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Mpobnema neyeHUs NALMEHTOB C BTOPUYHBIM PACMPOCTPAHEHHBIM FTHOMHbIM NepuToHUTOM (PIT1) OCTaéTca aKkTyasbHOM, B CBA3M C COXpaHAioLLeica
BbICOKOW JIETaNlbHOCTbIO.

Lienb: npoaHannM3npoBaTh pesy/bTaTbl XMPYPruiyeckoro neveHus nauueHTos ¢ P 1 BbIABUTb NPEAMKTOPbI Pa3BUTUA HEONArONPUATHOIO UCXoAa.
Matepuan u meToAbl: PeTPOCNEKTUBHO M3YyUeHbI M MPOaHANN3UPOBaHbI AaHHbIe 31 MeAMLMHCKOW KapTbl CTaLMOHaPHbIX 60bHbIX C AWArHO30M: BTO-
PUYHbIN P pasnnyHoO STMONOMUM, HAXOAUBLUMXCA Ha ledeHnn B MPKYTCKOM 061acTHOMN KAMHMYecKoi BonbHULE. [IN1A OLEHKM TAXKECTU COCTOAHUA
MaLMEeHTOB MCMOIb30BaAnCh WKanbl APACHE Il v SOFA, TAXecTb NepuTOHUTa oLeHMBanach No MaHreMmckomy nHaekcy neputolunta (MUM), cteneHb
BbIPAXKEHHOCTV CMHAPOMA SHTEepPaNbHOW HegocTaTouHocTM (CIH) — no wkane KO.M. lamHa ¢ coasT.

Pe3synbTatbl: Hanbosee Yactas NPUYMHA PA3BUTUA NePUTOHMTA — NepdopaTUBHANA A3BA KEeNYAKa U ABEeHAALATUNEepCTHOM KMWwKK (AMNK) (22,6%), cnaey-
Has KuleyHan HenpoxoaumocTs (19,4%). Konnuectso penanapotomuii — 4,5 [3; 7]. MNocneonepalMoHHas neTanbHOCTb cocTasuna 29 %. Koiko-aeHb
coctasun 41,5 [24; 76] aHA. TAxeCTb COCTOAHMA NauMeHToB no wKane APACHE Il oueHeHa B 19 [14; 22] 6annos, no wkane SOFA — 3,5 [2; 8] 6anna.
BblpaXKeHHOCTb MPU3HAKOB 3HTEPasIbHOM HEAOCTaTOYHOCTM Y NALMEHTOB Ha NepBoVi onepauuu coctasnsana 3,7 [3,05; 4,6] 6anna. KonmyecTso aTanHbix
CaHaLMOHHbIX pPenanapoToMUiA 3aBUCENO OT BblpaxeHHocTH CIH (rs=0,58) u Hanpamyto BAKMANO Ha ucxog 3abonesanua (rs=0,61). YcTaHoBNEHO, YTO
baKTOpamu, BHOCALLMMM CTAaTUCTUYECKUN 3HAUMMBbIV BKAAZL B MPOrHO3MPOBAHME UCXOAA ONEPaTUBHOIO IEYEHMSA, ABAAIOTCA TAXKECTb COCTOAHMA NaLm-
eHTa, oueHEéHHoro no wkane APACHE n SOFA, u TaxecTb neputoHuta no MUM.

3aKntoueHue: npu NPOrHo3MpPOBaHUM UCXOAA ONepaTUBHOTO feveHns PITI HEOBXOAMMO YUMTLIBATL HE TOJIbKO TAXKECTb COCTOAHUA MaLMeHTa U cTe-
NeHb BbIPAXXEHHOCTU U3MEHEHUI B BPIOLLIHOM NOAOCTU, HO M BbipaxeHHoCTb CIH. CornacoBaHHOE MUCMOb30BaHME NEPEUUCIEHHbIX BbILIE LWKa Mo-
3BOJIUT ONTUMMU3UPOBATL XMPYPrUUECKYHO TaKTUKY U IeYeHne JaHHOM KaTeropum 60/bHbIX.

KnioueBble cnoBa: 8mopuyHbIli pacnpocmpaHéHHbIl nepumoHuUm, peananapomomus, SHMepPanbHas He0oOCMamoYHOCMb, MAMECMb COCMOAHUS,
MaHzelimckuli UHOeKc nepumoHuma.
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The challenge of treating patients with secondary suppurative generalized peritonitis (GP) remains significant due to the consistently high mortality
rate.

Objective: To analyze surgical treatment outcomes for patients with GP and to identify unfavorable outcome predictors.

Methods: A retrospective study was conducted on 31 medical records of inpatients diagnosed with secondary GP of variable etiology and treated
at the Irkutsk Regional Clinical Hospital, Russia. The severity of the patients' conditions was assessed using the Acute Physiology, Chronic Health
Evaluation (APACHE) Il and the Sequential Organ Failure Assessment (SOFA) scoring systems. Additionally, the severity of peritonitis was evaluated
using the Mannheim Peritonitis Index (MPI). Simultaneously, the severity of enteral insufficiency syndrome (EIS) was assessed using the scale
proposed Yu.M. Gain et al.

Results: The most common causes of peritonitis were perforated gastric and duodenal ulcers and adhesive intestinal obstruction observed in
22.6% and 19.4% of cases, respectively. The average number of relaparotomies performed was 4.5 [3; 7]. The postoperative mortality rate was
29%. Patients had an average length of hospital stay of 41.5 days [24; 76]. The average APACHE Il and SOFA scores were 19 [14; 22] and 3.5 [2; 8],
respectively. The severity of EIS in patients during their first operation was scored at 3.7 [3.05; 4.6]. The number of staged relaparotomies with
peritoneal lavage was found to be dependent on the severity of EIS (rs=0.58), which directly impacted the outcome of the GP (rs=0.61). It was
established that significant factors in predicting surgical treatment outcomes include the hospital patient's health status, as assessed by the APACHE
and SOFA scores, and the severity of peritonitis evaluated according to the MPI.
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Conclusion: When predicting the outcome of surgical treatment for GP, it is essential to consider the severity of the patient's condition, the extent
of the involvement, and the severity of EIS. By evaluating these factors in a coordinated manner, we can optimize surgical strategies and enhance

treatment outcomes for this group of patients.
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BBEAEHME

BTOPWUYHDBIN NEPUTOHUT ABNAETCA YACTO BCTPEYAOLMMCA U TA-
KENbIM OCNOKHEHMEM OCTPBIX XMPYPruYeckux 3abonesaHunii U Tpasm
OpraHoB HGPIOLLHOM NONOCTU U A0 CUX MOP COMPOBOMKAAETCA BbICOKOM
NeTanbHoCTbio OT 11 A0 83%, UTO CBMAETENLCTBYIOT 06 aKTyabHOCTH
ZaHHol npobnembl [1-3]. CoBepLIeHCTBOBAHWE XMPYPTUYECKUX MpU-
EMOB NleYeHUs, MHTEHCUBHOM Tepanuu MaLMEeHTOB C FHOWHbIM ne-
PUTOHUTOM MO3BONWAN CHU3UTb NOCNEONEPALMOHHYIO N1eTaNlbHOCTb,
HO OKOHYaTe/IbHO He pelman npobnemy. CUHAPOM NMOAMOPraHHOW
ANCOYHKUMM onpefensieT Te4eHue M NPOrHO3 UCX0AQ Y AAHHOW Ka-
Teropum 60nbHbIX. HECOMHEHHO, CMHAPOM 3HTEpasbHOW HeaocTa-
TouHOCTM (CIH) — 37O CyLLeCcTBEHHOE 3BEHO B MATOreHese pasBuTUA
FHOMHOTO BOCNaneHUs BPIOLLIMHDBI, KOTOPOE MPUBOAMUT K HAPaCTaHWIO
3HAOTOKCMKO3a [4-6], ycyrybneHmio NoMopraHHoM HeA0CTaTOYHOCTH
(MOH), cnocobcTBYET NPOrPECcCMpPOBaHMI0 33601EBaHNS, YTAXKENEHNIO
COCTOSIHMA BONLHOTO U, B KOHEYHOM WUTOTe, MPUBOAMT K PA3BUTHIO ab-
JOMUHanbHOro cencuca [6]. JnA OLEeHKM BbIPaXKEHHOCTU 3HTepasb-
HOW M MOAMOPraHHOW HefOCTaTOYHOCTH, TAMKECTU TEYEHUA THOWHOTO
npouecca B GpIOLWHOM NOAOCTU MUCNOMb3YHOTCA Pa3NNYHbIE LUKanbI,
Takue kak MW, APACHE n SOFA [7]. OpHaKko £0 cuX Nop He cylie-
CTBYeT eAVHOrO NOAXO0AA K MPOTHO3MPOBAHMIO U OLIEHKE TAXKECTM ne-
PUTOHUTA, YTO NO3BO/IMAO Obl BbIOPATL ONTUMA/IBHYHO XMPYPIUYECKYHO
TaKTUKY W, TEM CaMbIM, NOBbICUTb 3PHEKTUBHOCTb lIeHeHUA 6ONbHbIX C
PIM. OTcyTCTBME COMMACOBAHHOCTU OBLLENPUHATBIX LUKAA MNOCAYKUAO
nobyauTeNbHBIM MOTUBOM /1 HALLEro UCCef0BaHMA.

LLENb NCCNEQOBAHUA

MpoaHann3npoBaTb Pe3ynbTaTbl XMPYPrMUYECKOrO JIeYEHUA Na-
umeHToB ¢ PITI 1 BbIABUTb NPEAMKTOPbI Pa3BUTUA HebAaronpuATHOro
nexoaa.

MATEPUAN U METOAbI

PeTpocneKkTMBHO M3y4eHbl M NPOaHasM3MPOBaHbl AaHHble 31
MEAMLUMHCKOM KapTbl CTaLMOHAPHbIX GO0/bHbIX, HAaXOAMBLUMXCA Ha
NleYeHUM B THOMHOM XMPYPrUYecKoM oTaeneHun MpKyTcKkoit obnact-
HOW KAMHUYeCKOW 60/bHULbI (r1aBHbIM Bpad — K.M.H. AyauH MN.E.) ¢
[AVarHo3om: BTOpUYHBIV pacnpocTpaHEHHbIN NEPUTOHWUT Pa3NNYHOM
stnonornm (K 65.0), 3a nepuog ¢ 2015 no 2019 rr.

KpuTepuamm BKIHOYEHMA NALMEHTOB B UCCNEA0BAHME ABNAIUCD:

— Bo3pacT crapie 18 nerT;

— OCTpPbI BTOPUYHBIWA PacnpoCTpaHEéHHbINA NepuToHuT (K 65.0),
notpeboBasLuMit 2 1 6onee caHaLMit BPIOLLHOV NONOCTK.

KpuUTepum UCKAOUYEHNA: NaHKPEOHEKPO3; TAXENbIE COMYTCTBY-
owme 3aboneBaHna B CTaguM LEKOMMEHCALMM; 3/10Ka4eCcTBEHHble
3aboneBaHus.

Xupypruyeckas TakTMKa 3aK/1K04anach B YCTPAHEHWM UCTOYHMKA
NepUTOHWTA, aAeKBaTHOM CaHaLMK M APEHMPOBaHMM BPIOLIHOM NosIo-
CTW C MOC/NeAyoLWMM BbINOIHEHMEM NPOrPAaMMUPOBAHHbIX CaHALMMI
BpPIOLLIHOMN NONOCTU M/UAK penanapoTommii no TpeboBaHuio.

INTRODUCTION

Secondary peritonitis is a common and severe complication
of acute surgical diseases and injuries to the abdominal organs.
It is associated with a high mortality rate of 11% to 83%, empha-
sizing the relevance of this issue [1-3]. Although advancements
in surgical treatment techniques and intensive care for patients
with suppurative peritonitis have decreased postoperative mor-
tality rates, the problem has not been entirely resolved. Multiple
organ dysfunction syndrome (MODS) significantly influences the
course and prognosis of these patients. Furthermore, EIS plays a
crucial role in the development of purulent inflammation of the
peritoneum, contributing to an increase in endotoxemia [4-6],
worsening MODS, accelerating disease progression, deteriorat-
ing the patient's condition and ultimately leading to abdominal
sepsis [6]. Various scoring systems assess the severity of EIS and
MODS and purulent processes in the abdominal cavity, includ-
ing MPI, APACHE, and SOFA [7]. However, currently, there is no
standardized method for predicting and evaluating the severity
of peritonitis. This lack of a unified approach makes selecting the
most effective surgical strategies challenging, ultimately impact-
ing the treatment outcomes for patients with this condition. The
disagreements among widely used assessment scales prompted
us to conduct this study.

PURPOSE OF THE STUDY

To evaluate the outcomes of surgical treatment in patients
with GP and identify predictors for unfavorable outcomes.

METHODS

A retrospective study on the medical records of 31 patients
admitted to the surgical department of the Irkutsk Regional Clin-
ical Hospital, Russia, led by the Chief Physician PhD Dudin P.E. for
generalized (acute) peritonitis of various etiologies (ICD-10 code
K 65.0) between 2015 and 2019.

The inclusion criteria for patients in this study were:

— Age over 18 years

— Generalized (acute) peritonitis (K 65.0), requiring two or
more peritoneal lavage procedures.

Exclusion criteria included pancreatic necrosis, severe de-
compensated comorbidities, and malignancies.

The surgical approach involved eliminating the source that
delivers infectious agents into the peritoneal cavity and perform-
ing adequate peritoneal lavage and drainage. This was followed
by staged relaparotomies with peritoneal lavage if necessary.

The analysis considered age and gender characteristics,
medical history, and objective health status indicators. Addition-
ally, the results from laboratory tests (including complete blood
counts, urinalysis, blood chemistry tests, coagulation profiles, and
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[ns npoBeseHWA aHanM3a yYUTbIBANUCH NMONOBO3PACTHbIE Xa-
PaKTEPUCTUKM, faHHble aHamHe3a 3aboneBaHus, 0ObeKTUBHbIE Mo-
KasaTenm COCTOAHUA MauumeHTa. JonosHUTENbHO U3yYanuch pesynb-
TaTbl 1a6OPATOPHbIX (0OLLMIA aHANM3 KPOBM, MOUM, BUOXMMMYECKOE
nccnef0BaHMeE KPOBM, KOArynorpamma, aHasn3 KUCAOTHO-LLENOYHOTO
PaBHOBECKA) U MHCTPYMEHTA/IbHBIX (PEHTTEHONOMMYECKME, MYNbTH-
CnupasibHas KOMMbloTepHas Tomorpadums opraHoB rpyaHow 1 bproLu-
HOW MONOCTEN, YNbTPa3BYKOBOE MCCeA0BaHME BPIOLIHOM NOA0CTH)
METOZ0B NCCNEe0BAHMA.

TaKKe OLeHUBAZIUCL MHTPAONEPALMOHHbIE MOKasaTesu, Takue
KaK xapaktep 1 06bEM nopakeHua 6poLLMHbI, 0cO6EHHOCTM NpoBe-
[eHUA ONepaTMBHOMO BMELLATe/bCTBa, Cnocobbl caHaumumn BproLHoM
NOMOCTU M METOAbI 3aBEPLLEHUA ONEPaTUBHOTO BMeLLATeNbCTBa.

BbipaeHHocTb MOH oueHMBanach No obLenpuHATLIM LWKanam
APACHE Il v SOFA. [1nfa npeackasaHua cxoaa NepuToHNTa BCEM NaLm-
€HTaM PaccUUTLIBAUCL PUCKM NeTanbHOCTH cornacHo MUT no crene-
Ham [8]. [Ana oueHkm TaxkecTn COH ncnonb3oBaHa LWKana BblpaeH-
HOCTV NPWU3HAKOB 3HTEPaNbHON HEAOCTAaTOYHOCTM, NPeaoKeHHas
H0.M. TamHbIm U coaBT. (2001) [9].

Cratuctnyeckas obpaboTka npoBegeHa C MOMOLLbIO NaKeTa
NpUKNaaHbIX nporpamm Statistica 10 (StatSoft, Tulsa, OK, USA). Ana
ONMUCaTENbHOrO aHaNM3a KONMYECTBEHHbIE MOKA3aTeNM BbIpaXKasuch
B BMAE MeauaHbl (Me), HUXKHEro 1 BepxHero keapTtuneit [Q25; Q75].
3HayYeHNA KauecTBEHHbIX MOKa3aTesnell BbIpaxanuch B BUAe abcontot-
HbIX AaHHbIX U NPOLEHTOB — abc. (%). OnpeseneHne CTaTUCTUYECKH
3HAYMMBIX PA3/IMUNIA MeXKAY CPaBHMBAEMbIMK MapameTpamu npo-
BOAWNIOCH HENAPaMETPUYECKUMU METOAOM C BbluMCAeHWEM T-Kpu-
Tepus BWAKOKCOHa. [n1A YCTAHOBNEHUA CBA3U MEXAY ABNEHUAMMU
MCMONb30BANICA METOA PaHTOBOM KOPPENALMKU — HEMapaMeTPUYECKNiA
Ko3appuLmeHT Koppenauun Cnupmena (rs). [na BbIABNEHUA NPULUH-
HO-C/IEACTBEHHbBIX OTHOLUEHWI NPU aHanu3e MNOoyYeHHbIX AAHHbBIX
MCMOb30BaICA MHOTOGAKTOPHbIN HENMHEWHbIN (norucTuyeckas pe-
rpeccvia) aHanms. MNpu oLeHKe AaHHbIX CTaTUCTUYECKOTO aHaM3a pas-
JINYNA CYUTANNUCL 3HaYMMbIMK Npwm p<0,05.

PE3YNbTATbI

Mpw NpoBeAeHUM PETPOCMNEKTUBHOMO aHaIM3a YCTaHOB/IEHO, YTO
MyXU4mH 6b110 16 (51,6 %, Bo3pacT cocTaBun 56 [40; 62]), KeHLWMH —
15 (48,4 %, BospacT— 62 [51; 73]). Koitko-aeHb cocTasun 41,5 [24; 76].

Haunbonee yacTbiMM MpUYMHAMM NEPUTOHMTA Oblan nepdopa-
TUBHAA A3Ba Xenyaka v ANK (22%), cnaeyHan KuwweyHas Henpoxoau-
MOCTb (20%), 3aTem yLiemnéHHan rpbixka (16%), ocTpblii XoneuuctuT
(13%), ocTpbiit anneHaMUMT (10%) 1 rHoiHoe TybooBapuanbHoe 06-
pasosaHue (10%) (Tabn. 1).

OnepaTMBHOE /IeYeHMe BKIIOYA/IO YCTPAHEHWE UCTOYHMKA Nepu-
TOHWMTA M CaHaLMIO BPIOLWHOM NONOCTU PACcTBOPaMM aHTUCEMTUKOB C
NOCAEAYOLLMMM NPOrPaMMUPOBAHHBIMM CaHALMOHHbBIMU M/WAK pena-
NapoTOMMAMM MO TpeboBaHNID, HEOBXOAMMOCTb B KOTOPbIX ONpeaens-
N1acb B 3aBUCHMOCTM OT TEYEHMA W BbIPAXKEHHOCTM THOMHOTO NpoLecca
B GPIOLLIHOW NOMOCTU. BbINONHANACH HA30MHTECTUHANbHAA MHTYbaLWA,
B MOC/IE0NePaLYOHHOM Nepuoae YAeNanoch 60o/bloe BHAMAHWE Ky-
MUPOBAHMIO Napesa KULLEYHMKA (MeaMKaMEHTO3HaA CTUMYAALMA, 0un-
CTUTENbHbIE KAM3MbI). [TPOBOAMNOCH KOMMEKCHOE eyeHne naLmeH-
TOB: MHPY3MOHHO-KOPPUTMPYIOLLAA TEPANUA € y4ETOM METabOoNNYECKUX
M3MEHEHWM, SMNUPUYECKan, a BNOCNEACTBUM, afpecHas aHTMbaKTepu-
afbHas Tepanus, CUMNTOMaTUYECKan Tepanus.

OUEHKA TAMKECTU COCTOAHWUA MALMEHTOB OCYLLECTBAA/MACL Ha
NPOTAXEHWUM BCero nedeHns (puc. 1). TAKeCTb COCTOAHUA NaLMEHTOB
Ha MOMeHT nocTynaeHusa no wkane APACHE Il 6bina 19 [14; 22] 6an-
JI0B, NP 3TOM Hab0AAN0Ch CTATUCTUYECKM 3HAUMMOE €€ CHUMKEHME
(T-kpuTepuit BunkokcoHa, p=0,01) K TpeTbelt onepaumm go 15,5 [12;
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assessment of acid-base imbalance) and imaging studies (such as
plain X-rays, multispiral computed tomography of the chest and
abdominal organs, and ultrasound examinations of the abdomi-
nal cavity) were also reviewed.

Intraoperative variables included the severity and extent of
peritoneal damage, operation characteristics, peritoneal lavage,
and closure techniques.

The severity of MODS was evaluated using the widely ac-
cepted APACHE Il and SOFA scores. To predict the outcomes of
peritonitis, mortality risks were calculated for all patients based
on the MPI categories. Additionally, a scale was utilized to eval-
uate the severity of EIS proposed in a study by Yu.M. Gain et al
(2001) [9].

All statistical analyses were performed using the Statistica
software package v.10 (StatSoft, Tulsa, OK, USA). For descriptive
analysis, quantitative data were described based on the median
(Me) and the upper and lower quartiles [Q25, Q75]. Qualitative
data were presented as absolute values and percentages, ex-
pressed as abs. (%). The differences between the compared pa-
rameters were analyzed using the Wilcoxon signed-rank test, a
nonparametric method that determines statistical significance.
The rank correlation was measured using the nonparametric
Spearman correlation coefficient (rs). Multivariate nonlinear re-
gression analysis was employed to determine cause-and-effect
relationships in the data analysis. The statistical data analysis
showed significant differences at p<0.05.

RESULTS

Retrospective analysis included 16 men (51.6%) with an av-
erage age of 56 years [40; 62] and 15 women (48.4%) with an av-
erage age of 62 years [51; 73]. The average length of hospital stay
was 41.5 days [24; 76].

The most common causes of peritonitis were perforated
gastric and duodenal ulcers (22%), adhesive intestinal obstruction
(20%), strangulated hernia (16%), acute cholecystitis (13%), acute
appendicitis (10%), and tubo-ovarian abscess (10%) as shown in
Table 1.

Surgical treatment involved eliminating the cause of the
contamination and peritoneal lavage with antiseptics. This was
followed by staged peritoneal lavages and, when necessary, re-
laparotomies, which were determined based on the progression
and severity of the peritonitis. Nasointestinal intubation was also
performed. In the postoperative period, significant attention
was given to addressing paralytic ileus, utilizing pharmacological
stimulation and cleansing enemas. A comprehensive treatment
approach was implemented for the patients, including therapy
tailored to metabolic abnormalities, empirical and, subsequently,
targeted antibacterial treatment, and symptomatic therapy.

The severity of the patients' conditions was assessed
throughout the treatment period (Fig. 1). At admission, the av-
erage APACHE Il score was 19 [14; 22]. A statistically significant
decrease in the score was observed during the third operation,
as indicated by the Wilcoxon signed-rank test (p=0.01) when the
average score dropped to 15.5 [12; 20]. Although no statistically
significant differences were noted afterward, the severity of the
patients' conditions progressively worsened, resulting in an aver-
age score of 20 [14; 26] by the fourth operation and 22 [14; 28]
by the fifth operation.

At the time of the first operation, the severity of the con-
dition, as indicated by the SOFA scores shown in Fig. 2, was 3.5



Yenyprowx EE ¢ coasm. PaciipocTpaHEHHBIN THOVHBIN IePUTOHUT

BECTHMK ABMILIEHHEBI
Tom 26 * No 4 * 2024

Tabauya 1 PacnpedeneHue 60s1bHbIX 8 308UCUMOCMU OM
2muono2uU NepumoHUMa

Table 1 Distribution of peritonitis causes

Mpmwwanepwiomita/Cavse :

OCTpbIit anneHaULUmUT

Acute appendicitis

YwemnEéHHas rpbixka

Strangulated hernia

MNepdopatnsHan a3ea xkenyaka n ANK

Perforated ulcer of the stomach and duodenum
OCTpbIi raHrpeHo3Ho-NepdoPaTUBHbIN XONELMUCTUT
Acute gangrenous perforative cholecystitis

OcCTpas KuLeYyHas HeNpPoXoAMMOCTb

Acute intestinal obstruction

lHolHOe TybooBapuanbHoe obpa3oBaHue
Tubo-ovarian abscess

TpaBma opraHoB 6pHOLIHOM NONOCTH

Trauma of abdominal organs

HeKpoTUYECKNIA SHTEPUT HEYTOUHEHHOM 3TUONOTMM
Necrotizing enteritis, unspecified

Bcero/Total

20]. HecmoTps Ha OTCyTCTBME CTaTUCTUYECKM 3HAUMMOW Pa3HULLbI, TA-
YKECTb COCTOAHMA MaLMEHTOB B AMHAMMKE HapacTana, U K YeTBEpPTOW
onepaumu coctasuna 20 [14; 26], a K natoi — 22 [14; 28] 6anna.
TAXeCTb COCTOAHMA No WKane SOFA (puc. 2) Ha MOMEHT BbINon-
HeHuWA nepBol onepauun coctasnana 3,5 [2; 8] 6anna, B aAvHamuKe
Hab/1104,aN10Cb CTAaTUCTUYECKM 3HAUMMOE YXYALLEHME COCTOAHUA NaLLy-
eHTa mexxay BTopoii (3,1 [2,5; 3,6]) v natoit (7 [2; 9]) penanapotomms-
Mu (T-Kputepuit BunkokcoHa, p=0,04).
Konunyectso penanapotomuii coctasuno—4,5[3; 7]. Koliko-aeHb
npebblBaHMA NALMEHTOB B peaHumaumm coctasun 19,5 [12,5; 25,5].
TaxecTb neputoHuta no MWM coctasuna 27 [23; 33]. Il cteneHb
TAXKECTM ycTaHoB/eHa Yy 19 naumeHToB (58%) C BepOATHOW NeTanbHO-
cTbto 0 22,3%; |1l cteneHb — y 10 60nbHbIX (BEPOATHAA NETaNbHOCTb
—1059,1%), | cteneHb (BeposaTHOCTb — A0 2,3%) —y 2 naumeHToB. Pac-
npeaeneHne NaLMeHToB NpeaCcTaBAeHo B Tabn. 2.
[ocneonepauyoHHas neTanbHOCTb B rpynne coctasuna 29%.
OfHaKo, neTanbHOCTb B 3aBMCMMOCTM OT cTeneHn MMWI He Bcerga
COBMAZAeT C PacCYUTAaHHOM MPOrHOCTMYECKOM feTanbHocTbio MU,

[vHamuka TSHKECTU COCTOSIHUSA naumenTa no wkane APACHE |1
Dinamic APACHE Il Score to determine disease severity
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APACHE Il

0 & Median
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onepauuwu/operation order T Non-Outlier Range
Puc. 1 ﬂUHGMUKG MAXecmu COCMOoOAHUA nayueHmos, OL(EHéHHGﬂ no

wkane APACHE |1

Fig. 1 The changes in the severity of the patients' condition assessed by
the APACHE Il scores

3 10
5 16
7 22
4 13
6 20
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[2; 8]. A statistically significant deterioration in the patient's con-
dition was observed between the second relaparotomy, which
had an average score of 3.1 [2.5; 3.6], and the fifth relaparotomy,
which had an average score of 7 [2; 9]. This difference was con-
firmed by the Wilcoxon signed-rank test (p=0.04).

The total number of relaparotomies performed was 4.5 [3; 7].
In intensive care, average length of stay was 19.5 days [12.5; 25.5].

The average MPI score among the patients was 27 [23; 33].
Out of 33 patients, 19 (58%) were classified in MPI score category
I, associated with a probable mortality rate of up to 22.3%. Ad-
ditionally, 10 patients fell into MPI score category lll, where the
probable mortality rate reached 59.1%. Meanwhile, 2 patients
were identified in MPI score category |, which carries a probabil-
ity of mortality of only up to 2.3%. The distribution of patients
across these categories is detailed in Table 2.

The postoperative mortality rate in the study group was
29%. However, the mortality rates based on MPI scores do not

[HamuKa TsXecTu cocTosiHus no wkane SOFA
Dinamic SOFA Score to determine disease severity

®

SOFA
o

-2 & Median
25%-75%

onepauuu/operation order T Non-Outlier Range

Puc. 2 /JuHamuKa maxecmu coCmosAHUA NAUUeHMOo8s, OUeHEHHAA o
wkane SOFA

Fig. 2 The changes in the severity of the patients' condition, assessed
by the SOFA scores
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Tabauya 2 OueHKa puckos emasbHocmu 60s6HbIX N0 MU

Lo 21 6anna (*2,3%)

0,
<21 (*2,3%) Bl
21-29 6annos. (*po 22,3%) o
21-29 (*up to 22.3%) 19 (61%)
Bonee 29 6annos (*mo 59,1%) o
>29 (up to 59.1%) LRSS
Bcero/Total 31 (100%)

MpumeyaHwe: * — BepOATHOCTb 1eTasibHOCTH [8]
Note: * — mortality risk [8]

Hanbonblwan neTanbHOCTb BbiABAEHA Y NaumeHToB co |l cTeneHblo
TAMECTU NEePUTOHUTA M 0bycnoBaeHa nporpeccuposaHmem MOH, no-
ABJIEHMEM KMLUEYHbIX CBULLEN, YTO, NO HALLEMY MHEHWIO, ABAAETCA
npoasneHnem Taxénoro CIH. Tak, npu Il cTeneHm TAXKECTU KULeYHble
CBULLM AMarHoctTnpoBaHbl B 42% cnydaes, npu Il ctenenn — B 70%.
XoueTcs OTMETUTb, YTO Npu |l CTeNEHM TAXKECTU NETANbHOCTb NPK pPas-
BUTUM KULIEYHbIX CBULLEN JocTuraeT 88%, a 06Lan NeTanbHOCTb B
rpynne ¢ KULWeYHbIMM CBULLAMM coCcTaBnseT 56%.

Hamu npoBeaéH aHanu3 cTeneHu BblipaxkeHHocT C3H, npu pac-
YéTe KOTOPOro YYWUTLIBAAUCL AaHHbIE 06BbEKTUBHOMO 06CNef0BaHMA,
PEHTreHONorMYecKkMe NPU3HaKK, MHTPaonepaLyoHHble U 1abopaTop-
Hble M3MeHeHus. KoadduumeHT BbipaxkeHHocTn CIH y nauumeHTOB
npwv nepsoii onepauuu coctasun 3,7 [3,05; 4,6] 6anna, B AMHaMKKe
3TOT MOKa3aTe/lb CTAaTUCTUYECKU 3HAUMMO CHUMKA/ICA KO BTOPOM one-
paumu go 3,1 [2,56; 3,6] (T-kpuTepuit BunkokcoHa, p=0,005) 1 K Tpe-
Tbel onepauymn — 1o 2,8 [1,7; 3,1] (T-kputepwit BunkokcoHa, p=0,004).

[OunHamuka sbiparkeHHocT CIH npeacTasneHa Ha puc. 3.

Mpw pacnpefeneHny nauMeHToB Mo cTeneHn Taxectn CIH,
yCTaHoBAEeHO, 4To |l cTeneHb BcTpevanack y 61%, npu 3Tom, Kuwwey-
Hble CBWLLUM Y JAHHOM Tpynmnbl Pa3BMBanuCb B 63% C N1E€TaNbHOCTbIO
47% (1abn. 3).

[nA OUEHKM CONPANKEHHOCTU PAKTOPOB, BAUAIOLMX HA UCXOA,
NPOBeAEH KOPPENALMOHHbIN aHann3 CNMpMeHa, BbifBEHa YMEPEH-
HaA CTaTUCTUYECKM 3HAYMMARA 3aBUCUMOCTb MEXKY CTEMEHbIO TAXKECTU
NepPUTOHMUTa, oLleHEHHOro no MU v BbipaxeHHocTbio CIH (r=0,44),
BblpaXkeHHOCTblo COH 1 KoM4yecTBOM OnepaTMBHbIX BMELLATeNbCTB
(rs=0,58). MomMMMO 3TOro, HauyMHas co BTOPOI penanapoTOMMK yCTa-
HOB/IEHA MPAMas YMepPeHHan 3aBUCMMOCTb mexay COH 1 TaxecTbro
COCTOAHMA MaLMeHTa, OLeHEHHON no wKane APACHE Il (rs=0,58), ko-
TOpan YCMAMBAETCA K 4eTBEpToN penanapotommu (r=0,72). Takum
06pasom, BbIpaxKeHHOCTb CIH 3aBUCUT OT M3MEHEHWI B BPIOLLHOM
MONOCTU, UCTOYHMKA NEPUTOHUTA, TAXKECTU SHAOTOKCMKO3a M Hampa-
MY BAMSET Ha KONIMYECTBO BbIMONHEHHbIX penanapotomuii. Hamu

Tabauya 3 PacnpedeneHue nayueHmos no cmeneHu CIH

Table 2 Mortality and MPI Scores

JNletanbHoCTb
n (%) Mortality
n (%)
0 1 (50%) 0
7 (37%) 8 (42%) 7 (88%)
2 (20%) 7 (70%) 2 (29%)
9 (29%) 16 (52%) 9 (56%)
Tsxectb OH B AMHaMuke
EIS Score to determine EIS severity
6
5
T
2 4
73
g
EF) 2
1
0 & Median

1 2 3 4 5
onepauuw/ operation order

25%-75%
T Min-Max

Puc. 3 V3meHeHus sbipaxceHHocmu CIH e duHamuke
Fig. 3 The changes in the severity of EIS

always match the predicted prognostic mortality associated with
MPI. The highest mortality rate was observed in patients with
grade Il peritonitis, which was linked to the progression of MODS
and the development of intestinal fistulas, a severe manifesta-
tion of EIS. Specifically, intestinal fistulas were diagnosed in 42%
and 70% of grade Il and Ill peritonitis cases, respectively. It is im-
portant to note that when intestinal fistulas developed in grade Il
peritonitis, the mortality rate reached 88%, while the overall mor-
tality rate in the group with intestinal fistulas was 56%.

We analyzed the severity of EIS based on data from objec-
tive assessments, radiological signs, and findings from intraopera-
tive and laboratory evaluations. During the first operation, the av-
erage severity score for EIS was 3.7 [3.05; 4.6]. This average score

Table 3 Distribution of patients by severity of EIS

| cteneHb

0,
EIS grade | 12 (39%)
Il cteneHb
EIS grade Il 19 (61%)
Bcero/Total 31 (100%)
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yCTaHOBNEHO, YTO Y 52% naumeHTtos, umetowmx CIH, passuBsatoTca
KULLEYHbIE CBULLM, TPebytoLMe BbINOAHEHUA NOBTOPHbIX penanapo-
TOMWI, YTO, B CBOIO OYepesb, BHOCUT CBOM BKaZ B UCXOL, ONepaTnB-
HOro BMeLLaTeNbCTBa.

TakKe, B pe3y/bTaTe NPOBEAEHNSA KOPPENALMOHHOMO aHanu3a,
y)Ke Ha NepBoii onepauym yCTaHOBEHa YMEPEHHAA 3aBUCUMOCTb He-
61aronpPUATHOrO UCXOAa OT TAXKECTU COCTOAHMA NaLMeHTa, OLEeHEHHAs
no wkane APACHE Il (r=0,59), SOFA (rs=0,62) 1 KoandyecTBom onepa-
TUBHbIX BMeLaTenbeTs (r=0,61). C Kaxaoi nocneayollei onepauu-
el 3aBUCUMOCTb CTaHOBMTCA 6os1ee CUbHOM, TaK K YeTBEPTOM onepa-
LMW HabntoaaeTca yMepeHHan CTaTUCTUYECKM 3HAaYMMasn 3aBUCUMOCTb
OT TAKECTU cocToAHMUA no wkane APACHE Il (r.=0,69) u cunbHan cTa-
TUCTUYECKM 3HaUMMas 3aBncMocTb oT SOFA (r=0,82), K nsaToit one-
paLyK YCTaHOBNEHA CMbHAA CTaTUCTUYECKM 3HAYMMAn 3aBMCMMOCTb
ot APACHE Il (rs=0,89) n SOFA (r;=0,87), 4TO CBUAETENLCTBYET O Ha-
pactaHum NMOH # 3HAOTOKCMKO3a. XOUETCA OTMETUTD, YTO K YETBEPTOM
onepaLymu BblABAEHA YMEPEHHO 3HAYMMAn CTAaTUCTMYECKM 3HAYMMaA
3aBUCMMOCTb HebaronpuaTHoro ucxoda ot Taxkectv CIH (r=0,69).

Mpu onpeaeneHmMn NPorHOCTUYECKMX GakTopPoB, BAUAIOLWMX Ha
MNCXOL, ONEPATUBHOTO IEYEHNSA, MPOBEAEH MHOTOGAKTOPHbIM perpec-
CWMOHHbIV aHanu3 (Tabn. 4).

KaKk cnegyeT 13 nonyyeHHbIX AaHHbIX (Taban. 3), TAXKecTb cocTo-
AHMA NaUMeHTa, oueHEHHasA no wkane APACHE Il u SOFA un TaxecTb
NepuTOHUTA, OUEHEHHAA no wkane MW, cTaTUCTMYECKM 3HAYMMO
B/IMAIOT Ha MPOrHO3MPOBaHME UCXOAA ONEPATUBHOTO IEYEHMUS.

OBCYXXEHUE

B pesynbraTe aHanM3a ycTaHOBAEHO, YTO nepdopaTMBHan A3Ba
wenyaka v ANK 1 cnaeyHas 6onesHb — Hambosee YacTble MPUUUHBI
0CTPOro NepuToHUTa. Konnyectso penanapoToMuii U caHauuii BproLu-
HOW NOMIOCTU 3aBMCKUT OT BblpaxkeHHoOCTU CIH, Npu nporpeccnpoBaHnm
KOTOPOW UCTOYHUKOM MEPUTOHUTA TaKKE MOMKET CTaTb HECOCTOATE/b-
HOCTb KULLUEYHbIX LIBOB, MO0 pa3BuTHE NOCNEONEePaLMOHHBIX Hecdop-
MMPOBAHHbIX KMLLEYHbIX CBULLEN Ha GOHE HapacTaHMA 3HTepPONaThu.

M3BECTHO, YTO Ha UCXOA, NEPUTOHUTA BAMAET COBOKYMNHOCTb haK-
TOPOB, ONPEAENAIOLLMX TAKECTb COCTOAHUA BOILHOTO, 3 TaK¥Ke Bblpa-
*KEHHOCTb M3MEHEHWI B BPIOLWHOM NONOCTH (THOMHbIM oyar, cocTos-
HUE KWLIEYHOW CTEHKM, cTeneHb BbipaxeHHocT CIH). Mo AaHHbIM
JiMTepaTypbl, KAOYEBYHO PoAb B pa3sutum NOH npu neputoHuTe nrpa-
€T pa3BuUTME SHAOTOKCMKO3a, B OCHOBE KOTOPOIO /IEXAT HapyLlweHUs
3HTEpOremaTM4eckoro bapbepa KULWKKM ¢ pasBUTMEM BaKkTepuanbHoO
TPAHC/IOKaLMKW 1 NOCAEAYIOLLEN MyNbTUOPTraHHOM ancdyHKUmen [4].

Tabnauya 4 Pe3ynsmamel MHO20(haKMOPHO20 Pe2peccuoHHO20
QHA/1U3a UCX00a ONepamuUBHO20 eYeHUA

CymmapHas perpeccus a1 3aBUCMMOM nepemeHHol: ncxog 1 (1)
R=0,93522583; R2=0,87464735

F (7,5)=4,9839; p<0,04789; cTaHAapTHan owmnbKa (SE) oueHKu:
0,27774

APACHE Il 0.589212 0.205158
SOFA 0.605342 0.234980
MuUn 0.614456 0.214440
Konunyectso penanapOT'OMMM 0222885 0201631
Number of relaparotomies

BoipasenHocts C3H 0.392814 0.249917

EIS score

decreased to 3.1 [2.56; 3.6] after the second operation, which
was statistically significant, as indicated by the Wilcoxon signed-
rank test (p=0.01). Following the third operation, the average
score further declined to 2.8 [1.7; 3.1], also showing statistical
significance (p=0.004) as per the Wilcoxon signed-rank test. The
changes in the severity of EIS are illustrated in Fig. 3.

In distributing patients by the severity of EIS, it was found
that grade Il was present in 61% of cases, while intestinal fistulas
developed in 63% of this group, accompanied by a mortality rate
of 47% (Table 3).

To evaluate the factors influencing outcomes, we performed
a Spearman correlation analysis. This analysis indicated a moder-
ate and statistically significant relationship between the severity
of peritonitis, measured by the MPI, and the EIS scores (r=0.44).
Furthermore, a moderate correlation was identified between the
severity of EIS and the number of surgical interventions (rs=0.58).
Starting with the second relaparotomy, we found a moderate cor-
relation between the EIS and the severity of the patient's condi-
tion as assessed by the APACHE Il scores (rs=0.58). This correla-
tion was strengthened by the fourth relaparotomy, increasing to
r.=0.72. These findings suggest that the severity of EIS is influ-
enced by the degree of peritoneal inflammation, the anatomical
site of infection, and the degree of endotoxemia. All these factors
directly affect the number of relaparotomies performed. Addi-
tionally, our study revealed that 52% of patients with EIS devel-
op intestinal fistulas, resulting in repeated relaparotomies, which
further impacts the outcomes of surgical treatment.

A correlation analysis revealed a moderate dependence
between unfavorable outcomes and the severity of the patient's
condition following the first surgery. This was evaluated using
the APACHE Il score (rs=0.59), the SOFA score (r.=0.62), and the
number of surgical procedures (r=0.61). With each subsequent
surgery, this dependence became stronger. By the fourth surgery,
a moderate and statistically significant dependence on the se-
verity of the condition, as indicated by the APACHE Il score, was
found (r==0.69), alongside a strong and statistically significant de-
pendence on the SOFA score (r,=0.82). The fifth surgery showed a
strong and statistically significant dependence on the APACHE I
score (rs=0.89) and the SOFA score (r;=0.87). These findings sug-
gest an increased endotoxemia and the development of MODS.
Moreover, by the fourth surgery, a moderate and statistically sig-
nificant dependence of unfavorable outcomes on the severity of
sepsis was revealed (r=0.69).

Table 4 Multivariate regression analysis of surgical
treatment outcomes

Summary of regression analysis for variables predicting outcomes
of surgical treatment: outcome 1 (1)

R=0.93522583; R2=0.87464735

F (7.5)=4.9839; p<0.04789; standard error (SE) of the estimate:
0.27774

t-value for a
8 =] 90% Cl P
1.0757 0.374565 2.87200 =0.035
0.3105 0.120542 2.57614 =0.049
0.0652 0.022737 2.86540 =0.035
0.0329 0.029777 1.10541 >0.05 (=0.319)
0.2373 0.150945 1.57178 >0.05 (=0.179)
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MyckoBbiIM MOMeHTOM B pa3suTun CIH cneayet cumtaTb Hapy-
LIeHWe MOTOPUKM ANUTeCTUBHOIO TPAKTa, KOTOPOE 3aKOHOMEPHO pas-
BMBAETCA NPY HAIMYMM THOWHOrO npoLiecca B bptolwHol nonoctu. Mo
HalMM AaHHbIM, Npu3Hakn CIH guarHoCTMpOBaHbI y BCEX NalMeH-
TOB NPY NEPBOI ONEPALMM U COXPAHANNCH B TEYEHME BCETO NEPMOAa
HabOLAEHMA, CHAXKAACL MW HapacTas B AYHaMUKe. B To e Bpems,
npu HapactaHumn CIH pucK NOBTOPHOM onepauuy y NaLMeHToB pes-
KO BO3pacTaeT. Hamu ycTaHOBMEHA CTaTUCTMYECKM 3HAYMMan 3aBUCK-
MOCTb MeAay IH 1 Konnyectsom penanapotomuii (rs=0,58), KoTopsble,
B CBOIO OYepesb, BAUSAIOT Ha HebaronpuaTHbIN ncxog, 3abonesaHns
(rs=0,61).

CoxpaHstowmiica CIH B ycnoBuAx HapyLIEeHUA naccaxka no au-
reCTUBHOMY TPaKTy CMOCOBCTBYET NoAAepKaHUIO M HapPaCTaHUIO 3H-
[0TOKcMKo3a 1 MOH, ycTaHoBNeHa NpAMan ymepeHHasa 3aBUCUMOCTb
mexay COH u TAXKeCTblo COCTOAHMA NauMeHTa, OLEeHEHHOM Mo LWKane
APACHE Ha Bcex cpoKax HabntoaeHus, yBEIMUYMBAACH K YeTBEPTOM pe-
nanapotomum (r=0,72).

B pesynbraTte pesepBHble BO3MOXKHOCTM KWLLEYHOW CTEHKM
MCTOLLAKOTCA, YTO MOBbILIAET PUCKM NMOBTOPHOW onepaumun. Taknum o6-
pa3oM, BEPOATHOCTb PenanapoToMuiA no TpeboBaHUto y 6ObHbIX C
TAKENbIM CIH yBENIMUMBAETCA, TaK KaK Pa3BUTME KMULLIEYHbIX CBULLIEN,
KaK KpaliHeii cteneHn CIH, no HalmMm AaHHbIM, cocTaBnset 52% c ne-
TaNbHOCTbIO 56%.

B pe3ynbrate uccnefoBaHMA Hamm ycTaHoBAeHo, Yto COH Bama-
€T Ha TeYeHMe 1 Ucxos 3ab0NeBaHws, YTO NOATBEPKAAETCA BbIABIEH-
HOW B pe3ynbTaTe UCCNeA0BaHMA YMEPEHHO 3HAYMMOM CTAaTUCTUYECKU
3HAYMMOM 3aBUCMMOCTbIO HEBNAroNPUATHOTO UCXoAa OT TAxKecTM CIH
(r=0,69).

Mpu oueHke TaxectTn neputoHuTa no MU ycraHosneHo, yTo I
CTeneHb TAXKEeCTU cocTasnfeT 58%, HO NpM 3TOM BEPOATHAA NeTallb-
HOCTb HE COBMajaeT C MOJYYEHHOW B pesy/abTaTe MCCAeA0BaHMsA.
[lo JaHHbIM pa3HbIX aBTOPOB, 4yBCTBUTENbHOCTL MW cocTtasnaer
90,9%, cneundunyHocTb — 78,1% 1 MMEET BbICOKYIO MPOrHOCTUYECKYHO
LeHHocTb [7, 10-12]. HecmoTpsa Ha 3To, HM3KMUIA Bann npu oueHKe
MPOrHo3a He rapaHTUpyeT 61arononyYHbIM UCXOL, TaK Kak 6ansibl He
BK/IIO4AIOT BCE MapaMeTpbl, ONpeaenatoLLmMe OpraHHyo AUCPYHKLMIO
Ha MOMEHT MOCTYNNEHWUA NaLMEHTa, TEM CaMblM PUCK CMEPTK Y Na-
LIMEHTOB CO 3HAYMUTEILHOM OpraHHOM AUCOYHKLMEN OCTAETCA HeA00-
LIeHEHHbIM, NMOCKO/IbKY TaKMM MaLMeHTam BCE PaBHO He MOXKET bbITb
npuceBoeH bonee BbICOKUIA Bann pucka, 1 OHU BbIXOAAT 38 PAMKM Na-
pameTpoB b6annbHOM cuctembl [13]. MlOMUMO 3TOrO, Ha UCXOZ4, MOTyT
BNMATL creumduyeckne dakTopbl 3a60neBaHNsA, KOMOPOUAHOCTb Na-
LMEHTa, AMarHOCTMYECKMe M NedyebHble BMELLATENbCTBA, @ TaKkKe Ha-
NYMe nocneonepaLmoHHbIX OCIoKHeHWI [10, 14].

Mpn NnpoBeaeHMN KOPPENALMOHHOTO aHa/1M3a YCTAaHOB/IEHO, YTO
wKana APACHE Il (rs=0,89) n SOFA (rs=0,87) UMeIOT CUNbHO 3HaYMMOe
CTaTUCTUYECKM 3HAYMMOE BJIMAIHWME Ha MCXOA, 3ab60/eBaHMA Ha BCeX
JTanax onepaTUBHOrO fieveHuA.

MpoBeAEHHbIN MHOrOMaKTOPHbIM PErpeccMOHHbIN aHaAn3 UCXO-
[la ONepaTUBHOTO leYyeHns 6OMbHbIX MOKa3an, YTo Ha Ucxog, 3abone-
BaHMA y naumeHToB ¢ PIT] BanAeT TAXeCTb COCTOAHMA, OLEHEHHAA No
wkane APACHE Il n SOFA, a TaKe TAXeCTb NePUTOHUTA, OLEeHEHHAA
no wkane MWII. MonyyeHHble pe3ynbTaTbl He NPOTUBOPEYAT AaHHbIM
nmTepaTypsl. Tak, B uccnenoBanuax apyrmx asTopos MUI nokasbisaet
BbICOKYH KOPPEensaLmio ¢ HebNaronpmaTHbIM UCXOLOM W NMOKasaTens-
MU cMepTHOCTH [15, 16]. EAMHCTBEHHBIM HEAOCTAaTKOM OLLEHKM TAXKe-
cT1 neputoHuTa No MU AaBnaeTcA OTCyTCTBME BO3MOXKHOCTU OLEHUTD
€ro B IMHaMMKe, HO, B TO }Ke BPeMA, Ha MHTPAoNepaLnoHHOM 3Tane
MOMOraeT OnpeaenuTb NPOrHO3 M ONEPALLMOHHDBIN PUCK, TEM CaMbiM
cnocobcTByA BbIBOPY ¥ NAaHUPOBaHMIO onepauum [12].

B peTpocneKkTMBHOM KOFOPTHOM MCCNea0BaHMM ObIN0 NOKa3aHo,
YTO NPOrHOCTMYECKaA LeHHOCTb wkan APACHE Il 1 MUM conocTasu-
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A multivariate regression analysis was also conducted to
identify the prognostic factors influencing the outcomes of surgi-
cal treatment, as shown in Table 4.

The data presented in Table 3 indicate that the severity of
the patient’s condition, as assessed by the APACHE Il and SOFA
scores, along with the severity of peritonitis measured by the MPI
scores, significantly impacts the prediction of surgical treatment
outcomes.

DISCUSSION

The analysis revealed that perforated gastric and duodenal
ulcers, along with abdominal adhesive disease, are the most com-
mon causes of acute peritonitis. The frequency of staged relapa-
rotomies with peritoneal lavage is influenced by the severity of
EIS. As EIS progresses, peritonitis may also result from intestinal
suture dehiscence or incomplete intestinal fistulas, particularly in
settings of increasing intestinal failure.

The outcome of peritonitis is influenced by several factors,
including the patient's health condition, the extent of purulent
inflammation, and peritoneal damage, such as the presence of
abscesses, the condition of the bowel, and the severity of the EIS.
Several research publications indicate that endotoxemia plays a
crucial role in the progression of MODS in peritonitis. Endotox-
emia occurs due to disruptions in the gut-blood barrier, which
leads to bacterial translocation and, subsequently, multiple organ
failure (MOF) [4].

The primary factor that triggers EIS is often gastrointestinal
dysmotility, which commonly arises from purulent peritoneal in-
flammation. Our data reveal that signs of EIS were present in all
patients during the first operation and persisted throughout the
study, although the severity varied among these patients. Impor-
tantly, as the severity of EIS increases, so does the likelihood of
additional surgeries in these patients. We found a statistically sig-
nificant correlation between enteric insufficiency and the number
of relaparotomies (r,=0.58), which subsequently influences the
unfavorable outcomes of the disease (r:=0.61).

Persistent EIS in settings of gastrointestinal dysmotility con-
tributes to increased endotoxemia and MODS. A moderate pos-
itive relationship has been established between EIS and the se-
verity of the patient's condition, as evaluated using the APACHE
scores throughout the study. This relationship becomes stronger
during the fourth relaparotomy (r=0.72).

Depleting intestinal reserve capacities increases the likeli-
hood of reoperations, particularly in patients with severe EIS. Our
data show that intestinal fistulas as extreme EIS occur in 52% and
a mortality rate of 56%.

Our study demonstrated that EIS significantly impacts the
progression and outcomes of peritonitis. This finding is support-
ed by a moderately strong, statistically significant correlation be-
tween the severity of EIS and unfavorable outcomes (r:=0.69).

In our assessment of peritonitis severity using the MPI
scores, we observed that 58% of cases were classified as grade
Il severity. However, the predicted mortality rate based on this
scoring does not align with the findings of our study. Various
authors have reported that the MPI demonstrates a sensitivity
of 90.9% and a specificity of 78.1%, indicating a high predictive
value [7, 10-12]. However, even a low score in prognosis assess-
ment does not ensure a favorable outcome, as these scores do
not encompass all the factors influencing MOF at the time of pa-
tient admission. Consequently, the risk of death in patients with
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Ma, 4YTO NO3BOIAET NPOrHO3MPOBATb NETA/IbHOCTb, @ TAK¥KE OLEHWUBATb
COCTOAHME NauueHTa B TeYeHMe BCero nepuoga neveHus. Mpu mHo-
ropakTOpHOM JIOTUCTUHECKOM PErPeCcCMOHHOM aHasM3e aBTopamu
YCTaHOB/NEHO, YTO yBesMYeHue Ha 1 6ann no wkane APACHE Il 6bin10
CBA3aHO C YBENIMYEHMEM MEPUONEepaLMOHHON CMepTHOCTM Ha 1,18
(95% 4K 1,05-1,32; p<0,05) [17]. Opyrvue aBTOpbI TaK*Ke MPULLAN K
BbIBOZAY, YTO AN1A MALMEHTOB, NEPEHECLIMX IKCTPEHHOE ONepaTUBHOE
NeyeHve no nosogy nepdopaTMBHOMO NEPUTOHMTA, OLLEHKA COCTOA-
Hus no APACHE Il uMeeT BbICOKYHO MPOTrHOCTUYECKYH CMOCOBHOCTL B
onpeaeneHnun pucka NeTasabHOCTU M BO3HUKHOBEHMSA NocaeonepaLy-
OHHBbIX OC/IO¥KHEHWI C YyBCTBUTENLHOCTLIO 76%, MPK STOM OLLEHKA MO
wkane APACHE okasbliBana 3HauuTenbHoe obliee BavsaHue (p=0,007)
Ha ucxoz 3abonesaHus [18]. B apyrom uccnefoBaHMM NMoOKasaHo, YTo
WwKana APACHE Il aBnaeTca npeanKTopom HebaaronpuaTHOro ncxona
1 XOPOLLO C HUM KoppenupyeT [19]. laHHble AMTepaTypbl HE MPOTUBO-
peyat nosy4YeHHbIM HaMK pe3y/bTaTam.

B HeKkoTopbIx paboTax MoKasaHo, 4To WKana SOFA aAsnseTca cTa-
TUCTUYECKM 3HAYUMbIM NPEAUKTOPOM MUCXOAQ TEYEHWUA PacmpocTpa-
HEHHOrO BTOPMYHOTO MEPUTOHUTA. MPOrHOCTUYECKan LEeHHOCTb LWKa-
nbl SOFA, paccunTaHHan Npy NOCTYNNEHUM U B AUHAMUKE NleYeHus,
BbICOKa —Yem bbicTpee perpeccupyet SOFA, Tem 6onblue BEPOATHOCTb
6naronpuatHoro ucxoga (p=0,0001) [20]. Apyrve aBTOPbI OTMETUAN
HeobxoaMmMocTb ucnonb3osaHna SOFA gns 6onee TOYHOro NPOrHo-
3MPOBaHMA CMEPTHOCTM 1 3a60/1€BaEMOCTH, YBEIMYEHME NOKA3aTENA
SOFA cBA3aHO C yBesM4eHrem CMepTHOCTU NPWU PacnpocTpaHEHHOM
nepuToHuTe (p<0,0001) [21]. B Hawwem nccnefoBaHMM TaKKe YCTaHOB-
NleHa BbICOKAA KOPPENALMOHHAA CBA3b MEXY TAKECTbI COCTOAHMA
nauueHTa, oueHEHHOW no wKane SOFA, 1 HebnaronpuaTHbIM MUCXO-
nom 3abonesanns (rs=0,87).

Takum 06pasoM, AMHAMUKA OLLEHWMBAHUA TAMECTU COCTOAHMA
naumeHTa no wkanam SOFA n APACHE Il moXeT ncnoib3oBaTbCa Kak
MPOrHOCTMYECKMI BaKTOp, a TaKKe NoKasaTeNb afeKBaTHOCTU Nieve-
HWA U BAIMATDL Ha BbIOOP XMPYPrUYECKOM TaKTUKU.

B nutepatype [0 cvx nop obCyKAaeTca BONPOC OTHOCUTESb-
HO NPOrHOCTUYECKOM LLIeHHOCTM Pas3/IMYHbIX LWKa/A B OLEHKE TAKECTU
nepuToHuTa. CyluectByeT MHOXECTBO CUCTEM OLIEHKM, CMOCOBHbIX
npesacKasaTtb TeYEHNE NEPUTOHNTA, HO BCE 3TU LUKaAbl AOKHbI ObITb
MNCNONb30BaHbl COBMECTHO M B3aUMHO JOMONHATL APYr Apyra C y4yé-
TOM BCex GaKTOPOB, BAUAIOLLMX Ha UCxoA, 3aboneBaHus. Ho B 0bLiemns-
BECTHbIX LUKa/MaX He yunTbiBaeTca TAaxecTb CIH — 0gHOro M3 BaXKHbIX
3BeHbeB NaToreHesa, nepesanyckatowero 1 noaaepxmeatowero NMNOH
Y OaHHOW rpynnbl 60NbHbIX MOC/E, MO CYTU, KYNMUPOBAHHOTO NepBUY-
HOTO FHOMHOrO MopaKeHWs bProWKMHbBI. K coXKaneHuto, yunTbiBas He-
60/1bLIOE KOMYECTBO HAOAOAEHWI, HAMM He MONYYEHO CTaTUCTUYeE-
CKM 3HQUMMOTO B/IMAHWUA AAHHOMO NOKa3aTens Ha HebiaronpUATHbIN
MCXOZ NPU NPoBeAEeHNM MHOTOPAKTOPHOrO PErPeCcCHOHHOIO aHanusa,
HO TOT $aKT, YTO HaMM YCTAaHOBJIEHO CTAaTUCTMYECKM 3HAYMMOE B/IU-
AHMe CIH Ha KONMYECTBO BbIMOMHEHHbIX PENanapoTOMMUIA U UCXOA,
3aboneBaHus, NO3BONIAET CAENATb NPEANONOKEHNE, YTO UCNONb30Ba-
HWe AaHHOTO NOKa3aTeNsA MOXKET NOBAMATL Ha BbIOOP XMPYpPruyeckom
TaKTUKM Y MALMEHTOB. 1A U3yyeHus AaHHOMO BOMpoca Heobxoanmbl
JanbHenwme nccnefoBaHus.

3AK/NIOYEHUE

PesynbTaTbl  IEYEHUS  PACMpPOCTPAHEHHOTO  MEPUTOHUTA,
Mo-NPeXXHeMy, OCTalOTCA HEYA0BIETBOPUTENbHBIMM, @ MOUCK ONTH-
Ma/bHbIX METOAOB A/ CHUKEHWS, KaK CMEpTHOCTH, TaK U 3abosne-
BAaeMOCTU A0 CWX Mop Befgétca. Mcnonb3oBaHWE MPOTHOCTUYECKMX
LKA/ OLEHKM TAXKECTU COCTOAHUA JAET BO3MOMNHOCTb BbIABUTb PUCKM
OCNOMKHEHUN U HeBAAronpuaTHOrO Mcxoaa. fonydeHHble AaHHble
NO3BO/IAOT CAENATb BbIBOA, YTO Y LIAaHHOW TAXKENOW KaTeropun 60.b-

significant MOF is often underestimated. Such patients cannot be
assigned a higher risk score as they fall outside the parameters
of the scoring system [13]. Furthermore, the outcome can be in-
fluenced by specific disease factors, patient comorbidities, diag-
nostic and therapeutic interventions, and postoperative compli-
cations [10, 14].

A correlation analysis revealed that the APACHE Il scores
(r=0.89) and the SOFA scores (r.=0.87) statistically affect disease
outcomes at all stages of surgical treatment.

A multivariate regression analysis of variables predicting out-
comes of surgical treatment in patients revealed that the severity
of the condition, measured by the APACHE Il and SOFA scores, sig-
nificantly affects disease outcomes in patients with GP. Additional-
ly, the severity of peritonitis, evaluated using the MPI score, also
significantly impacts patient outcomes. These findings align with
existing literature data, demonstrating a strong correlation be-
tween adverse outcomes and mortality rates associated with the
MPI score [15, 16]. The only limitation of the MPI score is that it
cannot evaluate the clinical trajectory of the condition. However,
the MPI score helps determine prognosis and assess surgical risk
during the intraoperative phase. This information helps guide the
selection and planning of the surgical procedure [12].

A retrospective cohort study demonstrated that the predic-
tive values of the APACHE Il and MPI scores are comparable. This
allows for both the prediction of mortality and assessing a pa-
tient's condition throughout the treatment period. In a multivar-
iate logistic regression analysis, the authors found that a 1-point
increase in the APACHE Il score was associated with 1.18 times in-
crease in perioperative mortality (95% Cl 1.05-1.32; p<0.05) [17].
Other authors have also found that for patients who undergo
emergency surgery for perforated peritonitis, the APACHE Il score
is highly effective in predicting the risk of mortality and the likeli-
hood of postoperative complications, with a sensitivity of 76%. It
was found that the APACHE score had a significant overall effect
(p=0.007) [18]. The APACHE Il score effectively predicts adverse
outcomes and shows a strong correlation [19].

Literature data supports our findings, indicating that the
SOFA score is a statistically significant predictor of outcomes in
cases of generalized secondary peritonitis. The predictive value
of the SOFA score, evaluated at admission and throughout treat-
ment, is notably high. A faster SOFA score reduction correlates
with a higher likelihood of a favorable outcome (p=0.0001). [20].
Other authors emphasized the importance of using the SOFA
score for more accurate predictions of mortality and morbidity;
an increase in the SOFA score correlates with a higher mortali-
ty rate in GP (p<0.0001) [21]. Our study established a significant
correlation between the severity of the patient's condition, as
assessed by the SOFA scores, and unfavorable outcomes of GP
(r=0.87).

Therefore, monitoring the severity of the patient's condition
using the SOFA and APACHE Il scores can serve as a prognostic
factor, as well as an indicator of treatment adequacy, and can in-
fluence the choice of surgical tactics.

The literature continues to debate the predictive value of
various scoring systems in evaluating the severity of peritonitis.
Numerous assessment systems exist that can predict the course
of peritonitis. However, these scales should be utilized in conjunc-
tion with one another, considering all factors that impact disease
outcomes. It is important to note that the established scoring sys-
tems often do not consider the severity of EIS, which is a critical
factor in the pathogenesis that triggers and contributes to MODS
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HbIX HEOBOXOAMMO YUMTHIBATb COMACOBAHHOCTb TaKMX HAKTOPOB, Kak
TAXECTb COCTOAHMA NaumeHTa (wkanbl APACHE Il n SOFA), cTeneHb
BbIPAKEHHOCTU NepuToHUTa (WKana MUN), a TakKe CTeneHb Bblpa-
»eHHocTM C3H, YTo NO3BO/IUT MaKCMMasbHO OBbEKTUBM3MPOBATD,
ONTUMM3MPOBATb M MPOrHO3MPOBATb UCXOZ, 3ab0NeBaHUS.

in this patient cohort after the initial purulent peritoneal injury
has been addressed. Unfortunately, our study's limited sample
size did not find a statistically significant effect of this factor on
unfavorable outcomes when conducting a multivariate regression
analysis. Nevertheless, our findings demonstrated a statistically
significant impact of EIS on the number of relaparotomies per-
formed and on the overall outcome of the disease. This suggests
that considering the severity of peritonitis may influence the
choice of surgical tactics for patients. Further research is needed
to explore this issue in more depth.

CONCLUSION

The treatment outcomes for GP remain unsatisfactory, and
the quest for effective methods to reduce both mortality and
morbidity is still ongoing. Utilizing predictive scales to assess the
severity of the condition allows for identifying risks related to
complications and unfavorable outcomes. The data indicate that,
in this critical patient population, it is essential to consider the
interplay of factors such as the severity of the patient's condi-
tion (measured by the APACHE Il and SOFA scores), the severity
of peritonitis (assessed using the MPI score), and the severity of
the EIS. Considering these factors will facilitate a more objective
analysis, optimize treatment strategies, and improve predictions
regarding the disease outcome.
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