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ABSTRACT. Acute peritonitis is an inflammatory process that develops in
the visceral and parietal membranes of the abdominal cavity, which can lead to
severe general intoxication and life-threatening multiple organ failure. The main
cause of the disease is the onset of inflammation resulting from infection entering
the abdominal cavity. Etiologically, peritonitis is classified into primary,
secondary, and tertiary forms, with secondary purulent peritonitis being the most
common. The clinical course is divided into three stages: reactive, toxic, and
terminal. At each stage, the severity of clinical manifestations and the body's
compensatory capabilities differ. Diagnosis is based on patient history, clinical
examination, and laboratory and instrumental studies. Laparoscopy and
laparocentesis are considered the most reliable diagnostic methods. The primary
treatment approach is surgical intervention, as conservative therapy is ineffective.
During surgery, it is necessary to eliminate the source of peritonitis, sanitize the
abdominal cavity, provide drainage, and, if required, perform intestinal
decompression. Relaparotomy and planned relaparoscopy play crucial roles in
cases of severe and recurrent peritonitis. The course and outcome of acute
peritonitis are determined by the patient's general condition, the extent of
inflammation, the timeliness of surgical intervention, and the level of
comprehensive intensive care provided.

Keywords: acute peritonitis, purulent inflammation, abdominal sepsis,
laparoscopy, sanitation, drainage, relaparotomy.

KIMHUYECKUE PE3YJBTATbBI YCTPAHEHUS OYAT A
BOCHAJIEHUS U CAHAIIMM FPIOIITHOM MMOJIOCTHU ITPH OCTPOM
IMNEPUTOHUTE
Xanumos A3uz Onum yenu - ACCUCTEHT Kadeapbl 00yUeHHS KIMHUYECKUM
HaBBIKaM Ha CUMYJISITOpax, byxapckoro rocy1apcTBEHHOTO MEIUIIMHCKOTO

nHCcTUTYTa UMeHU AOy Anm noH CuHebl, ¥Y30eKuCcTaH,

AHHOTAIMUSA. Octpblii NEPUTOHUT — 3TO BOCHAIMUTENIBHBIA IMpoOLECC,
pPa3BUBAIOIIMKACA B BHUCLEPAIbHOW U TMapUETaIbHOM 000JI0YKaX OpIOIIHOMN
MIOJIOCTH, KOTOPBI MOXET TNPHBECTH K TDKEIOW OOINeH HWHTOKCHKAIlMM B
OpraHu3Me M KU3HEYTpOXKAIoLIEH MOJUOPraHHOW HeaocTaTOYHOCTH. OCHOBHAs
MpUYrHA 3a00JI€BaHUS - HAYAJIO BOCIAJICHUS B PE3yJIbTaTe MOMAAaHNs HHPEKITHH
B OpromHyro 1onocte. C 3THOJOTMYECKOM TOYKHA 3pEHUS NEPUTOHUT
MOApA3AEIseTCs Ha TMEPBUYHYIO, BTOPUYHYIO U TPETUUYHYIO (OPMBI, Cpeau
KOTOPBIX HauOoJiee paclpoCTpaHEH BTOPUYHBINA THOMHBIN epuToHUT. Ha kaxaom
JTane pa3iauyaeTcsl TIKECTh KIMHUYECKUX TMPOSBICHUM W KOMIIEHCATOPHBIC

"Ixonomuka u couuym' Nel2(139) 2025 www.iupr.ru



BO3MOXKHOCTH  OpraHu3Ma. JMarHocTHMKa OCHOBBIBAa€TCS Ha  aHAMHE3e,
KIIMHAYECKOM OCMOTpE, JIA0OPATOPHBIX W MHCTPYMEHTAJIBHBIX HCCIICIOBAHUSX.
Haubonee Ha/IC)KHBIMH METOJIaMHU MpU3HAHBI JanapOCKOIHS u
namapornenTe3.OCHOBHBIM ~ METOJOM  JICUEHHUS  SIBIISIETCS  XUPYPTUUYECKOE
BMENIATEILCTBO, TaK KaK KOHCEpBaTHBHas Tepanus HedddektuBHa. B mpoiecce
orepanu TpedyeTcss yCTpaHEHHE HCTOYHHKA MEPUTOHHUTA, CaHAIUS OpIOIIHOM
MOJIOCTH, JAPEHUPOBAHWE M TPH HEOOXOJUMOCTH JCKOMIIPECCHS KHUIICYHHKA.
Penamaporomust u mporpaMMupoBaHHas pelanapOCKONHs UTPAIOT BAXKHYIO POJIb B
ClIly4asix TsDKEJIOrT0 W 0OpaTUMOro TMEpPUTOHUTA. TedeHWe W HMCXOJ OCTPOTO
NEPUTOHUTA  OMpENENAeTCS  OOIUM  COCTOSHHEM  TalMeHTa, CTEIEHBIO
pacupoCTPaHEHHOCTH  BOCHAJICHHS,  CBOEBPEMEHHOCTBIO  XHPYPTrHYECKOTO
BMEIIIATEIHLCTBA U YPOBHEM OKa3aHHUsS KOMIUIEKCHON peaHMMAIlMOHHON TTOMOIITH.

KarwueBble c¢jioBa:  OCTpbld  NEPUTOHUT, THOWHOE  BOCIIAJICHHUE,
a0IOMUHAJILHBIN CETICHC, JTAaapOCKOIHS, CAHAIINS, TPCHAXK, PEIAmapOTOMUS.

Introduction. Acute peritonitis is an inflammation of the visceral and
parietal peritoneum of varying severity, which is accompanied by severe general
and local symptoms in the human body and leads to serious, destructive disorders
of vital organs and systems in a short period of time. The urgency of treating acute
peritonitis is determined by the high incidence and mortality rate of this
complication. In widespread forms of peritonitis (70%), the average mortality rate
is 20-40%. Among patients with peritonitis in the terminal stage, this indicator
increases sharply, reaching 60-70%, and these patients account for up to 20% of all
cases of peritonitis.

According to the extent of peritonitis (A.M. Karyakin 1968)

Local (limited) peritonitis - the inflammatory process is localized in no more
than 2 out of 9 anatomical areas of the abdominal cavity. Exudate can pass through
natural drainage pathways into adjacent peritoneal areas.

By etiology, peritonitis is divided into primary, secondary, and tertiary
forms. Primary peritonitis is extremely rare, the development of which is caused by
the entry of infection into the abdominal cavity through hematogenous,
lymphogenous, or cryptogenous routes. Infection can also enter the abdominal
cavity as a result of a purulent process or rupture of an abscess by internal organs.

The most common type is secondary peritonitis, which develops as a result
of infection due to damage to the abdominal organs or surgical diseases. The main
variants of secondary peritonitis include appendicular, cholecystopancreatitis,
perforative (gastric or duodenal ulcer, Crohn's disease, etc.), traumatic, necrotic,
postoperative, and gynecological peritonitis. Secondary widespread purulent
peritonitis (WDP) is the most severe and problematic form in clinical practice,
most often accompanied by severe abdominal sepsis.

Tertiary peritonitis includes mild, prolonged forms of purulent
inflammation, observed in patients with weakened immunity and severe general
condition against the background of secondary peritonitis. In this form, clinical
signs are often not clearly manifested.
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Peritonitis, especially in its widespread forms, requires surgical treatment.
Surgical intervention is the only effective way to eliminate peritonitis, and
conservative treatment does not yield results independently. The main stages of
surgical intervention in ICRP are the elimination of the primary source of
infection, sanitation and rational drainage of the abdominal cavity, elimination of
intestinal paresis, drainage of the intestine, and completion of the main operation,
during which the patient's further treatment tactics are determined.

Diagnosis of peritonitis is carried out regularly, comprehensively, and in
stages. The main clinical and additional laboratory-instrumental examinations play
an important role.

The first stage of the main clinical examination is the collection of
anamneses. It determines the onset of the disease, the nature of the pain, the
dynamics of its development, symptoms such as vomiting, fever, thirst, absence of
stool and gas, as well as previous surgical diseases. Often, the pain begins
suddenly, sharply, diffusely, as if stabbed. Vomiting initially occurs with nutrients,
then with bile or intestinal contents, with an unpleasant odor.

Upon external examination, the patient's general condition is severe, the skin
is pale, the lips are bluish, and there is an expression of suffering on the face. Body
temperature is usually 38-39 °C. Breathing is superficial, the abdomen does not
participate in the breathing process, the abdominal wall is immobile, and the
muscles are tense.

Palpation reveals Shchetkin-Blumberg's sign, "boards-like stiffness" of the
abdominal muscles, and protective tension of the peritoneal wall. Rectal
examination reveals drooping of the rectal wall and pain on palpation, while
vaginal examination reveals drooping of the posterior uterine arch and pain upon
slight touch to the neck.

During percussion, in the presence of pneumoperitoneum, a tympanic sound
is detected under the diaphragm, and when fluid accumulates, dullness of the
sound is detected. In intestinal paresis, high tympanitis is heard. On auscultation,
"dead silence" is observed - the absence of intestinal peristalsis. Excitation of the
phrenic nerve can be accompanied by hiccups, vomiting, and difficulty breathing.

Other common symptoms include dry and covered tongue, increased body
temperature, tachycardia, and decreased arterial pressure. All these signs indicate
the severity of the inflammatory process and the degree of intoxication.

Differential diagnosis of peritonitis. Peritonitis often develops as a result

of inflammatory or destructive changes in the abdominal organs. However, in some
cases (about 15%), the clinical signs are unclear and intertwine with other acute
surgical diseases. Therefore, in differential diagnosis, the nature of the pain attack,
dyspeptic symptoms, Shyotkin-Blumberg sign, temperature, laboratory parameters,
and instrumental examination results are of decisive importance.

1. Differentiation with acute pancreatitis

Symptoms Peritonitis Acute pancreatitis
Pain Persistent, diffuse | Severe, in the epigastric region,
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(abdominal) backward (waistward) irradiation

Vomiting First a couple of times, | Unstoppable, doesn't give relief
then decreases

Abdominal Strong, "wooden | Initially weak or absent

muscle tension stomach"

Shyotkin- Positive Usually negative

Blumberg badge

Body temperature | Elevated Normal at the beginning

Laboratory Leukocytosis, ESR 1 Diastase in blood and urine 11

indicator

Instrumental Fluid, gas levels on X- | Pancreatic = edema,  decreased
ray/USG ecogenicity on ultrasound/CT

2. Distinguishing by acute mechanical intestinal obstruction

Symptoms Peritonitis Acute intestinal obstruction

Peristalsis Decreased or none Increased at first, then disappears

Abdominal view Tense, painful Swollen, asymmetrical, visible

peristalsis
Vomiting Few Increased, fecal vomiting
X-ray Free gas in | "Clauber's Cups" - liquid and gas
abdominal cavity levels
Shyotkin- Positive Negative at first, then positive (if
Blumberg badge there is a perforation)

In the surgical treatment of IOP, midline laparotomy is most often
performed, as this method allows for a complete examination and sanitation of all
parts of the abdominal cavity.

After opening the abdominal cavity, the pathological fluid is drained using
an electro-aspirator (or, in rare cases, with gauze napkins), then an abdominal
revision i1s performed, the condition is assessed, and the source of peritonitis is
radically eliminated or isolated from the free abdominal cavity.

The aim of the study is to study the frequency of detection, treatment tactics,
surgical methods, indications, type, volume and nature of the disease in patients
with acute peritonitis in the Republic of Uzbekistan, as well as to improve the
results of treatment of this category of patients.

The total number of patients with peritonitis in the studied group was 62
(5%), of which 53% had local peritonitis and 47% had diffuse peritonitis. The most
common cause of peritonitis was destructive appendicitis, which was observed in
44% of cases. The mortality rate in the group of patients with diffuse peritonitis
was high and amounted to 14.5%. Therefore, the problem of effective treatment of
diffuse peritonitis remains relevant today.
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