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Summary
A rare case of a twenty-six years old male, presented to emergency department of Mosul
General Hospital in Mosul, as acute abdomen, on exploration, acute local- focal necrotizing
pancreatitis was found, presented as a tumour like swelling related to the distal part of
pancreas, treated by necrosectomy (distal pancreatectomy), followed-up for 10 years without
any sequelae, complications or recurrence. The present report documents a careful
necrosectomy as the basic principle of surgical management of patients with focal necrotizing
pancreatitis, which was supported by many other reports, published recently abroad.

Introduction

Case Report

he early assessment, and management of severe acute pancreatitis
remains a difficult clinical problem 1.
Although conservative treatment is the
treatment of choice in acute pancreatitis2. However sometime preoperative
diagnosis may be difficult or impossible3, laparotomy in such case establishes the diagnosis and has a role in
excising any necrotic tissue 1. In this
paper, a report of one case of focal local
acute haemorrhagic pancreatitis is
presented and the treatment, follow-up,
is described.

A 26-years old male referred to
Emergency Department of Mosul
General Hospital on 16th July 1990, as a
case of acute abdomen of 2days
duration. On admission he was shocked
(systolic B.P < 90mmHg) with signs of
peritonitis, no previous history of trauma
or indulgence of special drug, or alcohol,
with neither similar attacks before, nor
in family.
Clinical suspicion of perforated
viscus was entertained in spite of
negative pneumoperitoneum on x-ray.
After giving intra-venous fluid and
rehydration, the patient was taken to
theatre, abdomen was explored through
long upper mid-line incision, a free
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blood stained peritoneal fluid with areas
of fat necrosis at upper abdomen
especially in and through the left transverse mesocolon and around distal part
of pancreas, was found.
The pancreas was exposed, and the
retroperitoneum was carefully explored
to detect extrapancreatic necrosis. The
distal part of pancreas, mainly the tail
was edematous and swollen with
necrosis and hemorrhage, forming a
mass-like tumour of 6x7 cm in diameter
mainly of necrotic tissue.
Necrosectomy was started using blunt
finger fracture technique, most of the
mass was removed carefully and accurately enbloc, and sent for histopatholgy
which revealed a diagnosis of focal
haemorrhagic acute pancreatitis (Fig.1)
.The surgical debridement completed,
leaving only adherent tissue that could
not easily be teased free, to avoid injury
of major vessels and neighboring
structures. Tube drain was left at the
necrotic area, and the abdomen closed in
mass using proline No 1-suture material
in a continuous running double layers.

Figure 1. Wide spread necrosis of pancreatic
tissue with intestinal edema and haemorrhage, and heavy neutrophilic infiltration,
consistent
with
acute
haemorrhage
pancreatitis (H &E X400)
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The patient ran a smooth postoperative
course and was discharged well on the
7th postoperative day. During hospitalization the patient was put on intravenous antibiotic therapy (Gentamycin,
Ampiclox and Metronidazole for 5
days). The patient returned to his usual
activity within 4 weeks and remained
well and symptoms-free for the next 10years.
Discussion
Acute pancreatitis ranges in severity
from mild, self-limiting condition, to a
fulminating illness resulting in death
within days of onset. The difficulty in
predicting the likely course of the
illness4 has been well described
particularly when assessment is carried
out on admission to hospital 5. In this
patient the condition was severe because
he presented with shock and signs of
peritonitis. Historically acute pancreatitis had been considered to be of twotypes, haemorrhagic or subacute 6,7. On
exploration local focal necrohaemorrahgic acute pancreatitis forming mass
related to the distal part of pancreas
consisting mainly of necrotic tissue was
found. Although little disagreement
regarding the necessity for surgical
intervention is still existing 8,9, careful
necrosectomy including debridement,
removal of necrotic parenchyma and all
peripancreatic necrosis was performed in
my case. These surgical procedures
considered as the basic principle of
surgical management of patient with
necrotizing pancreatitis 9,10. In fact it
represents a therapeutic necessity in such
patient 11,12, because the severity of the
local inflammation and the systemic
complications are related to the amount
of pancreatic parenchymal necrosis with
development of bacterial contamination13.
Luckily there was no infection in my
case because of the early intervention
and the use of antibiotics. As in other
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reports prophylactic antibiotics was used
to avoid infection, the most important
cause of death in such cases 3,9. It is not
necessary to remove every gram of
devitalized tissue 16. But debridement
should be sufficiently extensive to
remove the main necrotic areas, and it
should be done carefully to avoid
damage to surrounding structures,
especially major vessels, the small or
large bowel 15. Follow up for 10 years in
this case was free. Review of literature
revealed that the mortality rate of
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patients with acute pancreatitis ranged
between 15-20% 17-19, and more than
80% of those who die from acute
pancreatitis were due to septic
complications 20,21. The initial 72 hours
after onset of symptoms of acute
pancreatitis serve as a crossroad for
which severe clinical disease develop in
as many as 30% of patients with acute
pancreatitis, and such period represent
the initial hypovolemic stage during
which hypotention or even hypovolemic
shock acts as a leading feature 22.
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