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ABSTRACT: Perforation peritonitis is the one of the common abdominal surgical emergency. The
spectrum of etiology of perforation in Tropical countries continues to be different from its
Western counterpart. The objective of the study was to highlight the spectrum of perforation
peritonitis as encountered at Katuri Medical College and Hospital, Guntur. A.P. Hundred
consecutive cases of perforation peritonitis over a period of 26 months. (June 2010-July 2012)
were reviewed in terms of clinical presentation, operative findings and postoperative course
retrospectively. The most common type of perforation in our series was perforated duodenal ulcer
(56 cases) followed by Appendicular (16 cases), Ileal (12 cases), Colonic (6 cases), Gastric (4
cases), Jejunal (2 cases), Gall bladder (2 cases), Anastomotic ulcer (2 cases) were reported.
Despite delay in seeking medical treatment (32%), the overall mortality (11%), favorably
comparable with other published series though the overall morbidity (29%) was favorable. In
contrast to western literature, where lower gastrointestinal tract perforations predominate, upper
gastrointestinal tract perforations constitute the majority of cases in India. Mostly males and
elderly people are affected due to injudicious usage of NSAIDS, alcohol, smoking. (11)
Withdrawal from these habits and using of proton pump inhibitors and H-Pylori eradication which
warrant early recognition and prompt treatment to avoid serious complications and death.
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INTRODUCTION: METHODOLOGY: The study was undertaken in the department of General
Surgery, Katuri Medical College and Hospital, Guntur from June 2010 to July 2012 (26 months).
100 cases of hollow viscus perforations reporting to emergency were included in the study. All
patients admitted under the study were put to detailed history taking including history of acid
peptic disease, prolonged NSAIDS use, smoking, history of abdominal trauma and or any other
associated disease or related to cause of hollow viscus perforation.
A complete clinical examination was done. All patients were stabilized hemodynamically
and broad spectrum antibiotics usually a combination of injectable III generation Cephalosporins
and Metranidazole was administered. Blood transfusions were given whenever indicated. All the
routine investigations were done which included hemogram, blood grouping, kidney function
tests, serum electrolytes, chest x-ray and electrocardiogram. Special investigations in the form of
erect x-ray abdomen with both domes of diaphragm, ultrasound abdomen. Contrast enhanced CT
scan of abdomen was conducted on patients where the diagnosis of perforation peritonitis was
doubtful. After confirmation of diagnosis of hollow viscus perforation patients underwent
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emergency exploratory laparotomy through a midline incision. At the time of surgery, the source
of contamination was sought for and appropriate procedure was performed. Further a note of the
site of perforation, size of perforation, type of perforation, number of perforations, Amount of
contamination was made. Biopsy was taken from the perforation edge whenever required. Every
case was put to thorough normal saline peritoneal lavage. Two to three closed system drains
were kept in every patient. All the patients were followed post-operatively by nothing per oral,
nasogastric suction, intravenous fluids and antibiotic cover. Early ambulation was ensured and
whenever required appropriate physiotherapy administered. In cases of moderate to severe
anemia, blood transfusion was given. Complications if occurred were vigorously managed.
Patients were allowed oral diet after the return of bowel sounds, passage of flatus and/or stools.
The patients were followed up in surgical OPD after discharge.
RESULTS AND OBSERVATION: This observational study was undertaken over a period of 26
months June 2010 to July 2012 in the Department of General Surgery, Katuri Medical College and
Hospital, Guntur and 100 patients who underwent emergency laparotomy for hollow viscus
perforation were included in the study.
The group of patients studied appears to be a fair representative of the various
demographic patterns associated with the disease. The majority of patients were in the third to
sixth decade of life with the highest incidence in the fifth decade of life. The mean age in our
study was 44 years.
Incidence of Hollow viscus perforation (June 2010- July 2012):
No. of Emergency admissions: 650.
No. of hollow viscus perforations: 100(15.3%).
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In our study (32%) cases had associated co- morbid conditions. Most common associated
disease was COPD followed by hypertension, cardiac abnormalities, diabetes, and tuberculosis,
deranged RFT's, malignancy. Preoperative diagnosis was mainly clinical supplemented with
investigations in the form of X-ray chest showing free gas under right dome of diaphragm,
ultrasound abdomen was done. CECT abdomen was rarely done in patients with trauma or in
patients with diagnostic dilemma.
The most common cause of hollow viscus perforation in our study was duodenal ulcer
perforation (56%)[1] mainly due to acid peptic disease, NSAIDs,[2] Alcoholism, Smoking followed
by appendicitis (16%) mainly due to Fecolith obstruction.

In cases of duodenal perforation all the perforations were in the anterior wall of the
duodenum mostly in the first part. In cases of appendicular perforation most of the perforations
were in the tip (70%) and the remaining were in the body and base of the appendix.
Appendicular perforations were mainly found in extremes of age most commonly at the tip,
followed by distal 1/3rd and base.
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In cases of ileal perforations 66.66% were due to typhoid,[3][1] 25% were due to
tubercular and 8.33% due to non-specific inflammatory. Generally typhoid perforations occurred
in the second week of fever and most of the times perforations were multiple.
MORBIDITY AND MORTALITY: The most common performed procedure was primary closure
of the perforation Duodenal perforation was the most common to be closed primarily with
omental patch (45cases).[1][4]
For (6 cases) of duodenal perforation we have done serosal patch of jejunum along with
feeding jejunostomy. In (5 cases) of duodenal perforation this poor general condition were put on
B/L flank drains.
Second most common procedure was Appendicectomy for appendicular perforation.
Third procedure performed was two layered closure & resection and anastomosis for
ileum. Ileum was most common site where resection and anastomosis was done.
For colonic perforation primary closure in (3 cases), Resection & anastomosis done in one
case In cases where there was large amount of contamination and the general condition of the
patient was very poor, exteriorization of the gut in the form of ileostomy or colostomy was done
in(2 cases)[5]
In 4 cases of gastric perforation simple closure with omental patch was done.
For jejunal perforation, in (2 cases) resection & anastomosis done. For gallbladder
perforation, in 2 cases cholecytstectomy done and for anastomatic ulcer perforation, in (2 cases)
were treated with simple closure and omental patch. In all patients peritoneal lavage with warm
normal saline done. The most common complication observed was wound infection which
occurred in (14%) of the patients followed respiratory complications in (04%), burst abdomen in
(04%), sepsis in (05%), and Dyselectrolemia in (02%) of the patients.
The overall morbidity was 29%.all patients advised proton pump inhibitors and H. pylori
eradication treatment.[6][7]
The overall mortality observed in our study was (11%). All patients died due to
Septicemia and Cadiogenic shock. postoperatively.[6] Common factors in all the deaths were late
presentation, extremes of age, low preoperative hemoglobin, poor nutrition, associated
malignancy, tuberculosis, poor cardiac risk patients, irreversible shock, and septicemia and
associated co-morbid conditions.
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DISCUSSION: Perforation peritonitis is one of the most common surgical conditions
encountered in surgical practice and is a common cause of morbidity and mortality and warrants
early surgical intervention. Adequate resuscitation along with baseline investigations and broad
spectrum antibiotics are imperative in each case. Anatomical, pathological, and surgical factors
may favour localization of peritonitis.[6] However, in majority of the cases peritonitis becomes
diffuse when it occurs in patients with sudden anatomical disruption, extremes of age,
immunodeficiency, stimulation of peristalsis and following trauma.[3] The clinical presentation of
the patients depends upon the site of perforation. Patients of duodenal perforation present with a
short history of pain epigastrium or upper abdomen along with generalized tenderness and
guarding.
In patients of diverticulitis patients are generally of old age and past history of
constipation is present along with signs of peritonitis. Appendicular perforations have a
characteristic pain starting in periumblical area or right iliac fossa along with vomiting and fever.
There are also conspicuous signs present like guarding and rebound tenderness in right iliac
fossa. Ileal perforations are usually preceded by a history of some medical disease followed by
sudden onset of lower abdomen pain, vomiting, abdominal guarding and distention later on
toxicity with septic shock. In patients of trauma generalized peritoneal signs start developing
after 2-3 hours of injury.[3]
Most common symptom at presentation was pain followed by vomiting, abdominal
distention, fever and constipation.[8] In our study we found that patients who presented early
after perforation and had no associated co-morbid conditions behaved very well in the
postoperative period. In patients with very poor general condition and irreversible shock, drains
were put under local anaesthesia and adequate resuscitation along with antibiotic cover, blood
transfusion was given to the patients and were taken up for laparotomy after their general
condition improved. External drainage of the peritoneal cavity was made mandatory in every case
by means of closed drainage system. The major complications which occurred following surgery
included wound infection, fever, respiratory complications,, burst abdomen, dyselectrolemia,[6][7]
jaundice, sepsis, cardiac complications, and anastomotic disruption which are known risk factors
for high mortality. The overall mortality was 11%.Although there is a paucity of data on the
overall spectrum of peritonitis few studies that we were able to identify commonly implicated
perforations of the duodenum as the commonest cause of peritonitis in this study.
CONCLUSION:
1. The most common age group affected is 40-50 years and above.
2. Duodenal ulcer perforations were more in the age group of 40-50 years and above.
3. Most of the patients presented with clinical signs of peritonitis within 24 hours (68%).
4. 82% were male patients and 18% were female patients.
5. Duodenum was the most common site (56%) followed by Appendicular (16%), Ileal (12%),
Colon (06%), Gastric (04%), Jejunal (02%), Gall Bladder
6. (02%) and Anastomotic ulcer perforation (02%).
7. Guarding and Rigidity were present in 90% of patients.
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8. Diagnosis was made clinically and confirmed by the presence of pneumoperitoneum on
radiographs, ultrasonogram abdomen and CT scan abdomen if required.
9. Laparotomy with simple closure of the perforation with omental patch is the commonest
operative management of perforated ulcer (63%).
10. The most common post-operative complication was wound infection (14%).
11. The overall mortality rate was 11%.
12. Prevention of Gastroduodenal ulcer perforation can be accomplished in most of the cases by
early diagnosis and treatment of underlying precipitating conditions by using proton pump
inhibitors and H-Pylori eradication.
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