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- Generalitati

> Ulcerul perforat (UP) este complicatia bolii
ulceroase care impune cel mai frecvent
intferventia chirurgicala.

> UP are o incidenta de 4-14 cazuri/100.000

locuitori, complica boala ulceroasa inh 2-10%
din cazuri cu o rata a mortalitatii de 3-14%.

> Datorita terapiei antiulceroase actuale,
interventiile pentru UP s-au redus
substantial.

[Behrman SW, Arch Surg, 2005; Zihel TT et al, Langenbeck’'s Arch Surg, 2000]




An 1993 2006
upP 3916 (9,6%) 2916 (9.2%)

Mortalitate 15,1% 10,6%
[Wang YR, An Surg, 2010]
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Terapia antiulceroasa moderna

(IPP+er'adicar'eamr'a;ria definitiva

= Sutura ulcerului + terapie antiulceroasa

terapia standard al UP

= Eradicarea H.pylori reduce rata recdderii dupa
sutura UP de la 29,2-42% la 4,8-6,1%

[Ng EKW et al, Ann Surg, 2002; El-Nakeeb et al,Int J Surg,2008]




“ Abordill Iapawe"eﬁc pentru

[Pappas N, Lagoo SA, Ann Surg,2002]

Il Peritonita influenteaza negativ beneficiile abordului
laparoscopic si recuperarea postoperatorie

Daca simptomatologia si examenul clinic sunt
sugestive pentru UP, laparoscopia diagnostica si

sutura laparoscopica sunt recomandate (GoR A)

[The EAES clinical practice guidelines on laparoscopy for abdominal emergencies, 2006]

» Abordul laparoscopic Tn cazuri neselectate de UP:

= avantaje: scaderea necesarului de analgezice
[Druart ML et al,Surg Endosc,1997. Lau WY, Ann Surg, 1996]




3 RCT (n=325)

*GD
(N=163)

W.Y.Lau (1996) 51

W.T. Siu (2002)

M. Bertleff (2009) 49

* GL: grupul laparoscopic; 6D: grupul deschis
[Bertleff MJOE,Lange JF,Surg Endosc,2009]




Rezultatele _r'ialur'i (n=325)

Durata operatiei (min)

VAS (ziua 1)

Spitalizare (zile)

Reluarea alimentatie (zile)

Reluarea activitatii curente (zile)

Supuratii parietale (%)

Fistula (%)

Morbiditate (%)

Mortalitate (%)

=]

GD

99

6,5

4

26 1

ol

1.1

36

918

p< 0,05 [Bertleff MJOE, Lange JF,Surg Endosc,2009]




Ulcerul gastric perforat

m Localizarea gastricd a UP: 4-13%

= Ulcerul prepiloric perforat = ulcer duodenal
perforat (aceeasi fizipatologie)

m Ulcerul gastric localizat de-a lungul marii
curburi a stomacului: excizia ulcerului +
biopsie (ulcer malign?) + sutura defectului
(nerecomandata laparoscopic de unii autori).

[Martin RF, Surg Clin N Am,2005]




Fact%e cresc
morbiditatea si mortalitatea

= Factorii principali de risc:

Factori de risc Boey:

> Soc la prezentare (TA<90mm)
> Prezentare la > 24 h

> ASA III/IV

= Scorul Boey are 4 grade distincte: 0,1,2,3

=77 ’

= Rata conversiilor, morbiditatea si mortalitatea
cresc progresiv cu cresterea scorului Boey.




Varsta inaintata > 70 ani
Perforatie > 1 cm

Experienta laparoscopica

m Factori de risc secundari: anemie, malnutritie, distensie
abdominala, insuficientd renala, corticoterapie, etc.

> Sutura deschisa poate fi o optiune mai sigura
la pacientii cu risc crescut dupa unii autori.

[Lunevicius R, Morkevicius M, World J Surg,2005,Kuwabara K,World J Surg, 2011]




Principal versie

(

Rata conversiilor: 12,4% (0-28,5%)

Instabilitate hemodinamica

Peritonita severa

Localizare posterioara
Dificultati tehnice

[Bertleff MJOE,Lange JF,Surg Endosc,2009]




PrincipalelMoperatorii

Morbiditate 14,3% (4-28%)

Reoperatii

Dezunirea suturii

Pneumonie

Fistula

Evisceratie

[Bertleff MJOE,Lange JF,Surg Endosc,2009]




Scorul ertalifatii

Autor

Mortalitate
(%)

Mortalitatea si factorii de risc
Boey

Boey J

6,2%

Lee FYJ

7.8%

Arici C

13,6%

Lohsiriwat V

9%

0% 10% 45,5% 100%

15% 144% 321% 100%

0% 12% 32% 63%

1% 8% 33% 38%

Mortalitate (17 studii, n=1802): 5,8% (0-20%)

[Bertleff MJOE,Lange JF,Surg Endosc,2009]




Indicatii pentru laparotomie

— contraindicatie absoluta pentru
laparoscopie

Instabilitate hemodinamica

Abdomen multioperat

Coexistenta sdngeradrii si a stenozei

Comorbiditatii majore cardiace si/sau pulmonare
(contraindicatii pentru pneumoperitoneu)

Lipsa de experienta a chirurgului si dotare

inadecvata pentru un abord laparoscopic.

[Lunevicius R, Morkevicius M,World J Surg,2005]




Sutura IaparoMm deschisa a
UDP la pacient ori de risc

m Criterii de selecfie

= Varsta < 50 ani

= Interval prezentare - operatie < 12 ore
= Fara comorbiditati (ASA I/IT)

= Fard interventii chirurgicale abdominale in

antecedente

[Nicolau A.E. et al, Chirurgia,1999]




Resultate ITI
GL= 78 GD = 174

Complicatii (%) 5 (6,4) 15 (8,6)

Febra 2 4

Tleus 1

Supuratii parietale 0
2

Dehiscenta + absces*

Ocluzie postoperatorie 0

Reinterventie (%) 2 (2,5)

¢ * Sutura simpld [Nicolau A.E. et al,Chirurgia,2008]




Tehnica chirurgicald

= Sutura simpla (1-3 fire)

= Sutura cu epiploonoplastie
= Omentoplastia Graham (3 fire)
= Omentoplastie a la Graham (1,2 fire in
Olzll)
= Omentoplastie Graham modificata
= Omentopexie

m Sutura chimica




TREATMENT OF PERFORATED DUODENAL ULCERS

ROSCOE R. GRAHAM, M.B., F.R.C.S. (C.), F.A.C.S., Toronto, Canada

_ SURGERY
Gynecology and Obstetrics

An International Journal of Surgery

Volume 64

Januvary To JunNEe, 1937

The procedure w

more simple: Three interrupted catgut sutures
are used. One is placed at the top, one in the mid-
dle, and.ope 2t the hottom of the narforoin
(Fig. 1). A piece of omentum, either free or at-
tached, is laid over these sutures, which are then
tied just sufficiently tight to hold the omental
graft in siiu, but not with sufficient force to cause
the sutures to cut out, even in the most edematous
indurated ulcer. No attempt is made actually to
close the perforation (Fig. 2).

GRAHAM: TREATMENT OF PERFORATED DUODENAL ULCERS

Three interrupted
catgul sutures
placed but not tied.

- !nraﬁor\.
about perforation

Site of perforation of
duodenal ulcer y

Fig. 1. The placing of sutures in relation to perforation.

JSutures tied
over free
omental graft.

Site of perforation of
duodenal ulcer ;

Fig. 2. Sutures tied over free omental graft. No attempt
is made to close the perforation by the suture. They are
tied only sufficiently tight to hold the graft in situ.




Graham Graham

Graham “like modificat Omentopexie

Graham patch Omentopexy
[Nicolau AE,Chirurgia,2009;Nicolau AE,Jurnalul de Chirurgie,2010]




Sutura simpla vs sutura+epiploonoplastie

» 26p cu simpla sutura vs 47p cu sutura +epiploonoplastie
- studiu retfrospectiv la pacienti fara f.de risc
nu au fost diferente intre cele 2 grupuri de varsta,sex,
ASA, scor Boey, morbiditate, @ perforatiei (5-10mm)
>  desunire sutura : 0/27 vs 2/47

> decese : 0/27 vs 2/47 *

* pacienti de 87 si 90 de ani
[Lo H-C et al,World J Surg,2011]

Recomandam sutura cu omentoplastie®a la 6raham”
in mod special in ulcerele cu marginile friabile

[Lunevicius R, Morkevicius M,World J Surg,2005 Nicolau AE,Chirurgia,2009]




Tehnica chirurgicala (20 studii)

44% intre picioarele  33% de partea stanga

Pozitia chirurgului : : : :
’ pacientului a pacientului

Pneumoperitoneu 47% Veress 26% Hasson
Camera 80% 30° 10% 0°
Pozitia camerei 407 ombilical 607 supraombilical
Numarul de trocare 60% patru 40% trei
Materialul de sutura 64% absorbabil 367 non-absorbabil

Noduri 64% intracorporeal 16 % extracorporeal

24% mixt
10% situs

[Bertleff MJOE,Lange JF,Surg Endosc,2009]

Inchiderea perforatici [N AR 0o CAtl







Ameliorarea rezultatelor

Selectia cat mai adecvata a cazurilor pentru abord
laparoscopic functie de pacient,dotare,experienta

Antrenarea chirurgilor in sutura laparoscopica a UDP
pentru a reduce durata interventiei

[Kuwabara K,World J Surg, 2011]

Preoperator: oxigenoterapie, perfuzii cu lichide, AB-
terapie cu spectru larg

Monitorizare invaziva, screeningul SIRS
Transfer postoperator in STI
Asigurarea unei nutritii suficiente postoperato

[Moller MH et al,Scand J Gasroenterol,2009]




o)

Operatii lap ' rgenfa care
'rrebuiescm rezidenti

- Colecistectomie laparoscopica pentru

colecistita acuta
- Apendicectomie laparoscopica
- Adezioliza

- Sutura UPD

- Laparoscopie diagnostica




> Modalitate diagnostica la pacientii cu clinica si

imagistica echivoce

> Sutura laparoscopica + terapia antiulceroasa (IPP +

eradicare H. pylori) sunt eficiente in tratamentul
UP

> Scorul Boey este un criteriu viabil de selectie

¢ pentru abordul laparoscopic al UP.




> Pentru pacientii fara factori de risc, sutura

laparoscopica este interventia de electie.

> La pacientii cu factori de risc, morbiditatea si
mortalitatea sunt crescute indiferent de calea de
abord, aceasta va fi aleasa de chirurg in functie

de starea pacientului si a experientei.

» Trialuri randomizate sunt necesare pentru a

evalua particularitatile de tehnica, morbiditatea

€. (fistulele) si mortalitatea postoperatorie.




In the era of Helicobacter pylori, doing a
gastrectomy for peptic ulcer is like doing a

lobectomy for pneumonia

Asher Hirshberg
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and Other Interventional Techniques
Laparoscopy for abdominal emergencies
Evidence-based guidelines of the European Association for Endoscopic Surgery
S. Sauerland,'* F. Agresta,? R. Bergamaschi,® G. Borzellino,* A. Budzynski,® G. Champault,® A. Fingerhut,” A. Isla,?
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Table 2. Randomized and nonrandomized controlled trials comparing laparoscopic and open repair for perforated gastroduodenal ulcers®

Leakage Total complication Difference in
Study, vear LoE No. of patients rates (%) rates (%) hospital stay (d)
Lau et al., 1996 [153] b 48/45 2/2 23/22 +0 n.s.®
Siu et al., 2002 [246] Ib 63/58 2/2 25/50 —1 sign.©
Johansson et al., 1996 [119] 2b 10/17 10/7 30/20 —1 n.s.®
Soe et al., 1996 [250] 2b 15/38 0/0 7/24 -2 ns.®?
Miserez et al., 1996 [74. 185] 2b 18/16 NA 50/9 -1 n.s.®
Chung et al., 1998 [57] 2b 3/3 NA NA —4 sign.©
Kok et al., 1999 [135] 2b 13/20 NA 8/15 —1 n.s.P
Naesgaard et al., 1999 [191] 2b 25/49 4/0 28/14 +0 n.s.®
Bergamaschi et al, 1999 [21] 2b 17/62 0/0 29/34 2 ns.®
Mehendale et al, 2002 [180] 2b 34/33 0/0 3/6 —5 sign.©
Lec ot al 2001 11S5] 3hd 155,219 132 DA =lnsht
Nicolau et al., 2002 [202] 3b 51/105 0/0 6/7 -2 sign,r
Scelig ot al., 2003 [2F0] 30 2431 T3 T3/20 —2Z 1.S.
Tsumura et al.., 2004 [272] 3p¢ 58/13 NA 5/23 —12 sign.©
Lam et al., 2005 [148] 3p¢ 523/1737 NA 3/13 —3 sign.©



Results I

6SD = 174

Mean age (years) 30,9

: 23/151
Sex F/M (%) (13 2//856 8)

Leukocytes/mm3 14796

Ulcer history (%) 26(14,9)

Time onset-surgery (hours) 10,5

ASA I-II (%) 163 (93,7)
ASA III (%) 11 (6,3)

Perforation > 5 mm (%) 19(10,9)

Pneumoperitoneum (%) 135 (77,5)
Air-fluid levels (%) 6 (3,4)




Rezultate I

Operatii intre orele 23-
06

Timpul operator (min)

~— = 7 "Dozede analgezice™ ~

Necesarul de PEV (zile)

Reluarea tranzitului
intestinal (zile)

Spitalizare (zile)

* La cerere, maximum 5 doze/24 ore p<0,05

Grupul Deschis (6D) = 174 p  m Grupul Laparoscopic (GL) =78 p




1995 February - 2005 March; prospective,
nonrandomized study

LSG (laparoscopically sutured group) = 78

OSG (open sutured group) = 174

Conversions: 5 (fragility of duodenal edges in 3 cases,
accidental enterotomy, suture leak)

Modified initial diagnosis (OSG): 5 (appendicitis)
Suture:

= Simple

= omentopexy




s 3RCT (n:325)

Author

W.Y .Lan (1996)

W.T Siu (2002)

M.Y. Bertleff (2004)




Laparoscopi en repair
2009 revieme (n=1872)

* Laparoscopy:
+ Hospital stay 6,3 vs 10,3 days
= Morbidity 14,3% vs 26,9%
= Mortality 3,6 vs 7,2%
= Normal activity 12,7% vs 16,6 days
+ Wound infections 0 vs 5%

= VAS day 3,8 vs 6,4

+ Better postoperative outcome: nasogastric tube, i.v.
fluids, normal diet, drain etc.

- Laparoscopy:

+ Operating time 70,8 vs 59,3 min
+ Suture leakage 6,3% vs 2,6%




= Only 2 randomized studies:
= Lau WY (Ann Surg, 1996), Liu WT (Ann Surg, 2002)

= 2005 metanalysis

= @ less analgesic use, wound infections, hospital
stay, morbidity

= Ooperating time, sufture leaks, intraabdominal

abscesses, reoperations

= Laparoscopic suture-closure seems better for

low-risk patients.
[Lunevicius R, Morkevicius M, 2005, World J Surg]

= Data about analgesic needs, oral food intake and hospital
stay (3 vs 13 days) were non-homogenous




Risk fa iated with
unsuccesmc repair

Boey risk factors:

>  Shock on admission (TAs<100mmHg)

>  Delayed presentation (>24h)

>  Underlying severe medical illness (ASA III/IV)

- Age>70 yo
- APACHE II > 5
- Expertise in laparoscopic surgery




When is conversion indicated?

Purulent peritonitis (delayed presentation)
Hemodynamic instability

Abdominal distention

Fragility and infiltration of ulcer edges

Perforation > 6-10 mm

Posterior perforated ulcer

[Nicolau AE, Chirurgie laparoscopicd de urgenta, CNI Coresi, 2004, Lunevicius R, Morkevicius M, Surg Endosc,
2005]




Sept. 2006, Bergamaschi R (EAES Congress):

Sunt necesare date suplimentare pentru a recomanda o
tehnica sau alta de sutura.

Necesarul de analgezice, reluarea nutritiei orale,

spitalizarea, sunt factori secundari de urmarit n
evolutia postoperatorie (“surrogate”)

Factorii principali de urmarit Tn evolutia postoperatorie
n trialurile care se vor efectua sunt complicatiile si Tn
mod special dezunirea suturii, respectiv, mortalitatea.




Sutura Iaparomwra deschisa

® Laparoscopie . ' Durerea postoperatorie
{ Spitalizarea
V Infectia plagii
J Reluarea activitatii obisnuite
J Morbiditatea
J Mortalitatea
Evolutie postoperatorie mai buna

- Laparoscopie:

[Bertleff MJOE Lange JF,Surg Endosc,2009




= Problems

>  Peritonitis influences the recovery and the
benefits of laparoscopoc approach

m Septic shock = absolute contraindication
= Experimental studies:

capnoperitoneum increases risk of infections
in case of prolonged peritonitis (>12 h)

evidence-based clinical data are lacking
[Navez B, EAES Congress, 2009]

» Cardio-pulmonary comorbidities: relative
contraindication

» Concomitant ulcer stenosis/bleeding =
definitive surgery

> For the high-risk patients is better to choose
the open repair?




m 1992 - in perforated duodenal ulcer (PDU)
there were five therapeutic decisions:

1)
2)

3)

4)
2)

Whether an operation is to be performed

Whether a plication - omental patch or definitive
operation s necessary

Whether the patient is stable enough to undergo

a definitive operation
Which definitive operation is indicated

Whether the availability of new antiacid agents
should influence the choice of operation

[Feliciano DV, 1992, Surg Clin N Am]



Interventions for GDU

No. of cases
variation

-66,79%
total nr. i
chronic u. -86,17%

bleeding u. -78.43%
perforated u.-48,25%

Average nr. of op/year
1993-1995 2003-2005

%ﬁ total nr. 588 195

tnr. bleeding u. I perforated u. " cronicu. chronic u. 174 38
B 1993-1995 O 2003-2005 perforated u. 258 134
bleeding u. 154 21




How to improve outcome?

eradication therapy of H. pylori infection

antisecretory therapy PPI 4-8 weeks

[Moller MH et al,Scand J Gasroenterol,2009]




Laparoscopic v air: review of
iterature (n=1872)

+ Laparoscopy .
+ Hospital stay 6,3 vs 10,3 days
+ Morbidity 14,.3% vs 26,9%
= Mortality 3,6 vs 7,2%
= Normal activity 12,7 vs 16,6 days
+ Wound infections 0] vs 5%
+ VAS day 3,8 vs 6,4

+ Better postoperative outcome: nasogastric tube, i.v.
fluids, normal diet, drain etc.

Laparoscopy -

+ Operating time 70,8 vs 59,3 min
+ Suture leakage 6,3% vs 2,6%

[Bertleff MJOE Lange JF,Surg Endosc,2009]







= Insufficient data on surgical techniques to
make recommendations but:

extracorporeal knotting is likely to cut through the
friable edges of the perforation

- simple suture may be difficult to perform because of

surrounding induration of tissue

avoiding omentoplasty might shorten operating time but
might be the reason for a higher incidence of leakage

[Lunevicius R,Morkevicius M,Br J Surg,2005; Bertleff MJOE Lange JF,Surg Endosc,2009]




How fo improve outcome?

preoperative O, treatment (Gr. A)

preoperative crystalloids and/or colloids (6r. A)

early i.v. broad spectrum antibiotics (6r. C)
increased (invasive) levels of monitoring (6r.B)
SIRS/sepsis screening to treat postoperative
complications early (Gr. A)

postoperative admission to a HDU (Gr. A)

sufficient postoperative nutrition (6r. B)
[Moller MH et al,Scand J Gastroenterol,2009]




