
ABSTRACT 

A Comparative Evaluation of Radiologic and Clinical scoring systems in 

the Early prediction of severity in Acute Pancreatitis. 
 

 

INTRODUCTION: 

Acute Pancreatitis is a common disorder due to development of acute 

inflammation of normally existing Pancreas. Acute Pancreatitis includes 

varying type of diseases from mild self-limiting symptoms to fulminant multi 

organ failure and high mortality. The overall mortality  rate is 3-10%, where 

in 11-30% of cases with severe disease manifested as pancreatic necrosis. 

       Acute pancreatitis refers to an acute inflammatory process of the pancreas, 

usually  accompanied by abdominal pain and elevations of serum pancreatic 

enzymes. 

       This syndrome is usually a discrete episode, which may cause varying 

degrees of injury to the  pancreas, and adjacent and distant organs. The 

incidence of acute pancreatitis has wide variability within populations, with 

about 1–5 cases per 10,000 population per year. Eighty  percent of the cases of 

acute pancreatitis in the are related to alcohol use or biliary stones. 

        Pancreatitis may be classified as mild, moderate, or severe based on 

physiological findings, laboratory values, and  radiological imaging. Mild 

disease is not associated with complications or organ dysfunction and recovery 

is uneventful. In contrast, severe pancreatitis is characterized by  pancreatic 

dysfunction, local and systemic complications, and a complicated recovery. In 

addition, pancreatitis may be further classified into acute interstitial and acute 

hemorrhagic disease . In the first type, the gland architecture is preserved but is 

edematous. Inflammatory cells and interstitial edema are prominent within the 

parenchyma. Hemorrhagic disease is characterized by marked necrosis, 

hemorrhage of the tissue, and fat necrosis. There is marked  pancreatic necrosis 

along with vascular inflammation and thrombosis. 

            Acute Pancreatitis was diagnosed when two of the three following 

criteria were met:   



     1. Elevated Amylase/Lipase defined as three times the upper limits of 

normal, 

     2.Radiological evidence of pancreatitis,  

     3. Abdominal pain. 

ACUTE  PANCREATITIS : 

           Acute pancreatitis is “ an inflammatory disease , associated with little or 

no fibrosis of the pancreas “. There are several initiating factors , which include 

gallstones , alcohol , trauma and infections and very rarely hereditary 

        There are so many different factors have been implicated in the causation 

of this disease . On the basis of worldwide data , the most common cause gall 

stones , account for 45 % of cases. Alcoholism is the second most common 

cause ,in about 35 percent of cases . In a study done in New Delhi , gall stones 

and alcoholism were found to be the cause in 49.5% and 23.6% cases 

,respectively. 

                AIMS AND OBJECTIVES OF THE STUDY 

                                  Acute pancreatitis is a catastrophic condition with many 

complications and poses a great  challenge to the treating surgeon. 10 -20% of 

the patients who develop complications will not  recover with simple supportive 

therapy. Hence  the early identification of clinically severe acute pancreatitis is 

critical for the triage and treatment of patients.  

                   The aim of this study was to compare the accuracy of computed 

tomography(CT) and clinical  scoring systems for predicting the severity of 

acute pancreatitis on admission  and  to correlate the outcome of  the study with 

the scores observed ,in terms of disease severity and mortality 

 

 

             MATERIALS AND METHODS 

Study Design : Comparative Analytical study 



Setting : Department of General Surgery ,Govt Stanley Medical College and 

Hospital , Chennai. The study was conducted after obtaining the Institutional 

Ethical Committee approval  

INCLUSION CRITERIA : 

 Characteristic abdominal pain. 

 Serum amylase/lipase ( >3 times of its normal value). 

 Presents with in 24 hours of onset of symptoms 

 Age : 30 to 70 

 Chest x – ray and Abdominal x- ray taken 

EXCLUSION CRITERIA: 

 Pancreatic abscess 

 Pancreatic pseudocyst 

 Pancreatic necrosis 

 Co morbidities: copd ,bronchial asthma,DM,HT,CAD 

 Patients presenting more than 24 hours of onset of pain 

 CKD and renal failures patients 

 CVA patients 

 Salivary gland disease, bowel obstruction, myocardial infarction, 

cholecystitis, perforation. 

 

METHODS : 

      First 50 patients attending the surgical emergency ward with clinical 

features of Acute Pancreatitis are evaluated clinically and subjected to 

laboratory and radiological investigations as per the designed proforma 

(annexure 1 ). Data pertinent to the scoring systems will be recorded with in 24 

hours af admission to the hospital. 

      Once diagnosis is established the patient disease severity will be assessed by 

following two scoring system. 

Statistical Analysis : Appropriate statistical tools. 



     For each of 50 patients included in the study , BISAP and MCTSI scores 

were calculated by the manner described by Knaus et al and Cardinal Health 

Database system . 

  Patients were classified to have mild or severe acute pancreatitis according to 

the definitions set by Atlanta Classification guidelines ( 1992). 

     Survivors were defined as patients discharged alive from the hospital and 

non – survivors were those who died from pancreatitis or its complications 

during hospitalization. 

    Biliary Pancreatitis was presence of gall stones /biliary sludge in the 

gallbladder or bileduct , which was documented by any radiological methods. 

Alcoholic Pancreatitis was considered ,when the patient found to have regular 

high intake of alcohol daily , or if there was binge of alcohol consumption prior 

to the onset of illness and has no signs of other etiologies present . Idiopathic 

pancreatitis was the one with no identifiable etiological factor based on history , 

or after initial investigations. 

    Patient were observed prospectively until discharge or death. 

    BISAP score more than or equal to 3 and MCTSI score more than or equal to 

8 were expected to predict severe Acute Pancreatitis. 

MODIFIED CT SEVERITY INDEX OF ACUTE PANCREATITIS: 

 

PANCREATIC INFLAMMATION: 

 

                                             0 – NORMAL PANCREAS 

                                             2 – INTRINSIC PANCREATIC 

ABNORMALITIES WITH OR WITH OUT 

 INFLAMMATORY CHANGES IN PERIPANCREATIC FAT  

                                             4 –PANCREATIC OR PERI PANCREATIC 

FLUID COLLECTION OR PERI  

PANCREATIC FAT NECROSIS 



PANCREATIC NECROSIS:  

 

                                          0 – NONE 

                                          2 -30% OR LESS 

                                          4 –MORE THAN 30 % 

 

EXTRA PANCREATIC COMPLICATIONS: 

 

                                        2 – ONE OR MORE OF PLEURAL EFFUSION, 

ASCITES, VASCULAR  COMPLICATIONS, PARENCHYMAL 

COMPLICATIONS AND OR GASTROINTESTINAL INVOLVEMENT. 

 

TOTAL SCORE:  

 Total points are given out of 10 

                                     0-2:  mild 

                                     4-6: moderate 

                                     8-10: Severe 

 

BISAP SCORING SYSTEM 

   Individual components of the BISAP scoring system: 

            1. B UN > 25 mg/dl (Urea [mg/dL]= BUN [mg/dL] * 2.14 ) 

            2. Impaired mental status (Glasgow Coma Scale Score< 15) 

            3. S IRS 

                   SIRS is defined as two or more of the following: 

                        (1) Temperature of < 36 or > 38° C 

                        (2) Respiratory rate > 20 breaths/min or P aCO2 < 32 mm Hg 

                        (3) Pulse > 90 beats/min 



                        (4) WBC< 4,000 or >12,000 cells/mm 3 or >10% immature 

bands 

           4. Age > 60 years 

           5. Pleural effusion detected on imaging 

 BISAP, bedside index for severity in acute pancreatitis; SIRS, systemic 

inflammatory 

response syndrome. 

 One point is assigned for each variable within 24 h of presentation and added 

for a composite score  

of 0-5.  Score >3 severe pancreatitis. 

 

CONCLUSION 

  From  this study , Alcohol ( 68 % ) was found to be the most common 

etiological factor for acute pancreatitis . 

 Males were most commonly affected than female with a ratio of 10 :1 

 The most common age group of patients affected were in 6 th decade 

 The over all mortality in patients with severe acute pancreatitis was 12% 

 The BISAP score predicted the Mortality significantly over the MCTSI 

score in patients with severe acute pancreatitis. 

 The BISAP score predicted the disease severity significantly over the 

MCTSI score in patients with acute pancreatitis . 

From this study , we conclude that BISAP score could be simple and accurate 

clinical scoring system for the evaluation of disease severity in acute 

pancreatitis, so CT needed not be taken in first 24 hours of admission. 
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