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INTRODUCTION 

Intestinal perforations due to typhoid are still prevalent in 

many developing countries including India. The rates of 

perforation in patients with typhoid reported in literature 

vary between 0.8% and 18%.
1
 The high incidence of 

perforation in developing countries is due to late 

diagnosis and emergence of MDR strains of salmonella 

typhi. Ileum is the most common site for typhoid 

perforations. Studies suggest that caecal typhoid 

perforation is very rare and is reported to be between 0% 

to1.8% out of the typhoid perforation spectrum.
1,2

 

CASE SUMMARY 

A 15 years old male child  presented to the emergency 

department with complaints of fever for 3 weeks, pain 

abdomen and vomiting for the past 6 days and failure to 

pass either stools or flatus for the past 3 days. On 

examination, the patient was conscious and oriented but 

was dehydrated and had tachycardia. Abdomen was 

distended with severe guarding and rigidity. Bowel 

sounds were sluggish. Digital rectal examination was 

normal. Patient was resuscitated and investigated. 

Ultrasound abdomen suggested large air containing fluid 

collection with thick internal echoes in the paracolic 

gutter bilaterally, likely resulting from perforation. A few 

enlarged lymph nodes were also seen. X-ray abdomen 

showed typical air under the diaphragm. Blood 

investigations showed hemoglobin of  8g/dl, TLC  

13000/cu mm,  DLC of P 67%, L 28%, E 5%, M 0% and  

platelet count of 4.8 lacs/cu mm. Renal functional tests 

and serum electrolytes were grossly normal. Widal test 

was reported as salmonella typhi O titres of 1:160 

suggesting that the patient had typhoid. The patient was 

adequately resuscitated with intravenous fluids to 

maintain a urine output of 2 ml/hour. Nasogastric tube 

was inserted and around 200ml of bilious fluid was 

drained. Foley’s catheterization was done and 

intravenous antibiotics were started. 1 unit of whole 

blood was transfused and patient was taken to the 

operating room. Under general anesthesia laparotomy 

using a mid line incision was carried out. Intraoperatively 

around 2.5 litres of thick foul-smelling pus was drained. 

Dense adhesions were present involving the terminal 

ileum, caecum and ascending colon which had formed a 

mass in the right inguinal fossa.  
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Typhoid fever leading to only caecal perforation is a rare cause of acute abdomen in children. We present a case of a 

15 year male child with typhoid fever admitted with perforation and peritonitis. At laparotomy a large perforation was 
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been reported in literature where only the caecum was involved in typhoid, sparing the terminal ileum which is the 

most common part to be affected. 
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Figure 1: Cut section of the excised ileum , caecum 

and appendix. 

 

 

Figure 2: Histological sections of the perforation 

margin. 

A large 2x2 cm perforation was found in the caecum and 

the appendix was inflamed. Adhesiolysis and resection of 

the ilieocaecal junction with end to end anastomosis of 

ileo-ascending colon was done. The patient had a hectic 

post-operative period with regular spikes of fever. The 

abdominal drain had around 300-400ml of foul-smelling 

pus post-operatively which gradually reduced and ceased 

by the 5th post-operative day. IV fluids with potassium 

supplementation and IV antibiotics were administered. 

Pus culture revealed Acinetobacter sp. senstitive to 

imipenum, meropenum, amikacin and gentamycin. 

Patient’s abdominal drains were removed on the 5th post 

operative day and gradually he was started on full oral 

diet by the 9th day. Patient was discharged on the 10th 

post-operative day in good clinical condition. He 

remained on regular follow up and was noted to be 

accepting oral diet and gaining weight. 

Gross and histo pathology 

On macroscopic pathological examination the excised gut 

portion of ileum, caecum and appendix measured 16 cm 

in length and grossly had serosa covered by exudate. On 

cutting open, perforation was seen at the postero-lateral 

wall of the caecum about 6 cms from the smaller cut end.  

Microscopically, sections from the perforated margins 

showed focal ulceration with hypertrophy of Peyer’s 

patches. There was evidence of serositis composed of 

chronic inflammatory infiltrates including macrophages 

along with congested blood vessels. Section of excised 

lymph nodes showed lymphadenitis. The overall 

impression was of caecal ulcer with perforation 

consistent with enteric pathology. 

DISCUSSION 

Typhoid fever, caused by gram negative bacillus 

Salmonella typhi, is still a major public health issue in 

many developing countries.
3
 It is transmitted through 

faeco-oral route, and due to lack of clean potable water 

and poor finances, continues to cause widespread disease 

in dwellers of these areas. Females are affected more than 

males with predominance in the younger age group. 

Typhoid fever carries the dreaded complication of ileal 

perforation and rarely perforations involving other parts 

of the gut too.
4-7

 The incidence of perforation ranges from 

0.9% to 39% with a mortality rate which remains very 

high though showing a declining trend.
8
 The mortality 

and morbidity of the patient primarily does not depend on 

the surgical technique used but on the general status of 

the patient, the virulence of the organism and the duration 

of the disease before surgical treatment is carried out.
9 

The major reason for adverse outcome is the associated 

peritonitis and sepsis.
10 

Typhoid perforation usually occurs in 2
nd

 to 3
rd

 week of 

fever as in the case reported here.
11

 Although typhoid 

ulcers could occur anywhere from the stomach to the 

rectum, the terminal ileum is usually mostly involved due 

to the high concentration of Peyer's patches.
12

 Colonic 

involvement is very rare.
7
 It is postulated that colonic 

involvement is due to direct bacterial invasion while ileal 

lesions are due to enterotoxin produced from parasitized 
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macrophages that caused hyperplasia, necrosis and 

ulceration.
1,12

 

The patient presented here had history and examination 

of typhoid fever with intestinal perforation and 

peritonitis, along with consistent findings on abdominal 

imaging. The late arrival to the hospital after onset of 

features of perforation led to peritonitis causing a stormy 

course even after surgery. As bacteriological and 

serological investigations usually take one to three days 

for results, vigorous resuscitation is done and when 

patient is stable patient may be taken up for surgery, as 

was done in this case.
13-16

 

Typhoid perforation mainly affects the terminal 40 cm of 

the ileum in 72% - 78% of cases; the jejunum, caecum, 

colon and gallbladder are involved to lesser degree.
17 

Pathological changes are not just restricted to perforation 

sites. The diseased gut is characterised by diffuse non-

specific enterocolitis with hypertrophy, necrosis and 

ulceration of intestinal and mesenteric lymphatic tissue. 

This is the reason for mainly the terminal 60 cm of the 

ileum to be oedematous and friable.  

Early surgery is the optimal treatment in typhoid 

perforations as it stops the source of further fecal 

contamination of the peritoneal cavity.
16

 There are 

various surgical procedures but resection of the affected 

gut and anastomosis was carried out in this patient 

leading to satisfactory outcome.  

CONCLUSION 

Early recognition and adequate resuscitation followed by 

timely surgery along with appropriate antibiotics is 

important in the management of typhoid perforation. The 

most common site for typhoid perforation is ileum 

although perforations may also occur though less 

commonly in jejunum, caecum, colon and gallbladder. 

Not only the perforated site but the entire diseased gut is 

characterised by diffuse non-specific enterocolitis with 

hypertrophy, necrosis and ulceration of intestinal and 

mesenteric lymphatic tissue. 
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