Annals of Medical Research
DOI: 10.5455/jtomc.2018.01.023

Original Article
2018;25(2):189-92

The results of perforated peptic ulcer surgery; A single
center experience of 86 patients
Volkan Oter1, Metin Yalcin2, Mehmet Tolga Kafadar2, Serdar Oter3
Sakarya University, Faculty of Medicine, Department of Department of Gastroenterological Surgery, Sakarya, Turkey
Health Sciences University, Mehmet Akif Inan Training and Research Hospital, Department of General Surgery, Sanliurfa, Turkey
3
Mersin University Faculty of Medicine, Department of Gastroenterological Surgery, Mersin Turkey
1
2

Copyright © 2018 by authors and Annals of Medical Resarch Publishing Inc.

Abstract

Aim: At the present time, eradication of the Helicobacter pylori infection is dramatically reduced the risk of the peptic ulcer disease.
Whereas, complication rate of the peptic ulcer, such as perforations or bleedings have not been reduced significantly yet.
The aim of the current study is to analyze the surgical treatment outcomes of our experiences in 86 patients with peptic ulcer
perforation.
Material and Methods: Between January 2012 and December 2017, 86 patients who were operated emergently for perforated
peptic ulcer disease with Graham’s omental patch procedure in our hospital were included in this study. Demographic, clinical data,
diagnostic studies, surgical procedures, operative findings, postoperative complications and patient follow-up were analyzed.
Results: The mean age was 41.57±16.09 years. Out of 86 cases there were 65 (75.6%) male patients and 21 (24.4%) female patients.
The mean operation time was 66.98±18.61 minutes. The mean hospital stay period was 7.95±2.02. In three months of follow-up
period, endoscopy was done to all of these patients and peptic ulcer disease was not seen in any of them.
Conclusion: Our findings revealed that Graham’s omental patch repair is still a useful method for perforated peptic ulcer disease.
Low complication rates, low duration of hospital stay and also low postoperative morbidity can be achieved with good preoperative
and postoperative supportive care in open surgery for peptic ulcer perforation. Laparoscopic surgery should be performed only in
the presence of experienced surgeon and also in the presence of sufficient laparoscopic materials.
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INTRODUCTION
At the present time, eradication of the Helicobacter pylori
infection and the widespread use of proton pump inhibitors
(PPI) are dramatically reduced the risk of the peptic ulcer
disease (1,2). Whereas, complication rate of the peptic
ulcer, such as perforations or bleedings have not reduced
significantly yet (3,4). Peptic ulcer perforation (PUP) is a
life-threating complication and should be implemented
emergency surgical intervention. (5,6). Patients with PUP
often admit to the emergency units with acute abdomen
syndrome with a high risk of morbidity and mortality (7).
Treatment options about this complication are ranging
from non-operative therapy to operative procedures (5).
The operation has been traditionally performed through a
midline laparotomy; however laparoscopic interventions
are presently used by experienced surgeons. Conservative
approach has a limited part in treatment of the perforation.
(8). Previous studies have recommended that exploratory
laparotomy should be performed if peritonitis findings

are present (9). The most preferred surgical procedure
in PUP patients with peritoneal contamination and
haemodynamic instability is a suture closure with a
Graham’s omental patch (10,11).
The aim of the current study is to analysis the demographic
characteristics and surgical treatment outcomes of our
experience in 86 patients with PUP.

Materials and methods
After approval of local ethical committee, we recorded the
data included prospectively in the database of patients who
operated for peptic ulcer perforation. Between January
2012 and December 2017, 86 patients were operated
emergently and Graham’s omental patch procedure was
performed for perforated peptic ulcer in Sanliurfa Mehmet
Akif Inan Training and Research Hospital. Dsemographic,
clinical data, diagnostic studies, surgical procedures,
operative findings, postoperative complications, and
patient follow-up were retrospectively analyzed.
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A detailed previous history was taken in all patients. The
co-morbid conditions and risk factors for peptic ulcer
disease were also taken. Hematological and biochemical
blood tests were taken. X-ray abdomen in standing was
done for all patients. Abdominal computed tomography
was used for only suspected diagnosed.
Operative Procedures
An upper midline incision was used to perform the
operation under general anesthesia. The Graham’s
omental patch has been performed in all patients. 2/0 or
3/0 Vicryl sutures are used between sides of the perforation
area and tied to close the perforation area. A pedicle of
omentum is placed between the sutures on two sides and
sutures are tied again to complete the procedure. All of
the perforation areas were closed by sutures and later an
omentoplasty was added.

These patients presented with history of acute abdominal
pain. Only a few amounts of patients have either past
peptic ulcer disease history. The 45 male and 11 female
patients had alcohol or smoking history with rare use of
anti-inflammatory drugs. The remaining thirty patients
haven’t declared a history of any addiction. Additionally,
8 female and 3 male patients had a history of antiinflammatory or oral steroid drugs use. The rest of 57
female and 18 male patients had no history of these.
The X-ray abdomen in standing showed free gas under
diaphragm in 84 patients (Figure 1). In 2 patients, no free
gas was seen under diaphragm. These two patients were
diagnosed during the operation. Crystalloid solutions
were used for preoperative resuscitation of the patients.
The hemodynamic stability was achieved in all of these
patients.

Inclusion criteria
Patients who were operated emergently for perforated
peptic ulcer disease with Graham’s omental patch
procedure were included.
Exclusion criteria
Multiple or delayed peptic ulcer perforations (past 48
hours), traumatic ulcer perforations and patients who died
in the early postoperative period due to severe comorbid
disease were excluded from the study.
Statistical Analysis
SPSS for Windows programmed was used to perform the
data analysis, (version 16.0, Chicago, IL, USA). Fisher’s
exact test or Pearson Chi Square test was used to
compare the categorical variables. Then Student t test or
the Wilcoxon rank test was used for continuous variables.

Results
Patient characteristics
Perforated peptic ulcer surgery was performed to 86
patients in our department between January 2012 and
December 2017. The mean age was (41.57 ± 16.09) years.
Out of 86 cases there were 65 (75.6%) male patients and
21 (24.4%) female patients. Demographic and clinical
features are shown in Table 1.
Table 1. Demographic and clinical characteristics of the patients
Parameters
Mean age ± SD years
Gender (mean, %)
Male (n,%)
Female (n,%)

(n=86)
41.57 ± 16.09
65 (75.6%)
21 (24.4%)

Mean perop. blood loss (ml)

83.95±42.09

Mean operation time (minute)

66.98±18.61

ICU (%)

9 (10.4%)

Surgical complication (%)

8 (9.3%)

Hospital stay ± SD days
ICU: intensive care unit

7.95 ± 2.02

Figure 1. Abdominal plain X-ray revealed a free air in the
peritoneal cavity

Surgical outcomes
All patients underwent to exploratory laparotomy and
Graham’s omental patch repair procedure was performed
under general anesthesia. Three sutures were placed in
the perforated area in all patients. The mean operation
time was 66.98±18.61 minutes.
Post- operative outcomes and follow-up
Postoperative hospital stay period in all these patients
was uneventful. Wound infection complication seen in 8
patients who treated with systemic oral or intravenous
antibiotics and closed dressings. The period of hospital
stay ranged from 5 days to 14 days. After the procedure
performed, antibiotic treatment was given for 4-7 days
to the patients. After postoperative hospital period, two
weeks of anti-microbial therapy was given to the patients
for Helicobacter pylori eradication. In three months
follow- up period, endoscopy was done to all of these
patients and peptic ulcer disease was not seen in any of
them. There was no mortality in our study.
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Discussion
Recently, peptic ulcer disease is gradually decreasing
due to the widespread use of PPI particularly in west
countries. (12,13). Emergent laparotomy has been the
standard procedure for perforated peptic ulcer since
Mouret et. al. (14) defined the first laparoscopic repair
in 1989. Nevertheless, up to day there was not enough
evidence of the laparoscopic approach is overwhelmingly
superior to open surgery (15). Minimal invasive surgery or
laparoscopic surgery of peptic ulcer perforation is achieving
widely use because of less postoperative pain, diminished
morbidity and decreased postoperative hospital stay.
However laparoscopic procedure takes more operative
time and experienced staffs are not present everywhere;
so laparoscopic perforated peptic ulcer surgery nowadays
is not the selected procedure in majority of hospitals.
Additionally, performing laparoscopic sutures can take
much longer time as compared to open surgical sutures
because of the tissue around peptic ulcer perforation
is inflamed and fairly fragile (16). In a recent study,
findings can be attributed primarily to the competency
of the surgical team, demonstrating that the surgeon’ s
learning curve is crucial to the consequences of patients
undergoing laparoscopic peptic ulcer perforation surgery.
(17).
Additionally, other reports is indicate that open surgery
is a reliable method in terms of shorter operative time,
especially in the hemodynamic instability (18,19).
However, previous retrospective cohort studies revealed
that there was no statistically significant difference
about operative times between the two groups of surgery
(17,20). In Laparoscopic group, increase BMI and a long
delay surgery may increase the risk of re-operation than
in the laparotomy group (21,22). Also intravonous fluid
treatment, use of antibiotic and prevention of delay in
surgery are the most important factors affecting the
surgical outcome in the preoperative and postoperative
period (23), and may also be the associated factors with a
reduced risk of reoperation (15).
In our study, none of patients has required reoperation.
Additionally, the mean duration of hospital stay and
postoperative morbidity were very low in our study and
mortality was not also seen in our patient’s group.
There are some limitations of this study which have to
be demonstrated. Firstly, it was a small retrospective
cohort study. Additionally, the postoperative follow-up
time was honestly short. There is also only open surgery
was performed in our study due to lack of sufficient
laparoscopic material to perform the operation.

conclusion

good preoperative and postoperative supportive care in
open surgery for PUP. Laparoscopic surgery should be
performed only in the presence of experienced surgeon
and also in the presence of sufficient laparoscopic
materials.
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