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ABSTRACT
Introduction: Perforated Gastroduodenal ulcer followed by generalized peritonitis is common surgical emergency. 
Perforation is associated with increased mortality, accounting for greater than 35% of all peptic ulcer-related deaths. 
There is significant correlation between delayed surgical interventions for more than 24 hours to postoperative 
complications. 

Materials and Methods: A Retrospective clinical study of Gastroduodenal perforation peritonitis on patients who 
underwent exploratory laparotomy in the department of General surgery at SVIMS, SPMC (W), TIRUPATI. All the 
required data is retrieved from the medical records department of the SVIMS, SPMC (W) hospital. The data like age, 
sex of patient, other demographic data, detailed history of acute abdomen, past history of gastroduodenal ulcer 
disease, smoking, alcohol intake, abuse of analgesics and steroids, general examination findings and details of vitals 
are collected from the medical records and are documented. The details of examination findings are in support of 
generalized peritonitis, resuscitative measures taken, findings of investigations, details of anesthesia, details of surgical 
procedure and intraoperative findings like site and size of perforation, quantity and quality of peritoneal fluid, type of 
repair done to perforation, post-operative management, biopsy details, details of morbidity and mortality, duration 
of hospital stay and treatment advice on discharge are also documented.

Results: In this study, out of 44 patients considered, 33 patients (75%) are Male and 11 patients (25%) are Female 
with male to female ratio of 3:1. NSAID abuse is documented in 10 patients (22.7%), 10 patients (22.7%) had history 
of both alcohol abuse and smoking, 4 (9%) had only alcohol and 3 (6.8%) patients had only smoking history, 2 (4.5%) 
patients had history of chronic stress and one patient (2.27%) had history of steroid abuse. The incidence of site 
of gastroduodenal perforation is as follows, 21(47.72%) patients had perforation in prepyloric region, 18 (40.9%) 
patients had perforation in first part of duodenum, 3 (6.8%) patients had perforation in body of stomach and 2 (4.5%) 
patients had perforation in second part of duodenum. In this study, there is significant correlation between delayed 
presentations for more than 24 hours to post-operative complications (p- value 0.003). But there is no correlation of 
post-operative complications with size of perforation (P – value 0.065) and site of perforation (p-value 0.0517).

Conclusion: NSAID abuse, smoking and alcoholism are important predisposing factors. Abdominal pain, tenderness, 
guarding and rigidity are documented in all the patients. There is increasing trend in gastric perforations with highest 
incidence in prepyloric region. There is significant correlation (0.003) between delayed surgical interventions for 
more than 24 hours and postoperative complications; but there is no correlation between size of perforation (0.065) 
and site of perforation (0.0517) to post-operative complications. Mortality is high in duodenal ulcers of size >1.5 cm 
with delayed presentation. None of them showed malignancy among all the specimens.
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INTRODUCTION 

Perforated Gastroduodenal ulcer followed by generalized 
peritonitis is common surgical emergency. The mortality 
rate ranges from 8% to 25% [1]. Thirty-day mortality 
rate reaching up to 20% and 90-days mortality rate 
reaching up to 30% have been reported [2]. Perforation 
is associated with increased mortality, accounting for 
greater than 35% of all peptic ulcer-related deaths [3]. 
Gastroduodenal ulcer perforation is mainly due to an 
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imbalance between mucosal protective mechanism and 
the damaging forces. The pattern of Gastroduodenal 
perforation varies from one geographical area to another, 
depends on socio-demographic and environmental 
factors [4]. The important predisposing factors for 
gastroduodenal ulcer perforation are smoking, use 
of non-steroidal anti-inflammatory drugs, infection 
with Helicobacter pylori, stress, and old age [5]. 
Though incidence of perforated gastroduodenal ulcer 
is decreasing trend, frequency among old people is 
increasing [6].

Patients present with an acute abdomen associated with 
shock, generalized peritonitis, tenderness, and absent 
liver dullness, with sub diaphragmatic gas on plain erect 
abdominal X-ray and chest X-ray. Ultrasound abdomen 
and CT scan if required are used in diagnosis. The 
surgical management of gastroduodenal perforations by 
exploratory laparotomy/laparoscopy is done. Peritoneal 
lavage with normal saline followed by primary closure 
with interrupted sutures. Cellan et al. in 1929 [7] first 
described the defect closure by using omental patch. 
It was modified by Graham in 1937 [8]. The time of 
intervention is one of the important prognostic values, 
which is known as the Boy score [9,10]. The delay of more 
than 24 hours in diagnosis and management worsened 
the predicted outcomes and increased post-operative 
complications [11]. Other factors associated with 
increased morbidity and mortality in perforated ulcer 
patients are concomitant diseases, shock on admission, 
delayed surgery, revision surgery, and postoperative 
abdominal and wound infections [12]. Recognizing 
disease as early as possible, diagnosing promptly and 
very aggressive proper resuscitation and early surgical 
intervention will help in reducing the morbidity and 
mortality low [13].

AIMS AND OBJECTIVES

To study trends (duodenal/gastric) in site of 
gastroduodenal perforation.

To study the outcome (morbidity/mortality) in relation 
to size and site of gastroduodenal perforation.

MATERIALS AND METHODS

A Retrospective clinical study of Gastroduodenal 
perforation peritonitis on patients who underwent 
exploratory laparotomy in the department of General 
surgery at SVIMS, SPMCW, TIRUPATI from January 2017 
to December 2019.

Inclusion criteria
All cases of perforation peritonitis due to gastroduodenal 
perforation.

Exclusion criteria:
Age below 18 years.

Traumatic gastroduodenal perforation.

Methodology
All the required data is retrieved from the medical 
records department of the SVIMS, SPMC (W) hospital. 
Data like age, sex of patient, other demographic data, 
detailed history of acute abdomen, past history of 
gastroduodenal ulcer disease, smoking, alcohol intake, 
abuse of analgesics and steroids, general examination 
findings and details of vitals are collected from the 
medical records and are documented. The details of 
examination findings are in support of generalized 
peritonitis, resuscitative measures taken, findings of 
investigations, details of anesthesia, details of surgical 
procedure and intraoperative findings like site and 
size of perforation, quantity and quality of peritoneal 
fluid, type of repair done to perforation, post-operative 
management, biopsy details, details of morbidity and 
mortality, duration of hospital stay and treatment advice 
on discharge are also documented.

Procedure
All patients are operated under general anesthesia. 
Mid-line laparotomy incision is given. Size and site 
of gastroduodenal perforation is identified and 
noted. After aspiration of peritoneal fluids, thorough 
peritoneal lavage is given with 4 to 5 liters of warm 
saline in all the quadrants of peritoneal cavity. Edges 
of perforation refreshed; marginal Biopsy is taken in 
gastric perforations. The primary single layer closure 
of gastric ulcers perforation with 2-0 mersilk is done 
and modified Graham’s patch repair done for duodenal 
ulcers. Abdominal drains are inserted and fixed; and 
abdomen closed in layers. All the patients are shifted to 
SICU and kept on Nil by mouth with continuous Ryles 
tube aspirations. Fourth hourly monitoring of pulse, 
blood pressure, respiratory rate and body temperature 
is done. Patient treated using IV fluids and IV antibiotics 
with close monitoring. Once the patients are stabilized, 
they are shifted to general surgery wards. Patients are 
kept on Nil by mouth till bowel sounds are documented. 
Initially, they are given liquid diet and gradually shifted 
to solid diet. All the postoperative complications like 
wound infection, burst abdomen, respiratory track and 
urinary tract infections are documented. All the patients 
are kept on Helicobacter Pylori eradication treatment 
for two weeks before discharge. Patients are reviewed 
after 2 weeks and kept proton pump inhibitors for one 
month. 

Ethical considerations
	9 The present study is a retrospective study.

	9 No experimental animals are involving in the 
present study

	9 No financial burden will be made on the study 
objects and the institute.

DATA ANALYSIS 

Data is entered into the MS Excel sheet and analyzed 
using SPSS software version 21.
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Descriptive statistics like frequencies, percentages 
for discrete data and means ± standard deviation for 
continuous data are calculated. 

Chi-square test and student's t-test or ANOVA test are 
used to know the significance between discrete and 
continuous data. 

A p value of 0.05 is taken as significance level.

RESULTS

In this study, out of 44 patients, 33 patients (75%) are 
Male, and 11 patients (25%) are Female with male to 
female ratio of 3:1 (Table 1).

The age of all patients is in range of 18 to 72 years with 
the mean age being 35 years. Out of all patients, 10 are 
in 41-50 years age group which accounts to 22.7% of 
total, 9 (20.4%) patients are in 61-70 years age group, 
8(18%) patients are in 21 to 30 years, 8(18%) patients 
are in 31-40 years age group, 6(13.6%) patients are in 
51-60 years age group, 2 (4.5%) patients are in 11- 20 
years age group and only one patient is in 71-80 years 
age group (Table 2).

Only 4 patients (9.09%) had history of peptic ulcer 
disease and none of them had taken pyloric eradication 
therapy. NSAID abuse is documented in 10 patients 
(22.7%),10 patients (22.7%) had history of both alcohol 
abuse and smoking,4 (9%) had only alcohol and 3 (6.8%) 
patients had only smoking history, 2 (4.5%) patients had 
history of chronic stress and one patient (2.27%) had 
history of steroid abuse (Table 3).

Abdominal pain is documented in all the patients (100%) 
and is associated with nausea and vomiting seen in 24 

patients (54.54%), abdominal distension in 38 patients 
(89.36%), constipation in 6 patients (13.6%), fever in 
4 patients (9.09%), 3 patients (6.8%) presented with 
decreased urine output and 2(4.5%) patients had got 
breathlessness (Table 4).

All patients have diffuse tenderness all over abdomen. 
Rigidity and guarding reported in 40 patients (90.9%), 
obliteration of liver dullness was documented in 32 
patients (72.7%) of cases and absent bowel sounds 
reported in 41 patients (93.18%) (Table 5).

The time gap between the onset of abdominal pain and 
admission in hospital is highly inconsistent. 18(40.90%) 
patients got admitted within 24 hours, 12(27.2%) 
patients got admitted between 24 hours to 48 hours, 
4(9%) patients got admitted between 48 hours to 72 
hours, 7(15.9%) patients got admitted between 72 hours 
to 96 hours and 3(6.8%) patients got admitted between 
96 hours to 120 hours (Table 6).

All the patients had erect abdomen and chest X-ray.32 
patients (72.72%) had sub diaphragmatic free gas (air 
under diaphragm). All patients underwent abdominal 
ultrasound.35 (79.5%) patients had free peritoneal fluid 
suggestive of peritonitis.

All the patients underwent emergency exploratory 
laparotomy under general anesthesia after optimal 
resuscitation and none of the patients underwent 
primary placement of bilateral intra-abdominal drains. 
The peritoneal exudative fluid was bilious in 31 patients 
(70.4%), 5(11.36 %) patients showed serosanguinous 
exudative fluids, 8 patients showed frank pus (Table 7).

The incidence of site of gastroduodenal perforation 

Table 1: Distribution of patients among both genders.

Gender of patient Number of patients
Male 33

Female 11

Age group Number of patients
<20 years 2

21-30 years 8
31-40 yeas 8
41-50 years 10
51-60 years 6
61-70 years 9
71–80 years 1

Table 2: Distribution of patients among different age groups.

Table 3: Distribution of various predisposing Factors on patients.
Predisposing factor Number of patients

NSAID abuse 10
Smoking 3

Alcoholism 4
Both smoking and Alcohol abuse 10

Steroid abuse 1
Chronic Stress 2

Previous history of Peptic ulcer 4
No predisposing factor Identified 10

Clinical symptoms Number of patients
abdominal pain 44

abdominal distension 38
nausea and vomiting 24

Constipation 6
Fever 4

Breathlessness 2
Oliguia 3

Table 4: Distribution of clinical symptoms among the patients.

Table 5: Distribution of clinical signs among the patients.

Clinical signs Number of patients
Diffuse abdominal tenderness 44

Rigidity and guarding 40
Obliteration of liver dullness 32

absent bowel sounds 41

Table 6: Distribution of time gap between the onset of abdominal 
pain and to the admission among patients.

Time gap between the onset of abdominal pain and 
to the admission

Number of 
patients

< 12 hours 3
12-24hours 15

24 -48 hours 12
48-72 hours 4

72 to96 hours 7
96-120 hours 3
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is as follows, 21 (47.72%) patients had perforation in 
prepyloric region, 18 (40.9%) patients had perforation 
in first part of duodenum, 3(6.8%) patients had 
perforation in body of stomach and 2 (4.5%) patients 
had perforation in second part of duodenum (Table 8).

The size of gastroduodenal perforation ranges between 
0.4 cm to 2.5 cm, 32 (72.72 %) patients had size of 
perforation in the range of 0.5 to 1 cm, 5 ((11.36%) 
patients had perforation in the range of 1.1 -1.5 cm, 5 
patients (11.36%) had size of perforation between 1.6 
to 2 cm and 2 patients (4.54%) had perforation size less 
than 0.5 cm (Table 9).

Edge biopsy is taken for all the patients who had gastric 
perforation and none of them had HPE suggestive of 
malignancy. 

33 patients underwent modified Graham’s omental 
patch repair and 11 patients underwent only primary 
closure of perforation and only 2 patients had feeding 
jejunostomy along with primary repair.

The most common complication is pulmonary infection 
that is observed in 18 patients (40.90 %), renal failure 
is seen in 2 patients (4.5%), surgical site infection seen 
in 10 (22.7%)urinary tract infection seen in7 patients 
(15.9 %), wound gaping seen in 5 patients (11.36%), 
liver failure seen in5 patients (11.36 %), abnormal 
coagulation profile seen in 4 patients (9.09%), bile 
leak seen for 2 patients (4.5%) and one patient with 
intestinal obstruction due to adhesions. 2 patients 
underwent relaparatomy; one patient for burst abdomen 
and another for intestinal acute intestinal obstruction.2 
patients had mortality with MODS following bile leak. 

 In this study, there is significant correlation between 
delayed presentation for more than 24 hours to post-
operative complications (p- value 0.003). But there is 
no correlation of post-operative complications with size 
of perforation (P – value 0.065) and site of perforation 
(p-value 0.0517) (Tables 10-13).

All the discharged patients are put on H. pylori eradication 
therapy. All the gastric perforation patients advised to 
have upper GI endoscopy to rule out carcinoma stomach 
but only 6 patients underwent upper GI endoscopy; 
none of them diagnosed to have malignancy.

The mean duration of hospitalization is 9 days (range 6 to 
20 days). Two patients had the post-operative mortality 
with developed MODS following bile leakage. Both the 
deceased patients had perforation size more than 1.5 cm 
in first part of duodenum, and both underwent surgery 
after 48 hours of onset of symptoms.

DISCUSSION 

In this study, maximal incidence of gastroduodenal 
perforation is found in 41 to 50 years age (22.7%) and 
least number of cases between 20 years (4.5%). Girish 
S et al. also documented the highest incidence found in 
40-49 years of age (25%) and lowest incidence in less 
than 19 years of age (3.4%) [14]. Sangita et al. also 
documented the highest number of cases in 41 to 50 
years age group (32.78%) and least number of cases in 
less than 20 years group (3.44%) [15].

44 patientswith perforation peritonitis are considered 
with male to female ratio of 3:1 ratio. Charan Satapathy et 

Table 7: Distribution of peritoneal exudates among patients.

Character of peritoneal exudates Number of patients
Bilious 31

Serosanguinous 5
Fank pus 8

Table 8: Distribution of site of perforation among patients.

Site of perforation Number of patients
body of stomach 3

Prepyloric 21
first part of duodenum 18

second part of duodenum 2

Table 9: Distribution of size of perforation in patients.

Size of perforation Number of patients
<0.5 cm 32

0.5 to 1 cm 2
1.1 -1.5 cm 5
1.6 to 2 cm 5

Table 10: Distribution of post-operative complications among 
patients.

Post-operative complication Number of patients
Pulmonary infections 18

Renal failure 2
Surgical site infection 10
Urinary tract infection 7

Abnormal coagulation profile 4
Bile leak 2

Adhesive intestinal obstruction 1
Wound gaping 5

Liver failure 5

Table 11: Distribution of patients with and without complications 
for different time gaps between onset of symptoms and 
intervention.

Gap between onset of symptoms 
and intervention

With 
complications

Without 
complications

<24 hours 5 13
>24 hours 19 7

p- value 0.003

Table 12: Distribution of patients with and without complications 
for different perforation sizes.

Size of perforation With complications Without complications
< 1cm 16 18
>1cm 8 2

P – value 0.065

Table 13: Distribution of patients with and without complications 
for different sites of perforation.

Site of perforation With complications Without complications
Gastric 16 6

Duodenal 18 4
P-value 0.0517
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al. documented Male to Female ratio of 11.2:1 [16]. Girish 
et al. documented higher incidence in male compared to 
female with male to female ratio as 19:1.14. Sangita et al. 
got similar male predominance with male to female ratio 
as 10.6:1 [15]. Similar results are documented in a study 
by Rao Mohan Vijaya S and et al [17]. Kenneth Thorsen al. 
documented equal incidence in both male and female [18].

10 (22.72%) patients have history of both alcohol abuse 
and smoking, 4 patients have only alcohol, and 3 patients 
have only smoking history. Laishram Oken Singh et al. 
also documented 34.5% of duodenal ulcer perforation 
in patients having both alcohol and smokers abuse [19] 
Kumar PV et al., had similar association with both alcohol 
and smokers abuse (66%) [20]. Unar et al. documented 
smoking history in 23.1% [21].

NSAID abuse is documented in 10 patients (22.2%), 
two patients have history of chronic stress and only one 
patient has history of chronic steroid abuse. Fathalah 
et al. also documented that Smoking, NSAIDs uses, 
and stress are risk factors for PPU and also can affect 
outcome [22]. Dushyant Kumar Rohit, et al. documented 
26.6% patients having history of NSAIDs intake [23].

Abdominal pain is most common symptom that is seen in 
all the patients, followed by abdominal distension in 38 
(86.36%) patients, nausea and vomiting in 24 (54.54%) 
patients, constipation in 6(13.6%) patients and fever in 
4 (9%) patients. Sachin Sharmaet al. also documented 
that the incidence of symptoms are as follows: pain 
in abdomen (100%), abdomen distension (95%), 
constipation (88.57%) and vomiting (22.85%) cases 
[24]. Dushyant Kumar Rohit, et al. documented that the 
incidence of symptoms are as follows: pain in abdomen 
(100%), abdomen distension (80%) [23]. Laishram 
Oken Singh et al. also documented 100% incidence with 
abdominal pain, 18.2 % incidence of nausea and 13.6% 
incidence of vomiting [19]. In the study by Sangita 
M Gavit et al, 100 % of patients had abdominal pain, 
Nausea and vomiting in 84. 48%, distension of abdomen 
74. 13%, fever in 60.34%, loose motion in 18. 96% [15].

3 patients (6.81%) got admitted in hospital within 12 
hours of onset of abdominal pain,15(34.09%) patients 
admitted between 12-24 hours, 12(27.2%) between 
24 hours to 48 hours, 4(9%) patients between 48 
hours to 72 hours, 7(15.9%) patients between 72 
hours to 96 hours and 3(6.8%) patients between 96 
hours to 120 hours. There is a significant correlation 
between one or more post-operative complications and 
delayed admission beyond 24 hours (P- value 0.003). 
It is documented that mortality is high in patients who 
presented after 24 hours to hospital. Boey et al. also 
documented poor postoperative complications and 
outcome if presentation is more than 24 hours [10]. Lau 
JY et al. reported that mortality increased if duration of 
symptoms for more than 24hours [25]. Bin-Taleb AK et 
al. reported that the shorter mean period between onset 
of perforation symptoms and surgical intervention 
was associated with reduced mortality rates [26]. 
No correlation was identified between duration of 

symptoms and postoperative outcome in a study by 
Mutlu Unver et al [27].

The following clinical signs like diffuse tenderness all 
over abdomen reported in 44 patients (100%), rigidity 
and guarding all over the abdomen reported in 40 
patients (90.9%), obliteration of liver dullness in 32 
patients (72.7%) and absent bowel sound reported in 
41 patients (93.18%). JB Baid and Jain TC reported that 
guarding and rigidity in 85% and abdominal distension 
in 56% of patients [28]. Chaudhary et al. also identified 
abdominal tenderness in all patients, rigidity and 
rigidity in 95.6%, obliteration of liver dullness in 81.3% 
and absence of bowel sounds in 36.5% patients [29].

Air under diaphragm in erected abdomen X-ray is noticed 
in 32(72.72%) patients and 35 (79.54%) patients 
documented to have free peritoneal fluid; which suggest 
peritonitis in their abdominal ultrasonography. William N 
and Everson NW also documented gas under diaphragm 
in 60-70% [30]. Sharad Seth and Keshav Kumar Agrawal 
also reported like this study; pneumoperitoneum in 
86.27% and ultrasonography suggestive of perforation 
in 78.43% [31]. Laishram Oken Singh et al. documented 
gas under diaphragm in 97.3% patients [19].

Prepyloric region perforation seen in21(47.72%) 
patients, followed by first part of duodenum in18 
(40.9%) patients, body of stomach in 3(6.8%) patients 
and least common site is second part of duodenum in 
2 (4.5%) patients. An equal proportion of gastric and 
duodenal ulcers with ratio of 1:1 is documented, although 
highest number of cases are found at prepyloric region of 
stomach, which is in contrast to Bali et al. who reported 
a ratio of 1:5 among gastric to duodenal perforation 
[32]. The following studies by Etonyeaku et al. with 1:10 
and Seow et al. with 1:13 ratio highly shows variability 
of among gastric and duodenal perforation across the 
world [33,34]. A.I. Ugochukwu et al. and Nuhu A et al. 
reported all their cases are due to perforated duodenal 
ulcer [35,36]. Fedail S et al. documented high duodenal 
to gastric perforation ratio of 25:1 [37].

32 (72.72%) patients have size of perforation in 
the range of 0.5 to 1 cm, 5 (11.36%) patients in the 
range of 1.1 -1.5 cm, 5 (11.36%) patients have size of 
perforation between 1.6 to 2 cm and 2 (4.5%) patients 
had perforation size less than 0.5 cm. Laishram et al. also 
reported the size of the perforations ranging 0.5cm to 
2cm in diameter. 60.9% of perforations have size range 
from 0.5cm to 1cm, 25.5% of perforations have size less 
than 0.5cm and 13.6% of perforations have size range 
from 1cm to 2cm in diameter [19]. Dushyant Kumar 
Rohit et al. reported 75.5% patients have perforation 
of size ≥10mm [23]. Sangita M Gavit and Bhagyashri M 
Ahirrao, documented the size of perforation from 0.5-3 
cm, 43.10% of patients had the size of perforation< 0.5 
cm, 39.65% of perforations of size 0.6-1.5 cm, 12.06% 
of perforations of size 1.6-2.5 cm and only 5.17% of 
perforations of size > 2.5 cm [15].

The most common bilious peritoneal exudative fluid 
reported in 31 patients (70.4%), followed by 5(11.36 



Karn Baranwal, et al. J Res Med Dent Sci, 2022, 10 (5):23-29

28Journal of Research in Medical and Dental Science | Vol. 10 | Issue 5 | May 2022

%) patients showing Serosanguineous and 8 (18.18%) 
patients showed frank pus. A.I. Ugochukwu et al. 
reported 14.5% of patients who had delay between 
onset of symptoms and surgical procedure developed 
frank pus in the peritoneal cavity [35]. Owaid M. Almalki 
also reported pus mixed with bile in 19% cases and pus 
in 7.3% as peritoneal contamination [38].

33 patients underwent modified Graham’s omental patch 
repair, and 11 patients underwent only primary closure 
of perforation, 2 patients had feeding jejunostomy along 
with the primary repair. None of the patients underwent 
definitive antiulcer surgery like vagotomy with drainage 
as majority of the patients had moderate to severe 
peritoneal exudative fluids [39]. A.I. Ugochukwu et al. 
also documented that none of their patients underwent 
definitive antiulcer procedures [36]. Biopsy is taken 
from 22 patients having gastric perforation and none 
of them showed malignancy. Sangita et al. also reported 
that all the histopathological report was negative for 
malignancy among the 19 cases (32.75%) [15].

The most common complication is pulmonary infections 
in 40.90 %, renal failure seen in 4.5%, surgical site 
infection is seen in 22.7%, urinary tract infection seen in 
15.9 %, wound gaping seen in 11.36%, liver failure seen 
in 11.36 %, abnormal coagulation profile seen in 9.09%, 
bile leak seen in 4.5% and one patient had intestinal 
obstruction due to adhesions. Sangita et al. documented 
that most common complication was respiratory 
infection (29.31%), followed by Wound infection 
(22.41%) [15]. Chaiya et al. reported that surgical site 
infections are most common complication [40]. Vinod 
et al. also reported that wound infection was most 
common complication (41.8%) followed by respiratory 
system infections. (31.8%) [41]. Dushyant Kumar Rohit 
et al. also documented that surgical site infection was 
most common complication followed by pulmonary 
infection, intra-abdominal abscess, septicaemia and 
burst abdomen [23].

There is no correlation between size of perforation >1 
cm and post-operative complications (p- 0.06594). 
Laishram Oken et al. also documented similar results 
(P -0.100)19. But Gupta BS et al. reported larger 
perforations had increased hospital admission duration, 
post-operative leak and morbidity [42].

Mortality is seen in 2 patients (4.5%) with both patients 
having perforation of size greater than 1.5 cm and 
purulent peritoneal exudative collections and had 
multi organ dysfunction syndrome following septic 
shock. Shamil V Timerbulatov et al. also documented 
Postoperative mortality of 4.5% [43]. All Owaid 
documented postoperative mortality of 7% which is 
comparable to this study [38]. Jobta et al. reported 
mortality of 10% in their study [44].

CONCLUSION

In this study, higher incidence of gastroduodenal 
perforation in male of age 41 to 50 years age group is 
documented. The incidence among female population is 

in increasing trend compared to previous studies. NSAID 
abuse, smoking and alcohol consumption are important 
predisposing factors. Abdominal pain and tenderness 
are documented in all the patients. There is an increasing 
trend in gastric perforations with highest incidence 
in prepyloric region. There is significant correlation 
between delayed surgical interventions for more than 24 
hours to postoperative complications (0.003) but there 
is no correlation between size of perforation (0.065) 
and site of perforation (0.0517) to post-operative 
complications. Mortality is high among duodenal ulcers 
of size >1.5 cm with delayed presentation.
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