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Helicobacter pylori (H.pylori) is known to be the prime factor of  peptic ulcer disease as well as

NSAID usuage. Although medical treatment of the bacteria can eliminate the problem for more than 90% of the

infected people but the cost  of treatment is high then acid reducing gastric surgery still has a definite role. The

prevalence of H. pylori in peptic ulcer perferation is still unknown also whether vagotomy and gastrectomy

could eradicate H. pylori.  Now laparoscopic surgery especially the simple repair of the perforation has

became routinely used in many part of the world. So acid reducing gastric surgery is a good choice in chronic

user of NSAID and also an option for people who have H. pylori infection.
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Peptic ulcer perforation is a major cause of

death in people especially the elderly who have peptic

ulcer disease. Although the incidence of elective sur-

gery for peptic ulcer has declined,the incidence of emer-

gency surgery has increased. There is a belief that a

large part of this increase has been due to not only the

decrease in elective acid reducing gastric surgery but

also the increased incidence of NSAID-associated com-

plications (1).

Now the diagnosis and treatment of peptic

ulcer disease have changed dramatically since the dis-

covery of Helicobacter pylori 20 years ago. Peptic ul-

cer disease is now approached as an infectious dis-

ease, in which elimination of H. pylori can cure the

disease (2).

A meta-analysis showed that peptic ulcer re-

currence was significantly less in patients in whom H

pylori has been eradicated when compared with pa-

tients in whom the organism has not been eradicated.

The recurrent ulcer rates were 6% for duodenal ulcers

and 4% for gastric ulcers when H. pylori was eradi-

cated compared with 67 and 59% respectively when

the organism was not eradicated (3). Following the most

recent recommended treatment of H. pylori (first and

secondline therapy), the success rate of H. pylori eradi-

cation is above 90% (2). Then elective surgery for pep-

tic ulcer disease is almost never done for the indication

of failed medical treatment. Nevertheless in some parts

of the world, the cost of medicines is so high that anti-

ulcer surgery, vagotomy and/or gastrectomy, are still

options. The introduction of laparoscopic surgery,

highly selective vagotomy, has made elective anti ul-

cer surgery more interesting for both surgeons and

patients. Gastric outlet obstruction has also declined

for of the same reason. Laparoscopic trucal vagotomy

plus gastrojejunostomy and laparoscopic highly se-

lective vagotomy plus endoscopic dilatation of pylorus

for curing this condition are also attractive approaches

too (1,4).

There have been some studies which evalu-

ated the prevalence of H. pylori infection in patients

suffering from perforated peptic ulcer. The prevalence

of H. pylori infections varied between zero to one hun-

dred percent in this group of patients. The reason why

the figures are so widely different because there are

differences in numbers of patients, types of ulcer fre-

quency of NSAIS use, methods for diagnosis and other

antibiotic treatment (1). So the authors cannot assume

that H. pylori infection had any particular role in peptic

ulcer perforation. Consequently, this finding suggests

other pathologic factors different from H. pylori should

participate in perforated peptic ulcer. An author stud-

ied patients with matched controls. He found that in-
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dependent risk factors for ulcer perforation were smok-

ing, alcohol, a history of peptic ulcer and especially

NSAID use. H. pylori serolog was not demonstrated to

be a risk factor (5). There is a question whether surgery

for peptic ulceration eradicates H. pylori. Some authors

have reviewed medical literatures and found that H.

pylori positive patients who had undergone vagotomy

alone the prevalence of persistent H. pylori infection

was still very high, 83%. Whereas the prevalence of H.

pylori infection after partial gastrectomy was only about

50%. Then doctors must consider whether it is neces-

sary to eradicate H. pylori in patients who have under

gone surgery, particularly vagotomy (6). Immediately

Hong Kong surgeons responsed to that question. They

did not believe it was necessary to routinely treat H.

pylori infection after gastric surgery because the inci-

dence of recurrent ulcer is not high, 10-20% after highly

selective vagotomy and less than 5% after subtotal

gastrectomy. And there is no evidence to suggest that

curing H. pylori infection would reduce the incidence

of ulcers occurring after gastric surgery. Further more,

indiscriminate use of antibiotics not only wastes re-

sources but also increases the risk of drug reactions

and resistance (7). There is a possibility that bile reflux

is an important role in eradicating (7,8) or suppressing  (9)

H. pylori. Because 61% of patients who had pyloro-

plasty were positive for H. pylori compared with only

25% of those who had gastroenterostomy and 100% of

those who were treated by highly selective vagotomy.

This reason may partly explain the poor results in terms

of curing duodenal ulcer disease associated with highly

selective vagotomy as most of them continued to

harbour H. pylori, which led to recurrent ulceration (7).

There were randomized controlled studies re-

ferring laparoscopic treatment of perforated duodenal

ulcer, proved to be technically feasible and carried an

acceptable morbidity and mortality rate, compared with

conventional surgery (10,11). Laparoscopic surgery

avoids long midline incision and inevitably the fore-

most contributor to the total operative insult to the

patients such as less postoperative pain, fewer chest

complications, shorter hospital stay and earlier return

to normal daily activities. Laparoscopic approach also

helps in confirmation of diagnosis so avoiding explor-

atory laparotomy in patients who have atypical pre-

sentation of peptic ulcer perforation. Laparoscopic

surgery diminishes the risk of postoperative adhesions

to the abdominal wall, reduces wound infection, scar

related adhesion, small bowel obstruction and

incisional hernia formation. There are (at least) 2 types

of laparoscopic repair for perforated duodenal ulcer.

The first one is sutureless or the glue technique the

second is the laparoscopic suture technique. This

former approach seemed to be simpler and faster than

the latter. But recently a report from Hong Kong claimed

a new technique of single suture repair of the perfo-

rated hole with omental graft decreased operative time

significantly (11). Now they advoncate routine use of

laparoscopic repair instead of open repair for this con-

dition (12).

The question “does eradication of H. pylori

lead to sustained ulcer remission in patients who un-

derwent only simple repair (what ever approach) for

duodenal ulcer perforation” is probably answered by a

group from Hong Kong again. They did a randomized

trial in 129 patients and discovered 43 of the 44 pa-

tients in the anti-Helicobacter group but only 8 of the

46 in the proton pump inhibitor alone group had H.

pylori eradicated. The initial ulcer healing rates were

similar in the two groups. But after one year, ulcer re-

lapse was significantly less common in patients treated

with anti-helicobacter therapy than those who received

proton pump inhibitor alone (4.8% vs 38.1%)

So may the author come to the conclusion of

the topic “Is there any role of acid reducing gastric

surgery in peptic ulcer perforation ?” Simple repair of

the perforated hole with peritoneal larvage can combat

the peritonitis. If patients are infected with H. pylori

then antibiotics and proton pump inhibitor must be

used to prevent the recurrent ulcer disease. Acid re-

ducing gastric surgery is still an option to anti-

Helicobacter therapy in some particular situations such

as NSAID-induced perforated peptic ulcer.
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