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Abstract 

Background: Bowel perforation is an important cause of acute abdomen. It carries high morbidity 

and mortality. 

Materials and methods: The present descriptive study included 48 patients with ileal perforation 

admitted at the department of surgery. Data regarding clinical features, management and 

complications was noted. 

Results: Mean age of the patients was 34.4 ± 8.8 years with male preponderance. Abdominal pain and 

distension (100%) and constipation (87.5%) were the common symptoms seen. Single perforation was 

commoner (64.6%) than multiple perforations. It was caused by typhoid in 39.6% cases, due to 

tuberculosis in 16.7%, due to injury in 10.4% and other causes in 33.3% cases. Surgical site infection 

was the commonest complication. 

Conclusion: Ileal perforation is caused by typhoid or tuberculosis in majority of the cases and 

presents with pain abdomen and distension. Rates of infection are high in these cases. 
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Introduction  

Bowel perforation is one of the common surgical 

emergencies. It is the fifth most common cause 

of acute abdomen [1]. Typhoid and tuberculosis 

are the major causes in this area. Other causes 

include infective (Histoplasma, E. histolytica, 

cytomegalovirus etc.), inflammatory (Wagener’s 

granulomatous) and drug-induced (NSAIDs). 

The cases in which cause cannot be ascertained 

are termed as non-specific ones [2]. Various 

surgeries have been advocated including primary 
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repair, primary ileostomy, repair with ileostomy 

etc. [3]. 

 

Ileal perforation leads to peritonitis and causes 

high rates of morbidity and mortality. Poor 

outcome is associated with late presentation of 

the disease, lack of diagnostic facilities and 

inadequate healthcare services [4]. 

 

Regular monitoring of factors related to this 

condition and measurement of outcome is useful 

in understanding the pathophysiology and better 

management of the illness. Hence, this study was 

undertaken. 

 

Aim and objectives 

The present study was conducted to assess the 

clinical and pathological features of Ileal 

perforations among patients admitted in the 

Surgery ward of Katihar Medical College, 

Katihar. 

 

Materials and methods 

The present study was descriptive cross-sectional 

in nature conducted at the Department of 

Surgery, Katihar Medical College, Katihar. 

Patients admitted in the department and 

presenting with clinical features of bowel 

perforation were critically evaluated and advised 

for exploratory laparotomy. The patients who 

had ileal perforation confirmed during surgery 

were included in the present study. The patients 

who did not have ileal perforation or who had 

perforation of some other viscus were excluded. 

A total of 48 patients were studied. 

 

Detailed history was taken from all the cases and 

general and systemic examination was done. 

Laboratory investigations for finding the cause 

and assessing the condition of the patient 

included complete blood count, Blood Culture 

and sensitivity, Widal test, Blood Urea, Serum 

Creatinine and Electrolytes and Urine routine. 

Radiological investigations included Chest X-

Ray PA view, Abdominal X-Ray in erect posture 

and USG abdomen.  

 

The patients were actively resuscitated before 

surgery. General anesthesia was given for 

emergency exploratory laparotomy. Abdomen 

was opened by midline incision. The perforation 

was located, biopsy was taken from the edge of 

perforation for histopathological examination 

and the perforation was closed in two layers. 

This was followed by thorough peritoneal lavage 

using 2-3 liters of normal saline. In the presence 

of stricture, either primary resection and 

anastomosis or stricturoplasty was done. Wound 

was then closed in layers.  

 

The cases were carefully followed up under 

observations for post-operative complications 

e.g. surgical site infection, fever, anastomotic 

leak and wound dehiscence. Anti-Salmonella 

medicines were given in the cases in which 

Widal test was positive or there were intra 

operative findings. Patients were discharged after 

5 days in uncomplicated cases. 

 

Pre-structured proforma was used for data 

collection. Details regarding socio- demographic 

profile, signs and symptoms, findings of different 

investigations, observations during surgery, 

histopathological report and surgical outcome 

were recorded. Data entry was done in Microsoft 

Excel 2007 and analyzed using SPSS v 16.0. 

Informed consent was taken in all the cases and 

confidentiality of records was maintained. 

 

Results and Discussion 

The present study included 48 patients with ileal 

perforation. Table - 1 shows the profile of these 

cases. Mean age of the patients was 34.4 ± 8.8 

years. Number of males was more than females 

(Ratio of 3.4:1). All the patients suffered from 

abdominal pain and distension (100%). 87.5% 

had constipation, 68.8% had fever and 47.9% 

suffered from vomiting. 

 

About two-third (68.8%) patients were presented 

early within 72 hours. Single perforation was 

seen in 64.6% cases while the remaining (35.4%) 

had more than one perforation. 
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Table - 2 shows that ileal perforation was caused 

by typhoid in 39.6% cases, due to tuberculosis in 

16.7%, due to injury in 10.4% and other causes 

in 33.3% cases (Chart – 1). Table - 3 shows the 

complications of ileal perforation surgery. 

Surgical site infection was seen in 35.4% cases, 

chest infection in 25%, anastomotic leak in 

12.5% and intra-abdominal abscess in 10.4% 

cases. 

 

Table – 1: showing profile of ileal perforation cases (N=48). 

Characteristic Frequency % 95% CI 

Age (Mean ± SD) 34.4 ± 8.8 years - 31.9 – 36.9 years 

Sex 

- Male 

- Female 

 

37 

11 

 

77.1 % 

22.9 % 

 

52.3-100 % 

9.4-36.4 % 

Presenting complain 

- Abdominal pain 

- Constipation 

- Distension 

- Fever 

- Vomiting 

 

48 

42 

48 

33 

23 

 

100 % 

87.5 % 

100 % 

68.8 % 

47.9 % 

 

71.7-100 % 

61-100 % 

71.7-100 % 

45.3-92.3 % 

28.3-67.5 % 

Time of presentation 

- Early presenters (<72 hrs) 

- Late presenters (>72 hrs) 

 

33 

15 

 

68.8 % 

31.3 % 

 

45.3-92.3 % 

15.5-47.1 % 

No. of perforations 

- Single 

- Multiple 

 

31 

17 

 

64.6 % 

35.4 % 

 

41.9-87.3 % 

18.6-52.2 % 

 

Table – 2: showing aetiology of ileal perforation (N=48). 

Cause Frequency % 95% CI 

Typhoid 19 39.6% 21.8-57.4 % 

TB 8 16.7% 5.1-28.3 % 

Injury 5 10.4% 1.3-19.5 % 

Others 16 33.3% 17-49.6 % 

 

Table – 3: showing complications after surgery for ileal perforation (N=48). 

Complication Frequency % 95% CI 

Wound infection 17 35.4% 18.6-52.2 % 

Chest infection 12 25% 10.9-39.1 % 

Anastomotic leak 6 12.5% 2.5-22.5 % 

Intraabdominal abscess 5 10.4% 1.3-19.5 % 

 

Kappikeri, et al. [5] found that typhoid was the 

most common cause of perforation (45%), 

followed by non- specific causes (42.5%), 

tuberculosis (7.5%) and traumatic injury (5%). 

Simple closure of perforation was done in 30% 

patients, resection – anastomosis was done in 

20% and ileostomy proximal to simple closure/ 

resection-anastomosis was done in 50%. 

Postoperative complication rate was 60% with 

10% mortality. They performed simple two 

layered closure of perforation in patients with 

single perforation of up to 2cm with minimal 

contamination. In patients with large perforations 

>2cm, multiple perforations, diseased unhealthy 
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bowel, extensive peritoneal contamination, 

resection anastomosis was done. 

 

Poornima, et al. [6] observed that there were 

81.3% males and 18.7% females among patients 

with ileal perforation. Typhoid (82.8%), 

nonspecific inflammation (9.4%), and 

tuberculosis (7.8%) were the major causes. These 

cases were mainly managed by simple closure of 

the perforation (74.6%) and primary resection 

and anastomosis (25.4%).  

 

 
 

Shah, et al. [7] found that typhoid was the most 

common cause of nonspecific ileal perforations. 

The mean age of the patients in the study was 33 

years. Male to female ratio of 5:1 was seen. Time 

between onset of pain and surgical intervention 

was between 10 and 96 h. 84% of the cases had 

single ileal perforations with 72% being located 

within 30 cm from ileocecal junction.  

 

Jain, et al. [8] found male to female ratio of 6.3:1 

with mean age of 36.4 years. Abdominal pain 

and distension were seen in all the patients. 71% 

patients had a single perforation with 97% 

perforations confined to ileum. Overall 

complication rate was 44.3% with surgical site 

infection being the most common one. The 

mortality rate was 17.1%. It was associated with 

duration of illness of more than 48 hours, higher 

number of perforations and postoperative 

complications. 

 

Mittal, et al. [2] compared the outcome of 

primary repair with loop ileostomy in ileal 

perforation cases. The rate of postoperative 

complications was higher in group A as 

compared to group B with 6 (20%) patients 

landed up in peritonitis secondary to leakage 

from primary repair requiring reoperation as 

compared to 2 (6.67%) in ileostomy closure. A 

ratio of 1:1.51 days was observed between 

hospital stay of group A to group B. 

 

The findings of the present study as well as the 

above discussion indicate that the ileal 
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perforation is common in males. Presence of pain 

abdomen and abdominal distension must arouse 

suspicion of bowel perforation. Appropriate tests, 

mainly radiology must be done to rule out the 

same. Adequate management of typhoid is 

helpful in preventing perforations which account 

for one-third of all cases [9]. The risk of surgical 

site infection is high in these cases and proper 

preventive measures must be taken for that. 

 

Conclusion 

The ileal perforation is commonly seen in third 

and fourth decade of life with high male 

preponderance. Abdominal pain and distension 

are seen in all cases. About one third of the cases 

present late. Typhoid and tuberculosis account 

for half of the cases. Surgical site infection is the 

most common complication observed. 
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