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Abstract

Background:  Acute pancreatitis is the most common and dangerous medical emergency in the practice of

gastroenterology. Severity of presentation and uncertain prognosis make it as a threatening disease. There is

limited information on how well physicians comply with standard guidelines, but compliance is suboptimal in

developing countries, according to several studies

Objective: This study was intended to determine the clinico-pathological profile, severity assessment, etiology

and challenges of management of acute pancreatitis in tertiary care hospital of Bangladesh.

Materials and Methods: In this cross sectional study, We included 384 patients of acute pancreatitis  who

were admitted at department of gastroenterology in Rangpur medical college hospital. We have collected data

from both hospital records and patients regarding study variables.

Result: In this study our main concern was to identify the challenges of management in acute pancreatitis. The

most common challenges we faced was delayed admission (59.11%)). Others were delayed hospital diagnosis

by physicians (42.97%) non-adherence of patient party regarding (29.95%), lack of investigations facility at

hospital (53.13%) and only 8.07% faced no challenges during management. Only 13% patients got current

guideline-based treatment of acute pancreatitis.

Conclusion: In our study, we have explored some unknown and new challenges regarding management of

acute pancreatitis. Addressing these challenges, we should be careful while managing patients of acute

pancreatitis to reduce morbidity and mortality.
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Introduction

Acute pancreatitis is an acute inflammatory process

of the pancreas with variable involvement of other

regional tissues or remote organ systems. Most

attacks have a benign course but severe attacks may

lead to shock, renal failure, respiratory failure and

death.  Acute pancreatitis is the most common and

dangerous medical emergency in the practice of

gastroenterology. Severity of presentation and

uncertain prognosis make it as a threatening disease.1

Acute pancreatitis is defined clinically by any 2 of the

following 3 criteria:  abdominal pain consistent with

pancreatitis, serum amylase or lipase level greater

than 3 times the laboratory’s upper limit of normal

and radiologic imaging evidence of pancreatitis, usually

by CT or MRI.2 It is important to recognize severe

acute pancreatitis early because the patient needs to

be transferred to a step-down unit or intensive care

unit to receive optimal fluid resuscitation and supportive

care for organ dysfunction. After 48 to 72 hours, a

prediction of severe acute pancreatitis should also

prompt the physician to order CT to detect pancreatic

necrosis, and also to initiate nutritional support. 3,4

Several clinical scoring systems have been studied

for assessing severity. The Ranson score is based on

11 clinical factors, 5 checked at admission and 6

checked at 48 hours. Patients are at higher risk of

death or “serious illness” (needing 7 or more days of
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90intensive care) if they have 3 or more of these factors.1,3

The APACHE II (Acute Physiology and Chronic Health

Evaluation II) score is more versatile. It is based on

multiple clinical and laboratory values, and it correlates

very well with the risk of death in acute pancreatitis.

Death rates are less than 4% when the APACHE II

score is less than 8, and 11% to 18% when it is 8 or

higher.6 BISAP, a new five-point scoring system, was

recently prospectively validated.9

• B-Blood urea nitrogen level > 25 mg/dL

 • I- Impaired mental status

• S- SIRS

• A-Age > 60 years

• P-Pleural effusion.

The presence of three or more of these factors

correlates with higher risk of death, organ failure, and

pancreatic necrosis.9 Compared with APACHE II,

BISAP has similar accuracy and is easier to calculate.

The ACG advises calculating the APACHE II score

within 3 days of admission and measuring the

hematocrit at admission, at 12 hours, and at 24 hours.

Most cases of acute pancreatitis are mild, with rapid

recovery and excellent prognosis. However, 15% to

20% are severe and may result in a prolonged

hospitalization, systemic inflammatory response

syndrome (SIRS), multiorgan system failure, and

death.10,11

Indicators of severity on CT are not usually evident

until 2 to 3 days after admission.12 CT at the time of

admission may be warranted to rule out other life-

threatening causes of abdominal pain and

hyperamylasemia (e.g., bowel obstruction, viscus

perforation). CT may also be useful in the late phase

of acute pancreatitis (weeks after admission) to

diagnose or monitor complications (e.g., pseudocysts,

abscesses, splenic vein thrombosis, splenic artery

pseudoaneurysms). Magnetic resonance imaging with

gadolinium contrast is a reasonable alternative to CT

for detecting pancreatic necrosis and other local

complications. The Balthazar-Ranson CT severity

index has total 10 points which includes the degree

of pancreatic enlargement and inflammation, presence

and number of fluid collections, and degree of necrosis.

The American College of Gastroenterology (ACG)

guidelines state that daily monitoring of amylase and

lipase has limited value in managing acute pancreatitis.

But in most cases of acute pancreatitis, daily serum

enzyme measurements add cost but little benefit.

Experts have suggested initially infusing 500 to 1,000

mL of fluid per hour in those who are volume depleted,

initially infusing 250 to 350 mL per hour in those who

are not volume depleted, and adjusting the fluid rate

every 1 to 4 hours on the basis of clinical variables.17

The sufficiency of fluid replacement should be carefully

monitored by vital signs, urine output, and serum

hematocrit. On the other hand, overly aggressive fluid

resuscitation can be detrimental in patients at risk of

volume overload or pulmonary edema.

Early nutritional support has been shown to improve

outcomes in severe acute pancreatitis.18  Enteral

nutrition is preferred to parenteral nutrition in

pancreatitis: it is less expensive and does not pose a

risk of catheter-related infection or thrombosis or

hepatic complications. Also, there is experimental

evidence that enteral nutrition may preserve the gut

barrier, decreasing mucosal permeability and bacterial

translocation.19

Antibiotics are not indicated in mild acute pancreatitis.

A limited course of antibiotics is typically indicated in

severe cases with suspected or proven infected

necrosis (in conjunction with surgical necrosectomy).

However, the use of antibiotics in sterile necrosis has

been very controversial. The AGA guidelines

recommend against routinely giving antibiotics in mild

acute pancreatitis and do not provide strict

recommendations for prophylactic antibiotic use in

necrotizing acute pancreatitis. ERCP has a limited

role in patients with biliary pancreatitis, being used to

clear retained bile duct stones or to relieve ongoing

biliary obstruction.

Various studies have been undertaken in our country

and abroad related to acute pancreatitis, its

presentation and role of various laboratory and imaging

techniques for diagnosis and prognostication.

Management of acute pancreatitis needs

multidisciplinary approach with support start from

emergency to ICU. So, there is a chance of

mismanagement in every step facing the physicians

in a challenge in management especially in low

resource settings. Other factors are patient’s financial

condition, education, social belief, transport facility,

referral system from periphery. All these factors may

challenge the management as well as prognosis of

patient.10-12 Moreover, early assessment is not

possible in all patients especially in delayed admission

by current scoring systems. That’s why the present

study was intended to determine the clinico-

90 Bangladesh Medical Res Counc Bull 2024; 50: 89-95
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91pathological profile, severity assessment, etiology and

challenges of management of acute pancreatitis in a

government laid tertiary care hospital to image the

real scenario of management in a limited resource

place.

Methodology

This descriptive type of Cross-sectional study was

conducted in the Department of Gastroenterology,

Rangpur medical college hospital from October 2022

to April 2023 over a period of six (06) months. Total

384 admitted patients fulfilling American College of

Gastroenterology (ACG) criteria for diagnosis of acute

pancreatitis  were included for the study. Patients with

chronic pancreatitis, pancreatic tumors, past history

of pancreatic  were excluded from the study.

A self-structured data sheet was prepared for data

collection. Data were collected from both admission

file records and patients by direct interview. The

datasheet contains 03 parts.

• First part covers sociodemographic characteristics

of patients of acute pancreatitis.

• Second part contains questions regarding clinical

features of acute pancreatitis.

• Third part covers questions regarding investigation

and management of acute pancreatitis.

All collected data were checked very carefully to

identify any error in data collection. Data processing

work were consisting of registration of schedules,

editing, coding-decoding and computerization,

preparation of dummy tables, analysis and matching

of data. The technical matter of editing, encoding

and computerization were fol lowed up by

investigator. Informed written consent were taken

from all the study subjects. After admission FBC,

CRP, Liver function test, Blood urea and creatinine,

Blood glucose, lipid profile, plain X-Ray abdomen,

Chest X-Ray were performed to all patients. All

cases were divided into mild, moderately severe and

severe acute pancreatitis by Revised Atlanta criteria

2012.3 CT scan of pancreas were done when

indicated; usually after 72 hours. Ultrasonogram

were repeated when symptoms persist or suspicion

of local complications arises during admission

period. An informed consent was sought from the

patient to take part is this study.

Statistical analyses were carried out by using the

Statistical Package for Social Sciences (SPSS)

version 25.0 for Windows (SPSS Inc., Chicago, Illinois,

USA). Continuous variables expressed as mean &

standard deviation and categorical variables as

frequencies and percentages. The difference between

groups was analyzed by Chi square test and t test

shown with cross tabulation. p- value <0.05 was

considered as significant.

Ethical permission was taken from National Research

Ethics Committee (NREC) after getting grant

permission from BMRC. After conclusive recruitment

of the subjects, the objective, nature, purpose,

potential risks and benefits of all the procedures of

the study were explained in detail to the patients and

informed written consent was taken from them.

Results:

In this study among 384 cases, 280 were male and

104 were female participants. Most of the patients

were between 31-50 years of age. Regarding severity,

85 % of the patients admitted with mild acute

pancreatitis whereas 13% were moderately severe and

remaining 2% had severe acute pancreatitis according

to the revised Atlanta criteria. The most common

aetiology of acute pancreatitis in our study were gall

stone (15.10%) and biliary sludge (15.10%), whereas

in 54% cases no identifiable cause was found, hence

labeled as idiopathic.

Plain Abdominal X-ray showed related findings such

as colon cut off sign, sentinel loops or paralytic ileus

were found in 77% patients and unrelated finding in

remaining patients. Ultra sonogram of abdomen

showed abnormality in either pancreas or surrounding

area in 80% patients. Chest X-ray finding was normal

in 76% patients and unilateral or bilateral effusion were

found in 23% patients.

CT scan of Abdomen were performed in those patients

whose symptoms was not resolved or suspicious of

local complications. Most of the patients showed

swollen pancreas (42.97%) and peripancreatic fat

stranding (21.88%), while rest showed pseudocyst

(7.03%), ascites (2.8%), pancreatic necrosis (1.04%).

Most of the patients were admitted between 3-5days

(42.97%), only 15.10% patients were admitted within

24 hours and rest 17.97% admitted after 05 days of

acute attack. Regarding hospitalization period, 69%

Managing Acute Pancreatitis in a Tertiary Center in Bangladesh Hossain MS et al
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Antibiotic use in study subjects
patients admitted for less than 07 days. Only 15.10%

patients developed local complications and 8.07%

patients suffered from different systemic

complications. Majority of study subjects in our study

(83.85%) improved with conservative treatment, only

31 patients needed ICU support.

Table I: Challenges regarding Diagnosis of Acute

Pancreatitis:

Challenges Frequency (n) Percentage

Inaccurate  primary diagnosis 207 53.91

Lack of Investigation facility 123 32.03

Inappropriate radiological 180 46.88

diagnosis

Financial problem 227 59.11

We faced a difficulty while diagnosing acute

pancreatitis mostly due to primary inaccurate

diagnosis (53.91%) and financial problem (59.11%).

Whereas during assessment of severity, lack of

Physicians knowledge (88.02%) and lack diagnostic

tools (71.88%) were the most encountered

challenges.

Table II: Challenges regarding severity assessment

of Acute Pancreatitis (n=384)

Challenges Frequency (n) Percentage

Lack of Physicians knowledge 338 88.02

regarding assessment criteria

Lack of Investigation tools 276 71.88

Inappropriate radiological diagnosis 180 46.88

Patient party non compliance 207 53.91

Figure 2: Challenges regarding use of antibiotic in

acute pancreatitis (n=384)

Figure-1: Challenges regarding early aggressive fluid

administration (n=384)

Challenges regarding treatment of acute pancreatitis:

Table III: Challenges regarding interventional

treatment of acute pancreatitis (n=134)

Challenges Frequency (n) Percentage

Lack of EUS 134 100.00

Lack of ERCP 54 40.29

Physicians lack of technical 115 85.82

training

Lack of party compliance/ 46 34.33

confidence

When patients of acute pancreatitis need any

interventional support, we found that lack of EUS and

ERCP machine as well as lack of physicians training

renders the procedures.

Guideline based

13%

Not besd

87%

Guideline Based Treatment

Figure 3: Challenges regarding guideline-based

treatment of acute pancreatitis (n=384)

92 Bangladesh Medical Res Counc Bull 2024; 50: 89-95
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93Table IV: Challenges regarding overall management

of acute pancreatitis (n=384)

Challenges of management Frequency (n) Percentage

Delay in admission (>48 hrs) 227 59.11

Non-adherence of patient/party 115 29.95

Lack of investigation facility 204 53.13

Delay in hospital diagnosis 165 42.97

Lack of HDU/ICU support 146 38.02

None 31 8.07

In this study our main concern was to identify the

challenges of management in acute pancreatitis. The

most common challenges we faced was delayed

admission (59.11%). Others were delayed hospital

diagnosis by physicians (42.97%), non-adherence of

patient party regarding (29.95%), lack of investigations

facility at hospital (53.13%) and only 8.07% faced no

challenges during management. Only 13% patients

got current guideline based treatment of acute

pancreatitis.

Discussion

Acute pancreatitis is a disease of modern civilization

with wide clinical presentation and its incidence is

increasing day by day. This study was aimed to

identify the challenges at different stages of

management of acute pancreatitis. In this study, 384

cases of acute pancreatitis were found during study

period, most of them (50%) were between 31-50 years

of age. A study done at India by Bhimwal RK et al. on

2017 found 32.5% patients were in the age group (30-

39 years), followed by 25% in the (50-59) years age

group which was close to our result. 22

Regarding etiology of acute pancreatitis, biliary

pancreatitis were the major identifiable cause (30%),

whereas idiopathic accounts in 53.65% of cases and

alcoholism comprised only 2.08% cases. In a study

in BIRDEM, metabolic cause was found to be the

most common cause of acute pancreatitis (37.5%),

followed by gallstone disease. Among the severe acute

pancreatitis cases, they found gallstone disease as

the most common cause (42.8%). These finding is

quite similar to present study.23 A study by Blarney

SL et al. have shown gall stone as major factor in

44% of cases, while alcohol accounted for 33% of

cases and rest 24% being idiopathic.20 Kandasami

P and colleagues. reported that 78% of males the

predominant etiology is alcoholism and 77% of

females, the etiology for acute pancreatitis is biliary

etiology.24 In another study in India, diabetes mellitus

was most prevalent in the study population 62.5%.25

This difference may be due to different cultural and

socioeconomic group and less occurrence of gall

stones in these areas. High rates of idiopathic cause

may be due to some hidden causes, which cannot be

explored in our hospital settings. In our hospital setting,

if EUS and ERCP could be possible, many treatable

causes would be identified. Studies prepared for

comparison of numerous scores have found out that

no single scoring system can correctly

predict the result however they were valuable in initial

triaging of patients.26,27 Our study highlights that

Ranson’s criteria might be still valuable in initial triage

of patients and subsequent management. Other

scoring frameworks could be utilized as triaging

instruments for proper administration. In a German

study, only 32% of gastroenterologists used the

APACHE II score for assessing risk in acute

pancreatitis, in spite of national guidelines

emphasizing its importance.28 We faced challenges

at different levels of acute pancreatitis management.

Challenges while diagnosing acute pancreatitis, the

mostly faced problems are inaccurate physician

diagnosis and financial problems. It is due to

physician’s workload and inappropriate distribution of

training focused on common and trending diseases.

Most of the patient were admitted in primary level

government laid hospital, where diagnostic facility were

limited. This may be a cause of delayed diagnosis.

Few studies have been done to assess physicians’

compliance with recommendations for aggressive

volume replacement. In our study we found only 18%

patients receive early aggressive fluid after their

admission. In an Italian multicenter study, patients

with mild or severe acute pancreatitis received an

average of only 2.5 L of fluid per day (about 100 mL/

hour).29 Gardner et al. recently summarized the

available evidence for fluid support in acute

pancreatitis.30

In this study, we found injudicious use of antibiotic in

70 % of cases, which is very much dangerous for

current situation of antibiotic resistance era. In a

recent point prevalence survey (PPS) conducted, it

was estimated that 85% of antibiotics use was

inappropriate when compared to the local

guidelines. 31 In an Indian study on antibiotic uses in

acute pancreatitis showed 66.4% received prophylactic

antibiotics, which is close to our findings.32 In an Italian

multicenter study, 9% of patients with mild acute

Managing Acute Pancreatitis in a Tertiary Center in Bangladesh Hossain MS et al
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94pancreatitis were treated with antibiotics.19 Moreover,

many patients with proven infected necrosis received

antibiotics that do not penetrate the pancreatic tissue

very well.33

Early enteral nutrition is beneficial to parenteral

nutrition in pancreatitis. It is easily available,

inexpensive and no risk of catheter-related infection,

thrombosis or other complications. There is substantial

evidence that enteral nutrition maintains gut integrity,

decreasing mucosal permeability and bacterial

infections. In our study, majority of the patient were

given oral feeding after 03-05 days of their admission

(76.04%). In a study of German gastroenterologists,

only 73% favored enteral over parenteral feeding in

acute pancreatitis.28 Regarding interventional

management of acute pancreatitis, we faced

challenges due to lack of machines and physician’s

training in most of the cases. But we also faced lack

of patient party compliance in 62.71 % case, which

may be either due to financial problem or social

stigmata. The ACG guidelines suggest urgent ERCP

(preferably within 24 hours) for those with severe biliary

pancreatitis complicated by organ failure or those with

suspicion of cholangitis. Compliance rates with these

guidelines are not adequate. In a study of adherence

to the British Society of Gastroenterology guidelines,

early ERCP was performed in only 25% of patients

with severe biliary acute pancreatitis.34

Overall standard guideline-based treatment was given

to only 13% of patients in our study. The main reasons

are may be late admission, physician’s lack of current

knowledge and financial problem of the patient.

Conclusion

More than a century after its comprehensive

description, acute pancreatitis is still remaining a

common disorder with devastating outcomes. The aim

of this study was to create awareness about practicing

deviations from current recommendations that may

lead to adverse patient outcomes. Obviously, this study

is a milestone as it is the first from Bangladesh that

has evaluated the challenges of management of acute

pancreatitis in average settings. More physicians

training on current guidelines, standard referral system,

judicious use of medications and multidisciplinary

management can upgrade the current situation in

management of acute pancreatitis. Thus, the most

important objective in improving treatment results in

acute pancreatitis is the use of standardized

approaches to diagnostics and treatment of various

forms of the disease and its complications, taking

into account the modern generally accepted

international classification.

Ethical Clearance: Ethical Clearance from NREC,

Bangaldesh Medical Research Council (BMRC),

Mohakhali, Dhaka.

Conflict of interest: We have no conflict of interest.

Funding: This study was funded by Bangladesh

Medical Research Council (BMRC)  Research

Grant  under Revenue project on 2022-23 fiscal

year.

Submit Date: 05 March, 2024

Final Revision Received: 28 July, 2024

Accepted: 20 July, 2024

Publication: 01 August, 2024

Reference:

1. Xiao AY, Tan ML, Wu LM, Asrani VM, Windsor JA, Yadav D,

Petrov MS. Global incidence and mortality of pancreatic

diseases: A systemic review, meta analysis and meta

regression of population based cohort studies. Lancet

Gastroenterol Hepaol 2016; 45-55.

DOI: 10.1016/S2468-1253(16)30004-8

2. Tenner S, Baillie J, DeWitt V, Vege SS. American College of

Gastroenterology Guideline: Management of Acute

Pancreatitis. Am J Gastroenterol 2013; 108:1400-15.

DOI: 10.1038/ajg.2013.218

3. Banks PA, Bollen TL, Dervenis C, et al. Classification of acute

pancreatitis—2012: Revision of classification and definitions

by international consensus. Gut 2013; 62:102-11.

DOI: 10.1136/gutjnl-2012-302779

4. Chiang DT, Anozie A, Fleming WR, Kiroff GK. Comparative

study on acute pancreatitis management. ANZ J Surg 2004;

74:218–221.

DOI: 10.1111/j.1445-2197.2004.02958.x

5. C Wilson 1, A Heads, A Shenkin, C W Imrie. “C-reactive

protein, antiproteases and complement factors as objective

markers of severity in acute pancreatitis”. British Journal

of Surgery 76.2: 177-181.

DOI: 10.1002/bjs.1800760224

6. N J London 1, J P Neoptolemos, J Lavelle, I Bailey, D James.

“Contrast-enhanced abdominal computed tomography

scanning and prediction of severity of acute pancreatitis: a

prospective study”. British Journal of Surgery 76.3: 268-272.

DOI: 10.1002/bjs.1800760317

7. S L Blamey, C W Imrie, J O’Neill, W H Gilmour, D C Carter.

“Prognostic factors in acute pancreatitis”. Gut 25.12: 1340-

1346. DOI: 10.1136/gut.25.12.1340

8. Yeung YP., et al. “APACHE system is better than Ranson

system in the prediction of severity of acute pancreatitis”.

94 Bangladesh Medical Res Counc Bull 2024; 50: 89-95

Hossain MS et al Managing Acute Pancreatitis in a Tertiary Center in Bangladesh



B
M

R
C

  jo
u

rn
a

l        V
o

l. 4
9

,       N
o

. 1
,      A

P
R

IL
    2

0
2
3

95

B
M

R
C

  jo
u

rn
a

l        V
o

l. 5
0

,       N
o

.  2
,      A

U
G

U
S

T
   2

0
2
4

95Hepatobiliary and Pancreatic Diseases International 5.2:

294-299.

PMID: 16698595

9. Park JY, Jeon TJ, Ha TH, et al. Bedside index for severity in

acute pancreatitis: comparison with other scoring systems

in predicting severity and organ failure. Hepatobiliary

Pancreat Dis Int.12:645–650. PubMed: 24322751

10. Papachristou GI, Muddana V, Yadav D, Connell M, Sanders

KM, Slivka A et al. “Comparison of BISAP, Ranson’s,

APACHE-II, and CTSI scores in predicting organ failure,

complications, and mortality in acute pancreatitis”. American

Journal of Gastroenterology 105.2: 435-41. DOI: 10.1038/

ajg.2009.622

11. Mounzer R, Langmead CJ, Wu BU, Evans CA, Bishehsari F,

Muddana V,  et al. Comparison of existing clinical scoring

systems to predict persistent organ failure in patients with

acute pancreatitis. Gastroenterology. 2012; 142:1476–1482.

DOI: 10.1053/j.gastro.2012.03.005

12. Yang CJ, Chen J, Phillips AR, Windsor  AJ, Petrov SM, et al.

Predictors of severe and critical acute pancreatitis: a

systematic review. Dig Liver Dis. 2014; 46:446–51.

DOI: 10.1016/j.dld.2014.01.158

13. Hamada T, Yasunaga H, Nakai Y, Isayama H, Horiguchi H,

Fushimi K, et al. Japanese severity score for acute

pancreatitis well predicts in-hospital mortality: a nationwide

survey of 17,901 cases. J Gastroenterol. 2013; 48:1384–

91.DOI: 10.1007/s00535-013-0765-6

14. Yadav AK, Sharma R, Kandasamy D, Bhalla S A,

Gamanagatti S, Srivastava ND, et al. Perfusion CT: Can it

predict the development of pancreatic necrosis in early

stage of severe acute pancreatitis? Abdom Imaging. 2015;

40:488–99.DOI: 10.1007/s00261-014-0226-6

15. Reed AM, Husain SZ, Thrower E, Alexandre M, Shah A,

Gorelick SF, et al. Low extracellular pH induces damage in

the pancreatic acinar cell by enhancing calcium signaling. J

Biol Chem. 2011; 286:1919–26.DOI: 10.1074/

jbc.M110.158329

16. Bhoomagoud M, Jung T, Atladottir J, Kolodecik RT, Shugrue

C, Chaudhuri A, et al. Reducing extracellular pH sensitizes

the acinar cell to secretagogue-induced pancreatitis

responses in rats. Gastroenterology. 2009; 137:1083–92.

DOI: 10.1053/j.gastro.2009.05.041

17. Hoque R, Farooq A, Ghani A, Gorelick F, Mehal ZW, et al.

Lactate reduces liver and pancreatic injury in toll-like

receptor- and inflammasome-mediated inflammation via

GPR81-mediated suppression of innate immunity.

Gastroenterology. 2014; 146:1763–74. DOI: 10.1053/

j.gastro.2014.03.014

18. Brown A, Baillargeon JD, Hughes MD, Bankset PA, al. Can

fluid resuscitation prevent pancreatic necrosis in severe

acute pancreatitis? Pancreatology. 2002; 2:104–107.

DOI: 10.1159/000055899

19. Gardner TB, Vege SS, Chari ST, Petersen TB, Topazian MD,

Clain EJ, et al. Faster rate of initial fluid resuscitation in

severe acute pancreatitis diminishes in-hospital mortality.

Pancreatology. 2009; 9:770–76.DOI: 10.1159/000210022

20. Blarney SL, Imrie CW, Weill JO, Gilmour WH, Carter DC.

Prognostic factor in acute pancreatitis. Gut. 1984;25:1340-

46. DOI: 10.1136/gut.25.12.1340

21. Norton SA, Cheruvu CV, Collins J, Dix FP, Eyre-Brook IA. An

assessment of clinical guidelines for the management of

acute pancreatitis. Ann R Coll Surg Engl 2001; 83:399–405.

PMCID: PMC2503675.

22. Bhimwal RK, Makwana M, Panwar RR, Lal K. A prospective

study of clinical, biochemical and radiological features in

pancreatitis. Int J Adv Med 2017;4:1386-93. DOI: 10.18203/

2349-3933.ijam20174289

23. Datta IK, Haque MN, BhuiyanTM. Clinical profile, degree of

severity and underlying factors of acute pancreatitis among

a group of Bangladeshi patients. IMC J Med Sci 2018; 12(1):

06-10. DOI:10.3329/imcjms.v12i1.35170

24. Kandasami P, Harunarashid H, Kaur H. Acute Pancreatitis

in a Multi-Ethnic Population. Singapore Med J. 2002;43:284-

88. PMID: 12380724

25. Prasad HL, Nagarjuna TR. Clinical profile of patients with

acute pancreatitis. Int J Res Med Sci 2016;4:2994-7.

DOI: 10.18203/2320-6012.ijrms20161991

26. Yadav D.,  Agarwal N, Pitchumoni CS, et al. “A critical

evaluation of laboratory tests in acute pancreatitis”.

American Journal of Gastroenterology 97.6: 1309- 18.DOI:

10.1111/j.1572-0241.2002.05766.x

27. Robert JH, Frossard JL, Mermillod B, Soravia C, Mensi N,

Roth M, et al. “Early prediction of acute pancreatitis:

prospective study comparing computed tomography scans,

Ranson, Glasgow, Acute Physiology and Chronic Health

Evaluation II scores, and various serum markers”. World

Journal of Surgery 26.5: 612-619.DOI: 10.1007/s00268-

001-0278-y

28. Lankisch PG, Weber-Dany B, Lerch MM. Clinical

perspectives in pancreatology: compliance with acute

pancreatitis in Germany. Pancreatology 2005; 5:591–93.DOI:

10.1159/000087501

29. Pezzilli R, Uomo G, Gabbrielli A, Zerbi A, Frulloni L, De Rai P,

et al; ProInf-AISP Study Group. A prospective multicenter

survey on the treatment of acute pancreatitis in Italy. Dig

Liver Dis 2007; 39:838–46.DOI: 10.1016/j.dld.2007.05.014

30. Gardner TB, Vege SS, Pearson RK, Chari ST. Fluid

resuscitation in acute pancreatitis. Clin Gastroenterol

Hepatol 2008; 6:1070–1076.DOI: 10.1016/j.cgh.2008.05.005

31. Burke JP. Maximizing appropriate antibiotic prophylaxis for

surgical patients: an update from LDS Hospital, Salt Lake

City. Clin Infect Dis. 2001 Sep 1;33 Suppl 2:S78-83.

 DOI: 10.1086/321861.

32. Talukdar R, Ingale P, Choudhury HP, Dhingra R, Shetty S, et

al. Antibiotic use in acute pancreatitis: an Indian multicenter

observational study. Indian J Gastroenterol. 2014;33:458-

65. DOI: 10.1007/s12664-014-0494-7.

33. Pandol SJ, Saluja AK, Imrie CW, Banks PA. Acute pancreatitis:

bench to the bedside. Gastroenterology 2007; 132:1127–

1151.DOI: 10.1053/j.gastro.2007.01.055

34. Barnard J, Siriwardena AK. Variations in implementation of

current national guidelines for the treatment of acute

pancreatitis: implications for acute surgical service

provision. Ann R Coll Surg Engl 2002; 84:79–81.PMID:

11995768

Managing Acute Pancreatitis in a Tertiary Center in Bangladesh Hossain MS et al

95Bangladesh Medical Res Counc Bull 2024 50: 89-95


