEYQjRwIBQ&url=http://www.scirp.org/journal/PaperDownload.aspx?paperID=54107&bvm=bv.113034660,d.c2E&psig=AFQjCNGnkQqfD9g6dxPM2NsNO_mxNld3Ow&ust=1454303032437401


Comparitive Study Of Recent Management Of Peptic Ulcer Perforation 

DOI: 10.9790/0853-15040598100                             www.iosrjournals.org                                             100 | Page 

[4]. Møller MH, Vester-Andersen M, Thomsen RW.Long-term mortality following peptic ulcer perforation in the PULP trial a 

nationwide follow-up study.Scand J Gastroenterol. 2013 Feb;48(2):168-75. 

[5]. Thorsen K, Soreide JA, Kvaloy JT, Glomsaker T, Soreide K. Epidemiology of perforated peptic ulcer: age- and gender-adjusted 
analysis of incidence and mortality. WorldJ Gastroenterol2013; 19: 347–354. 

[6]. Towfigh, S., Chandler, C., Hines, O.J., and McFadden, D.W. Outcomes from peptic ulcer surGuglielminotti P, Bini R, Fontana D, 

Leli R. Laparoscopic repair for perforated peptic ulcers with U-CLIP(R). World J Emerg Surg. 2009 Jul 29;4:28.gery have not 
benefited from advances 

[7]. 7Ates M, Coban S, Sevil S, Terzi A (2008) The efficacy of laparoscopic surgery in patients with peritonitis. 

SurgLaparoscEndoscPercutan Tech 18(5):453–456 
[8]. Ates M, Sevil S, Bakircioglu E, Colak C (2007) Laparoscopic repair of peptic ulcer perforation without omental patch versus 

conventional open repair. J LaparoendoscAdvSurg Tech A 17(5):615–619 

[9]. Seelig MH, Seelig SK, Behr C, Schonleben K (2003) Comparison between open and laparoscopic technique in the management of 
perforated: gastroduodenal ulcers. J ClinGastroenterol 37(3):226–229 

 


