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Abstract

Introduction: Biliary pancreatitis is one of the most common pathologies, which is an important problem of modern
surgery and has been on the rise over the past decades. One of the main etiological factors in the development of
pancreatitis are diseases of the extrahepatic biliary tract. Pancreatitis of biliary genesis accounts for 26% to 60% of cases of
acute inflammation of the pancreas. Chronicization of acute biliary pancreatitis reaches 43% of cases. The leading factors in
the pathogenesis of "biliary" pancreatitis are: violation of outflow through the extrahepatic biliary tract and the ductal system
of the pancreas, the occurrence of biliary-pancreatic reflux with the development of intraductal hypertension. Unfavorable
outcomes of acute pancreatitis do not tend to decrease and are observed in 30% of the number of hospitalized patients, in
80% of which, according to pathological anatomical autopsies, death is due to a severe form of the disease. The main peaks
of mortality in acute pancreatitis occur in two main phases - early, most often associated with the phenomena of
pancreatogenic shock, and late, due to infectious complications of destructive forms. Purulent complications of acute
pancreatitis are so diverse in form and localization that they require an almost individual approach to the treatment of each
individual patient.

Objective: To review the literature on the surgical treatment of biliary pancreatitis.

Research methods: Literature search was carried out in search engines: Pubmed, Google Academy, elibrary.ru, as well
as "manually". The search depth of Pubmed, Google Academy, elibrary.ru, as well as "manually", was not limited. The
following filters were applied: full text, humans. Criteria for inclusion of publications in the review: publications that are in full-
text access, in Russian and English, carrying statistically verified conclusions. Exclusion criteria: duplicate data, summaries
of reports, newspaper publications, personal communications.

Results: Unfavorable outcomes of acute pancreatitis do not tend to decrease and are observed in 30% of the number of
hospitalized patients, in 80% of which the fatal outcome according to pathological anatomical autopsies is due to a severe
form of the disease. The main peaks of mortality in acute pancreatitis occur in two main phases - early, most often
associated with the phenomena of pancreatogenic shock, and late, due to infectious complications of destructive forms.
Purulent complications of acute pancreatitis are so diverse in form and localization that they require an almost individual
approach to the treatment of each individual patient. Discussed and insufficiently unambiguous at the present time remains
surgical tactics for various forms of acute pancreatitis in etiology.

Conclusions: Thus, high prevalence rates, frequent complications of biliary pancreatitis, the presence of numerous risk
factors for its development necessitate the search for the most optimal methods for timely diagnosis and surgical treatment
of this disease.

Key words: Pancreatitis, acute biliary pancreatitis, choledocholithiasis, pancreas, extrahepatic biliary tract,
virsungolithiasis.
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BeepeHue: bunuapHbIit naHKpeaTUT SBNSETCH OOHON U3 Hanbonee pacnpocTpaHeHHbIX NAToNoMi, NPeaCTaBnstoLLeN
coboi BaxHyto NpobrieMy COBPEMEHHOI XMPYPTAW 1 UMEET TEHAEHLMIO K POCTY B TEYeHUe NocneaHux ecatunetin. OgHum
N3 OCHOBHbIX 3TWUOMOTMYECKMX (DAKTOPOB B Pa3BUTUM NaAHKpeaTUTa SBNSOTCA 3ab0rneBaHnsi BHEMEYEHOUHBIX KEMYHbIX
nytel. Ha fonto naHkpeatuta OwnuapHoro rexesa npuxogntcs ot 26% [o 60% HabniogeHwin ocTporo BocnaneHus
NOMKENyLOYHOM xenesbl. XpoHu3aums ocTporo bunuapHoro naHkpeatuta gocturaet 43% crnyyaes. Begywmmu daktopamu
naToreHesa «BunnapHoOro» naHkpeaTuTa CryXaT: HapyLeHWe OTTOKa MO BHEMEYEHOYHbIM XeMYHbIM MyTSM 1 NPOTOKOBOW
CUCTEME  MOMKENMYOOYHOW  Xemnesbl, BO3HWKHOBEHWe  OWNMApHO-MaHKpeaTMYeckoro  pedriiokca C  Pas3BUTUEM
BHYTPUMPOTOKOBOI runepTeHann. HebnaronpusitHble ucxogbl Ol He UMEIOT TEHAEHLMN K CHIDKeHMO 1 Habntogatotes y 30%
OT umMcna rocnuTanuanpoBaHHbiX BonbHbIX, B 80% W3 KOTOPbIX NETanbHbIA UCXOA NO AAHHLIM NATONOroaHaTOMUYECKNX
BCKpbITMIA 0BycnoBneH Tspkenoi copmon 3abonesanus. OcHoBHble nukn netanbHocTy npu Of npuxogsatcs Ha age
OCHOBHbIE (ha3bl — PaHbHIOK0, YaLLe BCEro CBA3AHHYI0 C ABMEHWSMI NAaHKPEATOreHHOro LKA, U MO3AHIK, 06YCNOBNEHHYIO
MHEKLMOHHBIMU OCMOXHHUAMM AECTPYKTUBHBIX (hopM. MHOMHbIE ocnoxHeHust O HacTonbko pasHoobpa3sHbl No dopmMe
fiokanusauum, 4To TPeBYIOT NpaKTUYECKN MHAMBMAYANbHOTO NOAX0AA K NIEYEHNHO KaXA0r0 KOHKPETHOTO NaLueHTa.

Llens: Mposectv 0630p nuTEpPaTypbI MO XMPYITUYECKOMY fEYEHN0 BUnapHoOro naHkpeaTuTa.

Metogbl uccnepoBaHus: Mouck nuTepaTypbl OCYLLECTBNEH B MOWCKoBbIX cuctemax: Pubmed, Google Akagemus,
elibrary.ru, a Tawke «pydHbim cnocobom». mybuHa noucka Pubmed, Google Akagemus, elibrary.ru, a Take «pyyHbim
cnocobom», He 6bina orpaHuyeHa. Mpumensnuce cregytowme unbtpbl: full text, humans. Kpumepuu ekmoyeHus
nybnukayud 8 0630p: NybnvkaLmum, HaxoAALWMeCs B MOMHOTEKCTOBOM AOCTYNE, HA PYCCKOM U aHITIMIACKOM A3bIKax, HecyLuye
CTaTUCTUYECKU BbIBEPEHHbIE BbIBOAbI. Kpumepuu UCKMOYeHUS: NOBTOPAOLIMECH AaHHble, Pe3toMe AOKNafoB, raseTHble
nybnvkaumm, NyHble cooBLLEHNS.

PesynbTatbl: HebnaronpusitHble ucxogbl Of1 He UMEKT TEHOEHUMM K CHWxeHUO M HabmogatoTes y 30% ot uucna
FOCMMTanN3npoBaHHbIX 60mbHbIX, B 80% 13 KOTOPbIX NeTanbHbIM UCXOA MO 4AHHBIM NATONOrOaHaTOMUYECKMX BCKPbITUI
obycnoBneH Tsxenoii opmon 3abonesaHns. OCHOBHbIE MKkK neTanbHocTy Npu O NpUXoasTCst Ha ABE OCHOBHbIE hasbl —
PaHHI0I0, Yalle BCErO CBS3AHHYH C SBMEHUAMM MaHKPEATOreHHOTO LUOKA, W NO3AHI0K, 0BYCMOBNEHHYI0 MH(DEKLMOHHBIMM
OCINOXHHUAMM LECTPYKTMBHBIX hopM. MHOMHbIE ocnoxHeHUs Ol HacToNbko pa3HooBpasHs! Mo hopMe U iokanuaaumuu, Y4To
TpebyloT MpaKkTUYeck! WHAMBMAYANbHOTO MOAXOAA K JIEYEHMIO KaXOOro KOHKpPeTHoro naumeHta. Ob6cyxgaemon w
HEAO0CTaTOYHO OHO3HAYHON B HACTOSILLEE BPEMS OCTAETCS XMPYPruYeckas TakTuka npy pa3nuyHbIX N0 3Tnomnorum opmax
OCTPOro naHkpeaTuTa.

BbiBoabl: Takum 00pasom, BbLICOKME MOKas3aTenu pacnpOCTPAHEHHOCTM, YacTble OCMOXHEHWS OuUnuapHoro
naHKpeaTuTa, HanmuuMe MHOTOYMCIIEHHBIX (DAKTOPOB pucKa €ro passuTis 0OYCMOBMMBAKOT HEOOXOAMMOCTb MOMCKa
Hanbonee onTUMarbHbIX METOL0B CBOEBPEMEHHOM AMArHOCTUKA U XMPYPIUYECKOro neveHuns atoro 3abonesaHus.

Knroyeenie cnosa: [MaHkpeamum, ocmpaeill 6unuapHbii naHkpeamum, xonedoxonumuas, nodxeny0oyHas xenesa,
BHENEYEHOYHbIE XEMYHbIe NYmu, 8UPCYHEOUMUa3.
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4 FbinbiMu-agictemenik 6enim, 1. KanmaTtaeB atbiHAarbl MemMneKkeTTiK XXoFapbl MegULUMHAnNbIK Konmneaxi.
Cewmen, KazakctaH Pecnybnukachbl.

Kipicne: Gunuapnbl naHkpeaTuT eH ken TapanFaH natonorusnapgsiH Oipi, Kasipri yakbiTTa XMpyprisiHblH, MaHbi3abl
MacenenepiHiH 6ipi bonbin Tabbinagbl X8He COHFblI OHXbINAbIKTApAA CaHbl apThin kenedi. [aHKkpeaTuTTiH, AamyblHAaFbl
Heri3ri aTonorusAnbIK haktopnapbiHbiH, BipaeH - 6ip cebebi baybipgaH ThiC ©T XomnaapbiHbIH aypynapbl 60mbin Tabbinagbl.
Bunuapnbl reHesgeri naHkpeaTUT YiMKbl O€3iHiH, xeden KabbiHyblH GakpinaybiHoa 26% - 60% - obl Kypaigsl. Xegen
Bunuapnbl naHKpeaTuTTiH, XpoHusaumscel 43% xafgaiFa xeTedi. «bunuapnbly naHKpeaTUTTIH, NaTOreHesiHiH, KeTeKL
chakTopnapbl: 6aybipgaH ThiC ©T Xonaapbl MeH YiKsl 6e3iHiH, e3eri eTiMciagiriHiH, cebebiHeH, e3eX iLinik rMnepTeH3nsHbIH,
pamyblHaH bunuapnbl-naHkpeatusanblk pednioke aamugpl. XKl Konancbld HOTXENEpiHiH TOMEHAEY YPAICI XOK XoHe
emaeyre XaTkbi3blnFaH Haykactap caHbiHbIH 30% -ga 6ankanagsl, onapabiH, 80% -4a natonorvsnblik-aHaTOMUANbIK aLUbIn
Kapay AepekTepi 6oibIHWA eniMMeH askTany aypyablH ayblp TypiHe 6ainaHbicTbl. K[ kesiHgeri eniMHiH, Herisri WwiHAaps!
€Ki Heriari keaeHre GainaHbICTbI: epTe ke3eHi - kebiHece naHkpeaToreHgik WwWok cebebiHeH Bonca, kel Ke3eHi AECTPYKTMBTI
thopmanapgblH MHADEKLMANBIK acKblHynapbiHa 6ainanbicTel 6onbin Tabbinaabl. XKIM-TiH, ipiHAI acksiHynapbl dopmack! MeH
nokanu3auuschl xarbiHaH ap TYPIi, COHAbIKTaH orap ap HaKTbl HAYKacTbl EMAEYre Xeke Ke3KapacTbl KaxXeT eTeqi.

Makcartbl: Gunuapnbl naHKpeaTUTTi XUPYpPrusnblK eMaey Typansl a4ebueTTepre Lwony xacay.

3eptTey oapictepi: anebuettepai Pubmed, Google akagemusics, elibrary.ru, coHpan-aK «KOMMEH» i30eyMeH Xy3ere
acbipbinagbl. 13gey TepeHgiri Pubmed, Google akagemusicei, elibrary.ru, congai-ak «konmeny, Wwekteynep 6onraH oK. Keneci
cy3rinep kongaHbingbl: fulltext, humans. XapusnaHbimgapap! WonyrFa KOcy KpuTepuiAnepiHe: TOMbIK MOTIHAI KON XeTimai,
OpbIC XOHe arbirlbiH TinAepiHaeri, CTaTUCTUKaNbIK TEKCepinreH KopbiTbiHAbINapbl bap xapusnaHbiMaap. Anbin Tactay
KpuTepuiinepiHe: KanWTanaHaTelH ManiMeTTep, 6asHaamanapgblH, KbiCKalla MasMyHbl, raseT OacbinbiMgapbl, keke
xabapnamanap.

Hatnxenepi: X1 Konaincbl3 HaTUXenepiHiH TOMEHAEY YPLIC XKOK XOHe eMaeyre XaTKbi3birFaH HayKacTap CaHbIHbIH
30% -pa barkanagsl, onapabiH, 80% -aa naTonorusnbiK-aHaTOMUANBIK allbin Kapay AepekTepi BoMblHILG eniMMeH asikTany
aypyablH ayblp TypiHe bannanbicTbl. XK ke3iHAeri eniMHiH, Heriari WhIHAapb! €Ki Heriari keaeHre 6ainaHbICTbI: epTe Ke3eH;
- kebiHece naHkpeaToreHik Wok cebebiHeH Bonca, kel keaeHi AeCTPYKTVBTI popManapblH MHDEKUMANBIK acKbIHynapbiHa
GannaHbicTbl Gombin Tabbinagsl. KI-TiH, ipiHAI ackbiHynapbl opmachl MeH NOKanu3auwschbl XaFbiHaH ap Typni,
COHABIKTAH Orap 8p HaKTbl HayKacTbl eMAeyre xeke ke3kapacTbl KaxeT eTefi. Kasipri yakbiTTa xefen naHkpeaTuTTiH,
aTvonoruscel 6oMbIHILA SpTYPAi (hopmanapgarbl XMPYpPrsinblK TaKTVKa TOMbIK KaHAb! LWeLLiMi TabblnFaH KoK,

KopbITbIHABI: OCbinaiiwa, TapanyablH, Xofapbl AeHredi, Gunnmapnbl NaHKPeaTUTTIH, XWi aCKbIHybl, OHbIH, AaMYbIHbIH
KenTereH kayin daktopnapbiHbiH 60MTybl OCbI aypyabl YaKTbiMbl UArHOCTUKANay MeH XMPYprusinblK emaeyaiH eH OHTaimbl
ofiCTepiH i3aeyai KaxeT eTeqi.

Tyliindi ce3dep: naHkpeamum, xeden bunuapnbl naHkpeamum, xonedoxonumuas, yikb! 6esi, 6aybipdaH meic em
Xomn0apbl, 8UPCYH20UMUA3.
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Introduction

The history of the study of acute pancreatitis (AP)
begins with the analysis of autopsy findings. From the
middle of the 16th century to the end of the 19th century,
descriptions of AP began to appear. The lethality rate was
as high as 100%. The first description of sectional
observation belongs to S. Alberti (1578), and in 1641,
Tulbius from Holland described pancreas abscess at
autopsy.

In 1673 Greisee described a patient with pancreonecrosis
who died 18 hours after the onset of the disease, and the
diagnosis was established by autopsy. Glaessen was the first
to recognize and diagnose AP only in 1842. Ancelet in 1864
in Paris published the first manual on pancreatic diseases,
and in 1870 the American pathologist Klebs developed the
first classification of AP [54].

Professor A.V. Martynov in 1879 defended his
dissertation on pancreatic diseases, where the author
wrote: "When recognizing acute pancreatitis, error is the
rule, whereas correct diagnosis is the exception”. For quite
a long time there was a judgment that acute pancreatitis
could not be clinically diagnosed. M.M. Wicker (1938) -
"...accurate recognition of OP is hardly possible"; V.M.
Voskresensky (1942) in his turn wrote that - "..acute
pancreatitis can be found only on the operating table"; G.
Mondor (1949) represented - "..diagnosis of acute
pancreatitis is considered an insoluble task" [21].

Professor I.G. Rufanov in 1925 cited a high mortality
rate of 72% after surgery for acute pancreatitis, and in 1927
in Germany - V. Schmieden and W. Sebening called the
pancreas "an organ hostile to surgical intervention”.

In 1938 German Surgeons' Congress recommended to
treat AP conservatively. In the report of Academician A.N.
Bakulev and Professor V.V. Vinogradov (1951) at the 15th
IV Plenum of All-Union Surgical Society it was stated
"...conservative therapy is necessary for acute pancreas
edema, and surgical treatment - for pancreatic necrosis".
They were the first to suggest (in 1951) the term
"pancreonecrosis".

In 1965 Professor V.I. Rusakov determined that "the future
of pancreatic inflammations belongs to non-surgical methods"
[41]. These principles are fundamental even nowadays.

In conservative treatment of AP a great role was played by:
the discovery in 1972. (C.D. Johnson) cytostatic-5- fluorouracil
and in 1973 - somatostatin (P. Brazeau, W. Vale, R. Burgus);
as well as application of forced diuresis, laparoscopic sanation
and drainage of abdominal cavity (1977).

Diseases of extrahepatic biliary tracts are one of the
causes of pancreatitis. The incidence of pancreatitis of biliary
origin ranges from 26% to 60% of all acute pancreatic
inflammation [9,28]. Transition to the chronic stage of biliary
pancreatitis is 43% [17]. The main reasons of "biliary"
pancreatitis development are: disturbance of outflow through
extrahepatic bile ducts and pancreatic duct system,
appearance of biliary-pancreatic reflux with development of
intraductal hypertension [3, 59]. The development of acute
pancreatitis at cholelithiasis is connected with topographic and
anatomical proximity of pancreatobiliary system structures as
well as their functional relationship [18]. Such questions as
determination of trigger mediators of pancreatobiliary
hypertension at the initial stages of the disease formation and
determination of diagnostic criteria of organic and functional

changes in the pancreatoduodenal organs are not studied
completely [3]. Biliary calculi are the main morphological
substrate in the development of ductal hypertension, which
provoke acute pancreatitis when they “transiently” pass through
the extrahepatic bile ducts, or when they are infringed in the
major duodenal papilla with compression of the orifice of the
Virusung duct. With prolonged damage to the mucous
membrane of the distal choledochus by a calculus, a cicatricial
stricture is formed, which is the basis of the etiopathogenesis of
chronic pancreatitis of biliary origin along with calculi, and in
some cases is the main factor. Not all researchers attach
importance to microcholedocholithiasis at the initial stages of
biliary calculi formation in the basis of such strictures and
pancreatobiliary hypertension preceding it [10]. Anatomical
variants of pancreaticobiliary junction, variety of localizations,
number and sizes of biliary stones, quite often combination of
concrements and tumorous affection of pancreatobiliary zone,
lack of absolute methods of microcholedocholithiasis detection
make diagnosis of biliary pancreatitis difficult not only in latent
forms of choledocholithiasis, but also in obvious clinical picture
of the disease.

In patients with biliary pancreatitis the of the main
problems is differential diagnosis in disease verification for
choosing correct treatment tactics. The percentage of errors
in correct diagnosis in such patients is quite high and can
reach 30%, it is connected with insufficient informative
value of clinical and laboratory diagnostic methods [44, 48].

Taking into account the steady increase of number of
patients with cholelithiasis and pancreatitis of biliary origin,
the research of diagnostics and surgical treatment of these
diseases is still urgent and requires further development.

Objective: To reveal the features of etiopathogenesis
and surgical treatment of biliary pancreatitis by reviewing
the literature data.

Research methods: The following search engines
were used for the literature search: Pubmed, Google
Academy, elibrary.ru, as well as "manually". We chose the
following search strategy in PubMed on the question
epidemiology of biliary pancreatits (MeSH Terms:
epidemiology; gallstone pancreatitis; acute pancreatitis;
surgical treatment of gallstone pancreatitis). The search
depth in Pubmed was not limited. The following filters were
used: full text, humans. A total of 2840 publications were
found, 73 of which met the goal of our study. Search
strategy in Google Academy: keywords - epidemiology of
biliary pancreatitis. 1730 publications were found, according
to the given query, 39 of them met the purpose of our study.
In the process of searching literature on surgical treatment,
we chose the following search strategy in PubMed (MeSH
Terms:  surgical treatment gallstone  pancreatitis,
pancreatitis). The search depth was not limited. 1905
publications were found, 49 of them met the purpose of our
study according to the given query. Search strategy in
elibrary.ru:  keywords - acute biliary pancreatitis,
pancreatitis, surgical treatment, choledocholithiasis. We
found 2116 publications according to the specified query,
among them there were 41 publications that met the
purpose of our study. Criteria for inclusion of publications in
the review: publications in full-text access, in Russian and
English  languages, carrying  statistically  verified
conclusions. Exclusion criteria: abstracts of reports,
newspaper publications, personal communications.
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Results

Acute pancreatitis is an initially aseptic inflammation of
the pancreas, with possible involvement of surrounding
tissues, distant organs and systems [16]. The term "chronic
pancreatitis" refers to a chronic recurrent inflammatory
disease of the pancreas, leading to progressive atrophy of
glandular tissue of the organ, replacement by connective
tissue of cellular elements of parenchyma, lesion of ducts,
pain syndrome and loss of exocrine and endocrine
functions of the gland. There are a lot of factors in
pancreatitis development, the main of them are alimentary-
alcoholic factor and biliary tract diseases [24]. The term
idiopathic pancreatitis is also often used, which means
clinical and morphological similarity of pancreatitis, only
without potential identification of the etiological factor at the
time of the study; the proportion of such pancreatitis is
about 10% of cases [51,70].

The most frequent cause of acute pancreatitis and
exacerbation of chronic pancreatitis is biliary pathology.
From the total number of all pancreatitis, acute pancreatic
inflammation of biliary origin makes up from 26% to 60% of
cases [34,74]. For the first time, in accordance with the
decision of the All-Union Medical Scientific Conference
"Actual Issues of Pancreatic Surgery" in Kiev (1988),
pancreatitis of this origin was called biliary pancreatitis [1].
Nowadays biliary pancreatitis is interpreted as secondary
inflammation of pancreas as a result of biliary system
pathology in whole as a result of complicated course of
cholelithiasis.  Consequently, the definition  "biliary
pancreatitis”, indicates the connection of pancreatic disease
with pathological changes in biliary duct system [34].

In the etiopathogenesis of pancreatitis of biliary origin,
the main factors are both a direct violation of the outflow of
pancreatic secretion as a result of a block at the level of the
ampulla of the Vater papilla, in particular, the formation of
biliary-pancreatic reflux due to an increase in pressure in
the extrahepatic biliary tract [33, 60]. The main role in the
formation of biliary pancreatitis is played by the biliary
component (herring of a calculus in the major duodenal
papilla, compression of the mouth of the Wirsung duct by a
stone or its “transient’ passage, microcholedocholithiasis)
against the background of pathological changes (stricture of
the distal common bile duct, parapapillary diverticulum,
papillitis) [25, 58].

An extraordinary feature of biliary pancreatitis is the
possibility of combining several etiological factors, each of
which can be both an independent cause and a
manifestation of other pathological changes leading to
biliary pancreatitis [4,46]. Pancreatitis of biliary genesis in
many modern publications today is proposed to be
distinguished as a special form of the disease, since it has a
peculiarity of pathogenesis and clinical course, the specifics
of diagnosis and the corresponding treatment positions [19].

The most common cause of biliary pancreatitis is
choledocholithiasis [76]. Transobdominal ultrasonography is
one of the most frequently used and available methods of
clinical diagnosis, allowing to detect gallstones, common
bile duct, mediated signs of biliary obstruction, such as
dilation of intra- and extrahepatic bile ducts. The accuracy
of this method in detecting gallbladder stones is 95% in
typical cases, and in the case of biliary pancreatitis it
decreases to 67% - 78% due to pneumatosis of intestinal

loops [73]. In choledocholithiasis, the sensitivity of
transabdominal ultrasonography is 50-80% and the
specificity reaches 95% [23].

Since 2020, the classification of acute pancreatitis of
the Russian Society of Surgeons (2014) has been used in
the countries of the Commonwealth of Independent States,
developed taking into account the Atlanta-92 classification
and its modifications proposed in Cochin in 2011
(International Association of Pancreatology) and the
International Acute Pancreatitis Classification Working
Group in 2012 [12, 26, 37, 49].

According to the classification of acute pancreatitis
adopted in the CIS [12].

According to the type of acute pancreatitis , there are:

1. Interstitial edematous acute pancreatitis.

2. Necrotizing acute pancreatitis.

According to the severity of the clinical picture of the
disease:

1. Mild Acute pancreatitis, or interstitial, in which
clinically significant necrobiotic changes in pancreatic tissue
do not occur and do not cause the development of organ
dysfunction syndrome. With this form of Acute pancreatitis,
there is the minimum possible sum of points on any of the
scales for assessing the severity of the general condition,
such as SOFA, Marshall, APACHE II, Ill, the scale of
criteria for the primary express assessment of the severity
of the Acute pancreatitis of the St. Petersburg Research
Institute of the Joint Venture named after .. Janelidze, efc.

2. Acute pancreatitis of moderate severity is caused
morphologically by the formation of small foci of destruction
of pancreatic tissue and causes the development of one of
the local complications (pancreatic infiltrate, pseudocysts,
abscess), transient organ dysfunction lasting less than 48
hours. Usually, with a moderate course of the disease, the
average values of the sum of points on the evaluation
scales are determined.

3. Acute severe pancreatitis causes a possible fatal
outcome in the first phase, severe necrobiotic changes in
the pancreas, widespread infiltration and parapancreatitis
with the prospect of purulent complications, persistent
organ dysfunction lasting more than 48 hours. In this case,
the maximum sum of points of the evaluation scales is
determined [52, 55].

In the future, the main idea of the study was based on
the classification of acute pancreatitis by severity.

According to the phases of the course of acute
pancreatitis.

With mild interstitial acute pancreatitis, there is no phase
flow. Such forms of acute pancreatitis are at least 80% in
frequency. With heavy and medium-heavy acute pancreatitis
, the phase flow is always determined. Such forms of acute
pancreatitis are characterized by two main peaks of mortality
— early and late in the phase of purulent complications.

Phase |, early, may consist of 2 parts:

- IA - lasts no more than 1 week. During this period, foci
of necrobiosis form in the pancreatic tissue and
parapancreatic tissue. Manifestations of intoxication in
patients are mild, or may be accompanied by systemic
disorders, organ dysfunction. The duration of such changes
does not exceed 72 hours. With a severe course of acute
pancreatitis , the formation of destructive changes in the
pancreatic  tissue accelerates to  24-36  hours.
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Intraperitoneally and parapancreatically and
retroperitoneally, the enzymatic effusion of delimited and
non-delimited exudative formations accumulates [22]. In the
clinical course of severe acute pancreatitis , the phenomena
of organ dysfunction prevail;

- IB - usually manifests itself after 7-14 days from the
manifestation of the disease and is manifested by the
body's response to the necrobiosis foci that have arisen.
Clinically and instrumentally, patients have resorptive fever
and the presence of parapancreatic infiltrate.

In the late Il phase, beginning 2-3 weeks after the onset
of the disease, the formation of sequesters in the pancreas
and retroperitoneal tissue is observed, the development of
purulent-necrotic changes in the surrounding tissues, the
most severe of which are bleeding and sepsis
[2,7,11,26,32,31].

There are two main directions of this phase:

- non-infectious or sterile, clinically manifested formation
of fluid accumulations in the pancreatic parenchyma,
parapancreatic and retroperitoneal tissue, postnecrotic
pseudocysts [14];

- infection of areas of destruction of the pancreas and
parapancreatic fiber, manifested by purulent complications
of the destructive process (abscess of the abdominal cavity,
phlegmon of parapancreatic fiber, purulent peritonitis,
erosive bleeding, development of external or internal
fistulas, sepsis, etc.).

According to the etiology of the development of acute
pancreatitis:

1. Acute alcoholic or alimentary pancreatitis - up to 55%.

2. Acute biliary-dependent pancreatitis caused by bile
discharge into the pancreatic duct and activation of its
enzymes intraductally, usually occurring against the
background of cholelithiasis, as well as diverticulitis,
papillitis, parasitic lesions of the ducts, etc. - up to 35%.

3. Acute pancreatitis is traumatic, caused by traumatic
damage to the pancreas, including surgical and endoscopic
interventions - up to 2-4% [6, 42].

4. Extrapancreatic causes of acute pancreatitis: defeat
of pancreas tissue by autoimmune antibodies, vascular
catastrophes, adverse effects of medications, hormones,
viral and bacterial infections, allergopathology, shock
states, changes in hormonal status in physiological
conditions, neoplastic processes - up to 6-8%.

In accordance with modern views, priority in the
development of this disease remains for pancreas enzymes
- trypsin, lipase, phospholipase-A2, lysosomal enzymes that
trigger acute vascular catastrophes, thrombosis, hypoxia,
and pancreatic cell alteration [66].

Complications of acute pancreatitis are conditionally
divided into complications of the disease itself and
extrapancreatic ones [72].

Complications of AP itself include:

- enzymatic peritonitis

- acute fluid accumulation of the abdominal cavity or
retroperitoneal space (sterile / infected)

- acute necrotic accumulation (sterile/infected)

- pseudocyst (sterile/infected)

- purulent complications - purulent parapancreatitis,
abscess, phlegmon

- pancreatic fistula

Extrapancreatic complications of AP: - thrombosis of the
veins of the portal system

- varicose veins of the esophagus and stomach

- arterial pseudoaneurysm

- accumulation of fluid in the cavities

- arrosive bleeding

- digestive fistulas

- infectious-toxic shock

- sepsis

Depending on the severity of acute biliary pancreatitis,
the choice of treatment tactics varies. According to the
literature, patients with pancreatitis of biliary genesis,
treated conservatively with moderate severity, in 95% of
cases went to the hospital again within a quarter after
discharge with the same diagnosis. Considering the fact
that patients applied repeatedly, most authors recommend
that instead of conservative introduction of patients, surgical
treatment should be carried out, focusing on the sanitation
of the biliary tract, after the improvement of the clinical
picture, as well as laboratory data [69].

In patients with biliary pancreatitis, active surgical tactics
using minimally invasive surgical interventions is justified and a
priority [31]. With narrowing of the Vater papilla (papilla duodeni
major) and to eliminate intraductal hypertension of the
pancreas, the most common endoscopic treatment is stenting
of the main pancreatic duct. In patients with acute biliary
pancreatitis with a predictable severe course of the disease, the
use of temporary stenting of the main pancreatic duct helps to
reduce the incidence of severe forms of pancreatic necrosis,
mortality, and the duration of inpatient treatment [40]. If an
impacted stone served as a pathological element for the
formation of biliary pankeratitis, then no matter what form and
severity of pancreatitis, emergency surgical treatment is
indicated to eliminate hypertension in the biliary tract [34]. The
use of endoscopic papillosphincterotomy and removal of an
impacted stone within 1-2 hours shows a fairly good
therapeutic effect, which is manifested by a significant positive
dynamic of clinical, laboratory and instrumental parameters,
including in patients with destructive forms [19, 31]. So, to
quickly  eliminate  biliary  hypertension,  percutaneous
cholecystostomy under ultrasound, laparoscopic or laparotomic
access, percutaneous transhepatic cholangiodrainage or
endoscopic  papillosphincterotomy ~ with  stone  removal,
nasobiliary drainage are used [34]. Due to the general severe
condition of the patient and the presence of severe concomitant
pathology, radical operations on the biliary tract (laparoscopic
cholecystectomy) in most cases are postponed to a later date,
necessary for the rehabilitation of pancreatic destruction, or are
performed in a planned manner [57].

Increases the risk of pancreatitis of biliary origin, and is
also a leading factor in the addition of cholangitis is the
development of choledocholithiasis and / or narrowing of
the papilla of Vater and, as a result, impaired patency of the
outflow of bile [35]. An indication for decompression and
sanitation of the biliary tract is also the formation of acute
biliary pancreatitis, as well as purulent cholangitis. The
method of choosing an operative aid for destructive forms of
cholecystitis with manifestations of cholangitis against the
background of acute pancreatitis is cholecystectomy with
drainage of the choledochus [43]. After reduction or
elimination of bacteriocholia in the postoperative period, it is
found again in 20-25% of patients. Infection from outside,
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that is, through the drainage of the common bile duct in an
ascending way, is indicated by a change in the microbial
composition of bile [35]. The combined use of laparoscopy
and endoscopic interventions makes it possible to avoid
external drainage of hepaticocholedochus [43].

Along with the above pathologies, such as destructive
changes in the gallbladder, cholangitis and an increase in
the symptoms of obstructive jaundice, obstruction of the
calculus, indications for emergency surgical procedures are
the progression of symptoms of enzymatic peritonitis, the
progression of pancreatic necrosis. Indications for
laparotomy are determined after laparoscopy with
clarification of the state of the retroperitoneal tissue and the
extent of the prevalence of necrosis. If during endoscopic
manipulation it is not possible to eliminate the acute
blockade of the terminal part of the choledochus, then it is
necessary to perform an open surgical operation [34].

One of the first tasks of the surgical treatment of
patients with chronic biliary pancreatitis against the
background of choledocholithiasis is lithoextraction, the
purpose of which is the elimination of hypertension in the
biliary tract, given the above, the main point of application of
surgical intervention is the biliary system [4]. Late
complications of pancreatic necrosis, such as symptoms of
intraductal hypertension, including: pain syndrome, cysts,
strictures of the main pancreatic duct and common bile
duct, fistulas, wirsungolithiasis are an indication for surgical
treatment [29, 67, 68].

Relief of biliary pancreatic hypertension by timely
surgical intervention allows to prevent or restrain atrophy of
the pancreatic parenchyma and preserve the endocrine and
endocrine function of the pancreas. [39]. In general, during
the 5-th observation period, the results of treatment of
various surgical aids for the correction of intra-current
hypertension were higher than 70% [63]. Until now, many
issues remain poorly studied and there are active
discussions among most authors about which surgical
treatment is the most effective and safe [30].

In the treatment of patients with chronic biliary pancreatitis
on the background of cholelithiasis, it is recommended to
actively use the possibilities of minimally invasive techniques
[61]. As the first intervention, it is proposed to use laparoscopic
cholecystectomy, choledochotomy with lithoextraction, and for
concretions with a diameter of less than 1 cm, choledochotomy
with lithoextraction should be replaced by endoscopic
papillosphincterotomy or balloon dilation of the large duodenal
papilla with the reduction of concretions into the duodenum [4].

R. Bowers in 1950 described the separation of the
choledochus and pancreatic ducts by the formation of a
biliodigestive anastomosis, which is used to treat chronic
biliary pancreatitis. A distinctive feature of the operation is
the complete transverse intersection of the CBD in the
supraduodenal part, the imposition of a terminolateral
choledochoeunoanastomosis on an isolated section of the
jejunum. The choledoch during this operation is sewn
tightly. Indications for surgery are tubular stenosis of the
choledochus, primary strictures of the main duodenal
papilla with impaired duodenal motility, recurrent strictures
of the main duodenal papilla. Separation of the choledochus
and pancreatic ducts in the long term is a more promising
operation compared to other variants of biliodigestive
anastomoses, since it excludes the formation of concretions

in the "blind sac" and the associated relapse of the disease
[63]. If it is impossible to isolate the intrapancreatic section
of the choledochus due to technical features, as well as the
absence of other complications of chronic pancreatitis of
biliary genesis, extrapancreatic bypass surgery is indicated.
The separation of the bile ducts and pancreatic ducts is
justified even in the case of a serious condition of the
patient, which does not allow performing interventions on
the pancreas [9].

Operations aimed at correcting complicated forms of
chronic biliary pancreatitis deserve special interest, in which
there is focal or diffuse fibrosis, pseudocysts of the
pancreas, fistulas. Draining operations do not always
reduce pain in the absence of hypertension in the biliary
tract, especially in pseudotumorous and calcifying forms of
chronic pancreatitis [36, 56]. These morphological types are
characterized by a pronounced pain syndrome, which is
practically not stopped by conservative methods. In this
regard, various methods of resection surgical aids are used
[45]. In such patients, the use of the method of separation
of the choledochus and the Virsung duct is impractical from
the point of view of oncological alertness and is significantly
inferior in the effectiveness of pain relief by resection
methods of treatment [64]. It is also necessary to take into
account the severity of exo- and endocrine insufficiency of
the pancreas in order to preserve the maximum possible
volume of gland tissue when choosing resection methods of
surgical treatment [65,75]. Drainage operations are quite
effective in the absence of a permanent pain syndrome, in
addition, these operations allow to delay changes in the
parenchyma and in some episodes to adjust the exocrine
function of the gland [13, 15, 20, 45].

H. Beger proposed a technique that is shown in the
presence of pronounced growth of the head of the
pancreas, severe modifications of the proximal gland, which
are combined with a narrowing of the diameter of the
duodenum and distal choledochus or regional portal
hypertension, this technique will save all extrapancreatic
organs to be removed during classical pancreatoduodenal
resection [50]. Mechanical jaundice, duodenal lumen
stenosis, including the inability to exclude a tumor are
indications for pancreatoduodenal resection surgery.
Pancreatoduodenal resection is a very traumatic operation
and is accompanied by a large percentage of complications
and mortality [47]. The main disadvantage of
pancreatoduodenal resection is a significant reduction in
intra- and extrasecretory insufficiency due to the removal of
a significant volume of pancreatic parenchyma [71]. Taking
into account the above fact, using resection methods of
surgical treatment, it is necessary to minimize the volume of
the removed parenchyma of the gland [38]. In chronic biliary
pancreatitis, intraoperative evidence of the benign nature of
the process is of no small importance. Urgent histological
examination of the pancreas and lymph nodes is mandatory
[64].

Conclusions: Thus, high prevalence rates, frequent
complications of biliary pancreatitis, the presence of
numerous risk factors for its development necessitate the
search for the most optimal methods of timely diagnosis
and surgical treatment of this disease.

KoHcbnukm  uHmepecos:  asmopel
omcymemeuu KOHd)ﬂUKma UHmepecos.

ymeepxdarom 06
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Aemopb! npuHUManu aKkmueHoe yyacmue npu HanucaHuu
OaHHol cmambu. Macanog A.E. - nouck numepamypHbix 0aHHbIX
u ux obpabomka. Alimaembemos M.XK., ITybsaHckutl B.I"., Omapog
H.B. - ymeepx0deHue OKoHYamebHo20 8apuaHma cmamau.

Ab6dpaxmaros C.T., OyeHos M.S., Xycynos C.M., bokuH
[.C. - paspabomka nnaHa  o63opa  numepamypel,
pedakmuposaHue mekcma.

[JanHbili  0630p  numepamypbl  He  nodasancs  Ons
paccmompeHus 8 Opyeue neyamHbie Uu30aHus U He 6blT
onybnuKosaH 8 OMKpbIMol nedamu.

Kakoli-nubo ¢huHaHcosol NoMOWjU cO CMOPOHbI He Bbio.

Jlumepamypa:

1. AKTyarbHble BOMPOCHI  XUPYPrUM  NOMKENyLOYHON
Xenesbl. Te3. AOKM. BCECOH03. Hayu. koHd. Knes, 1988. C-142.

2. AnekcaHdposa A.K., Momuna M.II., Yyryues W.[.
[unarHocTka n oueHka aPdEKTUBHOCTU NEYEHNsT OCTPOro
naHkpeatuta  // KoHuenT:  Hay4YHO-METOAMYeCKMit
3NeKTPOHHbIN XypHan. 2017. Ne 2. C. 371-375.

3. Baenerko C.®., bnacosecmHos [.A., BuwHesckuli
B.A., lanbnepun 3.A. u dp. HaumoHanbHble KNMHUYECKME
pekomeHgauun. Octpblit naHkpeaTut. Mockea. 2015. C. 47.

4. baeHenko C.®. [narHoctMka U XUpypruyeckoe
neYeHne XpPOHNYECKOTO BUNMapHOro NaHkpeaTtuTa: guc. ...
kaHg. med. Hayk: 1998.

5. baeHeHko C.0., KypbieuH A.A., Pyxnsda H.B.
XpoHuyeckuit naHkpeatut // pyk. ans Bpadeir. CM6.: Mutep,
2000. C.416.

6. benos [.B., [lapbysenko [.B., @okun AA.,
bopdyHogckuii  B.H.  OcTpblii  naHkpeaTuT  nmocne
KOPOHAPHOrO LUYHTUPOBaHUS B YCMOBUSIX MCKYCCTBEHHOTO
kpoBooOpalleHns // AnbMaHax WMHCTUTYTa Xupyprun um.
A.B.BuwwHesckoro. 2018. Ne 1. C. 282-283.

7. boHOapes [.A. KomnnekcHoe xupypryeckoe
neyeHve naHkpeoHekposa. ucc. g-pa meq. Hayk: 14.00.27.
Kypck: U3a-o KTMY, 2005. C.235

8. BydsuHckut C.A., MbinbHukos A.l., YepHsakesuy
[1.J1. PeTporpagHoe TpaHCnanunnspHoe CTEHTUpOBaHWe
NpOTOKa NOMKENTYA04HON Xenesbl B KOMMNMIEKCHOM NEYEHUH
B0nbHbIX XPOHUYECKUM NaHKpPeaTUTOM // AHHaNbI XUpypruy.
renatonoruu. 2014. Ne 1. C. 4049

9. Bymkesuy A.l., MUcmpamos B. I, BposkuH A.E.,
Hanusatickuti  A.A., Psbkos M., KnbmHukosa E.B.
KomnnekcHass oueHka TsKeCcTM U 3QEeKTUBHOCTY
WHTEHCUBHOW Tepanuu naHkpeoHekpo3a //  MockoBCkuii
xupypriueckuia xypHan. 2014. Ne 3. C. 28-32.

10. Bnacos A.l1., AHackuH C.I"., Bnacosa T.W., Cycnos
AB., Typbleuva C.A., [lomsHosa W.B. Pomb
MVKPOLIMPKYNSTOPHBIX PaCCTPONCTB B NPOrPeccMpoBaHUM
ocTporo naHkpeatuta // 2014. T.19. Ne 4. C. 83 — 88.

11. Bomnkos, B.E. Bomkos C.B. [uarHocTka 1
XMpYpPTUYeckoe  NeveHne  3abpOLUMHHOA  (hNerMoHbl ¢
abcLeampoBaHNEM W THOWMHO-HEKPOTUHECKO CexBecTpaLed
TKaHelt y BOMbHbIX OCTPbIM HEKPOTUYECKAM MaHKkpeaTutoMm //
CoBpemeHHas kapauonorus " BOMPOCHI
MEXOMUCLUMMIIMHAPHOTO  B3aUMOLENCTBUS; MaTepuarbl
PecnybnikaHckoih Hay4HO-NpaKTHEeCKoil KoHdepeHLym // nog
penakumen E.N. bycanaesoit. Yebokcapsl, 2018. C.143-147.

12. Bopobeti A.B., Jlumgun AA., Xoxa B.M.
MexayHapogHas Knaccudmkaums OCTPOro naHKpeaTwuta
(AtnanTa, 1992) — coBpeMeHHble TEHAEHLMM B NEPECMOTPE
/I Hosoctu xupyprum. 2010. T. 18, Ne 10. C. 149-159.

13. Bopobeli A.B., lpuwuv W.H. Lynedko AM4.
[MaToreHeTuyeckoe 060CHOBaHWE NEPBUYHBIX 1 MOBTOPHbIX
onepauuii Ha MOXenyLoYHON Kenese Mpu XPOHWYECKOM
naHkpeatute // AHHanbl xupyprud. renatonorum. 2012. Ne
3. C. 80-88.

14. TanumsaHos @.B, lapypos bB.5., lpydkos MM,
Kpoxanes B.A. 3TanHoe ApeHWpOBaHWE pacrpOCTpaHEHHO
CEMTNYECKON  CekBecTpaLmu  3abpHOLLMHHON — KNeTyaTkn Y
BorbHbIX  OCTPBIM  MAaHKPEaTUTOM  TSKenoW  creneHn  /f
Ypansckui MeguuuHckuin xypHar. 2016. Ne 5 (138). C.101-108.

15. Tanbnepur .M. Knaccudmkaums XpOHUYECKOro
naHkpeaTuTa: OnpegeneHve TsxecTw, Bbibop MeToda
neyeHus u Heobxogumoi onepauun // AHHanbI XMpyprud.
renatonoruu. 2013. Ne 4. C.83-93.

16. [uarHocTuka M neveHWe OCTPOro naHkpeaTuTa.
Poc. knuHuy. PekomeHgaumun. Poc. 0-80 xupypros, Accol,
l'eanaTonaHkpeatobunuapHbix xupyproe ctpad CHI, Poc.
0-BO CKOp. MeA. nomowum. CI16, 2014. C- 32.

17. Qubupoe M.[., Kocmiwouenko M.B., Pama3saHosa
lo.n., rabubos P.M., Hyxce P.P, Awumosa A.A.
OcobeHHOCT  MPOMNAKTMKM U NeYeHUs  AUCHYHKLNM
MeveHn 1 Moyek Mpu OCTPOM NaHkpeatute // YKpauHCKui
XypHan xupyprim. Kues. 2011. Ne 2 (11). C. 40 - 44.

18. Jubupos M L., Pvibakos I".C., Xanudos I".C., Ucaes
AMN., KapcombsiH .C., Amaee T.A., Awumosa A.A.
pocunakTka U neveHne HapyweHnin - HakTopoB pucka
npu naHkpeoHekpose // AHHanb! xupyprun. 2017. T. 22. Ne
4.C. 211-216.

19.  [Amumpues A.B. OcobeHHocTn  nevebHo-
[MarHoCTUYECKON TaKTWKW npu GunmMapHoM naHkpeatute //
CoBp. npobn. Hayku u obpa3soBaHus. 2014. Ne 4, C.282.

20. Ezopos B.M., Wacmubil A.T., BuwHesckuli B.A.
[IByXLIEHTPOBOE  PaHOOMWU3MPOBAHHOE  KOHTPONUpYEMOe
uccneposanue: CpaBHMTENbHAs OLEHKA  pesynbTaToB
CybTOTaNbHON Pe3eKLMM rOMOBKW NOKENYAOUHON Xenesbl
C NPOLONbHBLIM MaHKPeaTUKOEOHOAHACTOMO30OM M 6e3 Hero
MPY XPOHMYECKOM MaHKPeaTUTe NpW pacLUMPEHI TMaBHOrO
NaHKpeaTU4Yeckoro npoToka W OTCYTCTBAW CTPUKTYP U
kamHen B ero npocsete // HoBocTu xupyprim. 2009. Ne 4.
C.172-182.

21. 3anopoxyuerko b.C., Mypaebes [1.T., bopodaes
W.E. Xupypruyeckoe neueHue TsxenbiX ¢opM OCTPOro
naHkpeatuta // Teauckl goknagos XXIV MexagyHapogHoro
KoHrpecca  Accouuauun  rematonaHkpeaTobunmapHbix
xupypros cTpaH CHI. CankT — MNeTepbypr. 2017. C. 64-65.

22. Kapman AJ. OgemomeTpus B feYEHUN W
AMarHocTuke oCTporo naHkpeatuta // Xupyprus BoctouHom
Esponbl. 2016. Ne 3 (19). C. 381-386.

23. Konomutiuyes B.W., lanamapuyk FO.A., [oszaHb
0.1, CpaBHUTENbHBIN aHANW3 UCMONb30BaHUS PA3NUYHBIX
METOZOB Jy4eBOi AMArHOCTMKM xonegoxonutnasa // Ykp.
pagmon. xypH. 2013. T. 21, Ne 4. C. 390-399.

24.  Kybbuukud BA.  [u  0dp].  KnuHuueckue
PEKOMEHAALUMN N0  XMPYPrUYECKOMY JIeYeHMIo BOMbHBIX
XPOHMYECKUM MaHKpeaTUTOM. Poc. 0-BO XMpypros, accol.
renatonaHkpeatobunuapHbix  xupypros CHI.  TiomeHb,
2014. C- 47.

25. Komosckuti A.E., Ypxymuyesa I"A., nebos K.I.
[OuarHocTyeckme M neyebHble  3HOOCKONMMYECKUME
BMeLLaTENbCTBA MpW  MapananunispHoOM — AWBEPTUKYNe
ABeHadLaTUnepCTHOW  Kuwku /| AHHambl  Xvpypriu.
renatonorumn. 2009. Ne 1. C. 68-74.

183



Reviews

Science & Healthcare, 2022 (Vol. 24) 4

26. Kpoxun A.A., byxsanos A.I., CmupHos [.M.
OueHka prcka hopMUpOBaHNS HapYXHbIX
NaHKpeaTUYeCKUX CBULLEN MOCMe XMPYPrMYecKoro neveHms
LECTPYKTUBHBLIX NaHkpeatuToB // AKTyanbHble BOMPOCHI
XMpypruv:  COOPHUK  HayuHO-NpakTuyeckux —pabort. —
Yensbunck, 2014. — Bein. 10. - C. 52.

27. Kybawes K.I., A6dynnaes O.I., Kayabexos M.C.
BO3MOXHOCTM 3HOOCKOMMYECKNX TEXHONOTUA B NEYEeHUU
BonbHbIX OCTPbIM BunMapHbIM naHkpeaTutoMm // BecTH.
MBaH. mep. akap. 2010. T.15, Ne 4. C.24-28.

28. JlybsHekuil B.I., ApymwonsH A, Anues A. P,
Kapuxkose A.H. Koppekumsi pervioHapHoro kposoobpalleHus B
KOMMIMEKCHOM neYeHnn GOoNbHBLIX OCTPLIM MaHKpeaTuTom //
AnHanb! xupyprudeckoit renatonorin. 2014. Ne 3. C. 86 -91.

29. Maes W.B., Kaswonun A.H., Kyyepssbii fO.A.
XpoHuyeckuit naHkpeatut. M.: Meauumna, 2005. C.504.

30. Mumywesa 3.M., CalipymouHos  P.I,
UlatimapdaHos P.L. [u dp.] W3meHenns B opraHax
renatonaHkpeaTobunnapHoi CUCTEMbI W Ka4yeCTBO KM3HU
nauMeHToB nocne xoneuncTaktomum // KasaH. megd. xypH.
2015.T. 96, BbIn.3. C.348-353.

31. Hazapenko I1.M., Hasaperko [. I1., KaHuwes FO. B.
[u Op.]. Xvpypryeckas TakTuka npu OCTpOM GunuapHoMm
naHkpeatute // AHHanb! xupyprudeckoi renatonorin. 2011.
T.16, Ne 3. C.71-76.

32. HazapeHrko .M., Hazaperko [.1., CameuHa T.A.,
Kanuwee FO.B. Haw onbIT XMpYpru4eckoro meveHus
ocTporo OGunuapHoro naHkpeatuta // Kypckuit Hay4Ho-
NPaKTUYeCKnin BECTHWK «Yenosek u ero 3goposbey. 2017.
Ne 4. C.57-66.

33. Hecmepenko F0.A., Jlanmee B.B., Muxainycos
C.B. [varHoctMka W neyeHWe  OECTPYKTUBHOMO
naHkpeatuta. M.: BMAHOM-MNPECC, 2004. C-304.

34. [lackapp C.B. TlatoreHeTuyeckue nogxogsl B
neyeHun GunuapHoro nawkpeatuta // BeCTH. Poc. BOeH.
meg. akag. 2010. Ne3. C. 78-83.

35. lNonos A.B., Macnos K0.H., laHeesa E.P., Epwosa
AWM. Tlpodunaktuka  BTOPUYHOrO  MHGMLMPOBAHWS
XEMNYHbIX MyTel NOCMe HapPYXHOrO ApPEeHMpoBaHUs 06LLero
XEMNYHOro MpoToKa y GonbHbIX GunuapHbIM NaHKpeaTUToM
/1 3nopoBbe cembyn — 21 Bek. 2013. Ne 2. C. 152-160.

36. lponn A.P. [lnarHocTuka 1 Xmpypruyeckoe neveHue
XPOHWYECKOrO  MaHKpeaTUTa C  MOPaKEHWEM  TONOBKM
nofpKenyoouHon  xenesbl  //  AHHanbl  Xupypriu.
renatonoruun. 2013. Ne 1. C.103-111.

37. [pyokoea M.M. HeotnoxHas xwupyprus [/
KnuHuyeckne pekomeHZaumu Mo OKasaHWK MeaMLMHCKON
nomoLyM HaceneHnto Ypanbckoro epepanbHoro okpyra.
Ekatepunbypr, 2013. C. 88

38. MMpsioko A.C., Maticmpenrko H.A., PomaweHko [1.H.
ManouHBa3BHblE TEXHONOTUM B AWArHOCTUKE W NEYEHUN
XPOHWYECKOro  MmaHkpeatuta /[ AHHambl  Xvpypriu.
renatonoruun. 2012. Ne 2 C.55-64.

39. Casenbes B.C., ®unumoHos M.U., BypHesuy C.3.
MankpeoHekposbl // M.: MUA, 2008. C.264.

40. Caligpymdurog U.M., Cragur J1.E., ManumssHos A.O.
[u dp.] PeTporpagHoe CTEHTUPOBAHWE KEMYEBLIBOASLMX
nyTeln Npu NaTonorM NaHkpeatobunuapHoit obnactu // Kasan.
mes. xypH. 2013 T.94, Ne 3. C. 311-315.

41. CanveHko C.B. OcTpbll  AeCTPYKTUBHbIN
naHkpeatwt // M3patenbcTso: LAP. 2014. C. 140.

42. Cmsxkuna C.H., bynamosa M.A., bipObimosa [.A.
[MocneonepaunoHHbI - ocTpblid  NaHkpeaTuT /| BecTHuk
Hayku. 2018. T. 3, Ne 9 (9). C.179-181.

43. Xeopocmos E.[I., 3axapyeHko t0.5., Tomun M.C.
KomnnekcHoe nevyeHune ocTporo GunmapHoro naHkpeaTuTa,
COYETAIOLLErOCs C OCTPbIM KanbKyné3HbIM XONeLuucTuTom, ¢
NCMOMb30BAHNEM  COBPEMEHHBIX  3HZOXMPYPTUYECKMX
meTogoB // Ykp. xypH. xupyprun. 2011. Ne 6. C. 43-46.

44, lllgpidko B.C., Jubupos M.A., Monosa A.ll. u dp.
lMpodmnakTuka 0CTPOro naHkpeaTuTa npu
TpaHCNanuUNAspHbIX  BMeLWaTenbcteax y  OOMbHbIX €
MeTtabonnyeckum cuHgpomom [/ MeguunHCKui  BECTHUMK
MB[. 2011. Ne 6. C. 13-18.

45. fpewko B.I., Muxees H0.A. Pe3eKkunoHHblE K
OPEHUpPYIOLLME onepauuu B NIEYEHUM  XPOHUYECKOrO
naHKpeaTUTa W ero OCMoXHeHwin /| YKp. Med. XYpH.
xupyprum. 2013. T. 22, Ne 3. C. 43-47.

46. Anderson M.A., Akshintala V., Albers KM.
Mechanism, assessment and management of pain in
chronic  pancreatitis: ~ Recommendations  of a
multidisciplinary study group // Pancreatology. 2016. Vol.
16, Ne 1. P. 83-94.

47. Aoki S., Miyata H., Gotoh M. Risk factors of serious
postoperative complications after
pancreaticoduodenectomy and risk calculators  for
predicting postoperative complications: a nationwide study
of 17,564 patients in Japan [Electronic research] // J.
Hepatobiliary Pancreat. Sci. 2017. Access mode:
https://www.ncbi.nlm.nih.gov/pubmed/28196308.html.

48. Ball C.G., Correa-Gallego C., Howard T.J. Radiation
dose from computed tomography in patients with
necrotizing pancreatitis: how much is too much? // Journal
of gastrointestinal surgery. 2010.V.14. P.1529-1535.

49. Banks P.A., Bollen T.L., Dervenis C. [et al].
Classification of acute pancreatitis-2012: revision of Atlanta
classification and definitions by international consensus //
Gut. 2013. Vol. 62, Iss. 1. P.102-111

50. Beger H.G., Krautzberg W, Bittner R. Duodenum-
preserving resection of head of the pancreas in severe
pancreatitis // Surg. Gynecol. Obstet. 1985. Vol. 209. P. 273-273.

51. Chebli J.M.F., Ferrari Jr. A.P., Silva M.R. Biliary
microcrystals in idiopathic acute pancreatitis: clue for occult
underlying biliary etiology // Arq. Gastroenterol. 2000. Vol.
37, Ne 2. P. 93-101.

52. Ciolkowski M., Rozanek M., Szewczyk M. [et al.].
The influence of PAMAM-OH dendrimers on the activity of
human eryth rocytes ATPases // Biochimica et biophysica
acta. 2011. Vol. 1808, Iss. 11. P. 2714-2723.

53. Erik G., Courtney L., Sean J., Robert E. Roux-en-Y
drainage of a pancreatic fistula for disconnected pancreatic
duct syndrome after acute necrotizing pancreatitis // HPB
(Oxford). 2012. Vol. 14, Issue 1. P. 26-31.

54. Freeman M.L., Wermer J., van Santvoort H.C.
Interventions for Necrotizing Pancreatitis. Summary of
Multidisciplinary Consensus Conference // Pancreas. 2012.
Vol. 41. Ne 8. P. 1176-1194.

55. Galuppo M., Nocentini G., Mazzon E. [et al.]. The
glucocorticoid-induced TNF receptor family-related protein
(GITR) is critical to the development of acute pancreatitis in
mice // British journal of pharmacology. 2011. Vol. 162, Iss.
5. P.1186-1201.

184



Hayxa u 3apaBooxpanenne, 2022 4 (T.24)

O030p JMTEPATYPHI

56. Hackert T., Schneider L., Buchler M.W. Surgical
approach to chronic pancreatitis: Draining and resection
procedure // Chirurg. 2013. Vol. 84, Ne 2. P. 112-116.

57. Hwang S.S., Li B.H., Haigh P.. Gallstone
pancreatitis without cholecystectomy // JAMA Surg. 2013.
Vol. 148, Ne 9. P. 867-872.

58. Kim S.B., Kim T.N., Chung H.H. [et al]. Small
gallstone size and delayed cholecystectomy increase the
risk of recurrent pancreatobiliary complications after
resolved acute biliary pancreatitis // Dig. Dis. Sci. 2017. Vol.
62, Ne 3. P.777-783.

59. Kiriyama M., Gabata T., Takada T. New diagnostic
criteria of acute pancreatitis // Journal Hepatobiliary
Pancreatic Surgery. 2010. Vol. 17. P. 24-36

60. Manuel P.R., Ursula P.V., Fabidn P.M. Liver
function tests and common biliopancreatic channel kinetics
- biliopancreatic reflux // Cirugia Espafiola (English Edition).
2015. Vol. 93, Ne5. P.326-333.

61. Matsuoka L., Dilip P. The minimally invasive
approach to surgical management of pancreatic diseases //
Gastroenterol. Clin. North Am. 2012. Vol. 41, Ne 1. P. 77-101.

62. Oza V.M., Kahaleh M. Endoscopic management of
chronic pancreatitis // World J. Gastrointes. Endosc. 2013.
Vol. 5, Ne 1. P. 19-28.

63. Parekh D., Natarajan S. Surgical management of
chronic pancreatitis // Indian J. Surg. — 2015. Vol.77, Ne 5.
P. 453-469.

64. Pylypchuk V.. Surgical treatment of chronic
pancreatitis complicated by biliary hypertension // Klin. Khir.
2015. Vol. 1. P. 22-24.

65. Sukharamwala P.B., Patel K.D., Teta A.F. Long-term
outcomes favor duodenum-preserving pancreatic head
resection over pylorus-preserving pancreaticoduodenectomy
for chronic pancreatitis: a meta-analysis and systematic
review // Am. Surgeon. 2015. Vol. 81, Ne 9. P. 909-914.

66. Taguchi M., Kubo T., Yamamoto M. [et al.]. Body
mass index influences the outcome of acute pancreatitis: an
analysis based on the Japanese administrative database //
Pancreas. 2014. Vol. 43. Iss. 6. P. 863-366.

67. Talukdar R., Reddy D.N. Pain in chronic
pancreatitis: Managing beyond the pancreatic duct / World
J. Gastroenterol. 2013. Vol.19, Ne 38. P. 6319-6328.

68. Tan C.L, Zhang H., Li KZ Single center
experience in selecting the laparoscopic Frey procedure for
chronic pancreatitis // World J. Gastroenterol. 2015. Vol. 21,
Ne 44, P. 12644-12652.

69. Tenner S., Baillie J., DeWitt J. American college of
gastroenterology guideline: management of acute pancreatitis
I Am. J. Gastroenterol. 2013. Vol. 108, Ne 9. P.1400-1415.

70. Testoni P.A. Acute recurrent pancreatitis:
Etiopathogenesis, diagnosis and treatment // World J.
Gastroenterol. 2014. Vol. 20, Ne 45. P.16891-16901.

71. Traverso L.W., Longmire Jr. W.P. Preservation of
the pylorus in pancreaticoduodenectomy // Surg. Gynecol.
Obstet. 1978. Vol. 146, Ne 6. P. 959-962.

72. Tyberg A., Karia K., Gabr M. [et al.]. Management of
pancreatic fluid collections: A comprehensive review of the
literature // World journal of gastroenterolo gy. 2016. Vol.
22, Iss. 7. P. 2256-2270.

73. Valeriu S., Adrian S., Dumitrescu D. Imaging tests
for accurate diagnosis of acute biliary pancreatitis / World
J. Gastroenterol. 2014. Vol. 20, Ne 44. P. 16544-16549.

74. Weitz G., Woitalla J., Wellhéner P. Does etiology of
acute pancreatitis matter? A review of 391 consecutive
episodes // JOP. 2015. Vol. 16, Ne 2. P.171-175.

75. Zhou Y., Shi B., Wu L. Frey procedure for chronic
pancreatitis: evidence-based assessment of short- and
long-term results in comparison to pancreatoduodenectomy
and Begar procedure: a meta-analysis // Pancreatology.
2015. Vol. 15, Ne 4, P, 372-379.

76. Zhu Y.A., Pan X., Zeng H. Study on the etiology,
severity, and mortality of 3260 patients with acute
pancreatitis according to the revised atlanta classification in
jiangxi, China over an 8-year period // Pancreas. 2017. Vol.
46, Ne 4. P.504-509.

References: [1-45]

1. Aktual'nye voprosy khirurgii  podzheludochnoi
zhelezy. tez. dokl. vsesoyuz. nauch. konf. [Topical issues of
pancreatic surgery. abstract report all-union. scientific conf]
Kiev, 1988. P.142. [In Russian]

2. Aleksandrova AK., Motina M. P., Chunchiev I. D.
Diagnostika i ocenka jeffektivnosti lechenija ostrogo
pankreatita [Diagnosis and evaluation of the effectiveness
of treatment of acute pancreatitis]. Konstept: nauchno-
metodicheskii elektronnyi zhurnal [Concept: scientific and
methodological electronic journal]. 2017. Ne 2. pp. 371-375.

[In Russian]
3. Bagnenko S.F., Blagovestnov D.A., Vishnevskij V.A.,
Galperin  Je.A. et al. Natsionalnye klinicheskie

rekomendatsii. Ostryi pankreatit [National clinical guidelines.
Acute pancreatitis]. Moskva. 2015. p. 47. [In Russian]

4. Bagnenko S.F. Diagnostika i khirurgicheskoe
lechenie  khronicheskogo biliarnogo pankreatita: dis. ...
kand. med. nauk: 1998. [Diagnosis and surgical treatment
of chronic biliary pancreatitis] [In Russian]

5. Bagnenko S.F., Kurygin AA., Ruhljada N.V.
Hronicheskii pankreatit [Chronic pancreatitis]. ruk. dlya
vrachei. SPb.: Piter, 2000. p.416. [In Russian]

6. Belov D.V., Garbuzenko D.V.,, Fokin AA,
Bordunovskij V.N. Ostryi pankreatit posle koronarnogo
shuntirovaniya v usloviyakh iskusstvennogo
krovoobrashheniya [Acute pancreatitis after coronary
bypass surgery in conditions of artificial circulation].
Al'manakh Instituta  khirurgii im. A.V. Vishnevskogo
[AImanac of the A.V. Vishnevsky Institute of Surgery]. 2018.
Ne 1. pp. 282-283. [In Russian]

7. Bondarev G.A. Kompleksnoe khirurgicheskoe
lechenie pankreonekroza. diss. d-ra med. nauk: 14.00.27.
[Complex surgical treatment of pancreatic necrosis] Kursk:
Izd-vo KGMU, 2005. S.235 [In Russian]

8. Budzinskij S.A., Myl'nikov A.G., Chernjakevich P.L.
Retrogradnoe transpapillyarnoe stentirovanie  protoka
podzheludochnoi zhelezy v kompleksnom lechenii bol'nykh
khronicheskim pankreatitom [Retrograde transpapillary
stenting of the pancreatic duct in the complex treatment of
patients with chronic pancreatitis]. Annaly khirurgich.
gepatologii [Annals of surgical Hepatology]. 2014. Ne 1. pp.
40-49 [In Russian]

9. Butkevich A.C., Istratov V.G., Brovkin A.E., Nalivajskij
AA., Rjabkov M.G., Klychnikova E.V. Kompleksnaya otsenka
tyazhesti i effektivnosti intensivnoi terapii pankreonekroza
[Comprehensive assessment of the severity and effectiveness
of intensive therapy for pancreatic necrosis]. Moskovskii

185



Reviews

Science & Healthcare, 2022 (Vol. 24) 4

khirurgicheskii zhurnal [Moscow Surgical Journal]. 2014. Ne 3.
pp. 28-32. [In Russian]

10. Vlasov A.P., Anaskin S.G., Vlasova T.l., Suslov A.V.,
Turygina S.A,, Potianova I.V. Rol' mikrotsirkulyatornykh
rasstroistv v progressirovanii ostrogo pankreatita [The role of
microcirculatory disorders in the progression of acute
pancreatitis]. 2014. T.19. Ne 4. pp. 83 — 88. [In Russian]

11. Volkov V.E., Volkov S.V. Diagnostika i
khirurgicheskoe lechenie zabryushinnoi flegmony s
abscedirovaniem i gnojno-nekroticheskoi sekvestratsiei
tkanei u bol'nykh ostrym nekroticheskim pankreatitom
[Diagnosis and surgical treatment of retroperitoneal
phlegmon with abscess formation and purulent-necrotic
tissue sequestration in patients with acute necrotic
pancreatitis]. Sovremennaya kardiologiya i voprosy
mezhdistsiplinarnogo vzaimodeistviya: materialy
Respublikanskoi nauchno-prakticheskoi konferentsii. pod
redaktsiei E.|. Busalaevoi [Modern cardiology and issues of
interdisciplinary interaction: materials of the Republican
Scientific and Practical Conference edited by E.I
Busalaeva]. Cheboksary, 2018. S.143-147. [In Russian]

12.  Vorobej AV, Litvin AA., Hoha VM.
Mezhdunarodnaya klassifikatsija  ostrogo  pankreatita
(Atlanta, 1992) - sovremennye tendentsii v peresmotre
[International Classification of Acute Pancreatitis (Atlanta,
1992) - current trends in revision]. Novosti hirurgii [Surgery
News]. 2010. T. 18, Ne 10. S. 149-159. [In Russian]

13. Vorobej AV. Grishin LN., Shulejko A.Ch.
Patogeneticheskoe obosnovanie pervichnykh i povtornykh
operatsii na podzheludochnoi zheleze pri khronicheskom
pankreatite [Pathogenetic justification of primary and
repeated operations on the pancreas in chronic
pancreatitis]. Annaly hirurgich. gepatologii [Annals of
surgical Hepatology]. 2012. Ne 3. pp. 80-88. [In Russian]

14. Galimzjanov F.V., Gafurov B.B., Prudkov M.l
Krohalev V.Ja. Etapnoe drenirovanie rasprostranennoi
septicheskoi  sekvestratsii  zabryushinnoi  kletchatki u
bol'nykh ostrym pankreatitom tyazheloj stepeni [Stage-by-
stage drainage of widespread septic sequestration of
retroperitoneal tissue in patients with severe acute
pancreatitis]. Ural'skii meditsinskii zhurnal [Ural Medical
Journal]. 2016. Ne 5 (138). pp.101-108. [In Russian]

15. Gal'perin Je.l. Klassifikatsiya khronicheskogo
pankreatita: opredelenie tyazhesti, vybor metoda lecheniya i
neobhodimoi operatsii [Classification of chronic pancreatitis:
determination of severity, choice of treatment method and
necessary surgery]. Annaly khirurgich. gepatologii [Annals
of surgical Hepatology]. 2013. Ne 4. pp.83-93. [In Russian]

16. Diagnostika i lechenie ostrogo pankreatita. Ros.
klinich. rekomendatsii. Ros. 0-vo hirurgov, Assoc.
Geapatopankreatobiliarnykh khirurgov stran SNG, Ros. o-
vo skor. med. pomoshhi. [Diagnosis and treatment of acute
pancreatitis] SPb, 2014. S- 32. [In Russian]

17. Dibirov M.D., Kostjuchenko M.V., Ramazanova
Ju.l, Gabibovn RM. Nuhov R.R., Ashimova A.A.
Osobennosti profilaktiki i lecheniya disfunkisii pecheni i
pochek pri ostrom pankreatite [Features of prevention and
treatment of liver and kidney dysfunction in acute
pancreatitis]. Ukrainskii zhurnal khirurgii [Ukrainian Journal
of Surgery]. Kiev. 2011. Ne 2 (11). pp. 40-44. [In Russian]

18. Dibirov M.D., Rybakov G.S., Halidov G.S., Isaev
A.l, Karsotjan G.S., Ataev T.A., Ashimova A.A. Profilaktika

i lechenie narushenii - faktorov riska pri pankreonekroze
[Prevention and treatment of disorders - risk factors in
pancreatic necrosis]. Annaly khirurgii [Annals of Surgery].
2017.T.22. Ne 4, pp. 211-216. [In Russian]

19.  Dmitriev  AV.  Osobennosti  lechebno-
diagnosticheskoi taktiki pri biliarnom pankreatite [Features
of therapeutic and diagnostic tactics for biliary pancreatitis].
Sovr. probl. nauki i obrazovaniya [Modern problems of
science and education]. 2014. Ne 4. pp.282. [In Russian]

20. Egorov VI, Shhastnyj AT. Vishnevskij V.A.
Dvukhtsentrovoe randomizirovannoe kontroliruemoe
issledovanie: Sravnitenaya otsenka rezul'tatov subtotal'noi
rezekisii golovki podzheludochnoi zhelezy s prodolnym
pankreatikoeyunoanastomozom i bez nego pri khronicheskom
pankreatite pri rasshirenii glavnogo pankreaticheskogo protoka
i otsutstvii striktur i kamnei v ego prosvete [Two-center
randomized controlled ftrial. Comparative evaluation of the
results of subtotal resection of the pancreatic head with and
without longitudinal ~ pancreatico-anastomosis in  chronic
pancreatitis with dilation of the main pancreatic duct and
absence of strictures and stones in its lumen]. Novosti khirurgii
[Surgery News]. 2009. Ne 4. pp.172-182. [In Russian]

21. Zaporozhchenko B.S., Murav'ev P.T., Borodaev |.E.
Khirurgicheskoe  lechenie tyazhelykh  form  ostrogo
pankreatita [Surgical treatment of severe forms of acute
pancreatitis]. Tezisy dokladov HHIV Mezhdunarodnogo
Kongressa Assotsiatsii gepatopankreatobiliarnykh khirurgov
stran SNG [Abstracts of the XI International Congress of the
Association of Hepatopancreatobiliary Surgeons of the CIS
countries]. Sankt — Peterburg. 2017. S. 64-65. [In Russian]

22. Karman A.D. Edemometriya v lechenii i diagnostike
ostrogo pankreatita [Edemometry in the treatment and
diagnosis of acute pancreatitis]. Khirurgiya Vostochnoi
Evropy [Surgery in Eastern Europe]. 2016. Ne 3 (19). pp.
381-386. [In Russian]

23. Kolomijcev V.I, Palamarchuk Ju.A., Dovgan' Ju.P.
Sravnitel'nyi analiz ispol'zovaniya razlichnykh metodov luchevoi
diagnostiki kholedoholitiaza [Comparative analysis of the use of
various methods of radiation diagnosis of choledocholithiasis].
Ukr. radiol. zhurn. [Ukrainian Radiological Journal]. 2013. T. 21,
Ne 4. pp. 390-399. [In Russian]

24. Kubyshkin V.A. [i dr]. Klinicheskie rekomendacii po
hirurgicheskomu lecheniju bol'nyh hronicheskim pankreatitom.
Ros. o-vo hirurgov, assoc. gepatopankreatobiliarmyh hirurgov
SNG. [Clinical recommendations for surgical treatment of
patients with chronic pancreatitis. Russian Society of Surgeons,
assoc. hepatopancreatobiliary surgeons of the CIS]. Tjumen',
2014. S- 47.[In Russian]

25. Kotovskij A.E., Urzhumceva G.A., Glebov K.G.
Diagnosticheskie i lechebnye  endoskopicheskie
vmeshatel'stva pri parapapillyarnom divertikule
dvenadtsatiperstnoi  kishki [Diagnostic and therapeutic
endoscopic interventions for parapapillary duodenal
diverticula]. Annaly hirurgich. gepatologii. [Annals of
surgical Hepatology]. 2009. Ne 1. pp.68-74. [In Russian]

26. Krohin A.A., Buhvalov A.G., Smirnov D.M. Otsenka
riska formirovaniya naruzhnykh pankreaticheskikh svishhei
posle  khirurgicheskogo  lecheniya  destruktivnykh
pankreatitov [Assessment of the risk of formation of external
pancreatic fistulas after surgical treatment of destructive
pancreatitis]. Aktual'nye voprosy khirurgii: sbornik nauchno-
prakticheskih rabot [Topical issues of surgery: a collection

186



Hayxa u 3apaBooxpanenne, 2022 4 (T.24)

O030p JMTEPATYPHI

of scientific and practical works]. Chelyabinsk, 2014. Vyp.
10. pp. 52. [In Russian]

27. Kubachev K.G., Abdullaev Je.G., Kachabekov M.S.
Vozmozhnosti endoskopicheskikh tekhnologii v lechenii
bol'nykh ostrym biliarnym pankreatitom [Possibilities of
endoscopic technologies in the treatment of patients with
acute biliary pancreatitis]. Vestn. Ivan. med. akad. [Bulletin
of the Ivanovo Medical Academy] 2010. T.15, Ne 4. pp.24—
28. [In Russian]

28. Lubjanskij V.G., Arutiunjan G.A., Aliev A. R,
Zharikov A.N. Korrektsiya regionarnogo krovoobrashheniya
v kompleksnom lechenii bol'nykh ostrym pankreatitom
[Correction of regional blood circulation in the complex
treatment of patients with acute pancreatitis]. Annaly
khirurgicheskoj gepatologii [Annals of Surgical Hepatology].
2014. Ne3. pp. 86 -91. [In Russian]

29. Maev V., Kazulin AN,
Khronicheskii  pankreatit ~ [Chronic
Medicina, 2005. p.504. [In Russian]

30. Mitusheva Je.l, Sajfutdinov R.G., Shajmardanov
R.Sh. [i dr.] Izmeneniya v organakh gepatopankreatobiliarnoi
sistemy i kachestvo zhizni patsientov posle kholetsistektomii
[Changes in the organs of the hepatopancreatobiliary system
and the quality of life of patients after cholecystectomy].
Kazan. med. zhurn. [Kazan medical journal] 2015. T. 96,
vyp.3. pp.348-353. [In Russian]

31. Nazarenko P.M., Nazarenko D.P., Kanishhev Ju.V.
[[ dr]. Khirurgicheskaya taktika pri ostrom biliarnom
pankreatite [Surgical tactics in acute biliary pancreatitis].
Annaly khirurgicheskoi gepatologii. [Annals of Surgical
Hepatology] 2011. T.16, Ne 3. pp.71-76. [In Russian]

32. Nazarenko P.M., Nazarenko D.P., Samgina T.A,
Kanishhev Ju.V. Nash opyt khirurgicheskogo lecheniya
ostrogo biliarnogo pankreatita [Our experience in surgical
treatment of acute biliary pancreatitis]. Kurskii nauchno-
prakticheskii vestnik «Chelovek i ego zdorov'e» [Kursk
scientific and Practical bulletin "Man and his health"]. 2017.
Ne 4, pp.57-66. [In Russian]

33. Nesterenko Ju.A., Laptev V.V., Mihajlusov S.V.
Diagnostika i lechenie  destruktivnogo  pankreatita
[Diagnosis and treatment of destructive pancreatitis]. M.:
BINOM-PRESS, 2004. S-304. [In Russian]

34. Paskar' S.V. Patogeneticheskie podkhody v lechenii
biliarnogo pankreatita [Pathogenetic approaches in the
treatment of biliary pancreatitis]. Vestn. Ros. voen. med.
akad. [Bulletin of the Russian Military Medical Academy]
2010. Ne3. pp. 78-83. [In Russian]

35. Popov A.V., Maslov Ju.N., Ganeeva E.R., Ershova
A.l. Profilaktika vtorichnogo infitsirovaniya zhelchnykh putei
posle naruzhnogo drenirovaniya obshhego zhelchnogo
protoka u bol'nykh biliarnym pankreatitom [Prevention of
secondary infection of the biliary tract after external
drainage of the common bile duct in patients with biliary
pancreatitis]. Zdorov'e sem'i — 21 vek. [Family health]2013.
Ne 2. pp. 152-160. [In Russian]

Kucherjavyj Ju.A.
pancreatitis].  M.:

KoHTakTHas nHchopmavus:

36. Propp A.R. Diagnostika i khirurgicheskoe lechenie
khronicheskogo pankreatita s porazheniem  golovki
podzheludochnoi zhelezy [Diagnosis and surgical treatment
of chronic pancreatitis with pancreatic glans lesion]. Annaly
hirurgich. gepatologii. [Annals of surgical Hepatology].
2013. Ne1. pp.103-111. [In Russian]

37. Prudkova M.I. Neotlozhnaya khirurgiya. Klinicheskie
rekomendatsii  po okazaniyu meditsinskoi  pomoshhi
naseleniyu  Ural'skogo federal'nogo okruga. [Clinical
recommendations for the provision of medical care to the
population of the Ural Federal District] Ekaterinburg, 2013.
pp. 88[In Russian]

38. Prjadko A.S., Majstrenko N.A., Romashhenko P.N.
Maloinvazivnye tekhnologii v diagnostike i lechenii
khronicheskogo pankreatita [Minimally invasive
technologies in the diagnosis and treatment of chronic
pancreatitis]. Annaly hirurgich. gepatologii. [Annals of
surgical Hepatology]. 2012. Ne 2. pp.55-64. [In Russian]

39. Savel'ev V.S., et al. Pankreonekrozy [Pancreatic
necrosis]. M.: MIA, 2008. p.264. [In Russian]

40. Sajfutdinov I.M., Slavin L.E., Galimzjanov A.F. [i dr.]
Retrogradnoe stentirovanie zhelchevyvodjashhikh putei pri
patologii pankreatobiliarnoi oblasti [Retrograde stenting of
the biliary tract in the pathology of the pancreatobiliary
region]. Kazan. med. zhurn. [Kazan medical journal]2013.
T.94, Ne 3. pp. 311-315. [In Russian]

41. Salienko S.V. Ostryi destruktivnyi pankreatit [Acute
destructive pancreatitis]. Izdatel'stvo: LAP. 2014. p. 140. [In
Russian]

42. Stjazhkina S.N., Bulatova M.A., Gyrdymova D.A.
Posleoperatsionnyi ostryi pankreatit [Postoperative acute
pancreatitis]. Vestnik nauki [Bulletin of Science]. 2018. T. 3,
Ne 9 (9). pp.179-181. [In Russian]

43. Hvorostov E.D., Zaharchenko Ju.B., Tomin M.S.
Kompleksnoe lechenie ostrogo biliarnogo pankreatita,
sochetayushhegosya s ostrym kal'kulyoznym kholetsistitom,
s ispol'zovaniem sovremennykh endokhirurgicheskikh
metodov [Complex treatment of acute biliary pancreatitis
combined with acute calculous cholecystitis using modern
endosurgical methods]. Ukr. zhurn. khirurgii [Ukrainian
Journal of Surgery]. 2011. Ne 6. pp. 43—486. [In Russian]

44. Shvydko V.S., Dibirov M.D., Popova A.P., et al.
Profilaktika ostrogo pankreatita pri transpapillyarnykh
vmeshatel'stvakh u bol'nykh s metabolicheskim sindromom
[Prevention of acute pancreatitis with transpapillary
interventions in patients with metabolic syndrome].
Meditsinskii vestnik MVD [Medical Bulletin of the Ministry of
Internal Affairs]. 2011. Ne 6. pp. 13-18. [In Russian]

45. Jareshko V.G., Miheev Ju.A. Rezekisionnye i
dreniruyushhie  operatsii v lechenii  khronicheskogo
pankreatita i ego oslozhnenii [Resection and drainage
operations in the treatment of chronic pancreatitis and its
complications]. Ukr. med. zhurn. khirurgii. [Ukrainian Journal
of Surgery] 2013. T. 22, Ne 3. pp. 43-47. [In Russian]

MacanoB Anpusp EpnaHoBu4 — PhD poktopaHT 2-ro roga obyyeHust no cneuuanbHoctTn «MeguumHay, kadenpb!
rocnutansHoit 1 aetckon xupyprn HAO «MeguumHckuin yHneepeuteT Cemeinty. r. Cemeit, Pecnybnnka KasaxcraH.
MouToBbIN appec: Pecnybnuka KasaxcraH, 071400, r. Cemeit, ynuua AiimaytoBa 84 kB.25.

e-mail: Aldiyar_masalov_@mail.ru
Ten.: +77023379646

187



