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Diagnosis and Treatment of 
Pancreatogenic Sepsis

ABSTRACT

Difficulties in choosing therapeutic and diagnostic tactics for acute pancreatitis are due to the multivector features of the 
course of this disease. The issues of choosing diagnostic methods and methods of treatment for uncomplicated and compli-
cated, severe and mild pancreatitis, the so-called "edematous" pancreatitis and pancreatic necrosis, complications of pan-
creatogenic toxemia and destructive complications, sterile and infected pancreatic necrosis, early infection and late destruc-
tive complications are discussed.
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INTRODUCTION
In our time, it is difficult to find a more complex in-

flammatory disease of the abdominal organs in its patho-
genesis than acute pancreatitis. Over the past 50 years, 
acute pancreatitis ranks third among acute surgical dis-
eases of the abdominal cavity and accounts for about 
12.5% of all urgent pathology. [2, 5]  

At the same time, diagnostics and surgical tactics for 
pancreatic necrosis remain in our time one of the far 
from solved problems in urgent abdominal surgery. 
There is no doubt that this problem is related to the diffi-
culties of prognosis and early diagnosis of destructive 
forms of acute pancreatitis. [3, 4, 6]

Also, the relevance of the problem is due to the fre-
quency of acute pancreatitis in the majority of patients 
(65–70%) at working age. At the same time, in the case 
of the development of pancreatic necrosis and the use of 
surgical methods of treatment, disability is noted in more 
than half of patients - from 62.8 to 75.3% of cases. All 
this also gives the problem socio-economic significance. 
[11]  

The mechanism of pathogenesis of acute pancreatitis 
is multifaceted. And despite the fact that 80-90% of 
acute pancreatitis manifests itself in the form of mild 
inflammation with a low number of deaths, severe forms 
of this disease, with progressive systemic inflammatory 
response syndrome and pancreatic necrosis, are poten-
tially fatal and form the basis of fatal outcomes. [1] At 
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the same time, the basis of lethal outcomes in infected 
forms of pancreatic necrosis is formed by cases of sepsis 
and organ failure. For example, the overall mortality rate 
for pancreatic necrosis is 3.9–26%, and for infected pan-
creatic necrosis – up to 85%, for fulminant disease – 
100%. [10]

Difficulties in choosing therapeutic and diagnostic 
tactics for acute pancreatitis are due to the multivector 
features of the course of this disease. The issues of 
choosing diagnostic methods and methods of treatment 
for uncomplicated and complicated, severe and mild 
pancreatitis, the so-called "edematous" pancreatitis and 
pancreatic necrosis, complications of pancreatogenic 
toxemia and destructive complications, sterile and in-
fected pancreatic necrosis, early infection and late de-
structive complications are discussed.

At the same time, dissimilar, and often opposite opin-
ions are expressed on the same issue. [8, 9]

In the treatment of pancreatic necrosis complicated 
by sepsis, many attempts are made to study the effect of 
conservative therapy on the course of the disease. Partic-
ular attention should be paid to the work on the effect of 
anticytokine therapy in pancreatic necrosis to prevent the 
development of sepsis. [7, 10] 

MATERIAL AND METHODS
A retrospective cohort study of the results of compre-

hensive examination and treatment of 97 patients with 
pancreatic necrosis complicated by sepsis for the period 
2013-2017 was carried out.

In 38 (39.18%) cases, pancreatic necrosis was sterile, 
and in the remaining 59 (60.82%) cases, it was infected. 
At the same time, among patients with infected pancreat-
ic necrosis, in 20.62% of cases, infected pancreatic 
necrosis occurred against the background of severe sep-
sis, and in 4.12% of cases – septic shock. Thus, the pa-
tients were divided into 3 groups: the first group consist-
ed of patients with sterile pancreatic necrosis (38 pa-
tients; 39.18%); the second group included patients with 
infected pancreatic necrosis (35 patients; 36.08%); the 
third group consisted of patients with infected pancreatic 
necrosis complicated by sepsis (24 patients; 24.74%).

There were 62.9% of male patients and 37.1% of fe-
male patients. Both among men (52.5%) and among 
women (50.0%), patients in the age category from 41 to 
50 years prevailed (in the total value of 51.5%). In sec-
ond place were patients in the age category from 51 to 60 
years (26.8%) and third place - from 31 to 40 years 
(11.3%). Thus, this analyzed parameter of patients 

showed that the basic contingent fell on patients of the 
most able-bodied mature age.

Alcohol etiology of the disease accounted for 28.9% 
of patients. In 43 (44.3%) patients, cholelithiasis was the 
cause of pancreatic necrosis. The gastrogenic origin of 
the disease was revealed in 25 (25.8%) patients. In 1 pa-
tient (1.03%), the etiological cause of pancreatic necrosis 
could not be determined.

Patients' visits to the clinic from the onset of the dis-
ease were not unambiguous, but there was a certain pat-
tern among the groups. For example, in the first group of 
patients, patients who came before 12 hours from the 
onset of a pain attack prevailed (86.8%). Further, to a 
lesser extent, there were patients who came to the clinic 
before 1 day after the onset of the disease (13.2%).

Among the patients of the second group, the peak of 
treatment occurred on 2-3 days after the onset of the dis-
ease (80.0%). The rest of the patients came either 2 days 
earlier (17.1%) or 2 days later (2.9%). Nevertheless, the 
main flow of patients in this group fell on the period of 
time from 1 to 3 days from the onset of the disease.

Patients of the third group went to the clinic after the 
onset of the disease for 4-10 or more days. The distribu-
tion of chronology in this interval in this group of pa-
tients indicated that pancreatic necrosis complicated by 
sepsis is characteristic of patients who come to the clinic 
for more than 10 days of the disease.

Summarizing and drawing parallels between the 
chronological intervals of the onset of the disease and 
hospitalization in the clinic, it can be stated that in the 
interval up to 12 o'clock, 100% of cases accounted for 
patients of the first group. In the intervals up to 24 hours 
from the onset of the disease, 54.5% of patients of the 
second group and 45.5% of patients of the first group 
were hospitalized.

Within 2-3 days from the onset of the disease, all 
hospitalized patients were in the second group. Only 
starting from 4-5 days from the onset of the disease, pa-
tients of the third group prevailed in hospitalization, 
amounting to 87.5%. At the same time, the rest of the 
contingent of patients accounted for patients of the sec-
ond group (12.5%). Later, the patients who came to the 
clinic were from the third group.

RESULTS AND DISCUSSION
According to archival data, acute pancreatitis was 

established only in 68 (71.1%) patients. In the remaining 
cases (28.9%), before hospitalization in our clinic, diag-
noses of acute cholecystitis (15.5%), perforation of gas-
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troduodenal ulcer (7.2%), acute intestinal obstruction 
(4.1%) and acute appendicitis (3.1%) were established.

At the time of hospitalization, 687 pathological signs 
were described in the medical history. Of these, 26.6% 
were patients of the first group, 39.7% of patients of the 
second group, and 33.6% of patients of the third group.

The distribution of these pathological signs showed 
that pain syndrome was prevalent (it was noted in all 
100% of cases). Pain was localized in the epigastrium, 
right or left hypochondrium, in most cases the pain radi-
ated to the left costovertebral angle, and then in descend-
ing order to the left shoulder, behind the sternum, be-
tween the shoulder blades. Pain was the flagship among 
the pathological manifestations of the disease in all the 
analyzed groups.

Dyspeptic disorders are a constant companion of de-
structive pancreatitis. They were in second place in terms 
of the frequency of registration after pain syndrome and 
accounted for 93.8%. Among the varieties of dyspeptic 
disorders, nausea, uncontrollable vomiting that did not 
bring relief, constipation, flatulence and bloating pre-
vailed. At the same time, in the second and third groups, 
this symptom complex was noted in all patients, while in 
patients of the first group, they bothered patients only in 
84.2% of cases.

Local symptoms of acute pancreatitis were positive in 
90.7% of cases. Local symptoms characteristic of acute 
pancreatitis occurred in all patients. Tension of the mus-
cles of the anterior abdominal wall and symptoms of 
peritoneal irritation in 100% of cases were noted in pa-
tients of the second and third groups, while among the 
patients of the first group they occurred only in 29 
(76.3%) patients.

Almost half of patients with destructive pancreatitis 
(43.3%) had ictericity of the sclera and skin at admis-
sion. There were 34.2% of patients in the first group, 
40.0% of patients in the second group, and 62.5% of pa-
tients in the third group.

Pathological signs from the cardiovascular system 
were in the form of tachycardia, recorded in 90.7% of 
cases, and a decrease in systolic blood pressure below 
100 mm Hg. st. in 68.0% of patients. Tachycardia in 
100% of cases was recorded among patients of the sec-
ond and third groups, while in patients of the first group, 
an increase in heart rate was registered only in 76.3% of 
cases.  It should be noted that tachycardia and a decrease 
in systolic blood pressure were noted by us in the early 
stages of the development of destructive pancreatitis.

An increase in body temperature above 37 0C was 
recorded in 75 (77.3%) cases. At the same time, among 

the patients of the second and third groups, as in the pre-
vious case, hyperthermia was noted in all cases, while in 
the patients of the first group only in 16 (42.1%) cases.

Respiratory disorders were noted in 70 (72.2%) pa-
tients. In the first group, there were 36.8% of patients 
with dyspnea, 91.4% in the second group, and 100% in 
the third group.

The revealed pathological manifestations of the geni-
tourinary system were presented in the form of hema-
turia, proteinuria, cylindruria or a combination thereof. 
In general, 37 (38.1%) patients had such disorders. There 
was only one patient in the first group, 12 (34.3%) pa-
tients in the second group, and all 24 patients in the third 
group.

Mental and nervous system disorders were detected at 
admission in 33 (34.0%) patients. They manifested 
themselves in 22 (22.7%) patients in the form of eupho-
ria, anxiety and negativism. Psychomotor excitations and 
hallucinations were diagnosed in 9 (9.3%) patients. 
Acute depression of the psyche, sometimes up to a co-
matose state, was diagnosed in 2 (2.1%) patients.

It should be noted that among the patients of the first 
group, we did not diagnose such disorders. Among the 
patients of the second group, such changes were revealed 
in 9 (25.7%) patients, and in patients of the third group 
in 24 patients (that is, in all cases).

We actively used laparoscopic technologies in the 
verification of pancreatic lesions. Diagnostic laparoscopy 
was performed in 48 (49.5%) patients. On day 1 of hos-
pitalization, it was used in 19 patients, on day 2 in 10 
patients, on day 3 in 8 patients, on day 4 in 7 patients, 
and on day 5 in 4 patients. The average duration of this 
intervention was 3.1±1.1 days.

Clinical and morphological parallels in patients re-
vealed a predominance of patients with total (32.0%) and 
subtotal (26.8%) necrotic lesions of the pancreas. In 
subtotal lesions, the predominant lesions were of the 
head and body of the pancreas. In 40 (41.2%) patients, 
necrotic lesions of the pancreas were focal. At the same 
time, in 21.6% of cases - large-focal, and in 19.6% of 
cases - small-focal lesions.

A comparative analysis between sterile and infected 
forms of pancreatic necrosis revealed that in the first 
case, focal (13.9 times), and in the second case, wide-
spread (46.6 times) necrotic lesions of the pancreas pre-
vailed.

The mean severity of acute pancreatic necrosis was 
8.4±1.1 points.

The variance of the mean value decreased from 
10.1±0.9 points in total pancreatic necrosis to 6.8±2.9 
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points in small-focal pancreatic necrosis (p<0.05). In the 
infected form of pancreatic necrosis, the lesion severity 
index was 1.9±0.3 points higher than in patients with 
sterile pancreatic necrosis (p<0.05).

We mainly used active surgical tactics, consisting of 
early laparotomy, despite the phase (sterile or infected) 
of the pathological process and the form (small-focal, 
large-focal, subtotal, total) of necrotic lesions. 

The main indications for surgical operations were the 
negative dynamics of the disease despite conservative 
therapy and/or the presence of signs of peritonitis.

If laparotomy was performed in the sterile phase of 
pancreatic necrosis, the abdominal organs were revised 
at the first stage. If the development of pancreatic necro-
sis was suspected, the omental bursa was opened and a 
visual revision was performed. The operation ended with 
sanitation and drainage of the omental bursa and abdom-
inal cavity with several drains. In the presence of dead 
areas of the pancreas, necrotic tissues were removed in a 
blunt and acute way. Such a procedure was sometimes 
very dangerous due to the possible development of arro-
sive bleeding or the formation of digestive fistulas. With 
the biliary origin of pancreatic necrosis, interventions 
were performed on the gallbladder and bile ducts.

In infected pancreatic necrosis, the main goal of la-
parotomy was to perform necrosequestrectomy in a time-
ly and complete manner, drainage of purulent cavities of 
parapancreatic tissue for subsequent sanitation.   They 
opened the omentum bursa, all possible formed cavities 
that were filled with pus. Necrotic tissues of the pancreas 
and retroperitoneal space were removed in a blunt and 
sharp way. The latter was necessarily subjected to a thor-
ough finger revision. Drainage was carried out in the 
area of the retroperitoneal space, omentum bursa, ab-
dominal cavity.

As can be seen from the description of the course of 
surgical interventions, there were several varieties per 
patient. In total, 451 surgical interventions were per-
formed according to the protocols of operations. At the 
same time, an average of 4.6±1.1 technical stages were 
performed for each patient. The leaders in these stages 
were drainage interventions (215), which amounted to 
47.6%. At the same time, in 23.9% of cases, the omental 
bursa was drained and in 23.7% of cases, the abdominal 
cavity was drained. It should be noted that drainage of 
the abdominal cavity was performed without drainage of 
the omentum bursa. But drainage of the omentum bag 
was carried out repeatedly, which causes the difference 
in values.

Necrosequestrectomy was performed in 13.7% of 
cases (62 times). Omentoboursotomy and marsupializa-
tion of the omental bursa were performed in 13.5% of 
cases (61 times). Parapancreatic cell drainage was per-
formed 48 times (10.6%).

Interventions in cholelithiasis were reduced to chole-
cystostomy (1.3%) and cholecystectomy with drainage 
of the bile ducts (8.2%).

In 22 (4.9%) cases, the suppurated pancreatic cyst 
was opened and drained.

The volume and nature of surgical interventions per-
formed in the section of the phase of pancreatic necrosis 
showed a 4.4-fold prevalence in patients with infected 
pancreatic necrosis. In the phase of sterile pancreatic 
necrosis, there were an average of 2.2±1.0 types of sur-
gical intervention per patient, and in the phase of infec-
tion, this value was 2.8 times higher.

Analysis of the distribution of surgical interventions 
performed in the sterile phase of pancreatic necrosis de-
pending on the morphostructural nature of the pancreatic 
lesion showed that drainage surgical interventions pre-
vailed in small-focal and large-focal pancreatic necrosis. 
In subtotal pancreatic lesions, the volume of surgical 
interventions was evenly distributed between drainage of 
the abdominal cavity, drainage of the omental bursa, 
cholecystostomy, cholecystectomy with drainage of the 
ducts, and omentoburostomy with marsupilization of the 
omental bursa. In patients with small-focal pancreatic 
necrosis in the sterile phase of pancreatic necrosis, an 
average of 1.8±0.3 types of surgical interventions were 
performed. In large-focal pancreatic lesions, this value 
was 2.2±1.2, and in subtotal pancreatic lesions - 5.0±1.1 
stages of surgical intervention.

Cholecystectomy with bile duct drainage prevailed 
among patients with small-focal pancreatic necrosis in 
the sterile phase of the disease. Such a nature of surgical 
intervention is due to those cases when the operation was 
performed for acute calculous cholecystitis, but the in-
traoperative finding revealed small-focal pancreatic 
necrosis. In such cases, drainage of the bile ducts and 
drainage of the omental bursa were mandatory after 
cholecystectomy, followed by targeted conservative ther-
apy of pancreatitis.

In the infected phase of pancreatic necrosis in patients 
with large-focal pancreatic lesions, an average of 5.8±1.5 
surgical stages of surgery were performed per 1 patient, 
5.9±1.0 in subtotal lesions, and 6.6±2.1 in total lesions.

As can be seen from the diagram, the variety of surgi-
cal techniques performed in the infected phase of pan-
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creatic necrosis was more diverse than in the sterile 
phase.

The majority of patients (up to 82.3%) were operated 
on during the first week, while 45.9% of patients were 
operated on within the first 2 days from the onset of the 
disease, then in this group of patients the tactics of early 
operations in pancreatic necrosis was predominant.

One of the main factors that determines the severity 
of the course of pancreatic necrosis and the risk of a fatal 
outcome is the area of damage to the pancreas. Neverthe-
less, the division of patients according to the nature of 
pancreatic necrosis, that is, sterile or infected, is often 
somewhat conditional. This is due to the fact that the 
sterile form of pancreatic necrosis often transforms into 
an infected one. 

The retrospective cohort study was based on data de-
termining the final verification diagnosis. A number of 
patients during relaparotomy performed 2-3 weeks after 
the first operation had pathomorphological manifesta-
tions of an already infected form of pancreatic necrosis. 
In these patients, formed necrotic sequesters and ab-
scesses of the omental bursa were found. Therefore, 
when analyzing, we took the final version of the diagno-
sis verification as a basis.

In total, relaparotomies were performed in 58 pa-
tients. At the same time, they were performed twice in 8 
and three times in 4. In one patient, relaparotomy was 
performed 4 times. 

In most cases, pancreatic necrosis proceeded with 
various complications, which were often combined and 
thus could manifest themselves in several variants and in 
the same patient. It is they who determine the urgency of 
surgical intervention and tactics for pancreatic necrosis.

Peritonitis was detected in 49 (55.5%) patients. Local 
peritonitis was diagnosed in 16.3% of patients, diffuse 
peritonitis in 22.4% and diffuse peritonitis in 61.2% of 
patients. The serous nature of the effusion was noted in 
18.4% of patients, hemorrhagic - in 32.6%, purulent - in 
14.3%, and fibrinopurulent - in 34.7% of patients.

Of course, it should be borne in mind that peritonitis 
in patients was an indication for surgery. However, tak-
ing into account the fact that minimally invasive inter-
ventions would have been very effective in case of 
serous or hemorrhagic exudate, nevertheless, at that time 
the main surgical technique was a more complex and 
traumatic laparotomy. And laparoscopy was performed 
only for diagnostic purposes and verification of the final 
diagnosis of the disease. At the same time, it was half of 
the deceased patients who had peritonitis. And here it 

should be stated that peritonitis was one of the most 
common complications of pancreatic necrosis.

Cellulitis of the retroperitoneal space was in 2nd 
place (34.0%) after peritonitis. This type of complication 
of pancreatic necrosis was detected at various times from 
the onset of the disease, on average 7.2±3.8 days. Dam-
age to the right half of the retroperitoneal space was not-
ed in 24.2% of patients, the left half in 63.6% of patients, 
and total damage in 12.1% of patients. At the same time, 
in 28.9% of patients, lesions of the retroperitoneal space 
were determined only by infiltration without signs of 
suppuration at the time of intraoperative verification. 
However, after repeated surgery, 11.3% of patients were 
diagnosed with pancreatic abscesses.

The nature of complications characterizing the gener-
alization of the purulent-inflammatory process in patients 
with different phases of the course of pancreatic necrosis 
was not ordinary.

Pancreatogenic sepsis in patients with the sterile 
phase of pancreatic necrosis (group I) was diagnosed in 
39.5% of cases. Whereas among patients with the infect-
ed phase of pancreatic necrosis, it was diagnosed in 
100% of cases. We would like to remind you that the 
third group of patients was formed at the expense of pa-
tients with severe sepsis and septic shock. Accordingly, 
the patients of the second group, who also had a general-
ized form of complications of the purulent-destructive 
process, were represented by the presence of sepsis syn-
drome or only by the syndrome of systemic inflammato-
ry response of the body.

In 74 (76.3%) patients, pancreatogenic sepsis was 
diagnosed on the day of hospitalization. Of these, almost 
half of the patients (47.3%) were diagnosed with sepsis 
syndrome, represented by patients with an infected phase 
of pancreatic necrosis. Patients who formed the third 
study group (with the presence of severe sepsis and sep-
tic shock) (32.4%) had an exclusively infected form of 
pancreatic necrosis. At the same time, if there were 
27.0% of patients with severe sepsis, then 5.4% of pa-
tients with septic shock.

Despite the ranking of patients with systemic inflam-
matory reaction syndrome by the presence of organ dys-
function or septic shock, nevertheless, the number of 
patients with sepsis syndrome on the day of hospitaliza-
tion in the clinic turned out to be quite impressive 
(59.3%).

Systemic inflammatory reaction syndrome was diag-
nosed in the absence of a purulent focus and organ dys-
function in 20.3% of patients, and all of them were pre-
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sented as patients with a sterile phase of pancreatic 
necrosis.

The distribution of patients depending on the number 
of signs of systemic inflammatory reaction syndrome 
showed that there were 4 clinical and laboratory signs 
(27.8%). The number of patients with 3 clinical and lab-
oratory signs was only one patient behind. There were 
21.6% of patients with 2 clinical and laboratory signs, 
and 23.7% of patients with 1 clinical and laboratory sign. 
It is the latter category of the nature of the manifestation 
of the systemic inflammatory reaction syndrome that was 
represented in more than half of patients with the sterile 
phase of pancreatic necrosis (60.5%).

It should be noted that the nature of the change in the 
numerical value curve of patients with the syndrome of 
systemic inflammatory reaction among patients with the 
sterile phase of pancreatic necrosis had an inverse corre-
lation with the number of patients (R=-0.847). In other 
words, as the number of clinical and laboratory signs of 
the systemic inflammatory response syndrome increased, 
there was a progressive decrease in the number of pa-
tients with pancreatic necrosis in the sterile phase. At the 
same time, among patients with the infected phase of 
pancreatic necrosis, the correlation significance between 
the number of clinical and laboratory signs of the sys-
temic inflammatory response syndrome and the number 
of patients had a close direct correlation (R=0.954). 

According to the records of the patient's medical his-
tory, the presence of pancreatogenic sepsis was recorded 
405 times. On average, each patient had 5.5 times. Such 
a high value of sepsis registration was probably due to 
the amount imposed on the deceased patients. However, 
when subtracting the lethal outcomes among patients 
with pancreatogenic sepsis, this indicator decreased by 
only 0.4 times.   The ratio between patients with the ster-
ile phase of pancreatic necrosis and those with infected 
patients was 2.1 times in favor of the latter.

The mortality rate of patients with acute pancreatic 
necrosis was 30.9% (30 cases) and was distributed as 
follows in the dynamics of treatment.

On the day of admission, 1 (3.3%) patient died, by 
the end of the first day – another 1 (3.3%) patient. Sub-
sequently, 2 (6.7%) patients died on days 2-3 of treat-
ment, 7 (23.3%) patients died on days 3-7, 10 (33.3%) 
patients died on days 7-14, and 9 (29.9%) patients died 
in the long term (over 14 days and up to 3 months). In 
general, 83.3% of patients died in the subgroup with 
acute infected pancreatic necrosis, and the remaining 
16.7% - with acute sterile pancreatic necrosis.

Thus, the first 14 days were the most dangerous, dur-
ing which 21 (70.1%) patients out of 30 died. When 
comparing the total amount of complications for differ-
ent systems in the deceased, it was found that on average 
for each lethal outcome on days 1-7 there were 5.6-6.5 
complications, and on days 7-14 there were 4.9-6.6 com-
plications associated with organ dysfunction. Of these, 
4.5 – 5.8 complications on days 1-7 of admission were 
associated with disorders of vital organs.

A combination of severe disorders of vital organs oc-
curred in almost all patients who died in the first 3 days 
of observation – 3.6-3.8 such disorders per 1 patient, and 
later this indicator decreased slightly.

The decrease in the frequency of septic shock in the 
first 3 days fully corresponds to the number of dead pa-
tients, which is associated with the initial severity of ad-
mitted patients. Starting from day 3, there was a persis-
tence of cases of septic shock due to the deterioration of 
the patient's condition, inadequate treatment in the de-
velopment of complications (first of all, purulent-septic).

The most common causes of death were generaliza-
tion of infection (70.9%), peritonitis (59.6%), cardiovas-
cular disorders (58.3%) and hepatic-renal disorders 
(45.4%) and other complications. Arrosive bleeding was 
less common (6.7%). Such a high percentage of multi-
organ "interest" prompted us to retrospectively study 
pathomorphological changes in patients with a compara-
tive analysis of lethal outcomes.

In 30 (30.9%) of the deceased, the data of pathomor-
phological examination of organs were studied. At the 
same time, it was found that fatty and granular dystrophy 
of liver cells was observed in 29 (96.7%) cases, cirrhosis 
of the liver – in 9 (30.0%), amyloidosis – in 4 (13.3%). 
Renal changes in 23 (76.7%) of the deceased were char-
acterized by granular dystrophy of the epithelium of the 
convoluted tubules and in 2 (6.7%) – by amyloidosis. 
Pathological changes in the heart muscle were found in 
25 (83.3%) patients (no changes were found in 16.7%). 
These changes were characterized by granular dystrophy, 
combined in three patients with fragmentation of muscle 
fibers.

CONCLUSION
Thus, the analysis of the registration of the presence 

or absence of pancreatogenic sepsis at the time of hospi-
talization of patients revealed that pancreatic necrosis in 
the infected phase is characterized by a predominance of 
sepsis without impairment of the function of vital organs 
(more than half of the patients). At the same time, among 
patients with the sterile phase of pancreatic necrosis, this 
type of inflammatory complication manifested itself only 
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in 1/3 of patients without impairment of the function of 
vital organs. However, in the dynamics of the treatment, 
the picture regarding the manifestation of the develop-
ment of the generalization of the inflammatory process 
has changed radically.

The high mortality rate among patients in whom re-
peated relaparotomies were performed indicates that it is 
necessary to postpone their performance in infected pan-
creatic necrosis. They are acceptable when they are per-
formed in conditions of process delimitation. The delim-
ited necrosis of the pancreas is lysed and sequestered. In 
such cases, the sanitizing and draining goal of surgical 
intervention is easily achievable. This is what allows you 
to perform surgery in a more favorable background, as it 
will be less traumatic.

Conflict of interest – none
Study funding – not provided

REFERENCES:
1. Purulent-necrotic parapancreatitis: evolution of 

views on treatment tactics / V.R. Goltsov, V.E. Savello, 
A.M. Bakunov et al. // Annals of Surgical Hepatology, 
2015-vol. 20–No3-P.75-83.

2. Efimenko, N.A. Surgical tactics in acute pancreati-
tis. / N. A. Efimenko, A. I. Zaikin, S. V. Ursov et al. // 
Military Medical Journal. 2001. -№ 1. - P. 34-37.

3. Pancreatitis is a disease of the XXI century / G. N. 
Gulikyan, R. A. Pakhomova, Y. S. Vinnik [i dr.] // 
Khirurgicheskaya praktika. – 2019. – № 4(40). – P. 
48-52.

4. Stenting of the pancreatic duct in the prevention 
and complex treatment of acute pancreatitis / I. M. 
Buriev, S. A. Grashchenko, L. V. Zhuravleva [i dr.] // 
Annaly surgical hepatology. – 2022. – T. 27, No 2. – P. 
65-72.

5. Filimonov, M.I. Surgical treatment of pancreatic 
necrosis: history and prospects. Part I. Issues of Classifi-
cation and Intraoperative Tactics in Pancreonecrosis / M. 

I. Filimonov, S. Z. Burnevich // Annals of Surgery. 1999. 
- № 4. - P. 10-15.

6. Acharya, A. Surgical Considerations in Acute Pan-
creatitis / A. Acharya, N. Mohan, R. Ardhanari // – 2020. 
– 122 p.

7. Banks PA, Bollen TL, Dervenis C, Gooszen HG, 
Johnson CD, Sarr MG, Tsiotos GG, Vege SS; Acute Pan-
creatitis Classification Working Group. Classification of 
acute pancreatitis--2012: revision of the Atlanta classifi-
cation and definitions by international consensus. Gut. 
2013 Jan;62(1):102-11.

8. Izimbergenov MN, Koĭshibaev AS, Izimbergenova 
GN, Imanbaev KS. [Postoperative control sanitation la-
paroscopy of omental SAC in the treatment of pancre-
onecrosis complicated by abdominal sepsis]. Klin. Med. 
(Mosk). 2013;91(4):49-53.

9. Kostka R, Havlůj J. Akutní nekrotizující pankreati-
tida: klasické laparotomie vs. miniinvazivní postupy 
[Acute necrotizing pancreatitis: traditional laparotomy 
vs. minimally invasive procedures]. Rozhl Chir. 2015 
Apr;94(4):160-5.

10. Research Group of Major Project Granted by Bei-
jing Municipal Sciences and Technology Commission 
"The Diagnosis and Treatment of MODS: the effect of 
integrated traditional and Western medicine on mortali-
ty". [Protocols for treatment of multiple organ dysfunc-
tion syndrome/severe sepsis combined of traditional 
Chinese medicine and Western medicine]. Zhongguo 
Wei Zhong Bing Ji Jiu Yi Xue. 2007 Oct;19(10):577-9.

11. Rodoman GV, Shalaeva TI, Bargandzhiya AB. 
Vozmozhnosti korrektsii sistemnykh narushenii pri 
lechenii bol'nykh ostrym nekroticheskim pankreatitom 
[Systemic disorders management in patients with acute 
pancreatic necrosis]. Khirurgiia (Mosk). 2016;
(11):25-32.

https://journals.tma.uz/

