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teriological examination and administered broad spectrum antibiotics pending the identification of germs. Di-
gestive stoma was performed in 61% (n = 89). Of these, 12.2% had a small bowel necrosis in that necrosis car-
rying a resection was performed previously. For patients with evisceration, we proceeded to the closure of the 
abdomen bolsters 8.8% (n = 13). A suture in iatrogènes13 perforations, 5% (n = 20). Washing with drainage 
were performed in patients with phrenic abscess in 17.6% (n = 26), but also in other patients 82.4% (n = 122). 
Surgery: they were single in 24.3% of cases (n = 36) and complicated in 22.3% of patients with type of wound 
infection 17.6% and 4.7% external digestive fistulas. A sample of the pus was made for cytology examination 
with susceptibility and local care have helped identify these infections. For digestive fistulas, they have dried in 
time is an 18 days. Mortality was 53.4% (n = 79) due to septic shock.  

4. Discussion  
The diagnosis of postoperative peritonitis is difficult because of the latent nature of local symptoms which 
makes the often misleading and non-specific clinical signs. There are no specific laboratory test to reject or con-
firm the diagnosis. This atypical clinic is responsible for a delay of reoperation. [5]. Early reoperation before 
organ failure remains the major concern of the surgeon. After laparotomy, post operative peritonitis is the most 
common cause 50% - 83% of surgical times [6]. We collected 148casesan incidence 10.5 cases per year and a 
frequency of 0.6 laparotomy (Table 1). This frequency is close to that reported in the literature [7] while others 
have found a rate of between 2% to 3.4% [8]-[11]. The average age in our study was 37.1 years close to that re-
ported in Ivory Coast [12] but younger than in Europe [13] [14]. Sex is not a risk factor for postoperative perito-
nitis occurred while a male predominance has been reported by many authors [13] [15] [16]. The diagnostic de-
lay is a derogatory mortality factor of 46.6%, however our postoperative peritonitis were diagnosed during the 
first postoperative week (less than 5 days) with 31.8% of early diagnosis. Clinical semi logy of postoperative 
peritonitis is not specific and often recognized late. Digestive signs that we have recorded: 47.3% contracture, 
the abdominale 23 pain, 6%, 21.6% and distention after digestive fluid 21.6% are reported in the literature [14] 
[15] to varying frequencies but close to ours. We noted against by a frequency difference in signs extradigestifs 
with others [14] [17], it is 27.7% of the fever, hypotension, 37.2%, 12.2% tachycardia, vomiting and hiccups 
10.1% 8.1%. Biological signs, mostly found in our observation was anemia with a hemoglobin level below 10 
g/dl in 55.11% of patients against the leukocytosis for studies in Cote d’Ivoire and England [6] [12]. We believe 
this is due to initial conditions and diagnostic delay. It is based on imaging diagnosis of postoperative peritonitis 
is confirmed and the decision of reoperation in urgent need [8]. The injected scanner is the gold standard for ob-
jectively digestive walls and collections. But due to its unavailability at any time, its high cost, we asked the ul-
trasound that is more accessible to patients. Morphological signs were marked by the presence of effusion on ul-
trasound in 29.7% (44/55). We believe that the operator dependence of ultrasound is the explanation. The anti-
biotic has been used based on isolated nuclei and their sensitivity (Table 2). Peritonitis by anastigmatic disunion 
is the most common etiology of postoperative peritonitis [8] [18]. In our study we recorded more than 37 diges-
tive fistulas (25%) (Table 3) as anastigmatic leak reported in the literature as the most common [8] [15]. We be-
lieve that these errors or technical errors are attributable to the surgeon and co-morbidities related field. The de-
terminant of postoperative treatment of peritonitis is the reoperation [1]. Early or late recovery is a prognostic 
factor [1] [8] that can [19] reported a mortality of 61% among patients carrying an organ failure in cases of early 
reoperation (<24 hours) against 88% in operating again patients beyond the 24th hour. Surgical procedures per-
formed in our series were digestive stoma 61% (n = 89), the closure of the abdomen bolsters in 8.8% (n = 13), a  
 
Table 1. Postoperative peritonitis and different authors. 

Authors Period of Study Size of Sample Postoperative Peritonitis % p Value 

Roehrborn A. Allemagne, [2] 2001 5812 2.0 p < 0.001 

Drăghici L. Roumanie, [7] 2012 18,676 0.9 p = 0.1 

Hssaida R Maroc, [11] 2000 16 2.1 p < 0.001 

Coulibaly B Mali, [10] 2013 724 3.4 p < 0.001 

Our Study Mali 2013 23,573 0.6  
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Table 2. Other clinical signs found in patients. 

Clinical signs Number % 

Anemia 82 55.11 

Parietale suppuration 25 16.5 

Tachycardia 18 12.2 

Elevated serum creatinine concentrations 17 11.5 

Vomiting 15 10.1 

Leucocytosis 14 9.5 

Hiccup 12 8.1 

 
Table 3. Bacteria and sensitivity of antibiotic. 

Bacteria Number Sensitivity of Antibiotic 

E. coli 70/126 Ceftriaxone 

Enterocoques 30/126 Amoxicilline + Gentamycine 

B. fragilis 16/126 Metronidazole et Clindamycine 

S. aureus 10/126 Amoxicilline +Acid Clavulanique 

 
Table 4. Wilting postoperative peritonitis of different authors. 

Authors  
Injury 

Roehborn A. Allemagne, 
2001 [2] n = 112 

Augustin P France,  
2010 [14] n = 41 

Bader Allemagne  
2009 [13] n = 114 

Our Study Mali GT,  
2013 n = 148 

Digestive Fistula - 9 (22.0%) - 37 (25%) 

Disunion Anastomosis 44 (66%) 14 (34.0%) 58 (50.9%) 34 (22.9%) 

Intra-Abdominal Abscesses 9 (13%) 10 (24%) 3 (5.4%) 26 (17.6%) 

Perforation Iatrogenic 7 (10%) 16 (39.0%) 26 (22.8%) 20 (13.5%) 

Necrosis Intestinale - - - 18 (12.2%) 

Evisceration - - - 13 (8.8%) 

 
suture perforations iatrogènes13.5% (n = 20) washing and drainage in all patients. We recorded a morbidity of 
22.3%, with the predominant complication fistula (25%). This result is lower than those of Degremont 50% in 
France [20] and Gonollu Turkey 32.4% [21]. The overall mortality rate of postoperative intra-abdominal infec-
tions is variable. The mortality rate in our study was 53.4%, or more than half of patients (Table 4). This result 
is higher than Dellinger 29% [3] and Chichom 29.8% [22] but lower than Nel 71% [4]. The causes of death in 
our series were acute renal failure, hepatic and septic shock.  

5. Conclusion 
Postoperative peritonitis is a serious complication of abdominal surgery, often difficult to diagnose. Support 
based on a multidisciplinary approach in which the surgeon, anesthetist and intensives radiologist plays a signif-
icant role. Only an early and effective therapeutic management can reduce morbidity and mortality in our coun-
try. 
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