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ABSTRACT... Acute pancreatitis during pregnancy is rarely encountered and can have a high maternal mortality and fetal loss. We report here
acase of a 35-year-old woman para 1+0 previous 1LSCS at 32 weeks of gestation. She had laparotomy at 29 weeks of gestation due to torsion
of dermoid cyst in this pregnancy. Now she was presented with, severe epigastric pain, vomiting and pedal edema. Investigation revealed
hyperamylasemia and leukocytosis, hypokalemia, hypocalcaemia. The patient was kept on conservative management, antibiotics, analgesics
&intravenous fluids.Pancreatitis resolved & she delivered at 38 weeks by caesarean section.
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INTRODUCTION

Pancreatitis during pregnancy is rare. Schmitin 1818 first
reported this condition in a 30-year-old multigravida.
Review of literature also reveals that Lawrence
described the earliest series of 53 cases in 1838". Ramin
and al. noted that 19% of acute pancreatitis occurs in the
first, 26% in the second, 53%in the third and 2% in the
postpartum period, while others reported most of cases,
56%, in the second trimester. In pregnancy gallstones
and sludge induce most of the cases of acute
pancreatitis, they cause duct obstruction with pancreatic
hyperstimulation that increases pancreatic duct
pressure, trypsin reflux and activation of trypsin in the
pancreatic acinar cells. This leads to enzyme activation
within pancreas and causes autodigestion of the gland,
followed by local inflammation. Pregnancy does not
primarily predispose the pregnant woman topancreatitis,
but it does increase the risk of cholelithiasis and biliary
sludge formation. The steroid hormones of pregnancy
decrease gallbladder motility. Progesterone is a smooth
muscle cell inhibitor that provokes gallbladder volume
increase and slows emptying. Estrogens increase
cholesterol secretion and minimally alter gallbladder
function. Also in the third trimester when the acute
pancreatitis is most frequent, the uterus is enlarged and
intra abdominal pressure on the biliary ducts is
increased”’.

A35-year-old para 1+0 woman at 32 weeks of gestation
was admitted at 33 weeks of gestation with pain in the

upper abdomen, which was radiating to the back, and
with no nausea and vomiting since the last 1 day. Vital
monitoring at the time of admission showed a pulse rate
of 92/min, a blood pressure of 130/80mmHg and a
respiratory rate of 22/min. Physical examination
revealed bilateral pedal edema, epigastric tenderness,
decreased bowel sounds and a gravid uterus. Fetal heart
tones were at 140/min.

Laboratory tests showed a white blood count of
16400/cumm, a haematocrit of 40.75 and a platelet count
of 168000. Random blood sugar, arterial blood gas
analysis, liver function tests and renal function tests were
within normal limits. Serum amylase was 895 U/l (ref. 20-
100 1U/1), lipase 1339 U/l (ref. 30-60 1U/1), albumin 16g/I
(ref. 35-50g/l), calcium 7.9mg/dl (ref8.1-10.4mgl/l),
potassium2.4 M Eqg/L,bicarbonate25 M Eqg/L, CRP
172.67mg/L( ref.<bmgl/L, triglycerides 294mg/dl (ref.
<150mg/dl) and uric acid 6.9g/dl (ref. 2.4-6.7mg/dl).
Urine analysis was positive for aloumin and red blood
cells.

Abdominal ultrasonography showed a single live
intrauterine fetus with normal cardiac activity and normal
liquor. The gallbladder revealed no stone. Common bile
duct was 0.4cm. The pancreas could not be visualized
due to obscuration by bowel gases. M.R.C.P (Magnetic
resonance cholangiopancreatography) showed no
evidence of pericholecystic fluid, no mass or definite
calculus. Gall bladder was smooth in outline. Common
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Bile duct was normal; no filling defect identified
.Pancreatic duct was in normal limits. There was subtle
high intensity signal seen in pancreatic tail region well
outlined in T2W axial image Findings were most likely
pancreatitis. (Fig 1, 2).

Fig-1 M.R.C.P (Magnetic resonance cholangiopancreatography)
showingsubtle high intensity signal seen in pancreatic tail
region in T2W axial image

Fig-5 M.R.C.P (Magnetic resonance cholangiopancreatography)
showing normal CBD & pregnancy in coronal section

DISCUSSION

The incidence of pancreatitis ranges from 1 in 1066 live
births to 1 in 3333 pregnancies. An attack of pancreatitis
was previously thought to be common in nulliparous
women. Ramin et al. reported pancreatitis during
pregnancy in 72% of multiparous women®,

Pancreatitis can occur during any trimester but around
52% of cases are found in the third trimester; it is rarely
seen in the post partum period.2Acute pancreatitis

following medical abortion s also reported’.

Gallstones are the most common etiological factor
accounting for about 67-100% of cases. Small stones are
more prone to cause pancreatitis. Recently, sludge in the
gallbladder has also been reported to cause the disease
in pregnancy. Acute pancreatitis develops due to
mechanical obstruction at the ampulla of Vater due to
passage of stones or sludge®”.

Hyperlipidaemia is the second most common causative
agent. Pregnancy increases the level of serum
cholesterol and triglycerides and causes biliary stasis
thus inducing the formation of gallstones.
Hypertriglyceridaemia may also directly cause acute
pancreatitis. The level of serum triglycerides required to
induce an attack ranges from 750 to 1000mg/dl.5Alcohol
consumption during pregnancy may induce pancreatitis’.

Acute necrotizing pancreatitis is also reported in
preeclampsia due to pancreatic microvascular
alterations’.

Clinical presentations include pain in the epigastrium or
left hypochondrium with or without radiation to the back,
anorexia, nausea, vomiting and jaundice. Signs include
abdominal tenderness with decreased bowel sounds. In
10% of cases pulmonary findings may be associated
which may lead to full blown adult respiratory distress
syndrome®. Generalized anasarca may be associated
with preeclampsia-associated pancreatitis’.

Diagnostic work up includes complete blood count,
serum triglycerides, calcium and liver function tests in the
form of serum bilirubin, transaminases and alkaline
phosphatase. An elevated serum amylase level has a
diagnostic sensitivity of 81% and adding serum lipase
increases the sensitivity to 94%. The mean amylase in
such type of patient is found to be 1400 1U/l. However,

2,12

amylase levels do not correlate with disease severity™*.

Imaging of the pancreas can be performed by using
ultrasonography and computed tomography. Due to
hazards of radiation to the fetus, sonography is preferred
which can also detect gallstones with 90% sensitivity.
However, the sensitivity for biliary sludge that appears as
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low level echoes within the gallbladder which shifts with
positioning is lower’.

Magnetic resonance imaging (MRI) and MRCP provide
multi-planar large field of view images of the body with
excellent soft-tissue contrast and images of bilio-
pancreatic duct systems. MRCP does not require any
contrast injections and has no risk of renal injury. MRCP
is a preferred method of evaluating CBD in many clinical

89,10

situations™™".

Severity of pancreatitis can be graded using scales such
as Ranson's criteria, Imrie's criteria or APACHE Il score
similar to non-pregnant patients’. The most common
differential diagnosis of acute pancreatitis in the first
trimester of pregnancy is hyperemesis gravid arum.
Biliary colic, acute cholecystitis, acute appendicitis and
acute fatty liver of pregnancy are other differential
diagnoses of this entity**.

The treatment of pancreatitis in pregnancy should be
conservative as far as possible with delaying the
definitive treatment until after delivery. Management
includes nil orally, nasogastric aspiration, intravenous
fluids, antispasmodics, antibiotics and total parental
nutrition. Lipoprotein apheresis and plasmapheresis
may be tried to lower serum triglycerides levels.
Endoscopic sphincterotomy with fetal shielding with the
help of a lead apron may be helpful in treating a
gallstone-induced pancreatitis. The second trimester is
thought to be the ideal time for endoscopic
sphincterotomy to avoid any possible teratogenic effects
of radiation. Fetus monitoring should be strictly done

6,12

during the course of this treatment™ .

The second trimester is also the optimum time for the
patient to undergo any surgical intervention.
Cholecystectomy after endoscopic sphincterotomy
should be considered in gallstones induced pancreatitis
in pregnancy with recurrent attacks. Exploration of the
common bile duct may be done where endoscopic
sphincterotomy facility is not available. Surgical drainage
for acute pancreatitis may help in reducing the load of
toxic materials by draining the peritoneal fluid but carries
a high morbidity and mortality. Authors have advised to
wait with any surgical intervention until delivery, if the

3

patient develops uncomplicated pancreatitis in the third
trimester of pregnancy. Complications such as
pseudocysts should be surgically managed in the post

4,11

partum period™".

In the past, pancreatitis during pregnancy had been
associated with a high maternal death rate and fetal loss.
However, recent studies have shown that these rates are
declining due to earlier diagnosis and better treatment

6,12

options™".

CONCLUSIONS

Acute pancreatitisis is a rare entity in pregnancy, mainly
caused by gallbladder disorders, in which symptoms of
cholelithiasis and biliary sludge in many cases precede
the symptoms and clinical picture of acute pancreatitis.
Diagnosis is based on clinical presentation, laboratory
investigations and imaging methods performed with
precaution because of potential radiation risk to the fetus.

General management of mild AP in pregnancy is
conservative and supportive, while severe AP deserves
hospitalization in intensive care unit and endoscopic or
surgical interventions.

Copyright©10 Oct, 2012.
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