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Harmless Acute Pancreatitis Score

Bharti SV?, Sharma A!

ABSTRACT

Introduction: Acute Pancreatitis is a common disease in our region. It can range from mild to severe disease with high mortality
rate. It is critical to identify patients who are at high risk for a severe disease course, since they require close monitoring and
immediate aggressive treatment. Aims: To compare the effectiveness of Harmless Acute Pancreatitis Score with Ranson’s scoring
system in predicting the severity of Acute Pancreatitis. Methods: A prospective cross sectional study was done among 45 patients
who were admitted in surgery department over a period of one year with diagnosis of acute pancreatitis. If haematocrit was less
than39% in female and less than43% in male, serum creatinine less than two miligram /deciliter and no sign of peritonitis, it was
assigned as Harmless Acute Pancreatitis Score Zero. If at least one parameter was abnormal it was assigned as Harmless Acute
Pancreatitis Score +. Severe pancreatitis (poor prognosis) was considered in those who required Intensive Care Unit care, who had
in hospital mortality and who had hospitalization of more than five days. Patients with on admission Ranson’s score of more than
three were suspected to have severe Pancreatitis. Results: There were total 45 patients, 18 females and 27 males. Twenty four
patients were assigned as Harmless Acute Pancreatitis Score zero and 21 patients were assigned as Harmless Acute Pancreatitis
Score +. Harmless Acute Pancreatitis Score was able to predict correctly in 18 out of 26 patients who fulfilled the criteria of poor
prognosis (p<0.001). Conclusion: Harmless Acute Pancreatitis Score proved to be a better screening tool compared to on admission
Ranson’s scoring system to predict the severity of Acute Pancreatitis, which may help predict the prognosis of the patient.
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INTRODUCTION

Acute pancreatitis (AP) is one of the most common diseases of
the gastrointestinal tract that requires urgent hospitalization
and despite the special care is still associated with significant
morbidity and mortality worldwide.! Even after the advances in
the treatment of severe AP the hospital mortality rate remains
high.>®* The average mortality rate approaches 2-10%.* A
number of predictive scoring systems have been developed
with the aim of assisting the clinicians in predicting prognosis
during the early phase. The Ranson’s and the Modified
Glasgow Score contain data not routinely collected at the time
of hospitalization.>® In addition, both require 48 hours to be
completed, missing a potentially valuable early therapeutic
window.”

The most commonly utilized predictive scoring system for
clinical research studies in AP is the Acute Physiology and
Chronic Health Examination (APACHE) I11.8 However, the

APACHE Il was originally developed as an intensive care tool
and requires the collection of a large number of parameters,
some of which may not be relevant to prognosis in AP.°

The recently developed new scoring systems such as the
Bedside Index of Severity in Acute Pancreatitis (BISAP) and the
Harmless Acute Pancreatitis Score (HAPS) involve a simplified
approach that can be performed during the first 24 hours of
hospitalization. The HAPS can predict a non-severe disease
course with 96-97% specificity with a positive predictive value
of 98%.°

METHODS

This was a hospital based cross-sectional prospective study
conducted among 45 patients, who presented with first
episode of acute pancreatitis. These patients were admitted
in the surgery department of Nepalgunj Medical College and
Teaching Hospital, Kohalpur. The study was conducted over a
period of one year (February 2020 to January 2021). Ethical
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approval was taken from Institutional Review Committee (IRC).

All patients over 18 years with primary diagnosis of first episode
of AP, presenting within 48 hours of onset of symptoms were
included and patients with comorbidities like hypertension,
diabetes mellitus, heart disease, chronic kidney disease,
chronic liver disease and patients with recurrent pancreatitis
or chronic pancreatitis were excluded.

Data including age, sex and etiological factors were recorded.
Serum hematocrit and serum creatinine levels were recorded
which was sent on admission in Emergency Department (ED)
and signs of peritonitis were recorded after evaluation by the
surgical team. Informed consent was taken and HAPS was
recorded on admission. If all three parameters were normal;
haematocrit less than 39% in females and less than 43% in
males, serum creatinine less than two miligram/deciliter and
no signs of peritonitis, it was assigned as HAPS 0 and was
predicted to follow the non-severe course. If at least one
parameter was abnormal it was assigned as HAPS +. Similarly,
these patients were also evaluated on the basis of Ranson’s
criteria on admission and divided into Ranson’s low risk and
high risk categories.

Patients were categorized as Ranson’s low risk if on admission
Ranson’s score was less than three and high risk, if on
admission score was more than three. Patients with Ranson’s
score of more than three were predicted to have severe AP.
Severe pancreatitis (poor prognosis) was considered in those
who required ICU care, who had in-hospital mortality and/or
who had hospitalization for more than five days. Data were
processed and analyzed by using Statistical Package for Social
Science (SPSS) software version 25.P value less than 0.05 was
considered statistically significant.

RESULTS

This study enrolled 45 patients who were diagnosed with first
episode of AP. The mean age was 42.23 years. There were
27 male patients and 18 female patients enrolled. The most
common etiology was biliary, followed by alcohol and less
common etiology was idiopathic. (Figure 1)

HAPS and on admission Ranson’s score was calculated for
all the patients. There were 24(53%) patients in the HAPS-0
group and the remaining 21(46%) patients had at least one
parameter positive who were grouped as HAPS+. According to
the Ranson’s score, 37(82%) patients were classified as low risk
(<3 points) and 8(17%) were classified as high risk (>3 points).

In our study, serum haematocrit was high in 3(6.6%) of total
45 patients. Serum creatinine was more than two miligram/
deciliter in nine patients (20%).Signs of peritonitis were
present in nine out of 45 patients (20%) as well. Also, there
were 8 patients (26.6%) having both peritonitis and creatinine
level more than two milligram/deciliter. Three patients (22.2%)
fulfilled all the three parameters for HAPS+.

Out of twenty one patients who were HAPS +, eight of them
had on admission Ranson’s score more than three while 13

patients had on admission Ranson’s score less than three. Eight
patients who were categorized as HAPS + and Ranson’s score
more than three had poor prognosis. However, 10 patients
with HAPS+ but Ranson’s score less than three also had poor
prognosis. The sensitivity of HAPS was 85.71% while specificity
was 66.7%. (Figure 2) (Table | and I1)

Among the 24 patients with HAPS 0 and Ranson’s score less
than three (low risk), eight patients had poor prognosis of
which five patients had to be admitted in the hospital for more
than five days and three patients required ICU admission. The
remaining 16 patients were admitted for less than five days in
the general ward and eventually discharged. However, there
were no patients who were HAPS 0 with Ranson’s score more
than three.(Figure 2)(Table 1) Similarly, the 21 patients with
HAPS+, 13 patients had Ranson’s score less than three, of which
four patients were admitted in the general ward for more than
10 days and six patients ultimately required ICU admission. The
remaining three patients were discharged within five days after
admission in the general ward. The eight patients who were
HAPS+ with Ranson’s score more than three, all were admitted
in the ICU. These patients gradually improved after which they
were shifted to the general ward and discharged accordingly.
There was no mortality among the patients enrolled in this
study.(Figure 2)(Table Il)Average length of stay was 4.4 days
for HAPS 0 group as compared to 7.2 days for HAPS + group.
The data showing the association between the HAPS and on
admission Ranson’s score with poor prognosis of the patients
were statistically significant (p<0.001).
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Figure 1: Etiological and sex distribution of AP
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Figure 2: Flow chart of categorization of patients on the basis of Harmless
Acute Pancreatitis Score and Ranson’s Criteria with Prognosis

Poor Prognosis

Ranson’s Score HAPS 0 Poor prognosis No

Yes
Ranson <3 (low risk) 24 8 16
Ranson >3 (high risk) 0 0 0

Table I: Poor prognosis with HAPS 0 and Ranson’s Score

HAPS + Poor Poor
prognosis Yes prognosis No

Ranson’s Score

Ranson <3 (low risk) 13 10 3

Ranson >3 (high risk) 8 8 0

Table 2: Poor prognosis with HAPS + and Ranson’s Score

DISCUSSION

AP usually presents with acute persistent upper abdominal
pain, nausea and vomiting.!! Two most common etiologies for
AP are gallstone and alcohol consumption. Gall stone was most
common etiology in our study as shown in previous study.?
Although, majority of patients runs a mild course, detecting
the small portion of patients who will progress to severe
disease is important. It is essential to identify these subgroups
of patients who will go on to develop adverse outcomes and
severe disease early in the course. If appropriate aggressive
treatment modality is administered in the early stage of
disease then the mortality rate can be lowered.?

Syrac AV et al reported that severe pancreatitis was more
common in etiology other than billiary.? In our study among
forty five patients, in twenty seven patients (60%) etiology
was biliary followed by alcohol consumption in fifteen patients
(33%). Criteria for poor prognosis was present in fourteen
(51%) out of twenty seven patients with biliary etiology,
compared to nine (60%) out of 15 patients with etiology
as alcohol consumption. As in previous study sex was not
statistically significantly associated with the severity of AP (p
value more than0.5).2 Syrac AV et al reported that HAPS was
able to predict poor prognosis in 59% of patients who did not
fulfill HAPS compared to on admission Ranson’s score which
was able to predict in less than 40% patients.' In our study
predefined poor prognosis were found in twenty one (46.7%)
of patients among the total 45 patients. Of these severe AP
patients, HAPS was able to predict poor prognosis in 18 out of
21 patients (40%), as compared to Ranson’s admission score
which was able to predict poor prognosis in eight out of twenty
one patients (17.7%). It was comparable to this study.

Parekh R et al reported average length of stay in hospital which
was 4.3 days for patient with normal HAPS and 6.2 days for
patients with abnormal HAPS.* In our study average length of
stay in hospital was 4.4 days for patients who were assigned as
HAPS 0 compared to 7.2 days for patient who were assigned as
HAPS +, which was comparable to this study.

Syrac AV et al reported specificity and positive predictive
value of HAPS in determining ICU care was 81% and 96%
respectively.' Among the 24 patients with HAPS 0 and
Ranson’s score less than three (low risk), three patients
required ICU admission. Similarly, the 21 patients with HAPS+,
13 patients had Ranson’s score less than three, of which six
patients required ICU admission. The eight patients who were
HAPS+ with Ranson’s score more than three were admitted
in the ICU. Therefore, total 17 patients were admitted in the
ICU. The sensitivity of HAPS was 85.71% and Sensitivity was
66.7%. Although the HAPS score appears to be a promising
new stratification scheme for severity in AP, the effect of these
hospital-based interventions on the clinical course of their
patient cohort should be reported. Until then, patient with
predicted harmless disease based on HAPS criteria should not
be discharged home from the ED.

LIMITATIONS

The sample size was small. Similarly, the duration of the study
was also a year. Had it been a study of longer duration, larger
sample size with more precise and accurate results would have
been achieved.

CONCLUSION

Harmless Acute Pancreatitis Score proved to be a better
screening tool compared to on admission Ranson’s scoring
system to predict the severity of Acute Pancreatitis, which may
help predict the prognosis of the patient.
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