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Abstract
Genital peritonitis is rare in daily surgical practice in Congo-Brazzaville.
Clandestine abortions are incriminated. The purpose of the study is to analyze the epidemiological, etiological, diagnostic and therapeutic aspects of
genital peritonitis. A retrospective and case series study was realized in departments of Digestive Surgery and Gynecology-Obstetrics of the University
Hospital of Brazzaville. The inclusion criteria for the diagnosis of peritonitis
were abdominal pain, fever, transit disturbances and signs of peritoneal irritation. The parameters studied were: age, etiological circumstances, anatomical lesions, type of surgical treatment and evolution. During the study period
(July 1, 2015-December 31, 2017), 306 patients were admitted to both departments for acute generalized peritonitis. Among them, a genital cause was
incriminated in 18 (5.9%) patients. The mean age was 27.6 ± 3.1 years. At the
parity and gestational level, 93% of patients had at least two pregnancies, but
not more than the second trimester. In addition, 50% of the patients had an
induced miscarriage, due to uterine and intestinal lesions. Induced miscarriages accounted for half of etiological circumstances. Physical examination of
the abdomen revealed abdominal contracture in 61.1% of cases. Main visceral
lesions were uterine perforation (55.5%) followed by rupture of tubo-ovarian
abscess (38.9%). The operative follow-up was simple in 83.33% of cases. In
conclusion, genital peritonitis remains unfrequented. Median laparotomy has
been the main therapeutic approach in our context where emergency laparoscopic surgery is not yet common.
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1. Introduction
Acute peritonitis is the peritoneum inflammation by septic inoculation, usually
from an intraperitoneal organ and more rarely after general contamination [1].
This inflammation is of two kinds: the first results from haematogenous spread
or iatrogenic contamination of the abdomen without a defect of the gastrointestinal tract; on the other hand, the second is due to a direct contamination of the
peritoneum by spillage from the gastrointestinal or urogenital tracts or their associated solid organs [2] [3]. More recently, a third order has been added: tertiary peritonitis, which refers to secondary peritonitis that persists for more than
48 hours after an attempt to control the surgical source [4]. It can be localized or
generalized.
Genital origin is quoted when the inflammation of the cavity follows a uterine,
salping or ovarian cause [5]. Genital peritonitis is rare, its frequency varies from
one study to another and according to the environment [6]. Clinical symptomatology is crude and often misleading. This explains the diagnostic difficulties and
the delay in treatment, especially nowadays because of clandestine abortions in
sub-Saharan African countries. These, unauthorized, are responsible for significant maternal mortality [7] because of the often polymorphous and misleading
symptomatology. The principles of surgical management of secondary peritonitis have changed little since the 1900s: eliminating the septic focus, removing
necrotic tissue and draining purulent material [2].
The purpose of this study was to analyze the epidemiological, etiological, diagnostic and therapeutic aspects of genital peritonitis at the Brazzaville University Hospital.

2. Material and Methods
2.1. Study Design
A retrospective and case series study was conducted from July 1, 2015 to December 31, 2017 in the departments of Digestive Surgery and Gynecology-Obstetrics
of the Brazzaville University Hospital, Congo. The relevant information was
taken from the files respectively in both services.

2.2. Selection Criteria of Patients
The inclusion criteria used for the diagnosis of peritonitis were abdominal pain,
fever with a temperature greater than or equal to 38˚C, transit disorders (diarrhea, vomiting, stopping of faeces and gas) and signs of peritoneal irritation (defense, contracture) in a context of amenorrhea. In most cases, the context of occurrence of peritonitis was suggestive and sometimes confessed, including the
notion of endo-uterine maneuver and abortion. The confirmation of pelviperitonitis or tuberculous peritonitis diagnosis in patients during the file review was
an exclusion criterion. The National Ethic Committee of Health and Sciences
Research of Congo approved data collection. The board waived the need for informed consent, as this was a retrospective study.
DOI: 10.4236/ss.2019.1010041
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2.3. Variables
The paraclinical examinations used abdominal X-ray, abdominal ultrasound and
abdominal CT scan.
All patients underwent emergency exploratory laparotomy. Subsequently,
they were admitted to the gynecology-obstetrics department when the found lesion was genital or in the department of Digestive Surgery when a digestive lesion revealed. Patients were divided into three age groups: 18 - 27 years old; 28 37 years old and 38 - 47 years old.
The parameters studied were: age, etiological circumstances, anatomical lesions, type of surgical treatment and surgical outcome.

2.4. Statistical Analysis
Qualitative data are expressed as effective and percentage, quantitative data as
mean ± SD. The comparison between several percentages and the difference
between the three age groups were performed using S test of Sokal and Rolhf [8].
Chi square test was used to assess the relationship between severity and outcome. The severity was appreciated by the occurrence of septic shock state and
hypovolemia. p < 0.05 defined the level of statistical significance. All data has
been entered from the Epi-Info 2000 version 6.0 software. Data grouping and
statistical analysis were performed using SPSS software version 23.0 at the Laboratory of Numerical Analysis, Computer Engineering and Applications, Faculty of Sciences and Technology, Marien Ngouabi University.

3. Results
3.1. Epidemiological Aspects
During the study period, 306 patients were admitted to both departments for
acute generalized peritonitis. Among them, a genital cause was incriminated in
18 patients, as a frequency of 5.9%.
Data for age for patients sample are indicated in Table 1.
More than half of the patients (n = 14, 77.7%, p = 0.035) were between 19 and
37 years of age. The mean age was 27.6 ± 3.1 years (range: 18 - 41 years). Of the
marital status, 12 (66.7%) were single, 4 were common-law, and two were married.
Their level of education did not exceed the secondary level of high school. At the
parity and gestational level, 93% of patients (n = 17) had at least two pregnancies,
but not more than the second trimester. In addition, 50% of the patients (n = 9)
had an induced miscarriage, due to uterine and intestinal lesions.
Table 1. Distribution of patients as function as age.
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Age (years)

n

%

18 - 27

8

44.4

28 - 37

6

33.3

38 - 47

4

22.3
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3.2. Etiologies and Field
The analysis of etiological circumstances revealed a frequency of 50% of induced
miscarriages, which were the main causes of generalized acute peritonitis (Table
2). These were followed by tubo-ovarian abscesses (33.3%). Immunosuppression
to HIV accounted for only 11.1% of cases (n = 2).

3.3. Clinical and Paraclinical Aspects
Anamnestic data indicated that at admission, all patients presented abdominal
pain and fever. In addition, after the clinical examination an impairment of the
general condition was revealed in 8 patients (44.4%). Genital bleeding was observed in nine patients (50%), associated to miscarriage and uterine rupture in
one patient. Abdominal physical examination revealed an abdominal distension,
with generalized defense in 7 patients (38.9%); abdominal contracture was found
in 61.1% of cases (n = 11, p = 0.041).
All patients underwent emergency abdominal ultrasound. In contrast, computed tomography was performed in only 3 patients, that revealed an intraperitoneal effusion and a uterine lesion.

3.4. Therapeutic Aspects and Injury Assessment
All patients underwent exploratory laparotomy during which various visceral lesions were found (Table 3). First, 55.5% (10 cases) of the patients had uterine
perforation, followed by rupture of tubo-ovarian abscess (7 cases, 38.9%). The
letting of threads suture constituted only one case. Antibiotic therapy preceding
and completing the surgical procedure targeted aerobic and anaerobic germs.
Metronidazole-associated ceftriaxone was chosen in all patients for 7 - 14 days.
This laparotomy made it possible to perform the surgical procedures reported
in Table 4.
Table 2. Data of main etiologies.
Etiologies

n

%

Endo-uterine maneuvers

10

55.5*

Rupture of tubo-ovarian abscess

6

33.3

Rupture of an ovarian cyst

2

11.2

Total

18

100

*p < 0.05.

Table 3. Main anatomic lesions observed.
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Types of lesions

n

%

Rupture of tubo-ovarian abscess

7

38.9

Uterine perforation

5

27.8

Uterine and sigmoidal perforation

3

13.7

Uterine and ileal perforation

2

11.1

Letting go of threads suture

1

8.5

Total

18

100
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Table 4. Surgical treatment techniques.
Surgical gesture

n

Hystérorraphie

9

Adnexectomy

6

Colostomy

3

Ileostomy

2

Hysterectomy

2

3.5. Biological Aspects
Only 12 patients benefited from bacteriological analysis of pus. Echerichia coli
and Staphylococcus aureus were the most common germs.

3.6. Evolution
Mean duration of hospitalization was 9.48 days. Operative follow-up was simple
in 83.3% of cases (n = 15) and complicated in 16.7% of cases (n = 3). These
complications were made of parietal suppurations. Two deaths were observed,
due to septic shock (11.1% of cases).

4. Discussion
4.1. Epidemiological Aspects
Peritonitis of genital origin is uncommon surgical pathology. In our study, frequency is 5.9%. However, this frequency is variously appreciated according to
the authors. Harouna in Niger [9], Ouangré in Burkina Faso [10], Kanté in Mali
[11] and Ngo Nonga in Cameroon [12] report respectively 6%, 3.2% and 12.5%
and 9%.
The frequency of peritonitis of genital origin is clearly decreasing at the Brazzaville University Hospital compared to the Iloki et al. [13] study in 1997 which
recorded 10.86%.
The epidemiological profile of patients with genital peritonitis reveals that
they are young, low socio-economic and intellectual, often single or common-law.

4.2. Etiological Aspects
In our study, peritonitis is seen in two patients with HIV immunodepression.
Indeed, HIV lowers immunity and exposes to infection. In the context of genital
peritonitis dominated by abortions, it is legal to routinely make HIV serology for
screening for early management in case of positivity. Peritonitis by uterine perforation was found in half of our patients. Indeed, it remains a frequent complication of clandestine abortions [13] [14]. This perforation is often associated
with small bowel or colon damage [15] [16]. The practice of voluntary termination of pregnancy in hiding by a staff unqualified and in the most often septic
DOI: 10.4236/ss.2019.1010041
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conditions justifies the spread peritoneal microbial. This seeding is all the more
important when uterine perforation is associated with hail or colonic perforation.
During abortions, intestinal lesions are relatively common and increasingly
more reported [15] [16] [17]. Most often, the damaged intestinal segment is
discovered during laparatomy for post-abortion peritonitis [18] [19]. Sometimes, the damaged intestinal segment is externalized to the vulva [20]. The socio-professional distribution of women who abort shows that those who do not
have students, are most exposed to the various complications peritonitis.

4.3. Clinical and Para-Clinical Aspects
Like all peritonitis, peritonitis of gynecological origin translates clinically by peritoneal syndrome found in all patients with pain abdominal pain and peritoneal
irritation resulting from a defense or abdominal contracture. Given the delay in
consultation, these patients most often are presented at the advanced stage of
peritonitis associated with septic shock.
Not all patients received bacteriological sampling because of the insufficiency
of the technical equipment in the laboratory. Nevertheless, two main germs
could be isolated including Echerichia coli and Staphylococcus aureus. Severity
of peritonitis is related to the effects of a synergistic aerobic-anaerobic association and the pathogenic role of Enterobacteria type Echerichia coli [15].

4.4. Therapeutic Aspects
For all our patients, median laparotomy was the main approach to the cavity peritoneal while under other skins, laparoscopic surgery is supplanting surgery
conventional. The laparotomy nevertheless made it possible to assess the lesions
and to decide an adapted therapeutic attitude.
The attitude of proposing drainage by posterior colpotomy carried out by
some authors [14] regardless of the type of peritonitis seems dangerous for future vital and functional of the patients. Most authors agree our approach [21]
[22] [23].
Antibiotic therapy for surgery is fundamental and essential in the treatment of
peritonitis in general [24] and particularly genital peritonitis. It must be broad
spectrum. The authors agree that cefotaxime and cephalosporins are the probabilistic treatment of choice [25] [26] [27] [28].

4.5. Evolution and Outcome
Parietal suppuration is the main postoperative complication as most peritonitis
[8] [9] [11] [29].
Mortality is still high because of the delay in surgical management of these peritonitis since the majority of patients in almost total deprivation, we are referred to peripheral health centers. The installation of septic shock state contributes poor prognosis especially during stercoral peritonitis.
DOI: 10.4236/ss.2019.1010041
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4.6. Limits of the Study
The reduced number of the sample is justified by the rarity of this pathology but
may constitute a bias in the comparison of the results. The reduced number of
the sample is justified by the rarity of this pathology but can constitute a bias in
the comparison of the results. Moreover, because of the high cost of additional
examinations, all patients have not benefited morphological investigations
(Scanner, MRI, etc.). The genital etiology of peritonitis was only found during
laparotomy.

5. Conclusion
Peritonitis of genital origin remains unfrequented surgical emergencies. Their
etiologies are dominated by abortive uterine perforations associated or not with
a small bowel or colon lesion. Clinical translation is identical to all peritonitis
with existence of peritoneal syndrome. The treatment remains surgical. Median
laparotomy was the main route of approach in our context where emergency laparoscopic surgery is not yet common. Mortality remains high due to association with septic shock.
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