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Abstract

The differential diagnosis of severe abdominal pain after radiofrequency catheter ablation of atrial fibrillation includes many procedure-
related complications. We present a case of severe abdominal pain post-ablation caused by propofol-induced pancreatitis diagnosed in a 39-year
old male with otherwise unremarkable medical history. Given the high frequency of propofol use during catheter ablation, propofol-induced
pancreatitis must be considered in the differential diagnosis of abdominal pain.
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Introduction

. . . . procedure, and recovery from anesthesia was uneventful. Two
Severe abdominal pain presenting after radiofrequency

catheter ablation (RFCA) of atrial fibrillation (AF) can result
from the ablation procedure itself. Commonly described causes

hours after transfer to his hospital room, the patient started
complaining of abdominal pain minimally relieved with morphine.

. o . . The patient remained hemodynamically stable during this time
of severe abdominal pain in this setting include referred chest ) ) o
. o . . with a blood count and metabolic panel within the normal range
pain, esophageal injury, gastroparesis, and mesenteric vascular ) ] i
o Sy . . . . . of values. However, this pain became severe following a meal and
embolization [1,2]. Considering this differential diagnosis, ) . - o
. P . . . . . resulted in episodes of bilious vomiting.
identification of the etiology in a timely manner is essential

to prevent unanticipated morbidity, mortality and prolonged ( )

hospitalization. In addition to procedure-related complications,
side-effects of anesthesia must also be considered in this setting.
To illustrate this, we present a case of severe abdominal pain post-
RFCA caused by propofol-induced pancreatitis in a 39-year old
male with otherwise unremarkable medical history.

Case Presentation

A 39-year-old male with a medical history pertinent only
for paroxysmal AF presented to our hospital for RFCA. The
patient underwent RFCA under monitored anesthetic care with
midazolam, propofol and fentanyl. A standard ablation approach
with wide antral circumferential ablation and posterior wall
isolation were performed. The esophagus was delineated with

tri h 1t t b d t bsolut
an atricesopnogeal teiperatre probe and rose to an absoiute Figure 1: Infiltration of peripancreatic fat (white arrow)

maximum of 37.6 °Celsius, with a maximum 1 °Celsius delta suggestive of acute pancreatitis.

difference from baseline. Hypotension was not noted during the
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Additional blood tests were obtained, including a liver function
panel and levels of serum amylase, lipase, calcium, lactate and
triglyceride. The only laboratory abnormality was the patient’s
amylase and lipase, which was elevated at 359 units-L! and 649
units-L?, respectively. A CT scan of the abdomen was performed
and although it revealed no retroperitoneal bleeding, infiltration
of peripancreatic fat suggestive of acute pancreatitis (Figure 1)
was demonstrated.

The patient’s abdominal pain was likely secondary to
propofol-induced pancreatitis. This is suggested by a benign
past medical and surgical history (including no alcohol use), no
episodes of hypotension, and no other culprit medications or
laboratory abnormalities [3]. The patient’s pain improved with
medical treatment including pain control and a NPO status for two
days. On discharge, his serum amylase and lipase decreased to 69
units-L™* and 63 units-L™.

Discussion

Severe abdominal pain may initially be suppressed as a
result of residual analgesia and sedation administered during
procedures. Thus, high clinical suspicion must be maintained
for any abdominal pain occurring post-RFCA. Propofol-induced
pancreatitis has been reported in different clinical settings, and in
some cases, may be dose-independent and severe, making prompt
identification essential [4,5]. To our knowledge, this is the first
reported case of propofol-induced pancreatitis following cardiac
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ablation, and it illustrates severe abdominal pain outside of the
realm of traditionally reported procedure-related complications.

Conclusion

Although rarely observed, given the high frequency of
propofol use, propofol-induced pancreatitis must be considered
in the differential diagnosis of abdominal pain post-RFCA of
AF with the appropriate clinical setting. Early identification is
essential to stratify patient management and to avoid prolonged
hospitalization.
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