July/August 2017;261(1806):13-17

SYMPOSIUMGASTROENTEROLOGY
CHRONIC PANCREATITIS

key points
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Guidance for pancreatic enzyme replacement therapy (PERT)33,34

Dr Phillip Bland

• PERT should be started in secondary care and prescribing transferred to
primary care with agreement from the GP

Former GP, Dalton-in-Furness, UK

Chronic pancreatitis is a progressive inflammatory
condition characterised by irreversible fibrosis of the
pancreatic parenchyma, accompanied by calcification
and dilatation of the main pancreatic duct and its
branches. There are multiple aetiologies including
excessive alcohol consumption, smoking, autoimmune
disease and post acute severe pancreatitis. However,
excessive alcohol consumption is the most common cause.
The prevalence of chronic pancreatitis is variable, with
estimates between 4 and 52.4 per 100,000. A mismatch
exists between reported incidence and prevalence in many
studies suggesting chronic pancreatitis is under recognised.
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.

• Starting dose of 50,000 units with meals and 25,000 units with snacks
recommended but may need increasing
• Gastric acid suppression with proton pump inhibitors or H2-receptor antagonists
may be necessary to improve absorption
• Most enzyme supplements are porcine but have been approved for use
by both Jewish and Islamic communities
• PERT should not be prescribed for pain alone

rapid development of dependence
symptoms.
A trend towards significant pain relief
from improved nutrition and pancreatic
enzyme replacement therapy (PERT)
Chronic pancreatitis presents with relapsing, remitting has been shown in one systematic
review,34 although PERT is not
upper abdominal pain accompanied by features of
recommended for pain alone in chronic
malabsorption and malnutrition due to pancreatic
pancreatitis.15 In selected cases, jejunal
exocrine insufficiency and diabetes due to endocrine
deficiency. Diabetes is more likely to occur as the duration feeding has been shown to improve
pain, although oral nutrition remains the
of chronic pancreatitis increases, where pancreatic
preferred route.35
exocrine insufficiency has developed after pancreatic
resection and in those with early onset calcification.
Uncontrolled pain should trigger
referral to secondary care for
multidisciplinary assessment by
Patients with suspected chronic pancreatitis should be
physicians, surgeons and specialist pain
referred to gastroenterology or a specialist pancreatic
clinics.13 Endoscopic and surgical
centre for confirmation of the diagnosis. Providing there
treatments should be considered as an
is no need for urgent admission or referral, NICE
adjunct to medical therapy in all cases
recommends that GPs should arrange blood tests and
initially or if pain symptoms increase,
abdominal ultrasound to exclude other conditions such
especially before opioid escalation
as gallstones. In secondary care, CT is the preferred
occurs. Endoscopic therapy to dilate
diagnostic investigation especially if there is a history
strictures, remove stones or drain
of alcohol misuse. Faecal elastase-1 is the first-line
pseudocysts can improve pain.17
investigation for screening for pancreatic exocrine
insufficiency.
Endoscopic ultrasound-guided coeliac
plexus block has been shown to reduce
pain in up to 55% of patients with
Complete abstinence from alcohol and smoking
chronic pancreatitis so can be
cessation is essential for all patients to slow disease
considered in the tertiary care setting.36
progression and improve pain. Patients with evidence
of malnutrition, malabsorption or pancreatic exocrine
Surgery can be considered in cases of
insufficiency should be treated with pancreatic enzyme
main pancreatic duct dilatation to
remove obstruction (pancreatic
replacement therapy to improve symptoms, nutritional
jejunostomy) providing short-term
status and quality of life.
benefit in up to 80% of patients, with
60% reporting benefit for more than two
Initially pain should be managed by prescribing simple
analgesia with the addition of a weak opioid if necessary. years.37 Pancreatic resection is indicated
Adjuncts such as gabapentin and tricyclic antidepressants in the presence of pain and small duct
disease or enlargement of the
have been shown to be beneficial. Care should be taken
pancreatic head, or if previous drainage
when prescribing to avoid polypharmacy and opioid
procedures have failed.8
dependence. Strong opioid prescribing should be
avoided in primary care if possible but, if considered,
Surgery for chronic pancreatitis is a
it should prompt a referral to secondary care to review
significant consideration with morbidity
alternatives. Uncontrolled pain should trigger referral to
rates of 30-60% although mortality is
less than 5%.38 Recovery includes
secondary care for multidisciplinary assessment
by physicians, surgeons and specialist pain clinics.
readjustment to opioid dosing and
thepractitioner.co.uk
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adjusting to life with insulin. Patients
should be counselled extensively prior
to undertaking surgery so that they are
fully aware of the risks and benefits as
well as the possibility that improvement
is not guaranteed.8
Patients with evidence of malnutrition,
malabsorption or pancreatic exocrine
insufficiency should be treated with
PERT to improve symptoms, nutritional
status and quality of life,33,39 see table 5,
above.
The majority (80%) of chronic
pancreatitis patients can be managed
with a normal diet and PERT, with 10-15%
requiring nutritional supplementation
and 5% requiring enteral tube feeding.40
Interventions providing balanced dietary
advice have been shown to be as
effective as providing supplements to
optimise malnutrition in patients with
chronic pancreatitis so early input from a
dietitian is vital.41
The majority of patients can be
managed with a normal diet (30% fat
content) and PERT. However, if calorie
intake is low, protein supplementation
can be considered.40
It has been suggested that baseline
bone density assessment is performed
in all individuals with chronic pancreatitis
given the high risk of osteoporosis,
fractures and the associated morbidity
and cost. In addition, advice regarding
weight-bearing exercise, smoking and
alcohol cessation and dietary advice to
maximise calcium and vitamin D intake
should be provided as standard.42

FOLLOW-UP
Patients should remain on at least yearly
review which should include: routine
blood tests, liver function tests
(cholestasis or biliary obstruction), and
markers of malnutrition (albumin,

