
Sridharan.                                                                      European Journal of Biomedical and Pharmaceutical Sciences 

  

 

www.ejbps.com            │         Vol 7, Issue 11, 2020.           │          ISO 9001:2015 Certified Journal         │ 

 

209 

 

 

 

A STUDY ON CLINICAL PRESENTATION OF PERFORATIVE PERITONITIS IN 

GOVERNMENT HEADQUARTERS HOSPITAL 
 
 

Dr. K. Sridharan* 

 

M.S.(General Surgery), Chief Civil Surgeon Government District Headquarters Hospital Krishnagiri. 

 

 

 

 

 
Article Received on 25/08/2020                                  Article Revised on 15/09/2020                                Article Accepted on 05/10/2020 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

INTRODUCTION 

The peritoneal cavity is the largest cavity in the body. It 

can be divided into parietal and visceral portions. The 

large surface area of the peritoneal cavity allows 

infection and malignant disease to spread easily 

throughout the abdomen. The peritoneal cavity can also 

act as a barrier to, and container of disease.  Phase I of 

peritonitis involves the rapid removal of contaminants 

from the peritoneal cavity into the systemic circulation. 

Phase II of peritonitis involves synergistic interactions 

between aerobes and anaerobes as they encounter host 

complement and phagocytes. Phase III of peritonitis is an 

attempt by host defences to localize infection, mainly via 

production of fibrinous exudates that traps microbes 

within its matrix and promotes local phagocytic effectors 

mechanisms. It also serves to promote the development 

of abscesses. Regulation of the formation and 

degradation of fibrinous exudates is vital to this process. 

The plasminogen activating activity generated by 

peritoneal mesothelial cells determines whether the fibrin 

that forms after peritoneal injury is lysed or organized 

into fibrous adhesions. In particular, tumor necrosis 

factor-α stimulates the production of plasminogen 

activator-inhibitor-1 by peritoneal mesothelial cells, 

which inhibits degradation of fibrin. The commonest 

organisms are Escherichia coli, aerobic and anaerobic 

streptococci, and bacteroides. Less frequently 

Clostridium welchii is found; still less frequently 

staphylococci or Klebsiella pneumoniae (Friedländer’s 

bacillus)
[1]

 Peritonitis due to perforation of hollow 

viscous (secondary peritonitis) is the most common type 

of Peritonitis. Despite advances in diagnosis, surgical 

technique, antimicrobial therapy and intensive care 

support, secondary peritonitis remains a potentially fatal 

surgical emergency which requires institution of timely 

treatment for the best possible outcome, if not it may 

result in severe bacterial Peritonitis leading to deadly 

complication ranging from toxaemia to circulatory 
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ABSTRACT 

Introduction: Peritonitis is one of the most common surgical emergency encountered in day to day practice. 

Peritonitis due to perforation of hollow viscous (secondary peritonitis) is the most common type of Peritonitis. 

Despite advances peritonitis remains a potentially fatal surgical emergency which requires institution of timely 

treatment for the best possible outcome, if not it may result in severe bacterial Peritonitis leading to deadly 

complication ranging from toxaemia to circulatory collapse and death. Based in this aim of our research is to study 

the relative incidence of peritonitis secondary to hollow viscus, also to analyse various aetiology leading to 

perforative peritonitis and to analyse its outcome in our Hospital. Materials and methodology: This study is 

based on the analysis of 141 patients admitted in Government Headquarters hospital, Krishnagiri with features of 

perforative peritonitis for a period of one year. Cases were selected in the age group of above >13 yrs. Both the 

sexes were included. Both non-traumatic as well as traumatic perforation were included in this study. Patient with 

post-operative peritonitis, peritonitis due to entero cutaneous fistula, iatrogenic perforation during laparotomy or 

scopy, Oesophageal perforation, and perforative peritonitis in pediatric age group were excluded from the study. 

Results & Conclusion: Most common age group affected by perforative peritonitis is above 40 years. Duodenal 

ulcer perforation was the most common cause of perforative peritonitis. Reduction in time elapse between the 

onset symptoms and signs to presentation to the hospital and early surgical intervention has marked impact on 

overall prognosis. Most important observation from our study is the increased incidence of post-operative 

complication in our patient which increases the morbidity and mean duration of hospital stay. Patient education 

about appropriate medical management & avoiding the precipitating factors may reduce the incidence of 

perforative peritonitis. 
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collapse and death. Based in this aim of our research is to 

study the relative incidence of peritonitis secondary to 

hollow viscus ,also to analyse various etiology of hollow 

viscous perforation leading to perforative peritonitis and 

also to analyse various management modalities and its 

outcome in our Hospital. 

 

MATERIALS AND METHODOLOGY 

This study is based on the analysis of 141 patients 

admitted in Government Headquarters hospital, 

Krishnagiri with features of perforative peritonitis due to 

hollow viscous perforation of git for a period of one year. 

During this period 141 cases were admitted with features 

suggestive of perforative peritoniti. Cases were selected 

in the age group of above >13 yrs. Both the sexes were 

included. Both non-traumatic as well as traumatic 

perforation were included in this study. A pre-tested pro 

forma was used to collect the relevant information by 

history, clinical examination of patients, relevant 

investigations and treatment. Patient with post-operative 

peritonitis, peritonitis due to entero cutaneous fistula, 

iatrogenic perforation during laparotomy or scopy, 

Oesophageal perforation, and peritonitis due to 

pancreatic pathology. Perforative peritonitis in pediatric 

age group were excluded from the study. 

 

RESULTS 

According to our study, majority of patients, who 

underwent surgery for emergency laparotomy for 

perforative peritonitis fall under the age group of 40-59 

years which constituted about 47.51% followed by age 

group of 30 and above. In our study incidence of 

perforative peritonitis is higher among male patients 

which constituted about, 81.56%   and females about 

18.43% and the ratio is 4.4 : 1. 

 

Coming to timing of presentation in our study it is 

evident that most patients got admitted to the hospital, 

after a delay of >48 hours from the onset of symptoms 

and signs of peritonitis, and very few reported in < 24hrs 

duration. Around 67.37% cases reported to the hospital 

after a period of > 48 hours from the onset of clinical 

symptoms of Peritonitis.  

 

Classical signs and symptoms of peritonitis were not 

seen in all cases especially in patients, with early 

presentation to hospitals and in localised peritonitis. 

Abdominal pain and tenderness is present in almost all 

cases with perforative peritonitis. Most of the cases 

presented with guarding and rigidity, especially in 

patients who present late to the hospital. Around 55.31% 

had abdominal distension. Liver dullness is obliterated in 

76.59% and Bowel sounds were absent in 72.34% cases. 

Few patients presented with severe dehydration and 

oliguria (13.47%) 

 

 

 

 

 

Table 1: Signs and Symptoms. 

Symptoms & Sign No. of Cases Percentage 

Symptoms 

Pain 141 100% 

Fever 96 68.08% 

Vomiting 104 73.75% 

Distension 78 55.31% 

Oliguria 19 13.47% 

Signs 

Tenderness 141 100% 

Guarding 128 90.78% 

Rigidity 120 85.10% 

Obliteration of Liver 

dullness 
88 62.41% 

Absent Bowel sounds 102 72.34% 

 

According to our study. Among 141 patients who 

underwent emergency laparotomy for perforative 

peritonitis, it was found that Anterior wall of 1
st
 part of 

duodenum was the most common site, which constituted 

about 47.51%. Next most common site for perforation is 

small bowel(ileum) constituting about 19.14%. 

 

Table 2: Site of perforation. 

Site No. of cases Percentage 

Gastric 17 12.05% 

Duodenum 66 46.80% 

Gallbladder 2 1.41% 

Jejunum 2 1.41% 

Diverticular 2 1.41% 

Ileum 27 19.14% 

Appendix 17 12.05% 

Ceacum 4 2.83% 

Sigmoid 1 0.70% 

Rectum 1 0.70% 

 

According to our study, most common etiology that 

predisposed to perforation of hollow viscous is peptic 

ulcer, resulting in duodenal ulcer, gastric perforation 

which constituted about 51.79%. Next common etiology 

for perforation of hollow viscous is inflammatory 

pathology which constituted about 25.53%. We had 1 

case of uterine perforation following radiotherapy to ca. 

cervix. Traumatic etiology for perforative peritonitis was 

seen in about 8.51% due to both blunt injury and 

penetrating injury of the abdomen. According to our 

study, malignant causes for perforation of hollow viscous 

is seen in around 16 cases constituting around 11.34%.  

 

The most complications encountered in our study of 

perforative peritonitis are Surgical site infection 

constituting about 34.04% cases, leading onto wound 

dehiscence, and burst abdomen in about 8.51% cases 

which required repeat intervention in the form of tension 

suturing or secondary suturing comprising about 8.51% 

of cases. Morbidity and Mortality following , surgery in 

perforative peritonitis, depends up on various factors like 

Age, Co morbid illness, Time elapse between onset of 

symptoms and presentation to hospital. According to our 
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study, mortality is more common in elderly patients, 

presenting late to the hospital, with features of 

hypovolemic shock. Most patients succumbed death due 

to septicaemia, which constituted about 4.96%(7cases). 

 

DISCUSSION 
 

This study was conducted for period of one year were in 

about 141 patients who underwent emergency surgery 

for perforative peritonitis were studied and various data‘s 

collected from the study were discussed below. 

 

In our study of 141 cases, the most common cause of 

perforative peritonitis is peptic ulcer perforation 

constituting 51.77% %. This was followed by perforation 

due to inflammatory pathology which constituted about 

25.5%. Tubercular perforation (4%) and malignant 

perforation (11.34%) and trauma(8.51%) were followed . 

N.D. Swadia,
[2]

 and colleagues found an similar 

incidence of 59.12% of peptic ulcer perforation, 17% 

typhoid, 15.65% appendicular and 6.38% traumatic 

perforation in their analysis of 658 cases. The increased 

incidence of traumatic perforation was mainly due to 

increasing road-traffic accidents and assaults. 

 

In our study, the commonest site of perforation is 

anterior wall 1st part of duodenum followed by ileum, 

appendix, and gastric. M C Dandapat,
[3]

 found that for 

gastrointestinal perforation the commonest site is 

duodenum, followed by ileum, stomach and appendix 

which shows similar results like our study.  

 

Highest number of patients with perforative peritonitis 

encountered in our study was between 40-59 years . 

Other studies observed an age trend between 30-39 

years, Rajendra singh jobhta
4
had reported similar 

incidences. Malignant perforation was noted in older age 

group (Schwartz et al)
[5]

 Similar incidence has been 

reported by Jen Feng Fang et al 
6
. Regarding sexual 

predilection our study showed the sex ratio of men to 

women with all types of perforation was 4.5: 1. M..C. 

Dandapat 
3
 reported a sex incidence of 8.4: 1. 

 

Symptoms such as Pain Abdomen, Vomiting, Distension 

and fever were predominant in our study. Pain abdomen 

was seen in almost all cases and similar finding has been 

reported by Kachroo.
[7]

 and J C Baid.
[8]

 In peptic ulcer 

perforation, most of our patients gave history of pain 

in the epigastric region, it has been reported by S N 

Mathur.
[9]

 26 of 73 cases of peptic ulcer perforation 

revealed the history of NSAIDS injection. W T Siu,
[10]

 

found the same. Dehydration was the common cause 

after gastric perforation and was most consistent physical 

sign in our patients occurring in about 44% of cases; a 

feature also observed by S K Nair.
[11]

 Tachycardia was 

commonly seen in cases who presented with intestinal 

and appendicular perforation. In our study, tachycardia 

was noted in 68% cases. J C Baid
8
 noted it in 77% of 

cases in his study. On examination of abdomen, 

tenderness was recorded in all the cases, distension in 78 

cases, guarding/ rigidity in 120cases, obliteration of liver 

dullness in 108 cases, absent bowel sounds in 102 cases. 

This was similar to a study conducted by J C Baid.
[8] 

 

The decision of surgical intervention was based upon the 

operative finding of contamination of the peritoneal 

cavity. Since most of the patients presented after 48hrs, 

frank peritonitis was expected and thus definitive surgery 

was not performed in presence of gross contamination. 

Thus simple closure of the perforation was performed 

with graham live omental patch for duodenal and few 

cases of gastric perforation. M C Dandapat,
[3]

 in his 

study did the same. S Vaidyanathan,
[12]

 have reported the 

operation of choice as simple closure of perforation in 2 

layers.  

 

In the present study, the postoperative morbidity was 

towards higher side because of late presentation to the 

hospital (>48 hrs). The most common postoperative 

complication was wound infection (34.04%) which may 

be sustained by the fact that surgical incision site gets 

contaminated. All this has considerably increased 

morbidity, mean duration of hospital stay to the patient .  

M C Dandapat,
[3]

 reported wound sepsis in 13.5% of 

gastrointestinal perforation.  

 

Overall mortality in our study was 4.96%, most of which 

were malignant perforations. Few cases of perforative 

peritonitis initially managed with bilateral flank drainage 

also succumbed to death. In most of the cases the cause 

of death was diagnosed as septicaemia. Recent studies 

suggest a mortality rate of less than 5% (Booth et al)
[13]

 

Our overall mortality rate of 4% correlates well with 

other studies. 
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