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( ABSTRACT , Pregnancy-related pancreatitis is a rare occurrence. Gallstones are the main cause influencing the incidence of cases of

acute pancreatitis in pregnancy. Another cause that affects women who already have a lipid metabolism disorder is hyper-
lipidemia. Although there may be multiple causes, direct association with general condition is usually not found. As it is associated with pregnancy
it poses risks to both mother and child. With advancement in gastroenterology, there has been improvement in early detection and management of

the condition.
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INTRODUCTION

Pancreatic inflammation is known as acute pancreatitis (AP). Upper
abdominal or epigastric discomfort is the result, and it happens rapidly.
Frequently the pain radiates to the back.

Pregnancy-related pancreatitis is a rare occurrence. Pancreatitis during
pregnancy can occur anywhere between 1 in 1000 and 1 in 10,000
times. This wide variation in incidence is influenced by its causes
especially Gallstones, which remain the main cause.' Most often,
hyper-lipidemic gestational pancreatitis affects pregnant women who
already have a lipid metabolism disorder.” More than half of all cases of
acute pancreatitis in pregnant women are found in the third trimester,
showing that the illness worsens with increasing gestational age, much
like gallstones do.’

We describe a second-trimester case of acute pancreatitis with
cholecystectomy history.

Case Report

A30yearold woman, gravida 2 paral, with 26 weeks of gestation, with
previous history of preterm lower segment caesarean section and
laparoscopic cholecystectomy presented to the casualty with
complains of severe epigastric pain radiating to back for 2 days. Pain
was continuous, pricking type and aggravated on taking food. She also
complained of vomiting, more than 10 episodes per day, bilious non
projectile, containing food particles.

On examination her temperature was 98.9°F, pulse rate was 98/min,
blood pressure was 120/80mmHg and BMI 28.2kg/m’. Abdominal
examination revealed uterine size of 26 weeks, uterus non tense, non
tender with foetal parts being felt and good fetal heart rate. Tenderness
present in epigastric region with negative grey turner or Cullen sign.

Laboratory findings showed Haemoglobin 12.3mg/dl, TC 10900/mm’
neutrophils 84% lymphocytes 14%. ESR 50mm. Serum Amylase
144IU/L and Serum Lipase 297 U/L. Total cholesterol 195mg/dl and
triglycerides 573mg/dl. Liver function and renal function test found
within normal limits.

Ultrasound findings pancreas mildly atrophic with heterogenous
echotexture with dilatation of main pancreatic duct suggestive of
pancreatitis and a gravid uterus with single live intrauterine gestation
of 26weeks with FHR 147 BPM.

Patient was nil per oral, started on intravenous fluids. Anti-emetics and
antacids were started. After two days patients general condition
improved and she was started on liquid diet followed by soft solids.
Blood glucose levels were monitored and found to be elevated. Patient
was started on insulin.

A course of antenatal steroids were covered. At 35 weeks patient
developed labour pain and was taken up for emergency repeat lower
segment caesarean section. She delivered a healthy male baby. Post-
operative period was uneventful. As both mother and child were
healthy, patient was discharged post operatively.

Figure: Shows Acutely Inflamed Pancreas

DISCUSSION

Rare but deadly, acute pancreatitis in pregnancy has a high risk of
morbidity and mortality for both the mother and the foetus. The most
common causes are gallstones, hypertriglyceridemia, and alcohol
abuse.’ Gallstones are the most common cause of acute pancreatitis in
pregnancy, accounting for almost 70% of cases. The production of
cholesterol in hepatic bile increases in the second and third trimesters,
in contrast to bile acids and phospholipids, leading to supersaturated
bile. The risk of developing acute pancreatitis from
hypertriglyceridemia, which may be a more serious form of
pancreatitis than that brought on by gallstones, is highest during the
third trimester of pregnancy. Under the effect of oestrogen, serum
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triglyceride levels increase throughout the third trimester of
pregnancy.’

If a pregnant woman has familial hyperlipidemia, which increases
their risk of developing pancreatitis, their hypertriglyceridemia may be
more significant.’ Preeclampsia or the HELLP syndrome, which both
increase the risk of foetal mortality or premature birth, may be linked to
pancreatitis during pregnancy.”*’

Due to the physiological changes during pregnancy, including
increased weight, triglyceride levels, and oestrogen levels, pregnancy
itself may be a cause. Hyperthyroidism, connective tissue problems,
infections, and trauma—both intentional and unintentional—are
additional unusual causes of acute pancreatitis." The criteria used to
identify acute pancreatitis in pregnancy are the same as those used to
diagnose acute pancreatitis in non-pregnant situations. Pregnancy
does not affect the early therapy of acute pancreatitis in any way. In
order to stop oral eating and block the pancreas' exocrine activity, it
comprises of fluid replacement, oxygen, analgesics, and cessation of
oral feeding." In some cases heparin” — to increase lipoproteinlipase
activity maybe useful. The chosen course of treatment is conservative
management. However, the severity of the condition determines the
courses of care. Prognosis in mild cases is usually good with
favourable antenatal outcomes.

CONCLUSION

Pancreatitis brought on by pregnancy is still a difficult condition to
treat. It is uncommon for a pregnant woman to get acute pancreatitis.
Despite the possibility of various causes, there is typically no direct
correlation with general state. It is crucial to rule out every potential
cause of the illness, including hyperlipidemia, which is still a relatively
uncommon aetiology. A prompt diagnosis may be beneficial in
achieving positive perinatal outcomes. Supportive care is the main
form of treatment, and antibiotic use is still debatable.
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