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Recurrent acute biliary pancreatitis (RABP) is a common condition associated with an
increase in hospital admissions, morbidity, mortality, and healthcare costs. This
editorial will attempt to discuss the issue’s current status as well as actions for its
prevention.

Recurrent biliary pancreatitis is a common occurrence in our setting and represents a
life-threatening risk for patients as well as a considerable resource burden on our
health care system, despite being preventable when clinical practice guidelines are
followed.

Following complete recovery from an initial AP event, the rate of readmissions for this
condition is 10-32 % (1,2). While the term “recurrent acute pancreatitis” (RAP) has
been used in the medical literature since the middle of the last century, given the
ambiguity associated with its definition, etiology and management, an expert group
was set up in 2018 to provide a consistent, consensus, useful definition for clinicians in
daily practice and, especially, to allow comparison among studies. Thus, RAP was
defined as more than one AP episode, with episodes at least 3 months apart and no

evidence of underlying chronic pancreatitis or data suggesting the intial event did not
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resolve completely (e.g., presence of pseudocysts or walled-off necrosis) (3).
Therefore, episodes of abdominal pain and/or elevated pancreatic enzymes within 3
months after an AP event are considered a complication of the index AP rather than a
new episode.

RAP not only contributes to increasing care costs but also determines morbidity and
mortality, has a negative social and emotional impact on patients (4), and worst of all
may trigger the development of chronic pancreatitis and exocrine pancreatic
insufficiency (5). Therefore, efforts should be maximized to appropriately treat a first
AP episode in order to avoid recurrence.

What are the causes of RAP? Any etiology of AP may be a cause of RAP: lithiasis and
biliary sludge, congenital abnormalities such as pancreas divisum or annular pancreas,
causes of pancreatic duct obstruction such as hypertonic Oddi’s sphincter, genetic
disorders, autoimmune disorders, occult pancreatic malignancies, and so-called
idiopathic AP, where no predisposing factor is found. Of all these, biliary lithiasis,
which represents the commonest cause of AP (40-70 % of events) (6,7), also is the
most common etiologic factor of RAP (32-62 %), as shown by studies reported in the
literature (8-11).

The next question we pose is, which is the cause of this high rate of RABP? The answer
lies, no doubt, in low adherence to recommendations made by clinical guidelines (12).
While the exact timing of cholecystectomy after a first admission for biliary AP has
been subject to controversy, all scientific societies presently support early laparoscopic
cholecystectomy for mild biliary AP, during the same admission if possible or within 4
weeks of discharge at most (13-16). In this regard a Dutch pancreas team carried out a
multicenter study in 266 patients with mild biliary AP. It showed that cholecystectomy
during the same hospital stay not only prevents readmissions for biliary RAP but also
reduces cholelithiasis-related morbidity and mortality without rendering the technique
more challenging or increasing reconversion to open surgery rates (17). Some authors
even suggested that cholecystectomy be performed within 24 hours of admission for
predictably mild biliary AP in patients younger than 75 years with a low surgical risk
(ASA < lll), which would translate into reduced hospital stay and reduced need for

endoscopic retrograde cholangio-pancreatography (ERCP) subsequently (18).
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Furthermore, the management of severe biliary AP, which is luckily less common, is
more complex and cholecystectomy must be delayed until local complications are
solved (13-16). Similarly, in patients not fit for cholecystectomy whether because of
older age, morbidity, or surgery rejection, endoscopic sphincterotomy represents a
good alternative to prevent further attacks of biliary AP (19,20).

In this issue of The Spanish Journal of Gastroenterology, Parra-Membrives et al. (21)
clearly show that patients not undergoing cholecystectomy after a first episode of
biliary AP are at risk of developing subsequent biliary complications; specifically, 23 of
their 104 patients without cholecystectomy (22 %) developed at least one additional
episode of AP.

Our experience corroborates the data reported by these authors. In our 6-year study
(data pending publication), 200 of 367 patients admitted for biliary AP underwent
cholecystectomy, and only 3.4 % of these had a new AP episode versus 32.9 % of those
who had not undergone the procedure.

Nevertheless, despite the above data and recommendations by clinical practice
guidelines (12), early cholecystectomy remains uncommon (during the same admission
or within 2-4 weeks of discharge at most). This lack of adherence to clinical practice
guidelines is unfortunately widespread, as shown in the literature. In our country,
according to Bejarano et al. (22), despite a high rate of cholecystectomies after mild
biliary AP (70.6 %), waiting time (median, 97 months) is far longer than recommended.
The authors warn of the negative consequences longer waiting lists had for their
patients, where 51 of 55 admissions for recurrent biliary AP corresponded to non-
cholecystectomized individuals. In the Italian study by Stigliano et al. (11), which
assessed the recurrence rate of biliary AP, 38.4 % of patients had undergone no
cholecystectomy or ERCP, and only 16.8 % of those cholcystectomized had received
the procedure within a reasonable time frame of 30 days. The situation is similar in the
USA, where Berger et al. (23) described that only 56 % of their patients had early
cholecystectomy performed. This fact improved their RABP rate (5% vs 20 %), and
when the reasons why no surgery had been carried out were investigated, surprisingly,
up to 22 % of their patients had not even been referred to a surgeon. On the other

hand, in the national American study by Bial et al. (24), same-admission



cholecystectomy rates in the USA have worsened over time: 48.7 % in 2004 and 46.9 %
in 2009, decreasing further down to 45 % in 2014, with no parallel increase in
sphincterotomies. These authors blame delayed cholecystectomy on attempts at
shortening hospital stays to deceitfully reduce admission-associated costs even at the
risk of future readmissions, which would ultimately raise health care expenses.

In summary, in answering the question whether there is a way of decreasing
readmissions for AP, we may safely say there is one in the significant subset of patients
readmitted for RABP, namely early cholecystectomy. However, we are all aware of the
long waiting lists for surgery hospitals have, and the shortage of health care resources
at present. It is therefore crucial that fluent communications with surgeons be
established so that following mild AP these patients may be prioritized for
cholecystectomy during the same admission or within 30 days of discharge at most.
ERCP with sphincterotomy would be a valid alternative for patients unfit for
cholecystectomy. By complying with the recommendations offered by clinical
guidelines on the management of biliary AP not only shall we reduce health care
expenses but also AP-associated morbidity and mortality. While AP is certainly not a

malignancy, it does determine significant quality-of-life issues and a potential risk for

functional deterioration and progression to chronic pancreatic disease.
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