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ABSTRACT : A prospective study was carried out for two years in Surgical Unit II of Civil Hospital,
Quelta on 57 patients with typboid perforation. Of these 47 were males and 10 females. The peak inci-
dence was in the second and third decade of life. Abdominal pain, fever, vomiting, constipation and loose
motions were the major presenting sympioms. Abdominal distension, tenderness, rigidity, and absent gut
sounds were the main signs observed. Wide differences were observed in baemoglobin, total leucocyte count,
urea, crealinine and electrolytes. Specific diagnostic tools were Widal test and radiography. All patients
underwent emergency surgical procedures like wedge resection, resection and end fo end anasiomosis,
ileostomy and right bemicoleciomy with an overall mortality of 33%. Major causes of mortality were shock,
septicaemia, renal fatlure and postoperative respiratory tract infection.
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Typhoid fever is one of the major causes of morbid-
ity and mortality in' developing countries', especially
where the availability of drinking water and facili-
tics of water sanitation are inadequate®

Typhoid fever is caused by the gram negative
coliform bacteria Safmonella typhi. The major routes
of infection are flies, fingers; food, faeces and
fomites®. Complications like perforation of the intes-
tine tends to occur mostly from 10-14 days of on-
set*?, if the disease is not treated properly by medi-
cal therapy®. Tleal perforation is the most lethal com-
plication of typhoid fever’, which accounts for 50%
of the total intestinal perforations®. The common
casue of death in enteric perforation is peritomitis, de-
hydration, eléctrolytes imbalance and overwhelming
sepsis.

This study summarizes the two years experience of
the management of typhoid perforation at Surgical
Unit I, Civil Hospital, Quetta attached to Bolan
Medical College.

All cases of perforated typhoid enteritis treated at
Surgical Unit I, Civil Hospital, Quetta between Sep-
tember 1995 to September 1997 were included in the
study. Civil Hospital, Quetta is the main referral
hospital for a large number of District and Divisional
Headquarter Hospitals throughout the province with
bulk of patients coming from much of Afghanistan
and part of Iran. Patients arriving in Quetta have
often travelled for many days in dire conditions.

Emergency laparatomy was done in all patients un-
der general anaesthesia after haemodynamic. stability.
Prior to operation high doses of antibiotics were
given which were continued post operatively for 10
days. Abdominal cavity was opened via mid line,
right lower paramedian or Rutherford Morison inci-
sion.

There were 57 patients with typhoid enteric perfora-
tion, 47 males and 10 females, a male to female




Table 1. Age and Sex Distribution

Table 4, NMumber of Perforations

Age in years Male Female Total No. of Perforation No. %
11-20 26 6 32 One 47 B2.46
21-30 14 3 17 Two 7 12.28
3140 3 1 f Multiple 3 226
41-50 1 — 1
= 50 1 = 1 Total 57 100.00
poal 8 8 2 Table 5. Complications after Surgery
Table 2. Clinical Features Compheatinn e >
Wound 35 43.85
i £ 3
Elcnl Fentnzes e * Septicemia 12 2280
Abdominal pain 57 100.00 Sas e 9.5
Abdominal tenderness 57 100.00 Respiratory infection 09 15,78
Fever 53 92.9% Renal failure T 12.28
Midummal distension 46 80.70 Faecal fistula 4 7.0
Cmsupannn 3 68.42 Wound dehiscence (complete) 4 7.01
e ?m‘!‘m 5 il Residual abscess 2 350
Anaemia 15 2631
Shock 2 £ o .
Diard ]; ‘;j?g After resuscitation all patients were operated as
Teiiics 2 350 early as possible. Lower mid line incision was made
in most cases (78.94%), being quick, made easily,
* Patients had more than one featare extendable, opens minimum of tissue planes and al-
lows excellent access to all the recesses of the peri-
Table 3. Arrival at Hospital toneal cavity®. However, right lower paramedian and
Rutherford Morison’s muscle cutting incision were
Arrival in hrs. No. % also made in 9(15.78%) and 3(2.26%) cases respec-
tively. There was moderate to severe intraperitoneal
<24 12 21.0 contamination. In 47(82.46%) cases solitary perfora-
i;’_‘:g : :g; tions were situated less than 20 cm. proximal to
.06 6 10,5 ilcocaccal junction. (Table 4). Wedge resection and
- 96 19 1313 closure of perforation in two layers was the main

ratio of 4.7:1. The major bulk of them i.e. 56% were
in the second decade while the second largest group
of ahout 29.8% were in the third decade (Table 1).
All patients were admitted through emergency depart-
ment. The presenting signs and symploms were ab-
‘dominal pain, tenderness, fever, distension, dehydra-
tion, vomiling, anaemia, shock, diarthoea, and jaun-
dice (Table 2). Most patients appeared seriously ill
because they reached hospital several hours after
perforation (Table 3). Abdominal X-ray taken in all
patients showed pneumoperitoneum in 71.9% while
65.9% have multiple fluid levels with gas shadows.
Widal test was positive in 36 patients (63.15%) with
a titre of 1:160 or more.

procedure being performed in 40(70.17%) cases. The
mortality in our study was 33.3% (19 patients), 40
patients were operated by wedge resection technique
with 27.5% (11 patients) deaths within 1-4 days af-
ter operation. Out of these 11 patients, 8 died due
to septicemia, uremia and renal failure, two died due
to development of severe bronchopneumonia and one
due to cardiac arrest. Resection and end to end anas-
tomosis was carried out in T(12.8%) patients with
2(28.57%) deaths, due to post operative upper gas-
trointestinal bleeding, septicaemia and renal failure.
Limited right hemicolectomy was performed in one
patient having perforation very close to ileocaecal
valve along with presence of severe oedma and gan-
grenous patches both on caecal wall and around the
perforation with survival (Table 3).




Typhoid fever is a febrile illness of prolonged dura-
tion, marked by hectic fever, delirium cnlargement of
spleen, abdominal pain and various systemic mani-
festations’. Males are more commonly affected than
female with a ratio of 3:1%". In our study the ratio
was 4.7:1, Tt is most commonly seen in young adults
during the second and third decade of life™" as seen
in this study also.

As reporied by many workers typhoid fever is more
commeon in areas where contaminated water supply,
inadequate waste disposal and inadequate medical
care. Perforation of a typhoid ulcer is eccasionally
the first sign of the disease'. The ulcer is parallel
to the long axis of the gut and is usually situated in
the lower ileum. Majority of the patients (32) in this
study developed ileal perforation in the second week
of illness.

All the patients with typhoid fever who were admit-
ted, reported afier they had perforated. Majority of
them presented late (after 48 hours) in poor general
condition. This was found to be the most important
factor influencing the outcome of surgical procedure
as also emphasized by a number of authors™*™",

Anaemia, leucocytosis and leucopenia has been re-
ported to be associated with typhoid fever'™. The
presence of sepsis and severe peritonitis tends to
modify this picture®'®. In literature Widal test is re-
ported positive in 33% to 100% of cases”. In our
series it was present in 36 patients (63.13%).

In radiological examination preumo-peritoneum was
revealed in 41 patients (71.92%) and multiple air
fluid levels in 49 (85.96%) whereas it was reported
62.2% in literature',

Solitary perforation was present in 47(82.45%) cases.
Most of the reported series also show single perfo-
ration in 80% of cases'”. All perforations were
present on the antimesenteric border of terminal il-
eum mostly within 10-30 cms from ileocaecal valve
as stated in literature'.

Wedge section is recommended by many workers as
having an advantage of less chances of leakage"™.
In our study this procedure was done in 40 patients
(70.17%) with incidence of faecal fistula in 3(7.5%).
Resection and end to end anastomosis i§ recom-
mended when two or more perforations are seen near

Table 6. Comparison of Mortality in Different Series

Author Year Cases Mortality
Mo. T

Prasad et af** 1975 15 3 20.0
Archampong™ 1976 283 66 233
Purohit et al™ 1978 41 f 14,6
Sultan & Wahead™ 198G 24 1 4.2
Purrani KM" 1995 47 4 9.8
Nizam, & Hussain™ 1997 40 & 15.0
Present study 1997 57 19 333

to cach other along with an unhealthy and friable gut
segment' ™',

In our study out of 7 cases one (14.28) developed
faecal fistula, one (14.28%) developed post operative
residual abscess and two (28.57) died. Ileostomy is
recommended in patients who are severely ill, with
poor peneral conditions”™" and right hemicoloeclomy
in cases where the site of perforation is very close
to ileocaecal valve, with gangrenous patch on the
caecal wall, The overall mortality observed in our
study was 33.33% (19 patients) which is higher than
other series (Table 6), most probably due to late
arrival at hospital.

e =

 CONCLUSION

Typhoid ileal perforation is very common in our
society with a high incidence of mortality and mor-
bidity. Prevention of the disease and a lowering of
its mortality rate will depend upon the availability of
a mass literacy education programme, pure chlori-
nated water, improved sanitation, better medical care,
immunization programmes and early diagnosis.
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