CHE A B Y HRITILIN)
Vol. 2, No. 2, 1999

{Abstract>
Laparoscopic Primary Repair of Peforated Duodenal Ulcer
Using A Three-Port Technique

Dong Hee Kim, M.D., Seon Hahn Kim, M.D,,
Tae Jin Song, M.D., Seung Joo Kim, M.D.

Department of Surgery, Korea University College of Medicine, Seoul, Korea

Background : Simple closure of perforated duodenal ulcer can be performed using laparoscopic
techniques, For this procedure, most laparoscopic surgeons have been using four-port techniques in the
literature. Purpose : We evaluated the safety of laparoscopic primary repair of perforated duodenal ulcer
using a three-port technique. Methods : From September 1997 to February 1999, twenty-seven patients
underwent laparoscopic ptimary repair for perforated duodenal ulcer at the Korea University Ansan
Hospital. A 10-mm frocar was inserted suprautnbilically for a camera, A 10-mm port for an assistant
needle holder and a 5-mm port for a needle holder were inserted right- and left-lateral to the rectus
muscle, respectively. Using an intracorporeal suture/tic method, one or two stitches were placed for
suture omentopexy. Warm saline imrigation and suction were performed through the 10-mm ports with
use of conventional devices. When necessary, one closed suction drain was placed through the 5-mm
port site. Results : Among the 27 cases, 26 cases (96.3%) were completed laparoscopically. Only 1
patient was converted due to a large perforation with cicatrical changes. Mean operating time was 71.9
minutes. Mean limes to nasogastic tube removal, oral feeding, and hospital stay were 1.5, 3.2, and 5.7
postoperative days, respectively. There was one major complication (3.7%) of subphrenic/subhepatic
abscess, that was treated by percutaneous drainage. Conclusion : Perforated duodenal ulcer can be safely

repaired using a three-port laparoscopic technigue.
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Table 1. Age and Sex Distribution

Ape Male Female No. of patients

20 - 29 10 1 1

30 - 39 9 1 10

40 - 49 4 0 4

Above 30 2 0 2

Total 25 2 27
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Fig, 1. Trocar Insertion and Surgeon's Position
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Table 2. Operation Time

Operation time (min) No. of patient

Within 60 10
60 - 90 13
90 ~ 120 2
Over 120 1
Mean = SD 719 + 218
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Table 3. Nasogastric Tube Removal and Oral Feeding Time

No. of NG tube
removal patient

No. of oral
feeding patient

Postoperative day

0 1 0

i 14 0

2 8 6

3 3 12

4 0 7

5 0 1
Mean + SD 1.5 + 08 32 £ 08

Table 4. Postoperative Hospital Stay

Hospital stay (day) No. of patients

3 1
4 9
5 6
6 5
7 3
8 1
9 0
=10 1
Mean + SD 57 £ 32

Table 5. Postoperative Complication

Complication No. of patient (%)

Atelectasis 2(77
Phlebitis 1(38)
Postoperative ileus 1{38)
Intraabdominal abscess 1 ( 3.8)
Total 5 (19.2)
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