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ABSTRACT Acute pancreatitis (AP) is a severe inflammatory disorder of the pancreas, precipitated predominantly by

gallstones or excessive alcohol consumption. It manifests with intense upper abdominal pain, nausea,
vomiting, and fever, potentially escalating to systemic inflammation and severe complications like organ failure. The urgency of
timely management is crucial to mitigate life-threatening scenarios and prevent long-term consequences such as chronic
pancreatitis or pancreatic necrosis. Management strategies focus on immediate supportive care, including hydration, pain
control, and nutritional support, complemented by interventions to address blockages. Early diagnosis and targeted treatment
protocols are vital to improve patient outcomes and reduce morbidity and mortality associated with this acute condition.
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INTRODUCTION

Acute pancreatitis, a severe inflammatory condition of the
pancreas, often arises suddenly and can be life-threatening if
not managed promptly. It primarily occurs due to gallstones
blocking the pancreatic duct or excessive alcohol
consumption. Characterized by symptoms such as severe
upper abdominal pain that radiates to the back, nausea,
vomiting, and fever, the condition can escalate to systemic
inflammation and other severe complications. Effective
treatment involves hydration, pain management, and
interventions to remove blockages, alongside monitoring and
managing potential complications like organ failure. Early
diagnosis and comprehensive management are essential to
improve outcomes and prevent long-term effects such as
chronic pancreatitis or pancreatic necrosis (1,2).

METHODS

This narrative review on acute pancreatitis involved a
systematic search across four major databases: PubMed,
Scopus, Embase, and Web of Science. We utilized specific
keywords such as "acute pancreatitis," "pancreatic
inflammation," "gallstone pancreatitis,” and "alcohol-induced
pancreatitis" to capture relevant studies published up to
March 2024.

The inclusion criteria focused on articles that provided
insights into the pathophysiology, clinical management, and
outcomes of acute pancreatitis. Initially, we identified 156
articles, which were then screened based on their titles and
abstracts to ensure relevance and rigor. Based on criteria such
as study design and focus, leaving 15 high-quality articles
that were included in the final review. This methodology
allowed for a comprehensive analysis of contemporary
diagnostic approaches and therapeutic interventions for
acute pancreatitis, offering a broad perspective on effective
management strategies and patient care advancements.

Clinical manifestations

Acute pancreatitis manifests primarily as sudden and severe
abdominal pain, typically centered in the upper abdomen and
often radiating to the back.

This pain, which can vary in intensity, is usually accompanied
by nausea and vomiting, significantly impacting patient
comfort and hydration status. The abdomen may feel tender
upon examination, and patients often report an increase in
pain intensity upon eating, leading to anorexia and weight
loss in prolonged cases (3).
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Fever is another common symptom, indicative of the
inflammatory process within the pancreas. As the condition
progresses, patients may develop signs of systemic
inflammation, including tachycardia, hypotension, and
respiratory distress. In severe cases, acute pancreatitis can
lead to the development of systemic inflammatory response
syndrome (SIRS), which can further escalate into septic shock
it bacterial infection occurs (4).

Jaundice may also appear, particularly if the inflammation or
associated swelling impinges on the common bile duct,
leading to obstructive jaundice. In advanced stages, patients
might exhibit Cullen's sign (bluish discoloration around the
umbilicus) or Grey Turner's sign (bluish discoloration along
the flanks), which are indicative of severe pancreatitis with
retroperitoneal or intra-abdominal bleeding (5).

Laboratory findings typically show elevated levels of
pancreatic enzymes in the blood, such as amylase and lipase,
which serve as diagnostic markers for the condition. Elevated
white blood cell counts, increased C-reactive protein levels,
and abnormalities in liver function tests might also be
observed, reflecting the severity of inflammation and its
systemic effects (6).

GJRA - GLOBAL JOURNAL FOR RESEARCH ANALYSIS = 119



VOLUME - 13, ISSUE - 05, MAY - 2024 « PRINT ISSN No. 2277 - 8160 * DOI : 10.36106/gjrq|

These clinical presentations highlight the need for prompt
diagnosis and management to prevent complications such as
pancreatic necrosis, pseudocysts, and chronic pancreatitis,
which can have long-term implications on patient health and
quality of life.

Diagnosis

The diagnosis of acute pancreatitis is primarily clinical but
relies heavily on laboratory tests and imaging studies to
confirm the presence of inflammation and assess its severity.
The initial diagnostic step usually involves evaluating the
patient's symptoms and medical history, particularly focusing
on factors like recent excessive alcohol consumption, history
of gallstones, or medication use that could precipitate the
condition (7).

Laboratory Tests

Serum Amylase and Lipase:

The most crucial diagnostic tests are serum amylase and
lipase levels. An elevation in these enzymes, particularly
lipase, which is more specific to the pancreas, is indicative of
pancreatitis. Levels more than three times the upper limit of
normal are generally considered diagnostic (8).

Liver Function Tests (LFTs):

These are conducted to check for elevated bilirubin levels and
other liver enzymes that might indicate gallstone-related
complications or assess for alcoholic pancreatitis (8).

Blood Tests:

Complete blood count (CBC) may show an increased white
blood cell count, a common sign of inflammation. C-reactive
protein (CRP) and erythrocyte sedimentation rate (ESR) can
also be elevated and are useful for assessing the severity of
inflammation (8).

Imaging Techniques

Abdominal Ultrasound:

This is typically the first imaging test used to identify
gallstones, biliary sludge, or other causes of ductal
obstruction that could lead to pancreatitis. It can also help in
assessing the pancreas indirectly (9).

Computed Tomography (CT) Scan:

A CT scan of the abdomen is more detailed and can visualize
the extent of pancreatic inflammation, detect pancreatic
necrosis, and other complications such as pseudocysts. It is
crucial for planning further management, especially in severe
cases (9,10).

Magnetic Resonance Imaging (MRI):

MRI, including MR Cholangiopancreatography (MRCP), is
beneficial for visualizing the biliary tree and pancreatic ducts
without the need for invasive procedures. It is particularly
useful if there is a suspicion of choledocholithiasis or in
chronic pancreatitis to assess ductal anatomy (10).

Endoscopic Evaluation

Endoscopic Retrograde Cholangiopancreatography
(ERCP):

While therapeutic in nature, ERCP can be diagnostic in
identifying obstructions within the bile or pancreatic ducts and
is employed when there is a high suspicion of obstructive
jaundice or biliary pancreatitis (11).

A comprehensive approach combining clinical assessment
with these diagnostic tools allows for accurate diagnosis,
severity assessment, and the formulation of an effective
management plan for patients with acute pancreatitis. This
holistic diagnostic approach ensures that complications can
be anticipated and managed promptly, improving patient
outcomes.

Treatment of Acute Pancreatitis

The management of acute pancreatitis (AP) focuses on
supportive care, addressing complications, and treating the
underlying cause. The initial approach includes several non-
invasive methods aimed at stabilizing the patient and
mitigating the effects of pancreatic inflammation.

Initial Management and Supportive Care

Fluid Resuscitation:

Early aggressive hydration with intravenous fluids within the
first 24 to 48 hours is crucial, especially for preventing
hypovolemia and supporting organ perfusion, which can be
compromised by fluid shifts in severe pancreatitis (12).

Pain Management:

Pain in AP can be severe and requires effective analgesia.
Non-opioid analgesics are first-line; however, opioids may be
necessary for adequate pain control (12,13).

Nutritional Support:

Enteral nutrition is preferred over parenteral nutrition and
should be initiated early, typically within 48 hours of
admission if the patient cannot tolerate oral intake. This
approach has been shown to reduce the risk of infections and
maintain gut integrity (13).

Monitoring and Managing Complications

Necrotizing Pancreatitis:

About 20% of AP cases can progress to necrotizing
pancreatitis, where parts of the pancreas die due to severe
inflammation. This condition may require surgical
intervention to remove necrotic tissue or drainage of
associated fluid collections (14).

Infection Control:

Antibiotics are not recommended routinely in AP unless there
is evidence of infection (e.g., infected pancreatic necrosis). In
such cases, culture-specific antibiotic therapy is initiated (14).

Endoscopic and Surgical Interventions

Endoscopic Retrograde Cholangiopancreatography
(ERCP):

This is indicated for patients with gallstone pancreatitis who
have concurrent cholangitis or persistent biliary obstruction
(15).

Cholecystectomy:

For patients with gallstone pancreatitis, cholecystectomy is
typically recommended during the same hospital admission
or soon after recovery to prevent recurrence (15).

Drainage Procedures:
In cases of large pseudocysts or abscesses, endoscopic or
percutaneous drainage may be required.

Addressing Underlying Causes

Alcohol Cessation:

In alcohol-induced pancreatitis, cessation of alcohol intake
and referral to alcohol cessation programs are essential to
prevent recurrence (15).

Management of Hypertriglyceridemia:
If AP is due to hypertriglyceridemia, lipid-lowering strategies
are implemented (15).

CONCLUSION

Acute pancreatitis requires a multidimensional approach to
treatment, emphasizing rapid clinical assessment, supportive
care, and specific interventions based on the underlying
cause. Timely fluid resuscitation, pain management, and
nutritional support form the cornerstone of initial
management, while monitoring for complications dictates the
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subsequent steps in patient care. Advanced interventions like
ERCP and cholecystectomy are reserved for specific cases
such as gallstone pancreatitis. Ultimately, addressing the root
cause, whether it be gallstones or lifestyle factors like alcohol
use, is essential for preventing recurrence and improving
long-term outcomes. This comprehensive treatment protocol
ensures that the severity of AP is managed effectively,
reducing the risk of chronic complications and mortality.
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