O=EIA MNMATKPEATITIAA- AANAZE]
H NMPOINQ2H;

FEQPIIO2 TEPMANIAHZ
A’ TTAOOAOTKH KAINIKH A.T1.0
[INO AXETIA, OE22ANONIKH



Acute pancreatitis can be divided into

two broad categories
I

0 Edematous or mild acute pancreatitis

0 Necrotizing or severe acute pancreatitis



Epwtnpota
EEEE

0 Yriapyet akpitBn¢ npoyvwon otnv oéeia
naykpeatitida;

0 Avayvwplon tTwv acdevwy ue kivéuvo davatou
vwpic otnv ropeia tn¢ Ol givatl Eva onUavTiKo
Bnua otnv BeAtiwon tn¢ EkBaon¢ twv acYevwv

0 Yrapyouv mpaKTIKEC OTNV KALWVIKN QVTIUETWITLON
ntovu aAAalouv tnv npoyvwon;



[MpOoyvwon o&elac MAYKPEATLITLOOC

KALVLKN EKTLUNON-TIPOYVWOTLKO OTOLXELDL
EpyaoTnpLaKEC EEETAOCELG-OTOLXELL

Aktwvoloyika evupnuoata(CT kptthpla Baputntog)
Juotnuota dtafabuiong

SIRS

ATLANTA-MODS



Kpueripua Baputntac oéslog
naykpeatitdac- CT

BaOuoc ofeioc naykpeatitidog
A. QuoLOAOYLKO TTAYKPEQC
B. Auénon pey€EBouc opyavou
. DAsypov 0TO MAYKPEAC KOL TIEPUTOYKPEATLKA
A. Mia tepunaykpeatikn cuAAoyn
E. AUO N MeEPLOCOTEPEC GUAAOYEC
BaOpog vekpwong
NEKPpWON TOU EVOC TPLTOU TOU OPYAVOU
NEKPWON TOU OOV TIAYKPEOTOC
Nékpwon MAEOV TOU HLoOU

Br WIN RO

o A~AN



NpoyvwoTika kprtnpLa
(Ranson kat Mackwfnc) (1)

Evtoc 48 wpwv
HAwia >55

WBC > 15000/kky
LDH >600 U/L
Zakxapo >180 mg/dl
AABoupivn <3,2 g/di
AoB<otio <8 mg/dl
Oupia >45 mg/di
PO, <60 mmHg



RANSON (1)

Table 3. Ranson’s Criteria

At admission Within next 48 hours

Age older than 55 years Decrease in hematocrit by =10% (same)
(older than 70 years)

White blood cell count Estimated fluid sequestration of =6 L
=16,000/ul (=4 L)
(=18,000/ul)

Elood glucose level Serumn calcium level <<8.0 mg/dL (same)
=200 mg/dL (=220
mg/dL)

Serum lactate Paoc: <60 mm Hg (omitted)

dehydrogenase level
=350 IU/L (=400

1U/L)
Serum aspariate Elood urea nitrogen level increase =5
aminotransferase mg/dL after intravenous fluid
level =250 IU/L hydration (=2 mg/dL)
(same)

Base deficit of =4 mmol/L (=86}




Ranson (2)

Elcaywyng

HAwia >55

WBC > 16000

LDH >350 U/L
Aukoln >200 mg/dl
AST >250 U/L

Evtoc 48 wpwv
J Het >10%
TBUN >5 mg/dl
Ca*™ <8 mg/di
PO, <60 mmHg

‘EAAelupo HCO, >4 Meq/L

EykAwBLopno¢ uypwv >6 L



Table 2. The APACHE Il Severity of Disease Classification System®

Physiologic Variable High Abnormal Range Low Abnormal Range
+4 +3 +2 +1 0 +1 +2 +3 +4 Points

Temperature — rectal (°C) =41 38 fo 40 9° 3510 38.9° 36 fo 36.4° Mo 359° Rtoiiy 30to 31.9° =9
Mezn Arterial Pressure — mm Hg =160 130 to 159 1100129 T0to 108 50 to 69 =43
Heart Rate (ventricular response) =180 140 to 179 1101139 T0to 109 5510 69 40 to 54 =8
Riespiratory Rate =50 35i0 48 25io M 1210 24 10t 11 Bto 9 <5
[non-ventilated or venflated)
Crygenation: A-aD Oz or Falz (mm Hg) =500 35010 434 200 to 348 <200
a. Fl0z 205 record A-aDO0;
N L e I I PO70 | PO281 10 70 FO255 10 60 | PO2<b5
ArerialpH (preferred) | =T 76768 | | 7h7HA | TI3M0748 72510732 71510724 <7.15
Serum HCO3 (venous mEgl) =52 41518 320409 2318 180218 1510179 <15
inot preferred, but may use it no ABGs)
Serum Sodium (mEgl) 2180 180 to 1789 155 to 158 150 o 154 130 to 148 120 10 129 11110 119 <110
Serum Potassium (mEgll) =7 Eio 6.9 55058 3554 Jto 34 25029 <25
Serum Creatining (mgidl) =35 2in 34 15018 0614 <&
[houble point score for acute renal failure
Hematocrit (%) =B 5010599 4610499 0tcd58 200 239 <20
White Blood Count (total'mm?) =40 2010399 15t 199 Ito1489 1to28 <1
{in 1000s)
Glasgow Coma Score (GCS)
Score = 15 minus actual GCS
A. Total Acute Physiclogy Score (sum of 12 above points)
B. Age points (years) A =1 4hfo 54 =2 56 to 64 =3 EStoT4=5 =75 =

C. Chronic Health Pomts {see below)

Total APACHE Il Score (add together the points from A+B+C)

Chronic Health Points: If the patient has a history of ssvere organ system insufficiency or is immunocompromised as defined below, assign points as follows:
5 points for nonoperative of emergency postoperative patients
2 points for elective postoperative patients

Definitions: organ insufficiency or immunocompromisad state must have been evident prior to this hospital admission and conform to the following criteria: Liver — biopsy proven cirrhosis and
documented portal hypertension; episodes of past upper Gl bleeding attributed to portal hypertension; or prior episodes of hepatic failurefencephalopathyicoma. Cardiovascular — New York Heart

Association Class V. Respiratory — Chronic restrictive, obstructive, or vascular dissase resulfing in severe exercise restriction (i, unable to climb stairs or perform household duties; or
documented chronic hypoxia, hypercapnia, secondary polycythemia, severe pulmonary hypertension (40 mmHg), or respirator dependency. Renal — receiving chronic dialysis.

Immunocompromised — the patient has received therapy that suppresses resistance fo infection (e.g., immunosuppression, chemotherapy, radiation, long term or recent high dose steroids, or has a

disease that is sufficiently advanced to suppress resistance to infection, e.g., leukemia, lymphoma, AIDS).

Interpretation of Score:

0 to 4 = ~4% death rate
5 to 9= ~8% death rate

10to 14 = ~15% death rate
15 to 19 = ~25% death rate

20 to 24 = ~40% death rate
25 to 29 = ~55% death rate

30 to 34 = ~75% death rate
Ower 34 = ~85% death rate

& Adapted from Crt Care Mad 1985;13:818-829




Hcet kat Baputntoa Of
]

Table 8. Relationship of Hematocrit and Severity

Authors
(reference), vear Study design n Definition of hemoconcentration Sensitivity Specificity
Baillargeon et al,”®*  Case control 32 cases, Hematocrit =47% and/or failure to 34% at 91% at admission, 88%
1998 32 decrease at 24 hours admission, 81% at 24 hours
control at 24 hours
Brown et al,™ Cohort 53 Hematocrit =44% and/or failure to T2% at £3% at admission, 69%
2000 decrease at 24 hours admission, 94% at 24 hours
at 24 hours
Lankisch et al, ™2 Cohort 316 Hematocrit =43% (males), hematocrit 74% at admission A5% at admission (87% if
2001 =39.6% (females) (35% if use use cutoff of
cutoff of hematocrit =47%)
hematocrit
=47%)
Remes-Troche et Cohort 336 Hematocrit =44% (males), hematocrit 59% at admission 35% at admission

al,™ 2005 =40% (females)




Epyaotnplokoi SELKTEC ya TNV
- npoyvwon tnc ONn

Table 7. Potential Laboratory Markers of Severe Acute
Pancreatitis

Trypsinogen activation peptide Serum or urine
C-reactive protein Serum
Polymorphonuclear leukocyte elastase Serum
Interleukin-& Serum
Interluekin-13 Serum
Tumor necrosis factor or soluble tumor necrosis Serum
factor receptors
Chemokines (eg, interleukin-8) Serum
Platelet activating factor Serum
Procalcitonin Serum
Antithrombin [l Serum

Substance P Serum




BISAP: wosu e al, GUT 2008;57:1698

Age=60
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Figure 2 Receiver operator characteristic curves. BISAP (blood urea
nitrogen, impaired mental status, systemic inflammatory response
syndrome, age and pleural effusion.) derivation (area under the curve
(AUC) = 0.83). BISAP validation (AUC = 0.82). Acute Physiology and
Chronic Health Examination (APACHE) Il (AUC = 0.83).

Age =60

10 132 cases 5093
0.5% mortality cases

BUN =25
22 697
cases
No SIRS SIRS
1594 cases

1103
cases

9,7% mortality

No IMS IMS No IMS IMS
4722 cases 136 cases
1.5% mortality 8.8% maortality
No SIRS SIRS No Pl effusion Pl effusion
169 cases 202 cases 918 cases 49 cases
1.8% mortality ||12.9% mortality|| 1.5% mortality || 8.2% mortality




Bl SAP Wu BU et al, GUT 2008;57:1698

Tahle 2 Observed mortality by BISAP point score in the derivation and validation cohorts

Derivation cohort, n =17 922 Validation cohort, n = 18 256
BISAP score Number of cases Observed mortality Number of cases Observed mortality
0 o121 0.2% 4912 0.1%
| 1206 0.7% 1722 0.5%
i 3829 21% 3941 1.9%
3 1390 8.3% 1349 5.3%
4 331 19.3% 292 12.7%
5 45 26. 7% 40 22.5%

Table 3 Subgroup analysis of the validation cohort
excluding cases with evidence of organ failure within first
24 h of hospitalisation

n =16503
BISAP score Number of cases Observed mortality

0 4796 0.1%
1 1287 0.8%
2 3307 1.6%
3 916 3.6%
i 176 1.0%
5 21 9.5%

Overall and pairwise »* p<<0.001.
BISAP, blood urea nitrogen, impaired mental status, systemic
inflammatory response syndrome, age and pleural effusion.



Epyaoctnplakol OELKTEC yLa TNV

ng()wion NG on
1

ABUN(0-24h)>5mg/dL

Banks P., et al. Gastroenterology 2009



Juotnpota mpoyvwonc Baputntoc

(MODS,PN,D 15%)
T

- RANSON: S75% SP77% PPV49% NPV91%
- APACHE 1I(Oh): S 65% SP 76% PPV43% NPV89%
- APACHE 11(48h): S 76% SP 84% PPV54% NPV93%
- CLINICAL (Oh): S 39% SP 93% PPV66% NPV82%
- CLINICAL (48h): EQUAL TO APACHE II

- CRP>150mg/L(48h):S 80% SP76% PPV67% NPV86%

- NECROSIS(M):<30% 5% OF,30-50% 24%OF, >50%
50% OF

7 ORGAN FAILURE(M):ADMISSION 42-47% vs 8-14%




2UYKpPLOELC cuoTnpatwy Head to
head

To APACHE Il urteptepel tou Ranson kat Glasgow,
eVvw N tpooBnkn tou Balthazar BeAtwwvel tnv
TIPOYVWOTLKN TOU A€ol Robert JH et al Word J Surg 2002;26:612

To APACHE Il uteptepel tou Balthazar Gurleyik G et a
JOP 2005;6:562-7(KOLL LVTLOETO ATTOTEAECUOTOL EXOUV
dNUOOCLEVOEL)De Sanctis JT et al Clin Radiol 1997;52:842-8

To Balthazar CT unteptepel tou Ranson ko Twv
APACHE Il /Ill otn mpoyvwaon tn¢ VEKPWoNC, dAAA
to APACHE II /Il uteptepel otn Mpoyvwon

avsndp KELOLC OpV(’IV(L)V Chatzicostas C et al J Clin Gastroenterol
2003,;36:253-60



Mpoyvwon oéeioc mayKkpeATITIOOC

Aev UTTAPXEL KavVEVA cuoTNUA Me uPNAd onuavTkn evatcOnoia Ko
elO1KOTNTA yLOL TNV TTPOYVwWon He akpifela tng ofelag
nayKpeatitidag Katd TNV ELCaywyn

KAWLKR eKTipnon kata tnv elocaywyn (KAwiKol mopayovtec
Kwwduvou, SIRS,avemndapkela opyavwy, VEUPOAOYLKEC SLATOPAXEC)
Yrio¢atpio , alwBalpia, alpocupmuKkvwaon

APACHE Il(O)kata tnv seloaywyn (tkovortotnTtikny NPV, aAAd povov
HUETpLa PPV)

Mpoyvwon otic 24h-48h: APACHE I ,BISAP, ABUN(0-24h)>5mg/dL,
CRP>150 mg/L kat tpEYovoa KAWVIKN afloAoynon

72 h: CECT(vékpwon), SIRS, MODS (mpwLun, ELUEVOUOA KoL
rnoAAatAn)



ZUGCTNUOTLKEC ETULITAOKEC

ALECN KUTTOPLKA TOELKOTNTA TWV EVEPYOTIOLNUEVWY EVIU LWV
SIRS o€ MayKpPEATLKN VEKPWON
Evootoéivn we amoteAeopa LKPOBLOKAC LETAVAOTELONG
QVOTIVEUOTLKN OVETTAPKELDL
KatarmAnéia
ouvbpopo opoto pe onyn (+/_DIC)
vedpLkn avemapkeLla (o¢eia)
aLpoppayLa TIEMTLKOU
ouyxuon n Kwuo

ouvdpopuo avenapkeloc oAAamAwyv opyavwyv MODS(5% o€
oldnuatwdn, 50% oe vekpwTtlk maykpeatitida)

-emibeivwon otnv eBdopada,Bvntotnta>50%



SIRS

Oeppuokpacio > 380C n <360C
Kapdiakoc puBuoc > 90/Aemnto
AvVaTVEUOTIKOC puBUOC > 20/Aemto

WBC >12000 1 <4000 kut./mm3

21% katad tnv eloaywyn oto Nocokopeilo

18% mapatetopevo SIRS SLopKwE Kol LETA TLC
nPWTeC 48h

H napataon cvoxetiletal pe MODS kat Bvntotnta
armno oéela maykpeatitida



EMINAOKEZ O=EIA2 NMATKPEATITIAO2
AtAavta (Consensus)- MODS score

TomukéG ETUITAOKEG AtAavto-Oplopot MODS score>/= 2
Oteia culAoyn vypwv JupPatvel vwplc, xwplc Tolywpa (APACHE II,CRP,PN,SIRS)
NEkpwon MePLOXEG UE VEKPWHLEVO TTAPEYXU AL

Oteiec PevbokuoTelg JUAANOYEC LE TTAYKPEATLKA LYPA

Me tolywpa (0L emOnALako)
MNaykpeatiko anootnua  Meplyeypappévn cuAloyn uou
AucAettoupyia opyavwv

Shock JuotoAwkn) AM<90 mmHg PAHR (HR.RAP/MAP)>15
MVeOHOVEC Pa02</=60 mmHg PO2/Fi02</=225
Nedpa Cre >2 mg/dL Cre>2,26 mg/dL
[QOTPEVTEPLKO >500ml aipoatog(24h)

ALLOTIOLNTLKO PLT< 100000kky, FDP>80ug/mL,  PLT</=80000kkYX

wwdoyovo<lg/L

MetafoAikeg Statapaxeg Ca<7,5mg/dL
NeupoAoyLKES SLatapaxEg Glasgow CS </=12



2Y2THMATIKEZ EMINAOKEZ(1)

AvcAeLtoupyia opyavwv.

AvarmveuoTikn SuoxepeLa, TAELPLTIKEC cUANOYECG(4-17%- to 50%
ouvdeetal pe PeUOOKUOTELC ) TIOLYKPEATLKA cuplyyLa), VeV ovia,
ateAektaoia, ARDS.

Oeparmeia e xopryynon oéuyovou, avtlPLOTIKWY, TIAPOXETELON
TIAEUPLTIKWV CUAAOYWV KOl LNXOLVLKO OLEPLOLLO.

EmtumAokEC armo toucg vedpou ¢ (Utooykatpio TTou tpoKaAEL
npovedplkn alwbatpia n vtotaon nov odnyei og okela
owAnvapLakn VEKpwan).

Oeparmeia N MEPALTEPW XOPNYNON LYPWV KAl N ailpokaBapon.
Shock AOyw uTtooykapiog ( amwAeLlo LypwV OTO TPLTO XWPO,
geToL), N Kapdloyevouc attioloyiog (epdpayuatoc Tou
nuokapdiou N mepkapditdoc).

Torrod<tnan Kevtpikn¢ EAeBIKNC ypauunc Kait monitoring
xopnynanc vypwv (touvAaytatov 250-400cc/h!)

AAAalet n mpoyvwan!



2Y2THMATIKEZ EMINAOKEZ(2)

MetaPoAlkEC SlaTapaxeEC OTwWCE UTTEPYAUKOLLLLOL N
urtaoBeotioLpuia.

NEkpwon Aumwdouc Lotou (<1%)kuplwc utodoplou Arouc,
00TWV, ortiloBornepLTovaiou, epLtovaiou, LecoBwpakiou Kal
nepwkapdiov(OwodoAutaon A, Spdon ota odLyyoAutidia Ko
To TPLYAUKepidLa, mapaywyn Toélkwv FFA)

AlaTtopaXeC NENG OUXVEC otV osila aykpeatitida.
Naykpeatikn eykepalonabela(eykepaAlko oidnua) mou
urtopel va ekdnAwOel e SLeyepon, ayxwdelc ekONAWOELC,
PeuvdaloBNoELS, AMOTPOCAVOTOALOUO, KWLLAL.
HAeKTPOAUTLKEC Slatapaxec, umotia.

2UvOpopo Purtschers’ Loxatuikn apdiBAnotpositdbomnabela.



Treatment goals

o Treatment of acute pancreatitis is aimed at correcting
any underlying predisposing factors and at the
pancreatic inflammation itself.

o Supportive therapy is important because there is no
specific drug therapy available.

General supportive care including

vigorous fluid resuscitation,

supplemental oxygen as required,

correction of electrolyte and metabolic abnormalities,

O O O 0O 0O

pain control.



Monitoring

0 In severe pancreatitis, intensive care unit
monitoring and support of

0 pulmonary,

0 renal,

7 circulatory, and

o hepatobiliary function

may minimize systemic sequelae



Nutrition

o In patients with mild pancreatitis,

- recovery generally occurs quickly, making it
generally unnecessary to initiate supplemental
nutrition.

1 Beginning oral feedings by giving 100 to 300 mL of
clear liquids every four hours for the first 24 hours

( )

o If this diet is tolerated, feedings are advanced
gradually to a soft diet and finally to solid foods


http://www.uptodate.com/online/permissionError.html�

Nutrition

0 In patients with severe pancreatitis,

7 Recommend attempting to provide early enteral
nutrition in the first 72 hours through a nasojejunal
tube placed endoscopically or radiologically

( )

o If the target rate is not achieved within a few days
and if severe acute pancreatitis is not resolved,
supplemental parenteral nutrition should be
provided.


http://www.uptodate.com/online/permissionError.html�

ERCP(AGA GUIDELINE 2007)

In patients with gallstone pancreatitis,

urgent ERCP (within 24 hours) should be performed if there
is concomitant cholangitis, while

early ERCP (within 72 hours) should be performed in those
with a high suspicion of persistent bile duct stones (ie, visible
common bile duct stone or noninvasive imaging, persistently
dilated common bile duct, jaundice).

Early ERCP in those with predicted or actual severe gallstone
pancreatitis in the absence of cholangitis or a high suspicion
of a persistent common bile duct stone is controversial.



Gallstone pancreatitis

o In patients with gallstone pancreatitis,
recommend early ERCP and sphincterotomy only
for those who have persistently abnormal or
deteriorating liver tests or biliary sepsis

( )

-1 Cholecystectomy should be performed prior to
discharge in patients with mild pancreatitis.


http://www.uptodate.com/online/permissionError.html�

Preventing infections

The occurrence of pancreatic infection is a leading cause of
morbidity and mortality in acute necrotizing pancreatitis.

Three approaches have been taken to decrease bacterial infections
in acute necrotizing pancreatitis:

enteral feeding to avoid central line related infections, maintain gut
barrier integrity, and decrease bacterial translocations;

selective decontamination of the gut with nonabsorbable
antibiotics;

prophylactic systemic antibiotics.

Of these, use of prophylactic systemic antibiotics is suggested
( ) and enteral nutrition with a jejunal tube placed

radiologically or endoscopically beyond the ligament of Treitz is
recommended ( )


http://www.uptodate.com/online/permissionError.html�
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Antibiotic prophylaxis
1

1 The use of prophylactic antibiotics to prevent pancreatic
infection is not recommended (ACG GUIDELINE 2006)

1 The AGA (2007) suggested that there were mixed data
regarding antibiotic prophylaxis and did not issue a
recommendation.

7 However, they suggested that antibiotic prophylaxis should
be restricted to patients with substantial pancreatic necrosis
(defined as >30 percent by CT scan).

-1 elevation in markers of gut mucosal barrier disruption (such
as procalcitonin) may identify subgroups that benefit from
prophylactic antibiotics.



TOTLKEC EMUTAOKEC

O¢ciec vypLlkEG oUAMNOYEC (<4 €B6.)

(pN€Nn maykpeatikoL mopou-evdeén ERCP)
Naykpeatikn vékpwon (CT Suvapikn aneitkovion)- Aonmen
VEKPWON
EnipoAvopévn VEKpwon: o€ Eva 20%-50% Twv MEPLTTWOEWV
oupBaivel empoAuvon otic Vo 2 TpwTteC EBOOUASEC TNC
VOOOU ME AMOTEAECUO EMMOAVOHEVN VEKPWTLKA
nayKpeoatitida

I'Iavat;auKéS Pevdokuotelc (>6BS6., SLAMETPOC >6 cm,
CUMITTWHATA

Maykpeatiko andotnma(> Eva pRva LETA TNV EMLHOAUVON)
MayKpEeATIKOC OLOKLTNG KOl cuplyyla

AYYELOKEG KOl OTTANVLKEC ETILITAOKEG

Anodppaén dwodekadaktuAou



NoaykpeaTikn VEKPWGON KOl ETILUOAVGUEVN
VEKPWON)

Avvopikn pe oklaotiko CT amelkovion

ETIUTAOKEC TNG VEKPWONG, N AVETTAPKELA AAAWV OPYAVWV KalL N
enipoAuvvon (30%-70%)

Erti evbeitewv (epumbpeto, CRP, CT, kKAwiKn €kova) peta 10-14
NUEPEC N vwpiltepa FNA-Gram (umto CT)

Avaykoiotnta nipodpulaktikng aviPiwonc(;)
AVOyKOILOTNTO TTOPOXETEUONC N XELPOUPYLKNC EMEMPAONC

H aonmtn mayKpeATIKA VEKPWON UMOPEL VoL CUVTEAEL O€
OUUMTWHATOAOYLO ELUEVOUCAC AVETAPKELOC AAAWY OPYAVWV
Kol XpN{eL TAPOXETELONC



CT-FNA

AGA Patients suspected of having infected necrosis should
undergo fine-needle aspiration biopsy to document infection
and help guide antibiotic therapy. Subsequent management
depends upon how acutely ill the patient is, how they
respond to antibiotics, the consistency of the necrotic
material, and local expertise.

ACG CT-guided percutaneous aspiration with Gram's stain
and culture is recommended when infected pancreatic
necrosis is suspected. The preferred treatment of this
problem is surgical debridement, but minimally invasive
approaches may be used in selected cases.



Treatment of pancreatic necrosis

The minimally invasive approaches or surgical debridement
is suggested in stable patients with infected pancreatitis
necrosis who do not improve with antibiotics ( ).

The choice should be based upon the available expertise and
whether the collection is localized or diffuse.

The minimally invasive approach should only be considered in
specialized centers with vast experience in the treatment of
acute pancreatitis.

Even centers with significant surgical experience in
debridement for infected necrosis are favoring minimally
invasive approaches where feasible to minimize the
metabolic insult to these sick patients.
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Wevdokvatelg(l)

Aonnteg cuAAoyEG (>4 €B6.) maykpeatikoU vypoU(uPnAEcg
OUYKEVTIPWOELG TIAYKPEATIKWV VIUHWV) Ttov TeptBaAlovral ano
ocadEC lVWOEC TolxwHa | KOKKLwUOTWON LoTo (xwpic evéoORALo-
eMOAALO, KUTTOPLKA CUYKpPLUOTOL)

To 50% e€aleidovrtal o€ 6 eBSouAdeC, TO 15% nMapapével Eni Hakpov

ALAKPLON OO KUGTLKA VEOTTAGLOLLOLTOL I} PEVCTOTIOLNULEVEG
TLEPLYOLP AKWLEVEC TIAYKPEATLKECG VEKPWOELC

210 10% twvVv 0¢£wv maykpeatitidwyv (KUpiwg aAKOOALKWV)

AAyoG emyaoTpiou oTtaOEPO ] LETAYEUMATLKO, VAUTiO, EUETOL
EmumAokecg: pRén, alpoppayia, maykpeatikoc aokitng, anodppain
TIOLPALKELLEVWV OPYAVWV, TILEC TIOLPAKELMEVWV AYYELWV, EMLUOAUVON
Néec anoyerg tng puoikic mopeiac YPevdoklotewv, detkviouv XapnAd
TLOOOOTA EMUMAOKWY O€ >6 cm SLOETPOU PeUSOKUOTELG



Wevbokuotelg(2)

AveéaptnTwc peyebouc, otav eival ACUUITTWHATLKA dev
anattel Oepamevtikn apepBaon. Elval tkavomolntikog o
e\eyyoc pe ECHO ava 3unvo,kat CT ) MRI emti KAWVIKWV
evOeilewv

Metavaotevon Pevdokuotewyv o€ aocuvnBelg Beoelg (m.y.
Bwpaka).

Emti eucbavmswq TIUPETOU, KOLALAKOU AAyouC o€ e&ad)oq
YVWOTNAC LIJEU(SOKucmq rnbavotnta entpoAuvvong n
dnuLoupyia amooTRMATOC.

2 NUOVTLKA Yla TNV OVTIMETWTILON TOUG N Anpodopia
ETUKOLVWVLAC TwV PEVOOKUOTEWV UE TOV TTOYKPEATLKO
nopo (Heptkn A TTANPNC SLATOUN TOU TIOYKPEATIKOU
TOpoU)



Weudokuaotelg maykpeatoc- Avtipetwron 1

EEwTtepLKN SLAdEPULKN TTAPOXETEVON Elval amoTteAeopaTikh Bepareia
TOOO0 YLOL OTELPEC 000 KAl YLaL ETILUOAUVOUEVEC PEUVOOKUOTELC

AvtevOEeLEn OLAOEPLKAC EEWTEPLKNG TIAPOXETEVLONC VLA ETILKOLVWVOUOEC
LLE TOV TIAYKPEATIKO TtOpo PeudoKUOTELC (bnpLloupyia ML LAKPOV
TIAYKPEATIKOU cuplyyiou)

XELPOUPYLKN ECWTEPLKN TTOpOoXETEVON (eTumenAeypuevec PeudoKUOTELG,
Aolpwén, vékpwon ,dAeypOVN- ETIVEULECN TIOPOUKELLEVWY OPYAVWV-
OTIANV).

EvOOOKOTIKN ECWTEPLKN TIAPOXETELVON
ETUKOLVWVOUCEC KUOTELC: HLa TOU TIOLYKPEATLKOU TTOPOU
yaotpo-, N SwOeKASAKTUAO-KUOTOOTOULO EVOOOKOTILKA

avteVOELEN emi mAxoUC ToXWHATOG 1cm, pHeyAAwv ayyeiwv (EUS) rou
napepBaillovral, Kipowv-mtuAaiog umEptaong, LN opatng mPoBoAng
eVOOOKOTILKA TWV KUOTEWV.

W. Brugge AGA PG Course 2005



WeudokuoTtelc maykpeatoc- Avtipetwrion 2

Xelpoupyikn napoxetauon LE VOLOTOMWON TNG Kuotnq OTO CTOMOXO N
oto 126aktulo | Roux-en-Y KUOTEO- vnou6u<n avaotouwon Ko
TIOYKPEATLKNA EKTOUN €AV n Peudoklotn €lval oTnv oupaA TOU TTAYKPEATOG.

Enavadnuiovpyia tng kKUotnG o€ eva 15% Aoyw amodppaéng tTou Kowou
TIAYKPEATLKOU TTOPOU YL auTo Kol ERCP mpoegyxelpnTika amapaitntn.

EvVOOOKOTILKA TMAPOXETEVON: O) EVOOOKOTILKN KUOTEO-YOOTPOCTOMIO N
Kuoteo-126aktuAootopia epocov urmtapyel emodr] TOU TOLXWHUATOC TNC
PevdoklotNnC e to otopaxo N to 126aktulo. B) elcodocg evocg stent amo
1o pUupa Tou VATER 0TO TTOYKPEATLKO TTOPO Kall Ao kel otn PevdokUotn
epooov urnapyeL cuvexela PeudokVOTNG Kal KOLvoU TIaYKPEATLKOU TTOPOU
onwc deiyvel n ERCP.

ErtutAokEC amotu)iog EVOOOKOTILKNC TIAPOXETEUONG : AlLpoppayia,
ETLHOAUVON. EAatTtwvovtal otav xpnotpomnolnBei EUS (evbooKkomikog
UTTEPNXOG) KalL TO stent Ttou tomoBeteital adatpeital evtog 3 efdouadwy.



WeudokuoTn MOyKPEATOC - AVTLUETWILCN
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Maykpeatikn vekpwon 1

H mapoucia piog mepyapokwUeVNC TTAYKPEATLKNAC VEKpWONC, Ogv
QTOTEAEL per se €vOEeLEN YLl OVTILETWTTLON

Oeparneia amatteitat yio Seutepoyevn emipoAvvon i aAAa
cuprtwpata(r.y anodpokTiKd)

Xpovika (evtoc eBOOUAdWY EwWC LNVWV),N ocUoTAoN TNG VEKPWONC
Qo KUPLWC OTEPEN LETATPETIETAL OE UYPLKN KOL TLEPLXOLPAKWVETOLL
Erti evbeiéewv emepBaonc Kol oTepEd ocUoTAON TNG VEKPWONC, O
KOOaPLOUOG Elvoll XELPOUPYLKOG

Emti evbeiéewv emepBaonc Kat UypLkn cuoTaon TNG VEKPWONC, Elval
duvatn evdookorikn, StadepuLkn r eEAdxLoTa EMEUPATIKNA
XELPOUPYLKN TtapEUBaon

H CECT eiva n neBodocg ekAoync yia tn dtayvwaon tng VEKPWong,

evw MRI kat EUS mtepypadouv pe peyoAutepn akpifeLlo To otepeod
oToLxElO



EmipoAuvon nmoyKpeATIKNC vekpwonc 1

Ertl KAWVikwV evdeiéewy, 2 €BO. peta to emelcodlo, vea CECT kot
FNA (Kol Xelpoupylkn ekTipnon otnv nepottepw dlaxeiplon)

H KAOLOOLKN TtPOCEYYLON £LVOIL AVOLKTOC XELPOUPYLKOC
kaBaplopoc (Heinrich S Ann Surg 2006;243:154-68)

H TeXVLKN TNC VEKPWOEKTOUNG ELVOLL OXETLKA TUTTOTIOLNMEVN (O€
£vol N EMAVOAALBOVOUEVO XPOVO-OVOLKTH KOLALQ), e
Sladopetikec pebodouc napoyxetevong (Lapoutomnoinon
eA0l0OOVOC EMLITAOLKOU BUAAKOU ,eupeia -KAELOTH, CUVEXNC
nAvon)

ALYWTEPO ETIOETIKEC XELPOUPYLKEC TIPOCEYYLOELC EXOUV
neplypadel mpoodpata (AAmapOOKOTIKEC VEKPWOEKTOUEC, £(TE
QO TIPOUTIAPXOUOEC HLAOEPULKEC TTAPOXETEVOELC)



EmtipoAuvon moyKpEATIKNC VEKPWONG 2

H cUyxpovn taon €ivatl va kKabBuotepel N XELPOUPYLKN
EMEUBAON OO0 EMUTPEMEL N KAWVLKN KATAOTAON TN oUVTNPNTIKA
OVTLLLETWTTLON

H kaBuotEpnon EMLTPEMEL TN PpEVCTOMOLNON TNC
ETILMOAUOUEVNC VEKPWONC KAL TN TIEPLXAPAKWON TNG
SLEUKOAUVOVTOC TOV TPOTIO AVTLUETWTILONC TNC (MARPNC EKTOMN
O€ EVAL XPOVO, LN XELPOUPYLKEC Bepareiec-evOOOKOTILKEC I
OKTIVOAOVYLKEC)

Opwce,n texvikn SuokoAla mapoxETeVONC NUL-O0TEPEOU UALKOU
QO CWANVEC ULKPOU SLAUETPMOTOC ELval CNUOVTIKN

2 NUOVTLKN N EKTiNON TNG cuotaong tou VAo pe CECT kat
MRI A EUS



AYYELOKEC KOLL ETTUITAOKEC QIO TOV CIMARVA

Alpoppayia 1 B6popuBwon Twv MEPUTAYKPEATIKWY AYYELWV
(BpopuBwaon omANVLIKAG, YOoTPLKOL Klpooi-pAén Kipowv)
H aptnplokn alpoppayia ivat emikivéuvn yla tn {wn
ETUITAOKN
Pevbdoklotn SLafpwveL TOYKPEATIKA apTnpia
oTIANVLKN aptnpia enit PeuSoKUOTEWV CWHATOC I} OUPAC
yaotpodwdekadaktuAikot 1 kKAadol tou
rnaykpeatikodwdekadaktuAkol to¢ou emil PevdokuoTewV
KePaAANC
AvVTLUETWTILON UE ayyeloypadla-euBOALOUO 1 XELPOUPYLKN
amoAivwaon r EKTETAMEVN XELPOUPYLKA eKTOUN (Kol
OTIANVEKTOUN)



TOTILKEG ETILITAOKEG (3)

2TIANVLKEG ETUTAOKEG TtalyKpeATTLOOG,.
Weudokuotn oTtAnvog

Epdpakto ommAnvog

NEKpwaon omANVoq

PrAén omAnvog Kol oLATw AL,

OL aVWTEPW ETILITAOKEC €lval eMmiKivOuveg yLa Tnv {wn
KOLL QTtoLLtoVV EMELyoV OOl OTTANVEKTOLN.



TOMIKEZ ENINAOKEZ (4)

Alpoppayio entikov :eneiyovoa evbéookonnon, CT

A) Ixeti{opevn pe torkr pAeypovi AOyw TG mayKpeaTitidog Kat
OIEAEVOEPWONC EVEPYOTIOLNHEVWYV EVIVUWV 1 AGYW TILEONC OTTO TLC UYPLKEC
OUAAOYEC

-Prén OTTANVLKAC aptnptaq, onmAnVIkAc ©&AEBag, n Ttu}\ouaq dAEPBOC
ouvodevopevee amod uPnAn evntomta OEPATIEVTLKN npoosvvton n
OKTWVOAOYLKN eMepPatikn) TEXVIKA EUPOALOHOU TWV ALLOPPAYOUVIWV QyYELWV
KOlL O€ TLEPLITTWON AoTuXlaG N XELPOUPYLKA TIPOCEYYLON.

-OpopBwon omAnvikNG PAEPac ToOu prmopel va odnynoeL o€  KLpooug
oloodpayou Kal pnén auvtwv. Oeparmeia n evdookormiky band ligation twv
QLLOPPAYOUVTWY KLPOWV.

-Wevdo-avevpuopata ayyeiwv géattiog tng mieong twv PeudokUOTEWY, UE
Bepareia ekhoync tov epfoAlouo(atpoppayia evéokuotiki 1 pR&én-cupiyyto
HE TO TIETITLKO

-Alpoppaylat  OTOV  TIOYKPEATIKO TOpo HeE  Snuwoupyia hemosuccus
pancreaticus.

-Alpoppayio LETA ATTO VEKPWOT TIOYKPEATLKOU TIaPEYYU LATOC.



0 B) awpoppayia pn oXeTWOUEVN LE TOTILKA
bAgpovi aAAd AOyw :

1 Stress ulcer opel\opevn yaotpomnabela.
-1 Mallory-Weiss tear.
-1 AAKOOALKN yaotpornaBeLa.



TOMIKEZ EMNINAOKEZ (5)

Mieon vekpwoewc ano pAsypovwdn cuykpipata
NG OUPAC TOU TIALYKPEATOC TTOPEL VoL 06Ny ocouV
o€ anodpaén N pnén Tou EVIEPOU Kal 0TN
Snuoupyila cupLlyyLlwv LEToEU AEMTOU KOl TTOXEOC
EVTEPOU.

H Beparela eival xelpoupyLKn.



MpoAnyn tng peta-ERCP nmaykpeatitidog

MNpoodartn peta-avaiuvon 15 pedetwv, pe >10.000 acOeveig,
OLVOLYVWPLOE 5 aveAptnTouC mapayovteg KvdUvou:

Mdavn SOD
Mponyouuevn rnaykpeatittda(uera- ERCP)
fuvaukeio UAo,vea nAkia
Avoxepela kaBeTnplacpou
Pre-cut oplyktnpotoun
EveON OKLOOTIKOU OTOV TTOYKPEATLKO TTOPO
X. mopo¢ </=5mm xwpic AtBlaon, puactoAoyikn xoAepuBpivn
Pancreas divisum
Masci E et al Endoscopy 2003;35:830



MaykpeaTiKEC EVOOMTPOOOETELC (stents)

I e
MeEBodot anoduync tng peta-ERCP maykpeatitidag

Madicinas Machanism Efficacy
Somatostatin Diminish inflammation Contradictory studies
Gabexate mesylate Diminish inflammation Contradictory studies
Octreotide Diminish inflammation No
Prednisone Diminish inflammation No
Allopurinol Diminish inflammation No
[L-10 Diminish inflammation No
Nifedipine Relax 50 Mo
Heparin Unknown No
Lidocaine spray Relax 50 Mo
Techniques
Temporary PD stent Improve drainage Yes
Botox injection Relax 50 No

Elta GH, ASGE 2005



MaykpeaTtikEC EVOOMTPOOOETELC stents

Hs*stsq ylo thv anors*sopaukomta TOUG OTNV npo*nan n¢

satitida

Pancreatitis rate without and
with pancraatic stent

eto-ERCP ntayk

First author/y

Study daesign

Patiants

without

with

Smithline 1993

Sherman 1996
Tarnasky 1998
Elton 1998
Patel 1999

Vandervoort
1999

Aldzawa 2001
Fogel 2002
MNorton 2002

Fazel 2003

Freeman 2004

Catalano 2004

RCT

RCT (abstract)
RCT
Retrospective,
case control
RCT (abstract)

Prospective, case
control

Retrospective,
case control
Retrospective,
case control
Retrospective,
case control
RCT

Prospective, case
control

Retrospective,
case control

Precut biliary ES,
S0D, small ducts
Precut biliary ES
Biliary ES for SOD
Pancreatic ES for
all indications
Pancreatic ES for
S0D

Pancreatic brush
cytology for sus-
pected malignancy
Biliary balloon
dilation for stone
Biliary + pancre-
atic ES for SOD
Endoscopic
ampullectomy
Difficult cannula-
tion, biliary ES,
50D

All attempted major
papilla PD stents in
high-risk therapeu-
tic ERCP
Endoscopic ampul-
lectomy

93
93
B0
194
36

42

436

28

76

225

103

185
21 5%
26%
12.5%
3360

28.1%

6%

28.2%

11.1%

2850

66.7%

l6.7%

145
2%
T%
0.7%
1%

0%

0%

13.5%

206

5%

14.4%

3.3%

0.299
0.036
0.03
<0.003
>0.05

0.08

0.11

<0.05

=0.05

<0.05

0.06

0.10




MaykpeATIKEC EVOOTTPOCOETELC stents

Y& peta-avaAlvon ,o Kivbuvoc aykpeatitidoc Heta
TonmobETnon maykpeatikoL stent utoAoyiloBnke

5.8% vs 15.5%

NNT yia tpoAnyn 1 peta-ERCP
noykpeatitdoag, eivat 10

Singh P et al GIE 2004,60:544






ATtODPOKTLKA QLITLA-QVTLETWITLON YLoL
npoAndn unotportriq

ABlaon (1.xohokuvotektoun, 2.ERCP odyktnpotoun)
MNaykpeac divisum

2tevwon-ivwon n duokwvnoia touv ODDI

AnKLOKA veomAdopata

NeomAaopata taykpeatoc (adbevoCa, IPMT)
EkkoAntwpata dwdekadaktuAou

Napaotta evodnvwpeva otn AnkuBo(aokapida)



XoAndoxoABiaon
Oécia nmaykpeatitic (1)

Ol ABot X.M. mpokaouv oéeia AtBLaoLkn
noykpeatitida

90-95% amnofaAlovtal autopaTa

Ou evdeiéelc yia eneityovoa ERCP sival anodpaén
X.MN.(MRCP), iktepoc kat xoAayyelitida

To odeloc ival culntioLpo os cofapou Babuou
ofeia naykpeatitida ywpic anodpaén xoAndoxou
TOPOU



XoAndoxoABiaon
Oécia nmaykpeatitic (2)

Mn_enepBatikeg dStayvwotikeg pebBodot (MRCP, EUS)
eTiAeyouv aoBeveic pe evdeiéelc Oeparmnevtikng ERCP

Enteiyouoa ERCP o€ oéeia AlBLaowkr) maykpeatitidba rmi
ooBapng (kptnpla Ranson, Glasgow, Balthazar)
noykpeatitidag

Erti tkt€épou, xohayyelitidbag, dStataong X.M.

Erti kKAvikng embeivwong oe aoBeveig pe apyka nrua
KpLtnpLa Baputntog
>PLyKTnpoTour o€ aoBeVeiq pPe ONUAVTIKEG TOTIKQL

OUOTNHOTIKA ETUITAOKEG, dlatetapevo X.M1. xwplg Mgouq KoLl
XoAokuotoAlBiaon, eav dev eivat duvatr N XOAOKUOTEKTOUN

ER'CP-Gd)Lg\K,TI’]pOTOLlI"] el pkpoABiaonc (kpuotaAAol o€
OElypa XOANG)
D.L.Carr-Locke, SSAT 2005



XoAndoxoABiaon
Oécia naykpeartitic (3)

Ye coBapn naykpeatitda (kabe attioloyiag), ERCP-
€AEYXOC LEPLKNC N TTARPOUC SLOTOUAC TOU
TIOYKPEATLKOU TTOpoU (37%-44%)

Naykpeatikn evéomnpoBeon emni ateAouc SLATOUNG, UE
vepUpwon tnc SLappPonc ToU MOYKPEATIKOU TTOPOU
Avénuevoc kivbuvoc culoywv , VEKpwOoNG Kol
LULKpOBLaKNC EMLUOALVONC TIEPUTAYKPEQTLKAL

Cotton PB, Kozarek RA, D.L. Carr-Locke, SSAT 2005



Mepikn N MARPNG HLOTOUA TOU MOLYKPEATIKOU
TOPOV:EMMTWOELC-OVTLUETWTILON

Disconnected duct syndrome: cuvr|Bwc¢ amalttel EKTopA Tou
nepLpepLkol TUNMOATOC TOU MAyKPEATOC (UTtoTpoTn
naykpeatitidac kat/n VYPLKEC CUAAOYEC)

MPOoOLEC SLATOUEG TOU TTAYKPEATIKOU TTOPOU

- TIALYKPEATLKOC aoKiTNC

- TTAYKPEATLKN evdoTpoBeon yLa yedUpwon tnS SLATOUNC
OmnicOLeg SLATOMEC TOU TTOYKPEATIKOU TTOPOU

- ortiloBoTepLTovaLKA cuplyyla

- ETEKTOON OTIAVLAL KOl 0TO Bwpaka

- TIAPOXETEVOELC, TIAYKPEATLKEC EVOOTIPOBETELCG, XELPOUPVYLKN
EKTOUN


http://www.uptodate.com/online/content/abstract.do?topicKey=pancdis/11212&refNum=47�

Adevwpa pupartoc Vater

>WANVWOEC
OnAwdec
2> WANVoONAwbEC

2Tolelo adevwaToC o AOEVOKAPKIVWUOTO
Vater Kol E0TIEC KOPKWVWHATWOELC EVTOC
adEVWUATWY UTIOYPOUUL{OUV TNV €EEALKTIKN
aAAnAouxio adEVWHATOG-KAPKIVWLOTOC
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NPQIMH AIANIZTQZH ONKQN VATER

YPnAoc BaBuog kAwiknc vrtodiag

H MRCP p€Bodocg exkhoync yia dtayvwoTtikn dlepeuvnon
(urtoyia-Slayvwon)

Evbookomnnon tou dpupatoc Vater (epmelpla evOOOKOTILKWY
ELKOVWV)

ERCP: Aemtol xelplopol epmetpiog emi UTOMTNG KALWVIKAC KoL
MRCP elkovac

Xpnon texvikwyv katd tnv ERCP yia SuokoAo kaBetnploopo
(jagwire utootnpEn-neplotpodn-npowdnon) Ko
Behovotoun (needle knife ) mpwv tnv odyktnpotoun (ivwon
dupatoc, adbevwua)

Bloyiec BAevvoyovikwv aAloywv

Bloyiec peta opyktnpotoun (avéavetol n SLtayvwoTikn
gvalcOnola).






ABiacn we altio oéelac naykpeatitidog

Enttntwon 0,17% oava €To¢

Av&non RR 14-35 otoucg avdpec ko 12-25 oTLg
YUVOLKEC

<5 mm AiBot avéavouv tov Kivbuvo

Avoatopio cupBoANC TaykpeatikoL Kot YoAndoyou
TOPOU N KOWO evOOANKUOLKO KavaAL tpodLabEtouv
o€ o¢ela AlBLaokn aykpeatitida

KpUotaAAol XoANoTEPOANC 1 CUYKPLUpOTO
KPpLUOTAAAWV XoAepuBpLvikoL aoBeotiov KaBwWC Kal
Adomin (HkpoAlBiaon) elval aitio maykpeatitidog
OTIWC Kal oL AtBot



EvOookomwko Ymepnyoypadnua.

Choledocholithiasis Gallbladder sludge
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