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ABSTRACT
OBJECTIVE: To find the age and sex incidence, etiological factors,adverse social factors and clinical features of different
types of hollow viscus perforations and also to assess the site of perforation and the associated pathologies,and complications
of all patients admitted in Chengalpattu government hospital for a period of 2 years. METHOD: 166 patients were taken up
for study, they were prospectively and retrospectively analysed and followed up and filed up to give the study regarding
hollow viscus perforation. RESULTS: Perforation of peptic ulcer was the most commonly encountered perforation (62 %) .
The most frequent cause of secondary peritonitis encountered in this study was peptic ulcer perforations, which was observed
in 64% of cases.The highest incidence of secondary peritonitis(22 %) was observed in the age group 21 to 30 years and in
males. Early presentation and timely surgical intervention were more successful.The omental patch procedure was very
effective. CONCLUSION: Age of the patient, the duration of symptoms,gender per se, delay in surgical intervention,
smoking stress , alcohol and degree of dyspepsia are independent predictors of mortality in patients with hollow viscus
perforation.
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1.INDRODUCTION
Hollow viscus perforation, defined by the presence of
extraluminal air in a patient who presents with acute
abdomen , constitute one of the commonest surgical
emergency encountered by surgeons. 1,2 Causes of hollow
viscus perforation includes peptic ulcer disease, perforation
of a gastrointestinal neoplasm [benign or malignant], acute
appendicitis with perforation,acute colonic or small bowel
diverticulitis, including Meckel's diverticulitis 3,4,5 . Some rare
causes includes iatrogenic perforations caused by endoscopes
or catheters,spontaneous rupture of the distal esophagus
(Boerhaave's syndrome), foreign body ingestion as well as
ischemia.
In my study, am statistically analyzing the incidence of
hollow viscus
perforation at different
sites of GIT
(excluding appendicular perforation) and the various
etiological factors,size of perforation and the other associated
pathologies and causes in Chengalpattu government hospital
in the period of oct 2010-12 .

2.MATERIALS AND METHODS
Patients aged between 20 and 70 years were included Clinically by obliteration of liver dullness, Radiologically
by free air under the right dome of diaphragm in x-ray
abdomen
erect author
view. :Patients
with stab injury abdomen,
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appendicular perforation ( diagnosed USG or intraoperatively
),on chronic treatment with NSAIDS, antiplatelet drugs and
the steroids were excluded.
Among the 166 patients taken up for study, they were
prospectively and retrospectively analysed and follow up was
done to give the study regarding hollow viscus perforation.
First all the patients and the details of their age and
occupation and the place from they hailed were documented.
The patients were asked for the details of the previous
admission to the hospital for peptic ulcer or intake of
antiulcerogenic drugs from the counter directly. If so details
of the ulcer, duration of pain , aggravating and related factors
were enquired and take up for study.
The history regarding the loss of weight and loss of appetite
were asked to work up for tumour cases.
The history of smoking and alcohol were asked and if so, the
smoking index and pack years are calculated and the details
with peptic ulcer were studied. If the patients suffered from
blunt injury abdomen either from trauma or fall of heavy
object over the abdomen , after asking the details of trauma
from the patients[if gcs 12/15] or from the attenders, patient
was taken up for laparotomy after the clinical and
radiological pictures were suggestive of hollow viscus
perforation.The findings in laparotomy were noted and the
degree of injury and various factors regarding size of
perforation, surrounding induration, sites in various parts of
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gastrointestinal tract and associated pathology and the
associated
morbidities
regarding
mesenteric
tear,
hemoperitoneum were noted.

The jejunum attributed to be the third most common cause
due to blunt trauma ( exclusion : penetrating and stab )as it is
intraperitoneal organ.

The other rare causes like meckels diverticulitis with
perforation and sigmoid volvulus with perforation and the
second part of duodenal perforation,and the other rare causes
of perforation and the details were formulated.

The study of etiological factors in my study, as expected goes
in favour of acid peptic disease, which contributes about 60
% of total number of study people with perforations.
According to a study from India, infections formed the most
common cause of perforation peritonitis 16 , around 50% cases
in this study were due to typhoid. In contrast to this, Noon et
al.17 from Texas in their study reported only 2.7% cases due
to infections. Also studies from the west have shown that
around 15–20% cases are due to malignancy 18,19 . In contrast,
tuberculosis and typhoid fever as the cause of intestinal
perforation contributes very little ( < 10 %) in our study.

Intraoperatively the site and the size of the perforated ulcers {
small. Large and giant perforation] and the various associated
pathologies regarding the intraoperative findings were
elicited and worked up for the extent of disease and the
assessment of morbidity and mortality.The blood parameters
were analysed
and the hemodynamic condition of the
patients were improved before taken up for surgery.

3.DISCUSSION
166 patients were admitted in the period of oct 2010-12 with
hollow viscus perforation. All the risk factors, etiological
factors and their adverse social habits were taken
retrospectively and the operative findings regarding the site,
size , induration and the associated morbidity and mortality
of the patients were taken up prospectively and from the
registers and all the results are summed up to give the
stastical analysis of perforation of various sites of
gastrointestinal tract.
Among the 166 patients taken up for study with the evidence
of perforation suspected clinically and confirmed intra
operatively,with evidence of hollow viscus perforation, 15
patients expired due to complications of perforation and
delayed admission in hospital. 151 patients survived with
interventional procedure , although with morbidity and post
operative complications.
Of the 166 patients with features of perforation during the
period of oct 2010-12,, only 160 patients were taken up for
study
and the rest 6 come under exclusion
criteria.(appendicular perforation and drug induced viscus
perforation) and so these patients are excluded from my
study.
Of the total number of perforations taken up for study, males
outnumber women in the ratio of 4.9 : 1. 27 .
Perforations are relatively more common in the age group of
20-30 years , as more number of young generations suffer
from peptic ulcer either due to H.pylori and adverse social
habits and accidental traumas 6,7,8 .
Duodenal ulcer contributes to majority of the perforations
and so the second part of duodenum is the most common
site of perforation contributing about 62 % of total
perforations. More commonly the perforations involve the
proximal part of the gastrointestinal tract 9,10,11,12 this being in
contrast to studies from the western countries, where
perforations are common in the distal part 13,14,15 .Ileum which
holds the second most common site to duodenum contributes
around 12 % of the total perforations.The common causes
attributed to be are the infections ( typhoid and tuberculosis )
and tumour causes( benign or malignant )

Among male patients with acid peptic disease,
smokers(63.85%) have an increased risk of acid peptic
disease and subsequent duodenal ulcer and perforation
The studies showed that majority of cases (51 % ) were
alcohol drinkers as compared to 49 % of non alcoholics.
86 % of the patients had small sized perforations that were
easily treated by primary closure.Large sized perforations
due to gastric carcinoma or tumour related perforations were
treated by definite management. In patients with giant
perforation of above 3 cms, either due to trauma or multiple
perforations or stercoral perforations, the procedure resection
anastomosis or primary closure of the bowel were done
depending on the nature of abdominal exudates and
condition of the patient.
In patient with stercoral perforation due to chronic
constipation, with perforation of size about 5 cms, emergency
colostomy was done due to the old age of the female and
underlying fecal contamination.
Of the total number of patients taken up for study, 10 % of
the perforation patients expired due to the disease process
and its consequences. The overall mortality due to
perforation peritonitis ranges between 6 and 27% 20 .

4.CONCLUSION
In this study on hollow viscus perforation, we found that the
incidence was more common in younger age group and in
males than females. Perforation incidence was more among
the patients of peptic ulcer especially duodenal ulcer. We
conclude that the age of the patient, the duration of
symptoms, gender per se, delay in surgical intervention,
smoking stress , alcohol and degree of dyspepsia are
independent predictors of mortality in patients with hollow
viscus perforation..The mortality and morbidity can be best
avoided by monitoring the patients perioperatively and high
quality of care by anaesthesiologists for risk assessment of
the cases and to give goal directed therapy.
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