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Disclaimer: The content on this site is for educational purposes only and is not a substitute for professional medical advice, diagnosis, or treatment.Anatomy.co.ukL.earn Human AnatomyMembrane lining the abdominal cavity and organsThe peritoneum is a thin, transparent, serous membrane that lines the abdominal cavity and covers most of the
abdominal organs. It consists of two layers: the parietal peritoneum, which lines the inner walls of the abdominal and pelvic cavities, and the visceral peritoneum, which envelops the surfaces of the abdominal organs. The space between these two layers is called the peritoneal cavity, filled with a small amount of lubricating serous fluid to reduce
friction during organ movement. The peritoneum provides structural support, facilitates organ mobility, and plays a role in immune defense within the abdominal cavity.The peritoneum is a bilayered serous membrane composed of connective tissue and a surface layer of mesothelium, which is a simple squamous epithelium. It is divided into two
distinct layers based on its anatomical relationship with the abdominal cavity and organs. Location: Lines the inner surface of the abdominal and pelvic walls.[6] Composition: Rich in pain-sensitive nerves that respond to mechanical, chemical, or thermal stimuli. Attachment: Firmly adheres to the abdominal wall, diaphragm, and pelvic cavity.
Location: Covers the outer surfaces of most abdominal organs, such as the stomach, intestines, and liver. Composition: Less sensitive to pain but responsive to stretching or chemical irritation. Attachment: Adheres tightly to the organ surfaces and blends with their connective tissue coverings. Description: A potential space between the parietal and
visceral layers. Content: Contains a small amount of serous fluid that reduces friction and allows free movement of the abdominal organs during digestion, respiration, and other activities. Mesenteries: Double layers of peritoneum that attach the intestines to the posterior abdominal wall and provide pathways for blood vessels, lymphatics, and nerves.
Omenta: Folds of the peritoneum, such as the greater and lesser omentum, that connect the stomach to other organs. Ligaments: Peritoneal folds that connect organs to each other or to the abdominal wall, such as the falciform ligament of the liver.[4] The peritoneum is located within the abdominal and pelvic cavities, forming a continuous,
protective membrane that lines the internal surfaces of these cavities and envelops the abdominal organs. Its location is defined by the two primary layers: Found lining the inner surface of the abdominal wall, the pelvic cavity, and the undersurface of the diaphragm. It is attached to the surrounding musculoskeletal structures and maintains the
cavitys shape and integrity. Covers the external surfaces of most abdominal organs, including the stomach, liver, intestines, and spleen. It is closely associated with the organs, blending seamlessly with their outer connective tissue coverings. The space between the parietal and visceral layers of the peritoneum.[1] It extends throughout the abdominal
and pelvic regions, accommodating organs such as the stomach, intestines, liver, and reproductive organs in females. Some organs, such as the stomach and intestines, are fully enclosed by the peritoneum (intraperitoneal organs). Others, like the kidneys and pancreas, are located outside the peritoneal cavity and are only partially covered by the
peritoneum (retroperitoneal organs). The peritoneum is classified into two main types based on its anatomical location and relationship with the abdominal cavity and organs: Description: This layer lines the inner walls of the abdominal and pelvic cavities. Location: It is attached to the diaphragm, abdominal wall, and pelvic cavity. Innervation:
Supplied by somatic nerves, making it sensitive to pain, pressure, and temperature changes. Function: Provides structural support and acts as a barrier between the abdominal organs and the body wall. Description: This layer covers the external surfaces of most abdominal and pelvic organs. Location: Adheres tightly to the organs such as the
stomach, intestines, and liver. Innervation: Supplied by autonomic nerves, making it less sensitive to pain but responsive to stretching and chemical irritation. Function: Protects the organs and allows smooth movement by reducing friction. The peritoneal cavity is a potential space between the parietal and visceral layers of the peritoneum. It is filled
with a small amount of serous fluid that allows the abdominal organs to move smoothly against each other without friction. The peritoneal cavity lies within the abdominal and pelvic regions. It is bounded by the parietal peritoneum on the abdominal walls and the visceral peritoneum covering the organs.[8] The peritoneal cavity is divided into two
compartments: Greater Sac: The main portion of the peritoneal cavity. Extends from the diaphragm down to the pelvic cavity. Lesser Sac (Omental Bursa): A smaller, enclosed space located behind the stomach and the lesser omentum. Communicates with the greater sac through the epiploic foramen (Foramen of Winslow). The cavity contains a thin
layer of serous fluid produced by the mesothelium of the peritoneum. This fluid acts as a lubricant, reducing friction during the movements of the organs, such as during digestion and respiration.[7] In males, the peritoneal cavity is completely closed. In females, the peritoneal cavity communicates with the external environment via the openings of the
fallopian tubes, uterus, and vagina. The peritoneum performs several vital functions that are essential for the proper functioning of the abdominal cavity and its organs. Its structure allows it to support, protect, and facilitate movement within the abdominal region. The peritoneum provides a protective layer around the abdominal organs, shielding
them from mechanical injury. It helps anchor the organs in place, preventing displacement during movement or changes in body position. Peritoneal folds, such as mesenteries and omenta, support organs while allowing flexibility. The peritoneum secretes serous fluid into the peritoneal cavity, reducing friction between abdominal organs.[5] This
lubrication allows the smooth movement of organs during digestion, respiration, and other activities. The peritoneum forms structures like mesenteries and omenta, which act as conduits for blood vessels, lymphatics, and nerves. These pathways ensure proper nourishment and innervation of the abdominal organs. The peritoneum contains immune
cells that help detect and respond to infections or injuries in the abdominal cavity. The greater omentum, often referred to as the "policeman of the abdomen," plays a role in isolating infections and facilitating immune responses. The peritoneum, particularly the omenta, stores adipose tissue, which serves as an energy reserve and provides insulation
for the abdominal organs.[3] The peritoneum can absorb excess fluid or waste products from the peritoneal cavity, contributing to homeostasis. The peritoneum is essential for abdominal health, and its involvement in various conditions highlights its clinical importance. Peritonitis, an inflammation of the peritoneum caused by infection or perforation,
is a life-threatening condition requiring urgent intervention. Ascites, the accumulation of fluid in the peritoneal cavity, is commonly associated with liver cirrhosis or cancer and can lead to discomfort and complications. The peritoneum is also involved in cancer spread, as in peritoneal carcinomatosis, which signifies advanced malignancy. Post-
surgical or inflammatory changes can lead to adhesions, causing bowel obstruction or pain. Additionally, the peritoneum is used in peritoneal dialysis for kidney failure patients, leveraging its semi-permeable properties.[2] Gender-specific conditions like pelvic inflammatory disease can arise due to the peritoneum's communication with the
reproductive tract in women. These conditions emphasize the peritoneum's vital role in health and disease management.Published on January 12, 2025Last updated on April 24, 2025HomeExploreDiscussFlashcardsQuiz Ved alvorlig akutt nyreskade hos barn finnes det tre behandlingsalternativer: peritoneal dialyse (PD), hemodialyse
oghemodiafiltrasjon. PD er basert p at peritoneum blir brukt som dialysemembran, og dersom PD er mulig er det en effektiv og enkelbehandling. PD frer til steady-state biokjemisk kontroll uten fare for disequilibrium syndrom (= akutt nevrologiskesymptomer/hjernedem; kan forekomme ved oppstart hemodialyse). PD har ogs liten effekt p
hemodynamikk, noe som er viktig ved akutt nyreskade. Nefrolog/barnenefrolog m involveres s snart man oppfatter at PD/dialyse kan bli aktuelt. Nefrolog og PD-sykepleiervil ogs ha viktige roller i selve dialysebehandlingen. Indikasjonerakutt nyreskade med: Symptomatisk uremi (uremisk encefalopati, kramper) Intraktabel hyperkalemi eller alvorlig
hyponatremi Overvsking (lungedem, intraktabel hypertensjon) Anuri/oliguri Alvorlig acidose Dialysetilgang Kateteret br legges av kirurg med erfaring i innleggelse. Det finnes egne prosedyrer for innleggelse av PD-kateterog det er viktig at disse flges. En br tilstrebe plassering av kateterspissen i bekkenet. Perioperativantibiotikaprofylakse (f.eks
cefalotin iv) skal gis 3060 min fr innsetting av kateter. Obs: kateter skal ikke sutureres ihuden da det gir en kt risiko for infeksjoner. Det finnes egne barnekateter i forskjellige lengder, bde til nyfdte og strre barn og med en eller to cuffer. Der hvordet er mulig (barnet stort nok/> 23 kg) anbefales det bruke kateter med to cuffer. Ved hyperakutt behov
kan manbruke nesten enhver form for kateter, men det br ha sidehull, og for redusere risiko for lekkasje br kateterettunnelleres subkutant. Tenckhoff kateter 15 Fr approx guideAlder3132 cm< 6 mneder3738 cm6 mneder til 5 r4042 cm> 5 r Katetrene og annet ndvendig utstyr oppbevares vanligvis p de respektive PD-poliklinikkene. Tilgang til
barnekateterm til enhver tid vre sikret. Innleggelse av kateter utfres i narkose. Dialysevske Glukose er det osmotiske virkestoffet i dialysevsken. Det finnes dialysevsker i 3 forskjelligeglukosekonsentrasjoner (Baxter 1,36 %, 2,27 % og 3,86 %. Fresenius Balance og Fresenius Bicavera 1,5 %, 2,3 % 0g4,25 %). kt mengde glukose i dialysevsken frer til kt
vsketrekk ved dialysen. Man starter oftest med denlaveste konsentrasjonen. Dialysevsken skal vre nr kroppstemperatur nr den settes i bukhulen. Til detteformlet finnes det egne varmeplater. Dialysevska er hyperosmolr. Standard dialysevske inneholder glukose tilsvarende 75,5 mmol/l, Na 132 mmol/1,Ca 1,25 mmol/l, Magnesium 0,25 mmol/l, Cl 95
mmol/l HCO3 25 mmol/l og laktat 15 mmol/l. Glukose er sledes viktigste osmotiske substans, men vska vil ogs korrigere eventuell metabolsk acidose. Innhold i ulike dialysevsker TypNa+K+Ca2+Mg2+Cl-HCO3-LaktatpHOsmolalitetFresenius Balance 1,5 %13401,250,50100,5357,0356Baxter Dianeal 1,5 %13201,250,2595405,2344Baxter Physioneal
1,5 %13201,750,2510125107,5345Fresenius Bicavera 1,5 %13401,750,50104,5347,4358 Dialyse For redusere risiko for lekkasje er det en stor fordel om man kan vente 3 til 4 dager etter innleggelse fr kateteret blirtatt i bruk. Det optimale er starte ca 14 dager etter innleggelse. Hvis man m starte fr br det gjres med lavefyllingsvolum (FV), for gradvis
ke disse til optimal dialyse. Alle koblinger m behandles sterilt. En sykepleier har ansvar for dialysen, med nye regnskap over vske som blirsatt inn, rett tid for la vska st inne (dwell-time) og hvor mye vske som kommer ut. Bruk regnskapsskjema. Start med fyllingsvolum (FV) som hos barn doseres per overflate for optimalisere effekten.Barn < 2 r:
600800 ml/m2Barn > 2 r: 10001400 ml/m2 Hvis man doserer etter vekt s starter man med 1020 ml/kg og gr gradvis oppover for unng lekkasje. Maks FV4050 ml/kg. Start med PD-skift 1 gang i timen, dvs 24 sykluser/dgn med lavest FV som gradvis kes. Syklus = Inn dwell ut. Vsken gr raskt inn, ligger inne i 2060 min (dwelltid) og tmmes p 510 min.
Lengre dwelltid gir mer effektiv fjerning av strre molekyler (som kreatinin og fosfat). Kortere dwelltid gir bedre vsketrekk og effektiv fjerning av sm molekyler. Nr situasjonen er blitt stabil, kan man redusere antall PD-skift per dgn eller g over til automatisk peritoneal dialyse(APD/dialysemaskin) som kan kjres for eksempel kun halve dgnet/over
natten. For kunne g over til maskin mfyllingsvolum vre minst 100 ml. Vsken skal kontrolleres ved hvert skift med henblikk p utseende (klarhet, farge og fibrinutfellinger). Blakket vskegir mistanke om peritonitt, fibrin utfellinger i PD-vsken kan forrsake treg tmming. Ved fibrin: tilsett heparin 200 E/L i PD-vsken. Ved blakket vske: se lengre ned Ved
hypokalemi: tilsette 34 mmol/L kalium til dialysevsken Behandlingsml Karbamid/urinstoff < 20 mmol/L hos eldre barn og < 1215 mmol/L hos nyfdte At vskebalansen og elektrolytt balansen er velregulert. Sikre god blodtrykkskontroll. Sikre god tilvekst Begrensninger PD er kontraindisert hos barn som nylig er operert i buken. Aktiv kolitt,
ventrikuloperitoneal shunt eller stomi er kun enrelativ kontraindikasjon. Enkelte medfdte misdannelser i abdomen kan ogs vanskeliggjre PD. Komplikasjoner Smerter ved PD-skiftene Effekt p respirasjon Lekkasje Herniedannelse Hydrothoraks Tett kateter- vanligste rsak er at pasienten er obstipert Hyperglykemi (spesielt ved bruk av PD-vske med hy
glukose konsentrasjon). Insulin-infusjon kan bli ndvendig Infeksjon ved PD-kateterutgang (exit site). Behandle med lokal antibiotika evt po ved mer alvorlig infeksjon. Husk ta baktus fr oppstart ab Peritonitt mistenkes ved blakket PD-vske og/eller abdominalsmerter. Telling av leukocytter i PD-vsken og dyrkningbrukes for bekrefte/evt avkrefte
mistanken. Er leukocytter i PD-vsken over 0,1 (> 100/ mm3), har pasientenperitonitt per definisjon. Husk sende PD-vske til dyrkning i s tilfelle. Antall leukocytter i PD-vsken skalunderskes daglig i starten samt ved blakket vske. PD-peritonitt behandles som regel ved tilsette antibiotika tildialysevsken. Sjelden indikasjon for systemisk behandling.
Frstevalg ved ukjent mikrobe er ceftazidim og vancomicin. Gram positive organismer er hyppigst forekommende.Sopp hos ca 5 %. Antibiotika regime justeres etter bakt svar. Vanlig dosering av ceftazidim og cefalotin ved kontinuerlig dialyse er: Frste metningsdose 500 mg L dialysevske(dwelltid 36 timer), deretter videre kontinuerlig dosering med
125 mg per liter dialysevske Vanlig dosering av vancomicin er 25 mg/L Vanlig dosering av gentamicin ved kontinuerlig dialyse er: Frste metningsdose 8 mg/L dialysevske (dwelltid 36timer), deretter videre dosering med 4 mg/L dialysevske For nrmere detaljer rundt behandling av PD-peritonitt, se Ref. 5 Annen praktisk veiledning Unng obstipasjon: PD
pasienter br bruke Movicol, eller laktulose. Forstoppelse gir drligere dialyse Hvis behov for PEG er det en stor fordel at den er plassert fr PD kateter All medikamentell behandling justeres til niv av nyresvikt. Man br vre observant p at mange beroligendemedisiner har meget lang halveringstid p nyresyke barn(renaldrugdatabase.com)
Kontrollblodprver gjres nr det er stabil dialyse: Ukentlig: Hb, syre-bas status, Na, K, Ca, fosfat, karbamid, kreatinin, albumin Hver 23 mned: PTH Hver 6 mned: jernstatus vit D Blodprver tas ellers p indikasjon. Referanser Laakonnoen H et al. Peritoneal dialysis in children under two years of age. Nephrol Dial Transplant 2008; 23: 1747-1753. Rnnholm
K et al. Peritoneal dialysis in infants. Pediatr Nephrol 2006; 21: 751-6. Fischbach M et al. Peritoneal dialysis prescription in children: bedside principles for optimal practice. Pediatr Nephrol2009; 24: 1633-1642. Paediatric Nephrology, 3rd Ed 2019 (Oxford specialist handbooks in Paediatrics). Editors: L. Rees, D Bochenhauer, NWebb, M Punaro.
Chapter 19 Peritoneal dialysis in end stage kidney disease, pp. 519-48. Warady BA et al. Consensus Guidelines for the Prevention and Treatment of Catheter-related Infections andPeritonitis in Paediatric patients receiving Peritoneal Dialysis: 2012 update. Perit Dial Int 2012; 32: S29S86 Peter Nourse et al. ISPD guidelines for peritoneal dialysis in
acute kidney injury: 2020 Update (paediatrics). Perit Diallnt 2021; 41: 139-57. Sanderson K, et al. Renal replacement therapies for infants and children in the ICU. Curr Opin Pediatr 2020;32: 360-6 Warady BA et al. Prescribing peritoneal dialysis for high-quality care in children. Perit Dial Int 2020; 40: 333-40. Publisert 1998: Eirik Monn Revidert
2006: Helga Gudmundsdottir, Thore Henrichsen og Lars Krogvold Revidert 2013: Helga Gudmundsdottir og Anna Bjerre Peritoneal betegner det som har med bukhinnen gjre. Etymologi av gresk peritoneum, av peri, rundt og teinein, strekke Publicationdate 2009-07-05 This review is based on a presentation given by Angela Levy and adapted for the
Radiology Assistant by Robin Smithuis.We will discuss the normal anatomy and physiology of the peritoneum and peritoneal cavity. In part II we will discuss peritoneal tumors.The illustrations are by Heike BlumImages can be enlarged by clicking on them.by Angela Levy The peritoneum is a serosal membrane, which is composed of a single layer of
flat mesothelial cells supported by submesothelial connective tissue.In this subserosal tissue there are fat cells, lymphatics, blood vessels and inflammatory cells like lymphocytes and plasma cells. The visceral peritoneum lines all the organs that are intraperitoneal.The parietal peritoneum lines the anterior, lateral and posterior walls of the peritoneal
cavity.The deepest portion of the peritoneal cavity is the pouch of Douglas in women and the retrovesical space in men, both in the upright and supine position.The mesentery is a double fold of the peritoneum. True mesenteries all connect to the posterior peritoneal wall. These are: The small bowel mesenteryThe transverse mesocolonThe sigmoid
mesentery (or mesosigmoid)Specialized mesenteries do not connect to the posterior peritoneal wall. These are: The greater omentum: connects the stomach to the colonThe lesser omentum: connects the stomach to the liverThe mesoappendix: connects the apendix to the ileum The lesser omentum (1), transverse mesocolon (2), small bowel mesentery
(3) and the sigmoid mesentery (4) If you remove all of the intraperitoneal bowel, you get a good look at the cut-surface of the mesenteries:The lesser omentum Transverse mesocolon Small bowel mesentery Sigmoid mesentery Notice that the small bowel mesentery has an oblique orientatien from the ligament of Treitz in the left upper quadrant to the
ileocecal junction in the right lower quadrant. Peritoneal pathways These compartments enable the peritoneal cavity to have a normal circulation for peritoneal fluid.In the normal abdomen without intraperitoneal disease, there is a small amount of peritoneal fluid that continuously circulates.The movement of fluid in this circulatory pathway is
produced by the movement of the diaphram and peristalsis of bowel.It predominantly flows up the right paracolic gutter which is deeper and wider than the left and is partially cleared by the subphrenic lymphatics.There are watershed regions in the peritoneal cavity that are areas of fluid stasis:Ileocolic region Root of the sigmoid mesentery Pouch of
Douglas When you are staging a patient for gastrointestinal malignancy you have to look for disease in these areas of stasis.Clearly the surgeons do better in finding subtle disease in these areas. The majority of the peritoneal fluid is cleared at the subphrenic space (arrow) by the submesothelial lymphatics 90% of peritoneal fluid is cleared at the
subphrenic space by the submesothelial lymphatics.These lymphatics are connected with lymphatics at the other side of the diafragm. The peritoneum is continuous in the male pelvis.In women the peritoneum is discontinuous at the ostia of the oviducts.Through this opening disease can spread from the extraperitoneal pelvis into the peritoneal cavity.
For example, pelvic inflammatory disease (PID). Gastrocolic ligament (yellow arrow), gastrosplenic ligament, gastrohepatic ligament and hepatoduodenal ligament (blue arrow The omentum is divided into the greater and lesser omentum. The greater omentum is subdivided into: Gastrocolic ligament (yellow arrow): the largest component
Gastrosplenic ligament: up to the hilus of the spleenGastrophrenic ligament: not shown on this illustration The lesser omentum is subdivided into: Gastrohepatic ligament: connects the left lobe of the liver to the lesser curvature of the stomach.Hepatoduodenal ligament (blue arrow): free edge of the omentum, which contains the portal vein, hepatic
artery and common bile duct . Behandlingen av peritoneale metastaser (peritoneal karsinomatose) har endret seg fra palliasjon til en aggressiv, aktiv behandling hos selekterte pasienter (Sugarbaker, 2003). Maksimal cytoreduktiv kirurgi (CRS) med etterflgende hyperterm intraperitoneal kjemoterapi (HIPEC) er en lovende behandling for peritoneal
karsinomatose og har gitt pasienter med begrenset tumorutbredelse i peritoneum en mulighet for helbredelse. Femrs overlevelsen ved kirurgi for karsinomatose og etterflgende HIPEC er 3550%, selv om en del pasienter fr lokalt tilbakefall eller fiernmetastaser i oppflgingstiden (Frysnes et al., 2016). Behandlingen gis i Norge p Oslo
universitetssykehus, Radiumhospitalet som har nasjonal behandlingstjeneste fra 2009.HyppighetCirka 5% av pasienter med primr tykk- og endetarmskreft har karsinomatose ved diagnosetidspunktet, og ved residiv har 25% karsinomatose (Lemmens et al., 2011; Verwaal et al., 2005). Opptil halvparten av pasientene er uten samtidige systemiske
metastaser (Jayne et al., 2002). rlig vurderes nrmere 300 pasienter med tykk- og endetarmskreft i behandlingstjenesten. I 2016 ble det gitt CRS-HIPEC til 83 pasienter ved Oslo universitetssykehus, Radiumhospitalet og 113 ble operert som en del av behandlingsprogrammet. Nr 80% av pasientene hadde tykk- og endetarmskreft som utgangspunkt, de
resterende pseudomyxom og f abdominalt mesoteliom.KlassifikasjonPeritoneal cancer indeks(PCI; brukes til beskrive utbredelsen av sykdommen i 9 bukregioner og 4 avsnitt av tynntarm. Den er en viktig prognostisk faktor for komplett cytoreduksjon og prognose. Sykdommen lokaliseres enten til steder for drenasje av ascitesvske (over lever, i det
store oment og mot ventrikkelens majorside) eller der tyngdekraften frer tumorcellene (bekkenet eller parakolisk). Tynntarm er lenge spart p grunn av tarmbevegelse, og karsinomatose her forekommer srlig dersom det foreligger adheransedannelse eller utbredelsen er omfattende.Dokumentasjonl en randomisert studie mellom peritonektomi med
HIPEC og onkologisk behandling (5FU og Leukoverin) fra 2003 var median overlevelse etter peritonektomi cirka 22mnd. og ved onkologisk behandling 12mnd (Verwaal et al., 2008) (EvidensgradA). Moderne systemisk kjemoterapi har bedret overlevelsen, men 5-rs overlevelse er sjelden (Elias et al., 2009). I flere andre rapporter har 5-rs overlevelsen
ved CRS-HIPEC vrt 3050% (Elias et al., 2006; Glehen et al., 2004; Verwaal et al., 2008) (EvidensgradB). Behandlingsresultater fra Oslo universitetssykehus, Radiumhospitalet viser 5-rs overlevelse ved peritoneale metastaser fra tykk- og endetarmskreft 36% og tilsvarende median overlevelse 48mnd (svulster med utgangspunkt fra appendix ikke
medtatt) (Frysnes et al., 2016).Tre faktorer er funnet vre viktige for overlevelse: tumor differensiering, PCI og grad av cytoreduksjon (Yan et al., 2008). Antall organreseksjoner er ikke funnet bety noe for overlevelse (Franko et al., 2008). Ved PCI index > 12 er sjansen for lokalt recidiv stor. I en systematisk review av 76 studier fant man mean
mortalitet etter CRS-HIPEC til 2,8%, mean morbiditet til 33%, og 5-rs overlevelse p 3443% (Huang et al., 2017).MetodePrinsippet ved maksimal cytoreduktiv kirurgi (CRS) (Sugarbaker, 2010) er fjerne all peritoneum parietale med synlig tumor. P tarmen kan sm tumorfoci eventuelt brennes vekk med diatermi eller vaporiseseres med plasma jet. Ved
strre affeksjon m tarmsegmentet fjernes. En opererer i region for region i buken og fjerner alt synlig tumorvev. Normale peritonealflater rres normalt ikke. En starter ofte med omentectomi. Deretter gjres ofte endelig kirurgi i bekkenet med peritonectomi og reseksjon av rektum og genitalia interna ved behov. Reseksjon av peritoneum parakolisk og
behov for tykktarmskirurgi vurderes. Deretter vurderes behovet for reseksjon av peritoneum p diafragmakupler, galleblre og milt. CRS-inngrep tar ofte 69timer fr etterflgende HIPEC som forlenger inngrepet med 3timer. Reoperasjoner p grunn av infeksjoner, tarmslyng, bldning eller lekkasjer kan bli ndvendig (ca.10%). Median liggetid p
Radiumhospitalet er 9dager etter operasjon, men kan vre betydelig lenger i noen sentra.Hyperterm intraperitoneal kjemoterapi (HIPEC)Dersom en oppnr maksimal cytoreduksjon (CC 0(1)) gis det pflgende HIPEC.Ved administrere cytostatika intraperitonealt kan konsentrasjonen i skyllevsken kes betydelig i forhold til om det ble gitt intravenst. For
forsterke effekten av cytostatika varmes denne opp slik at vsken i bukhulen holder 4142C under hele perfusjonen (90minutter). Mitomycin C (35mg/m2, maks 70mg) er den cellegiften som er best dokumentert ved HIPEC og mest brukt internasjonalt. Denne cellegiften har mange gunstige farmakokinetiske egenskaper ved intraperitoneal bruk,
hemmer DNA syntesen i kreftcellene og har kt cytotoksisk virkning ved oppvarming (van Ruth et al., 2003). En bruker en perfusjonsmaskin til distribuere cellegiften i bukhulen med stor flow og for varme opp denne til nsket temperatur. Det gjres en stor randomisert studie (Prodige 7) i Europa for se p verdien av HIPEC behandlingen i tillegg til den
maksimalt debulkende kirurgien til CC-0. Preliminre data viser lik perioperativ morbiditet og mortalitet i gruppene med og uten HIPEC. Overlevelsesdata vil foreligge i 2018.Inklusjonskriterier for CRS-HipecBegrenset utbredelse av synkrone eller metakrone peritoneale metastaser fra tykk- og endetarmskreft uten tegn til annen ikke-resektabel
systemisk kreftsykdom.Mucins intraabdominal tumorutbredelse fra appendix vermiformis (pseudomyxoma peritonei (PMP)), uavhengig av tumorutbredelseBegrenset utbredelse av abdominalt mesoteliom(Vedrrende second-look ved tykk- og endetarmskreft se avsnitt "Second-look")EksklusjonskriterierSentrale glandelmetastaser etter utredning ved
bruk av CT, MR, evt. PET eller laparoscopilkke-resektable organmetastaserPeritoneale metastaser p strre avsnitt av tynntarmen (gjelder ikke ved PMP)Peritoneal Cancer Index (PCI) (Sugarbaker, 2003) over 2225 (gjelder ikke v. PMP)ECOG performance status 23Betydelig komorbiditetTegn til tumorprogresjon under pgende kjemoterapi vurdert ved
CT eller tumormarkrer.Utilgjengelig bukhule p grunn av omfattende adheranserSignetringcelledifferensiering er en relativ kontraindikasjonSynkrone peritoneale metastaserVed pvisning av peritoneale metastaser under pgende primroperasjon av tykk- og endetarmskreft p eget sykehus anbefales at primrtumor fjernes, men at det gjres minst mulig
utlsning av carcinomatose. Tumorvev tenderer til vokse fast i fibrse adheranser og vanskeliggjr endelig kirurgi. Aktuelle pasienter br henvises til Oslo universitetssykehus for CRS med HIPEC, og dette kan ofte organiseres innefor 12uker av primroperasjonen.Behandlingen med CRS-HIPEC kan utfres p ulike tidspunkt, ved primrdiagnose eller seinere.
A) Primr kirurgi av tumor og peritoneale metastaser i den nasjonale behandlingstjenesten, og HIPEC p slutten av operasjonen; B) Primrbehandling p eget sykehus og overfrsel til behandlingstjenesten for CRS-HIPEC innen ca.2uker; C) Primrbehandling p eget sykehus og deretter oppstart av systemisk kjemoterapi. Pas. kan da vurderes for CRS-HIPEC
i behandlingstjenesten etter noen kurer med systemisk kjemoterapi eller etter 6mneders behandling.Ved synkrone, peritoneale metastaser og ubehandlet primr tykk- og endetarmskreft har en lite informasjon om sykdommens utvikling over tid. Primr reseksjon av tumor og peritoneale metastaser kan allikevel i en del situasjoner vre aktuelt i den
nasjonale behandlingstjenesten. Flgende forhold tas alltid med i vurderingen av tidlig operasjon:Alder: Hos en ung pasient vil en tye inklusjonskriteriene mot mer aggressiv kirurgi, bde da omfattende behandling tolereres bedre i ung alder, og da potensiell gevinst er strre. Dette kan tale for forske fjerne peritoneale metastaser i samme seanse. Ved hy
alder er det mer naturlig gjre primrkirurgien ved eget sykehus frst, fr CRS-HIPEC vurderes i den nasjonale behandlingstjenesten noe senere.Lymfeknutemetastaser: Mistanke om mange lymfeknutemetastaser ved CT-utredning taler for primrkirurgi p eget sykehus da prognosen ved samtidig lymfeknutemetastaser er drlig og dette ker behovet for
systemisk kjemoterapi. CRS-HIPEC kan vurderes i den nasjonale behandlingstjenesten p senere tidspunkt (etter systemisk kjemoterapi).Illeus/subileus: Et akutt passasjehinder i tarm vil ofte ndvendiggjre snarlig kirurgi p eget sykehus. Vi anbefaler at primrtumor fjernes om mulig, alternativt at tarmen avlastes. Ved begrenset peritoneal sykdom
anbefales CRS-HIPEC vurdert i den postoperative fasen.Operable, synkrone lever- eller lungemetastaser: Peritoneum er her ikke lenger barriere for videre sykdomsspreding, og systemisk behandling m vurderes. Dette vil tale for at primrcanceren behandles ved eget sykehus. Tidspunkt for eventuell hndtering av peritoneal sykdomsutbredelse kan
diskuteres med behandlingstjenesten.Metakrone peritoneale metastaserDersom en pasient med tykk- og endetarmskreft utvikler peritoneale metastaser i lpet av kontrolloppflgingen kan det vre aktuelt med CRS-HIPEC i slik metakron setting. Resultatene er best om pasienten henvises nr carcinomatosen oppdages, og ikke etter at kjemoterapi har
sviktet (Elias et al., 2006). Se inklusjons- og eksklusjonskriteriene over.Second-lookSecond-look operasjon utfres 912mneder etter primroperasjonen og br vurderes hos asymptomatiske pasienter i god almentilstand som primrt fikk utfrt antatt kurativ operasjon, men som man vet har hy risiko for utvikling av peritoneal carcinomatose, nemlig ved (Elias
et al., 2008):iatrogen perforasjon i tumoromrdetopererte metastaser til ovariercarcinomatose makroscopisk radikalt fjernet ved primroperasjonEventuell second-look operasjon br drftes med Radiumhospitalet; om, nr og hvordan slik operasjon skal gjres. En velger ofte gi denne gruppen 6mneder systemisk kjemoterapi etterfulgt av 3mneder
observasjon uten behandling fr CRS-HIPEC. Det presiseres at det ved second-look behandling p nevnte indikasjoner er vanlig gi HIPEC ogs om tumor ikke lenger kan pvises i bukhulen da ny carcinomatose ellers er vanlig.Your abdominopelvic cavity is between your diaphragm and your pelvic floor. It includes your abdominal cavity and pelvic cavity.
Your parietal peritoneum lines the walls of this cavity. Your visceral peritoneum wraps around your abdominal organs, particularly your stomach, liver, spleen and parts of your small and large intestines. Organs inside of your visceral peritoneum are called intraperitoneal. The others are retroperitoneal.What is the structure of the peritoneum?Your
peritoneum is a serous membrane (the type that secretes serum). Tissue of this kind lines several of your body cavities and is generally known as mesothelium. Its composed of epithelial cells on the top layer with connective tissue underneath. The epithelial cells secrete and absorb fluid, filter out particles and carry blood, lymph and nerve supply. The
connective tissue holds everything together. It attaches some organs to your abdominal wall and suspends others inside the cavity.FormationsYour visceral peritoneum folds upon itself as it wraps around your organs, creating double layers and pouches here and there. A large double layer called the omentum covers the front of your abdomen like an
apron. A double layer in the back called the mesentery attaches your intestines to your back abdominal wall. The fat between the layers (adipose tissue) provides extra insulation and protection and carries neurovascular supply to your organs.Nerve supplyYour visceral peritoneum that covers your abdominal organs shares the same autonomic nerve
supply as those organs. It perceives a visceral type of pain, which is diffuse and hard to localize. It feels the stretch when your digestive organs are distended with food or gas. It also perceives chemical irritants, such as blood or bile leaks. Your parietal peritoneum shares the same somatic nerve supply as your abdominal wall that it covers. It
perceives localized pressure, pain and temperature. Dialysebehandling. Ved peritoneal dialyse benyttes bukhinnen (peritoneum) som dialysemembran. Et mykt plastkateter er operert inn i bukhulen, og gjennom dette kateteret tilfres dialysevske som inneholder glukose i varierende konsentrasjon, avhengig av hvor mye vske som skal trekkes ut. Etter
noen timer tmmes vsken ut, og den inneholder da avfallsprodukter, og eventuelt mer vske enn det som ble satt inn, avhengig av hvor sterk glukosekonsentrasjonen var. Alt foregr i et lukket system av hensyn til risiko for infeksjon. Peritoneal dialyse er en form for dialysebehandling hvor bukhinnen brukes som dialysemembran. Peritoneal dialyse er
ofte foretrukket som frste dialysebehandlingsform, srlig hos barn. Den er sknsom, kan utfres hjemme og gir pasienten kt fleksibilitet. Ved peritoneal dialyse fungerer bukhinnen (peritoneum) som dialysemembran. Bukhinnen har et stort areal og rik blodforsyning. Et mykt kateter opereres inn i bukhulen og n til to liter dialysevske settes inn i
bukhulen. Dialysevsken inneholder glukose, og ved hjelp av osmotisk trykk trekkes vann ut av blodbanen. Ved kende glukosekonsentrasjon trekkes det mer vske. Konsentrasjonsforskjeller medfrer at avfallsprodukter fjernes. Etter noen timer tappes vsken ut, og ny dialysevske settes inn.Pasienter med kronisk nyresvikt blir opplrt til selv styre
behandlingen, som skjer hjemme. Det finnes ulike former for peritoneal dialyse. Ved CAPD (kontinuerlig ambulatorisk peritoneal dialyse) skiftes dialysevske manuelt, vanligvis fire ganger i dgnet.Ved APD (automatisert peritoneal dialyse) foregr dialysebehandlingen bare om natten. Det frer til en forenkling i behandlingen ved at dagtiden frigjres.
Maskinen programmeres p sykehuset med hvilke og hvor mye vske som skal skiftes ut. Pasienten henger opp vsker fr sengetid, og maskinen srger automatisk for skift og tmming av dialysevske fra bukhulen i Ipet av natten. Author: Jana Vaskovi, MDReviewer: Nicola McLaren, MScLast reviewed: November 03, 2023Reading time: 12 minutes On a
scale from lesser omentum to mesentery, how difficult do anatomy students find the peritoneum? We guess that your answer comes out of all the hard-to-imagine pouches, layers and sacs. So lets start with the basics; the Peritoneum is a serous membrane which lines the walls of the abdominal cavity and lies on abdominal and pelvic organs. Between
its two layers parietal and visceral is the peritoneal cavity. The peritoneum functions to support and protect abdominopelvic organs. This article will discuss the anatomy of the peritoneum, including key related topics; peritoneal cavity, omenta, mesentery, ligaments, and peritoneal relations. Key facts about the peritoneum Definition Serous
membrane lining viscera and abdominal cavity wall Parts Parietal peritoneum Visceral peritoneum Peritoneal cavity Peritoneal formations Mesentery: mesentery proper, transverse mesocolon, sigmoid mesocolon, mesoappendix Omenta: greater omentum, lesser omentum Peritoneal ligaments: hepatogastric, hepatoduodenal, gastrophrenic,
gastrosplenic, splenorenal, gastrocolic ligament Peritoneal divisions Lesser sac (omental bursa) Greater sac (supracolic and infracolic compartments) Function Protection of the abdominopelvic organs Connect organs with each other Maintain the position of organs by suspending them with ligaments Prevent friction while organs move Clinical
relations Ascites, peritonitis The peritoneum consists of two layers: Although in adults the peritoneum looks like its scattered all over the place, there is a (embryo)logic reason behind it. During intrauterine development, the parietal peritoneum forms a closed sac occupying most of the abdominal cavity. At this time, abdominal organs are small and
pressed against the posterior abdominal wall. As organs develop and grow, they push into the peritoneum without entering the peritoneal cavity. The cavity squeezes through any available space that exists between the abdominal organs forming peritoneal folds and pouches. It is the same idea as pressing your hand into a balloon filled with water; the
balloon changes shape around your hand but your hand doesnt go inside the balloon. Likewise, no organs lie within this potential space. Test yourself on the peritoneal relations of organs. The peritoneal cavity is a potential space found between the parietal and visceral layers of the peritoneum. The cavity is filled with a small amount of serous
peritoneal fluid secreted by the mesothelial cells which line the peritoneum. Peritoneal fluid enables the peritoneal layers to slide against each other with little friction while following the subtle movements of the abdominopelvic organs. When the peritoneum folds while following the lining of the organs, it forms pouches (recesses) which can be filled
with fluid if there is an ongoing inflammation of adjacent organs. Examples of such recesses are the inferior recess of the lesser sac formed by the folding of the greater omentum, and the recto-uterine pouch (of Douglas) found between the uterus and rectum in females. Learn more about the layers of the peritoneum and peritoneal cavity anatomy in
our study unit, then test yourself to consolidate your knowledge: There are two divisions of the peritoneal cavity: lesser sac (omental bursa) and greater sac. The omental bursa or lesser sac is found posterior to the stomach and liver, and anterior to the pancreas and duodenum. The function of the lesser sac is to provide space for unhindered
movement of the stomach. It has an irregular shape with one superior and one inferior recess. The superior recess is bordered by the diaphragm and the coronary ligament of the liver, while the inferior recess is found between the folding layers of the greater omentum. The lesser sac communicates with the greater sac via the epiploic foramen
(omental foramen) found posterior to the free edge of the lesser omentum. This foramen has clear borders: Learn more about the omental bursa with these resources. Greater sac (medial view) The greater sac extends from the diaphragm to the pelvic cavity. It is divided into the supracolic and infracolic compartments by the transverse mesocolon.
The supracolic compartment is found anterior and superior to the transverse mesocolon, and contains the liver,stomach and spleen. Learn more about the anatomy of the digestive system with our quizzes and free learning tools. The infracolic compartment is posterior and inferior to the transverse mesocolon. Looking from the anterior aspect, it is
divided by the root of the mesentery of the small intestine into the right and left infracolic spaces. The infracolic compartment contains the small intestine, ascending colon and descending colon. The mesentery is the folds of peritoneum that suspend organs from the posterior abdominal wall. The projection of an organ into the peritoneum creates a
peritoneal fold which extends from the abdominal wall, wraps around that organ, and extends back to the abdominal wall. These double layers of peritoneum are the mesentery. Mesenteries carry neurovascular bundles through the fat between peritoneal layers to supply organs. The mesentery of the small intestine is simply called the mesentery or
mesentery proper, while the other parts of the digestive system have their mesenteries named more specifically: transverse mesocolon, sigmoid mesocolon, and mesoappendix. Youll notice the prefix meso- before the corresponding part of the intestines. Dive further into mesentery anatomy with these study materials. The omenta are two layers of
peritoneum which have fused, and extend from the stomach and proximal duodenum to neighbouring organs. There are two subdivisions of the omentum depending on whether they extend from the greater or lesser curvature of the stomach. Have you been making any of these common learning mistakes? The greater omentum hangs like a curtain
covering the anterior surface of the small intestine. It hangs from the proximal duodenum and greater curvature of the stomach and then folds to attaches superiorly to the anterior surface of the transverse colon and its mesentery on the inferior edge. The lesser omentum extends superiorly from the lesser curvature of the stomach and proximal
duodenum to the liver. Solidify your knowledge about the omentum with this study unit and custom quiz: Peritoneal ligaments are duplicatures of the peritoneum and can make up parts of the omenta. They have two main functions: To attach organs to the abdominal wall and/or to other abdominal organs and hold them in position To carry
neurovascular structures which supply abdominal organs Based on from which they originate, peritoneal ligaments are classified as splenic, gastric or hepatic ligaments. Peritoneal ligaments Splenic ligaments Phrenicocolic ligament (sustentaculum lienis) Gastrosplenic ligament Splenorenal (lienorenal) ligament Gastric ligaments Gastrophrenic
ligament Gastrocolic ligament Hepatic ligaments Falciform ligament Gastrohepatic ligament Hepatoduodenal ligament Notable ligaments include the hepatogastric ligament and hepatoduodenal ligament which make up the lesser omentum. The hepatoduodenal ligament carries the portal triad hepatic portal vein, hepatic artery proper, (common) bile
duct. The gastrophrenic ligament, gastrosplenic ligament, gastrocolic ligament and splenorenal ligament form part of the greater omentum. Want to learn more about the peritoneal ligaments? Check out this content we have prepared for you, including the quiz we specially designed for testing your knowledge. Learn fasterCustom quiz: Peritoneal
ligamentsStart quiz Depending on how deep the abdominal organs dive into the peritoneum during development, they can be classified as: Intraperitoneal organs Retroperitoneal organs (primarily and secondarily retroperitoneal) Intraperitoneal organs are completely wrapped by visceral peritoneum. These organs are the liver, spleen, stomach,
superior part of the duodenum, jejunum, ileum, transverse colon, sigmoid colon and superior part of the rectum. Retroperitoneal organs are found posterior to the peritoneum in the retroperitoneal space with only their anterior wall covered by the parietal peritoneum. If they develop and remain outside the peritoneum, they are primarily
retroperitoneal organs: kidney, adrenal glands and ureter. Other retroperitoneal organs develop inside the peritoneum, but then move beneath it: pancreas, distal duodenum, ascending and descending colons. Master peritoneal relations with our study units. Also, take the chance to go further with clinical anatomy of the abdomen by reviewing our
clinical case of necrotizing fasciitis of anterior abdominal wall. Ascites by definition is accumulation of more than 20 milliliters of fluid within the peritoneal cavity. The most common cause is increased pressure in the hepatic portal vein, portal hypertension. Portal hypertension is most often seen in people with liver cirrhosis. Ascites clinically presents
as a bulging belly showing waves of moving fluid when gently struck this is not the case for fat tissue. The diagnosis of ascites is by physical examination and medical imaging. The ideal treatment of ascites is directed towards its cause together with dietary restrictions of sodium because sodium promotes fluid retention. In any case, it is important to
treat ascites as a potential complication of this state is peritonitis inflammation of the peritoneum. Peritonitis is an inflammation of the peritoneum. In most cases it emerges as a complication of ascites. Peritonitis is usually caused by intestinal bacteria which find their way to the peritoneum via lymph (lymphatic dissemination) or ruptured bowel.
Patients usually experience fever, mental confusion, abdominal pain and notable ascites. So any patient with diagnosed ascites and sudden onset of these symptoms should be examined for peritonitis. The easiest way to diagnose peritonitis is to extract a small amount of peritoneal fluid and perform microbiological analysis to confirm the presence of
bacteria and inflammatory cells. Peritonitis is treated with antibiotics. All content published on Kenhub is reviewed by medical and anatomy experts. The information we provide is grounded on academic literature and peer-reviewed research. Kenhub does not provide medical advice. You can learn more about our content creation and review
standards by reading our content quality guidelines. References: Drake, R. L., Vogl, A. W., & Mitchell, A. W. M. (2015). Grays Anatomy for Students (3rd ed.). Philadelphia, PA: Churchill Livingstone. Moore, K. L., Dalley, A. F., & Agur, A. M. R. (2014). Clinically Oriented Anatomy (7th ed.). Philadelphia, PA: Lippincott Williams & Wilkins. Kasper, D. L.,
Hauser, S. L., Jameson, J. L., et al. (2015). Harrisons Principles of Internal Medicine (19th ed.). New York, NY: McGraw-Hill Education. Illustrations: Lesser sac (diagram) - Esther Gollan Greater sac (medial view) - Paul Kim Mesentery (diagram) -Irina Mnstermann Articles within this topic: Videos within this topic: Peritoneum and peritoneal cavity:
want to learn more about it?Our engaging videos, interactive quizzes, in-depth articles and HD atlas are here to get you top results faster.What do you prefer to learn with?I would honestly say that Kenhub cut my study time in half.Read more.Kim Bengochea, Regis University, Denver Unless stated otherwise, all content, including illustrations are
exclusive property of Kenhub GmbH, and are protected by German and international copyright laws. All rights reserved.The peritoneum is a continuous membrane which lines the abdominal cavity and covers the abdominal organs (abdominal viscera).It acts to support the viscera, and provides pathways for blood vessels and lymph to travel to and
from the viscera.In this article, we shall look at the anatomy of the peritoneum its structure, relationship with the abdominal organs, and any clinical correlations. The peritoneum consists of two layers that are continuouswith each other: theparietal peritoneumand thevisceral peritoneum. Both types are made up of simple squamous epithelial cells
calledmesothelium.Parietal PeritoneumThe parietal peritoneum lines the internal surface of the abdominopelvic wall. It is derived fromsomatic mesodermin the embryo.It receives the same somatic nerve supply as the region of the abdominal wall that it lines; therefore, pain from the parietal peritoneum iswell localised.Parietal peritoneum is sensitive
to pressure, pain, laceration and temperature.Visceral PeritoneumThe visceral peritoneum invaginates to cover the majority of the abdominal viscera. It is derived fromsplanchnic mesodermin the embryo.The visceral peritoneum has the same autonomic nerve supply as the viscera it covers. Unlike the parietal peritoneum, pain from the visceral
peritoneum ispoorly localisedand the visceral peritoneum is only sensitive to stretch and chemical irritation.Pain from the visceral peritoneum is referred to areas of skin (dermatomes) which are supplied by the same sensory ganglia and spinal cord segments as the nerve fibres innervating the viscera.Fig 1The structure of the peritoneum and the
peritoneal cavity. Note how the visceral layer invaginates to cover the organs.Peritoneal CavityThe peritoneal cavity is apotential spacebetween the parietal and visceral peritoneum. It normally contains only a small amount of lubricating fluid. Damage to the peritoneum can occur as a result of infection, surgery or injury.The resulting inflammation
and repair may cause the formation of fibrous scar tissue.This can result in abnormal attachments between the visceral peritoneum of adjacent organs or between visceral and parietal peritoneum.Such adhesions can result in pain and complications such as volvulus, when the intestine becomes twisted around an adhesion resulting in a bowel
obstruction. Prosection of the liver, stomach, transverse colon within the abdominal cavity. The small intestine and colon are covered by the greater omentum and are not visible in this specimen. Prosection of the liver, stomach, transverse colon within the abdominal cavity. The small intestine and colon are covered by the greater omentum and are
not visible in this specimen. The abdominal viscera can be divided anatomically by their relationship to the peritoneum. There are two main groups: intraperitoneal and retroperitoneal organs.Intraperitoneal Organsintraperitoneal organs are enveloped by visceral peritoneum, which covers the organ both anteriorly and posteriorly. Examples include
thestomach,liver andspleen.Retroperitoneal OrgansRetroperitoneal organs are not associated with visceral peritoneum; they are only covered in parietal peritoneum, and that peritoneum only covers their anterior surface.They can be further subdivided into two groups based on their embryological development:Primarily retroperitoneal organs
developed and remain outside of the parietal peritoneum. Theoesophagus,rectumandkidneysare all primarily retroperitoneal.Secondarily retroperitonealorgans were initially intraperitoneal, suspended by mesentery. Through the course of embryogenesis, they became retroperitoneal as their mesentery fused with the posterior abdominal wall. Thus, in
adults, only their anterior surface is covered with peritoneum. Examples of secondarily retroperitoneal organs include the ascending and descendingcolon.A useful mnemonic to help in recalling which abdominal viscera are retroperitoneal isSAD PUCKER: Fig 2Intraperitoneal and retroperitoneal organs The peritoneum covers nearly all viscera within
the gut and conveys neurovascular structures from the body wall to intraperitoneal viscera.In order to adequately fulfil its functions, the peritoneum develops into a highly folded, complex structure and a number of terms are used to describe the folds and spaces that are part of the peritoneum.MesenteryA mesentery is double layer of visceral
peritoneum. It connects an intraperitoneal organ to (usually) the posterior abdominal wall. It provides a pathway for nerves, blood vessels and lymphatics to travel from the body wall to the viscera.The mesentery of the small intestine is simply called the mesentery. Mesentery related to other parts of the gastrointestinal system is named according to
the viscera it connects to, for example the transverse and sigmoid mesocolons, the mesoappendix.OmentumThe omenta are sheets of visceral peritoneum that extend from thestomach and proximal part of the duodenumto other abdominal organs.Greater OmentumThe greater omentum consists of four layers of visceral peritoneum. It descends from
thegreater curvatureof the stomach and proximal part of the duodenum, then folds back up and attaches to the anterior surface of the transverse colon.It has a role in immunity and is sometimes referred to as the abdominal policeman because it can migrate to infected viscera or to the site of surgical disturbance.Lesser OmentumThe lesser omentum
is a double layer of visceral peritoneum, and is considerably smaller than the greater and attaches from thelesser curvatureof the stomach and the proximal part of the duodenum to the liver.It consists of two parts: the hepatogastric ligament (the flat, broad sheet) and the hepatoduodenal ligament (the free edge, containing the portal triad).Fig 3The
greater and lesser omenta.Peritoneal LigamentsA peritoneal ligament is a double fold of peritoneum that connects viscera together or connects viscera to the abdominal wall.An example is the hepatogastric ligament, a portion of the lesser omentum, which connects the liver to the stomach. Pain from the viscera is poorly localised. As described
earlier, it is referred to areas of skin (dermatomes) which are supplied by the same sensory ganglia and spinal cord segments as the nerve fibres innervating the viscera.Pain is referred according to the embryological origin of the organ; thus pain from foregut structures are referred to the epigastric region, midgut structures are to the umbilical
region and hindgut structures to the pubic region of the abdomen.Foregut oesophagus, stomach, pancreas, liver, gallbladder and the duodenum (proximal to the entrance of the common bile duct).Midgut duodenum (distal to the entrance of the common bile duct) to the junction of the proximal two thirds of the transverse colon with the distal
third.Hindgut distal one third of the transverse colon to the upper part of the anal canal.Pain in retroperitoneal organs (e.g. kidney, pancreas) may present as back pain.Irritation of the diaphragm (e.g. as a result of inflammation of the liver, gallbladder or duodenum) may result in shoulder tip pain.Referred Pain in AppendicitisInitially, pain from the
appendix (midgut structure) and its visceral peritoneum is referred to theumbilical region. As the appendix becomes increasingly inflamed, it irritates the parietal peritoneum, causing the pain to localise to theright lower quadrant.By OpenStax College [CC BY 3.0 ( ], via Wikimedia CommonsFig 4Referred pain from the main thoracic, abdominal and
pelvic organs.
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