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Abstract. The results of retrospective analysis of treatment outcome of
169 patients with acute surgical pathology of abdominal organs

complicated by various forms of peritonitis, 79 of whom developed
postoperative complications, are presented. The dependence of
occurrence and severity of complications on the nature of the
underlying disease, clinical manifestations of peritonitis before
surgery, anthropometric data research, laboratory methods, Man-
nheim peritonitis index parameters, comorbidity class, age were
studied, using the analysis of variance. As a result, a scale according
to which the prediction of complications is conducted in two stages,
was developed. Before the surgery, we estimate the previous risk
according to the nature of the underlying disease, clinical manifes-
tations of peritonitis, comorbidity class.

According to identified changes, the final estimation due to the
nature of the underlying disease, Mannheim peritonitis index
parameters, comorbidity class, stab neutrophil leukocytes number,
use of programmed peritoneal cavity sanations is being made during
the operation. These indicators provided a certain number of points.
Due to these points, patients were referred to several groups: normal
group (less than 18), increased (18-25), medium (26-34) and high
(more than 35) the risk of complications. This distinction makes it
possible to apply the necessary preventive measures at all stages of
treatment, since preoperative preparation.

Introduction

An important component of the treatment of
acute peritonitis is the ability to prognose adequately
the possibility of postoperative complications , which
allows to use appropriate preventive measures [2, 4,
7]. For the case, mentioned above, numerous me-
thods, based on the account of various parameters
[1,7,8, 9], have been developed. But none of them is
fully accepted, due to several reasons, including a
large number of parameters that determine the
complexity of use, low informative methods based on
a small number of criteria, etc. As a result,
APACHE, SAPS, SOFA and other scales [8, 9]
which allow to estimate the severity of the patients
and possibility of death are suggested for predicting
the effects of treatment. Mannheim peritonitis index
(MPI) [5] is acknowledged in many countries, but its
only function is determination of the peritonitis seve-
rity. It is clear, that with the increasing of peritonitis
severity and the patients condition, the probability of
postoperative complications increases, but the above
mentioned methods do not allow to differentiate the
risk of separate postoperative complications. We
should notice that the vast majority of prognostic sca-
les allow to determine postoperative complications
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risk only after the operation. This reasons the limit of
the applicability of preventive measures during the
preoperative preparation. So, the question of infor-
mative prognostic scale development is important.

The aim of the study
To develop an informative scale for postoperative
complications prediction.

Material and methods

The retrospective analysis of treatment conse-
quences the of 169 patients with acute surgical pa-
thology, complicated by various forms of peritonitis,
aged 17 to 84 years was conducted. Male-98, female
- 71 were chosen. Among them there were 51 cases
of acute appendicitis, 26 - acute intestinal obstruction
(non malignant), 23 - gastroduodenal ulcer perfo-
rations, 16 - strangulated hernia, 13 - acute cholecys-
titis and colon cancer, complicated by intestinal obst-
ruction, 4 - obstetrical and gynecological pathology, 3
- perforation and injuries of the small intestine, 2 -
acute pancreatitis and postoperative peritonitis and 2
cases of other pathology. 45 patients were diagnosed
with local peritonitis, 53-with diffuse, 57 with poured,
13 with total. 79 patients had postoperative comp-
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lications, including 24 cases of inflammation and
wound suppuration, 5 - eventerations, 14 - intra-
abdominal abscesses and infiltrates, 18 - of intestinal
suture failure, 18 - continious peritonitis. Death oc-
curred in 39 patients. 123 patients were diagnosed
with comorbidities.

The clinical and anthropometric data, laboratory
methods, MPI parameters, comorbidity class (CC)
[7], age were analysed. The factor impact was stu-
died, using the variance analysis. The clinical mani-
festations of peritonitis before the operations were
evaluated in points: local peritonitis - 2 diffuse - 4,
diffuse or general - 6 points. To create the possibility
of mathematical presence and severity of comp-
lications processing was evaluated as follows: 0 - no
POC, 1 - inflammatory wound complications 2 -
wound suppuration and eventration, 3 - bordered int-
ra-abdominal complications, 4 - suture leakage and
diffuse peritonitis, 5 - total peritonitis with systemic
complications, that lead to death. Numerical charac-
teristics of surgical diseases were conferred accor-
ding to the univariate variance analysis results.

Discussion of the study
A scale, under which POC forecasting was car-

ried out in two stages, was developed by us. In the
first phase, before the operation, the scale included
the following parameters: the nature of the underlying
disease and peritonitis, parameters of the comorbidity
class (Table 1). The results of variance analysis
(Table 2) confirmed the statistically significant depen-
dence of the POC from the indicators that were sel-
ected for prediction. It is significant, that the invo-
lvement of the indicators analysis which are widely
used to predict (age, leukocyte count, urea, crea-
tinine, etc.) [1, 4], no statistically significant depen-
dence of POC parameters dispersion on the complex
of the determined factors was found. This caused
the usage opportunity of the factors, just listed in
table 1.

According to the amount of points, determined
according to the scale, patients previously divided into
several groups: normal (2-4 points), increased (5.7
points), medium (8-9 points) and high (more than 10
points) POC risk (Fig. 1). Such allocation of risk
groups allows to use the necessary POC prevention
measures at the stage of preoperative preparation.

The final risk determination is made, based on the
data of intraoperative revision and laboratory tests.
The clinical and laboratory parameters analysis sho-

Table 1
A scale for postoperative septic complications of acute peritonitis predicting

Criteria Points
Acute appendicitis, acute cholecystitis simple, gynecological pathology, intestinal | 1
obstruction (non-tumor) without necrosis.
Intestinal obstruction (non-tumor) with necrosis, acute destructive cholecystitis, | 2
perforation of gastroduodenal ulcers, small intestine, stomach cancer, acute peptic ulcer
bleeding, obstetrical pathology.
Abdominal trauma, tumor obstruction of the colon, Crohn's disease, acute pancreatitis, | 3
mesenteric thrombosis, postoperative peritonitis.
Local peritonitis 2
Diffuse peritonitis 4
Total peritonitis 6
No class 0
Comorbidity class 0 0
Comorbidity class 1 1
Comorbidity class 2 2
Comorbidity class 3 3

Table 2

Results of the impact of certain factors on the development of postoperative complications

in studied patients variance analysis

Source Sum of Squares Df Mean Square | F-Ratio P-Value
CC 27,38 3 9,14 4,79 0,003
Peritonitis 18,31 2 9,16 4,81 0,009
Main diagnosis 69,73 18 3,87 2,03 0,011
Residual 76,14 45 1,90 - -

Total (corrected) 497,76 168 - - -
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Fig. 1 Means and 95,0 Percent Scheffe Intervals

wed that POC parameters dispersion is statistically
significantly explained by the insertion of the data,
presented in table 3. Based on the conducted ana-
lysis, a specified scale is created for the second pha-
se prediction (tab. 4).The programmed peritoneal
cavity sanation indicators were extra included, as the
repeated surgery increases the POC risk [3].

Risk groups differentiation is conducted as fol-
lows: less than 18 points - normal, 18-25 points -

increased (primarily wound complications), 26-34
points - average (abscesses, infiltrates, diffuse peri-
tonitis, suture failure), more than 35 points - high risk
( severe peritonitis, sepsis), what was confirmed by
the results of the univariate variance analysis (Fig. 2).
The allocation of a particular patient to a specific
group allows to use reasonably necessary preventive
measures during surgery and in the postoperative

period. Table 3

Results of the impact of certain factors on the development of postoperative complications in
studied patients variance analysis

Source Sum of Squares | Df Mean F-Ratio P-Value
Square
CC 27,06 3 9,09 8,00 0,0001
Peritonitis 91,96 28 3,28 2,91 0,000
Stab neutrophils 86,69 2 38,46 38,46 0,000
Main diagnosis 4,24 2 1,88 1,88 0,156
Residual 49,87 33 1,12 - -
Total (corrected) 497,76 168 - - -
Table 4
A scale for preoperative complications predicting
Criteria Points
Characteristics of surgical pathology Due to table 1
Characteristics peritonitis MPI

Characteristics of the concominent disease

Due to table 1

Content of the stab neutrophils (%)

less than 3 or more than 37 3
26 -36 2
4-25 0
The use of programmed sanation 2
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Fig. 2 Means and 95,0 Percent Scheffe Intervals
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Conclusions

1.The proposed prognostic scale allows to allocate
reasonably groups of normal, increased, medium and
high risk of postoperative complications at acute peri-
tonitis.

2.Conducting the prediction in two phases - be-
fore and during surgery, can differentially apply pre-
ventive measures in the course of preoperative pre-
paration, during the operation and in the postope-
rative period treatment.

Prospects for further research

Further research should be directed at reasonable
postoperative complications preventing methods
development.
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IIKAJIA IJIS IPOTHO3YBAHHS THITHO-
CENTHYHUX MICJIAONEPALIIAHUX YCKJIAJTHEHD
NPUTOCTPOMY HNEPUTOHITI

A.D. I'punuyk, @.B. I'punuyk, LIO. Ilonancovkuii

Pesrome. [IpencraBieni pe3ynbTaTu peTpOCIEKTUBHOTO
aHaJi3y pe3ynbTariB JiKyBaHHS 169 XBOpUX Ha TOCTpPY Xipyp-
riuHy HaTOJOriI0 OPraHiB YepPEeBHOI MOPOKHUHH, YCKIATHEHY
pi3HUMHU popMaMH NEPUTOHITY, Y 79 3 AKHX PO3BUHYIHCH
micysionepauiiHi yekiiaaHeHHs. 3a JOMOMOTO0 JUCIEPCiHOTO
aHaJIi3y BUBYAJIH 3aJIC)KHICTh BAHUKHEHHS Ta TSDKKOCTI yCKIIa-
HEHb BiJl XapakTepy OCHOBHOTO 3aXBOPIOBaHHS, KIIHIYHUX
IPOSBIB IIEPUTOHITY 10 onepanii, JaHUX aHTPOIIOMETPUYHUX
JIOCITi/KEHb, Tab0paTOpHUX METOIiB, mapamMeTpiB MaHraiimMchb-
KOTO MEPUTOHITHOTO 1HJEKCY, Kilacy KOMOPOiTHOCTI, BiKy. ¥
pe3ynbrati po3poliieHa IKana, 3riJHoO 3 SIKOI0 MPOTrHO3YBaHHS

YCKJIaTHEHb IIPOBOAUTRCS B ABa eTar. J[o omepartii OliHIOeThCS
MOoNepeHIf PU3HUK 3 ypaxyBaHHSIM XapaKTepy OCHOBHOTO
3aXBOPIOBAHHS, KJIIHIYHUX MPOSIBIB HEPUTOHITY, KIaCy HOEM-
Hazoi narosorii. ITix yac onepariii, 6epyun 10 yBaru BUSBIICHI
3MiHH, IPOBOAUTEHCS OCTATOYHA OIIHKA 3 YpaxyBaHHSM Xapak-
Tepy OCHOBHOTO 3aXBOPIOBaHHS, IMapaMeTpiB MaHraltMCEKOTO
MEePUTOHITHOTO 1HAEKCY, Ki1acy KOMOpOiIHOCTI, KITbKOCTI
MATMYKOSIAEPHUX HEHTPOQINBEHUX JICHKOIUTIB, 3aCTOCYBaHHS
3aIporpaMoBaHKX NOBTOPHUX CaHALiH OUepPEBUHHOT TOPOKHHUHN.
Ha3BannM noxasHukaM HajaHa BU3HA4Y€HA KUIBKICTh ITyHKTIB. 32
X CyMOIO XBOPHX BIHOCSITH JI0 TPy 3BHYaitHOTO (MeHIe 18),
36imbmenoro (18-25), cepenuporo (26-34) i Bucoxoro (6inblre
35) pusuKy po3BUTKY yCKIaJHEHb. Take po3MeKyBaHHS Ja€
3MOTy 3aCTOCOBYBAaTH HEOOXiJHI IPO(TaKTHYHI 3aX0IH Ha BCIX
eTarnax JIiKyBaHHS XBOPHUX, HOUMHAIOUH 3 Ieperonepariitol
I ITOTOBKH.

KirouoBi cioBa: roctpuii nepuToHIT, micasonepaniitai
YCKJIaIHCHHS, TPOTHO3YBAHHSI.

IKAJA JJISI TPOTHO3UPOBAHMSA THOMHO-
CEINITUYECKHUX ITOCITEOINEPAITMOHHBIX
OCJIOKHEHUM TP OCTPOM NIEPUTOHUTE

A.D. I'punuyk, @.B. I'punuyk, B.1O. llonanckuii

Pe3rome. [Ipencrasiensl pe3yapraTbl peTpOCIEKTUBHOTO
aHanu3a pe3ynbTaToB JedeHust 169 GONbHBIX ¢ OCTPOIl XUpyp-
THYECKOH MaTOJIOrHuell opraHoB OPIOLIHON MOJNOCTH, OCIOXK-
HEHHOH pa3iInyHbIMU (POpPMaMH NEPUTOHUTA, Y 79 U3 KOTOPBIX
Pa3BUIINCH MOCIEONEPAMOHHBIE OCTIOXKHEHUS. C MOMOIIBIO
JIMCTIEPCHOHHOTO aHANIN3a U3y4alli 3aBUCUMOCTh BO3HUKHOBEHHS
U TSKECTHU OCJIOKHEHHH OT XapaKTepa OCHOBHOTO 3a00JI€BaHUs,
KIMHUYIECKHX MPOSIBICHUI NEPUTOHUTA 0 ONEpPaLuH, JaHHBIX
aHTPONOMETPUUECKHX HCCIIE0BaHMUI1, 7aD0PaTOPHBIX METO/IOB,
napameTpoB MaHraliMCKoro nepuTOHUTHOIO MHIEKCA, Kilacca
codeTaHHoOI maronoruu, Bo3pacta. B pesynbrare pazpaborana
1IKaJla, CONIACHO KOTOPOM NMPOTHO3UPOBAaHUS OCIIOKHEHUHI
OCYIIECTBISIETCS B [[Ba 3Tana. Jlo omepanuy OleHUBAETCS
MpeJBapUTEIbHBII PUCK C yUETOM XapaKkTepa OCHOBHOTO
3abosieBaHMs, KIMHUYECKUX MPOSBICHUI MEPUTOHNTA, KIacca
coyeTaHHOMW martoJsioruu. Bo Bpems onepauuu, ¢ yueTtom
BBISIBJIEHHBIX H3MEHEHHH, TPOBOAUTCS OKOHUYATEIbHAs OL[EHKA C
y4eTOM XapaKTepa OCHOBHOTO 3a00JIeBaHMs, MapaMeTpoB
ManraiftMcKoro MepuTOHUTHOTO MHJEKCa, Kiacca KoMopoua-
HOCTH, KOJIMYECTBA MAJIOUKOSIEPHBIX HEUTPODHUIBHBIX JTEHKO-
LUTOB, IPUMEHEHHS 3alIPOTPAMMHPOBAHHBIX MTOBTOPHBIX
caHauuil OpIOMMHHON mojgocTu. HazBaHHBIM MOKa3aTensaM
MPE0CTaBIEHO ONpPEAEICHHOE KOINUECTBO MyHKTOB. [To mx
cyMMe OOJIBHBIX OTHOCST K TpyImaMm o0br4Horo (Mexee 18),
yBenuueHHoro (18-25), cpeanero (26-34) u Beicokoro (0Oomee
35) pucka pa3BuTHS ocioxHeHU. Takoe pasrpanuueHue
MO3BOJISIET MPUMEHATh HEOOXOAUMBIE MPOGUTAKTUIECKHE
MEPOTIPHUATHUS HA BCEX ITanax JeUeHUs: OOJIbHBIX, HAUYMHAS C
MpeIonepanuoHHOMN TTOrOTOBKH.

KuroueBblie cjioBa: OCTpHI NEPUTOHUT, MOCIEONEpa-
LOHHBIE OCIIOXKHEHHS, TPOTHO3UPOBAHME.
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