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Methodology: This was a crass sectional study conducted in the department of general surgery

. l : , Hayat !
complex Peshaliar THe cpla s collected prospectively for each consecutive patient presegn\:zg wi{h :gg:rna‘:grl\calt
study was 6 months from‘August 2018 to February 2019. A total of 148 patients were enrolled in the study ?

disease are identified early on, for.these patienls may require intensive care or an HOU care

Results: Among 148“Qa!ier_ﬂs. 18(12%) were in age range 20-30 years, 47 3 %) were in a - i
83(56%) were in age range 41-50 years. Mean age was 42 years&:avith SD E—*. 2.2)5.41 (2;2;)1%3;;"312!21 14007{:22“;5)\;2:2
female. (as shown in Table No 2). Based on etiology, n=112 were having gallstones. n=29 were idic;palhic and n=7
were fraumatic pancreatitis.133(80%) patients had Ranson's score <3 while 15(10%) patiemé had Ranson's score >3
Those who undewvfe_r.\t_ CECT, 118(80%) had CTSI score< 5 while 30(20%) had CTSI score >5. Comparative evaluation
of CTSl vs Ra:son s'score shqwed CTSI having the sensitivity of 58.8%, specificity of 91.2%. PPV was 66.7% while
NPV was 88.1% wh:le’.c_luagnoshc accuracy of 83.8%. Duringthe course of hospital admission and clinical score, 90%
had mild AP while 10% went on to develop severe AP. Mortality was n=7 (4.7%). Compared to CTSI, ranson score was
a better predictor for mortality. e 1 g e o 2

Conclusion: Our study didn't find ahy significant difference between the clinical and radiological scoring system pre-

dicting moriality and disease  severity.
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INTRODUCTION - -

Acute Pancrealitis, commonly presenting as pain -

abdomen to surgical ER, with either nausea or vomit-
ing, is a:common illne’ss, with almost daily admissions
from general population, with mild, moderate and

severe forms'.The incidence of acute pancreatilis in

UK Is 56 cases per 100000 per year and while in USA,
about 20000 admissions are reported to have acute
pancreatitis?. It is important that patient with severe
disease are identified early on, for these patients may
require intensive care or an HDU care. So that they can
receive aggressive fluid resuseitation and close vitals
monitoring for development of organ failure. In case
~ these patients have-developed complication which
feqw.re interventions such as enteral feed and endo-
scopic sphincterotomiy or antibiotics. It is important that
We characterize high risk group of patients for critical
1Department of General Surgery, Hayatabad Medical
Complex .,
2Department of General Surgery, MT LRH

Address for correspondence:

Ahmad Faraz =~ -

geDa_nment of General Surgery, MTI LRH
~rlnaxl: drahmadfaraz?9@gmail.com

Cell: 0334800915 .

appraisal of managemént strategies. Necrolizing Pan-

creatitis with an Incidence of 20% in admitted patients

have complications which include MOD (Muli — Organ

Dysfunction) or inflammatory Cascade resulting ininfec-

tion, edema, pseudocyst or necrosis of the Pancreatic

Parenchyma®, The severity of Acute pancreatitis can

be assessed by several scoring systems developed
overtime, which can be predict whether the course of

the pancreatitis will mild, moderate or severe, difterent
scoring systems have different accuracy profile*. Severe
acule pancreatitis is demarcated by a cascade of local
effects, pancreatic necrosis and ischemic changes

.due to micro thrombi in local vasculature. Pancreatitis
severity scores were first described by Ranson in early
seventies and consisted of eleven criteria. There are
also other scores whichiinclude Glasgow, Moss Score
and acute physiological score for ICU (APACHE-II) and
a bedside score by the name of BISAP Score®, All. of
these criterion developed over the years have avarying
baseline for specificity and sensitivity ranging between
55-90%, although these scores are valuable assets
as prognostic indicators but they are t00 complex of
require a time period (48 Hours) to elapse before they
can beimplemented i.e. Ranson’s Score®. C.T Abdomen
with pancreatic protoool,which uses IV Contrast hgs
become the basis for CTSI Score for acute pancreatitis
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.d between 1-10 and :
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tory and necrotiziqg‘processes

of prognoses‘“ disease C
"CT score, and clinical managemn I Hmissions of 166
RESULTS First documemed_hospna a et (42.8%
patients were analyzed. Etiology was.f b is
The mainstream approach advocales ‘n Ak
mild and patient improving then one,cah o iation
abdomen n pelvis, and only opt for the S
whenever there is suspicion of seyere acute % A Ajéy
tis, Therefore, judicial use of CT;lg .u{arranle sy.' oA
K. Khanna et al. reported a sensutn{lty of 87.5% e
specificity of 55.3% ICU admission with an accuracy 0
64.8% for CTS| while Ranson’s Score had a sen§|tlylty
of 88.9% and specificity of 67.1% for ICU -admission

with an accuracy of 61.1%!". Although Clinical assess-

ment by a Physician to diagnose Acute Pancreatitis is
difficult at best with a specificity of 34-39% and acute
pancreatitis,is sometimes mislabeled in 30-40% of the

cases with diagnoses being made on the autopsy table

post-demise®. So.on admission if the patient has clinical

biomarkers for Acute-Pancreatitis, C.T Abdomen-Pelvis .

with pancreatic protocol should be a modality. of choice
to index the severity of Acute Pancreatitis in admitted
patient®, Recognition of Multi Organ Dysfunction in the
beginning of the disease process in Acute Severe AR,
significantly improves outcomes in such patients'2.CT
severity index is still a very valuable and relatively inex-
. .pensive tool for assessing acute inflammation of pan-
creas and for predicting the severity of the pancreatitis®.
International studies have compared CTSI with various
scoring systems for severity of acute pancreatitis and
found CTSI to be fairly accurate®. There is a need for
a validation study which can safely categorize high risk
patients in AP with the aid of clinical and radiological
scoring systems in our institution. -

METHODOLOGY

' " Across sectionat analysis of the cases in the Gen-
eral Surgery Department, Hayatabad medical complex
Peshawar. The data was collected prospectively for

" each consecultive patient presenting with AP. The study
continued for almost 6 months, from August 2018 to
February 2019. A prompt approval from ethical board
was sought which was granted subsequently, followed
by informed consent from the patients both written and
oral. A total of 148 patients were enrolled in the study.
The patients were admitted through ER and OPD as a
case of diagnosed acute pancreatitis based on history,
examination and lab findings.AP was defined as 2 or
more of the following; characteristic abdominal pain,
serum amylase/lipase 3 or more times the upper limit
of normal and or CTlnclusion criteria involved age 18-
50 years of either gender or patients presenting with
pain within 48 hours of onset of symptoms of acute
pancreatitis. Strict exclusion criteria was followed in
which patients presenting greater than 48 hours of on-
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wiere subjected o contrast enhanced Compyt, paué&
raphy (CECT) bY Toshiba Asteion Scanne, witﬂrp‘?%g,
atic Protocotand the severity.of Pancreatie il ey
scored according to C'!’SI by the two radigl, i Matig,
ly who were b!mgt‘ied to the clinica SC;re

f CT scans was done on PACK vy, sta e
datawas recofded by 2 consuftany g, "fng_
o blinded to CTSL. They collecteq dg{;’;\s

pendent
review 0
The clinical

who were also blinded 19 eyl !
Ranson score from the prospective patients, Sensity,

specificity, positive predictive.value and negatiyg |,/
dictive value was measused for each scoring sygye, -
predicting the severity.of Pancreatitis, and all paygp,
were managed according to standard protacos, Ty,
patients were observed sig:;ng their hospital stay il fye;
discharge or referral to'giqi{h;’erspemahzed unit, like ICu,
Statistical analysis -

" All data was collected, indexed and entered iy
excel and exported t0*SPSS 18. All manner of basic
statistical analyées was carried out and values obtaineg
for each variable. All data was tabulated and graphedin
charts. Sensitivity, specificity, positive predictive value
and negative pfedictive, value were calculated taking
Ranson’s score as a Gold Standard in a 2*2 table.
P value of < 0.05 was copsidered significant. Al the
results were presented ih the form of tables and charts,

RESULTS .,
: Among 148 patients, 18(12%) were in age range
20-30 years, 47(32%) were in age range 31-40 years
while 83(56%) were in age range 41-50 years. Mean
age was 42 yedrs with SD + 2.25. (as shown in Table
No 1).41(28%) were male, 107(72%) were female. (as
shown in Table No 2). Based on etiology, n=112 vere
having gallgtones}n:E.}é.ﬂg{e idiopathic and n=7 viere
traumatic pancreatitis.133(90%) patients had Ranson's
'score<3 whilg 15(10%) patients had Ranson’s score
>3 (as shown in Table No 3). Those who undervent
CECT,118(80%) had CTS! score< 5 while 30(20%) had
CTSlI score >5 (as showh in Table No 4), Comparaliv
evaluation of CTS! vs Ranson's score shoved CTS!
having the sensitivity of 58.8%, specificity of 912>
PPV was 66.7% while NPV was 88.1% while diagnoshi
accuracy of 83.8%.(as stiown in Table No 5). During ¢
course of hospital admission and clinical SCOré. 90%
had mild AP while 10% went on to develop severe "
; S TSI, Ranson
Mortality was n=7 (4.7%)..Compared to G
score was a better predictor for mortality. -

DISCUSSION
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A P i ‘
':%i?.b — Age . | Fréquency Percentage i SCORES FREQUENCY
@ } 20-30 years J LR 12% 120 - _11_8_
»  / [gaoyeas | 47 | g% 0 }
> ]
[ _41-50years [ mal o & . 56% P
[ Total | 48 100% 40 | 15
' 3 20 : L] | T
11ean age was 42 years wijth SD =+ 2.25. P = . o
AL e ' Ranson <3 -Ranson >=3 CTSI <5 Cist>=5
Table 2: Gender distribution (n=148)
% A =T= patients at risk of developing severe disease. Multiple
L__,E.eﬂr ' l Frequency ;| FPercentage scoring systems have been devised overtime whi,ch
Male gl 28% included clinical scoring systems such Ranson’s,
male .107 .. C 799 Glasgow and APACHE Il and radlologlcal scoring sys-
Fee 5 : = tems first described by Balthazar et alin 1985'250%, or
116 : 100% greater than 50%. Since then , several radiological scor-
: ' ing systems have come into existence?, which includ'e
Tl Raney e Son (= sc%rixg systems such as Balthazar grade, pancreatic
l : T ' size Index (PSI), mesenteric oedema and peritoneal fluid
Ranson 2 2292 Letioncy Fercentage (MOP)score, extra pancreatic,(EP) score and extra gan—
(>3) Positive | -: 15 . 10% creatic inflammation on CT ( EPIC) score. CTS! requires
(<3).Negative 88 Je . .'90% ' contrast enhanced CT which combjnes extra pangreallc
| g 5 = inflammation/extent with pancreatic necrosis. This was
Tota 2148, 100% |ater modified by Mortele et al termed as modlﬁe(d GTS!l
. s which combined extra pancreatic complications pleqra
e Ctsl_ .l"linfiings les) effusion, ascites, and isch‘emia)with separate scoring
’ ~ Ctsl Frequency | Percentage points. Jrii iy
f (>5) Positive . 30 . 20% The radiological scqripg systems have moderate
: 118 - 80% accuracy compared to clinical scoring system due to
F (i) Negatve S - 2 the fact that the disease progress is nonlinear in nature
L Total .. 148 . 100% such as a patient having low CTSI score on admission

T T will and can'go into severe AR This is due to the fact that

' DaArr disease progression is not dictated by the mor hologi-

AQ € G rou p s P erce ntag e cal featuzzs gf the disease*s145. It remiins a cor?undrl?m

d 4 . that why some patients who have significant pancreatic

necrosis will have a mild course of disease'®, nonethe-

less, it has also been clinically observed that patients

who have pancreatic necrosis do develop organ failure
and requires intervention, "'

4

. Papachristou et al. compared multiple scores as
predictors of SAP and mortality and found that Ranson
score compared to CTSI had sensitivity, specificity and
accuracy of 84.2%, 89.8% and 94% respectively®. While-
Bollen et al. found that CTSI had sensitivity, specificity
and accuracy of 65.4%, 50% and 57.4% respectively
for predicting severe acute pancreatitis®, Compared
to our study, the above findings correlate to our study
as CTSI having sensitivity, specificity and accuracy of
58.8%, 91.2% and 83.7% respectively.

Pancreatitis severity scores were first described
by Ranson in early seventies and consisted. of eleven
criteria. There are also other scores which include
Glasgow, Moss Score and acute physiological score for

n18-30 years m=31-40 yeafs - 41-50 years ICU (APACHE-II) and a bedside score by the name of

BISAP Score. All of these criterion developed over the
years have a varying baseline for specificity and sensi-
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are t\g:) complex or require a time period i(48 it
i before they can be implemented i.c. b

elapse be ncreatic protocol whic

T Abdomen with pa :
5::;7\'/CCZmrast has become the basis for CTS(Iﬁc::g
for acute pancreatitis graded between 1-10 and ls

igation of choice for Physician's to accurately as-
Lr;\;essttr':%altcl)%:lolnnamma.tory and nec:oti;ing processes
and give an indication of prognoses®.. ! ‘

Similar results were found in another study con-

ducted by Ajay K. Khanna et'al"' reported a sgnsutwny
of 87.5% and specificity of 55.3% |CU admission with
an accuracy of 64,8% for CTSI while Ranson's Score
had a sensitivity of 88.9% and specificity of 57.1% for
ICU admission with an accuracy of 61.1%. Although
Clinical assessment by a Physician to diagnose Acute
Pancreatitis is difficult at best with a specificity of 34-
39% and acute pancreatitis js sometimes mislabeled in
30-40% of the cases with diagnoses being made on the
autopsy table post-demise®2, So on admission if the
patient has clinical biomarkers for Acute-Pancreatitis,
C.T Abdomen-Pelvis with pancreatic protocol should
be a modality of choice to index the severity of Acute
Pancreatitis in admitted patient(8). If a severe clinical
course is suspected for Acute AP early recognition
of Multiorgan Dysfunction or MODI, and its treatment
significantly impacts the outcome in such patients?,

Similar results were found in another study
conducted by Srivastava A.et al.% in which CTSI has
the sensitivity 80%, Specificity 63%, Positive predictive
value 83%, Negative predictive value 70%, Diagnostic
accuracy was 86%.

Similar results were found in another study con-
ducted by Arvanitakis M1et al.? comparing CT and MRI
for assessment of disease severity in AP. In which MRI
and CT Scan both were done in 39 patients.Of all the
admitted patients 07 (18%) were diagnosed as Clinically
Severe Cases of Acute Pancreatitis. On admission both
MRSI and CTS! were performed and values obtained
which showed correlation between clinical severity
and radiological scores, Subsequently after a week
(07 Days) MRSI had a baseline correlation with CRP
levels_, Ranson's Score, Stay in the Hospital, Patients’
morbidity and post pancreatitis complications. Thus it

w_e!l with MﬁSl by detecting severe Acute Pancreatitis
with a specificity of 919 vs, 86% for C.T and sensitivity
0183% vs. 78% for .12, MRCP with IV Secretin resulted
In leak from Pancreatic Duct in threg patients (08%)

Qur study had limitations iny the formof that on day

of admission not af| patients unde
. went CT due to th
factthat the advisement of CT was under thg discretiurel

CONCLUSION. -

the risk of needless radiation e?gqposure,

EEa

v,
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Our study didni't find ahy. significant differenca

hé clinical and radiological scoring systa,
gf;gliﬁgé mortality and soverity. ltis poteq that elinicy
sevorily scores are suporlorl-‘l,o..radlologucgn scorin
system dua to the ease of uso,ar}d economic viabijy,
There Is no significant advantage,jn performing a CTon
admission. A CT can only be-performed at physiciang

iscreti ient failed to:rpspond to conservayj
discretion when patient failed to.bgpon ive
management or falls Into a high fisk group of SAP
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