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Evidence based pathway for the diagnosis and treatment of acute pancreatitis 
 
Goals 

1. Reduce the use of treatments that may prolong inpatient care, increase cost and increase 
morbidity 

2. Rely on the most up to date evidence based practice in treatment of patients 
3. Provide treatment guidelines that can be used by all specialties that care for patients with acute 

pancreatitis 
 
Inclusion Criteria:  

1. Patients 1-17 years old 
2. Patients who meet diagnostic criteria for acute pancreatitis 

 
Exclusion Criteria:  

1. Patients with signs or symptoms of shock 
2. Patients with complicated pancreatic fluid collections 
3. Patients with multi-system organ failure 
4. Patients 18+ years old  

 
 

Overview  
1. Early initiation of enteral nutrition and fluid resuscitation has been shown to decrease length of 

stay, lead to fewer ICU admissions and decrease the rate of severe acute pancreatitis compared 
with patients who are kept NPO for a prolonged period of time.20,8 
 

2. Diagnostic Criteria - A patient with at least 2 of the following19, 25,26 
a. Abdominal pain compatible with acute pancreatitis 
b. Serum amylase and/or lipase values >3 times the upper limits of normal. 

i. While amylase is part of the diagnostic criteria for pancreatitis, lipase is a 
superior test, both in terms of sensitivity and specificity, and many guidelines are 
recommending only lipase levels be obtained, not amylase.27   

c. Imaging findings consistent with acute pancreatitis  
 

General Recommendations 
1. No guidelines are established to predict the outcome of pediatric patients with acute pancreatitis19 

 

2. Initial imaging should be via transabdominal ultrasound for the majority of cases of acute 
pancreatitis17 
 

3. Use of other imaging studies (CT or MRI) are reserved for more complicated cases (i.e. 
pseudocysts) or in cases where the provider needs to more closely assess the underlying 
etiology16 

a. Contrast enhanced CT abdomen should be used when cases are ambiguous for 
diagnosis ie delayed presentation when serum markers are low17 

b. Contrast enhanced CT abdomen should be delayed by 96 hours from onset of symptoms 
to accurately identify complications and extent of disease17 

c. Contrast enhanced CT abdomen should be considered when the patient’s clinical status 
deteriorates or is persistently severe19 

d. MRI abdomen w and w/o contrast should be used in patients with impaired renal function 
or allergies to Iodinated contrast17 

 



4. If the patient is found to have gallstones, on initial imaging, this is consistent with biliary 
pancreatitis and should be admitted to Pediatric Surgery.  If the diagnosis of biliary pancreatitis is 
made after hospital admission, Pediatric Surgery and GI should be consulted.  An ERCP with 
sphincterotomy and stone extraction with or without stent placement is recommended within 24 
hours of admission.  Other indications for ERCP include patients with common bile duct 
obstruction (visible stone on imaging), dilated common bile duct or increasing liver tests without 
cholangitis. These patients should also undergo laparoscopic cholecystectomy during their 
admission. 7,18   

a. These patients should be kept NPO until they undergo the necessary procedures, as part 
of their management. 

 
5. Initial laboratory testing for patients with their first event of Acute pancreatitis should include16,6 

a. Hepatic panel  
b. Triglycerides  
c. Calcium  
d. Lipase 
e. BUN and albumin  

i. High BUN and low albumin levels can be used to assess the likelihood of 
developing severe pancreatitis6 

ii. BUN values of 13 - 20 on admission, or after initial resuscitation, are associated 
with a high likelihood of developing severe pancreatitis6 

iii. BUN of 20 or more on admission, or after initial resuscitation, are associated with 
an even higher likelihood of developing severe pancreatitis6 

 
6. Lipase should not be trended daily as there is no evidence to suggest lipase value is associated 

with patient’s improvement or risk of developing severe pancreatitis4.   
 

7. Fluid management 
a. Pediatric Patients with Acute pancreatitis should be initially resuscitated with Lactated 

Ringers15.   
b. Patients should be given a fluid bolus of crystalloid fluid in the range of 10 to 20 ml/kg 

during initial resuscitation14 and should receive additional boluses until signs of 
dehydration, such as poor perfusion or tachycardia, improve with frequent re-evaluations. 

c. Patients should receive maintenance fluid at a rate of 1.5 to 2 times their typical 
maintenance rate with D5-LR (to a max of 200 ml/hr) for the first 24 hours.  This should be 
reduced to no more than 1.5 times their typical maintenance rate during hours 24 - 48 of 
their hospitalization.  These patients should undergo close monitoring of urine output after 
initial resuscitation20.   

d. Once the patient has begun enteral feeds, consider switching IVF from D5-LR to LR and 
titrate their fluid rate down, based on the patient’s intake and clinical status.  

 
Pain Control 

1. Tylenol + NSAIDS should be used initially in treatment of acute pancreatitis.   
1. NSAIDS do not show an increased risk of GI bleed12 
2. The addition of Tylenol is consistent with recommendations from the Opioid Stewardship 

Committee at Cook Children’s as part of its efforts to reduce the need for opioids in 
patients.   

3. When Tylenol and NSAIDS are given at the same time, they have been found to be as 
effective as opioid therapy.23,24 

4. Ensure that patients have good urine output and adequate renal function prior to initiating 
treatment with NSAIDs. 

2. Opioids should be used in treatment of acute pancreatitis when Tylenol + NSAIDs do not lead to 
pain control and may decrease the risk for supplementary treatments.11  

 
 
 



Nutrition  
1. Patients with mild acute pancreatitis may benefit from early oral/enteral nutrition within 48-72 

hours 10,8 
a. Recommend starting enteral tube feeds, if patient is unable to tolerate PO feeds after 3-5 

days3  
b. Parenteral nutrition should be used when Enteral nutrition is not possible for prolonged 

periods of time (longer than 5-7 days)9 
c. Enteral nutrition, when started within 48 hours of admission, is associated with reducing 

the risk of infection, death and hyperglycemia and is also associated with decreased 
length of stay13,3 

2. Early full-fat diet in children with mild-moderate pancreatitis is safe and has no difference in 
outcome compared to initial fasting followed by low-fat diet2 

3. Low fat diet has not been shown to be protective in pediatric patients with acute pancreatitis1  
4. There is no need to start patients with mild-moderate pancreatitis on clears before advancing 

their diet.  These patients can immediately go to a full-fat diet when they begin enteral feeds. 
5. In the setting of severe pancreatitis, with severe pain and poor oral intake, consider combining 

enteral nutrition with parenteral nutrition.3 
6. There is no difference in outcomes when using an NG tube vs NJ tube for feeding in acute 

pancreatitis.3,22 
7. If enteral tube feeds are initiated, there is no difference in outcomes when using semi-elemental 

formula vs standard formula.21 
 

Antibiotic use 
1. Prophylactic antibiotics should be avoided as they lead to longer length of stay and higher total 

cost.5 
 
Surgical role  

1. Cholecystectomy can safely be performed and should be performed before discharge in cases of 
uncomplicated acute biliary pancreatitis7,18 

2. Any patient with pancreatitis who was noted to have stones on imaging should either be admitted 
to surgery or receive a surgery consult during their hospitalization 

3. Strongly consider GI or Surgery consult for complex pancreatitis, such as traumatic pancreatic 
injuries, pancreatic psuedocyst, pancreatic necrosis or abscess.  These guidelines are not 
intended to apply to those situations. 
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This guideline is intended to assist providers in decision making by providing the current state of evidence 
and recommendations for the management of acute pediatric pancreatitis.  This guideline is not meant to 
replace clinical judgement and will not be appropriate for all cases of acute pediatric pancreatitis. 
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