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Over the last decade, the issue of treatment of acute necrotizing pancreatitis has been requiring special attention because
of the growth of this pathology worldwide and high mortality from it, especially with extended infected types of the disease.

The aim of the research was to improve results of treatment of patients with nonbiliary necrotizing pancreatitis by optimizing
of the surgical tactics, which depend on the extent of necrosis in the pancreas and peripancreatic fat.

Materials and methods. The study analyzed results of treatment of 220 patients with acute nonbiliary necrotizing pancreatitis,
who were hospitalized in the clinic from 2014 to 2016. The age of the patients ranged from 18 to 80 years, including patients
under the age of 50, who accounted for 54 %. Comparison of qualitative features was carried out through analysis of conjugacy
tables, using the x? Pearson criterion (Pearson Chi-square). For four-field tables (for 1 degree of freedom), the Yates'’s correc-
tion was used. When comparing the groups, the level of statistical significance (P) was calculated. At P < 0.05, the differences
were considered statistically significant.

Results. The research argues that mortality depends not only on the extent of pancreatic necrosis, but also on the choice of
method of surgical intervention. Use of puncture-draining operations under ultrasound control and lumbotomy made it pos-
sible to reduce postoperative mortality from lesser sac abscess from 6.5 % to 3.9 %, from retroperitoneal phlegmon — from
31.6 % to 15.8 %, and from their combination — from 60.0 % to 33.3 %. In cases of diffuse purulent peritonitis, mortality from
laparostomy combined with the programmed sanitation of the abdominal cavity was 40 %; itincluded cases when carbapenem
antibiotics (imipenem/cilastatin, and meropenem) were used in the complex treatment, accounting for 33.3 %, and cases of
implementing laparostomy, sanitation, and drainage of the abdominal cavity, making 50 %.

Conclusions. The more extensive use of puncture-draining operations under ultrasound control and lumbotomy, as well as lapa-
rostomy in combination with the programmed sanitation of the abdominal cavity, allowed to reduce mortality from 26.1 % to 12.1 %.

NopiBHAAbHE OLIHIOBAHHA Pi3HMX CNOCO6IB XipypriuHoro AikyBaHHA HebiriapHoro
HEKPOTMUYHOTO NaHKpeaTUTy

0. B. PoseHko, A. M. Cunenynos, A. M. CopokiH

MeTta po60TK — noninwmMTK pesynsraty NikyBaHHS XBOPUX Ha HeBGIMiapHU HEKPOTUYHWIA MaHKPEATUT LUSAXOM onTuMisaLlii
XipypriYHOI TaKTUKM 3anexHO Bif NOLUIMPEHOCTI HEKPO3Y B MiALLMYHKOBIN 3an03i Ta napanaHKpeasnbHii KMiTKOBUHI.

Matepianu Ta metogum. NpoaHanidyBanu peaynbraty nikyBaHHa 220 nauieHTiB i3 rocTpum HebiniapHUM HEKPOTUYHUM NaH-
KpeaTuToM, ki nepebyBanu Ha ctauioHapHOMy nikyBaHHi y kniHii 3 2014 go 2016 poky. Bik nawieHTis — Big 18 go 80 pokis,
54 % xBopux 6ynu Bikom fo 50 pokiB. SAKiCHi 03HaKW NOPiBHIOBANM 3a JOMOMOIOK aHanidy Tabnuub CrpskeHOCTi 3a Jono-
moroto kpuTepito X2 MipcoHa (Pearson Chi-square). [ns YotnpuninbHux Tabnuub (ans 1 ctyneHs ceoboau) BUKOPUCTOBYBanm
nonpaeky Velitca (Yates's correction). MopiBH0K0UM rpynm, po3paxoByBani piBeHb CTAaTUCTUHHOT 3HauyLLocTi (p). Mpn p < 0,05
BiAMIHHOCTI BBaXarnu CTaTVCTUYHO 3HaYyLLMMW.

Pe3ynkratu. BctaHoBunw, WO neTanbHICTb 3anexmThb He TiNbKK Bif NOLUMPEHOCTI NAaHKPEOHEKPO3y, ane i Big BUbopy cnocoby
XipypriyHoro BTpy4aHHs. Tak, 3aCTOCyBaHHS MyHKLiHO-APEHYI04YMX OnepaLiii nig KOHTPONeM YnbTpa3Byky Ta MomMOoToMi
MOPIBHSHO 3 NlaNapoTOMIEID Aano 3MOry 3HU3MTM NicnsonepawiiHy netanbHiCTb Npu abeleci canbHUKOBOI CymMKku 3 6,5 %
10 3,9 %, npu conermoHi 3aodepesuHHoI knitkoBuHU — 3 30,0 % £o 16,7 %, a npu ix noegHanHi — 3 60,0 % 8o 33,3 %. Mpu
PO3NMUTOMY THINHOMY NEPWTOHITI NETanbHICTb NPU 3aCTOCYBaHHI NanapoCcToMii B MOEAHAHHI 3 MPOrpaMoBaHNMK CaHaLisMn
YepeBHOI MOPOXHWHK cTaHoBWNa 40 %, 30kpema npy 3acTOCyBaHHI B KOMMIEKCHOMY NiKyBaHHi aHTMGIOTUKIB i3 rpynu Kap-
6aneHemis (imeneHemy-LienactatuHy Ta meponeremy) — 33,3 %, a Npu 3acTocyBaHHi nanapoToMmii, caHauii Ta ApeHyBaHHs
YepeBHOI NOPOXHUHN — 50 %.

BucHoBKkK. BukopuCTaHHs NyHKUINHO-APEHYOUUX OnepaLliin Mnig KOHTPONeM yneTpaseyky Ta ntoMOOTOMIi, a Takox nana-
pOCTOMIi B MOEAHAHHI 3 NPOrpamMoBaHNMM CaHaLisiIMK YepEBHOT MOPOXHMHN AAn0 3MOTY 3HU3UTU NETanbHICTb MOPIBHSHO 3
nanapotomieto 3 26,1 % o 12,1 % (x*(1) = 6,183, p = 0,013).

CpaBHMTeI\bHaH OLleHKa pa3HbIX cnoco6oB XUPYPruyecKoro Ae4eHun |-|e6u/\uap|-|oro
HEeKpPOTUUYeCKOro naHKpeaTuta
0. B. Po3eHko, A. H. Cunenynos, A. M. CopokuH

Lienb pa6oTbl — ynyyLunTb pesynsrathl neveHnst 6omnbHbIX ¢ HEBUMMapHLIM HEKPOTUYECKIM NaHKPeaTUTOM NyTeM ONTUMU3ALIAN
XVPYPrUYECKOI TaKTVKW B 3aBUCHMOCTH OT pacnpoCTpaHEHHOCTM HeKpo3a B NOKENYA0YHON xenese 1 napanaHkpeansHoi
KreTyarke.
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Marepuansi v meToapl. [poaHanuavpoBaHb! pesynbrathl nedeHnst 220 naLumeHToB C OCTPbIM HeBMMMapPHBIM HEKPOTUHECKVM
NaHKpPeaTUTOM, KOTOpbIE HaXOAWIUCH Ha CTaLUMOHapHOM neveHnn B knuHuke ¢ 2014 no 2016 roa. Bospact nauneHTos — ot
18 no 80 nert, 54 % — GonbHble B Bo3pacTe Ao 50 net. KayecTBeHHbIE NpU3HaKM CpaBHUBANM C NOMOLLbIO aHanu3a Tabnuy,
COMPSKEHHOCTH C MOMOLLBH KpuTepust X2 MupcoHa (Pearson Chi-square). [ns YeTblipexnonbHbix Tabnuy (ans 1 crtenenu
cBo6OAbI) Mcronb3oBanu nonpasky Meiitca (Yates's correction). Mpu cpaBHeHMM rpynn paccunTbiBanil ypoBeHb CTaTUCTL-
yeckon 3HaummocTy (p). Mpm p < 0,05 pasnuuuns cunTanm cTaTUCTUHECKU 3HAUUMBIMM.

Pesynbrathbl. YCTaHOBMEHO, YTO NETaNbLHOCTb 3aBUCUT HE TOMbKO OT PacnpoCTPaHEHHOCTH MaHKPEOHEKPO3a, HO 1 OT Bbl-
60opa cnocoba X1pyprmveckoro BMeLLaTenbCTaa. Tak, MPUMEHEHUE MyHKLUMOHHO-APEHUPYIOLLMX ONepaLmin Nog KOHTPoeM
ynbTpa3syka 1 NioMGOTOMUM MO CPABHEHWIO C NlanapoToMu el NO3BONUIO CHU3NTb NOCEONePaLMOHHYO NETanbHOCTb NpK
abcuecce canbHWUKOBOM cymku ¢ 6,5 % po 3,9 %, npu dnermoHe 3abproLumnHHol knetyatkn — ¢ 30,0 % po 16,7%, a npu nx
coveTaHnm — ¢ 60,0 % ao 33,3 %. Mpy pasnuTom rHOMHOM NEPUTOHMTE NETanbHOCTb NPY NPUMEHEHUM NanapocToMun B
CoYeTaHuy C NporpaMMy1pPOBaHHBIMM caHaLwsiM1 BptoLLIHO nonocTu coctaswna 40 %, B T.4. NpW MPUMEHEHNW B KOMMIIEKCHOM
NEeYEHNN aHTMOMOTUKOB 13 rpynnbl KapbaneHeMoB (MMeneHema-LenactatuHa u MmeponeHema) — 33,3 %, a npy NpUMeHeHNM
nanapoToMuK, CaHauuu 1 ApeHnpoBaHus 6ptoluHomn nonoctu — 50 %.

BbiBoAbI. Vcrnonb3oBaHye MyHKUMOHHO-APEHUPYIOLLMX OnepaLuii Nog KOHTPONEM YrbTpasByka 1 nMiomMBoToMuu, a Takke
NanapocTOMUM B COYETaHMM C NPOrpaMMUPOBaHHbLIMU CaHaLMSIMK GPIOLLHONM NOMOCTY NO3BOSIUIO CHU3UTL NETanbHOCTb MO

CcpaBHeHuIo ¢ nanapoTtomueit ¢ 26,1 % 8o 12,1 % (x*(1) = 6,183, p = 0,013).

During the last decade, the issue of treatment of acute
necrotizing pancreatitis is relevant because of the growth of
this pathology worldwide and high mortality (40-60 %) from
it, especially with common infected types of the disease.
Surgical treatment of patients with pancreatic necrosis
is based on the differentiated approach to the choice of
the method and scope of surgical interventions, depending
on the phase of the course of the disease, its clinical and
morphological features, a patient’s health, and the duration
of the disease [1-3].

Various extents of necrotizing lesions of the pancreas
and various topographic departments of retroperitoneal fat
(purulent necrotizing peripancreatitis) determine the variety
of options for surgical tactics, including the use of puncture
drainage operations under ultrasound control (PDO-US),
lumbotomy, and laparotomy, using various methods of drai-
nage of retroperitoneal fat and the abdominal cavity [4-6].

In the modern concept, infection of acute necrotizing
pancreatitis is a septic process that has strictly defined pat-
terns of development, which are determined by the duration
of disease, the extent of necrosis of the pancreas and ret-
roperitoneal fat, inflammatory response from the abdominal
cavity, and antibiotic prophylaxis and therapy regimens. It
has been proved that, in the case of large-scale damage,
infection of the necrotizing tissues of the pancreas and
retroperitoneal fat occurs in the early stages of the disease
(10-14 days) [7,8].

In case of limited pancreatic necrosis, necrotic foci can
be found in one part of the pancreas (the head, body or tail)
or peripancreatic fat, and, as a rule, they do not extend to
perirenal space and paracolic gutters. Focal necrosis (up to
30 %) of pancreatic parenchyma and / or peripancreatic fat
does not potentially imply extensive damage and seques-
tration. Therefore, as a rule, the disease outcome is acute
post-necrotic pseudocyst, and, when infection develops,
the disease results in pancreatic abscess and/or lesser sac
abscess. In case of widespread (30-50 % of pancreatic
parenchyma) and subtotal/total (more than 50 %) necrotic
process, extensive sequestration of the pancreas and
peripancreatic fat contributes to the formation of not only
abscesses, but also phlegmon (infected peripancreatitis) of
the corresponding anatomical region (left or right, pelvic)
with possible complications with the abdominal cavity (puru-
lent peritonitis, intestinal obstruction, fistula, etc.). Extensive

damage to retroperitoneal fat, purulent impregnation of
cell spaces like ‘purulent honeycombs’, the predominance
of the liquid component over the tissue (necrotic tissues,
sequestrants, detritus) and vice versa, require a variety of
surgical treatment of retroperitoneal phlegmon (PDO-US,
lumbotomy, laparotomy, or their combination) [9,10].

Aim
Toimprove the results of treatment of patients with nonbiliary
necrotizing pancreatitis by optimizing of the surgical tactics,

which depend on the extent of necrosis in the pancreas and
peripancreatic fat.

Materials and methods

The research analyzed results of treatment of 220 patients
with nonbiliary necrotizing pancreatitis who were hospi-
talized at the surgery clinic of Donetsk National Medical
University based on the Municipal Pancreas Center of Mu-
nicipal Clinical Hospital No.1 in Mariupol from 2014 to 2016.

The age of patients ranged from 18 to 80 years,
including patients under the age of 50, who accounted
for 54 %. There were 137 men (62.3 %) and 83 (37.7 %)
women. Duration of the disease up to 24 hours was noted
in 72 (32.7 %) patients, duration from 25 to 72 hours —in
44 (20 %) patients, duration of more than 72 hours —in 104
(47.3 %) patients.

The causes of nonbiliary necrotizing pancreatitis were
the following: unhealthy nutrition (excessive intake of
predominantly fatty foods) — in 123 (55.9 %) patients and
alcohol intake (alcoholic excesses) or its surrogates — in
97 (44.1 %).

Limited pancreatic necrosis (less than 30 % necrosis
of the pancreatic parenchyma) was detected in 21 (9.5 %)
patients, widespread (from 30 % to 50 % necrosis of
the pancreatic parenchyma) necrosis —in 135 (61.4 %) pa-
tients, and subtotal/total necrosis (more than 50 % necrosis
of the pancreatic parenchyma) — in 64 (29.1 %) patients.

Purulent peritonitis was diagnosed in 22 (10 %) patients,
being caused by pancreatic abscess or lesser sac abscess
revealed in the abdominal cavity in 15 (68.2 %) patients,
by retroperitoneal phlegmon with involvement of the pari-
etal peritoneum in inflammatory process — in 6 (27.3 %)
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patients, and by interstitial abscess, which was opened in
the abdominal cavity —in 1 (4.5 %) patient.

Post-necrotizing infected pancreatic and peripancre-
atic fluid collections in the lesser sac (pancreatic abscess
or lesser sac abscess, infected acute pseudocyst) and in
the retroperitoneal fat (phlegmon of the retroperitoneal fat)
were detected in 108 (49.1 %) and 76 (34.5 %) patients
respectively, and their combination —in 14 (6.4 %) patients.

39 (17.7 %) patients died after surgery. Sepsis and
multiple organ failure were the causes of death in 36 pa-
tients, sepsis and multiple intestinal fistula — in 1 patient,
arrosive bleeding from the splenic artery —in 1 patient, and
pulmonary embolism —in 1 patient.

In addition to surgical methods to eliminate the focus of
infection, intensive infusion-transfusion and drug therapy,
antimicrobial therapy, the prevention of acute gastroduo-
denal ulcers and erosions, immunocorrection, nutritional
support, active detoxification, and the prevention of fungal
infection were used in the complex treatment of acute
nonbiliary infected necrotizing pancreatitis.

Statistically obtained results were computer- processed
on a personal computer Pentium IV with the programs Excel
7.0 and Statistica 6.0 by StatSoft (USA). When performing
the work, the degree of reliability of the differences in
the mean values in the compared groups was determined
by using the Student’s t- test. The effectiveness of diagnostic
methods in the diagnosis was assessed by the criteria of
information, sensitivity, and specificity.

Comparison of qualitative features was carried out
through analysis of conjugacy tables, using the x* Pearson
criterion (Pearson Chi-square). For four-field tables (for
1 degree of freedom), the Yates'’s correction was used.
When comparing the groups, the level of statistical signifi-
cance (P) was calculated. At P < 0.05, the differences were
considered statistically significant.

Results and discussion

All patients were divided into three groups, depending on
the extent of pancreatic necrosis. The first group included
21 (9.5 %) patients with limited necrosis of the pancreas
(less than 30 % necrosis of the pancreatic parenchyma),
one patient died; mortality was 4.8 %. With diffuse purulent
peritonitis as the medical indication, laparotomy, sanitation
and drainage of the abdominal cavity were performed in 2
(9.5 %) patients, including opening and drainage of the less-
ersac-in 1 patient; opening and drainage of retroperitoneal
phlegmon —in 1 patient. One patient died after the operation.

About 14 (66.7 %) patients were operated for lesser
sac abscess. There were no lethal outcomes. PDO-US
was performed in 10 patients, laparotomy and drainage of
the abscess — in 4 patients.

Retroperitoneal phlegmon was the medical indication
for surgery in 5 (23.8 %) patients. There were no lethal
outcomes. PDO-US was performed in 3 patients, including
1 patient, when retroperitoneal fat phlegmon was subse-
quently opened and drained by extraperitoneal access (with
the help of lumbotomy) because of inadequate drainage.
Laparotomy and drainage of retroperitoneal phlegmon were
performed in 2 patients.

The second group included 135 (61.4 %) patients with
widespread pancreatic necrosis (pancreatic parenchymal
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necrosis constituted from 30 % to 50 %), 12 patients died;
mortality accounted for 8.9 %.

Ten (7.4 %) patients were operated on for diffuse
purulent peritonitis, including 6 patients with lesser sac ab-
scess, which was opened and drained, and 4 patients with
retroperitoneal phlegmon, which was opened and drained.
Three (30 %) patients died after the operation. Laparoto-
my, sanitation and drainage of the abdominal cavity were
performed in 6 patients; two patients died (33.3 %). The
operation was completed by the imposition of laparostoma
followed by the programmed sanitation of the abdominal
cavity in 4 patients; one patient (25 %) died.

Eighty-two (60.7 %) patients were operated on for
lesser sac abscess; three patients (3.7 %) died. PDO-US
was performed in 63 patients, including 1 patient, who
had retroperitoneal phlegmon opened and drained by
extraperitoneal access because of the inefficiency of
the abscess drainage and the extent of the inflammatory
response to the retroperitoneal fat. Two (3.2 %) patients
died after surgery. Laparotomy and the abscess drainage
were performed in 19 patients; one patient died; mortality
accounted for 5.3 %.

Thirty-nine (28.9 %) patients were operated on for less-
er sac abscess; five patients (12.8 %) died. PDO-US was
performed in 10 patients. Later, retroperitoneal phlegmon
was opened and drained in 2 of those patients by extra-
peritoneal access because of inefficiency of percutaneous
drainage; laparotomy, sequestrectomy, omentobursosto-
my were made in 1 patient because of the formation of
sufficiently large sequestrations in the region of the head
and body of the pancreas. Lumbotomy and drainage of
retroperitoneal phlegmon were performed in 8 patients; one
patient (12.5 %) died. Laparotomy, opening, and draining
of retroperitoneal phlegmon were performed in 21 patients;
four patients (19.1 %) died.

The combination of lesser sac abscess and retroperito-
neal phlegmon was the indication for surgical intervention
in 4 (3 %) patients; one patient (25 %) died. PDO-US in
combination with lumbotomy, retroperitoneal drainage or
laparotomy, sequestrectomy, omentobursostomy were per-
formed in 3 patients; one patient died. Laparotomy, opening
and drainage of lesser sac abscess and retroperitoneal
phlegmon were performed in 1 patient.

The third group included 64 (29.1 %) patients with
subtotal/total necrotizing pancreatitis (necrosis of more than
50 % of the pancreatic parenchyma), 26 died, and mortality
accounted for 40.6 %.

Ten (15.6 %) patients were operated on for purulent
peritonitis, including 8 patients with lesser sac abscess,
which was opened and drained, and 2 patients with ret-
roperitoneal phlegmon, which was opened and drained.
Six (60 %) patients died after the operation. Laparotomy,
sanitation and drainage of the abdominal cavity were
performed in 4 patients; three (75 %) patients died. In 6
patients, the operation was completed by the imposition
of laparostoma followed by the programmed abdominal
sanitation; three (50 %) patients died.

For lesser sac abscess, 12 (16.7 %) patients were
operated on; two (16.7 %) patients died. Four patients
were eligible for PDO-US, including 1 patient, who sub-
sequently underwent laparotomy, sequestrectomy, and
omentobursostomy. One (25 %) patient died. Laparotomy
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and abscess drainage were performed in 8 patients; one
(12.5 %) patient died.

Retroperitoneal phlegmon was the indication for surgery
in 32 (50 %) patients, 13 (40.6 %) patients died. PDO-US
was performed in 8 patients. Later, 6 patients underwent
lumbotomy and retroperitoneal drainage. Four (50 %) pa-
tients died after the operation. At the first stage, 2 patients
underwent lumbotomy and retroperitoneal drainage with
subsequent laparotomy, sequestrectomy and omento-
bursostomy. Lumbotomy and opening of retroperitoneal
phlegmon were performed in 5 patients; one (20 %) patient
died. Laparotomy, opening and draining of retroperitoneal
phlegmon were performed in 17 patients; eight (47.1 %)
patients died.

The combination of lesser sac abscess and retroperito-
neal phlegmon was the indication for surgical intervention
in 10 (15.6 %) patients; five patients (50 %) died. PDO-US
in combination with lumbotomy, drainage of retroperitoneal
fat or laparotomy, sequestrectomy, omentobursostomy
were performed in 6 patients; two (33.3 %) patients died.
Laparotomy, opening and draining of lesser sac abscess
and retroperitoneal phlegmon were performed in 4 patients;
three (75 %) patients died.

The analysis of the obtained data made it possible to
state that the growing extent of pancreas necrosis increases
the risk of development of acute infected necrotizing pan-
creatitis substantially. To illustrate, if, in case of infected
necrotizing pancreatitis, necrosis of more than 50 % of
pancreatic parenchyma was observed in 29.1 % of patients,
in case of aseptic necrotizing pancreatitis, necrosis was
detected only in 7.1 %. It was also noted that, in case of
infected pancreatic necrosis, patients are presented beyond
72 hours after the onset of the disease more often than in
case of aseptic pancreatic necrosis, accounting for 47.3 %
and 31.8 % respectively.

Lesser sac abscess or abscesses of the pancreas
and retroperitoneal phlegmon prevail in the structure of
infected necrotizing pancreatitis, being found in 49.1 and
34.5 % of patients respectively. Purulent peritonitis, as well
as a combination of lesser sac abscess and retroperitoneal
phlegmon, are much less common, being diagnosed in 10
and 6.4 % of patients respectively. At the same time, the ex-
tent of pancreatic necrosis grows in line with retroperitoneal
phlegmon, which is much more common now. To illustrate,
patients with pancreatic necrosis, which exceeded 50 %,
suffered from retroperitoneal phlegmon in 50 % of the cases
under control, from lesser sac abscess — in 18.8 %, from
their combination — in 15.6 %, and from diffuse purulent
peritonitis — in 15.6 %.

The increase of postoperative mortality grows in line
with the extent of pancreatic necrosis. To illustrate, if, in total
amount, mortality rate among patients with acute infected
necrotizing pancreatitis made 17.7 %, lethality among
patients with limited pancreatic necrosis accounted for
4.8 %; individuals with widespread pancreatic necrosis died
in 8.9 %, and mortality among patients with subtotal/total
pancreatic necrosis was equal to 40.6 % (x*(2) = 32.659,
P <0.001). As it was reported, with subtotal total pancreatic
necrosis, postoperative lethality occurred statistically signifi-
cantly more often than with limited (x* (1) =7.801, P = 0.005)
and widespread pancreatic necrosis (x2 (1) = 26.288,
P < 0.001). Mortality after surgery for lesser sac abscess

accounted to 0 in cases of limited pancreatic necrosis,
3.7 % — in cases of widespread pancreatic necrosis,
16.7 % —in cases of subtotal/total necrosis. After operations
for abscess of retroperitoneal phlegmon, the mortality rate
constituted 0, 12.8 %, and 40.6 % respectively. In cases
of combination of the above-mentioned complications of
acute pancreatitis, postoperative mortality accounted for
25 % among patients with widespread pancreatic necrosis,
and for 50 % among patients with subtotal/total pancreatic
necrosis. After surgery for diffuse purulent peritonitis, mor-
tality rate made 30 % in cases of limited pancreatic necrosis,
50 % — in cases of widespread necrosis, and 60 % — in
cases of subtotal/total necrosis.

At the same time, the research states that the lethality
depends not only on the extent of pancreatic necrosis,
but also on the choice of surgical intervention method.
To illustrate, in comparison with laparotomy, the use of
PDO-US made it possible to reduce postoperative mortality
in cases of lesser sac abscess from 6.5 to 3.9 %, in cases
of retroperitoneal phlegmon - from 30.0 to 16.7%, and
when they were combined — from 60 to 33.3 %. In cases
of diffuse purulent peritonitis, mortality from laparostomy
combined with the programmed sanitation of the abdominal
cavity was 40 %,; it included cases when carbapenem an-
tibiotics (imipenem/cilastatin, and meropenem) were used
in complex treatment, accounting for 33.3 %, and cases
of implementing laparotomy, sanitation and drainage of
the abdominal cavity, making 50 %.

On implementing PDO-US and lumbotomy, as well
as laparostomy combined with programmed abdominal
sanitation, mortality from limited pancreatic necrosis was
0; in cases of widespread pancreatic necrosis, lethality
accounted for 5.7 %; in cases of subtotal/total necrosis,
lethality constituted 35.5 %; in cases when laparotomy was
used, lethality was equal to 12.5 %, 14.9 %, and 45.5 %
respectively. In general, the use of more sparing surgical
interventions, as well as the step-by-step treatment of
patients with infected necrotizing pancreatitis, reduced
mortality compared with laparotomy from 26.1 to 12.1 %
(x3(1)=6.183, P =0.013).

Conclusions

1. The risk of development of infected necrotizing
pancreatitis and, correspondingly, mortality is the higher
the greater is the extent of pancreatic necrosis and the later
is date after the onset of the disease when patients are
admitted.

2. In case of diffuse purulent peritonitis, the operation
of choice is midline laparotomy, sanitation and drainage of
the abdominal cavity, including drainage of the lesser sac
(in case of pancreatic abscess and/or lesser sac abscess)
and retroperitoneal fat (in case of retroperitoneal phlegmon)
and laparostomy followed by the programmed sanitation of
the abdominal cavity.

3. In case of postnecrotic infected pancreatic and/or
peripancreatic fluid collections in the pancreas or the lesser
sac (pancreatic abscess or lesser sac abscess), puncture
and drainage of the abscess under ultrasound control
should be preferred.

4. In case of postnecrotic infected pancreatic and/
or peripancreatic fluid collections in retroperitoneal fat
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(retroperitoneal phlegmon) in the form of a fluid collection,
the operation of choice is retroperitoneal drainage with
several drainages under ultrasound control; in case of ret-
roperitoneal phlegmon in the form of ‘purulent honeycombs’,
opening and drainage by lumbar (extraperitoneal) access
are to be chosen.

In cases of postnecrotic infected pancreatic and/
or peripancreatic fluid collections in retroperitoneal fat
(retroperitoneal phlegmon) in the form of fluid collections,
the operation of choice is drainage of retroperitoneal fat
by several drainages under ultrasound control. In cases
of retroperitoneal phlegmon in the form of ‘purulent honey-
combs’, the operation of choice is opening and drainage of
phlegmon by lumbar (extraperitoneal) access.

5. If limited regions of necrotizing (infected) pancre-
atic parenchyma (sequesters) are sufficiently large size
in the body and tail of the pancreas, preference should
be given to their removal from the mini-accesses, extra-
peritoneally (by lumbotomy). When localized in the head
of the pancreas, it is advisable to perform laparotomy,
sequestrectomy, omentobursostomy.

Prospects for future scientific research. A promising
direction for solving the challenge of surgical treatment
of necrotizing pancreatitis is further research related to
the study of the criteria for early detection of necrotizing
pancreatitis, objectification of its extension and development
of infection that would allow for timely determination of
the indications for minimally invasive interventions, reduce
the number of unnecessary laparotomies, and diminish
the mortality.
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