
Dear Editor,

We read the article entitled “Early prediction of organ 
failure under the revised Atlanta classification” with 
great interest (1). Prediction of the severity of acute 
pancreatitis is a highly attractive issue, which is impor-
tant for determining early triage, aggressive resuscita-
tion of the patient, and the need to refer to an intensive 
care unit. The authors conducted a retrospective study 
among 214 patients with acute pancreatitis in order to 
determine conventional laboratory tests and scoring 
systems that could predict the development of organ 
failure at an early stage. 

The authors found that among all laboratory tests, de-
termination of serum calcium, arterial partial pressure of 
oxygen (PaO2), and base excess levels had the highest 
predictive value. However, the positive predictive values 
of these tests were low (between 22.2% and 40%). At 
the same time, the authors found that compared with 
APACHE II and BISAP scores, the extrapancreatic inflam-
mation on computed tomography (EPIC) score had the 
highest accuracy (AUROC: 0.82). However, the positive 
predictive value of the EPIC score was 36%, which is 
much more important than that of ROC curve analysis in 
clinical decision making. On the other hand, the APACHE 
II score had a higher PPV (80%) and a sensitivity of 12.5%, 
which was significantly lower than that reported in the 
literature. We think that this may be due to the exclusion 
of cases that developed organ failure before admission 
to the hospital. In addition, the authors calculated BISAP 
and APACHE II scores only on the basis of data obtained 
within 24 hours of hospital admission. It is well known 
that the APACHE II score has a poor predictive value at 
24 hours. In other words, it has a high false-positive rate. 
However, increasing levels during the first 48 hours is 
more useful and can predict a severe disease. With re-
gard to other laboratory tests, we wonder why the au-
thors did not consider hematocrit levels. 

The authors calculated the EPIC score by performing 
a CT scan before or on the same day of organ failure 
diagnosis. They found that the EPIC score had 73.6% 
specificity. However, PPV of the EPIC score was 36%. In a 
previous report, the EPIC score was found to be a better 

predictor of outcome than CTSI and Balthazar scores. 
However, a CT scan was performed at least 3 days af-
ter the onset of symptoms (2). Morphological changes 
and organ failure are not directly proportional. The de-
velopment of organ failure depends on the individual’s 
response to the initial insult. At the same time, it is well 
known that optimal timing for initial CT is at least 72 
hours after the onset of symptoms (3). An earlier CT 
may miss or underestimate the necrosis. Furthermore, 
an early CT does not change the management of the 
patient and improve the clinical outcome. Therefore, 
patients may need to undergo a second CT scan de-
pending on their clinical course. Do the authors sug-
gest that an early CT is practical in this regard? Is it rec-
ommended to perform a CT scan in an asymptomatic 
patient? The authors found no significant difference be-
tween the laboratory markers and scoring systems of 
patients with transient and persistent organ failure. We 
wonder about the details regarding their fluid resuscita-
tion protocol and whether the transient and persistent 
organ failure groups were similar in this regard.
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How to predict the severity of acute pancreatitis?  
An ongoing debate
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