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Abstract

Introduction. Based on the results of our own clinical studies, we have developed a
program for comprehensive diagnosis and treatment of postoperative intra-abdominal
infiltration in children with appendicular peritonitis by using a diagnostic algorithm and
complex saving measures in a hospital setting and at the stage of ambulatory-polyclinic

treatment. Aim: To study the remote results of children's treatment with postoperative intra-
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abdominal infiltrates. Material and methods. With the help of quasi-monitoring, we have
received information about the state of 109 children one year after inpatient treatment.
Complex treatment of children was carried out according to the program we have developed.
Results. Combined use of therapeutic and physical factors in the complex treatment of
children with PII, using the developed program in conditions of inpatient and outpatient
treatment favorably affected the restoration of impaired functions of the child's body in
general and specifically of the abdominal organs, providing a higher effect compared to
patients receiving limited complex treatment Conclusions. Disappearance of palpated
"tumor”, ultrasound signs of intra-abdominal infiltration and the occurrence of adhesive
intestinal obstruction can be considered as the main clinical response throughout the treatment
process. Final analysis of the late period results of integrated treatment indicated a probable
increase in the number of MG patients with an overall assessment of the outcome of the
treatment as "good" (95.1% of children versus 72.1% in the CG) and a decrease in the
"unsatisfactory” outcome of treatment in 2 times among children of MG (2.4%) against
children of the CG (4.4%). Primary laparoscopic intervention in children (CS 2, MS 2)
contributed to the favorable course of the disease, and after ambulatory-polyclinic treatment
resulted in the absence of "unsatisfactory" results.

Key words: long-term results, complex treatment, children, postoperative intra-

abdominal infiltrates.

BIJUIAJIEHI PE3YJIbTATH KOMILIEKCHOTI'O JIKYBAHHSA JITEN 3
HICJIIONEPAIIMHUMU IHTPAABJIOMIHAJIBHUMU THOLIbTPATAMHU

M. T. Meabauuenko, B. B. Auronok, JI. b. Ejii
Onecbkuii HanioHaNbHMNA MeAnYHM yHIBepcuteTr MO3 Ykpainu, M. Ogeca, Ykpaina

Pe3rome

Beryn. Cnmparounchk Ha pe3ylbTaTH BIACHUX KIIHIYHMX JOCIKEHb, MU PO3POOHIIN
nporpamy KOMIUIEKCHOT JIarHOCTUKU Ta JTIKyBaHHS HicisonepamnifHoro
iHTpaaOOMIHAIBHOTO IHQUIBTPATy y JiTed 3 amneHAUKYISIpHUM MEPUTOHITOM IIISIXOM
BUKOPUCTaHHS JIIarHOCTUYHOTO AaJTOPUTMY Ta KOMIUIEKCHUX OINA/UIMBUX JIIKYBAIBHUX
3ax0JiB 3a YMOB CTalllOHapy Ta Ha eTami amOyJaTOPHO-TOJIKJIIHIYHOTO JiKyBaHHsA. MeTa:

BUBYCHHS  BiJJalieHUX  pe3yNbTaTiB  JIIKyBaHHS  JiTell 3  michsomnepaniiiHuMu
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iHTpaabnoMiHampHUMK  iHQiITbTpaTamu. Marepiaa i Meroam. 3a  JIOTIOMOTOIO
KBa3IMOHITOPHHTY OTpuManu iHpopmamito mnpo craH 109 nmireld yepe3 pik micns
cTamioHapHOro JiKyBaHHS. KomruiekcHe JiKyBaHHS HiTeld MPOBOIWIOCS 3a PO3POOICHOIO
Hamu nporpamoro. PedyabraT. Ilo€nmHaHe BHKOpPUCTAHHS JIKyBAIBHUX Ta (Gi3HUHHX
YUHHWKIB Y KOMIUIGKCHOMY JTiKyBaHHI gitei 3 I1Il 3a po3poOiieHO0 MporpaMor0 B yMOBax
CTallIOHAPHOTO Ta TO03aCTAI[lOHAPHOTO JIKYBAaHHS CIPHATIMBO BIUIMBAJIO HA BIIHOBJICHHS
nopymeHnx (yHKIIH OpraHi3sMy [IUTHHM B3arajli Ta KOHKPETHO OpraHiB 4YepeBHOi
MOPO’KHUHHU, 3a0e3neuyBano OUIbII BUCOKMH e(eKT Yy MOpIBHSIHHI 3 XBOPUMH, SKi
OTPUMYBAJU KOMIUJIEKCHE JIKyBaHHSI OOMeXeHO. BUCHOBKH. 3HUKHEHHS MajbIIOBAHOI
«IYXJIMHU», YIbTPa3BYKOBHX O3HAK IHTpaabJOMIHAIBHOTO IH(QUIBTPATy Ta BUHHUKHEHHS
CHailKOBO1 HEMPOXITHOCTI KUIIEYHUKY MOKHA PO3IJIAJATH SK OCHOBHY KIIIHIYHY BIJMOBIIb
yChOTO TIporiecy JiKyBaHHS. [liICyMKOBHI aHami3 pe3yibTaTiB BIAJAJICHOTO TMEpioay
KOMIIJIEKCHOTO JIIKYBaHHS CBIAYMB MO BIPOTiAHE MiIBUINEHHS KuUibKocTi xBopux OI' 13
3arajbHOIO OLIHKOIO PE3YIbTaTy JIKyBaHHS K «100puit» (95,1 % nireit npotu 72,1 % y KI')
Ta 3HWKEHHS «HE3aJ0BUILHOTO» pe3yibTaTy JiKyBaHHS Yy 2 paszu cepen aired O (2,4 %)
npotu nireir KI' (4,4 %). IlepBunne mamapockoniune BTpydanHs y aireit (KIT 2, OIT 2)
CIpUSIIO OJIATOTIPHEMHOMY TE€peOITy 3aXBOPIOBaHHS, a MICIS aMOYIaTOPHO-MOTIKIIHIYHOTO
JIKYBaHHS TIPUBOJIWIIO JIO BIICYTHOCTI «HE3aJ0BUILHUXY PE3YJIbTATIB.

KiawuoBi ciaoBa: BiggajseHi pe3yjabTaTH, KOMIUIEKCHE JIKyBaHHS, iTH,

nicjsionepaniiii inTpaadaominajabHi ingiabTpaTH.

OTJAJIEHHBIE PE3YJIbTATHI KOMILIEKCHOI'O JIEUEHUSA JETEM C
HHOCJIEOIIEPAIIMOHHBIMU UHTPAAB/IOMHNHAJIbBHBIMH
NHOUJIBTPATAMHA

M. I'. Meaban4denko, B. B. Auroniok, JI. b. Dimii

Opaecckuii HANMOHAJILHBIN MeAMIMHCKNN YyHUBepcuTeT M3 Ykpaunsl, r. Onecca

Pe3rome

Beryniienne. Onupasich Ha pe3yinbTaTbl COOCTBEHHBIX KIMHUYECKUX MCCIIEIOBAHHA,
MBI pa3paboTaiu MPOrpaMMy KOMIUIEKCHON JMAarHOCTUKH W JICUEHUS TOCIeONepanmoOHHbIX
WHTPaaOOMUHATIBHBIX WHOUIBTPATOB y JETeH C aNMeHIUKYISIPHBIM MEPUTOHUTOM ITyTEM

HCIIOJIb30BAHUA JUATHOCTUYCCKOIO QAJITOpUTMAa HW KOMIUICKCHBIX MIAAAIINUX JIeueOHBIX
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MEpPONPUITUI B YCIOBHUSAX CTallMOHapa M Ha dTane amMOyJaTOPHO-MOIUKIUHUYECKOTO
neyenusi.  Lleab:  u3ydeHWe  OTAAJNCHHBIX  PE3YJAbTATOB  JIEUEHUS]  JIETeH  C
MOCJICOTICPAIMOHHBIMU MHTPaa0dIOMUHAILHBIME HHPWIbTpaTaMu. MaTepuaj u Metoabl. C
MTOMOIIBI0 KBa3MMOHUTOPUHTA TOMYYriin uHpopManuio o coctossauu 109 mereit yepes rox
[ocjie  CTallMOHapHOro JeuyeHuss. KommekcHoe JiedeHue JeTed MpOBOAMIIOCH 10
paspaboTaHHOl HaMu Tiporpamme. Pe3yabTaThl. OJHOBPEMEHHOE HCIIOIH30BAHKE JICUCOHBIX
u ¢usndyeckux (PakTopoB B KOMIUIEKCHOM JedeHuu xaereit ¢ [IMU mo paspaboranHOU
MporpaMMe B YCIIOBHUSIX CTAI[MOHAPHOTO M TMOCIECTAIIMOHAPHOTO JIEYEHUs1 OJaronpusTHO
BIIMSJIO HA BOCCTAHOBJICHHWE HAPYIIEHHBIX (QYHKIMUA oOpraHu3ma pebeHka BooOIe u
KOHKPETHO OpPraHoB OpIOIIHOW TOJIOCTH, OOecrednBaiio Jy4dmuil 3pQPexkT B CpaBHEHHH C
OOJIbHBIMH, KOTOpBI€ TMOJy4YaJid KOMIUIEKCHOE JIEUEHHWE OTrPAHMYCHHO. BbIBOIBI.
Hcue3noBenue NATBIUPYEMOM "omyxonun", YIIBTPa3BYKOBBIX MPU3HAKOB
WHTPaaOJIOMUHAIBHOTO HWH(WIBTpPATa ¥ BO3HUKHOBEHHS CHACYHOM HEMPOXOIUMOCTH
KHIIIEYHUKA MOKHO pacCMaTpHBaTh KaK OCHOBHOW KIIMHUYECKUH PE3yJbTaT BCETO IMpoliecca
nedeHus. AHaiM3  pe3yiabTaTOB  OTJAJICHHOTO  TEpHoJa  KOMIUIEKCHOTO  JICUEHUS
CBUJICTEILCTBOBAJ O JOCTOBEPHOM IOBBIIICHUH KoJindecTBa 00abHBIX Ol ¢ 00mmei oneHKoi
pe3ynbraTta jedeHus kak "xopomwuit" (95,1 % nereir mpotuB 72,1 % B KI') u cHmkenue
"HEyIOBJIETBOPUTEILHOTO" pe3ynbTara JiedueHus B 2 pasa cpeau aeredt OI' (2,4 %) nmpotus
nereir KI' (4,4 %). IlepBuuHoe namapockonuyeckoe BmemarenbctBo y aerei (KII 2, OIT 2)
CIOCOOCTBOBAJIO  OJIArONPHUSATHOMY TEUYEHHIO 3a0ojieBaHMs, a I[ocie amOyJIaTOPHO-
MOJIMKJIIMHUYECKOTO  JICUEHUS TMPUBOAMIO K OTCYTCTBUIO "HEYIOBJIETBOPUTEIbHBIX"
pe3yabTaTOB.

KiloueBble ciioBa: oOTIajleHHbIe pe3yJbTaThbl, KOMILIEKCHOE JiedeHue, JeTH,

NMoCJIe0NnePAMOHHbIM HHTPAa0JOMUHAJILHBII HHPUIBLTPAT.

Introduction. One of the main factors determining the course of the postoperative
period at acute surgical pathology of the abdominal organs in children is the involvement of a
large omentum in the formation of an intraperitoneal inflammatory center [1, 4, 7, 8, 9, 10].
Compromised large omentum can complicate the course of the underlying disease and cause
relaparotomy after surgical interventions in the abdominal organs in children, which,
according to various authors, reaches 30-35% of the total number of urgent laparotomies [5,
6, 11, 12].
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Based on the results of our own clinical studies, we have developed a program for
comprehensive diagnosis and treatment of postoperative intra-abdominal infiltration in
children with appendicular peritonitis by using a diagnostic algorithm (clinical and laboratory,
instrumental data) and complex saving measures (drug therapy, preformed physical factors) in
a hospital setting and at the stage of ambulatory-polyclinic treatment [2, 3].

Aim: To study the remote results of children's treatment with postoperative intra-
abdominal infiltrates.

Material and methods. To study the long-term results of comprehensive treatment of
children with postoperative intra-abdominal infiltrates (PIl) through quasi-monitoring, we
have received information about the state of 109 patients one year after inpatient treatment.

The main group (MG) was formed by 41 children with PII, who received the
comprehensive stationary and ambulatory-polyclinic treatment developed by us. Of these, 25
patients, who were initially operated with laparotomy, made up the main subgroup 1 (MS 1),
and 16 children, who were initially operated laparoscopically, were included to the main
subgroup 2 (MS 2). To the control group (CG) were included 68 children, who received a
traditional treatment in the hospital, and ambulatory-polyclinic treatment in these children
consisted only of electrophoresis of potassium iodide. Of these, 53 patients constituted a
control subgroup 1 (CS 1 - initially operated with laporotomy) and 15 entered the control
subgroup 2 (CS 2 - initially operated laparoscopically). The average duration of follow-up for
patients from comparator groups was one year. Differences between groups by age and
gender were not noted.

The choice of treatment tactics of PIl depended on the stage of the pathological
process, the type and severity of the course of omenitis, which was determined
comprehensively with the help of clinical, instrumental and laboratory research. In the
absence of abscessing signs, treatment began with conservative measures; in situations where
there were signs of abscess and peritonitis — was held a preoperative preparation with
subsequent surgical intervention.

Complex treatment in the hospital was aimed at the rapid relief of inflammation in the
abdominal cavity, prevention of abscess, maintenance of motor-evacuation function of the
intestine, prevention of connective tissue formation in the abdominal cavity.

At dense and friable PII, local conservative treatment was carried out using antibiotics
and physical factors on the abdominal region: on the first stage was performed regional
antibacterial electrophoresis and simultaneously was carried out microbial treatment

microclysters (kanamicin, gentamicin) with 0.25% solution of dimethoxide 30-50 ml twice a
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day; second stage included the impact of diadynamic therapy in the projection of infiltrate and
non-steroidal anti-inflammatory drugs in the form of rectal suppositories (voltaren,
diclofenac, etc.) in the age-appropriate dosage twice a day [2].

Further complex restorative treatment of children with PIl was based on the general
principles of medical rehabilitation and provided the use of therapeutic physical factors at the
non-stationary stage in outpatient-polyclinic conditions. Treatment was carried out according
to the program we developed using hardware physiotherapy and medicinal substances:
electrophoresis with medicinal substances (lidaza or potassium iodide) was used in the
projection of postoperative wound with the simultaneous application of Dystreptasis rectal
suppositories; afterwards was conducted diadynamic therapy, an ultrasonic administration of
hydrocortisone [3].

Clinical signs were determined on the basis of quasi-monitoring: abdominal
discomfort, autonomic and physical activity induced abdominal pain, vomiting, palpated
‘tumor’, intestinal motility and intestinal obstruction, infiltration of the abdominal cavity or
US-sign of intra-abdominal infiltration.

Long-term results in the observed patients were evaluated by three levels of result
achievement: "good", "satisfactory” and "unsatisfactory”.Under the "good" result, one
understood that children did not have complaints, had no violations on the part of the
gastrointestinal tract or infiltrates of the abdominal cavity. The "satisfactory” results were
scored when children complained on discomfort and abdominal pain, sometimes there was a
violation of the intestine function. "Unsatisfactory” results included the occurrence of severe
complications - presence of infiltrate or abscess in the abdominal cavity or adhesion
obstruction.

Results. During the year, all clinical signs in the observed children of all subgroups
tended to decrease, especially in children, who received the proposed comprehensive
treatment in the hospital and ambulatory. Children at CS 2 and MS 2, initially operated
laparoscopically, differed by a more favorable course of the disease and decreased listed
clinical signs in 1,5-2 times. Differences in all clinical features between patients in the main
and control groups are statistically possible.

According to the data of the table 1, 32.1% of children of CS 1 and 13.3% of children
of CS 2 complained on abdominal discomfort during the entire period of observation. Among
MS 1 and MS 2 children experienced lesser abdominal discomfort, respectively in 16.0% and

6.3 % of cases.
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All children of the MG, who received the proposed comprehensive treatment and were
under observation for a year, had no complaints on abdominal pain and vomiting, while
children from CG were periodically disturbed with abdominal pain (16.9% of patients from
CS 1 and 13.3% of patients from CS 2), sometimes there was vomiting (5.7% of children
from CS 1 and 6.7% from CS 2).

Table 1
Presence of clinical signs in children with postoperative intra-abdominal infiltrates
depending on treatment in the late period

Control group, n=68 Main group, n=41
Control Control Main Main
Presence of clinical subgroup 1 subgroup 2 subgroup 1 subgroup 2
manifestations (laparatomy), (laparascopy), | (laparatomy), | (laparascopy)
n=53 n=15 n=25 n=16
1 2 3 4
abs % abs % abs % abs %
Abdominal discomfort 17 32,1 2 13,3 4 16,0 1 6,3
Abdominal pain 9 16,9 2 13,3 1 4,0 0 0
Provoked pain 15 28,3 4 26,7 2 8,0 0 0
Palpated "tumor" 2 3,8 0 0 0 0 0 0
Vomiting 3 5,7 1 6,7 0 0 0 0
]}{J'r?g?f(;‘r’]”s of bowel 7 ] 132 | 1 67 | 2 80 | 1 | 63
Propensity to 5 | 94 | 1 | 67 | 1 | 40 | 1 | 63
constipation
Adhesive intestinal 3 57 0 0 1 40 0 0
obstruction ’ ’
US- signs of infiltrate 9 17,0 0 0 0 0 0 0

Note: p12<0,05; p13< 0,05; p24< 0,05; no differences in groups.

Exercise-induced abdominal pain was observed in only 8.0% of children of the MS 1,
whereas in the control group this symptom was more often detected: CS 1 - 28.3%, CS 2 -
26.7%.The next comparative sign - palpated "tumor”, which was not detected in any of the
children in the main group, was detected in 2 children (3.8%) in CS 1.

Children of CG (13.2% - CS 1, 6.7% - CS 2) and MG (8.0% MS 1, 6.3% MS 2)
sometimes complained on violation of mobility and regularity of bowel function, among these
children was also noticed the tendency to constipation (respectively: 9.4% CS 1; 6.7% CS 2,
4.0% MS 1; 6.3% MS 2). Violation of the motor-evacuation function of the digestive tract, in

our opinion, was connected with the adhesive process in the abdominal cavity, which led to
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the late adhesive intestinal obstruction (LAIO): one (4.0%) child of the MS 1, which received
a comprehensive treatment, was observed consecutively with LAIO, 3 (5.7%) children of CS
1 were re-hospitalized for late adhesion obstruction, of which 1 was operated.

At the control ultrasonography, nine (17.0%) children from CS 1 had final signs of the
transferred PII in the form of thickening of the intestinal walls and its fixation in the right iliac
region with a total size of 3-5 ¢cm?, mentioned patients had no signs of intra-abdominal
complications.

Thus, conducted analysis of differences between all clinical signs in the control and
main groups in the remote period, presented in Table 1, reflected the superiority of developed
program application of integrated treatment with the use of enhanced local pharmacological
therapy and therapeutic physical factors at the inpatient and outpatient clinic in children with
PII.

Analysis of generalized results in the remote observation period, presented in Table 2,
confirmed efficacy of the treatment performed in the absence of palpated "tumor” and
ultrasound signs of abdominal infiltration in patients, whereas in 9 (13.2%) children of the CG
there were signs of P1I during the year.

As can be seen from Table 2, children of MG during one year of observation have 4
times lower chances of experiencing abdominal discomfort compared with CG, and 7 times
lower chances of self-induced and provoked abdominal pain appearance. In addition, the
efficacy of performed complex treatment in the MG was confirmed by a decrease in the
probability of bowel disorders in 1.7 times and the occurrence of adhesion obstruction almost
in 2 times, which was observed in 2.4% of patients from the MG, while 3 (4.4%) children
from CG in the late period had LAIO, of which 1 was operated.

Ultrasound examination of the right anesthetized area in children from MG, as a rule,
indicated anatomical location of the abdominal cavity organs, absence of pathological fixation
in the right anesthetic site and signs of infiltration, physiological mobility of organs.

9 (13.2%) children from CG had thickened and fixed intestinal loops in the right iliac
region, pathological fixation of the abdominal cavity with adhesive process, limited intestinal
mobility, resulting in disorders of the intestine function and the appearance of pain syndrome.

An example can be the following clinical observation.
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Table 2

Chances of occurrence of clinical manifestations in children of studied groups after

long-term treatment

Control group, | Main group, Odds rat Estimation of
Clinical manifestations n=68 n=41 s ratio differences
(95 % CI)
abs % abs % x2 p
Abdominal Yes 19 27,9 3 7,3 4,91
discomfort No 49 72,1 38 92,7 1,35+17,83 6,75 | 0,009
Abdominal Yes 11 16,2 1 2,4 7,72
. ’ 4,93 0,02
pain No 57 83,8 40 97,6 0,96+62,2
Provoked Yes 19 27,9 2 4,9 7,56
paind No | 49 | 721 | 39 | 951 | 1,66+34,45 875 0,003
Palpated Yes 2 2,9 0 0,00
- 1,23 | 0,000
‘tumor’ No 66 97,1 41 100
Vomitin ves | 4 | 59 | 0 | 000 250 | 0,11
J No | 64 | 941 | 41 | 100 ’ /
Disorders of Yes 8 11,8 2 49 2,60 146 | 023
bowel function | No 60 88,2 39 951 | 0,52+12,89 ’ ’
Propensity to Yes 6 8,8 1 2,4 3,87 175 | 0.8
constipation No 62 91,2 40 97,6 | 0,45+33,36 ’ ’
Adhesive Yes 3 4,4 1 2,4 185
intestinal 0 19L18 36 0,28 | 0,60
obstruction No 65 95,6 40 97,6 Y
US-signsof | Yes | 9 | 132 | 0 | 0,00
infiltrate No 59 86,8 | 41 | 100 - 592 | 0,015

Boy I., 6 years old (m / ¢ number 345) was admitted to the hospital on the 4 day after

the disease onset with a typical appendicular peritonitis clinic. Intraoperatively was detected

delimited peritonitis and abscess I11. Gangrenously altered appendix with perforation in rough

plane adhesions, strain of fibrin on the intestine loops, presence of manure in the abscess

cavity. Was performed appendectomy, sanation of the cell and small pelvis, drainage of the

abscess cavity through the counterpuncture. In the postoperative period, the child received a

comprehensive treatment, but for 5 days there were signs of P1I, which was confirmed on the

6 day by the US study: dense infiltration of the right iliac region 6x4 cm without signs of

abscess. Conservative treatment has been performed according to the developed program. The

boy was discharged home in a satisfactory condition. After discharge from the hospital, he

received ambulatory treatment. Ultrasound monitoring of the abdominal cavity was
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performed at all stages of integrated treatment. One month after the operation an ultrasound
examination found infiltration and thickening of the intestinal walls in the right iliac region,

while a year after observation there was no infiltration, intestinal placement was normal,

hyperfection was not observed (Picture 1).

c) six months after surgery; d) in a long-term period.
Picture 1. Ultrasound monitoring of postoperative intra-abdominal infiltration of boy

., 6 years (m/ c number 345).

Thus, by means of ultrasound was confirmed the positive effect of complex treatment
in children with PI1.We believe that the absence of any signs of abdominal infiltration and
excessive intraabdominal spike formation (LAIO) in the remote observation period can be
considered as the main clinical response achieved by the developed comprehensive program
for the treatment of PII in children with appendicular peritonitis.

Long-term results (Table 3) (p <0.0001) of complex treatment of children during the
observation year were considered "good" in 95.1% of children of MG receiving treatment
under the developed program in a hospital and in a polyclinic, while "unsatisfactory” result
had one child (2.4%) from this group, who showed signs of LAIO during a year (conservative

treatment).
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Table 3

Long-term results of complex treatment of children with postoperative intra-abdominal

infiltrates
«Good» «Satisfactory» | «Unsatisfactory» | Togeth
Group
abs % abs % abs % er
Control group 49 72,1 16 23,5 3 4.4 68
(n=68) Cl 60,5+81,4 | Cl18,6+39,5 Cl15+12,2
Control subgroup 1 36 67,9 14 26,4 3 5,7 53
(laparotomy) (n=53) | CI54,5+78,9 | CI 16,4+39,6 Cl 2,0+15,4
Control subgroup 2 13 86,7 2 13,3 0 0 15
(laparoscopy) (n=15) | CI 62,2+96,3 Cl 3,7+37,8
Main group 39 95,1 1 2,4 1 2,4 41
(n=41) Cl 83,8+98,6 C10,4+12,5 C10,4+12,5
Main subgroup 1 23 92,0 1 4,0 1 4,0 25
(laparotomy) (n=25) | CI 70,0+97,8 C10,7+19,5 C10,7+19,5
Main subgroup 2 16 100,0 0 0 0 0 16
(laparoscopy) (n=16) | Cl 80,6+100
Together 88 17 4 109

Children of the CG, since they did not receive the full course of integrated treatment,
showed an "unsatisfactory” long-term result in 4.4% of the cases (children with definitive US-
signs of infiltration and one child operated on LAIO).

In addition, according to Table 3, children of the control and main groups in the

primary laparoscopic intervention with regard to appendicular peritonitis in the distant period
didn't show an "unsatisfactory result”, namely: 13 children out of 15 in CS 2 - a "good" result,
2 children - "satisfactory"; all 16 children at MS 2 - a "good" result. The above proves the
efficacy of laparoscopic intervention and favorableness of the postoperative period.
Thus, conducted treatment of children with PII, based on the comprehensive program,
provided a higher effect compared with patients receiving limited complex treatment (in the
hospital - UHF therapy, in the clinic - electrophoresis with potassium iodide). Thus, in the
main group, the "good" result was determined in 95.1% of children, and in the control group
only 72.1%.

Conclusions. Summing up the above, we consider it necessary to emphasize that the
combined use of medical and physical factors in the complex treatment of children with PlI

using the developed program in the conditions of inpatient and outpatient treatment favorably
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affected the restoration of impaired functions of the child's body in general and specifically of
the abdominal organs, as evidenced by the following:

1. Reduced presence of palpated "tumor", ultrasound signs of intra-abdominal
infiltration and occurrence of adhesive intestinal obstruction can be considered as the main
clinical response throughout the treatment process.

2. Final analysis of the late period results of integrated treatment indicated a
probable increase in the number of MG patients with an overall assessment of the outcome of
the treatment as "good™ (95.1% of children versus 72.1% in the CG) and a decrease in the
"unsatisfactory” outcome of treatment in 2 times among children of MG (2.4%) against
children of the CG (4.4%).

3. We consider it necessary to emphasize that the primary laparoscopic
intervention in children (CS 2, MS 2) contributed to the favorable course of the disease, and
after ambulatory-polyclinic treatment resulted in the absence of "unsatisfactory" results.
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