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 Certain facts need to be reviewed in day to day 
practice regarding etiology, pathogenesis, clinical 
features 

 Post ERCP pancreatitis 
          Role of rectal indomethacin 
 Management of Acute Pancreatitis 
           IVF 
 Autoimmune pancreatitis 
 Pancreatic Necrosis 
 
 



Etiology 
o Alcohol 
o Gall stones 
o Idiopathic 
o Drugs 
o Hyperlipidemia 
o Hypercalcemia 
o Infection 
o Trauma/ERCP 
o Hereditary 
o Obstruction 
o Postoperative, hypotension, scorpion venom 

 
 



              Gall Stones 
 35-40% of cases 

 
 Stone size < 5 mm, microlithiasis 

 
 Meta-analysis: 
  ALT>150 IU/L  had PPV of 95 % 
                        Tanner et al, Am J Gastro 1994;89:1863 



      POST ERCP PANCREATITIS 
 The reported incidence of  post ERCP pancreatitis  is: 

 
A. 1-2% 
B. 5-10% 
C. 1-30% 
D. 25-30% 



   RISK FACTORS FOR POST ERCP PANCREATITIS 
 Prior H/O Post ERCP pancreatitis  
 Suspected  sphincter of Oddi dysfunction 
 Females 
  Normal serum bilirubin 
  Absence of chronic pancreatitis  
 Biliary sphincter balloon dilation  
 Difficult cannulation 
  Pancreatic sphincterotomy 1 or more injections of contrast 

into the pancreatic duct 
 

 Freeman et al 2001 



POST ERCP PANCREATITIS 
 

   

   Avoidance of ERCP if alternative diagnostic 
tool available like EUS, MRCP, IOC 
 



 POST ERCP PANCREATITIS 
 Proven therapy for the prevention of post ERCP 

pancreatitis is: 
A. Gabexate 
B. Corticosteroid 
C. Indomethacin 
D. Ulinastatin 
E. Unfractionated heparin 









Hypertriglyceridemia and Pancreatitis 
 accounts for 1.3 -3.8 % of cases of AP. 
 > 500 mg% 
 pathogenesis is unclear. 
 The serum amylase and lipase may not be 

elevated in 50% of cases. 
Caution with: Vitamin A, Thiazide, Beta-blocker, 

Estrogen and Alcohol. 
 

Toskes PP . Gastroenterol Clin North Am 1990 Dec;19(4):783-91 

 



Pancreatitis and drugs 

 2-4% of  all cases of AP 
 Definite: 
 Azathioprine/6 MP 
 Estrogens 
 Valproic acid 
 Pentamidine/DDI 
 Thiazides 
 Furosemide 
 Sulfonamides 
 NSAIDS 

 

 Possible: 
 Asparaginase 
 ACE inhibitor 
 5 ASA 

 



Hereditary Pancreatitis 

 Mutation in exon 2(N291) and exon 3 ( R122H) of the 
cationic trypsinogen  gene 

 Autosomal dominant hereditary pancreatitis 
 The mutant trypsin is resistant to lysis and remain active 
 Causes recurrent Acute Pancreatitis= Chronic pancreatitis 

 
Whitcomb D et . Al.Gastroenterology 1996 Jun;110(6):1975-80 

 



Autoimmune Pancreatitis 
 Great deal of attention recently 
 Reported in Japan and Europe 
 Presence of auto antibodies against pancreatic exocrine 

and endocrine cells 
 Elevated serum IgG 4 
 Diffuse enlargement of pancreas 
 Irregular narrowing of MPD 
 Symptoms usually mild 
 Steroids may be beneficial 

 Finkelberg DL et.al.N Engl J Med. 2006 Dec 21;355(25):2670-6 

 



  IDIOPATHIC PANCREATITIS 

 Varies from 10-18% 
 Depends on how extensive the search would  be 
 Some found to have microlithiasis, genetic 

abnormalities 
 No patient should be allowed to have >1 attack of 

AP without having an ERCP or EUS 
 Age > 50, should be cautious about carcinoma 

 Toskes PP . Gastroenterol Clin North Am 1990 Dec;19(4):783-91 



 
 Which of the following therapy has been 

demonstrated to be effective in acute 
pancreatitis 

 
1. Lexipafant 
2. Octreotide 
3. Glucagon 
4. H2 receptor antagonist 
5. None of the above 



Errors in management 
 Failing to identify and monitor severity of the disease 
            Monitor the patient closely 
 Failing to prevent necrosis 
             Aggressive intravenous  hydration 
 Failing to establish the DX and Rx biliary sepsis and 

pancreatitis 
          Specificity of LFTS 
          The importance of urgent ERCP 
 Role of antibiotics 
 Maintenance of the nutrition 



Severe Acute Pancreatitis as Defined 
by Atlanta Symposium 
 Early Prognostic Signs   
           Ranson  signs >3  
           APACHE-II score >8 
  Organ Failure   
           and/or  
  Local Complications  
          Necrosis  
          Abscess  
          Pseudo cyst 

Bradley EL 3 rd. Arch Surg 1993;128:586-90. 
 
 



Risk factors for severe disease at 
admission: Bedside BISAP criteria 

 B=BUN> 25 
 I=Impaired mental status 
 S= systemic inflammatory response syndrome( SIRS) 
     (Pulse >90/min, Res >20/min, or PaCO2<32 mm hg, T max >100.4 F or < 96.8 F, 

WBC > 12 K or < 4Kor > 10% bands) 

 A= Age >60 
 P=Pleural effusion 

 
 Conwell D et all. Clinical gastro and hepatology . May 2010, Vol 8, No 5, p: 410425 
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Hematocrit and Severity 
 Hemoconcentration with an admission Hematocrit 

47% or failure of admission Hematocrit to decrease at 
approximately 24 h were strong risk factors for the 
development of pancreatic necrosis. 
 

 Extravasations  of fluid to peritoneum- decreased 
intravascular volume- Hematocrit rises-decreased 
pancreatic perfusion- increased pancreatic necrosis 

Break the cycle with IVF 
Baillargeon JD et al. Am J Gastroenterol 1998;93:2130-34 



How much fluid should we give 
 In 48 hours typical person needs : 5-7 l 
 Hyper catabolic state like AP add : 1-3 L 
 Assuming 6 L of sequestration  
 Typical IVF requirements for initial 48 hours in mild 

AP is 10-20 L 
 250-400 cc/hr initially and then titrate to Hematocrit 
 Japanese guideline: 60-160 cc /KG/24 hrs to maintain 

urine output > 1 ml/Kg/H 
 

 Tanner S et al.AGA post graduate course syllabus2009;393-407 
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Role of early ERCP and Biliary 
Sphincterotomy 

 Biliary pancreatitis 
       Transaminases  > 3 times of normal value 
 Stone in CBD 
 Biliary sepsis 
 Severe acute pancreatitis 
 Perform urgently ( < 24 hrs better than 72 hrs) 

 
Fan et al NEJM 1993;328: 228-232 

Neoptolemos et al. Lancet 1988;2:979-983 
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Role of Antibiotics in Acute Pancreatitis 

 No Longer Controversial. 
 Double blinded  placebo controlled study 
 100 patients from 32 centers 
 Meropenem vs. Placebo 
 No statistically significant benefit in preventing 

infection, sepsis, mortality 
 Prophylactic antibiotics are not recommended in 

necrotizing pancreatitis 
                                                                                            Dellinger T et al. annals of Surgery 2007;435:222-231 

Isenmann R et al.Gastroenterology2004;126:997-1004 



Management of Sterile Necrosis 
 Organ failure seen in almost 50% of patients 
 Sterile necrosis- best managed medically for the first 

2-3 weeks. 
 After that , if pain persists or  unable to eat 
         Debridement 
 Surgical, Endoscopic Necrosectomy or Percutaneous 

drainage 
 Be cautious about early intervention, may increase 

mortality, introduction of infection with re-surgery 
 

Bank and Freeman Am J Gastroenterol.2006;101:23792400 

 
 



Management of Infected Necrosis 

 33% develop infected necrosis, usually after 10 days 
 48% of those develop organ failure 
 Dx: air bubble in retro peritoneum, CT guided 

aspiration 
 Infected necrosis- begin antibiotic, surgical  

debridement is the treatment of choice. 
 

 
Bank and Freeman Am J Gastroenterol.2006;101:23792400 

 
 



Diagnosis of Pancreatic Infection  
 



Which Antibiotic? 
 Penicillin has no role in pancreatic infection 

 
 Carbinepenem group is the antibiotic of choice 

 
 Ciprofloxacin and Metronidagole are good alternative 
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Nutrition in Acute Pancreatitis 
 Rethinking enteral nutrition 
 EN vs. TPN 
 Maintains gut integrity and decreases intestinal 

permeability 
 Less hyperglycemia 
 Fewer septic complication 
 Fewer days in hospital 
 Decreased costs 
 Decrease in morbidity and mortality 

 
Tanner S et al.AGA post graduate course syllabus2009;393-407 

 
 



Nutrition in Acute Pancreatitis 
 

 No statically significant  difference has been shown in 
RCT comparing NG over NJ feeding  in severe AP 

 NG or NJ feeding should be started early 
within 36-48 hours in patients with severe 
acute pancreatitis 
 

Eatock et al. Am J gastro 2005;100:432-439 



Mortality in Acute Pancreatitis 

 Overall                                                               6% 
 Interstitial Pancreatitis                                     3% 
 Necrotizing  Pancreatitis                                  17% 
 Infected Necrosis                                               30% 
 Single Organ failure                                           3% 
 MOF                                                                    47% 

 
 

Bank and Freeman Am J Gastroenterol.2006;101:23792400 

 
 
 
 



Do’s and Don’t 
 Avoid labeling patients with “mild” during the first 48 

hrs 
 Beware of organ failure- maximize supportive care 
 Prevent necrosis -- aggressive hydration 
 Remove retained stone: early ERCP, if indicated 
 Prevent infection of necrosis( if present) 
             Do not use prophylactic antibiotic 
             Avoid TPN 
             Enteral feeding 
 Sterile necrosis- conservative approach- supportive 

care> 3 wks, if persistent pain, unable to eat– surgical 
debridement 

 Infected necrosis- begin antibiotic, debridement 
 
 
 



 
 

  Most Deaths In Patients  With 
Acute Pancreatitis  Are Avoidable. 



Follow up of Acute Pancreatitis 
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