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EDITORIAL

Acute pancreatitis – can evidence-based guidelines be transferred to an
optimized comprehensive treatment program?

Background

Acute pancreatitis is a common cause of hospitalization and
has an incidence of about 300 per 1,000,000 inhabitants. A
majority of patients with acute pancreatitis have mild disease,
with an absence of local and systemic complications [1]. The
clinical, translational, and experimental research in the field of
acute pancreatitis is enormous and various guidelines exist.
The guidelines have improved, and now increasingly use evi-
dence-based grading, although expert opinion is still part of
numerous recommendations.

A persistent problem, however, is the uptake of and com-
pliance with these guidelines. For every guideline recommen-
dation, we should need an implementation plan and an audit.
This was pointed out in an editorial in the Scandinavian
Journal of Gastroenterology in 2008 [2]. It is reasonable to
assume that adherence to existing management recommen-
dations improves clinical outcomes for patients with acute
pancreatitis.

Lessons learned from elective surgery

Henrik Kehlet introduced, in the year 1997, the enhanced
recovery programs (ERP, fast-track, ERAS) [3]. The concept has
since been adopted in a majority of elective surgical proce-
dures. The key elements of a recovery program should have
the highest attainable grade of evidence. To a large extent, an
optimized treatment program can also apply to acute abdom-
inal disorders like acute pancreatitis. For instance, a corner-
stone in the management of acute pancreatitis is goal-
directed fluid therapy [4]. Fluid resuscitation decreases the
inflammatory response and improves clinical outcomes [5,6].
Similarly, oral or enteral nutrition is recommended irrespective
of the disease severity. For mild disease, immediate oral feed-
ing has, for example, been reported to decrease hospital stay
and reduce costs [7] and early enteral nutrition (within 24 h)
reduce complications ([8]; meta-analysis). In a multicenter
randomized clinical trial, early nasoenteric tube feeding was
compared with an oral diet after 74 h, though, without reduc-
ing the primary objectives being the rate of infection or death
in patients with predicted severe acute pancreatitis [9].
Further important aspects of the enhanced recovery concept
and initial treatment are early mobilization, pain manage-
ment, adherence to a step-up approach including delayed
insertion of drains, and, when needed, use of minimally inva-
sive procedures [10–12].

Guidelines for the management of acute
pancreatitis and some reflections on
implementation

Many international (and national) guidelines for the manage-
ment of acute pancreatitis are available and provide us with
current levels of evidence and grades of recommendations
[4,13]. Although there have been advances in our understand-
ing of the complex pathogenesis of acute pancreatitis and its
relation to physiological alterations, few modifications of the
standard treatment have occurred over the past years. The
guidelines help us identify important elements and provide us
with the best possible recommendations for disease manage-
ment. Concurrently, guidelines are vivid documents in need of
continuous updates. If not complied with and adhered to,
mutually defined recommendations are futile gestures regard-
less of the level of evidence. Consequently, validation and
audits are essential.

High level evidence-based items from the guidelines [4,13],
potentially applicable in a comprehensive treatment program,
are summarized in Table 1, which includes recommendations
according to the GRADE system [14].

There has been slow, but improved compliance for some
parameters, for example, same-admission cholecystectomy
and decreased use of routine prophylactic antibiotics [15–17].

Future management of acute pancreatitis –
optimized comprehensive treatment programs

An abbreviated enhanced recovery program for patients with
acute pancreatitis can be established with already identified
evidence-based management goals that can easily be trans-
ferred into everyday clinical decision-making. The program
needs to be well designed, well prepared, and involving all
‘stakeholders’ according to local resources and standards [18].
Through such a program, implementation of key components
is guaranteed, and the overall outcome will most probably
improve. To date, the feasibility of an enhanced recovery
approach in acute pancreatitis is scarcely investigated, despite
solitary attempts to assess specific clinical pathways and pro-
grams in mild disease [19–21]. These small studies do, however,
demonstrate safe prevention of hospitalization and earlier time
to refeeding. A secondary positive outcome could accordingly
be the shortening of hospital stay without increased
patient risk.

It is also important to maintain compliance with the
enhanced recovery protocol after its introduction so as not to
reduce effectiveness over time. Retaining the enhanced recov-
ery program coordinator and providing continuous updates,
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reminders, and education sessions may help preserve sustain-
ability [22].
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Table 1. Acute pancreatitis (AP) high-level evidence-based items.

Item Recommendation Grade

Etiology Ultrasound (acute biliary AP) 1B
Severity prediction SIRS (systemic inflammatory response syndrome) persistent at 48 h 2B
Imaging CT (initial (when diagnostic difficulties), failure to respond, deterioration; otherwise wait 5–7days) 1 C
Fluid therapy Initial fluid resuscitation (Ringer’s lactate) 1B
Intensive care treatment Severe AP, persistent organ failure 1C
Specialist center (referral) Severe AP, need for intervention (radiology, endoscopy, surgery) 1C
Antibiotic prophylaxis i.v. antibiotic prophylaxis not recommended 1B
Nutritional support Oral feeding, mild AP 2B

Enteral tube feeding in severe AP (if required) 1B
Parenteral nutrition (if required) 2C

Biliary Urgent ERCP in acute cholangitis 1A
ERC when common bile duct obstruction 1C

Necrotizing pancreatitis Intervention (radiological, endoscopical, surgical); step-up 1A
Indication: infection, clinical deterioration, organ failure, if possible delay at least 4 weeks 1C

Timing of cholecystectomy During index admission (mild AP) 1 C
Delayed when peripancreatic collection (safe cholecystectomy) 2C

Pseudocysts No treatment if asymptomatic 1C
Minimal-invasive (endoscopy, EUS, radiology) 1C
Surgery if needed after failure of minimal-invasive procedures 1B
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