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Despite advancements in the treatment of acute pancreatitis, 
early treatment remains a challenge, as mortality can reach up 
to 30% in severe cases.1 The Atlanta Classification for assessing 
the severity of acute pancreatitis was revised by international 
consensus in 2012.2 A critical aspect of pancreatitis treatment 
is the appropriate management of pancreatic fluid collections 
(PFCs). Acute pancreatitis-associated PFCs are classified as 
acute peripancreatic fluid collection, pancreatic pseudocyst 
(PP), acute necrotic collection (ANC), and walled-off necrosis 
(WON), based on the duration and presence or absence of 
necrosis.2 Particularly, disconnected pancreatic duct syndrome 
(DPDS) is linked with complications accompanied by ANC 
and WON, and characterized by stricture and discontinuity of 
pancreatic duct (PD) in PD injury. However, the guidelines for 
management of DPDS are not well established.3 The 2013 the 
International Association of Pancreatology (IAP)/the Ameri-
can Pancreatic Association (APA) evidence-based guidelines 
suggested an intervention (either radiological, endoscopic, or 
surgical) if pain or obstruction is present in DPDS with sterile 

necrotizing pancreatitis, but there was no recommendation for 
the optimal timing of PD stenting.1 However, the 2013 Amer-
ican College of Gastroenterology guideline,4 and the 2015 
revised Japanese guideline5 mentioned the role of PD stent for 
preventing post endoscopic retrograde cholangiopancreatog-
raphy (ERCP) pancreatitis. In the 2018 American Gastroen-
terological Association Institute guideline,6 the indication for 
ERCP only deals with acute biliary pancreatitis with no guid-
ance on the timing of PD stenting.

A study conducted by Xu et al. demonstrated the impor-
tance of PD stenting in acute pancreatitis-associated PFCs.7 
The study included a total of 108 patients treated for acute 
pancreatitis-associated PFCs between September 2011 and 
October 2017. ERCP was performed on 74 patients (68.5%) 
with suspected PD injury by magnetic resonance cholan-
giopancreatography (MRCP) before PFCs drainage. PD stent 
was placed in 53 (72%) of 74 patients for treatment and in 19 
(26%) patients for prophylaxis. In their case, PD cannulation 
failed in 2 (3%) patients. Using multivariate logistic regression 
analysis the authors reported that, “after adjusting for the pres-
ence of PD leak, PFC type, necrosectomy, and enteral feeding, 
PD stenting was almost five times (odds ratio [OR], 4.8; 95% 
confidence interval [CI], 1.5–12.2) more likely to achieve res-
olution within 90 days (p=0.0069)”.7 As 53 (49%) out of the 
108 patients received PD stenting for therapeutic purposes 
and the incidence of PD injury was found to be similar to that 
in previous studies on acute pancreatitis-associated PFCs, PD 
stenting can be considered as one of the important treatment 
strategies for acute pancreatitis-associated PFCs.3
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Furthermore, two aspects regarding PD stenting results ob-
tained in the above study need to be clarified. Firstly, one can 
mistakenly conclude that the 74 patients treated with ERCP 
(68.5%) exhibited better PFCs treatment outcomes than the 34 
patients who did not undergo ERCP (31%), because the au-
thors explicitly stated that the improvement of PFCs is better 
in patients with PD stenting than in those without it. However, 
one must remember that the 34 patients who did not under-
go ERCP did not show suspected PD injury on MRCP, and 
thus would not exhibit additional benefits upon PD stenting. 
Therefore, for improved clarity, it would have been useful if 
the results were presented separately for the groups showing 
suspected PD injury with and without PD stenting. Secondly, 
the timings of PFCs drainage and PD stenting have not been 
clearly defined. The algorithm of Xu et al.7 was used to per-
form ERCP before PFCs drainage. Previous studies have not 
verified whether PD stenting should be performed before or 
after the PFCs drainage. In the presence of PFCs, intralumi-
nal bulging and adhesion in the stomach and duodenum by 
extrinsic compression can hinder ERCP procedure, and thus 
may pose a risk of ERCP pancreatitis. Even in the study con-
ducted by Xu et al., 2 (3%) of the 74 patients who underwent 
ERCP with suspected PD injury on MRCP showed failed 
PD cannulation.7 Therefore, it is important to conduct com-
parative studies in the future on PD stenting before and after 
drainage procedure of the PFCs, if PD injury is suspected in 
acute pancreatitis-associated PFCs in order to determine the 
optimal timing of ERCP.

Another significant finding of the above-mentioned study 
is the importance of early enteral feeding in acute pancreati-
tis-associated PFCs. The authors used enteral feeding tubes 
in 65 (60%) of the 108 patients. However, the rate of enteral 
feeding tube insertion is higher in WON (45/52, 86.5%) than 
poorly organized fluid collection (6/13, 46%) and PP (14/43, 
33%), which were poorly organized indicative of severe disease 
requiring more frequent enteral feeding. Unlike PD stenting, 
he importance of enteral feeding is well summarized in previ-
ous studies and guidelines.1,4-6,8 The authors reported that “after 
adjusting for the presence of PD leak, PFC type, necrosectomy, 
and PD stenting, enteral feeding was 3.4 times (OR, 3.4; 95% 
CI, 1–10.9) more likely to achieve resolution within 60 days 
(p=0.0421)”. Therefore, it is noteworthy that they confirmed 
the importance of enteral feeding, as is also included in the 
existing guidelines.

In previous studies, nasojejunal feeding (NJ) has been rec-
ommended over nasogastric feeding (NG), but the superiority 
of either method is still debatable.8 The therapeutic effects of 
enteral feeding within 24 hours and after 72 hours were sim-
ilar.8 Of the 65 patients who received enteral feeding in this 
study, 5 (8%) were subjected to NJ and 60 (92%) were sub-

jected to percutaneous gastrojejunostomy (PGJ).7 The feeding 
tube can be inserted by interventional radiology, endoscopy, or 
under electromagnetic guidance. This study mostly used the 
PGJ, and not NJ or NG, which is also recommended in major 
guidelines. PGJ reduces nasal complications and patient dis-
comfort associated with long-term NJ or NG tube insertion, 
but dehiscence or leakage may develop at the site of gastrosto-
my and form a fistulous tract.8 The study conducted by Xu et 
al. also had this limitation, as it did not segregate the severity 
of acute pancreatitis.7 Enteral feeding varies depending on 
the severity of acute pancreatitis, and this might have affected 
their interpretation of results.

In conclusion, the implementation of endoscopic ultraso-
nography-guided drainage and endoscopic necrosectomy with 
early enteral feeding in acute pancreatitis-associated PFCs is 
a well-known strategy. Xu et al. demonstrated the importance 
of PD stenting by assessing the presence of PD injury in acute 
pancreatitis-associated PFCs.7 However, prospective studies to 
investigate the optimal timing of PD stenting and the effects of 
PD stenting in PFCs treatment algorithm are necessary. 
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