PERITONITIS

ACUTE PERITONITIS
Definition: 

· It is an inflammation of the peritoneal cavity or acute inflammation of the visceral and parietal peritoneum
· Acute peritonitis is either primary--a rare disease in which the peritoneum is infected via the bloodstream--or secondary to many causes, the most common of which is perforation of the GI tract. 

· The peritoneum itself is remarkably resistant to infection and, unless contamination continues from an uncontrolled source, tends to heal with treatment.
Etiology:

· The most serious causes of peritonitis are perforation of a viscus into the peritoneal cavity (intra-abdominal esophagus, stomach, duodenum, bowel, appendix, colon, rectum, gallbladder or biliary tree, urinary bladder), trauma, infected intraperitoneal blood, foreign bodies, strangulating intestinal obstruction, pancreatitis, pelvic inflammatory disease (PID), and vascular catastrophes (mesenteric thrombosis or embolism).

· In sexually active women, PID is secondary to a variety of agents; gonococcus and chlamydia are most common. 

· Many bacteria may invade the pelvis secondary to a septic abortion or an intrauterine device; most organisms simultaneously infect the fallopian tubes and lead to intraperitoneal abscesses.

· Intraperitoneal blood from any source (e.g. trauma, surgery, ectopic pregnancy) can become infected and lead to peritonitis.

· Peritoneosystemic shunts, in common with other long-lasting peritoneal drains, tend to become infected and lead to peritonitis. 

· Drains of any type may furnish an entry for bacteria into the peritoneal cavity.

· Barium introduced into the peritoneal cavity via an enema through a perforated diverticulum can lead to acute and later to chronic peritonitis because of the combination of barium and infection. 

· Meconium peritonitis can occur from perforation of the bowel in utero. 

· Ascites, secondary to cirrhosis of the liver, may become infected spontaneously
Symptoms, Signs, and Complications

· The symptoms of peritonitis depend on the virulence and extent of the infection. 

· In a previously well patient, the sudden onset of abdominal pain is either localized, if the process is confined by viscera or omentum, or generalized, if the entire peritoneal cavity is involved. 

· In severe cases of generalized peritonitis, tenderness occurs over the entire abdomen with vomiting and high fever. 

· Peristalsis is absent. 

· (An old clinical rule: A silent abdomen demands a laparotomy.)

· If peritonitis is not treated promptly and effectively, multisystem failure occurs rapidly. 

· The loss of fluids into the peritoneal cavity and bowel leads to severe dehydration and electrolyte disturbances. 

· The patient's face becomes drawn into the mask like appearance typical of hippocratic facies, and death follows within days. 

· Adult respiratory distress syndrome also develops rapidly. 

· Kidney failure, liver failure, and disseminated intravascular coagulation follow.
· If the patient survives one or more of these syndromes, starvation becomes another important consideration. 

· Unless the infection is promptly resolved, alimentation must be maintained by TPN a central venous line is passed from the subclavian vein into the superior vena cava for this purpose.
· Intraperitoneal abscesses occur in the pelvis, subphrenic spaces, right or left pericolic gutters, and subhepatic space and between bowel loops. 
· Formation of adhesions or bands is a late complication and commonly causes later obstruction, possibly as early as weeks or as late as years.
Diagnosis

· Plain abdominal x-rays should be taken in both supine and upright positions. 

· The presence of gas beneath the diaphragm points to a perforation of the GI tract.

· Laparotomy is the most important diagnostic measure.

Treatment

· Immediate operation is nearly always indicated for patients with peritonitis arising from appendicitis, perforated peptic ulcer, or diverticulitis and from pneumoperitoneum (demonstrated on the upright abdominal x-ray). 
· Acute pancreatitis and PID are exceptions; however, patients with traumatic pancreatic injury from impact on a steering wheel need exploration to treat any laceration of a major duct. 
· In women with PID for whom the diagnosis is not certain, laparoscopy is an option, but exploration may be needed to rule out appendicitis or to treat a tubo-ovarian abscess or salpingitis. 
· Treatment of peritonitis primarily involves treatment of the underlying disease. General therapy includes antibiotics, nasogastric intubation and suction, respiratory care, and fluid and electrolyte replacement.

· A combination of gentamicin and clindamycin is effective but dangerous if renal function is diminished

CHRONIC PERITONITIS

· Causes of chronic peritonitis include reinfections (e.g. repeated attacks of pelvic inflammatory disease), some postoperative infections (talc, starch peritonitis), and chronic infections. 
· Tuberculosis is the major cause of chronic peritonitis 
Postoperative peritonitis
· Postoperative peritonitis has many causes. 
· Operative injury to a viscus (biliary tree, ureter, bladder, GI tract) requires surgical correction. 
· Anastomotic dehiscence is a serious problem that also requires early reoperation. 
· Retained foreign bodies (e.g. a sponge) may cause severe inflammatory adhesions and fibrosis that persist until the sponge is removed surgically or, rarely, discharged spontaneously.

· Talc or starch used on gloves can produce a peculiar granulomatous reaction manifested by protracted postoperative ileus, tenderness, and fever. 
· It usually is self-limited and resolves in a matter of weeks. 
· This reaction is usually diagnosed by a secondary laparotomy, which rules out other complications. 
· Starch can be identified under reflected light by the presence of Maltese-cross granules. 
· Anti-inflammatory drugs (e.g. indomethacin, prednisone) may shorten the convalescence.

Tuberculous peritonitis
· Abdominal involvement occurs in up to 5% of patients with tuberculosis but is more common in patients coinfected with HIV. 
· The gastrointestinal (GI) tract is reported to be the sixth most common extrapulmonary site, and 15-50% of patients with GI involvement may have active pulmonary disease. 
· Abdominal tuberculosis can involve the luminal gastrointestinal tract, liver, spleen, peritoneum, and female genital tract.

· The most common site of enteral tuberculosis is the ileocecal region. 

· Tuberculous peritonitis occurs in less than 1% of cases of tuberculosis. 

· The organisms may enter the peritoneal cavity through the bowel wall, by direct extension from the gynecologic tract, or by hematogenous spread from a primary pulmonary focus
· Most patients will present with a triad of abdominal pain, fever, and weight loss, but anorexia, vomiting, and diarrhea are often reported. 

· The pain may be diffuse or localized to the site of involvement. The onset usually is insidious, with symptoms present for many months before diagnosis. 

· Abdominal distention caused by ascites or intestinal obstruction may be present. 

· Abdominal tenderness is the most common physical examination finding, while hepatomegaly and clinically apparent ascites are variably present

Others 
· Fungal peritonitis, usually with Candida, can occur, especially in postoperative patients who have had persistent peritonitis treated with antibiotics. 
· Candidal peritonitis can be treated with IV amphotericin B, but the prognosis is grave.

· Peritoneal dialysis frequently is complicated by peritonitis; cloudy effluent may indicate its presence. 
· In lying catheters or shunts used for ascites can lead to bacterial invasion, notably by Staphylococcus epidermidis and Staphylococcus aureus
· Treatment is with antibiotics, as determined by culture and sensitivity; removal of shunts, if necessary; or hemodialysis, as a last resort.

