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Road map

• Background
• Acute pancreatitis definition and classification
• Management

– Fluids
– Nutrition
– Antibiotic
– Pain control



Definition

The diagnosis of acute pancreatitis requires two of the 
following three features: 
(1) abdominal pain consistent with acute pancreatitis 
(acute onset of a persistent, severe, epigastric pain 
often radiating to the back) 
(2) serum lipase activity (or amylase activity) at least 
three times greater than the upper limit of normal; and 
(3) characteristic findings of acute pancreatitis on 
imaging Am J Gastroenterol. 2006 Oct;101(10):2379-400.



Background

• >330,500 annual ED Visits
– 12% increase since 2006
– 76% patients are admitted
– 3rd leading GI diagnosis
– 0.5% Mortality

• 15-20% necrotizing pancreatitis
– Major cause of morbidity and mortality

Peery et al, Gastro 2015, 2. Peery et al Gastro 2022



Etiology

• Gallstones (40-70%)
• Alcohol(25-35%)
• Everything else

Easler, J.J. (2019). ERCP in Recurrent Acute 
Pancreatitis. In: Mullady, D. (eds) Dilemmas 
in ERCP.



Classification

• Interstitial edematous pancreatitis
• Necrotizing pancreatitis

Gut. 2013 Jan;62(1):102-11.



• Interstitial edematous 
pancreatitis

• Necrotizing pancreatitis



Severity of Pancreatitis

• Mild
– No organ 

failure
– No local or 

systemic 
complications

• Severe
– Persistent organ 

failure (>48 hrs)

• Moderate
– Transient 

organ failure 
(<48hrs)

– Local or 
systemic 
complications 
without 
persistent 
organ failure

Gut. 2013 Jan;62(1):102-11.



Complications of pancreatitis

• Gastric outlet obstruction
• Portal/splenic 

thrombosis/pseudoaneurysm 
• Colonic necrosis/Fistula
• Pancreatic/peripancreatic 

collections
• Abdominal compartment 

syndrome

• SIRS (HR>90 beats/min), RR >20 breaths/min, 
temperature >38 or <36 °C and WBC >1,200/mm3, 
<4,000/mm3 or bandemia ≥10%)

• Organ failure
• Sustained (>48h)
• Multiple Organ Failure (MOF)

• Circulatory
• Respiratory
• Renal

• Exacerbation pre-existing 
conditions

Gut. 2013 Jan;62(1):102-11.



<4 weeks
Acute 
peripancreatic 
collection

<4 weeks
Acute necrotic 
collection

Walled off 
necrosis

<4 weeks
Acute 
peripancreatic 
collection



Predictors of severity

Gastroenterology. 2012 Jun;142(7):1476-82



Acute pancreatitis management



Acute pancreatitis Management

FLUIDS NUTRITION ANTIBIOTICS PAIN 
CONTROL



Fluids: type of fluid

Clin Gastroenterol Hepatol. 2011 Aug;9(8):710-717.e1.

(84% reduction vs 0%, respectively; P = .035); 



Fluids: type of fluid

Pancreatology. 2018 Jul;18(5):507-512

• RCT n=24 NS n=23 LR
• 24% reduction in SIRS at 24 

hrs for LR vs 4.2% with NS 
(p=.002)

• No difference in SIRS at 48 
hrs, mortality, and LOS

• No difference in CRP, ESR, 
Procalcitonin, or local 
complications



Fluid : rate of resuscitation

Am J Gastroenterol. 2017 May;112(5):797-803.

Early Aggressive Hydration Hastens Clinical Improvement in Mild Acute 
Pancreatitis

Aggressive:
- 20 ml/kg bolus 
followed by 3 ml/kg/h 

Standard 
10 ml/kg bolus 
followed by 1.5 
mg/kg/h



Gastroenterology, Volume 160, Issue 3, 655 - 659







Results:Trial halted early due to differences in 
safety outcomes 









Limitations

• Landmark trial but…
– Underpowered due to early termination
– In the aggressive group, bolus given without 

assessment of volume status



Nutrition

N Engl J Med 2014;371:1983-93.

Early versus on-
demand 
nasoenteric tube 
feeding in acute 
pancreatitis



Early vs Delayed Feeding in Patients with Acute 
pancreatitis

• Systematic review and meta-analysis of 11 RCTs
• Early (<48 hrs) vs Late (>48 hrs)

– No increase in adverse events in mild-mod or severe 
AP

– Early associated with reduction in LOS in mild-mod 
AP

Ann Intern Med. 2017 Jun 20;166(12):883-892



Nasogastric vs Nasojejunal

Am J Gastroenterol. 2005 Feb;100(2):432-9



Enteral vs Parenteral nutrition



Nutrition take-home

• Enteral therapy preferred
• Enteral vs Parenteral:

– ¯ infection, ¯ organ failure, ¯ LOS, ¯ surgical intervention, ¯
mortality 

• NG and NJ equivalent
• Type of formulation not critical
• Parenteral if EN not possible e.g. ileus
• Early nutritional support is critical!
• The presence of fluid collections is not a contraindication to feeding

2017 Jun 20;166(12):883-892.



Antibiotics

Digestion. 2022;103(3):183-191



Pain control

• Goal is pain relief
– Opiates 

• Fentanyl
• Morphine (no evidence that it worsens pancreatitis)



Summary
• Fluid resuscitation

– Moderate resuscitation approach
• 1.5ml/kg/hr with a 10cc/kg bolus if hypovolemic
• Hr < 120, MAP 65-85, UO 0.5-1 cc/kg/hr

– LR preferred (unless hypercalcemia is preferred. 
• Nutrition

– Enteral preferred within 24-48 hrs if pain improving
– Start with low-fat, low residue, soft diet

• Pain control
– IV narcotics

• Antibiotics
– None initially

• Determine and address underlying etiology



Pancreatitis Guidelines

• American Gastroenterology Association
– 2007:  AGA institute technical review on acute pancreatitis
– 2018: Initial management of acute pancreatitis

• American College of Gastroenterology
– 2006: Practice guidelines in acute pancreatitis
– 2013: Management of acute pancreatitis

• American Pancreatic Association/International Association of 
Pancreatology

• 2012: IPA/APA evidence based guidelines for the management of 
acute pancreatitis



Thank you!!

Abdul.kouanda@ucsf.edu


