The Journal of Medical Research 2017; 3(2): 57-59

Case Report

JMR 2017; 3(2): 57-59
March- April

ISSN: 2395-7565

© 2017, All rights reserved
www.medicinearticle.com
Received: 05-03-2017
Accepted: 28-04-2017

*Corresponding author:
Dr. Sunder Goyal
Professor and Head, Surgery

Department, Kalpana Chawla
Govt Medical College, Karnal
India

Tel: +919416839094

Email:
goyal.sunder[at]yahoo.in

Peptic perforation in Children: a diagnostic dilemma
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Abstract

Pediatrics duodenal ulcer disease is an uncommon clinical entity. There is diagnostic dilemma even in cases with
complications like perforation, pneumoperitoneum and hemorrhage. Diagnostic dilemma is due to low index of
suspicion due to low incidence. We report a perforated duodenal ulcer in a young child who presented with nausea,
anorexia, abdominal pain and pneumoperitoneum. There was no history of predisposing risk factors like non steroidal
anti-inflammatory drugs (NSAID), corticosteroids and physiological stress.
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INTRODUCTION

There are countable causes of the acute surgical abdomen in infants and children. In case of significant
pneumoperitoneum, one has to differentiate between perforated appendicitis and peptic perforation in
otherwise healthy children. The incidence of perforated peptic ulcers in children is less in developed

countries as compared to developing countries 3] and is due to malaria, meningitis, gastroenteritis, and
lymphoma 47 we report a case of perforated duodenal ulcer in a young child without any history of

predisposing risk factors like H. Pylori, NSAID drugs, corticosteroids and physiological stress.
CASE REPORT

An 11 years female child presented with history of pain abdomen and vomiting of one day duration. The
patient took treatment locally, with no relief. The patient also took treatment for pain abdomen and fever
from local private practitioner 15 days back.

On Examination: abdomen was distended with a board like rigidity and tenderness. Guarding and rigidity
were present all over the abdomen. Bowel sounds were absent. X-ray Abdomen revealed Free Air under
both domes of the diaphragm (Fig-1). USG Abdomen showed free fluid and air in abdomen. Total Local
Count -40740/cm. Differential Leukocyte Count- Polymorphs 87, Lymphocytes 9, Monocytes 2, Eosinophil
2. C-Reactive Protein 48.5 mg/L. Exploratory Laparotomy was performed and closure of duodenal
perforation was done with the omental patch (Fig-2). Post-operative period was uneventful.

DISCUSSION

Duodenal ulcer is a rare clinical entity in children with very few reports in the literature. Its reported
incidence is of 1.55 cases per year as per Indian series L Pneumoperitoneum and peritonitis following the

peptic ulcer perforation is an uncommon cause of an acute abdomen in children. Most common cause of

[19]

pneumoperitoneum and peritonitis in chidren is perforated appendicitis . Usually diagnosis is

overlooked because of vague and variable symptoms and due to low index of suspicion 0} Mostly the
diagnosis of peptic ulcer in children is made due to complications like perforation and hemorrhage -4

Postoperative complications are higher due to delayed diagnosis and treatment.

Associated diet may be a predisposing factor A syndrome, sickle cell anemia, H. pylori infection [101,

blood group O, etc. are primary causes for peptic ulcer in children. Where as non steroidal anti-

[15,16]

inflammatory drugs (NSAID), corticosteroids , physiological stress (in burns, head injury), or mucosal

ischemia are secondary causes for perforation.
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In Western countries, causes for peptic perforation in children are
mainly chronic steroid administration, NSAIDs, severe underlying
. . . . [17-22] .
iliness, trauma, iatrogenic perforations from EGD, whereas in
Asian countries perforation is secondary to meningitis, malaria,
lymphoma, and gastroenteritis 147,23

In a series of 52 patients reviewed by Hua et al., peptic perforation was
common in male adolescents where as our patient was 11 years female
9, According to another study, peptic perforation was due to
secondary causes like NSAID drugs or severe underlying disease in
patients less than 10 years age where as in elder patients perforation
was due to primary etiology. Incidence of recurrence is higher in
patients with primary duodenal perforation B,

The H. Pyloriinfection is prevalent in Asian and developing countries
where as its incidence has declined in the Western Counties. Children
with primary peptic ulcer disease should be investigated for H. Pylori
infection as reported incidence of recurrence is high in Peptic ulcer
disease secondary to H. Pyloriinfection. Usually children acquire H.
Pylori infection from their mothers by sharing a bed and sharing plates,
spoons, or tasting food by the mother before feeding the child 120,241

There exists a diagnostic dilemma as peptic ulcer disease is uncommon
in children. The diagnosis of perforated duodenal ulcer is often missed
in the emergency setting due to low index of suspicion. Due to delayed
diagnosis, children usually present late with shock ) and thus there are
higher chances of morbidity and mortality. Diagnosis of perforated

duodenal ulcer is usually made on exploratory laparotomy for
peritonitis in-spite of pneumoperitoneum in abdominal X-ray.

The treatment of perforated duodenal ulcer is surgical repair (open or
laparoscopic). Various methods of treatment include simple closure
with omental patch, truncal vagotomy and drainage procedure (TVGJ),
hemigastrectomy, etc. There is no extensive study regarding role of
acid lowering procedures in children. Edwards et al. reported a series
of 29 pediatric patients with complicated peptic ulcer disease and
recommends that complicated peptic ulcer disease may be treated
with an antacid procedure at the time of initial operation. Otherwise
simple repair of ulcer or with omental patch is enough 19251 The
consensus from review of the literature is consistent with our decision
to treat the perforation with primary repair and omental buttress 26.27]
Simple closure of the perforation with omental patch is an adequate
procedure in emergency and can be followed up with medical
treatment for the peptic ulcer disease after proper evaluation, a view
that is shared by other authors as well (11.12,16]

Laparoscopy repair of peptic ulcer is safe and effective in children (727,
In a reported series, 17 pediatric patients of perforated peptic ulcers
were repaired laparoscopically 271,

Figure 1: X-ray Abdomen-Free Air under both domes of diaphragm

CONCLUSION

This case signify a rare cause of acute abdomen in pediatric patients.
The incidence of perforated peptic ulcer in children is uncommon and
poses diagnostic dilemma to treating physician. Laparoscopy is a safe
procedure in the surgical management of peptic ulcer disease in
children. Ideally, perforation should be treated with primary closure,
with or without omental patch followed by medical treatment of the
underlying cause.

Conflicts of Interest
The authors declare no conflict of interest.
REFERENCES

1. Azarow K, Kim P, Shandling B, Ein SA. 45-year experience with surgical
treatment of peptic ulcer disease in children. J Pediatr Surg. 1996;31: 750—
3.

2.  Deckelbaum RJ, Roy CC, Lussier-Lazaroff J, Morin CL. Peptic ulcer disease: a
clinical study in 73 children. Can Med Assoc J. 1974;111: 225-8.

3. Drumm, B, Rhoads JM, Stringer DA, Sherman PM, Ellis LE, Durie PR. Peptic
ulcer disease in children: etiology, clinical findings, and clinical course.
Pediatrics. 1988; 82: 410-4.

Figure 2: showing duodenal perforation during laparotomy

4.  Goldman N, Punguyire D, Osei-Kwakye K, Baiden F. Duodenal perforation
in a 12-month old child with severe malaria. Pan Afr Med J. 2012;12: 1.

5.  Tanzer F, Baskin E, Icli F, Toksoy H, Gokalp A. Perforated duodenal ulcer:
an unusual complication of meningitis. Turk J Pediatr. 1994;36: 67-70.

6.  Wilson JM, Darby CR. Perforated duodenal ulcer: an unusual complication
of gastroenteritis. Arch Dis Child. 1990;65:990-1.

7. Yadav RP, Agrawal CS, Gupta RK, Rajbansi S, Bajracharya A, Adhikary S.
Perforated duodenal ulcer in a young child: an uncommon condition.
JNMA J Nepal Med Assoc. 2009;48:165-7.

8.  Maudar KK, Dutta J, Mitra S. Duodenal ulcer disease in children. World J
Surg 1980; 4: 261-5.

9. Hua MC, Kong MS, Lai MW, Luo CC. Perforated peptic ulcer in children: a
20-years experience. ) Pediatr Gastroenterol Nutr. 2007;45:71-4.

10. Roma E, Kafritsa Y, Panayiotou J, Liakou R, Constantopoulos A. Is peptic
ulcer a common cause of upper gastrointestinal symptoms? Eur J Pediatr
2001; 160-497-600.

11. Tan SH, Joseph VT, Wong HB. Perforated chronic duodenal ulcer in
children. Singapore Med J 1984;25:187-9.

12. Johnstone JMS, Rintoul RF. Perforated duodenal ulcer in childhood. Br J
Surg 1972;59:288-9.

13. Kaushal RK, Narang A, Mitra SK, Prasad GR. Perforated duodenal ulcer.
Indian Pediatr 1983;20:385.

14. Moon D, Weeks D, Burgess B, O’Connor R. Perforated duodenal ulcer
presenting with shock in a child. Am J Em Med 1997;15:167-9.

15. Hernandez-Diaz S, Rodriguez AG. Association between non steroidal anti-
inflammatory drugs and upper gastrointestinal tract bleeding perforation:

58



16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

An overview of epidemiologic studies published in 1990s. Arch Intern Med
2000;160:2093-9.

Bickler SW, Harrison MW, Campbell JR. Perforated peptic ulcer disease in
children: Association of cortiocosteroid therapy. J Pediatr Surg
1993;28:785-7.

Bickler SW, Harrison MW, Campbell JR. Perforated peptic ulcer disease in
children: association of corticosteroid therapy. J Pediatr Surg.
1993;28:785-7.

Dohil R, Hassall E. Peptic ulcer disease in children. Baillieres Best Pract Res
Clin Gastroenterol. 2000;14:53-73.

Edwards MJ, Kollenberg SJ, Brandt ML, Wesson D., Nuchtern JG, Minifee
PK et al. Surgery for peptic ulcer disease in children in the post-
histamine2-blocker era. J Pediatr Surg. 2005;40:850-4.

Ertem D. Clinical practice: Helicobacter pylori infection in childhood. Eur J
Pediatr. 2012.

Schwartz S, Edden Y, Orkin B, Erlichman M. Perforated peptic ulcer in an
adolescent girl. Pediatr Emerg Care. 2012;28: 709-11.

Sherman PM. Peptic ulcer disease in children, diagnosis, treatment, and
the implication of helicobacter pylori. Gastroenterol Clin North Am.
1994;23:707-25.

Nuhu A, Kassama Y. Experience with acute perforated duodenal ulcer in a
West African population. Niger J Med. 2008;17:403-6.

Ford AC, Axon AT. Epidemiology of Helicobacter pylori infection and public
health implications. Helicobacter. 2010;15:1-6.

Toubanakis G. Perforated chronic duodenal ulcer in children with
coexistence of acute appendicitis. Aust Paediatr J. 1988;24:371-2.
Sanabria AE, Morales CH, Villegas MI. Laparoscopic repair for perforated
peptic ulcer disease. Cochrane Database Syst Rev. 2005.

Wong BP, Chao NS, Leung MW, Chung KW, Kwok WK, Liu KK.
Complications of peptic ulcer disease in children and adolescents:
minimally invasive treatments offer feasible surgical options. J Pediatr
Surg. 2006;41:2073-5.

59



