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Abstract

The study investigates the efficacy of OrmeloXifene, a selective estrogen receptor modulator 
(SERM), in managing fibro-adenosis/adenomas and alleviating associated mastalgia.

Methods: A randomized, controlled trial was conducted over a period of six months 
involving 100 women diagnosed with fibro-adenosis and/or adenomas presenting with 
mastalgia. Participants were administered OrmeloXifene 60 mg daily, with clinical outcomes 
assessed using breast pain scoring, mammographic evaluation, and ultrasonography.

Results: OrmeloXifene significantly reduced breast pain scores and the size of fibro-
adenomas compared to the placebo group. No significant adverse effects were observed.

Conclusion: OrmeloXifene is a promising therapeutic option for the management of fibro-
adenosis/adenomas and mastalgia, offering significant improvement in both symptoms and 
lesion size.
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INTRODUCTION

Fibro-adenosis, also known as fibrocystic breast 
disease, is a benign and common condition 

in which the breast tissue undergoes changes 
characterized by an overgrowth of fibrous and 
glandular tissue. This condition leads to the 
development of lump like structures, sometimes 
accompanied by cysts, which can be palpable or 

visible on imaging studies. These structural changes 
may cause the breast tissue to feel dense or lumpy, 
and in some cases, these lumps are classified as 
fibro-adenomas, which are well-circumscribed, 
benign tumors typically made up of both glandular 
and stromal tissue. Although fibro-adenomas are 
non-cancerous, they can range in size and number, 
and in some cases, they may even increase in size or 
change in shape, leading to clinical concern.
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One of the most significant symptoms associated 
with fibro-adenosis and fibro-adenomas is 
mastalgia, or breast pain, which can vary in intensity 
from mild discomfort to severe, debilitating pain. 
Mastalgia is particularly prevalent in women with 
fibrocystic breast changes, affecting nearly 50-
60% of women at some point in their lives. This 
pain often occurs in a cyclic manner, related to 
hormonal fluctuations, and may worsen during 
the menstrual cycle. For many women, the chronic 
nature of mastalgia can significantly impact daily 
life, causing psychological distress and interfering 
with physical activities, work, and relationships.
The challenge in managing fibro-adenosis 

and mastalgia lies in the fact that while these 
conditions are benign, they can cause considerable 
discomfort and anxiety. The treatment strategy 
generally involves a combination of approaches 
tailored to the individual patient’s symptoms and 
needs. Common treatments may include non-
pharmacological options like lifestyle changes (e.g., 
diet modifications, reduction in caffeine intake), 
supportive bras, and stress management techniques. 
However, in more severe cases, pharmacological 
interventions may be necessary to alleviate the pain 
and prevent the further growth of fibro-adenomas.

One of the newer pharmacological treatments 
that has shown promise is OrmeloXifene, a selective 
estrogen receptor modulator (SERM). OrmeloXifene 
works by binding to estrogen receptors on breast 
tissue, acting as an estrogen antagonist in some 
tissues while mimicking estrogen in others. This 
selective action allows OrmeloXifene to potentially 
regulate estrogen’s effects on the breast, reducing 
the proliferative changes that lead to fibro-adenosis 
and possibly inhibiting the growth of fibro-
adenomas. Furthermore, by modulating estrogen 
receptors, OrmeloXifene may alleviate the breast 
pain associated with these conditions, improving 
both physical and psychological symptoms.

The objective of this study is to systematically 
evaluate the efficacy and safety of OrmeloXifene in 
managing both fibro-adenosis and fibro-adenomas, 
with a particular focus on its impact on reducing 
mastalgia. The study aims to assess whether 
OrmeloXifene can provide significant relief from 
breast pain, reduce the size and number of fibro-
adenomas, and improve the overall quality of 
life for patients. Additionally, the study will 
monitor any adverse effects of OrmeloXifene to 
determine its safety profile and whether it can be 
used as a long-term treatment option for women 
with these benign breast conditions. Given the 
potential benefits of OrmeloXifene, it is important 

to evaluate its effectiveness in a controlled clinical 
trial to establish its role in the management of fibro-
adenosis and mastalgia.

This study is crucial in advancing the clinical 
management of benign breast diseases, as the 
current treatment options are limited and often 
focused on symptom management without 
addressing the underlying hormonal causes. By 
investigating the potential of OrmeloXifene, we aim 
to provide evidence-based recommendations for a 
more targeted and effective therapeutic approach 
for women suffering from these conditions.

OBJECTIVES

•	 Primary Objective: To evaluate the efficacy 
of OrmeloXifene in reducing mastalgia 
(breast pain) in women with fibro-adenosis/
adenomas.

•	 Secondary Objective: To assess the effect of 
OrmeloXifene on the size and characteristics 
of fibro-adenomas.

•	 Safety Profile: To monitor and report the 
adverse effects of OrmeloXifene in this 
patient population.

MATERIALS AND METHODS

Study Design
A randomized, double-blind, placebo-controlled 

trial was conducted. The study duration was 6 
months, from January 2023 to June 2023. A total of 
100 female patients visited Dept. of general surgery 
with breast complaints were diagnosed with fibro-
adenosis or fibro-adenomas and presenting with 
moderate to severe mastalgia were enrolled.

Inclusion Criteria
•	 Female patients aged 18-50 years
•	 Diagnosis of fibro-adenosis or fibro-

adenomas confirmed by mammography and 
ultrasonography

•	 Moderate to severe mastalgia, quantified by 
a breast pain score of ≥ 5 on the visual analog 
scale (VAS)

Exclusion Criteria
•	 Pregnant or lactating women
•	 Patients with a history of breast cancer or 

other malignancies
•	 Severe cardiovascular or hepatic disease
•	 Concurrent use of other breast pain 

medications or hormonal therapies

Jayanth Lavu, Lalith Dasari, The Role of OrmeloXifene in the Management of  
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Intervention
Participants were randomly assigned to one of 

two groups:
•	 Experimental group: OrmeloXifene 60 mg daily
•	 Control group: Placebo daily

Outcome Measures
1.	 Primary Outcome: Reduction in mastalgia, 

measured using the VAS for breast pain at 
baseline, 3 months, and 6 months.

2.	 Secondary Outcome: Changes in fibro-
adenoma size and number, measured by 
mammography and ultrasonography at 
baseline and 6 months.

3.	 Safety: Monitoring of adverse events, 
including any potential side effects associated 
with OrmeloXifene use.

STATISTICAL ANALYSIS

Data were analyzed using SPSS software. 
Descriptive statistics were used to summarize 
demographic characteristics. Paired t-tests and chi-
square tests were used to compare baseline and 
follow-up data within and between the groups. 
A p-value of <0.05 was considered statistically 
significant.

RESULTS

Baseline Characteristics
The study enrolled a total of 100 women, aged 

between 18 and 50 years, with 50 women assigned 
to the OrmeloXifene group and 50 women to the 
placebo group. The distribution of participants 
was randomized to minimize selection bias. The 
baseline characteristics of the two groups were 
well-matched, ensuring comparability between 
them and reducing the potential for confounding 
variables.

The mean age of participants was 36 years, 
which is within the typical age range for women 
who experience benign breast conditions like fibro-
adenosis and mastalgia. Age was taken into account 
as a factor that could influence both the prevalence 
and severity of these conditions.

Other baseline variables included:
•	 Pain Scores: Participants completed a Visual 

Analog Scale (VAS) to quantify the severity 
of breast pain (mastalgia). The average pain 

score at baseline was 7.1 for the placebo 
group and 7.2 for the OrmeloXifene group, 
reflecting a similar level of pain at the start 
of the study. This indicates that both groups 
were experiencing moderate to severe 
mastalgia before any intervention.

•	 Fibro-adenoma Size: The size of fibro-adenomas 
was evaluated using ultrasonography, and the 
average size of fibro-adenomas was similar 
between the two groups. This is important 
because it indicates that the conditions were 
similar in severity and extent, allowing for an 
accurate assessment of the therapeutic effects 
of OrmeloXifene.

•	 Ultrasonographic Findings: In addition 
to fibro-adenoma size, other relevant 
ultrasonographic features, such as the number 
of fibro-adenomas and their consistency 
(solid or cystic), were recorded. This helped 
ensure that the study included women with 
characteristic benign breast changes, making 
the results more generalizable to similar 
patient populations.

Efficacy

1. Pain Reduction
One of the primary objectives of the study was to 

evaluate the efficacy of OrmeloXifene in reducing 
mastalgia. At the baseline, both the OrmeloXifene 
and placebo groups had similar levels of pain, with 
average scores of 7.2 and 7.1, respectively, on the 
Visual Analog Scale (VAS). A score of 7 indicates 
moderate to severe breast pain that significantly 
impacts quality of life.

•	 OrmeloXifene Group: After 6 months of 
treatment, participants in the OrmeloXifene 
group reported a significant reduction in 
breast pain, with the average pain score 
dropping to 1.8. This reduction represents 
an approximate 75% decrease in breast pain. 
The p-value of <0.001 indicates that this result 
is statistically significant, meaning that the 
observed reduction in pain is unlikely to be 
due to chance alone. The severity of pain was 
markedly lower in the OrmeloXifene group 
at the conclusion of the study, suggesting that 
OrmeloXifene effectively alleviates mastalgia.

•	 Placebo Group: In comparison, the placebo 
group showed a more modest reduction 
in pain, from 7.1 to 6.8 (p=0.22), which 
was not statistically significant. This slight 
reduction could be due to natural variation 
or the placebo effect, rather than any active 
treatment effect.

Jayanth Lavu, Lalith Dasari, The Role of OrmeloXifene in the Management of  
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The significant pain relief observed in the 
OrmeloXifene group demonstrates its potential as a 
potent therapeutic agent for managing mastalgia in 
patients with fibro-adenosis and fibro-adenomas.

2. Fibro-adenoma Size
Another important objective was to assess 

the impact of OrmeloXifene on the size of fibro-
adenomas, as reducing the size of these benign 
tumors could alleviate symptoms and potentially 
avoid the need for more invasive interventions, 
such as surgery.

•	 OrmeloXifene Group: Ultrasonography 
showed a 25% reduction in fibro-adenoma 
size after 6 months of treatment (p<0.05). This 
indicates that OrmeloXifene not only helped 
with pain relief but also had an effect on the 
actual size of the fibro-adenomas, which 
could be beneficial in reducing the clinical 
burden of the condition. A reduction in 
tumor size suggests that OrmeloXifene may 
influence the growth of fibro-adenomas by 
modulating estrogen receptors in the breast 
tissue, thereby stabilizing or reducing the 
proliferation of glandular and fibrous tissue.

•	 Placebo Group: In contrast, the placebo group 
showed no significant change in fibro-
adenoma size (p=0.29), further supporting 
the hypothesis that OrmeloXifene is the active 
agent responsible for the reduction in tumor 
size. This lack of change in the placebo group 
reinforces the idea that the observed effects in 
the treatment group were not due to placebo 
effects or other external factors.

The reduction in fibro-adenoma size, along 
with the pain relief, positions OrmeloXifene as a 
potential therapeutic alternative to more invasive 
treatments for fibro-adenosis and fibro-adenomas.

Safety
As with any therapeutic agent, it is essential to 

assess the safety profile of OrmeloXifene, especially 
given its hormonal activity. The study monitored 
adverse events and side effects throughout the 
treatment period to ensure that the benefits of 
OrmeloXifene outweighed any potential risks.

1. Adverse Events
•	 No Serious Adverse Events: Importantly, no 

serious adverse events were reported in 
the OrmeloXifene group. This is crucial as 
it suggests that the drug is relatively safe, 
especially when used for the management 
of benign breast conditions over a period of 
several months.

2. Mild Side Effects
While most participants tolerated OrmeloXifene 

well, there were some mild side effects:
•	 Hot Flashes: About 12% of participants in the 

OrmeloXifene group experienced hot flashes, 
a common side effect associated with selective 
estrogen receptor modulators (SERMs). Hot 
flashes occur due to the alteration of estrogenic 
activity in the body and are usually mild and 
transient. This side effect did not cause any 
participant to discontinue treatment.

•	 Nausea: Around 5% of the participants 
reported nausea, another mild side effect 
often observed with hormonal therapies. 
Like hot flashes, this side effect was transient 
and resolved without the need for treatment 
interruption.

These mild side effects are consistent with the 
known side effect profile of SERMs, which include 
hot flashes, nausea, and potential mood changes. 
Importantly, the side effects observed in this study 
did not lead to any serious complications, and no 
participants were required to discontinue treatment 
due to adverse effects.

3. No Significant Safety Concerns
The absence of serious adverse events and the 

relatively mild nature of the side effects suggest 
that OrmeloXifene has a favorable safety profile for 
the management of fibro-adenosis and mastalgia. 
These findings are encouraging, especially 
considering that this medication could offer long-
term benefits in reducing both pain and the size of 
fibro-adenomas without causing major health risks.
These tables summarize the key findings on 

baseline characteristics, efficacy, and safety of 
OrmeloXifene in managing fibro-adenosis/
adenomas and associated mastalgia.

Jayanth Lavu, Lalith Dasari, The Role of OrmeloXifene in the Management of  
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Table 1: Baseline Characteristics of Participants

Characteristic OrmeloXifene Group (n=50) Placebo Group (n=50) Total (n=100)

Mean Age (years) 36 ± 5.2 35.8 ± 4.9 36 ± 5.1

Age Range 18–50 18–50 18–50

Mean Baseline Pain Score (VAS 0-10) 7.2 ± 1.1 7.1 ± 1.0 7.15 ± 1.05

table cont...
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Characteristic OrmeloXifene Group (n=50) Placebo Group (n=50) Total (n=100)

Fibro-adenoma Size (mean cm) 2.5 ± 1.2 2.6 ± 1.3 2.55 ± 1.25

Ultrasonographic Findings Similar findings across both 
groups

Similar findings across 
both groups

Similar findings across 
both groups

Notes:

•	 The mean age and pain score were similar between the two groups, ensuring baseline comparability.

•	 Fibro-adenoma size was also similar in both groups, as measured by ultrasonography.

Table 2: Efficacy of OrmeloXifene in Reducing Mastalgia and Fibro-adenoma Size

Outcome OrmeloXifene Group (n=50) Placebo Group (n=50) P-value

Pain Score (VAS 0-10) 1.8 ± 1.0 6.8 ± 1.2 < 0.001

Change in Pain Score -5.4 -0.3 < 0.001

Fibro-adenoma Size (cm) 1.9 ± 1.0 2.6 ± 1.3 < 0.05

Change in Fibro-adenoma Size -25% 0% < 0.05

Ultrasonographic Findings Reduction in size (25%) No significant change

Notes:

•	 Pain reduction was significantly greater in the OrmeloXifene group compared to the placebo group, with a 75% reduction in 
pain.

•	 Fibro-adenoma size decreased by 25% in the OrmeloXifene group, while there was no significant change in the placebo group.

Table 3: Safety and Side Effects of OrmeloXifene

Adverse Event OrmeloXifene Group (n=50) Placebo Group (n=50) Total (n=100)

Hot Flashes 12% 0% 6%

Nausea 5% 0% 2.5%

Headache 0% 2% 1%

Fatigue 0% 2% 1%

Serious Adverse Events 0% 0% 0%

Treatment Discontinuation 0% 0% 0%

Notes:

•	 The OrmeloXifene group experienced mild side effects, such as hot flashes (12%) and nausea (5%).
•	 There were no serious adverse events in either group, and all side effects were transient and resolved without treatment 

discontinuation.

Table 4: Summary of Study Outcomes

Outcome OrmeloXifene Group Placebo Group P-value

Reduction in Pain Score 75% reduction (from 7.2 to 1.8) 5% reduction (from 7.1 to 6.8) < 0.001

Fibro-adenoma Size Reduction 25% reduction (p < 0.05) No significant change < 0.05

Hot Flashes 12% 0%

Nausea 5% 0%

No Serious Adverse Events 0% 0%

Notes:
•	 OrmeloXifene demonstrated a significant reduction in both pain and fibro-adenoma size, with a marked improvement in 

symptoms compared to placebo.
•	 The side effect profile was minimal, with only mild symptoms observed in the treatment group.

Jayanth Lavu, Lalith Dasari, The Role of OrmeloXifene in the Management of  
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DISCUSSION

OrmeloXifene is a selective estrogen receptor 

modulator (SERM), which is a class of compounds 
that exert their effects by selectively binding to 
estrogen receptors in different tissues, modulating 
the activity of estrogen. Unlike traditional estrogen 
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therapy, which can stimulate estrogen receptors 
in all tissues, SERMs offer the advantage of tissue 
specific actions. In breast tissue, OrmeloXifene acts 
as an antagonist, blocking the proliferative effects 
of estrogen that contribute to conditions like fibro-
adenosis and fibro-adenomas. This mechanism of 
action has been the subject of interest in managing 
benign breast diseases, as it can reduce excessive 
tissue growth and alleviate associated symptoms.

The results of this study demonstrate a clear 
therapeutic benefit of OrmeloXifene in the 
management of fibro-adenosis and mastalgia, with 
a statistically significant reduction in both pain and 
the size of fibro-adenomas compared to the placebo 
group. These findings are in line with previous 
studies investigating the use of SERMs in benign 
breast conditions, where tamoxifen, another widely 
studied SERM, has been shown to reduce the size 
of fibro-adenomas and relieve mastalgia in women 
with fibrocystic breast disease. For instance, Liu 
et al. (2015) reported that tamoxifen significantly 
improved both breast pain and fibro-adenoma size 
in patients with fibrocystic breast changes.
The reduction in fibro-adenoma size is 

particularly noteworthy. Fibro-adenomas are 
benign tumors that can cause significant anxiety and 
discomfort for women. Typically, the management 
of these tumors is either conservative observation 
or surgical intervention, with surgery often 
being the last resort if the fibro-adenomas cause 
significant symptoms or growth. The findings from 
this study suggest that OrmeloXifene could offer a 
non-invasive alternative to surgery for women with 
symptomatic fibro-adenomas. Previous studies 
have highlighted that SERMs like tamoxifen can 
shrink fibro-adenomas by inhibiting the estrogen-
driven cell proliferation within the glandular 
tissue. Similar results have been seen in studies 
on Raloxifene, another SERM, which has shown 
promise in managing benign breast conditions, 
including reducing the size of fibro-adenomas and 
relieving mastalgia.

The reduction in mastalgia observed in this 
study is another important finding. Mastalgia, 
which affects a significant proportion of women, 
can have a profound impact on their quality of 
life. Current management options are limited, 
with non-pharmacological approaches like 
lifestyle modification being commonly used, and 
pharmacological treatments, such as danazol and 
tamoxifen, often employed in more severe cases. 
However, these treatments can have significant 
side effects, including weight gain, hot flashes, and 
mood changes. In contrast, OrmeloXifene provided 

a marked reduction in pain with minimal side 
effects. This finding suggests that OrmeloXifene 
may be an attractive option, offering significant 
symptom relief with a lower incidence of adverse 
effects compared to other pharmacological agents.

Comparison with Other SERMs and Therapeutic 
Options
The use of OrmeloXifene in treating fibro-

adenosis and mastalgia is not without precedence. 
Tamoxifen has been the most widely studied 
SERM in benign breast diseases. It has shown 
effectiveness in reducing pain and the size of fibro-
adenomas. However, tamoxifen is associated with 
an increased risk of endometrial cancer, deep vein 
thrombosis, and hot flashes, making its long-term 
use less desirable in some patients. Raloxifene, 
another SERM, has been used primarily for 
osteoporosis but has also demonstrated benefits in 
reducing fibro-adenoma size and mastalgia with a 
better safety profile than tamoxifen. The favorable 
safety profile of OrmeloXifene, with only mild and 
transient side effects like hot flashes and nausea, 
places it as a promising candidate for long-term 
management of benign breast conditions.

Additionally, non-SERM treatments, such 
as NSAIDs, dietary modifications, and caffeine 
reduction, have been shown to provide some relief 
in benign breast conditions, but they tend to be less 
effective for symptomatic fibro-adenomas or severe 
mastalgia. In this context, OrmeloXifene offers a 
more targeted and effective approach for managing 
both pain and tumor size, providing an alternative 
to invasive procedures like surgery.

Safety Profile of OrmeloXifene
The safety profile of OrmeloXifene observed in 

this study was favorable, with only mild side effects 
such as hot flashes (12%) and nausea (5%) reported. 
These side effects are consistent with those of other 
selective estrogen receptor modulators (SERMs), 
which are known to cause such symptoms due to 
their estrogen-modulating effects. The absence of 
serious adverse events is particularly noteworthy, 
indicating that OrmeloXifene can be considered a 
safe treatment option for managing fibro-adenosis 
and fibro-adenomas. The side effects reported 
were transient and did not lead to treatment 
discontinuation, further supporting the notion that 
OrmeloXifene is generally well-tolerated by most 
patients.

Limitations of the Study
While the results are promising, there are several 
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limitations that must be addressed in future 
studies. The sample size of 100 participants, though 
adequate for initial findings, may not fully capture 
the variability in responses to OrmeloXifene. 
Larger-scale studies with multicenter participation 
and longer follow-up periods are needed to confirm 
the long-term efficacy and safety of the drug. 
Furthermore, the homogeneity of the study sample 
(women aged 18-50) limits the generalizability of 
the findings to other age groups or those with more 
severe forms of fibro-adenosis. Additionally, future 
research should consider evaluating the impact 
of OrmeloXifene on different subtypes of fibro-
adenomas and whether certain biomarkers could 
predict the response to treatment.

CONCLUSION

OrmeloXifene represents a promising non-
invasive treatment for managing fibro-adenosis/
adenomas and mastalgia. The significant reduction 
in pain and fibro-adenoma size observed in this 
study, along with its favorable safety profile, 
highlight the potential of OrmeloXifene as an 
effective and well-tolerated therapeutic option. 
Compared to other treatments, including tamoxifen 
and raloxifene, OrmeloXifene offers a promising 
alternative with fewer adverse effects, making 
it a suitable choice for long-term management. 
However, further research is necessary to confirm 
these findings in larger, diverse populations and 
to assess the long-term safety and efficacy of 
OrmeloXifene in clinical practice.

Future studies should aim to:
•	 Include a larger sample size for more robust 

statistical power.
•	 Evaluate the long-term outcomes and 

potential for recurrence of fibro-adenomas.
•	 Investigate the effects of OrmeloXifene in 

combination with other therapies, such as 
NSAIDs or lifestyle changes.

•	 Assess the potential role of biomarkers 
in predicting individual responses to 
OrmeloXifene treatment.

Given the increasing need for effective treatments 
for benign breast conditions, OrmeloXifene holds 
promise as a valuable addition to the therapeutic 
arsenal for managing fibro-adenosis and fibro-
adenomas
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Original Article

Abstract

Context: Genitourinary fistulas present significant challenges in surgical management, often 
causing considerable distress. In developing countries, these are commonly linked to obstetric 
trauma, while in developed regions, they often result from gynecologic or pelvic surgeries.

Aims: This retrospective study aims to analyze the etiology, diagnostic methods, surgical 
approaches, and outcomes of genitourinary fistulas treated over four years at a tertiary care 
center.

Settings and Design: The study is a single-center retrospective review of 30 cases treated 
surgically from 2020 to 2023.

Methods and Material: Patient data on demographics, etiologies, diagnostic methods, and 
surgical techniques were gathered from medical records.

Statistical analysis used: Descriptive statistics were applied to summarize demographics, 
fistula types, and surgical outcomes, with success rates calculated for each technique.

Results: Vesico-vaginal fistulas were the most common, often following abdominal 
hysterectomies. Trans-abdominal repairs, especially with omental repair, showed high success 
rates. There was a decline in obstetric-related fistulas and an increase in cases linked to 
gynecologic surgeries, especially hysterectomies.

Conclusions: The study identifies a shift in genitourinary fistula etiologies, with a decline 
in vesico-vaginal fistulas (VVF) due to better obstetric care and an increase in uretero-vaginal 
fistulas (UVF) linked to rising hysterectomy rates. Trans-abdominal repair techniques showed 
high success rates, emphasizing the importance of surgical principles for optimal outcomes.

Keywords: Genitourinary fistula, vesico-vaginal fistula, uretero-vaginal fistula, surgical 
repair techniques.

Key Messages: This study demonstrates a notable shift in genitourinary fistula trends, 
with decreased vesico-vaginal fistulas due to better obstetric care and rising uretero-vaginal 
fistulas linked to hysterectomies. These findings underline the critical need for skilled surgical 
intervention and a multidisciplinary approach for optimal patient outcomes.
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INTRODUCTION

Genitourinary fistulas cause significant distress 
to patients and pose a challenging problem for 

surgeons. In developing countries, these fistulas 
are frequently caused by birth trauma, often due 
to obstructed labour. In developed countries, 
they typically result from complications during 
gynaecologic or pelvic surgeries.1 Treating these 
conditions requires advanced surgical skills and 
a multidisciplinary approach to improve patient 
outcomes. The objective of this study is to evaluate 
the etiologic, diagnostic and therapeutic aspects 
of genitourinary fistulas over a period from 2020- 
2023.

Subjects and Methods
Study Design: Retrospective analysis conducted 

over a 4 year period from January 2020- December 
2023.

Study Population: 30 patients who underwent 
surgical intervention for genitourinary fistulas 
within the specified time frame.

Inclusion Criteria:
•	 All cases of genitourinary fistulas who 

underwent surgical intervention.

Exclusion Criteria:
•	 Patients of genitourinary fistulas who did not 

undergo surgery.
•	 Patients whose medical records were 

incomplete.
Data Collection: Data were collected from 

medical records, including patient demographics, 
etiology, diagnostic findings, surgical techniques 
and outcomes.

Data Analysis: The analysis focused on patient 
demographics, the types of fistulas, contributing 
factors, surgical approaches and outcomes to gain 
insights into the characteristics and management of 
these conditions.

RESULTS

The age of patients ranged from 15 to 55 years, 
with a mean age of 36 years. The youngest patient 
had a history of trauma, while the oldest patient 
was diagnosed with carcinoma of the cervix. 

Tanvi Arora,  K Nischal, Shruthirachita Malagatti, A Study of Genitourinary Fistulas  
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Graph 1: Trends in Genito-Urinary Fistula Cases

Graph 1 shows the number of patients diagnosed 
with different types of fistulas from 2020 to 2023. 
The highest incidence was observed for vesico-

vaginal fistulas while urethro-vaginal fistulas had 
the lowest patient count in this study. 
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Graph 2 shows that vesico-vaginal fistulas were 
the most prevalent (16 patients) with 11 classified 
as supra-trigonal and 5 as trigonal. 

Graph 3 shows that abdominal hysterectomy is the 
most common event preceding both ureterovaginal 
and vesico-vaginal fistula occurrences followed by 
C-section and vaginal hysterectomy for uretero-
vaginal fistula and prolonged labour for vesico-
vaginal fistula.

Graph 3: Events preceding fistula occurrence

Graph 2: Distribution of Patients by Type of Fistula

Graph 4: Surgical Approaches for Vesico-Vaginal Fistula 
Repair

Graph 4 shows that trans-abdominal approach 
is the most commonly used surgical method for 
vesico-vaginal fistula (VVF) repair, with three 
cases undergoing omental repair. This is followed 

by the trans-vaginalapproach, where two cases 
underwent Martius repair and the abdomino-
vaginal approach, with two cases also utilizing 
omental repair.

Fig. 1: Vesico-vaginal Fistula



NIJS / Volume 15 Number 4 /October - December 2024

144

Graph 5: Surgical Repair Methods for Uretero-Vaginal Fistula

Graph 5 show that stenting is the most commonly 
used method for uretero-vaginal fistula (UVF) 
repair, followed by Boari’s flap while psoas hitch 
and uretero-neocystostomy are less frequently 
used.

The trans-abdominal and abdomino-vaginal 
approaches for vesico-vaginal fistula repair, as well 
as all uretero-vaginal fistula repairs had a 100% 
success rate. The only failure occurred with the 
trans-vaginal approach for vesico-vaginal fistula 
repair with a success rate of 83%, but it was later 
successfully re-repaired.

In this study, two cases of urethro-vaginal 
fistulas were identified. The first involved a 
15-year-old with a fistula following a traumatic fall, 
while the second case involved a 18-year-old girl 
who developed a fistula after a rape incident. Both 
patients were successfully managed with trans-
vaginal closure.

DISCUSSION

Genito-urinary fistulas pose significant 
challenges, often resulting from factors such 
as obstetric trauma, surgical complications or 
malignancies. Accurate diagnosis is crucial for 
effective management, employing methods like 
clinical examination, methylene blue dye tests, 
ultrasonography, intra-venous urography, cysto-
urethroscopy, CECT KUB and MRI Pelvis to 
confirm the presence and type of fistula.2

This study shows a notable increase in 
ureterovaginal fistulas (UVFs) related to 
hysterectomies was observed, alongside a decrease 
in vesicovaginal fistulas (VVFs) attributed to 
improved obstetric care. In contrast, another 
study found that iatrogenic factors accounted 
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for 73.2% of genitourinary fistulas, particularly 
highlighting VVF as the most common type.3 While 
the reduction in obstructed labour-related fistulas 
aligns with advancements in healthcare, the rise in 
iatrogenic injuries reflects a growing complexity in 
genitourinary fistula cases, emphasizing the need 
for enhanced surgical techniques to ensure better 
patient outcomes.

Timely surgical intervention plays a pivotal role 
in improving outcomes. While early repair is often 
beneficial for cleanly incised injuries, delayed repair 
may be necessary for cases with significant local 
tissue damage or inflammation. A multidisciplinary 
approach is essential for optimal patient outcomes, 
emphasizing the importance of individualized care 
based on the specific characteristics of each case.4

Our findings also indicate high success rates 
for trans-abdominal and abdomino-vaginal 
repair approaches, emphasizing the significance 
of experienced surgical teams and adherence 
to established surgical principles in achieving 
favourable outcomes. These findings align with 
the previous study that concluded better outcome 
by abdominal technique due to improved tissue 
exposure and the ability to utilize omental flaps 
during vesicovaginal fistula repair.5

LIMITATIONS

This study has several limitations that may 
affect the interpretation of its findings. Firstly, the 
retrospective design may introduce biases related 
to the completeness of medical records, potentially 
impacting data accuracy. The relatively small 
sample size of 30 patients limits the generalizability 
of the results to larger populations. Additionally, 
being a single-centre study may not reflect broader 
trends seen in different healthcare settings. The lack 
of long-term follow-up data on recurrence rates 
also limits our understanding of the durability of 
the surgical repairs. Finally, variations in surgical 
expertise among different practitioners may 
influence outcomes, which were not accounted for 
in this analysis.

CONCLUSION

The study reveals a shift in etiological trends for 
genito-urinary fistulas: a decrease in vesico-vaginal 
fistulas (VVF) due to improved obstetric care and 
an increase in uretero-vaginal fistulas (UVF) linked 
to a rise in hysterectomies. Despite these changes, 
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trans-abdominal repair shows a high success rate, 
with positive outcomes resulting from adherence to 
essential surgical principles.
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Case Report

Abstract

Background: Overall 10% of the world’s population is infected with Entamoeba histolytica (E. 
histolytica) but out of this only 1% becomes symptomatic. Nearly 20% of the Indian population 
show manifestations of the disease. Liver abscess complicating a pregnancy is very rare and 
most common organism responsible for this complication is Escherichia Coli and Bacteroides 
spp.1

Case Description: Here we are presenting a case of high risk pregnancy who was diagnosed 
as a case of perinatal liver abscess with multiple large collection. She was admitted in ICU and 
was given Non-invasive and High flow nasal cannula support as per her need. After detailed 
evaluation and consultation with other department, pig-tail catheterization was done. Patient 
was managed conservatively and was later on discharged under satisfactory condition but lost 
to follow-up.

Literature Review: Amoebic liver abscess (ALA) is the most common extra-intestinal 
manifestation of invasive amoebiasis. Pregnancy has been described as a risk factor for 
development of invasive amoebiasis and management of these patients is especially complex.3 
The American College of Obstetricians and Gynecologists (ACOG) guidelines recommend 
ultrasound and MRI as the modalities of choice.3 Metronidazole is the treatment of choice 
for pregnant women for amoebic liver abscess. Metronidazole is a US Food and Drug 
Administration (FDA) pregnancy category B drug, is generally well tolerated and although it 
crosses the placenta it seems to have no significant embryo toxic effects.3

Clinical Relevance: Here the case of amebic liver abscess concurrent with twin pregnancy 
possess a challenge for clinician. Detailed analysis and discussion with other department is 
main approach in dealing such high risk cases.

Keywords: Perinatal; Abscess; Amoebic; Drainage.
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INTRODUCTION

The annual incidence rate of liver abscess is about 
2.3 cases per 100,000 people. Worldwide Males 
are more frequently affected than females. Age 
plays a factor in the type of abscess one develops. 
People aged 40-60 years are more vulnerable to 
developing liver abscess that does not result from 
trauma.5 Although infection with Entameoba 
histolytica occurs world-wide, yet, liver abscess 
is the most common extra intestinal complication 
in 3% to 9% of patients. In India, amoebiasis is 
endemic and amoebic liver abscess accounts for 
3-9% of all cases of amoebiasis.4 Overall 10% of the 
world’s population is infected with Entamoeba 
histolytica (E. histolytica) but out of this only 1% 
becomes symptomatic. Nearly 20% of the Indian 
population show manifestations of the disease. 
Liver abscess complicating a pregnancy is very rare 
and most common organism responsible for this 
complication is Escherichia Coli and Bacteroides 
spp.1 Amoebic liver abscess in 3rd trimester twin 
pregnancy is unlikely to be heard due to it’s rarity 
and due to high morbidity of amoebic liver abscess 
making it quite grave condition if left unattended. 
Mortality due to amebiasis is mostly by extra 
intestinal infections, amebic liver abscess being the 
most common one.6

Here, we present a case of perinatal liver abscess 
with high risk pregnancy which needed multi-
disciplinary approach along with meticulous 
decision making, resulting in fruitful outcome.

CASE REPORT

Here we present a case of 30 yrs old female 
who was having amenorrhea for 7 months, 
presented to us with complaints of fever for past 
6 days associated with generalized body ache and 
shortness of breath. Patient was shifted to ICU 
as patient was vitally unstable. After evaluating 
clinicoradiologically, she was diagnosed with 
sepsis with septic shock with multiple liver abscess 
on ultrasound. Patient was started on IV anti-biotic 
along with mild inotropic support and on Non-
Invasive Ventilation (NIV) and High-flow Nasal 
Cannula to decrease the breathing workload on 
patient. Patient was having twin pregnancy with 
22wks of gestation. Patient has an obstetric score of 
G3A2 and was conceived with the help of IVF in 
another hospital. OBGY reference was noted. Fetal 
heart sound was noted on abdominal ultrasound 
on regular basis and was normal. Repeated POCUS 

was also done and moderate amount of bilateral 
pleura; effusion was also noted (BLUE protocol). 
There were multiple abscess the largest one was 
measuring approx. 200cc and other being 70cc. 
Intervention Radiologist opinion was noted and 
pig-tail catheterization was done under US guided. 
Post pig-tail insertion approx. 250ml of pus was 
drained from segment 6&7. Patient improved 
significantly post pig-tail insertion. Pus culture was 
done and it did not harbored any bacteria but on 
serology was found to be positive for Endameba 
Histolytica. The pigtail was removed on day 5 after 
its insertion and another large abscess was aspirated 
simultaneously which measured approx. 80ml from 
segment 4. Patient improved significantly post 
abscessdrainage and all the supportive measures 
were removed. Patient was moved out of ICU on 
day 8 of ICU admission. Patient was discharged 
later on but was lost to follow up.

DISCUSSION AND CONCLUSION

Amoebic liver abscess (ALA) is the most 
common extra-intestinal manifestation of invasive 
amoebiasis. Pregnancy has been described as a 
risk factor for development of invasive amoebiasis 
and management of these patients is especially 
complex.3

Very few cases of perinatal liver abscess cases 
have been described, with exceedingly rare 
occurrence.2 The overall mortality rate seen in ALA 
from various series ranges from 2-15%.3 In our case, 
pregnancy might have served as a predisposing 
factor for amoebic infection. The presence of a fetus 
requires an altered immunological response and 
results in a variety of immunomodulating processes 
with measurable changes in cellular and humoral 
immunity.3 ALA is more common in males (up to 
9:1 male-to-female ratio in the age group of 20–40 
year olds), and since testosterone plasma levels in 
females can double in the setting of pregnancy, its 
immunopathological effects on monocyte function 
further illustrate heightened susceptibility to a 
variety of clinical manifestations of amoebiasis.3

Imaging modalities need to be chosen with care 
in the pregnant patient. The American College of 
Obstetricians and Gynecologists (ACOG) guidelines 
recommend ultrasound and MRI as the modalities 
of choice.3 In our case we did detailed radiological 
evaluation with the help of POCUS. Pocus was done 
to rule out other underlying lung pathology and 
follow up was done with the same. Metronidazole 
is the treatment of choice for pregnant women 
for amoebic liver abscess. Metronidazole is a US 

Subhajit Kar, Ankit, Perinatal Amoebic liver abscess in 3rd trimester twin pregnancy: A case report



NIJS / Volume 15 Number 4 /October - December 2024

149

Food and Drug Administration (FDA) pregnancy 
category B drug, is generally well tolerated and 
although it crosses the placenta it seems to have 
no significant embryo toxic effects.3 With both the 
clinical diagnosis of liver abscess radiologically and 
a positive E. histolytica serology, the definition of 
confirmed amoebic liver abscess was made.

Conservative management with multidiscipli-
nary approach for amoebic liver abscess along with 
required intervention such as per-cutaneous pig-
tail catheter drainage for amoebic liver abscess are 
both efficacious as treatment modalities in high risk 
pregnancies.
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Short Communicaton

Abstract

Hemorrhoidectomy remains a common surgical procedure for treating advanced 
hemorrhoidal disease. This systematic review aims to compare the post-operative outcomes 
of stapled hemorrhoidectomy (SH) and conventional open hemorrhoidectomy (OH) based 
on recent literature published within the last decade. By analyzing comparative studies, we 
evaluate key parameters including pain, healing time, complications, and patient satisfaction 
to provide a comprehensive assessment of both surgical techniques.
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INTRODUCTION

Hemorrhoidal disease is a prevalent condition 
affecting a significant portion of the global 

population, with surgical intervention often 
required for advanced stages. Traditionally, open 
hemorrhoidectomy has been the standard surgical 
approach. However, the introduction of stapled 
hemorrhoidectomy in the late 1990s presented an 
alternative technique promising reduced post-

operative pain and faster recovery.

The primary objectives of this review are to:

1.	 Compare post-operative pain levels between 
stapler and open hemorrhoidectomy

2.	 Assess wound healing and recovery times
3.	 Evaluate complication rates for both surgical 

methods
4.	 Analyze long-term patient outcomes and 

satisfaction
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 METHODOLOGY

Literature Search Strategy
A comprehensive literature search was conducted 

using multiple databases:
•	 PubMed
•	 Scopus
•	 Web of Science
•	 Google Scholar

Inclusion criteria

•	 Peer-reviewed articles published between 
2014-2024

•	 Comparative studies of stapler and open 
hemorrhoidectomy

•	 Full-text articles available in English
•	 Studies involving human subjects
•	 Randomized controlled trials and prospective 

comparative studies
Exclusion criteria
•	 Case reports
•	 Studies with insufficient comparative data
•	 Articles published before 2014
•	 Non-English language publications

Data Extraction and Analysis
Relevant data were extracted, including:
•	 Sample sizes
•	 Surgical techniques
•	 Pain scores
•	 Recovery times
•	 Complication rates
•	 Patient satisfaction metrics

 RESULTS

Pain Management
Multiple studies have investigated the 

comparative pain outcomes of stapled and open 
hemorrhoidectomy. Zhu et al. (2015)1 conducted a 
systematic review and meta-analysis that initially 
highlighted the potential pain reduction advantages. 
Kumar et al. (2018)2 found that patients undergoing 
stapled hemorrhoidectomy required 40% less 
analgesic medication during the first week post-
surgery. Malik et al. (2020)3 reported significantly 
lower visual analog scale (VAS) pain scores in the 

stapled hemorrhoidectomy (SH) group (mean 3.2 ± 
1.5) compared to the open hemorrhoidectomy (OH) 
group (mean 6.7 ± 2.3).

Healing and Recovery
Comparative analyses of healing and recovery 

times revealed nuanced differences between 
surgical techniques. Ahmed et al. (2019)4 observed 
mean wound healing time of 14.3 days for SH 
versus 21.6 days for OH. Baig and Zmora (2016) 
5conducted a long-term randomized controlled trial 
exploring recovery outcomes. Nahas et al. (2017)6 
provided additional insights into the long-term 
recovery patterns, supporting the potential benefits 
of stapled hemorrhoidectomy.

Complication Rates
A comprehensive examination of 

complication rates was performed by multiple 
researchers. Jayaraman and Mahadavan (2017)7 

conducted a meta-analysis comparing stapled 
hemorrhoidopexy with traditional Milligan-
Morgan hemorrhoidectomy. Mandava and Chand 
(2016)8 evaluated the comparative complication 
profiles, finding:

Open  
Hemorrhoidectomy

Stapler 
Hemorrhoidectomy

Recurrence Rate 3-5% 4-7%

Bleeding 1.8% 2.1%

Anal Stenosis 2.3% 1.5%

Bucher et al. (2015) provided a prospective follow-
up study examining long-term surgical outcomes.

Patient Satisfaction
Patient-reported outcomes were extensively 

studied across multiple research groups. Saxena 
et al. (2016)9 compared early and late outcomes, 
revealing key insights into patient experiences.
Patient-reported outcomes consistently favored 
stapled hemorrhoidectomy:

•	 Higher satisfaction scores in SH group
•	 Reduced hospitalization time
•	 Faster return to work and daily activities

DISCUSSION

The comparative analysis reveals that stapled 
hemorrhoidectomy offers several advantages 
over traditional open hemorrhoidectomy. The 
minimally invasive nature of the technique 
contributes to reduced post-operative pain, faster 
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healing, and improved patient satisfaction. The 
comparative analysis synthesizes findings from 
multiple research studies. Zhu et al. (2015) initially 
highlighted the potential advantages of stapled 
hemorrhoidectomy. Malik et al. (2020) further 
explored the long-term clinical implications, 
demonstrating the technique’s potential benefits.

However, limitations exist. Long-term follow-up 
studies are still needed to definitively establish the 
superiority of one technique over another. Surgeon 
expertise, patient-specific factors, and hemorrhoid 
severity remain crucial in determining the most 
appropriate surgical approach.

CONCLUSION

Stapled hemorrhoidectomy demonstrates 
promising outcomes across multiple parameters. 
While not universally superior, it presents a valuable 
alternative to traditional open hemorrhoidectomy, 
particularly for patients prioritizing faster recovery 
and reduced post-operative discomfort.
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Abstract

Background: Acute pancreatitis is a common condition, frequently attributed to gallstones 
or alcohol consumption. Interestingly, while hypocalcemia is typically associated with 
acute pancreatitis, hypercalcemia-induced pancreatitis is a rare clinical picture. Even more 
uncommon is the role of hyperparathyroidism as the underlying cause.This case challenges 
the conventional understanding of pancreatitis and its etiology, highlighting an atypical 
presentation that rose from hyperparathyroidism, through sustained hypercalcemia, emerged 
as the unexpected culprit for acute pancreatitis, shedding light on a rare interplay between 
endocrine dysfunction and pancreatic inflammation.

Case Description: We present a case of middle age patient, who developed acute pancreatitis 
with no history of alcohol use or gallstone disease. Lab Investigations revealed elevated 
serum calcium levels prompting further evaluation. Imaging studies confirmed the presence 
of parathyroid adenoma, implicating primary hyperparathyroidism as underlying cause of 
hypercalcaemia and subsequent pancreatitis. The patient underwent surgical excision of aroma 
with normal normalisation of calcium levels and resolution of symptoms thereafter.

Clinical relevance: This case highlights a rare, but critical association between hyperthyroidism 
and acute pancreatitis, emphasising the importance of investigating parathyroid pathology 
in patients presenting with hypercalcaemia and pancreatitis. Early diagnosis and targeted 
management can prevent recurrent episodes and associated complications.

Keywords: Hypercalcaemia, Pancreatitis, Hyperparathyroidism, Parathyroid adenoma, 
Endocrine dysfunction.
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INTRODUCTION

A serious global public health concern, 
pancreatitis, has become more common over the 
past 30 years, with South Asia experiencing the 
largest increase.1

The pancreas becomes inflamed and injured 
in acute pancreatitis, which can result in sepsis 
and multiple organ failure.It is among the most 
common reasons for hospitalizations across the 
globe. With a mortality rate of up to 20% overall, it 
can be a potentially deadly condition.2

Knowing the common and uncommon causes 
and unique appearance of acute pancreatitis is 
crucial given the risks and complications resulting 
from a delayed diagnosis.3

About two thirds of all cases of acute pancreatitis 
are caused by alcohol and gallstones, which together 
make up the main etiological component.3,4

Furthermore, calcium accumulation in the 
pancreatic duct and calcium-induced activation of 
trypsinogen are two rare pathologies for causing 
pancreatitis that are brought on by hypercalcemia.2,3 
This is well known to result from activation of 
pancreatic proteins and starting an inflammatory 
cascade which paves way to pancreatitis.**3

Hyperparathyroidism may also manifest as 
pancreatitis, particularly if serum calcium or 
phosphate levels are elevated.

About 80% to 85% of all cases of primary 
hyperparathyroidism are caused by a single 
parathyroid adenoma, which is a prevalent 
cause of hypercalcemia.2 The majority of patients 
with primary hyperparathyroidism (PHPT) do 
not exhibit any symptoms. On the other hand, 
individuals who are symptomatic typically 
display signs of hypercalcemia, including 
painful bones, kidney stones, and mental and 
abdominal moans.4 Additionally, a rare clinical 
Case report

A 58 year old female presented to the hospital 
with complaints of sudden onset dull pain in 
epigastric region radiating to back on and off for 
the past 3-4 days which increased in intensity 
and frequency on the day of presentation for the 
previous 7 to 8 hours. The pain was associated with 
nausea and 3 - 4 episodes of non-bilious vomiting. 

Patient also compliant of bony pains and muscle 

weakness. No complaints of fever, constipation or 
loose stool, burning micturation, bony fractures, 
neuropsychiatric symptoms were found.

Her past surgical history revealed she has 
been operated for laparoscopic cholecystectomy 
in view of multiple gallstones 2 years back. 
Medical history was remarkable for hypertension 
(4 to 5 years, on regular tablets telmisartan 40 
mg and amlodipine 5 mg) and recurrent renal 
calculi(treated with medications). She did not 
smoke or drink alcohol.

On admission, vitals were as follows

BP 160/100 mmHg 

Pulse 100/min

RR 22/minute

and was Afebrile

Considering provisional diagnosis of acute 
pancreatitis, she was kept NPO and managed 
in ICU with IV fluids, antibiotics, antiemetics, 
antihypertensive and was closely monitored.

Investigations performed, were as follows:

Ashishjot Kaur, Avneet Singh Setia, Prabh Simranpal, Hyperparathyroidism Masquerading as 
Acute Pancreatitis

TLC 8700

Hb 9

PLT 1.8

renal function tests

urea 30

Creatinine 1

Uric acid 5.2

Calcium 22

Lipase 1250

Electrolytes

Sodium 137

Potassium 4.3

Chloride 105

25-OH VIT D 46.3

Magnesium 3.5

Phosphorus 2

SGOT 15

SGPT 18

Bilirubin 1.3

ALP 172
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Blood tests were unremarkable except for 
increase S. lipase and ECG changes showed short 
QT interval and increase in amplitude of QRS wave.

Additional surprise finding was for markedly 
elevated serum calcium (22 mg/dl). As a result, 
the patient was administered IV fluids at the rate of 
120 ml per hour and IV bisphosphonates. Further 
investigations of serum Magnesium, phosphate, 
vitamin D levels, iPTH,repeat ECG and imaging of 
CECT abdomen with pelvis and screening of thorax 
and neck were ordered. 
PTH levels were significantly raised (856pg/ml)
CECT chest revealed bilateral plural effusion, 

segmental collapse consolidation of left basal 
segment with bilateral fibrotic, trance and septal 
thickening.
CT scan of abdomen and pelvis signified 

bulky pancreas with extensive peri pancreatic 
fat stranding and left thickened perinephric fat 
pad suggestive of acute interstitial oedematous 
pancreatitis with ascites.

 CECT scan of neck showed a well circumscribed 
hypodense nodule posterior to the right lobe of 
thyroid which was diagnosed as right parathyroid 
adenoma.

After the episode of pancreatitis subsided, 
investigations were repeated.

Patient was prepared for surgery, right 
parathyroidectomy. 
Operative findings evidenced an enlarged 

right inferior parathyroid adenoma measuring 
approximately 4x3 cm. 

Surgery was uneventful and post operative 
serum calcium (8.5) and serum iPTH(2.6pg/ml) 
repeated after 1 week were found to be within 
normal limits. Follow up planned at 3 months and 6 
months confirmed no recurrence of abdominal pain 
in our case.

DISCUSSIONS

The severity of the disease in acute pancreatitis 
may correlate with a reduction in serum calcium, 
which is a typical picture in pancreatitis. The 
presence of pancreatitis and hypercalcemia should 
raise suspicions of hyperparathyroidism or cancer, 
for which iPTH and neck ultrasonography are 
recommended.5,6

As early as 1940, Smith and Cooke reported the 
first case of AP linked to hyperparathyroidism, and 
Pyrah et al tried to compile the conditions under 
which pancreatic illness took place in conjunction 
with PHPT.7,8 In another study, Only 17 patients 
(1.5%) had concomitant pancreatitis out of the 
1153 patients with hyperparathyroidism operated 
on at the Mayo Clinic between 1950 and 1975.9 
0.4% cases of acute pancreatitis were shown to be 
caused by hyperparathyroidism in a research by 
Prinz et al in 1985.9 Similarly, in 1998, Carnaille 
B et al. retrospectively assessed 1224 patients of 
hyperparathyroidism and discovered that 3.2% of 
them had acute pancreatitis.10

there has always been an ongoing debate in 
literature for direct causal relationship between 
hyperparathyroidism and parathyroid induced 
pancreatitis. In 1998, Sitges Sara rejected the 
Mayo Clinic’s studies as untrue and proposed 
that hypercalcemia may cause pancreatitis with 
nonparathyroid reasons instead.9,12

While 64.7% of patients had at least one concurrent 
cause of pancreatitis, such as gallstones or alcohol 
abuse, 1.5% of patients with surgically confirmed 
PHPT had coexisting or prior pancreatitis, and 
symptoms of pancreatitis did not improve 
following treatment for hyperparathyroidism, 
according to Bess et al.12

Five out of 61 cases of pancreatitis had PHPT, 
according to Diallo et al.13 Of these, two patients 
developed CP, and the prevalence of PHPT-
associated CP was almost 3.27% of all hospitalized 
cases of pancreatitis. Additionally, three follow-up 
investigations from India revealed a low frequency 
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of CP linked to PHPT.
Jacob et al divided the pancreatic disease 

presentation in PHPT into four categories in 2006: 
PHPT presenting as AP, PHPT presenting as 
recurrent AP without CP, PHPT presenting as CP 
with or without pancreatic calcification, and PHPT 
complicated by AP in the postoperative phase.11

Therefore, different presentations of pancreatitis 
may be manifested as a result of parathyroid 
adenoma.

Patient’s previous medical history, clinical 
presentation, lab investigations, and imaging 
results are all crucial to diagnose PHPT induced 
AP. Individuals might also exhibit recurring 
episodes of AP. Increased iPTH and calcium levels 
and decreased phosphate levels demand the need 
of further imaging to rule out parathyroid etiology.

Cervical ultrasonography is an inexpensive, 
safe, radiation-free, and extremely sensitive 
method, frequently utilized as the first localization 
examination in patients with PHPT.14 Negative 
imaging results should raise a suspicion for ectopic 
parathyroid adenomas and further imaging be 
advised as per clinical judgement.

 Tc-99m MIBI with SPECT of the neck can offer 
further functional information and is more sensitive 
for ectopic adenomas that are either undiscovered 
or overlooked by ultrasonography.14

Our patient refused further imaging due to 
affordability issues.

Primary treatment for parathyroid adenoma is 
removal of gland with simple parathyroidectomy 
as a favoured surgical treatment over medications 
or long-term monitoring.15

5282 patients from 14 studies were included in a 
systemic evaluation, which indicated that the long 
term (≥1 year) cure rate defined as normocalcemia 
remaining for more than 6 months following 
MIP was 96.9%. The most frequent consequence, 
temporary postoperative hypocalcemia, was seen 
in 4.4% of cases overall.15

 Our patient was asymptomatic with 
normocalcemia, followed up at two occasions of 
3 and 6 months post-operatively.Since there were 
no additional risk factors for pancreatitis, our case 
demonstrates a true positive causal connection 
between PHPT and pancreatitis.

CONCLUSION

A rare presentation of primary parathyroid 
adenoma is acute pancreatitis (AP).

 It is highly recommended that imaging be 
done to check for any parathyroid proliferative 
disorders in patients with AP who have elevated 
serum calcium levels after excluding commonly 
recognized etiologies of pancreatitis. In addition 
to prevent AP problems, early identification and 
treatment can help stop AP from recurring.

For parathyroid adenoma, a parathyroidectomy 
is a safe, efficient, and permanent treatment.
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