Abusalim, A.-R. I, Kloub, M. N., Eldesouki, M., Nasser, H., & Sad Eldeen, Z. (2025). Acute
Pancreatitis Following Routine Esophagogastroduodenoscopy: A Case Report and
Literature Review. Inquisiva Open, 1(1), 1-8. https://doi.org/10.64551/001¢.145839

Specialty and Supportive Clinical Medicine

Acute Pancreatitis Following Routine
Esophagogastroduodenoscopy: A Case Report and Literature

Review

Abdul-Rahman I. Abusalim, MBBS'®, Mohammad N. Kloub, M.D.?®, Mohamed Eldesouki, M.D.’®, Hazem Nasser,
M.D.'®, Ziad Sad Eldeen, M.D."

1 Department of Medicine, Division of Hospital Medicine, School of Medicine and Public Health, University of Wisconsin-Madison, 2 New York Medical
College, Saint Michael's Medical Center

https://doi.org/10.64551/001¢.145839

") Check for updates

Inquisiva Open
Vol. 1, Issue 1, 2025

Abstract
Background

Acute pancreatitis following routine esophagogastroduodenoscopy (EGD) is extremely
rare, with only a limited number of documented cases. While pancreatitis is a recognized
complication of endoscopic retrograde cholangiopancreatography (ERCP), its occurrence
after diagnostic or therapeutic EGD without ductal or ampullary manipulation is
unexpected.

Case Presentation

A 42-year-old male with Lynch syndrome underwent surveillance EGD with a duodenal
biopsy. Six hours later, he developed severe epigastric pain radiating to his back,
accompanied by nausea. Laboratory testing revealed elevated lipase, and imaging
confirmed acute interstitial pancreatitis. He remained hemodynamically stable and was
managed conservatively with IV fluids, bowel rest, and analgesia, achieving full recovery
within four days.

Methods

A systematic review was conducted using PubMed and Google Scholar, supplemented by
manual reference checks.

Results

We identified 13 published cases of post-EGD pancreatitis between 1982 and 2023, with
this case being the 14th. Symptom onset typically occurred within hours, most often
between 4 and 6 hours. The mean age was 54.3 years (range 33-86), with equal
distribution between sexes. Duodenal interventions, including biopsy, EMR, and
polypectomy, were implicated in half of cases and appeared to carry higher risk. Outcomes
were generally favorable with supportive care, though one patient experienced severe
complications and another died. Length of stay ranged from 3 to 62 days.

Conclusion

Although rare, acute pancreatitis should be considered in patients with abdominal pain
presenting after EGD, particularly following duodenal interventions. Early recognition and
supportive management are essential for favorable outcomes.
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Introduction

Acute pancreatitis is a common and clinically important
condition characterized by inflammation of pancreatic tis-
sue and associated with substantial morbidity and mor-
tality (Wang et al., 2009). The predominant etiologies are
gallstones and alcohol—together responsible for roughly
70-80% of cases—followed by hypertriglyceridemia as the
third most common cause (Sakorafas & Tsiotou, 2000; Yang
& McNabb-Baltar, 2020). Procedure-related pancreatitis
also occurs after instrumentation of the pancreaticobiliary
system, most notably endoscopic retrograde cholangiopan-
creatography (ERCP) (Cotton et al., 2009; Freeman & Guda,
2004). By contrast, pancreatitis temporally following
esophagogastroduodenoscopy (EGD)—a procedure widely
used for diagnostic and therapeutic upper gastrointestinal
indications—is rare and has been reported only in scattered
case reports and abstracts over more than four decades
(Dai et al., 2022; Deschamps et al., 1982; Fadaee & De
Clercq, 2019; Gaddameedi et al., 2024; Jacob et al., 2024;
Mirchev et al., 2020; Modi et al., 2023; Nevins & Keeffe,
2002; Nwafo, 2017; Oshima et al., 2022; Sturlis & McGrane,
2022).

Diagnosis is established using the current ACG guide-
lines, which require at least two of the following: (1) char-
acteristic abdominal pain; (2) serum lipase or amylase >3x
the upper limit of normal; and/or (3) imaging findings con-
sistent with acute pancreatitis (Banks et al., 2013; Tenner
et al., 2024).

Acute  pancreatitis results in  approximately
200,000-275,000 U.S. hospitalizations annually; approxi-
mately 80% of presentations are mild and self-limited,
whereas overall mortality is ~1-2% (Forsmark et al., 2016;
Mohy-ud-din & Morrissey, 2023). When evaluating a pa-
tient presenting with acute pancreatitis it is important to
identify the underlying cause in order to avoid further in-
jury or direct diagnostic and therapeutic measures. Accord-
ingly, clinicians should assess for recent procedures as po-
tential iatrogenic triggers, even when manipulation of the
ampulla or ducts has not occurred (Wang et al., 2009; Yang
& McNabb-Baltar, 2020).

ERCP is indispensable for managing choledocholithiasis,
biliary strictures, and cholangitis, but post-ERCP pancre-
atitis is a recognized adverse event, occurring in roughly 2
- 40% of patients undergoing ERCP (Cotton et al., 2009;
Turner et al., 2012).

EGD is a widely used, minimally invasive procedure for
upper gastrointestinal indications. Interventions during
EGD may include hemostasis, mucosal resection (e.g.,
EMR), dilation, and biopsy. It is generally considered safe,
with very low complication rates for diagnostic EGD and
mortality on the order of ~0.004% in historical series,
though risks rise with therapeutic maneuvers (Dunkin,
2006; Palmer, 2007; Wolfsen et al., 2004). Nevertheless,
pancreatitis after EGD has been documented, particularly
in settings involving duodenal interventions near the am-
pullary region (Dai et al., 2022; Fadaee & De Clercq, 2019;
Gaddameedi et al., 2024; Kwak et al., 2009; Mirchev et al.,
2020; Modi et al., 2023; Oshima et al., 2022).

Proposed mechanisms include papillary edema or tran-
sient obstruction after biopsy, thermal or inflammatory in-
jury from endoscopic mucosal resection/polypectomy, and
duodenal overdistension/insufflation effects—mechanisms
that are biologically plausible despite the rarity of the event
(Deschamps et al., 1982; Fadaee & De Clercq, 2019; Kwak et
al., 2009; Mirchev et al., 2020; Modi et al., 2023).

Against this background, we report a case of acute in-
terstitial pancreatitis developing within hours of a routine
surveillance EGD with duodenal biopsy and provide an up-
dated review of published cases (13 in total) to contextu-
alize incidence, timing, putative mechanisms, clinical fea-
tures, and outcomes of this uncommon complication.

Case Presentation

A 42-year-old man with genetically confirmed Lynch
syndrome underwent a routine surveillance EGD, having
had a colonoscopy two weeks earlier that revealed a non-
neoplastic polyp. The procedure was uneventful except for
a biopsy from a small mucosal prominence in the second
portion of the duodenum (D2). He was discharged home in
good condition but returned to the emergency department
six hours later with sudden, severe epigastric pain radiating
to the back and associated nausea.

On examination, his vital signs were: heart rate 104 bpm,
respiratory rate 16 breaths/min, SpO2. 99%, temperature
37.3 °C, and blood pressure 133/90 mmHg. He appeared un-
comfortable but was hemodynamically stable. Abdominal
examination revealed localized epigastric tenderness with-
out guarding, rebound, or other peritoneal signs. Labora-
tory studies showed a lipase level more than three times
the upper limit of normal, while liver function tests re-
mained within the reference range throughout admission.
Serum calcium and triglyceride levels were also normal, and
the patient denied alcohol intake or the use of prescription,
herbal, or over-the-counter medications.

A contrast-enhanced CT scan of the abdomen and pelvis
demonstrated acute interstitial edematous pancreatitis
without biliary dilatation, necrosis, or peripancreatic fluid
collections (Figure 1).

The patient was admitted, and initiated on supportive
management. He received intravenous fluid resuscitation
with Ringer’s lactate, guided by hemodynamic parameters
and urine output. Oral intake was resumed early, with lig-
uids advanced to a full diet within 24 hours as tolerated.
Analgesics and antiemetics were administered for symptom
control.

His clinical course was uncomplicated. Abdominal pain
gradually improved, and he was able to tolerate a regular
diet by the fourth day. He was discharged home in excellent
condition, with complete resolution of symptoms and no
further complications.

Discussion

Acute pancreatitis following routine EGD is a rare but
potentially serious complication. While pancreatitis is a
well-documented adverse event of ERCP, its occurrence fol-
lowing diagnostic EGD (with or without limited therapeutic
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maneuvers and without ampullary cannulation) is exceed-
ingly rare. Published evidence remains confined to case re-
ports and conference abstracts spanning over four decades,
totaling 13 prior cases plus our own (Ahmad et al., 2018;
Dai et al., 2022; Deschamps et al., 1982; Fadaee & De
Clercq, 2019; Gaddameedi et al., 2024; Jacob et al., 2024;
Kwak et al., 2009; Mirchev et al., 2020; Modi et al., 2023;
Nevins & Keeffe, 2002; Nwafo, 2017; Oshima et al., 2022;
Sturlis & McGrane, 2022).

Limited case reports and evidence suggest a potential
causal relationship between EGD and acute pancreatitis.
Mechanistic explanations proposed include periampullary
edema or transient papillary obstruction after duodenal
biopsy, thermal or inflammatory injury following mucosal
resection or polypectomy, and duodenal overdistension
with insufflation leading to retrograde flow into the pan-
creatic duct (Dai et al., 2022; Fadaee & De Clercq, 2019;
Kwak et al., 2009; Mirchev et al., 2020; Oshima et al., 2022).
In rare instances, pancreatitis has been documented even
when serum lipase was normal, underscoring the need to
integrate clinical findings and imaging into diagnostic rea-
soning (Sturlis & McGrane, 2022).

Through a comprehensive review, we identified 13 pub-
lished cases of post-EGD pancreatitis between 1982 and
2024, in addition to our own (n = 14). When viewed col-
lectively, these reports reveal consistent temporal associ-
ation with EGD, careful exclusion of common etiologies,
and a disproportionate clustering around duodenal inter-
ventions, particularly those performed in the second por-
tion of the duodenum (Ahmad et al., 2018; Dai et al., 2022;
Deschamps et al., 1982; Fadaee & De Clercq, 2019; Gad-
dameedi et al., 2024; Jacob et al., 2024; Kwak et al., 2009;
Mirchev et al., 2020; Modi et al., 2023; Nevins & Keeffe,
2002; Nwafo, 2017; Oshima et al., 2022; Sturlis & McGrane,
2022). Although causality cannot be proven, the combina-
tion of temporality, biological plausibility, and lack of alter-

Figure 1. Computed tomography of the abdomen and
pelvis with IV contrast showing signs of acute
interstitial edematous pancreatitis

Current Case Summary

Aspect Detail

Diagnosis Mild acute interstitial pancreatitis

Severity No organ failure; mild severity

assessment classification

Fluid Moderately aggressive isotonic fluids,

management goal-directed

Nutrition Early oral mtak.e; progression from clear
liquids to full diet

Antibiotics Not used (no necrosis or infection risk)

Hospital . .

Course Uncomplicated; discharge on Day 4

native explanations provides compelling circumstantial ev-
idence.

In terms of demographics, the 13 published cases
demonstrated an equal distribution between males and fe-
males, with 7 males (50%) and 7 females (50%), and an age
range of 33 to 86 years (mean 54.3 years).

The median time to symptom onset was 4 hours (range
2-18), consistent with our patient’s presentation at 6
hours. This narrow latency window is striking, with nearly
all reports describing pain within hours of duodenal biopsy,
mucosal resection, or even diagnostic procedures without
direct papillary manipulation (Dai et al., 2022; Fadaee & De
Clercq, 2019; Gaddameedi et al., 2024; Mirchev et al., 2020;
Oshima et al., 2022). Clinically, this underscores the impor-
tance of vigilance for severe epigastric pain developing dur-
ing the first post procedural day.

Duodenal interventions accounted for 50% of reported
cases (7 of 14) and appeared to carry a higher risk of com-
plications compared with purely diagnostic procedures.
Among these, the most severe outcome was a fatal necro-
tizing pancreatitis following duodenal polypectomy (Kwak
et al., 2009).

Treatment across cases has consistently focused on sup-
portive measures. Guideline-based management empha-
sizes judicious, goal-directed intravenous hydration with
isotonic crystalloids, avoidance of prophylactic antibiotics
in sterile pancreatitis, and early initiation of oral or enteral
feeding in mild cases (Greenberg et al., 2016; Tenner et
al., 2024). In this context, the uncomplicated and relatively
short clinical course observed in our patient mirrors the
outcomes reported in most prior cases.

Length of hospital stay in published cases (n = 14) varied
widely, ranging from 3 to 62 days (Table 3). Poorer out-
comes—including one survival with complications and one
death—were more common in patients undergoing duo-
denal interventions and in those who developed necrotiz-
ing pancreatitis. Traditional risk factors for pancreatitis, in-
cluding gallstones, alcohol use, and hypertriglyceridemia,
were absent in nearly all reported cases. This reinforces
the likelihood of a procedure-related etiology, particularly
when symptom onset was rapid and alternative causes were
excluded by imaging and laboratory studies (Dai et al.,
2022; Gaddameedi et al., 2024; Oshima et al., 2022).
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Table 1. Reported Cases of Post-EGD Pancreatitis (n=14)

Acute Pancreatitis Following Routine Esophagogastroduodenoscopy: A Case Report and Literature Review

Author, Age/ Indication Procedure Time to Laboratory Imaging LOS/
Year Sex Details Symptoms Values Findings Outcome
Current 42M Lynch EGD with 6h Elevated CT: acute 4d/Full
case, 2024 surveillance duodenal lipase pancreatitis recovery
biopsy
Gaddameedi 46F GERD EGD with 6h Lipase CT: Acute 3d/ Full
etal., 2024 duodenal 2002 U/L Pancreatitis recovery
EMR
polypectomy
Jacobetal,, 86F Melena EGD with Immediate Lipase CT: Acute NR/Full
2024 hemostatic 4168 U/L pancreatitis recovery
clipto with fat
bleeding stranding
Angioectasia
Modi et al., 41M Upper Gl EGD with 8h NR NR NR/ Full
2023 Bleed duodenal recovery
EMR
Sturlis & 41F GERD EGD with 12h Normal CT: pancreatic 3d/Full
McGrane, gastric lipase head recovery
2022 biopsy inflammation
Daietal, 56F Cancer Diagnostic 2h Amylase CT: 3d/Full
2022 screening EGD 1022 1U/L, peripancreatic recovery
Lipase fluid
4264 U/L collection
Oshima et 48M Post-op Diagnostic 12h Lipase CT: swollen NR/Full
al., 2022 surveillance EGD 2004 U/L, pancreatic recovery
Amylase head
847 U/L
Mirchev et 59F Symptomatic EGD with 4h Amylase CT: diffuse Several
al., 2020 polyp duodenal 2669 U/L, pancreatic days/Full
EMR Lipase swelling with recovery
7124 U/L fluid
Fadaee & 52M Cancer EGD with 3h Lipase CT: 16d/Full
De Clercq, screening D2 biopsy & 7,050 U/L edematous recovery
2019 colonoscopy pancreatic
head
Ahmad et 69M Dysphagia EGD with 4h Lipase CT: marked 14d/
al., 2018 duodenal 11,960 U/L peripancreatic Survived*
biopsy inflammation
Nwafo, 33F Chronic Gl Diagnostic 2h Lipase CT: 12d/Full
2017 symptoms EGD 40,790 U/L pancreatitis, recovery
pleural
effusion
Kwak et al., 60M Dyspepsia EGD with 4h Amylase CT:enlarged 62d/
2009 duodenal 3558 U/L pancreas, Death
polypectomy pleural
effusions
Nevins & 69M Anemia EGD with 18h Amylase CT: pancreatic 3d/Full
Keeffe, colonoscopy 593 1U/L inflammation recovery
2002
Deschamps 58F Anemia Diagnostic 4h Amylase X-ray: No 14d/Full
etal, 1982 EGD 800 IU/L acute findings recovery

*Complicated by ileus and Klebsiella pneumonia; NR = Not Reported; D2 = Second part of duodenum

From a methodological perspective, caution is war-
ranted. The available evidence is almost exclusively limited
to case reports and conference abstracts, which are subject
to incomplete reporting, heterogeneity in diagnostic eval-
uation, and publication bias. Furthermore, because diag-
nostic EGD carries an overall complication rate well below
2%—as supported by ASGE expert consensus—and pancre-
atitis is extraordinarily uncommon within that spectrum,

aggregated case counts are insufficient for estimating true
risk, and causality remains inferential rather than proven
(ASGE Standards of Practice Committee, 2012; trainee vs
attending complication data suggests ~0.2% overall rate).
Finally, for clinical practice, comparison with post-ERCP
pancreatitis provides useful context. Post-ERCP pancreati-
tis occurs in approximately 2 - 40% of patients undergoing
ERCP, whereas pancreatitis after diagnostic EGD remains
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Table 2. Demographics and Clinical Characteristics
(n=14)

Characteristic Value
Age
o
Range 33-86
Gender
Male 7 (50%)
Female 7 (50%)
EGD indication
Screening / Cancer / Polyp (28%6%)
GERD / Dyspepsia s
(21.4%)
Anemia/ Gl bleed 4
(28.6%)
Dysphagia 1(7.1%)
Other (post-op surveillance; chronic Gl 2
symptoms) (14.3%)

Table 3. Clinical Features and Outcomes (n=14)

Characteristic Number Percentage
Time to Symptom Onset

<4 hours 4 28.6%
4-6 hours 42.8%
> 6 hours 4 28.6%
Procedure Type

Diagnostic only 4 28.6%
With duodenal intervention 50.0%
mztvia:ttigﬁ/esophageal 1 71%
Conbinedwis :
Outcomes

Full recovery 12 85.7%
e 1|
Death 1 7.1%
Length of Stay

< 4days 4 28.6%
4-14 days 5 35.7%
> 14 days 2 14.3%
Not reported 3 21.4%

an outlier event (Cotton et al., 2009; Tenner et al., 2024).
Nevertheless, awareness is crucial: developing epigastric
pain within hours of EGD—especially after duodenal inter-
ventions—should prompt timely evaluation with pancreatic

enzymes and selective imaging, enabling early recognition
and supportive management.

Limitations

This review is limited by the nature of available ev-
idence, which consists almost exclusively of single case
reports and conference abstracts. Such reports often lack
complete laboratory, imaging, or follow-up data, and are
subject to publication bias, as rare or severe cases are more
likely to be published. Variability in procedural details, di-
agnostic thresholds, and management approaches across
reports further limits direct comparison. Finally, because
the incidence of pancreatitis after EGD is extraordinarily
low, aggregated case counts cannot be used to estimate true
risk, and causality remains inferential rather than proven.

Conclusion

This case adds to the limited but growing body of liter-
ature on post-EGD pancreatitis and highlights the impor-
tance of considering this diagnosis in patients presenting
with abdominal pain after EGD, particularly following pro-
cedures involving duodenal intervention. Although exceed-
ingly rare, the consistency of prior reports underscores that
clinicians should maintain a high index of suspicion when
severe epigastric pain develops within hours of the proce-
dure.

Extra caution is warranted when performing EMR,
biopsy, or other interventions near the ampulla of Vater,
where even limited trauma or edema may precipitate acute
pancreatitis. Incorporating this awareness into procedural
planning and post-procedure monitoring could facilitate
earlier recognition.

Ultimately, recognition of this complication has both
clinical and educational value: it contributes to informed
consent discussions, guides careful post-procedure assess-
ment of abdominal pain, and enriches the broader under-
standing of iatrogenic pancreatitis outside the context of
ERCP. Ongoing systematic reporting of such cases will be
essential to clarify mechanisms, refine risk stratification,
and inform preventive strategies.

Clinical Implications

» Acute pancreatitis after routine EGD is extremely rare
but documented. Awareness is important when eval-
uating post-procedural abdominal pain.

e Symptom onset is typically within hours of the proce-
dure (median ~4 hours, range 2—-18).

« Duodenal interventions (biopsy, EMR, polypectomy,
hemostasis near the ampulla) are disproportionately
represented among reported cases and may carry
higher risk.

» Diagnosis relies on the ACG guidelines with charac-
teristic abdominal pain, serum enzyme elevation, and
supportive imaging.

+ Management should follow standard guidelines for
acute pancreatitis: goal-directed IV fluids , early
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refeeding as tolerated, and avoidance of prophylactic
antibiotics in sterile disease.

» Implications for practice: include this risk in consent
discussions, monitor carefully for new epigastric pain
after duodenal interventions, and evaluate promptly
with enzymes and imaging if suspected.
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