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ABSTRACT

Background: Small bowel perforation is commonly
encountered in surgical practice. The different modes of
presentation of cases may be misleading in the diagnosis of its
origin. Hence, the present study was undertaken for assessing
the clinical and etiologic profile of patients with Jejunal and lleal
perforation.

Materials & Methods: A total of 50 patients were enrolled and
admitted to Department of General Surgery, Rama Medical
College Hospital and Research Centre, Hapur, Uttar Pradesh
(India). Complete demographic and clinical details of all the
patients were obtained. Screening of all the patients was done
and past medical and clinical history of all the patients was
obtained. Only those patients were enrolled which had
confirmed diagnosis of Jejunal and lleal perforation. Absence
or decreased bowel sounds were also recorded. The routine
investigations were carried out and white cell counts noted. An
erect abdomen X-ray was done for all patients to particularly
look for presence of gas under diaphragm.

Results: The mean age of presentation in jejunal and ileal
perforation is almost same at around 32yrs and 37 years
respectively. Pain abdomen was the presenting symptom in
almost all cases under study, followed by vomiting (76%), fever
(46 %) and distension of abdomen (44%). Constipation
occurred in 50% of cases. In the present study majority of

INTRODUCTION

Small bowel perforation is commonly encountered in surgical
practice. The different modes of presentation of cases may be
misleading in the diagnosis of its origin. It is necessary to know
the current surgical procedures for different perforations to
manage such a case. An effort has been made here, to know the
different modes of presentation, diagnosis and management of
perforation.-3

lleal perforation is a serious complication of a variety of diseases.
In developed countries these perforations are reported to be
mostly because of foreign bodies, radiotherapy, Crohn’s disease,
drugs, malignancies and congenital malformations. Due to rarity of
typhoid fever and tuberculosis, perforations due to these diseases
are seldom encountered in these countries. So much so, that the
incidence is reported to be one case of perforation per hospital per
year. On the other hand, in the underdeveloped tropical countries
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cases had guarding and rigidity at presentation (84%). Bowel
sounds were absent in 72% cases, there was obliteration of
liver dullness (in 42% and per rectal tenderness in 12%.
Conclusion: In small bowel perforations males are affected
almost 3 times more than females. Age groups between 20
and 40 are most commonly involved. Pain abdomen is the
most common presenting symptom followed by vomiting, fever,
abdominal distension and constipation.
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small bowel perforation due to these causes is quite a commonly
encountered surgical emergency.* ¢ Hence; the present study was
undertaken for assessing the clinical and etiologic profile of
patients with Jejunal and lleal perforation.

MATERIALS & METHODS

The present study was conducted with the aim of assessing the
clinical and etiologic profile of patients with Jejunal and lleal
perforation. A total of 50 patients were enrolled and admitted to
Department of General Surgery, Rama Medical College Hospital
and Research Centre, Hapur, Uttar Pradesh (India). Complete
demographic and clinical details of all the patients were obtained.
Screening of all the patients was done and past medical and
clinical history of all the patients was obtained. Only those patients
were enrolled which had confirmed diagnosis of Jejunal and lleal
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perforation. Absence or decreased bowel sounds were also
recorded. The routine investigations were carried out and white
cell counts noted. An erect abdomen X-ray was done for all
patients to particularly look for presence of gas under diaphragm.
All the results were recorded in Microsoft excel sheet and were
analysed by SPSS software.

RESULTS
The maximum numbers of cases were in the productive age group
of 20-50yrs, accounting for 50 percent. A major part of the study

group were males (76%) whereas females accounted for 24% of
cases. The mean age of presentation in jejunal and ileal
perforation is almost same at around 32yrs and 37 years
respectively. Pain abdomen was the presenting symptom in
almost all cases under study, followed by vomiting (76%), fever
(46 %) and distension of abdomen (44%). Constipation occurred
in 50% of cases. In the present study majority of cases had
guarding and rigidity at presentation (84%). Bowel sounds were
absent in 72% cases, there was obliteration of liver dullness (in
42% and per rectal tenderness in 12%.

Table 1: Distribution on basis of age and gender

Agein MALE (n=38) FEMALE (n=12) TOTAL (n=50)
years NO. % NO. % NO. %
12-20 6 12.00 2 4.00 8 16.00
21-30 9 18.00 3 6.00 12 24.00
31-40 11 22.00 3 6.00 13 26.00
41-50 4 8.00 2 4.00 5 10.00
>50 16.00 2 4.00 11 22.00
Total 38 76.00 12 24.00 50 100.00
Table 2: Mean age at perforation in different parts of small bowel.
Part of small bowel No. Age
Range Mean Std. Deviation

Jejunum (n=10) 10 13-67  32.7778 17.78889
lleum (n=40) 40 13-65 37.325 14.81231

Table 3: Distribution of cases based on presenting symptoms.
Presenting Symptom Number %
Pain 48 96.00
Vomiting 38 76.00
Distension 22 44.00
Constipation 25 50.00
Fever 23 46.00

Table 4: Distribution of cases based on physical examination.
Sl.no.  Physical Examination Number %
1. Guarding and Rigidity 42 84.0
2, Rebound Tenderness 42 84.0
3 Distension 33 66.0
4 Obliteration of Liver dullness 21 42.0
5 Absent/Diminished bowel sounds 36 72.0
6 Per rectal Tenderness 6 12.0

DISCUSSION

The diagnosis of injury is based on clinical findings, X ray and
abdominal paracentesis. X ray might reveal free gas under the
diaphragm; four quadrant needle aspiration was positive in 21 of
24 cases of small bowel perforation reported by Kaul. Diagnostic
peritoneal lavage may reveal blood or bile. Marshal-Orloff
recommended debridement and closure for small bowel
perforations while recommending resection-anastomosis for large
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wounds or multiple perforations in a segment of bowel. Mortality
should be less than 5% in the absence of injury to other organs or
systems.10-13

In the present study, the maximum numbers of cases were in the
productive age group of 20-50yrs, accounting for 50 percent. A
major part of the study group were males (76%) whereas females
accounted for 24% of cases. The mean age of presentation in
jejunal and ileal perforation is almost same at around 32yrs and
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37 years respectively. Pain abdomen was the presenting symptom
in almost all cases under study, followed by vomiting (76%), fever
(46 %) and distension of abdomen (44%). Mechanical causes are
the one of the commonest causes of bowel perforation in the
western world. These were responsible for 18 out of 76 cases of
small bowel perforation as reported by Chaikof. The breakup of
causes was adhesions in 12 patients, hernia in 4 and obstructive
carcinomas in 2 patients. Dixon et al in their series of 54 patients
reported 13 cases due to mechanical causes — adhesions in 8,
colonic cancer on 2, gall stones in 2 and small bowel volvulus in
one patient.™'5 Glinsky in their study found Pneumonia,
septicaemia and hepatorenal failure as the major causes of
mortality in tubercular perforations Enterocutaneous fistula was
seen in one case (12.5% of tubercular perforation). Pneumonia
with pleural effusion was seen in one case (12.5%) of tubercular
perforation.6

In the present study, constipation occurred in 50% of cases. In the
present study majority of cases had guarding and rigidity at
presentation (84%). Bowel sounds were absent in 72% cases,
there was obliteration of liver dullness (in 42% and per rectal
tenderness in 12%. Sahil Singla et al highlighted the spectrum of
perforation peritonitis as encountered in a tertiary care centre in
Haryana. It was observational prospective study of 100 cases of
perforation peritonitis treated in the department of surgery. The
maximum number of patients in the present study were in age
group of 21-30 years (26%) with a mean age was 31 years. Male
female ratio was 8.09:1. The most common etiology of perforation
peritonitis was peptic ulcer disease (41%) followed by enteric
fever (15%) and tuberculosis (13%). The most common site of
perforation in this series was gastroduodenal (43%) followed by
terminal ileum (30%). Mortality rate was 5% and significantly high
in patients coming to the hospital after 24 hours. Early recognition
of symptoms and referral is particularly important in reducing
mortality and morbidity.'”

CONCLUSION

In small bowel perforations males are affected almost 3 times
more than females. Age groups between 20 and 40 are most
involved. Pain abdomen is the most common presenting symptom
followed by vomiting, fever, abdominal distension, and
constipation.

REFERENCES

1. Christopher J Bulstrode and R.C.G Russel, Jeremy Thompson.
The peritoneum, omentum, mesentry and retroperitoneal space.
Bailey and Love’s Short Practice of Surgery. Page No. 1133 -
1152, 24th edition, 2004.

2. William Schumer and Sheldono Burman. The perforated viscus,
diagnosis and treatment in surgical emergencies. Nyhus Lloyd,
The Surgical Clinics of North America 1972;52(1): 231-8.

3. Thal Erwin R. abdominal trauma. The Surgical Clinics of North
America 1990; 70(3): 517-75.

4. Hirsch, J. E., Arhens, E. H., Jr., and Blankenhorn, D. H.:
Measurement of the human intestinal length in vivo and some
causes of variation. Gastroenterology, 31:274, 1956.

33|Page

Int J Med Res Prof.2020 Sept; 6(5); 31-33.

5. Gray, H.: Anatomy of the Human Body, 28th ed. Goss, C. M.
(Ed.). Philadelphia, Lea & Febiger, 1966.

6. Code, C. F. (Ed.): American Physiological Society: Handbook of
Physiology, Section 6, Alimentary Canal. Baltimore, Williams &
Wilkins, 1967-1968.

7. Bloom, W., and Fawcett, D. W.: A Textbook of Histology, 9th
ed. Philadelphia, W. B. Saunders, 1968, p. 560.

8. Marsh, M. N., and Swift, J. A.: A study of the small intestinal
mucosa using the scanning electron microscope. Gut, 10:940,
1969.

9. Kutchai, H.: The gastrointestinal system. In Berne, R. M., and
Levy, M. N. (Eds.): Principles of Physiology, 3rd ed. St. Louis,
Mosby Yearbook, 1993, p. 614.

10. Koul R, Malik MS. Blunt abdominal trauma with intestinal
injury. Ind J Surg, 1987; 221-4

11. Elmo J Cerise, James H Scully. Blunt trauma to the small
intestine. The Journal of Trauma, 1970; 10(1): 46-50.

12. Botten PM, Wood CM, Quatey-papafio JB, Blumgart LH. Blunt
abdominal injury. A Review of 59 consecutive cases undergoing
surgery. Br J Surg, 1973; 60(8): 657-63.

13. Paran H, Neufeld D, Shwartz I, Kidron D, Susmallian S, Mayo
A, Dayan K Vider |, Sivak G, Freund U. Perforation of the terminal
ileum induced by blast injury: delayed diagnosis or delayed
perforation? J Trauma. 1996 Mar;40(3):472-5.

14. Dixon JM, Lamusden AM, Piris J. Small Bowel Perforation.
Journal of the Royal College of Surgeons of Edinburgh, 1985;
30(1): 43-6.

15. Chaikof. Non-traumatic perforation of small bowel. American
Journal of Surgery. 1987; 153: 355-8.

16. Gilinsky n.h., Voigt M.D.,Bass D.H., Marks .N., Tuberculous
perforation of small bowel, S Afr Med J 1986; 70:44-6.

17. Sahil Singla, Surender Verma, Pradeep Garg, Anjali Verma,
Md Taquedis Noori, Anuj Yadav. Pattern and etiology of patients
with gastrointestinal perforations: an observational prospective
study. International Journal of Contemporary Medical Research
2019;6(4):D6-D9.

Source of Support: Nil.

Conflict of Interest: None Declared.

Copyright: © the author(s) and publisher. I[JMRP is an official
publication of Ibn Sina Academy of Medieval Medicine &
Sciences, registered in 2001 under Indian Trusts Act, 1882.

This is an open access article distributed under the terms of the
Creative Commons Attribution Non-commercial License, which
permits unrestricted non-commercial use, distribution, and
reproduction in any medium, provided the original work is properly
cited.

Cite this article as: Saurabh Gaur, Mohit Singh. Assessment of
Clinical and Etiologic Profile of Patients with Jejunal and lleal
Perforation. Int J Med Res Prof. 2020 Sept; 6(5): 31-33.
DOI:10.21276/ijmrp.2020.6.5.006

www.ijmrp.com



