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ABSTRACT

Background: Gastric and Duodenal perforation are one of the most common cause of acute abdomen .They
are managed by different surgical techniques in emergency procedures and the outcomes are more
encouraging to the community.

Aims: To study the various incidence and outcome of findings in cases with Gastric and Duodenal
perforation in emergency situations —a Retrospective randomized study.

Patients and Methods: This is a retrospective hospital based study. 56- Gastric and Duodenal perforation
patients diagnosed and various incidence in different aspects are categorized and the outcome is studied and
analysed.

Results: Factors deciding the outcome of Gastric and Duodenal perforation patients treated were observed
and analysed for prospective approach.

Conclusion: smaller Gastric and Duodenal perforations are easily amenable to perforation closure and
heals well than large perforations. Duodenal perforations are more benign than malignant.Gastric
perforations are more malignant than benign.

Keywords: Duodenal Perforation, Duodenal ulcers, peritonitis, risk factors, Gastric perforation.

INTRODUCTION

Ulcer perforation was a rare disease in 19 century,
however incidence greatly increased at the time of
20™ century .since then the world has been
epidemic of Duodenal Perforation among men.
After the introduction of H2 Receptor blockers &
PPI there has been sharp decline in peptic ulcer
surgery. However, there is epidemiological
change in perforation common in adolescent age
group and female genders also .The patients

especially the younger age group and adolescent
present with acute abdomen, should be carefully
evaluated in order to avoid catastrophe. Gastric
and Duodenal Perforation commonly encountered
in surgical practice .Perforation usually seen
secondary to duodenal ulcer. Perforation causes
leakage of biliary juice, Gastric juice, pancreatic
juice and semi digested food particles from
stomach and duodenum into generalized perit-
oneal cavity, which causes chemical peritonitis
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resulting in peritoneal irritation followed by Chart-1B  Sex incidence
increased peritoneal fluid secretions, causing
chemical and bacterial perito-nitis within 12 hours
of perforation. Emergency laparotomy followed
by identification of perforation, thorough perito-
neal lavage, closure of perforation and closure of
abdomen with subhepatic and pelvic drain.

sex incidence

W MALE-48
B FEMALE-8

MATERIALS AND METHODS

This study is a hospital based Retrospective Chart-2A  Age incidence

Randomised study from November 2010- Novem-
ber 2014. Inclusion criteria was all the patients Age Incidence
admitted to Emergency department with Gastric
and Duodenal perforation. Exclusion criteria —
sites other than Gastric & Duodenal intestinal
perforation, perforation due to blunt injury and
open injury). All patients were retrospectively
analysed by 1.sex, 2.age, 3.associated risk factors,
4.site of perforation, 5.size of perforation and
6.management of perforation, 7.intra —operative
findings, 8.post operative study, 9.morbidity and
10.mortality. In our study for small perforations,

m 10-20 YEARS
m 21-30 YEARS
= 31-40 YEARS
W 41-50 YEARS
m 51-60 YEARS
m ABOVE 61 YEARS

live pedicled omental patch closure using (cellan-

jones technique) were used and for large Chart-2B  Age incidence

erforations omental plugging by suturing of the Total number of patients o6
p_ plugging y 9 Age group No: of patients | %
live omentum to the nasogastric tube and by 10-20 Years 2 3.6
interrupted suture fixation of the greater omentum 31'33 Years 12 gé-g
. . 1-40 Years 1 .
around the perforation site was done. 4150 Yoars 12 e
51-60 Years 8 14.3
OBJECTIVES Above 60 Years 4 7.1
To study the incidence in 1l.sex, 2.age, _ o
3.associated risk factors, 4.site of perforation, Chart-3 Risk factor wise incidence
: : Total number of patients 56
5.size _of perfgratlon and_ 6.m§n§gement of Risk factor No: of patients | %
perforation, 7. intra —operative findings ,8.post Alcohol 18 321
operative study, 9.morbidity and 10.mortality.and Smoking 12 214
; ; ; Peptic ulcer 15 26.8
the outc_ome _|n pat_lents of C?astrlc ar.ld Duodenal NSAIDS 5 143
perforations in Rajah Muthiah Medical College NSAIDS+Steroid 3 54
Hospital.
Chart 4 Site of perforation
RESULTS Total number of patients 56
Chart-1 A Sex incidence Site No: of patients | %
Duodenum 48 85.7
sex Number of cases | % Gastric 8 143
Male | 48 85.7 :
Female | 8 14.3
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Chart-5A size wise incidence

size of perforation

W small <1cmm
M largel-3cm

giant >3cm

Chart-5B size wise incidence

Total number of patients 56
Size of perforation | cases | %
Small <lcm 48 85.7
Large 1-3cm 7 12.5
Giant >3cm 1 1.8

Chart-6A Perforation Management
Type of Management | Number of cases | %

In our study more than 32% of the cases did not
have air under the diaphragm, probably due to
smaller size, lesser leak and early sealing of
perforation by greater omentum. Mostly in
posterior gastric perforations the Greater sac was
less soiled or even dry. Peritoneal fluid collection
were there in perforation site, paracolic gutters
and more in Morrison’s pouch and pouch of
Douglas.

8. Post-Operative period Study

Usually, lesser leak and younger aged patient
walk out nicely without complications. Aged
patients with more co-morbid illness go for
complications like perforation-closure site leak,
drainage site infection, burst abdomen, thrombo-
phlebitis, pulmonary embolism, post-operative
myocardial failure, post-operaive respiratory
failure and septicaemia.

Conservative 0 0
Surgical 56 100 Chart-8 Post-Operative complications
. Post-Operative complications Number of cases | %
Chart-6B  Surgical Management Perforation-closure site leak 2 3.6
Surgery Number of % Drainage site infection 5 8.9
cases Burst abdomen 6 10.7
Cellan-jones omental patch closure 52 92.9 Thrombophlebitis 5 8.9
Omental plugging with nasogastric 4 7.1 Pulmonary embolism 0 0
tube Post-operative myocardial failure 0 0
Post-operaive respiratory failure 0 0
7. Intra —Operative Findings Septicaemia 2 36
The peritoneal cavity was very much soiled in
large and giant perforations and less in small .
9. Morbidity .

perforations. Sometimes there was Dry peritonitis
in very small perforations <3mm & in early sealed
perforation. Flakes and the Greater omental
adhesion was the usual guide to the site of
perforation. White to yellow flakes, easily and less
easily seperable flakes were found. The greater
the interval between perforation and surgery , the
greater the dense adhesions in perforation and
inter loop adhesions. Less adherent flakes were of
shorter duration and densely adherent flakes were
of longer duration since perforation. More air
under the diaphragm in Gastric and less air under
the diaphragm in Duodenal perforations were
found respectively, in x-ray Abdmen erect view.

Anaemia, hypoprotenimia, malnutrition, Diabetes
mellitus, liver failure, renal failure, CAD, COPD,
Asthmatic bronchitis all decide the fate of patient.

Chart-9 Morbidity

CO-MORBID NUMBER OF CASES %
FACTORS TOTAL:56

Anaemia 12 21.4
hypoprotenimia, 4 7.1
Malnutrition 24 42.8
Diabetes mellitus, 16 28.6
liver failure 2 3.6
CRF 0 0
CAD 4 7.1
COPD 8 14.3
Asthmatic bronchitis 18 32.1
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Chart-10 Mortality

Site of perforation Saved % Death % Cause

Duodenum 44 78.6 4 7.1 Septicaemia

Gastric 5 8.9 3 5.4 Septicaemia
A retrospective study of 56 patients of Gastric and CONCLUSION

Duodenal Perforation admitted between Nove-
mber 2010- November 2014 in Dept of Surgery
Rajah Muthiah Medical College were studied and
the incidence in various factors were categorized.
After analysis we found that Gastric/ Duodenal
perforation occurred in 56 patients out of that 48
(85.7%) were males, 8(14.3%) were females. Age
incidence included from 10 to 60 years and
above.1* peak occurred at age group 30-40years
and 2™ peak between 40-50 years.

DISCUSSION

This study was conducted on 56 patients with
perforated Gastric and Duodenal ulcer. 48(85.7%)
patient were males, 8(14.3%)were females .The
age of the patient presenting with perforated
duodenal ulcer ranged between 10-60 years and
above, and our study showed there were incidence
of Gastric and Duodenal perforation in younger
age group also. Patients are most commonly
males, but significant number of females patients
and adolescent age group are also rarely reported.
Alcohol and Smoking were the major risk factors
followed by peptic ulcer, acute and chronic
ingestion of NSAIDS and steroids. The study
reveals acute or chronic ingestion of NSAIDS
almost always predisposes to Gastric and
duodenal ulcer perforation.

The time of perforation, perforation to presenting
time to hospital, admission in hospital to surgery
interval, interval between perforation and surgery,
pre-operative shock, anaesthesia time, type of
anaesthesia, anaesthesia complications on the
operation table, operative time, size of perforation,
advancing age, sex, co-morbid illness, post
operative complications, perforation site closure
leaks, are the factors that usually decide the
mortality.

Duodenal and Gastric perforation are the most
common Abdominal emergency occurring in
routine surgical practice .It is more prevalent in
male patients and the incidence is highest in 31-40
years age group. The risk factors are alcoholism,
smoking, peptic ulcer, acute and chronic ingestion
of NSAIDS, and steroids. NSAIDS alone have a
high incidence of perforation. Addition of steroids
increases the incidence of perforation by many
folds. In our study the age was directly
proportional to the size of perforation. As for as
stomach and duodenum are concerned the more
proximal the perforation the greater the chance of
malignancy and the more distal it is benign.

In our data gastric/duodenal perforations are
classified into three main groups

(1) small perforations < 1 cm (best outcome);
(2) large perforations 1-3 cms (poor outcome);
and, (3) giant perforations > 3 cm size(very poor
come). In Giant perforations omentopexy may be
deemed unsafe, and other options may be thought
to be necessary.

In our study for small perforations, live pedicled
omental patch closure wusing (cellan-jones
technique) were used and for large perforations
omental plugging by suturing of the live
omentum to the nasogastric tube and by
interrupted suture fixation of the greater omentum
around the perforation site was done.

Other surgical options such as partial gastrectomy,
jejunal serosal patch, jejunal pedicled graft,
proximal gastrojejunostomy, or, even, gastric
disconnection were not adopted. The risk factors
need to be carefully taken into account in order to
reduce the morbidity and mortality as they only
usually decide the outcome.
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