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Summary:

[ower uterine segment caesarean section is the most common intraperitoneal surgical procedure in
obstretries. Similarly abdominal hysterectomy is one of the common operations performed by a
svnaccologist.

Visceral peritonization after muscle closre in LSCS and after vaginal stump closure in abdomina]
hyvsterectomy has beena widely performed routine procedure.

T'he rational behind the procedures that visceral peritonization prevents adhesion formation betw een
the boweland the wound wall. Our present study, encompasses the postoperative morbidity analvsis of
one hundred cases of non-closure of visceral peritoneum in LSCS and abdominal hysterectomy. [ SCS
group consists ol 50 cases of closure of visceral peritoneum and 50 cases of non-closurce of visceral
peritoneum. Abdominathysterectomy group bears the same numerical divisions as in I SCS group. The
results ot our study indicate that the postoperative morbidity and hospital stay arc lower in non-closure
group than closure group. Morcover the operating time and doses of anaesthetic drugs are reduced in

non closure group. Also the hospital stay is shorter in nonclosure group.

Material and Methods

One hundred patients who underwent LSCS and
LOU patients who underwent abdominal hysterectomy
were induded inour study.

All the patients who underwent LSCS were
randomized to one of the bwo groups. Inthe first group of
R0 cases closure of visceral peritoneum was done and in
the 2 group it was not done. Similarly abdominal
hysterectomy patients were randomly divided into
similar two groups aswere done in LSCS patients.

Inclosure groups viseeral peritoneam was closed by 1-0
atraumatic  hromic catgut continuous suture. Closure of
the perital peritoneum was performed by No. 1-0
atraumatic chromic catgut suture ina continuotts manner.

The following patients were excluded from this study.
I. Historv of previous lower abdominal operations.
2 Presence ot pelvie infection and adhesions.

The type of anaesthesia was chosen by the
anaesthetist without reference to treatment group. All
the patients were given same antibiotic (e Inj. Ampicillm
and Gentamyein) for 5 davs. Patients who developed
post-operative tebrile morbidity required antibiotic fo
more days.

Analgesia was administered as follows:

Tramadol hvdrochloride 100 mg INT tor 2 davs,
All patients received a single dose of bowel stimulant on
the 3™ postoperative dav. During hospitalization the
following parameters were carcfutly assessed.

1. Duration ol general anacsthesia. 20 Total operation
time (from the incision to skin closares 5. No. of the
patients  requiring  additional  narcoti

postoperatively. 4. a febrite morbidity (temperature

38°C for 2 days postoperativelv). All patients recen ed

same antibiotic {Ampicillin and Gentamyomi but
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clinical view point and compares the intraoperative and
postoperative course intwo treatment groups. The most
important aspects considered were anaesthesia and
operation times, antibiotics, analgesics used, f rile
morbidity and postoperative complications.

Inourstudy, the observations indicate that LSCs
without suture cJosure of the visceral peritoneal cut edges
offers a number of significant advances. First of them is
[esser operation time associated with shorter exposure to

anacsthesta.

Postoperative analgesic administration were
lower i open group suggesting that non-closure is
associated with fess postoperative pain, possibly because
of no tension placed on peritoneal edges. Antibiotic
requirements were also lower in the non-closure group,
which is most likely related to the lower tebrile and
infectious morbidity in this group.

One proposition against non-closure of the
visceral perttoneum has been that it increases the
adheston tormation. The most important factor in
adhesion prevention is meticulous surgical technique
meludimyg mimimal tissue trauma and avoidance of
ntection by climunating crushing torceps pressure, stitch
tension and knot pressure {(TLuand et al, 1988). These
criteria are best met by keeping the visceral peritoneum

open. Hubbard ct al (1967) examined the process of
autologous reperitonization in animal mudel. They
observed that regeneration of peritoncal detects is
completed in 5 to 6 davs. Holtz (1982) and I'lkins ot ol
(1987) showed that adhesion formation atter peritoneal
closure is primarily the result of forergn body reactions to
the suture material, interruption of vascular supply or
ischaemia and inflammation. They found less tissuce
reactions in non-closed peritoneal cut edges than those
where reactive suture material was used. On the basis ot
these we doubt that there is any connection betiveen non
closure of the visceral peritoncum and postoperative
adhesion formation. (Storet, [993),

In conclusion we can inter thal routme osare
ot the visceral peritoncum ~hould be abandoned
gynaccological and obstetrical vperations,

References

1. Elkins TE, stovall 1G, Warren |, Ting FAWW, Noever NI -
Obstet Gynaccol, 70:225-15, 1987

2. Holtz G.Int]. Fertil, 1982, 271134

3. Hubbard BT, Khan MZ, Carag RN, Albites N ke
GM,: Ann Surg, 1967.

4. Lulandil Hum HS, Getfand MM: Am JObstand Covn,
(1988) 158:536.

5. Stonck, Obstet, Gynecol, 5:322-1993,



