
cute pancreatitis is an inflammatory condition of the
pancreas with a highly variable clinical presentation,

etiology, and severity.1 In approximately 80% of the
patients, the course is mild and self-limiting with
complete recovery on conservative management. In the
remaining 20%, however, the disease is severe, often
fulminant and associated with organ failure and
significant mortality.2 It is therefore, important to
identify these severe cases early in the course and
implement intensive multidisciplinary management

A

features. Overall the clinical course was mild in 61 (86%)
episodes and severe in 10 (14%). Ranson’s scoring accurately
identified 60 of the 61 mild episodes and only 6 of the severe
illness. Complications in the latter sub-group of cases,
included pseudocyst (4 cases) and pancreatic abscess in 2
cases. Three of the patients died, giving overall mortality of
4.2%. Two deaths were directly related to the severe
pancreatitis and one was due to massive vomiting and
aspiration. 

Conclusions: It is concluded that 1. Cholelithiasis is the
most frequent cause of acute pancreatitis; 2. Biliary
pancreatitis occurred more frequently in elderly females and
was associated with higher mean levels of lactic
dehydrogenase and aspartate transaminase as compared to
patients with non-biliary causes. In Jizan, acute pancreatitis
presents in a mild form with low morbidity and mortality,
irrespective of the cause.
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involving gastroenterologists, surgeons, intensivists,
anesthetists, and radiologists. The incidence of acute
pancreatitis in the western countries has been reported to
vary between 10-50 per 100,000 population per year.3

However, there are very few reports from Arab countries
in general and the Kingdom of Saudi Arabia (KSA)
specifically.4-6 This study was, therefore, carried out to
describe the profile of acute pancreatitis in the Jizan
region, a South-western province in KSA with a
population who are non-alcoholic.

Objective:  The epidemiology of acute pancreatitis in the
Kingdom of Saudi Arabia (KSA) may be different from the
West. The present study describes the profile of acute
pancreatitis in Jizan, KSA.

Methods: Patients diagnosed as acute pancreatitis in the
King Fahd Central Hospital (KFCH), Jizan, KSA over a
period of 12 years (1411-1422 Hijra year) were retrospectively
analyzed with particular reference to the clinical features,
disease severity, and result on management.

Results: There were 71 episodes in 62 patients (26 males
and 36 females; 53 Saudis, whose ages ranged from 13-82
years (mean age: 42.6 years.). Of these patients, 5 had 2
episodes each one had 5 recurrent episodes. The etiology
included gallstone disease in 26 (42%) cases; endoscopic
retrograde cholangiopancreatography (ERCP) in 11 (18%)
cases. No cause could be identified in 16 (26%). Patients. with
ERCP - related pancreatitis were asymptomatic. In the
symptomatic group (60 episodes), abdominal pain (100%),
vomiting (78%) and fever (20%) were the most frequent
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Methods. Over a period of 12 years (1411-1422
Hijra year), 62 patients with acute pancreatitis treated at
the King Fahd Central Hospital, Jizan, KSA were
retrospectively analyzed. The diagnosis of acute
pancreatitis was based on a rise in serum lipase/amylase
of >3 times the upper limit of normal.2 For each patient
demographic parameters, etiology of pancreatitis,
clinical features, disease severity, and outcome on
management were analyzed. The severity of acute
pancreatitis was assessed in each case using the
Ranson’s criteria7 at admission and at 48 hours. The
episode was considered severe if >3 criteria were
present, or if there was a local complication like
pseudocyst/abscess formation, or evidence of organ
failure.8,9 The statistical analysis was carried out using
the student t-test for comparison of means and chi-
square test for proportions.

Results. A total of 71 episodes of acute pancreatitis
occurred in 62 patients. Fifty-six patients had a single
episode each while 5 patients had 2 episodes and one
patient had 5 recurrent episodes, the latter being
associated with hypertriglyceridemia. Gallstone disease
was the highest (44%) cause of acute pancreatitis
(biliary) followed by idiopathic (24%) and endoscopic
retrograde cholangiopancreatography (ERCP) induced in
18% of cases (Table 1). Co-morbidities including
diabetes mellitus, pregnancy, ischemic heart disease,
chronic renal failure, chronic liver disease, abdominal
tuberculosis, sickle cell anemia, were associated in 21
(35%) patients. Patients with post-ERCP pancreatitis
(N=11) presented only with asymptomatic rise in serum
amylase levels. In the remaining 60 episodes, abdominal
pain (100%), epigastric tenderness (91%), vomiting
(75%), fever (20%) were the common presenting
features at presentation. When these cases were studied
in relation to the etiology (Table 2), it was found that
biliary pancreatitis occurred significantly (p<0.05) more
frequently in elderly females when compared to patients
with nonbiliary pancreatitis. Moreover, patients with
biliary pancreatitis showed a tendency to have
significantly higher mean levels of lactate
dehydrogenase (LDH) (429 ± 209.7 versus 245 ± 130.2
IU/ml) and aspartate transaminase (AST) (200.6 ± 140.8
versus 98.5 ± 60.6 IU/ml). To determine the potential for
using LDH levels in discriminating biliary from non-
biliary pancreatitis, the sensitivity, specificity, positive
predictive value (PPV), and the negative predictive value
(NPV) was found to be 50%, 94%, 92%, and 54%. The
cut-off level for the calculation was taken as >2 x upper
limit of normal (ULN) for example >380 IU/ml. A
similar analysis for AST (cut-off 3 x ULN) revealed the
values to be 66%, 65%, 71%, and 60%. 

The ultrasound examination was obtained in 65
episodes. It showed normal pancreas (16), bulky
pancreas (27), and gallstones (26), 4 of which were
associated with CBD stones. Computerized tomography
(CT) examination was performed in 61 episodes and

p (biliary versus non-biliary) * - < 0.01, ** - <0.05

Table 1 -    Etiology of acute pancreatitis (N=62).

Etiology

Gall stone disease
Idiopathic
Post ERCP
Drug induced
Mumps
SLE
Homocystinuria
Carcinoma
Hypertriglyceridemia              

N (%)

26 (41.9)
16 (25.8)
11 (17.7)
  3   (4.8)

     2   (3.2)          
      1   (1.6)           

 1  (1.6)          
     1   (1.6)          

-   -

ERCP - endoscopic retrograde cholangiopancreatography
SLE - systemic lupus erythematosus

Table 2 - Profile of acute pancreatitis (biliary versus non-biliary).

Parameters against

Age (Years)
Sex (M:F)
Associated diseases
Pain abdomen
Tenderness
Vomiting
Fever
White blood count
(109/l)
Lactate dehydrogenase
Aspartate transaminase
Bilirubin (mmol)
Glucose (mmol)
Calcium (mmol)
Complications
Severe episodes
Mortality

Biliary
(N=32)

51.0 ± 17.0
11:21

11   (34.4)
32 (100)   
29   (90.6)
25   (78.1)
  7   (21.9)
12.9 ± 5.4

429.2 ± 209.7
200.6 ± 140.8
46.2 ± 33.6
9.1 ± 2.8
2.1 ± 1.2

  5   (15.6)
  6   (18.7)
  1     (3.1)

Non-biliary
(N=28)

  38.3 ± 17.1**
14:14**

12   (42.8)
28 (100)   
22   (78.6)
22   (78.6)
  5   (17.8)
12.1 ± 5.0    

245.7 ± 130.2*
98.5 ± 60.6*
31.8 ± 26.2  
  7.9 ± 2.2    
2.1 ± 1.2  

  5   (17.8)
  5   (17.8)
  2     (7.1)

Total
(N=60)

45.8 ± 17.2
25:35

23   (38.3)
60 (100)   
51   (85)   
47   (78.3)
11   (18.3)
12.3 ± 5.2  

357.6 ± 152.6
151.5 ± 105.2
38.9 ± 28.1
8.1 ± 2.4
2.1 ± 1.2

10   (16.6)
11   (18.3)
  3     (5)   

Table 3 -  Clinical course of patients with severe pancreatitis.

Age

70

39
65
48
43
40

50
60
13

50

Sex

F

F
F
F
M
F

M
M
F

M

Ranson’s
score

4

1
4
2
1
5

3
1
3

3

Etiology

Idiopathic

Cholelithiasis
Cholelithiasis
SLE/Drugs
Idiopathic

Cholelithiasis

Carcinoma
Cholelithiasis

Homocys-
tinuria

Idiopathic

Complications

Respiratory
failure

Abscess
Cholangitis
Pseudocyst
Pseudocyst

Respiratory and
renal failure

Abscess
Pseudocyst

Hemmorhagic
ascites

Aspiration of
gastric contents

Hospital
stay

12

  6
  6
16
11
43

  2
18
21

  1

Outcome

Improved

Improved
Improved
Improved
Improved

Died

Unknown*
Improved

Died

Died

SLE - systemic lupus erythematosus, F - female, M - male
*Returned back to the treating hospital



Acute pancreatitis in Jizan ... Singal et al

       
 74     Saudi Med J 2003; Vol. 24 (1) www.smj.org.sa    

showed abnormal pancreas in 55 cases including bulky
pancreas, phlegmon, pseudocyst, abscess, and necrosis
of the pancreas. In 6 episodes, the pancreas was normal
on CT scan. According to the Ranson’s criteria,
pancreatitis was mild in 64 episodes and severe in 7. On
the other hand, based on the combination of Ranson’s
scoring and the presence or absence of organ failure, the
clinical course was consistent with mild pancreatitis in
60 (86%) episodes and severe in 10 (14%). One patient
having severe episode according to Ranson’s scoring did
not have any complication whereas each of the
remaining 6 cases had complications such as respiratory
failure, cholangitis, respiratory and renal failure,
hemorrhagic ascites, pancreatic abscess, and aspiration
Of the gastric contents. On the contrary, 4 cases positive
for <3 Ranson’s criteria (Table 3) developed
complications in the form of pancreatic abscess in one
and pseudocyst formation in 3 cases. Patients with
severe pancreatitis had a longer hospital stay as
compared to those with mild pancreatitis (14 ± 12 versus
8 ± 7 days). Of the 10 patients with severe pancreatitis, 3
patients died while none died with a mild episode of
acute pancreatitis. The overall mortality (N=3) in our
series being 4.8% out of a total of 62 patients and 4.2%
out of a total of 71 episodes. Out of the 3 patients who
died, acute pancreatitis was due to gallstones in one
patient, homocystinuria in another, and was idiopathic in
the 3rd patient (Table 3). Two of these deaths were
directly related to the severity of pancreatitis for
example pancreatic abscess in one, and hemorrhagic
ascites and shock in the 2nd patient. The death in the 3rd
patient was not related to the pancreatitis process per se
but as a result of acute aspiration of the gastric contents
within 24 hours of admission.

Discussion. The most frequent cause of acute
pancreatitis in our patients was gallstone disease and is
in agreement with earlier reports from KSA.4-6

Cholelithiasis is highly prevalent in KSA in general10,11

and Jizan, KSA in particular.12 Therefore, it had been
anticipated that the frequency of biliary pancreatitis
might be high. However, our findings in the present
series did not reflect this. Similar dissociation between
the 2 clinical disorders has been previously noted.12 It
has been suggested that this may be explained by an
earlier observation that the Jizan population with
cholelithiasis have relatively large stones,12 and acute
pancreatitis is reported to be more frequent in patients
with small sized stones and microlithiasis.13,14 Biliary
pancreatitis is known to occur in patients older than 50
years and is twice more common in females than in
males.1 This was also the observation in our patients. 

Elevated levels of AST are known to occur in patients
with biliary pancreatitis. A level of more than 3 x ULN
has been shown to have a PPV of 95% for biliary
pancreatitis.15 However, in the present study, the PPV of
AST was only 71%. On the other hand, using LDH of >2
x ULN, the PPV was 92% suggesting that the
application of LDH may be more useful in

discriminating biliary from non-biliary pancreatitis.
However, prospective studies are needed in larger
number of patients before making any conclusion. Ten
(14%) of the episodes of acute pancreatitis in the present
series were severe, a rate that is lower than reported in
the literature.2 The standard management of acute
pancreatitis includes vigorous rehydration and measures
for pain-relief. Severe episodes are usually managed in
intensive care units. In regional hospitals, intensive-care
unit beds are few and are often not available. Hence, the
majority of our patients including the severe cases were
managed in the wards. Despite this, the result of acute
pancreatitis was good in our patients with mortality in 3
patients and only one patient requiring urgent ERCP and
sphincterotomy as part of the management. Ranson’s
criteria have been considered useful in the assessment of
severity of pancreatitis.7 In our series, these criteria
identified mild pancreatitis in 60 of 61 episodes and only
6 out of 10 severe episodes. 

The major drawback of the Ranson’s criteria is that it
usually predicts the severity at 48 hours of admission,
thereby missing the critical initial period when the
intensive management could be very useful in
decreasing the mortality. This discrepancy and limitation
in applying the Ranson’s criteria have been reported
earlier also.4,16 Other criteria/markers which have been
used to assess the severity of pancreatitis are APACHE
II scoring,17 Imrie’s modification of Ranson’s criteria,18

contrast enhanced computed tomography (CECT) scan
assessment for pancreatic necrosis,19,20 and estimation of
C-reactive protein especially at 48 hours of admission.21

Except for this, separate risk factors have been reported
predicting severity of pancreatitis for example obesity,
age, serum creatinine levels, development of pleural
effusion, and thrombocytopenia.22 Many studies have
been carried out comparing different modalities for
severity assessment.23,24 However, an ideal scoring
system is yet to be developed which could have an
excellent specificity and sensitivity, applicable at the
time of presentation, is easy to apply and are
reproducible. Until the search for accurate and rapid
predictors of severity succeeds it has been recommended
to assess the severity of acute pancreatitis in each
episode using a combination of evidence of organ
failure, Ranson’s scoring and CECT.25

In conclusion, cholelithiasis is the most frequent
cause of acute pancreatitis in our patients. Biliary
pancreatitis occurred more frequently in elderly females
as compared to patients with non-biliary pancreatitis.
Moreover, mean levels of LDH and AST were
significantly higher in patients with biliary pancreatitis,
and it presents in a mild form with low morbidity and
mortality. 

References

  1. Banks PA. Acute and chronic pancreatitis. In: Feldman M,
Sleisenger MH, Scharscmidt BF, editors. Gastrointestinal and
Liver Disease. Philadelphia (PA): WB Saunders Company; 1998.
p. 809-862.



Acute pancreatitis in Jizan ... Singal et al

       
        www.smj.org.sa Saudi Med J 2003; Vol. 24 (1)   75  

  2. Triester SL, Kowdley KV. Prognostic factors in acute
pancreatitis. J Clin Gastroenterol 2002; 34: 167-176.

  3. Soergel KH. Pancreatitis. In: Bennett JC, Plum F, editors. Cecils
Textbook of Medicine. Philadelphia (PA): WB Saunders; 1996.
p. 729-736.

  4. Abu-Eshy SA. Pattern of acute pancreatitis. Saudi Med J 2001;
22: 215-218.

  5. Al-Karawi MA, Mohammed AE, Dafala MM, Yasawi MI,
Ghadour ZM. Acute pancreatitis in Saudi patients. The Saudi
Journal of Gastroenterology 2001; 7: 30-33.

  6. Al-Shahri AM, Mohamed ARE, Bushnak MA, Karawi MA.
Acute biliary pancreatitis: six-and-a-half year’s experience.
Saudi Med J 1992; 13: 46-48.

  7. Ranson JH, Rifkind KM, Turner JW. Prognostic signs and non-
operative peritoneal lavage in acute pancreatitis. Surg Gynecol
Obstet 1976; 143: 209-219.

  8. Bradley EL. A clinically based classification system for acute
pancreatitis: summary of Atlanta symposium. Arch Surg 1993;
128: 586-590.

  9. Banks PA. Anew classification system for acute pancreatitis.
(Editorial). Am J Gastroenterol 1994; 89: 151-152.

10. Zahrani H, Mansoor I. Gall bladder pathologies and
cholelithiasis. Saudi Med J 2001; 22: 885-889.

11. Tamini TM, Wosornu L, Al-Khozaim A, Abdul-Ghani A.
Increased cholysystectomy rates in Saudi Arabia. Lancet 1990;
336: 1235-1237.

12. Aderoju EA, Ene D, Abutalib H, Aboh I, Okonkwo TN. Pattern
of gastrointestinal diseases in adult patients admitted to Samtah
general hospital, Gizan region, Saudi Arabia. The Saudi Journal
of Gastroenterology 1999; 5: 76-80.

13. Acosta JM, Ledesma CL. Gallstone migration as a cause of acute
pancreatitis. N Engl J Med 1974; 290: 484-487.

14. Lee SP, Nicholls JF, Park HZ. Biliary sludge as a cause of acute
pancreatitis. N Engl J Med 1992; 326: 589-593.

15. Dervenis C, Johnson CD, Bassi C, Bradley E, Imrie CN, Mc
Mahon MJ et al. Consensus document: diagnosis, objective
assessment of severity and management of acute pancreatitis:
Santorini Consensus Conference. Int J Pancreatol 1999; 25:
195-210.

16. Agarwal N, Pitchumoni S. Assessment of severity in acute
pancreatitis. Am J Gastroenterol 1999; 86: 1385-1391.

17. Larvin M, McMahon MJ. APACHE II score for assessment and
monitoring of acute pancreatitis. Lancet 1989; 2: 201-204.

18. Imrie CW, Benjamin IS, Ferguson JC, McKay AJ, Mackenzie I,
O’Neill J et al. A single center double-blind trial of trasylol
therapy in primary acute pancreatitis. Br J Surg 1978; 65: 337-
341.

19. Larvin M, Chalmers AG, McMahon MJ. Dynamic contrast
enhanced CT: a precise technique for the identification of
pancreatic necrosis. BMJ 1990; 300: 1425-1428.

20. Balthazar EJ, Robinson DL, Megibow AJ, Ranson JHC. Acute
pancreatitis: value of CT in establishing prognosis. Radiology
1990; 174; 331-336.

21. Rau B, Steinbach G, Baumgart K, Gannsauze F, Grunert A,
Beger HG. Serum amyloid A versus C-reactive protein in acute
pancreatitis: clinical value of an alternative acute phase reactant.
Crit Care Med 2000; 28: 736-742.

22. Biour M, Delcenserie R, Grange JD, Weissenburger J. Drug-
induced pancreatitis. Gastroenterol Clin Biol 2001; 25 (suppl):
S22-7.

23. Wilson C, Heath DI, Imrie CW. Prediction of outcome in acute
pancreatitis: a comparative study of APACHE II, clinical
assessment and multiple factor scoring systems. Br J Surg 1990;
77: 1260-1264.

24. Williams M, Simms HH. Prognostic usefulness of scoring
systems in critically ill patients with severe acute pancreatitis.
Crit Care Med 1999; 27: 901-907.

25. French Consensus Conference on Acute Pancreatitis.
Conclusions and Recommendations. Eur J Gastroenterol
Hepatol 2001; 13 (suppl 4): S3-S13.

Search Word: pancreatitis
      
Authors: N. A. Abu-Farsakh, I. S. Awaadulla, S. M. Itani, F. A. Abu-Farsakh
      
Institute: Al-Ain Hospital, United Arab Emirates
      
Title: Aetiology of acute pancreatitis in United Arab Emirates
      
Source: Saudi Med J 1990; Vol. 11  (5): 367-371

Abstract
 
Patients admitted with diagnosis of acute pancreatitis (AP) from January 1984 to December 1987 to Al-Ain Hospital in United Arab
Emirates (UAE) were reviewed.  Seventy-six episodes in 61 patients were studied.  The criteria for diagnosis were a serum amylase level
of more than 1000/1 with a consistent clinical presentation.  The mean annual incidence for first attacks of acute pancreatitis was
estimated to be 1 per 10,000 of the population.  The commonest etiology was biliary tract disease (54.1% of all cases).  Alcohol-related
pancreatitis caused only 6.6% of the episodes: other causes in our series were: drugs 6.6%; surgery 4.9%; duodenal ulcers 4.9%,
hyperlipidemia 4.9%, endoscopic retrograde cholangio pancreaticography (ERCP) 3.3%, mumps 3.3% and blunt trauma 1.6%. A cause
could not be found in 9.8%. Only 2 deaths were recorded (mortality 3.3%). Pseudocysts developed in 8 patients (13.0%), a pancreatic
abscess occurred in one (1.6%) and pancreatic ascites in 3 patients (4.9%).
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