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ABSTRACT

BACKGROUND

Perforation remains a major life-threatening complication of peptic ulcer disease. Morbidity and mortality following perforated

peptic ulcer remains substantial.

MATERIALS AND METHODS

A prospective study of the outcome of non-operative treatment of patients of perforated peptic ulcer was conducted for a period of
2009 to 2014. Patients with clinical and radiological diagnosis of perforated peptic ulcer were included for conservative
management consisting of intravenous fluid, nasogastric suction, antibiotics and proton pump inhibitor (Omeprazole).

RESULTS

Four (04) of these 26 patients did not improve after 12 hours of conservative management and required an operation. There is no
mortality in this conservative management group and morbidity is 4%. Median hospital stay was 10 days.

CONCLUSION

The non-operative management of perforated peptic ulcer in the era of proton pump inhibitor may be possible in selected patients,

provided strict guidelines are followed.
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BACKGROUND

Peptic ulcer disease is one of the most prevalent diseases of
gastrointestinal tract. It has two wide spectrums, one is
gastric ulcer and the other is duodenal ulcer and Helicobacter
pylori infection association is seen in 75% - 90% cases.[!] The
common complication of peptic ulcer disease is bleeding,
perforation and obstruction. Graham’s patch repair of
perforated peptic ulcer is a standard therapeutic option
employed in most surgical units.[231 In 1946, Taylor
successfully managed 27 cases of perforated peptic ulcer with
1 mortality with intravenous fluids, nasogastric suction and
serial abdominal examination.[45] Before that Crisp described
adhesion formation process in 1843 following peptic ulcer
perforation. While the conservative treatment of perforative
gastroduodenal ulcer was proposed by Wangensteen in
1935.161 Berne and Rosoff in 1950 describe that a surgeon is
able to know spontaneous seal of perforation by performing a
gastroduodenogram using a water soluble contrast media.l”]
On the other hand conservative management was opted in
some patients not eligible for surgical repair, because of
severe co-morbidities with haemodynamic stability and no
sign of frank sepsis despite surgical delay.
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The aim of this study is to access its efficacy and long-
term outcome.

MATERIALS AND METHODS

This prospective case study was performed in the
Department of Surgery, BS Medical College, Bankura, India
from January 2009 to January 2014. The total number of
cases included in this study was 26 [Table 1]. All the cases
were diagnosed by history, clinical examination, routine
haematological investigations, serum electrolytes, x-ray of
abdomen in erect and supine posture and ultrasonography of
abdomen followed by Gastrografin contrast study.

Inclusion criteria of this study consists of diagnosis of
peptic ulcer (clinical and radiological), haemodynamic
stability and age between 20 to 70 years.[48]

Conservative management consists of intravenous fluid,
intravenous antibiotics (ceftriaxone/piperacillin-tazobactam,
metronidazole), IV Omeprazole 40 mg twice daily,
nasogastric suction by Ryle’s tube (no. 18 for male, no. 16 for
female). The patient was monitored hourly. Pulse, blood
pressure, temperature and urine output and 12 hourly chart
for intake/ output. Emergency surgeon evaluated the patient
every 6 hourly and conservative management was
abandoned if the patient failed to improve or deteriorated, i.e.
increased intensity of abdominal pain, developed tachycardia,
pyrexia and abdominal distention after 12 hourly of
conservative management. Clear fluid allowed after 5 days of
conservative management after clamping of Ryle’s tube. The
patient was closely watched for any sign of peritonitis and if
the patient tolerated well then liquid diet was allowed and
nasogastric tube was removed. The patient had been
discharged after 2 weeks with anti-ulcer treatment for one
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month after discharge and upper GI endoscopy, rapid urease
test after 1 month and received anti HP treatment. Those are
tested positive for H. pylori.

RESULTS

During the study period (2009 - 2014), the patient with a
diagnosis of peptic ulcer was allocated to conservative
management who meets the inclusion criteria. The clinical
characteristic of the selected 26 cases are shown is Table 1
and Table 2.

Features/ Characteristics No. of Patients (N- 26)

Male 25
Female 1
Mean age in years 45(20-70)
Smoker/ Tobacco use 20
Alcoholic 16
NSAID 11
Steroid 2
H/O Dyspepsia 19
Associated Co-morbidity No. of Patients (N- 26)
Heart Disease 5
Diabetes Mellitus 7
Chronic Obstructive 6
Pulmonary Disease 1
Cirrhosis 7
No Co-morbidity
ASA Fitness Grade No. of Patients (N- 26)
I 2
II 7
111 8
v 7
\ 2

Table 1. Demography and Clinical Data

Duration in Hours (Range) No. of Patients (N- 26)
<4 2
4-8 6
8-12 8
12-24 5
24-48 5

Table 2. Duration of Perforation at Admission

22 of the 26 cases responded well to the conservative
non-operative treatment, while remaining 4 cases failed to
improve after 12 hours of observation and they underwent
emergency laparotomy. Hence, the success rate of
conservative management is 85%. One patient withdraws
from the study after 8 hours and also undergone emergency
surgery. There was no significant difference between the
failure group and successful group with regards to age
duration of perforation, medication or length of ulcer
symptoms and hospital stay. Four patients (04) who
underwent laparotomy after 12 hours of trial had unsealed
perforation and were true failure of conservative treatment.

Failed Successful
Features Conservative Conservative
Treatment (N=4)| Treatment (N=22)
Mean age (years) 44 46
Mean duration of 6 12
perforation(hours)
Mean hospital stay 12 10
Complication 2 6
Table 3. Comparison between Failed Group
and Successful Group
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Complication No. of Patients

A) Successful Group (N= 22)

i) Intra-abdominal abscess
ii) Respiratory tract infection
iii) Prolonged paralytic ileus (> 5 days
after incidence)

w s w

B) Failed Group (N=4)

i) Surgical site infection 1

Table 4. Complication in Successful and Failed Group

Follow-Up

The twenty cases were followed for 1 year and six (06) cases
did not turn-up for follow-up. All cases received anti-ulcer
therapy for one month and were advised upper GI endoscopy
and rapid urease test after one month. Anti H. pylori
treatment was given for 14 days who were tested positive for
H. pylori.

DISCUSSION

The common treatment for patient with perforated peptic
ulcer is surgical repair.l° In most cases, Graham’s omental
patch repair is commonly performed followed by H2 receptor
antagonist or proton pump inhibitor, anti-HP eradication
therapy is initiated for the patient found having H. pylori
infection. H. pylori infection reported 80% cases of
perforated duodenal ulcer. H. pylori infection resulted in
favour of perforation than haemorrhage or obstruction.

In our study, we analysed the safety and efficacy of
conservative management (known as Taylor method)[10] of
perforated gastroduodenal ulcer. Surgical closure of the
peroration has remained the standard therapy until now.
Recently conservative management has drawn much
attention.  Conservative management of perforated
gastroduodenal ulcer has not had a wide acceptance as an
alternative approach to surgery. The first half of 20t
centuryl1112] has shown that after perforation, self-sealing
occurs in high frequency by formation of fibrin clot quickly on
and around the perforation. This is the start of definite
closure, which associates adhesion between perforation and
adjacent organ and healing of gastrointestinal tract. This
phenomenon of self-healing is efficient in at least 50% of the
patients.[13] Indeed, it is a common experience for surgeons
who operate for perforated ulcer to observe that they first
have to mobilise the perforation from adjacent organs before
able to suture it.[14] Songne et al opine that presence of septic
shock at the time of admission is a critical determinant
whether the patient will respond to non-operative
management.

The Basis behind Conservative Management

e In gastroduodenal perforation the peritoneal cavity
usually remains sterile for 12 hours, because the
bacterial load is low in upper gastrointestinal tract.[14]

e  Peritonitis is no longer now considered the killer as it is
used to be, because with the aid of the new
armamentarium at our disposal the peritoneum will
localise usually and absorb the contaminant.

e  Concern over the peritoneal soilage had led the surgeons
to believe that it is the prime importance to wash out the
peritoneal cavity carefully with a large volume of normal
saline at the time of operation.[!5] Rosoff reported that
out of 109 patients treated non-operatively during the
acute phase, only 3 developed intra-abdominal
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abscess.[15] Re-leakage has occurred in 2 of 109 patients
who were treated non-operatively as reported by Berne
and Rosoff.[16]

Issue of Co-Morbidity

Conservative management was developed at the time when
surgical closure was associated with risk factors including
age more than seventy years, use of steroidal and non-
steroidal anti-inflammatory drugs and concomitant medical
illness and presence of shock (SBP < 100 mmHg).[7]

One of the major issues with the conservative
management is risk of misdiagnosis. However, regular re-
assessment clinically and radiologically (repeat if necessary)
by an experienced surgeon, the conservative treatment can
be discontinued. The criteria for spontaneous sealing are
uniform filling of gastroduodenogram, demonstration of ulcer
and lack of spillage. Absence of filling of gastroduodenogram
in spite of lack of spillage is not acceptable.[!8] Failure of
conservative management can be predicted by the size of
pneumoperitoneum/ size of L1 vertebrae if greater than one
and presence of shock at admission. According to Taylor’s
guidelines and previous reports, the presence of
haemodynamic instability even in a moribund patent favours
urgent laparotomy.[19] Therefore, careful stratification
according to inclusion criteria is the key point for successful
outcome of non-operative management and also to avoid
delayed surgical closure of perforation.[20]

CONCLUSION

Conservative treatment of perforated peptic ulcer in the era
of advanced antibiotics and proton pump inhibitor is an
alternative therapeutic option if strict inclusion criteria and
guidelines are followed. However, the presence of shock at
admission is still associated with high mortality and should
encourage early surgical intervention in these moribund
patients.
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