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ABSTRACT 

Background: Oral cancer is a highly preventable diseasc. being caused by the use of tobacco and its products, cither 

with or without alcohol. According to WHO research, 50"a mcrease in oral cancers by the year 2025 is expected. 
Methods: Detailed history was recorded in a proforma, regardng age. sex. presenting complaints, habits of chewing 
tobacco, pan and gutkha, habit of smoking and consumption of alcohol Thorough examination of oral caviry was 

done and site of growth was noted. 
Results: Classification of TNM staging found that 56, of patients were in a stage of IVA. 31, were in stage Ill and 

remaining 13% were in stage. 
Conclusions: Lymph node status varied significantly accordng to s1ze and depth of infiltration of lesion. 

Keywords: Oral cancer, Squamous cell carc1noma. TNM 

could be corelated to patient delay (in looking for 
protessional care). professional delay (in reading the 
dtagnosis). or both. Thus. knowledge of the varied 
presentation and an experienced eye can go a long way in 
preventing the high morbidity and mortality associated 
with oral cancers."

INTRODUCTION

Oral malignancy is the most common form of mal1gnuney 
in India and it constitutes a signiticant cancer burden in 

India. Each year about 5,00,000 new cases occur globally 
and in India, about 56,000 new cases are reported each 

year. Around s00,000 patients are annually estimated to 

have oral cancer worldwide.' India has world's highest 
number (nearly 20%) of oral cancers with an estimated 

1% of the population having oral premalignant lesions 

A pertinent issue for consideration is rich lymphatiuc 
supply of the oral cavity, which results in many cases 

being detected first in the advanced stage itself. Late 
presentation may be attributed to patients' ignorance of 

symptoms and lack of concern for the disease. Oral cancers have a multifaceted etiology. A plethora of 

lifestyle and environmental factors has been identified as 

the risk factor for oral cancers. However, smoking. 
tobacco chewing, and alcohol consumption are widely 

considered to be major preventable risk factors. In 

addition, the synergistic effect of tobacco and alcoho! 

compounds the problems. In view of the relative common 

presentation, delay in diagnosis is also frequent which 

Oral cancer is a highly preventable disease. being caused 
by the use of tobacco and its products, either with or 

without alcoho! According to WHO research, S0% 
nerease in oral cancers by the year 2025 is expected 
Most of which will be due to tobacco use. In the west 

this is mostly due to cigarette smoking combined with 
alcoho! abuse. In India, chewing "pan"(a combination of 
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betel vine leaf, areca nut, lime, and usually tobacco) and 
reverse smoking are the major etiological factors. 
Tobacco present in the betel quid is the major carc1nogen although there seenms some relationship to the source of slaked lme and the areca nut itself. 

80% 

80% 

70% 

60% 

METHODDS 50% 

40% This study conducted at Medical College Hospital for 
eighteen months. A total of 100 patients having malignant neoplasm of lip, cheek, alveolus, tongue. floor of mouth and hard palate were included using purposive sampling technique. 

30% 

20% 13% 

10% 3% 4% 

0% 
Up to 6 7- 12 13 18 19- 24

No specific criteria were used among the oral cancers. Detailed history was recorded in a proforma, regarding age, sex, presenting complaints, habits of chewing tobacco, pan and gutkha, habit of smoking and 
consumption of alcohol. Thorough examination of oral 
cavity was done and site of growth was noted. A through clinical examination of the neck and other parts of the 
body was also done and staged in TNM staging. Data was 
analyzed bchi-square test. 

months months months months 

Figure 1: Duration of cancer at presentation. 
Table 2: Distribution based on LN status. 

Frequen Percentag 
29% NO 9 

NI 18 Patients with histopathologically diagnosed 
malignant lesion were included in the study. Patients with 
histopathologically diagnosed benign lesion were 
excluded from the study. 

18% 
10% 
37% 
06% 
100% 

oral N2A T0 

N2B 7 

N2C 06 
Total 100 

RESULTS 

Majority of patients had a history of duration of canc�r of 
6 months i.e 80% and 20% of patients had a history of 
duration of cancer between 7- 24 months at presentation. 

Table 1: Distribution based on gender. 

Gender 
Male 

Freqwency Percent 
49 Table 3: Distribution based on classification of 49% 

staging. Female 51 51% 
Total 100 100% 

Sag Frequenc 
13 

Percentage 
13% 

I Patients comprised of both males and females. Males 
were 49% and females were 51% of total study subjects. 
There was no much difference in proportion of males and 
females. 

II 31 31% 
IVA 56 56% 
Total 100 100% 

Table 4: Relation betwcen age and type of presentation. 

Age group ears) Type of presentation 
Infiltrating Total Ulcerative 

06 (100%) 
Papillary 

06 (100%) 

14 (100%) 
36 (100%) 

31 (100%) 

10 (100%) 
03 (100%) 
100 (100%) 

20 - 29 00 00 

03 (214%) 
04 (11.1) 
17 (54.8%) 

1 (78.6%) 
29 (80.6%) 

30- 39 00 
40 49 03 (08.3%) 

14 (45.2) 

03 (30%) 

50 - 59 
00 

07 (70%) 60 - 69 
70 79 

00 

03 (100%) 
27 (27%) 

Chi square value-72.9; df-10; p value-0.001.

00 00 
Total 10 (10%) 63 (63%) 
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20 -29 years. all the lesions were well differentiated 

100%). n the age group of 30 -39 years, 64.3% of Th ove lable depicts on lynph node status and found 

that 37% of patients had a status of N2B followed by NO 

(29%). N (18%). N2A (10%) and N2C (6%) 

Classificaton of TNM staging found that 56% of patients 
were in a slage of IVA, 31% were in stage II| and 

remaning 13% were in stage I. Infiltrating type ot lesions 

were cominon among 50 59 years of age group (n = 1) 

papillary type of lesions were common among b0 

years of age group (n-7) ulcerative type of lesions were 
common among 40 - 49 years of age group (n = 29) This 

above ditfference in type of lesiorns among different age 

group is found to be statistically significant. 

lesions were well differentiated and 3S.7% were 

moderately ditferentiated. 

Table.5. Relation between age and type of cancer. 

69 Total 
ACC SCC 

05 (83.3%%) 06 (100%) 

14 (100%) 
34 (94.5%) 36 (100%) 
31 (100%) 
10 (100%) 
03 (100%) 

20- 29 01 (16.7%) 

30-39 00 14 (100%) 

40-49 02 (05.5%) 

50- 59 00 31 (100%) 

Squamous cell carcinoma was more common n 40 - 49 

years (n 34) and adenoid cystic carcinoma was also 
10 (100%) 60-69 O0 
03 (100%) 

100 (100) 
70- 79 00 

more common in 40 - 49 years (n = 2). All the lesion 

present in age of above 50 years was of squmous ce 
carcinoma. This relation between age and type of cancer 

is found to be statistically significant. In the age group of 

Total 03 (03%) 97 (97%) 

Chi square value -20.6, df- 5, p value-0.001 

Table 6: Relation between ae and histopathological grade. 

Ae group Histopnthological grade 
Well differentiated 

Total 
Moderately differentiated Poorly differentiated 

00 06 (100%) 06 (100 %) 
09 (64.3%) 

20- 29 00 
14 (100%) 

36 (100%) 
31 (100%) 
10 (100%) 

03 (100%) 

00 05 (35.7%) 
13 (36.1) 

30-39 

16 (44.4%) 
03 (09.7%) 
06 (60%) 

07 (19.4%) 
09 (29.0%) 

40 - 49 

50- 59 19 (61.3%) 

60- 69 04 (40%) 

70-79 03 (100%) 00 0 

Total 43 (43%) 41 (41%) l6 (16%) 100 (100%) 

Chi square value 32.9, df- 10, p value-0.001 

In the age group ot 40 49 years, 44.4% of lesions were 

well differentiated, 36.1% were moderately differentiated 

and 19.4% were poorly differentiated. 

both patients and pro fessionals were responsible for the 
delay in dagnosis The study indicated that the 
protessional delay was the nmost associated variable to the 
stage ot tumor 

In the age group of S0 - 59 years, 9.7%% of lesions were 

well differentiated, 61.3% were moderately differentiated
and 29% were poorly differentiated. 

In this study maximum number, i.e., 80 patients (80%) 

presented withun 6 months of onset of symptoms. This 

can be attributed to the fact that because of poverty, 
illiteracy, and possibly resorting to home remedies, al 
leading to delay by the patients. Most of the patients have 

to earn their living by daily wages and the loss of 

working day's means a loss of wages. Hence, these 
patients re fer late as compared to western data. 

In the age group of 60 -69 years, 60% of lesions were 
well differentiated and 40% were noderately
differentiated. In the age group of 70 79 years, all the 
lesions were well differentiated (100%). The relation 
between age and histopathological grading is found to be 

statistically significant.
The current TNM classification is the widely used system 
for predicting the elinical result of oral SCC. In our study 
TNM stagung revealed that 27% of patients had 

moderately advanced local disease (T4a), Bundgaard et al 
demonstrated that up to 25% of patients with TI eould 
show poor prognosis at follow-up." Thus, the TNM 

sy'stem includes acceptable prognostic parameters but the 
biological properties of the tumor cannot be predicted

DISCUSSION

The delay in diagnosis of oral squamous cell carcinoma
could be correlated to patient delay (in look1ng for 
professional care), professional delay (in reading a 
diagnosis), or both and presumably has some bearing on 

the size of the tumor presented. The time interval
between the onset of symptoms and the start of treat1nent 

depends on various factors such as patient behavior, 
chnical course of the illness and the quality of the health 
services A study in Cordoba, Argentina, reported that 

In this study, TNM staging found that 56% of patients 
were in a stage of IVA, 319% were in stage II! and 

remaining 13°, were in stage I but a study by Shenoi R et 
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al found Majority of patients, i.e., 243 (82.37%) were 
presented in stage llI, 34 patients (11.53%) presented in 
Stage II and 18 patients (6.1°%) in stage IV. None of the 
patients had presented in stage I. 

Morelatto RA, Herrera MC, Femandez EN, Corball 
AG, Lopez D, Blanc SA. Diagnostic delay of oral 
squanous cell carcnoma in two diagnosis centers in 

JOral Cordoba Argentina. Pathol Med. 

2007,36:405-8. 
CONCLUSION Babu GK. Oral cancer in India semin. Oncol. 5. 

Clinical presentation varied according to the age group 
and is found to be significant. Ditferentiation of tumour 
varied according to age and is found to be significant. 

2001,28(2):169-73. 
6. Kerdpon D, Sriplung H. Factors related to delay in 

diagnosis of oral squamous cell carcinoma in 

southern Thailand. Oral Oncol. 2001:37:127-31. 
Ozlu T, Bulbul Y, Oztuna F, Can G. Time course 
from first symptom to the treatment of lung cancer 
in the Eastern black sea region of Turkey. Med 
Princ Pract. 2004;13:211-4. 
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Clinical Profile of Patients with Pancreatic Pseudocyst 

Venukumar R. 

Associate Professor, Department of Surgery, Mount Zien Medical College. Chayalode, Adoor, Karala 691556. 

Abstract Pseudocysts occur more commonly in males than 
in females, a finding that perhaps reflects the frequent 
Occurrence of these patients with alcoholic 
pancreatitis. Alcohol appears to be the cause of 65% 
of pancreatitis related pseudocysts and gall stones 
for the origin of the other 15% of the cases [2,3]. 

Introduction: Trauma in both forms blunt and 
Penetrating can result in psuedocycts formation. In 
adults, trauma as an etiological tactor is seen in 
around 15-20% of pseudocysts while in children they 
are the most common cause of pancreatic psuedocyts 
seen in around 60%. Methodology: 50 cases adult 

patients with symptomatic pancreatic pseudocyst are 
included in the study. The selected patients were 
subjected to a detailed history elicitationfollowed by 
thorough evaluatiorn of risk factors and clinical
features. Results: Following complaints were recorded, 
pain abdomen in 93.3%, vomiting in 78.3%, 
abdominal fullness noted in 60% of patients and loss 
of appetite in 81.7% patients. Conclusion: In this study 
patients undergoing surgery had a 6.7% of infection 

Trauma in both forms blunt and penetrating can 
result in psuedocycts formation. In adults, trauma as 
an etiological factor is seen in around 15-20% of 
pseudocysts while in children they are the most 
common cause of pancreatic psuedocyts seen in 
around 60%. 

Bleeding is the most feared complication and is 
caused by the erosion of the pseudocyst into a vessel.
Consider the possibility of bleeding in any patient who has a sudden increase in abdominal pain 
coupled with a drop in hematocrit level or a change in vital signs. Therapy is emergent surgery or 

angiography with embolization of the bleeding vessel. Do not perform a percutaneous or endoscopic drainage procedure under any circumstances in 
patients with suspected bleeding into a pseudocyst. 

rate 

Keywords: Pancraetic Pseudocyst; Clinical Profile;
Pain Abdomen.

Introduction 
Consider the possibility of infection of the 

pseudocyst in patients who develop fever or an 
elevated WBC count. Treat infection with antibiotics Pancreatic psuedocycts occur in 5-10% patientswitk acute pancreatitis. With improved imaging technique, the prevalence of asymptomatic pseudocysts has been improved. Pseudocysts are 

believed to occur in 10-20% patients with acute 
pancreatitis and in 20-40% patients with chronic 
pancreatitis (1]. 

and urgent drainage. GI obstruction, manifesting as 
nausea and vomiting, is an indication for drainage. The pseudocyst can also rupture. A controlled 
rupture unto an enteric organ occasionally causes GI 
bleeding. On rare occasions, a profound rupture into 
the peritoneal cavity causes peritonitis and death [4]. 

Corresponding Author: Venukumar R., Associate Professor, Department of Surgery, Mount Zion Medical CollegeChayalode, Adoor, Kerala 691556.
E-mail: kubanaik@gmail.com 
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This is a prospective study conducted in the 
Redflower Publication Pvt. Ltd. 



312 

Venukumar R. / Clinical Protile of Patients with Pancreatic Pseudocyst department of General surgery and the patients admitted in hospital wards with symptomatic pancreatic cyst have been taken up for the study. 
pancreatic pseudocyst are included in thes 

Results
The selected patients were subjected to a detailed history elicitationfollowed by thorough evaluation of risk factors and clinical features. They were then subjected with baseline investigations (Biochemistry, Haemogram, and Chest Skiagram). This was then tollowed up by specificinvestigations like serum amylase, liver function tests, USG -Abdomen andCT 

- Abdomen. Each patient was individualized and 
treated accordingly. The outcomes were documented usng protorma. 

In my study of total 60 cases 36.7% are in age grou 
of 30 to 39 years and 46.7% in 40-49 year age grou 
and 16.6 % in 50-59year age group. In my study of 60 cases 55(91.6%) are males anc 
5(8 4 ) are females. 

In my study agriculture is occupation in 5% (3), 
coolie in 48.3% (29), drivers 23.4% (14), and hamali 23.3%(14) among others. 

In my study 56(93.3%) are alcoholics and 4(6.7%) patients were nonacoholics. 

Inclusion Criteria 

Pseudocysts with greater than or equal to 6 weeks duration were involved in the study. In my tudy following complaints were recorded, pain abdomen in 93.3%, vomiting in 78.3%, abdominal fullness noted in 60% of patients and loss 
of appetite in 81.7% patients. 

Exclusion Criteria 

Children and traumatic pseudocysts. In my study abdominal tenderness is noted in 96.7 % (58) patients. 
In this study patientsundegoing surgery had a 

6.7o of infection rate(wound site infection) which was managed conservatively. 

Sample Size 
50 cases adult patients with symptomatic 

Table 1: Age wise distribution of study subjects Age grouup 

Frequency 
Percentage 

30 39 years 
40 49 years 
50 59 years 

Total 

22 

36.7 28 

46.7% 10 

16.6% 60 

100% Table 2: Sex wise distribution of study subjects 
Sex 

Frequency 
Percentage Male 

55 

91.6% 
Female 

05 

08.4% 
Total 

100%Table 3: Occupation of study subjects 

Occupation 
Frequency 

Percentage 03 

05.0% 

Agriculture
Coolie 

48.3% 
23.4% 

29 Driver 
14 Hamali 
14 

23.3% 
Total 

100% Table 4: Distribution of study subjects based on alcohol history 
Alcohol 

Frequency 
Percentage Yes 

56 
93.3% 

No 
04 

06.7% 
Total 

60 
100% 

New Indian Journal of Surgert Volume 7 Number 3 / September December 2016 
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Frequency 

Percentage 
Paun abdomen 

3% 
Vomiting 

Abdominal tullness 
78 3% 
60 0% 

Loss of appetite 
817% Table b: Distnbution of study subiect brse tenderness 

Tenderness 
Frequency Percentage Present 

967% 
Absent 

03.3% 
Total 

100% Table Comparison of inv estigations 
Investigation parameters 

Surgery USG aspiration P value 
122 1 

8928 0 441 
$55 13.5 
44 93 

10 0 4 

Hb 

11.9+/-1.1 0.42 
TC 

257.3 +/- 168.8 
0.05 

89.5 +/-13.8 
36.9 +/-5.9 

0910+/-0.32 
3024+/- 10 6 

888.7/- 136.2 
861.3+/- 17.4 

RBS 

0.26 
B. Urea 

023 
S.cteatinune 

1.00 
092 

Samvlase 
Fluid amylase 

0.43 
Volume 

0.81 
Wall thickness 

3.89 +/- 0.6 
0.001 independent t test 

Table 8: Post operative intection 

Infection 
Frequency 

Percentage 
6.7 

Yes 

93.3 

No 

Total 

100% 

surgical drainage of pancreatic pseudocysts: a prospective study of 85 patients" By Lang EK, Paolini RM, Pottmeyer A [5]. 

Discussion 

A comparative study between ultrasound guided aspiration versus conventional surgery is done between January 2012 to June 2013, study uncluded 
0 patients. patients divided into two groups, one for ultrasournd guided aspiration(30 patients) and other 
group(30 patients) for surgery, patients selected for ultrasound guided aspiration fulfilled inclusion criteria as mentioned above. Surgical procedure considered only in cysts with wall thickness more than 6m. The following results are obtained 

In this study percutaneous aspiration has cured 11 of 14 infected pseudocysts and palliated two, which were subsequently cured by surgery; one was palliated but patient was lost to follow up. Surgical drainage cured six of 12 infected pseudocysts and palliated the other six, of which four were cured by further surgery and the other two by secondary percutaneous drainage. Nine of 12 noninfected pseudocysts were cured by percutaneous aspiration, and twowere palliated and later cured. In one patient, disease progressed, and he was ultimately lost to follow-uP 

In my study males(91.6%) predominated over females f 60 patients, 56 were alcoholic (93.3%) and 4 were not In this study 93.3% patients had pain abdomen 
Thirteen of 14 noninfectedpseudocysts were cured by surgical drainage. The other patient died of pulmonary embolus. In patients treated by percutaneous techniques, there were four major complieations. 

78.3% had vomiting and 60% had abdominal fullness as complaints and 81.7% had loss of appetite 

Abdominal Tenderness was present in 6 7 of patients(58 patients). 
A similar study was conducted in Lousiana University Medical Center, New Orleans by name "the efficacy of definitive percutaneous versus 

Our study established distinct advantages of percutaneous drainage under computerizedtomographic and ultrasonic guidance: (1) the 
New Indian Journal of Surgery/ Volume 7 Numbr ?/ «pember December 2016 
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BSTRAcT 

Background: The hydatid cyst is unique and locali7cd in the right lobe of the liver in 65% The most frequent 
extrahepatie locations are the lungs, the spleen and the peritoneurn Liver (55-70%%) is the obv ious first site after entry 
through the gut and passage in the portal circulation Most cysts tend to be located in the right lobe 

Methods: Thirty patients presenting with vary1ng gastrointestinal symptoms and signs, and symptoms of space 
occupying lesions of liver like obstructive jaundice, mass per abdomen. patients with complications due to rupture of 
hydatid eyst formed the study subjects. 
Results: The most common presenting complaint was paim abdoen (90%) tollowed by mass abdomen (30%). 

Prodormal symptom was present in S0% of patients Jaundice wa present in3 3, of patients 

Conclusions: The most common age group atfected was 25- 29 years (5,) followed by 35 - 39 years (46.7%) 

Keywords: Echinococcus granulosus, Hydatid cyst, Jaundc e 

small tissure ur bile duct fistula. A wide perforation 
allows the access of hydatid membranes to the main 

blary duc ts, which can cause symptoms sinulating 
choledocholithiasis. Alternatively. it may produce a 
picture very similar to ascending cholangitis with fever, 
pain and jaundice 

INTRODUCTION

Hydatid disease in people is mainly caused by infection 

with the larval stage of the dog tapeworm Echinoc ocCus 

granulosus. It is an important pathogenic, z00notic and 

parasitie infection (acquired from animals) of humans, 
following ingestion of tapeworm eggs exereted in the 
faeces of infected dogs. Hydatid disease is a major 

endemie health problem in certain areas of the world. 

After inte 
are usually asymptomatic for a long time. The growth of 
the cyst in the liver is variable, ranging from I mm to 5 

In1 in diameter per year Most primary infections coasist 
of a single cyst, but up to 20% - 40% of infected people 

have multiple cysts. The symptoms depend not only on 

the size and number of cysts, but also on the mass etfect 
within the organ and upon surTounding structures. 

on with EchinococCus granulosus, humans 

The hydatid eyst is unique and localized in the right lobe 

of the hver in 65%. The most frequent extrahepatic 
locations are the lungs, the spleen and the peritoneum 
Liver (55-70%) is the obvious first site after entry 
through the gut and passage in the portal circulation 
Most cysts tend to be located in the right lobe. As the 

cysts enlarge local pressure causes a mass effect on 
surroundng tissue producing commensurate symptoms
and signs These may be generalized with upper 
abdominal pain and discomfort or more specific. Such as, 
obstructive jaundice. Biliary rupture may ccur through a 

Surgery rema1ns the gold standard treatment for hydat1d
liver disease. The ain of surgical intervention is to 
nactivate the parasite, to evacuate the cyst along with 

resection uf the germinal layer, to prevent peTitoneal 
spillage of scolees and to obliterate the residual cavity t 
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in 83.3% of patients. 
Tenderness was present 

be pertormed successtully in up to 90% of patients it 

a cyst does not have a risky localization. However, 

surgery nay be impractical in patients with multiple cysts 

localized in several organs and if surgical tacilities are 

inadequite 

Hepatomegaly was presênt in 33.3%. Icterus was absent 

in all patients 

Table : Distribution based on clinical findings. 

KClhieal indings Frequency Percentage 
00 METHODS 00 lcterus 

25 83.3 
Tenderness Descriptive case series study was done at the Department 

of Surgery. Total 30 cases of hydatid cyst of liver were 

studied. The patients attended surgical OPD and got 

admitted with hydatid cyst of liver during the study 

10 33.3 
Hepatomegay 

12 40.0 
Others 

period. Multiple 

Inclusion criteria 

Patients presenting with varying gastrointestinal 

symptoms and signs 

Symptoms of space occupying lesions of liver like 

obstructive jaundice, mass per abdomen 

Patients with complications due to rupture of 

hydatid cyst. 

Single 
93%

Exclusion criteria 

Figure 1: Number of eysts. 
Extra hepatic hydatid cyst 
Advanced complications where diagnosis was 

difficult. 
Ultrasonography was done to study the features of cyst; 
USG revealed that among all study subjects, 93% had 
single cyst and only 7% had multiple cysts. 

RESULTS 

Table 1:Distribution based on age. 
100 83.3 

e 
50.0 
03.3 

Freguency 80 

25-29 years 15 
60 01 30 - 34 years 

35 39 years 
% 

14 46.7 40 

Total 30 100.0 
20 10 6.7 

The most common age group affected was 25 - 29 years 

(50%) followed by 35 - 39 years (46.7%). Only 3.3% of 

study subjects were found in age group of 30 - 34 years. 
The age of patients range from 25 years to 40 years. 

0 

Right lobe Left lobe Both 

Figure 2: Involvement of lobes. 
Table 2: Distribution based on chief complaints. 

Chief complaints Frequency 
Pain abdomen 
Prodromal sy1mptoms 
Mass abdomen 

It was observed that, among total study subjects, among 
83.3% of patients, right lobe was affected and among 
10% of patients, left lobe was affected. Both lobes of the 
liver were affected in 6.7% of patients. 

Percentag 
27 90.0 
5 50.0 

30.0 
Jaundice 3.3 DISCUSSION 

Others 26.7 
The most common presenting complaint was pain 
abdomen (90%) followed by mass abdomen (30%). 
Prodormal symptoms was present in 50% of patients. 
Jaundice was present in 3.3% of patients. 

In the present study, the most common age group affected 
was 25 29 years (50%) followed by 35 39 years 
(46.7%). This finding was observed in all the other 
similar studies done by various research workers. There 
were some contrast results in other studies, which stated 
that, it may be anywhere between 2nd to 6h decades.0 
This inight be attributed to the chronicity and non- 
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Zhang W, Jun Li. Donald P, Manus M. Concepts in 
. ific (asymptomatic) presentation of the disease in 

aajority of cases. Immunology and diagnosis of hydatid disease. 

Clinical Microbiology Reviews. 2003;16(1):18-36. 
of Daoud KT, Schwabe CW. Epidemiology n relation to the sex, males constituted 46.7o and 

emales s3.3% which was a similar observation in the 
majority of studies performed in relation to hydatid 
disease,'l-13 

regarding sex distribution, where female preponderance 

was observed. The distribution of sex was compared with 
various national and international studies from different 

echinococcus in the middle east a study of hydatid 
disease patients from the city of Beirut. Am J Trop 

Med Hyg. 1964:13:681-5. 

Jahed AK. Fardin R. Farzad A. Hydatid disease in 

children and youths in Mosul. Annals Tropical Med 

Some studies showed a minimal confliction 

Parasitology. 1975;182:541-6. 
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parts of the world. Thus, a varied and diverse picture was 

obtained. 

Pain abdomen was the primary complaint in hepatic 
disease. The present study corelated with study done by 

Rukmangadha et al, to some extent regarding clinical 
presentation of hydatid disease in common sites. " Some 

other general signs were examined in accordance with the 

Site of involvement and general condition of the patient. 

Hepatomegaly was observed in 33.3% of cases. A similar 
observation was done by Akther et al. 
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The most common presenting complaint was pain 

abdomen (90%) followed by mass abdomen (30%). 
Prodormal symptom was present in 50% of patients 
Jaundice was present in 3.3% of patients. 
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percent to the present level of less than 10 percent, 

largely due to early diagnosis and treatment. In the 
duodenum, the ulcers that perforate are located

anteriorly, and the aphorism that anterior ulcers 

perforate, posterior ones bleed is a relevant todayas

Abstract

Introduction: Perforation of an ulcer is due to sudden 

sloughing off base of the ulcer due impairment of 

btood supply, which leads to gastric or duodenal

contents leaking into peritoneal cavity, initiating an 

acute diffuse peritonitis. Methodology: This study 

comprises of 60 cases of duodenal ulcer perforation 

admitted in the Department of Surgery. Operative 
details included the site and nature of operation 

performed. Mortality was defined as death following 

surgical procedure. Results: All patients in the present

study were subjected to plainX-ray abdomen in erect 

position. Out of 60 cases studied, 55 patients (91.67%) 
were found with pneumo-peritoneum. Conclusion: 

Duodenal peroration was common in lower 

socioeconomic group. 

ever. 

Perforation of an ulcer is due to sudden sloughing 
off base of the ulcer due impairment of blood supply,
which leads to gastric or duodenal contents leaking

into peritoneal cavity, initiating an acute diffuse

peritonitis. About 5% of the time, a penetratingulcer 
will penetrate through the duodenum into the free 
peritoneal cavity and elicit a chemical peritonitis. 
Followed to chemical peritonitis is bacterial 

contamination which can aggravate the inflammatory 

process and progress to the development of the intra- 

abdominal abscesses over the ensuring days or weeks. 
The most serious complications of the acute 

peritonitis are paralytic ileus and toxemia. Absorption 
of the bacterial endotoxins through the inflamed

peritoneum causes endotoxaeima, which may also 

result into septicemia. The combination of endotoxic 

shock, fluid and electrolyte imbalance is the cause of 

high fatality rate in untreated acute bacterial 

peritonitis. 

Keywords: Duodenal Ulcer; Perforation; 

Pneumoperitonium. 

Introduction 

Inthe United States, approximately 4 million people 
have peptic ulcers(duodenal and gastric), and 350,000 
new cases are diagnosed each year. Around 180,000

patients are hospitalized yearly, and about 5000 

people die each year as a result of peptic ulcer disease 

[1]. Approximately, 5-10 percent of patients with 
duodenal ulcer develop perforations [2]. Mortality of 

perforated duodenal ulcer has declined from 40 

The patient can typically recall the exact time of 
onset of abdominal pain that is frequently 

accompanied by fever, tachycardia, dehydration, and 
ileus. Abdominal examination reveals exquisite

tenderness, rigidity, and rebound. A hallmark of free 

perforation is the demonstration of free air underneath

the diaphragm onan upright chest radiograph. This 

complication of duodenal ulcer disease represents a 

Surgical emergency. After the diagnosis is made,

operation is performed in an expeditious fashion 

following appropriate fluid resuscitation [3]. 
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Table 5. Presence of air under diaphragm in patients th 

purtorated duodenal ulcers 
Methodology 

No. of Cases Percentage (o) 
The diagn0sis of duodenal ulcer perforation was 

that established by the admitting surgeon, based on 
clinical features and supposed by radiological 
evidence and confined at operation. 

Air l'resent 55 9167 

Air Absent 5 8.33 

Total 0 100.00 

Personal Habits 

Surgery was defined as urgent less as 4 hours 

between admission and surgery, same day (4-24 
hours) and delayed at a later time during the same 
admission. This study comprises of 60 cases of 

duodenal ulcer perforation admitted in the 
Department of Surgery. Operative details included 

the site and nature of operation performed. Mortality 
was defined as death following surgical procedure. 

Postoperative morbidity was defined in terms of 

duration of hospital stay and associated 

complications following surgery. 

5% 

25 40% Smoking 
Alcohol 

Both 

30 None 

Chart 1:Pie diagram showing personal habits of patients with 

pertoraed duodenal ulcers 

Exclusion Criteria Discussion 

1. Cases of accidental duodenal perforation during 

aparotomy. 
2. Cases of gastric antral perforation 

3. Cases of traumatic duodenal perforation 

Duodenal ulcer is a type of peptic ulcer disease 
that distresses the lining of the duodenum. Duodenal 

perforation, complication of duodenal ulcer, is one of 

the commonest surgical emergencies requiring
hospitalization and early management. Perforated 
duodenal ulcer remains a surgical emergency but 

nowadavs it rarely results in death. The discussion 

Results 

is based on the analysis of data pertaining to 60 cases 
of perforated duodenal ulcers. 

Table 1: Age distribution

Age (yrs) No. of Cases Percentage (°o) 

3.33 
.67 

<19 

20-29 13 Age 30-39 12 20.00 
The age of patients in this study is ranging from 18 

to more than 60 years. The peak ageincidence was 
between 40 and 49 years, but age is no bar for the 

perforation. 

40-49 15 25.00 
50-59 9 15.00 
>60 15.00 

Total 60 100 

Table 2: Table showing gender distribution 

Table 6: Age Incidence Gender No. of cases Percentage (o) 

Author Year Peak age incidence (years 57 
3 

95 
5 

Male 

Female Samuel J et al 1953 30-60 

Total 60 100 
Debaley et al 1990 >50 

Table 3: Socioeconomic statuus 

No. of Cases Percentage"o MC Dandpat et ale 1991 2040 

Lower 65 
Ramesh Cet al 1995 30-5 Upper 

Total 
21 35 

Hannah et al s 2005 31-40 60 100 
30-50 

Table 4: History of peptic ulcers of patients with perforated 
duodenal ulcers 

KalpeshJani et al9 2006 

Taylor 
Present study 

>50 

2013 4049 

History No. of Cases Percentage (o) 
In the current study out of 60 cases, only 4 cases of 

females withperforated duodenal ulcers were 
observed. Our study found male predominance for 

Present 
Absent 24 40 

Total 60 100 
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perforated duodenal ulcers which correlates to the 
reported observation. The very low incidence of female 
patients with duodenal ulcer perforation in 
comparison to male incidence may be due to great difference in habits, social, economical and cultural 

Jr. Beauchamp RD, Evers BM, Mattox KL; Sabiston 
Textbook of Surgery. Philadelphia: WB Saunders, 

2001;9: 37-860. 

3Keramati MR, Sadeghian MH, Ayatollahi H, Badiee 

Z, Shakibayi H, Moghimi-Roudi A. Role of the Lewis 

and ABO Blood roup Antigens in Helicobacter 

pylori Infection. Malays J Med Sci. 2012 Jul; 19(3): 

17-21 

activities.

Table 7: Gender Incidence 

4Samuel J. Stabins, M. D. Rochester, N. Y.: The 

aftermath of perforated duodenal ulcer, Surgery 
1953; 34(3): 614-620. 

Year Male: Female ratio 

Paul. H. Jordan 

Primrose N. John? 

Rodney Maingot3 
Present study 

995 26:1 
2004 2:1 

Deus Fombellida J, Gil Romea I, Moreno Mirallas 
MJ. Urieta Carpi A. Risk factors in the surgical 

management ot perforated duodeno-pyloric ulcer. 

Rev EspEnferm Dig. 1998; 90(7):503-513. 

1990 5:1 
2013 19:1 

Socioeconomic Status 

M.C. Dandapat, L. M. Mukherjee, S. B. Mishra, P. 
C. HowladerGastrointestinal perforations, Indian 
Journal of Surgery 1991; 53(5): 189-193. 

Perforation due to duodenal ulcer was common 

inlower socioeconomic group. Out of 60 cases of 

perforated duodenal ulcers, 39 cases (65%) belonged 
to lower socioeconomic status.All patients in the 

present study were subjected to plainX-ray abdomen 
in erect position. Out of 60 cases studied, 55 patients 
(91.67%) were fournd with pneumo-peritoneum 

. 

Ramesh C. Bharti et al: Immediate definitve surgery 
in perforated duodenal ulcer: A comparative study 

between definitive surgery and simple closure, 
Indian Journal of Surgery 1996; W.58(10):275-279. 

7. 

8. Hannan A, Islam B, Hussain M, Haque M, Kudrat-E- 

Khuda M. Early compl-ications of suture closure of 
perforated duodenal ulcer: A study of 100 cases. TAJ 
2005; 18: 122-126. 

Table 8: Presence of pneuoperitoneum 

Study Year Pneumoperitoneum 

Shaffer studyl4 1992 
Presènt study 

70% Jani K, Saxena AK, Vaghasia R. Omental plugging 
for large sized duodenal peptic perforation: A 
prospective randomized study of 100 patients. 
Southern Medical Journal 2006: 99 (5): 467-471. 

9 
2013 91.67% 

Conclusion 
10. Taylor et al: Recent advances in surgery 17th Edition. 
11 Jordan Paul H, 

pvloroduvdenal Ulcers. Long term results with 
omental patch closure and parietal cell vagotomy. Ann. Surg 1995; 221-5: 479-4888. 

Thorby Jack. Perforated Duodenal ulcer perforation is one of the most 
common acute abdominal enmergencies. 
Duodenal ulcer perforation was more common 
in the age group of 40-49 years. 12 John N. Primrose. The stomach and duodenum. 

Bailey & Love's short practice of surgery. 24th 
edition.Hodder Arnold; 2004; 1026-1046. 

Male: Female ratio was 19:1. 

13. Maingot'sAbdominal operations-10th editin. Haile 
T. Debas, Sean J. Molvitill, Appleton & Lange Vol. I: 
P 983-984. 
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