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Introduction and importance

• Prevalence of gallstone: 10-15% in adults in developed countries; 
increasing.

• Incidence of Acute Pancreatitis in US: 40 per 100,000

• 50% of cases attributable to GSP (Gallstone Pancreatitis)

• 80% of Acute Pancreatitis are mild and self-limited.

• Moderately severe and severe AP: 30% mortality and sequelae: 
pseudocyst, pancreatic insufficiency, multiorgan failure, and necrosis, 
requiring interventions.
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Discussion and Observations
•Pathophysiology

Early 1900, Opie, 2 hypotheses:

1. direct obstruction of pancreatic duct and 
impaired pancreatic outflow >>> Acute Pancreatitis

2. common channel theory: obstruction at the
ampulla of Vater >>> biliary reflux into the
pancreatic duct >>> Acute Pancreatitis
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Discussion and Observations
•Pathophysiology

Subsequent researchers:

Impairment of flow from the pancreatic duct 
(NOT biliary reflux) >>> AP

Acosta and Ledesma, 1974: Passage of gallstones in the stool of patients with 
Gallstone Pancreatitis >>> symptomatic and biochemical improvement
>>>> pancreatic duct obstruction is transient.
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Discussion and Observations
•Pathophysiology

More recent studies:

Small gallstones (<5mm), a large cystic duct (>5mm), 
and multiple gallstones (>20) >>> higher risk of gallstone
pancreatitis with transient obstruction of common bile duct.
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Discussion and Observations

• Gallstone is small enough to pass cystic duct, yet large enough to 
obstruct the CBD, then because of its relatively small size, obstruction is 
transient.

• Transient obstruction >>> low prevalence of concomitant cholangitis and 
obstructive jaundice >>> rarely ERCP is indicated and most patients will 
likely experience recurrent episodes of pancreatitis without prompt 
cholecystectomy.

•Pathophysiology
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Discussion and Observations

Diagnosis:

1) Abdominal Pain + 

2) Elevated pancreatic enzyme levels (lipase or amylase) greater than 3 
times the upper limit of normal + 

3) identified gallstones or gallbladder sludge (microlithiasis)

•Assessment and Diagnosis
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Discussion and Observations

Determine Pancreatitis severity by

Scoring systems.

•Assessment and Diagnosis
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Discussion and Observations

• No consensus on which scoring systems is best.

• BISAP and revised Atlanta classification can be used within 24 
hours to determine if gallstone pancreatitis is mild.

• APACHE II and Ranson criteria: accurate but burdensome to 
calculate.

• Regardless of system used, determine severity.

•Assessment and Diagnosis
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Discussion and Observations

• Aggressive fluid resuscitation: 20 cc/kg followed by 3 cc/kg/hour

• Moderate  fluid resuscitation: 10cc/kg followed by 1.5cc/kg/hour

2023 meta-analysis: aggressive resuscitation association with 
increased risk of fluid-related complications.

Promising strategy: Goal directed/Moderate fluid therapy

• Treatment: Aggressive or Moderate fluid resuscitation
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Discussion and Observations

• The most recent and generally better designed studies do not 
support the use of prophylactic antibiotics to reduce the 
frequency of pancreatic infectious complications, surgical 
intervention, and death.

•Treatment: Antibiotics
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Discussion and Observations

• Its no longer acceptable to “rest the pancreas” by avoiding 
enteral nutrition.

• Nutritional support can be started 4-6 hours after admission 
after fluid resuscitation. 

• Early initiation of PO nutrition (within 24 hours of admission) is 
not superior to delaying an oral diet until 72 hours.

•Treatment: PO or NPO?
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Discussion and Observations

• If not tolerated over 48 to 72 hours, Nasogastric tube feeding can 
be started and increased in step-wise fashion over 2-3 days.

• The tube can be advanced to jejunum, by endoscopy or 
fluoroscopy, if there is feeding intolerance.

•Treatment: PO or NPO?
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Discussion and Observations

• Parenteral nutrition: more expensive, riskier, not more effective 
than enteral nutrition, and should only be offered if the patient’s 
calculated nutritional requirements cannot be achieved by the 
enteral route.

•Treatment: PO or NPO?
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Discussion and Observations
•Timing of Cholecystectomy for mild GSP

• Timing of cholecystectomy for acute GSP = Balancing the risk of 
intraoperative complications with the risk of recurrence.

• Mild pancreatitis >>> risk of recurrence is more than intraoperative 
complications.
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Discussion and Observations
•Timing of Cholecystectomy for mild GSP

• PONCHO trial: multicenter RCT, compared same-admission vs 
interval cholecystectomy >>> same-admission cholecystectomy 
reduced mortality or readmission for gallstone-related 
complications.

• While trials suggest that patients with mild pancreatitis can undergo 
early (within 24-28 hours of admission) cholecystectomy, the exact 
timing remains unresolved.
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Discussion and Observations
•Timing of Cholecystectomy for mild GSP

• While trials suggest that patients with mild pancreatitis can undergo 
early (within 24-28 hours of admission) cholecystectomy, the exact 
timing remains unresolved.

• Concern surrounding the accuracy of severity determination before 
12-24 hours >>> doubts in widespread consensus about early 
cholecystectomy.
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Discussion and Observations
•Timing of Cholecystectomy for mild GSP
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Discussion and Observations
• Timing of Cholecystectomy for Moderately Severe or Severe GSP

• Risk of intraoperative complications is more than recurrency of 
biliary events within 8-10 weeks of discharge >>> 
Cholecystectomy in moderately severe and severe pancreatitis 
should be delayed.

• Further studies needed to determine optimal timing of surgery.
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Discussion and Observations
• Timing of Cholecystectomy for Moderately Severe or Severe GSP
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Discussion and Observations
• Identification and management of Suspected CBD stones

• Severity of pancreatitis is associated with length of ampulla 
obstruction.

• Urgent ERCP is indicated for acute GSP with concomitant 
cholangitis or obstructive jaundice. (total Bilirubin>4mg/dl)
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Discussion and Observations
• Identification and management of Suspected CBD stones

• Any increase in amylase, lipase, total bilirubin, ALK-P, AST, ALT between 1 
to 2 days of hospitalization, with Positive Predictive value of 31% and 
Negative predictive value of 92% for persistent CBD stones.

• Chang et al: total bilirubin>1.35 mg/dl on day 2 has sensitivity of 90.5% 
and specificity of 63% (best predictor of persistent CBD stone)
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Discussion and Observations
• Identification and management of Suspected CBD stones

• Chang et al randomized patients without cholangitis or obstructive 
jaundice with at least 1 finding suspicious of persistent CBD stone in 2 
groups:

1. Preoperative ERCP

2. Intraoperative cholangiography (IOC) followed by selective 
postoperative ERCP if needed.

Group 2: shorter hospital stay, decreased costs, no increase in combined 
treatment failure rate, and reduction in ERCP use.
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Discussion and Observations
• Identification and management of Suspected CBD stones

• In addition to lab data, MRCP is useful for persistent CBD stone 
evaluation. (Sen=92% Spec=97%)

• However, monitoring lab data and MRCP will delay treatment.
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Discussion and Observations
• Identification and management of Suspected CBD stones

One multicenter RCT compared 2 group of patients:

1. MRCP followed by ERCP if needed

2. IOC followed by ERCP if needed

• Result: group 2 was associated with shorter length of stay, higher 
stone detection rate, and no differences between costs and 
complications.
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Discussion and Observations
• Identification and management of Suspected CBD stones

• Thus, preoperative MRCP may not be necessary to evaluate for 
CBD stone if cholangitis or biliary obstruction has been ruled out.
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Discussion and Observations
• Intraoperative Evaluation and Management of Suspected CBD Stones

• Instead of preop MRCP or ERCP, IOC can determine CBD stone.

• If CBD stone is confirmed by IOC, several options exist:

1. Laparoscopic CBD exploration (trans-cystic or trans-choledochal)

2. Intraoperative ERCP

3. Postoperative ERCP

• Laparoscopic exploration is associated with decreased hospital length of 
stay, with no difference in efficacy, morbidity, or mortality.
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Discussion and Observations
• Intraoperative Evaluation and Management of Suspected CBD Stones

• However, several RCTs and a systematic review of RCTs have 
questioned the routine use of IOC.

• Johnson and Walsh followed 300 patients with GSP for almost 4 
years: no difference in the rate of recurrent pancreatitis or biliary 
complications between those who underwent IOC and those 
who did not.

• Role of routine IOC in patients with GSP and normalizing bilirubin 
level remains unclear.
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Discussion and Observations
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Discussion and Observations
• Prognosis: Mild GSP

• most patients have resolution of symptoms

• Early cholecystectomy is well tolerated and associated with fewer 
long-term complications and decreased recurrence.
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Discussion and Observations
• Prognosis: Moderately severe or severe GSP

• Significantly increased morbidity and mortality, with sequelae: 
pseudocysts, pancreatic insufficiency, multiorgan failure, and 
necrosis.
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Discussion and Observations
• Conclusions

• Gallstone pancreatitis is a clinical challenge, with treatment 
dependent on disease severity, which can be difficult to assess 
and predict.

• Early cholecystectomy for mild GSP is more important than 
anything else.

• Further research is needed to determine best management 
practices for moderately severe and severe pancreatitis.
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Discussion and Observations
• 10 key points and recommendations for gallstone pancreatitis
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Discussion and Observations
• 10 key points and recommendations for gallstone pancreatitis
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Discussion and Observations
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