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Axial view of 
a T2-weighted 
MRI scan showing 
a pancreatic
pseudocyst
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including cystic fibrosis, PRSS1 and
SPINK1 mutations should be carried out.8

NICE recommends urgent referral to
gastroenterology if the patient presents
with a complication of chronic
pancreatitis (e.g. biliary obstruction).
Otherwise, a routine referral is
appropriate and GPs can conduct initial
blood tests (e.g. liver function tests) and
an abdominal ultrasound to rule out
differential diagnoses while awaiting
specialist input.6 This may present an
opportunity for GPs to perform the
biochemical investigations for functional
abnormalities, as above, and identify
patients requiring input from
diabetologists or dietitians.

COMPLICATIONS
The complications of chronic
pancreatitis can be divided into local
and systemic (see table 3, left). The risk
of pancreatic cancer in chronic
pancreatitis has been shown to be 4% at
20 years after diagnosis.18 This risk is
higher in those with a  ≥ 60 pack-year
smoking history, in those who are older
at age of diagnosis and is much higher in
those with hereditary pancreatitis.19,20

Pseudocysts < 4 cm in size are likely to
regress spontaneously while larger ones
are more likely to lead to further
complications, as described earlier.21

Chronic pancreatitis leads to type 3c
diabetes mellitus which is present in 5-10%
of patients with the condition8 and is
difficult to control, often requiring insulin.22

Almost two-thirds of patients with
chronic pancreatitis have osteoporosis
or osteopenia and therefore this patient
group has a high risk of fragility fractures.23

MANAGEMENT
The management of chronic
pancreatitis requires a multidisciplinary
team (MDT) approach involving GPs,
gastroenterologists, surgeons,
radiologists, dietitians and diabetologists.
Treatment approaches aim to control
pain, manage complications and target
the underlying cause. 

Pain has a significant impact on the
quality of life of chronic pancreatitis
patients.24 NICE recommends initial
treatment in primary care with
paracetamol or ibuprofen, with
progression to codeine if pain persists.6
Additionally, abstinence from alcohol
has beneficial effects on pain
symptoms.25 If these initial measures 
are unsuccessful referral to
gastroenterology, pancreatobiliary
surgery or a specialist pain clinic is
required.6

Tricyclic antidepressants 
(e.g. amitriptyline) and neuropathic
painkillers (e.g. pregabalin) can be
started as further medical management
in secondary care.

Psychiatric comorbidities in patients
with chronic pancreatitis affect their
level of pain and their quality of life. 
A recent study showed the prevalence
of anxiety and depression (defined as 

Table 3

Complications of chronic
pancreatitis 

Local
•Pancreatic cancer 
•Pancreatic pseudocyst
•Biliary obstruction 
•Duodenal obstruction 
•Splenic vein thrombosis

Systemic
•Pancreatic exocrine insufficiency 
•Endocrine insufficiency (type 3c
diabetes mellitus)
•Metabolic bone disease
•Ascites and pleural effusions

diagnostic accuracy to MRI and
endoscopic ultrasound (EUS), with a
sensitivity of 75% and specificity of 91%,17
and has the advantage of quantifying
the presence of pancreatic calculi
(which are usually calcified unlike
gallstones), and parenchymal
calcification. 

MRCP (magnetic resonance
cholangiopancreatography) has an
advantage over CT in elucidating the
pancreatic ductal anatomy in much
greater detail than CT, which is useful in
determining if there is pancreatic
obstruction and anatomical anomalies
such as pancreas divisum. Abdominal
ultrasound can only diagnose chronic
pancreatitis at an advanced stage9 but
can be useful to rule out differential
diagnoses as well as eliciting the presence
of gallbladder gallstones as a potential
precipitant for previous acute pancreatitis.

PEI should be looked for in all patients
using a stool sample for faecal elastase-1
(FEL-1) and by performing a nutritional
assessment, measuring body mass
index (BMI), prothrombin time, albumin,
haematinics, calcium, phosphate,
magnesium and fat-soluble vitamins
(A,D, E and K).8,9 Screening for diabetes
mellitus should be considered in all
patients and should include both HbA

1c
and a fasting glucose measurement as a
normal HbA

1c
does not exclude diabetes

in this patient group.9 Pancreatic
enzymes may be only mildly elevated or
normal in chronic pancreatitis and so
serum amylase is not a useful
measurement in these patients.6

In cases where the aetiology is not
clear from the history, calcium and
triglyceride levels should be measured
and serum IgG4 to check for
autoimmune pancreatitis.9 In patients
under 35 years of age, clinical and
genetic testing for hereditary causes


