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Summary

Results of the treatment of 19 patients with acute peritonitis due to the application of preplanned relaparotomies
and repeated sanations of the abdominal cavity, which were implemented every 48 hours, were analysed. All the patients
were provided with the basic treatment according to the protocols adopted in Ukraine. In 9 patients, additionally to the
basic treatment, was used the developed way of the prolonged discrete abdominal cavity sanitation which consists in
the introducing into the area of the greatest lesion of the abdominal cavity a few thin perforated tubes (4-8), the number
and length of which is being tailored individually. In the intervals between preplanned repeated sanations through the
tubes twice a day the antiseptic solution (Dekasan) was injected. It is demonstrated that the application of the method
promotes the acceleration of the patients’ rehabilitation. Average duration of the treatment made 14,71+1,06 as compared
to 17,72+2,71 (days) in cases where patients were provided with the basic treatment. In two such patients had intra-
abdominal masses, and with the application of the prolonged discrete sanitation no complications were observed.
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Rezumat. Sanarea de durata a cavititii peritoneale in peritonita acuta supurativa

Sunt prezentate rezultatele tratamentului a 19 pacienti cu peritonita acutd prin metoda relaparotomiilor seriate si
sandrilor programate ale cavitatii peritoneale la fiecare 48 de ore. In toate cazurile au fost utilizate principiile de baza
de tratament conform protocoalelor adoptate in Ucraina. in 9 cazuri, suplimentar tratamentului de baza, a fost utilizata
metoda de sanare prelungitd a cavitatii peritoneale, care constd in plasarea in regiunea focarului primar a drenurilor
perforate (4-8), numarul si lungimea cirora este individualizatad pentru fiecare caz aparte. in intervalul de timp intre
sandrile programate ale cavitatii peritoneale, de doua ori la 24 de ore a fost introdusa prin drenuri solutia antiseptica
Dekasan. A fost demonstrat cd metoda permite accelerarea reabilitarii pacientului. Durata medie de tratament a constituit
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14,71£1,06 vs. 17,7242,71 (zile) in cazul pacientilor care au beneficiat de tratament conform protocolului de stat. in
doua cazuri a fost observata formarea proceselor de volum intraperitoneale, iar in lotul pacientilor care au beneficiat de
relaparotomii seriate cu sanari programate ale cavitatii peritoneale nu au fost observate complicatii.

Cuvinte-cheie: peritonitd purulenta, sanarea cavitatii peritoneale

Pe3tome. IIposioHrupoBaHHas JMCKpPeTHAsA caHALMS OPIOLIHOM 0JOCTH IPU OCTPOM I'HOMHOM NEPUTOHUTE

[IpencraBnens! pe3ynbrarsl JiedeHUs 19 GOMBHBIX ¢ OCTPHIM MEPUTOHUTOM C MPUMEHEHHEM 3allporpaMMHPOBaH-
HBIX TTOBTOPHBIX caHaNuii OPIOIIHON MOJOCTH, KOTOPBIE TIPOBOAMINCH Yepe3 KaxIpix 48 yacoB. BceM OombHBIM MTpoBe-
JIeHO 06a30BOE JIEUEHHE COMIACHO MPOTOKOJIAM, IPUHATHIM B YKpanHe. Y 9 O0NbHBIX KpoMe 0a30BOT0 JIeUeHHs TIPHMEHEH
pa3paboTaHHBIH CIIOCOO MPOIIOHTUPOBAHHON JTUCKPETHON CaHAI[MK OPIOIIHOI IOJIOCTH, KOTOPBI COCTOUT BO BBEICHUN
B 30HY HauOOJBIIETO MOpa)KeHNsI OPIONIHOM MOJOCTH HECKONBKUX TOHKHX NEeppOpUPOBAHHBIX TPYOOK (4-8), Kommde-
CTBO U JUTMHA, KOTOPBIX MOJICIUPYETCST HHANBUIYAIbHO. B MpoMexyTKax Mex 1y 3arporpaMMHUPOBaHHBIMH TTOBTOPHBIMA
CaHAIMSIMU Yepe3 TPYOKH JBaXIbl B CyTKHM BBOAWTCS pacTBop aHTHcenTHka ([exacan). [lokazaHo, 94To MCIIONB30Ba-
HHUE crocoba crocoOCTBYeT YCKOPEHHIO peabuinuTann 00iabHBIX. CpeqHss MPOJOKUTEIBHOCTD JICYEHHUsSI COCTaBHIIa
14,71+1,06 mpotus 17,72+2,71 nHel y OONBHBIX, KOTOPBIM IPOBEICHO 0a30Boe NeueHHEe. Y 2 TaKUX OOTHHBIX BOSHUKIH
BHYTPUOPIOIIHBIE MHOWIBTPATHI, a TIPH IPUMEHEHUH TTPOJIOHTHPOBAHHON AUCKPETHON CaHAMM HUKAKUX OCJIOXHEHUH

He OBLIO.

KuroueBble ¢10Ba: THOHHBIN IEPUTOHUT, CAHAIIHS OPIONITHOH IMTOIOCTH

Introduction. Adequate debridement of the
abdominal cavity is one of the main priorities in the
management of acute peritonitis [1]. Intraoperative
lavage of the abdominal cavity in some cases is
not sufficient, consequently after surgery improved
drainage systems [2], peritoneosorption [3], vacuum
systems [4, 5], as well as preplanned relaparotomy
sanation of the abdominal cavity [1, 6] are used.
However such measures do not always achieve the
desired effect. Usage of the vacuum systems and rise
of the preplanned relaparotomy sanation quantity is
connected with the increase of risk of appearing of
intestinal fistulas and postoperative hernias [7].

Purpose: To investigate the efficiency of the
developed way of the discrete abdominal cavity
sanation in different forms of acute peritonitis.

Materials and methods. The patients [19] with
total purulent peritonitis, induced by: acute pancreatitis
— 3 patients, colon perforation — 3 patients, peptic
ulcer perforation — 2 patients, intestinal obstruction
— 2 patients, acute cholecystitis — 2 patients, acute
appendicitis — 3 patients, acute mesenteric ischemia —
2 patients, postoperative peritonitis — 2 patients. The
patients (8) with diffuse purulent peritonitis, the reason
of which was acute appendicitis — 3 patients, stomach
ulcer perforation — 2 patients, acute cholecystitis — 3
patients.

All the patients have been provided with the
examination and basic treatment in accordance with
the protocols, adopted by the Ministry of Health
of Ukraine. All the patients with total peritonitis
underwent preplanned relaparotomy sanation of the
abdominal cavity every 48 hours.

For the drainage of the abdominal cavity of 9

patients was used the developed drainage-sanation
apparatus which consisted of 4-8 thin tubes 5 mm
in diameter. The perforated side pieces [1] were
introduced into a certain anatomically section (area of
the greatest lesion, as a rule approximate to the focus
peritonitis). Disengaged tube ends [2] were taken out
(Figure 1).

Figure 1. Schematic image of the drainage device.

Number, length and configuration of the tubes
were tailored specifically, depending on the individual
anatomical peculiarities. The device was introduced
into the abdominal cavity through the middle wound or
through the additional counter-aperture that depended
upon individual peculiarities of the situation. During
the post-operative period in the intervals between
relaparotomy into the disengaged tube ends the
antiseptic (Dekasan) was injected twice a day with
the general quantity of 100-200 ml depending on the
dimensions of the drainage cavity.

The results of the treatment were compared to
the cases of other 10 patients with total peritonitis
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who served as a control. Comparison groups were
compatible according to the peritonitis severity, the
value of the Manheim peritonitis index (MPI) was
35,78+2,15 and 36,5143,27 respectively.

The drainage apparatus was applied also to 8
patients with diffusive peritonitis. The lavage with
antiseptic was implemented throughout 2-3 days after
surgery.

Results and discussions. It was established that
the application ofthe developed method ofthe drainage
and abdominal cavity lavage in the intervals between
the relaparotomy had resulted into acceleration of the
normalization of the fundamental clinical criteria.
The body temperature returned to normal up to 4
days after the last preplanned relaparotomy sanation
of the abdominal cavity (as compared to 6 days in the
control group). Persistent peristalsis was registered
in most cases in 3 days after the last operation,
whereas in the control group — in 4-5 days. Blood
urea and serum creatinine concentration of 7 patients
(77,78%) became normal in 2 days, while in 5 control
observations (50%) laboratory and clinical displays
of the intoxicating syndrome were retained up to 5-6
days.

The quantity of the repeated preplanned
operations formed 1,89+0,26, while in the control
group — 2,2+0,29.

None of the patients, who were provided with the
discrete sanitation, had peritoneal masses or excessive
exudates accumulation, whereas in 2 patients (20%)
from the control group residual intra-abdominal
masses were diagnosed that required the prolonged
treatment. The average duration of treatment was
14,71 + 1,06 vs. 17,72 + 2,71 days in the control
group.

The discrete abdominal cavity sanitation was also
applied by us after the operation to 8 patients with
purulent diffuse peritonitis. Positive effect is also
noted herein. Complications associated with the use
of the method were not recorded.

The foregoing testifies that, the developed way
of the using of discrete lavage of the greatest lesion
of the abdominal cavity with antiseptic solution in
the intervals between repeated sanation in case of
total purulent peritonitis and in the post-operational
period in case of diffuse purulent peritonitis gives an
opportunity to increase the efficiency of the treatment
and to prevent the formation of the intra-abdominal

inflammatory masses and residual accumulations of
exudation. In our opinion, such a way, apart from the
direct, prolonged locally antibacterial action of the
introduced antiseptic, increases the efficiency of the
abdominal cavity drainage by individual modeling of
several drainage tubes within the drained section and
by the constant resumption of permeability of tubes
during the repeated lavages.

The technical simplicity of the method makes it
accessible for used in the surgical hospitals of any
level.

Conclusions

1. Results of the clinical approbation of the
developed way of the prolonged discrete abdominal
cavity sanation in case of acute peritonitis testify the
efficiency.

2. Due to the application of the prolonged
discrete sanation the acceleration of regression of
the abdominal inflammatory process and of the
intoxicating syndrome is achieved, the number of the
post-operative complications decreases, as well as the
terms of the treatment.
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