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INTRODUCTION:
Acute pancreatitis (AP) is one of the leading causes of gastro-intestinal 

1related hospitalization across the world.  The annual incidence of AP 
2,3varies from 13 to 45/ lakh population in India.  The health care related 

2,4,5costs due to AP are expected to increase in the near future.  In spite of 
recent advances in access to health care, imaging modalities and 
interventions, AP continues to have signicant effect on morbidity and 

2,6mortality.  Three top most causes of AP are gall stone disease, alcohol 
7-9related and idiopathic.  The severity of the disease varies widely, from 

mild disease needing conservative treatment to severe and 
complicated disease with high morbidity and mortality. The diagnosis 
of the acute presentation is easy, but major challenge is the predicting 

8,9the progression of the disease course and the outcome.  This will help 
us plan the level of management for the patients with AP. Ranson's 

10 11,12criteria , bedside index for severity in acute pancreatitis  (BISAP), 
13Acute Physiology and Chronic Health Evaluation (APACHE-II) , 

14MOSS (multiple organ system score)  and modied Glasgow 
15-17prognostic score (GPS)  are scoring systems which are used in 

predicting the prognosis of AP.  There is paucity is the data using 
modied GPS score in AP. With this background, we conducted the 
present study with a goal to assess the severity of the AP in patients 
attending our emergency department.

MATERIALS AND METHODS:
A cross sectional study was conducted among the cases with AP 
attending the department of surgery of Dr Panjabrao Deshmukh 
Memorial Medical College, Amravati, Maharashtra. A total of 50 cases 
in period of 6 months were included in the present study [January 2021 
to June 2021].

All patients who presented within 48 hours of onset of the symptoms 
were included in the present study. Patients with chronic pancreatitis, 
associated with malignancy, on anti cancer treatment, age less than 18 years 
and previous history of AP were excluded from the study.

The diagnosis of acute pancreatitis has been dened by the Revised 
18Atlanta Classication  and requires at least 2 of 3 criteria be met: 1) 

Abdominal pain characteristic of Acute Pancreatitis 2) Serum Amylase and 
Serum Lipase more than 3 times the upper limit of normal 3) Ultrasound or 
Computed tomography suggestive of acute pancreatitis. Demographic, 
radiographic, and laboratory data were collected from all these patients.

  MODIFIED GLASWGOW SCORE
1]  Arterial Oxygen partial pressure < 60 mmHg (8.0 kPa)
2]  Age > 55 years
3]  WBC count >15 x10^3/mm3
4]  Serum calcium <8.0 mg/dl (2.0 mmol/L)
5]  Blood urea nitrogen >45 mg/dl (16 mmol/L)
6]  Blood glucose > 180mg/dl10 mmol/L)
7]  Serum Albumin <3.2 g/dl (32 g/L)
8]  Lactate dehydrogenase > (600 IU/L)

Each criteria had score of One.
0 to 2 score was considered Mild acute pancreatitis and >3 score was 
considered Severe acute pancreatitis.

STATISTICAL ANALYSIS:
The data was collected, compiled, and analysed using EPI info 
(version 7.2). The qualitative variables were expressed in terms of 
percentages. The quantitative variables were both categorized and 
expressed in terms of percentages or in terms of mean and standard 
deviations. The difference between the two proportions was analysed 
using chi-square or Fisher exact test.  All analysis was 2 tailed and the 
signicance level was set at 0.05.

RESULTS:
We have included 50 cases in the present study.
Table 1: Demographic particulars of the present sample
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Demographic particulars Frequency Percentage
Age

20 to 30 3 6%
30 to 40 10 20%
40 to 50 22 44%
50 to 60 10 20%

>60 5 10%
Gender

Male 32 64%
Female 18 36%

Co-morbidity
Diabetes 20 40%

Hypertension 12 24%
Ischemic heart disease 4 8%
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The mean age of the cases was 44.56 years with male preponderance. 
About 20 cases (40%) cases were diabetic, 12 cases (24%) had 
hypertension and 4 cases (8%) had Ischemic heart disease.

Table 2: Distribution based on the variables of modified Glasgow 
prognostic score

Following are the critical parameter of modied Glasgow prognostic 
score.

Partial pressure of oxygen was less than 60mmHg in 7 (14%) cases. 
Age was more than 55 years in 13 (26%) cases. White cell count more 
than 15000/mm3 in 5 (10%) cases. Blood urea nitrogen was more than 
45mg/dl in 5 (10%) cases. Serum calcium was less than 8 in 7 (14%) 
cases. Blood glucose was more than 180mg/dl in 7(14%) cases. Serum 
albumin was less than 3.2g/dl in 7 (14%) cases. Lactate dehydrogenase 
levels were more than 600IU/L in 6(12%) cases.

Of the 50 cases studied, 7 (14%) cases had severe AP according to 
modied Glasgow prognostic score.

Table 4: Association of modified Glasgow prognostic score with 
outcome

There was a signicant positive association between modied 
Glasgow prognostic score and the outcome of the patient at follow up. 
(p<0.001)

The cause of death in a case of mild pancreatitis was acute respiratory 
failure.

The cause of death in two cases of severe pancreatitis was multiorgan 
failure.

DISCUSSION:
Modied Glasgow prognostic score is one of the risk scoring systems 

17used to assess the severity of the acute pancreatitis.  Using this score, 
we categorised the patients into mild and severe cases and associated it 
with the outcome of the patients with AP. 

In our study out of 50 cases 43 cases (86%) were mild and 7 cases 
(14%) were severe acute pancreatitis. Out of 50 cases 3 (6%) died. 

19A study conducted by Alvin Tan YH et al  on 230 cases of acute 
pancreatitis out of which 194 (84.3%) had mild pancreatitis and 36 
(15.7%) had severe pancreatitis and the overall mortality rate was 8 
(4%).

20A study conducted by Simoes M et al  on 126 cases of acute 
pancreatitis out of which 90 (71.4%) had mild pancreatitis and 36 
(28.57%) had severe pancreatitis. The mortality rate was 6%.

The individual score of modied Glasgow scores in our study were 
Partial pressure of oxygen was less than < 60 mmhg in 14%, white cell 
count more than 15000/mm3 in 10%, serum calcium was < 8.0 mg/dl 

21in 14%.A study conducted by Leese T et al  reported the median 
values of arterial oxygen saturation among mild and severe cases was 
79.50 mmhg and 57.37 mmhg respectively, the white cell count among 
mild and severe cases was 13500/mm3 and 18600/mm3  respectively, 
serum calcium (mmol/l) was 8.82 mg/dl and 8.42 mg/dl respectively 
among mild and severe cases.

In our study blood urea nitrogen was > 45 mg/dl in 90% cases, blood 
glucose was more than 180 mg/dl in 14%. A study conducted by Leese 

21T et al  reported the median values of serum urea levels among mild 
and severe cases 19.21 mg/dl and 59.45 mg/dl respectively, blood 
glucose levels were 127.8 mg/dl and 165.6 mg/dl among mild and 
severe cases respectively, In our study serum albumin was less than 
3.2g/dl in 14% and Lactate dehydrogenase levels were more than 

21600IU/L in 12%. A study conducted by Leese T et al  reported the 
median values of serum albumin (g/dl) were 3.7 and 3.5 among mild 
and severe cases, serum LDH (units/l) were 306 and 457 respectively 
among mild and severe cases. These ndings were similar to our study. 
The present study had some limitations. One of the things that is to 
noted is smaller sample size and cross sectional study. Multi-centeric 
studies with larger cohort have to be conducted to get exact effect size.

CONCLUSIONS:
thThe most common age group noted for pancreatitis was 4  decade with 

male preponderance. About 14% patients had severe disease according 
to modied Glasgow prognostic score. There was a signicant positive 
association between modied Glasgow prognostic score and the 
outcome of the patient at follow up.
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Modified Glasgow prognostic score Frequency Percentage
Oxygen partial pressure
>60mmHg 43 86%
<60mmHg 7 14%
Age
<55 year 37 74%
>55 years 13 26%
White cell count

3<15000/mm 45 90%
3>15000/mm 5 10%

Serum calcium
<8.0mg/dl 7 14%
>8.0mg/dl 43 86%
Blood urea nitrogen
<45mg/dl 45 90%
>45mg/dl 5 10%
Blood glucose
<180mg/dl 43 86%
>180mg/dl 7 14%
Serum albumin
>3.2g/dl 43 86%
<3.2g/dl 7 14%
Lactate dehydrogenase levels
<600 IU/L 44 88%
>600IU/L 6 12%

Outcome Mild Severe P value
Number % Number %

Discharge 42 97.67 5 71.49 0.0061
Death 1 2.33 2 28.51
Total 43 100.00 7 100.00
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