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CASE REPORT

limits, corrected coagulation times were requested which were 
slightly elevated and prolonged to which it was decided to request 
a reserve of four units of plasma cross samples.

Computed axial tomography of the abdomen showed 
marked pneumoperitoneum in the upper abdomen. Free fluid 
from subphrenic spaces to the pelvis (Figs 1 to 3). Given the 
high diagnostic possibility of perforated peptic ulcer, risk of 
instability, and acute abdomen, the patient was taken to surgery 
for laparoscopic surgery.

Su r g i c a l Te c h n i q u e

The patient is under general anesthesia and continuous monitoring. 
The patient is placed in the French position. Pneumoperitoneum 
14–15 mm Hg through 12 mm umbilical trocar placed with Hasson 
open technique. Three additional trocars were placed under direct 
laparoscopic vision (2 of 5 mm in the right flank, anterior axillary 
line, and midclavicular and another of 12 mm in the left flank).

cl i n i c a l ca S e De S c r i p T i o n

A 54-year-old male patient of Danish nationality, a pensioner 
with no known history of drug allergies, who, as a risk factor, 
presents anabolic abuse in the plan to increase muscle mass over 
physical exertion that conditioned the daily intake of nonsteroidal 
anti- inflammatory drugs, who decides to consult for 2 days of 
evolution of high-intensity abdominal pain 10/10 in analog verbal 
scale that starts in the epigastrium and radiates in the band in upper 
hemiabdomen that then migrated to right iliac fossa and right flank 
that does not improve after intake of analgesics usually consumed 
by the patient, associated with nausea, multiple emetic episodes, 
intolerance to oral intake of solids and liquids, which limits the daily 
activities of the patient who was a tourist in the city.

On physical examination, the patient was in regular general 
condition, very algic, with vital signs that showed sinus tachycardia, 
blood pressure figures with a tendency to high predominantly 
systolic, tachypnea with use of accessory muscles, complete 
body and facial flushing, alert and oriented in the three spheres, 
afebrile with conscious grade II dehydration, abdomen with 
voluntary and involuntary defense, painful to superficial and deep 
palpation in the upper abdomen and exacerbated in the right iliac 
fossa, which limits its complete assessment, signs of peritoneal 
irritation, eutrophic symmetrical extremities, distal pulses present, 
no evidence of vascular or neurological deficit, capillary filling 
<3 seconds.

Laboratory tests showed leukocytosis of 58.05, with 93% 
neutrophils, hemoglobin 15.6, hematocrit 42.9, platelets 4,72,000, 
no ionic alterations, renal function with creatinine elevation 
of 2.74 with urea nitrogen 30.44, prolonged coagulation times 
with partial thromboplastin time 9 seconds longer than control, 
prothrombin time twice its reference value with INR 1.98, amylase 
not elevated near the upper limit of normality, lactic acid at 1.30, 
arterial gases with mixed alkalosis, transaminases within normal 
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edges of approximately 4 mm was found (Fig. 4). For closure of the 
perforation, full-thickness continuous stitches were made with PDS 
plus Spiral Suture (Stratafix) at 1 cm from the edge of the perforation 
(Fig. 5). Then Graham patch was placed over the ulcer, and the suture 
was tied (Fig. 6). Finally, a Blake-type drainage system was left in 
place (Fig. 7), and Trocars were removed. The umbilical fascia was 

Thorough lavage was performed with 2000 cc of SSN and 
suction of the four quadrants in a clockwise direction starting with 
the upper right quadrant. A transmural perforation with regular 

Fig 1:  Pneumoperitoneum in simple abdominal computed 
tomography (CT)

Fig 3: Pneumoperitoneum in simple abdominal CT coronal view

Fig 4: Perforated peptic ulcer-laparoscopic view

Fig 5: Stratafixlaparoscopic suture of perforated peptic ulcer

Fig 6: Graham patch with the omentum

Fig 2: Pneumoperitoneum in simple abdominal CT
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of the abdominal cavity laparoscopically at the Fundación Santa Fe 
de Bogotá, who evolved satisfactorily in the postoperative period.

In Latin America, a case report published in Mexico City in 
2011 stands out where a case of a 66-year-old patient is presented, 
who was admitted for acute abdominal pain accompanied by 
signs of systemic inflammatory response and on examination with 
“board abdomen,” reason for which he was taken to the emergency 
department for laparoscopic intervention, where they showed a 
perforated antral gastric ulcer and was managed with peritoneal 
lavage + gastrorrhaphy + epiploplasty without presenting 
subsequent or intraoperative complications; She was started on 
the oral route on the 6th day and was discharged on the 7th day 
with favorable clinical evolution. Subsequent endoscopic control 
showed H. pylori infection that merited eradicating treatment.

Given the above, we can show that peptic ulcer perforation  
is the most frequent complication after hemorrhage but represents 
the main indication for emergency surgery, with mortality rates 
of up to 30 and 50%, respectively. Some perforations may resolve 
spontaneously and even be managed nonsurgically. However, 
sepsis, generalized peritonitis, or failure of conservative treatment 
are some of the indications for emergency surgery, where time plays 
a vital role, changing the morbidity and mortality figures after the 
first 6 hours of surgery.5

Within the surgical corrections, we find multiple mechanisms 
to repair a perforated peptic ulcer, such as suture or primary raffia 
of the same, truncal vagotomy, application of patches (Graham’s 
patch), omental or nonmental.6 The latter is the ideal procedure for 
most of the cases, having as a differentiation that Graham’s patch 
does not require the confrontation of the ulcer’s raw edges nor the 
confrontation with stitches of the same; it is only the application 
of stitches with the omentum only; another way, also accepted, 
is the application of primary raffia of the same and application of 
omentum to reinforce the sutures. In the laparoscopic approach to 
perforated peptic ulcer, it is considered that the primary closure of 
the lesion with the Graham patch can be performed with relative 
ease and probably constitutes an effective treatment.7,8

The article by Being-Chuanlin et al. concluded in their study 
that out of 118 patients with perforated peptic ulcer treated by 
laparoscopic repair, 27 were performed by simple closure and 91  
by epiploplasty, with a mortality rate of 0% and leak rates of 2.5%; 
when comparing epiploplasty with simple closure, it was found that 
the latter is a safer procedure and shortens the operating time with 
values of p < 0.5 being statistically significant. Five being statistically 
significant; however, for greater safety and if the intraoperative 
clinical condition of the patient allows it, both procedures can be 
performed.9

These procedures can be performed laparoscopically or by 
laparotomy. Initially, the management was performed by supra 
umbilical laparotomy that allowed exploring the abdominal 
cavity, correcting the defect, washing the abdominal cavity, and 
closing it; however, with the advance of laparoscopic surgery, it 
has been evidenced and demonstrated the significant reduction 
of postoperative complications, infections, hospital time, pain 
quantified in analogous verbal scale, and late complications derived 
from the laparoscopic surgery.10,11

In the meta-analysis published by Galk et  al. in 2019, a 
comparison was made between the open vs laparoscopic approach 
for perforated peptic ulcer, where they managed to obtain results 
that show the absence of impact on mortality, but in terms of 
morbidity, noting a decrease in wound complications such as 
infection and the decrease in the incidence of incisional hernia; 

closed with polydioxanone monofilament suture, and the skin of 
the ports was with Monosyn 3.0.

During surgery, the patient presented low blood pressure 
requiring pharmacological management with noradrenaline 
as vasopressor support and was transferred to the intensive 
care unit extubated. He continued antibiotic treatment with 
piperacillin-tazobactam and analgesia. On the 2nd postoperative 
day, the patient was started on an oral liquid diet with adequate 
tolerance without abdominal pain or significant biochemical 
alteration. On the 3rd day, the patient was transferred to the general 
hospital ward without the need for invasive monitoring; on the 6th 
postoperative day, the patient was discharged without any reported 
complications, with adequate tolerance of the oral route for solids 
and liquids, without the presence of pain, walking and leaving the 
clinic by his own means.

Di S c u S S i o n

Peptic ulcers are a clinical condition that results from an imbalance 
between the ulcerogenic factors and the defense barriers of the 
mucosa of the stomach and duodenum. Within the ulcerogenic 
factors, we find gastric acid itself, pepsin, the consumption 
of nonsteroidal antiinflammatory drugs, and the presence of 
Helicobacter pylori (H. pylori) on the other hand. Within the barrier 
factors, we have two subgroups, those of defense formed by 
bicarbonate, blood flow, mucus, cellular unions, and apical 
resistance and repair, which is constituted by restitution, mucosal 
lining, cellular proliferation, and growth factors.1

It has been shown that the prevalence of peptic ulcers has 
decreased thanks to the current and different management of 
peptic acid disease, with special emphasis on the eradication of 
H. pylori and the use of pump inhibitors (PPIs). Thanks to this, the 
age of presentation of peptic ulcer cases has increased from 40 to 
60 years.2,3

By way of history, the first case report of perforated gastric 
ulcer was reported in 167 BC, and it was not until 1886 that the first 
successful case of gastric ulcer repair by Taylor was made known. 
The first report of epipoplasty by laparoscopic approach takes us 
to Mouret in 1990, where he refers to five cases handled by this 
route, of which four patients evolved satisfactorily, and the fifth 
one died 2 months later due to a laryngeal carcinoma of the base 
that he presented. In Colombia, Zundel et al.4 in 1993 presented 
clinical cases of two patients diagnosed with a perforated peptic 
ulcer who underwent suturing, epipoplasty, lavage and drainage 

Fig 7: Blake drain
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co n c lu S i o n

We can see that peptic ulcer has decreased its incidence of 
presentation, but this does not mean that it is a condition that requires 
special attention; Like any process that conditions an acute abdomen, 
the time of action is of vital importance for the patient’s prognosis, 
so it is our duty to be in a position to know and suspect cases of 
perforated peptic ulcer, performing an adequate anamnesis, a good 
physical examination, requesting the pertinent paraclinical tests and 
in case of a diagnostic impression, requesting the corresponding 
diagnostic aids that allow me to conclude with an accurate diagnosis.

As for management, the laparoscopic approach is still preferred, 
as we performed in this case, evidencing a shorter hospital stay, 
better pain modulation, and a lower rate of complications.

As for closure, there is still a lack of evidence to conclude the 
benefit of reinforcement with omentum over the hole to be sutured. 
However, the results evidenced in this case were satisfactory, 
allowing tolerance to the oral route earlier and therefore decreasing 
the patient’s length of stay in the clinic.
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