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Abstract

AIM: Pituitary adenylate cyclase activating-peptide (PACAP)
is a late member of the secretin/glucagon/vasoactive
intestinal peptide (VIP) family of brain-gut peptides. It is
unknown whether PACAP takes part in the development of
acute pancreatitis and whether PACAP or its antagonists
can be used to suppress the progression of acute pancreatitis.
We investigated the actions of PACAP and its receptor
antagonists in acute pancreatitis on rats.

METHODS: Acute pancreatitis was induced in rats with
caerulein or 3.5% sodium taurocholate. The rats were
continuously infused with 5-30 g/kg PACAP via jugular
vein within the first 90 min, while 10-100 g/kg PACAP6-27
and (4-Cl-D-Phe6, Leu17) VIP (PACAP receptor antagonists)
were intravenously infused for 1 h. Biochemical and
histopathological assessments were made at 4 h after
infusion. Pancreatic and duodenal PACAP concentrations
were determined by enzyme-linked immunosorbent assay
(ELISA). Chinese ink-perfused pancreas was fixed, sectioned
and cleared for counting the functional capillary density.

RESULTS: PACAP augmented caerulein-induced pancreatitis
and failed to ameliorate sodium taurocholate-induced
pancreatitis. ELISA revealed that relative concentrations
of PACAP in pancreas and duodenum were significantly
increased in both sodium taurocholate- and caerulein-
induced pancreatitis compared with those in normal controls.
Unexpectedly, PACAP6-27 and (4-Cl-D-Phe6, Leu17) VIP could
induce mild acute pancreatitis and aggravate caerulein-
induced pancreatitis with characteristic manifestations of
acute hemorrhagic/necrotizing pancreatitis. Functional
capillary density of pancreas was interpreted in the context
of pancreatic edema, and calibrated functional capillary
density (calibrated FCD), which combined measurement
of functional capillary density with dry weight/wet weight
ratio, was introduced. Hyperemia or congestion, rather
than ischemia, characterized pancreatic microcirculatory
changes in acute pancreatitis.

CONCLUSION: PACAP may take part in the pathogenesis
of acute pancreatitis in rats. The two PACAP receptor

antagonsits might act as partial agonists. Calibrated functional
capillary density can reflect pancreatic microcirculatory
changes in acute pancreatitis.
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INTRODUCTION

The pathogenesis of acute pancreatitis has not been well
understood until now. Its therapies are primarily supportive
measures, and the morbidity and mortality of acute hemorrhagic/
necrotizing pancreatitis are still high[1]. Various factors have
been tested in experimental acute pancreatitis, among them
brain-gut peptides, including cholecystokinin (CCK), glucagon,
secretin and somatostatin, are the subjects of intensive study[2-4].
Pituitary adenylate cyclase-activating peptide (PACAP), which
was characterized by the end of last century, is a member of the
secretin/glucagon/vasoactive intestinal peptide (VIP) family
of brain-gut peptides[5]. PACAP exists in nerve fibres in all
compartments of the pancreas. Its three characterized receptors
are distributed in the pancreas[6,7] suggesting its possible actions
on this organ. PACAP can stimulate pancreatic exocrine and
endocrine secretions[5,8-14]. It is a highly potent vasorelaxant
peptide, which can dilate blood vessels and increase pancreatic
blood flow, notably in the exocrine part of pancreas[15,16].
However, it is unknown whether PACAP takes part in the
development of acute pancreatitis and whether PACAP or its
antagonists can suppress the progression of acute pancreatitis.
     Microcirculatory impairment has been considered as an
important pathogenic factor of acute pancreatitis[21-25]. Edematous
pancreatitis is associated with hyperemia of pancreas. But in acute
hemorrhagic/necrotizing pancreatitis, intravital microscopy often
shows reduced functional capillary densities of pancreata[26,27].
This change is termed ischemia by some authors. However,
acute pancreatitis is always accompanied with pancreatic
edema, i.e., widening of interlobular septa and separation of
acinar cells, and this change was previously ignored when the
functional capillary density was calculated.

MATERIALS AND METHODS

Materials
PACAP-27, PACAP6-27, (4-Cl-D-Phe6, Leu17) VIP, caerulein and
sodium taurocholate were purchased from Sigma Company (St.
Louis, USA). Goat polyclonal antibody against PACAP C-19 was
obtained from Santa Cruz Biotechnology, Inc. (Santa Cruz, USA).



Experimental design
Male Wistar rats, weighing 190-360 g, were obtained from the
Laboratory Animal Center of Sichuan University. Experiments
were performed in accordance with Chinese regulations
concerning the use of laboratory animals. After the rats were
fasted overnight but with free access to water, they were
anesthetized with intraperitoneal administration of 50 mg/kg
sodium pentobarbital, and their left jugular veins were catheterized.
They were observed for 4 h, then re-anesthetized and
laparotomized. Blood was collected via inferior vena cana for
the measurement of serum amylase, and the duodenal portions
of pancreas were rapidly excised. One part of the pancreas was
blotted dry and weighed, then desiccated at 80 ℃ for 24 h and
re-weighed. The dry weight/wet weight ratio was thus
calculated, representing the presence and extent of pancreatic
edema. Another part of the pancreas was fixed with 100 mL/L
formaldehyde, embedded in paraffin, and sectioned for
hematoxylin-eosin staining.
    Five-and-half µg/kg and 7.5 µg/kg caerulein were
subcutaneously injected into the nape at 0 and 1 h, respectively,
to induce mild acute pancreatitis. Five mL/(kg·h) normal saline
was intravenously infused to maintain water and electrolyte
balance.
        Immediately after the catheterization of jugular vein, an upper
midline abdominal incision was made and a small cannula was
retrogradely placed into biliopancreatic duct transduodenally.
A small clip was applied at the proximal part of the biliopancreatic
duct. One milliliter per kilogram 3.5% sodium taurocholate was
infused via the cannula. The infusion was begun after a five-
minute stabilization period and the infusion pressure was kept
below 30 mmHg. As venous catheterization plus laparotomy
would pose a greater challenge to homeostasis, and ascites would
produce in this group, the animals were readily dehydrated and
7.5 mL/(kg·h) normal saline was administered intravenously.
       Rats were intravenously administered 5 (n = 11), 10 (n = 11),
15 (n = 11) and 30 µg/kg (n = 11) of PACAP diluted in normal
saline in the first 90 min, followed by infusion of 5 mL/(kg·h)
normal saline.
       The rats with caerulein-induced pancreatitis were administered
15 (n = 11) or 30 µg/kg (n = 11) of PACAP intravenously in the
first 90 min, followed by infusion of 5 mL/(kg·h) normal saline.
       The rats with sodium taurocholate-induced pancreatitis were
intravenously administered 5 (n = 6) or 10 µg/kg (n = 11) of
PACAP in the first 90 min, followed by infusion of 7.5 mL/(kg·h)
normal saline.
      Normal rats were intravenously administered 10 (n = 6) or
100 µg/kg (n = 6) of PACAP6-27 diluted in normal saline within
the first 60 min, followed by infusion of 5 mL/(kg·h) normal saline.
    The rats with caerulein-induced pancreatitis were
intravenously infused 10 (n = 6) or 100 µg/kg (n = 6) of PACAP6-27
within the first 60 min.
       The rats with sodium taurocholate-induced pancreatitis were
intravenously administered 10 (n = 6) or 100 µg/kg (n = 6) of
PACAP6-27 within the first 60 min.
       The experimental designs for (4-Cl-D-Phe6, Leu17)VIP were
essentially the same as that for PACAP6-27, i.e., normal rats or rats
with caerulein-induced pancreatitis or rats with sodium taurocholate-
induced pancreatitis were intravenously infused 10 (n = 6) or
100 µg/kg (n = 6) of (4-Cl-D-Phe6, Leu17)VIP within the first 60 min.
      The jugular veins of 15 normal rats were catheterized and
normal saline was infused at 5 mL/(kg·h) for 4 h.

Functional capillary density
At the end of experiment, at a site distal to the origins of renal
arteries and proximal to the aortic bifurcation, a small catheter
was retrogradely placed into aorta, then 100 IU of heparin was

injected via the catheter. The thoracic segment of inferior vena
cava was cut, and thoracic aorta was ligated, then warm
heparinized-normal saline was infused through the catheter
with an infusion pressure not exceeding 120 mmHg. When the
outflow was clear, undiluted Chinese ink was injected. One to
two hours were needed for the hardening of Chinese ink in the
vessels. Finally the pancreatic head was removed, fixed with
100 mL/L formaldehyde, and embedded in paraffin. Each specimen
was cut into three 20 µm thick sections, and cleared with
dimethylbenzene for assessment of functional capillary density.
     Functional capillary density was defined as the capillary
length of all RBC-perfused capillaries (here Chinese ink-perfused
ones) per observation area. Quantification of functional
capillary density was made possible by connecting Olympus
Provis AX70 microscope with Panasonic BT-H1450Y color
monitor through Olympus U-PMTVC. According to the method
described by Schmidt-Schönbein et al, a grid was printed on a
transparency and fixed on the screen of the monitor. Five fields
in each section were randomly superimposed on the grid,
intersections between the grid and capillaries were counted twice,
and the functional capillary density was calculated according to
the following equation[28].

Lc = Π/2×Nc/2×P×d, where Lc = perfused capillary length
(dimension /cm), Nc = mean for numbers of intersections,
P = number of squares in the grid, and d = length of the edge of
the grid. The mean calculated from 10 fields in each section
represented the functional capillary density of that section.

ELISA for PACAP
Pancreatitis was induced by caerulein and sodium taurocholate
as described above. At the end of experiment, the pancreas and
a segment of duodenum were rapidly excised and weighed.
The specimens were then immersed in 10-fold (volume/
pancreatic weight) 0.2 mol/L Tris-HCl buffer (pH 7.3) containing
20 mmol/L EDTA, immediately boiled (100 ℃) for 10 min to
denature residual protease activity, and homogenized for 30 s.
The homogenates were centrifuged 2 000 g for 10 min at 4 ℃.
The supernatant was stored at -70 ℃ for later assay.
       Since commercial PACAP ELISA kit was not available, the
following procedure was adopted. In brief, 10 µL supernatant
of duodenal tissue or 50 µL pancreatic supernatant was mixed
with 1 mL 0.05 mol/L carbonate buffer (pH 9.6), and the mixture
was incubated in a 96-well plate overnight at 4 ℃. After blocking
with 10 mL/L bovine serum albumin at 37 ℃ for 2 h, anti-PACAP
antibody at a dilution of 1:1 000 was incubated overnight at
4 ℃. Then biotinylated rabbit anti-goat IgG at a dilution of 1:200
was incubated at room temperature for 1.5 h. Horseradish
peroxidase streptavidin at a dilution of 1:200 was incubated for
1 h, and then for another 30 min with substrate solution (TMB
and H2O2 dissolved in phosphate-citric acid buffer). The
reaction was terminated with 2 mol/L H2SO4, and the plate was
read at 450 nm on a Bio-Rad Model 550 microplate reader.
       A supernatant was randomly chosen as a standard, serially
diluted, by the same procedure of assay as described above. A
standard curve consisting of optical density and relative
concentration could thus be plotted. Relative concentrations
of PACAP could be calculated from optical densities read by
the microplate reader.

Light microscopy
Each paraffin-embedded specimen was cut into three 5 µm thick
sections, which were stained with hematoxylin and eosin. The
severities of histopathological changes (i.e., pancreatic hemorrhage,
necrosis, vacuolization of acinar cells and leukocyte infiltrate)
were graded as follows: 0 for normal; 1 for changes found on
one section; 2 for changes detected on two sections; and 3 for
changes observed on three sections. Although this scoring
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system was not satisfactory, it matched the severities of
histopathological changes.

Assays
Blood for amylase assay was collected from inferior vena cava,
and sent to the Medical Assay Center of our hospital and
assayed for serum amylase with Beckman coulter CX7 Super
Clinical System Synchron. Peritoneal fluid/ascites was also
assayed for amylase and nucleated cells.

Statistical analysis
All data was expressed as mean±SE. The differences between
the means of all studies were analyzed by using analysis of
variance. P<0.05 was considered statistically significant.

RESULTS

Animal models
The pancreas of control group was macroscopically and
microscopically normal. Caerulein-induced pancreatitis was
characterized by gross swelling of pancreas, histological
evidence of edematous pancreatitis (acinar cell vacuolization,
leukocyte sequestration and edema) and significant increase
in serum amylase. Sodium taurocholate-induced pancreatitis
was characterized by marked enlargement of pancreas, gross
hemorrhage, saponification of pancreas and peripancreatic
tissues, ascites formation, histological evidence of acute
hemorrhagic/necrotizing pancreatitis (bleeding, parenchymal
necrosis, acinar cell vacuolization, marked leukocyte infiltration
and severe edema) and significant increase in serum amylase.

Effect of PACAP on normal pancreas
The pancreas of PACAP-treated rats was grossly normal.
Pancreatic dry weight/wet weight ratio was insignificantly
decreased by PACAP treatment. Serum amylase was mildly
increased. Acinar cell vacuolization, leukocyte sequestration
and parenchymal necrosis were histologically observed in some
cases (Tables 1-3).

Effect of PACAP on caerulein-induced pancreatitis
PACAP treatment aggravated the pancreatic edema. There were
gross hemorrhage and pancreatic/peripancreatic saponification
in some cases. Ascites occurred in 3 and 8 cases of caerulein
plus 15 µg/kg PACAP group and caerulein plus 30 µg/kg PACAP
group, ranging from 1.5 to 2.5 mL and from 0.5 to 2.5 mL, respectively.
Amylase level in ascites varied widely. Microscopically, PACAP
treatment led to bleeding and parenchymal necrosis in caerulein-
induced pancreatitis, and greatly aggravated acinar cell
vacuolization (Tables 1-3).

Effect of PACAP on sodium taurocholate-induced pancreatitis
PACAP treatment insignificantly improved pancreatic edema.
Serum amylase was significantly reduced by 10 µg/kg PACAP
in sodium taurocholate-induced pancreatitis (P<0.05).
Hemorrhage was aggravated, and occasionally 2-7 foci of
hemorrhage were found on a single section (Tables 1-3).

PACAP levels in pancreas and duodenum
In both sodium taurocholate- and caerulein-induced pancreatitis,
relative concentrations of PACAP in pancreas and duodenum
were found to be significantly increased compared with the
normal control (Table 4).

Effect of PACAP6-27 on normal pancreas
No gross change in pancreas was found after PACAP6-27
treatment. Serum amylase was significantly elevated compared
with normal control. Pancreatic dry weight/wet weight ratio
slightly decreased. Microscopically, leukocyte sequestration was
evident (Tables 5-7).

Effect of PACAP6-27 on caerulein-induced pancreatitis
PACAP6-27 treatment aggravated caerulein-induced pancreatitis.
Severe vacuolization of acinar cells, pancreatic bleeding and
parenchymal necrosis, characteristics of acute hemorrhagic/
necrotizing pancreatitis, were evident (Tables 5-7).

Effect of PACAP6-27 on sodium taurocholate-induced pancreatitis
PACAP6-27 treatment augmented serum amylase elevation
induced by intraductal injection of sodium taurocholate. The
infusion of 100 g/kg PACAP6-27 led to extensive pancreatic
hemorrhage in one case of sodium taurocholate-induced
pancreatitis (Tables 5-7).

Effect of (4-Cl-D-Phe6, Leu17)VIP on normal pancreas, caerulein-
induced pancreatitis and sodium taurocholate-induced pancreatitis
(4-Cl-D-Phe6, Leu17)VIP showed similar effects as PACAP6-27
(Tables 5-7).

Functional capillary density of pancreas
Pancreatic functional capillary density was slightly but
significantly increased in caerulein-induced pancreatitis,
whereas other experimental groups showed reduced functional
capillary densities compared with controls (Table 8). These
findings are consistent with other researches[26,27]. When
examined closely, functional capillary density might not reflect
the real scene and could be misleading. Since each group other
than the control had pancreatic edema to a greater or less extent,
interlobular and intercellular distances were increased, and this

Table 1  Ascites/peritoneal fluid and their gross appearance (action of PACAP) (mean±SE)

Group Volume of       Ascites amylase           Nucleated cells Saponifi        Hemorr
ascites (mL)              (IU/L)         in ascites (×108/L) -cation (n)    -hage (n)

Control            213±44/7 1.71±1.02/9

Caerulein-induced pancreatitis       39 075±50 341/3 7.54±2.85/4a

Sodium taurocholate-induced pancreatitis 3.55±1.86/12       11 463±5 486/10a 2.9±3.06/8       2    3

PACAP 5 µg/kg

PACAP 10 µg/kg

PACAP 15 µg/kg

PACAP 30 µg/kg 3.26±1.89/6

Sodium taurocholate+PACAP 5 µg 2.33±0.82/6       26 917±11 145/6a   2.3±0.98/6      2/6   4/6

Sodium taurocholate+PACAP 10 µg 4.77±2.44         5 956±3 546/8a 1.76±1.02/11      7                   11

Caerulein+PACAP 15 µg 0.55±0.96                926/1       1    1

Caerulein+PACAP 30 µg 0.91±0.83       63 918±82 884/8 1.73±1.23/8       1    3

aP<0.05 vs normal control.
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Table 2  Histological scoring (action of PACAP) (mean±SE)

Group Hemorrhage          Parenchymal necrosis Vacuolization Inflammation

Caerulein-induced pancreatitis   1.67±0.60     2.5±0.22

Sodium taurocholate-induced pancreatitis   1.5±0.67        2.5±0.49     0.5±0.49         3

PACAP 5 µg   0.33±0.33   0.17±0.17

PACAP 10 µg      0.17±0.17   0.67±0.49   1.33±0.61

PACAP 15 µg   0.33±0.33     1.5±0.67

PACAP 30 µg      0.17±0.17   0.83±0.54     1.5±0.5

Sodium taurocholate+PACAP 5 µg 1.67±0.49      2.67±0.33       2±0.63         3

Sodium taurocholate +PACAP 10 µg      2±0.63        2.5±0.5     1.5±0.56         3

Caerulein+PACAP 15 µg   1.5±0.5           2±0.63     2.5±0.22   1.67±0.60

Caerulein+PACAP 30 µg 1.83±0.60      2.17±0.31   2.33±0.49   2.17±0.48

Table 3  Dry weight/wet weight ratio of pancreas and serum amylase (action of PACAP) (mean±SE)

Group Pancreatic dry weight/wet weight ratio (%)             Serum amylase (IU/L)

Normal control 29.21±5.657        520.8±163.27

Caerulein-induced pancreatitis 21.83±3.013a   3 699.33±3 826.56a

Sodium taurocholate-induced pancreatitis 17.52±1.505a   3 690.87±2 277.99a

PACAP 5 µg 25.86±1.974      818.09±404.76a

PACAP 10 µg 24.81±1.312      675.55±271.44

PACAP 15 µg 23.88±2.532      671.36±151.98a

PACAP 30 µg 25.17±0.897      899.09±474.49

Sodium taurocholate+PACAP 5 µg 19.18±2.102a   2 944.33±1 182.47a

Sodium taurocholate+PACAP 10 µg 20.87±5.597a   1 986.91±710.97a

Caerulein+PACAP 15 µg 17.66±4.652a   4 053.55±2 164.07a

Caerulein+PACAP 30 µg 13.45±2.045a   5 243.46±3 769.73a

aP<0.05 vs normal control.

Table 4  ELISA for PACAP in pancreas and duodenum (mean±SE)

  Relative concentrations
Group

             In pancreas          In duodenum

Normal control 0.02215±0.01123 (n = 4) 0.000335±0.000074 (n = 5)

Caerulein-induced AP 12.0712±8.40536 (n = 4)a 0.003797±0.002301 (n = 5)a

Sodium taurocholate-induced AP   0.2799±0.22932 (n = 4)a 0.001564±0.000529 (n = 4)a

aP<0.05 vs normal control.

Table 5  Ascites and its gross appearance (effect of PACAP receptor antagonists) (mean±SE)

Group    Volume of ascites   Ascites amylase   Nucleated cell count   Saponi-     Hemorr-
(mL)          (IU/L)          of ascites (×108/L)  fication (n)  hage (n)

Normal control       213±44/7  1.71±1.02/9

Caerulein-induced pancreatitis  39 075±50 341/3  7.54±2.85/4a

Sodium taurocholate-induced pancreatitis          3.55±1.86/12  11 463±5 486/10a    2.9±3.06/8           2/12 3/12

10 µg PACAP6-27    2 000±1 273/2  3.43±1.22/6a

100 µg PACAP6-27       600±283/2  1.39±0.98/2

Caerulein+10 µg  PACAP6-27    5 725±3 104/4a  7.04±4.93/5a

Caerulein +100 µg  PACAP6-27               3/1  90 250±94 964/2a  1.53±0.82/2

Sodium taurocholate+10 µg  PACAP6-27          2.58±0.86/6  49 467±45 529/6a  2.35±1.81/6           1/6 3/6

Sodium taurocholate+100 µg PACAP6-27          3.42±1.99/6  64 083±40 650/6a  3.44±1.7/6a           4/6 2/6

10 µg (4-Cl-D-Phe6, Leu17) VIP       750±495/2a  5.52±2.38/4a

100 µg (4-Cl-D-Phe6, Leu17) VIP    1 200/1    3.4/1

Caerulein+10 µg (4-Cl-D-Phe6, Leu17) VIP    6 100±1 697/2a  5.38±2.17/5a

Caerulein+100 µg (4-Cl-D-Phe6, Leu17) VIP  17 200/1  1.06±0.51/3

Sodium taurocholate+10 µg (4-Cl-D-Phe6, Leu17) VIP          2.25±0.88/6  32 700±13 611/6a  2.25±0.86/6 3/6

Sodium taurocholate+100 µg (4-Cl-D-Phe6, Leu17) VIP        4.17±1.13/6  68 817±46 943/6a  2.51±1.5/4 2/6

aP<0.05 vs normal control.
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change also occurred in pancreatic microvasculature. It was
reasonable to take pancreatic edema into account when
calculating functional capillary density. Thus calibrated FCD
was introduced. Calibrated FCD = FCD×R/R’, where R is the dry
weight/wet weight ratio of normal controls and R’ is the dry
weight/wet weight ratio of experimental group. Here it was
assumed that the specific weight of pancreatic tissue was 1, and
the pancreatic tissue mass or dry weight experienced no change.

Table 8  Functional capillary densities of pancreas (mean±SE)

Group                              FCD    Calibrated
   (cm-1)   FCD (cm-1)

Normal control           22.93±5.189

Caerulein-induced pancreatitis           25.71±3.398a      34.4

Sodium taurocholate-induced pancreatitis 21.9±5.681    36.51

PACAP 5 µg           21.68±4.268     24.49

PACAP 10 µg           19.52±3.837a      22.98

PACAP 15 µg             19.6±4.949a      23.97

PACAP 30 µg           18.56±6.021a      21.53

Sodium taurocholate+PACAP 10 µg           18.71±3.383a      26.19

Caerulein+PACAP15 µg           22.68±3.62       37.51

Caerulein+PACAP 30 µg           18.28±3.772a       39.7

aP<0.05 vs normal control.

    When functional capillary density was converted into
calibrated functional density, most of the experimental groups
showed increased pancreatic calibrated functional capillary
densities compared with the normal controls. In caerulein-
induced pancreatitis and sodium taurocholate-induced
pancreatitis treated with PACAP, calibrated functional capillary
densities of pancreas were greatly increased. The most
prominent increase in calibrated functional capillary density of
pancreas was associated with sodium taurocholate-induced
pancreatitis, in which functional capillary density change was
usually interpreted as ischaemia.

DISCUSSION
Pituitary adenylate cyclase activating peptide(PACAP) is a
brain-gut peptide[5]. It stimulates secretion of pancreatic enzyme,
bicarbonate and fluid, and produces additive effects on CCK-
or carbachol-induced enzyme secretion[8-10]. PACAP is a highly
potent vasorelaxant peptide, which can induce vasodilation
and increase pancreatic blood flow, notably in the exocrine
part of pancreas[15,16]. However, it is unknown whether PACAP
takes part in the development of acute pancreatitis and whether
PACAP or its antagonists can suppress the progression of acute
pancreatitis.
      This experiment was carried out to investigate the action of

Table 6  Pancreatic dry weight/wet weight ratio and serum amylase (effect of PACAP receptor antagonists) (mean±SE)

Group       Dry weight/wet weight ratio (%)         Serum amylase (IU/L)

Normal control          29.21±5.657     520.8±163.27

Caerulein-induced pancreatitis          21.83±3.013a 3 699.33±3 826.56a

Sodium taurocholate-induced pancreatitis          17.52±1.505a 3 690.87±2 277.99a

10 µg PACAP6-27          25.25±2.286a 1 464.33±265.6a

100 µg PACAP6-27          26.21±2.577 1 692.17±312.18a

Caerulein+10 µg PACAP6-27          22.75±3.523a 2 484.33±1 459.64a

Caerulein+100 µg PACAP6-27            21.4±4.152a 6 485.5±3352.84a

Sodium taurocholate+10 µg PACAP6-27          20.81±3.94a 5 026.83±3 697.35a

Sodium taurocholate+100 µg PACAP6-27          17.99±3.594a 7 667.67±4 270.93a

10 µg (4-Cl-D-Phe6, Leu17) VIP          25.61±2.389a 1 337.17±314.02a

100 µg (4-Cl-D-Phe6, Leu17) VIP          26.77±1.377      1 781±527.65a

Caerulein+10 µg (4-Cl-D-Phe6, Leu17) VIP          24.33±0.939a 2 875.33±582.98a

Caerulein+100 µg (4-Cl-D-Phe6, Leu17) VIP          22.36±2.13a 8 307.83±2 003.41a

Sodium taurocholate+10 µg (4-Cl-D-Phe6, Leu17) VIP          16.89±1.18a 4 684.33±993.55a

Sodium taurocholate+100 µg (4-Cl-D-Phe6, Leu17) VIP          18.71±4.048a 7 264.67±2 834.91a

aP<0.05 vs normal control.

Table 7  Histological scoring (effect of PACAP receptor antagonists) (mean±SE)

Group            Hemorrhage   Parenchymal necrosis   Vacuolization  Inflammatory infiltration

Caerulein-induced pancreatitis 1.67±0.60   2.5±0.22

Sodium taurocholate-induced pancreatitis   1.5±0.67        2.5±0.49   0.5±0.49       3

10 µg PACAP6-27   1.5±0.5

100 µg PACAP6-27 0.83±0.54

Caerulein+10 µg PACAP6-27 0.83±0.54      0.17±0.17 1.83±0.60   2.5±0.5

Caerulein+100 µg PACAP6-27 1.67±0.49           1±0.52 2.17±0.31   2.5±0.22

Sodium taurocholate+10 µg PACAP6-27   1.5±0.67             3 1.33±0.61       3

Sodium taurocholate+100 µg PACAP6-27   1.5±0.5      2.83±0.17      2±0.52       3

10 µg (4-Cl-D-Phe6, Leu17) VIP 0.33±0.33      2±0.63

100 µg (4-Cl-D-Phe6, Leu17) VIP      1±0.63 1.67±0.60

Caerulein+10 µg (4-Cl-D-Phe6, Leu17) VIP 0.17±0.17      0.17±0.17 0.67±0.40      2±0.51

Caerulein+100 µg (4-Cl-D-Phe6, Leu17) VIP 0.33±0.33 1.67±0.49 2.17±0.48

Sodium taurocholate+10 µg (4-Cl-D-Phe6, Leu17) VIP   1.5±0.56        2.5±0.49 1.17±0.60       3

Sodium taurocholate+100 µg (4-Cl-D-Phe6, Leu17) VIP   1.5±0.67      2.33±0.33 1.83±0.60       3
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PACAP on the development of acute pancreatitis in rats.
Treatment with PACAP alone induced mild pancreatitis in some
rats. Concurrent administration of PACAP aggravated caerulein-
induced pancreatitis. PACAP failed to ameliorate sodium
taurocholate-induced pancreatitis. It was reported that PACAP-27
dose-dependently stimulated pancreatic secretion of fluid,
bicarbonate, and protein in rats. This effect is mediated by
release of both secretin and CCK, and a combination of CCK-A
receptor antagonists and anti-secretin serum eliminates the
PACAP-stimulated pancreatic secretion[17]. We speculate that
PACAP administration increases CCK level, and a higher level
of CCK greatly inhibits exocytosis of zymogen granules from
pancreatic acinar cells, consequently leading to enhanced
intrapancreatic zymogen activation.
     We further determined whether PACAP concentration in
pancreas was increased with the induction of caerulein- and
sodium taurocholate-induced pancreatitis. Since CCK is
predominantly released from the intestinal mucosal CCK cells
when stimulated by CCK releasing factors[18], it is a matter of
interest to know whether duodenal PACAP concentration
experiences any change. Moreover, PACAP is found to be
present in intestinofugal neurons projecting to pancreatic
ganglia. Ganglia in pancreas contains a rich network of PACAP-
immunoreactive fibers but no PACAP-positive neurons. It is
suggested that some of the PACAP-containing axons in the
pancreatic ganglia originate from PACAP-containing myenteric
neurons in the duodenum[19]. Thus it is reasonable to measure
duodenal PACAP levels as well. Although enzyme-linked
immunosorbent assay employed in this study was not an
accurate assay, the examination clearly showed that relative
concentrations of PACAP in pancreas and duodenum
significantly increased in both sodium taurocholate- and
caerulein-induced pancreatitis compared with the normal
controls, suggesting that PACAP might be involved in the
pathogenesis of acute pancreatitis in rats.
    Our study showed that PACAP infusion aggravated
pancreatitis and its duodenal and pancreatic concentrations
were significantly elevated. Thus it is hypothesized that PACAP
antagonists might ameliorate acute pancreatitis in rats. PACAP6-27
is a N-terminal truncated derivative of PACAP-27, its affinity to
receptors and ability to activate adenylate cyclase are greatly
reduced compared with PACAP-27. (4-Cl-D-Phe6, Leu17) VIP is
found to competitively bind to VPAC1 and VPAC2 receptors
(receptors with the similar affinity for VIP and PACAP). Contrary
to our expectation, PACAP6-27 failed to reverse acute
pancreatitis in rats. PACAP6-27 alone could induce mild acute
pancreatitis, aggravate caerulein-induced pancreatitis with
characteristic manifestations of acute hemorrhagic/necrotizing
pancreatitis, and could not improve histopathological changes
in sodium taurocholate-induced pancreatitis. (4-Cl-D-Phe6,
Leu17)VIP exhibits similar effects as PACAP6-27. It was reported
that [4Cl-D-Phe6, Leu17]VIP at higher concentrations (100 and
300 mol/L) caused slight increases in amylase release, which
might result from slight agonist activity of [4-Cl-D-Phe6, Leu17]
VIP for the VPAC1 and VPAC2 receptors at high concentrations.
Amylase release stimulated by cabachol and CCK is not
inhibited by [4-Cl-D-Phe6, Leu17] VIP. In fact, [4-Cl-D-Phe6,
Leu17] VIP augments release caused by these agents[20]. We
conjecture that PACAP6-27 and [4-Cl-D-Phe6, Leu17] VIP
partially agonized the PACAP receptors in this study, and that
the PACAP-binding capacity was not saturated and these
PACAP receptor antagonsits could not displace PACAP from
its receptors.
     Microcirculatory impairment has been considered an
important pathogenic factor in acute pancreatitis[21-25]. Edematous
pancreatitis is associated with hyperemia of pancreas. But in
acute hemorrhagic/necrotizing pancreatitis (as induced with

bile and trypsin[26] and ischemia-reperfusion[27]), intravital
microscopy often shows reduced functional capillary densities
of pancreas. These findings are supported by the observations
with hydrogen clearance technique, electromagnetic flow probe
and radioactive isotopes. This kind of change is termed ischemia
by some authors. This interpretation has provoked researchers
to test the efficacy of various vasodilators in the treatment of
acute pancreatitis. However, experiments with vasodilators
often yield conflicting results. The dispute over the pancreatic
perfusion status in acute hemorrhagic/necrotizing pancreatitis
is unsettled.
      When functional capillary density of pancreas is discussed
in the context of pancreatic edema, this misunderstanding
concerning pancreatic perfusion status has been put to an
end. Assume that the number of capillaries of the whole organ
does not reduce or increase significantly and that the dry weight
of the organ remains the same, the length of capillaries in a
given area is decided by the change in water content of the
organ and the opening or closing of capillaries, calibrated
functional capillary density, which combines measurement of
functional capillary density with dry weight/wet weight ratio is
introduced. The introduction of calibrated FCD by us provides
an insight of the pancreatic microcirculatory change. It is
obvious that the FCD of pancreas in experimental acute
pancreatitis, especially in acute hemorrhagic/necrotizing
pancreatitis, was underestimated.
     Based on our study, hyperemia or congestion, rather than
ischemia, characterizes the pancreatic microcirculatory changes
in acute pancreatitis. The reduction of pancreatic blood flow in
acute hemorrhagic/necrotizing pancreatitis could be attributed
to the great reduction in blood velocity. Mechanisms, including
hemodynamic change[26,27,29,30], extensive venular leukocyte
adherence[27,31], increase in interstitial pressure[32-34] and
intrapancreatic blood flow redistribution[35] other than arteriolar
constriction, possibly contribute to pancreatic microcirculatory
changes.
     The therapeutic value of vasodilators is questionable,
whereas vasoconstrictors may possibly be helpful in the treatment
of acute hemorrhagic/necrotizing pancreatitis. Vasopressin can
ameliorate experimental pancreatitis and reduce mortality rate
while maintaining blood supply for vital organs[36]. The finding
that endothelin-1 could provide protection against caerulein-
induced pancreatitis seems reliable[37]. It should also be pointed
out that the action of somatostatin derivatives on acute pancreatitis
could be partly attributed to its vasoconstrictor effect[38].
    In short, this study demonstrated that intravenous
administration of PACAP aggravated acute pancreatitis in rats,
and that its antagonists failed to arrest the progression of acute
pancreatitis. On the contrary, its antagonist acted very much
the same way as itself, indicating that PACAP receptor
antagonists at the doses used here might be, in fact, partial
agonists. The PACAP concentrations in pancreas and duodenum
were elevated significantly in caerulein- and sodium taurocholate-
induced pancreatitis, suggesting that PACAP might participate
in the pathogenesis of acute pancreatitis. It should be emphasized
that functional capillary density of pancreas should be interpreted
in the context of pancreatic edema. The introduction of calibrated
functional capillary density provides an insight of the real nature
of pancreatic microcirculation during acute pancreatitis. Acute
hemorrhagic/necrotizing pancreatitis is associated with
congestion and capillary stasis rather than ischemia. So different
strategies should be adopted to improve pancreatic microcirculatory
changes in acute pancreatitis.
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