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ABSTRACT 
Perforation peritonitis is a commonly encountered entity all over the world but more so in the developing world. 

The third world surgeon should thus be aware of the modes of presentation which may be slightly unusual. We 

present a case series of two cases of perforation peritonitis where a double perforation was encountered. 
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INTRODUCTION  

 

A 50-year-old female presented with a two days 

history of generalized abdominal pain accompanied 

by vomiting on the third day. On examination, her 

abdomen was diffusely tender, distended and rigid 

with loss of liver dullness on percussion. A chest 

radiograph revealed free gas under the diaphragm. 

A presumptive diagnosis of a appendicular 

perforation was made and a laparotomy conducted. 

At laparotomy, about 1.5 litres of free fluid was 

found in peritoneal cavity. Appendix was found to 

be gangrenous and perforation was found at the 

apex. But about 40cm proximal to ileocolic 

junction, a perforation was found (Fig 1). The ileal 

perforation   was primarily closed with subsequent 

appendecectomy. Copious peritoneal washout was 

followed by Morrison’s, and pelvic drainage. Her 

recovery was uneventful. She was discharged on 8
th

 

day. 

 

In or second case a 35-year-old male presented 

with a two day history of generalized abdominal 

pain, history of chronic alcohol ingestion and 

cigarette smoking. His abdomen was diffusely 

tender and rigid with loss of liver dullness on 

percussion. A chest radiograph revealed free gas 

under the diaphragm. A presumptive diagnosis of a 

duodenal perforation was made and a laparotomy 

was conducted. At laparotomy, about 1 litre of free 

fluid was found in peritoneal cavity, bilious in 

appearance (Figs 3&4). Both the perforations were 

primarily closed and omental patch was put. 

Copious peritoneal washout was followed by 

Morrison’s, and pelvic drainage. His recovery was 

uneventful. He was discharged on 6
th

 day. 

 
DISCUSSION 

A dual perforation is rare not the first thing a 

surgeon may be thinking of while conducting a 

laparotomy but nonetheless, he should be ready for 

any surprise the acute abdomen may spring
1
. There 

are other causes for multiple perforations of the 

bowel due to a single pathology such as typhoid 

fever, tuberculosis or non-Hodgkin’s lymphoma
2
. 

A rare cause of perforation of two regions of the 

gastrointestinal tract is Degos’ disease (malignant 

atrophic papulosis), a rare form of arteritis
3
. 

However, we believe that we are the first to report 

such a case where dual pathology led to a 

perforation in the appendix and distal intestine. 

Perforation in duodenum usually occurs in first 

part. It is the anterior ulcer which usually gets 

perforated, while posterior ulcer bleeds. Duodenal 

ulcer is usually multifactorial. Chronic H.pylori 

infection, smoking, alcohol, hyperacidity, NSAID, 

Stress are some of the risk factors leading to 

duodenal ulcer. Usually duodenum shows a single 

perforation. Dual perforation of duodenum is rare. 

The cause may be the same pathology occurring at 

two different places in the 1
st
 part of the duodenum 
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                               Fig 1 

 

 
                               Fig 2  

Figs 1 & 2 showing perforation of the appendix 

and distal ileum 

   
                              Fig 3 

 

 

 
                             Fig 4 

Figs 3 & 4 showing a double perforation of the 

duodenum 
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