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Introduction:-
Aim ofmystudy wereasfollows:

Discussions of the treatment of peritonitisand the evaluation of different
therapeutic
approachesarehamperedbythelackofpreciseclassification(ability).1The
advantages of various scoring systemsused in other studies like Glasgow
coma scale, TNMStaging and APACHE scores in the evaluation of
thepathophysiology and in  comparing the efficacy of
thetreatmentmadeonesearchforasimilarscoringsysteminevaluationofperit
onitis.ie.,Mannheimperitonitisindex.
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---------------------------------------------------------------------------

1.Tostudythevalidityofthescoringsystem,presently ~ being  studied worldwide.ie : . Mannheimperitonitis
index.Mannheim peritonitis index (MPl)isa specificscoringsystem thatfacilitatesearlyidentification of patients with
severe peritonitis foraggressivesurgicalapproachandimprovedoutcomes.

Aim:-

Tostudytheprognosticfactorwhichdeterminestheoutcomeof the disease.

Patientfactors:-
Age, Sex,GeneralHealth.

Diseaseprocess
Siteofperforationii.Durationofperforation
iii. The extentof peritonealcontamination.
EffectofGeneralsystemiccomplicationslike
Respiratoryii.CVSsystemiii.Shock
iv.Multi-organ failure
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Mannheimperitonitisindex(MPI)

Risk factor Score

Age >50 years

Female sex

Organ failure*

Malignancy

Preoperative duration of peritonitis >24 h
Origin of sepsis not colonic

(s T S e L%

Diffuse generalized peritonitis
Exudates:

Clear

o O

Cloudy, purulent

Fecal 12

*Kidney failure: Creatinine level > 177 mmolfL or urea level > 167 mmol/L or oliguria
< 20 mL{h; pulmonary insufficiency: PO_< 50 mmHg or PCO_ > 50 mmHg; intestinal
obstructionfparalysis > 24 h or complete mechanical ileus; shock hypodynamic or
hyperdynamic

History:

Surgicalanatomyofperitoneumandperitonealcavity:

The anatomic relationship within the abdomen isessential in determining possible source and routes ofspread of
infection.In man, the peritoneal cavity is aclosed space. In women, it is perforated by the freeends of the fallopian
tubes. Anteriority the
peritonealcavityreflectsontotheposterioraspectoftheanteriorabdominalmusculature.Posteriorly,theperitoneal lining lies
superficial to the retroperitonealviscera,includingaorta,venacava,ureters,andkidneys. The anterior and posterior
peritoneal layersare described collectively as the parietal peritoneum.Thevisceral peritoneumrepresents
themesotheliallining cells that are reflected onto the surface of theviscera.

Theperitoneumiscoveringtheintestinestheserosa of the bowel. Peritoneal reflections
andthemesentericattachmentscompartmentalizetheintraperitoneal ~ space and  route, spreading  exudates
tositesthatareoftendistantfromthesource. Thetransversemesocolondividestheperitonealcavityhorizontally into an upper
and a lower space.
Thegreateromentum,extendingfromthetransversemesocolonandthelowerborderofthestomach,coversthe lower
peritoneal cavity.

Theperitonealcavityhasseveralrecessesintowhichexudatesmaybecomeloculated. Themostdependentrecessoftheperitone
alcavityinthesupine position is in the pelvis. In women, the uterusand fallopian tubes project into the pelvicrecess.

MaterialsAnd Methods:-
All patients of peritonitis are admitted to GovernmentGeneralHospital,SiddharthaMedicalCollege,Vijayawada or who
have peritonitis due to variouscauses after being in a patient between the period ofDecember 2016toDecember 2018.

Methodology:-

InclusionExclusion Criteria:

Patientswithclinicalsuspicionandinvestigatory — support for the diagnosis of  peritonitisdue  tohollow
viscousperforationare included.
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ExclusionCriteria:

Patientswithassociated injuriesto otherorgans
Patientswithassociatedvascular,neurogenicinjuries
Patientswithanyothersignificantilinesswhichislikely toaffecttheoutcome
morethanthedisease in the study.

Agebelow12yearsandabove75years.

Samplesize :100Patients

Results:-
PatientswithperitonitisadmittedinGovernmentGeneralHospital, SiddharthaMedicalCollege, Vijayawadawerestudiedfro
mDecember2016toDecember 2018, total number cases reviewed were100.

Study of Patient factors :
age, sexAge:-

The patients with age ranging from 17 years -
75yearswereconsidered. ThemaximumnumberofpatientswereinMiddleage(21-50years)-64patients. But the mortality
rate was more in extremesof age that is>50years group. The mortality rate of the elderly patientwas100% (1patient).

Sex:-
A maximum number of patients were male -86, butthe mortality rate was more in males(100%).
Sincemaximumpatientsweremales,thenumberofpatientsdiedwere maximummale patients.

Studyofthediseaseprocess

Mortalityv/stimeofpresentation: Thetimeofpresentationofpatientsrangedfrom
<24hoursto>12days.Maximumpatientspresentedinl-3days(41%). Mortality increased correspondingly
withthedelayinperforation. ltwas0%for<24hours,80%>9days, and 100%for more than 9 days.

AGE&SEX :
Age Survived Died Tofal
Male 81 (84%) 5 (6%) %
(85%) {100%) (88%)
Female 14 {100%) 0 14
(15%) (14%)
Total 95 {95%) 5 (5%) 100
(100%) (100%) (100%)
Age Survived Died Total
<20 17 (100%) 0 17
(18%) (17%)
21-30 28 (100%) 0 28
(29%) (28%)
31-40 17 (100%) 0 17
(18%) (17%)
41-50 19 (100%) 0 19
(19%) (19%)
§1-60 T(T0%) 3(30%) 10
{T%) (60%) (10%)
61-70 7(89%) 1{13%) 8
(T%) (20%) (8%)
>T1 0 1(100%) 1
{20%) {1%)
Total 96 {96%) 5(5%) 100
(100%) (100%) (100%)
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DurationOfPresentation:

Mortality Vs. type of perforation: Perforations
weregroupedintoeightaetiologies. Appendicularperforationwasthecommonestcause(29%)followed by gastric and
enteric. The mortality rate

ofGastricperforationis100%.Anothertypeofperforationsduodenal,entericandappendicularperforationscontributed0%

mortality.

Etiology Survived Died Total
Duodenal 7 (100%) 0 7
Perforation (7%) (7%)
Enteric 17 (100%) 0 17
Perforation (18%) (17%)
Tubercular 6 (100%) 0 6
Perforation (6%) (6%)
Traumatic 16(100%) 0 16
Perforation (17%) (16%)
Malignant 2(100%) Q 2
Perforation (2%) (2%)
Non-specific lleal 3(100%) 0 3
(3%) (3%])
Stomach 15 (75%) 5 (25%) 20
(16%) (100%) (20%)
Appendicular
perforation 29 (100%) 0 29
(30%) (29%)
Total (95%) (5%) 100
(100%) (100%) (100%)

EvaluationOfScoringSystem

ResultsofMPI:-
Theminimumscoreofthepresentationwastenwhilethemaximumwas47.Maximumpatientswereintherage20-
29.Themortality increasedexponentiallyfor a score morethan 26. While the range of 10-19 had 0% mortality,the range
20-29 had 19(28%) mortality. It jumped to79% for score 30-39, and only one case who had
ascoreofabove40died(100%).Toanalyzethemortalityratemorecritically,anarbitrarycutoffpointofMPIscore26wastaken3
5.Sixty-fivepatientswereinscore<26while40hadmorethan26. The mortality rate was as low as 5(7%) with
ascoreof<26whileitwasashighas35(86%)inpatientswitha score of more than26.

MPI Survived Died Total
<26 49 (98%) 1(2%) 50
(52%) (20%) (50%)
> 26 46 (92%) 4(8%) 50
(48%) (80%) (50%)
Total 95 5 100
(95%) (5%) (100%)

MPI, of < 26 MPI, 25% of < 20 sepsis score, 7% ofpatients < 24 hr duration stayed more than 20 days.
Itwasreversedin 71% in age >50 years, 100%in MP1>26,91%insepsisscore>20and47%duration>24hrs.

Discussion:-
Peritonitisisadreadedcomplicationandifnottreatedintime,canterminatefatallyinourstudyon100patientsinGovernmentGe
neralHospital,Siddhartha Medical College, Vijayawada. We
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foundvariousfactorlikeage,associatedmedicalillness,shockatthetimeofadmission,andextentofperitoneal contamination
as an important prognosticfactor in the outcome of these patients. The data weobtained were tabulated and the
percentage calculatedwherever necessary, the significance of the
differenceinvariousgroupswascalculatedusingy2test,student-t-testandother statisticalmethods.

Studyofpatientfactors
Age:Ageseemstobeanimportantfactorindeterminingtheoutcome.Extremesofagehadincreased mortality rates. This is
in agreement withstudiesbyDellingeretal.

Sex :
As in most studies males out number femalesby9:1.MortalityratewashigherinfemalesThisdifference is not
significant,(p<0.05) may be becauseofvery lessnumberoffemalesin ourstudy (only 10).

Adegreeoffreedom:1
chi-square:0

Studyofthediseaseprocess

Mortality Vs. time of presentation: In our study, theduration of perforations from the time of presentationseemed to
have the major impact. it can be seen
thatmortalityforpatientspresentingwithin24hrswas0%.Andupto100%fordelayedpresentationformore than one week.
This is in complete agreementwith the resultof most other studies.

OnfurtheranalysisofthedatausingtheX2test(30.15)  for group data the P < 0.001, confirming
thatthedifferenceinmortalityishighlysignificant.Hence, delay in presentation is associated with thecorresponding
increase in mortality.

MortalityVs.typeofperforations
AswithmoststudiesGastricperforationfromcontributedmaximumMortalityofthecases(20/100). They contributed as
much as100% to themortality. They had a mortality rate of 100%.
Entericperforationhadthemortalityof0%eventhoughdelayinpresentation,typicalclinicalfeatures,thegeneral complication
of typhoid seem to contribute tohigher mortality ratecomparisonof MORTALITYwith otherstudies.

Our Golighe
Etiology Nair ** | Mishra | Tripathi*' |r Delinger?
Study
Duodenal 0% - - 16.6% - 4%
perforation
Enteric 0% 48% - 32% -
Tubercular| 0% 100% 30% - -
Malignant 0% - - - 1%
perforation
Traumatic 0% - - 33% -
perforation
pS&EﬁL‘ﬁo 5%

Foreachanalysis,thefactorisdividedintotwogroups.
Survivorgroup:
Age<50years,MPI<26,Perforationduration<24 hrs.

Mortality group :
Age > 50 years, MPI > 26,(High-risk group)Perforationduration>24hrs.
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Inourstudywefoundthatinsurvivorgroupofpatients tend to have less General complication
andlessseriouslocalcomplicationsconversely,themortality group had more serious local complicationslike fecal fistula,
deepseatedabscess.

Complications Our study Tripathi et al.
Fecal fistula 1% 15%
Wound sepsis 4% 26%
MOF 5% 1%

An interesting aspect in our study was in perforationduration, patients presenting with24 hours had a
verygoodprognosiswithfewercomplicationsbothgeneral and local. This is in agreement with currentstudiesWe
advocate needing for further studies onMannheimPeritonitisindextoincludeacolonicorigin of sepsis and to remove
female sex as variablesof adverse outcomein MannheimPeritonitisindex.

Conclusion:-
The prospective study was done on 100 patients inGovernmentGeneralHospital,SiddharthaMedicalCollege,
Vijayawada.

Extremes of age (< 20 yrs, > 50 yrs) seem to hurtthe outcome - other comorbidities likeHIV and renalfailure.

Type, Time and extent of peritoneal contaminationseem to have a bearing on mortality. Patients
withdiffuseperitonitis, fecalcontaminationdo worse.

Associatedfactorslikediabetes,cardiovascularproblemsaddtomortality.

ThereiswidescopefortheuseofMannheimperitonitisindex, inthepresentcontext.Ithelpsindeterminetheriskofpatientpreop
eratively.

surgicaldecision.
definitivesurgerycanbedonesafelyinlowscorepatient.

Aggressive,newermodalitiesoftreatmentneed to be tried in high score patients toimprove mortality by Intensive
therapyunit&dialysis.

To compare the efficacy of various treatmentcanbeaccuratelycomparedbytakingintoconsideration their effect on
mortality with respect totheir scores.

Patient with high scores needs to be managedinsurgicall CUcenterswhichareadequatelyequipped and well equipped
with trained personneland facilities.

Only adequate Health education, proper referralmechanism canhelpinreducing this.

Peritonitis and its sequalae management involvelots of skill, expensive modalities of monitoring andtreatment which
has to be utilized judiciously basedon riskstratification.
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