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Peritonitis today

When Edward VII perforated his appendix in 1902 the hospital
mortality for appendicitis with peritonitis was 75%.1 Nowa-
days the problem may seem largely solved, but the mortality
of appendicitis complicated by peritonitis is still 40 times
higher than for the uncomplicated disease. In England and
Wales in 1976 226 patients died from acute appendicitis,2
45 of them below the age of 40-not perhaps many, but a
tragedy for each family concerned. Peritonitis from other
causes is more dangerous: collected figures3 for the outcome
of perforated diverticular disease show a mortality of 10-20%,
so the management of diffuse peritonitis deserves critical
review.

In few surgical emergencies is it so inappropriate for the
patient to be "rushed to theatre," and we have ample evidence
of the dangers of such action.4 Several hours may need to be
spent restoring fluid and electrolyte depletion, correcting
hypovolaemia, ensuring a reasonable urine output, and reliev-
ing the patient's pain. Except for patients with recently
perforated peptic ulcer, everyone with diffuse peritonitis
should be considered a candidate for bacteraemia, and, if this
seems likely, treatment should start before operation: genta-
micin is still the most useful and widely available broad-
spectrum antibiotic, and now, with the welcome introduction
of an intravenous preparation of metronidazole, an attack can
also be mounted on the intestinal anaerobes.

In the operating theatre all surgeons agree on removing the
perforated appendix, closing a perforated peptic ulcer, and
exteriorising or resecting injured colon. The treatment of
perforated sigmoid diverticular disease is more controversial;
many surgeons believe in a Hartmann's type of resection,5
but others continue to favour drainage and proximal
colostomy.6 Some surgeons, too, are reluctant to treat acute
obstructive cholecystitis by urgent cholecystectomy or chole-
cystostomy before perforation occurs. Perhaps all that can be
said about these technical controversies is that there are many
occasions in emergency abdominal surgery that require both
the judgment and the operative skills of an experienced
surgeon.
One of the important developments of the last 10 years has

been recognition of the value of intraoperative peritoneal
lavage, though its place is still far from being generally agreed.8
The experimental evidence of the value of the procedure is in-
controvertible9 and clinical evidence is also accumulating in its
favour. A short paper by Hudspeth10 of North Carolina should
be required reading for every general surgical trainee. Huds-
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peth practises "radical surgical debridement" in the treatment
of advanced generalised peritonitis. Just as no surgeon would
leave an open wound of the thigh only partially cleaned, so in
peritonitis it should be considered essential to carry out
thorough mechanical cleansing of the whole peritoneal cavity
through a long vertical incision. This requires gentle removal
of all the small bowel and thorough lavage of every corner of
the abdomen with volumes of warm saline to remove faeces,
pus, fibrin, and food. In this process of exteriorisation
loculi of pus are often opened and drained-a step of great
importance, because no complication of peritonitis is more
dangerous than the residual abscess between loops of bowel.
Fibrin and pus are gently mopped off the bowel. Postoperative
intestinal obstruction by adhesions is a considerable risk, and
in severe cases a long intestinal tube should be passed, through
a proximal jejunostomy, to the caecum to act as an internal
splint and to decompress the inflamed small bowel." Hudspeth
used all these methods in 92 critically ill patients aged between
3 and 69 years; none of his patients died. Burnett,12
Noon,13 and Stewart and Matheson'4 are all strong believers
in adding an antibiotic to the irrigating solution, but Hudspeth's
results suggest that removing the source of peritoneal con-
tamination by resection or suture followed by thorough
peritoneal debridement may be the most important parts of
the treatment. Postoperative irrigation of the peritoneum
with an antibiotic solution introduced and extracted through a
dialysis catheter has also been tried extensively,'5 but there
is no indication that this has any advantages over thorough
intraoperative lavage, and it does carry its own problems. One
unquestioned advantage of thorough lavage of the abdominal
cavity and the incision with tetracycline solution (0 1%) is a
dramatic reduction in the number of wound infections'4: this
does not occur if noxythiolin is used.8

Postoperative management of patients with diffuse peri-
tonitis is now fairly standardised, and if thorough peritoneal
debridement and lavage have been carried out complications
are unusual. The occasional residual abscess will develop and
can be relatively silent and difficult to diagnose. Paralytic
ileus has become a rare condition: when it does occur Neely
and Catchpole's'6 regimen of sympathetic blockade and
parasympathetic stimulation has proved its worth.
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Recurrent abdominal pain
in childhood
One schoolchild in every seven or so suffers from recurrent
abdominal pain, and yet in most cases no organic cause is
found.' So how extensively should such children be investi-
gated ? An adequate history and thorough physical examination
are absolutely essential, and, though a few routine investiga-
tions (full blood count, sedimentation rate, and urinanalysis
and culture) should be performed, often by that stage the
futility of further studies will have become clear.2 A long-
term follow-up of recurrent abdominal pain by Stickler and
Murphy3 showed that organic disease is missed very rarely,
but that it should always be suspected where there is loss of
weight and anaemia. In general, the physician has to rely on
his common sense and judgment in determining which investi-
gations are necessary.1-5
How then, should paediatricians respond to the periodic

claims that recurrent abdominal pain in childhood is due to
some form of dietary influence? Fat intolerance,6 generalised
food allergy,7 and, most recently, lactose intolerance8 9

have all been incriminated. Soothill has stated that there
is now impressive preliminary evidence of food allergy
in nearly every organ10 and called for less unscientific
criticism of the claims for the value of elimination diets.
Soothill's plea is perfectly reasonable; but the claims, in
their turn, should be based on studies that are scientifically
sound. In the case of recurrent abdominal pain in childhood
such studies are very few. The claims for the effectiveness of
elimination diets6-9 should not be surprising: the amount of
personal interest shown by the doctor and his enthusiasm for a
treatment are known to enhance its value. As Rachman and
Phillips"1 have noted, "uncontrolled studies of therapeutic
drug actions are claimed to be effective five times more
frequently than independently assessed investigations." The
same probably holds true for studies of dietary elimination.

More studies are needed along the lines of that of Atherton
and his colleagues,'2 who used a double-blind controlled
design to show the value of an egg-free, milk-free diet in
infantile eczema.'2 At present there is insufficient evidence to
discount Apley's view that in almost all of children with re-
current abdominal pain the underlying disorder is psycho-
logical.13 Indeed, the effectiveness of various psychological
methods of treatment'4-'6 would be hard to explain if the
cause were, as often as is claimed, dietary intolerance.
The diagnosis of emotionally determined recurrent

abdominal pain is based on the history, the absence of any
detectable organic disease, and the evidence of emotional
disorder in the child or his family or both. Often the paedia-
trician will need to meet and observe the family before any
emotional problems become apparent. The "examination" of
a family is as important in making a diagnosis of emotional
disorder as is the physical examination when making a
diagnosis of organic disorder. Failure to meet the family often
accounts for lack of recognition of primary emotional problems
and may even aggravate them.16 A school report may also
highlight relevant factors.
When recurrent abdominal pain is emotionally determined

its effective management may be considered in three stages.
Firstly, the physician must gain a clear understanding of the
psychosocial factors, whether these be, for example, anxiety
or sadness in the child, problems of learning or adjustment at
school, or dysharmony or prolonged stress in the family.
Secondly, he should explain to the child and the parents how
and why the possibilities of organic disorder have been
excluded and how tension may present as pain. "It is useful to
draw on analogies with common symptoms such as headache
to explain how quite genuine pain can result from tension or
anxiety."' Thirdly, he should help the family to find ways of
alleviating contributory stresses. They should be encouraged
to talk about their worries and upsets-"to blow off steam"
thus reducing the need for stresses to be converted into
somatic symptoms. Problems at school and home should be
discussed and possible solutions explored. If the family
dysfunction is severe or prolonged the help of a social worker,
psychologist, or psychiatrist may be sought as a preliminary
to more elaborate forms of treatment. Drugs have no obvious
place in the treatment of recurrent abdominal pain.'5 13

Both the degree to which the child can be helped and the
time required to accomplish this vary.4 Symptoms may
disappear after one interview or persist into adult life. Never-
theless, follow-up studies indicate that the outlook is much
better for those children who receive some form of psycho-
logical help, however informal.' More intensive family therapy
seems ofvalue in some cases.4 '4 '5

Physicians who doubt the importance of psychological
factors in recurrent abdominal pain in childhood need to
balance their fears of overlooking serious progressive disease3
with the danger that they themselves may help to perpetuate
the illness by well-meaning but never-ending efforts to find a
physical cause.13 There should no longer be any dispute about
the need for a rapidly initiated psychosomatic approach.'6 '7

Recurrent pain. In: Apley J, McKeith R, Meadow R, eds. The child and
his symptoms. 3rd ed. Oxford: Blackwell, 1978:60-7.

2 Dodge JA. Recurrent abdominal pain in children. Br MedJ3 1976;i :385-7.
3 Stickler GB, Murphy DB. Recurrent abdominal pain. Am Jf Dis Child

1979;133 :486-9.
4 Green M. Diagnosis and treatment: psychogenic, recurrent abdominal

pain. Pediatrics 1967 ;40 :84-9.
5 MacKeith R, O'Neill D. Recurrent abdominal pain in children. Lancer

1951 ;ii :278-82.
6 Childs P. Dietary fat, dyspepsia, diarrhoea and diabetes. Br J Surg 1972;

59 :669-95.

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.280.6222.1095 on 26 A
pril 1980. D

ow
nloaded from

 

http://www.bmj.com/

