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INTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTIONINTRODUCTION

Peptic ulcer is a common disease in general
population. It is estimated that almost 10.5% of the
American men suffer from Duodenal ulcer in their life
time.1 Peptic ulcer continues to affect 3.5-7.5 million
people in the United States per year.2  The increase of
duodenal ulcer varies in different parts of the world.3

There is a sharp decrease in the Elective Peptic ulcer
surgery but the emergencies such as perforations are
on rise in some studies,4 particularly in older age
group.5 The spillage of Duodenal contents into
peritoneal cavity causing abdominal pain, shock,
peritonitis, marked tenderness and decreased liver
dullness offers litt le diff iculty in diagnosis of
perforations.6 The presence of gas under the
diaphragm on plain abdominal erect X-ray is
diagnostic in 75% of the cases.7 Since the first
description of surgery for acute perforated peptic
ulcer disease, many techniques have been
recommended like hand suturing the edges of the
wound, stapling, omental patch and closing the
perforations with fibrin sealant and gelatin plug

products.4,5 The closure most often consists of
plugging the hole with omental patch in place rather
than suturing the edges of the perforation.8

Laparoscopic closure is safe and effective with little
morbidity.9 Simple closure of perforation with omental
patch and the use of proton pump inhibitors (PPI) has
changed the old trend of truncal vagatomy and
drainage procedures.10 Old age, co-morbid illness,
shock and delayed presentation are associated with
increased mortality.11,. Early diagnosis and treatment
has reduced mortality from 40% to 10%.12

MAMAMAMAMATERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODSTERIAL AND METHODS

This study was conducted in Khyber Teaching
Hospital, Peshawar and Medicare Hospital, Peshawar
from March 2006 to February 2009. All the patients
presented to surgical department through Accident
and Emergency department with acute abdomen. A
detailed history and thorough physical examination
were followed by investigations like full blood count,
blood grouping, serum urea, serum creatinine and
random blood sugar. Radiological investigations like
X-ray abdomen erect and chest X-ray were done in all
patients on the suspicion of diagnosis of perforated
duodenal ulcer. Patients were put on intra-venous
fluids, nasogastric suction, intravenous antibiotics and
intravenous omeprazole. After the haemodynamic
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ABSTRACTABSTRACTABSTRACTABSTRACTABSTRACT

Objectives:Objectives:Objectives:Objectives:Objectives: The aim of this study was to evaluate the effectiveness of Grahm’s Omentopexy in closure of
perforated duodenal ulcer.

Material and Methods:Material and Methods:Material and Methods:Material and Methods:Material and Methods: In this descriptive study, 98 patients were included who presented to Surgical Units of
Khyber Teaching Hospital Peshawar and Medicare Hospital Peshawar from March 2006 to February 2009. Children
and patients with Firearm injuries or history of Previous Surgery were excluded from the study.

Results:Results:Results:Results:Results: Out of ninety eight patients, 81(82.65%) were male and 17 (17.34%) were female. Highest incidence was
found in patients with > 41years age [46(46.90%) patients]. Twenty three (23.42%) patients reached hospital within
24 hours of developing symptoms while 51.02 % reached within 24-48 hours. Seventy  eight (78.57%) patients
presented with generalized abdominal pain and vomiting. Nearly 63% patients were having past history of peptic
ulcer disease. Around 36.28% patients were smokers and 10.78% were using NSAIDS for various reasons. In 68.36%
patients the size of Perforations was < 1cm. The patients were on nasogastric suction for 48 – 72 hours. In 80.65 %
patients sips were allowed on third day. The infection rate was found to be 25.56%. Sixty three (63.26%) patients had
uneventful recovery. Most of the patients (73.46%) were discharged on 6 th– 9 th day.

Conclusion:Conclusion:Conclusion:Conclusion:Conclusion: Omentopexy (Grahm’s patch) is simple , safe and easy procedure which can save the life of patient by
minimizing operative time , morbidity and mortality.
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stability, all patients had laparotomy under general
anesthesia. Duodenal perforations were closed with
omentopexy, followed by washing of the peritoneal
cavity with normal saline. Two drains were put in
abdominal cavity (right hypochondrium and pelvis).

Intraoperative and post operative complications
were recorded on standard proforma. Oral sips were
allowed on 3rd to 5th day. Patients were discharged on
6 to 14 post operative day based on recovery and
complications.

RESULRESULRESULRESULRESULTSTSTSTSTS

This study was carried out in Surgical A unit
Khyber Teaching Hospital, Peshawar and Medicare
Hospital, Peshawar from March 2006 to February 2009.
Ninety eight patients of perforated duodenal ulcer were
included. Among these patients, 81(82.65%) were
males while 17(17.34%) were females. Male to female
ratio was 8.8 to 1. The age of patients ranged between
20 to 70 years. Fourty six  (46.9%) patients were of
> 41 years age (Fig. 1).

and other conditions was found in 11(10.78%) of the
patients. Diabetes mellitus was present in 5(5.05%)
patient.

Gas under the right dome of the diaphragm was
present in 77(76.57%) patients. On Laparotomy, in
90(88.20%) patients, anterior wall of 1st part of the
duodenum was perforated. Pre-pyloric perforation was
observed in 5(5.10%) and pyloric peforation in
3(3.06%) of the cases. The size of the perforations were
less than 1 centimeter in 67(68.36%) and more than 1
centimeter in 31(31.63%).

In our study, purulent peritonitis with 500 to 1000
ml intraperitoneal fluid was present in 50(51.02%)
patients while more than 1000ml was found in
21(21.42%). In our study, 95(96.74%) patients
underwent simple closure with omental (Graham)
patch. Gastrojejunostomy and vagatomy was done in
3(3.06%) patients having pyloric perforations.
Operating time ranged from 45 to 90 minutes with a
mean duration of 70 minutes. In 81(80.65%) patients
oral fluids were started on 5th post operative day while
in rest of the cases oral fluids were allowed on 7 to 8
days after surgery.

In our study wound infection was noted in
26(25.56%), burst abdomen in 5(5.05%) and residual
collection in 3(3.06%) patients. In 62(63.26%) patients
recovery was uneventful. Three (3.06%) patients died
post operatively; 2 patients developed septicemia and
one patient died of cardiac arrest during second
exploration for a leak. Seven-two (73.46%) patients
were discharged on 9th to 10th day and 18(18.36%)
patients stayed in the hospital for 10 to 20 days. Eight
patients (8.16%) were discharged after 20th post
operative day.

DISCUSDISCUSDISCUSDISCUSDISCUSSIONSIONSIONSIONSION

Peptic ulcer disease is a common disease
everywhere especially in this part of the world.1

Perforated duodenal ulcer is a major surgical
emergency6 with no age is exempted. In our study
frequency of perforation was higher in 4th & 5th

decade. In one study it was 39% between 51-60 years
of age.13 While some studies show more frequency in
3rd decade.7,15 The age frequency variation is present
in various parts of Pakistan.7,15 In the West there is
higher tendency of peptic ulcer to perforate in the
elderly.15 The male to female ratio in our study was
8.8:1 which is similar to Ahmed W et al (7.5:1)16,
Plummer JM et al (8:1)17 and Taj MH et al (9:1).18

In our study 22(21.56%) of the patients reached
hospital within 24 hours while 50 (51.02%) reached
within 24-48 hours and 26 (25.56%) patients reached
hospital after 48 hours. The recovery was good in those
patients reaching hospital within 48 hours. But because
of delay, shock and septicemia the recovery was not
very good in those reaching the hospital after 48 hours.

Twenty three patients (23.42%) reached
hospital within 24 hours while fifty (51.06%) reached
within 24 to 48 hours. Twenty six (25.56%) reached
hospital after 48 hours of perforation. Seventy seven
patients (78.57%) presented with generalized
abdominal pain while 21(21.42%) patients were
having localized pain in epigastrium and right
hypochondrium. Sixty one (59.78%) of the patients
were having vomiting while thirty seven (36.26%) had
only nausea and retching. Thirty eight patients
(37.20%) were in shock and 49 (48.02%) were having
dehydration. Fever was recorded in 21(20.58%) and
oligurea in 12(11.79%) of the patients.

Previous history of peptic ulcer disease was
present in 64(62.72%). In our study 26(25.56%)
patients were smokers while 37(36.26%) were using
snuff. Regular use of NSAIDS for rheumatoid arthritis
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CONCLCONCLCONCLCONCLCONCLUSIONUSIONUSIONUSIONUSION

Omentopexy (Grham’s patch) is simple, easy
and life saving procedure with acceptable mortality
and morbidity. Early presentation and early
intervention reduces mortality and morbidity
associated with perforation of peptic ulcer disease.
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