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Severe Acute Necrotizing Pancreatitis — Case Report
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Abstract

Background

Acute necrotizing pancreatitis is a severe form of pancreatitis. It is confirmed with an MRI (MRCP) or IV
contrast CT, which shows that more than 30% of the pancreas is not enhanced. A prompt diagnosis of necrotizing
pancreatitis is important because it has implications in morbidity and mortality. Treatment of the necrotizing type
is different compared to the interstitial pancreatitis. More often than not, patients with necrotizing pancreatitis
appear unwell, in shock or in multiple organ failure. The decision when and what type of surgery is needed for
necrosis debridement, should be made by the pancreatic surgeon, after discussions with gastro-enterologists.
Case presentation

The patient was surgically treated for acute cholecysto-pancreatitis with empyema and peritonitis. For 10 days he
was treated at the hospital, but was not improving. He presented signs of septic shock, hypotension, fever,
leucocytosis and purulent discharge from abdominal drains. After initial resuscitative measures, it is concluded
the patient need and urgent laparotomy for necrosis debridement. One month after the necrectomy and multiple
drainage procedure the case is complicated by bile leak after the removal of a T-tube. Failure of ERCP prompted
a reintervention for the surgical placement of a common bile duct stent. The patient recovered well and was
discharged from the hospital.

Discussion

Patients diagnosed with acute pancreatitis should be looked up finding the possible cause. 50-60% of the
incidence is due to gallstones or related problems. Approximately 20% of the cases are caused by alcohol intake
and the rest have an idiopathic etiology. The first step in managing acute pancreatitis is fluid and electrolyte
rehydration, maintaining adequate systemic circulation. Antibiotic treatment is a controversial topic regarding
the timing. Antibiotic use has shown benefit when administered early in patients with necrotic pancreatitis. There
is an ongoing debate if the patient should be kept nil per or should continue enteral nutrition as tolerated.
However nutritional support is an important component, as catabolic states are associated with higher mortality.
Conclusion

It is generally recommended that sterile necrotic pancreatitis is treated conservatively with early antibiotics.
Meanwhile, patient with infected necrosis should be treated surgically, via endoscopy, laparoscopy, percutancous
drainage or open surgery.
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1. Introduction

Acute necrotizing pancreatitis is a severe form of pancreatitis. It is confirmed with an MRI (MRCP) or IV
contrast CT, which shows that more than 30% of the pancreas is not enhanced. A prompt diagnosis of
necrotizing pancreatitis is important because it has implications in morbidity and mortality. Treatment of the
necrotizing type is different compared to the interstitial pancreatitis. More often than not, patients with
necrotizing pancreatitis appear unwell, in shock or in multiple organ failure.

Approximately, in the first two weeks, a pancreatic necrosis is generally considered sterile, thus is treated
conservatively. Patients with comorbidities may need ICU admission and supportive care, with enteral feeding
and avoiding of IV lines or other sources of infection. At this moment, antibiotic therapy is controversial.

Surgical necrectomy of a sterile pancreatic necrosis is not advisable, and technically difficult. It should be
avoided in the first 8 days due to the hard consistency of the necrosis.

Generally pancreatic necrosis is infected after the 10" day of hospital admission. First signs of an infected
necrosis are fever, pain, leucocytosis and signs of sepsis. It is believed the source of infection comes from the
flora of the colon. For this reason, most clinicians do not stop enteral feeding, in order to reduce pathogenic flora.
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In stable patients with infected necrosis, a conservative approach with careful supportive measures is
recommended. Antibiotics that enter pancreas such as fluoroquinolones, metronidazole and imipenem should be
administered. However, it is unlikely this will cure the patient, but it will allow for the formation of an
encapsulated necrosis after approximately four to five weeks from the onset of symptoms. It will make possible
for a minimally invasive drainage via laparoscopy, endoscopy or percutaneously. The decision when and what
type of surgery is needed for necrosis debridement, should be made by the pancreatic surgeon, after discussions
with gastro-enterologists.

2. Case presentation

2.1 History of present illness

Our patient is a 53 years old male with the following medical history and presentation:

The patient was surgically treated for acute cholecysto-pancreatitis with empyema and peritonitis. For 10 days he
was treated at the hospital, but was not improving. He presented signs of septic shock, hypotension, fever,
leucocytosis and purulent discharge from abdominal drains. After initial resuscitative measures, it is concluded
the patient need and urgent laparotomy for necrosis debridement.

. Figure 1. Necrotic-purulent dischafge form abdominal drains.

2.2 Details of the surgical procedure
The procedure begins with a general endotracheal anaesthesia. A superior and inferior median laparotomy is
made.

Upon entering the peritoneal cavity, we encounter generalized peritonitis with supramesocolic adhesions,
pus, dendritic and necrotic tissue remnants. After carefully liberating the supramesocolic space and entering the
omental bursa we evidence the presence of necrotic-haemorrhagic pancreatitis, with a destructive inflammatory
process encompassing the whole pancreas, more prominently in the body and tail, with marked edema of the
head.
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Figure 2. Generalized peritonitis, with necrtic tissue and pouches of pus collection.

We perform a careful necrectomy of the dead tissue of pancreas and thorough lavage of the peritoneal
cavity.

Multiple drains were inserted in the omental bursa, subhepatic level, Douglas pouch and left subphrenic
space.

Moreover, a T-tube (Kehr drain) was placed in the common bile duct to divert the bile flow and allow for
the head of the pancreas edema to reduce. A feeding jejunostomy was also placed. The procedure ends with mass
closure of the abdominal wall and skin.




Journal of Education and Practice www.iiste.org
ISSN 2222-1735 (Paper) ISSN 2222-288X (Online) J»“—fl
Vol.14, No.16, 2023 “s E

Figure 4. Necrotic pancreas tissue.
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Figure 5. End of the procedure. Multiple drainage. T-tube and jejunostomy (red).

2.3 Post-operative period 1
The patient was closely monitored in the intensive care unit for the first 5 days. He was provided with adequate
supportive measures. The patient experienced no more fever, and signs of septic shock waned. Bile was
accumulated from the T-tube and inserted in the jejunostomy tube in 2h intervals.

He was recovering well and was discharged in day 15, in an improved state, after the drains were removed
and the bile flow from the Kehr drain had diminuished. The patient often complains of nausea and vomiting.

He was recalled two weeks later for the removal of the T-tube after a cholangiogram.

The following days the patient notices an increasing flow of bile leakage from the abdominal site of T-tube
passage. His condition was not improving so we requested an ERCP procedure which resulted unsuccessful.

A decision was made for a second laparotomy.

2.4 Details of the second procedure

A median laparotomy was made. Upon entering the peritoneal cavity, we start relieving the adhesions of the
supramesocolic space. Carefully dissecting the common bile duct, we encounter a small defect from where the
bile would have leaked. A stent is passed intraoperatively in the common bile duct, ensuring the bile passage in
duodenum. Furthermore, a gastro-entero anastomosis was performed, to relieve the patient of the nausea and
bloating symptoms and prevent gastric stasis.

2.5 Post-operative period 2

The patient tolerated the procedure well, with uneventful post-operative course. He was discharged in good
health in the 4" day after surgery. Further follow-ups show a progressive improvement of general health, apetite
and weight gain.
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3. Discussion

Medical staff should evaluate the patient to determine the disease severity and signs of organ failure. Patients
diagnosed with acute pancreatitis should be looked up finding the possible cause. 50-60% of the incidence is due
to gallstones or related problems. Approximately 20% of the cases are caused by alcohol intake and the rest have
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an idiopathic etiology.

The first step in managing acute pancreatitis is fluid and electrolyte rehydration, maintaining adequate
systemic circulation. Antibiotic treatment is a controversial topic regarding the timing. Antibiotic use has shown
benefit when administered early in patients with necrotic pancreatitis.

There is an ongoing debate if the patient should be kept nil per or should continue enteral nutrition as
tolerated. However nutritional support is an important component, as catabolic states are associated with higher
mortality. Some authors prefer keeping patients NPO for the rationale that it may exacerbate inflammation of the
pancreas by enzyme secretion. Another benefit of providing enteral nutrition is the reduction of pathogenic flora
of colon, which in advanced stages may cause infection of the necrosis.

4. Conclusion
Acute pancreatitis with necrosis presents a severe form of the disease. It develops in two phases. The first two
weeks are featured by the inflammatory mediators causing a systemic response, progressing in hypovolemia,
edema and fluid loss with increased capillary permeability.

The second phase of acute pancreatitis is characterized by sepsis and the infection of pancreatic necrosis. It
further complicates into multiple organ failure.

Antibiotic agents that penetrate pancreatic tissue are recommended. A sterile necrosis can however get
infected in 40-70% of cases and is an important mortality risk factor.

It is generally recommended that sterile necrotic pancreatitis is treated conservatively with early antibiotics.
Meanwhile, patient with infected necrosis should be treated surgically, via endoscopy, laparoscopy,
percutaneous drainage or open surgery.
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