
Summary:
Background: Acute pancreatitis (AP) is an acute
inflammatory condition of the pancreas that may extend to
local and distant extrapancreatic tissues. It is a life-
threatening disease that has many causes, few effective
treatments, numerous serious complications, and an often
unpredictable course. The objectives of this study are to
develop our knowledge about presentation and diagnosis
of acute pancreatitis, to assess the patient with acute
pancreatitis accurately and to develop a standard
management protocol.

Methods: This observational study was carried out in Combined
Military Hospital (CMH) Dhaka, CMH Momenshahi and
CMH Ghatail during the period of June 2007 to December
2010. A total 25 patients of Acute Pancreatitis were studied
retrospectively, evaluated and managed.

Results: In this study 25 patients 19 (76%) were male (male :
female = 3.17:1), age range 08 to 55 years, Mean age – 38.92
years. Maximum number of the patients fall into fourth and
fifth decades. All patients presented with abdominal pain,
specially in upper abdomen. Laboratory test revealed
leucocytosis and high serum and urinary amylase, positive
findings in Ultrasonogram and CT scan found in all patients.
Gall stone was the leading cause 14 (56%). 20 (80%) patient
developed some form of complications. 24 patients were
treated conservatively. Average hospital stay was 15.52 days.
Serious regional and systemic involvement in Acute
Pancreatitis causes multiple organ or system failure.

Conclusion: Early diagnosis and effective treatment can
significantly reduce the morality and morbidity.
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Introduction:
Acute pancreatitis is a complex, life-threatening disease
that has many causes, few effective treatments, numerous
serious complications, and an often unpredictable
course. Incidence varies from 4.5 to 79.8 per 100,000
per year in different countries. This variation is due to
different diagnostic criteria, geographical factors, and
changes over time.1 The disease may range from a mild,
self-limiting inflammatory process to extensive necrosis

and multi-organ failure. In 1974 Ranson et al2 identified
11 objective clinical and laboratory measurements
available within 48 hours of admission each of which
had value in predicting severity. Acute pancreatitis is a
neglected disease in our country. We are not aware of
the actual scenario regarding the incidence, prevalence,
cause or mortality rate of this treatable disease. Studies
suggest that outcome of an attack of  acute pancreatitis
can be improved by early treatment and therefore, urgent
treatment of severe acute pancreatitis will reduce
morbidity and mortality.3

In recent years, treatment of severe acute pancreatitis
has shifted away from early surgical treatment to
aggressive intensive care. This observational
retrospective study has been carried out in Combined
Military Hospital (CMH) Dhaka, CMH Momenshahi
and CMH Ghatail during the period of June 2007 to
December 2010 which are fully supported with ICU
and laboratory facilities. The purpose of this study were
to develop knowledge about presentation and diagnosis
of acute pancreatitis, assess the patient with acute



pancreatitis accurately for surgical intervention. And to
develop a standard management protocol for patient
with acute pancreatitis.

Materials and Methods:
This observational study has been carried out in
Combined Military Hospital (CMH) Dhaka, CMH
Momenshahi and CMH Ghatail during the period of
June 2007 to December 2010. A total 25 patients of
acute pancreatitis were studied retrospectively. All
patients were defence personel and their entitled
families. A detailed history was taken from the patients.
Physical findings were recorded properly. Diagnosis
were made by symptom analysis, physical examination,
laboratory investigations and radiology and imaging
study. Patients with chronic pancreatitis and other
pancreatic disorders were excluded from this study.
All the patients were followed up regularly during their
stay in the hospital and as out patient.

Results:
The youngest patient of this series was 08 years and oldest
was of 55 years. Male 19 (76%) and Female: 06 (24%);
Male: Female = 3.17: 1; Maximum number of the patients
fall into fourth and fifth decades. Mean age – 38.92 years,
Median age – 40 years (Table-I). All patients presented
with abdominal pain, specially in upper abdomen (68%)
(Figure-I). It was mainly dull aching in nature (72%), but
28% patients had throbbing pain. All patients of acute
pancreatitis complained of anorexia (100%). 17 patients
presentated with nausea and vomiting (68%). One patient
of acute pancreatitis was associated with 36 weeks
pregnancy. All patients had abdominal tenderness. Ascites
was present in 05 patients (20%). 10 patients (40%) had
features of paralytic ileus. 07 patients had (28%) pleural
effusion. (Table-II).

Investigations were aimed at confirming the diagnosis.
Laboratory test revealed leucocytosis, high serum and

urinary amylase and raised  C – reactive Protein (CRP)
were found in all patients. Serum Calcium level was
decreased in 09 patients(36%). (Table – III). All the patients
were investigated with plain X Ray abdomen, USG of
whole abdomen, C.T. scan of abdomen. ERCP was done
in 14 patients. (Table – IV) (Table – V). 07 (28%) patients
had pleural effusion, 05 (20%) patients developed
electrolytes imbalance and 01(4%)  patient had severe
respiratory distress impending to ARDS and required
ventilatory support. Pseudocyst formation occurred in 02
(8%) patients. 03 (12%) patients had hyperglycaemia and
controlled with insulin; subsequently they developed
diabetes mellitus, 03 (12%)  patient developed septicaemia
and managed with antibiotics and supportive care (Table
– VI). 24 patients were treated conservatively. All patients
were managed in intensive care unit for better support. As
there was no HDU setup in CMHs, some of them though
did not strictly fulfil the admission criteria in ICU were
managed in ICU rather than in general wards. One patient
required surgery as she presented with acute pancreatitis
with 36 weeks pregnancy with foetal distress. Emargency
laparotomy was done. The baby was delivered by caesarean
section and careful peritoneal toileting was done and a drain
was kept in situ.

All the patient were kept nil by mouth and nasogastric
suction. Intravenous fluid, antibiotocs, analgesics and
anti spasmodic were prescribed.

All 14 patients having gall stone were operated. 03 in
the same admission and other 11 were treated by interval
cholecystectomy. All cholecystectomy were done
laparoscopically.

Patients with some form of complications took more
time to recover. Average hospital stay was 15.52 days.
All were back to their normal life and work without any
significant problem during the period of follow up,

Table-I

Age and Sex distribution of the acute pancreatitis patients (n=25)

Age <20 20–30 31–40 41–50 51years Total Percentage M : F
(Years) & above (%)
Male 01 02 07 07 02 19 76
Female 01 01 02 01 01 06 24
Total 02 03 09 08 03 25 100 3.17:1

Mean age – 38.92 years
Median age – 40 years
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Table-II

Physical signs in acute pancreatitis patients (n=25)

Signs No. of patients Percentage
Abdominal tenderness 25 100
Paralytic ileus 10 40
Ascites 05 20
Fever 20 80
Anaemia 21 84
Jaundice 02 08
Pleural effusion 07 28

Table-III

Laboratory findings in acute pancreatitis
patients (n=25)

Laboratory test No. of patients Percentage
Leucocytosis 25 100
High serum and urinary 25 100
amylase
Abnormal liver function test 05 20
Raised CRP 25 100
Blood culture positive 03 12
Decreased serum calcium 09 36

Table-IV

Findings of radiological study in acute pancreatitis patients (n=25)

Name of the Investigations Findings No. of patients Percentage
1. Plain

X- Ray abdomen a) Isolated dilated gas filled 07 28
loop of Jejunum (sentinel loop)
b) Isolated gas filled duodenum 05 20
c) Gas filled hepatic and splenic 05 20
flexures separated by gas less
transverse colon (colon cut off sign)

2. X-Ray Chest a) Left sided pleural effusion 05 20
(P/A view)  b) Bilateral pleural effusion 02 08

3. CT Scan  a) Diffusely enlarged Pancreas 25 100
with obliterated boundaries
b) Fluid collected in peri- and 10 40
retro pancreatic space
c) Gall stone 14 56

4. ERCP  Dilated CBD 02 14.29
(Done in 14 patients)

Table-V

Findings of USG of whole abdomen of acute
pancreatitis patients (n=25)

Findings No. of patients Percentage

a)  Acute pancreatitis 25 100

b)  Ascites 02 08

c) Gall stone 14 56

Table-VI

Complication of Acute Pancreatitis (n=25)

Complications No. of patients Percentage
Pleural effusion 7 28
Electrolytes imbalance 5 20
Septicaemia 3 12
Ascites 2   8
Pseudocyst formation 2   8
ARDS/Pulmonary complication 1   4
Hyperglycaemia 3 12

Clinical Pattern and Management of Acute Pancreatitis MM Hasan et al.

124



except two patients who reported with recurrent attack
and subsecuently managed without any disability.

Discussion:
Acute pancreatitis is responsible for 3% of hospital
admissions with acute abdominal pain.4  Acute
pancreatitis can affect all age groups, although it is rare
in children. The mean age at presentation is usually in
the sixth decade. In this study maximum number of the
patients fall into fourth and fifth decades and mean age
was 38.92 years.

In developed countries, the most common cause of acute
pancreatitis is alcohol abuse. A recent study suggests
that 44% of patients have alcohol as the primary risk
factor for acute or chronic pancreatitis.5 Several studies
have reported that smoking is an independent risk factor
for developing acute pancreatitis.6 Pancreatitis occurs
in approximately 5% of ERCPs, with a range from 2%
to 7% depending on the criteria for defining the
pancreatitis, the type of procedure, and the experience
of the endoscopist.7 The precise pathogenesis of
gallstone induced pancreatitis continues to be debated.
In this study, 14 (56%) patients had gall stone; none of
the patients were alcoholic.

Pain is usually the cardinal symptom. It develops
quickly, reaching maximum intensity within minutes. It
may persist for 12 – 48 hours or more. Location of pain
is usually in mid epigastrium but may be localized or
diffuse. There is radiation to the back in about 50% of
cases.8 Nausea, vomiting, retching are usually marked
accompaniments. Hiccup can be present. Sometimes
patients may present with features of pulmonary, renal,

cardiocirculatory insufficiency. The spectrum of
appearance on admission ranges from patients who
appear completely well to those who are already gravely
ill with profound shock, toxic and confused. In our study,
all patients presented with abdominal pain specially in
upper abdomen. The pain was sudden onset in 15
patients and in 10 patients onset was gradual.

Proper clinical evaluation and some biochemical,
hemodynamic parameters and radiological features are
necessary for early diagnosis. Multiple factor prognostic
scoring systems have proved valuable. Some important
scoring system are Ranson system, Glasgow systems,
APACHE ll score. In this study, initially these patients
were evaluated by Ranson’s criteria. 13 patients (52%)
had mild attack (<3 signs), 07 patients (28%) had 3-4
signs, 03 patients had 5-6 signs and 02 patients had more
than 6 signs.

The serum amylase concentration rises to more than 2½
times normal within 6 hours after the onset of an acute
episode. It generally remains elevated for several days.
Serum amylase level in excess of 1000 IU/dl occur early
in the attack in 95% of patients with biliary pancreatitis
and 85% of patient with alcoholic pancreatitis.9  C-
reactive protein (CRP) is an acute phase protein, raised
in many condtion eg. major trauma, sepsis, acute
panecreatitis. CRP is of no value in the diagnosis of
acute pancreatitis but sharply rises in pancreatic necrosis
and that is a useful early marker of severity of
pancreatitis. Serum calcium levels fall in about 25% of
cases, and that signifies severe pancreatitis.
Hypertriglyceridemia is reported to cause 1 – 4 % of
acute pancreatitis. It is also implicated in more than half
of gestational pancreatitis cases.10 In this study all
patients had high serum and urinary amylase and
decreased serum calcium level were found in 9 (36%)
patients.

In about two thirds of the cases, a plain film is abnormal.
The most frequent  finding is isolated dilated gas filled
segment of gut (sentinel loop). The “colon cut off” sign
may present when gas filled hepatic and splenic flexures
are separated by gasless transverse colon. Radiological
investigation such as X Ray abdomen, USG and CT
Scan of abdomen were done in this study. Abnormal
findings (sentinel loop, isolated gas filled duodenum,
colon cut off sign) were present in 17 films. The chest
radiographs may reveal a pleural effusion that is more

Fig.-1: Site of pain of the acute pancreatitis patients
(n=25)
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common on the left side.11 In severe pancreatitis
extensive perihilar oedema may suggest development
of adult respiratory distress syndrome. In this study,
pleural effusion was found in 07 patients (28%).

Ultrasonography is being used more frequently to
diagnose acute pancreatitis. It is recommended that all
patients with acute pancreatitis should undergo
ultrasound within 24 hours of admission. All reference
studies confirm reduction in morbidity and mortality
with early duct clearance. Early ERCP and urgent
cholecystectomy within 3-9 days of admission for better
outcome.12 Contrast enhanced CT Scan is the ‘gold
standard’ for establishing the diagnosis of necrotizing
pancreatitis. The severity of abnormalities on an
unenhanced CT is graded quantitatively and is combined
with the severity of pancreatic necrosis on an enhanced
CT to form the CT severity index.13 In this study
ultrasonography and CT scan was done in all patients
that revealed diffusely enlarged pancreas, with
obliterated boundaries. Fluid collected in peri- and retro
pancreatic space in 10 patients and gall stone in 14
patients (56%). ERCP was done in 14 patients who have
gall stone. 02 patients had dilated CBD (sphincterotomy
done).

Several major gastroenterological and surgical societies
have issued guidelines on how to manage acute
pancreatitis, based on evidence from high-quality
randomized trials and nonrandomized studies as well
as on expert opinion.14 The UK guidelines for the
management of acute pancreatitis were formulated and
released by the British Society of Gastroenterology
(BSG) in 1998. but compliance is suboptimal in other
developed countries, according to several studies,15, 16

Firstly, acute pancreatitis is stratified according to severity.
Glasgow-Imrie scoring together with C – reactive protein
are recommended by the BSG for stratification of severity
of acute pancreatitis. ‘BISAP’ a new five-point scoring
system,17 was recently prospectively validated. ‘BISAP’
is an acronym for the five markers it is based on, each of
which has been shown to predict severe illness in acute
pancreatitis: (1) Blood urea nitrogen level > 25 mg/dl,
(2) Impaired mental status, (3) SIRS, (4) Age > 60 years,
(5) Pleural effusion.

The presence of three or more of these factors correlates
with higher risk of death, organ failure, and pancreatic
necrosis.18

Surgery has little use in the early management of acute
pancreatitis. Patients who fail to improve despite optimal
medical treatment or patients who push the Ranson score
even, should be taken to the operating room. Surgery in
these cases may lead to a better outcome or confirm a
different diagnosis. One study suggested a minimally
invasive step-up approach was associated with less
complication, although mortality was similar in the open
and minimally invasive groups.19

Advances in critical care, antibiotics and interventional
radiology have played complementary role in improving
the outcomes.20 Infants and toddlers with acute
pancreatitis present with fewer classical symptoms and
are managed differently from older children.21 Patients
of this study were treated conservatively in Intensive
Care unit for massive support. One patient required
surgery as she reported with acute pancreatitis with 36
weeks pregnancy with foetal distress.

The role of antibiotics in the management of early acute
pancreatitis is controversial. Despite a number of clinical
trials and meta-analyses, a clear consensus still does
not exist.22 Antibiotics may prevent death by preventing
nonpancreatic infections rather than by preventing
infection of necrotic pancreatic tissue.23 Acute
pancreatitis is a hypercatabolic state, and early nutrition
should be initiated with a therapeutic intent. In patients
with mild acute pancreatitis, oral feeding can be
considered within 24–72 hours of disease onset. A recent
study has shown that initiating re-feeding with low fat
soft diet is safe and can reduce hospitalization, when
compared with clear liquid diet.24 In biliary pancreatitis,
a sphincterotomy can relieve the obstruction. In cases
of mild gallstone pancreatitis, one small study of 50
patients found early gallbladder removal was safe and
associated with shorter hospital stay.25 Delay in
cholecystectomy was associated with an increase in
biliary complications in patients with non-necrotizing
biliary acute pancreatitis.26 Early confirmation of
etiology and ERCP within 48 hours with CBD stones
clearance followed by urgent cholecystectomy within
3-9 days gave excellent outcome.12 In this study early
(after subsiding the acute phase) ERCP was done in 14
patients having gall stone to evaluate the
pancreaticobiliary system and sphincterotomy was done
in two patient who had dilated CBD. Cholecystectomy
was done in 03 patients in the same admission and other
11 were treated by interval cholecystectomy.
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The median hospital stay for the severe cases was
16 days (range 2-304) in a study of 186 patients.4 In
this study it was 15.52 days.

Conclusion:
Acute pancreatitis may range from a mild to a life-
threatening condition. Establishing a rapid diagnosis
through laboratory testing and radiologic studies is
important. As the clinical pattern of acute pancreatitis
varies in different patients, failure of diagnosis may lead
to considerable morbidity and enen death of the patient.
In patients with signs of severe disease at onset or clinical
deterioration after hospital admission, consultation with
a gastroenterologist and a surgeon is recommended.
Educating patients about the disease and advise them to
avoid alcohol and to discontinue any risk factor, such as
fatty meals and abdominal trauma is also helpful.
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