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Antibiotic therapy as first step in the step-up approach.
Case report

Antibioticoterapia como primer paso del step up approach. Reporte de un caso.
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ABSTRACT

The objective of this study is to describe the case report of a patient with
infectious pancreatic necrosis who was treated conservatively. Results:
Although the first step of the step-up approach is percutaneous drain-
age, in selected cases, patients could be managed with medical treat-
ment. Conclusion: antibiotic therapy is indicated if the presence of an
infection is confirmed. In selected patients, it could be the only treat-
ment. Still, further validation studies are needed.
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RESUMEN
Introduccion: El objetivo del presente trabajo es describir un caso
clinico de un paciente que presentd necrosis pancreatica infectada y
se trato de manera conservadora. Resultados: Si bien el primer paso
del Step up Approach lo constituye el drenaje percttanlo, en casos
seleccionados podrian manejarse con tratamiento medico. Conclusion:
La antibioticoterapia esta indicada siempre que se demuestre infeccion,
en pacientes seleccionados podria ser el tinico tratamiento, se necesitan
mas estudios que lo avalen.
Palabras clave: Necrosis
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INTRODUCTION

Pancreatic necrosis can occur in 10% of the patients with acute
pancreatitis and it is associated with a mortality rate from 15%
to 20%. In confirmed infectious pancreatic necrosis, patients
benefit from a minimally invasive approach focused on percu-
taneous drainage and/or endoscopic debridement (step-up ap-
proach). In selected cases of patients without multiorgan failure,
antibiotic and conservative treatment can be used. This is the
case report of infectious pancreatic necrosis where conservative
treatment was performed.

CASE REPORT

Thirty-seven-year-old obese male patient. Consultation due to
epigastric pain and neurovegetative syndrome. Physical exami-
nation: jaundice. Blood testing: total bilirubin levels of 5.46 mg/

dL, direct bilirubin levels of 3.28 mg/dL. Amylasemia 3000 IU.
Abdominal ultrasound: multiple vesicular lithiasis, mobile, bili-
ary pathway and pancreas not evaluable due to pain. Computed
tomography scan: edematous pancreas. At 72 hours: persistent
epigastric pain, bilirubin of 22mg/dL. Magnetic resonance cho-
langiopancreatography: slim biliary duct, contrast passage to
duodenum, free biliary duct not confirmed (Figure 1). Endos-
copy and papillotomy are performed, and biliary sludge and
murky bile are extracted. Partial remission of pain, oral path-
way reintegrated, torpid evolution. At 21 days epigastric pain
and fever reoccur, with rising leukocytes. Computed tomog-
raphy scan shows necrotic collection located in the epiploic
transcavity, in the anterior sector of the pancreas from head to
tail, there appears to be gas inside. Magnetic resonance imag-
ing show necrotic collection of heterogeneous content (Figure
2). The watchful waiting approach is maintained based on an-
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Figure 1: Magnetic resonance cholangiopancreatography. Intra
and extrahepatic billiary duct can be seen, contrast passage to
duodenum, free biliary duct not confirmed.
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Figure 2: Magnetic Resonance imaging. Extensive necrotic collection
spreading from the head to the tail of the pancreas.

tibiotic treatment with meropenem for 14 days, oral pathway
suspended, parenteral nutrition, and proper pain management.
Infectious humoral parameters within normal ranges. Control
computed tomography scan at 6 weeks reports small collection
in the pancreatic tail, further cholecystectomy and cholangiog-
raphy without any inconveniences.

DISCUSSION

Infectious pancreatic necrosis should be treated in a joint mul-
tidisciplinary approach with a gastroenterologist, surgeon, in-
terventionist radiologist, intensivist, infectologist, and nutrition
team.” The infection pathogenesis is cause for debate although
multiple pathways are considered, hematogenous, biliary, en-
teral, and bacterial translocation.

Antibiotic therapy is indicated in the presence of an infec-
tion or when there is imaging suspicion (eg, gas in necrotic col-
lection) antibiotics with good pancreatic penetration if there are
no other gastrointestinal alterations: the intestinal mucosa bar-
rier is maintained and it prevents bacterial translocation, reduc-
es infectious complications, organ failure, and mortality.> When
it is not possible, enteral nutrition can be performed through a
nasogastric/jejunal or total parenteral feeding tube.

In infectious pancreatic necrosis the first step of treatment
begins with antibiotic therapy and percutaneous drainage delay-
ing surgery. Its disadvantage is a higher risk of pancreaticocuta-
neous fistula. Drainage of early mini-invasive Wall of Necrosis
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of imaging resolution.?
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