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Rezumat

Perforaţia duodenală este o afecţiune cu risc vital. O 
abordare ideală a perforaţiilor duodenale nu a fost până în prezent
clar stabilită, aşadar trebuie luate în considerare numeroase 
variabile. Ulcerul peptic este cea mai frecventă cauză de perforaţie
duodenală, însă pot exista şi alte cauze mai puţin frecvente.

Acest studiu analizează retrospectiv toţi pacienţii care 
s-au prezentat la departamentul de Chirurgie Generală, din 
septembrie 2018 până în decembrie 2019, cu diagnosticul de 
perforaţie duodenală. Dintre aceştia, au fost selectaţi pacienţii care
au necesitat o duodenostomie dirijată cu tub. Astfel, au fost incluşi
în studiu un număr de cinci pacienţi.

Au fost analizate datele provenite de la cinci pacienţi
diagnosticaţi cu perforaţie duodenală. În toate cele 5 cazuri s-a
practicat duodenostomie dirijată cu tub, excluderea pilorului şi 
gastro-entero-anastomoză cu ansă în omega. Duodenostomia este
îndepărtată la patru săptămâni după operaţie. Toţi pacienţii au
suferit complicaţii postoperatorii, de la infecţia plăgii până la 
pneumonie; incidenţa complicaţiilor severe a fost mai mare la
pacienţii mai în vârstă. Nu a fost înregistrat niciun deces la patru
luni de la operaţie.

Duodenostomia cu tub este o procedură învechită, dar
simplu de implementat, care poate necesita o creştere a spitalizării
postoperatorii dar care, subzistă ca o modalitate eficientă şi sigură
de a trata pacienţii în stare critică.

Duodenostomie; perforaţie duodenală; gastro-
entero-anastomoza, intervenţie chirurgicală de urgenţă
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Introduction

Thanks to the introduction of an effective
medical therapy (proton pump inhibitors and
antibiotics to Helicobacter pylori eradication),
duodenal perforation (DP) is actually a rare
but nonetheless life-threatening condition (1).
The mortality rate range is described between
8% and 25% (2,5).   

Anatomically, the duodenum consists of
four segments: 1. the duodenal bulb, 2. the 
second part, or descending segment which 
surrounds the pancreas head, 3. the third 
segment, which is the horizontal part 4. the
last segment that is followed by the jejunum. 

When a DP occurs, it is most commonly
located in the first part of the duodenum, with
more sporadic perforations in the second and
in the other parts (1,4).  

Peptic ulcer disease (PUD) is the most 
common cause of DP (5), however auto-
immune conditions [scleroderma (6), Crohn’s
disease (7)], duodenal ischemia, chemothera-
py, foreign body ingestion and tumors represent
other possible causes (8,9). Iatrogenic origins
are becoming more common because of the

widespread use of endoscopic procedures, 
especially in therapeutic processes like ERCP
(Stapfer classification) (10-12).     

The ideal approaches in the management of
DP are still unclear. Several variables must be
considered, such as the type of perforation,
cause, diameter, clinical condition of the
patient, availability of Operative Endoscopic
Unit, and the involved duodenal segment. 

Despite medical therapy, early diagnosis,
endoscopy, and new surgical evidences there
are still some cases in emergency surgery that
require a Tube duodenostomy (TD). 

The aim of our study is to elucidate what
are the factors indicating the necessity of a
duodenostomy and which postoperative course
is needed  by these patients.

Methods 

We retrospectively analyzed all the patients
who presented at our Division of General
Surgery for a DP, from September 2018 to
December 2019. We focused on patients
requiring a tube duodenostomy and we 
analyzed the main features that influenced
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the surgical choices. Patients treated by 
medical therapy, endoscopic techniques, or
other surgical techniques were excluded. We
included five patients in this study. 

In all patients, bowel perforation was 
diagnosed using an ordinary set of blood and
radiologic investigations confirming the 
evidence of pneumoperitoneum. 

Informed consent was obtained from all
participants in the study. 

The study was registered on Clinicaltrial
with the following ID NCT05359029.

All the described patients were treated with 
an open laparotomy approach. Inside the 
abdominal cavity abundant yellowish purulent
material was found, and after the lavage of the
entire peritoneal cavity, the first phase was the
Kocherisation of the duodenum, in order to
allow a better manipulation and decrease any
tension to the repair site. The next step was to
clean the edges of the perforation and an 
excision with scissors of 2-3 mm of the margin
would grow the diameter of the injury. 

The repair of the DP using 2/0 polyglactin
(Vicryl; Ethicon, Somerville, NJ, USA) sutures
was then performed.

The next step was the Pyloric exclusion 
followed by Duodenotomy upstream of the
lesion with the introduction of a large diameter
Foley catheter bringing it out as a duodeno-
stomy.  

Finally, the formation of a transmesocolic
gastrojejunal anastomosis on omega loop and
downstream entero-entero anastomosis were
executed, placing abdominal drainages near
the duodenum and gastrointestinal anasto-
mosis ( ).

All tubes were initially kept unclamped 
to drain abdominal liquids, and duodenal 
contents were drained through the duodeno-
stomy. On the fifth postoperative day, the
patients resumed eating and the day after the
drain close to the gastrointestinal anastomosis
was removed. Between the sixth and ninth
postoperative day the duodenostomy is
clamped, and an evaluation of the drain near to

duodenum was made. If the volume of the
drainage is moderate the drain can be
removed, the duodenostomy is slightly 
mobilized and superficialized and the patient
discharged. The duodenostomy tube can be
removed four weeks after the surgery during a
checkup visit. 

Results 

Five patients treated with TD due to DP were
analyzed and their data collected ( ). 

In cases of GDU (Giant Duodenal Ulcer) for
PUD (Peptic ulcer disease), the excessive size
of the perforation associated with a septic
involvement of the operative field due to a
peritonitis that in one of the cases lasted for
more than 48 hours, meant that the operative
choice leaned towards a duodenostomy.
Furthermore, although not common, in both
cases the ulcer site was located on the second
part of the duodenum ( ). 

The case of intraoperative duodenal 
damage occurred during a drainage operation
of the retroperitoneal loggia and right
nephrectomy, caused by a rupture of a volumi-
nous complex cyst, performed by the team of
Urologists. The lesion involved the lateral 
wall of the second duodenal portion, and the

Figure 1. Surgical procedure
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Duodenal injury Underlying pathology Sex Age Duration of peritonitis Septicemia Hemodynamic instability
(Y) (H) (Shock class)

GDU PUD F 46 <48 Yes No
GDU PUD M 71 >48 Yes Yes (Class I)

Operative injury Surgical retroperitoneal drainage M 45 <48 No No
Endoscopic perforations Malignant jaundice in bile duct cancer F 73 <48 No No
(Type 1)
Endoscopic perforations Duodenal diverticulum M 89 >48 No Yes
(Type 1) in choledocholithiasis (Class II)

presence of abundant purulent material 
contra-indicated primary repair, so a duo-
denostomy approach was chosen. 

Perforations occurred during endoscopic
procedures involving biliary stenting in the
case of unresectable biliary tract cancer, and
perforation of duodenal diverticulum in a very
elderly patient with obstructive jaundice due
to choledocholithiasis. In the first patient, the
adhesions due to the neoplastic mass did not
allow an optimal and safe approach to the
edges of the perforation ( ). 

In the second patient the advanced age,
and the onset of hemodynamic instability also
secondary to the patient's comorbidities, made
reparative techniques impossible. In both
these latter cases the perforation was sutured
around a Foley catheter introduced into the
lesion, aiming to develop directed fistulation of
the perforation.

All patients suffered postsurgical complica-
tions ranging from wound infection to pneu-
monitis; the incidence of severe complications
was greater in the older patients ( ).

Table 1. Clinical preoperative details. (GDU Giant Duodenal Ulcer, PUD Peptic ulcer disease, Type 1 refers to Stapfer Classification)

Duodenal injury Resumption of feeding Clamping duodenostomy Wound infection Pneumonitis Hospital stay Mortality
(days) (days) (days)

GDU 5 POD 6 POD Yes No 10 No
GDU 7 POD 9 POD Yes Yes 16 No
Operative injury 5 POD 7 POD No No 22 No

Endoscopic perforations (type 1) 6 POD 8 POD Yes Yes 18 No
Endoscopic perforations (type 1) 6 POD 8 POD No  Yes 18 No

Table 2. Postoperative outcomes and complications. (POD Post-operative days)

Figure 2. Foley's catheter in duodenal stump Figure 3. Abundant retropneumoperitoneum
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Thanks to the gastrojejunal anastomosis,
patients can resume feeding quite early.
Recovery occurs initially only administering
liquid food. Clamping of the duodenostomy is
done a day or two after resumption of feeding,
and the day after the periduodenal drain is
removed. The complications observed had a
proportional impact on the duration of hospi-
talization, as patients had to complete courses
of antibiotics, for exclusive hospital use, to 
battle the condition of sepsis. One day before
discharge, the duodenostomy tube is mobilized
and superficialized. The duodenostomy is
removed four weeks after surgery. We did not
record any deaths four months after the 
operation.

Discussion 

Duodenal perforation remains a surgical
emergency. Features such as old age, comorbid
conditions, shock, sepsis, large size of perfora-
tion, and delay in treatment have been identi-
fied as adverse factors in the management of
this disorder (13). 

Most DP can successfully be treated by 
simple repair, while complicated procedures
are needed for complex injuries or large 
perforations of the duodenum secondary to
peptic ulcer disease (14,15).   

Two types of DP can be considered according
to the presence or the absence of a free leakage:
contained and non-contained perforations (8). 

In contained perforations, (in which free
leakage is avoided by contiguous structures) a
conservative management is feasible (16).
Conservative management consists of nil 
per os (NPO), intravenous fluid therapy, 
intravenous proton pump inhibitors (PPIs),
broad-spectrum antibiotics, and eventually H.
pylori eradication (9,17).    

In non-contained perforations, bowel 
contents leak into the abdominal cavity, and an
operative management is mandatory. In DP
with minimal demonstrated leakage (Minor
Non-Contained Perforations), the endoscopic
approach can be contemplated [through-
the-scope clips (TTSC), over-the-scope clips
(OTSC), detachable snare loops with clips, and

self-expandable metal stents (SEMS)] (9).
Alternatively simple surgical repair choice 
with or without omental coverage might be 
considered (18). In major non-contained perfo-
ration, a reconstructive surgery is mandatory. 

TD is a damage control procedure, for large
DP when further repair techniques are not
recommended due to duodenal damage, hemo-
dynamic instability of the patient or the
absence of surgical expertise for complex
reconstruction (19,20). In fact, TD is easy to
learn, teach, and perform.

The role of tube decompression of the 
duodenum was already proven in 1950s, and
for many years, TD has been an effective
method to manage duodenum difficile in com-
plex duodenal lesions and in duodenal stumps
after gastrectomy. However, this technique is
still used, as shown in several recent studies. 

In 2006 van Ginhoven et al. analyzed three
patients in whom the injury of the duodenum
could not be repaired in a tension-free fashion.
Therefore, a Foley balloon catheter was used
to close the rupture and after a few weeks, the
patients were fed through the Foley catheter
duodenostomy until a fistular track was
formed. On removal of the catheter the fistula
connection closed spontaneously including the
perforation of the duodenum (21).

Even in the case of blunt abdominal 
trauma, involving combined gastric and DP,
Singh et al. suggest a primary repair of duo-
denal transection over Malecot catheter (22).

Nobori C et al. performed a Gastric discon-
nection, involving antrectomy including the
resection of the ulcerated portion, tube duo-
denostomy, and tube gastrostomy due to a
giant duodenal ulcer after neurosurgery for
brainstem tumors that required reoperation
for gastric disconnection (23).

Dubecz et al. made a review about manage-
ment of ERCP-related small bowel perfora-
tions, and duodenostomy was proposed in a
case of DP in a difficult to manage duodenum
(24), while Bharathi suggest a TD as a safe
procedure to manage an intra-peritoneal DP
caused by delayed migration of endobiliary
stent (25).

Hatzigeorgiadis et al. suggest a tube 
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pancreatico-duodenostomy for the manage-
ment of a severe penetrating pancreatico-
duodenal injury as an option in pancreatico-
duodenal trauma when the inner medial 
duodenal wall cannot be repaired (26).

Finally Clinch D. et al in a 2021 review
stated that existing evidence does not support
any surgical technique being superior to any
one in terms of morbidity or mortality, but the
choice of technique should be guided by 
several factors, including the position of the
perforation, the degree of duodenal tissue loss,
Hemodynamic patient stability and surgeon
expertise (14).

The limitations of this study are that it is a
retrospective, single-center, non-randomized
study so that only five patients could be 
registered in our unit. Duodenostomy on Foley
is an emergency procedure reserved only for
the most severe cases of duodenal injury,
therefore it is an infrequent technique.

Duodenostomy is still a reliable procedure,
especially in extreme circumstances, in the
presence of giant ulcers with severe tissue
inflammation, or in very extensive injuries in
life threatening situations.

We believe that the success of this method
depends on some key steps in the procedure,
as the Kocherization of the duodenum, which
ensures a tension-free repair, good vasculariza-
tion of the injury site and big size duodeno-
stomy to be placed downstream of the second
part of the duodenum. The critical point is
keeping the duodenum empty and without
tension by decompressing all fluids enter or
are secreted into the region. The pyloric 
exclusion and the realization of a gastro-
jejunum anastomosis is not always performed
by the surgeons, but allow an early resump-
tion of feeding, as the duodenum is excluded
from food transit.

Conclusions

TD is a damage control procedure, for large
DP when further repair techniques are not
recommended. The TD is an old and dated
procedure simple to implement, which may
require an increase in post-operative hospitali-

zation but subsists as an effective and safe
way to treat patients in critical conditions. 
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