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Introduction 

Pancreatitis is an inflammatory disorder of the 

pancreas which occurs with an estimated incidence of 11-41 

per 111 111 per year in the UK. Mild acute pancreatitis 

accounts for 818 of cases, is self-limiting, and usually 

resolves with simple supportive management in 3-5 days. 

Severe acute pancreatitis accounts for the remainder of cases 

and was defined by the Atlanta Symposium as acute 

pancreatitis associated with organ dysfunction or local or 

regional complications .Most deaths from severe acute 

pancreatitis result from sepsis andmultiorganfailure. Mortality 

in patients with infected pancreatic necrosis is 25-318, 

compared with 11-128 in those with sterile necrosis (Simon 

et al., 2112). 

Severe acute pancreatitis is a very challenging 

disease with multiple complications and high mortality, 

early assessment of prognosis and severity is important 

(Mayumi  et al., 2112). 

Acute Pancreatitis is potentially lethal disease 

especially in its severe form, which accounts for 

approximately 218 of cases in patients hospitalized with 

Acute Pancreatitis. Mortality in severe diseases varies from 

118 to 218(Kumar et al., 2112) 
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The two major etiological factors responsible for 

acute pancreatitis are alcohol and cholelithiasis, the 

incidence of alcoholic pancreatitis is much higher in men 

than in women . The risk factors include endoscopic 

retrograde cholangiopancreatography, surgery, therapeutic 

drugs, human immunodeficiency virus infection, 

hyperlipidemia, and biliary tract anomalies .The recurrence 

rate of acute pancreatitis is relatively high, the incidence of 

chronic pancreatitis after acute attack ranges from 38 to 

138 (Sekimoto  et al., 2112). 

Acute pancreatitis remains the most common 

complication of endoscopic 

retrogradecholangiopancreatography(ERCP). The incidence 

of post-ERCP pancreatitis varies from 18 to 418.(Li-Minget 

al., 2112). 

The greatest change in the treatment of acute 

pancreatitis is that surgery has been transformed from an 

immediate measure in necrotizing disease to a late 

intervention. Although large prospective, multicenter studies 

are still lacking, the pendulum has swung towards 

conservative treatment across the world, conservative 

measures are tried first even in the presence of infected 

necroses. Surgical intervention is reserved for complications 

in the later stages of the disease (Paul, 2101). 

file:///G:/DSP/20061029_115123_1b4ad_12/WBSrch91/1001/5bed8b72/
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Pancreatic debridement or drainage in patients with 

infected pancreatic necrosis and/or abscess confirmed by 

radiologic evidence of gas or results of fine needle aspirate, 

the gold standard for achieving this goal is open operative 

debridement. Minimally invasive technique including 

laparoscopic and/or percutaneous interventions might be 

effective in selected patients. Wherever possible, operative 

necrosectomy and/or drainage may be delayed at least 2 to 3 

weeks to allow for demarcation of the necrotic pancreas 

(Thunher et al., 2110). 
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AIM OF THE WORK 

The aim of this study is to discuss causes, diagnosis 

and recent lines of management of severe acute 

pancreatitis. 
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ANATOMY OF THE PANCREAS 

The pancreas is divided into four parts-head, neck, 

body and tail - and it possesses one accessory lobe (the 

uncinate process). The division into the parts is purely on 

the basis of anatomical relations and there are only very 

minor functional or anatomical differences between them 

(Jeremiah and Neil, 2112).  

 

In an adult, the pancreas weighs 75 to 111 g and is 

about 15 to 21 cm long (William et al., 2101).With age, 

the amount of exocrine tissue tends to decline, as does the 

amount of fatty connective tissue within the substance of 

the gland, and this leads to a progressive thinning atrophy 

which is particularly noticeable on CT (Neil et al., 2112). 

 

The pancreas lies within the curve of the first, second 

and third parts of the duodenum, and extends transversely and 

slightly upwards across the posterior abdominal wall to the 

hilum of the spleen, behind the stomach. It does not lie in one 

plane but is effectively ‘draped' over the other structures in 

the retroperitoneum and the vertebral column and so forms a 

distinct shallow curve, of which the neck and medial body are 

the most anterior parts. Because of its flattened shape, the 

parts of the pancreas, particularly the body, are often referred 

to as having surfaces and borders (Susan et al., ). 
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Regions Of The Pancreas: 
a)Head of the pancreas : 

The head of the pancreas lies to the right of the 

midline, anterior and to the right side of the vertebral 

column. It is the thickest and broadest part of the pancreas. 

It lies within the curve of the duodenum.Superiorly it lies 

adjacent to the first part of the duodenum but close to the 

pylorus.The duodenal border of the head is flattened and 

slightly concave. Occasionally a small part of the head is 

actually embedded in the wall of the second part of the 

duodenum. The superior and inferior pancreaticoduodenal 

arteries lie between the head and the duodenum in this area. 

The inferior border lies superior to the third part of the 

duodenum and is continuous with the uncinate process. 

Close to the midline; the head is continuous with the neck. 

The boundary between head and neck is often marked 

anteriorly by a groove for the gastroduodenal artery and 

posteriorly by a similar but deeper deep groove containing 

the union of the superior mesenteric and splenic veins to 

form the portal vein (Susan, 2112). 

The anterior surface of the head is covered with 

peritoneum and is related to the origin of the transverse 

mesocolon (Jeremiah and Neil, 2112). 

The posterior surface of the head is related to the 

inferior vena cava, which ascends behind it and covers 

almost all of this aspect. It is also related to the right renal 


