Acute pancreatitis —
Emergency Department

This best practice algorithm provides guidance on diagnosis and
medical management for pediatric patients with pancreatitis.
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Clinical suspicion for acute pancreatitis?
Abdominal pain compatible with acute pancreatitis

= Obtain labs (CMP, direct bilirubin and lipase) and imaging (right upper quadrant ultrasound preferred,
CT or MRI if ultrasound not available or over-read can be obtained from outside facility)

= Additional workup as indicated per provider

Acute pancreatitis diagnostic criteria met?
= Abdominal pain compatible with acute pancreatitis
= Serum lipase and/or amylase >3 times upper limit of normal
= [maging consistent with acute pancreatitis

Yes

Initial fluid resuscitation
20 mL/kg (max: 1L) bolus of LR
Repeat as necessary for goal of intravascular euvolemia
(max 60 mL/kg or 3L)

After bolus(es), initiate 1.5x maintenance fluids (max: 150 mL/hr) of LR

Initial pain/nausea management per provider discretion
= Mild pain/tolerating PO: PO acetaminophen and/or PO oxycodone

= Moderate/severe pain or not tolerating PO: IV morphine or hydromorphone

= Nausea: IV or PO ondansetron PRN

Concern for sepsis (febrile, elevated WBC, hypotensive, etc.)?

Yes No

Review pediatric sepsis algorithm No antibiotics indicated

Disposition

Hemodynamically unstable OR
Respiratory failure (HFNC/NIPPV) OR
Progressive worsening

Yes No
Mild symptoms controlled on oral medication

AND Tolerating PO intake
AND Otherwise stable for discharge

= Admit PICU with
Gl consult

= Continue appropriate Yes No
resuscitation

= Contact Riley

Children’s Health for Bl = Consult Pediatric Gl for admission
transfer or consult LT = Contact Riley Children’s Health for
(see below) outpatient transfer or yn It (see below)

&l follow-up ansfer or consult (see below

No

Concern for biliary etiology in absence of pancreatitis?
Elevated direct bilirubin, dilated common bile duct,
or gallstones or choledocholithiasis

Yes No

= Consult Pediatric Gl

= Additionally, consult Pediatric
General Surgery if concern for
cholelithiasis, choledocholithiasis
or acute cholecystitis

= Contact Riley Children’s Health for
transfer or consult (see below)

= Consider alternative
etiology
= Consider Gl consult

= Contact Riley Children’s
Health for transfer or
consult (see below)

T T

Acetaminophen 15 mg/kg/dose Q6H
(max: 75 mg/kg/day or 4,000 mg/day)

0.015 mg/kg/dose Q3H PRN

DU (max initial dose 0.5 mg)
Morphine 0.1 - 0.2 mg/kg/dose Q4H PRN
(max initial dose 4 mg)
0.1 mg/kg/dose Q6H PRN
Ondansetron (max 4 mg/dose)
0.1 - 0.2 mg/kg Q6H PRN
Oxycodone (max initial dose 5 mg)
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CONTACT RILEY CHILDREN’S HEALTH

Calling from an ED or inpatient setting? Call the IU Health Transfer
Center for transfer or consult at 877.247.1177.

Calling from an outpatient setting? Call MyRiley at 1.844.697.4539.

Disclaimer notice: This guideline summarizes publicly available data and is intended for general information purposes only and does not and is not intended to constitute medical treatment. You accept full responsibility for use of information. We do not make any
representations to its accuracy, reliability, completeness, timeliness or appropriateness for a particular purpose. We are neither responsible nor liable for any claim, loss or damage resulting from use of this information. The information should not be used in place of a visit,
call, consultation or advice of a physician or medical specialist. Information contained herein is not exhaustive and does not cover all diseases, ailments, physical conditions or their treatment. The information contained in this guideline is designed for general use. Each

clinician should use their judgment to meet the needs of each individual patient.



