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have been shown to be beneficial.33 
Care should be taken when prescribing
to avoid polypharmacy and opioid
dependence. Strong opioid prescribing
should be avoided in primary care if
possible but, if considered, it should
prompt a referral to secondary care to
review alternatives. Many patients with
chronic pancreatitis with a history of
alcohol misuse could be at high risk for »

pancreatitis patients affected by
osteoporosis or osteopenia.23 In addition
to the reduction in bone mass, patients
with chronic pancreatitis have been
shown to have significant reductions in
lean body mass and fat mass despite
normal body mass index scores,20 see
figure 1, p13.
Exocrine function can be assessed

with faecal elastase-1 (FEL-1). This is an
indirect test of pancreatic function using
FEL-1 as a surrogate. Other methods 
to assess pancreatic function directly
have been described but are highly 
invasive and not widely available. 
FEL-1 measurement is easily performed;
patients collect a pea-sized amount of
faeces for analysis.  It is highly specific
and sensitive in severe disease but less
sensitive and specific in mild to
moderate disease.24 It is felt to be the
most appropriate first-line investigation
for screening for pancreatic exocrine
insufficiency in at-risk patients.25
Patients with chronic pancreatitis are

at high risk of pancreatic cancer26 and
have increased mortality largely due to
cardiovascular complications.27
A reduction of 20-30% in ten-year
survival is seen in chronic pancreatitis
compared with the general population,28
so continued follow-up is required.

MANAGEMENT 
NICE recommendations for
management of patients with alcohol-
related chronic pancreatitis as well 
as international guidelines advocate 
a multidisciplinary approach.13,17,29
The treatment of chronic pancreatitis is
the same regardless of aetiology. 
Aims of therapy include pain control,

management of exocrine and endocrine
insufficiency and management of
complications.30 Input from chronic pain
teams, dietetics and diabetologists can
be beneficial for complex pain and
management of exocrine and endocrine
insufficiency respectively. Surgery may
be indicated for selected patients.  
Complete abstinence from alcohol

and smoking cessation is essential for all
patients to slow disease progression31
and improve pain.7,32 
Chronic pain and the burden of

incurable disease may affect
relationships and social interactions and
patients with chronic pancreatitis are
prone to social isolation. Support groups
may be of benefit where knowledge and
experiences can be shared to boost
coping strategies.8 Patients with
psychosocial problems  may struggle to
attend clinics and comply with
treatment; often presenting as
emergencies which adds to the

management challenges.29
Pain can initially be managed with

simple analgesia with the addition of a
weak opioid if necessary. It is not
uncommon for patients with chronic
pancreatitis to require rapidly increasing
doses of strong opioids risking the
development of tolerance and
hyperalgesic side effects. Adjuncts such
as gabapentin tricyclic antidepressants

Table 4

Referral of chronic pancreatitis to secondary care15

Routine referral
Gastroenterology or 
specialist pancreatic centre

Urgent referral

Urgent admission

Dietitian

Diabetologist

Table 3 

Summary of recommended investigations at diagnosis and follow-up13,15,43,44

Investigation

Abdominal ultrasound

Computed tomography

Liver function tests

Fasting glucose/HbA
1C

Other blood tests

Quantitative faecal fat 
(faecal elastase-1)

Bone mineral density assessment

At diagnosis

Helpful to exclude
gallstones 

Recommended

Exclude biliary
obstruction or coexistent
liver disease

Recommended

Recommended

Recommended

Follow-up

Not routinely

Not routinely
Only if concern regarding development
of complications or suspicion of
malignancy

Annual

Annual screening for endocrine
insufficiency

Annual full blood count, prothrombin
time, albumin, vitamin D, vitamin A,
selenium, zinc, vitamin E 

Annual screening for exocrine
insufficiency

Every 1-2 years if osteopenia at baseline

Confirmation of diagnosis or recurrent attacks 
of acute pancreatitis

Complications of chronic pancreatitis
Pancreatic cancer, pseudocyst, biliary obstruction, duodenal 
or gastric outlet obstruction, fistulae, splenic or portal vein
thrombosis

Episode of acute pancreatitis

Nutritional assessment and supporting treatment 
of exocrine insufficiency

Management of diabetes mellitus secondary 
to chronic pancreatitis


