
PERITONITIS AND ITS MANAGEMENT 

 

DEFINITION: 

 Peritonitis is inflammation of the peritoneum, the lining of the inner wall of the abdomen and cover of the abdominal 

organs. 

ETIOLOGY: 

Bacterial peritonitis is classified as primary or secondary. 

 • Primary peritonitis is diffuse bacterial infection without loss of integrity of the gastrointestinal tract. It is rare, but 

occurs in adolescent females and Streptococcus pneumoniae is usually the causative organism.  

• Secondary peritonitis is acute peritoneal infection resulting from loss of integrity of the gastrointestinal tract or infected 

pancreatic necrosis. Aerobes and anaerobes are often involved, the most common of which are Escherichia coli and 

Bacteroides fragilis. Bacterial invasion – bacteria may 

invade the peritoneal cavity via four paths. 

 • Direct invasion from the external environment (e.g. 

penetrating abdominal wound, infection at laparotomy).  

• Translocation from damaged intra-abdominal 

viscera (e.g. perforation of a viscus (e.g. perforated 

duodenal ulcer), gangrene of a viscus (e.g. appendicitis), 

trauma, iatrogenic (e.g. anastomotic leak)).  

• Via the female genital tract (e.g. direct extension 

from external environment, primary pneumococcal 

peritonitis, acute salpingitis, perforation of uterus by 

intrauterine device).  

 Biliary peritonitis is a relatively rare form of sterile 

peritonitis and can result from a number of causes: iatrogenic (e.g. slippage of cystic duct ligature following 

cholecystectomy), acute cholecystitis , trauma, idiopathic.  

 

 Other forms of sterile peritonitis: there are four forms.  

1. Pancreatic juices – e.g. due to acute pancreatitis, trauma. Pancreatitis may be the cause of a diagnostic (but 

unnecessary) laparotomy in patients who do not exhibit a raised concentration of amylase in serum. 

2.  Blood – e.g. ruptured ovarian cysts, leaking aortic aneurysm.  

3. Urine – e.g. intraperitoneal rupture of the bladder. 

RISK FACTORS: 

 Previous history of peritonitis 

 History of alcoholism 

 Liver disease 

 Fluid accumulation in the abdomen 

 Weakened immune system 

 Pelvic inflammatory disease. 

 



PATHOPHYSIOLOGY:  

 

CLINICAL MANIFERSTATION: 

A. Abdominal pain 

The main manifestations of peritonitis are 

acute abdominal pain, abdominal tenderness, abdominal 

guarding, rigidity, which are exacerbated by moving 

the peritoneum, e.g., coughing (forced cough may be 

used as a test), flexing one's hips, or eliciting 

the Blumberg sign (a.k.a. rebound tenderness, meaning 

that pressing a hand on the abdomen elicits less pain 

than releasing the hand abruptly, which will aggravate 

the pain, as the peritoneum snaps back into place). 

 In either case, pain typically starts as a generalized 

abdominal pain (with involvement of poorly 

localizing visceral innervation of the visceral peritoneal 

layer), and may become localized later (with 

involvement of the somatic innervation of the parietal 

peritoneal layer. Peritonitis is an example of an acute 

abdomen. 

 

B. Other symptoms 

 Diffuse abdominal rigidity ("abdominal guarding") is often present, especially in generalized peritonitis 

 Fever 

 Sinus tachycardia 

 Development of ileus paralyticus (i.e., intestinal paralysis), which also causes nausea, vomiting and bloating. 

 

ASSESSMENT AND DIAGNOSTIC EVALUATIONS: 

Peritonitis is mainly a clinical diagnosis and urgent laparotomy should not be delayed for unnecessary investigations.  

A. Blood tests are discussed below  

1. Full blood count will demonstrate a leukocytosis.  

2. Urea and electrolytes will confirm dehydration and acute renal failure; results are used to guide replacement of 

fluid and electrolytes.  



3. Liver function tests and serum amylase – a high concentration of amylase in serum is diagnostic of acute 

pancreatitis, but a moderately elevated concentration can be caused by other intraabdominal catastrophes (e.g. 

perforated duodenal ulcer).  

4. Arterial blood gas reflects a metabolic acidosis, often preceded by a low arterial carbon dioxide tension caused 

by hyperventilation.  

5.Blood Group and crossmatching – laparotomy may be indicated and therefore crossmatched blood will be 

required. 

 

B. Imaging  

1. Erect radiograph (X-Ray) of the chest will show pneumoperitoneum in about 70–80% of visceral perforations. A left 

lateral decubitus radiograph of the abdomen is an alternative in those who are unable to sit up. A supine radiograph of the 

abdomen is less informative, but has a ‘ground glass’ appearance in cases of diffuse peritonitis.  

2. Ultrasound may play a role in confirming or excluding specific diagnoses (e.g. subphrenic abscess).  

3. Computerized Tomography (CT) is far more accurate in negative prediction than ultrasound, and has largely replaced 

blind, diagnostic laparotomy in the search for occult sepsis. The diagnostic accuracy of both ultrasound and CT has also 

been affirmed in clinically equivocal cases of acute appendicitis. 

 

MANAGEMENT: 
 

A.Conservative  

Medical treatment is indicated if the:  

• infection has localized (e.g. appendix mass) 

• cause of peritonitis does not require surgery (e.g. acute pancreatitis)  

• patient is not fit for general anaesthesia (e.g. elderly, moribund patient with severe comorbidity) 

 • medical facilities are unable to support safe surgical management.  

The principal elements of medical treatment are fluid hydration (i.v.) and broad-spectrum antibiotics. Supportive care 

should include early enteral feeding (in preference to total parenteral nutrition) for patients with complex abdominal sepsis 

in the ICU.  

B.Immediate  

 High-flow oxygen is vital for all shocked patients. Hypoxia can be monitored by pulse oximetry or measurement 

of arterial blood gases.  

 Fluid resuscitation is initially with crystalloids (i.v.), the volume being dependent on the degree of shock and 

dehydration. Electrolyte (especially potassium) replacement may be required. The patient should be catheterized in 

order to monitor the hourly output of urine. Monitoring of central venous pressure and the use of inotropes may be 

appropriate in severe sepsis or in patients with comorbidity. 

 Analgesia – opiate analgesia (i.v.) and an appropriate antiemetic will be required. 

 Antibiotics should be broad-spectrum, cover aerobes and anaerobes, and given intravenously. A third-generation 

cephalosporin and metronidazole is a common primary strategy. For patients who acquire peritonitis in hospital 

(e.g. anastomotic leak) or who require intensive care, second-line therapy with meropenem or a combination of 

piperacillin and tazobactam is advised. Antifungal therapy should also be considered to cover possible Candida 

species. Early and appropriate use of antibiotics is a key to reducing mortality in patients with septic shock 

associated with peritonitis.  

 Nasogastric tube and aspiration 

alleviates vomiting and abdominal 

distension and reduces the risk of 

aspiration pneumonia.  

 

 

C.Definitive 

 Surgery 

 Laparotomy is usually performed through an 

upper- or lowermidline incision (depending on the 

suspected site of pathology).  

The objectives are to: • establish the cause of 

peritonitis • control the origin of sepsis by removal 

of the inflamed or ischaemic organ (or closure of 

the perforated viscus). 

 



D.Nursing 

 Blood pressure is monitored by arterial line if shock is present 

 Central venous pressure, pulmonary artery pressure, urine output is monitored 

 Ongoing assessment of pain, GI function and fluid , electrolyte balance are be maintained 

 Administration of antibiotics and analgesics and comfortable position has to be maintained 

 Patient is placed on the side with knees flexed that will decrease tension on the abdominal organs. 

 Maintained intake output chart 

 Closely monitor IV Fluids 

 Increase fluid and food intake gradually and reduce parenteral fluids as prescribed 

 Observe and record the characteristics of drains if it is inserted post-operatively 

 Care must be taken when moving and turning the patient to prevent the drains from being dislodged 

 Plan discharge by teaching to patient and family to care for the incision area, drains if patient has to send with 

drainage . 

 

COMPLICATIONS: 
 

1. Septic shock – patients require treatment in the ICU.  

2. Intra-abdominal abscess/persistent abdominal sepsis – in the presence of signs of ongoing sepsis (e.g. pyrexia, 

raised white cell count), investigations should include CT with luminal contrast (especially if an anastomosis is in 

situ). Re-laparotomy is required if generalized peritonitis is diagnosed. Percutaneous drainage with ‘best guess’ 

antibiotics is the treatment of choice if a localized collection is identified. Antibiotic therapy must be adjusted in 

response to feedback from cultures taken at the time of drainage. Abdominal sepsis carries a mortality of about 30–

60%. 

The outcome is often poor after admission to the ICU. Factors associated with mortality include: • age • APACHE 

II score • septic shock • chronic ill-health • female sex • sepsis of upper gastrointestinal origin • failure to clear the 

source of sepsis.5 Adhesions may cause intestinal obstruction or volvulus. 

3. Sepsis may develop, so blood cultures should be obtaine 

4. Complicated peritonitis typically involves multiple organs. 

 
 


