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Typhoid perforation in a neonate: a case Report

Dovin FacsuLe*, M Obpicie* anp AT Duze**

Summary

Doyin Fagbule, Odigie M and Duze AT. Typhoid perforation in a neonate: a
case report. Nigerian Journal of paediatrics 1992; 19:15. A case of typhoid
perforation ina 26-day old neonate is reported. The baby Presented with a high grade
and continuous fever, increasing abdominal distension, and vomiting. Intestinal
perforation was confirmed radiologically and at laparatomy. Histopathology of the
perforated ileum showed acute necrotizing ileitis. Baby's serum was positive for
both flagellar and somatic antigens. She responded well to combined chemotherapy,
consisting of intravenous ampicillin, chloramphenicol and metronidazole (Flagyl).

Introduction

TYPHOID fever remains a major public
health problem in many parts of the world,' but
more so in developing countries with low socio-
economy and poor environmental sanitation.
Salmonella infection is endemic in Nigeria and
Salmonella typhi in particular has been reported
to be more prevalent in Ilorin than all other
serotypes, put together.? Perforation of the
bowel is the most serious complication of ty-
phoid fever.? * Previous reports on Salmonella
infections in Nigeria have not documented any
perforation in neonates.**® Peritonitis resulting
from typhoid perforation in a severely ill neo-
nate can be rapidly progressive and fatal unless
suspected early and treated vigourously and
appropriately. Surgical intervention offers the
best hope of survival? * The present case of
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typhoid perforation in a neonate is reported
because of its rarity, and as a reminder that this
condition should be considered in the djfferen-.
tial diagnosis of acute abdomen in the newbomn
period.

Case Report

A 26-day old full-term female neonate was
referred to the University of Ilorin Teaching
Hospital (UITH) fromaperipheral hospital where
she was admitted for two days prior to the
referral. There was a 5-day history of a high
grade and continuous fever, progressive abdomi-
nal distension, constipationand vomiting. Vom-
iting was copious and bile-stained, but not pro-
jectile. There was no haematemesis. The baby
refused all feeds and was crying excessively.
There was also acough. Both parents are butch-
ers and the baby was the fourth in the family. All
family members were well. The mother did not
rgceive any antenatal care; delivery was at home.
Baby passed meconium and urine within 12
hours of delivery. From the second day of life,
baby was placed on prophylactic traditional con-
coction against convulsions. Physical examina-
tion revealed atoxic, moderately dehydrated, ill-
looking baby, weighing 3.10kg. There was
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tachypnoea (respiratory rate of 72/min.). The
temperzture was 39.5°¢ and pulse rate 152/min.
There was mild pallor. There was no visible
peristalsis, but there were distended superficial
veins. The abdomen was tense and abdominal
organs were difficult to palpate due to tender-
ness. Percussion note was highly tympanitic and
bowel sounds were absent. Rectal examination
showed an empty rectum. Examination of the
lung fields as well as other systems was normal.
The provisional diagnosis was neonatal
septicaemia and paralytic ileus.

* Treatment comprised intravenous fluid (10%
dextrose in half-strength Darrow’s solution) in-
travenous cloxacillin (200mg/kg/day) and intra-
muscular gentamycin (5Smg/kg/day). A strict
input-output chart was kept. A naso gastric tube
was inserted and nil per oris regime instituted.
She was reviewed hourly by the physicians,
while the vital signs were recorded quarter-
hourly and the abdominal girth measured 4-
hourly,

Plain abdominal radiograph revealed gas-
eous distension of the small bowels, absence of
any gas in the colon and multiple fluid levels.
There was also pneumoperitoneum. Culrures of
blood, urine, cerebrospinal fluidand stoo! yielded
no organism. Haematological investigations
showed a packed cell volume (PCV) of 36%5 and
white blood cell count (WBC) of 18 x LO7/L,
with absciute neutrophillia and a left shift.

A surgical review of the case and the radio-
graphic findings suggested an intestinal
peforation. On the morning of the third day the
baby was taken to the theatre for laparotomy,
Operative findings included two smal circum-
scribed perforations (0.5 - 1cm in diameter), a
few centimetres from the ileo-caecal valve at the
antimesenteric border of the terminal ileum.
There was free pus in the peritoneal cavity with
lots of fibrinous adhesions and a distended blad-
der. The perforation was closed and 2 thorough
cleaning of'the abdomen undertaken, Specimen
of perforated ileum was sent for histopathology

studies which revealed a neorotic tissues sur-
rounded by polymorphs, eosinophils and giant
lymphocytes. No granulomata were seen. The
muscle coat was diffusely infiltrated by lympho-
Cytes. Based on these findings a morbid ana-
tomical diagnosis of an acute typhoid
necrotizing ileitis was made.

Post-operatively, attempts were made to
confirm typhoid infection as well as to trace the
source of infection. Cultures of baby’s blood,
stool, peritoneal pus, as well as maternal blood,
stool, urine and breast milk yielded no organism.
Maternal blood serum showed no agglutination,
but baby’s blood serum was positive for both
flagellar and somatic antigens. .

Post-operatively, the antibiotics were
changed to intravenous ampicillin (200mg/kg/
day), metronidazole (7.5mg/kg/dose 8 hourly)
and chloramphenicol (100mg/kg/day);
nasogastric sunctioning and nil per oris were
maintfained.

Post-operative PCV was 32%, and the baby
was transfused with packed cells. Temperature
settled at 37°¢ two days post-operative. On the
fourth post-operative day, the patient was com-
menced on clear fluids orally; subsequently ex-
pressed breast milk and later breastfeeding was
commenced.

The patient passed normal, formed stools on
the fifth post-operative day. She was discharged
on the 12th post-operative day.

Discuszion

Perforations ofthe bowel inthe newbom due
to causes other than typhoid have been docu-
mented in the literature * ' Small bowel perfora-
tion may be spontanesus in apparently well
infants, or secondary to perinatal asphyxia with
artificial resuscitation, birth trauma, or diagnes-
tic procedures. [tmavalso complicate necrotizing
enterocolitis, meconium ileus, Meckel's diver-
ticulum or gastrogenic oy sts. Most perforation in
the new born tend 1o be gastric or duodenal.
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