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Introduction

Introduction

The pancreas is a retroperitoneal organ that hean
oblique position, sloping upward from the C-loop tife
duodenum to the splenic hilum .In an adult, the cpaas
weighs 75 - 100 gm and is about 15 - 20 cm I0Mjliam et
al., 2010).

Acute pancreatitis (AP) is an inflammatory disordér
the pancreas which occurs with an estimated incelex 10 -
40 per 100 000 person per year in the United Kingdlild
acute (oedematous or interstitial) pancreatitisoants for 80%
of cases, is self-limiting and usually resolves hwigimple
supportive management in 3 - 5 days. Severe acutergatitis
(SAP) accounts for the remainder of cases and whsedl by
the Atlanta Symposium as acute pancreatitis assaciaith
organ dysfunction or local or regional complicasoMost of
deaths from SAP result from sepsis and multiorgadlnre.
Mortality in patients with infected pancreatic nesis is 25 -
30%, compared with 10 - 12% in those with sterigznosis
(Simon and Jonathan, 2008).

The two major causes of acute pancreatitis ararkili
calculi, which occur in 50 - 70% of patients andodlol abuse
which account for 25% patients. The remaining causelude
(idiopathic, drug induced, hyperparathyroidism, éiipidemia
and autoimmuneg)Chang et al., 2003).
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Acute pancreatitis remains the most common
complication of endoscopic retrograde
cholangiopancreatography (ERCP). The incidence afst p
ERCP pancreatitis (PEP) varies from 1% to 40% ypad a
result of the definition of PER.i-Ming et al., 2009).

Diagnosis of acute pancreatitis is based on tHevirg
findings: (1) acute attacks of abdominal pain agbierness in
the epigastric region, (2) elevated blood levelspahcreatic
enzymes and (3) abnormal diagnostic imaging finsl{ifMjanes
et al., 2006).

Symptoms of pancreatitis usually include severestaont
epigastric pain radiating to the back and flankd aamiting.
Signs may include pyrexia, abdominal distension and
peritonism. The classical signs of discolorationtloé flanks
(Grey-Turner's sign) and peri-umbilicus (Cullentgn$ are not
always seen and are a result of retroperitonealohdiage
tracking along tissue planes. In addition, symptam signs of
end-organ involvement may be evident, includingoir@sory
distress, shock, oliguria, jaundice and deliriurh.id also
possible for SAP to be painle€&mon and Jonathan, 2008).

Amylase, lipase and trypsinogen are all enzymeweier
from pancreatic acinar cells; they can be measwrddrelative
ease. Serum amylase is most commonly used in alinic
practice. A level of greater than three times tbemal upper
range (The Normal Upper Range: 300 IU/litre-1) supgpthe
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diagnosis of pancreatitis. Serum amylase tendsse quickly

in the first 12 h, returning to baseline within 35- days
(Srivastava et al., 2005). Serum lipase has been recommended
as the assay of choice when available. Lipase ciratens are
increased for up to 14 days after onset of pantieand
appear to be more sensitive and specific than semnylase
(Matull et al., 2006).

Imaging tests available for the diagnosis of acute
pancreatitis include transabdominal ultrasound (TUS
endoscopic ultrasound (EUS), Computed tomography) (C
scanning, Magnetic resonance imaging (MRI) and Mé&gn
resonance cholangiopancreatography (MRCP). Imadgsts
are performed for various reasons, including dairciof
gallstones, detection of biliary obstruction, diagis of
pancreatitis when the clinical situation is uncjedentification
of patients with high risk pancreatitis and det&ctiof
complications of pancreatit(8ree et al., 2006).

Treatment of patients with acute pancreatitis iseldaon
the initial assessment of severity. Early stagmgased on the
presence and degree of systemic failure and oprdez=nce and
extent of pancreatic necrogignjatouic et al., 2004).

Supportive therapy remains the basis of management
with attention to the adequacy of the fluid balanaed
oxygenation are of prime importance and supportherapy
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may include inotropic support, assisted ventilateomd renal
dialysis(Mason and Siriwardena, 2005).

Therapeutic endoscopic retrograde
cholangiopancreatography with endoscopic sphintderg in
severe biliary pancreatitis, the use of early aotits treatment
in necrotizing pancreatitis and the demonstratiéneoteral
feeding are able to decrease the inflammatory respo
(Gurusamy et al, 2005).

Acute pancreatitis is potentially lethal diseaspeesally
in its severe form, which accounts for approximat&0% of
cases in patients hospitalized with acute pandieahilortality
in severe diseases varies from 10 - A6%mar et al., 2006).
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Aim of the work

This essay ams to review etiology,
pathophysiology of acute pancreatitis and to have focus
on recent trends in diagnosis and treatment of acute
pancrestitis.
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Chapter (1)
Anatomy of the Pancreas

The pancreas is a retroperitoneal organ that hean
oblique position, sloping upward from the-loop of tle
duodenum to the splenic hill. In an adult,the pancrea
weighs 75 -100 gmand is about 15 - 20 cm lorf@Villiam et
al., 2010).
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Figure 1: Anatomy of the pancreas (Mulholland et al., 2006)



Chapter (1): Anatomy and Embryology of the Pansrea

The pancreas is an elongated, yellow-tan, lobu)atei
organ "figure 1". The anatomical segments of thecpsas are
the head, uncinate process, neck, body and tad. ldad is
encompassed by the duodenum and surround the clistethon
bile duct. The uncinate process extends from thadhe
posteriorly to lie behind superior mesenteric vear its union
with portal vein. The neck, the narrowest portidrthee gland,
extends anterior to superior mesenteric vesseldsapdsterior
to the pylorus and first portion of the duodenunheTbody
continues from the neck obliquely across the rerogneum
anterior to the first lumbar vertebra. The body gesrinto the
tail, which ends near the hilum of the splé¢ktulholland et al .,
2006).

Regions of the Pancreas:

a) Head of the pancreas:

The head of the pancreas lies to the right of titdime,
anterior and to the right side of the vertebraluoat. It is the
thickest and broadest part of the pancreas. Itvigkin the
curve of the duodenum. Superiorly it lies adjadenthe first
part of the duodenum but close to the pylorus. dhedenal
border of the head is flattened and slightly comcav
Occasionally a small part of the head is actuaiypedded in
the wall of the second part of the duodenum. Theesar and
inferior pancreaticoduodenal arteries lie betwdentiead and
the duodenum in this area. The inferior border $eperior to

the third part of the duodenum and is continuouth whe
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uncinate process close to the midline; the heacbminuous
with the neck. The boundary between head and reditén

marked anteriorly by a groove for the gastroduotiartary and

posteriorly by a similar but deeper deep groovetaiaimg the

union of the superior mesenteric and splenic veanerm the

portal vein. The anterior surface of the head igeced with

peritoneum and is related to the origin of the dxemse

mesocolon. The posterior surface of the head ateadlto the
inferior vena cava, which ascends behind it andcecoalmost
all of this aspect. It is also related to the riggnial vein and the
right crus of the diaphragfderemiah and Neil, 2008).

b) Neck of the pancreas:

The neck of the pancreas links the head and body. |
often the most anterior portion of the gland. Itéfined as that
portion of the pancreas which lies anterior to ploetal vein.
The lower part of the neck lies anterior to the esig
mesenteric vein just before the formation of thetadovein.
This is important during surgery for pancreatic @ansince
malignant involvement of these vessels may makectem
impossible(Jeremiah and Neil, 2008).

c) Body of the pancreas.

The body of the pancreas runs from the left sid¢hef
neck to the tail. It is the longest portion of tgiand and
becomes progressively thinner and less broad teidue tail.
It is slightly triangular in cross-section and igsdribed as

having three surfaces: anterosuperior, posteriord an
8
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anteroinferior and having three borders: Superiordeér,
Anterior border and Inferior bordéseremiah and Neil, 2008).

» Anterosuperior surface:

The anterosuperior surface of the pancreas makes up
most of the anterior aspect of the gland closeh reck.
Laterally, it narrows and lies slightly more supely to share
the anterior aspect with the anteroinferior surfdtces covered
by peritoneum, which runs anteroinferiorly from thaface of
the gland to be continuous with the anterior, adoenlayer of
the greater omentum. It is separated from the stbnhy the
lesser sac "figure AJeremiah and Neil, 2008).
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Figure 2: Anterior relations of the pancreas (Jeremiah and Neil, 2008).

» Posterior surface:
The posterior surface of the pancreas is devoid of
peritoneum. It lies anterior to the aorta and thigio of the
9



