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CASE OF THE MONTH                                                          SYED AHSAN MD 

 

A 46 year old female, with a past medical history of hypertension and hypothyroidism, presented to the Emer-

gency Department with abdominal pain.  The pain was described as epigastric, sharp, 7/10 and radiating around 

to the back, bilaterally.  The symptoms started approximately 2 days prior to presentation and had been unrelent-

ing in severity and quality.  She noted that the pain increased with oral intake but denied any alleviating factors.  

She experienced nausea but no vomiting.  The patient reported a similar episode about two weeks earlier, for 

which she was evaluated in the ED; at that time, she was discharged home with a diagnosis of probable gastritis 

after blood work and an ultrasound were found to be normal.  There were no findings of gallstones, pericholes-

tatic fluid or common bile duct dilatation on the abdominal ultrasound. 

The patient’s home medications included atenolol, hydrochlorothiazide, lisinopril, levothyroxine and Prilosec.  

She lives with her husband and daughter and works as a school bus driver.  She is an active smoker with a history 

of 1 pack per day for 25 years.  She reports rare alcohol intake and denies the use of illicit drugs.  The patient also 

denied any recent travel or sick contacts. 

Her physical exam was remarkable for normal, stable vital signs and a BMI >35.  Her abdomen was obese and soft, 

with increased tenderness in the epigastric region.  Bowel sounds were present with no guarding or Murphy’s 

sign.  The remainder of her physical exam was entirely normal. 

Admission labs were remarkable for hyponatremia (131), hyperglycemia (315) and an elevated lipase (79).  Her 

UA revealed 500mg/dL glucose and proteinuria of > 300 mg/dL.  The remainder of her blood work, including 

CBC, LFTs and TSH, was normal.  An abdominal CT with contrast revealed mild stranding around the pancreatic 

body and tail with evidence of moderate pancreatitis. 

The patient was admitted to the Internal Medicine ward service with the diagnosis of pancreatitis.  She was made 

NPO and treated with IV fluids and pain control.  Further discussion with the patient revealed that her PCP in-

formed her that she had diabetes mellitus but she did not return for follow up.  A fasting lipid profile returned a 

serum triglyceride of 2386 mg/dL, total cholesterol of 409 mg/dl and a low HDL. 

The patient responded well to conservative treatment and received education regarding her diabetes mellitus and 

hyperlipidemia.  She was discharged on insulin, a fibrate and an oral hypoglycemic agent. 

 

Discussion:  Hypertriglyceridemia accounts for 1.3-3.8 percent of cases of acute pancreatitis.  Serum triglyceride 

concentrations of > 1000 mg/dL can precipitate attacks  of acute pancreatitis though the specific pathogenesis of 

inflammation is unclear; such attacks occur in less than 1 in 5000 individuals.  The serum may appear opalescent 

due to an increase in very low density lipoprotein or milky due to hyperchylomicronemia.  Most adults have a 

mild form of genetically inherited hyperlipoproteinemia, coexistent with conditions known to raise serum lipids; 

these cofactors include obesity, diabetes mellitus, hypothyroidism, alcohol abuse, pregnancy, HRT, glucocorticoid 

excess, nephrotic syndrome and beta blocker therapy. 

The clinical presentation of these patients is very similar to other forms of acute pancreatitis but the serum amy-

lase may not be elevated.  Treatment is directed at active control of the hyperglycemia and hypertriglyceridemia 

with insulin and other agents.  References are listed on the next page. 
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FROM THE JOURNALS      Kyle Moylan MD 

Prevention of Postoperative Pulmonary Complications: 

Zarbock, A. et al., Prophylactic Nasal Continuous Positive Airway Pressure Following Cardiac Surgery Protects from Post-

operative Pulmonary Complications: A Prospective, Randomized, Controlled Trial in 500 Patients, Chest 2009; 135:1252-

1259 

Compared with intermittent nasal CPAP, six hours of prophylactic nasal CPAP reduced pulmonary complications 

and ICU readmissions after elective cardiac surgery. 

Long term consequences of acute delirium: 

Fong, TG et al., Delirium accelerates cognitive decline in Alzheimer’s Disease, Neurology 2009; 72:1570-1575 

Delirium is typically described as a reversible confusional state but this study demonstrated that delirium was as-

sociated with an accelerated course of cognitive decline in older adults with Alzheimer’s Disease.  Efforts to pre-

vent delirium in hospitalized older adults may have long term benefits. 

Transitions of Care: Room for improvement and a Consensus Policy Statement: 

Jencks, SF et al., Rehospitalizations among patients in the Medicare Fee-for-Service Program, NEJM 2009; 360:1418 

Rehospitalizations were prevalent in this study, up to 34% within 90 days.  Up to half of those rehospitalized in the 

first month had no bills submitted for an outpatient visit.  The estimated cost to Medicare for rehospitalizations in 

2004 was $17.4 billion.  Hosptialists can expect policy/reimbursement rules regarding this issue in the near future. 

Snow, VS et al., Transitions of Care Consensus Policy statement by ACP, Society GIM, Society Hospital Medicine, 

Am Geriatrics Society, Am College Emergency Physicians, Society Academic Emergency Medicine: 

http://www.springerlink.com/content/e30wn8313124138j/?p=e558167b5f9d411b9c7d39b26417f5e2&pi=2 

 

 

ID CORNER        William Salzer MD 

Swine Flu: the words on everyone’s lips.  It is now referred to as Novel H1N1 influenza out of respect for pigs.  But 

the New England Journal has published a whole issue on this subject, available online only: 

http://content.nejm.org/early_release/#groupH1N1 

Also, the CDC has a website devoted to this infection, which covers epidemiology, management of patients and 

outbreaks, etc: 

 http://www.cdc.gov/h1n1flu/ 
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