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Acute pancreatitis in pregnancy – 
a case report and literature review
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Abstract
Introduction. Acute pancreatitis in pregnancy is a rare condition with an approximate incidence of 1 

over 1,000–12,000 pregnant women, but it is associated with increased incidence of maternal and fetal mor-
tality. Can occur during any trimester but over half (52%) occur during the third trimester and rarely 
during post-partum period. Difficulty in diagnosis and treatment put significantly in danger the maternal 
and fetal health. The treatment of pancreatitis in pregnancy should be conservative as far as possible with 
delaying the definitive treatment until after delivery. 

Case report. We report a case of a 20-year-old woman, at 32 week of gestation who presented with severe 
pain confined to the upper abdomen and radiating to the back to the upper abdomen. Investigation under-
taken led to the diagnosis of acute pancreatitis which was managed conservatively. She recovered within 
several days and then delivered a healthy baby. 

Conclusions. Acute pancreatitis is rare in pregnancy, occurring most commonly in the third trimester. 
Pancreatitis in pregnancy remains a challenging clinical problem to manage, but if treated early, preterm 
labor can be avoided.
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Introduction
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Case presentation

A 20-year-old primipara was admitted at 32 
weeks of gestation with severe pain confined to 
the upper abdomen and nausea, symptoms that 
started 2 days before. She had no history of previ-
ous illnesses. The patient was conscious, oriented 
and cooperative. On examination, she was afe-
brile, pulse rate was 98/min, blood pressure 
110/60 and respiratory rate 23/min. Physical ex-
amination revealed epigastric tenderness. Uterus 
was 32 weeks gravid size, relaxed. Fetal heart 
tones were at 145/min. Laboratory tests done on 
the day of admission showed a white blood count 
of 15,200/mm3, and a platelet count of 282,000. 
Liver function tests showed alkaline phosphatase 
– 135 U/L (ref: 55-170 U/l).Random blood sugar
and renal function tests werewithin normal limits.
Serum amylase was 172 U/l (ref: <80 IU/l), total
cholesterol 208 mg/dl (ref:<200 mg/dl). Urine
analysis was normal.

Abdominal ultrasonography showed a single 
live intrauterine fetus of 32 weeks gestational age 
with normalcardiac activity and adequate liquor. 
Abdominal ultrasonography revealed gallbladder 
with multiple gallstones with diameters about 7 
mm, extrahepatic biliary ducts about 14 mm with 
a hyperecogenic image about 7 mm; no patholog-
ical findings have been noticed over pancreas at 
that time. 

Imagistic follow-up has been performed via re-
peated ultrasound examination of the abdomen – 
no complications have been found during the next 
days, 48 hours from admission the patient had 
normal values for extrahepatic biliary ducts diam-
eters with no more stone images inside. Abdomi-
nal CT-scan was not used for diagnosis. 

The patient was managed with intravenous flu-
ids, analgesics and by nil per oral. We monitored 
the fetus using the non-stress test based on amni-
otic fluid volume. The test results for the fetus 
were well for gestational age. The mother im-
proved with this supportive treatment within 
three days and started a soft diet without any 
symptoms. Serum amylase levels decreased to 87 
IU/l on the 4th hospital day. The patient was dis-
charged on the 6th hospital day in good condition.

The patient was followed for 10 day after dis-
charge and was determined to be in good health. 
She delivered a viable infant by normal spontane-
ous vaginal delivery at 39 wk of pregnancy. The 
newborn had good Apgar scores of 9 the baby’s 
birth weight was 3.245 kg. The newborn’s physical 
examination and clinical findings were normal. 
The patient has maintained her health and had 
not experienced a recurrence of acute pancreatitis 

when assessed at 10 day after discharge and 6 
weeks postpartum.

Discussion

Acute pancreatitis in pregnancy remains a chal-
lenging clinical problem to manage, with a rela-
tively limited but expanding evidence base. The 
relationship between acute pancreatitis and preg-
nancy remains unclear. Pregnancy does not pri-
marily predispose pregnant woman to pancreati-
tis, but it does increase the risk of cholelithiasis 
and biliary sludge formation. AP in pregnancy is 
most often associated with gallstone disease or 
hypertriglyceridemia. Gallstones are the most 
common cause of acute pancreatitis during preg-
nancy responsible for more than 70% of cases (5). 
The incidence of gallstone related diseases includ-
ing acute cholecystitis and biliary pancreatitis 
complicating pregnancy is 0.05-0.8% (6). Patients 
with known hypertriglyceridemia or family history 
should be followed up more closely because any 
delay can cause disastrous conclusions for mother 
and fetus (7). The hypertriglyceridemia can be at-
tributed to increased estrogen due to pregnancy 
and the familial tendency for some women toward 
high triglyceride levels. Lipids and lipoprotein lev-
els are increased during pregnancy, which increase 
three-fold peak in the third trimester (8). Identifi-
cation of a biliary etiology for AP is important be-
cause as in the non-pregnant patient recurrence 
of AP episodes will occur in one-third to two-thirds 
of patients unless gallstones are removed (9). As 
well, in the third trimester, an enlarged uterus and 
increased intra-abdominal pressure on the biliary 
duct bring about acute pancreatitis more frequent 
(10). Recently, pancreatitis has been linked to 
more than 800 mutations of the cystic fibrosis 
transmembrane conductance regular gene (5).

The symptoms include epigastric pain (colicky 
or stabbing) which may radiate to the right flank, 
scapula and shoulder. Onset of pain is rapid, with 
maximal intensity in 10 to 20 minutes. Pain is 
steady and moderate to severe. Band-like radia-
tion of the pain to the back occurs in half of pa-
tients. Other symptoms of gallbladder disease in-
clude anorexia, nausea, vomiting, dyspepsia, 
low-grade fever, tachycardia and fatty food intoler-
ance (5).

The diagnosis of AP during pregnancy can be 
difficult. Pregnancy linked hematological and bio-
chemical alterations may have an impact on the 
interpretation of the diagnostic tests. Diagnostic 
blood tests are essential for diagnosing acute pan-
creatitis and the tests can include serum amylase, 
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lipase, complete blood count, serum triglycerides, 
calcium and liver function tests. An elevated se-
rum amylase level has a diagnostic sensitivity of 
81% and adding serum lipase increases this sensi-
tivity to 94%. Amylase levels do not correlate with 
disease severity. Elevated serum lipase levels stay 
elevated longer than amylase following an epi-
sode of pancreatitis (11).

Abdominal ultrasound is an excellent imaging 
technique for diagnosing acute pancreatitis in 
pregnancy because it has no associated radiation 
risk and is useful for detecting dilated pancreatic 
ducts and pseudocysts. Gallstones as a potential 
cause of AP are identified by abdominal ultra-
sound in most cases (12). However, it is insensitive 
for the detection of common bile duct stones or 
sludge. When a common bile duct stone is sus-
pected based on abdominal ultrasound or bio-
chemical abnormalities endoscopic ultrasound 
(EUS), a semi-invasive procedure of the biliary tree 
is an accurate modality for detecting common bile 
duct stones (13). Endoscopic ultrasound can be 
considered the best imaging study to evaluate 
common bile duct, although not for gallbladder 
stones. EUS requires expensive equipment, intra-
venous sedation and technical expertise. EUS is 
adequate prior to the consideration of therapeutic 
ERCP in patients where non-invasive imaging such 
as magnetic resonance cholangiopancreatography 
(MRCP) is not available, contraindicated or incon-
clusive.EUS have a high positive predictive value 
approaching 100% in detecting common bile duct 
stones and in many instances EUS is superior to 
MRCP (14).

Magnetic resonance imaging (MRI) and MRCP 
give multi-planar large field of view images of the 
body with excellent soft-tissue contrast and imag-
es of biliopancreatic duct systems. MRCP does not 
require any contrast injections and present no risk 
of renal injury. MRCP is a preferred method of 
evaluating CBD in many clinical situations. There is 
paucity of data on the safety of MRI in the first tri-
mester of pregnancy (15). Some authors have 
raised concerns of thermal injury to the fetus in 
first trimester (16). According to the Safety Com-
mittee of the Society for Magnetic Resonance Im-
aging, MR procedures are indicated in pregnant 
women if other non-ionizing forms of diagnostic 
imaging studies are inappropriate, or if the exami-
nation provides important information that would 
otherwise require exposure to ionizing radiation 
(17).

CT scan of the abdomen is the most commonly 
utilized imaging modality in diagnosing and later 
on in assessing severity of AP among adults. It is 

not recommended in pregnant patients because 
of the fear of radiation exposure to the fetus. In 
general CT is not the favourite modality of imaging 
in all trimesters of pregnancy in view of a small ra-
diation risk to the fetus (18).

Ranson and Balthazar criteria for the classifica-
tion of AP’s severity in non-pregnant patients are 
often utilized as a guide to evaluate the disease’s 
severity and treat it during pregnancy (19).

The fetal risks from AP during pregnancy are 
threatened preterm labor, prematurity and in ute-
ro fetal death. Previously reported high perinatal 
mortality rates secondary to AP are due to neona-
tal deaths after preterm delivery. In recent series, 
perinatal mortality rates were improved, mainly 
because 74% of the infants were delivered in term. 
Cases of acute biliary pancreatitis were associated 
with better perinatal outcomes than non-biliary 
causes (20).

Conservative treatment can be applied for mild 
pancreatitis, nevertheless, nutrition from long pe-
riod of low fat diet consumption during treatment 
may not meet the requirements for normal fetal 
development. This therapy which includes gastric 
decompression, antispasmodic drugs, and antibi-
otics, is the first choice therapy, and the efficacy of 
surgical treatment remains controversial. 

Regarding therapeutic strategy, no standard-
ized guidelines have been published concerning 
the most effective management of acute biliary 
pancreatitis in pregnant women to reduce mater-
nal and neonatal mortality and morbidity. Ducarme 
et al. (21) propose the following:

– First trimester: conservative treatment and
laparoscopic cholecystectomy during sec-
ond trimester

– Second trimester: laparoscopic cholecys-
tectomy

– Third trimester: conservative treatment or
ERCP with biliary endoscopic sphincteroto-
my, and laparoscopic cholecystectomy in
the early postpartum period

No formal recommendations have been pub-
lished concerning the most effective management 
of hypertriglyceridemia-induced AP during preg-
nancy. Therapy should include a multidisciplinary 
team to address dietary fat restriction, appropri-
ate nutritional supplements and possible medica-
tions when needed. Therapeutic plasma exchange 
and/or other treatment options including com-
bined parenteral heparin and insulin infusions in 
severe cases are effective approaches to treat ges-
tational hypertriglyceridemia-induced AP. Termi-
nation of pregnancy would be discussed according 
to the term and the severity of the AP. The early 
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application of treatments in parturient women 
with hypertriglyceridemia-induced AP may im-
prove the clinical course (22).

No definite guidelines have been published 
concerning the most effective management of 
chronic alcoholic pancreatitis during pregnancy. 
Therapeutic strategy should include a multidisci-
plinary team to address appropriate nutritional 
supplements, and possible medications when 
needed. Termination of pregnancy would be dis-
cussed according to the term and the severity of 
the recurrence of AP. The early application of 
treatments in parturient women with chronic al-
coholic pancreatitis may improve the clinical 
course (23).

Acute fatty liver of pregnancy is a rare condi-
tion occurring in the third trimester of pregnancy, 
characterized by nausea, vomiting, abnormal and 
moderate hyperbilirubinemia. It may be compli-
cated by renal and acute liver failure, respiratory 
distress, coagulopathy and rarely pancreatitis. 
Twelve cases of acute fatty liver of pregnancy as-
sociated with AP have been reported with a high 
maternal mortality rate (17%) (24).

The topic of prophylactic use of antibiotics is 
very controversial and the choice of antibiotic in 
pregnancy is difficult.A systematic review and me-
ta-analysis show antibiotic prophylaxis does not 
reduce mortality or protect against infected necro-
sis and frequency of surgical intervention (25).

The timing of pregnancy termination for pa-
tients with SAP has long been an issue for obstetri-
cians. 

No standardized guidelines have been pub-
lished concerning the most effective way for deliv-
ery in women with AP during the third trimester of 
pregnancy to reduce maternal and neonatal mor-
tality and morbidity. The decision depends on the 
gestational age and the severity of AP. When vagi-
nal delivery is possible, it is preferable to limit the 
risk of superinfection necrosis associated with lap-
arotomy used for cesarean sections. A multidisci-
plinary approach involving gastroenterologists, 
surgeons and obstetricians is desirable (26).

Indications for pregnancy termination can in-
clude full-term gestation, deteriorated condition 
after 24-48 hours of treatment, no improvement 
of paralytic ileus, stillbirth, fetal malformation, 
and severe pancreatitis. Higher levels of inflamma-
tory cytokines in AP patients stimulate the uterus 
and cause abnormal uterine contractions, which 
could result in premature labor and preterm birth. 
Pregnancy should be terminated as soon as possi-
ble once acute hemorrhagic pancreatitis or hyper-
lipidemic pancreatitis is identified during pregnan-
cy because these complications will raise the 
maternal and fetus mortality significantly. Cesar-
ean section still is the preferred method for preg-
nancy termination in this case (27).

Conclusions

Acute pancreatitis during pregnancy is a rare 
but severe disease and remains a challenging clin-
ical problem to manage, with a relatively limited 
base. There is no consensus in the literature re-
garding the management of AP during pregnancy. 
The general management of AP in pregnancy is 
supportive. From the various etiological factors for 
AP in pregnancy, gallstone disease is the most 
common one.

Appropriate timing for termination of pregnan-
cy is necessary and safe for acute pancreatitis in 
pregnancy patients. More studies are necessary 
for further elucidation of the etiology, risk factors 
and treatments of acute pancreatitis in pregnancy, 
mainly the severe type.
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