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DR. TAREK  ELHADY

MRCP  UK

HISTORY
·70-year-old Saudi male admitted on 24.04.2009 

with history of right upper quadrant and epigastric
pain, stabbing in nature radiated to the back, 
associated with nausea and vomiting

·Past history : 

·gall bladder stones,

·systemic hypertension,

·DM type II 

EXAMINATION:

Conscious, dehydrated. 

BP 90/50 mmHg, Pulse 105/minute, Temperature 
37°C. 

Chest: Clear. 

Heart: S1 + S2 + 0. 

Abdomen: Epigastric tenderness. 

CNS: Grossly intact

INVESTIGATIONS

CBC: Hb 18.5, Hct 60.1, WBC 29.6, Platelet 288, Urea 
24.2, Creatinine 358, Sodium 133, Potassium 5.4, 
Calcium 1.93

ALT 438, AST 502, Bilirubin 179/115, Alk. 
Phosphatase211, Amylase 2298, LDH 1322, 

Total Protein 62, Albumin 28, 

RBS 28, Uric Acid 556

ABG: PH 7.15, HCO3 8.6, PO2 69, PCO2 25

INVESTIGATION
Chest x-ray: Bilateral pleural effusion. 

Abdominal ultrasound: Normal size and texture of 
the liver without evident focal lesion or bile duct 
dilatation.  The  GB shows  diffuse wall thickening 
measuring  7.0 mm & intraluminal stones and 
sludge, the largest stone measures 2.3 cm.  

No pericholecystic f luid collection. 

Normal CBD caliber.  

Normal size and texture of the spleen.  No evident 
gross abnormalities in the kidneys. Pancreatic and 
para-aortic area is partially obscured by gasses.  

INVESTIGATION
CT Abdomen: Oral contrast was given prior to the 
examination. IV contrast was not given because of 
renal impairment. Sections through lower portion of 
the chest show small pleural effusions on either sides 
with partial atelectasisof the lungs.

Sections through the abdominal region show      
presence of ascites.   

The liver, spleen show normal size and attenuation 
pattern.  Pancreas is edematous and bulky. it shows in 
homogenous attenuation pattern.

Contrast filled duodenum is indented by enlarged 
pancreas. 
·
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INVESTIGATION

: CT abdomen shows changes of Conclusion
pancreatitis however no evidence of focal 
cyst/abscess formation is seen.  Bilateral 
pleural effusions are noted along with 
presence of ascites. 

HOSPITAL COURSE:

He was admitted in ICU, he has a stormy hospital 
course, he was initially treated with supportive 
treatment, nothing per oral, diuretics with f luid 
challenge trying to correct renal failure then 
hemodialysis daily  with ultrafiltration started when 
other measures failed. 

He was started on antibiotics (Imipenem) then few 
days later TPN was started he was noticed to have 
labored breathing, so he was mechanically 
ventilated, he was also started on inotropics. 

He developed atrial fibrillation with rapid ventricular 
response and hypotension

IV Amiodarone was started and Nor-
Adrenaline was increased. CT abdomen was 
repeated on 10.05.2009 which revealed a 
worse picture than on admission .

Several  trial of weaning him off the 
mechanical ventilation,inotropics and the 
antibiotics  was unsuccessful. 

. 
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Patient remained very ill throughout

His  Urea 27, Creatinine 824, Bilirubin 100/69, Alk. Ph

osphatase173, ALT 10, AST 46, Gamma GT 195, Protein 63, 
Albumin 23

PT 19.8 (control 11.7), APTT 58.9 (control 34.2)

Hb 8.5, Hct 27.5, Platelet 347, WBC 17.3

He remained anuric on Nor-adrenaline 15 mic/kg/minute, 
Amiodarone infusion 20 mg/hour, TPN 62 ml/hour, 
Imipenem 500 mg TID. Insulin infusion according to 
sliding scale, hemodialysisdaily

CT Abdomen with IV and oral contrast: 
Showed a picture of necrotizing pancreatitis 
with cyst formation ? abscess ? pseudocyst.

·G. Surgeon was consulted for possible 
debridement and possible CT guided 
aspiration of the pancreatic collection, as 
the sepsis parameters remains the same 
throughout, and it was not possible to wean 
him off the ventilator , antibiotics, and 
inotropics.

·ICU team took a 2nd opinion regarding the 
management through video conferencing 
with KFSH Riyadh, and they agreed for our 
management , and possible surgical 
debridment and for the grave prognosis

Patient  was transferred  to another center  with the 
:following meds

Tazocin2.25 gm IV q 8 hourly. 

Tinzaparin 4500 IU SC OD. 

Amiodarone tablet 200 mg PO BID. 

Human Albumin 50 mg IV TID. 

Inj. Bactrim 480 mg IV OD. 

TPN IV 62 cc per hour. 
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·Acute pancreatitis can be divided into two 
broad categories: 

·Edematous or mild acute pancreatitis 85%  

·necrotizing or severe acute pancreatitis 15%

Initial tests and treatment
·Fluid resuscitation 

·Chest radiography

·CT

·Calculation of Ransonscore (at 48 hours) 

Which evaluations would you perform to 
determine if the patient has severe 
pancreatitis

1. C-reactive protein

2. Computed tomography (CT) scan

3. Severity scores

a. Ransonscore

b. Glasgow (Imrie ) score

c. APACHE II or III score

d. Balthazar score

Ransonscore:a pancreatitis-
specific severity of illness score
·Present on admission

·nAge >55 years 

·WBC >16 000/mm 3

·Glucose >200 mg/dL

·LDH >350 IU/L 

·AST >250 IU/L 

·During the first 48 

hours 
·

·Haematocrit decrease 

·>10% points 

·BUN increase >5 mg/dL

·Serum calcium <8 mg/dL

·PaO2<60 mm Hg 

·Base deficit <-4 mEq/L 

·Fluid sequestration >6 L

·Pancreatic necrosis and organ failure are the 
two most important markers of severity in 
acute pancreatitis. 

·The distinction between interstitial and 
necrotizing pancreatitis can be established 
after two to three days of hospitalization by 
contrast-enhanced CT scan.
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·Treatment of acute pancreatitis is aimed at 
correcting any underlying predisposing 
factors and at the pancreatic inflammation 
itself. 

·Supportive care is critical with emphasis on 
the prevention of hypoxemia and the 
adequacy of fluid resuscitation

·The use of prophylactic antibiotics to 
prevent pancreatic infection is not 
recommended.

·CT-guided percutaneousaspiration with 
Gram's stain and culture is recommended 
when infected pancreatic necrosis is 
suspected. 

·The preferred treatment of this problem is 
surgical debridement, but minimally 
invasive approaches may be used in selected 
cases

·Sterile necrosis is best managed medically 
during the first two to three weeks. 

·After this time, debridement should be 
considered if the abdominal pain persists 
and prevents oral intake. 

·Debridement is usually performed surgically


