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Abstract
Background: Perforation is one of the most important complications of a peptic ulcer. In spite of modern management, 
it is still a life threatening emergency. Operative method is still the treatment of choice and simple closure of perforation 
with Graham’s patch is an established procedure of choice in our institution. Material and Methods: A prospective study 
was conducted on 30 diagnosed patients of perforated peptic ulcer at Dr. Vasantrao Pawar Medical College, Nashik to 
study the clinical profile and clinical outcome of peptic ulcer perforation patients post operatively from August 2014 to 
December 2016. Results: A total of 30 patients were included, majority of patients presented in the 4th decade of life 
and 88.67% were males, 76.67% of the total patients had positive history suggestive of peptic ulcer disease and 36.66% 
patients had associated co morbidities, (36.67%) had severe dehydration, 10% patients presented with hypotension, with 
a systolic blood pressure of less than 90mmHg. In 23.33% of patients surgery was performed within 5 days of onset 
of acute abdominal pain and 16.67% presented with severe contamination of the peritoneal cavity, 33.33% presented 
with gastric perforation and 66.67% presented with duodenal perforation. 30% patients suffered from post operative 
wound infection and 30% patients suffered from post-operative respiratory infections. 16.67% patients presented with 
post operative sepsis. The mortality rate in this study was 10%. Conclusion: Perforated peptic ulcer is one of the most 
commonest acute abdominal emergencies. The outcome of the patient depends on the age of the patient, associated co 
morbidities, time interval between acute abdominal pain and surgery, timely resuscitation, contamination of the abdomen 
and post operative sepsis.

1. Introduction 
Perforation is one of the most important complications of 
a peptic ulcer. In spite of modern management, it is still a 
life threatening emergency. The knowledge of perforation 
dates over 2000 years back when the great Indian surgeon 
“Sushrutha” described it as “Parinamashula”. King Charles 
first daughter, Henriette-Anne, died in 1670 after a day of 
abdominal pain and tenderness. Since poisoning was sus-
pected autopsy was performed revealing peritonitis and 
a small hole in the anterior wall of stomach1,2. Every year 
peptic ulcer disease affects 4 million people around the 
world and 2%-14% of these ulcers perforate3,4.

Perforated peptic ulcer occurs in 2-10 % of the patients 
with peptic ulcer disease and account for more than 70% 
deaths5. Overall mortality rate of perforated peptic ulcer 
in recent studies varies from 6%-14% and remains at 
approximately 30-60 % in patients with a Boey score of 
2 or more6,7. Elective surgery leads to 5-10 % of mortality 
while in emergency situation it goes to 20-30 % and may 
be as high as 30% to 50% particularly in elderly elective 
surgery leads to 5-10 % of mortality while in emergency 
situation it goes to 20-30 % and may be as high as 30% 
to 50% particularly in elderly. Acute perforation is one of 
the complications of chronic Duodenal Ulcer (DC) and 
occurs in about 10-15 % of all recognized chronic peptic 
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ulcers3. A detailed history with regard to the symptoms of 
the patient, a thorough examination of the patient, radio-
logical and biochemical investigations help to arrive at a 
correct preoperative diagnosis. Operative method is still 
the treatment of choice and simple closure of perfora-
tion is an established procedure of choice. The chances 
of mortality increases with delay in surgical management. 
The mortality rate when operation is performed within 6 
hours of onset of pain approaches zero, within 6-12 hours 
the rate is 5-10 %, within 12-24 hours it is 25% or higher 
and after 72 hours, operations are seldom successful8. A 
successful outcome depends upon early diagnosis and 
timely surgical intervention. Simple closure with mental 
patch repair is the mainstay of treatment of perforated 
peptic ulcer.

2. Methods 
A Prospective study was under taken on 30 patients to 
predict the mortality and morbidity of perforated pep-
tic ulcer at department of surgery, Dr. Vasantrao Pawar 
Medical College, Nashik between 2014 and 2016. All 
patients who presented to emergency department as per-
forated peptic ulcer were taken into the study but patients 
in whom perforations in areas of the gastrointestinal tract 
other than Gastroduodenal region, Perforations caused 
due to any trauma to abdomen, Perforations caused due 
to any malignancy were excluded.

A detailed history of dyspepsia, NSAID’s intake, wax-
ing and waning of symptoms with smoking and alcohol 
intake, epigastric pain were all taken into consideration. 
Any existing co-morbid conditions were noted. Detailed 
physical examination and hydration status were given due 
consideration and per abdominal condition including 
tenderness guarding rigidity were recorded at the time of 
admission. Emergency investigations included complete 
haemogram, random blood sugar, PT-INR, serum elec-
trolytes, blood urea and serum creatinine, HIV&HBsAg, 
ECG and radiological investigations of Xray abdomen 
standing, Xray chest and USG Abdomen. 

Duration of perforation was determined by time 
interval between onset of symptoms of severe acute 
abdominal pain and arrival time to the hospital. Shock 
was defined as persistent hypotension with systolic 
BP less than 90mmHg. All patients were operated for 
emergency exploratory laprotomy on the same day of 
admission with thorough peritoneal lavage and Grahams 
patch and placement of drains under general anaesthesia. 

Antibiotics were given to all patients post operatively. All 
patients were followed up for 6 months and assessed for 
their morbidity and recurrence of symptoms. Morbidity 
was assessed in terms of length of hospital stay and post 
operative complications. The data thus collected was ana-
lyzed for predicting outcome of the patients. Mortality 
was defined as death during the hospital stay.

3. Results
In this study conducted on 30 patients, maximum patients 
belonged in the age group 31-40 years (Table 1) showing 
a male preponderance with 86.67% males and 13.33% 
females. In our study 26.67% of the patients had previous 
history of NSAID intake. 40% of patients were chronic 
alcoholic and 26.67% were both alcoholic and smok-
ers and 10% were only smokers. In this study 76.67% of 
the patients had previous history of peptic ulcer disease 
(Table 2).
Age distribution in years:

Table 1. Age distribution in years

History suggestive of 
Peptic Ulcer Disease 

No. of 
Patients

Percentage

Positive 23 76.67%
Negative 7 23.33%
Total 30 100.00%

Table 2. History suggestive of peptic ulcer disease

Age Group
No. of 
Patients

Percentage

21-30 5 16.67%
31-40 8 26.67%
41-50 3 10.00%
51-60 5 16.67%
 61-70 6 20.00%
71-80 3 10.00%
Total 30 100.00%

Co-morbid conditions were present in 36.66% 
patients. Out of 30 patients 3 had cardiac illness, 1 patient 
was a known case of asthma, five patients were known 
diabetics and 2 patients had hypertension. Pre-operative 
shock was present in 3 patients (10%). The most com-
mon site for perforation was duodenum in 66.67% of the 
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patients and gastric perforation to be present in 33.33% of 
the patients. In this study mild dehydration was present in 
14 patients (46.67%) and 11 patients (36.67%) had severe 
dehydration.

Time interval between onset of acute abdomen pain 
and surgery was less than 48 hours in 5 patients (16.67%), 
48-72 hours in 40% of patients and more than 95 hours in 
23.33% of the patients (Figure 1). Single perforation was 
found in all the patients.

Time interval between onset of acute pain and 
Surgery:

Table 3. Outcome

Outcome No. of Patients Percentage 

Cured 27 90.00%

Expired 3 10.00%

Total 30 100.00%

Time Interval
Figure 1. Time interval between onset of acute pain and Surgery.

Exploratory laparotomy with thorough peritoneal 
lavage and repair of peptic ulcer was done using modi-
fied Grahams patch and placement of drains formed the 
mainstay of treatment in all patients. In our study 29 
patients had perforation of the size 0.5-1 cm which was 
amendable for grahams patch repair. One patient had an 
anterior gastric perforation 3 cms in size for which gas-
trojejunostomy was done after refreshing the edges.

In this study 30% of patients developed pulmonary 
complications, 30% patients had post operative wound 
infections and 16.67% of the patients developed post 
operative sepsis. The overall length of hospital stay ranged 
from 2 days to 27 days. This study showed a mortality rate 
of 10% (Table 3). In this study various factors affect the 
outcome of the patient like age of the patient, postop-

erative sepsis and time interval between onset of acute 
abdominal pain and surgery. In this study 9 patients were 
above 60 years of age and 66.7% of these patients cured 
while 3.3% of these 9 patients expired (p value = 0.005), 
this is significant hence as the age of the patient increases 
the risk of mortality significantly increases. In our study 
5 patients presented with postoperative sepsis, out of 
these 5 patients 3 expired (p value<0.001), this is signifi-
cant hence the outcome of the patient is affected by post 
operative sepsis. To evaluate the relation of time inter-
val between onset of acute abdominal pain and surgery 
7 patients out of 30 had a time interval of more than 96 
hours and out of these 3 patients expired (p value = 0.001), 
this is significant hence as the time interval between the 
onset of acute abdominal pain and surgery increases the 
risk of mortality increases.

4. Discussion
Perforated peptic ulcer is a common surgical emergency 
affecting 2-14 % of the patients with peptic ulcer disease 
and accounts for more than 70% deaths associated with 
peptic ulcer disease. Patients profile along with risk fac-
tors like age of the patient, duration of perforation, time 
interval between the onset of acute pain and surgery, co 
morbid conditions, post operative sepsis and operative 
details, postoperative complications, length of hospital 
stay and mortality were analyzed among patients with 
peptic ulcer. It was observed that perforated peptic ulcer 
was more common in males. A possible explanation for 
these findings may be that some behaviour such as smok-
ing and drinking alcohol beverages are more frequent 
among men thus increasing the risk of peptic ulcer disease 
and perforation. Perforation usually involves the anterior 
wall of the duodenum (60%), although it may involve the 
antrum (20%) and lesser curvature (20%). In our study 
duodenal perforation was the commonest. In our study 
simple closure with Graham’s patch repair was done.

The mortality rate in this study was 10%. Factors such 
as advanced age, pre operative shock, post operative sep-
sis and delay in presentation and operation have been 
identified as risk factors9. There is a significant associa-
tion between age of the patients and outcome10. As the age 
of the patient increases the risk of mortality significantly 
increases. However the presence of pre operative shock 
was not found to be significantly associated with mortality. 
Patients presenting with Preoperative shock can be resusci-
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tated with recent advances in critical care and hence has no 
significance over outcome of the patient today.

If the patients has gross contamination of the abdo-
men and develops post operative sepsis the mortality risks 
in such patients increases. Old age and delay in treatment 
and definitive operation and preoperative shock and asso-
ciated co-morbidities add to mortality risks11. Improved 
outcome by risk stratification dividing patients into high 
and low risk groups with improving critical care manage-
ment are contributory factors for better outcome. Dakubo 
and colleagues examined 326 cases for perforated peptic 
ulcers and reported a mortality of 11%12.  Lohsiriwat and 
colleagues presented a series of 152 patients of peptic 
ulcer perforation and reported a mortality rate of 9%13.  

Menekse and colleagues in their study conducted in 2015 
on 227 patients reported a mortality rate of 10%14.

5. Conclusion
Peptic ulcer perforation is one of the most commonest 
acute abdominal emergencies. Early presentation holds 
a good prognosis, unfortunately in developing countries 
like India patients usually present late to the hospital with 
full blown peritonitis, septic shock and multi organ fail-
ure. The peak incidence lies between 30-40 years of age 
and amongst peptic ulcer perforations duodenal ulcer 
perforation is the most commonest of the two. Peptic 
ulcer perforations are more common in males. The mor-
tality rate in this study is 10%. The outcome of the patient 
depends on the following factors Age of the patient, 
associated co-morbidities, Time interval between onset 
of acute abdominal pain and surgery, Condition of the 
patient at the time of surgery like dehydration, contami-
nation and septicaemia. The risk of mortality increases 
with increase in age, severe contamination of the abdo-
men observed during surgery leading to post operative 
sepsis and increase in time interval between onset of 
acute pain and surgery.
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