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ABSTRACT

BACKGROUND: - Peptic ulcer perforation is a life threatening complication of peptic ulcer
disease occurring in about 2—14% of cases of peptic ulcer disease. Perforated peptic ulcer is a
surgical emergency and is associated with short-term mortality in up to 30% of patients and
morbidity in up to 50%. Perforation is one of the commonest causes of emergency
hospitalization and surgery in peptic ulcer disease and it is also one of the commonest causes of
acute abdomen. There is a scarcity of high-quality studies about the condition that results in
limitation of the knowledge base for clinical decision making, but a few published randomised
trials are available. Although Helicobacter pylori and use of non-steroidal anti-inflammatory
drugs are common causes, there is demographic differences and variation in mortality between
countries, as well as among different setup within the same country.

OBJECTIVE: - To assess the magnitude, risk factors and outcome of perforated peptic ulcer
among patients who presented with surgical acute abdomen at Ras Desta Damtew Memorial
Hospital over a period of 2 years (October 2015 to 2016).

METHODS: - A hospital based descriptive type of cross sectional study was conducted from
June 12 to 18 focusing on two years retrospective record review of the surgical patients who
were admitted from October 2015 to August 2016. Medical records of patients were used. The
SPSS version 20 was used to analyze the data.

RESULTS: - There were a total of 606 admissions with an assessment of surgical acute
abdomen during the study period. Of the total admissions, 66 of them were found to have PPUD
making the prevalence of PPUD 11 %. The study involved analysis of 66 cases of PPUD. 47 %
of cases were found in the age group of 40-60 years with a M: F ratio of 1.6:1.

65 % of cases had previous history of dyspepsia while 56 % had family history of similar illness
(dyspepsia). 64% of cases were discharged without complication while the most common post-
operative complication was wound infection followed by sepsis. Based on the finding of this
study, age was found to have significant association with complication with a level of
significance of 0.017.

CONCLUSION

Perforated peptic ulcer was one of the most common causes (accounting for ~11%) of acute
abdomen. Based on the findings of this research most patients having PPU was the males, office
workers, those found in the age group of 40-60 years and those who have previous history and
family history of clinical peptic ulcer disease. Wound infection was the most common post-
operative complication. Based on the finding of this study, age was found to have significant
association with complication with a level of significance of 0.017.

8|Page



1. Introduction

1.1 Background

Perforated peptic ulcer is one of a life threatening complication of peptic ulcer disease that
occurs in about 2 to 14% of cases of peptic ulcer disease [1]. Peptic ulcer perforation is one of a
surgical emergency and is associated with mortality in up to 30% of patients and morbidity as
high as 50% [2]. The perforation is located either in the lesser curvature of the stomach or on the
anterior surface of the duodenum [3] leading to a spillage of gastro intestinal contents into the
peritoneal cavity. Perforation is one of the commonest causes of surgical acute abdomen and

surgery in peptic ulcer disease [4, 5].

Perforated peptic ulcer was first described in 1670 in princess Henrietta of England [6].
Since then a lot of distinguished people have died due to this illness over the years [7]. The
presentation may be striking with sudden onset of usually severe pain and radiating to the back
with quickly superseding features of peritonitis in about two thirds of patients [8]. With this
classical presentation the patient may remember the exact time of perforation, often in the early

hours of the morning.

Pain may occasionally be gradual in onset and sometimes mimic an acute appendicitis [9]
when perforation is small and contents leak slowly into the right iliac fossa through the right
paracolic gutter [10]. In older patients, or immunocompromised individuals, the signs of

perforation may be insidious or equivocal [11].

The diagnosis of perforated peptic ulcer requires a high index of suspicion with the main
differential being an acute exacerbation in a patient with known peptic ulcer disease [12].
Oftentimes observation of air under the diaphragm in an erect chest radiograph clinches the
diagnosis. This finding, present in up to three fourth [13] of erect chest radiographs, is dependent
on size of perforation and time of presentation. The use of an erect lateral chest radiograph can

increase detection of pneumo-peritoneum to 98% [14].

Currently, the use of computerized tomographic scan is the gold standard for detection of

perforation [15, 16]. Even though it is easily accessible and useful when radiation burden is
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critical [17], ultrasonographic detection of pneumoperitoneum is difficult even for the skilled
sonographer [18]. The principle of management is surgery after active resuscitation [19]. Few
recent studies recommend non operative intervention except as a stop gap before definitive

surgical intervention [20].

Recently, laparoscopic repair is being suggested when the expertise and materials are
available. Although outcome of open surgery was found to be comparable with [21] laparoscopic
repair, the later one has the unique advantage of decreased hospital stay as well as reduced
postoperative pain and opiate requirement [22]. Nonetheless, in a resource-limited set-up, open
surgery remains the only available option with either a simple closure or the use of an omental

patch [23].

Because of our improved understanding of the pathogenesis of ulcers, mainly the role of
Helicobacter pylori, the question of definitive antiulcer surgery at the same setting has few
indications [24—25]. When indicated [26], a meticulous evaluation of several factors like the
presence of comorbidities, age, and the physiological state of the patient is necessary to improve

mortality.

This study attempted to highlight the prevalence, associated factors, area of perforation and
outcome of management of peptic ulcer peroration at Ras Desta Damtew Memorial Hospital

(RDMH).
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1.2 statement of the problem

Worldwide perforated peptic ulcer is one of the leading causes of acute abdomen with
greatest morbidity and mortality in the non-traumatic adult surgical emergency. In 2006, more
than 150 000 patients were admitted to hospital for complicated peptic ulcer disease in the USA
alone. Although the overall share of complications caused by perforations (n=14 500 [9%]) was
seven-times lower than that attributable to bleeding, perforated peptic ulcers caused 37% of all
ulcer-related deaths [4]. According to US data, more than one in every ten hospital admissions

for perforated peptic ulcer leads to death

Mortality rates for perforated peptic ulcer in Europe have been quite stable during the past three
to four decades, despite progress in perioperative care, imaging techniques, and surgical

management.

There is a scarcity of high-quality studies about the condition that results in limitation of the
knowledge base for clinical decision making, but a few published randomised trials are available.
Although Helicobacter pylori and use of non-steroidal anti-inflammatory drugs are common
causes, there is demographic differences and variation in mortality between countries, as well as

among different setup within the same country [4].

Ethiopia is one of the low income countries (15th poorest country in the world with GDP per
capita of 549.80 billion USD) that have high health related morbidity and mortality. One of the
major causes of morbidity and mortality is road traffic accident followed by emergency acute
abdomen. Acute abdomen remains one of important causes of morbidity and mortality that are
encountered in emergency medicine. Any delay in seeking surgical management opinion

contributes to make the problem worse [27].

Even in our country perforated PUD is the 3rd most common cause of acute abdomen (next to
acute appendicitis and intestinal obstruction) accounting for 9% of cases. The mortality rate of

PPU was found to be 28.5% [28].

Clinically, acute abdomen ranges from mild dull aching pain to sever tenderness and rigidity
with constitutional symptoms like fever. There is a need to know the spectrum of clinical

presentation as well as the most common among them. Surgeons managing a case of acute
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abdomen need to be aware of the different etiologies of acute abdomen. There is a need to enlist
the differential diagnosis leading to acute abdomen and the most common etiologies among
them, so that the decision concerning the management of such cases can be taken as early as

possible [27].

Surgical acute abdomens are among the commonly encountered emergencies in the practice
of General surgery and for which emergency surgery commonly performed. Despite of
advancement in modern surgery is being practiced; the mortality rate after non-traumatic surgical
emergencies is still high worldwide. It is always better to do an early surgery than a delayed
surgery. So knowing pattern and causes of diseases will help to make diagnosis early, then
starting treatment accordingly and this will decrease delays in management and related

complications [27].
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1.3 Significance of the study

Despite the fact that perforated peptic ulcer disease (PPU) is the most fatal complication of PUD
unless detected and intervened early, the attention paid for it is disappointing [29]. In 2006, more
than 150, 000 patients were admitted to hospital due to complicated peptic ulcer disease in the
USA alone. Even though the overall share of complications caused by perforations (n=14 500
[9%]) was seven-times lower than that attributable to bleeding; PPU caused 37% of all ulcer-
related deaths [30].

There is a scarcity of high-quality studies about the condition that results in limitation of the
knowledge base for clinical decision making, but a few published randomised trials are available.
Although Helicobacter pylori and use of non-steroidal anti-inflammatory drugs are common
causes, there is demographic differences and variation in mortality between countries, as well as

among different setup within the same country [4].

In Ethiopia, very little is known about the general pattern and the relative incidence of PPU.
Compared to the significance of the problem, so far there were a few researches on the case of
PPU [31]. A review of 74 cases of PPU at Tikur Anbessa hospital in 2005 showed that 78% of
the cases were complicated by purulent peritonitis and nearly 19 % of them were died in the
hospital [32]. This study was conducted with the aim of assessing prevalence and associated
factors of PPU among patients presented with acute abdomen at Ras Desta Damtew Memorial
Hospital (RDMH). The study is believed to have epidemiological and clinical benefits and would

also serve as a base for other studies.
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2. Literature Review

In 2006, more than 150 000 patients were admitted to hospital for complicated peptic ulcer
disease in the USA alone. Although the overall share of complications caused by perforations
(n=14 500 [9%]) was seven-times lower than that attributable to bleeding, perforated peptic

ulcers caused 37% of all ulcer-related deaths [4].

Although Helicobacter pylori and use of non-steroidal anti-inflammatory drugs are common
causes, there is demographic differences and variation in mortality between countries, as well as

among different setup within the same country [4].

A Study that was conducted in Sina hospital showed that a total of 139 patients diagnosed with
acute abdomen had underwent emergency Laparotomy. The most common causes of acute
abdomen were peritonitis (14.4%) among which 8(5.7%) resulted from PPUD, 5(3.5%) were
perforated appendicitis, 2 (1.4%) pancreatitis and 10 (7.2%) cases were cholecystitis [33].

In Lilongwe, Malawi 190 patients were included in the study of etiologies, clinical
presentation and outcome of patient with peritonitis and perforated peptic ulcer was the 3" most
common cause accounting for 11 % following perforated appendicitis (22%) and intestinal

obstruction (17%) [34].

A study that was conducted over 84-month period from January 1998 to December 2004 at
Komfo Anokye Teaching Hospital in Kumasi Ghana, West Africa showed in a total of 3114
patients, of which 2070 were men and 1044 women. The ages ranged from 15 to 95 years. Gastro
duodenal perforations accounting for 342 (11.0%) cases were the 4™ most common cause of

admission [35].

A retrospective clinical based Study covering a period of one year from January 1 to December 31
2000 conducted in Tikur Anbessa hospital showed that there were a total of 587 adult surgical
emergency operations. Of which 214 (36.4%) laparatomies were done for acute abdomen.
Perforated PUD was found to be the 3rd most common cause of acute abdomen and accounted

for 9% of cases, for which simple closure with graham’s patch was done [36].

A study that was conducted at Zewditu Memorial Hospital, Addis Ababa on 76 patients with

perforated PUD showed male to female ratio was 6.6:1 with a mean age being 31.5 years. The
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most common presenting symptom was abdominal pain in 76 (100%) patients. History of
smoking and khat chewing was identified in 82.8% and 75% of the patients respectively. Twenty
five per cent of the patients gave no history of previous peptic ulcer disease. Seventy patients
(92.1%) presented after 48 hours of their illness. The mean hospital stay was 14.5 days. Sixty
five (85.5%) patients had duodenal ulcer perforation the rest were gastric perforation. 15.8% of

patients have been died in the hospital before they discharged home [37].

A four year (September 1998 to August 2002) retrospective study at Gondar university hospital
showed that of all laparotomies, emergency laparotomies were 511 (43.3%) for non-traumatic

acute abdomen. PPU was found to be the fourth leading operative diagnosis [38].
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3. Objectives
3.1 General Objective

e To determine the magnitude and associated factors of PPU among patients presented with
surgical acute abdomen in Ras Desta Damtew Memorial Hospital (RDMH) in Addis
Ababa, from June 12 to 18.

3.2 Specific Objectives

e To determine the magnitude of PPU among patients presented with surgical acute
abdomen in RDMH
e To determine the risk factors associated with PPU

e To assess the outcome of patients with PPU

16| Page



4. Methods
4.1 Study design

A descriptive type of cross sectional, hospital based study was conducted that involved the

analysis of data from medical records of patients during a two years study period at RDMH.
4.2 Study area and Period

Ras Desta Damtew Memorial hospital is one of the general public hospitals in Ethiopia located
in the capital, Addis Ababa, found in Arada sub city. It was built in 1924 in memory of Ras
Desta Damtew; an Ethiopian army commander, and a son-in-law of Emperor Haile Slassie.
Currently, it is one of the hospitals under Addis Ababa health bureau having 98 beds. The data
collection of this research was conducted from June 12 to 18 focusing on two years retrospective

record review of the surgical patients who were admitted from October 2015 to August 2016.
4.3 Population

4.3.1 Source population
All patients admitted to surgical ward in Ras Desta Damtew General Hospital.
4.3.2 Study population

Patients admitted to surgical ward in Ras Desta Damtew General Hospital who presented with

surgical acute abdomen from October 2015 to August 2016.

4.4 Inclusion and exclusion criteria

Inclusion Criteria: All patents with a diagnosis of non-traumatic surgical acute abdomen during

the study period.

4.5. Sample size determination and sampling procedure

4.5.1 Sample size determination

There were a total of 606 emergency surgical operations for surgical acute abdomen in the two

years period. Of which 66 charts of operated patients for non-traumatic surgical acute abdomen
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secondary to PPU during the period of October 2015 to August 2016 were taken as the sample

size of the study.
4.5.2 Sampling technique

Charts of all patients in the study period who were operated for emergency non traumatic acute

abdomen and found to have PPUD were used.
4.6 Data collection tools and procedures

The data were collected retrospectively from patient charts using a format developed with a
checklist designed for this purpose. The variables included in the data are socio-demographic
characteristics, surgical history (duration of illness, presenting symptoms including risk factors) and

findings at presentation, operative findings, post-operative course and outcome.
4.6.1 Study variables

Dependent Variables

Magnitude and outcome of perforated peptic ulcer

Independent Variables

Age, sex, occupation, religion, residency, risk factors, duration of illness & area of perforation.
4.6.2 Operational definitions

Outcome- clinical improvement or any complications related to the course of the disease or to

the surgical intervention with in the hospital stay.
Urban- from Addis Ababa

Rural — outside Addis Ababa
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4.6.3 Data quality management

To ensure the quality of the data, the data collectors were trained. There were routine
checkups for completeness and consistency of the data. The data tool was pre tested before the
actual data collection to check for the accuracy of the data. The result of pretest was good and no

significant chang was made.
4.6.4 Data processing and analysis

The collected data were coded and checked for completeness and consistency before entry to the
computer software. Then the data entered to the computer were analyzed using SPSS software,
version 20. Ddescriptive statistics like frequencies and cross tabulations were used for describing
the study population in relation to relevant variables. And chi-square test was done to identify

possible risk factors.
4.7 Ethical considerations

Data collection was started after the study was approved and ethical clearance was obtained from
the department of public health, SPHMMC. An informed verbal consent was obtained from
RDMH surgical department. Confidentiality of the collected data was maintained throughout the

study period. Reports did not include names and identifiers of the patients.
The result is going to be disseminated to:-

» SPHMMUC, public health department and
» Ras Desta general hospital
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5. Results

5.1. Socio-demographic Characteristics of the Study subjects

The data was not complete and the information regarding risk factors was not well informative.
A total of 31 (47 %) of the patients were found in the age category of 40-60 and 27 (41 %) were
within 20-40 years old. Only 3 and 5 patients were below 20 & above 60 years old respectively.
Of the total study subjects 41 (62 %) of them were males with a male to female ratio of 1.6 : 1.
Looking at religion 56 % of the clients were adherent to orthodox christianity while 19.7% were
muslim. 72.7 % of patients were urban dweler and occupationally 30.3 % were office workers

followed by trader (27.3%) and farmer (24.2 %). Students account for 13.6%. (Table 1).

Table 1. Socio-demographic Characteristics of a study subjects at Ras Desta Hospital from

October 2015 to August 2016 (n=66)

Character Frequency Percentage
Occupation

Farmer 16 24.2
Trader 18 27.3
Office worker 20 30.3
Residency

Urban 48 72.7
Rural 18 27.3
Religion

Orthodox 37 56.1
Muslim 13 19.7
Protestant 8 12.1
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Figure 1. Age and sex distribution of the study subjects at Ras Desta Hospital from October 2015

to August 2016.

5.2 Risk factors

Among the total study subjects the h. Pylori status was determined for 34 (51.5 %) of them and

of which 42.4% were posetive for H. Pylori stool exam. 51.5 % of the clients has no history of

NSAIDs use. 71 % of the study subjects denied use of tobacco while 15 % has history of tobacco

use. Regarding stress 53 % denied any form of stress while ~23 % has history of stressful

conditions. Of all patients with PPUD 65 % had previous history of dyspepsia while 56 % had

family history of similar illness (Table 2).

Table 2. Risk factors of PPU identified in the study subjects at Ras Desta Hospital from October

2015 to August 2016 (n=66)

Character Frequency Percentage
H. pylori

Yes 28 42

No 6 9

Not known 32 49

NSAIDs

Yes 3 4.5
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No 24 51.5
Not known 29 44
Tobacco

Yes 10 15
No 47 71
Not known 9 14
Stress

Yes 15 23
No 35 53
Not known 16 24
Family hx of similar illness

Yes 37 56
No 25 38
Previous history of dyspepsia

Yes 43 65
No 22 33

5.3 Duration of illness

Of all study subjects 51.5 % of them presented with in two to four days of the start of illness.

while 33 % presented with in less than 48 hours of the onset of symptoms.
5.4 Clinical features

Abdominal pain was the most common presentation (83.3%) followed by fever (80%) and
vomiting (77%). While abdominal distention is present in only 44% of cases. Abdominal
tenderness was the most common finding (92.4%). Of which 89% had abdominal rigidity.
Tachycardia (Pulse rate >100) was present in 85% of the cases while hypotension was found in
64%. On plain abdominal x-ray 64% of patients had air under the diaphragm. Intra-operatively
52% of the perforation was over the anterior surface of the duodenum while 44% were in the
lesser curvature. Of the total study subject ~74 % of hospital stays were less than a week while
the rest stayed beyond 8 days. Regarding complication ~64 % of patients were discharged
without post-operative complications. Of the post-operative complications wound infection
accounted for 19.7 % followed by sepsis (7.6%). Pneumonia and death each accounted for 3 %

(Table 3).
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Table 3. Clinical features PPU identified in the study subjects at Ras Desta Hospital from
October 2015 to August 2016 (n=66)

Character Frequency Percentage
Abdominal pain

Yes 55 83
No 11 17
Fever

Yes 53 80
No 13 20
Vomiting

Yes 51 77
No 15 23
Abdominal distention

Yes 29 44
No 37 56
Tenderness

Yes 61 92
No 5 8
Tachycardia

Yes 56 85
No 10 15
Hypotension

Yes 42 63.6
No 24 36.4
Area of perforation

Anterior duodenum 34 51.5
Lesser curvature 29 43.9
Air under diaphragm

Yes 42 63.6
No 24 36.4

Table 4. Complication/outcome of PPU in the study subjects at Ras Desta Hospital from October
2015 to August 2016 with in the period of hospital stay (n=66)

Character Frequency Percentage
No post op-complication 42 63.6
Wound infection 13 19.7

Sepsis 5 7.6
Pneumonia 3 4.5

Death 3 4.5
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5.5 Association between variables

In this study, the relationship between post-operative hospital stay and age, sex, occupation,
previous and family history of PUD was analyzed and it was found that none of these variables
had significant relation with hospital stay (Table 5). Age was found to have significant
association with complication with a level of significance of 0.017. However, based on the
finding of this study, the other variables were not significantly associated with any of the

complications (Table 6).

Table 5. Correlation of hospital stay with other variables (n=66)

Variables Hospital stay Chi-square p-value
Age (years) </=17 days 8-14 days 2.6 0.4
<20 2 (66.7%) 1 (33.3%)

20-40 21 (77.8%) 6 (22.2%)

40-60 21 (67.7%) 10 (32.3%)

>60 5 (100%)

Sex 0.065 0.8
Male 30 (73.2%) 11 (26.8%)

Female 19 (76%) 6 (24%)

Occupation 7.76 0.256
Farmer 11 (68.8%) 5 (31.2%)

Trader 15 (83.3%) 3 (16.7%)

Office worker 16 (80%) 4 (20%)

Student 6 (66.7%) 3 (33.3%)

Previous history 3.83 0.15
Yes 34 (79.1%) 9 (20.9%)

No 15 (68.2%) 7 (31.8%)

Family history 5.55 0.06
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Variables Complication Chai-square p-value
Age (years) 24.5 0.017
<20 2 (8.3)

20-40 9 (37.5%)

40-60 11 (48.3%)

>60 2 (8.3%)

Sex 6.8 0.15
Male 14 (66.7%)

Female 10 (41.7%)

Occupation 49.6 0.002
Farmer 8 (33.3%)

Trader 6 (25%)

Office worker 4 (14.7)

Student 4 (16.7%)

Previous history 9.12 0.33
Yes 15 (62.5%)

No 8(33.3%)

Family history 12.4 0.135
Yes 13 (54.2%)

No 9 (37.5%)
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6. Discussion

Perforated peptic ulcer was one of the most common causes of acute abdomen at Ras Desta
Hospital. The prevalence of PPUD was found to be 11.0 %. This is in line with a research that
was conducted in Lilongwe Malawi to study the etiologies, clinical presentation and outcome of

patients with acute abdomen [31].

This finding also agrees with the study that was conducted in Komfo Anokye teaching hospital
in Kumasi Ghana over 84 month period from 1998-2000 [32].

Compared to the researches that was done in our country, the prevalence of PPU that was found
in this research was slightly higher than that was found in a research done at Tikur Anbessa

hospital in 2000 where PPU was having a prevalence of 9% [33].

In this research, 3/4" of patients were urban dweller. This might be due to the geographic
location of the study area. This figure is also similar with a study that was done on the pattern of
acute abdomen at Tikur Anbessa Hospital in 2000 which found that 66% of the study subjects
were from Adis Ababa [37].

A study that was conducted at Zewditu Memorial Hospital on 76 patients with perforated PUD
showed a male to female ratio of 6.6:1 [38]. Which was not the same as that was found in this

research where the male to female ratio was 1.6:1.

In this study, it was observed that of all patients with PPUD 2/3™ had previous history of
dyspepsia while more than half had family history of similar illness. This is relatively in line
with a study that was conducted at Zewditu Memorial Hospital. Abdominal pain was the most
common presentation followed by fever and vomiting. Tenderness was the most common
finding. This result also agrees with studies done at Tikur Anbessa [37] and Zewditu Memorial

Hospital [38].

In this research, 2/3" of patients were discharged without post-operative complication and there
were 4.5% death. This is not the same us that was found in a study at Zewditu Memorial Hospital

where death accounted for 16 % of complications [38].
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Duodenal perforation accounted for half of the case while gastric perforation was 44%. This is
also different from the result that was observed in Zewditu’s research where 85% had duodenal

perforation [38].

Regarding outcome, the most common post-operative complication was wound infection
followed by sepsis. This result is different from what has been observed in a study at Tikur

Anbessa Hospital where sepsis was the leading complication followed by wound infection [37].

In this study, the relationship between post-operative hospital stay and age, sex, occupation,
previous and family history of PUD was analyzed and it was found that none of these variables
had significant relation with hospital stay. Based on the finding of this study, age was found to
be a determinant factor of complication with a level of significance of 0.017 and most commonly
the affected individuals were those who were found in the age group of 40-60 years old. This

finding is in line with a research that was done in Tanzania [39].
7. Limitations of the study

As the study was retrospective and hospital based, the research used secondary data to reach to
conclusion for the source population. During the data collection there was poor recording of
patient profile on the HMIS and hence it was difficult to draw firm conclusion that can be
applied for the source population. The sample size was also so small that it was dificult to draw a

conclusion on the prevalence and outcome of PPU.
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8. Conclusion & recommendation

Perforated peptic ulcer was one of the most common causes (accounting for ~11%) of acute
abdomen. Based on the findings of this research most patients having PPU was the males, office
workers, those found in the age group of 40-60 years and those who have previous history and
family history of clinical peptic ulcer disease. Wound infection was the most common post-

operative complication.

In this study, the relationship between post-operative hospital stay and age, sex, occupation,
previous and family history of PUD was analyzed and it was found that none of these variables
had significant relation with hospital stay. Age was found to have significant association with
complication with a level of significance of 0.017. However, based on the finding of this study,

the other variables were not significantly associated with any of the complications.

It is my suggestion that, it would have been better if recording of patient’s profile on HMIS was
improved and become well informative. It is also good for the physician to document a complete
and clear patient as well as disease information on patents chart. Since PPU is one of the
commonest causes of surgical acute abdomen, it would be fruit full if the ministry of health
creates public awareness on the issue. It is my opinion that this research might be used as a

reference for the upcoming researchers on the subject matter.
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10. Annex
Questionnaire
1. Socio-demography
Age
a. <20 yearsb. 20-40 c. 40-60 d. >60
Sex
a. Male b. female
Occupation
a. Farmer b. trader c. office worker d. health professional e. student f. teacher g. others
Religion
a. Orthodox Christian b. catholic c. protestant d. Muslim e. others
Residency

a. Rural b. urban

2. Risk factors
Helicobacter Pylori infection

a. yesb. no c. not known
NSAIDs

a. Yesb. noc. not known
Tobacco use

a. Yesb. noc. not known
Stress (physiologic like burn, trauma and surgery or occupational)

a. Yesb. noc. not known
Family history of PPUD

a. Yesb. noc. not known

Previous history of PUD
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a. Yesb. noc. not known

3. Disease
Duration of illness

a. <2daysb. 2-4 days c. >4 days
Symptoms

a. Abdominal pain b. vomiting c. fever d. abdominal distention e. others
Signs (finding)

a. Tenderness b. rigidity c. hypotension d. tachycardia e. air under the diaphragm f. others
Area of perforation

a. Lesser curvature of stomach b. anterior surface of duodenum c. other
Hospital stay

a. 7daysb. 8-14 days c. > 14 days
Complication/outcome

a. Sepsis b. wound infection c. pneumonia d. death e. discharged improved
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