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Laparoscopic surgery has become popular during the last decade, mainly because it is associated with
fewer postoperative complications than the conventional openapproach. The goal of the present study
is to evaluate whether laparoscopic closure of perforated pepticulcer is as safe as conventional open
correction in peripheral setup. The study is based on retrospective analysis of cases of duodenal ulcer
perforation operated laparoscopically in peripheral set up. Cases of early duodenal perforaton with
ASA (American standards for Anaesthesia) grade I and II are included in this study (n = 50). All
cases were operated with simple closure of perforated ulcer. Mean Hospital stay was 6 days. All
patients ambulated early and pain killer requirement was less.
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INTRODUCTION

The incidence of perforated peptic ulcer (PPU) has declined
over the past several years because of the introduction of anti-
ulcer medication (PPIs) and Helicobacter eradication therapy
(Behrman, 2005; Svanes, 2000). The role of surgery has been
limited to complicated disease. Nevertheless the rate of peptic
ulcer perforation has remained stable and continues to
represent a major cause of mortality especially in elderly
patients with peptic ulcer disease (PUD) (Cao et al., 2014;
Soreide et al., 2015). Laparoscopic as compared to open repair
of perforated peptic ulcer (PPU) has been associated with more
favorable outcome in several trials (Karydakis, 2010; Potashov
et al., 2005). The aim of this study is to present our experience
in laparoscopic treatment of PPU using simple closure of
duodenal ulcer in pheripheral set up. Mouret et al. published
the first results of laparoscopic repair in 1990 (Mouret ef al.,
1990). He concluded that it was a good method that probably
reduced postoperative wound problems and adhesions with use
of a single-stitch method described by Siu et al. (2002),
nevertheless the incidence and mortality of PPU is 5—10%.
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The mortality will increase up to 50% if the perforation exists
for more than 24 h Lunevicius, 2005; Seelig et al., 2003).
Various studies showed invidence of shorter hospital stay after
laparoscopic correction of PPU (Sanabria et al., 2005; Kohler,
1999)

MATERIALS AND METHODS

This is retrospective study From January 2014 to January
2017. 50 out of 120 patients with a clinical diagnosis of
perforated peptic ulcer were studied which underwent
laparoscopic closure of duodenal ulcer perforation. Patients
selected for this study are ASA I And ASAII without co
morbidities and cases of early perforation. Patients were
excluded for a history of upper abdominal surgery,
concomitant evidence of bleeding from the ulcer, orgastric
outlet obstruction. Patients with clinically sealed-off
perforations without signs of peritonitis or sepsis were treated
without surgery. All patients underwent nasogastric aspiration
and received injection cefoperazone with sulbactam and
omeprazole preoperatively. Data regarding clinical history,
demographics, timing of surgery, type of procedure, operating
time, perioperative complications, reason for conversion,
analgesic requirements, timing of introduction and transition to
oral feeding and duration of postoperative hospitalization was
collected in a retrospective manner from patients’ records.
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Follow-up on OPD basis. The primary objective is to see
perioperative parenteral analgesic requirement. Secondary
objective is to see w operative time, postoperative pain-score,
length of postoperative hospital stay, complications and deaths,
and the date of return to normal daily activities

RESULTS

All patients underwent nasogastric aspiration for 1 to 3 days
(mean, 2 days). Patients resumed liquid diet in 2 - 4 days and
solid diet in 3 - 5 days. Median postoperative parenteral
analgesic requirements were 3 doses of pethidine 1mg/kg
intramuscularly (range | - 8 doses). Postoperative hospital stay
was 3 - 6 days; patients returned to full activity within 15 - 25
days postoperatively.4 patients developed early complications.
Wound related complications occurred in 4 patients. Average
operating time is 1 hour. Analgesic requirements is only for 36
hours. Patients were ambulatory within 48 hours and started
liquids orally after 72 hrs. Mean hospital stay was only 6 days.

DISCUSSION

Advances in the medical treatment of peptic ulcer disease have
led to a dramatic decrease in the number of elective ulcer
surgeries performed. Nonetheless, the number of patients
requiring surgical intervention for complications such as
perforations remains relatively unchanged (Koo et al., 1983;
Gunshefski et al., 1990; Walt, 1986; Kulber et al., 1996)
Minimal access surgery has assumed an ever-expanding role in
gastrointestinal surgery since the introduction of laparoscopic
cholecystectomy. Laparoscopic cholecystectomy has rapidly
become a standard practice in most parts of the world for
elective cholecystectomy, but the role of laparoscopic surgery
for perforated peptic ulcer WAS not well defined (Siu et al.,
1997) but many studies have shown advantage of laproscopy
in perforated peptic ulcer. The laparoscopic approach reduces
the access trauma, can confirm or refute the diagnosis, and can
be used to perform the same repair procedure and lavage as
open mental patch repair (Tate et al., 1993; Cuschieri, 1995;
Katkhouda et al., 1999). It has been advocated by others as a
way of performing diagnostic laparoscopy to confirm or
disprove the diagnosis, and if the perforation is already sealed
off by omentum, it is left alone and peritoneal lavage is
performed laparosco pically (Walsh et al., 1993; Schein,
1993). After the initial reports (Mouret et al., 1993; Nathanson,
surgical endoscopy) of laparoscopic treatment of perforated
peptic ulcer, different techniques of ulcer closure had been
tried; suturing gelatin sponge (Sunderland, 1992) and
fibringlue, (tate JJ,, Dawson JW, Lau WY, Li AKC Br J Surg
1993, 127), stapled omental patch repair (Darzi, 1993; Nassar,

1990) and gastroscopy-aided insertion of the ligamentum teres
hepatis (Costalat et al., 1991) Other workers advocated the use
of a gastroscopic-guidedomental plug to close the perforation
(Pescatore et al., 1998). In our series of laparoscopic repairs,
we adopted the suture closure method because it is based on
the principle of conventional open repair and does not require
additional foreign bodies. However some studies have
suggested that laparoscopy is not safe in the presence of
prolonged peritonitis, due to higher incidence of postoperative
septic complications. These include: postoperative suture leak,
pneumonia, intrabdominal abscess formation and external
fistula (Siu et al., 1997). In this study, we did not encounter
major procedures. The short operative time in the laparoscopic
repair was largely related to our modification of the
laparoscopic closure technique. By applying one single stitch

across the perforation and using the same suture to anchor the
omentum, cumbersome multiple interrupted suturing is
avoided (Cuschieri, 1995).The majority of the ulcer
perforations were small, and we found this single-suture
closure technique safe in such circumstances. Laparoscopic
repair is, however, technically more demanding, and surgeons
need specific training in laparoscopic suturing technique
(Paterson-Brown, 1993). The results of study group of patients
showed that when compared with open repair, laparoscopic
repair is associated with a shorter operative time, reduced
postoperative pain and analgesic requirements, a shorter
hospital stay and earlier return to normal daily activities. The
complication rate for laparoscopic repair was low; the
laparoscopic procedure was associated with fewer chest
infections and potentially less wound infection compared with
open repair. Laparoscopic surgery minimizes postoperative
wound pain and encourages early mobilization and return to
normal daily activities. The benefit of early discharge and early
return to work may outweigh the consumable cost incurred in
the execution of the laparoscopic procedures. The role of
laparoscopic surgery in emergencies is well documented
(World journal of surgery Nov 2008,Vol 32 pp 2371-2374)
The change of disease pattern in perforated peptic ulcer favors
a simple repair procedure. With the demonstrated benefit in
our cases laparoscopic repair of perforated peptic ulcers should
be the procedure of choice. Laparoscopy should be
incorporated into the peripheral hospital surgeon’s
armamentarium for the management of patients with
peritonitis. In conclusion, this study has shown that
laparoscopic suture omental patch repair confers benefits on
patients in the form of reduced postoperative pain, less chest
infection, a shorter hospital stay, and an earlier return to
normal activities (Siu WT, Leong HT, Bonita KB ef al. 2002
Annals of surgery Vol 235,313-319 ).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 (Wong,
2009). Although the incidence of peptic ulcer disease is
decreasing, it appears that among our patients, the incidence of
complication is rising. Laparoscopic approach offers an
alternative treatment with less pain, shorter hospital stay, and
improved complications rate. (Song, 2008) Perforated
duodenal ulcer can be closed laparoscically by many methods.
Convensional single stitch method with omental patch or can
be closed without omental patch (Siu WT, Leong HT, Bonita
KB et al. 2002 Annals of surgery Vol 235,313-319)

Conclusion

Laparoscopic repair of perforated peptic ulcer is a safe and
reliable procedure. It was associated with a shorter operating
time, less postoperative pain, reduced chest complications,
ashorter postoperative hospital stay, and earlier return to
normal daily activities than the conventional open repair.
Laparoscopic treatment of PPU is technically feasible and safe
even in peripheral set up when performed by a surgeon well
experienced in laparoscopy.
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