Surgical treatment for perforated and hemorrhagic ulcers
Surgical treatment for perforated and hemorrhagic ulcers of Stomach and Duodenum
OR
Surgical treatment of complications of Peptic ulcer
(Is it a prospective or Retrospective study?)
	

Abstract:

the development of medical treatments for ulcers has significantly decreased the need for surgery in the last century, surgical treatment for gastric ulcers is reserved for complications like severe bleeding, perforation, or obstruction that don't respond to medical treatment. Peptic ulcer disease, once primary a surgical problem, is now medically managed in the majority of patients. The success of the therapeutic treatment of gastric and duodenal ulcers has also changed the attitude of surgeons to the complications of peptic ulcer. Currently, the main aim of the surgeon is to eliminate the life-threatening consequences of perforation or bleeding. In addition, methods of intraluminal endoscopy continue to develop vigorously, in some cases competing with both open and laparoscopic surgeries for perforated ulcers, and endoscopic and endovascular hemostasis is increasingly used for ulcer bleeding.
 Purpose. To analyze the immediate and long-term results of surgical treatment of complicated gastric and duodenal ulcers and to evaluate the place of gastric resection in emergency surgery.  
The medical management of chronic ulcer disease has largely expanded, reducing the need for surgical treatment.
(There are a lot of spelling and grammatical  mistakes, need to be corrected)
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1-introduction:
Introduction:
Gastric resection has become rare for peptic ulcer complications because medical therapies like proton pump inhibitors (PPIs) and the treatment of H. pylori have made surgery less necessary. Now for the complications like perforation and bleeding, simpler procedures like primary closure with or without omental patching and undermining the bleeding vessels are often the preferred surgical approach. Gastric resection is now usually reserved for life-threatening emergencies like giant ulcers or when there is a high suspicion of malignancy that cannot be addressed by simpler methods.
 
The distinct roles of surgeons and medical doctors in ulcer management: surgeons handle acute, life-threatening complications like perforations and bleeding, often requiring emergency surgery, while medical doctors focus on long-term management, including treating the underlying cause (like H. pylori) with medication and managing symptoms to prevent recurrence.
 
Endoscopic and endovascular hemostatic methods are becoming increasingly competitive alternatives to open surgery (laparotomy) or minimally invasive surgery (laparoscopy) for treating gastric and duodenal ulcers with bleeding. Endoscopic approaches like injection therapy, thermal coagulation with contact probe or Argon plasma coagulation and mechanical or clip therapy with Haemoclips or Band ligation  are considered the current standard of care due to their ability to achieve hemostasis, though their long-term success depends on the patient and the specific ulcer characteristics. While initial endoscopic techniques like injection therapy are effective at temporarily stopping bleeding, combining them with mechanical or thermal methods, or performing endovascular embolization for high-risk patients, has proven more effective at preventing rebleeding.
 
 
The objective: is to analyze the long and short-term outcomes of surgically treating complicated gastric and duodenal ulcers, and to examine the results of emergency gastric resection for these conditions
(Spelling mistakes and grammatical correction is needed)
2-Methodology.
Materials and methods of the study. From 2008 to 2020, 307 people were operated on for complications of peptic ulcer disease: 197 men and 110 women aged 19 to 83 years. 89 patients were operated on due to bleeding, 156 people due to ulcer perforation, 62 patients had decompensated stenosis of the gastric outlet.
(Make a Table)
69 patients were hospitalized more than 24 hours after the onset of the disease. In case of ulcer bleeding, indications for surgery were determined using the Forrest classification. In 72 patients, the ulcer was localized in the stomach, in 125 people - in the duodenal bulb, in 3 operated - in the descending part of the duodenum.
(Make a Table)
In 5 patients, the ulcer totally "covered" the duodenal bulb. Penetration was detected in 39 patients, in the head of the pancreas - in 19 people, in the liver - in 2 patients, in the hepatoduodenal ligament - in 3 patients, in the diaphragm and anterior abdominal wall - in 2 people. In 3 patients with a large duodenal ulcer, a combination of perforation, penetration into the head of the pancreas and sub compensated stenosis of the duodenum was detected.
(Make a Table)
Endoscopic diagnosis:
In our case all patients have benefit for diagnostic endoscopy 
(Has it been done for all emergency cases or for bleeding cases only?) 
Endoscopic treatment:
Peptic ulcer bleeding is an internal medical emergency. Endoscopic hemostasis has been shown to improve the survival rate of patients with peptic ulcer bleeding. Although the established hemostatic modalities, including injection, thermal therapy, and mechanical therapy, are effective in controlling peptic ulcer bleeding, hemostasis can be difficult to achieve in some cases. As a result, recent, new endoscopic hemostatic modalities, including over-the-scope clips, topical hemostatic sprays, and endoscopic ultrasonography-guided antitherapy, have been developed.
Endovascular treatment:
Peptic ulcer disease (PUD) can lead to life-threatening bleeding. Endoscopy is a primary intervention used to locate the site of bleeding and maintain hemostasis. When considering multiple risk factors to operative intervention or failed initial endoscopic procedure in patients, the preferred treatment for acute gastrointestinal bleeding remains endovascular coiling or embolize the culprit vessel.
In our case, along with standard examinations, duplex ultrasound scanning of the gastric vessels was performed in 22 patients with bleeding to assess the risk of recurrent bleeding and plan the extent of surgery.
Laparoscopic treatment:
Laparoscopic repair of perforated peptic ulcer is a safe and reliable procedure. It was associated with a shorter operating time, less postoperative pain, reduced chest complications, a shorter postoperative hospital stays, and earlier return to normal daily activities than the conventional open repair.
Open surgery:
In our case, almost all interventions were performed from the upper midline laparotomy approach, due to general peritonitis using costal arch retractors. In patients with a perforated ulcer, not only was the possibility of suturing assessed, but also its reliability. In cases of ulcerative bleeding, a revision of the posterior wall of the pyloroduodenal segment was performed to assess the true size of the ulcer.
Of course, the general condition of the patient and changes in the tissues and organs of the abdominal cavity associated with concomitant pathology (obesity, hyperhydration?, portal hypertension) were considered.
- the surgical conservative treatment indications for ulcer complications:
(Indications for conservative surgical management)
-Perforation of the ulcer.
- Bleeding from the ulcer.

--Indication Of gastric resection:
-Large seizes gastric ulcers.
-Continuing Bleeding from the ulcer, After suture of the artery bleeding.(even after suturing the bleeding vessel)
Speaking about the evolution of surgical techniques for ulcer bleeding, it should be noted that thanks to the use of modern low-energy electrocoagulation devices (primarily the Liga Sure device, which was used in 62 patients), it was decided to almost completely abandon the traditional ligation of vessels during gastric mobilization,
-The localization of the ulcer:
-gastric location.
- anterior and posterior duodenal location.
- It is also noted that the ulcer penetrates the head of the pancreas.
Surgical intervention for the different types of ulcers: Conservative operations are resolved by suturing the perforation and performing hemostatic stitches in case of ulcer bleeding, of course, after ensuring the vitality of the tissue to be sutured. It should be noted that when the ulcer is large or its location is low in the duodenum or a. A gastric resection according to Roux may be performed.
To assess the true size and condition of the duodenal ulcer and its reliable suturing in cases of perforation or suturing during bleeding, in addition to mobilization of the duodenum according to Kocher, in 14 cases a revision of the hepatoduodenal ligament with identification of the gastroduodenal artery was performed
Which allowed achieving better anatomical orientation. In case of low ulcer and "difficult stump" of the duodenum, gastric resection with Roux reconstruction was performed in 10 patients, and the common bile duct was additionally drained in 3 patients. The types of operations performed are presented below:
(Spelling mistakes and grammatical corrections are needed)
3-Result and Discussion:
(Discussion should be separate)
For all patient with clinic of perforate ulcer, the first surgical treatment indicated is the suture of the ulcer after taking histological tissue from the border of the ulcer, and reviving its border by cutting the tissue around the ulcer, being its localization in the stomach or in the first duodenum

A diagnostic endoscopy (fibroscopy) is often the first step in the treatment algorithm for various gastrointestinal (GI) issues, particularly for conditions like leaks, ulcer, bleeding, to accurately assess the anatomy, locate the problem, and determine the best course of action. 
 

The second step of the algorithm of treatment for the perforated ulcer is the surgical laparoscopic treatment,  involves a thorough abdominal lavage, suturing the ulcer after debriding the edges, and reinforcing the repair with an omental patch (epiploplasty).
In this case, general peritonitis with delayed hospitalization made laparoscopy a contraindication, so the surgical treatment was an open medial surgical laparotomy. A costal retractor was used, which is a tool that holds the abdominal wall open to provide surgical access.  While laparoscopy is increasingly used for peritonitis, a late presentation or severe inflammation may require an open procedure for adequate and safer sources control.
The surgical treatment of a perforated peptic ulcer involves suturing the ulcer after freshening its border, followed by placing an omental patch (omentopexy) and performing a peritoneal lavage. The procedure concludes with the toilette of the peritoneal cavity and, in some cases, placement of a drain.
Surgical gastric resection is considered for giant gastric ulcers over 3 cm or large duodenal ulcers over 2 cm if they are complicated by bleeding, perforation.
For bleeding ulcer, the first step of the algorithm is an endoscopic fibroscopy, it’s a diagnostic, and therapeutic method, the treatment can be stopped if the bleeding has stopped.  We us the classification of forest to determinate, the risk of rebleeding, in this case a gastric resection, is indicated in after stabilization of the patient, and being in good condition for the operation (Gastric resection).
If the endoscopic treatment it’s not available or he can’t stop the bleeding, we can use the endovascular hemostatic therapy.
We can use it also if patient can’t tolerate a surgical treatment.
For a bleeding ulcer, the first step is endoscopic fibroscopy, which can both diagnose the issue and provide initial treatment if the bleeding stops. The Forrest classification is used to assess the risk of rebleeding. If the ulcer has a high-risk classification, endoscopic treatment (like clips or injection) is 
performed. For very high-risk ulcers, a gastric resection may be needed after the patient is stabilized, or if endoscopic treatment fails or is unavailable. In cases where the patient cannot tolerate surgery, or if endoscopic treatment is insufficient, endovascular hemostatic therapy can be used as an alternative
In our case we mention patient who had emergency operation of gastric resection 
In our case we mention patients who had emergency operation of gastric resection for a large peptic ulcer or bleeding if other methods, such as endoscopy and medication, have failed to stop the hemorrhage. 
This surgical procedure is a last resort for life-threatening complications and involves removing parts or all the stomach. The decision for a specific type of surgery depends on the patient’s condition, ulcer size, and location.
All patients mentioned her all have general peritonitis, and we mention the complication of this operation in this condition of this general peritonitis.
(Spelling and grammatical corrections are required)
Results of the study and their discussion. In 28 of 111 patients who underwent gastric resection, postoperative complications classification (25.2%).
 Duodenal stump failure occurred in 4 patients (3.6%). Mortality in emergency gastric resection was 16.2% (18 patients), in 14 patients (12.6%) it occurred due to severe concomitant pathology. 

The remote results of gastroenterostomy performed on 12 patients during forced "rough" suturing of perforated and stitching of bleeding pyloroduodenal ulcers with deformation and stenosis of the outlet of the stomach showed that when performing gastric X-rays in the period from 6 months to 2 years after this operation, in 8 of 12 patients the pylorus and duodenal bulb were passable, although significantly deformed. In patients with erosive gastritis detected during endoscopic examination, no clinical and endoscopic parallels were found: all patients felt satisfactory, taking omeprazole; 4 patients of them did not comply with the diet.
Analyzing the features of the choice of surgical tactics in favor of performing gastric resection in emergency surgery, a subgroup of 6 patients was identified who underwent gastric resection during relaparotomy in the immediate postoperative period: in 5 patients - due to the failure of the sutured perforation, in 1 patient due to bleeding from a "mirror" ulcer of the posterior wall of the duodenal bulb after suturing the perforation. A retrospective assessment of these situations revealed that during the first intervention, its volume was based on the severity of the patient, general condition (peritonitis, hemorrhagic shock, recent myocardial infarction, chronic renal failure). At the same time, the experience of the operating team of surgeons was of some importance: in 4 cases, the experience of the operating surgeon did not exceed 10 years (without experience in independently performing gastric resection). In 3 patients, this led to underestimation of the true size of the ulcer defect and the existing penetration into the zone of the gastroduodenal artery.
In recent years, the technique of performing operations on the stomach has certainly changed: electro coagulators, suturing devices, and atraumatic sutures have become more widely used. In the case of a so-called "difficult" duodenal stump, preference is increasingly given to performing a Roux-en-Y resection. In the development of duodenal stump failure, in most cases
success can be achieved by using active aspiration and prescribing somatostatin analogues.
Table 1. Type of operation performed . 
	Complication
	Number of patients
	Gastric resection
	Organ-preserving operations

	Ulcerative bleeding
	89
	57
	32

	Perforation
	156
	17
	139

	Pyloroduodenal stenosis
	  62
	37
	25

	Total:
	307
	111
	   196



(Detail table about the reoperation and indications – a separate table is required)
Table 2. Forrest classification
	Forrest classification
	Rebleeding

	Type1 Active bleeding
1a spurting hemorrhage
1b Owing hemorrhage
	
100%-90%
80%-_85%

	Type 2 Signs of Recent bleeding 

2a – non bleeding visible vessel  
2b-Adherent clot on lesion 
2c -Hematin covered lesion
	
40%-50%
20%-30%
5%

	Type 3 lesion without bleeding 
(flat spot , clean base )
	<3%



[bookmark: _Hlk210317406][image: ]
Fig. 1. Image of Forrest classification: Forrest IA.
Table 3. Type of gastric resection
	Resection by Roux

	Resection by biloroth I

	Resection by biloroth II



(Mention the number of cases performed in each group)
Summary of the work
a- the surgical conservative indications for ulcer complications:
-Perforation of the ulcer.
- Bleeding from the ulcer.
b-The localizations of the ulcer:
-gastric location.
- anterior and posterior duodenal location.
- It is also noted that the ulcer penetrates the head of the pancreas.
C- Patients operated for duodenal ulcer complications, patients had secondary pathologies: 
(Mention the number of cases in each group)
- Liver cirrhosis. 
- Chronic renal insufficiency.
 - Obstructive pulmonary diseases. 
- Myocardial infarctions.
 Surgical intervention for the different types of ulcers: Conservative operations are resolved by suturing the perforation and performing hemostatic stitches in case of ulcer bleeding, of course, after ensuring the vitality of the tissue to be sutured. It should be noted that when the ulcer is large in size or its location is low in the duodenum or a. A gastric resection according to Roux may be performed.
E-Indication Of gastric resection:
-Large seize of a gastric ulcer.
-Continuing Bleeding from the ulcer, After suture of the artery bleeding. 
F-The postoperative complications of gastric resection:
(Mention the number of cases in each group)
a- Short-term complications:
- Rupture of the duodenal stump.
 - mortality has been observed in patients with chronic secondary disease.
- peritonitis caused by perforation can lead to postoperative complications.
(Mention the number of cases in each group)
b- Long-term complications: 
- Anastomosis.
- Ulcers of the gastrojejunostomy.
- Bleeding from the gastro-jejunostomy and jejuno-jejunostomy.
- Stenoses of digestive gastrojejunostomy anastomoses.
(Mention the number of cases in each group)
fibroscopy:
- After gastric resection during the endoscopy:
- Erosive gastritis in (30.6%). - Jejuno-gastric reflux in (9.6%). 
- Superficial ulcers at the gastro-enteric anastomosis (1.6%).
 - Presence of passage deformation in patients who underwent gastro-enteric anastomosis.
(THERE ARE NO DISCUSSION AT ALL. HENCE NEED TO BE WRITTEN)
4-Conclusion. (Inadequate)   
In emergency surgery, gastric resection for complications of peptic ulcer disease should be performed according to strict clinical indications and with mandatory consideration of the experience of the operating team. As a reserve for improving the results of this intervention, it is necessary to consider performing sufficient mobilization and full revision of the ulcer defect zone and, of course, involving a more experienced surgeon in the operation.
(Spelling and grammatical corrections are required)
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