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ABSTRACT

Peptic ulcer disease affects a large number of people around the world. Complications occur in 10-20% of patients and perfora-
tion develops in 2-14% of the cases. It can either be in the pyloric part of the stomach or in the first part of duodenum. Heli-
cobacter pylori infection and nonsteroidal anti-inflammatory drugs (NSAIDs) abuse and smoking are noted to be the most
common risk factors in developing countries. Other risk factors are steroid abuse, post-surgery stress, burns and Zollinger-El-
lison syndrome. Although small perforations can be treated conservatively but Graham patch repair is the treatment of choice.
Double peptic ulcer perforation is a rare event with only a few cases reported worldwide. This patient presented with double
peptic ulcer perforation in emergency due to post-surgery stress. She had cesarean section 10 days earlier with delayed

recovery.
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INTRODUCTION

A perforated peptic ulcer is a grave complication of peptic ulcer
disease (PUD) affecting 2-14% of the patients with PUD." Patient
of perforated peptic ulcer usually presents with signs and symp-
toms of the peritonitis. Factors that commonly lead to perforated
peptic ulcers are helicobacter pylori infection, cigarette
smoking, excessive use of nonsteroidal anti-inflammatory drugs
(NSAIDs), stress of seriousillness, steroid abuse, and PUD.

It has been noted that 30- and 90-day mortality associated with
perforated peptic ulcer is 20% and 30%, respectively.” Factors
contributing towards the poor prognosis of perforated peptic
ulcers are the presence of shock at the time of presentation,
delay in presentation, metabolic acidosis, extremes of age,
decreased body massindex, and excessive smoking.?

Synchronous double perforated duodenal ulcer is a very
uncommon condition with only few cases reported worldwide
uptillnow. Here, wereportacase ofa 23-yearfemale who devel-
oped double perforation of duodenal ulcer due to post-surgery
stressand excessive use of NSAIDS.
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CASE REPORT

A23-yearfemale presentedinthe Emergency Department ofthe
Hospital with the complaints of shortness of breath for one day,
generalised abdomen pain for two days, and vomiting, constipa-
tionandabdominal distention fortwo days. There was a history of
cesarean section 10 days back, which was followed by delayed
recovery. The patient was taking opioids and NSAIDs for postop-
erative pain. There was no history of fever and weight loss. There
was no previous history of pulmonary tuberculosis. The patient
wasa non-smokerandnon-addict. The systemic history was non-
significant. There was no family history of the acid peptic
disease.

The clinical examination showed her to be a lean young girl of
normal build and height. Pulse rate was 124 beats/min, blood
pressure80/50mmHg, respiratoryrate 35 breaths/min,tempera-
ture 101°F and warm peripheries on receiving. Herabdomen was
distended, tense and tender; hernial orifices were intact and no
lymph nodes were palpable on palpation. Liver dullness was
absent on percussion and bowel sounds were absent. Per rectal
examination was unremarkable. Fine crepitations were audible
onboththesidesonchestauscultation.

The hemoglobin was 12.7 g/dl and total leucocyte count
30,500/mm’. D-dimers were 3200 ng/ml (normal range: <200
ng/ml). Renal and liver function tests were normal. Arterial pH
was 7.2,and PaO,was 80 mmHgon50%FiO,. Chest X-rayinerect
posture showed free gas under both the domes of diaphragm.
Her ultrasound abdomen revealed absent peristalsis and free
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fluid in the peritoneal cavity. Thus, a diagnosis of sepsis, acute
respiratory distress syndrome (ARDS) and peptic ulcer perfora-
tionwas made.

The patient was resuscitated with intravenous (V) fluids. Fluid
challenge failed to stabilise the blood pressure and nor-
epinephrine was started. Exploratory laparotomy was done
whichrevealed two perforations, oneinthe pylorus and the other
on anterior wall of the first part of duodenum with dimensions of
2.5x2.5and 1x1cm, respectively (Figure 1). There was 2000 ml
free fluid in the peritoneum. Graham'’s patch repair of both the
perforations was done. The abdomen was washed with 6000 ml
normal saline. Postoperative care was continued in the Intensive
Care Unit, where the patient was extubated after three days and
remained there for two weeks. Postoperative recovery was
uneventful. The patient was found to be doing well on follow-up
visitone week afterthedischarge.

Figure1: Double pepticulcerperforations.

DISCUSSION

The most common site of perforated peptic ulcer is the first part
of duodenum with the pylorus being the second most common
site.*Ulceronthe posterior wall of the duodenum leads to erosion
of gastroduodenal artery and the patients present in hemor-
rhagic shock while perforation on the anterior wall leads to peri-
tonitis. This patient presented with two perforations, one in the
pyloricpartandtheotherinthefirstpartofduodenum.

Helicobacter pylori infection is considered the most important
risk factor in the development of PUD. Although improved
hygiene in developed countries has reduced H. pylori infection
rate but it still causes disease in 10-20% of cases.’ According to
one study, 2-4% of people, who were regularly using NSAIDS,
developed perforated peptic ulcer; but with the introduction of
selective COX-2 inhibitors, this percentage has dropped.®
Smoking is an important risk factor in developing countries. A
meta-analysis has suggested that 23% of PUD is because of
smoking.” Other important factors are steroid abuse, alcohol,
post-surgery stress and Zollinger-Ellison syndrome (ZES).®

Multiple peptic ulcer perforations are very uncommon; andonly a
few cases have been reported worldwide, in which causative
factors were excessive use of NSAIDs, ZES, post-surgery stress,
steroid use, burns and Degos disease.’ This patient developed
double peptic ulcer perforation in the pylorus and the first part of
duodenumdueto post-surgery stress.

The conservative management is only feasible, if there is
minimal leakage in the peritoneal cavity on a gastroduodeno-
gram. A large number of the patients can be treated conserva-
tively by putting on IV fluids, IV antibiotics, proton pump inhibi-
tors (PPIs); and are kept nil by mouth.*° Regular assessment by a
seniorsurgeonisrequiredduringconservativetreatment.Endos-
copic technique is employed if the patient presents early (< 24
hours) and the size of perforation is small."* Laparoscopic repair
and open surgery have same outcomes. The only difference is
that laparoscopic repair is associated with less postoperative
pain, but prolonged operating time.*? Primary repair or Graham
patch repair with peritoneal lavage are commonly used
methods. This patient presented after 24 hours of peritonitis and
wasalready insepsis, so Graham’s patch repair of both the perfo-
rationsandathorough peritoneallavage weredone.

In conclusion, multiple peptic perforations are rare, but could
potentially be fatal if not diagnosed in time. One should always
keep in mind the possibility of multiple perforations in cases
with multiple risk factors, such as analgesic abuse and surgical
stress.
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