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Introduction:
Th e Incidence of Acute Pancreatitis in the 
United Kingdom ranges from150-420 cases 
per  million population and is currently rising. 
Majority of these case resolve on conservative 
management, but if Acute pancreatitis is due 
to impacted  stone in  CBD, the jaundice usu-
ally progresses. Th ese patients usually requires 
ERCP to retrieve stone and relieve obstruction. 
Bisha is a small City in the Southern region of 
Saudi Arabia. King Abdullah Hospital is a 380 
bedded secondary care hospital in Bisha, which 
caters a population of around 500000 from Bi-

sha and surrounding several small towns and 
Villages. Gall stone disease is a very common 
disease in this part of the world. Th ere are 7 sur-
geons and on an average each surgeon performs 
2-3 laparoscopic cholecystectomies every week, 
this indicates, how common is this pathology 
in this area, this could be due to dietary habits 
of the population as well as hot weather of the 
zone. Th e gall stone disease is very common in 
female, this disease is also not uncommon in 
male population in this area.

In USA Acute Pancreatitis occurs in 17 per 
100000 new cases.2 In Japan the incidence is 

Abstract
Objective: To evaluate the increasing incidence of Billiary Pancreatitis in the Southern region 
of Saudi Arabia.
Study Design: Th is is retrospective analysis of cases of acute pancreatitis admitt ed at King 
Abdullah Hospital Bisha.
Sett ing and duration: Th is retrospective analysis carried out at King Abdullah Hospital Bisha, 
which is a small town in the southern region of Kingdom of Saudi Arabia from September 
2012 till September 2014.
Methods: Retrospective analysis of all patients admitt ed with Acute Pancreatitis in the De-
partment of Surgery at King Abdullah Hospital Bisha was carried out. All the data was entered 
on pre designed  proforma and analysis was done using SPSS version 18.
Result: A total of 544 cases were admitt ed with symptoms of acute pancreatitis from Septem-
ber 2012 till September 2014. 81% of these cases were due to stone or sludge in the common 
bile duct (CBD), 7% were due to  alcoholic pancreatitis, 3% due to mumps and other viral 
infections, 1% due to post Laparoscopic cholecystectomy, 1% due to post ERCP,2 % due to 
drugs like Th iazide diuretics,1% due to Carcinoma Pancreas or Cholangiocarcinoma and 
4% due to idiopathic causes. Majority of common bile duct stones were treated with success, 
other cases improved on conservative management.
Conclusion: Gall stone in common bile duct is found to be most common single factor caus-
ing acute pancreatitis and obstructive jaundice in the Southern region of Kingdom of Saudi 
Arabia, other causes like alcoholism, viral infection are less common.

Keywords: Acute Pancreatitis, Choledhocolithiasis, Obstructive Jaundice, Ca Head of Pan-
creas, ERCP

Faleh Th amir Alshahrani, Syed Ibrar Shah, Masood Raza Khan, Nasim Durrani, Medhat Mostafa,  
Mohammad Fawzy Nasser, Saeed A Ghamdi, Saleem Abdul Satt ar

Rising incidence of acute pancreatitis in the Southern 
region of Saudi Arabia, a retrospective study



37

Pak J Surg 2015; 31(1): 36-39

Rising incidence of acute pancreatitis in the Southern region of Saudi Arabia

50-80 cases per 100,000 population.3,4 A good 
number of cases of Acute Pancreatitis sett les on 
conservative management, but severe episode 
with acute pancreatitis needs intensive care 
monitoring to ensure bett er outcome.5 Com-
plication of Acute Pancreatitis is from Pseudo 
cyst formation, haemmorrahage, abscess forma-
tion, pleural eff usion, adult respiratory distress 
syndrome(ARDS) to multi organ failure.5,6

Th e risk of developing acute pancreatitis from 
gall stones is greater in males patients, but more 
female patients develop acute pancreatitis as the 
gall stone disease is very common in females.7

Severe acute pancreatitis is a potentially fatal 
disease with an overall mortality of 2% -7% de-
spite aggressive management and timely inter-
vention.8,9

Th e outcome of Acute Pancreatitis is deter-
mined by 2 factors, multi-organ failure and pan-
creatic necrosis, About half of the death occurs 
in fi rst 2 weeks due to multi-organ failure.

When acute pancreatitis is due to stone in CBD, 
and stone removal not performed, the risk of 
developing recurrent pancreatitis is from 32%-
61%.7,10

Patients and methods:
All patients with the diagnosis of acute pan-
creatitis admitt ed at king Abdullah hos-
pital Bisha from September 2012 till Sep-
tember 2014 were identifi ed and there 
data entered into  a predesigned  proforma.
Data collected included demography, clinical 
presentation, laboratory studies, radiological 
investigations, und Biochemical investigations 
included serum amylase, serum lipase , liver 
function tests including ALT (alanine amino-
transferase), alkaline phosphatase. GGT (Gama 
glutamyl trasferase), total bilirubin and direct 
bilirubin, full blood count, urea and electrolytes, 
lactate dehydrogenase levels and serum calcium 
level.

Underlying etiology, surgery or any intervention 
like ERCP and re-admission noted. Th e diagno-
sis of acute pancreatitis was based on clinical 

features abdominal pain and vomiting together 
with the elevation of serum  amylase and/or 
serum lipase, a value three times greater than 
normal. Our hospital practice is to use, Ranson’s 
criteria to evaluate the severity of acute pancre-
atitis. Th e diagnosis of acute pancreatitis was 
based on clinical features abdominal pain and 
vomiting together with the elevation of serum  
amylase and/or serum lipase, a value three times 
greater than normal. Our hospital practice is to 
use, Ranson’s criteria to evaluate the severity of 
acute pancreatitis. All patients underwent ab-
dominal ultrasound and majority of the patients 
also underwent CT scan of abdomen with intra-
venous contrast.

Th e presence of dilated common bile duct or di-
lated intrahepatic duct on USS or CT abdomen 
with deranged liver function tests or presence of 
stone in CBD were submitt ed for ERCP to re-
trieve stone and for spincterotomy. Other cases 
managed on conservative lines with nil per oral, 
intravenous fl uid and intravenous antibiotics. 

Results:
A total of 544 patients admitt ed with acute pan-
creatitis at king Abdullah Hospital  Bisha  from 
September 2013 till September 2014.  81%(440 
cases) were due stone or sludge in the common 
bile duct . 7%(38 cases) were due to alcholic 
pancreatitis and 4%(21cases) were due to id-
iopathic causes 3%(16 cases) were due to post 
mumps or other viral infection 1% (5 cases) 
were due to post laparscopic cholecystectomy 
1%(5 cases) due to post ERCP 2% (10cases) 
were due to drugs like thiazide diuretics and 1% 
(5cases) were due to pancreatic or bile duct tu-
mors as shown in table 1.

Causes of acute pancreatitis: Out of 544, 79% 
(430) were female and 21% (114) were male. 
Th e median age at presentation was 46 years, 
with a range (18- 89 years).

All these patient initially managed on conserva-
tive lines with nil per orally, intravenous fl uid 
and intravenous antibiotics. Majority of the pa-
tient gave a good response to conservative man-
agement. 
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Out of 440 cases of gall stone pancreatitis 20% 
(88 cases) were improved on conservative man-
agement, there  biochemical status improved. 
In remaining 80% (352) patients ultrasound re-
vealed either presence of sludge or stone  in the 
CBD, these patients required ERCP and sphinc-
trotomy and subsequently discharged home and  
then  underwent laparoscopic cholecystectomy. 
Out of 144 cases of non billiary stone pathology, 
majority of these patient sett led on conservative 
management. Eight (5%) patients developed 
severe pancreatitis and required ICU admission 
and sett led on conservative line of management. 
No patients required operative management. 

Th e overall median length of stay was 4 days, 
renging from 3 days to 29 days (3-29). Th ere 
were only 2 mortalities in this study.

One patients had cancer head of the pancreas 
and another had cholangiocarcinoma; both un-
derwent ERCP and stenting, then improved but 
later died due to distant metastasis.

Discussion: 
Acute pancreatitis is always a challenge to clini-
cian. Acute pancreatitis is divided into mild & 
sever pancreatitis depending on predominant 
response to cell injury is infl ammation or necro-
sis. In mild pancreatitis there is infl ammation 
and edema of the pancreas .

In severe pancreatitis there is necrosis of pan-
creatic cells and secondary injury to extrapan-
creatic organs. Both types share a common 
mechanism of abnormal inhibition of secretion 

of zymogen and inappropriate activation of 
pancreatic zymogen inside the pancreas most 
notably trypsinogen.  Normally trypsinogen ac-
tivated to trypsin in duodenum where it assists 
in digestion of proteins .

During an episode of acute pancreatits lysosom-
al enzyme especially cathepsin acts on trypsino-
gen and convert it into trypsin causing pancre-
atic cell injury . 

A detailed history and careful physical examina-
tion are the fi rst step towards making the diag-
nosis.12,13 

Laboratory and radiological investigations are 
critical for diagnosis. Raised serum amylase and 
serum Lipase is helpful in diagnosing acute pan-
creatitis. However amylase lacks specifi city for 
pancreatitis  because it can be elevated in other 
disorders. Lipase is more specifi c for pancreati-
tis than serum lipase and remains elevated for 
longer period, the sensitivity of serum lipase  for 
acute pancreatitis approaches 90%.14

Serum amylase may be high in salivary gland 
dysfunction, macro amylasaemia and Salivary 
tumour.15,16,17,18

Several tests can help in diff erentiating billiary 
pancreatitis from other causes of pancreatitis 
like AST, ALT, Alkaline phosphatase  and total 
and conjugated bilirubin.

Experimental biochemical markers such as  in-
clude trypsinogen activation peptide, inter-
lukin-6, interlukin10, procalcitonin, phospho 
lipase A2, C reactive protien.19,20,21,22

Conclusion:
Th is study concludes that gall bladder disease 
is very common; it has been proven from this 
study that acute pancreatitis is a common surgi-
cal ailment in this part of the world. Th e most 
common cause of acute pancreatitis was  sludge 
or stone in CBD. ERCP is proven eff ective in 
majority of cases.

Table 1: 
SN Causes No. of Cases Percentage
1 Stone in the common bile duct 440 81%

2 Alcoholism 38 7%

3 Idiopathic 21 4%

4 Post mumps or other viral infection 16 3%

5 Post laparoscopic cholecystectomy 5 1%

6 Post ERCP 5 1%

7 Secondary to use of drug like thiazide 
diuretics

10 2%

8 Secondary to Ca pancrease and chol-
angiocarcinoma

5 1%
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