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PRESENTATION 
Patients with chronic pancreatitis can
present insidiously and are challenging
to diagnose especially in the early
phases. Symptoms including upper
abdominal pain, weight loss and loose
stools are non specific and can be
attributed to other conditions, see 
table 2, above.8 

Classically the pain is localised to the
epigastrium, radiates to the back or
flanks and is described as dull in nature.
Duration and frequency of pain episodes
vary but as the disease progresses
attacks can intensify and lengthen.9

The timing of the development of
symptoms from pancreatic exocrine
insufficiency (diarrhoea and
malnutrition) and endocrine failure
(diabetes) can vary significantly, either
preceding the onset of pain or taking
many years to manifest.10 Diabetes is
more likely to develop as the duration of
chronic pancreatitis increases, where
pancreatic exocrine insufficiency has
developed after pancreatic resection
and in those with early onset
calcification.11

Rarely, chronic pancreatitis can
present with jaundice from biliary
obstruction or cholangitis due to
inflammation of the pancreas around
the bile duct. Clinical distinction
between chronic pancreatitis and
pancreatic cancer can be difficult.
Urgent referral for investigation should
be made where the possibility of
underlying pancreatic cancer exists.12

ASSESSMENT AND SCREENING
FOR COMPLICATIONS
When first assessing patients with
symptoms of chronic pancreatitis it is
helpful to start by excluding other
differential diagnoses, see table 2, above.

Table 1 

Classification of chronic pancreatitis1

Toxic-metabolic
•Alcohol
•Tobacco smoking
•Hypercalcaemia
•Chronic renal failure
•Medication (azathioprine,
tetracycline, valproate, oestrogens)

Idiopathic
•Early onset
•Late onset
•Tropical

Genetic
•Autosomal dominant
•Autosomal recessive (cystic fibrosis)

Autoimmune
• Isolated autoimmune chronic
pancreatitis
•Syndromic associations (Sjögren’s
syndrome, inflammatory bowel disease,
primary biliary cirrhosis)

Recurrent and severe 
acute pancreatitis
•Post necrotic and severe acute
pancreatitis
•Post radiotherapy
• Ischaemia

Obstructive
•Pancreatic divisum
•Duct obstruction (tumour or stones)

Table 2 

Differential diagnosis of chronic
pancreatitis15

•Acute cholecystitis 
•Biliary colic
•Acute pancreatitis
• Irritable bowel syndrome
•Peptic ulcer disease
•Pancreatic cancer
•Post-herpetic neuralgia
•Gastroparesis
• Intestinal obstruction, ischaemia, 
or infarction
•Abdominal aortic aneurysm
•Thoracic radiculopathy
•Myocardial infarction

suggesting chronic pancreatitis is under
recognised, especially with historical
post-mortem series reporting
prevalence rates up to 13%. 

One cause for this mismatch is that
once diagnosed many patients are lost
to secondary care follow-up. Therefore,
although a GP may only see two new
cases during their career they are likely
to encounter patients requiring
recurrent consultations.3,5,6

Fibrotic changes in the pancreas
develop following multiple inflammatory
insults and can be due to a variety of
causes, see table 1, above. However,
excessive alcohol consumption is the
most common cause and studies have
estimated it to account for 45-84% of
cases in the Western world.3,7 Smoking
has also been shown to be a major
independent, dose-related risk factor for
chronic pancreatitis.5,7

Clinical suspicion of chronic pancreatitis
alone is insufficient for diagnosis and a
composite assessment is necessary.
Symptoms and clinical history, 
cross-sectional imaging, computed
tomography (CT), and assessment of
nutritional status is recommended, see
table 3, opposite13 with referral to
secondary care for confirmation of
diagnosis, see table 4, opposite. 

A histological diagnosis is possible for
chronic pancreatitis but a biopsy is rarely
performed because of its invasive
nature, risk of complications and poor
intra-observer agreement of chronic
pancreatitis features.14

NICE guidance on the management
of chronic pancreatitis in primary care
advocates blood tests and supports
abdominal ultrasound to exclude
gallstones as a cause. 

CT is the preferred first-line diagnostic
investigation especially where there is a
history of alcohol misuse.15 The sensitivity
of CT exceeds that of ultrasound, 
(75-90% vs 60-70%) although the
specificity is similar 85% vs 80-90%.16
Magnetic resonance imaging (MRI) 
is used for detailed ductal assessment 
in secondary care.17

Full blood count (FBC) and
biochemistry may be normal, but liver
function can be affected if there is
concomitant liver disease, or in the
instance of common bile duct
compression by strictures or
pseudocysts. HbA

1c
or fasting glucose

should be checked to screen for
diabetes.11,18 Serum tumour markers and
amylase testing are not helpful in the
diagnosis of chronic pancreatitis and
should not be performed, although
amylase remains useful in diagnosing
acute pancreatitis.15

Malnutrition is a major complication
resulting from fat and protein
malabsorption in addition to deficiencies
of vitamins A, D, E and K.19 Up to 63% of
chronic pancreatitis patients have fat
soluble vitamin deficiencies.19,20 Vitamin D
deficiency occurs in many patients, and
also in the general population, and
although its presence is not diagnostic,
deficiencies should be corrected.21

Several serum markers have been
associated with pancreatic exocrine
insufficiency including magnesium,
haemoglobin, albumin, pre albumin and
retinol binding protein A.22 Vitamin E has
been shown to be the single most useful
parameter to check as a marker of
malnutrition,22 see table 3, oppsite.

Osteoporosis and a high prevalence of
low trauma fracture are seen in patients
with chronic pancreatitis with one 
meta-analysis reporting 65% of chronic


