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Summary 

Acute pancreatitis (AP) is an increasingly common gastroenterological disease. Most 
cases are mild and self-limiting, although 10-20% of patients suffer a more severe 
disease course, associated with organ failure and complications. It is not fully 
elucidated, why and in which patients, severe AP develops, or what factors impact the 
natural history of AP. The aims of the papers included in this thesis were to evaluate 
the natural history of AP, to study the potential relation of the incidence of AP with 
the use and sales of certain AP-associated drugs as well as with alcohol sales and 
consumption. In addition, we aimed to investigate the value of microproteinuria in 
prediction of organ failure in AP patients. 

In a retrospective part, 1457 patients with first-time AP, between 2003 and 2012, were 
included. The main AP etiology was gallstone disease, followed by alcohol. In all, 23% 
experienced one or more recurrent AP (RAP) episode, and 5% developed chronic 
pancreatitis. Severity of first-time AP, alcoholic etiology and smoking predicted RAP 
as well as chronic pancreatitis (p<0.05), and RAP was the strongest predictor for 
development of chronic pancreatitis (HR 6.7, 95% CI 4-11.3, p<0.01). The incidence 
of AP (in particular biliary AP) showed increasing time-trends, while the incidence of 
alcoholic AP remained stable. Users of AP-associated drugs increased from 32% in 
2003 to 51% in 2012 (p<0.05), reflective of increasing user rates in the general 
population, but was not related to AP incidence nor severity (p>0.05). Alcohol sales 
and consumption decreased, in the general population, and did not correlate to the 
incidence of (alcoholic or non-alcoholic) AP (p>0.05).  

The prospective part comprised 92 AP patients. The urine 1-microglobulin-, 
albumin-, and IgG/creatinine ratios were significantly higher in patients with vs. 
without organ failure (p<0.05, for all). In particular, the 1-microglobulin/creatinine 
upon admission predicted organ failure (OR 1.29, 95% CI 1.02-1.61) with an 
AUROC of 0.81 (95% CI 0.69-0.94), making it a promising marker for early 
prediction of AP severity. 
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Populärvetenskaplig sammanfattning 
(Swedish summary) 

Akut pankreatit (bukspottkörtelinflammation) är en vanlig åkomma och rapporter visar 
att antalet sjukdomsfall per år ökar på flera ställen i världen. De vanligaste orsakerna till 
akut pankreatit är gallstenssjukdom samt överkonsumtion av alkohol. Det förekommer 
även en mängd andra, mindre vanliga orsaker, såsom läkemedel, ärftliga faktorer, 
trauma, förhöjda blodfetter samt orsaker relaterade till vissa undersökningar och 
behandlingar. I vissa fall är orsaken dock okänd (idiopatisk pankreatit). I de flesta fall 
är förloppet av akut pankreatit lindrigt och komplikationsfritt, men upp till 20% av 
patienterna får ett svårare sjukdomsförlopp, vilket kan leda till organsvikt och 
komplikationer. Det är inte helt klarlagt varför eller hos vilka patienter det finns en 
ökad risk för svår pankreatit. Tidig bedömning av svårighetsgraden är av avgörande 
betydelse för ett adekvat omhändertagande, men trots flertalet bedömningsverktyg och 
tester för svårighetsgrad saknas det fortfarande kliniskt användbara och tillförlitliga 
metoder för att förutspå ett mer komplicerat sjukdomsförlopp. Utsöndring av proteiner 
i urinen (mikroproteinuri) har i tidigare studier visat sig ha samband med graden av 
inflammation samt förloppet vid till exempel hjärtinfarkt och blodförgiftning. 
Sambanden mellan mikroproteinuri och akut pankreatit är däremot inte välkänt. 

Efter en första episod av akut pankreatit får upp till 30% en eller flera återkommande 
episoder av akut pankreatit och ungefär 5% utvecklar kronisk pankreatit. Alkohol och 
rökning har identifierats som huvudsakliga riskfaktorer för såväl återkommande akut 
som kronisk pankreatit, även om tidigare studier inte är enhetliga beträffande hur 
naturalförloppet av akut pankreatit ser ut eller vilka faktorer som påverkar det. 

Det finns ett stort antal olika läkemedel, som har associerats med akut pankreatit, men 
trots det anses läkemedelsorsakad pankreatit vara ovanligt och utgör endast 0.1-5% av 
samtliga fall. Enstaka rapporter indikerar att förekomsten av läkemedelsorsakad akut 
pankreatit ökar samt att läkemedel även skulle kunna fungera som bidragande orsaker 
i vissa fall då en annan känd pankreatitorsak förekommer. Däremot saknas det 
populations-baserade studier på eventuella samband mellan försäljning och användning 
av pankreatitassocierade läkemedel och förekomsten av akut pankreatit. 

Trots att alkohol är en av de vanligaste orsakerna till akut pankreatit finns det endast 
ett fåtal studier som har undersökt relationen mellan försäljning och konsumtion av 
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alkohol i befolkningen och förekomsten av akut pankreatit. Resultaten av dessa studier 
har dessutom, till viss del, varit motstridiga. Vidare är det känt att 
alkoholkonsumtionen är högre under vissa perioder, såsom vid helger och högtider, 
men det är oklart om även förekomsten av akut pankreatit är förhöjd i samband med 
dessa perioder. 

Syftet med delarbete I var att beskriva det långsiktiga förloppet av akut pankreatit, i en 
befolknings-baserad kohort av patienter med en första episod av akut pankreatit, mellan 
2003 och 2012. Totalt inkluderades 1457 patienter. Samtliga journaler granskades och 
data beträffande orsak, svårighetsgrad, återkommande episoder av akut pankreatit, 
utvecklande av kronisk pankreatit samt dödlighet registrerades. Vi fann att den 
vanligaste orsaken till akut pankreatit var gallstenssjukdom, följt av alkohol, hos 
kvinnor såväl som hos män. Återkommande pankreatitepisoder förekom hos 23% av 
patienterna och hade tydliga samband med alkohol och ökad svårighetsgrad vid första 
episoden av akut pankreatit samt med rökning. Hos patienter med gallstensorsakad 
förstagångs-pankreatit var återkommande pankreatitepisoder relaterade till väntetiden 
på galloperation. Kronisk pankreatit utvecklades hos 5% av patienterna och den största 
andelen av dessa patienter (74%) hade tidigare haft en eller flera återkommande 
episoder av akut pankreatit. Dessutom var alkohol, rökning och svårighetsgraden av 
första pankreatitepisoden även relaterade till utvecklingen av kronisk pankreatit. Totalt 
avled 41 patienter (2.8%) i samband med första episoden av akut pankreatit. Bland 
patienter med gallstenspankreatit var andelen dödsfall vid återkommande pankreatit 
högre (5.9%) än vid första pankreatitepisoden (2%), vilket framhåller betydelsen av 
tidig operation för dessa patienter. 

I delarbete II beräknades den årliga, åldersstandardiserade förekomsten av akut 
pankreatit, mellan åren 2003 och 2012, i ett upptagningsområde på 600 000 invånare. 
Den totala förekomsten av akut pankreatit ökade under studieperioden, för både män 
och kvinnor, framförallt beroende på en markant ökning av antalet fall av 
gallstenspankreatit. Förekomsten av läkemedelsorsakad pankreatit var i genomsnitt 2%, 
men ökade under den studerade 10-årsperioden. Andelen patienter med akut 
pankreatit, som använde ett eller flera pankreatitassocierade läkemedel steg från 32% 
2003 till 51% 2012. Motsvarande ökning sågs dock även i den totala befolkningen och 
användningen av dessa läkemedel verkade inte ha någon påverkan på de 
epidemiologiska förändringarna beträffande förekomst, svårighetsgrad eller 
återinsjuknande i akut pankreatit. 

I delarbete IV ämnade vi undersöka eventuella samband mellan försäljning och 
konsumtion av alkohol med förekomsten av (alkoholrelaterad och icke-
alkoholrelaterad) akut pankreatit. Vi ville dessutom undersöka om förekomsten av akut 
pankreatit uppvisade några säsongsrelaterade mönster och framförallt om 
pankreatitförekomsten ökade i samband med perioder associerade med högre 
alkoholkonsumtion. Mellan åren 2003 och 2012 minskade såväl alkoholförsäljningen 
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som den självrapporterade alkoholkonsumtionen. Under samma period ökade den 
totala förekomsten av akut pankreatit, som tidigare beskrivits. Däremot var 
förekomsten av alkoholrelaterad akut pankreatit oförändrad under perioden och varken 
alkoholrelaterad eller icke-alkoholrelaterad pankreatit uppvisade några tydliga samband 
med alkoholkonsumtion och försäljning. I Sverige är framförallt perioderna kring jul 
och nyår samt midsommar, enligt Systembolagets försäljningsstatistik, förknippade 
med ökad alkoholkonsumtion. Vi fann dock ingen ökning i förekomsten av akut 
pankreatit under dessa perioder, jämfört med veckorna före respektive efter.  

I delarbete III var syftet att undersöka om mikroproteinuri kunde förutspå risken för 
organsvikt hos patienter med akut pankreatit. Totalt inkluderades 92 patienter med 
akut pankreatit och blod- och urinprover togs vid ankomst till vårdavdelning, dagen 
efter ankomst samt vid uppföljning 3 månader efter utskrivning. Förekomsten av 
proteinerna 1-microglobulin, albumin, och IgG i urin uppvisade samband med 
parametrar för inflammation samt med förekomsten av organsvikt. Framförallt visade 
nivåerna av 1-microglobulin i urinprover god förmåga att kunna förutspå organsvikt. 

Sammanfattningsvis visar resultaten av denna avhandling att svårighetsgraden av första 
episoden av akut pankreatit, alkohol samt rökning ökar risken för såväl återkommande 
akut pankreatit som kronisk pankreatit. Hos patienter med gallstenspankreatit är risken 
för återinsjuknande i pankreatit relaterad till väntetiden för operation och dödligheten 
vid återkommande episoder av akut pankreatit är högre hos dessa patienter. 
Förekomsten av akut pankreatit ökar, främst beroende på ökad förekomst av 
gallstenspankreatit. Däremot verkar varken användningen av pankreatitassocierade 
läkemedel eller konsumtionen av alkohol, i den generella befolkningen, ha någon 
påverkan på pankreatitförekomsten. Slutligen har vi funnit att proteinet 1-
microglobulin i urin verkar vara en lovande tidig markör för organsvikt hos patienter 
med akut pankreatit. 
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Abbreviations 

ACE Angiotensin Converting Enzyme  
AP Acute Pancreatitis 
APACHE II Acute Physiology and Chronic Health Evaluation II 
ARB Angiotensin Receptor Blockers 
AUROC Area Under the Receiver Operating Characteristics Curve 
BISAP Bedside Index of Severity in Acute Pancreatitis 
BUN Blood Urea Nitrogen 
CAN Swedish Council for Information on Alcohol and Other Drugs 
CARS Compensatory Anti-inflammatory Response Syndrome 
CCI Charlson Comorbidity Index 
CI Confidence Interval 
CRP C-reactive Protein 
CT Computed Tomography 
eGFR Estimated Glomerular Filtration Rate 
ELISA Enzyme Linked Immunosorbent Assay 
ERCP Endoscopic Retrograde Colangiopancreatography 
GFB Glomerular Filtration Barrier 
HR Hazard Ratio 
ICD International Classification of Diseases  
IgG Immunoglobulin G 
IgM Immunoglobulin M 
IQR Interquartile Range 
MODS Multiple Organ Dysfunction Syndrome 
NSAID Non-steroidal Anti-inflammatory Drugs 
OR Odds Ratio 
PPI Proton Pump Inhibitors 
RAP Recurrent Acute Pancreatitis 
ROC Receiver Operating Characteristics 
ROS Reactive Oxygen Species 
SD Standard Deviation 
SIRS Systemic Inflammatory Response Syndrome 
TAP Trypsinogen Activation Peptide 
Å Ångström 
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Introduction 

The pancreas and acute pancreatitis 

The pancreas is a glandular organ consisting of an endocrine and an exocrine part 
(figure 1). The endocrine part (islet cells) is involved in the blood glucose regulation, 
mainly by secretion of hormones like insulin and glucagon. The exocrine part, 
consisting of clusters of acinar and ductal cells, constitutes the largest part of the gland. 
The acinar cells produce, store and secrete digestive enzymes, in the form of inactive 
proenzymes (zymogens), including trypsinogen, proelastase and phospholipase A2. 
These enzymes are secreted together with bicarbonate, from ductal cells, and activated 
in the duodenum, where they contribute in the digestion of proteins, carbohydrates 
and fats. The enzymes lipase and amylase do not need activation (1). 

Acute pancreatitis (AP) is a common gastroenterological condition. The onset of the 
disease is typically characterized by sudden and intense upper abdominal pain, often 
with a radiation to the back, and occasionally associated with local peritonitis. The 
complete mechanisms behind the development of AP are not fully understood. The 
inflammation presumably starts in the acinar cells, through premature activation of 
trypsinogen to trypsin, which in turn activates other pancreatic proenzymes, causing 
autodigestion of the pancreas (2-4), although several other mechanisms are probably 
involved to further mediate the intrapancreatic inflammatory process. Activated 
pancreatic enzymes stimulate the production of pro-inflammatory mediators, such as 
cytokines, chemokines, adhesion molecules, platelet activating factor and reactive 
oxygen species (ROS), which in turn activates leukocytes that migrate into the 
pancreatic interstitial space. This infiltration of inflammatory cells mediates further 
upregulation of cytokines and chemokines, inducing an inflammatory cascade. The 
peripancreatic inflammation can progress to systemic inflammatory response syndrome 
(SIRS), potentially causing multiple organ dysfunction syndrome (MODS), including 
respiratory, renal, and circulatory failure. In turn, the inflammatory process leads to a 
compensatory anti-inflammatory response syndrome (CARS). If this anti-
inflammatory response is sufficient, the inflammation is controlled and the AP patient 
recovers, while inadequate control promotes organ dysfunction as well as later local 
complications and infections (5-9).   
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Figure 1. Anatomy of the pancreas. (https://commons.wikimedia.org) 

Biliary acute pancreatitis 

Gallstone disease is an increasingly common problem throughout the world and 
gallstone-related (biliary) AP represents the most common AP etiology in several 
countries, comprising 28-42 % of all AP cases (10-12), and with reports of increasing 
incidence time-trends (13, 14). Female gender and older age increase the risk for biliary 
AP (13, 15, 16). The exact mechanisms behind biliary pancreatitis are still not fully 
elucidated. Migrating gallstones are thought to cause a transient obstruction of the 
pancreatic duct, leading to increased pancreatic pressure and enzyme activation in the 
pancreas, causing autodigestion and inducing the inflammatory process, as previously 
described (17).  

Alcoholic acute pancreatitis 

Alcohol-related AP accounts for about 20-40% of all AP cases (14, 18). The 
pathogenesis is complex and probably includes both direct alcoholic toxicity and 
immunologic mechanisms (19). Even if a dose-response relationship between alcohol 
consumption and AP has been suggested (20), there are no universally established 
values on amounts and frequency of alcohol consumption considered necessary to cause 
AP. In previous reports, consumption of 50 to 80 grams of alcohol per day has been 
proposed as threshold amounts for pancreatitis (10, 14, 21), and different types of 
beverages and drinking patterns have been associated to the development of AP to 
different degrees (22, 23). It has been reported that only 2-5% of heavy drinkers 
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(defined as ≥ 60 grams of alcohol per day) develop (acute or chronic) pancreatitis (16, 
24), and it has therefore been suggested that alcohol may represent a cofactor, 
sensitizing the pancreas to injury and that additional factors, or genetic variants (25), 
may trigger the development of AP (19, 26). 

Drug-induced acute pancreatitis 

A large number of frequently used drugs have been associated with AP (27). Although 
some medications have been found related to AP in epidemiological studies (28-30) 
most of our knowledge of drug-induced pancreatitis derives from single case reports. 
The most frequently reported AP-associated drugs include azathioprine, angiotensin 
converting enzyme (ACE) inhibitors, antidiabetics, non-steroidal anti-inflammatory 
drugs (NSAID), proton pump inhibitors (PPI) and medications used in cancer and 
HIV therapy (31, 32). Additionally, certain commonly prescribed drugs, like 
omeprazole and sertraline, have been associated with a more severe AP disease course 
(27). Different classification systems of drug-induced AP have been proposed over the 
last decades. In 1980 a system, including drugs classified as having a definite, probable 
or possible association with pancreatitis, was published (33). This system was later 
revised, whereas more weight was put on the number of reported cases and if there was 
a positive rechallenge. The latest classification to date was published by Badalov et al. 
It includes 120 different drugs, classified into 5 classes, based on the weight of evidence 
for causing AP (27).  

Many drugs identified to induce AP are common drugs, frequently prescribed and used 
in the general population. In a recent Dutch prospective study a substantial proportion 
(42%) of patients with AP, with different etiologies, were using one or more AP-
associated drugs, leading to the suggestion that drugs might act as cofactors or disease 
modifiers in the development of AP (34). However, it is still uncertain as to what extent 
different drugs are related to the incidence of AP and drug-induced pancreatitis is 
considered to be rare, occurring in only 0.1-5 % of pancreatitis cases (35-39).  

Other causes of acute pancreatitis 

A large number of other, yet rare, causes of AP include hypertriglyceridemia, 
hypercalcemia, endoscopic retrograde cholangiopancreatography (ERCP), hereditary 
conditions, trauma, tumors and infections (12, 17). Still, in a substantial proportion of 
patients (10-36%) the etiology cannot be ascertained (10, 14, 40). Some reports suggest 
that the majority of these idiopathic AP cases actually are caused by microlithiasis (41, 
42), although others have questioned this (43, 44).    
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Natural course of acute pancreatitis 

Population-based data on the natural course of AP are limited, and with somewhat 
contradictory results regarding risk factors for recurrence of AP and progression to 
chronic pancreatitis (10, 11, 45, 46). In addition, the potential relation between 
severity of first time AP and the natural course of the disease is sparsely studied (10, 
46).   

Severity of acute pancreatitis 

In most cases, AP attacks are mild and self-limiting, although up to 20% of the patients 
experience a more severe clinical course (10, 11, 47, 48). The local inflammation of the 
pancreas can lead to SIRS, potentially progressing to failure of one or more distant 
organs, MODS. According to the revised Atlanta classification of AP (49), organ failure 
includes respiratory, cardiovascular and renal dysfunction. In addition, systemic and 
local complications are included in the severity classification. It is not clear why, and in 
which patients, a severe disease course develops. Etiology of AP has not been found to 
have an impact on the severity, except for the presentation of local complications, more 
frequently observed in patients with alcoholic AP (50, 51). Clinical parameters 
associated with a higher risk for a more severe AP course are older age, comorbid 
conditions, and obesity, although results from different studies on their impact are not 
unanimous (16, 52-55). 

Recurrent acute pancreatitis 

After a first attack of AP a substantial proportion of patients (17-30%) suffer one or 
more recurrent acute pancreatitis (RAP) episodes (10, 11, 45, 46). RAP is more 
common after alcohol induced first-time AP compared to other known etiologies and 
idiopathic AP, with proportions of up to 45% of the patients experiencing RAP 
following an alcoholic first-time AP episode (56, 57). RAP has further been found 
related to smoking (11, 58). In patients with biliary AP the risk of recurrence is 
associated with cholecystectomy being delayed compared to the recommendations in 
guidelines (11, 50, 53, 59-63). While recurrence is less common in patients with biliary 
compared to alcoholic AP, it seems to occur after a shorter time interval, stressing the 
importance of early cholecystectomy (11, 64-66). Every recurrent episode of AP is 
associated with a risk for complications and mortality. While some reports have 
proposed that RAP episodes are generally less severe and have lower mortality rates 
compared to incident AP attacks (15, 67), others have found similar mortality rates 
among first and recurrent AP episodes (68-70). 
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Development of chronic pancreatitis 

The mechanisms behind the progression from acute to chronic pancreatitis are not fully 
understood, and it has been argued that acute and chronic pancreatitis are two separate 
diseases, with AP rarely progressing to the chronic form (71). This has, however, been 
questioned by Klöppel and Maillet, who described the “Necrosis-fibrosis sequence 
hypothesis” as a possible pathogenesis of chronic pancreatitis (72). They suggested that 
the damage of the pancreas during AP leads to obstruction of pancreatic ducts and 
development of fibrotic tissue. Yadav and Whitcomb have suggested a “two-hit 
hypothesis”, with the first attack of AP representing the “first hit” and continued 
exposure to the inducing risk factor (i.e. alcohol) or genetic factors representing the 
“second hit”  (73). 

Previous studies are, however, not unanimous according to how often, and in which 
patients AP progresses to chronic pancreatitis. Lankisch et al. reported a proportion of 
4% of patients developing chronic pancreatitis and exclusively among those with 
alcoholic first-time AP (10), while others have reported progression in 15-24%, and in 
patients of different etiologies (45, 46). These discrepancies may be due to differences 
in follow-up periods as well as to different diagnosis criteria for chronic pancreatitis. In 
addition to alcohol, smoking has been recognized as an important risk factor for 
development of chronic pancreatitis, often under-recognized by clinicians (10, 19, 74-
77), while in 10 to 30% of the patients the cause is unknown (78). 

Mortality 

The overall mortality rate due to AP has been reported to be 5-15% (10, 62, 79). 
However, among severe cases, particularly in those with necrotizing AP, death rates are 
significantly higher (14, 80). The presence of (persistent) organ failure is strongly 
associated with poor outcome and mortality (49, 81, 82), and patients with both 
persistent organ failure and infected necrosis experience the highest mortality risk (83). 
There are, however, discrepancies in published data on potential predictors of short and 
long-term mortality after first and subsequent AP episodes (47, 54, 62, 69, 84, 85).  
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Trends in incidence of acute pancreatitis 

Several studies show increasing incidence rates of AP over the last decades, in Sweden 
(13, 65) as well as internationally (15, 86-88). In a population-based report from 
Malmö, Sweden between 1985 and 1999, the observed increasing time-trends of AP 
were found to be mainly due to a significant increase in the incidence of biliary AP, 
while the incidence of alcoholic AP decreased (13). Other reports have shown 
increasing (65, 88, 89) or stable incidence of alcoholic AP (90) over the last years. 

Alcohol consumption and incidence of acute pancreatitis 

Overall changes in alcohol consumption over time as well as certain periods with higher 
alcohol consumption in a calendar year have been found to have an impact on the 
occurrence of various alcohol-related harmful events and diseases (91-93). Reports from 
Finland have shown that fatal alcohol poisoning significantly increased during periods 
of increased alcohol sales and consumption as well as after raised alcohol import quotas 
in 2004 (92-94). Following an increase in per capita quotas of alcohol import to 
Sweden, the frequency of acute alcohol intoxication increased, although the number of 
violent assaults and drunk driving did not change (95). However, the potential relations 
between the incidence of alcoholic or (presumed) non-alcoholic AP, and the sales and 
consumption of alcohol in the general population are scarcely studied and with 
contradictory results. Studies from Ireland, Wales, and Finland have shown increasing 
trends in alcoholic AP admissions, associated with increasing per capita alcohol 
consumption (18, 89, 96). In contrast, a later Finnish report failed to show any 
correlation between alcohol consumption in the general population and the occurrence 
of AP (88).  

It is, furthermore, well known that alcohol consumption in the general population is 
highly event specific, and more heavy drinking occurs in weekends, summer months, 
and on national public holidays (92, 97). An increased occurrence of AP during periods 
associated with excessive alcohol consumption has been reported by a couple of studies 
(18, 98), although others have not found such variations (99, 100).  In Sweden the 
Midsummer Eve, Christmas and New Year’s Eve are holidays particularly related to a 
higher alcohol consumption (101), although it is not clear whether the occurrence of 
AP in Sweden is increased in relation to these holidays. 
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Pancreatitis-associated drugs and incidence of acute pancreatitis 

The proportion of AP cases caused by different drugs is reported low (37, 39), although 
some evidence indicates an increase in the incidence of drug-induced AP (31, 35). 
Drug-induced AP is, however, challenging to diagnose and its true incidence has been 
proposed both to be underestimated and overestimated (102).  Only a few 
epidemiological reports have studied the incidence and presentation of AP caused by 
drugs. Vinklerova et al. retrospectively investigated the incidence and disease course of 
drug-induced AP. Drugs were found to represent the third most common cause of AP 
and the incidence seemed to be underestimated (39). In a previous Swedish population-
based, case-control study, several drugs were found to be associated to AP, although in 
a large proportion of patients, more than one possible etiologic cause of AP were 
identified (28). While a large number of drugs have been associated with AP, it is 
unknown whether changes in the sales and use of these drugs, in the general population, 
could have any impact on the incidence of AP. 

Prediction of severity in acute pancreatitis 

Early prediction of AP severity is crucial, in order to offer the patients sufficient and 
timely treatment. Despite several attempts to develop useful and reliable methods to 
identify patients at risk of developing severe AP, there is at present, no universally 
accepted severity prediction system (103, 104).  

Prognostic scoring systems 

Various specific and non-specific scoring systems for AP severity have been developed. 
The first one was the Ranson criteria, including 5 prognostic variables measured at the 
time of admission, and another 6 criteria registered within 48 hours after admission 
(105). The modified Glasgow (Imrie) criteria (106) include 8 of the original 11 Ranson 
variables. The Ranson as well as the Imrie scores have been found to accurately predict 
AP severity (107, 108), although they both have the disadvantage of requiring 
assessment 48 hours after admission. The Acute Physiology and Chronic Health 
Evaluation II (APACHE II) score (109) has been proposed to be the best scoring system 
for AP severity (110), although due to its complexity, it has not been frequently used 
in clinical practice. The Bedside Index of Severity in Acute Pancreatitis (BISAP) was 
developed as a simple scoring system, applicable in clinical practice. It has shown similar 
prognostic accuracy compared to more complex scoring systems, although it has been 
criticized as it may not distinguish transient organ failure from persistent (111-113). 
Despite extensive efforts to develop valid and reliable methods for AP severity 
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prediction, existing scoring systems are often impractical or insufficient (108, 111) and 
have been proposed to have reached their maximal efficacy (104, 111). 

Inflammatory markers 

A number of single inflammatory markers have been suggested to have a prognostic 
value in predicting AP severity (114-116), with C-reactive protein (CRP) representing 
the most widely used and “gold standard”, although with the disadvantage of reaching 
its maximum value up to 72 hours after onset of symptoms (110). Several pro-
inflammatory cytokines, such as interleukin-6, interleukin-8, hepatocyte growth factor 
and tumor necrosis factor-  have shown good prognostic values in early prediction of 
AP severity (117-120), yet they have the disadvantage of being unavailable or too 
expensive for routine clinical practice. Blood urea nitrogen (BUN) is a routine 
laboratory test that reflects renal function and indicates changes in the intravascular 
volume. It has been incorporated in different AP severity scoring systems, like the 
Ranson score (105). Wu et al. evaluated the accuracy of BUN for prediction of 
mortality, in a large hospital-based cohort of AP patients. They found that elevated 
BUN upon admission as well as a rise in BUN within the first 24 hours were associated 
with increased in-hospital mortality (121).  

Another promising early marker is trypsinogen activation peptide (TAP). TAP is 
released from the acinar cells during the activation of trypsinogen to trypsin and appears 
early after onset of AP in blood and urine. Elevated plasma and urine levels of TAP, 
within the first 48 hours after onset of symptoms, have been found to significantly 
correlate with AP severity (122-125). 

Microproteinuria and urinary biomarkers in acute pancreatitis 

Renal impairment associated with AP is a common and severe complication. The 
pathogenic mechanisms are complex and include several factors. Multiple 
inflammatory mediators are involved, and pro-inflammatory cytokines can promote 
SIRS and affect glomeruli and renal tubule capillaries, leading to increased glomerular 
permeability (126) as well as ischemia and necrosis of the renal tubular cells (127). 
Hypoxemia, impaired renal microcirculation and decrease in renal perfusion as well as 
ROS are further associated with renal dysfunction in patients with a severe AP course 
(127, 128). The systemic inflammation in AP leads to endothelial dysfunction and 
capillary leakage of proteins and plasma water from the bloodstream. Albumin is the 
main protein in plasma and a daily urinary excretion <30 mg is normal, while an 
excretion of 30-300 mg/day or an albumin/creatinine ratio >3 mg/mmol is defined as 
microalbuminuria, which has been proposed an indicator of the degree of systemic 



31 

endothelial dysfunction (129). The small protein 1-microglobulin is, in normal 
conditions, filtered freely at the glomeruli and is increased in serum as well as in urine 
upon SIRS and trauma (130). Increased urinary excretion of 1-microglobulin strongly 
indicates tubular damage and/or tubular overload (130). Immunoglobulin G (IgG) is 
a large protein, accounting for 80% of antibodies in the body. Like albumin, IgG can 
cross the glomerular filtration barrier (GFB) only through “large pores” (131). 
Immunoglobulin M (IgM) represents the largest antibody molecule and cannot cross 
the GFB unless the barrier is damaged (132). It is still unknown, whether urinary 
excretion of very large proteins, such as IgM, increases upon SIRS. 

Microalbuminuria is common in several acute conditions and has been shown to 
predict the outcome after myocardial infarction and severe burn injury (133, 134). 
Albuminuria has been found to independently predict mortality associated with 
cardiovascular disease (135), and IgM-uria has been related to the risk of coronary 
artery disease and long-term cardiovascular complications in patients presenting with 
chest pain (136). Since microalbuminuria has been suggested to reflect the degree of 
systemic endothelial dysfunction (129), urinary excretion of albumin and other 
proteins could represent interesting candidate markers of severity in AP. Only few, and 
small, studies have evaluated microproteinuria as a predictor of AP outcome, and the 
findings from these studies are conflicting (137, 138).  
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Aims of the thesis 

The aims of the papers included in this thesis were: 

Paper I – To evaluate the natural history of AP in a population based cohort of patients 
with first-time AP. 

Paper II – To study the use of pancreatitis-associated drugs in patients with first-time 
AP and the potential relation between the incidence of AP and sales and use of these 
drugs in a well-defined geographical area in Sweden. In addition, to investigate the 
potential impact of the use of pancreatitis-associated drugs on AP severity and 
recurrence. 

Paper III – To investigate the value of the urinary excretion of differently sized proteins 
(microproteinuria) at clinical presentation to predict development of organ failure in 
patients with AP. 

Paper IV – To evaluate the potential relation between the incidence of AP, of alcoholic 
and non-alcoholic etiology, and alcohol consumption in a well-defined geographical 
area, and to study whether the occurrence of AP shows any seasonal variation, 
particularly in relation to periods with an expected increase in alcohol consumption. 
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Subjects and methods 

All studies included in this thesis were performed in accordance with the Declaration 
of Helsinki, and were approved by the local Ethics Committee. 

Subjects  

Paper I, II and IV 

Skåne University Hospital in Sweden serves a primary population of 600,000 
inhabitants and is the only medical institution providing acute hospital care in this area. 
While patients may be transferred to the hospital from elsewhere there are no referrals 
of patients with AP from this hospital. Thus, all patients with incident AP, residing in 
the catchment area, could be included in the studies. 

All adult patients (≥18years) with AP admitted to the hospital, between 2003 and 2012 
were identified through the computerized discharge diagnosis register, on International 
Classification of Diseases, 10th revision (ICD-10) codes (K85.0-K85.3, K85.8, K85.9, 
B25.2, B26.3). Autopsy and forensic diagnosis records were searched for the same 
diagnosis codes. All medical records of all patients identified were scrutinized and 
patients with incident AP attacks during the study period were included. Inclusion and 
exclusion of patients is illustrated in figure 2.   
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Figure 2. Flowchart of patient inclusion and exclusion 

 

AP attacks were considered to be incident in the absence of evidence of previous AP in 
medical records. Patients with known, or evidence of, chronic pancreatitis, according 
to the Lüneburg scoring system (table 1) (10), at first-time AP attack as well as patients 
residing outside the primary catchment area of the institution, were excluded. Patients 
were followed until death or the end of 2013. 
  



37 

Tabel 1 Lüneburg scoring for chronic pancreatitis (10) 
Parameters Scoring points 

Morphological examinations  

Postmortem diagnosis of chronic pancreatitis 4 

Histology 4 

Intra-operative findings, characteristic of chronic pancreatitis 4 

Pancreatic calcifications, shown on imaging procedure 4 

Exocrine pancreatic function tests  

Abnormal secretin pancreozymin test 3 

Abnormal pancreolauryl test 2 

Abnormal fecal chymotrypsin level 2 

Abnormal fecal elastase 1 level 2 

Steatorrhea 1 

Imaging procedures  

Abnormal ultrasound 3 

Abnormal endoscopic ultrasound 3 

Abnormal computed tomography 3 

Abnormal ERCP 3 

ERCP, endoscopic retrograde cholangiopancreatography. Greater than or equal to 4 points, proven chronic pancreatitis 

Computerized medical records in our institution include clinician and nurse notes, 
laboratory tests, imaging exams, and histopathology results. Relevant data from the 
records, regarding demographics, etiology, comorbid conditions, medications and 
available information on smoking habits, as well as the occurrence of RAP and chronic 
pancreatitis were extracted.  

Paper III 

Consecutive adult patients (≥18 years) with AP, admitted to an acute surgical ward at 
Skåne University Hospital in Lund, Sweden were prospectively enrolled in the study. 
Only the first AP episode of each patient during the study period (April 2012 to June 
2014) was included. Patients with known chronic kidney disease were excluded. All 
patients gave written informed consent.  

Data regarding demographics, etiology, comorbid illness and medications, in particular 
those known to affect renal function (NSAIDs, ACE-inhibitors and angiotensin 
receptor blockers (ARB)), were registered.  
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Blood and urine samples 
Blood and urine samples were collected upon admission to hospital, 12-24 hours after 
admission, and 3 months after discharge. Serum levels of creatinine, albumin, IgG, and 
IgM upon presentation and high-sensitivity CRP (upon presentation and 48h after 
admission), were analysed at an accredited clinical laboratory (the Central Clinical 
Chemistry Laboratory at Skåne University Hospital in Lund).  

Urinary -1-microglobulin, albumin, and IgG were measured using turbidimetry with 
a Cobas system, and urinary creatinine was measured by an enzymatic colorimetric 
method (Roche Inc.), on fresh urine. Urine samples were stored at -200 C until analysis 
for IgM concentrations, that were measured by an enzyme-linked immunosorbent assay 
(ELISA) technique, as previously described in detail (139). The ratios of 1-
microglobulin/creatinine, albumin/creatinine, IgG/creatinine, and IgM/creatinine, as 
well as the estimated glomerular filtration rate (eGFR) (140) were calculated. 

Definitions 

Acute pancreatitis diagnosis 

AP diagnosis was based on the presence of at least 2 out of 3 of the following criteria: 
abdominal pain, serum amylase > x3 the upper limit of normal, and/or characteristic 
findings on computed tomography (CT). In papers I, II and IV, evidence of AP at 
autopsy was also accepted for diagnosis. 

Etiology classification 

The etiology of AP was classified as: 

biliary, when gallstones were detected in the gallbladder or bile ducts by any imaging 
procedure.  

alcoholic, when the patient or the patient´s family reported a high regular alcohol 
intake, and/or an alcoholic bout before the onset of the attack. 

drug-induced, when the patient, in the absence of other etiological factors, received an 
AP-associated drug, previously reported to have caused AP, which, according to the 
treating clinician, was likely to explain the AP, and with no recurrent episodes of AP 
after discontinuation of the drug (paper II).  
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other known etiologies, in patients with AP due to causes such as ERCP, 
hyperlipidemia, and trauma. 

idiopathic, when no cause could be ascertained. 

Definition of outcome variables 

Severity classification 
Severity of AP was classified according to the revised Atlanta criteria (49), as:  

mild, in the absence of organ failure and local or systemic complications 

moderately severe, in the presence of transient (<48 h) organ failure and/or local or 
systemic complications 

severe, characterized by persistent (>48 h) organ failure. 

Organ failure was defined according to the Modified Marshall scoring system (141) 
(table 2). 

Table 2. Modified Marshall scoring system for organ dysfunction (141) 

Organ system Score 

 0 1 2 3 4 

Respiratory 
(PaO2/FiO2)* 

>400 301-400 201-300 101-200 ≤101 

Renal 
Serum creatinine (μmol/L) 

≤134 134-169 170-310 311-439 >439 

Cardiovascular 
Systolic blood pressure (mmHg) 

>90 <90, fluid 
responsive 

<90, not fluid 
responsive 

<90, 
pH<7.3 

<90, 
pH<7.2 

 

*Estimated FiO2 for non 
ventilated patients 

Supplemental oxygen (L/min) FiO2 (%) 

Room air 21 

2 25 

4 30 

6-8 40 

9-10 50 

A score of 2 or more defines the presence of organ failure. 

 

Systemic inflammatory response syndrome  
Signs of SIRS were defined by the presence of 2 or more criteria; heart rate >90 beats 
per minute, core temperature <360 C or >380 C, white blood cell count <4x109/L or 
>12x109/L, respiration >20/minute or PCO2 <32 mm Hg. 
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APACHE II 
The APACHE II score (109), which is based upon weighted values of 12 routine 
physiological measurements, age and previous health status, was used as a measure of 
disease severity. The APACHE II is considered the most widely accepted scoring system 
for risk stratification in AP (110, 142, 143). In paper III the APACHE II scores were 
calculated for all patients. In papers I, II and IV some patients did not have complete 
data, and APACHE II scores were generated by treating missing data as normal values 
(score 0). The cut-off value for the APACHE II was set to ≥ 8 points, as previously 
applied (111). 

Recurrent acute pancreatitis and chronic pancreatitis 
Episodes of RAP and development of chronic pancreatitis, during follow-up (papers I, 
II and IV), were evaluated through a search of the fully computerized medical records 
of our institution as well as all hospitals in the whole health care region (population 1.3 
million). Chronic pancreatitis was defined according to the Lüneburg scoring system 
(table 1) (10).   

Pancreatitis-associated drugs 

Drugs were grouped according to the classification of Badalov et al (27), into 5 classes 
(Ia-IV): 

Class Ia, drugs with at least one case report with positive rechallenge, in which all other 
causes of AP had been ruled out.  

Class Ib, drugs with at least one case report with positive rechallenge, in which other 
causes of AP had not been fully excluded. 

Class II, drugs with ≥4 cases in the literature and consistent latency (≥75% of cases). 

Class III, drugs with ≥2 documented cases, without rechallenge or consistent latency 

Class IV, drugs with single case reports. 

Annual sales and use of pancreatitis-associated drugs 

Data on annual sales and use of AP-associated drugs, as specified by Badalov et al (27), 
during the study period, in the primary catchment area of our institution were obtained 
from the Swedish drug administration service. Data included: 

Annual prescription rates, the total number of purchased prescriptions per 100,000 
inhabitants per year, of the separate drugs and classes of drugs, for men and women 
(data available for the whole study period: 2003-2012)  
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Annual user rates, the number of persons per 100,000 inhabitants, with at least one 
prescription of these drugs (per class and total) per year, for men and women (data 
available for the period 2006-2012). 

Annual sales and consumption of alcohol 

Data on annual sales and consumption of alcohol, by different beverages, in Skåne 
during the study period; were obtained from the Swedish Council for Information on 
Alcohol and Other Drugs (CAN, http://www.can.se). Data (in Liter alcohol per 
inhabitant per year) included: 

Annual registered alcohol sale, alcohol sold by the Swedish Alcohol Retail Monopoly 
(Systembolaget) and by restaurants. 

Annual unregistered alcohol sale, traveller´s import and smuggling. Data are retrieved, 
by CAN, from estimates of self-reported alcohol consumption data (the Monitoring 
project, (144)), through monthly telephone interviews of 18,000 Swedish residents per 
year. 

Annual alcohol consumption, self-reported alcohol consumption, based on the 
Monitoring project (144), for men and women separately. 

Comorbidity 

The Charlson Comorbidity index (CCI) was calculated for all patients, as a measure of 
comorbid illness. The CCI assigns scores of 1,2,3 or 6 for 22 different comorbid 
conditions, depending on their mortality risk (145). 

Statistics 

Statistical analyses were performed using the SPSS statistical package (v.22, SPSS Inc, 
Chicago, Ill). Data were expressed as mean and standard deviation (SD), as median and 
inter quartile range (IQR), or as number and percentage as appropriate.  
When comparing groups, the chi2 test and Fisher´s exact test were used for categorical 
variables, and ANOVA and Mann Whitney U test for continuous variables. Reported 
p-values are 2-tailed and level of significance was set at p<0.05.  

Annual age-standardized incidence rates for AP were calculated, using direct 
standardization, for all-cause AP as well as for etiology subgroups (paper II), and for 
alcoholic and non-alcoholic AP (paper IV), in men and women. The total population 
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of the primary catchment area of our institution in the first study year (2003) was used 
as standard. Exact data on the size, age and gender constitution of the population of 
our institution's primary catchment area, for every year of the study period, were 
obtained from the Central Bureau of Statistics. 

Paper I 

Survival analysis (Kaplan-Meier) was used to estimate the risk of RAP, chronic 
pancreatitis, and mortality during follow-up, and groups were compared with the log-
rank test. Multivariate logistic regression analysis was applied to identify independent 
predictors of inhospital mortality. Cox regression analysis was used to identify 
independent predictors of the parameters RAP, chronic pancreatitis, and mortality 
during follow up, after first-time AP, using a staged approach. In the first stage, 
variables available in all patients that were univariately related with the outcome 
parameters at p<0.05 were entered into forward conditional analysis. Subsequent stages 
added smoking and local complications separately (data available in 63% and 49% of 
patients, respectively). In order to evaluate the potentially differential impact of local 
and systemic complications, or organ failure (parameters included in the revised Atlanta 
classification of AP severity), on the occurrence of RAP, chronic pancreatitis, and 
mortality, these components were entered separately in multivariate analyses, instead 
of the severity grade (mild, moderate, severe) (49). In analysis on inhospital mortality 
following RAP, all RAP episodes occurring after a diagnosis of chronic pancreatitis were 
excluded. 

Paper II 

Time trends on the annual incidence of AP and prescription/user rates of AP-associated 
drugs were evaluated by means of the Pearson´s correlation coefficient. 
The potential relation between the prescription/use of AP-associated drugs and AP 
recurrence was estimated in survival analysis (Kaplan-Meier) and groups were 
compared with the log-rank test. In order to adjust for AP etiology, age, and smoking 
status in the potential relation between recurrent AP and use of AP-associated drugs, 
multivariate Cox regression analysis was used. Logistic regression analysis was 
performed, for adjustment of confounding comorbid illness and age on the potential 
relationship between AP severity and use of AP-associated drugs. 
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Paper III 

The Spearman´s rank coefficient was used for correlation analysis, and the Wilcoxon 
signed rank test was used to investigate longitudinal changes of microproteinuria 
biomarker levels on admission, 12-24 hours after admission, and 3 months after 
hospitalization. The predictive value of the urinary excretion of different proteins on 
organ failure was explored by means of the area under the receiver operating 
characteristics curve (AUROC). Receiver operating characteristics (ROC) data were 
used to identify cut-off values, for the separate microproteinuria ratios, with optimal 
operating characteristics. Statistical comparisons of AUROCs were performed with the 
MedCalc® Statistical Software, using the method of DeLong et al.(146). Multivariate 
logistic regression analysis, with adjustment for confounders, was performed in order 
to evaluate whether microproteinuria biomarkers could represent independent 
predictors of organ failure. Parameters significantly (p<0.05) correlated to the presence 
of organ failure in univariate analysis were entered into the model. 

Paper IV 

Time trends of the annual incidence of AP and annual sales/consumption of alcohol 
were assessed by means of the Pearson´s correlation coefficient. The same test was used 
for the evaluation of potential correlations between the annual incidence of AP and 
alcohol sales/consumption. 

Seasonal as well as monthly variations in first-time AP were analyzed with the Chi2 
goodness-of-fit test. Two periods with high alcohol consumption in Sweden (101) i.e. 
the two weeks around Christmas and New Year´s Eve (last week in December and first 
in January), and the two weeks around the occurrence of summer solstice (midsummer; 
last week in June and first in July), were compared with two 2-week periods after and 
prior to it. These comparisons were also performed using the Chi2 goodness-of-fit test.  
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Results 

In papers I, II and IV the study cohort comprised 1457 patients with first-time AP 
during the study period, 2003-2012. Patient characteristics are described in table 3. 

Table 3. Patient characteristics (papers I, II and IV) (n=1457) 

SD, standard deviation; CRP, C-reactive protein; RAP, recurrent acute pancreatitis; IQR, interquartile range; AP, acute pancreatitis 
1 The proportions of patients with local complications calculated in all patients 
2 The proportions of patients with local complications calculated in patients with CT scans. At least one CT scan was performed in 39% 
of patients with biliary AP, 59% of those with alcoholic AP, 56% with AP of other known etiology and 59% with idiopathic AP. 
* p<0.05 compared to all other etiologies 
**p<0.01 compared to all other etiologies 
 

 

 

 Biliary 
(n=704) 

Alcoholic 
(n=249) 

Other known 
etiology (n=72) 

Idiopathic 
(n=432) 

Age, mean (SD), yr 64 (19) 55 (13) 53 (20) 62 (19) 

Female (%) 56 22** 53 45 

Follow-up, patient-years 
Median (IQR), yr 

38079 
4.0 (2.17-6.49) 

15009 
4.6 (2.73-7.11) 

3507 
3.5 (2.16-5.44) 

24508 
4.5 (2.11-7.57) 

Charlson comorbidity index 
>1 (%) 

25.1 8.9** 18.1 25.6 

Local complications (%)1  14.7 31.7** 19.4 19.5 

Local complications (%)2 33.9 49.6** 33.3 31.3 

Systemic complications (%) 6.3 5.4 2.8 5.1 

Organ failure (%) 10.1 16.1 16.7 12.3 

RAP (%) 17.4 36.5** 19.4 23.5 

Time to first RAP, median 
(IQR), mo    

2.6* (1.0-11.4)  7.6 (2.2-16.6) 5.3 (3.0-11.2) 5.7 (1.6-19.5) 

Chronic pancreatitis (%) 0.6 17.3** 5.6 5.8 

Time to chronic pancreatitis, 
median (IQR), mo 

17 (4.4-34.6) 9 (1.4-21.6) 0.2 (0.1-0.5) 7.5 (1.5-32.9) 

Inpatient mortality during 
first-time AP (%) 

2 3.6 2.8 3.7 
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Natural course of acute pancreatitis (paper I) 

In men as well as in women, gallstone disease was the most common etiology, followed 
by alcohol. In all, 73% of the patients experienced mild, 17% moderately severe and 
10% severe AP. Systemic complications occurred in 5.6% and organ failure in 12% of 
the patients, and did not differ significantly between etiology groups, while local 
complications were significantly more common in alcoholic AP compared to other 
etiologies (table 3). Thus, the proportion of patients with moderately severe or severe 
AP was significantly higher in the group of alcoholic AP compared to the other etiology 
groups.  

Recurrent episodes of acute pancreatitis 

Among patients surviving incident AP, 329/1416 (23%) experienced one or more RAP 
episodes during the follow-up period, whereas 63.5% had one and 36.5% had two or 
more RAP episodes. In multivariate analysis, the risk for recurrence was related to 
alcoholic AP etiology and smoking, as well as to the presence of organ failure, and 
systemic or local complications at first-time AP (table 4).  
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Recurrent acute pancreatitis in patients with biliary acute pancreatitis 
While recurrent episodes of AP were more common among patients with alcoholic 
etiology, they occurred after a shorter time-interval following biliary AP (median 2.6 vs 
7.6 months, p<0.05, table 3). Among biliary AP patients without previous 
cholecystectomy (n=676/704), 22% underwent cholecystectomy during index 
admission, 12% within 2 weeks, 7% within 2-4 weeks, 22% after 4 weeks following 
discharge for first-time AP, and 37% did not undergo cholecystectomy during follow 
up. Recurrence in biliary AP patients was significantly correlated to delayed 
cholecystectomy (figure 3). In Cox regression analysis, after adjustment for predictors 
of RAP in the whole cohort, the time from first-time AP to interval cholecystectomy 
independently predicted RAP among patients with biliary AP (Hazard ratio (HR) 1.02 
per month, 95% confidence interval (CI) 1.01-1.04, p<0.05). 

 

Figure 3. Development of recurrent acute pancreatitis among patients with first-time biliary acute pancreatitis in relation to timing of 
cholecystectomy 
A- cholecystectomy during admission for first-time AP; B - cholecystectomy within 2 weeks following admission for first-time AP; C- 
no cholecystectomy during follow-up; D- cholecystectomy after 4 weeks following admission for first-time AP; E- cholecystectomy 
between 2 - 4 weeks following admission for first-time acute pancreatitis. 
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Chronic pancreatitis 

In all, 5% of  patients surviving first-time AP developed chronic pancreatitis, which 
was significantly more common in patients with incident alcoholic AP (p<0.01 
compared to all other etiologies, table 3). Among patients who developed chronic 
pancreatitis, 74% had previously experienced one or more RAP episodes. The strongest 
predictor for progression to chronic pancreatitis, in multivariate Cox-regression 
analysis, was RAP (HR 6.7, 95% CI 4.0-11.3, p<0.01). Furthermore, alcoholic 
etiology, smoking, and systemic as well as local complications (in particular pancreatic 
necrosis) at first-time AP, independently predicted progression to chronic pancreatitis. 

Among all patients with alcoholic first-time AP, 20% were offered some kind of alcohol 
misuse counselling or treatment. This had, however, no significant impact on either 
the risk of RAP or the development of chronic pancreatitis (figure 4). 

 
A.                                                                                        B. 

 

Figure 4. Alcohol misuse counseling during index alcoholic acute pancreatitis and risk of (A) recurrent acute pancreatitis and 
(B) chronic pancreatitis 
Dotted line, no counseling; continous line, counseling 

Mortality 

During the study period, 318/1457 patients (21.9%) died, whereas 41 (2.8%) during 
the index admission. In logistic regression analysis, the only independent predictor of 
inhospital mortality at first-time AP, was organ failure (Odds Ratio (OR) 71.2, 95% 
CI 21.1-239.6, p<0.01), but neither pancreatitis etiology, patient age, local nor 
systemic complications (p>0.05 for all). However, older age (OR 2.1, 95% CI 1.0-4.2 
(age 49-62years), OR 3.3, 95% CI 1.7-6.2 (age 63-76years), OR 6.0, 95% CI 3.2-11.1 
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(age 77-100years) vs. age<49 years, p<0.01 for all) and pancreatic necrosis (OR 29.8, 
95% CI 15.5-57.1, p<0.01) were independent predictors of organ failure. 

Mortality during recurrent acute pancreatitis 
Out of the patients surviving incident AP, 15 (1.1%) died during RAP. Of these, 10/15 
(67%) died during their first RAP, 8 of which had biliary AP. Even though the 8 biliary 
AP patients, who died upon RAP, were older than biliary AP patients surviving RAP, 
and had experienced a more severe index AP, the groups did not differ significantly 
according to gender, comorbidity or body mass index. Among these 8 patients, 5 were 
not planned for cholecystectomy due to significant comorbidity, one had opted out of 
cholecystectomy, and two were awaiting cholecystectomy (both for >1 year). Only two 
of the patients underwent ERCP with sphincterotomy. There were, however, no 
significant differences in mortality among biliary AP patients with RAP who underwent 
ERCP compared to those who did not (p>0.05). Inhospital mortality at first-time RAP 
was slightly higher compared to first-time AP (3.1% vs. 2.8%, p=0.81) in the whole 
study cohort, although this difference was statistically significant only among patients 
with biliary AP (5.9% vs. 2%, p=0.01). Hence, biliary AP etiology was more common 
among patients who died during first RAP compared to those who died upon first-time 
AP (70% vs. 34%, p=0.03). 

Acute pancreatitis and use of pancreatitis-associated drugs 
(paper II) 

Incidence of acute pancreatitis 

During the study period, the annual age-standardized incidence of AP increased 
significantly in women as well as in men (p<0.05) (figure 5), mainly due to an increase 
of biliary AP in both genders (p<0.05), while the incidences of alcoholic AP, AP of 
other known etiologies, and of idiopathic AP did not change significantly (p>0.05 for 
all, in both genders). The annual age-standardized incidence of drug-induced AP did, 
however, increase in men by 6.5% (95% CI 0.2-12.7) per year and in women by 7% 
(95% CI 1.7-12.4) per year (p<0.05 for both).  
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A 

 

B. 

 

Figure 5. Incidence of acute pancreatitis from 2003 to 2012 in women (A) and men (B) 
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Use of pancreatitis-associated drugs 

The proportion of patients with first-time AP, who were using one or more AP-
associated drugs increased significantly from 32% in 2003 to 51% in 2012 (p<0.05 for 
men and women). Overall, 23% were using ≥1 Class Ia, 17% ≥1 Class Ib, 14% ≥1 
Class II, 20% ≥1 Class III, and 16% ≥1 Class IV drugs. The most frequently used AP-
associated drugs are listed in table 5. The use of AP-associated drugs was common in 
both men and women with first-time AP of all etiologies. However, in women, there 
was a significantly higher proportion of patients using class Ia drugs among patients 
with idiopathic AP compared to those with alcoholic or other known etiologies 
(p<0.05), but not compared to those with biliary AP (p>0.05), while the proportion of 
class II drug users was higher among idiopathic AP patients compared to the biliary 
and alcoholic groups (p<0.05), but not compared to patients with other known AP 
etiologies (p>0.05). In men, the use of class III drugs was significantly higher in patients 
with other known AP etiologies compared to all other etiology subgroups (p<0.05 for 
all).  

Table 5. Pancreatitis-associated drugs most frequently used in the study cohort 

Class Ia Class Ib Class II Class III Class IV 

Simvastatin Omeprazol Acetaminophen Metformin Ramipril 

Furosemide Losartan Estrogen Atorvostatin Bendroflumethiazide 

Enalapril Azathioprin Tamoxifen Claritromycin Diclofenac 

Mesalamine Mercaptupurin  Prednisolone Sertaline 

Valproic acid   Carbamazepine Ranitidine 

   Hydrochlorotiazide Propoxiphene 

Incidence of acute pancreatitis in relation to prescription and user rates of 
pancreatitis-associated drugs 

The annual prescription rates of AP-associated drugs (of all classes) increased, in the 
catchment area of our institution, during the study period (p<0.05 for all classes; for 
men and women). Similarly, the annual user rates of class Ia, Ib, II and III drugs 
increased significantly (p<0.05 for all classes; for men and women), although the user 
rates of class IV drugs remained unchanged (p>0.05; for men and women).  

The annual age-adjusted incidence of AP in total correlated to the annual prescription 
rates of AP-associated drugs (p<0.05 for all classes, in men and women). This was, 
however, not true for the incidence of idiopathic AP (p>0.05, in men and women). 
Furthermore, the annual age-adjusted incidence of AP (total and etiology subgroups) 
did not correlate to the annual user rates of AP-associated drugs in either gender, 
although, there was a trend between the user rates of class Ia drugs and incidence of 
drug-induced AP (p=0.08) (table 6). 
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The severity of first-time acute pancreatitis and the recurrence of pancreatitis 
episodes are not related to the use of pancreatitis-associated drugs 

Most cases (90%) of drug-induced AP were mild, although in the rest of the cohort, 
patients who used class Ia, II and III drugs, experienced severe AP and systemic 
complications significantly more often compared to the rest of the patients (p<0.05). 
However, in logistic regression analysis, after adjustment for the confounders age and 
comorbid illness (CCI (145)), the relation between AP severity and use of AP-associated 
drugs, by any class and in total, was no longer significant (p>0.05 for all). Furthermore, 
the use of certain drugs, previously implicated in severe AP (27) was, in our study 
cohort, more common among patients with severe AP compared to patients with mild 
or moderately severe AP (51% vs. 38%, p<0.01). However, after adjustment for age 
and comorbidity, by means of logistic regression analysis, the relation between these 
drugs and AP severity was no longer significant (p>0.05). 

During follow up, 163 (22%) of AP patients using AP-associated drugs experienced 
one or more RAP episodes, 23% for class Ia, 19% for class Ib, 25% for class II, 24% 
for class III, and 23% for class IV drug users. The occurrence of RAP episodes, did 
however, not differ significantly between patients with vs. those without AP-associated 
drugs (p>0.05 for all classes, in men and women). In Cox regression analysis, after 
adjustment for confounding AP etiology (alcoholic vs. other), age, and smoking, the 
use of AP-associated drugs was still not significantly correlated to RAP (p>0.05 for all 
classes). 

Impact of Alcohol Consumption and Seasonal Factors on 
acute pancreatitis (paper IV) 

Incidence of acute pancreatitis in relation to alcohol sales and consumption 

Total annual alcohol sales (registered and unregistered) decreased during the study 
period, from 11.21 L/capita in 2003 to 7.96 L/capita in 2012 (p=0.002), mainly due 
to decreased sales of spirits (p=0.001) and beer (p=0.002) (figure 6). There were no 
correlations between the annual age-adjusted incidence of AP (alcoholic, non-alcoholic 
or total) in women and alcohol sales (p>0.05 for all kinds of alcohol beverages and total 
alcohol sales). The overall age-adjusted AP incidence in men was significantly related 
to the sale of cider (p=0.045). In addition, the incidence of non-alcoholic AP in men 
showed a significant, positive correlation to the sales of cider (p=0.008) and a negative 
correlation to the sales of spirits (p=0.036). There were no significant correlations 
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between the incidence of alcoholic and idiopathic AP and the sales of alcohol, of any 
beverage or in total (p>0.05 for all, in men and women). 

Self-reported alcohol consumption decreased during the study period. Women 
reported decreased consumption of spirits and beer (p<0.05 for both), but unchanged 
consumption of alcohol in total and of wine (p>0.05 for both, figure 6). Alcohol 
consumption among men decreased during the study period (p=0.022), mainly due to 
decreased consumption of spirits (p=0.012), while consumption of beer and wine 
remained unchanged (p>0.05 for both, figure 6). In women, there were no significant 
correlations between the incidence of alcoholic, non-alcoholic, or total AP and self-
reported alcohol consumption. There was, however, a significant correlation between 
the incidence of idiopathic AP in women and the consumption of wine (r=0.71, 
p=0.021), but not to total alcohol consumption or consumption of any other alcoholic 
beverage (p>0.05 for all). The self-reported consumption of alcohol in total, and spirits 
in particular, among men was negatively correlated to the non-alcoholic AP incidence 
(p<0.05, for both). There were no significant correlations between alcohol 
consumption in men and the incidence of total or alcoholic AP (p>0.05, for both). 
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                                                 A. 

 

    B.                              C. 

 

Figure 6. Annual alcohol sales (A), and self-reported alcohol consumption for women (B) and men (C), in the general 
population during the study period 
(A)Decreasing time trends for total alcohol, spirits, and beer  (r=-0.84 to -0.89, p<0.001). Increasing time trend for cider (r=0.92, 
p<0.001). No significant change for wine (r=-0.00, p=0.991). (B)Decreasing time trends for spirits and beer (r=-0.70 to -0.83, p < 
0.05). No significant changes for wine and total alcohol consumption (r=-0.54 to 0.38, p > 0.05).(C)Decreasing time trends for total 
alcohol consumption and spirits (r= -0.71 to -0.75, p < 0.05). No significant changes for beer and wine (r= -0.29 to 0.16, p > 0.05)    
r, Pearson´s correlation coefficient 

Seasonal variations in the occurrence of first-time acute pancreatitis 

The occurrence of first-time AP, among women and men, did not vary significantly 
during different seasons of the calendar year (winter, spring, summer, autumn; p>0.05 
for all, figure 7). Furthermore, there were no significant differences in AP occurrence 
between calendar months within each season, except for admissions among women, 
with non-alcoholic AP being significantly lower in April compared to March and May 
(p=0.042), and the number of admissions for alcoholic AP, in men, being significantly 
lower in June compared to July and August (p=0.010).  
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                               A. 

 

                               B. 

 

Figure 7. Variation in the occurrence of first-time acute pancreatitis during different seasons in women (A) and men (B) 
No significant differences in the occurrence of AP during different seasons (p>0.05 for women and men). AP, acute pancreatitis 

Holidays particularly associated with increased alcohol consumption in Sweden, are 
Christmas/New Year´s Eve and Midsummer. The occurrence of AP (alcoholic and non-
alcoholic, in men and women) during these holidays was, however, similar to the weeks 
before and after the holidays (p>0.05 for all, table 7). 
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Microproteinuria predicts organ failure in acute 
pancreatitis (paper III) 

In paper III, 94 consecutive patients with AP were prospectively screened, and agreed 
to participate in the study. However, two patients had a history of chronic kidney 
disease and were therefore excluded.  The characteristics of the 92 patients included in 
the study are shown in table 8. The most common AP etiology was biliary, followed by 
alcoholic. Moderately severe or severe AP was significantly more common in patients 
with alcoholic AP compared to other etiology groups, mainly due to an increased 
occurrence of local complications in the former. Among patients who developed organ 
failure (n=13), 10 experienced respiratory, one experienced renal and two experienced 
multiorgan failure. In patients with organ failure, 7 (54%) had transient and 6 (46%) 
had persistent organ failure. 

Table 8. Patient characteristics 

  
  

All patients 
(n=92) 

No organ failure 
(n=79) 

Organ failure 
(n=13) 

p-value 

Women, n(%) 41 (44.6) 37 (46.8) 4 (30.8) 0.372 

Age, median (IQR), yr 61 (25) 60 (26) 63 (16) 0.292 

Etiology, n(%)     0.580 

      Alcoholic 23 (25.0) 20 (25.3) 3 (23.1) 

      Biliary 44 (47.8) 36 (45.6) 8 (61.5) 

      Other cause 5 (5.4) 5 (6.3) 0 

      Idiopathic 20 (21.7) 18 (22.8) 2 (15.4)  

Diabetes, n(%) 7 (7.6) 5 (6.3) 2 (15.4) 0.257 

Onset of symptoms prior to admission, 
median (IQR), h 

24 (38) 24 (38) 24 (19) 0.320 

Potentially nephrotoxic drugs*, n(%) 27 (29.3) 22 (27.8) 5 (38.5) 0.514 

hsCRP upon admission,  
median (IQR), mg/L 

38 (74) 31 (58) 98 (248) 0.013 

hsCRP 48 hours after admission, 
median (IQR), mg/L 

110 (152) 101 (123) 223 (221) <0.001 

eGFR,median (IQR) ml/min per 1.73m2   80.8 (42.1) 81.2 (38.4) 78.0 (47.7) 0.590 

IQR, interquartile range, *Non-steroidal anti-inflammatory drugs, angiotensin-converting enzyme inhibitors, angiotensin receptor 
blockers 
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Predictors of increased levels of microproteinuria biomarkers 

The levels of microproteinuria biomarkers did not differ significantly between 
admission and 12-24 hours after admission (p>0.05, for all), while the levels from 3-
months follow-up measurements were significantly lower (p<0.05, for all) (figure 8). 

         A.                                                                                    B. 

 

 

C.                                                                                    D. 

 

Figure 8. Biomarkers of microproteinuria upon admission, 12 to 24 hours after admission and 3 months after hospitalization. 
A. �-1-microglubulin/creatinine ratio, B. albumin/creatinine ratio, C. IgG/creatinine ratio, and D. IgM/creatinine ratio 
Data available for n=92 patients upon admission, n=59 patients 12-24 h after admission, n=48 patients 3 months post discharge.         
o, Outliers representing values ≥ 1.5  interquartile range 
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There were no significant differences in microproteinuria values between alcoholic vs. 
non-alcoholic AP etiologies, between patients with vs. without diabetes, or in patients 
with vs. without potentially nephrotoxic medications (p>0.05 for all), and 
microproteinuria levels were not related to patient age (r=-0.04-0.12, p>0.05). Men 
had significantly higher 1-microglobulin/creatinine ratios upon admission compared 
to women (4.1 (6.2) mg/mmol vs. 2.6 (3.7) mg/mmol, p<0.01), although there were 
no gender differences in any other microproteinuria biomarker (p>0.05 for all).  

Microproteinuria is related to organ failure and severity in acute pancreatitis 

Significantly higher 1-microglobulin-, albumin-, IgG-, and IgM/creatinine ratios, 
upon admission, were found among patients who developed organ failure compared to 
those who did not (table 9). Similar relations were found for AP severity, except for the 
IgM/creatinine ratio (table 9). The CRP-values upon admission and 48 h after 
admission correlated to the 1-microglobulin/creatinine ratios (r=0.54, p<0.01 and 
r=0.61, p<0.001) as well as to the albumin/creatinine ratios (r=0.43, p=0.001 and 
r=0.47, p<0.001). The APACHE II scores were weakly correlated to 1-
microglobulin/creatinine (r=0.41, p<0.001), albumin/creatinine (r=0.30, p=0.006) and 
to IgG/creatinine (r=0.22, p=0.043) upon admission, although not to the 
IgM/creatinine scores (r=0.08, p=0.564).   

In logistic regression analysis, organ failure was found to be independently related to 
the 1-microglobulin/creatinine ratio upon admission (OR 1.29, 95% CI 1.02-1.61, 
p=0.03) and to the APACHE II score (OR 1.45, 95% CI 1.02-2.06, p=0.04) but not 
to any other parameter (p>0.05 for all). 
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The highest AUROC values among the evaluated microproteinuria biomarkers were 
found for 1-microglobulin/creatinine ratio upon admission, and 12-24 hours after 
admission, and were similar to that of the admission APACHE II score (figure 9, table 
10). At cut-off values of 3 and 7.2 mg/mmol, respectively, the sensitivity was 85% and 
89% whereas specificity was 61% and 82% for the prediction of organ failure. 

 
Figure 9. The receiver operating characteristics (ROC)-curve for microproteinuria biomarkers, upon admission, and APACHE 
II scores, for the prediction of organ failure 
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Table 10. The utility of biomarkers of microproteinuria in predicting organ failure 

Microproteinuria biomarker AUROC  95% CI p-value 

Upon admission, n=92     

  -1-microglubulin/creatinine 0.81 0.69 0.94 <0.001 

  Albumin/creatinine 0.74 0.62 0.85 0.007 

  IgG/creatinine 0.74 0.60 0.87 0.007 

  IgM/creatinine 0.66 0.50 0.82 0.065 

  hs-CRP 0.74 0.58 0.89 0.013 

  APACHE II score 0.86 0.70 1 0.001 

  SIRS 0.77 0.68 0.88 0.001 

12-24h after admission, n=59         

  -1-microglubulin/creatinine 0.88 0.80 0.97 0.001 

  Albumin/creatinine 0.65 0.52 0.79 0.170 

  IgG/creatinine 0.51 0.32 0.69 0.938 

  IgM/creatinine 0.60 0.32 0.69 0.364 

  hsCRP 0.76 0.63 0.88 0.001 

AUROC, area under the receiver operating characteristics curve; CI, confidence interval; hsCRP, high sensitivity-C-reactive protein; 
APACHE II, Acute Physiology and Chronic Health Evaluation II; SIRS, systemic inflammatory response syndrome 
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Discussion 

Factors affecting the natural course of acute pancreatitis 

AP is an increasingly common gastroenterological condition and despite extensive 
research efforts, data regarding the natural history of AP, and factors impacting the 
disease course are scarce. In our 10-year population-based cohort of patients with first-
time AP, alcoholic etiology, smoking, and severity of the index AP episode were related 
to an increased risk of RAP as well as chronic pancreatitis (paper I).While, systemic and 
local complications (in particular pancreatic necrosis) predicted RAP as well as chronic 
pancreatitis, organ failure at first-time AP also predicted RAP. The potential role of the 
severity of the first-time episode of AP on the natural course of the disease has 
previously been evaluated only by a few studies (10, 46, 57, 147, 148), and with 
contradictory results. Our findings appear to be in line with recently published results 
by Ahmed Ali et al. (149). Contradictory to this, RAP episodes have been found less 
common following severe, than mild or moderately severe AP, in patients with 
alcoholic AP (57), as well as after AP of various etiologies (46). However, when 
comparing results from different studies, discrepancies in severity classification, 
according to different criteria and/or scoring systems, as well as different diagnosis 
criteria for etiology and for chronic pancreatitis need to be taken into consideration. In 
a recent prospective study, AP severity, according to the revised Atlanta criteria (49), as 
in the papers included in this thesis, was related to the development of chronic 
pancreatitis (148). In contrast, results from other studies, have shown no association 
between severity of incident AP, assessed with the APACHE II, the Ranson (10) or the 
Japanese severity scores (46), and the progression to chronic pancreatitis. 

Prediction of recurrent acute pancreatitis and chronic pancreatitis 

After a first episode of AP, we found that 23% of the patients experienced one or more 
RAP episodes, most frequently after alcoholic index AP. This is in line with the results 
from previous population-based studies (10, 11, 46), as well as with a more recent 
review of 14 studies on the progression from acute to chronic pancreatitis. The 
prevalence of chronic pancreatitis after an incident AP episode was, however, 10% in 
this meta-analysis, which is somewhat higher than in our series (150). It has been 
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argued that acute and chronic pancreatitis are two separate diseases and that AP rarely 
progresses to chronic pancreatitis (71, 151). However, our findings, that increased 
severity of first-time AP (in particular with pancreatic necrosis) and attacks of RAP, are 
both associated with the development of chronic pancreatitis during follow-up, 
indicates that AP can progress to chronic disease. These results appear to be in line with 
the necrosis-fibrosis sequence hypothesis for the pathogenesis of chronic pancreatitis 
(72, 152), and with recently reported data from a prospective Dutch study (149). 

The cause of RAP is, in most cases, similar to the cause of first-time AP. Therefore, in 
order to prevent RAP, the factor causing the incident AP episode needs to be identified 
and corrected (153, 154). However, despite advances in imaging procedures and 
laboratory tests, there is still a substantial proportion of  patients where no cause of AP 
can be established, while multiple etiologies or various cofactors have been proposed to 
be present in some cases (25, 155). In patients with alcoholic AP, extensive alcohol 
counselling is considered an important intervention in order to reduce the risk of RAP 
episodes (156). Alcohol counselling in our study cohort (paper I), did not appear to 
have any impact on either RAP episodes or progression to chronic pancreatitis, in line 
with results from an Irish study (157). Our results might, however, be due to the 
limited number of cases, whereas only 20% of alcoholic first-time AP patients, were 
offered misuse counselling during hospitalization. In addition, we have only limited 
information about the number of patients who actually underwent the interventions 
recommended after index admission. Nevertheless, alcohol counselling or treatment for 
patients with alcoholic AP should be emphasized and included in AP guidelines.  

In addition to alcohol, smoking has been identified as an independent and dose-
dependent risk factor for acute (58, 158) as well as chronic pancreatitis (10, 150, 159). 
In paper I, smoking was a predictor of RAP and chronic pancreatitis, in line with 
previously published data (160). However, we could not find any documentation, in 
any medical files, regarding counselling or recommendations on smoking cessation, 
from the treating clinicians, neither at incident nor recurrent AP episodes. While it has 
been proposed that smoking is still under recognized as a risk factor for acute and 
chronic pancreatitis (75), our findings further implicate that more efforts are needed to 
establish clinical routines for identification of smoking habits as well as for counselling 
on smoking cessation.  

In patients with mild biliary AP, early cholecystectomy (during index admission for 
AP) is recommended (59, 60), in order to prevent recurrent biliary events, including 
AP. Nevertheless, previous studies have shown low adherence to guidelines on the 
timing of cholecystectomy following biliary AP (161, 162) and in keeping with this, 
we found that only about 20% of the patients with biliary AP, and no prior 
cholecystectomy, were operated during index admission, which is lower than the rate 
from a previous meta-analysis (63), although somewhat higher than that from an older 
Swedish study (65). Furthermore, our findings support previous results, showing that 
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delayed cholecystectomy following biliary AP is associated to increased risk of RAP (63, 
161). While recurrent episodes of AP have been proposed, by some researchers, to be 
less severe and to have lower mortality rates compared to first-time AP (16, 85, 148), 
this has been questioned by others (68-70). We found that inhospital mortality upon 
RAP was similar to the inhospital mortality upon first-time AP, although in patients 
with biliary AP, mortality was significantly higher during RAP than during index AP. 
Among the biliary AP patients who died during RAP some had significant comorbidity, 
and were therefore not planned for surgery. However, some died after awaiting 
cholecystectomy, for unacceptably long time, after a severe index AP episode, and only 
a couple had undergone prophylactic endoscopic sphincterotomy. These findings 
further stress the importance of early cholecystectomy for patients with biliary AP as 
well as, in selected cases, endoscopic sphincterotomy, as widely recommended (63, 64, 
162). 

The role of pancreatitis-associated drugs on acute 
pancreatitis 

In paper II, we found, similar to the results by Vinklerová et al. (39), that drug-induced 
AP represented the third most common etiology (after gallstones and alcohol). 
Furthermore, in the catchment area of our study, the incidence of drug-induced AP 
increased during the study period, which has also been reported by a previous Danish 
study (35). Whether this represents a true increase or merely reflects improvements in 
identification and reporting of drug-related AP cases remains however unknown. 

Pancreatic toxicity due to drug use is a well-established cause of AP (27), although most 
of our knowledge about drug-induced AP is based merely on data from case-reports of 
various quality. The validity of these data have been questioned for several reasons. 
Besides the problem that only a small number of adverse drug reactions are reported, it 
is likely that AP cases due to drugs previously associated with AP are more frequently 
recognised. In addition, new drugs are more carefully monitored, while older drugs 
might be considered to be “safe” (31). The use of some drugs, such as PPIs, systemic 
antibacterials, and azathioprine, have been reported to be used more frequently in 
patients with AP compared to the general population (28-30, 34, 163), and patients 
using multiple drugs have been overrepresented among idiopathic AP cases (164). 
Recently, a Swedish population-based case control study showed a dose-response 
relation between polypharmacy and the risk of AP (165). In paper II, almost half of the 
AP patients used one or more pancreatitis-associated drugs, which is in line with the 
results from a Dutch report (34). However, the frequent use of AP-associated drugs in 
patients with various AP etiologies, along with the fact that other risk factors for AP, 
such as comorbid illness (like inflammatory bowel disease or diabetes) and smoking, 
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are often present, makes causality assessment of drug-induced AP difficult (28, 29, 31, 
166, 167). There are discrepancies between epidemiological data and adverse reaction 
case reports (30, 168-171), as well as between different epidemiological studies (28-30, 
36), on the potential role of AP-associated drugs.  

In addition to previously described difficulties to ascertain causality relations  between 
drugs and AP, a couple of frequently used drugs, like simvastatin (170, 172-174) and 
NSAIDs (27, 38, 175),  have been reported to induce as well as to protect from AP. 
Similarly, ARBs are included in the classification by Badalov et al. (27), although a 
recent Swedish case-control study found that the use of ARBs lowered the risk for 
developing AP (176). Furthermore, while azathioprine is one of the most frequently 
reported drugs implied to cause AP, this seems to apply only to patients with 
inflammatory bowel diseases, in particular Crohn´s disease. Patients treated with 
azathioprine for autoimmune hepatitis, or after renal or liver transplantation do not 
experience AP to the same extent (177, 178). 

The use of AP-associated drugs in the general population, appeared to be unrelated to 
the age-adjusted incidence of AP, in our study cohort, with the exception of drug-
induced AP, which correlated with class Ia drug user rates in both genders. Although 
we have identified significant increases in the user rates of AP-associated drugs in AP 
patients, as well as in the general population, the age-adjusted incidence rate of 
idiopathic AP has remained unchanged during the 10-year study period. It has, further, 
been proposed that AP-associated drugs might modify the clinical course of AP and to 
possibly have an impact on its severity (34). In a previous Danish study, drug-induced 
AP cases were more often severe compared to AP cases of other etiologies, however this 
might have been due to reporting biases or to confounders, like comorbid illness (35). 
We found the cases of drug-induced AP, in our cohort, generally presenting with a mild 
disease course, in line with other reports (34, 37, 39). After adjusting for confounders, 
i.e. comorbidity and older age, use of AP-associated drugs was not found to have any 
impact on severity of first-time AP. In addition, while certain drugs have been related 
to severe AP (27), the use of these drugs were not more common in patients with severe 
compared to mild or moderate AP in our study population.  

The role of alcohol consumption on acute pancreatitis 

During the 10-year period of our studies, overall alcohol sales and consumption 
decreased, which is in accordance with previous reports from Sweden (179). In 
particular, alcohol consumption among young Swedish residents has decreased and the 
proportion of non-drinkers has doubled during the last decades (180, 181). In paper 
IV, we found that the incidence of alcoholic first-time AP remained fairly unchanged 
during the study period, and was unrelated to the changes in alcohol sales and 
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consumption. The relation between the occurrence of AP and alcohol sales or 
consumption is not well studied, and the results from previous studies are conflicting. 
According to one report, on data from 14 different countries, the overall changes in 
alcohol sales correlated to changes in the mortality rate due to pancreatitis, although 
this included mortality due to AP as well as chronic pancreatitis (182). A few studies 
have reported increasing trends of admissions for alcoholic AP, in correlation with 
increased per capita alcohol consumption (18, 89, 96, 183). In contrast, Sand et al. 
found no correlation between hospitalizations for alcoholic AP and alcohol 
consumption in the general Finish population (88), which is in line with our results. 
The potential effects on the occurrence of alcohol-associated conditions and events, due 
to changes in alcohol consumption in the general population, are challenging to 
estimate. Furthermore, it is not clear whether overall mean changes in alcohol 
consumption, or rather the patterns of drinking have the biggest impact on various 
forms of alcohol-related harm (181, 184, 185). Heavy episodic drinking is associated 
with alcohol-related violence, while long-term alcohol abuse rather increases the risk 
for alcohol-related diseases (186, 187). Associations between periods of higher alcohol 
consumption and the number of alcohol-related intoxications (93) and road accidents 
(188) have previously been reported, although it is not clear whether alcohol-related 
diseases, i.e. AP, follow the same pattern. The occurrence of AP (alcoholic or non-
alcoholic), in our study cohort, did not show any significant fluctuations over the 
seasons of the year or in association to certain holidays with higher alcohol 
consumption in Sweden. Our results are in keeping with the results of a German study 
that did not find any increase in the occurrence of AP during the Octoberfest (100). 
This may be explained by that a long-term period of high alcohol consumption 
represents a higher risk for AP than occasional episodes of binge drinking (189). On 
the contrary, other reports have found elevated rates of alcoholic AP associated to 
certain calendar months with higher alcohol consumption (98), during Christmas and 
New Year’s Eve (18), and in association with national festivals (190).  

Similar to drug-induced AP, alcoholic AP is often associated with several confounding 
factors. Epidemiological studies have previously shown that only a minority of heavy 
drinkers develop acute pancreatitis (22, 24) and it has been suggested that additional 
factors (i.e. genetic variations, smoking or dietary factors) triggers the inflammation in 
alcoholic pancreatitis (19, 25, 191, 192). Gallstone disease represents another 
confounding factor and it is conceivable, although not well studied, that there might 
be an overlap between gallstones and a high alcohol intake in some AP patients. On the 
other hand, there is also some evidence supporting that a moderate alcohol intake is 
associated with lower risk of gallstone disease (193) as well as AP (194), and that the 
relation between alcohol intake and risk for AP might differ between men and women 
(194, 195). 
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Prediction of severity in acute pancreatitis 

Rigorous efforts have been made in order to find reliable and clinically applicable 
methods, to identify patients at risk of experiencing a severe AP course. Despite the 
development of several scoring systems as well as the evaluation of numerous 
biomarkers, no accurate and universally accepted clinical predictor of AP severity exists.   

Only a few previous studies have evaluated the predictive value of microproteinuria on 
AP severity (137, 138). These included small study samples and the results were not 
unanimous. The first study, with a sample of 20 AP patients, found that higher levels 
of albumin and IgG in urine correlated to a more severe AP course (137). Contradictory 
to this, and to our results in paper III, a more recent study could not demonstrate any 
relation between total urinary protein excretion and AP severity (138). It is, however, 
worth to consider that urinary excretion of total protein represents a non-specific 
marker, and that the results from this study may have been confounded by a high degree 
of urinary amylase excretion (196). Injury to the glomerular filtration barrier can, 
furthermore, lead to different types of microproteinuria (132), which was not evaluated 
in this study. Our study (paper III) was, to our knowledge, the first to investigate the 
value of the urinary excretion of several proteins, widely varying in size, to predict organ 
failure in patients with AP. In line with the “two pore theory” (197, 198), small 
proteins, such as 1-microglobulin (28.5 Å) are filtered through “small pores”, at the 
GFB, while larger proteins, including albumin (36 Å) and IgG (55 Å), pass the GFB 
only through “large pores”  (131). The IgM molecule (110-120 Å) is much larger than 
both the IgG and albumin molecules and can cross the GFB only if it is more severely 
damaged (132).  

We found that biomarkers of microproteinuria, in particular urine 1-microglobulin-, 
albumin- and IgG/creatinine, were related to parameters of inflammation as well as to 
severity of AP. The 1-microglobulin/creatinine ratio was an independent predictor of 
organ failure, showing similar accuracy as the APACHE II score, which makes it a 
potential early biomarker for prediction of AP severity. Furthermore, even though the 
urinary IgM/creatinine ratios were increased during the AP episode compared to 
follow-up, no correlations were observed between the urinary IgM/creatinine ratios and 
the -1-microglobulin/creatinine ratios or any marker of systemic inflammation. This 
suggests that, compared to the excretion of smaller proteins, the urinary IgM excretion 
is less affected by vascular inflammatory and hormonal conditions (136). 
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Limitations 

In papers I, II and IV all data were retrospectively collected, and ICD-10 discharge 
codes were used for patient identification. The accuracy of discharge codes in AP studies 
have been previously investigated. In a systematic review on studies identifying AP 
patients from administrative data, predictive values for ICD-9 codes showed a broad 
variation from 40-97 % (199). A Swedish study found that discharge codes for AP were 
mostly correct, while there was a substantial proportion of false-negative cases of AP, 
mainly among patients with a diagnosis code of chronic pancreatitis (200). In our 
papers, the patient records of all cases of AP identified from discharge ICD-10 codes 
were scrutinized to ascertain a correct diagnosis. We found that 13% of the AP 
discharge codes were incorrect, and those cases were hence excluded. According to this, 
there is a possibility that patients with AP have not received a correct AP discharge code 
and have, therefor not been included in our study population. Furthermore, the 
patients included in paper I, II and IV have been treated over a 10-year period. During 
this period the management of AP patients may have changed, which could have had 
an impact on our results. In addition, some data, such as smoking status, were not 
available for all patients. 

Paper II focused on the potential role of AP-associated medications on a group level 
and not on single drugs, and no reliable data on the duration of treatment were 
available. We cannot exclude that certain individual drugs, might have had an impact 
on the development of AP, in particular among individual patients with idiopathic AP. 
In addition, although we believe that we have included all first-time AP patients with 
an AP discharge code, we could perhaps have drawn more firm conclusions on the role 
of AP-associated drugs, if we had included a matched control group of patients without 
AP. Furthermore, several new drugs have been developed after the publication of 
Badalov´s (27) classification and a number of case reports on drug-induced AP have 
been published. We have not been able to systematically evaluate these new drugs and 
studies, and it is possible that this might have influenced our results.  

In paper IV, alcohol consumption data were based on self-reported estimates and it has 
previously been suggested that there might be a discrepancy between the self-reported 
alcohol consumption and alcohol sale statistics (144), although previous 
methodological studies have confirmed that self-reported data on alcohol consumption 
could be considered valid and reliable (201-203). The data on alcohol sales and 
consumption, used in paper IV, showed equal trends. Furthermore, the kind of data 
used in our paper, have been collected in the same manner, and by the same institution, 
for more than 15 years, and the trends of alcohol consumption have been rather stable, 
throughout these years (179). Nevertheless, our results may not be applicable to other 
areas or populations, in other countries or even to other parts of Sweden. We have 
studied an area in the south of Sweden, geographically close to Denmark and Germany, 
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from where a substantial proportion of the unregistered alcohol sales, in Sweden, derive. 
While the data on alcohol sales and consumption, used in the paper includes registered 
as well as unregistered sales data, we cannot assure that they are comparable to other 
regions. 

In paper III, our study sample was somewhat small, leading to a small number of 
patients with organ failure and complications due to AP. Although our results indicated 
a significant relation between the urinary excretion of various proteins (in particular the 

1-microglobulin) and the development of organ failure, this needs to be further 
evaluated in larger study samples. Furthermore, urine samples on admission were 
obtained from all patients, while samples 12-24 hours after admission as well as from 
follow-up, were not collected from all patients.  

Finally, it cannot be ascertained that statistically significant correlations in the papers 
included in this thesis, represent causal relations. There might have been confounders 
or certain characteristics in our study population, which we have not identified, and 
that could have influenced or results. Further population-based studies from different 
geographical areas are needed in order to confirm our findings. 
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Conclusions 

The major conclusions that could be drawn from the papers included in this thesis 
were: 

I. Severity of first-time AP, smoking and alcoholic etiology predict the 
occurrence of RAP as well as the development of chronic pancreatitis. RAP is 
also an independent predictor of progression to chronic pancreatitis. 
Furthermore, mortality during RAP does not appear to be lower than that at 
first-time AP, and biliary patients appear to be overrepresented among patients 
dying during RAP. This, along with the increased occurrence of RAP in 
relation to delayed interval cholecystectomy, stresses the importance of early 
cholecystectomy, in accordance with international guidelines. 

II. The use of AP-associated drugs is increasingly frequent among AP patients, as 
well as in the general population. However, the use of these drugs do not seem 
to have any major impact on the observed epidemiological changes in the 
incidence of AP, except for a possible relation with the increased incidence of 
drug-induced AP. Although a large proportion of patients with AP (of known 
etiology or idiopathic), are using AP-associated medications this do not appear 
to have a significant effect on the severity of the first-time AP episode or on 
the occurrence of RAP attacks.  

III. Different biomarkers of microproteinuria, in particular urine 1-
microglobulin-, albumin- and IgG/creatinine, correlates to parameters of 
inflammation, as well as to organ failure in AP. Furthermore, the 1-
microglobulin/creatinine ratio seems to predict organ failure with similar 
accuracy as the more complex APACHE II score, and might be a promising 
early marker of AP severity. 

IV. Changes in alcohol consumption, in the general population, do not appear to 
be related to the incidence of first-time (alcoholic or non-alcoholic) AP. In 
addition, while certain periods are associated with higher alcohol consumption 
in Sweden, the occurrence of AP during these periods do not appear to be 
higher.  
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Future perspectives 

Rigorous research efforts on AP have resulted in advances in our understanding of the 
disease, and improved clinical management of the patients, although there is still a lot 
to learn about the pathophysiology and natural course of AP. Early prediction of AP 
severity is of great clinical importance and the search for an applicable and valid 
assessment method continuous. We have found that the 1-microglobulin/creatinine 
ratio correlated to organ failure in patients with AP, and it is conceivable that 
microproteinuria biomarkers, in particular 1-microglobulin, may develop into 
promising and clinically applicable early predictors of AP severity. These findings need, 
however, to be confirmed in larger prospective, multi-center studies including more 
patients with organ failure and severe AP. 

Alcohol is a well-known risk factor for AP, RAP and chronic pancreatitis. However, 
there are several confounding factors associated with alcohol consumption and 
pancreatitis. While our results indicate that only a minority of patients with alcoholic 
AP receive any kind of alcohol misuse counselling, the actual influence by different 
interventions on the progression and recurrence of AP is scarcely studied. More 
randomized controlled trials would be needed to evaluate the effect and outcome on 
alcohol counselling and treatment (including drug therapy) of patients with alcoholic 
AP. In addition, alcohol and smoking are associated to acute as well as to recurrent and 
chronic pancreatitis, and smoking has further been identified as one of the main factors 
impairing the quality of life in patients with chronic pancreatitis (204). Directions and 
recommendations for clinical interventions and counselling for abstinence, of alcohol 
and tobacco, are included in recently published guidelines for the diagnosis and therapy 
of chronic pancreatitis (205), but should also be included in guidelines for AP. 

The thorough review and classification of drugs reported to cause AP (27), used in 
paper II, is to date the latest published classification. However, several new medications 
have been developed since this publication and some drugs originally not included in 
the classification have later been reported to have caused AP. An up-dated evidence-
based classification, including new drugs, is clearly warranted, as well as larger 
prospective, multicentre pharmaco-epidemiologic studies in this area.   

Finally, there is a paucity of research data regarding patient experiences of AP, as well 
as the physical and mental recovery, and quality of life after a first and subsequent AP 
episodes. Anxiety and depression is known to be related to increased alcohol 
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consumption, although there are no data on the potential role of psychological distress 
on (alcoholic and non-alcoholic) AP. It is, in particular, unknown if depression might 
co-occur with AP, or if patients are at risk to develop depression after an AP episode. 
An elevated risk for psychological distress after AP might in turn increase the risk for 
alcohol misuse and thereby the risk of recurrent AP episodes. More knowledge in this 
area is needed in order to implement accurate treatment and follow-up strategies. 



77 

Acknowledgement 

I would like to express my deep and sincere gratitude to everyone who, in different 
ways, made it possible for me to complete this thesis. In particular I wish to thank: 

First of all, my main supervisor, Evangelos Kalaitzakis, for giving me the oppurtunity 
to do this. Thank you for sharing your great expertice and for endlessly supporting and 
believing in me. 

My co-supervisors, Anders Håkansson and Per Swärd, for your continous 
encouragement, for your optimism and for teaching and guiding me through the 
research process. 

All patients participating in the studies. 

Konstantina Sargenti, for all your help and advices and for becomming a good friend. 

My co-author Rafid Tofik and Bengt Rippe, who unfortunately is no longer with us. 

Jonas Berge, for your excellent help and advices on statistical issues, and to all others in 
the research group of Addiction Centre Malmö, for valuable ideas and interesting 
discussions. 

Birgitta Nilsson and Per Bergenzaun for providing a stimulating work environment and 
for giving me the opportunity to study and to start my research journey. 

Filippa Jarlert, Melissa Romare, Sara Söderstedt and all other staff in KAVA, Skåne 
University Hospital, for your help with patient inclusion and data collection for paper 
III, as well as for being such great working collegues. 

Bobby Tingstedt and Berit Sternby for valuable comments and critical discussions on 
my mid-seminar. 

All my collegues at Health Science Center, Lund University. 

My beloved parents, Monica and Arne Bertilsson, for always being there for me and 
supporting me through life. 

Last, but defenitely not least, my family. Anders, Alexander, Ella, Melvin, Milla. Thank 
you so much for loving me, believing in me and for reminding me about the real 
meaning of life. I love you so much! 

 





79 

References 

1. Lankisch P, Banks P.A. Pancreatitis. 1 ed: Springer-Verlag; 1998. 
2. Borgstrom A, Appelros S, Muller CA, Uhl W, Buchler MW. Role of activation peptides 

from pancreatic proenzymes in the diagnosis and prognosis of acute pancreatitis. 
Surgery. 2002;131(2):125-8. 

3. Dawra R, Sah RP, Dudeja V, Rishi L, Talukdar R, Garg P, et al. Intra-acinar 
trypsinogen activation mediates early stages of pancreatic injury but not inflammation in 
mice with acute pancreatitis. Gastroenterology. 2011;141(6):2210-7 e2. 

4. Vonlaufen A, Wilson JS, Apte MV. Molecular mechanisms of pancreatitis: current 
opinion. Journal of gastroenterology and hepatology. 2008;23(9):1339-48. 

5. Bhatia M. Inflammatory response on the pancreatic acinar cell injury. Scandinavian 
journal of surgery. 2005;94(2):97-102. 

6. Bhatia M, Wong FL, Cao Y, Lau HY, Huang J, Puneet P, et al. Pathophysiology of 
acute pancreatitis. Pancreatology. 2005;5(2-3):132-44. 

7. Weber CK, Adler G. From acinar cell damage to systemic inflammatory response: 
current concepts in pancreatitis. Pancreatology. 2001;1(4):356-62. 

8. Gunjaca I, Zunic J, Gunjaca M, Kovac Z. Circulating cytokine levels in acute 
pancreatitis-model of SIRS/CARS can help in the clinical assessment of disease severity. 
Inflammation. 2012;35(2):758-63. 

9. Mentula P, Kylanpaa ML, Kemppainen E, Jansson SE, Sarna S, Puolakkainen P, et al. 
Plasma anti-inflammatory cytokines and monocyte human leucocyte antigen-DR 
expression in patients with acute pancreatitis. Scandinavian journal of gastroenterology. 
2004;39(2):178-87. 

10. Lankisch PG, Breuer N, Bruns A, Weber-Dany B, Lowenfels AB, Maisonneuve P. 
Natural history of acute pancreatitis: a long-term population-based study. The American 
journal of gastroenterology. 2009;104(11):2797-805. 

11. Yadav D, O'Connell M, Papachristou GI. Natural history following the first attack of 
acute pancreatitis. The American journal of gastroenterology. 2012;107(7):1096-103. 

12. Frossard JL, Steer ML, Pastor CM. Acute pancreatitis. Lancet. 2008;371(9607):143-52. 
13. Lindkvist B, Appelros S, Manjer J, Borgstrom A. Trends in incidence of acute 

pancreatitis in a Swedish population: is there really an increase? Clinical gastroenterology 
and hepatology. 2004;2(9):831-7. 



80 

14. Gullo L, Migliori M, Olah A, Farkas G, Levy P, Arvanitakis C, et al. Acute pancreatitis 
in five European countries: etiology and mortality. Pancreas. 2002;24(3):223-7. 

15. Yadav D, Lowenfels AB. Trends in the epidemiology of the first attack of acute 
pancreatitis: a systematic review. Pancreas. 2006;33(4):323-30. 

16. Yadav D, Lowenfels AB. The epidemiology of pancreatitis and pancreatic cancer. 
Gastroenterology. 2013;144(6):1252-61. 

17. Wang GJ, Gao CF, Wei D, Wang C, Ding SQ. Acute pancreatitis: etiology and 
common pathogenesis. World journal of gastroenterology. 2009;15(12):1427-30. 

18. Roberts SE, Akbari A, Thorne K, Atkinson M, Evans PA. The incidence of acute 
pancreatitis: impact of social deprivation, alcohol consumption, seasonal and 
demographic factors. Alimentary pharmacology & therapeutics. 2013;38(5):539-48. 

19. Apte MV, Pirola RC, Wilson JS. Mechanisms of alcoholic pancreatitis. Journal of 
gastroenterology and hepatology. 2010;25(12):1816-26. 

20. Irving HM, Samokhvalov AV, Rehm J. Alcohol as a risk factor for pancreatitis. A 
systematic review and meta-analysis. JOP: Journal of the pancreas. 2009;10(4):387-92. 

21. Ammann RW, Buehler H, Bruehlmann W, Kehl O, Muench R, Stamm B. Acute 
(nonprogressive) alcoholic pancreatitis: prospective longitudinal study of 144 patients 
with recurrent alcoholic pancreatitis. Pancreas. 1986;1(3):195-203. 

22. Kristiansen L, Gronbaek M, Becker U, Tolstrup JS. Risk of pancreatitis according to 
alcohol drinking habits: a population-based cohort study. American journal of 
epidemiology. 2008;168(8):932-7. 

23. Sadr Azodi O, Orsini N, Andren-Sandberg A, Wolk A. Effect of type of alcoholic 
beverage in causing acute pancreatitis. The British journal of surgery. 
2011;98(11):1609-16. 

24. Lankisch PG, Lowenfels AB, Maisonneuve P. What is the risk of alcoholic pancreatitis 
in heavy drinkers? Pancreas. 2002;25(4):411-2. 

25. Whitcomb DC, LaRusch J, Krasinskas AM, Klei L, Smith JP, Brand RE, et al. 
Common genetic variants in the CLDN2 and PRSS1-PRSS2 loci alter risk for alcohol-
related and sporadic pancreatitis. Nature genetics. 2012;44(12):1349-54. 

26. Clemens DL, Wells MA, Schneider KJ, Singh S. Molecular mechanisms of alcohol 
associated pancreatitis. World journal of gastrointestinal pathophysiology. 
2014;5(3):147-57. 

27. Badalov N, Baradarian R, Iswara K, Li J, Steinberg W, Tenner S. Drug-induced acute 
pancreatitis: an evidence-based review. Clinical gastroenterology and hepatology. 
2007;5(6):648-61; quiz 4. 

28. Blomgren KB, Sundstrom A, Steineck G, Genell S, Sjostedt S, Wiholm BE. A Swedish 
case-control network for studies of drug-induced morbidity--acute pancreatitis. 
European journal of clinical pharmacology. 2002;58(4):275-83. 



81 

29. Douros A, Bronder E, Andersohn F, Klimpel A, Thomae M, Ockenga J, et al. Drug-
induced acute pancreatitis: results from the hospital-based Berlin case-control 
surveillance study of 102 cases. Alimentary pharmacology & therapeutics. 
2013;38(7):825-34. 

30. Lancashire RJ, Cheng K, Langman MJ. Discrepancies between population-based data 
and adverse reaction reports in assessing drugs as causes of acute pancreatitis. Alimentary 
pharmacology & therapeutics. 2003;17(7):887-93. 

31. Nitsche C, Maertin S, Scheiber J, Ritter CA, Lerch MM, Mayerle J. Drug-induced 
pancreatitis. Current gastroenterology reports. 2012;14(2):131-8. 

32. Dhir R, Brown DK, Olden KW. Drug-induced pancreatitis: a practical review. Drugs of 
today. 2007;43(7):499-507. 

33. Mallory A, Kern F, Jr. Drug-induced pancreatitis: a critical review. Gastroenterology. 
1980;78(4):813-20. 

34. Spanier BW, Tuynman HA, van der Hulst RW, Dijkgraaf MG, Bruno MJ. Acute 
pancreatitis and concomitant use of pancreatitis-associated drugs. The American journal 
of gastroenterology. 2011;106(12):2183-8. 

35. Andersen V, Sonne J, Andersen M. Spontaneous reports on drug-induced pancreatitis in 
Denmark from 1968 to 1999. European journal of clinical pharmacology. 2001;57(6-
7):517-21. 

36. Barreto SG, Tiong L, Williams R. Drug-induced acute pancreatitis in a cohort of 328 
patients. A single-centre experience from Australia. JOP: Journal of the pancreas. 
2011;12(6):581-5. 

37. Lankisch PG, Droge M, Gottesleben F. Drug induced acute pancreatitis: incidence and 
severity. Gut. 1995;37(4):565-7. 

38. Trivedi CD, Pitchumoni CS. Drug-induced pancreatitis: an update. Journal of clinical 
gastroenterology. 2005;39(8):709-16. 

39. Vinklerova I, Prochazka M, Prochazka V, Urbanek K. Incidence, severity, and etiology 
of drug-induced acute pancreatitis. Digestive diseases and sciences. 2010;55(10):2977-
81. 

40. Chen Y, Zak Y, Hernandez-Boussard T, Park W, Visser BC. The epidemiology of 
idiopathic acute pancreatitis, analysis of the nationwide inpatient sample from 1998 to 
2007. Pancreas. 2013;42(1):1-5. 

41. Elta GH. Sphincter of Oddi dysfunction and bile duct microlithiasis in acute idiopathic 
pancreatitis. World journal of gastroenterology. 2008;14(7):1023-6. 

42. Lee SP, Nicholls JF, Park HZ. Biliary sludge as a cause of acute pancreatitis. The New 
England journal of medicine. 1992;326(9):589-93. 

43. Garg PK, Tandon RK, Madan K. Is biliary microlithiasis a significant cause of 
idiopathic recurrent acute pancreatitis? A long-term follow-up study. Clinical 
gastroenterology and hepatology. 2007;5(1):75-9. 



82 

44. Ortega AR, Gomez-Rodriguez R, Romero M, Fernandez-Zapardiel S, Cespedes Mdel 
M, Carrobles JM. Prospective comparison of endoscopic ultrasonography and magnetic 
resonance cholangiopancreatography in the etiological diagnosis of "idiopathic" acute 
pancreatitis. Pancreas. 2011;40(2):289-94. 

45. Nojgaard C, Becker U, Matzen P, Andersen JR, Holst C, Bendtsen F. Progression from 
acute to chronic pancreatitis: prognostic factors, mortality, and natural course. Pancreas. 
2011;40(8):1195-200. 

46. Takeyama Y. Long-term prognosis of acute pancreatitis in Japan. Clinical 
gastroenterology and hepatology. 2009;7(11 Suppl):S15-7. 

47. Gloor B, Muller CA, Worni M, Martignoni ME, Uhl W, Buchler MW. Late mortality 
in patients with severe acute pancreatitis. The British journal of surgery. 
2001;88(7):975-9. 

48. Beger HG, Rau BM. Severe acute pancreatitis: Clinical course and management. World 
journal of gastroenterology. 2007;13(38):5043-51. 

49. Banks PA, Bollen TL, Dervenis C, Gooszen HG, Johnson CD, Sarr MG, et al. 
Classification of acute pancreatitis--2012: revision of the Atlanta classification and 
definitions by international consensus. Gut. 2013;62(1):102-11. 

50. Lankisch PG, Assmus C, Pflichthofer D, Struckmann K, Lehnick D. Which etiology 
causes the most severe acute pancreatitis? International journal of pancreatology. 
1999;26(2):55-7. 

51. Uhl W, Isenmann R, Curti G, Vogel R, Beger HG, Buchler MW. Influence of etiology 
on the course and outcome of acute pancreatitis. Pancreas. 1996;13(4):335-43. 

52. Lankisch PG, Burchard-Reckert S, Petersen M, Lehnick D, Schirren CA, Stockmann F, 
et al. Etiology and age have only a limited influence on the course of acute pancreatitis. 
Pancreas. 1996;13(4):344-9. 

53. Banks PA, Freeman ML. Practice guidelines in acute pancreatitis. The American journal 
of gastroenterology. 2006;101(10):2379-400. 

54. de Beaux AC, Palmer KR, Carter DC. Factors influencing morbidity and mortality in 
acute pancreatitis; an analysis of 279 cases. Gut. 1995;37(1):121-6. 

55. Martinez J, Johnson CD, Sanchez-Paya J, de Madaria E, Robles-Diaz G, Perez-Mateo 
M. Obesity is a definitive risk factor of severity and mortality in acute pancreatitis: an 
updated meta-analysis. Pancreatology. 2006;6(3):206-9. 

56. Pelli H, Lappalainen-Lehto R, Piironen A, Sand J, Nordback I. Risk factors for recurrent 
acute alcohol-associated pancreatitis: a prospective analysis. Scandinavian journal of 
gastroenterology. 2008;43(5):614-21. 

57. Pelli H, Sand J, Laippala P, Nordback I. Long-term follow-up after the first episode of 
acute alcoholic pancreatitis: time course and risk factors for recurrence. Scandinavian 
journal of gastroenterology. 2000;35(5):552-5. 



83 

58. Lindkvist B, Appelros S, Manjer J, Berglund G, Borgstrom A. A prospective cohort 
study of smoking in acute pancreatitis. Pancreatology. 2008;8(1):63-70. 

59. UK guidelines for the management of acute pancreatitis. Gut. 2005;54 Suppl 3:iii1-9. 
60. IAP/APA evidence-based guidelines for the management of acute pancreatitis. 

Pancreatology. 2013;13(4 Suppl 2):e1-15. 
61. Ihse I, Andersson R, Blind J, Borgstrom A, Gasslander T, Haglund U, et al. [Guidelines 

for management of patients with acute pancreatitis]. Lakartidningen. 2000;97(18):2216-
8, 21-3. 

62. Lund H, Tonnesen H, Tonnesen MH, Olsen O. Long-term recurrence and death rates 
after acute pancreatitis. Scandinavian journal of gastroenterology. 2006;41(2):234-8. 

63. van Baal MC, Besselink MG, Bakker OJ, van Santvoort HC, Schaapherder AF, 
Nieuwenhuijs VB, et al. Timing of cholecystectomy after mild biliary pancreatitis: a 
systematic review. Annals of surgery. 2012;255(5):860-6. 

64. Nguyen GC, Rosenberg M, Chong RY, Chong CA. Early cholecystectomy and ERCP 
are associated with reduced readmissions for acute biliary pancreatitis: a nationwide, 
population-based study. Gastrointestinal endoscopy. 2012;75(1):47-55. 

65. Sandzen B, Rosenmuller M, Haapamaki MM, Nilsson E, Stenlund HC, Oman M. First 
attack of acute pancreatitis in Sweden 1988 - 2003: incidence, aetiological classification, 
procedures and mortality - a register study. BMC gastroenterology. 2009;9:18. 

66. Nebiker CA, Frey DM, Hamel CT, Oertli D, Kettelhack C. Early versus delayed 
cholecystectomy in patients with biliary acute pancreatitis. Surgery. 2009;145(3):260-4. 

67. Read G, Braganza JM, Howat HT. Pancreatitis--a retrospective study. Gut. 
1976;17(12):945-52. 

68. Gullo L, Migliori M, Pezzilli R, Olah A, Farkas G, Levy P, et al. An update on recurrent 
acute pancreatitis: data from five European countries. The American journal of 
gastroenterology. 2002;97(8):1959-62. 

69. Lankisch PG, Bruns A, Doobe C, Weber-Dany B, Maisonneuve P, Lowenfels AB. The 
second attack of acute pancreatitis is not harmless. Pancreas. 2008;36(2):207-8. 

70. Corfield AP, Cooper MJ, Williamson RC. Acute pancreatitis: a lethal disease of 
increasing incidence. Gut. 1985;26(7):724-9. 

71. Singer MV, Gyr K, Sarles H. Revised classification of pancreatitis. Report of the Second 
International Symposium on the Classification of Pancreatitis in Marseille, France, 
March 28-30, 1984. Gastroenterology. 1985;89(3):683-5. 

72. Kloppel G, Maillet B. Chronic pancreatitis: evolution of the disease. Hepato-
gastroenterology. 1991;38(5):408-12. 

73. Yadav D, Whitcomb DC. The role of alcohol and smoking in pancreatitis. Nature 
reviews Gastroenterology & hepatology. 2010;7(3):131-45. 



84 

74. Talamini G, Bassi C, Falconi M, Sartori N, Vaona B, Bovo P, et al. Smoking cessation 
at the clinical onset of chronic pancreatitis and risk of pancreatic calcifications. Pancreas. 
2007;35(4):320-6. 

75. Yadav D, Slivka A, Sherman S, Hawes RH, Anderson MA, Burton FR, et al. Smoking is 
underrecognized as a risk factor for chronic pancreatitis. Pancreatology. 2010;10(6):713-
9. 

76. Lin Y, Tamakoshi A, Hayakawa T, Ogawa M, Ohno Y. Cigarette smoking as a risk 
factor for chronic pancreatitis: a case-control study in Japan. Research Committee on 
Intractable Pancreatic Diseases. Pancreas. 2000;21(2):109-14. 

77. Maisonneuve P, Lowenfels AB, Mullhaupt B, Cavallini G, Lankisch PG, Andersen JR, 
et al. Cigarette smoking accelerates progression of alcoholic chronic pancreatitis. Gut. 
2005;54(4):510-4. 

78. Ammann RW, Buehler H, Muench R, Freiburghaus AW, Siegenthaler W. Differences 
in the natural history of idiopathic (nonalcoholic) and alcoholic chronic pancreatitis. A 
comparative long-term study of 287 patients. Pancreas. 1987;2(4):368-77. 

79. Mann DV, Hershman MJ, Hittinger R, Glazer G. Multicentre audit of death from 
acute pancreatitis. The British journal of surgery. 1994;81(6):890-3. 

80. Uomo G, Pezzilli R, Gabbrielli A, Castoldi L, Zerbi A, Frulloni L, et al. Diagnostic 
assessment and outcome of acute pancreatitis in Italy: results of a prospective 
multicentre study. ProInf-AISP: Progetto informatizzato pancreatite acuta, Associazione 
Italiana Studio Pancreas, phase II. Digestive and liver disease. 2007;39(9):829-37. 

81. De Campos T, Cerqueira C, Kuryura L, Parreira JG, Solda S, Perlingeiro JA, et al. 
Morbimortality indicators in severe acute pancreatitis. JOP: Journal of the pancreas. 
2008;9(6):690-7. 

82. Zhu AJ, Shi JS, Sun XJ. Organ failure associated with severe acute pancreatitis. World 
journal of gastroenterology. 2003;9(11):2570-3. 

83. Dellinger EP, Forsmark CE, Layer P, Levy P, Maravi-Poma E, Petrov MS, et al. 
Determinant-based classification of acute pancreatitis severity: an international 
multidisciplinary consultation. Annals of surgery. 2012;256(6):875-80. 

84. Fan ST, Choi TK, Lai CS, Wong J. Influence of age on the mortality from acute 
pancreatitis. The British journal of surgery. 1988;75(5):463-6. 

85. Lee PJ, Bhatt A, Holmes J, Podugu A, Lopez R, Stevens T. Reduced severity in 
recurrent vs. initial attacks of acute pancreatitis. American Journal of Gastroenterology. 
2012;107:S85. 

86. Spanier B, Bruno MJ, Dijkgraaf MG. Incidence and mortality of acute and chronic 
pancreatitis in the Netherlands: a nationwide record-linked cohort study for the years 
1995-2005. World journal of gastroenterology. 2013;19(20):3018-26. 

87. Wilson C, Imrie CW. Changing patterns of incidence and mortality from acute 
pancreatitis in Scotland, 1961-1985. The British journal of surgery. 1990;77(7):731-4. 



85 

88. Sand J, Valikoski A, Nordback I. Alcohol consumption in the country and 
hospitalizations for acute alcohol pancreatitis and liver cirrhosis during a 20-year period. 
Alcohol and alcoholism. 2009;44(3):321-5. 

89. O'Farrell A, Allwright S, Toomey D, Bedford D, Conlon K. Hospital admission for 
acute pancreatitis in the Irish population, 1997 2004: could the increase be due to an 
increase in alcohol-related pancreatitis? Journal of public health. 2007;29(4):398-404. 

90. Lankisch PG, Karimi M, Bruns A, Maisonneuve P, Lowenfels AB. Temporal trends in 
incidence and severity of acute pancreatitis in Luneburg County, Germany: a 
population-based study. Pancreatology. 2009;9(4):420-6. 

91. Rehm J, Baliunas D, Borges GL, Graham K, Irving H, Kehoe T, et al. The relation 
between different dimensions of alcohol consumption and burden of disease: an 
overview. Addiction. 2010;105(5):817-43. 

92. Poikolainen K, Leppanen K, Vuori E. Alcohol sales and fatal alcohol poisonings: a time-
series analysis. Addiction. 2002;97(8):1037-40. 

93. Makela P, Martikainen P, Nihtila E. Temporal variation in deaths related to alcohol 
intoxication and drinking. International journal of epidemiology. 2005;34(4):765-71. 

94. Mustonen H, Mäkelä P, Huhtanen P. People are buying and importing more alcohol 
than ever before. Where is it all going? Drugs: Education, Prevention and Policy. 
2007;14(6):513-27. 

95. Gustafsson NK, Ramstedt MR. Changes in alcohol-related harm in Sweden after 
increasing alcohol import quotas and a Danish tax decrease--an interrupted time-series 
analysis for 2000-2007. International journal of epidemiology. 2011;40(2):432-40. 

96. Jaakkola M, Nordback I. Pancreatitis in Finland between 1970 and 1989. Gut. 
1993;34(9):1255-60. 

97. Kushnir V, Cunningham JA. Event-specific drinking in the general population. Journal 
of studies on alcohol and drugs. 2014;75(6):968-72. 

98. Raty S, Sand J, Alho H, Nordback I. Alcoholic, but not biliary, pancreatitis varies 
seasonally in occurrence. Scandinavian journal of gastroenterology. 2003;38(7):794-7. 

99. Lankisch PG, Assmus C, Pflichthofer D. The calendar and acute pancreatitis. Pancreas. 
1998;16(4):465-7. 

100. Phillip V, Huber W, Hagemes F, Lorenz S, Matheis U, Preinfalk S, et al. Incidence of 
acute pancreatitis does not increase during Oktoberfest, but is higher than previously 
described in Germany. Clinical gastroenterology and hepatology. 2011;9(11):995-1000 
e3. 

101. Systembolaget. Försäljningsstatistik. Available from: https://www.systembolaget.se/om-
systembolaget/om-foretaget/forsaljningsstatistik/. 

102. Tenner S. Drug-induced acute pancreatitis: underdiagnosis and overdiagnosis. Digestive 
diseases and sciences. 2010;55(10):2706-8. 



86 

103. McMahon MJ, Playforth MJ, Pickford IR. A compaative study of methods for the 
prediction of severity of attacks of acute pancreatitis. The British journal of surgery. 
1980;67(1):22-5. 

104. Mounzer R, Langmead CJ, Wu BU, Evans AC, Bishehsari F, Muddana V, et al. 
Comparison of existing clinical scoring systems to predict persistent organ failure in 
patients with acute pancreatitis. Gastroenterology. 2012;142(7):1476-82. 

105. Ranson JH, Rifkind KM, Roses DF, Fink SD, Eng K, Spencer FC. Prognostic signs and 
the role of operative management in acute pancreatitis. Surgery, gynecology & 
obstetrics. 1974;139(1):69-81. 

106. Imrie CW, Benjamin IS, Ferguson JC, McKay AJ, Mackenzie I, O'Neill J, et al. A 
single-centre double-blind trial of Trasylol therapy in primary acute pancreatitis. The 
British journal of surgery. 1978;65(5):337-41. 

107. Fan ST, Lai EC, Mok FP, Lo CM, Zheng SS, Wong J. Prediction of the severity of 
acute pancreatitis. American journal of surgery. 1993;166(3):262-8. 

108. Khanna AK, Meher S, Prakash S, Tiwary SK, Singh U, Srivastava A, et al. Comparison 
of Ranson, Glasgow, MOSS, SIRS, BISAP, APACHE-II, CTSI Scores, IL-6, CRP, and 
Procalcitonin in Predicting Severity, Organ Failure, Pancreatic Necrosis, and Mortality 
in Acute Pancreatitis. HPB surgery. 2013;2013:367581. 

109. Knaus WA, Draper EA, Wagner DP, Zimmerman JE. APACHE II: a severity of disease 
classification system. Critical care medicine. 1985;13(10):818-29. 

110. Dervenis C, Johnson CD, Bassi C, Bradley E, Imrie CW, McMahon MJ, et al. 
Diagnosis, objective assessment of severity, and management of acute pancreatitis. 
Santorini consensus conference. International journal of pancreatology. 1999;25(3):195-
210. 

111. Papachristou GI, Muddana V, Yadav D, O'Connell M, Sanders MK, Slivka A, et al. 
Comparison of BISAP, Ranson's, APACHE-II, and CTSI scores in predicting organ 
failure, complications, and mortality in acute pancreatitis. The American journal of 
gastroenterology. 2010;105(2):435-41; quiz 42. 

112. Wu BU, Johannes RS, Sun X, Tabak Y, Conwell DL, Banks PA. The early prediction of 
mortality in acute pancreatitis: a large population-based study. Gut. 2008;57(12):1698-
703. 

113. Cho YS, Kim HK, Jang EC, Yeom JO, Kim SY, Yu JY, et al. Usefulness of the Bedside 
Index for severity in acute pancreatitis in the early prediction of severity and mortality in 
acute pancreatitis. Pancreas. 2013;42(3):483-7. 

114. Sigounas DE, Tatsioni A, Christodoulou DK, Tsianos EV, Ioannidis JP. New 
prognostic markers for outcome of acute pancreatitis: overview of reporting in 184 
studies. Pancreas. 2011;40(4):522-32. 

115. Werner J, Hartwig W, Uhl W, Muller C, Buchler MW. Useful markers for predicting 
severity and monitoring progression of acute pancreatitis. Pancreatolog. 2003;3(2):115-
27. 



87 

116. Rau B, Schilling MK, Beger HG. Laboratory markers of severe acute pancreatitis. 
Digestive diseases. 2004;22(3):247-57. 

117. Nieminen A, Maksimow M, Mentula P, Kyhala L, Kylanpaa L, Puolakkainen P, et al. 
Circulating cytokines in predicting development of severe acute pancreatitis. Critical 
care. 2014;18(3):R104. 

118. de Beaux AC, Ross JA, Maingay JP, Fearon KC, Carter DC. Proinflammatory cytokine 
release by peripheral blood mononuclear cells from patients with acute pancreatitis. The 
British journal of surgery. 1996;83(8):1071-5. 

119. Gross V, Andreesen R, Leser HG, Ceska M, Liehl E, Lausen M, et al. Interleukin-8 and 
neutrophil activation in acute pancreatitis. European journal of clinical investigation. 
1992;22(3):200-3. 

120. Mayer J, Rau B, Gansauge F, Beger HG. Inflammatory mediators in human acute 
pancreatitis: clinical and pathophysiological implications. Gut. 2000;47(4):546-52. 

121. Wu BU, Johannes RS, Sun X, Conwell DL, Banks PA. Early changes in blood urea 
nitrogen predict mortality in acute pancreatitis. Gastroenterology. 2009;137(1):129-35. 

122. Neoptolemos JP, Kemppainen EA, Mayer JM, Fitzpatrick JM, Raraty MG, Slavin J, et 
al. Early prediction of severity in acute pancreatitis by urinary trypsinogen activation 
peptide: a multicentre study. Lancet. 2000;355(9219):1955-60. 

123. Gudgeon AM, Heath DI, Hurley P, Jehanli A, Patel G, Wilson C, et al. Trypsinogen 
activation peptides assay in the early prediction of severity of acute pancreatitis. Lancet. 
1990;335(8680):4-8. 

124. Khan Z, Vlodov J, Horovitz J, Jose RM, Iswara K, Smotkin J, et al. Urinary trypsinogen 
activation peptide is more accurate than hematocrit in determining severity in patients 
with acute pancreatitis: a prospective study. The American journal of gastroenterology. 
2002;97(8):1973-7. 

125. Johnson CD, Lempinen M, Imrie CW, Puolakkainen P, Kemppainen E, Carter R, et al. 
Urinary trypsinogen activation peptide as a marker of severe acute pancreatitis. The 
British journal of surgery. 2004;91(8):1027-33. 

126. Sverrisson K, Axelsson J, Rippe A, Asgeirsson D, Rippe B. Acute reactive oxygen species 
(ROS)-dependent effects of IL-1beta, TNF-alpha, and IL-6 on the glomerular filtration 
barrier (GFB) in vivo. American journal of physiology Renal physiology. 
2015;309(9):F800-6. 

127. Li H, Qian Z, Liu Z, Liu X, Han X, Kang H. Risk factors and outcome of acute renal 
failure in patients with severe acute pancreatitis. Journal of critical care. 2010;25(2):225-
9. 

128. Zhang XP, Zhang J, Ma ML, Cai Y, Xu RJ, Xie Q, et al. Pathological changes at early 
stage of multiple organ injury in a rat model of severe acute pancreatitis. Hepatobiliary 
& pancreatic diseases international. 2010;9(1):83-7. 

129. Haraldsson B, Nystrom J, Deen WM. Properties of the glomerular barrier and 
mechanisms of proteinuria. Physiological reviews. 2008;88(2):451-87. 



88 

130. Weber MH, Verwiebe R. Alpha 1-microglobulin (protein HC): features of a promising 
indicator of proximal tubular dysfunction. European journal of clinical chemistry and 
clinical biochemistry. 1992;30(10):683-91. 

131. Oberg CM, Rippe B. A distributed two-pore model: theoretical implications and 
practical application to the glomerular sieving of Ficoll. American journal of physiology 
Renal physiology. 2014;306(8):F844-54. 

132. Tencer J, Frick IM, Oquist BW, Alm P, Rippe B. Size-selectivity of the glomerular 
barrier to high molecular weight proteins: upper size limitations of shunt pathways. 
Kidney international. 1998;53(3):709-15. 

133. Gosling P, Hughes EA, Reynolds TM, Fox JP. Microalbuminuria is an early response 
following acute myocardial infarction. European heart journal. 1991;12(4):508-13. 

134. Vlachou E, Gosling P, Moiemen NS. Microalbuminuria: a marker of systemic 
endothelial dysfunction during burn excision. Burns. 2008;34(2):241-6. 

135. Gerstein HC, Mann JF, Yi Q, Zinman B, Dinneen SF, Hoogwerf B, et al. Albuminuria 
and risk of cardiovascular events, death, and heart failure in diabetic and nondiabetic 
individuals. Jama. 2001;286(4):421-6. 

136. Tofik R, Ekelund U, Torffvit O, Sward P, Rippe B, Bakoush O. Increased urinary IgM 
excretion in patients with chest pain due to coronary artery disease. BMC cardiovascular 
disorders. 2013;13:72. 

137. Shearman CP, Gosling P, Walker KJ. Is low proteinuria an early predictor of severity of 
acute pancreatitis? Journal of clinical pathology. 1989;42(11):1132-5. 

138. Zuidema MJ, van Santvoort HC, Besselink MG, van Ramshorst B, Boerma D, Timmer 
R, et al. The predictive value of proteinuria in acute pancreatitis. Pancreatology. 
2014;14(6):484-9. 

139. Tencer J, Torffvit O, Thysell H, Rippe B, Grubb A. Proteinuria selectivity index based 
upon alpha 2-macroglobulin or IgM is superior to the IgG based index in differentiating 
glomerular diseases. Technical note. Kidney international. 1998;54(6):2098-105. 

140. Levey AS, Bosch JP, Lewis JB, Greene T, Rogers N, Roth D. A more accurate method 
to estimate glomerular filtration rate from serum creatinine: a new prediction equation. 
Modification of Diet in Renal Disease Study Group. Annals of internal medicine. 
1999;130(6):461-70. 

141. Marshall JC, Cook DJ, Christou NV, Bernard GR, Sprung CL, Sibbald WJ. Multiple 
organ dysfunction score: a reliable descriptor of a complex clinical outcome. Critical care 
medicine. 1995;23(10):1638-52. 

142. Dominguez-Munoz JE, Carballo F, Garcia MJ, de Diego JM, Campos R, Yanguela J, et 
al. Evaluation of the clinical usefulness of APACHE II and SAPS systems in the initial 
prognostic classification of acute pancreatitis: a multicenter study. Pancreas. 
1993;8(6):682-6. 

143. Larvin M, McMahon MJ. APACHE-II score for assessment and monitoring of acute 
pancreatitis. Lancet. 1989;2(8656):201-5. 



89 

144. Ramstedt M. How much alcohol do you buy? A comparison of self-reported alcohol 
purchases with actual sales. Addiction. 2010;105(4):649-54. 

145. Charlson ME, Pompei P, Ales KL, MacKenzie CR. A new method of classifying 
prognostic comorbidity in longitudinal studies: development and validation. Journal of 
chronic diseases. 1987;40(5):373-83. 

146. DeLong ER, DeLong DM, Clarke-Pearson DL. Comparing the areas under two or 
more correlated receiver operating characteristic curves: a nonparametric approach. 
Biometrics. 1988;44(3):837-45. 

147. Ammann RW. The natural history of alcoholic chronic pancreatitis. Internal medicine. 
2001;40(5):368-75. 

148. Cavestro GM, Leandro G, Di Leo M, Zuppardo RA, Morrow OB, Notaristefano C, et 
al. A single-centre prospective, cohort study of the natural history of acute pancreatitis. 
Digestive and liver disease. 2015;47(3):205-10. 

149. Ahmed Ali U, Issa Y, Hagenaars JC, Bakker OJ, van Goor H, Nieuwenhuijs VB, et al. 
Risk of Recurrent Pancreatitis and Progression to Chronic Pancreatitis After a First 
Episode of Acute Pancreatitis. Clinical gastroenterology and hepatology. 
2016;14(5):738-46. 

150. Sankaran SJ, Xiao AY, Wu LM, Windsor JA, Forsmark CE, Petrov MS. Frequency of 
progression from acute to chronic pancreatitis and risk factors: a meta-analysis. 
Gastroenterology. 2015;149(6):1490-500 e1. 

151. Sarner M, Cotton PB. Classification of pancreatitis. Gut. 1984;25(7):756-9. 
152. Ammann RW, Muellhaupt B. Progression of alcoholic acute to chronic pancreatitis. 

Gut. 1994;35(4):552-6. 
153. O'Reilly DA, McPherson SJ, Sinclair MT, Smith N. Lessons from a national audit of 

acute pancreatitis: A summary of the NCEPOD report 'Treat the Cause'. Pancreatology. 
2017. 

154. Somogyi L, Martin SP, Venkatesan T, Ulrich CD, 2nd. Recurrent acute pancreatitis: an 
algorithmic approach to identification and elimination of inciting factors. 
Gastroenterology. 2001;120(3):708-17. 

155. Sajith KG, Chacko A, Dutta AK. Recurrent acute pancreatitis: clinical profile and an 
approach to diagnosis. Digestive diseases and sciences. 2010;55(12):3610-6. 

156. Nordback I, Pelli H, Lappalainen-Lehto R, Jarvinen S, Raty S, Sand J. The recurrence 
of acute alcohol-associated pancreatitis can be reduced: a randomized controlled trial. 
Gastroenterology. 2009;136(3):848-55. 

157. Beagon C, Bhatt NR, Donnelly SM, Egan M, McKay AP, Mehigan B, et al. The Impact 
of Social Work Intervention in Alcohol-Induced Pancreatitis in Ireland: a Single-Center 
Experience. Alcohol and alcoholism. 2015;50(4):438-43. 

158. Yuhara H, Ogawa M, Kawaguchi Y, Igarashi M, Mine T. Smoking and risk for acute 
pancreatitis: a systematic review and meta-analysis. Pancreas. 2014;43(8):1201-7. 



90 

159. Cote GA, Yadav D, Slivka A, Hawes RH, Anderson MA, Burton FR, et al. Alcohol and 
smoking as risk factors in an epidemiology study of patients with chronic pancreatitis. 
Clinical gastroenterology and hepatology. 2011;9(3):266-73. 

160. Yadav D, Hawes RH, Brand RE, Anderson MA, Money ME, Banks PA, et al. Alcohol 
consumption, cigarette smoking, and the risk of recurrent acute and chronic 
pancreatitis. Archives of internal medicine. 2009;169(11):1035-45. 

161. Creedon LR, Neophytou C, Leeder PC, Awan AK. Are we meeting the British Society 
of Gastroenterology guidelines for cholecystectomy post-gallstone pancreatitis? ANZ 
journal of surgery. 2014. 

162. Ito K, Ito H, Whang EE. Timing of cholecystectomy for biliary pancreatitis: do the data 
support current guidelines? Journal of gastrointestinal surgery. 2008;12(12):2164-70. 

163. Sundstrom A, Blomgren K, Alfredsson L, Wiholm BE. Acid-suppressing drugs and 
gastroesophageal reflux disease as risk factors for acute pancreatitis--results from a 
Swedish Case-Control Study. Pharmacoepidemiology and drug safety. 2006;15(3):141-
9. 

164. Nesvaderani M, Eslick GD, Vagg D, Faraj S, Cox MR. Epidemiology, aetiology and 
outcomes of acute pancreatitis: A retrospective cohort study. International journal of 
surgery. 2015;23(Pt A):68-74. 

165. Razavi D, Lindblad M, Bexelius T, Oskarsson V, Sadr-Azodi O, Ljung R. Polypharmacy 
and risk of acute pancreatitis. Pharmacoepidemiology and drug safety. 
2016;25(11):1337-41. 

166. Eland IA, van Puijenbroek EP, Sturkenboom MJ, Wilson JH, Stricker BH. Drug-
associated acute pancreatitis: twenty-one years of spontaneous reporting in The 
Netherlands. The American journal of gastroenterology. 1999;94(9):2417-22. 

167. Nitsche CJ, Jamieson N, Lerch MM, Mayerle JV. Drug induced pancreatitis. Best 
practice & research Clinical gastroenterology. 2010;24(2):143-55. 

168. Norgaard M, Jacobsen J, Gasse C, Pedersen L, Mortensen PB, Sorensen HT. Selective 
serotonin reuptake inhibitors and risk of acute pancreatitis: a population-based case-
control study. Journal of clinical psychopharmacology. 2007;27(3):259-62. 

169. Sadr-Azodi O, Mattsson F, Bexlius TS, Lindblad M, Lagergren J, Ljung R. Association 
of oral glucocorticoid use with an increased risk of acute pancreatitis: a population-based 
nested case-control study. JAMA internal medicine. 2013;173(6):444-9. 

170. Wu BU, Pandol SJ, Amy Liu IL. Simvastatin is associated with reduced risk of acute 
pancreatitis: findings from a regional integrated healthcare system. Gut. 2014. 

171. Thisted H, Jacobsen J, Munk EM, Norgaard B, Friis S, McLaughlin JK, et al. Statins 
and the risk of acute pancreatitis: a population-based case-control study. Alimentary 
pharmacology & therapeutics. 2006;23(1):185-90. 

172. Pezzilli R, Ceciliato R, Corinaldesi R, Barakat B. Acute pancreatitis due to simvastatin 
therapy: increased severity after rechallenge. Digestive and liver disease. 2004;36(9):639-
40. 



91 

173. McDonald KB, Garber BG, Perreault MM. Pancreatitis associated with simvastatin plus 
fenofibrate. The Annals of pharmacotherapy. 2002;36(2):275-9. 

174. Preiss D, Tikkanen MJ, Welsh P, Ford I, Lovato LC, Elam MB, et al. Lipid-modifying 
therapies and risk of pancreatitis: a meta-analysis. Jama. 2012;308(8):804-11. 

175. Tenner S, Baillie J, DeWitt J, Vege SS. American College of Gastroenterology guideline: 
management of acute pancreatitis. The American journal of gastroenterology. 
2013;108(9):1400-15; 16. 

176. Bexelius TS, Ljung R, Mattsson F, Lu Y, Lindblad M. Angiotensin II receptor blockers 
and risk of acute pancreatitis - a population based case-control study in Sweden. BMC 
gastroenterology. 2017;17(1):36. 

177. Weersma RK, Peters FT, Oostenbrug LE, van den Berg AP, van Haastert M, Ploeg RJ, 
et al. Increased incidence of azathioprine-induced pancreatitis in Crohn's disease 
compared with other diseases. Alimentary pharmacology & therapeutics. 
2004;20(8):843-50. 

178. Bajaj JS, Saeian K, Varma RR, Franco J, Knox JF, Podoll J, et al. Increased rates of early 
adverse reaction to azathioprine in patients with Crohn's disease compared to 
autoimmune hepatitis: a tertiary referral center experience. The American journal of 
gastroenterology. 2005;100(5):1121-5. 

179. Raninen J, Leifman H, Ramstedt M. Who is not drinking less in Sweden? An analysis of 
the decline in consumption for the period 2004-2011. Alcohol and alcoholism. 
2013;48(5):592-7. 

180. Thor S, Raninen J, Landberg J. More Drinking, More Problems-Stable Association 
Between Alcohol Consumption and Harm Among Swedish Youth 1995-2012. Alcohol 
and alcoholism. 2017. 

181. Norstrom T, Svensson J. The declining trend in Swedish youth drinking: collectivity or 
polarization? Addiction. 2014;109(9):1437-46. 

182. Ramstedt M. Alcohol and pancreatitis mortality at the population level: experiences 
from 14 western countries. Addiction. 2004;99(10):1255-61. 

183. Schmidt DN. Apparent risk factors for chronic and acute pancreatitis in Stockholm 
county. Spirits but not wine and beer. International journal of pancreatology. 
1991;8(1):45-50. 

184. Danielsson AK, Wennberg P, Hibell B, Romelsjo A. Alcohol use, heavy episodic 
drinking and subsequent problems among adolescents in 23 European countries: does 
the prevention paradox apply? Addiction. 2012;107(1):71-80. 

185. Raninen J, Livingston M, Leifman H. Declining trends in alcohol consumption among 
Swedish youth-does the theory of collectivity of drinking cultures apply? Alcohol and 
alcoholism. 2014;49(6):681-6. 

186. Rehm J, Room R, Graham K, Monteiro M, Gmel G, Sempos CT. The relationship of 
average volume of alcohol consumption and patterns of drinking to burden of disease: 
an overview. Addiction. 2003;98(9):1209-28. 



92 

187. Rossow I, Bogstrand ST, Ekeberg O, Normann PT. Associations between heavy episodic 
drinking and alcohol related injuries: a case control study. BMC public health. 
2013;13:1076. 

188. Foster S, Gmel G, Estevez N, Bahler C, Mohler-Kuo M. Temporal Patterns of Alcohol 
Consumption and Alcohol-Related Road Accidents in Young Swiss Men: Seasonal, 
Weekday and Public Holiday Effects. Alcohol and alcoholism. 2015;50(5):565-72. 

189. Niederau C, Niederau M, Strohmeyer G, Bertling L, Sonnenberg A. Does acute 
consumption of large alcohol amounts lead to pancreatic injury? A prospective study of 
serum pancreatic enzymes in 300 drunken drivers. Digestion. 1990;45(2):115-20. 

190. Wu D, Tang M, Zhao Y, Zhou S, Xu X, Wang F, et al. Impact of Seasons and Festivals 
on the Onset of Acute Pancreatitis in Shanghai, China. Pancreas. 2017. 

191. Alsamarrai A, Das SL, Windsor JA, Petrov MS. Factors That Affect Risk for Pancreatic 
Disease in the General Population: A Systematic Review and Meta-analysis of 
Prospective Cohort Studies. Clinical gastroenterology and hepatology. 2014. 

192. Oskarsson V, Sadr-Azodi O, Orsini N, Andren-Sandberg A, Wolk A. High dietary 
glycemic load increases the risk of non-gallstone-related acute pancreatitis: a prospective 
cohort study. Clinical gastroenterology and hepatology. 2014;12(4):676-82. 

193. Leitzmann MF, Tsai CJ, Stampfer MJ, Rimm EB, Colditz GA, Willett WC, et al. 
Alcohol consumption in relation to risk of cholecystectomy in women. The American 
journal of clinical nutrition. 2003;78(2):339-47. 

194. Setiawan VW, Pandol SJ, Porcel J, Wilkens LR, Le Marchand L, Pike MC, et al. 
Prospective Study of Alcohol Drinking, Smoking, and Pancreatitis: The Multiethnic 
Cohort. Pancreas. 2016;45(6):819-25. 

195. Samokhvalov AV, Rehm J, Roerecke M. Alcohol Consumption as a Risk Factor for 
Acute and Chronic Pancreatitis: A Systematic Review and a Series of Meta-analyses. 
EBioMedicine. 2015;2(12):1996-2002. 

196. Hegewald MJ, Isenberg G, Sterling RK, Cooper GS, Chak A, Sivak MV, Jr. Evaluation 
of a rapid urine amylase test using post-ERCP hyperamylasemia as a model. The 
American journal of gastroenterology. 2001;96(9):2640-5. 

197. Grotte G. Passage of dextran molecules across the blood-lymph barrier. Acta chirurgica 
Scandinavica Supplementum. 1956;211:1-84. 

198. Rippe B, Haraldsson B. Transport of macromolecules across microvascular walls: the 
two-pore theory. Physiological reviews. 1994;74(1):163-219. 

199. Moores K, Gilchrist B, Carnahan R, Abrams T. A systematic review of validated 
methods for identifying pancreatitis using administrative data. Pharmacoepidemiology 
and drug safety. 2012;21 Suppl 1:194-202. 

200. Razavi D, Ljung R, Lu Y, Andren-Sandberg A, Lindblad M. Reliability of acute 
pancreatitis diagnosis coding in a National Patient Register: a validation study in 
Sweden. Pancreatology. 2011;11(5):525-32. 



93 

201. Del Boca FK, Noll JA. Truth or consequences: the validity of self-report data in health 
services research on addictions. Addiction. 2000;95 Suppl 3:S347-60. 

202. Midanik L. The validity of self-reported alcohol consumption and alcohol problems: a 
literature review. British journal of addiction. 1982;77(4):357-82. 

203. Wennberg P, Svensson J, Ramstedt M. The effects of missing data when surveying 
alcohol habit. Nordic studies on alcohol and drugs. 2011. p. 43. 

204. Machicado JD, Amann ST, Anderson MA, Abberbock J, Sherman S, Conwell DL, et al. 
Quality of Life in Chronic Pancreatitis is Determined by Constant Pain, 
Disability/Unemployment, Current Smoking, and Associated Co-Morbidities. The 
American journal of gastroenterology. 2017. 

205. Lohr JM, Dominguez-Munoz E, Rosendahl J, Besselink M, Mayerle J, Lerch MM, et al. 
United European Gastroenterology evidence-based guidelines for the diagnosis and 
therapy of chronic pancreatitis (HaPanEU). United European gastroenterology journal. 
2017;5(2):153-99. 

 
 

  




