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ABSTRACT

Background: Diffuse peritonitis is still a dreaded condition 
and has a high mortality and morbidity. Aim of the study 
peptic perforation in rural area.
Material and Method: 50 consecutive cases of peptic per-
foration admitted as surgical emergency in rural area hospi-
tal over a period of 2 years were studied.
Result: Peptic perforation was commonly seen in 4th & 7th 
decade of life with male preponderance. Simple closure of 
perforation was effective enough in most cases. E.Coli was 
the commonest organism. Mortality is usually due to septi-
caemia and septic shock. Morbidity was 44% in cases who 
reported for regular follow-up.
Conclusion: Surgical intervention is the treatment of choice 
in peptic perforation. Result and outcome depends upon time 
interval between perforation and admission hence operative 
treatment. It is seen more in men due to their habits of alco-
hol, smoking, tobacco chewing and eating spicy food. This 
also leads to increased post operative morbidity.
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INTROduCTION

The evidence of acute abdomen is documented in the 

literature from the time of Hippocrates 400 BC who 
described Hippocratic facies in the terminal stage of 
peritonitis.1 Diffuse peritonitis is still a dreaded con-
dition and has a high mortality and morbidity.2 The 
surgical treatment of acute abdomen truly become 
a practical solution after introduction of anaesthe-
sia. There is definite improvement in prognosis with 
surgery as 20% mortality in 1940 was reduced to 
3% in 1973.3 Some advocate definitive treatment for 
duodenal ulcer along with closure of perforation.4 
This definitive treatment depends upon duration of 
perforation, size of perforation, general condition of 
patient, availability of surgical expertise and hospi-
tal set up for same. Conservative management is not 
given as opinion is changing towards surgical treat-
ment.5 In the present study an attempt is made to di-
agnose the cases correctly with the help of clinical 
data, findings and relevant simple, cheap investiga-
tions available in this hospital in rural area. Aims 
and Objectives of the study were to study peptic 
perforation in rural area, to determine whether only 
simple closure of perforation is effective treatment 
in peptic perforation, to study morbidity and mor-
tality in peptic perforation and to know how many 
patients require further definitve treatment.

MATERIAL & METHOd

A prospective study of 50 consecutive cases of peptic 
perforation admitted in surgical emergency ward with 
acute abdomen to a hospital in rural area over aperi-
od of two years was done in detail. Institutional ethi-
cal committee approval was taken before starting the 
study. After admission detailed history and thorough 
clinical examination was done. Routine blood, urine 
examination and errect x-ray abdomen was done in 
all patients. In addition, blood sugar, urea, creatinine, 
electrolytes, amylase and USG Abdomen was done as 
required. After diagnosis, line of treatment was decid-
ed whether conservative or operative after considering 
age, etiology, duration of symptoms, general condition 
of patient and associated illness. We treated all 50 cases 
surgically. After opening abdomen, peritoneal fluid was 
collected in sterile tube and sent for culture and sensi-
tivity test. Stomach and duodenum were inspected, per-
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foration was identified and treated surgically according 
to it’s individual merit. After discharge patients were 
asked to stop their habits of alcohol, smoking, tobacco 
chewing & eating spicy food. They were asked to take 
antacid for three months post discharge. All the patients 
were asked to come for regular follow up in surgery 
OPD for a minimum of 1 year.

STATISTICAL ANALySIS

Results were computed as percentages of total par-
ticipants. Also data was internally compaired for age, 
gender, site of perforation, clinical presentation, organ-
ism, hospital stay and outcomes were also compaired 
accordingly and was tabulated. 

RESuLT 

Incidence
Duodenal ulcer perforation was seen in 46/50 cases 
(92%) while gastric ulcer perforation was seen in 4/50 
cases (8%).

Age & Sex 
Maximum cases of peptic perforation were seen in the 
4th decade 17/50 (34%). The youngest patient was 20 
years old and eldest 70 years old. Male preponderance 
was seen. (See table 1). 

Age (years) Cases Male Female
11-20 1 1 0
21-30 8 6 2
31-40 17 15 2
41-50 7 7 0
51-60 8 8 0
61-70 9 9 0
Total 50 46 4

Table-1: Age & sex distribution in Peptic perforation

Interval between symptom and admission 
A 35 year old male patient got admitted within 2 hours 
of symptoms while a 60 year old male patient got ad-
mitted 8 days after symptoms. 33/50 (66%) patient 
were admitted within 24 hours while 2/50 (4%) after 
72 hours of symptoms.

Clinical Presentation
Pain in abdomen with tenderness and guarding (local-
ised/generalised) were the commonest clinical pres-
entation. (See table 2).

Clinical signs & symptoms. Cases %
Pain 50 100
Vomiting 30 60
Constipation 13 26
Distention of abdomen 25 50
Fever 4 8
Tenderness 50 100
Guarding 49 98
Rigidity 49 98
Obliteration of liver dullness 38 76
Absent peristalsis 34 68

Table-2: Clinical presentation in peptic perforation

12 patients had sluggish peristalsis and 4 had normal 
peristalsis. Only 3 patients had tenderness on PR ex-
amination. 

diagnosis 
Plain x-ray errect abdomen and USG of abdomen were 
very helpful in confirming the diagnosis of perforation 
and aided in treatment. Gas under diaphragm was seen 
in 98% (49/50) cases.

Mode of treatment
All 50 patients underwent surgery. Simple closure of 
perforation with omentoplasty was the treatment of 
choice done in 88% (44/50) cases. One patient had 
multiple and big perforations which occured post 
meals. He underwent gastrojejunostomy while in 5 
patients with small single perforation underwent only 
closure of perforation. (See picture of duodenal ulcer 
perforation).

Figure-1: Duodenal Ulcer perforation

Culture and Sensitivity (c/s)
Culture and sensitivity of peritoneal fluid was done in 
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all 50 cases of which 48% (24/50) were sterile. E.Coli 
was the commonest organism. In some cases more than 
one organism were found. (See table 3). 

Organisms Cases %
E. Coli 14 28
Klebsiella 3 6
Gram –ve bacilli 3 6
Gram +ve cocci 3 6
Staph. Coagulase 1 2
Non-haemolytic strep. 1 2
Haemolytic strep. 2 4
Pus cells 2 4
Sterile 24 48

Table-3: Organisms in peptic perforation

Post operative complications
Were wound infection 12% (6/50), wound gaping 
4% (2/50), Septicaemia 4% (2/50), Subdiaphrag-
matic residual abscess with hiccough 2% (1/50) and 
CCF with septicaemia 2% (1/50).

Hospital stay 
Was 10 days in cases with no post operative complica-
tion and 15-29 days in cases with some post operative 
complication.

Mortality 
Was seen in 2 patients. One patient who presented late, 
died due to septicaemia and septic shock. The other pa-
tient was a known case of chronic heart disease and he 
died due to CCF and septic shock. Hence we conclude 
that mortality increased if duration between symptom 
and admission increased and if patient has associated 
illness which compromised his immunity and general 
condition. 

Follow up findings 
All the surviving patients were followed up for a mini-
mum of 1 year post discharge. At discharge, all of them 
were explained about their illness and adviced to take 
antacids for 3 months, stop all their habits. They were 
also adviced to take balanced diet, regular exercise and 
adequate rest. Of the 48 surviving patients, 45 attended 
regularly for follow up while remaining 3 were lost to 
follow up. Of these, 15 patients complained of abdom-
inal pain & 5 patients complained of malena. So, 20/45 
(44%) had postoperative complaints. Minhas observed 
that symptom persisted in only 35% of patients after 
simple closure and only 2% required re-operation.8 15 

patients underwent gastroscopy. 8 had duodenitis, 4 
had gastritis, 2 were normal and one had active ulcer. 
3 patients were adviced to undergo vagotomy and gas-
trojeunostomy for their intractable abdominal pain. But 
one patient refused. Others were adviced medical line 
of treatment, stop alcohol, tobacco, smoking & spicy 
food.

dISCuSSION

Duodenal perforation is one of the most commonest cause 
of diffuse peritonitis; prompt recognition of which is of 
paramount importance. On one hand this is very serious 
if untreated but on the other hand it is quite successfully 
controlled when properly treated. The treatment of acute 
perforated peptic ulcer is still a subject of controversy. 
“The controversy mainly concerns the surgical proce-
dures to be used, either simple suture of perforated lesion 
or some definitive surgery” - R.C. Caneviva et.al.9 It is 
time to resolve the controversy for the moment; we be-
lieve that the man on the spot should content himself with 
adequate resuscitation of the patient and the simple clo-
sure of the perforation.10 “We have no responsibility than 
to save their lives. Any procedure of mere extensive char-
acter can quite justifiably be considered as meddlesome 
surgery” - R.K. Graham.11 Finney had said in 1900, “The 
only rationale treatment of perforation is surgical opera-
tion and to this there is no contraindication to save a mor-
bident patient”.6,7 Peptic perforation occured commonly 
in the 4th decade of life. Similar findings were found by J. 
Bhatt and S.C. Gupta in their study.12 Peptic perforation 
is common in men due to alcoholism, tobacco chewing, 
cigarette smoking, eating spicy food and stress. The re-
ported incidence varies from 88% to 91%. In our study it 
was 92%. However in recent years there is increase in in-
cidence in female population there by decreasing the male 
to female ratio. In our study the male to female ratio was 
11.5 : 1 (46:4) Similar findings were found by Goswamy13, 
S.K. Banerji14 A.K.Choudhari15, P.C. Bornman16 and R.M. 
Hodnett17 in their respective studies. (See table 4)
Because of rural area, patients present to the hospital 
late. Radio sono diagnosis is simple, non invasive, eas-
ily available and cost effective in rural area like ours. 
It has a high diagnostic accuracy hence very useful 
in diagnosis and treatment. All patients were treated 
surgically but result and outcome depended on the in-
terval between perforation and admission to surgery, 
age, general condition of patient, amount of peritoneal 
contamination and associated illness. The prognosis is 
poor in patients with multiple, large peptic perforations 
occuring post meals and in patients with associated 
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illness. We had two deaths in our study. 44% patients 
required further treatment during follow up of which 
only three were adviced definitive surgery. Others were 
adviced to take medicines and stop their habits.

Series Male Female
Goswamy 48 2
S.K. Banerji 58 2
A.K. Choudhari 106 30
P.C. Bornman 86 27
R.M. Hodnett 134 68
Present series 46 4
Table-4: Sex distribution in peptic perforation in various 

series studied 

CONCLuSION

Peptic perforation is commonly seen in 4th and 7th dec-
ade of life in males and in duodenum. Abdominal pain 
and guarding are the clinical presentations seen. Er-
rect x-ray abdomen is highly accurate, cost-effective, 
non-invasive & easily available diagnostic tool in rural 
area like ours which helps in treatment. Simple closure 
of perforation with omentoplasty is adequate treatment 
in maximum cases in our set up. E.Coli is the com-
monest organism found in peritoneal fluid. Mortality 
increases with age, poor general condition, asscciated 
illness, hypotension at admission, delay in admission & 
hence surgery, cause & extent of peritoneal contamina-
tion. Morbidity is more in patients who did not change 
their old habits.
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