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Objectives

• Idiopathic pancreatitis 
is often biliary 
pancreatitis

• Review the PONCHO 
trial

• Understand “best 
practices” for 
necrotizing pancreatitis

• Recognize the 
Disconnected 
Pancreatic Duct

• Review results of 
surgical treatment of 
chronic pancreatitis
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Results: During a median follow-up of 36 (5–58) months, the recurrence of
IAP was significantly higher in the control group than in LCC group (14/46 vs.
4/39, P = 0.016), as was also the number of recurrences (23/46 vs. 8/39,
P = 0.003). During surgery, 23/39 (59%) of the gallbladders were found to contain biliary 
stones or sludge.

Summary: Up to 50% to 75% of IAP may be due to microlithiasis, which is
undetectable by conventional imaging methods.

A total of 5 patients needed to be treated (NNT-value) to prevent 1 IAP.
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Necrotizing Pancreatitis is a 
Heterogeneous Disease



Key Concepts

• 2-phase disease
– SIRS (weeks 1-2)
– Infection (weeks 3-6)

• Prophylactic Antibiotics are OUT
• Parenteral nutrition is OUT
• Tube feeds are IN



Key Concepts
• Step-up approach is IN

– No role for drains in weeks 1-2
– Not everyone with necrosis needs a drain!
– Drains for clinical deterioration after 2 weeks 
– 60% crossover to surgical drainage

• Persistent symptoms at 4 weeks = intervention
• Cholecystectomy regardless of presumed etiology
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Methods of Debridement

• Open debridement
• Percutaneous drainage
• VARD – “step up”
• Trans-gastric necrosectomy
• Combination



• Thorough Debridement (single 
procedure) 

• Durable internal drainage
– Avoid “Disconnected Duct Syndrome”
– No external drains

• Cholecystectomy + IOC
• +/- enteral feeding access

Surgical Transgastric Debridement
“One Stop Shopping”







Percutaneous Drains
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Long-Term Outcomes

• Population data unknown
• 62% surviving patients one or more late 

complication
– Biliary stricture 4%
– Pseudocyst 8%
– Pancreatic fistula 13%
– Hernia 1%
– 25% exocrine and 33% endocrine insufficiency

Connor S, et al. Surgery 2005 137(5):499-505



Disconnected Pancreatic Duct
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DPDS Presentation is Delayed!



Chronic Pancreatitis: Is Surgical Therapy 
Appropriate?

• Randomized trial of endoscopic transampullary stent (N=19) vs 
operative pancreatojejunostomy (N=20)

• Primary endpoint- pain score @ 2 years
• Results

– Primary endpoint- surgery patients had lower pain score (25 
vs 51; p<0.001)

– Secondary endpoints favor surgery with:
• Better physical QOL
• Fewer total procedures
• Better pain relief conclusion of study

– No difference in LOS, complications, pancreatic function
• Conclusion- surgery is better treatment in patients with obstructed 

pancreatic duct
• Supported by subsequent Cochrane Database Systematic Review 

2012; DOI: 10.1002/14651858.CD007884.pub2. 
– Three (3) studies included

NEJM 2007;356:676-
684



What Are the Options for Surgical Treatment of CP?

PAIN CONTROL
ENDO- & EXOCRINE PRESERVATION

QUALITY OF LIFE

Resection Drainage

TPIAT



Mitigating Factors Influencing Procedure Choice

• Presence of a pseudocyst

• Prominent pancreatic head

• Biliary stricture

• Small duct disease

• Possibility of malignant mass

• Pancreatic duct stones

• Duodenal stenosis

• Vascular compromise/portal HTN

• Poor patient compliance

• Alcohol recidivism

• Relatively preserved endocrine function

• Poor endocrine function but little pain

• Overall performance status

• Patient support system



Outcomes of Surgical Therapy
RESECT DRAINAGE TPIAT

Narcotic free (%) >80 >80 >70

QOL (Physical
Function)

75 73 74

Mortality(%) 3 7 1.2

Morbidity (%) 30-50 30-50 64

Reoperation (%) 2 5 16

Readmission (%) 11 27 >40

Length of Stay (days) 16 18 14

New Onset DM (%) 5 4 30% Insulin 
Independent @ 3 

years

New Onset Exocrine 
Insufficiency (%)

49 40 NA



Summary

• Cholecystectomy may be indicated for all patients 
with acute pancreatitis – is U/S even necessary?

• Cholecystectomy should be performed during the 
index hospitalization

• Delayed intervention in WOPN is better
• Recognize the disconnected pancreatic duct!
• Surgery works for chronic pancreatitis
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