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Summary

Objective. To analyze the mortality due to acute abdominal surgical pathology at the emergency surgical
department.

Material and methods. The analysis of all mortality cases due to acute abdominal surgical pathology in
Tashkent City Clinical Hospital Ne7 for the 7 year period (between 2011 and 2017) was carried out. The
causes of death from acute appendicitis, strangulated hernia, bleedingand perforative ulcer, acute ileus,
acute cholecystitisandpancreatitis were analyzed.

Results. 11685 patients were hospitalized in the department with the urgent causes for this period. 262
of patients died reaching overall mortality of 2.2%. 198 of 262 patients had undergone surgery.Surgical
activity was 57%. 36% of lethal cases (95 patients) included adults and aged people (over 60).
Conclusions. The treatment effectiveness of patients with acute abdominalsurgical diseases depends on
many reasons, including the time of admission, age, concomitant diseases.
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Pe3ome

Ilesb uccnepoBaHus. [IpoBecTH aHa/IU3 CJIy4aeB CMEPTHOCTH OT OCTPOM XMPYPrudecKOr NaToJ0ruu op-
raHOB OPIONIHOM NOJIOCTH B OT/Ie/IEeHUH 3KCTPEHHON XUPYPIrUu.

MaTepuaa 1 MeTO/bl. M3y4yeHbI C/Iyyau JeTaJlbHOCTH GOJBHBIX B OT/AEJEeHUH IKCTPEHHON XUPYPIruu 7-i
ropo/iCKOH 60JIbHMILBI . TamkeHTa 3a 7-1eTHUH nepuoy (c 2011 nmo 2017 ropa). [IpoaHaIM3upoBaHkbI NPHU-
YUHBI CMEPTH OT OCTPOTO aleHANIINTA, YIIEMIEHHOU IPbDKY, KDOBOTEUEHUH U eppopalui racTpoyo-
JleHIbHOM A3BbI, OCTPOM KUIIIEYHON HENTPOXOJUMOCTH, OCTPOr0 XOJELIUCTUTA U TaHKpeaTUTa.
Pe3yabTaThl. 32 JJAHHBIA EPUO/L B OT/IeJIeHUE SKCTPEHHOU XUPYPruM rocnuTaandupoBano 11685 nanu-
€HTOB. 262 malnyeHTa yMepJiy 1 0611as CMePTHOCTh cocTaBuia 2,2%. 198 u3 262 nanueHToOB ObLIX MIPO-
OTlepUpOBaHHbIE MANMEHThL. XUPyprudeckast akTUBHOCTb cocTaBuia 57%. 36% JsieTanbHbIX ciydaes (95
60JILHBIX) COCTABUJIA B3POC/IbIe U MOXKUJIbIe 0 H (cTapiie 60 yeT).

BriBOABL. IOGEKTUBHOCTD JIeYEHUS MALlUEHTOB C OCTPBIMH XMUPYPTUYECKUMHU 3a607€BaHUSAMHU OPraHOB
OPIOIIHOM MOJIOCTH 3aBUCUT OT MHOTHMX (AKTOPOB, B TOM YHCJIE OT BPEMEHH HOCTYIIJIEHUs OOJBHOTO B
3KCTPEHHOE XUPYPruyecKoe OT/eJieHue, BO3pacTa MallMeHTOB, a TAKKe HAIUYUA Y HUX CONMYTCTBYIOLIUX
3ab0JieBaHUIL.

Katouesvle ca08a: skcmpeHHast xupypausi, a600MUHAIbHASL XUPYP2Us, 1eMA/IbHOCMb.
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Introduction

Acute abdominal surgical diseases occupy
a prominent place among all surgical patholo-
gies. Late patient admissionand consequently
their delayed delivery to hospital dramatically
increase the danger of adverse outcome of ur-
gent abdominal diseases [1—4]. Patients with
acute abdominal surgical diseases are the most

difficult and complex group of patients, requ-
iring rapid decision making and management
[1]. It is well known that mortality analysis
helps to improve the organization of medical
and preventive care for patients.Our objective
was to analyze the mortalitydue to acute ab-
dominal surgical pathology at the emergency
surgical department.
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Material and methods

We carried out the mortality analysis of De-
partment of General Surgery of TashPMI which

is situated in Surgical department of Tashkent
City Clinical Hospital Ne7 with acute abdominal
surgical diseases for the 7-year period (between
2011 and 2017).

Table 1. Number of surgical patients treated for the period of 2011-2017

Years Number Number of Hospital Surgical Postoperative | Mortality without
ofpatients, n | surgeries, n (%) | stay, days | activity, % | mortality, n (%) surgery, n (%)

2011 1938 1304 4.6 67 37 (2.8) =

2012 1884 1138 5.2 60 20 (1.8) 2(0.76)

2013 1833 1093 4.8 60 29 (2.7) 9 (0.82)

2014 1511 810 5.2 54 39 (4.8) 17 (2)

2015 1668 844 5.1 51 37 (4.4) 12(1.42)

2016 1398 767 5.4 55 19 (2.5) 13(1.7)

2017 1453 754 6.0 52 17 (2.3) 11(1.46)

Total 11685 6710 5.2 57 198 (3) 64 (0.55)

Results diseases. Thus, one patient (0,01%) had thyro-

11685 patients were hospitalized in the
department with the urgent causes for the
period. 262 of patients diedreachingoverall
mortalityof 2,2%. 198 of 262 patients had un-
dergonesurgery andit means that surgical acti-
vity was 57%.

The significant portion of lethal cases (94 pati-
ents, 36%) included adultsand agedpeople (over
60), which corresponds to the literature data
[5-9]. One patient who undergoing surgerydied
due to ulcerative perforation of stomach was 92
and another one undergoing surgerywith blee-
ding ulcer was 103 years old.

Unfortunately, the complications after ap-
pendectomy were inevitable and depended on
many factors, among which delayed call of the
patientwas of great importance. Postoperative
mortality was 0,04%. The causes of complicati-
ons after appendectomy were late treatment,
and, consequently, delayed surgical interventi-
ons, more invasive surgery. These complications
were directly depended on degree of destructi-
on of appendix [3, 4].

7244 patients (62%) had surgery for acute
appendicitis for this period. Among them 3 pati-
ents (0,04%) died, but in all of these cases, the
cause of death was exacerbation of concomitant

toxic crisis and his death was caused by cardi-
omyopathy with uncontrolled tachycardia and
ventricular fibrillation. Two subsequent patients
(0,017%) with neglected peritonitis (due to late
treatment) after the surgery died from acute
myocardial infarction and mesenteric thrombo-
sis. These patients had concomitant cardiac pat-
hology. Death occurred despite taking preventi-
ve measures.

Meanwhile, the mortality was several times
higher after strangulated hernia repair than elec-
tive hernia repair [7]. After strangulated hernia
repair 8 patients died (4%). The postoperative
mortality was 1,57%. Thus, medical examination
and rehabilitation of patients in that category
remains the urgent issue. Among elderly pati-
ents, where patients with hernias are of signi-
ficant proportionthe risk of complications rises
due to comorbidities, especially in emergency
surgery.

15 (6,4%) of 234 patients dieddue to peri-
tonitis after perforated ulcer of stomach and
duodenum. We took into account the general
condition and age of patients, the presence of
concomitant diseases and other theriskfactors.
All patients were undergone to suturing of ul-
cerperforation and abdominal draining.
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Management of patients with acute panc-
reatitis was related to the generally accepted
maximum conservative, low traumatic prin-
ciples. Indications for surgery: pancreatoge-
nicperitonitis, ineffectiveness of conservative
treatment, infected pancreatic necrosis. The
diagnosis was made on the basis of the clinical
picture and data of laboratory and instrumental
examination. Inpancreatic necrosis the draining
of omental bursa, marsupilation, injecting into
parapancreatictissue 0,5% procainsolution with
protease inhibitors, according to the indicati-
ons were performed, and cholecystectomy with
drainage of common bile duct or cholecystos-
tomy was done. From 780 patients (6,7%) with
acute pancreatitis, 54 (13,8%) were operated,
intraoperatively there were varying degrees of
pancreatic necrosis, which also progressed af-
ter surgery. 41 of them (76%) with died due to
severe disease.

Number of patients with ulcerative gastro-
duodenal hemorrhages were 1232 (10,5%), 45
from them (3,7%) died, 69 patients (5,6%) had
surgery. The time to hospitalization after theble-
eding onset mostly was 3-5 hours, butin 4 pati-
ents (8,89%) it was from 2 to 10 days (!). All pa-
tients were delivered in serious condition, with
hemorrhagic shock, 29 of them (64.4%) hadwe-
re in terminal state. The patients were between
35 and 103 years, 33 were men and 12were wo-
men(73% vs 27%).

The ulcer profuse bleeding was in 28 (2,2%)
patients. Six patients as a bleeding source had
gastric tumors. One had the acute gastric ul-
cer and 4 others had progressive deterioration
of condition and died on the operating table
before surgery has started. All other patients
were also operated, and, 7 patients initially
being operated for a long time refused surgi-
cal treatment, that worsened their condition.
In all these patients the endoscopic examina-
tion and the Forrest scale assessment showed
that all hemorrhages refer to IA or IB degree.
The laboratory monitoring of hemoglobin, RBC
count and hematocritwere also carried out in
follow-up.

The analysis of concomitant diseases showed
that one patient had terminal phase of chronic
renal failure, 2 patients had liver cirrhosis, 4
patients had coronary heart disease, 2 of them
had acute myocardial infarction. 2 patients had-

morbid obesity andone patient suffered from
chronicalcoholism.

Thus, all deceased patients with gastroduo-
denal hemorrhages were admitted in serious
condition and they were hospitalizedlate, often
refused to examine (gastroduodenoscopy) and
surgical treatment, and they had comorbidities.
The dynamics of death for this group of patients
showed that the use of active management tac-
tics for surgical interventions increased the let-
hality, which is confirmed by the literature data
[1, 6]. Patients died of acutecardiovascularfailu-
reandhemorrhagicshock.

1714 (14,7%) patients admitted to the de-
partment with acute cholecystitis, 1148 (67%) of
themwere deliveredlaterthan 24 hours after the
onset. As a rule, they were elderly people with
severe concomitant diseases, suffering from
cholelithiasisfor a long time with pronounced
morphological and anatomical changes in the
affected area. All that created serious technical
difficulties during operation, the complexity of
postoperative period. The complications in the-
se cases could reach as high as 7-13% and more
[2, 5].

All details of preoperative management for
patients, the examination, features of the cho-
ice for surgical tactics and postoperative care
were worked out in sufficient detail. For those
7 years, 321 operations of complicated forms
for acute cholecystitis were performed, 5 pa-
tients (1,6%) died. The patients often refused
fromsurgical treatment, referring to the previ-
ous recommendations of internists to perform
conservative treatment. Doctors of related
specialties must adhere to a single point of
view on indications for prompt treatment of
this patients.

Liver cirrhosis with esophageal bleeding was
in 90 patients (0,8%), 29 of them (32%) died. In
13 (14%) people the cause of death was recur-
rent bleeding, being accompanied with hepati-
tis, and 7 (8%) had severe hepatargia. The se-
vere condition of patients did not allow to use
surgical treatment. However, almost all patients
in the past were treated outpatiently and per-
manently and none of them had surgery. Clo-
se contact of surgeons with internists came to
conclusion of more timely examination and tre-
atment of such patients.

The results obtained are shown in the table:
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Table 2. Cause of death by nosology

operated non-operated
Ne nosol f h
osology deceased n (%) CEURCIE I deceased, n (%)

1 |acute 3(0,04%) 1-thyrotoxic crisis, 1-acute myocardial infarc- -
appendicitis tion, 1-later appeal, toxic and hypovolemic

shock, mesentericthrombosis.

2 |acute 5(1,6%) 5-acute cardiovascular failure. =
cholecystitis

3 |acute 41(76%) 33-ongoing peritonitis and toxemia, 5-prolon- | 4-refusal of the patient
pancreatitis ged intravascular coagulation, 3-acute myo-| from the operation

cardial infarction

4 |strangulated 8(4%) 7-concomitant cardiac pathology, acute car- -
hernia diovascular failure, 1-hypovolemic and toxic

shock, acute multiple organ failure

5 | perforated ulcer 15(6,4%) 5-later appeal, toxic and hypovolemic shock, -
of stomach and 2-prolongedintravascular coagulation, 8-acute
duodenum cardiovascular failure.

6 |ulcerative 45(3,7%) All patients were delivered in serious conditi- 5-terminal state,
gastroduodenal on, with hemorrhagic shock, 29 of them had | 2-refusal of the patient
hemorrhages were in terminal state, 4-acute cardiovascular| from the operation,

failure, 1-terminal phase of chronic renal fai- 4-before surgery
lure.

7 |esophageal 13(14%) 4-recurrent bleeding, being accompanied with 15(17%)-acute
bleeding hepatitis, 3-had severe hepatargia, 2-acute | cardiovascular failure

cardiovascular failure, 2-terminal state, 2-acu- | 3(3,3%)-late admission,
te multiple organ failure terminal state

8 [ileus 5(1,7%) 1-later appeal, toxic and hypovolemic shock, =

prolongedintravascular coagulation, 1-acute
cardiovascular failure, 1-terminal state, 1-pul-
monary edema

9 |othernosology 63 31
Total 198 64

It should be emphasized that concomitant di-
seases play a significant role in the structure of
mortality. The overwhelming majority of decea-
sed patients suffered from various, sometimes
several concomitant diseases and these disea-
ses were often the cause of death. The received
data testified the necessity of continue impro-
ving organizational and tactical, medical-diag-
nostic issues in uncomplicated surgery.

Conclusions

1. In the mortality structure from acute ab-
dominal surgical diseases, the significant num-
ber of patients (36%) are adultsand elderly,
which was explained by the presence of conco-
mitant diseases, atypical clinical pictureof disea-

ses in this category of patients and late admissi-
on to hospital.

2. The treatment effectiveness of patients with
acute abdominal diseases depended on the large
extent of ongoing medical and educational work.

3. The mortality rate was: after appendec-
tomy — 0,04%, strangulated hernia — 4%, perfo-
rated gastroduodenal ulcer — 6,4%, pancreatic
necrosis — 76%, ulcerative gastroduodenal he-
morrhages — 3,7%, acute cholecystitis — 1,6%.

4. Effective prophylactic medical examinati-
on and planned rehabilitation of those groups of
patients were the best measures to prevent and
reduce the mortality from strangulated hernias,
perforated gastroduodenal ulcers, acute cholecy-
stitis.
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TOWKeHT NeAUaTPUs THGOUET MHCTUTYTH, Y36eKUCTOH

Pe3some

TagKUKOT MaKcaau. LonuanHy xappox/JIuK 6IMMH/a KOPUH 6YIIIUFU ab30/1apU YTKUP XUPYPTrUK Ka-
CaJUTUKIApU Tybalau YIUM KYpcaTKUYUHU TaX U1 KAJIULL

MaTepwuaJ Ba ycyJaaap. 7 inninuk gaspga (2011-2017 iunnap) TomkeHT maxap 7-mudoxoHacH Mo-
IIMJIMHY )KapPOXJIUK OYTUMUJIa KOPUH O IIUFHU ab30JIapU YTKUP XUPYPTUK KacaIUKIapu Ty Gaiiu
103ara KeJiraH yJIMM X0/1aT/apH Tax i1 KUIUHAM. YTKUp anNeHuIUT, 4yppa KMCHIMIIH, OIIKO30H Ba
Y¥H UKKU 6apMOK MYaK IPAaCUHUHT KOHAIIM Ba nepdopanusacy, yTKUP U4aK TYTUIULIH, JTKUDP XOJIelH-
CTHUT Ba MAaHKPEATUT KacaJJIMK/IApH/iA 103ara KeJIraH YJIUM X0JaTJapUHUHT cababiapy ypraHuigu.
Hatuxkasap. Yoy gaBp Mmo6aiHuaa 11685 6eMop MIOMMUANHY KAPPOXJUK OYIUMUra éTKU3UJIIH.
262 6emop BadoT 3TAU Ba JIUM KypcaTKuuu 2,2% HU TAalIKWUJI KUAAU. 262 6eMopHUHT 198 Hada-
pura »appoxJIMK apajallyBu YTKasuiarad 6emopsap 6yarad. Xupypruk ¢aosnuk 57% HU TalIKUII
atau. BadoT atran 6emopaapHuHr 36% unu (95 6emop) kekca émgarunap (60 éuad KaTTa) Tam-
KUJ KUJIAH.

Xynocanap. KopuH OYUINFU ab30JapUHUHT YTKUP XUPYPrUK Kaca/UTMKJIapura 4ajJluHraH 6emopJap-
HU JIaBOJIall CaMapaJlopJIkIy Kyl cabadsapra 60F/IHK, My XKyMIaiaH 6EMOPHHUHT KacaJxoHaraya KeJym
BAKTMUIa, €111 Ba XaMpPOX, XaCTa/IMK/Iapra.

Kaaum cy3aap: wowuauHy x#appoxauk, ab00MUHAA HAPPOXAUK, YAUM KJPCAMKUYU.
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