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ABSTRACT: Management of non-traumatic perforation of small intestine has always been a 

challenge for surgeons as it is associated with high morbidity and mortality. AIM: To study 

incidence, risk factors, etiopathogenesis, clinical profile, treatment modalities and post-operative 

complications of non-traumatic small intestinal perforation. MATERIALS AND METHODS: A 

prospective study was conducted between October 2012 to October 2014 in Department of 

General surgery, Government General Hospital, Guntur which involved study of 150 cases of non- 

traumatic small intestinal perforation. The risk factors, clinical profile, treatment modalities and 

postoperative complications were studied. RESULTS: The most common non traumatic 

perforation of small intestine was duodenal ulcer perforation (74.66), followed by ileal (24%), 

jejuna perforation (1.33%). The mean age of presentation is 44 years. After exploratory 

laparotomy primary repair with omental patch is the most frequent procedure, followed by 

resection and anastamosis and ileostomy. The overall mortality rate was 15.33%. 

CONCLUSION: Early diagnosis, preoperative resuscitation, appropriate antibiotics, early surgical 

intervention, good post-operative care can bring down mortality and morbidity. 

KEYWORDS: Perforation, peritonitis, exploratory laporotomy, complications. 

 

INTRODUCTION: Non traumatic perforation of the small intestine is one of the common 

surgical problem encountered by surgeons in developing country like INDIA1.Duodenal ulcer 

perforation is the commonest cause of non-traumatic perforation with male preponderance. 

Smoking, alcohol, NSAIDS were risk factors. Ileal perforation is the second common cause due to 

enteric fever, nonspecific infections, tuberculosis and due to obstruction. Patients often present 

late with purulent peritonitis, poor general condition2 and with respiratory and renal failures. As a 

result, serious complications such as post-operative peritonitis caused by leak from repaired 

intestine, wound infection, burst abdomen are not uncommon. The management of this 

complication is particularly difficult in Government General Hospital in Guntur due to lack of 

proper ICU care and limited resources like total parenteral nutrition. The present prospective 

study was undertaken to evaluate risk factors, existing management practices and outcomes in 

patients operated for non-traumatic small intestinal perforation. 

Different pathologies may lead to perforation of small intestine. Peptic ulcer disease is the 

commonest etiology for duodenal perforation. Duodenal ulcer perforation is commonly seen in 

first part of duodenum on anterior surface. The patients are elderly, chronically ill patients taking 

ulcerogenic medication. Helicobacter pylori is implicated in 70-90% of all perforated duodenal 

ulcers even though smoking, NSAIDS are included. The least common cause is hypersecretory 
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state i.e., Zollinger-ellisons syndrome. In modern era appropriate treatment of Helicobacter pylori 

eradication results in healing of uncomplicated duodenal ulcer. 

Infection is the commonest cause of ileal perforation is due to typhoid fever, 

tuberculosis3,4 nonspecific infections and lastly due to intestinal obstruction. 

The diagnosis is mainly by clinical examination, supported by x-ray abdomen showing free 

gas under diaphragm and ultrasound abdomen, leucocytosis5,6,4 was present in some cases with 

altered renal parameters. Radiological evidence of pneumoperitoneum could not be established in 

all cases. A decision of laporotomy done on basis clinical grounds and supplemented by 

investigations. In spite of recent advances in laparoscopy, simple closure with omental patch with 

peritoneal toilet is the effective procedure. Definitive ulcer surgery is not warranted in emergency 

situations and treatment with proton pump inhibitors, and Helicobacter pylori eradication therapy 

achieved good control over disease in follow up period. At laporotomy operative findings were 

noted. Intestinal perforation was managed by primary closure with omental patch, ileal primary 

closure, resection and anastamosis or by ileostomy. Peritoneal cavity was lavaged with normal 

saline. Tube drains were placed to drain pelvis and paracolic gutters. Post-operative antibiotics 

were used. 

Histological examination small bowel was 50% are due to enteric fever, 22.77% are due 

to tuberculosis, 22.22% are due to nonspecific infections7. Presence of granulomas in 

histopathological examination was suggestive of granulomatous inflammation with differential 

diagnosis of tuberculosis or crohn’s disease. Tuberculosis is more common and treated 

accordingly with anti tuberculous drugs. 

 

AIMS AND OBJECTIVES: To study incidence, risk factors, etiopathogenesis, clinical profile, 

treatment modalities and postoperative complications and also to assess morbidity and mortality. 

 

MATERIALS AND METHODS: The study is a prospective study in Department of General 

surgery Govt General Hospital, Guntur from October 2012 to October 2014. 

The history of present illness, duration of onset of peritonitis was noted. The drug history 

with special reference to NSAIDS and anti-tuberculous drugs were noted. History of evidence of 

typhoid fever and treatment for typhoid fever was also noted. Resuscitation time was found to be 

proportional to chronicity of disease. 

The diagnosis of perforation was made on clinical and radiological findings and was 

confirmed at operation. Specimen for histopathology was taken in selected cases, Triple antibiotic 

regimen such as cephalosporins, aminoglycosides, and metronidazole were tried in all cases and 

found to be effective. Specific chemotherapy for underlying disease was offered later proton 

pump inhibitors were used in all cases. All patients were explored with mid line incisions, 

complications and recovery were noted. 

Informed consent was taken from patients and study had been approved by ethical 

committee. 
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RESULTS: 

 

Sl. NO Etiology No. of Cases Percentage 

1 Duodenal Perforation 112 74.66% 

2 Jejunal perforation 02 1.33% 

3 Ileal perforation 36 24.01% 

 Total 150 100% 

Table 1: Distribution according to etiological factor 
 

 

Age No. of Cases Percentage 

<19 02 1.78 

20-29 16 14.28 

30-39 30 26.78 

40-49 22 19.64 

50-59 16 14.28 

>60 26 2321 

Table 2: Age wise distribution 

 

 

Etiology Surgical intervention No. of Cases Percentage 

Duodenal 
perforation 

Simple closure with omental patch 108 72 

Bilateral flank drains 04 2.66 

Jejunum Resection and anastamosis 02 1.33 

Ileum 

Closure in 2 layers 24 16 

Resection and anastamosis 04 2.66 

Ilesotomy of perforated bowel loop 08 5.33 

Table 3: Intervention wise distribution 

 

 

Age No. of Cases 
Morbidity Mortality 

Cases Percentage  Cases Percentage  

<40 years 57 08 14.03 04 7.01 

>/= 40 years 93 20 21.50 10 10.75 

Table 4: Age Wise Morbidity and Mortality 

 
 

Size 
Number 
of Cases 

Morbidity Mortality 

Cases Percentage Cases Percentage 

</= 0.5 cms 36 03 09 01 04 

0.6 – 1 cms 62 10 17 04 08 

>1 cm 52 15 28 09 17 

Table 5: Morbidity and mortality in relation to size of perforation 
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Duration Number 
Morbidity Mortality 

Cases Percentage Cases Percentage 

<24 Hours 102 9 9 4 4 

>24 Hours 48 19 40 10 20 

Table 6: Morbidity and mortality in relation to duration of symptoms 

 

DISCUSSION: In our study of all emergency admissions during the period are 1136 cases. Of 

these non-traumatic small intestinal perforation constitutes 13.20% of total emergencies. 

Duodenal ulcer is the commonest cause of non-traumatic perforation in our study as compared to 

Nair et al 1981, NN Mahendra et al 1988, DMC Rao 1999. 

Of all 150 cases, 112 cases are presented with duodenal perforation i.e., 74.66%. 36 

cases are presented with ileal perforation i.e., 24% of 150 cases. 2 cases presented with jejunal 

perforation i.e., 1.33% of 150 cases. (Table 1) 

In our study duodenal perforation is more common in age group of 30-49 years, the 

youngest age was 17 years, eldest case was 68 years. The average age is 44 years.8 (Table 2) 

Non traumatic small intestinal perforation was found to be more common in males when 

compared to females which are attributed to smoking and alcoholism. 

Of all 112 cases of duodenal perforations included in study pneumoperitoneum was found 

in only 90 cases which account for 80.35% which is compared to study.9 

Two cases of non-traumatic small intestinal perforation are included in study due to 

perforation of jejunal diverticulum. 

Of 36 cases of ileal perforation 18 cases are due to enteric fever, it constitutes 50%. The 

remaining 10 cases were due to tuberculosis, it constitutes 27.77%. And 8 cases were due 

nonspecific causes,it constitutes 22.22% of cases. 

Out of 112 cases 102 cases are operated with simple closure with omental patch. Ten 

cases whose general condition is poor, bilateral flank drains were kept as conservative 

managment. Out of 102 duodenal perforation operated cases 16 patients developed post- 

operative complications like wound infection, pneumonitis, burst abdomen, and enterocutaneous 

(fistula. 15 cases expired i e 13.3% of cases. (Table 3) 

Out of 36 cases of ileal perforation, 24 cases underwent closure in two layers using 2.0 

silk.10 And 4 cases underwent resection and anastomosis and 8 cases underwent ileostomy.11,12 

Out of 36 cases 8 cases expired and 16 patients developed post-operative complications. (Table3) 

Percentage of morbidity and mortality in cases below the age of 40 years is 14.03% and 

7.01% respectively. (Table 4) 

Percentage of morbidity and mortality in cases above the age of 40 years 21.50% and 

10.75% respectively. (Table 4) 

Mortality and morbidity are comparatively more in females in this study. This is attributed 

to elderly age of presentation, overweight and increased use of NSAIDS in females. 
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Percentage of mortality in duodenal perforation is 13.33% when compared to percentage 

of mortality in ileal perforation is 22.22% because of faecal contamination of peritoneal cavity 

leading to bacterial peritonitis, ileus and septicemia. 

Percentage of morbidity and mortality in cases of perforation size less than 0.5cms is 9% 

and 4%. (Table 5) 

Percentage of morbidity and mortality in cases of perforation of size0.5 to1cms is 17% 

and 8% respectively. (Table 5) 

Percentage of morbidity and mortality in cases of perforation of size more than 1cm is 

28% and 17% respectively. Morbidity and mortality increases with size of perforation as the 

contamination of peritoneal cavity increases due to rapid outpouring of intestinal contents into 

peritoneal cavity leading to early progression of peritonitis to generalized peritonitis which result 

in greater morbidity and mortality. 

Percentage of morbidity and mortality in cases in time period of <24 hours of onset of 

symptoms are 9% and 4% respectively. (Table 6) 

Percentage of morbidity and mortality in cases presented in time period of >24 hours 

onset of symptoms are 40% and 20% respectively. Morbidity and mortality increases with 

duration of symptoms is due to outpouring of gastrointestinal contents into peritoneal cavity, 

distended paralyzed intestine, dehydration and electrolyte imbalance and establishment of 

generalized peritonitis. 

 

CONCLUSION: A clinical study on non-traumatic small intestinal perforation was conducted in 

Dept. of General surgery, government general hospital, Guntur for a period of 24 months from 

October 2012 to October 2014. 

Duodenal ulcer perforation was the commonest cause of non-traumatic small intestinal 

perforation with a male preponderance. More common in 30-49 years of age group. Smoking, 

alcohol, NSAIDS was aggravating factors. 

Perforation was the first manifestation of peptic ulcer disease in a small percentage. 

Radiological evidence of pneumoperitoneum could not be established in nearly one third of 

patients. Simple closure with omental patch with peritoneal toileting was very effective. Inspite of 

recent advances in closing duodenal perforation by laparoscopy and by other means, still simple 

closure with omental patch was widely practiced in the study group. Definitive ulcer surgery was 

not warranted in the emergency and treatment with proton pump inhibitors and Helicobacter 

pylori eradication achieved good control over the disease in the follow up period. Non traumatic 

perforation of jejunum is rare. Ileal perforations were mostly due to typhoid ulcer perforation. 

Closure in two layers was very much effective in small bowl perforation. The most common post-

operative complication was wound infection. Deaths were due to septicemia. 

Morbidity and mortality in non-traumatic small intestinal perforation were found to depend 

on the age of the patient, sex of the patient, size of the perforation and duration of symptoms at 

the time of presentation, site of perforation, number of perforations and associated co-morbid 

conditions like hypertension, diabetes, and renal failure etc. 
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