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INTRODUCTION 

Acute Pancreatitis is a common condition presenting as 

acute abdomen. This condition is broadly classified into 

two subtypes: one, edematous or mild acute pancreatitis 

and two, a necrotizing or severe acute pancreatitis.1 Acute 

pancreatitis is a reversible pancreatic parenchymal injury 

associated with inflammation.1 There are many causes of 

acute pancreatitis, gallstones being the most common one 

followed by alcohol abuse. Other causes include ERCP 

induced, iatrogenic, hypercalcemic states 

(Hyperparathyroidism), hyperlipidemia, familial 

pancreatitis, trauma, drug induced pancreatitis (i.e. 

steroids, thiazide diuretics and azathioprine etc), viral 

infections (mumps, coxsackievirus, cytomegalovirus) and 

rare causes like Sjogren's syndrome.2There are many 

clinical and imaging-based scoring systems developed 

over the time. These include Ranson’s criteria, Glasgow 

scales, simplified acute physiology (SAP) score and acute 

physiology and chronic health evaluation II (APACHE 

II) score, BISAP score, modified computed tomography 

severity index (MCTSI) criteria etc.3 Pancreatitis can 

present as epigastric or diffuse abdominal pain (80–95%), 

nausea and vomiting (40–80%), abdominal distension, 

fever, breathlessness, irritability and impaired 

consciousness, with pyrexia, low oxygen saturation, 

tachypnoea, tachycardia, hypotension, abdominal 

guarding, ileus and/or oliguria.4 Treatment is mainly 

supportive and starts with intravenous fluid resuscitation, 

analgesia, antibiotics and enteral nutrition, may require 
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intensive care and organ support. Supplementation in 

form of parenteral nutrition can be given. In certain cases, 

pancreatic exocrine and endocrine replacement therapy is 

also advised.  If abscess or necrosis develops timely 

surgical intervention in form of necrosectomy and/or 

drainage is also required.5 The study was conducted to 

see the clinical presentation and outcome of the patients 

of acute pancreatitis in tertiary care center. 

METHODS 

The prospective cohort study was carried out at tertiary 

care center after taking permission from institutional 

ethics committee. 47 patients with clinical diagnosis of 

acute pancreatitis presenting in the Department of 

Surgery, Government Medical College, Patiala from Nov 

2016 to Nov 2019 were included in the study after taking 

informed consent. 

Inclusion criteria 

Patients of all ages and both sexes were included. Indoor 

patients with typical clinical symptoms of acute 

pancreatitis. Patients giving consent for this study. 

Exclusion criteria 

Chronic pancreatitis,  carcinoma of pancreas, outdoor 

cases, refusal of consent. Routine laborartory 

investigations were done including hemogram, liver 

function test, renal function test, serum calcium levels, 

serum amylase, serum electrolytes, arterial blood gas, 

ultrasonography abdomen, chest X ray, contrast enhanced 

computed tomography (CECT) of whole abdomen. 

The CECT scan examination was conducted on Siemens 

Somatom Emotion, six slice, third generation spiral CT 

machine. MCTSI (Mortele et al, 2004) was calculated for 

severity which includes. 

0 points for normal pancreas, 2 points for intrinsic 

pancreatic abnormalities with or without inflammatory 

changes in peripancreatic fat, 4 points for pancreatic or 

peripancreatic fluid collection or peripancreatic fat 

necrosis plus 2 points for less than 30% necrosis, 4 points 

for more than 30% necrosis, 2 points for any extra 

pancreatic complications (one or more of pleural 

effusion, ascites, vascular complications, parenchymal 

complications or gastrointestinal tract involvement). 

The CT findings of acute pancreatitis were graded 

according to modified CT severity index and categorized 

as mild (0-2 points), moderate (4-6 points) or severe (8-

10 points) pancreatitis.6 

Statistical analysis 

Statistical analysis was done on MS office excel sheet 

2021. P value is calculated using Man Whitney U test and 

Chi square test. P value<0.05 is considered significant. 

RESULTS 

The mean age of patients was 36.94±10.63 years with 

maximum age of 75 years and youngest was of 11 years. 

The male to female ratio was 2.6:1. The difference was 

not significant statistically (p>0.05) (Table 1). 

Pain and vomiting are the commonest complaint among 

the patients seen in 26% (n=41) and 27% (n=42) patients. 

Fever and dyspepsia were other common complaints 

(Figure 1). Majority of patients had history of alcohol 

abuse (59.57%) followed by biliary colic (25.5%). Others 

were idiopathic and trauma (Figure 2). The assessment of 

the patients was done using MCTSI score and 

accordingly assessed the severity of pancreatitis. Majority 

of patients had moderate pancreatitis (n=21). While mild 

and severe pancreatitis is seen in equal number of 

patients (n=13). The mean score was 4.37 (Figure 3). 

 

Figure 1: Presenting Complaints. 

 

Figure 2: Etiology of pancreatitis. 
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Figure 3: MCTSI Score. 

 

Figure 4: Complications. 

Eighteen patients had necrosis as detected by MCTSI 

score. Five patients had necrosis of>30% while five 

patients of moderate pancreatitis and eight patients of 

severe pancreatitis had necrosis of<30%. The detection of 

necrosis and its degree of necrosis is significantly higher 

with higher scores (p value=0.00001 and 0.0132 

respectively) (Table 2). 

40% patients showed complications (n=19). 18 patients 

had local complications in form of necrosis and 

pseudocyst formation while 16 patients had systemic 

complications in form of multiorgan failure (MODS), 

acute respiratory distress syndrome (ARDS), ileus and 

ascites (Figure 4). Mortality is seen in five patients 

(10.63%). All patients had severe pancreatitis with mean 

score of 8.40. The outcome is highly significant (p<0.05) 

(Table 3). 

Table 1: Demographic profile. 

Age (in 

years) 
Male Female Total 

11-25 4 1 5 

26-40 8 5 13 

41-55 14 5 19 

56-70 7 1 8 

>70 1 1 2 

Total 34 13 47 

Mean±
SD 

37.88±16.21 48.04±8.83 36.94±10.63 

P value 0.13622 

Table 2: Correlation of necrosis with MCTSI score. 

Necrosis 
MCTSI score Mean 

score 

P 

value 0-2 4-6 8-10 

<30% 0 5 8 7.16 

.0132 
>30% 0 0 5 8.40 

Mean±SD 7.44±1.33 
 

P value 0.00001 

Table 3: Mortality correlation with MCTSI score. 

Mortality 
MCTSI score Mean 

score 
P value 

0-2 4-6 8-10 

Absent 10 19 13 5.28 
0.000048 

Present 0 0 5 8.40 
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disease with persistent organ failure causes significant 

mortality.5 The present study was conducted to see the 

presentation and outcomes of the patients of acute 

pancreatitis at tertiary care center. 

Majority of the patients were of middle age group with 

mean age of 36.94±10.63 years. Male patients were 

higher in number than females, although the findings 

were not significant. This is in comparison to study by 

Balthazar et al., in which there were 75% male patients 

but average age is slightly higher that is 45 years.7 In 

another study on acute pancreatitis done by Khanna et al, 

2013, mean age of presentation was 40.5 years which was 

comparable to present study.8 Kim et al, also showed 

male predominance in their study (70%). This can be 

explained by prevalence of alcohol abuse among males.9 

Pain (n=41) and vomiting (n=42) are the two major 

complaints with which patient presented to the hospital. 

Fever and dyspepsia are the other major complaints with 

most of them associated with pain. Jaundice is seen in 

10% of patients only. Abdominal pain is the commonest 
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presenting complaints and is one the diagnostic criteria 

for acute pancreatitis.10 Philip et al, 2013, considered pain 

as cardinal symptoms that determine course of disease as 

well as prognosis of AP.11 Fever occurs due to infections 

and pancreatic fluid collections. Jaundice has been seen 

in biliary obstruction in biliary pancreatitis.12 Nausea and 

vomiting is observed in 40-80% cases of acute 

pancreatitis as per previous study.5 Similar findings were 

observed in current study. 

In present study alcohol abuse was the most common 

causative factor for acute pancreatitis with 53.33%, 

followed by biliary calculi (30%). Idiopathic etiology was 

seen in 10% patients. The findings are in accordance with 

the study conducted by Simmons et al, 1997, which 

reported 72% incidence of pancreatitis due to alcohol 

abuse.13 However, Bohidar et al, and Kim et al, found 

gallstones as main causative factor.9,14 Alcohol and gall 

stones are the commonest etiology, while 

hypertriglyceridemia and drugs are notable among many 

causes.5,10,15 The difference in etiology may be attributed 

to geographical distribution and the prevalence of alcohol 

consumption in the population studied. 

Modified Computed Tomography Severity Index 

(MCTSI) is used in diagnosing severity of pancreatitis. It 

was found that patients with high MCTSI score have 

significantly higher chances of necrosis (p<0.05). Miko et 

al, in their study of various parameters to predict severity 

of pancreatitis observed that all tools performed 

equally.16 Khanna et al, and Nagar et al, observed high 

CTSI score was associated with high chances of 

necrosis.8,17 As per the study of Kumar et al, MCTSI has 

high predicting value for acute pancreatitis, pancreatic 

necrosis and ICU admissions.18 However Alberti et al, 

2021, found CTSI better than MCTSI in predicting 

pancreatic infections.19 As we have used single parameter 

so comparison was not done in present study. 

The complications observed in current study was 

predominantly pancreatic necrosis and ascites. Multi 

organ failure is seen in five patients. Timely 

identification and treatment of these complications are of 

utmost important to prevent readmissions and mortality.5 

The severe acute pancreatitis has biphasic course, a pro-

inflammatory response in 1-2 weeks results in systemic 

inflammatory response syndrome (SIRS) which can lead 

to early multisystem organ failure (MOF). 

After the first 1-2 week, a transition from a pro-

inflammatory response to an anti-inflammatory response 

occurs; during this transition, the patient is at risk for 

intestinal flora translocation and the development of 

secondary infection of the necrotic tissue, which can 

result in sepsis and late MOF.20 Leung et al, found that 

the higher CTSI associated with higher complication rate 

and the CTSI≥5 is an index.21 MCTSI is a good 

prognostic indicator in predicting the incidence of 

complications in acute pancreatitis.  

The mortality is seen in five patients (10.63%) who had 

significantly high MCTSI score. Balthazar et al, 1990, 

reported that mild pancreatitis exhibited 3% mortality and 

8% morbidity. Patients with CTSI of 4-6 had 6% 

mortality and 35% morbidity while CTSI of 7-10 

exhibited 17% mortality and 92% complication rate.22 

Mir et al, also observed similar findings in a prospective 

study on 350 patients of acute pancreatitis where Group 

C patients with severe pancreatitis had the highest 

complication rate (91.6%) and highest mortality rate 

(16.67%).23 Despite the reduction in overall mortality in 

the last decade, SAP is still associated with high 

mortality.20  Based on etiology of pancreatitis higher 

incidence of deaths is seen in idiopathic and other group 

of pancreatitis rather than alcohol and biliary 

pancreatitis.15 

The study has certain limitations with respect to sample 

size and short duration of study. Further studies and 

reviews can be done to obtain the more desirable results 

and outcomes. 

CONCLUSION 

In conclusion, Acute pancreatitis is in severe form carries 

high mortality rate. CT scan is the best investigation to 

assess the motility and morbidity of pancreatitis as well 

as complications of pancreatitis.  
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