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Thyroid storm precipitated by acute biliary pancreatitis
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against underlying thyroid disorders as well as pancreatitis.

1. Introduction

Thyroid storm or thyroid crisis is an acute, life-threatening
exacerbation and sudden releasing large amounts of thyroid
hormone in a short period of time. Only 1%—-2% of people with
hyperthyroidism will develop thyroid storm[11.

Thyroidectomy was formerly the most common cause of thyroid
crisis. Nowadays post thyroidectomy crisis is an uncommon
incidence, because of preoperative testing and earlier diagnosis and
management. Nevertheless, critical aggravation of hyperthyroidism
typically resulted from concurrent disorder, particularly infectious
diseases and traumatic stress such as operation, still occur[2].
Thyroid crisis is especially related with Graves’ disease (toxic
diffuse goiter). However, it can also be present in toxic nodular
goiter(3.4]. The classic symptoms of thyroid storm are greatly
increased body temperature, and mental disturbance, accompanied
by thyrotoxicosis symptoms[5,6].

Here we describe the case of a patient with thyroid storm and
an acute biliary pancreatitis. We also talk about the value of the
identification of a pancreatitis in patients with thyroid storm.

2. Case report

A 35-year-old female was admitted to our hospital because
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of nausea, vomiting and severe abdominal pain that developed
suddenly. She had undergone laparoscopic mini-gastric bypass 18
months earlier. She has been taking daily multivitamin and vitamin
B12 after her weight loss surgery. She had lost 54.5 kg or 75% of
her excess body weight during these 18 months. She had never
developed peptic ulcer disease before. She dose not smoke and has
no history of hypertension, diabetes mellitus and thyroid disease.

At the time of admission to our hospital, she was febrile (38.3 °C)
with mild tachycardia (117 per minute) and normotensive (115/65
mmHg). There was abdominal distention and marked generalized
abdominal tenderness. Large quantities of free intraperitoneal
fluid were detected on sonogram and it was otherwise normal.
Laboratory investigations showed a white cell count of 12.2 x
10°*/L, with 90% neutrophils, 14.3 TU/L total bilirubin, 6.4 TU/L
direct bilirubin, 47 TU/L alanine transaminase, 58 IU/L aspartate
transaminase, 273 IU/L alkaline phosphatase, 557 IU/L amylase,
and 254 TU/L lactate dehydrogenase, and serum glucose was 240
mg/dL. The patient underwent diagnostic laparoscopy to evaluate
a suspected acute intraabdominal process, and there was massive
bile ascites, severely inflamed pancreas and gallbladder. Duodenum
and previous gastrojejunostomy anastomosis were intact and
patent. Intraoperatively, posterior wall gallbladder perforation was
confirmed. Cholecystectomy was performed and a drain tube was
placed to prevent accumulation of fluid at the surgical site and
procedure was finished.

The results of presented thyroid profile test revealed a thyrotoxic
crisis (free triiodothyronine 16.0 pg/mL, free thyroxine 5.5 ng/dL,
and thyroid stimulating hormone (TSH) < 0.001 pIU/mL).

The patient’s condition suggested thyroid storm triggered by
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biliary pancreatitis considering his clinical signs and symptoms. We
had not been able to determine the thyroid function preoperatively,
because our laboratory did not measure thyroid hormone in the
evening. Furthermore, we had not considered thyroid problems due
to negative past medical history.

The patient was successfully treated with methimazole and
propranolol. These medications were subsequently discontinued as
her TSH and thyroid hormone levels were normalized. The patient
was discharged after uneventful recovery period on the sixth day of
surgery.

3. Discussion

Acute biliary pancreatitis is a serious complication of biliary
calculous disease and is associated with significant morbidity and
mortality[7].

Gallstones are the commonest cause of pancreatitis in the
industrialized nations responsible for approximately 60% of the
patients[8].

Sensitivity and specificity of ultrasound in the diagnosis of
gallstones are about 95% in straightforward patients. However,
sensitivity and specificity decreased to 67%—78% in the course of
acute pancreatitis because of the paralytic ileus[9].

Pancreatitis can lead to serious problems including local
complications (e.g. necrosis, pseudocyst, abscesses, bleeding) and
systemic disease (e.g. accumulation of fluid in the pleura, acute
respiratory distress syndrome, renal failure)[10].

Endoscopic retrograde cholangiopancreatography and
sphincterotomy in patients with severe acute biliary pancreatitis
must be considered within 72 h. In mild acute biliary pancreatitis, all
suitable cases must undergo laparoscopic gallbladder excision with
intraoperative cholangiography, or if not suitable for gallbladder
excision then endoscopic sphincterotomy can be considered to stop
next biliary pancreatitis[11].

Perera et al. in 2013 reported a 39-year-old female presenting with
concurrent acute cholecystitis and pancreatitis complicated by gall
bladder perforation(12].

Page et al. in 2008 reported an 18-year-old male presenting with
thyroid storm developed immediately after excision of a pituitary
TSH-omas|13].

In the English literature, there are two reports of a patient with
thyroid storm complicated with perforated peptic ulcer disease in
2006 and 2008[14]. These patients were treated successfully with
rigorous medical therapy against hyperthyroidism and with surgical
closure of the perforated peptic ulcer.

The severe weight loss caused by bariatric procedure induces
specific middle or long term complications such as biliary
lithiasis[151. Thus, our patient had this risk factor for biliary stone
formation. Although preoperative ultrasound had not shown any
stone in gall bladder. Probably, it was due to a smaller stone which
was passed down the common bile duct and the papilla resulting
in temporarily obstruction of the pancreatic duct and acute
pancreatitis.

Although our patient was not giving any history of thyroid disease,
presentation of thyroid storm can be similar to acute abdomen,
such as nausea, vomiting and severe abdominal pain[16]. Thus,
preoperative thyroid hormonal evaluation and treatment of hormonal
abnormalities in all clinically suspicious patients presenting with

acute intra-abdominal process are important.

In conclusion, acute pancreatitis in patients with thyrotoxicosis
seems to be extremely rare, but such patients should be managed
intensively against underlying thyroid disorders as well as
pancreatitis.
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