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Abstract

Objective To determine disease characteristics, check the
treatment status and compare outcome with other series.

Design and setting A retrospective study in a single unit
of the Department of Surgery of Khulna Medical College
Hospital, south west Bangladesh.

Patients and methods After diagnosis by clinical and
radiological examination, 491 patients were treated during
the period July 1992 to November 2002. Two options of
treatment were carried out: simple closure and peritoneal
lavage in 364 cases, and 127 patients managed by non-
surgical methods. Main outcome measures: mortality and
morbidities.

Results Male: female ratio was 445:46, average age 43
years. Mortality in the surgical group was 6.8% and in the
non-surgical group 0.02%.

Conclusion Perforated peptic ulcer is prevalent even am
the wide use of H, receptor antagonists. Strict ¢
selection for surglcal and non-surgical treatment lih:
reduced mortality. These results support the case for non-
operative treatment and for conservative surgery.

Introduction

Up to a couple of decades ago surgery for peptic
ulcer led sugeons’ operation lists. Today elective
operations have reduced dramatically. But peptic ulcer
perforation and emergency surgery is still prevalent. From
the available published articles it is clear that presentation,
epidemiology, disease characteristics and medical
management have changed (1,2). With the introduction of
laparoscopy, management patterns have also changed more
recently. The management of perforation is still a debatable
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issue even in the new millennium (3,4). This sm@m
carried out in Khulna Medical College Hospital located in
a coastal area of Bangladesh from July 1992 to November
2002 to determine the age, sex and disease characteristics,
mode of diagnosis, the status of treatment and its outcome.

Patients and methods

This retrospective study includes 491 patients with
peptic ulcer perforation from July 1992 to November 2002.
We analysed all the case records in detail. The condition
of the patient was characterised as shock when systolic
blood pressure was <90 mmHg, pulse rate >120 beats per
minute and the patient failed to respond to appropriate
initial resuscitation.

The diagnosis of peptic ulcer pcrforatlon was usually
made on zhe basns of a typical history and physical
supported H»ﬂlmqﬁ xray showing a
_,mec

suction and npp‘l-lcmon of broad spectrum antibiotics eg.
amoxicillin+metronidazole or amoxicillin+gentamicin+metro-
nidazole. Blood transfusion was needed in late cases or in
patients with shock. Treatment was operative or non-
operative according to the following criteria.

Non-surgical: Fifty six and 71 patients were managed
differently in two groups according to predetermined
criteria. In the first group, patients were relat '
presented early (within 12 hours of pai
pain and tenderness over the
intravenous fluids. Gastric asg
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the abdomen became softer and bowel sounds were normal.
A second group of patients who presenfecl late (up to 72
hours of pain), elderly (>75 year of age), with associated
medical illnessess such as obstructive airways disease,

- recent ischaemic heart disease and cerebrovascular disease.

_ Percutaneous abdominal drainage was done with a wide
“bore Malecna c_:nhe[er inserted in the right flank or in
“both' ﬂanks wheﬂmhe abdomen was grosssly distended.
Al]\ abﬂg:ﬁ,l,ﬂii fluid was drained out. This was also

Support by intravenous  fluids, gastric aspiration and ;

‘anubieucs Ogal_fcedmg was started when they improve
the abdomen -became ‘softer and bowel s¢ un
reiurncd Drainage was discontinued wi |~_

12 weeks:.
Surgleai M-‘Tﬂt&l of
thlS gmup I
fluid for re;
admission.
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Manag

oration patients were
‘was 43 years ranging
was 445:46. Table 1 shows
d abdominal pain, 472 had
:hypotension

developed :
mmmmwm%mm
wound mfeenons aand nine of them had burst abdomen.
Eight' panertls- dsveloped pelvic abscess - diagnosis
confirmed by ultrasenography, 31 patients had post-
operative fever for different reasons eg. like chest
infections, subphrenic abscess, pelvic abscess, wound
sepms ‘and urinary tract infections.

In the non- surgical group, 5 patients developed
abdominal abscess, 7 had respiratory infections, and heart
problems were seen in 2 patients,

‘group total death was 25
group, those who were treated
‘death, and in the series of
lere were three deaths (4.2%) —
cations, one from respiratory
eloped gastric fistula;
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on s observed in the two groups

m - Non-surgical group

(n=364) (n=127)
Respiratory infection 38 2
Heart problems (myocardial

infarction, heart failure) 19 . 2

Wound infections 26 : 1
Burst abdomen 9

Gastroduodenal fistula 2 1
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There is conumung debate about whether peptic ulcer
perforation cases need to be operated on. It has been
estimated that about half of the perforations seal by them-
selves (3), and a prospective trial comparing conservative
treatment with surgical treatment in perforated peptic ulcer

has shown no advantage of surgical treatment with regard

Diagnosis

: No-_ﬁsk group
(Healthy patients, early cases)

Conservative |

54

Moderate risk group

Simple suture with peritoneal
e : _ lavage

-

High risk group
(Late cases, elderly patients,
ok el s co-morbid diseases)

Percutaneous abdominal
drainage

- Figure. Flow chart of the management protocol of peptic ulcer perforation patients
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to morbidity and mortality (6). Possibly in two-thirds of
patients conservative treatment can be safely tried (7).
When the patient has only little discomfort and is
haemodynamically stable, conservative treatment can be
tried under careful surveillance of an experienced surgeon.
With nasogastric suction, intravenous fluids and electro-
Iytes, appropriate antibiotics and a proton pump inhibitor,
patients’ symptoms improve within 12 hours (6).

The concept of conservative treatment is very old.
From time to time during emergency operation it has been
observed that perforations have sealed by fibrinous
adhesions to the liver or omentum, and a loose term “leaking
perforation’ has been used to include a group in which the
leak has ceased (8). We managed the conservative group
of patients with satisfactory results.

Another group of patients were classed as high risk
group from our previous experience as well the literature
(9,10). Elderly patients, late presentations, and patients with
co-morbid conditions are in this category. Mortality rate of
this group has ranged from 13 to 30% (11,12). We offered

them percutaneous abdominal drainage followed by -

conservative treatment. The mortality in this group was
remarkably low at 4.2%.

In 1970s and 1980s there was a tendency among
surgeons to undertake a definitive procedure such as
vagotomy and gastrojejunostomy, or vagotomy and
pyloroplasty (13). But after the introduction of H, receptor
antagonist the balance is very much in favour of conser-
vative treatment. Some authors have suggested that conser-
vative surgery (repair), peritoneal lavage and antiulcer
treatment is the treatment of choice for all patients, even
for those with features of chronic ulceration. Fewer patients
need elective surgery (14,15,16). The question reopened
after the introduction of laparoscopic surgery (17). In our
series, we repaired all cases in this group with good
peritoneal lavage with a satisfactory outcome.

Outcome in terms of complication rates and death
improved in comparison to our previous series (18). Case
selection for operative treatment was the key to reducing
the mortality rate, which fell to 6.8%, which is comparable
to many other series (14,16,19). Wound infection, burst
abdomen and chest infection occurred in 7.9%, 10.4%, 2.4%
respectively, which is much lower than our previous series,
and comparable to other series (20,21).

Conclusion

Complications of peptic ulcer such as perforation still
persist, and will possibly continue. For better outcome,
case selection for different methods of treatment will reduce
the morbidity and mortality. Even adverse situations and
patients with very poor general condition can be safely
managed. Simple closure followed by drug therapy remains
the treatment of choice for a majority of the patients.
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