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ABSTRACT 
The pancreas is a crucial organ in the digestive and endocrine systems. Pancreatitis is an inflammation of the pancreas. 
Acute pancreatitis is characterized by severe pain in the upper abdomen and elevation of pancreatic enzymes in the 
blood. In the majority of patients, acute pancreatitis is a mild self-limiting disease that resolves spontaneously without 
complications but can be severe with organ failure, morbidity, and mortality. Chronic pancreatitis is characterized by 
permanent damage of pancreatic structure and function because of progressive inflammation and long-standing 
pancreatitis. To study the prescribing pattern in the management of pancreatitis. To study and analyse the pattern and 
usage of medications in the management of pancreatitis. Patients who meet the study criteria will be included in the 
study.A total of 108 subjects were evaluated, 50 subjects were diagnosed with acute pancreatitis, and 58 subjects were 
diagnosed with chronic pancreatitis.The majority of the subjects in both acute pancreatitis and chronic pancreatitis 
belong to the age group 31-45 years. A high female predominance was found in 57.1% of the total acute pancreatitis 
subjects, whereas in chronic predominance 55.3% was found. In acute pancreatitis was the most common comorbidity 
followed by diabetes mellitus (22%), Hypertension (22%), In chronic pancreatitis, Diabetes mellitus (32.8) was the most 
common co-morbidity followed by pancreatitis (27.5%), Hypertension (22.4%). These are the comorbidities observed in 
the study population. Serum amylase and serum lipase are the comorbidities tests obtained as biochemical markers for 
both acute and chronic pancreatitis. Among them, 45.4% had elevated serum amylase and 37% had elevated levels of 
serum lipase. Drugs used to treat pain in both acute pancreatitis and chronic pancreatitis are tramadol, Fentanyl, and 
Paracetamol. Tramadol was the most commonly used drug in both acute pancreatitis (88%) and chronic pancreatitis 
(75.9%). This study revealed that almost all the participants had a history of alcohol use, whereas biliary was the major 
cause of Acute pancreatitis. 
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INTRODUCTION 
Exocrine pancreatic insufficiency (EPI) results from the destruction of the pancreatic parenchyma with a 
sufficiently large loss of acinar cells and/or obstruction of pancreatic ducts that it is not possible to 
maintain the minimum production levels of digestive enzymes and ductal bicarbonate secretion required 
to adequately digest food [1]. Chronic pancreatitis (CP) is the most frequent cause of EPI in adults [2]. 
Acute pancreatitis is characterized by severe pain in the upper abdomen and elevation of pancreatic 
enzymes in the blood. In majority of the patients, acute pancreatitis is a mild self-limiting disease that 
resolves spontaneously without complications but can be severe with organ failure, morbidity and 
mortality [3].Chronic pancreatitis (CP) is a syndrome characterized by chronic progressive pancreatic 
inflammation, fibrosis, and scarring, resulting in damage to and loss of exocrine (acinar), endocrine (islet 
cells).Exocrine pancreatic insufficiency is a condition characterized by the inability of the pancreas to 
produce or deliver sufficient quantities of digestive enzymes and bicarbonate into the small intestine to 
ensure proper digestion and nutrient absorption. This deficiency results from significant destruction of 
the pancreatic parenchyma, predominantly involving the acinar cells, or from ductal obstruction that 
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impairs enzyme delivery. Symptoms of EPI include steatorrhea, weight loss, bloating, and malnutrition. As 
the exocrine function of the pancreas is impaired, the digestion of fats, proteins, and carbohydrates is 
compromised, leading to clinical and biochemical manifestations of malabsorption [4]. 
The etiological factors of acute and chronic pancreatitis are listed as follows: 
Gallstones – The obstruction of the sphincter of Oddi by gallstones leads to pancreatic inflammation, making 
it the most common cause of acute pancreatitis [5].Alcohol – Excessive alcohol consumption, particularly 
binge drinking or chronic intake, triggers acute pancreatitis by inducing pancreatic inflammation and 
damage [6].Hypertriglyceridemia – Elevated triglyceride levels, especially >1000 mg/dL, cause acute 
pancreatitis by releasing free fatty acids, which damage pancreatic acinar and endothelial cells [7]. 
Hypercalcemia – High calcium levels lead to pancreatitis by depositing calcium salts in the pancreatic ducts 
and activating trypsinogen within pancreatic tissue.Medications – Certain drugs, including corticosteroids, 
diuretics, and antibiotics, can trigger acute pancreatitis through unclear mechanisms involving 
proinflammatory mediators [8-10].ERCP Procedures – Endoscopic Retrograde Cholangiopancreatography 
(ERCP) increases the risk of acute pancreatitis, especially in young women or patients with repeated bile 
duct cannulation attempts [11].Infections – Bacterial, viral, fungal, and parasitic infections can induce 
pancreatitis by obstructing the pancreatic duct or directly damaging pancreatic tissues. Idiopathic – In some 
cases, the cause of acute pancreatitis remains unknown despite extensive evaluation [8]. 
In 10–30% of cases, no specific cause is identified despite thorough clinical, laboratory, and imaging 
evaluations. Idiopathic pancreatitis may be associated with microlithiasis (tiny gallstones), genetic 
predispositions (e.g., PRSS1, SPINK1, CFTR mutations), or undetected autoimmune mechanisms. 
Recurrent idiopathic pancreatitis warrants further investigation, including endoscopic ultrasound and 
genetic testing. 
A rare but increasingly recognized cause of chronic pancreatitis, autoimmune pancreatitis (AIP) is part of 
the spectrum of IgG4-related disease. It is characterized by lymphoplasmacytic infiltration, fibrosis, and 
responsiveness to corticosteroids. AIP may mimic pancreatic cancer in imaging and clinical presentation 
[12, 13]. Blunt or penetrating abdominal trauma can damage the pancreas directly or compromise its 
blood supply, leading to acute inflammation.  
Complications 
Acute pancreatitis leads to a wide range of local and systemic pathophysiologic alterations and to a large 
variability in the clinical manifestation and prognosis. Local complications of acute pancreatitis typically 
arise approximately 3 to 4 weeks after the initial attack and encompass acute fluid collection, pancreatic 
necrosis, infection, abscess formation, and pseudocyst development. Infections of necrotic tissue occur in 
15% to 30% of cases and predominantly stem from secondary infections. Mortality often results from 
complications such as infected necrosis, pancreatic abscesses, and sepsis. Pancreatic ascites occurs when 
pancreatic secretions disseminate throughout the peritoneal cavity [14-18]. 
Lab Investigations 
C-Reactive Protein (CRP): CRP is a liver-produced protein that increases in response to inflammation and 
helps distinguish between mild and severe pancreatitis. Its levels peak 48 hours after symptom onset, 
making it a useful diagnostic marker [19]. 
Gamma-Glutamyl Transferase (GGTP): GGTP is a liver enzyme used to monitor alcohol consumption, with 
levels rising even with small alcohol intake. Chronic drinkers show significantly elevated GGTP levels, 
indicating potential liver damage [20]. 
Serum Amylase: Serum amylase helps diagnose pancreatic inflammation, with levels rising within 4–8 
hours of an attack and normalizing in 8–14 days. Amylase levels exceeding three times the normal limit 
indicate pancreatitis and possible pancreatic complications [21]. 
Serum Lipase: Lipase, an enzyme produced by the pancreas, aids in fat digestion and has a diagnostic 
sensitivity of at least 85%. Elevated lipase levels indicate pancreatic inflammation, remaining high until 
the condition resolves [22-24]. 
Prescription Pattern 
Prescription pattern analysis is done to determine the prescribed frequency of commonly used drugs. The 
goal of rational drug prescribing is to use the least number of medications to achieve the best results in 
the shortest amount of time at a reasonable cost. Measurement of drugs used in health facilities is not 
only for explaining drug use patterns and prescribing behaviour but also helps in the identification of 
factors responsible for the practice of polypharmacy and the problems associated with it. 
 
MATERIAL AND METHODS 
Study Protocol 
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A prospective, observational study is conducted for six months after the approval of the Institutional 
Ethics Committee (IEC). Patients who meet the study criteria are included in the study. The required data 
is collected from the patient case sheets. After getting informed consent, the required data will be 
collected from the patients and their informants (primary caregivers). The data was analysed to evaluate 
the prescription pattern in the management of pancreatitis. 
Study Design 
An institutional-based prospective observational study was conducted for six months. 
Study Site 
The study has been conducted in the Department of Gastroenterology, Yashoda Hospital, Secunderabad. 
Study Period 
The study has been conducted for a period of six months from September 2023 to February 2024. 
Study Population 
108 consecutive patients presenting with features of pancreatitis on an outpatient and inpatient basis in 
the Gastroenterology department. 
Study Criteria 
Inclusion Criteria 
Males and females of age group 18-70 years of age. Confirmed cases of pancreatitis (Acute pancreatitis 
and Chronic pancreatitis) are going to be included in this study. Both Alcoholic and non-alcoholic patients 
will be included. 
Exclusion Criteria 
Pediatric age groups are excluded. Pregnant and lactating women are excluded. Patients were diagnosed 
with cardiac abnormalities. Patients are diagnosed with chronic kidney disease, congestive heart failure, 
pancreatic carcinoma, and bowel and large intestine cancers. 
Statistical analysis. 
Software used SPSS version 24.P value less than 0.05 is considered significant since the CI is 95%. Test 
performed Chi-square [25,26]. 
 
RESULTS AND DISCUSSION 
Out of 108 subjects included, 50 subjects were diagnosed with acute pancreatitis, and 58 subjects were 
diagnosed with chronic pancreatitis of the total 108 subjects included, in acute pancreatitis 14% belong to 
the age group 18-30 years, 40% belong to the age group 31-45 years, 36% belong to the age group of46-
60 years, 10% belong to the age group of above 60 years. Whereas in chronic pancreatitis 32.8% belongs 
to the age group 18-30 years, 43.1% belongs to the age group 31-45 years, 20.7% belongs to the age 
group 46-60 years and 3.4% belongs to the age group above 60 years. The majority of the subjects in both 
acute pancreatitis and chronic pancreatitis belong to the age group 31-45 years. It was found that the age 
group of 31-45 years is most affected by acute and chronic pancreatitis Shown in Table 1 and Figure 1. 

Table 1: Age Distribution 
AGE Acute 

pancreatitis 
Chronic 

pancreatitis 
Total 

18-30 
Years 

Count 7 19 26 
Percentage 14.0% 32.8% 24.1% 

31-45 
Years 

Count 20 25 45 
Percentage 40.0% 43.1% 41.7% 

46-60 
Years 

Count 18 12 30 
Percentage 36.0% 20.7% 27.8% 

Above 60 Count 5 2 7 
Percentage 10.0% 3.4% 6.5% 

Total Count 50 58 108 
Percentage 100.0% 100.0% 100.0% 
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Figure 1: Distribution based on Age 

 
A high female predominance was found in 57.1% of the total acute pancreatitis subjects, whereas in 
chronic predominance 55.3% was found. It was observed that acute pancreatitis is the most common in 
females compared to males. Whereas, in chronic pancreatitis, males are most affected Table 2 Figure 2. 
In subjects with acute pancreatitis, biliary was found to be a major cause 30%, whereas in chronic 
pancreatitis alcohol was found to be the major cause 50% Table3. 

 
Table 2: Based on Gender 

Gender Acute 
pancreatitis 

Chronic 
pancreatitis 

Total 

Female Count 8 6 14 
 Percentage 57.1% 42.9% 100.0% 

Male Count 42 52 94 
 Percentage 44.7% 55.35% 100.0% 

Total Count 50 58 108 
 Percentage 46.35 53.7% 100.0% 

 
Figure 2: Based on Gender 
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Table 3: Based on Personal History 
  Acute Pancreatitis Chronic Pancreatitis 

Alcoholic Count 14 29 
Percentage 28.0% 50.0% 

Smoker Count 2 4 
Percentage 4.0% 6.9% 

Biliary Count 15 3 
Percentage 30.0% 5.2% 

 
In acute pancreatitis, Pancreatitis (44%) was the most common comorbidity followed by diabetes mellitus 
(22%), Hypertension (22%), Cholelithiasis (20%), Hypothyroidism (4%) and Idiopathic (2%). In chronic 
pancreatitis, Diabetes mellitus (32.8) was the most common co-morbidity followed by pancreatitis 
(27.5%), Hypertension (22.4%), cholelithiasis (5.2%), Hypothyroidism (3.4%) and idiopathic (1.7%). 
These are the comorbidities observed in the study population Table 4. 

Table 4: Based on Comorbidities 
Comorbidities Acute pancreatitis Chronic pancreatitis 

Idiopathic Count 1 1 
Percentage 2.0% 1.7% 

Hypertension Count 11 13 
Percentage 22.0% 22.4% 

Diabetes mellitus Count 11 19 
Percentage 22.0% 32.8% 

Cholelithiasis Count 10 3 
Percentage 20.0% 5.2% 

Pancreatitis Count 22 16 
Percentage 44.0% 27.5% 

Hypothyroidism Count 2 2 
Percentage 4.0% 3.4% 

  
Serum amylase and serum lipase are the comorbidities tests obtained as biochemical markers for both 
acute and chronic pancreatitis. Among them, 45.4% had elevated serum amylase and 37% had elevated 
levels of serum lipase Table 5. In acute pancreatitis both dextrose normal saline (75 ml/hr) and ringer 
lactate (75 ml/hr) were the most commonly given IV fluids, whereas in chronic pancreatitis IV fluids are 
not routinely recommended as per guidance but it was found in dehydration and nutritional insufficiency 
fluids were recommended Table 6. 

Table 5: Based on Lab investigations 
Value Serum Amylase Serum lipase 

 Frequency Percentage Frequency Percentage 
Below Normal 0 0 2 1.9 

Normal 12 11.1 15 13.9 
Above Normal 49 45.4 40 37.0 

 
Table 6: Based on IV Fluids 

IV fluids  Acute pancreatitis Chronic pancreatitis 
Normal Saline Count 7 11 

 Percentage 14.0% 18.9% 
Dextrose Normal Saline Count 19 22 

 Percentage 38.0% 37.9% 
Ringer Lactate Count 17 20 

 Percentage 34.0% 34.4% 
  
 
Drugs used to treat pain in both acute pancreatitis and chronic pancreatitis are tramadol, Fentanyl, and 
Paracetamol. Tramadol was the most commonly used drug in both acute pancreatitis (88%) and chronic 
pancreatitis (75.9%) Table 7 Figure 3. In analgesics, Paracetamol was the most commonly used drug in 
acute pancreatitis (44%) and chronic pancreatitis (32.7%). Tab. Creon was the most commonly 
prescribed drug in both acute pancreatitis (20%) and chronic pancreatitis (24.1%) Table 8 Figure 4. 
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Table 7: Drugs used to treat pain in both acute pancreatitis and chronic pancreatitis 
Drugs Acute pancreatitis Chronic pancreatitis 

Paracetamol 
 

Count 22 19 
Percentage 44.0% 32.7% 

Tramadol Count 44 44 
Percentage 88.0% 75.9% 

Fentanyl Count 8 9 
Percentage 16.0% 15.5% 

 

 
Figure 3: Based on the frequency of analgesics and opioids given 

 
Table 8: Based on pancreatic enzymes supplements  

Enzyme  Acute Pancreatitis Chronic Pancreatitis 
Panlipase Count 4 3 

Percentage 8.0% 5.2% 
Creon Count 10 14 

Percentage 20.0% 24.1% 
Enzomac Count 1 0 

Percentage 2.0% 0.0% 
Agna Count 0 2 

Percentage 0.0% 3.4% 

Figure 4: Based on enzymes 
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Inj. Magnex Forte was the most commonly used antibiotic in both acute pancreatitis (68%) and chronic 
pancreatitis (37.9%) Table 9 Figure 5. Inj.Optineuron was the most commonly used vitamin supplement 
in both acute pancreatitis (56%) and chronic pancreatitis (43.1%) Table 10.  It was observed that 
pantoprazole was the only proton pump inhibitor used in pancreatitis Table 11 Figure 6.  Inj. Zofer was 
the most commonly used antiemetic used in pancreatitis. Table 12 Figure 7. 
 

Table 9: Based on antibiotics 
Antibiotic  Acute Pancreatitis Chronic Pancreatitis 
Magnex Forte Count 34 22 

Percentage 68.0% 37.9% 
Metrogyl Count 11 5 

Percentage 22.0% 8.6% 
Cilanem Count 5 2 

Percentage 10.0% 3.4% 
Piptaz Count 0 2 

Percentage 0.0% 3.4% 
Monocef Count 2 4 

Percentage 4.0% 6.9% 

 
                                                                  Figure 9: Based on Antibiotics 

 
Table 10: Based on Vitamin supplements 

Vitamin Supplement  Acute Pancreatitis Chronic 
Pancreatitis 

OPTINEURON Count 28 25 
Percentage 56.0% 43.1% 

THIAMINE Count 11 10 
Percentage 22.0% 17.2% 

ANTOXIPAN Count 5 14 
Percentage 10.0% 24.1% 

 
Vitamin supplement: Table 10: Based on Vitamin supplements: optineiuron most commonly prescribed in 
acute pancreatitis and antoxipan least prescribed vitamin supplement in acute pancreatitis. thiamine 
more prescribed in acute pancreatisn and antoxipan more prescribed in chronic pancreatitis. 
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Figure 10: Based on Vitamin supplements 

 
Table 11: Based on Proton pump inhibitors 

 Acute Pancreatitis Chronic Pancreatitis 
PANTOPRAZOLE Count 50 52 

Percentage 100.0% 89.7% 
Pantoprazole more commonly prescribed in chronic pancreatitis compared to acute pancreatitis 

 
Figure 11: Based on Proton pump inhibitors 

  
Table 12: Based on antiemetics 

 Acute Pancreatitis Chronic Pancreatitis 
ZOFER Count 41 41 

Percentage 82.0% 70.7% 
PERINORM Count 3 7 

Percentage 6.0% 12.1% 
Inj. zofer is commonly prescribed in both acute pancreatitis and chronic pancreatitis, inj. perinorm 
more prescribed in chronic pancreatitis less in acute pancreatitis.  
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                                                                               Figure 12: Based on antiemetics 
LIMITATIONS 
Due to a small sample size, demographic aspects may not be accurately represented. Due to alcoholism 
being less common in Indian women, we were unable to examine the clinical profile and treatment of 
alcoholic women who had chronic pancreatitis. We did not follow the patients; thus, we were unable to 
evaluate the efficacy of pain reduction from various therapies over a longer period. 
 
CONCLUSION   
This study was conducted in 108 subjects who had been diagnosed with Acute pancreatitis and Chronic 
pancreatitis. This study revealed that almost all the participants had a history of alcohol use, whereas 
biliary was the major cause of Acute pancreatitis. To detect pancreatic enzyme abnormalities, serum 
amylase and serum lipase were evaluated. IV fluids like Dextrose Normal Saline and Ringers Lactate were 
most used in Acute pancreatitis and Chronic pancreatitis. Opioid Analgesics like Tramadol were the 1st 
line agent used to treat pain and the Fentanyl patch was used to treat severe pain in Chronic pancreatitis. 
In Antibiotics Inj. Magnex Forte was the most predominantly used drug in both Acute pancreatitis and 
Chronic Pancreatitis. Pancreatic enzymes, supplementation, and vitamins help to prevent nutritional 
deficiencies and promote healing. Hypertension, Diabetes mellitus, Cholelithiasis, and a history of 
pancreatitis are the pre-existing comorbidities in pancreatitis. 
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