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e Necrotizing pancreatitis is associated with high morbidity and mortality Table 1: Baseline characteristics of patients admitted with acute pancreatitis from Model Validation
e Pancreatic necrosectomy is considered a late-stage treatment for July 01, 2013 to July 01, 2022. A total of 3493 patients were included in this study.
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Figure 1: Surgical step-up approach describing percutaneous drain placement in Alcohol 61.6 66.7 61.5 = |
addition to video-assisted retroperitoneal debridement (VARD) for pancreatic Gallstones 29.2 27.3 29.3 6 il 5 75 ]
necrosis. Adapted from van Brunschot et. al. Drug induced 1 0 1 057 " False-positive rate
. f - Oxhen 5.2 6 5,3 Figure 4: Performance of the pancreatic necrosectomy risk score was assessed in
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Purpose

Numnber-of prior CT scans [IQR] 10-2] 371-6] 1[0-2] <0.001 after 10-fold stratified cross-validation. 95% confidence intervals were calculated 200
bootstrap replications.

Open necrosectomy (%) 3%

Describe the natural history of patients admitted with acute Repeat open necrosectomy (%) 1%

pancreatitis at our center Number of prior drains [IQR] 4 [2-8] 10 [6-20] 3 [2-6] <0.001

| N Pancreatic Necrosectomy Risk Score

Develop a risk model predictive of progression to open necrosectomy = ';’dmission %) e T = =

amongst patients admitted with acute pancreatitis ARDS on admission (%) 0.2 0 0.2 0.32 log odds (open necrosectomy)= 0.08*Number of prior drains +
CVA on admission (%) 0.1 0 0.6 0.2 0.19*Male - 0.01*Race - 0.22*Etiology + 0.05*Number of prior CT +
MI on admission (%) 1.6 0 1.7 0.09 1.46*Pancreatic necrosis on CT - 1.02*0Organ failure on admission +
PE on admission (%) 0.5 0 0.5 0.21 0.94*30-day readmission - 0.21*ICU admission- 2.72
Pneumonia on admission (%) 3.1 1.9 3.1 0.24
Organ failure on admission (%) 29.1 15.2 29.5 <0.001

e Data taken from Henry Ford Multidisciplinary Treatment of Acute :'gjpl_'f; L[?S’R[]IQR] ; ‘f[[f'f_ji]] 260'86[[39;;309'79]] 7‘: {4['12"71_‘;]4] :g'zg:

Necrotizing Pancreatitis Group (HF-MUSTANG) database of patients

with pancreatits _________ Conclusions

e Inclusion criteria: adult patients >18 years old, admitted July 01, 2013 Disposition (%)
to July 01, 2022 for acute pancreatitis Toe gg'z 15577 ‘2‘?'1 e We demonstrate a risk score using 9 easily obtainable clinical factors
e Exclusion criteria: age <18 year old, admission prior to July 01, 2013 Inpatient Rehab 3.6 3.4 8.7 0.47 that robustly predict progression to pancreatic necrosectomy during the
or after July 01, 2022 Death/Hospice 135 14.9 16.3 same admission amongst patients admitted with acute pancreatitis.
Other 5.6 8 5.8 e Further study will be necessary to confirm and validate this model in

larger prospective cohorts.
“ Table 2: Multivariable logistic regression identifying risk factors at admission for

progression to pancreatic necrosectomy during the same hospital stay amongst those

e Variables of interestt were selected using backwards stepwise selection admitted with acute pancreatitis. References
with criteria for entry P = 0.1 and exit P = 0.2. Logistic regression Characterictic Odds Ratio 95% Confidence Interval
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Pancreatic necrosis on CT 4.291 <0.001 2.197 8.381 . . . . :
- 3. Sion MK, Davis KA Step-up approach for the management of pancreatic necrosis: a review of the
Organ failure on literatureTrauma Surgery & Acute Care Open 2019;4:e000308. doi: 10.1136/tsaco-2019-000308
t Models were adjusted for patient age, sex, BMI, history of hypertension, diabetes, peripheral arterial admission 0.362 0.008 0.170 0.769
disease, chronic kidney disease, chronic obstructive pulmonary disease, cerebrovascular disease, dementia, Prior 30-day readmission 2.573 0.031 1.092 6.061
myocardial ischemia in the last 6 months, chronic heart failure exacerbation in the last 30 days, etiology of ICU on admission 0.812 0.576 0.392 1.684

pancreatitis, prior 30-day readmission, number of prior computed tomography (CT) imaging, and various
serum laboratory values within 72 hours of admission



