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efficacy.29 NICE suggests considering
assessment by a dietitian for all patients
with chronic pancreatitis,7 which can
help improve patients’ nutritional status
and highlight patients requiring enteral
tube feeding.9 Guidelines have recently
been published on PEI with useful
advice on how PERT should be taken.30

Diabetes in chronic pancreatitis is
difficult to manage; up to 25% of
patients have ‘brittle diabetes’ requiring
specialist input.6,9 

Abstinence from alcohol and smoking
cessation are vital to reduce progression
of the disease and these measures
should be advised in primary care,
alongside weight-bearing exercise to
reduce the risk of osteoporosis.6 These
patients may require specialist alcohol
or smoking services. 

Metabolic disorders should be treated
while drugs and other toxins should be
removed as appropriate. Autoimmune
pancreatitis is managed by a specialist
hepatobiliary team with steroids or
other immunomodulatory drugs. 

FOLLOW-UP
In primary care, patients should have an
annual review with blood tests to asses
liver function and markers of
malnutrition.8 Because of the high risk of
osteoporosis in chronic pancreatitis,
patients should have a bone density
assessment by dual-energy X-ray
absorptiometry (DEXA) at diagnosis
followed by yearly follow-up DEXA
scans.6,8 If patients have no evidence of
PEI at diagnosis, a FEL-1 can be
repeated if symptoms attributable to
PEI occur.9 Patients with no endocrine
dysfunction at diagnosis should have a
HbA

1c 
repeated every 6 months.7

Pancreatic cancer screening should be
considered only in those with hereditary
pancreatitis and should occur annually
with a pancreas protocol CT scan.30

CONCLUSION 
Chronic pancreatitis is a disease with a
diverse range of causes, of which
alcohol is the most common. Patients
present primarily with abdominal pain
and may have features of PEI or
diabetes mellitus. 

Diagnosis is achieved primarily with
cross-sectional imaging and screening
for complications should occur
simultaneously.  

Management of chronic pancreatitis
requires a multidisciplinary approach to
monitor and treat the complex range of
problems that develop in these patients.
Early recognition and referral to a
hepatobiliary MDT is a priority in primary
care.

a HADS score ≥ 7) among chronic
pancreatitis patients to be 47% and 39%
respectively.26

Patients with these psychiatric
comorbidities had significantly higher
pain prevalence and pain severity and
lower quality of life scores. Early
recognition and management of
comorbid anxiety and depression can
improve pain management and quality
of life in these patients.

Endoscopic or surgical approaches
are used to treat pain resulting from
pancreatic duct obstruction. 

For uncomplicated chronic
pancreatitis with an obstructed main
pancreatic duct, most commonly 
due to stones or pancreatic duct
strictures, endoscopic retrograde
cholangiopancreatography (ERCP) is
recommended.10

Extracorporeal shock-wave lithotripsy
(ESWL), or more recently direct
pancreatoscopy and electrohydraulic
lithotripsy, is recommended for calculi
within the distal pancreatic duct where
endoscopic extraction therapy has
failed.10

EUS-guided coeliac plexus block can
be used but its efficacy is short-lived
with the majority of patients
experiencing recurrent pain after 
24 weeks.27 Surgical options including
decompression and resection can be
undertaken for pain relief and have been
shown to be superior to endoscopic
therapy for long-term pain relief.28 NICE
guidance suggests surgery as a first-line
treatment in painful chronic pancreatitis
with obstruction of the main pancreatic
duct.7 However, comorbidities and
surgical and anaesthetic risk need to be
weighed up before a decision is made
on surgery. 

Chronic pancreatitis related
pseudocysts should be treated if they
are symptomatic or present with
complications. Endoscopic drainage is
used in preference to surgery for
uncomplicated chronic pancreatitis
related pseudocysts that are within
endoscopic reach.10

For patients with chronic pain or
symptomatic pseudocysts from chronic
pancreatitis it is recommended that the
imaging is reviewed in a hepatobiliary
MDT meeting to determine the best
strategy for management of pancreatic
calculi and strictures: conservative
management, endoscopic approaches
or surgery.

Patients with PEI and clinical or
laboratory evidence of malabsorption
should be treated with pancreatic
enzyme replacement therapy (PERT).29

Oral PPIs can be used to improve PERT
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In chronic pancreatitis chronic inflammation of the
pancreas results in irreversible injury and fibrosis. This leads
to local and systemic complications. The annual incidence
in Europe is estimated to be 6-7 per 100,000 population.
Mortality rates in patients with chronic pancreatitis are
five-fold greater than in the general population. The most
common causal factor is excess alcohol consumption,
estimated to be responsible for 45-84% of cases. However,
it is important not to assume that chronic pancreatitis is
alcohol-related just because the patient drinks alcohol.
Tobacco smoking is an independent risk factor. Gene
mutations can lead to hereditary chronic pancreatitis,
(autoimmune pancreatitis type 1 is associated with
increased levels of IgG4), and idiopathic disease, where no
clear cause can be identified, accounts for 20-30% of cases.

Chronic pancreatitis can be difficult to recognise as its 
clinical features overlap with other gastrointestinal
disorders. The typical presenting symptom is intermittent
or continuous upper abdominal pain which may radiate to
the back. The pain is commonly triggered or exacerbated
by eating or alcohol consumption. Distal bile duct
strictures may cause biliary obstruction and jaundice.
Disruption of the pancreatic duct from previous episodes
of pancreatitis can lead to pseudocyst formation.
Pseudocysts may be asymptomatic but can result in pain,
infection or gastric outlet obstruction. Pancreatic exocrine
insufficiency (PEI) may cause weight loss and
steatorrhoea, and endocrine insufficiency will lead to
diabetes mellitus and its associated symptoms.

NICE recommends urgent referral to gastroenterology
if the patient presents with a complication of chronic
pancreatitis such as biliary obstruction. Otherwise, a
routine referral is appropriate; while awaiting specialist
input, GPs can conduct initial blood tests and request an
abdominal ultrasound to rule out differential diagnoses.
Pancreatic cancer is difficult to distinguish clinically from
chronic pancreatitis, and an urgent suspected cancer
referral may be indicated if the NICE criteria are met.

CT is the first-line imaging modality. MRCP has an
advantage over CT in elucidating the pancreatic ductal
anatomy in greater detail. PEI should be looked for with a
stool sample for faecal elastase-1 and a nutritional
assessment. Screening for diabetes mellitus should include
both HbA

1c
and fasting glucose as a normal HbA

1c
does not

exclude diabetes in this patient group. Serum amylase
measurement is not useful in chronic pancreatitis.

Alcohol abstinence and smoking cessation are vital 
to reduce progression of the disease. Weight-bearing
exercise reduces the risk of osteoporosis. Patients should
have 6 monthly diabetes screening and yearly DEXA
scans. NICE recommends initial pain management with
paracetamol or ibuprofen, with progression to codeine if
pain persists. Tricyclic antidepressants and neuropathic
pain medication may be prescribed in secondary care.


