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ABSTRACT
In pediatric age group peptic ulcer disease 
and duodenal perforation are usually rare 
condition. We report here a case of 3 years 
old girl who presented with upper abdominal 
pain, fever. On examination, she was febrile, 
tachycardia, with the feature of peritonitis. 
X-ray Abdomen reveled pneumoperitoneum.  
After resuscitation and investigating the 
child, a provisional diagnosis of peritonitis 
due to hollow viscus perforation was made. 
The child was planned for laparotomy. 
Intraoperative diagnosis of first portion of 
duodenum perforation was made and she 
underwent repair of perforation.
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INTRODUCTION
Rare cause of life-threatening abdominal 
pain in children is Peptic ulcer disease 
(PUD), which may be complicated by severe 
hemorrhage or perforation. Perforation is 
the second most common complication 
of peptic ulcer disease.1,2 The disease is 
characterized by a loss of tissue penetrating 
gastrointestinal mucosa. Exact etiology 
of perforation still remains unclear, but 
some factors such as stress, an underlying 
disease, drugs like corticosteroid and non-
steroidal anti-inflammatory drugs.3 It is often 
localized on the anterior wall of the first part 
of duodenum. It is diagnosed by the presence 
of free air under diaphragm on radiological 
examination.3,4 However, an absence of free 
air under the diaphragm does not rule out the 
diagnosis of perforation. The incidence of 
duodenal perforation/peptic ulcer perforation 
is less in pediatrics population.  However in  
earlier times, the mortality for duodenal ulcer 
perforation in childhood was very high as in 
one of the report shows only 50 cases out of 
118 survived.4
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Here we are reporting a case who presented 
in emergency with feature of peritonitis. 
X-ray shows free gas under diaphragm. On 
exploration duodenal perforation was found 
and was repaired successfully.

CASE REPORT
3 years old female patient was brought in the 
emergency by her parents with the history of 
fever for 17 days which was not documented, 
partially relieved by the medication, and was 
not associated with chills and rigors. She 
also complained of pain abdomen which 
was generalized, without any relieving or 
aggravating factors and was not associated 
with vomiting. On examination, general 
condition was ill-looking, lying supine on bed, 
vital were within normal limit. Abdomen was 
distended, tender with generalized guarding 
and rebound tenderness. Liver dullness was 
obliterated and bowel sound was sluggish. 

Chest and cardiac examination was within 
normal limit. On review of her blood analysis
there was high total leucocytes count of 
28,400. Rest blood analysis was within normal 
limit. On Chest X-ray PA view, free gas was 
present on both dome of diaphragm (Fig 1). 
Ultrasound of abdomen revealed moderate 
ascites with internal septation and increased 
echogenicity in the upper quadrant. Patient 
underwent exploratory laparotomy and the 
intra-operative finding was perforation about 
0.5x0.5 cm on anterior wall of first part of the 
duodenum (fig 2) with moderate peritoneal 
contamination. Stomach and pyloric region 
were unremarkable. Rest of bowel was normal. 
Classical Graham patch repair was done; 
abdomen was closed with drain in subhepatic 
and pelvic. The initial postoperative period 
was quite critical however patient recovery 
was uneventful and she was discharge on 12th 
day.

 

 

DISCUSSION
Peritonitis due to hollow viscous perforation 
is the rare cause of acute abdomen in children. 
Exact etiology and pathology is not known 
but it have been reported that the incidence is 
1.55 cases per year in the Indian population.5 
Risk factors for duodenal perforation in 
children are as like the adults. Duodenal 

ulcer in children can also be associated 
with Zollinger Ellison syndrome, sickle cell 
anemia,  Helicobacter pylori  infection and 
blood group "O" but in western countries it 
is due to the steroid administration, NSAIDS 
and in the Asian countries, it is due to the 
malaria, gastroenteritis or lymphoma.6

Fig 1: Free gas under both domes of diaphragm   	       Fig 2: Perforation at first part of duodenum
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The other condition where gas under right 
diaphragm is found are right subphrenic 
abscess and Chiladiti syndrome the latter 
found to be very rare condition among 
children. 

The clinical presentation after perforation 
of duodenal ulcer may be those of an acute 
abdomen, but the signs may be masked 
particularly in the presence of other illness. 
Among the investigations, plain X-ray of 
abdomen with free gas under both dome 
of diaphragm is usually pathognomonic of 
duodenal perforation. In our case patient with 
the clinical history and presentation was in 
accordance to the duodenal ulcer perforation 
as it was confirmed preoperatively. 

There are various surgical procedures for 
duodenal perforation (laparoscopic/open) 
like Graham patch repair, truncal vagotomy, 
drainage procedure and hemigastrectomy.4 In 
the present case classical Graham patch repair 
was done. 

In summary duodenal ulcer perforation is rare 
in pediatric population.
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