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Akut pankreatit




Akut pankreatit

* Pankreatik enzimlerin pankreas dokusu ve
peripankreatik dokuya gecmesi ve iltihabi reaksiyon
olusturmasi
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Akut pankreatit

* Etyoloji
— Idiyopatik — AI'<rep sokmag |
— Biliyer veya diger tikayici - Hl-plgrka.l(jem{, hiper
lezyonlar trigliseridemi

— Etanol — ERCP (ERCP yapilan
olgularin 5-10%)

- [ravme — llaclar (tiazidler

— Steroid G ,

sulfonamidler, ACE-

— Kabakulak (& diger Inhibitorleri, NSAIDS,)
virtsle: CMV, EBV)

— SLE, poliarteritis nodosa




Degerlendirme

e 1 amilaz... nonspesifik.
— Amilaz> 3x normal pankreatit dtustndurtr
— Enzim seviyesi yuksekligi ciddiyeti gostermez
— Yalanci (-): akut ve kronik hipertrigliseridemi

— Yalanci (+): bobrek yetmezligi, abdominal ici bos organ
hastaliklari, tikruk bezi hastaliklari, asidemi

1 lipaz

— Spesivite ve sensitivitesi amilazdan daha yuksek.




Degerlendirme

* Inflamatuar belirtecler artar
— |IL-6, IL-8
— CRP
— Prokalsitonin

 ALT > 3x normal — %95 biliyer pankreatit
— (96% spesifik, 48% sensitif)
* Pankreatit ciddiyetine gore;
— | Ca
— 1 BK
— 1 BUN
— | Htc
— 1 Glukoz




Radyoloji

* Direk grafi: “sentinel loop”, ince barsakta ileus
bulgusu

 USG veya CT ddemli pankreas, abse, koleksiyonlar,
hemoraji, nekroz veya psodokist olusumu

 MRI/MRCP
— Gadolinum’ un nefrotoksisitesi daha az
— Sivi koleksiyonlarinda daha iyi
— Biliyer agacin géruntulenmesi

* Endoscopik US
— Obezlerde faydall




Komplikasyonlar

* Nekrotizan pankreatit
— Mortalite ve morbiditesi ylksektir
— Kontrasth CT ile tani konur

e Psodokist

— Agrinin surekli hal almasi ve amilaz yuksekliginin devam
etmesi (4-6 hafta)

— Kistlerde infeksiyon, riptlr, hemoraji, obstriksiyon olabilir
* Asemptomatik ve buylimeyen kistler CT ile izlenebilir

* Semptomatik, hizla bayuyen, komplike psodokistler dekomprese
edilmelidir




Komplikasyonlar

* Infeksiyon

— Abse, pankreatik nekroz, infekte psddokist, kolanijit,
aspirasyon pnomonisi, sepsis

— Kultur, genis spektrumlu AB
— Ates ve septik bulgular yoksa antibiyotik profilaksisi
endikasyonu yoktur.
BB yetmeazligi

— Ciddi intravaskuler volim azalmasi veya akut tibuler
nekroz gelisebilir.




Tedavi

* Etyolojiye yonelik tedavi

* Destek
— Oral kesilir (agri gecinceye kadar)
— Bulanti, kusma ve ileus varsa NG
— TPN, EN gerekebilir

e |V agresif volim replasmani yapilmalidir




Tedavi

* Narkotik analjezik (Meperidin)
— Indometazin
— Buprenorfin IV
— Prokain IV
— Fentanil

— Demerol IM




Siniflamalar, skorlar ve belirleyiciler

Kilavuzlar




Pankreatit ciddiyet siniflamasi: patolojiden klinige

Patolojik siniflama
Odematdz pankreatit

Nekrotizan akut pankreatit

Atlanta (klinik siniflama)

Hafif akut pankreatit

Ciddi akut pankreatit

Sarles H, et al. Digestion 1989; 43: 234-36.
‘*":f’ Bradley EL 3. Arch Surg 1994; 128: 586-90.




Prognoz

* % 85-90 hafiftir, kendiliginden gecer
— Genellikle 3-7 ginde gecer

* % 10-15 ciddidir, yogun bakim yatisi gerektirir
— Ciddi olgularda mortalite %50’ ye ulasir




Prognoz, skorlar

Cok degisik skor sistemleri var
— Ranson (en sik kullanilan )
— APACHE Il
— CT ciddiyet indeksi
— Imrie Skoru
— Atlanta Siniflamasi




Ranson kriterleri

* Basvuru * 48. saat
— Yas > 55 — Hematokritte disis> %10
— BK > 16,000 — Serum kalsiyum < 8
— Glukoz > 200 — Baz defisit > 4.0
— LDH > 350 — BUN daartis>5
— AST > 250 — Sivi sekestrasyonu > 6L

— Arterial PO2 < 60

% mortalite riski
5

15-20
40
99




CT ciddiyet indeksi

CT Grade

A: normal (0 p)
B: Odematéz pankreatit (1 p)

C: B + ekstrapankreatik
bulgular (2 p)

D: ciddi ekstrapankreatik
bulgular+ bir bolgede sivi
koleksiyonu (3 p)

E: Coklu veya yaygin sivi
koleksiyonu(4 p)

>6 =Ciddi hastalik

e Nekroz skoru

nekroz P
— yok 0
— <1/3 2
- >1/3,<1/2 4
- >1/2 6

* TOTAL SKOR =
CT grade + Nekroz

Puan % mortalite
0-1 0
2-3 3
4-6 6

7-10 17




Nekroz buyuklugu ile infeksiyon iliskisi

Table 5. MAXIMUM EXTENT OF
NECROSIS ACCORDING TO COMPUTED
TOMOGRAPHY FINDINGS

SPN IPN
Extent of Necrosis (h=57) (n=29) P

<30% of the pancreas 32 (56%) 3(10%) § <.00001
30-50% of the pancreas 16 (28%) 3 (10%) NS
>50% of the pancreas 9(16%)  23(80%) M <.00001

IPN, infected pancreatic necrosis; SPN, sterile pancreatic necrosis.

Ann Surg 2000:232:619
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Atlanta UK
1994 19982005
P APACHE Il  APACHE Il
Ciddiyet skalasi CRP BMI
kontrastli CT PA AC filmi
Kontrasth CT Ciddi AP Ciddi AP
Agri tedavisi N/a N/a
Bulanti, kusma ileus ted N/a N/a
Sivi tedavisi N/a evet
e Nekrotizan
Erken antibiyotik pankreatit
- ciddi AP
ERCP+ES kolanjit kolanjit
sarilik sarilik
Steril nekroz icin cerrahi nadir N/a
iiAB evet evet
Enrteral nutrisyon N/a evet
Antiproteaz etkinlik N/a hayir

Kilavuzlar

SSAT
1998

N/a

N/a

evet

N/a

evet

Santorini

1999
BMI

PA AC Filmi
APACHE Il
APACHE-O

CRP
Ciddi AP

N/a

N/a

N/a

Nekrotizan Nekrotizan Nekrotizan
pankreatit pankreatit pankreatit

@ <ut pankreatit; N/a: not available

kolanjit

ciddi AP
kolanjit
sarihk

nadir
evet

evet

hayir

AISP
1999

PAAC filmi
serug]R:;reahmRPACHE Il APACHE II

WCG
2002

kontrastl CT

Ciddi AP
N/a

evet

evet

Nekrotizan
pankreatit

ciddi AP
kolanjit
sarilik

nadir
evet

N/a
ciddi AP

Ciddi AP

evet

N/a

evet

Nekrotizan
pankreatit

ciddi AP
kolanjit
sarihk

nadir
evet

evet

hayir

JSAEM IAP
2002 2003
APACHE I
Ciddi AP N/a
evet N/a
N/a N/a
N/a N/a
Nekrotizan Nekrotizan
pankreatit pankreatit
ciddi AP
kolanjit kolanjit
sarilik sarihik
nadir nadir
evet evet
evet evet
evet N/a

Bradley EL 3. Pancreatology 2003; 3:139-43. (modified) [13]



Atlanta siniflamasi

Table 1 Summary of the 1992 Adanta Classification

Amag: Yayinlarinda Atlanta klasifik
kullanim sikligi ve tanimla
klasifikasyonu

alar: >%50
ciddiyeti,

MOF

onlar (peripankreatik koleksiyon)

weeks after onset of symptoms, is round or ovoid and most often sterile; when pus is present,
lesion is tarmed a ‘pancreatic abscass’

Circumscribed, intra-abdominal collection of pus, usually in proximity to the pancreas,
containing little or no pancreatic necrosis, which arises as a conseguence of acute
pancreatitis or pancreatic trauma

Often 4 weeks or more after onset

Pancreatic abscass and infected pancreatic necrosis differ in clinical expression and extent of
associated necrosis

=

The Atlanta Classification of acute pancreatitis revisited
T. L. Bollen et al British Journal of Surgery 2008; 95: 6-21



Pancreatitis bundles Mayumi T et al.
J Hepatobiliary Pancreat Sci 2010

Pankreatit demeti

1. Akut pankreatit tanisi konduysa ciddiyet degerlendirmesi 24-48 satte
yapilmalidir (degerlendirme saglik bakanligi kriterlerine gore yapilir)

2. Ciddi akut pankreatit tanisi konduktan sonra sevk edilecek uygun
merkez 3 saat icinde belirlenmelidir.

3. Etyoloji, biyokimya ve diger yontemlerle ayirt edilmelidir.
Kolanjit bulgulari ve sarilik varliginda ERCP yapilmalidir

5. Ciddi pankreatitte 3 saatte CT yapilmali ve saglik bakanhg “grade” i
kullaniimalidir.

6. Sivi reslisitasyonunda MAP:65 mmHg ve idrar ¢cikimi: 0.5 ml/kg/saat
olmalidir.




Prokalsitonin
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day of acute pancreatitis
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FIGURE 2. Course of PCT (A) and CRP (B) (medians, upper and lower quartiles) in nonsurvivors and survivors with severe
acute pancreatitis. Values are related to the onset of symptoms. Significant differences between nonsurvivors and survivors
were observed from day 2 to 21 (P < 0.03-0.001) for PCT and from day 8 to 18 (P < 0.05-0.004) for CRP.

.. Early Assessment of Pancreatic Infections and Overall Prognosis in Severe Acute
- Pancreatitis by Procalcitonin (PCT), Bettina M. et al. Annals of Surgery » 2007
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CRP, Prokalsitonin

Infekte pankreatik nekroz
varhigini belirlemede faydalidir

TABLE 3. Maximum PCT and CRP Concentrations in Patients With Infected Necrosis, Infected
Necrosis, and MODS, and Nonsurvivors (median, 95% Cl)

/Positive 95% CI Negative 95% CI P

Infected necrosis n = 87
PCT max 1 (ng/mL) 2.0-18.8 1.3 09-1.6 <0.0002
PCT max 2 (ng/mL) 1.7-12.2 1.0 0.6-1.4 <0.0002
CRP max | (mg/L) 266-474 314 288-343 NS
CRP max 2 (mg/L) 250-436 269 243298 <0.03
Infected necrosis + MODS n =9
PCT max 1 (ng/mL) 8.7-54.2 1.4 1.0-1.8 <0.0001
PCT max 2 (ng/mL) 5.3-29.7 1.1 0.7-1.4 <0.0001
CRP max | (mg/L) 272572 311 288-341 <0.01
CRP max 2 (mg/L) 246-493 265 246-295 <0.01
Death n =96
PCT max 1 (ng/mL) 5.6-56.9 1.4 1.0-1.8 <0.00001
PCT max 2 (ng/mL) 3.7-515 1.0 0.7-1.4 <0.00001
CRP max | (mg/L) 166-771 324 289-344 NS
CRP max 2 (mg/L) 41-520 274 248-300 NS

PCT max | rcached on day 4 (median, range 1-23) after discase onset. PCT max 2 reached on day 4 (median, range [-21) after
discase onset. CRP max | reached on day 4 (median, range 1-10) after discase onset. CRP max 2 reached on day 4 (median, range 1-11)
after discase onset.

NS indicates not significant.

Early Assessment of Pancreatic Infections and Overall Prognosis in Severe Acute
Pancreatitis by Procalcitonin (PCT), Bettina M. et al. Annals of Surgery » 2007
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Pankreatik nekroz ve infeksiyon




Nekrotizan pankreatit- epidemiyoloji

= Yilda 185,000 hasta ABD
* Bunlarin %40-80" inde neden BILIYER
" % 20-30 olguda nekroz var

" En sik 50 -70 yaslar arasinda

= Nekroz vok var
morbidite %23 %82
mortalite <1% %10
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Ince Igne Aspirasyonu

e Sepsis klinik bulgusu ortaya cikanlarda CT veya USG
esliginde yapilabilir

— Sensitivite % 96

— Spesivite % 99
 Komplikasyon

— Sekonder infeksiyon

— Kanama

— Pankreatitin alevlenmesi
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Tedavi ilkeleri ve alternatifler




Cerrahi tedavi hedefleri

Kiclik onemtum ve peritoneal bosluktaki bitin
pankreas kaynakli sivilarin bosaltilmasi

Infekte pankreatik ve peripankreatik dokularin
debridmani

Canli pankreas dokusunun korunmasi

Geride kalan debris ve sivilarin postoperatif
donemde bosaltilmasina olanak taniyan drenler vb..
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beslenme




Pankreatitlerde parenteral X enteral nutrisyon

Infection
Complications other than infection

surgical interventions

Mortality
0.1 1 10
Favours enteral Favours
nutrition parenteral nutrition

Fig 1 Risk of infection, complications other than infection, surgical
intervention, and mortality; resufts from meta-analyses of randomised
trials comparing enteral with parenteral nutrition in pancreatitis

Marik PE et. BMJ 2004;328:1407




Uzlasi Onerisi

s Enteral yol tercih edilmeli, restisitasyondan hemen
sonra baslanmalidir.

= MUmkuUn oldugu olctde jejunal yol tercih edilmelidir.

(1. kanit A sinifi 6neri)

Crit Care Med 2004 Vol. 32, No. 12




Uzlasi onerisi

Probiyotiklerin ve immun glclendirilmis enteral
formullerin rutin kullanimlari onerilmemektedir

5. derece kanit, D sinifi 6neri

Crit Care Med 2004 Vol. 32, No. 12




Ciddi akut pankreatitte erken
NG-NJ beslenme

- RKC CAP

- NG (n:27) vs NJ (n:22)

- Demografik veriler karsilastirilabilir 6zellikte
Mortalite: n %
Genel 24

NG 5 18.5
NJ 7 31.8

Ciddi akut pankreatitte
NG beslenme NJ beslenme kadar etkindir

Eatock FC, et al. Am J Gastroenterol 2005; 100:432-9. [39]



AP’ de fiber ve probiyotik uygulanmasi

Akut pankreatitte Lactobacillus plantarum 299 ince barsakta
kolonizasyon ve endotoksemiyi onler mi?

kontrol (n=23) Laktobasil (n=22)

yas (ortxSD) 46.5£13.6 44.1+11.1
K/E 17:6 16:6
Nekrotizan pankreatit 11 (%47.8) 9 (%40.9)
Ciddi pankreatit 15 (%65.2) 17 (%77.3)
P value

/ \

liA klltiir pozitifligi 7/23 (%30.4) 1/22 (%4.5) <0.05
Areliyat gereken septik bulgular %30.4) 1/22 (%4.5) <0

‘ Olah A, et al. BrJ Surg 2002; 89:1103-7. [40]




Akut pankreatitte infeksiyoz komplikasyonlar
ve nutrisyon

Review. Acute Pancrestitis

Comparison: 01 Early EN ve. PN in Acute Pancreatitis

Outcome: 02 Infectious Complications

Study Eorly EN FN RR (random) Vieight RR (renclom)

or sup-category nN nm $5% Q % 25%Cl Year
Abou-Assi 5726 13727 —_— 27.74 0.40 (0.17, 0.95) zo0z
Gupta 178 3/8 < £.09 0.38 (0.08, 7,97) Z003
Kalforentzoz 5718 i0/20 L am e 28.74 0.56 [0.23, 1.32] 1998
Louie 1710 S/18 < - 5$.35 0.36 (0.05, 2.67] 2002
McClsve 2716 2716 €.39 1.00 [D.1¢, 6.2F5] 1997
Qlah 5741 13s48 —_—lGaG 24.12 0.45 [0.18, 1.18] zo0z
Winczor 0716 3/18 — 2.587 0.16 (0.01, 2.87] 1588
Total (85% C1) 135 156 i .29, 0.74]

Total events: 19 (Early EN), 48 (PN)

Test for heterogenety: Chi* =1 60, df w 6(P = 0.35), P = 0%

Tes! for overall effect Z=325(F=0.001)

01 02 05 1
Favours Earty EN  Faw

FIGURE 1. Meta-analysis of the effect of route of nutrition support (enteral nutrition [EN] vs nutrition [PN]) on infectious

morbidity: RR indicates risk ratio.

Nutrition Support in Acute Pancreatitis: A Systematic Review of the
o Literature McClave S et al JPEN 2006
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Intestinal Barrier Dysfunction in a Randomized
Trial of a Specific Probiotic Composition in Acute
Pancreatitis. Besselink M, et al. Ann Surg 2009

 Amac: Bakteri tx - intestinal bariyer bozuklugu ile CAP
prognozu arasindaki iliskiye probiyotik etkisinin
arastiriimasi

 RKC: Ecologic 641, PROPATRIA
* Vekil parametre:

— PEG geri kazanma zamani (Perm)

— Nitirk oksit (bak. Tx)

— Intestinal yag asidi baglayici protein itrah
 Mudahale: Probiyotik X plasebo 7 gilin

Sonuc: MOF varliginda bak. Tx artmakta
Genel analizde bak. Tx azalmakta




Antibiotic therapy for prophylaxis against .
infection of pancreatic necrosis in acute %)

HHHHHHHHHH

pancreatitis = =00 S5

Analysis I.1. Comparison | Antibiotics versus control, Outcome | Mortality.

dy or subgroup Antibiotics Contro Ratio

Villatoro E, Mulla M, Larvin M. Antibiotic therapy for prophylaxis against infection of
‘ pancreatic necrosis in acute pancreatitis. Cochrane Database of Systematic Reviews 2010




Antibiotic therapy for prophylaxis against .
infection of pancreatic necrosis in acute %)

HHHHHHHHHH

pancreatitis = =00 S5

Analysis 1.2. Comparison | Antibiotics versus control, Qutcome 2 Infected Pancreatic N

100.0 % 0.85[0.57, 1.26 |

Villatoro E, Mulla M, Larvin M. Antibiotic therapy for prophylaxis against infection of
‘ pancreatic necrosis in acute pancreatitis. Cochrane Database of Systematic Reviews 2010




Antibiotic therapy for prophylaxis against
infection of pancreatic necrosis in acute
pancreatitis .

[ ] [ ]
Analysis 4.2. Comparison 4 Imipenem versus control, Outcome 2 Infected Pancreatic Ne« l m l pe n e m

Review: Antiiotic therapy for prophylaxis against infection of pancreatic necrosis in acute pancreatitis
Comparison: 4 Imipenem versus contro

Outcome: 2 Infected Pancreatic Necrosis (imipenem)

Study or subgroup Treatment Contro (Odds Ratio Weight (Odds Ratio
n/N n/N M-H Random95% C M-HRandom95% Cl

Pederzoli 1993 54 033 —— 590 % 0321010, 105]

Nordback 200 125 &/33 Q.19[002, 167]
Rlke 2007 212 416 0.60[009,399]
Total (95% CI) 78 82 0.34 [0.13, 0.84 |

Total events: B (Treatment), 20 (Control)
Heterogeneity: Tau? = 0.0; Chiz = 064, df = 2 (P = 0.72); 12 =0.0%

Test for overall effect Z = 2.32 (P = 0.020)

Villatoro E, Mulla M, Larvin M. Antibiotic therapy for prophylaxis against infection of
‘ pancreatic necrosis in acute pancreatitis. Cochrane Database of Systematic Reviews 2010
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pankreatik nekroz yonetimi




Pankreatik nekroz

e peripankreatik yag
dokusu olimu ile
beraber olan diffliz veya
lokalize pankreas
parankimi olimu

Atlanta International Symposium Arch Surgery 1993;128:586



Pankreatik nekrozda cerrahi

* Nekrozektomide cerrahi endikasyonlar nelerdir?

— Kesin

— Rolatif
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Steril nekrozda planl cerrahi

Complications Number (%)
Pancreatic fistula 34 (53)
) Exocrine insufficiency 16 (25)
mortalite 6.2% Enteric fistula* 10 (16)
Wound infection 9 (14)
Diabetes mellitus 6 (9)

ARDS 3 -

Gl bleeding 3 -

Renal failure 2 -

Intraabdominal bieeding 2 =

Pneumonia 1 -

Biliary fistula 1 -

Pulmonary embolism 1 ~

Wound dehiscence 1
Endocarditis 1 -

ARDS = adult respiratory distress syndrornie.
* Eight from jejunum; two from duodenum.

Ann Surg 1998;228:676



Steril pankreatik nekroz- Non-operatif tedavi

Table 4. CHARACTERISTICS OF PATIENTS WITH STERILE AND INFECTED NECROSIS

SPN IPN

(n = 57) (n=29 P
Female 20 11
Male 37 18
Mean age (range) 56.1 (28-87) 57.6 (29-75)
Biliary cause 22 (39%) 16 (55%) NS
Alcohol 23 9
Other or undefined cause 12 4
Mean serum c-reactive protein in mg/L (range)* 222 (112-343) 231 (101-456) NS
Mean Ranson score (range) 3.8 (0-8) 4.2 (0-7)
Mean APACHE Il score (range)* 12.2 (5-28) 13.2 (6-22)
Mean hospital stay in days (range) 23.5 (11-85) 84.8 (22-209)
Surgical treatment (%) 1 (2%) 27 (93%)
Hospital deaths 2 (3.5%) 7 (24%)

IPN, infected pancreatic necrosis; SPN, sterile pancreatic necrosis.
‘ak value in the first week of disease. Ann Surg 2000:232:619




Steril pankreatik nekroz- Non-operatif tedavi

* Non operatif izlenen butun steril nekrozlar dizelir
mi?
— Hayir !
— Bazi olgularda infeksiyon gelismeksizin stirekli kusma
ve karin agrisi olur.




Steril pankreatik nekroz- Non-operatif tedavi

 Semptomlari dizelmeyen
steril nekrozlar ne zaman
ameliyat edilmelidir?

P-VALUE

0 10 20 30 40 50 60 70 80 90 100 110 120

Semptomlar 1 aydan uzun siirerse | ™ETOSURGERY (days)

Ann Surg 1998;228:676
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Steril nekrozda cerrahi

e Steril nekrozda gec
donemdeki cerrahi
sonuclari

Table 5. SURGERY FOR ORGANIZED
NECROSIS (n = )

Mean interval until surgery, in days (range) 29 (23-34)
Indications
Pain d
Inabilty 10 tolerate feeding
Operations
Debriclement 3

Debricdement/cystogastrostomy
Deaths o
Mean postop. length of stay, in days (range) 27 18-146)

Ann Surg 2001 234:572



Pankreatik nekroz

* Hangi tedavi
— Non-operatif

* Genellikle kabul
edilen

— Nekrozlarda rutin
ameliyat (??7?)




Nekrotizan pankreatit komplikasyonlar

» Persistan veya tekrar eden infeksiyonlar
" Postoperatif kanama

" Pankreatikoklitandz fistul

" Enterokltanoz fistal

" Duodenal obstriksiyon

» Pankreatik yetmezlik




Infekte pankreatik nekroz

—  Mortalite: %6-24
— Morbidite : % 34-50

* Nekrotik pankreas ve
peripankreatik dokunun
debridmani

 1-3 planl ameliyat

* Nekroz demarkasyonu icin
>3 hafta beklenmelidir

Ann Surg 1998;228:676
2000,;234:619
2001,234:572




Nekrozda infeksiyon tanisi nasil konur ?

Ince Igne Aspirasyonu




Mikrobiyoloji

Table 5 Organisms identified from drainage fluid cultures derived
from patientsinthe PCD and surgery groups

Organisms No. of patients
Candida albicans 3
Acinetobacter baumannii 4
Escherichia coli 3
Enterobacter cloacae 3
Pseudomonas aeruginosa 1
Enterobacter aerogenes 1
Mycoplasma hominis 1
Enterococcus faecium 4
Candida tropicalis 1
Klebsiella pneumonia 2
Staphylococcus aureus 2
2

Staphylococcus haemolyticus

Ultrasound-guided percutaneous drainage may decrease the mortality of severe acute pancreatitis
Xinbo Ai £ et al, J Gastroenterol (2010) 45:77-85
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Infekte pankreatik nekroz

« lIA
— Sensitivite ve spesivitesi yuksektir
— Dogru yerden alinmalidir

— Cerrahi stratejide yarari vardir

* Nekroz demarkasyonu olusmadigi durumlarda kiltirde Greme
varsa cerrahi ?

* [IA olmadan yapilan cerrahi girisimler mortalite ve morbiditeyi
arttirir.

Cerraha danisiimalidir




Cerrahi girisim

1) nekrozektomi + acik packing
" mortalite : %15-17
" pankreatik fistll : % 26-46

2) nekrozektomi + kapali packing
" mortalite: %6.2
= pankreatik fisttl: %9

3) nekrozektomi + kapali +surekli retroperitoneal lavaj
" mortalite: %21
" pankreatik fistil: %19




Infekte pankreatik nekrozda cerrahi disi tedavi

dereksinim

infekte pankreatik nekroz

Perkitan 18 3
e TanillA+, veya CTdegaz  drena
Endoskopik 5 1
drenaj
Sepsis: %32 Yalniz 8
Fistiil: %6 antibiyotik
Mortalite: 0

Infekte pankretik nekroz tedavisinde
non operatif intensif tedavi ¢ok etkindir

= 1he Efficacy of Nonsurgical Treatment of Infected Pancreatic Necrosis
‘ Lee J et al, Pancreas 2007



Minimal invazif tekniklerde basari

Pancreas * Volume 38, Number 8, November 2009

Treatment of Pancreatic Necrosis

TABLE 2. Endoscopic Therapy for Pancreatic Necrosis

Studies Patients, n Infected, % Mortality, % Success, n (%) Complications

Baron and Morgan®? 11 27 0 9 (81) Bleeding, 9%; infection, 36
Papachristou et al*? 53 49 0 43 (81) 11 (21%); bleeding, n = 9
Charnley et al®’ 13 85 0 12 (92) None

Voermans et al*’ 25 100 0 23 (93) Major bleeding, 4%; minor bleeding, 30%
Gardner et al*® 25 24 0 22 (88) Bleeding, 32%

Navaneethan et al*? 8 50 2. 7 (87.5) Perforation of cyst wall, 12.5%
Mathew et al*’ 6 100 0 5(83.3) None

Minimally Invasive Techniques in Pancreatic Necrosis
' layakumar Navaneethan et al, Pancreas & Volume 38, Number 8, November 2009
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Minimal invazif teknikler

* |nvazif endoskopik
— Transgastrik debridman ve nekr
— Transduodenal debridman v,
* |nvazif radyolojik

— Sepsisi kontrol et amak tedavisi olarak

* Laparoskopik
— Pnoémopeg sis agrevasyonuna dikkat
opik-nefroskopik

ve surekli lavaj

s Minimally Invasive Techniques in Pancreatic Necrosis Navaneethan U, et al.
. Pancreas 2009



Ciddi akut pankreatitte minimal invazif
yaklasimlar

* Video-assisted retroperitoneal debridman (VARD)

* Laparoskopik transperitoneal debridman (LTPD)




Ultrasound-guided percutaneous drainage may
decrease the mortality of severe acute
pancreatitis Xinbo A et al, J Gastroenterol 2010

Amac: Akut ciddi pankreatitte usg esliginde drenaj
mortaliteyi azaltir mi?

 RKC
e Sonuc: Asiri koleksiyon ve nekrozun oldugu ciddi akut
pankreatitte, CT ciddiyet skoru >8 olanlar ya cerrahi

ile ya da perkttan kateter drenaj ile tedavi edilmeli,
konservatif yontem benimsenmemelidir.



Ultrasound-guided percutaneous drainage may
decrease the mortality of severe acute
pancreatitis Xinbo et al, J Gastroenterol 2010

Table 1 Comparative study in the three treatment groups

Conservative group Surgery group PCD group P1 value P2 value P3 value
Sex (M/F) 24725 9/10 10/3 0.905 0.076 0.103
Age (years) 533 543 48.3 0.805 0314 0.291
Cost (yuan) 85890.7 111000.0 110712.8 0.002%* 0.500 0.077
Days in hospital 36.9 64.5 515 0.002%* 0.151 0.270
Number of antibiotics 3.1 4.16 392 0.008** 0.070 0.650
Days on antibiotics 26.1 418 348 0.041* 0.324 0.486
Ranson score 3.86 4.68 438 0.014* 0.168 0.495
CTSI 6.9 9.2 9.8 <0.001** <0001 0.178
Serum CRP level on admission (mg/l) 162.6 180.2 207.6 0.403 0.061 0.315
Days of serum CRP level recovered 20.6 421 249 0.001** 054 0.025"
Days of blood amylase recovered 7.0 6.7 49 0.858 0.291 0417
Days of WBC recovered 14.6 223 19.4 0.076 0.329 0.602
Mortality (%) 8.2 26.3 0 0.047% 0.287 0.044"
Sepsis (%) 12.2 36.8 30.8 0.021* 0.106 0.722
ARDS (%) 6.1 26.3 15.4 0.020* 0.276 0.463
MODS (%) 41 15.8 1.7 0.097 0.590 0.496

PCD percutaneous catheter drainage, CTS/ severity index. CRP C-reactive protein, ARDS acute respiratory distress syndrome. MODS multiple
organ dysfunction syndrome, WBC white blood cell
P1 value: statistics analysis between conservative and surgery group, P < 0.05 shows significant difference. *P < 0.05, **P < 0.01

P2 value: statistics analysis between conservative and PCD group, P < 0.05 shows significant difference. **P < 0.01

o
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P3 value: statistics analysis between surgery and PCD group, P < 0.05 shows significant difference. "P < 0.05




Ultrasound-guided percutaneous drainage may
decrease the mortality of severe acute
pancreatitis Xinbo A et al, J Gastroenterol 2010

Table 3 Comparison of treatment approaches for patients with a
CTSI of 8 or higher

Surgery group PCD group F value

CTSI >8 Sex (M/F) R/8 1073 0.147

Age (years) 53.8 48.3 0.313
Cost (yuan) 212582.3 1107128 0.114
Days in hospital 68.8 51.5 0.240
Number of antbiotics 44 39 0.324
Days on antibiotics 46 348 0.366
Ranson score 48 44 0414
TSI 9.6 o8 0.453
Serum CRP level on 195.1 207.6 <0.001 **
admission (mg/)
Number of days until 45.0 24 .8 <0.001 **
serum CRP level recovered
Days of blood amylase 6.0 49 0417
recovered
Days of WBC recovered 22.6 194 0.684
Mortality (%) 31.3 0 0.048*
Sepsis (%) 43 .8 30.8 0.702
ARDS (%) 31.3 154 0410
MODS (%) 18.8 7.7 0.606

PCD percutancous catheter drainage. CTS/ severity index. CRFP C-
reactive protein. ARDS acute respiratory distress syndrome. MODS
multiple organ dysfunction syndrome. WBC white blood cell
G P value: statistical distance between the surgery and PCD groups.
% - P < 0.05 shows a significant difference. *P < 0.05. **P < 0.01
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Pankreatik duktus kopmasi (DPDS)

Mayo klinik, 31 olgu (10 vil)
(%58 kopma boyunda)

* Endoskopik ydntem

Ciddi akut pankreatit
komplikasyonu

Duktustaki kopma ERCP ve

CT ile farkedilir basarisi n:13
* Endoskopik yontem

Tedaviye ragmen fistullerin y
basarisizligl n:7

ve koleksiyonlarin
diuzelmemesiile  Direk acil cerrahi n:5

karakterizedir e Mortalite:0
* Diyabet: %26

Disconnected pancreatic duct syndrome in severe acute pancreatitis:
~clinical and imaging characteristics and outcomes in a cohort of 31 cases
‘ Mario Pelaez-Luna, et al. Gastrointest Endosc 2008;68:91-7




Pankreatik duktus kopmasi (DPDS)

Pelaez-Luna et al Disconnected pancreatic duct syndrome

Disconnected pancreatic duct syndrome in severe acute pancreatitis:
clinical and imaging characteristics and outcomes in a cohort of 31 cases
.. Mario Pelaez-Luna, et al. Gastrointest Endosc 2008;68:91-7
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Pankreatik abse nasil tedavi edilmelidir?

* Perkltan, endoskopik yollarla drenaj yapilmasi
gerekir (B sinif 6neri)

e Eger konservatif yolla dizelme saglanamazsa acil
cerrahi drenaj gerekir (B sinifi 6neri)

Therapeutic intervention and surgery of acute pancreatitis
Amano H et all. J Hepatobiliary Pancreat Sci (2010) 17:53-59
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Walled-off pancreatic necrosis. Stamatakos M,
et al. World J Gastroenterol 2010

* “ WOPN” Sinirlanmis pankreas nekrozu, tanim
2005 te yapilmistir

* Atlanta siniflamasinda bir yere karsilik gelmez

* |lk ataktan 4 hafta sonra olur

* |nfekte pankreatik nekrozdan daha iyi prognoza
sahiptir

* Konservatif tedaviye iyi cevap verebilir

— ERCP ve perkitan kateter oldukca faydalidir
— Artik cerrahi tedavi secenegi ilk yontem degildir




Peroral Transgastric/Transduodenal
Necrosectomy. Escourrou J, et al. Ann Surg 2008

 N:13 olgu,

e Toplam 23 nekrozektomi girisimi
e Transgastrik, transduodenal

* Endsokopik nekrozekomi,

e @Girisim suresi: 3.5 saat (ort)

* Ek perkitan drenaj: 2 olgu

* |Infeksiyon: 4 olgu, ,

e Basarisizlik: 1 olgu

FICURE]IIItt fd copic tpt eal n
C necrosi

e Mortalite=0 o o

Sinirh girisim sayisi - etkin tedavi basarisi




ERCP, sfinkterotomi

Derneklerin dnerileri ve yeni metaanaliz sonuclari

Hafif pankreatit ve kolanjit olmayan ciddi
pankreatitlerde erken donem ERCP ve/veya
sfinkterotominin faydasi olmadigi yonundedir.

World J Gastroenterol June 28, 2009 Volume 15 Number 24
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Ciddi akut biliyer pankreatit yonetimi

Biliyer etyoloji

. 4

Erken ERCP, Sfinkterotomi
/2 saatte

CE CT- >30 nekroz varsa /

liA= infekte

-

-

Antibiyotik,

-

Stabilse takip

g

lIA=infekte degilse

4

izlem

¥

Stabil

!

~

Stabil degil

3

CE CT ve iiA tekrari

6 hafta icinde kolesistektomi

‘ 4 haftada semptomlar diizelmezse
‘ cerrahi dusunulebilir

World J Gastroenterol, 2009




infekte pankreatik nekroz nasil tedavi edilir?

2010 a gelindiginde
infekte pankreatik nekroz tedavi
kilavuzlarinda

“STABIL olgularda”
antibiyotik tedavisi ile izlem bile
onerilebilmektedir

Therapeutic intervention and surgery of acute pancreatitis
Amano H et all. J Hepatobiliary Pancreat Sci (2010) 17:53-59




Cleveland cerrahlarinin 6zelestirisi

Her gin gereksiz yere serum amilaz ve lipaz tetkiki istiyoruz
Skorlama sistemlerini ya kullanmiyoruz, ya da onerileni yapmiyoruz

Ciddi akut pankreatitte tomografi yaptirmiyoruz veya cok erken
yaptiriyoruz

Infekte nekrozdan siiphelendigimiz halde igne aspirasyon biyopsisi
yaptirmiyoruz

Septik bulgu olmamasina karsin hafif pankreatitlerde, steril
nekrozlarda bol bol lizumsuz antibiyotik kullaniyoruz

ERCP genellikle hafif olgulara yaptiriyoruz ama ciddi olgularda
cekiniyoruz
Ayni yatista laparoskopik kolesitektomi’ yi ihmal ediyoruz

Walsh M et all Cleveland C linic Jornal of Medicine 2010



Sonuc¢ olarak, 2011 yilina girerken

Sagaltimda non invazif antibiyotik tedavisinden, en invazif
planli laparotomi + nekrozektomilere kadar degisen
alternatiflere basvurulmaktadir.

infekte pankreatik nekroz siirecinde “minimal yaklasimlara

uygun’ alt gruplarin tanimlanma calismalarina énem
verilmelidir.

Kilavuzlarin ihtiyaclara karsilik verebilmesi icin revizyonlara
gerek vardir.

Akut pankreatit yonetiminin tim asamalarinda adanmis bir
saglik ekibine ihtiyac vardir



tesekkurler



