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ABSTRACT
Introduction: Acute pancreatitis is an inflammation of the pancreas caused by auto-digestion of the
gland by its enzymes. It includes a broad spectrum of pancreatic diseases, which vary from
parenchymal edema to necrosis. The objective of the current study was to describe the symptoms of the
patients with gallstones-associated pancreatitis and to reinforce the opinion that operation, within the
first 72 hours after the onset of the disease, has many advantages and has to be considered as a
treatment option when Endoscopic Retrograde CholecystoPancreatography (ERCP) is not available.
Methods: The present retrospective study concerns all patients that were hospitalized in Civil Hospital,
Sangli during the period between Jan 1, 2001 and Dec 31, 2011 under the diagnosis of gallstone-
associated acute pancreatitis. From the records 216 cases were identified (86 males and 130 females).
The mean age was 62.93 (SD 15.85years), ranging from 17 to 91 years.
Results: 48 patients (22.22%) fulfilled more than 3 of Ranson's criteria. 40 patients (18.52%) presented
with necrotizing pancreatitis. All patients underwent open cholecystectomy and common bile duct
exploration. Necrosectomy concomitantly with cholecystectomy was performed in 14 patients (6.48%).
The mean hospitalization was 10.53 days (S.D. 6.38 days), ranging from 2 to 36 days. The associated
mortality reached 5.55% (12 patients) and no patient died in the operating theatre. During the 12-month
follow-up period, 4 patients (1.85%) developed pancreatic pseudocysts.
Keywords: Acute gallstone pancreatitis, Cholecystectomy

INTRODUCTION

Acute pancreatitis is an inflammation of the
pancreas caused by auto-digestion of the gland,
by its enzymes. It includes a broad spectrum of
pancreatic ~ diseases, which vary from
parenchymal edema to necrosis. The clinical
course of an episode of acute pancreatitis varies
from a mild-transitory form to a severe
necrotizing form characterized by multisystem
organ failure and mortality in 20-40% of cases
[1]. Mild pancreatitis does not need specialized
treatment, and surgery is necessary only to treat
underlying mechanical factors such as gallstones
or tumors at the papilla of Vater [1].
Etiologically, the most frequent form is acute
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biliary pancreatitis [2]. Treatment of such an
entity is still controversial, but a minimally
invasive technique undoubtedly plays an
important role [2].

The objective of the current study was to describe
the symptoms of the patients with gallstone-
associated pancreatitis and to reinforce the
opinion that operation, within the first 72 hours
after the onset of the disease, has many
advantages and has to be considered as a
treatment option when Endoscopic Retrograde
CholecystoPancreatography  (ERCP) is not
available.
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METHODS

The present retrospective study includes all non-
alcoholic patients hospitalized in the Civil
Hospital, Sangli during the period between Jan 1,
2001 and Dec 31, 2011 under the diagnosis of
gallstone-associated acute pancreatitis (GAAP).
The characteristics of the 216 patients included in
the present study are presented in Table 1.

The diagnostic approach of the patients included
both laboratory and imaging investigation. All
laboratory examinations necessary to a full
patient evaluation according to Ranson’s criteria
were performed. In the context of the imaging
study a plain chest film, a plain abdominal film,
ultrasonography and computerised tomography
were performed. All patients were evaluated with
the Ranson's criteria. It is important to notice that
138 (63.89%) patients were aware of the
gallstones.

All patients underwent cholecystectomy and
common bile duct exploration. Necrosectomy
concomitantly ~ with  cholecystectomy  was
performed in 14 patients (6.48%). One hundred
and two patients were followed-up during a 12
month period. The follow-up included laboratory
examination and CT-scanning every 6 months.

RESULTS

The symptomatology is of prime importance in
the diagnosis of the acute pancreatitis in general.
Table 2 presents the symptoms appearing in
Gallstone-associated Acute Pancreatitis (GAAP)
in the present series.

The laboratory investigation plays a major role
both in the diagnosis and in the prognosis of the
Gallstone-associated Acute Pancreatitis (GAAP).
Table 3 presents the laboratory results of the
patients. Forty-eight patients (22.22%) fulfilled

more than 3 Ranson's criteria. Furthermore,
according to Ranson’s classification, 176 patients
(81.48%) had a mild to moderate acute biliary
pancreatitis and 40 (18.52%) had a severe one.

Table 1: Characteristics of the patients in this
series

Sex Male : 86 ‘ Female: 130
Age (Years) 62.93 (S.D. 15.85)

Age Range (Years) |171t091

Table 2: Symptomatology of Gallstone-associated
Acute Pancreatitis (GAAP)

Symptoms 2'10:0255[ lents Percentage (%)
Abdominal pain 216 100

Nausea & 184 85.19
vomiting

No bowel sounds |158 73.15
Hypovolemia

(Tachycar.dla - 2 12.04
Hypotension)
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The imaging studies represent a paramount factor
in the diagnosis and decision-making of
Gallstone-associated Acute Pancreatitis (GAAP).
The results of the imaging investigation are
presented in Table 4. In the above table under
each examination are cited the possible findings
that led the examination to be conclusive.

All patients underwent cholecystectomy and
common bile duct exploration. Necrosectomy
concomitantly ~ with  cholecystectomy  was
performed in 14 patients (6.48%). The mean
hospitalization period was of 10.53 days (S.D.=
+6.38days). The duration of the hospitalization
ranged from 2 to 36 days.

The associated mortality was 5.55% (12 patients)
and no patient died in the operating theatre.
During the 12-month follow-up period: 4 patients
(1.85%) developed pancreatic pseudocysts.
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Table 3: Laboratory findings

Parameter No. of Patients | Percentage (%)
Admission WBC >15,000 cells / ul 30 13.89
Glucose >200 mg/dI 18 8.33
LDH >350 I.U./L 42 19.44
Serum Amylase >1000 I.U/L 206 95.37
Hematocrit elevated 14 6.48
CRP elevated 14 6.48
SGOT (AST) >250 IU/L 54 25.00
First 48 hours | Hematocrit >10% 26 12.04
Ca’* <8 mg/dl 18 8.33
pa0, <70 mmHg 68 31.48
Base deficit >4mEq/L 30 13.89
Fluid sequestration >600ml 16 7.41

Table 4: Results of the imaging studies

No. of Patients

Percentage (%)

Plain abdominal film
Sentinel loop sign

Colon cutoff sign

Radio opaque stones

Air in the duodenal loop
Obliteration of the psoas sign

65.74

Plain chest x-ray
Left basal atelectasis

Left pleural effusion
Elevation of left hemidiaphragm

29.63

Pancreatic ultrasonography
Edema
Peripancreatic fluid collection

72.22

Biliary tree ultrasonography
Gallstones

85.19

CT scan Abdomen
Pancreatic changes
Peripancreatic changes
Nonspecific findings

92.59

DISCUSSION

It is well known that acute biliary pancreatitis is
more frequently found among females than males
[3-8]. The above data is consistent with the
findings in the present study, since the female:
male ratio is around 2:3. As for severity, there
was no significant association between gender
and any of the severity parameters with a few
minor exceptions: longer hospital stays, higher
Imrie scores and more pseudocysts for women,
and more necroses in women with idiopathic
pancreatitis. Thus, gender is no independent risk
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factor for the severity and outcome of acute
pancreatitis [9],

Overall length of hospital stay was positively
correlated with complications,
choledocholithiasis, co-morbidity, and deferment
of endoscopic or surgical procedure [10-12]. In
the present series the above statement reflects to
the fact that the range of the hospitalization varies
from merely 2 days to 36 days.

In the modern era of laparoscopic and endoscopic
surgery it is generally accepted that Gallstone-
associated Acute Pancreatitis (GAAP) has to be
managed by endoscopic removal of the gallstone
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and secondary laparoscopic removal of the
gallbladder [13-16]. In the present series neither
Endoscopic Retrograde Cholecysto
Pancreatography (ERCP) nor laparoscopic
approach was available for that reason open
surgery was performed.

A field of controversy is the timing of the
operation. According to several authors operation
can be performed at the acute phase, while
according to others it should be performed
several weeks after the acute episode [17-23]. In
our series the preferred time of the operation was
within 72 hours from the acute episode. This
choice was proved to be right as this was proven
by the low mortality rate and the duration of the
hospitalization.

CONCLUSION

Despite the fact that open surgical management
of the Gallstone-associated Acute Pancreatitis
(GAAP) is not the optimal treatment of the
disease, the operation has to be a logical option in
the interventional arsenal of the surgeon,
especially when the institutional facilities at
which he works don’t offer access to Endoscopic
Retrograde CholecystoPancreatography (ERCP)
and laparoscopic instrumentation.

ACKNOWLEDGEMENT

We acknowledge all the immense help received
from the scholars whose articles are cited and
included in references of this manuscript. We are
also grateful to Editors, Publishers of all those
articles, journals and books from where the
literature for this article has been reviewed and
discussed.

REFERENCES

1. Gloor B, Uhl W, Muller CA, Buchler MW
(2000) The role of surgery in the
management of acute pancreatitis. Can J
Gastroenterol 14:136D-140D

2. Ricci F, Castaldini G, de Manzoni G,
Borzellino G, Rodella L, Kind R, Cordiano C

10.

11.

12.

13.

14.

Int ] Cur Res Rev, Nov 2012 / Vol 04 (22)

Page 149

(2002) Treatment of gallstone pancreatitis:
six-year experience in a single center. World
J Surg 26(1):85-90

Pezzilli R, Billi P, Morselli-Labate AM
(1998) Severity of acute pancreatitis:
relationship with etiology, sex and age.
Hepatogastroenterology 45(23): 1859-1864
Bell AM, O'Rourke MG (1986) Gallstone
pancreatitis. Med JAust 144(11):572-574
Carballo F, Martinez de Pancorbo C (1995)
Epidemiological aspects of acute pancreatitis.
Ann Ital Chir 66(2): 155-158

Halvorsen FA, Ritland S (1996) Acute
pancreatitis in Bus- kerud County, Norway.
Incidence and etiology. Scand J Gastroenterol
31(4):411—414

Ranson JH (1982) Etiological and prognostic
factors in human acute pancreatitis: a review.
Am J Gastroenterol 77(9): 633-638

Singal AK, Elamin AH, Ayoola AE (2003)
Profile of acute pancreatitis in Jizan, Saudi
Arabia. Saudi Med J 24(1): 72-75

Lankisch PG, Assmus C, Lehnick D,
Maisonneuve P, Lowenfels AB (2001) Acute
pancreatitis: does gender matter? Dig Dis Sci
46(11):2470-2474

Aiyer MK, Burdick JS, Sonnenberg A (1999)
Outcome of surgical and endoscopic
management of biliary pancreatitis. Dig Dis
Sci 44(8):1684—1690

Catto JW, Alexander DJ (2002) Pancreatic
debridement in a district general hospital—
viable or vulnerable? Ann R Coll Surg Engl
84(5):309-313

Fielding GA, Mok F, Wilson C, Imrie CW,
Carter DC (1989) Management of gallstone
pancreatitis. Aust N Z J Surg 59(10):775—
781

Carr-Locke DL (2003) Biliary pancreatitis.
Can J Gastroenterol 17(3):205-208
Carr-Locke DL (1995) Endoscopic treatment
of acute biliary pancreatitis. Ann Ital Chir
66(2):203-207




A STUDY OF GALLSTONES ASSOCIATED ACUTE PANCREATITIS AND ITS MANAGEMENT IN

Subodh P Uganeet al RURAL INDIA

15

16.

17.

18.

19.

20.

. Gloor B, Uhl W, Muller CA, Buchler MW

(2000) The role of surgery in the
management of acute pancreatitis. Can J
Gastroenterol 14:136D-140D

Nam JH, Murthy S (2003) Acute pancreatitis
- the current status in management. Expert
Opin Pharmacother 4(2): 235-241

Osborne DH, Imrie CW, Carter DC (1981)
Biliary surgery in the same admission for
gallstone-associated acute pancreatitis. Br J
Surg 68(11):758—761

Saltzste'in  EC, Peacock JB, Mercer LC
(1983) Early operation for acute biliary tract
stone disease. Surgery 94(4): 704-708

Prorok JJ, Trostle DR (1986) Early definitive
surgery for acute pancreatitis associated with
cholelithiasis. Am Surg 52(4):201-204
Mercer LC, Saltzstein EC, Peacock JB,
Dougherty SH (1984) Early surgery for

21.

22.

23.

Int ] Cur Res Rev, Nov 2012 / Vol 04 (22)

Page 150

biliary pancreatitis. Am J Surg 148(6):749-
753

Heij HA, Veen HF, Eggink WF, Obertop H
(1985) Timing of surgery for acute biliary
pancreatitis. Am J Surg 149(3): 371-374
Kelly TR, Wagner DS (1988) Gallstone
pancreatitis: a prospective randomized trial of
the timing of surgery. Surgery 104(4):600-
605

Burch JM, Feliciano DV, Mattox KL, Jordan
GL Jr. (1990) Gallstone pancreatitis. The
question of time. Arch Surg 125(7):853-859;
discussion 859-860.




