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Postpartum acute pancreatitis in the setting of severe  
preeclampsia: Diagnostic challenges and surgical findings
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Charlotte McIntosh Lee, Sabrina Craigo

ABSTRACT

Introduction: Acute pancreatitis is a rare complication 
of pregnancy; however, it can be associated with significant 
maternal and fetal mortality. Suggestive symptoms 
mimic multiple pregnancy and postpartum conditions, 
making the diagnosis difficult. This case report highlights 
diagnostic challenges and imaging findings in a patient 
with severe preeclampsia whose postpartum course was 
complicated by acute pancreatitis.

Case Report: A reproductive-aged patient presented, 
in the late second trimester, for preeclampsia with severe 
features by blood pressure and creatinine. Worsening 
of maternal kidney function and fetal status required 
urgent cesarean delivery. The postoperative course was 
complicated by severe abdominal pain. On initial imaging, 
there was postoperative fluid without any significant 
intra-abdominal pathology. However, worsening of the 
clinical condition and development of an acute abdomen 
required an exploratory laparotomy. Intraoperative 
findings were significant for intra-abdominal ascites and 
extensive saponification of the omentum, concerning for 
acute pancreatitis. Testing of the ascitic fluid revealed an 
elevated lipase level at 5,319 U/L, and a retrospective serum 
lipase level was 2,109 U/L. Despite a normal appearance 
of the pancreas on computed tomography (CT) scan of 
the abdomen, laboratory findings were confirmatory 
of the diagnosis of acute pancreatitis. The patient then 
underwent multiple abdominal explorations with direct 
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peritoneal resuscitation. Recovery was progressive and 
discharge occurred three weeks postpartum.

Conclusion: Although rare, acute pancreatitis can 
complicate the postpartum course, especially in the 
setting of severe preeclampsia. This case underscores 
diagnostic challenges due to overlapping presentations. 
It is important to keep a high index of suspicion for acute 
pancreatitis in the differentials of postpartum abdominal 
pain, as late recognition and management are associated 
with significant morbidity.
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INTRODUCTION

Acute pancreatitis is a rare complication of pregnancy 
and, when it occurs, is associated with increased maternal 
and fetal mortality [1]. The presentation can be similar to 
multiple postpartum and postoperative complications, 
which can sometimes cause the diagnosis to be missed. 
We present a case of acute pancreatitis complicating the 
postpartum course of a 40-year-old patient with severe 
preeclampsia.
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A female patient presented in the late second trimester 
as a transfer from an outside hospital with new onset 
preeclampsia with severe features by blood pressure and 
worsening kidney function. The patient had multiple 
sustained severe range blood pressures requiring 
repeated intravenous antihypertensive medications. 
She was initiated on Nifedipine 30 mg extended release 
daily with good response. The patient had an elevated 
creatinine value at 1.63 mg/dL with a known baseline 
of 0.9. Given early gestational age, otherwise normal 
preeclampsia laboratory testing and the absence of 
other concerning symptoms of preeclampsia, she was 
expectantly managed through a steroid course and 
Magnesium infusion. However, subsequent deterioration 
in fetal status (category II fetal heart tracing non-
responsive to resuscitative efforts) and worsening 
maternal renal function (creatinine at 1.70 mg/dL) led 
to the decision to proceed with urgent cesarean delivery 
performed under regional anesthesia. The procedure was 
uncomplicated and the abdomen was unremarkable. The 
patient delivered a male infant weighing 845 g with Apgar 
6 and 9. The neonate was transferred to the neonatal 
intensive care unit in stable condition.

The patient had pain control issues starting 
postoperative day 2 despite a standard pain regimen. She 
complained of severe abdominal pain and extravasation 
of clear fluid was noted from the incision site. She had loss 
of appetite and given the concern for an ongoing intra-
abdominal process, oral intake was held. Laboratory 
evaluation showed increasing white blood cell count at 
30 ×  106 and worsening kidney function with creatinine 
at 2.04 mg/dL, likely attributed to dehydration and 
non-steroidal anti-inflammatory drugs (NSAIDs) which 
were used against protocol. A renal ultrasound did not 
show any evidence of an obstructive process and urine 
microscopy showed findings consistent with both acute 
tubular necrosis and interstitial nephritis. She was 
hydrated and the NSAIDs were discontinued. Computed 
tomography (CT) scan of the abdomen and pelvis initially 
showed moderate diffuse ascites and a small amount of 
retroperitoneal free fluid; however, there was no concern 
for intra-abdominal infection or hemoperitoneum. A 
repeat CT was performed given worsening abdominal 
pain, and showed bilateral pleural effusions, body wall 
edema and no concern for bowel perforation. Serial 
physical exams then revealed an acute abdomen for which 
the patient then underwent an exploratory laparotomy on 
the fourth day postpartum.

Intraoperative findings were significant for extensive 
saponification of the omentum, mesentery, and 
peritoneum (Figure 1). General Surgery was consulted 
and noted thickening of the small bowel mesentery. 
The intraoperative findings were concerning for acute 
pancreatitis and early bowel ischemia. Therefore, 
the abdomen remained open for direct peritoneal 
resuscitation and re-exploration. A serum lipase obtained 

on the day of the exploratory laparotomy was only 
moderately elevated at 139 U/L. However, a retroactive 
serum lipase was obtained from postpartum day 2 and 
resulted at 2,109 U/L. Ascites fluid was collected from 
the surgery and analysis showed a lipase level at 5,319 
U/L. All tissue and fluid cultures showed no microbial 
growth. The patient then continued to receive direct 
peritoneal resuscitation to reduce intraperitoneal edema 
and improve perfusion. She underwent multiple re-
explorations, washouts and temporary closures. Her 
recovery course was complicated by abdominal wall 
wound necrosis, requiring multiple debridements and 
wound vacuum placement. The patient’s blood pressure 
and kidney function progressively normalized.

Given an elevated ascitic fluid and serum lipase 
with diffuse saponification seen intraoperatively, the 
patient was diagnosed with peritonitis caused by acute 
pancreatitis. The pancreas was unremarkable on both 
CT scans (Figure 2). Evaluation for a possible etiology of 
pancreatitis did not reveal a clear cause. Biliary imaging 
and autoimmune panels were negative. Triglycerides were 
normal. Calcium levels were mildly elevated. Of note, the 
patient’s mother had died from pancreatic cancer.

After stabilization, the patient was discharged on 
postpartum day 20 with scheduled outpatient follow-up 
visits with General Surgery and high-risk obstetrics team. 
Nifedipine was discontinued after normalization of blood 
pressures. The infant was discharged after 3 months in 
the neonatal intensive care unit.

Figure 1: (A) Saponification and thickening of the small bowel 
mesentery, early ischemic changes of the small bowel. (B) 
Thickening and saponification of the omentum.

Figure 2:  Computed tomography (CT) scan of the abdomen 
and pelvis with iodine contrast showing a normal-appearing 
pancreas on postpartum day 3.

DISCUSSION

Acute pancreatitis is a rare complication in 
pregnancy with incidence varying between 1/12,000 
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and 1/1,000 [2]. Of these cases, 30% present in the 
postpartum period [3]. Biliary disease is the most 
common cause of acute pancreatitis in pregnancy and 
has been reported to be responsible for 67–100% of 
cases. This is due to hormonal changes altering bile 
flow and composition and generating a pro-lithogenic 
state. Other possible etiologies include alcohol use and 
hypertriglyceridemia, in part because estrogen alters 
lipid metabolism [4].

Preeclampsia is an obstetrical condition that increases 
the risk of maternal and fetal complications. Patients 
with a history of preeclampsia had a 1.68-fold increased 
risk of pancreatitis over those without preeclampsia [5]. 
Pancreatitis is strongly associated with preeclampsia 
(OR 4.21) and notably with preeclampsia with severe 
features (OR 7.85) [1]. Preeclampsia affects multiple 
organ systems and studies have shown increased risk 
of gallstones, diabetes, hypertension, hyperlipidemia, 
and hepatitis B and C infections which are also risk 
factors for pancreatitis. Microvascular abnormalities and 
visceral ischemia are other possible mechanisms through 
which preeclampsia increases the risk of pancreatitis in 
pregnancy [5]. 

Acute pancreatitis is diagnosed with the presence of 
two of the following three criteria: clinical presentation 
and symptoms, characteristic imaging findings and 
increased amylase or lipase to three times the upper limit 
of normal. Our patient had severe abdominal pain and 
anorexia in the immediate post-op period, elevated lipase 
that was not recognized until post-surgery and imaging 
findings that were not directly diagnostic. She also had 
findings consistent with bowel ischemia, elevated white 
blood cell (WBC), increased blood urea nitrogen (BUN), 
elevated lactate dehydrogenase (LDH), and creatinine 
which are concerning for severe pancreatitis [6].

Clinical manifestations typically include severe and 
constant epigastric pain, radiating to the back. However, 
presentation is not always typical and the onset of pain 
may be less abrupt, and poorly localized, as was the 
case with our patient which may have contributed to a 
delay in diagnosis. Other possible presentations include 
nausea and vomiting, abdominal distention, guarding, 
ileus, fever, respiratory symptoms including tachypnea, 
desaturation, cardiovascular symptoms including 
hypotension and tachycardia, and/or oliguria [4]. 

Possible imaging modalities include contrast-
enhanced CT scan, magnetic resonance imaging 
(MRI), or transabdominal ultrasonography (US). 
Computed tomography findings consist of focal or 
diffuse enhancement of the pancreas, inflammatory fat 
stranding and/or peri-pancreatic fluid collection [4]. 
Despite the severity and acuity of presentation in this 
case, the pancreas was unremarkable on CT imaging 
twice. General abdominal and retroperitoneal fluid 
was noted and attributed to residual surgical irritant, 
preeclampsia or bladder rupture. However in retrospect, 
it could have been significant inflammatory fluid related 
to pancreatitis even with a normal-appearing pancreas. 

It is possible that MRI would have shown edema in the 
pancreas, which was not evident on CT where imaging 
findings often lag behind clinical presentation.

Comparing different studies showed that serum 
lipase offers a higher sensitivity than serum amylase in 
diagnosing acute pancreatitis [7] and also offers a larger 
diagnostic window, remaining elevated for a longer time. 
However, lipase may also be elevated as a result of other 
intra-abdominal pathologies arising from the stomach, 
bowel and hepatobiliary tract such as bowel obstruction 
and intestinal ischemia, the latter of which was an 
intraoperative finding in our patient’s case [8].

On reviewing our patient’s case, her clinical presentation 
is consistent with a rare case of acute pancreatitis in the 
setting of severe preeclampsia. This case highlights the 
importance of maintaining a high index of suspicion for 
pancreatitis in a patient with preeclampsia.

CONCLUSION

The differential diagnosis for abdominal pain in a 
patient with preeclampsia once obstetric causes have been 
ruled out is typically broadened to include less common 
but familiar etiologies like subcapsular hematoma, acute 
fatty liver of pregnancy and postoperative complications 
such as bleeding, bladder injury, bowel injury, etc. 
Acute pancreatitis is an easily diagnosed condition with 
possible serious sequelae if unmanaged that should be 
added to this list. Remembering this rare but possible 
complication in pregnant patients, especially with severe 
preeclampsia, leads to a higher index of suspicion which 
allows the provider to order appropriate tests and to 
consult appropriate teams. This approach can help with 
early diagnosis, management and monitoring for possible 
complications of acute pancreatitis. 
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