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Acute hyperlipidemic pancreatitis in a pregnant woman
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BACKGROUND: Acute pancreatitis is a serious complication during pregnancy, however the
incidence of hyperlipidemia induced by pancreatitis is lower.

METHODS: We treated a pregnant woman with hypertriglyceridemia-associated acute
gestational pancreatitis who simultaneously developed hypoxemic acute respiratory failure (ARF).

RESULTS: The woman was successfully treated through noninvasive positive pressure
ventilation (NPPV), emergent caesarean delivery, drainage of chylous ascites, and peritoneal

CONCLUSION: The signs and symptoms of ARF were greatly improved in this patient after
NPPV and conventional therapies. Early NPPV may be related to good prognosis of the disease.
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INTRODUCTION

Pancreatitis in pregnancy remains a rare event, and is
often associated with gallstone disease. Hyperlipidemic
gestational pancreatitis usually occurs in women with a
preexisting abnormality of lipid metabolism.!"’ We treated
a pregnant woman with acute pancreatitis who had been
previously healthy with no history of cholelithiasis,
alcohol, inherited diseases, diabetes, nongestational
hyperlipidemia or drug abuse. We also reviewed the
literature about hyperlipidemic pancreatitis.

CASE REPORT

A pregnant woman with acute pancreatitis caused
by hyperlipidemia, aged 31 years, G2P0, was admitted
to our emergency department. On admission, she
complained of severe abdominal pain complicated
by nausea and vomiting for one day in her 27-week
gestation. She was previously healthy with no history
of cholelithiasis, alcohol, inherited diseases, diabetes,
nongestational hyperlipidemia or drug abuse. Her
body mass index was 22 kg/m’ before pregnancy.
On admission, her body temperature was 36.8 °C,
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blood pressure 120/70 mmHg, heart rate 120 bpm,
and respiration 20 bpm. Physical examination showed
harsh breath sounds and subxiphoid tenderness without
Grey Turner's or Cullen's sign. Laboratory examination
revealed amylase was 178 U/L, white blood cell count
7.9x10°/L, hemoglobin 126 g/L, neutrophil 70%, HCT
0.39, platelets 106x10°/L, CRP 148 mg/L, calcium 1.87
mmol/L, and blood glucose 7.2 mmol/L. At the same
time, arterial blood gas was pH 7.43, PCO, 41 mmHg,
PO, 78 mmHg, Sa0, 96%, and HCO, 27 mmol/L. Renal
function was normal and blood sample was milky.
Triglyceride was 29.05 mmol/L and cholesterol was
18.05 mmol/L. The diagnosis of acute pancreatitis was
confirmed by computed tomography (Figure 1).
Abdominal pain was not relieved after the treatment
of abrosia, intravenous nutritional support, hydration,
lipid lowering agent, and gemfibrozil. The next day, the
patient presented dyspnea with tachypnea 45 bmp, non-
invasive finger blood oxygen saturation 86%, and heart
rate 130 bmp. D-dimer assay was normal. Chest X-ray
showed diffuse infiltration of the lung. Arterial blood
gas analysis disclosed severe hypoxemia with a PaO,/
FiO, ratio of 190. A diagnosis of acute respiratory failure
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Figure 1. CT showing an extensively swollen pancreas, disappearance
of the space among peripancreatic adipose tissues and thickening of the
anterior fascia of the kidney on the left side.

was made and APACHE II score was 5. The patient was
transferred to ICU. After NPPV, Sa0O, increased to above
90%, respiration decreased to 28 bmp, and heart rate
reduced to 102 bmp. Lipid panel evidently decreased on
the fifth day after hospitalization. However, fetal heart
rate showed decelerations later. An emergent cesarean
delivery was performed under spinal anesthesia, and a
male infant weighing 1 180 g was delivered successfully.
The first and fifth minute Apgar scores were 5 and 6
respectively. The infant was then transferred to NICU.
Unfortunately, the infant died of severe immaturity
after one week. Intraoperative findings included
collection of 750 mL milky peritoneal fluid. Marked
swelling and saponification of the greater omentum
and gastrointestinal wall were noted. Peritoneal lavage
with normal saline and abdominal duct drainage were
performed. The operation was successful. Subsequently,
dyspnea was resolved. Two weeks after operation, serum
triglyceride and cholesterols almost returned to normal.
Two months later, abdominal ultrasound showed a
pancreatic pseudocyst. One-year follow-up showed that
plasma lipid levels were within the normal ranges and no
recurrence of acute pancreatitis was noted.

DISCUSSION

Hyperlipidemia is a rare cause of pancreatitis.
Severe hyperlipidemia is uncommon in pregnancy.
Patients usually have pre-existing genetic defects
or diseases that can compromise lipid metabolism.
However, only a few cases of non-genetic, non-familial,
pregnancy-induced hypertriglyceridemia have been
reported.”” The pathogenesis of acute hyperlipidemic
pancreatitis in pregnancy is under research.

[2,3]
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Severe hyperlipidemia may trigger acute pancreatitis
and lead to serious complications. In the present case, the
patient developed hypoxemic ARF in early stage. Some
studies have indicated that hypoxemia is closely related
to the prognosis of acute pancreatitis. UK guidelines
for the management of acute pancreatitis emphasize
that Sa0O, should be kept over 95%. NPPV could relax
respiratory muscles, reduce oxygen consumption
and atelectasis, increase lung volume, and alleviate
hypoxemia. Accordingly, patients with respiratory failure
caused by acute pancreatitis would benefit from NPPV."”!

Severe hyperlipidemia may lead to acute pancreatitis
in pregnancy. Early diagnosis and prompt intervention
are proved to be live-saving. Treatment of acute
hyperlipidemic pancreatitis should be non-operative in
addition to appropriate timing, indications for surgery.
And operative procedures should follow the principles
of minimally invasive surgery.!”’ Peritoneal lavage and
post-operative abdominal duct drainage may be effective
in the treatment of such patients. In our case, 750 mL of
chylous ascites was drained from the abdominal cavity
during caesarean delivery. Few studies'” have reported
pregnancy-associated hyperlipidemic pancreatitis
complicated with chylous ascites.

Therapeutic plasma exchange has been used in
the treatment of hyperlipidemic pancreatitis.”*! Double
filtration plasmapheresis can be effectively and
safely applied in patients with acute hyperlipidemic
pancreatitis.”’ Early plasmapheresis or lipid apheresis
can effectively reduce serum triglyceride, inhibit
disease progression, and prevent the recurrence of
hyperlipidemic pancreatitis, but it has risk of acute
coronary events.!'”'"! Batashki et al''”! reported that
intubation with artificial pulmonary ventilation and high
volume continuous veno-venous hemofiltration (HV
CVVH) should be performed because of the development
of polyorgan insufficiency and ARDS. In our case, signs
and symptoms of ARF were greatly improved after
NPPV and conventional therapies, thus creating the
opportunity to perform caesarean delivery when fetal
distress occurred. We think that early NPPV is closely
related to good prognosis.
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