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Primary Pneumococcal Peritonitis in a Healthy Child

Jeong Soo Yang, M.D., Min Hae Lee, M.D., Myoung-Bum Choi, M.D.,
Chan-Hoo Park, M.D., Hyang-Ok Woo, M.D. and Hee-Shang Youn, M.D.

Department of Pediatrics, Gyeongsang National University College of Medicine,
Jinju, Korea

Primary peritonitis usually refers to a bacterial infection of the peritoneal cavity without a
demonstrable intra-abdominal source. Most cases occur in children with ascites resulting from
nephrotic syndrome or cirrhosis. Rarely, it may occur in previously healthy children less than 7
years of age, usually a girl. Distinguishing primary peritonitis from appendicitis may be impossible
in patients without a history of nephrotic syndrome or cirrhosis. Accordingly, the diagnosis of
primary peritonitis is made only at laparotomy. We report one case of primary pneumococcal
peritonitis in a 27-month-old female who underwent explorative laparotomy to discover the cause
of suspicious intestinal perforation and mechanical ileus. Later, pneumococci were cultured in blood
and gram-positive diplococci were isolated from the pus of peritoneal cavity. (Korean J Pediatr
Gastroenterol Nutr 2002; 5: 83 ~87)

Key Word: Primary pneumococcal peritonitis

BRME AFEF EE HAHS 9sle] &

M g 7t A= Solol A I, EEAE U4 &

ot M I GThaL ok 74 o] F ofolellx] B

AL B TRl o] glo] B4 el o] e 2SS HAwe] fle FHololA

A o]l dAstE Ao2A Aokl A4 ol & ¥y Budy FHEVES BE AdEy)

= g gy, NEES FalAT o] 7h53)

A 120024 39 59, 52 12002 3¢9 209 O AAEL 99 Byo AAE 2 /AA &
2N o - 03 = %] O

e oy Sl s o0 Aol 2ol g S5 A9 AREe ND3

Tel: 055-750-8161, Fax: 055-752-9339 RE 2770 L E Aotoll A FHo A FHH o] A

83



S C

=)

: H0O0, A, 2704

e

ot T ¥ rlor
0T
1R

w = on
(4
12

o O
>
N
N,
)
4z

2
N
rd
R
ox I
1=

oX,

>

>
" VY

o2

Sl ol
L

0 J‘N
>

El_,

w BF
ol
1o

B g T

4o of

Pt

ok

3R
ok Jil

£

ro,

12
fo oy

k=l

e

i
x
2
[
oX

o iy
=
)
oX
L
e,
T ol
S oi

o ML

ol [ X i oox o
X ol 9

N

- =

o ro

o

(=)

R

Sa

i

-

>

olN

offt

=

o

30,

2 o

oo 52

fru
o
rio
i
2
v

A
M
N m
i
o
f~
Y
. (o
o)y =g
32
o

(98]
[0e]
a I
8 Il
i) |.\>J-I
ﬁ r_u_
[T
oX, o,
o= >
o.>Lo
oEgl’é
 f
o
o
N
Sy
nbg
N
o &
o ©
24

(S
iz =

fr
1o Jo rle
° il e

4
4

L o
(o,
2

4T X oft fE = orfo

4 B
= oy

oy o M
38

K
ooy XN o

>~
>,
o

>
>,

o
gi_g
Y

=2

Jn ot &2

AL A

124 gdl, B A7 I 38.0%,
2 19,400/mm’ (FAT 90.5%, YT 8.6%,

0.8%), dAT5 276,000/mm’ At A3}
A3 GEF 131.9 mmol/L, ZF 3.9 mmol/L,
4~ 1005 mmol/LY 1, 7 4T 286 mosm/kg,
3 146 mg/dl, WY 742 F4 HAME pH 731,
pCO; 50 mmHg, pO, 24 mmHg, &+ 24 mmol/L,
CO; content 22 mmol/L, ¥7] ¥ -2 mEq/L, A
A E3E 358%0IUth o3 Z4F, i,
FEYo}, AST/ALT BEF B4AGon, ¥25

=,

1">' et
off 12
k1

e 1z 0¥ O X 3%

44 B = oo &
k>
Y
olo
s
L
=
rio
>
i
&

i

02 B oL = ek
O
o

oXx

e &
el 122 mg/dlE =9o ™, Widal test= A4S
2 ZAFAT U = HARY W87y Y3

T HolA &t
e 1Az & Yzt CBCY #WETF X7t
38,720mm’ .2 Z7lslgom, WY 2047 &
E 40,610/mm’S. 8 F718ke A7S BEth Y
A U o wiF HAMS penicillin o A
7FR Streptococcus pneumoniae’} A5k O™,
o, WA W BN Ae T
o Wl 26417 Foll JHE sl AlY
Fa Al 57 Yo #EHAG 59 7]
g el E Aete o
Fg o] Kol
AFB ¢4 7]

o)
9

o

X

I 1

o ¥ 3e o

2 o o = 2
N %2

2 o
v

L afe
=

il

-

N

1 ge ¢

[
b o

Mz 30
>
rr
dlo
oX
(o
fru
L i
o
i)

5

e

0L i
>
oy K

>

i

m

L

&

Az

il

i)

o2

ox

o

N oK 1o
N

[
1o
B~
o
X, of
N
O .
s o
of
o,
s
o
i) il
=
o3

o
o
o,

X

X
-
-
oX o2 o o

L ko & 2 .2 8 -

&
N

B
o
o4
N
[o
o2
Lo
oN o
N g
=
03

™
32 g
)
2

> > ro 19

o2
S
o o
O,
tlo Og
do oo
o,

1z

= IO
=)
~
3!
aa
A°]
bt
o,
™
o2
ol
o

o
1%
o
R}
of
> i o
fobome B
1o A o A om N B

e
o o
oX ¥R

39 -z o
Bk

23
=
7 BB
al

2

Fig. 1. Dilatation of stomach and air density of small
intestine, while no visible air density of large intestine.
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Fig. 2. Mechanical ileus pattern: increased air density Fig. 3. Progressive mechanical ileus and bowel wall
of small intestine. thickening.

Fig. 4. Computed tomographic scan demonstrates the dilatation of proximal small intestinal loop and small amount
of ascites in cul-de-sac, but no visible swallen appendix and periappendiceal fluid collection.
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