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THE TREATMENT OF GENERAL SEPTIC| PERI-
TONITIS?

Bv ANDREW J. McCOSH, M.D.,

OF NEW YORK,

SURGEON TO THE PRESBYTERIAN HOSPITAL.

HE object of this paper is not to give an account of the
various methods which have been employed in the treat-
ment of septic peritonitis, neither is it to dwell on the

results of treatment as recorded in the statistics of different sur-
geons, but simply to state the conclusions which have been
derived from my own experience in the treatment of these cases.
My remarks will apply solely to that form commonly known as
diffuse or general septic or suppurative peritonitis, where the
infection, unlimited by adhesions, has extended to all parts of
the peritoneal cavity. Intraperitoneal collections of pus, if
walled in by adhesions, no matter how numerous or how exten-
sive they may be, are not considered, neither are cases of tuber-
cular peritonitis.

McCosh Il AJ. The treatment of general septic peritonitis.
Ann Surg. 1897;25:687-97.




Hlavnliindikace ontrel surgery”

1. Trauma
2. Peritonitida, abdominalni sepse

3. Akutni pankreatitida
4. Nitrobrisni hypertenze

- KONtrola krvaceni, infekce, dekomprese,
snadny opakovany vstup

X
Nekrotizujici fasciitida
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Multicentre prospective study of fascial closure rate after open
abdomen with vacuum and mesh-mediated fascial traction
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Letalita ,open abdomen® pfi trvani nad 5 dnu je 30%

Background: Damage control surge

in both trauma and NoD- A i i e e L i et Lt aaiatets e
been developed. The main objective of this study was to evaluate the fascial closure rate in padents
after vacuum-assisted wound closure and mesh-mediated fascial cracdon (VAWCM) for long-term OA
treatment, and to describe complicatons.

Metheods: This prospective study included all padents who received VAWCM trearment between 2006
and 2009 at four hospitals. Padents with antcipated OA treatment for fewer than 5 days and those with
non-midline incisions were excluded.

Results: Among 151 padents treated with an OA, 111 received VAWCM treatment. Median age was
68 years. Median OA treaoment dme was 14 days. Main disease aedologies were vascular (45 padents),
visceral surgical disease (57) and trauma (9). The fascial closure rate was 76.6 per cent in intention-
to-treat analysis and 89 per cent in per-protocol analysis. Eight patients developed an intestinal fistula,
of whom seven had intestinal ischaemia. Intestinal fistula was an independent factor associated with
failure of fascial closure (odds ratio (OR) 855, 95 per cent confidence interval 1-47 to 49.72; P = 0.017).
The in-hospital mortality rate was 29.7 per cent. Ape (OR 1-21, 1.02 to 1-43; P = 0-027) and failure of
fascial closure (OR 44.50, 1.13 to 1748.52; P = 0.043) were independently associated with in-hospital

mortalitv.

British Journal of Surgery 2011; 98: 735-743
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The open abdomen, indications, W) oo
management and definitive closure
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The Pediatric Guidelines
Sub-Committee for the
World Society of the Abdominal
Compartment Syndrome

Intra-abdominal hypertension

and the abdominal compartment syndrome:
updated consensus definitions and clinical

practice guidelines from the World Society
of the Abdominal Compartment Syndrome

IAP > 20mmHg = 27cm H20
+/- APP < 60 mmHg
+ nova organova dysfunkce Ci

selhani

+ neuspech konzervativnich
opatreni u sekundarniho ACS:
evakuace strevniho obsahu

evakuace intraabdominalni
tekutiny

optimalizace hemodynamiky

zlepseni compliance brisni
steny

INTRA-ABDOMINAL HYPERTENSION (IAH) / ABDOMINAL
COMPARTMENT SYNDROME (ACS) MANAGEMENT ALGORITHM

Intra-Abdominal Hypertension (IAH)

Abdominal Compartment Syndrome (ACS)

Patient has IAH 2 i
(IAP 2 12 mmHg) Iy
Initiate treatment to reduce IAP
Avoid excessive fluid
resuscitation
Optimize organ perfusion
(GRADE 1C)
Monitor IAP with
IAP > serial measurements
20 mmHg NOP at least every 4 IAP < 12 mmHg
with new organ hours while patient is consistently?
failure? critically ill
(GRADE 1C)

YES

Patient has ACS

Y

IDENTIFY AND TREAT
UNDERLYING ETIOLOGY
FOR PATIENT'S ACS

YES

IAH has resolved
Discontinue |IAP measurements
and monitor patient for
clinical deterioration

Does
patient have

Patient has Secondary or

Primary ACS?,

Recurrent ACS

YES

Perform [ revise abdominal
decompression with temporary
§ —
abdominal closure as needed to E3
reduce IAP (GRADE 2D)

> 20 mmHg with

failure?

ical treatment opti i 1AP
1. Improve abdominal wall compliance
Sedation & analgesia
Neuromuscular blockade
Avoid head of bed > 30 degrees
2. Evacuate intra-luminal contents
Nasogastric decompression
Rectal decompression
Gastro-/colo-prokinetic agents
E bdominal fluid collections
Paracentesis
Percutaneous drainage
#. Correct positive fluid balance
Avoid excessive fluid resuscitation
Diuretics
Colloids / hypertonic fluids
Hemodialysis / ultrafiltration
|5. Organ Support
Optimize ventilation, alveolar recruitment
Use transmural (tm) airway pressures
Pplat,,, = Plat - 0.5 " IAP
Consider using volumetric preload indices
If using PAOP/CVP, use transmural pressures
PAOP,.,, = PAOP - 0.5 * IAP
CVPy, = CVP - 0.5" IAP

3.

Definitions
IAH - intra-abdominal hypertension

ACS - abdominal compartment syndrome

IAP - intra-abdominal pressure

APP - abdominal perfusion pressure (MAP-IAP)
Primary ACS - A condition associated with injury
or di in the 10-pelvic region that
frequently requires early surgical or
|interventional radiological intervention
Secondary ACS - ACS due to conditions that do
not originate from the abdomino-pelvic region
Recurrent ACS - The condition in which ACS
redevelops following previous surgical or
medical treatment of primary or secondary ACS

IAH has resolved
Decrease frequency of IAP

A
NO
Continue medical treatment options to reduce IAP
(GRADE 1C)
Measure IAP at least every 4 hours while patient is critically ill
(GRADE 1C)
L 2
Perform balanced resuscitation of patient preload, contractility, and
afterload using crystalloid / colloid / vasoactive medications
AVOID EXCESSIVE FLUID RESUSCITATION (GRADE 2D)
Is lAP > 20
mmHg with -t NO s IAP < 12 mmHg YES

organ failure?

consistently?

measurements and observe
patient for deterioration




KOMplIkace ,open anaomen:

I

Velka ranna plocha — ztrata tekutiny a bilkovin
Proteinovy katabolizmus, negativni dusikova bilance
Otevrena dutina brisni — riziko infekce a poraneni
Strevni fistulace

Fibrozni plasticke zmeny ,frozen abdomen®
Retrakce fascie, ventralni hernie

S

Snaha o uzaveér vcéetné fascie do 8 dnu.

>

Miller RS, Morris Jr JA, Diaz Jr JJ, Herring MB, May AK. Complications after
344 damage-control open celiotomies. J Trauma. 2005,59(6):1365—71.



I. Rychla hemodynamicka eplimalizace

1. Adekvatni perfuze splanchnicke oblasti
2. VCasné vysazeni katecholaminu
3. VcCasna mobilizace tekutin

British Journal of Anaesthesia 113 (5): 740-7 (2014)
Advance Access publication 9 September 2014 - doi:10.1093/bja/aeu300

SPECIAL ARTICLES

Four phases of intravenous fluid therapy: a conceptual model'

E. A. Hoste'? K. Maitland*%, C. S. Brudney®, R. Mehta®, J.-L. Vincent’, D. Yates?, J. A. Kellum?, M. G. Mythen1?

Volume
and A. D. Shaw1! for the ADQI XII Investigators Group

status

Prumérna délka pozitivni bilance 2 dny

L ] u | |
Optimization Deescalation
Rescue Stabilization




dni laparestomatu

- 1. Pretrvavajici infekce

. 2. Pokracuijici retence
tekutin
3. Sedace
4. Arterficialni ventilace
N 5. Imobilizace
- 6. Proteinovy katabolizmus
" /. Intolerance enteralni
VyZivy
8. Stfevni paralyza
9. Multiorganova dysfunkce
10. Vysoke riziko umrti




VAWCM - ,vacuum-assisted wound closure
and mesh-mediated fascial traction®

Vacuum and mesh for closure of open abdomen

Fig. 1 Vacuum-assisted wound closure and mesh-mediated fascial
traction technique: 1, bowel; 2, visceral protective layer; 3,
abdominal wall; 4, abdominal wall fascia; 5, polypropylene mesh,
consisting of two mesh halves, sutured to the fascia laterally and
to each other in the midline; 6, two pieces of polyurethane foam

placed on top of the mesh and subcutaneously between the

wound edges; 7, tubing set with an interface pad attached to an
opening in the self-adhesive drapes and connected to the vacuum

source

British Journal of Surgery 2011; 98: 735—-743
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ORIGINAL ARTICLE

Use of dynamic wound closure system in conjunction
with vacuum-assisted closure therapy in delayed
closure of open abdomen

A. E. Salman - F. Yetisir - M. Aksoy -
M. Tokag - M. B. Yildirim - M. Kili¢




Dynamicka sutura







1. Proteinovy katabolizmus okolo 20g N + 2g/litr
peritonealniho transudatu

2. Kombinovana parenteralni a enteralni vyziva
3. Imunonutrice s vyhodou

Cheatham ML, Safcsak K, Brzezinski SJ, Lube MW. Nitrogen balance, protein
loss, and the open abdomen. Crit Care Med. 2007;35(1):127-31.



Feeding the Open Abdomen: [1]

Collier, Bryan;Guillamondegui, Oscar;Cotton, Bryan;Donahue, Rafe;et al

JPEN, Journal of Parenteral and Enteral Nutrition; Sep-Oct 2007; 31, 5; ProQuest Central
pg. 410
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Feeding the Open Abdomen

Bryan Collier, DOt; Oscar Guillamondegui, MD?; Bryan Cotton, MDt; Rafe Donahue, PhD*;
Andrew Conrad, BSi; Kate Groh, BS#; Jill Richman, BS%; Todd Vogel, MD, MPHS§; Richard Miller, MDt; and
Jose Diaz, Jr, MDT

From the *Department of Biostatistics, Section of Surgical Sciences, and TDivision of Trauma and Surgical Critical Care, Vanderbilt University
Medical Center, Nashviile, Tennessee; {Vanderbilt University School of Medicine; and the §University of Washington, Harborview Medical Center

ABSTRACT. Background: The purpose of this study was to
determine if early enteral nutrition improves outcome for
trauma patients with an open abdomen (OA). Methods: Ret-
rospective review was used to identify 78 patients who
required an OA for =4 hospital days, survived, and had
available nutrition data. Demographic data and nutrition
data comprising enteral nutrition initiation day and daily %
target goal were collected. Patients were divided into 2
groups: early enteral feeding (EEN), initiated <4 days within
celiotomy; and late enteral feeding (LEN; >4 days). Out-
comes included infectious complications, early closure of the
abdominal cavity (<8 days from original celiotomy), and fis-
tula formation. Results: Fifty-three of 78 (68%) patients were
men, with a mean age of 35 years; 74% had blunt trauma.

Forty-three of 78 (55%) patients had EEN, whereas 35 of 78
(45%) had LEN. There was no difference with respect to
demographics, injury severity, or infectious complication
rates. Thirty-two of 43 (74%) patients with EEN had early
closure of the abdominal cavity, whereas 17 of 35 (49%)
patients with late feeding had early closure (p = .02). Four of
43 (9%) patients with EEN demonstrated fistula formation,
whereas 9 of 35 (26%) patients with late feeding formed
fistulae (p = .05). The EEN group had lower hospital charges
(p = .04) by more than $50,000. Conclusions: EEN in the OA
was associated with (1) earlier primary abdominal closure,
(2) lower fistula rate, (3) lower hospital charges. ( Journal of
Parenteral and Enteral Nutrition 81:410—415, 2007)







@ Open abdomen® je zavazna rizikova situace
zatizena vysokym rizikem umrti

@ Pokrok v technickem provedeni a peci o
pacienty na JIP je markantni

A Zlepseni vysledku hojeni bez hernie

# Vzajemna spoluprace chirurga a intenzivni péce
je dulezita
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