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Introduction. In urgent surgical prac-
tice, operations for perforated gastroduo-
denal ulcers are still relevant. According 
to a number of researchers [1], the inci-
dence of gastric ulcer and duodenal ulcer 
among the adult population in the Rus-
sian Federation is 3-15%, in 5-15% of pa-
tients the disease course is complicated 
by ulcer perforation, while postoperative 
mortality ranges from 1,3 to 19,4%, de-
pending on the time of admission of the 
patient to the hospital [6], and the number 
of postoperative complications reaches 
17% [8].

It is worth noting that, at present, the 
treatment of this complication of peptic 
ulcer disease is one of the many un-
solved problems of surgical gastroenter-
ology [4]. The operation of choice in most 
clinical cases is laparoscopic suturing of 
the perforation hole. Technically, suturing 
is fairly easy to do and provides favorable 
immediate results of treatment [7]. The 
need to perform more complex opera-
tions rarely arises (a combination of per-
forated ulcers with stenosis of the output 
section of the stomach and duodenum, 
multiple and callous ulcers, widespread 
purulent peritonitis). The disadvantage of 
the suturing operation is the high purity of 
the recurrence of peptic ulcer - up to 45% 
[4]. At present, with the advent of a new 
generation of drugs that have a proven 
ability to significantly accelerate the pro-
cesses of repair and healing of ulcers, as 

well as prevent their relapses, prospects 
have opened up for improving the long-
term results of the treatment of perfora-
tive ulcers after they are sutured [3].

In the Republic of Sakha (Yakutia), as 
well as in other regions of the Russian 
Federation, the perforation of the gas-
troduodenal ulcer is one of the leading 
places among urgent surgical patholo-
gy. According to the Yakutsk Republi-
can Medical Information and Analytical 
Center (YRMIAC), in recent years there 
has been a slight decrease in the inci-
dence of gastric ulcer and duodenal ul-
cer – 6,3‰ in 2017 compared to 7,8‰ 
in 2010, but the problem is significant 
degree complicates the formation of var-
ious forms of severe complications, in-
cluding perforation, bleeding and malig-
nancy. The current situation is alarming 
and creates the need to search for more 
effective diagnostic methods, as well as 
to improve the principles and methods of 
conservative and surgical treatment that 
exist today.

Research materials and methods. 
The presented work is based on a ret-
rospective analysis of the results of 
complex treatment of 108 patients with 
perforated gastroduodenal ulcer who 
were treated in the emergency surgery 
department of the Republican Hospital 
№ 2 - Emergency Medical Center of the 
Republic of Sakha (Yakutia) from 2010 
to 2019. The average age of patients 

was 35.2 ± 5.5 years, while there were 
73 men (67,6%) and 35 women (32,4%). 
The diagnosis, perforated gastroduo-
denal ulcer, is verified on the basis of a 
modern multi-level comprehensive ex-
amination. Patients were divided into 
study groups. The main group consisted 
of 45 (41.7%) patients who underwent 
laparoscopic suturing (LS) of the perfo-
ration hole, and 63 (58.3%) patients with 
the control group who underwent perfo-
ration ulcer excision (PUE), including du-
odenoplastic (according to Judd-Tanaka, 
Judd-Horsley) depending on its location. 
Perforation of gastric ulcer during surgery 
was found by us in 27 (25%) and duo-
denal ulcers - in 81 (75.0%) patients. At 
the same time, in 39.7% of cases, local 
serous-fibrinous peritonitis was detected, 
in 55.0% - diffuse and 5.3% - widespread 
purulent. The diameter of the perforation 
hole, when conducting LS and PUE, av-
eraged 5.0 ± 1.4 mm.

All operations were performed us-
ing the endoscopic system Karl Storz 
Endovision ® DCI® with the autorotation 
system (ARS) - a digital single camera, 
PAL, NTSC color systems with an inte-
grated digital image processing module. 
A set of DCI® HOPKINS®II laparoscopes 
(10 mm large format optics), trocars, 
forceps, scissors, dissectors, Karl Storz 
Click´Line® extractors under combined 
endotracheal anesthesia. We considered 
contraindications to the performance of 
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traditional laparoscopic suturing (LS) 
of perforated gastroduodenal ulcer: the 
time of the time from perforation is more 
than four hours, difficult localization of 
the ulcer, large diameter of the perforat-
ed hole, suspicion of ulcer malignancy, 
callas ulcer, perifocal inflammation of the 
intestinal wall more than 10 mm, purulent 
diffuse or widespread peritonitis, sepsis, 
the presence of associated diseases and 
conditions that prevent the imposition of 
carboxyperitoneum.

Statistical processing of the material 
was made using the IBM.SPSS.Statis-
tiks.v22 software package. The coeffi-
cient of reliability of differences (p) was 
determined by the t-criterion of Student.

Results and discussion. During the 
operation of the LS perforated gastrodu-
odenal ulcer, the transition to laparotomy 
(conversion) took 3 (6,7%) patients, and 
in which, despite a three or four hour ex-
posure, the prevalence and nature of the 
inflammatory process in the abdominal 
cavity corresponded to diffuse purulent 
peritonitis. In all cases of conversion, lap-
arotomy access was used. At the same 
time, in all three cases, ulcer perforation 
was detected in the projection of the duo-
denal bulb, which required the implemen-
tation of an operation commonly used in 
our clinic, such as Judd-Horsley, followed 
by rehabilitation and drainage of the ab-
dominal cavity.

From the moment the patient arrived at 
the surgical hospital (taking into account 
the necessary examination) and until the 
surgical intervention was completed, no 
more than 60 minutes passed. The time 
of surgical intervention when performing 
LS ranged from 45 to 125 minutes and 
averaged 98.5 ± 24.8 minutes. Operation 
of PUE took from 60 to 130 minutes (av-
erage of 75.3 ± 22.1 minutes). The time 
difference was statistically significant 
(p˂0.05). It should be emphasized that 
the duration of the laparotomy wound 
closure has the main influence on the 
duration of the PUE operation; this fact 
is confirmed by other researchers [5, 9].

Another important parameter is the av-
erage time of activation of patients after 
surgery, as indicated by many research-
ers [2, 10]. In our case, the time of acti-
vation of patients after the LS was 1.6 ± 
0.6 days. After the operation of the PUE 
– 2.1 ± 0.7 days. (p˂0.05). The increase 
in bed rest after PUE was largely due to 
pain from the laparotomy wound.

Along with such a parameter as the 
time of activation of the patient, one of 
the important aspects is the time of ap-
pearance of active intestinal motility [2], 
the ability to take liquid and solid food 

in order to maintain energy balance and 
plastic function of the body. In our case, 
after the operation of the LS, this time 
was 1.0 ± 0.3 days, and after the opera-
tion of PUE – 1.2 ± 0.5 days.

The total number of complications in 
the main group was 3 (6,7%), in all three 
cases the complications were associated 
with the failure of the sutures of the pre-
viously sutured perforated hole, which re-
quired a laparotomy, excision of the ulcer, 
followed by Judd-Horsley or Judd -Tana-
ka, depending on its location, with subse-
quent rehabilitation and drainage of the 
abdominal cavity. In the control group, 
the total number of complications was 5 
(7.9%).At the same time, only 1 (1,6%) 
intra-abdominal complication was record-
ed - sluggish peritonitis, which required 
carrying out a program of rehabilitation 
of the abdominal cavity, the patient sub-
sequently recovered. In the remaining 4 
(6.3%) cases, complications from the op-
erating wound (infiltration, suppuration) 
were recorded. There were no deaths in 
both groups. The average length of stay 
in the in-patient department after the LS 
was 5.0 ± 1.0 bed-days, after the opera-
tion of PUE – 7.0 ± 2.0 bed-days. Patients 
after LS were on average 2 bed-days less 
than those who underwent PUE.

Thus, the following conclusions can 
be made that with the widespread intro-
duction of minimally invasive technolo-
gies into clinical practice, along with per-
forming such operations as: laparoscopic 
appendectomy, hernioplasty and many 
others, the operation of LS perforated 
gastroduodenal ulcer is becoming more 
and more stable. First of all, this is facili-
tated by the positive results of treatment: 
reduction of postoperative complications 
and length of stay in the surgical hospi-
tal, reduction of the rehabilitation period 
and early rehabilitation.Comprehensive 
introduction into the practice of urgent 
surgical clinics of the LS perforated gas-
troduodenal ulcer should be considered 
a priority for modern technological med-
ical care. The data we obtained allow us 
to consider surgical operations in which 
special attention should be paid to the 
theoretical and practical training of sur-
geons, as well as the use of common tac-
tical approaches and solutions in various 
clinical situations.
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