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K CBEAEHHUIO ABTOPOB!
[Ipu HampaBIEeHUY CTAaTbH B PEAAKITUIO HEOOXOIUMO COOIONATh CISAYIONINE TIPABHIIIA;

1. CraTps nomkHa OBITH IPEJCTaBICHA B IBYX SK3EMIUIIPAX, HA PYCCKOM HMJIM aHTITUHACKOM SI3bI-
Kax, HaTrleyaTaHHas yepe3 MoJITopa HHTepBaJjia Ha OIHOI CTOPOHE CTAHIAPTHOIO JIUCTA € INMPHHOI
JIEBOTO NOJIsI B TPHM caHTHMeTpa. Mcnonb3yemblil KOMIIBIOTEPHBII WPUQT U1 TEKCTa Ha PYCCKOM U
aHnuickoM s3bikax - Times New Roman (Kupuiuna), 115 TeKcTa Ha TPy3UHCKOM S3BIKE CIIEAYeT
ucnoip3oBath AcadNusx. Pasmep mpudra - 12. K pykonrcu, HaneyaTaHHOW Ha KOMITBIOTEPE, JTODKEH
o5ITh IprtoskeH CD co crarbeit.

2. Pa3Mep craTbu TOTKEH OBITH HE MEHEe NeCsTH 1 He OoJiee 1BaALATH CTPAHUI] MAITHOIINCH,
BKJIIOYAsl yKa3areJlb JINTepaTypsl U Pe3loMe Ha aHIJIMIICKOM, PYCCKOM U IPYy3HHCKOM SI3bIKaX.

3. B crarbe 10KHBI OBITH OCBEIICHBI AKTyaIbHOCTh JAHHOTO MaTepHalla, METOIBI U PE3YIIbTaThI
UCCIIeIOBaHUs U X 00CYyKACHHE.

[Ipu npencTaBiIeHNHN B IIeYaTh HAYYHBIX SKCIIEPUMEHTAIBHBIX PA0OT aBTOPHI JOJIKHBI YKa3bIBATH
BHUJl U KOJMYECTBO SKCIIEPUMEHTANBHBIX KUBOTHBIX, IPUMEHSBIINECS METOABl 00e300MMBaHUS U
YCBHIJICHHUS (B XOJI€ OCTPBIX OIIBITOB).

4. K crarbe JOIKHBI OBITH MIPUIIOMKEHBI KpaTKoe (Ha MOJICTPAaHUIIBI) Pe3OMe Ha aHIIIUICKOM,
PYCCKOM M IT'PY3HHCKOM $I3bIKax (BK/IIOYAIOLIEE CIELYOLINE pa3aesbl: Liedb UCCIeI0BaHNs, MaTepHual U
METOJIBI, PE3YJILTATHI M 3aKIIFOUSHHE) U CIIUCOK KITtoueBBIX cioB (key words).

5. Tabnunp! HEOOXOIUMO NPENCTABIATE B Ie4aTHOH hopme. DoTokonuu He npuHUMaroTcs. Bee
nu¢poBbie, HTOTOBbIE H NPOLIEHTHbIE JaHHbIE B Ta0JIMIaX J0JIKHbI COOTBETCTBOBATH TAKOBBIM B
TeKcTe cTaThbU. Tabiuibl U rpaduKu TOJKHBI OBITH 03aryIaBIICHBI.

6. dotorpadun AOIKHBI OBITH KOHTPACTHBIMHU, (POTOKOIHHU C PEHTTEHOTPAMM - B IO3UTUBHOM
n300paxeHuH. PUCYyHKH, yepTeXu U IuarpaMmbl clIeoyeT 03ariaBUTh, IPOHYMEPOBATh U BCTABUTH B
COOTBeTCTBYIOIIEe MecTo TekcTa B tiff opmare.

B noanucsix k MukpogotorpadgusaM cieayeT yKa3plBaTh CTEICHb yBEIMUCHUS Yepe3 OKYISP HITH
00BEKTUB U METOJ] OKPACKU WJIM UMIIPETHALIMH CPE30B.

7. ®aMUIUU OTEYECTBEHHBIX aBTOPOB MIPUBOJAATCS B OPUTHHAIBHON TPAHCKPUIILIUH.

8. I[Ipu opopmnennu u HampaBneHun crared B xypHanm MHI mpocum aBTOpOB cobmronars
NpaBUIIa, U3JI0KEHHBIE B « EMUHBIX TpeOOBaHUSIX K PYKOMHUCSM, IPEACTABISIEMBIM B OMOMEIUIIMHCKHUE
JKypHAJIbD», TPUHATHIX MeXIyHapOAHBIM KOMHUTETOM PEIAaKTOPOB MEAMLMHCKUX KYpHAJIOB -
http://www.spinesurgery.ru/files/publish.pdf u http://www.nlm.nih.gov/bsd/uniform_requirements.html
B koHIIe Kax 101 OPUTHHATIBHOM CTaThU MPUBOAUTCA OnOIHOrpadguyeckuii cnucok. B cnmncok nurepa-
TYPBI BKJIFOYAIOTCSl BCE MaTepHalibl, HA KOTOPBbIE UMEIOTCS CCBUIKU B TeKcTe. CIHUCOK COCTaBIAETCs B
andaBUTHOM MOpsAKe U HymMepyeTcs. JIutepaTypHblii HCTOYHMK NPUBOAUTCS Ha sI3bIKE OpUrMHaia. B
CIMCKE JINTEPATyPhl CHavYajia IPUBOIATCS PabOThI, HAMCAHHBIE 3HAKaMU TPY3MHCKOTO andaBuTa, 3aTeM
Kupwuien u naruHuneidl. CChUIKM Ha IUTHUPYEMble pabOThl B TEKCTE CTAaTbH JAIOTCS B KBaIpPaTHBIX
CKOOKax B BUJI€ HOMEPA, COOTBETCTBYIOLIETO HOMEPY JaHHOH pabOoThI B CIIMCKE TUTEPaTypbl. bonbmmH-
CTBO IIUTHPOBAHHBIX UCTOYHUKOB JOJKHBI OBITH 3a IMOCTIEAHNUE S5-7 JIET.

9. ns momydeHus MpaBa Ha MyONMKAIMIO CTaThs OJDKHA MMETh OT PYKOBOIUTENSI pabOTHI
WIN YUPEXKJCHUS BU3Y U CONPOBOIUTEIHHOE OTHOLLICHNUE, HAIMCAHHBIC WJIM HAlledaTaHHbIE Ha OJIaHKe
Y 3aBEPEHHBIE MOJIHCHIO U NIEYATHIO.

10. B koHIe cTaThU NOJKHBI OBITH MOAMHCH BCEX aBTOPOB, MOJHOCTBHIO MPUBEAEHBI UX
(amMuInM, UIMEHa U OTYECTBA, YKa3aHbl CIIy>KeOHBIN M AOMAIIHUI HOMEpa TeJIe(OHOB U agpeca MM
uHble koopAuHaThl. KomuuecTBo aBTOPOB (COABTOPOB) HE NOHKHO MPEBBIMIATH IISATH YEJIOBEK.

11. Penakuus ocraBisiet 3a cO00i MpaBo COKpaIaTh ¥ HCIPaBIATh cTarhi. Koppekrypa aBropam
HE BBICBUIAETCS, BCS paboTa U CBEpKa IPOBOAUTCS 110 aBTOPCKOMY OPHTHHAILY.

12. HemomycTuMoO HampaBiieHHE B pelaklMIo padoT, MpeICTaBICHHBIX K MeYaTH B MHBIX
M3/1aTeNbCTBAX WIIM OMYOJIMKOBAHHBIX B APYTHX U3JAHUSX.

Hpﬂ HApYHNIEHUH YKa3aHHBIX IPABUJI CTATbU HE PAaCCMAaTPUBAIOTCH.
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Please note, materials submitted to the Editorial Office Staff are supposed to meet the following requirements:

1. Articles must be provided with a double copy, in English or Russian languages and typed or
compu-ter-printed on a single side of standard typing paper, with the left margin of 3 centimeters width,
and 1.5 spacing between the lines, typeface - Times New Roman (Cyrillic), print size - 12 (referring to
Georgian and Russian materials). With computer-printed texts please enclose a CD carrying the same file titled
with Latin symbols.
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7. Please indicate last names, first and middle initials of the native authors, present names and initials
of the foreign authors in the transcription of the original language, enclose in parenthesis corresponding
number under which the author is listed in the reference materials.

8. Please follow guidance offered to authors by The International Committee of Medical Journal
Editors guidance in its Uniform Requirements for Manuscripts Submitted to Biomedical Journals publica-
tion available online at: http://www.nlm.nih.gov/bsd/uniform_requirements.html
http://www.icmje.org/urm_full.pdf
In GMN style for each work cited in the text, a bibliographic reference is given, and this is located at the end
of the article under the title “References”. All references cited in the text must be listed. The list of refer-
ences should be arranged alphabetically and then numbered. References are numbered in the text [numbers
in square brackets] and in the reference list and numbers are repeated throughout the text as needed. The
bibliographic description is given in the language of publication (citations in Georgian script are followed
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9. To obtain the rights of publication articles must be accompanied by a visa from the project in-
structor or the establishment, where the work has been performed, and a reference letter, both written or
typed on a special signed form, certified by a stamp or a seal.

10. Articles must be signed by all of the authors at the end, and they must be provided with a list of full
names, office and home phone numbers and addresses or other non-office locations where the authors could be
reached. The number of the authors (co-authors) must not exceed the limit of 5 people.

11. Editorial Staff reserves the rights to cut down in size and correct the articles. Proof-sheets are
not sent out to the authors. The entire editorial and collation work is performed according to the author’s
original text.

12. Sending in the works that have already been assigned to the press by other Editorial Staffs or
have been printed by other publishers is not permissible.

Articles that Fail to Meet the Aforementioned
Requirements are not Assigned to be Reviewed.
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Abstract.

Objective: The purpose of this study isto explore the application
effect of early risk factor warning model of acute kidney injury
combined with continuous renal replacement therapy in patients
with severe acute pancreatitis, and to comprehensively evaluate
the effects of this combined treatment model on patients’renal
functionrecovery and complications through prospective studies.
Methods: This study adopted a rigorous random grouping
method to ensure the balance and randomness of the grouping
and minimize the interference of confounding factors on the
research results. Specifically, with the help of a computer-
generated random number sequence, patients who met the
inclusion criteria were randomly assigned to the combined
treatment group and the traditional treatment group.
Results: Theincidenceofacutekidneyinjurydifferedsignificantly
between the two groups. The incidence of acute kidney injury in
the traditional treatment group is as high as 35%, which is closely
related to the natural course of the development of severe acute
pancreatitis and the limitations of traditional treatment methods.
Conclusions: The application of early risk factor warning
model of acute kidney injury combined with continuous renal
replacement therapy in patients with severe acute pancreatitis
has excellent performance in improving patient prognosis,
guiding clinical decision-making, and optimizing the allocation
of medical resources.

Key words. Early risk factor warning model, acute kidney
injury, renal replacement therapy, severe acute pancreatitis.

Introduction.

Severe acute pancreatitis (SAP) is a critical condition
characterized by significant inflammation of the pancreas,
which can lead to severe complications and high mortality
rates. The severity of acute pancreatitis can vary widely, with
approximately 20-30% of cases progressing to severe forms
that may involve necrosis and multi-organ dysfunction [1].
The leading causes of acute pancreatitis include gallstones and
excessive alcohol consumption, although other factors such
as hyperlipidemia and certain medications can also contribute
to its onset [2]. The pathophysiology of SAP involves the
activation of pancreatic enzymes within the acinar cells,
leading to autodigestion of the pancreas and the release of
pro-inflammatory mediators into the systemic circulation.
This process can trigger a systemic inflammatory response
syndrome (SIRS), which is similar to the response seen in
sepsis. The excessive release of cytokines such as interleukin-6
(IL-6) and tumor necrosis factor-alpha (TNF-a) plays a crucial
role in the progression of the disease and the development of
complications [3,4]. Clinical management of SAP focuses on
supportive care, including fluid resuscitation, pain management,
and nutritional support. Early enteral feeding is recommended,
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when possible, as it has been shown to improve outcomes in
patients with necrotizing pancreatitis. Antibiotic prophylaxis is
generally not recommended unless there is evidence of infection
[2]. The use of imaging techniques, particularly computed
tomography (CT), is essential for diagnosing complications
and assessing the severity of pancreatitis. The CT Severity
Index (CTSI) is often utilized to predict outcomes and guide
management decisions [5]. Recent studies have highlighted
the importance of pancreatic microcirculation in the context of
SAP. Disturbances in pancreatic microcirculation have been
correlated with histopathological tissue damage and increased
mortality rates. Improving pancreatic microcirculation may
enhance survival outcomes in patients with severe acute
pancreatitis [6]. Additionally, research into the gut microbiota
has suggested that dysbiosis may be associated with the severity
of acute pancreatitis, indicating a potential area for therapeutic
intervention [7]. In terms of prognosis, several clinical scoring
systems, such as the APACHE II score and Ranson's criteria,
are used to assess the severity of acute pancreatitis and predict
outcomes. High levels of inflammatory markers, such as
C-reactive protein (CRP) and procalcitonin (PCT), have been
associated with worse outcomes and complications, including
infected pancreatic necrosis 420. Overall, severe acute
pancreatitis remains a complex clinical challenge that requires a
multidisciplinary approach for optimal management. The focus
on ecarly identification of severe cases, timely intervention, and
supportive care is crucial in improving patient outcomes and
reducing mortality associated with this condition. Continuous
renal replacement therapy (CRRT) is a vital treatment modality
for critically ill patients, particularly those experiencing acute
kidney injury (AKI) and hemodynamic instability. CRRT is often
employed in intensive care units (ICUs) for patients with severe
AKI, especially those requiring significant doses of vasoactive
medications. The therapy can be tailored to the individual
needs of patients, adjusting parameters such as fluid removal
rates and dialysate composition to optimize outcomes. Studies
have shown that CRRT can lead to improved survival rates
and better recovery of renal function compared to intermittent
hemodialysis, particularly in critically ill populations [8].

The choice of anticoagulation during CRRT is crucial, as it
can significantly impact the therapy's effectiveness and safety.
Heparin has traditionally been the most commonly used
anticoagulant; however, citrate has gained popularity due to
its ability to enhance circuit survival and reduce the need for
blood transfusions. Citrate anticoagulation can also minimize
complications associated with heparin, such as bleeding and
thrombocytopenia, making it a favorable option in many clinical
settings [9].

In view of this, the purpose of this study is to explore the
application effect of early risk factor warning model of acute
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kidney injury combined with continuous renal replacement
therapy in patients with severe acute pancreatitis, and to
comprehensively evaluate the effects of this combined treatment
model on patients’renal function recovery and complications
through prospective studies. It has multiple impacts on disease
incidence, survival rate, and inflammatory indicators, in order
to provide a more scientific and effective clinical treatment plan
for severe acute pancreatitis complicated by acute kidney injury,
reduce patient mortality, and improve their quality of life.

Methods.

Data collection and organization:

This study extensively collected clinical data from patients
with severe acute pancreatitis. The information collected is
comprehensive and detailed, including patients’ demographic
information, suchasage, gender, ethnicity. This basic information
helps to initially understand the distribution of characteristics of
the patient group; detailed past medical history, such as whether
they suffer from hypertension, diabetes, Chronic diseases such
as coronary heart disease, as well as previous history of kidney
disease, these basic diseases are often closely related to the
occurrence of acute kidney injury Relevant and can be used as
an important risk assessment factor. The clinical manifestations
on admission cover symptoms, signs and other aspects, such as
the degree, location and duration of abdominal pain, whether it
is accompanied by fever, jaundice, and abdominal tenderness
and rebound tenderness. Physical signs, etc. These clinical
manifestations can intuitively reflect the priority of the patient’s
condition and provide immediate condition information for the
early warning model. Laboratory examination data is the focus
of collection, involving blood routine, blood biochemistry,
coagulation function, inflammatory indicators and other items.
The white blood cell counts and neutrophil ratio in routine
blood tests can reflect the body’s inflammatory response; blood
biochemical indicators such as blood creatinine, urea nitrogen,
cystatin C, blood amylase, lipase, etc., can not only reflect
kidney function, It can also assist in judging pancreatic damage;
coagulation function indicators such as prothrombin time, partial
thromboplastin time, fibrinogen, etc. are of great significance
for assessing whether patients have a hypercoagulable state and
predicting possible thrombotic complications; Inflammation
markers such as C Reactive protein (CRP), procalcitonin (PCT),
tumor necrosis factor-a (TNF-a), interleukin-6 (IL-6), etc., play
a role in the systemic inflammatory response caused by severe
acute pancreatitis. It plays a key role, and its level changes
are closely linked to the occurrence and development of acute
kidney injury.

Patient Inclusion and Exclusion Criteria.

The precise definition of patient inclusion criteria is the
cornerstone of ensuring the scientificity and wvalidity of
research. First of all, the research subjects must clearly meet
the diagnostic criteria for severe acute pancreatitis. According
to the latest guidelines jointly formulated by the International
Association of Pancreatology (IAP) and the American
Pancreatic Association (APA), the patients must have typical
symptoms of acute abdominal pain and serum amylase. Or
the lipase activity exceeds 3 times the upper limit of normal,
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and combined with imaging examinations, such as abdominal
enhanced CT showing inflammatory changes, edema, necrosis
or peripancreatic leakage in the pancreatic parenchyma, etc., the
diagnosis can be confirmed. For the diagnosis of acute kidney
injury, the criteria of the Kidney Disease Improving Global
Outcomes Organization (KDIGO) are strictly followed, that is,
an increase in serum creatinine >26.5 umol/L within 48 hours
or an increase in creatinine exceeding 1.5 times the baseline
value within 7 days. In view of the critical significance of acute
kidney injury staging in assessing the severity and prognosis of
the disease, the study further subdivided the acute kidney injury
staging of included patients and included patients in stages 1-2,
aiming to focus on patients whose early intervention is expected
to reverse the progression of kidney injury.

Grouping method and sample size.

This study adopted a rigorous random grouping method to
ensure the balance and randomness of the grouping and minimize
the interference of confounding factors on the research results.
In terms of gender, it is also ensured that the ratio of men to
women is roughly equal in the combined treatment group and
the traditional treatment group to avoid the impact of gender
differences on efficacy evaluation. Through this stratified
randomization strategy, the baseline characteristics of the two
groups of patients are as similar as possible, providing a fair and
reliable basis for subsequent comparative analysis. The sample
size is determined based on scientific statistical methods and
comprehensive consideration of multiple factors. Referring to
the empirical data of previous similar studies, combined with
the main observation indicators set in this study, such as the
incidence of acute kidney injury, 28-day survival rate, time for
renal function to return to normal, etc., statistical software was
used to estimate the sample size. Taking the incidence rate of
acute kidney injury as an example, assuming that the incidence
rate in the traditional treatment group is 30%, it is expected that
the combined treatment group can reduce it to 15%. The test level
is setto . =0.05, 1 - B=10.90 (B is the type II error probability,
based on the sample size calculation formula for comparing the
two sample rates, it was estimated that the required sample size
for each group was approximately 120 cases. The combined
treatment plan implements CRRT, and the entire treatment
process closely follows the established standardized process.
The medical staff use extremely high professionalism and
rigorous attitude to ensure that every step is accurate. During
the establishment of vascular access, the internal jugular vein,
femoral vein, or subclavian vein should be carefully selected for
central venous catheterization based on the patient’s individual
conditions, such as vascular conditions, emergency severity,
etc. Taking internal jugular vein catheterization as an example,
medical staff, under the real-time guidance of ultrasound and
with superb puncture technology, carefully and accurately
insert the catheter to ensure a successful one-time puncture and
minimize the risk of vascular damage and bleeding. After the
catheter placement is completed, the catheter should be properly
fixed, the puncture site should be strictly sterilely bandaged,
and any abnormalities such as bleeding and hematoma should
be closely observed to lay a solid foundation for subsequent
blood purification treatment. At the same time, patients



in the combined treatment group simultaneously received
conventional treatment for severe acute pancreatitis, including
fasting and gastrointestinal decompression.

Results.

In terms of renal function recovery, the combined treatment
group showed obvious advantages. Taking blood creatinine
as an example, before treatment, the blood creatinine levels of
the two groups of patients were in a high and similar range,
reflecting that the kidney function has been seriously threatened.
As treatment progresses, the decline in serum creatinine in the
traditional treatment group is relatively slow. On the 7th day of
treatment, the average serum creatinine value only dropped to
about 70% of the initial value, while in the combined treatment
group, the early risk factor warning model for acute kidney
injury was more accurate. Under the guidance, continuous renal
replacement therapy (CRRT) was started in a timely manner,
and the serum creatinine dropped rapidly. By the 7th day of
treatment, the average serum creatinine value had dropped
to about 50% of the initial value and continued to decline
steadily during the subsequent treatment period, with a faster
trend. Close to the normal range. Urine output monitoring also
showed significant differences. The average time for patients in
the traditional treatment group to return to normal levels (urine
output per hour was stable above 0.5-1 ml/kg) was as long as
9.5 days. Some patients even continued to recover after 2 weeks
of treatment. There was oliguria; patients in the combined
treatment group recovered significantly faster, with an average
of only 6.5 days. Most patients could reach normal urine output
standards in about 1 week of treatment, which fully demonstrates
that combined treatment can more effectively promote renal
excretion function. recovery and reduce kidney damage. The
incidence of acute kidney injury differed significantly between
the two groups. The incidence of acute kidney injury in the
traditional treatment group is as high as 35%, which is closely
related to the natural course of the development of severe acute
pancreatitis and the limitations of traditional treatment methods.
In the face of complex pathophysiological changes such as
systemic inflammatory response and microcirculation disorders
caused by severe acute pancreatitis, traditional treatments are
difficult to comprehensively and timely curb the occurrence
and development of acute kidney injury. The incidence of acute
kidney injury in the combined treatment group was only 18%.
Thanks to the early and accurate screening of the early warning
model, high-risk patients were identified in advance, and CRRT
intervened in a timely manner. Through multiple functions such
as clearing inflammatory mediators and maintaining internal
environment stability, effectively blocks the pathological
process of acute kidney injury and significantly reduces its
incidence. Comparison of the incidence of multiple organ
dysfunction syndrome (MODS) also highlights the advantages
of combination therapy. The incidence of MODS in the
traditional treatment group reached 40%. This is because once
severe acute pancreatitis is complicated by acute kidney injury,
an inflammatory storm rages in the body, and the functions
of multiple organs are successively damaged under multiple
attacks such as inflammatory mediator attacks and insufficient
perfusion. The incidence of MODS in the combined treatment
group was controlled at 22%.
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Discussion.

The results of this study have profound clinical significance
and wide application value and point out the direction for the
optimization of treatment strategies for severe acute pancreatitis
complicated by acute kidney injury. From the perspective of
improving patient prognosis, the combined treatment model
brings vitality to patients through multi-dimensional synergy.
The early risk identification of the early warning model is
like an accurate “disease compass”, which can identify high-
risk patients with acute kidney injury in the budding stage of
the disease, so that subsequent treatment can be targeted. The
timely intervention of CRRT creates good conditions for the
repair of damaged kidneys by virtue of its efficient removal
of inflammatory mediators, fine regulation of the internal
environment, and effective support of kidney function. The
rapid recovery of renal function not only reduces the damage
to the kidney itself and prevents the condition from worsening
to renal failure, but also reduces the source of a series of
complications caused by acute kidney injury, such as water and
electrolyte disorders, acid-base imbalance and other effects on
other organs. This series of chain reactions shows that combined
treatment directly targets the core pathophysiology of severe
acute pancreatitis complicated by acute kidney injury, breaks
the limitations of traditional treatment, and provides a solid
guarantee for improving the prognosis of patients. In terms of
clinical decision-making guidance, this study provides doctors
with a scientific and precise action guide. In the past clinical
practice, the risk prediction of acute kidney injury in patients
with severe acute pancreatitis mostly relied on empirical
judgment, lacking a quantitative and accurate indicator system,
and the selection of treatment timing was also subjective. The
establishment of an early warning model for acute kidney injury
risk factors integrates multi-dimensional clinical information
and uses advanced algorithms for quantitative analysis, which
can provide doctors with objective and accurate risk assessment
results, allowing doctors to predict based on the model when
facing patients. Clearly determine the patient’s risk level of
acute kidney injury and plan treatment plans in advance. When
the early warning model indicates that the patient is a high-
risk group, doctors can decisively initiate targeted treatment
measures such as CRRT to avoid worsening of the condition
due to delayed treatment opportunities. This precise decision-
making model based on the early warning model has greatly
improved the standardization and scientificity of clinical
treatment, reduced the blindness of medical decision-making,
and helped achieve early and precise intervention for severe
acute pancreatitis complicated by acute kidney injury.

From the perspective of optimal allocation of medical resources,
the combined treatment model is also of great significance. In
the current context of tight medical resources, how to rationally
allocate resources to maximize their effectiveness is an urgent
problem that needs to be solved. For patients with severe
acute pancreatitis, traditional treatment models often adopt a
“one size fits all” routine due to the lack of early and accurate
identification, resulting in some high-risk patients not receiving
timely and effective intensive treatment, while some low-risk
patients may be over-medicated. resulting in a waste of medical



resources. The early risk factor warning model for acute kidney
injury can accurately screen out high-risk patients who really
need high-level treatment such as CRRT and achieve “precise
investment” of medical resources.

For low-risk patients, close observation and conservative
treatment can be carried out according to conventional treatment
paths to avoid unnecessary medical intervention; for high-risk
patients, superior medical resources should be concentrated
and combined treatment can be carried out in a timely manner
to ensure that patients receive the best treatment during the
golden treatment period. This not only improves the utilization
efficiency of medical resources, but also maximizes the overall
prognosis of the patient group under limited resource conditions,
providing a feasible solution for the efficient operation of the
medical system.

Conclusion.

In summary, the application of early risk factor warning
model of acute kidney injury combined with continuous renal
replacement therapy in patients with severe acute pancreatitis
has excellent performance in improving patient prognosis,
guiding clinical decision-making, and optimizing the allocation
of medical resources. The clinical treatment of acute pancreatitis
complicated by acute kidney injury has opened up a new path,
has extremely high promotion and application value, and is
expected to become the standard model of clinical treatment in
the future, bringing benefits to more patients.
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