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CASE PRESENTATION
	This is a case of a 48-year-old male, Filipino, was admitted with a chief complaint of severe epigastric pain.
	One day PTA, patient felt a sudden onset of mild to moderate steady stabbing epigastric pain radiating to the back. He self medicated with Zantac 150 mg tablet 2x a day, which afforded temporary relief.
	Few hours PTA, he suddenly felt the same epigastric pain, but this time increasing in severity and was accompanied by nausea and a desire to pass flatus. No medication taken could relieve his signs and symptoms. Thus, persistence of the above condition prompted him to seek consult hence admission.
	For the past medical history, the patient is a diagnosed hypertensive with the highest blood pressure reading on 140/90. He is taking beta-blocker (Concore) as maintenance. Patient is also diabetic, which he control with oral hypoglycemic agent (Diamicron 1 tablet OD).
	Family history revealed that his mother is a known diabetic. No other heredofamilial diseases are known to be contributory to the patient present condition.
	For his personal and social history, patient is obese weighing 216 pounds. He started drinking beer when he was 16 years old and at age of 27 he often consume 2 grande of beer a day almost 4-5 days a week. He could also consume one case of beer alone on occasions. He doesn’t have any permanent form of exercise due to his busy work.
	Pertinent physical examination findings were the following; patient arrived at the emergency room conscious, coherent, ambulatory,anxious not in cardio respiratory distress, afebrile and in severe pain. He had pink palpebral conjuctivae, anicteric sclerae, no nasal or tonsillopharyngeal congestion. His vital signs were taken and revealed a BP of 150/100 mmHg; pulse rate of 100 beats per minute; temp or 36.9”C. Examination of his abdomen shows slightly globular, with hypoactive bowel sounds at 2 borborygmic sounds per minute, soft, (+) tenderness at the epigastric area, no organomegaly, tympanitic. 

CASE DISCUSSION
I.	CLINICAL DIAGNOSIS

Database as cues:
A 48 year old male, obese; anxious with sudden severe steady stabbing epigastric pain, radiating to the back; hypoactive bowel sound, nauseated, and desired to pass flatus.
	Diagnoses:
		Primary diagnosis:	ACUTE ALCOHOLIC PANCREATITIS
		Secondary diagnosis:	ACUTE CHOLECYSTITIS
Pattern recognition and prevalence
		In cases of acute alcoholic pancreatitis, an episode of binge drinking may hasten an attack of acute pancreatitis. This usually occurs in patients who is a chronic alcoholic, at least two years in whom the pancreas has probably already been damaged by alcohol even though other signs of pancreatic disease is absent.
		Usually the patient presents with sudden epigastric pain that is radiating to the back and is associated with nausea and vomiting.
	
Algorithm
Patient with severe epigastric pain

Signs ----------------------------------------------------------------------Symptoms

Anxious
Obese
Hypoactive bowel sounds
No jaundice
Severe boring epigastric 
pain radiating to the back
Nauseated
Desire to pass flatus

Possible organ affected and disease entity


BILIARY TRACT 
ACUTE CHOLECYSTITIS
PANCREAS
 ACUTE ALCOHOLIC PANCREATITIS
ONSET: gradual
Sudden
Location: epigastric area or RUQ with radiation to the interscapular area or shoulder
Epigastric radiating to the back, periumbilical region and chest
Severity: from asymptomatic to severe
severe
Characteristic: steady ache or pressure and visceral pain
Stabbing and boring/stabbing; deep; visceral
Associating signs and symptoms: nausea and vomiting, flatulence, fullness
Nausea, vomiting, hypomotility, fullness, flatulence

WORKING DIAGNOSIS
PRIMARY DIAGNOSIS: Acute alcoholic pancreatitis
SECONDARY DIAGNOSIS: Acute cholecystitis
Note: patient manifests highlighted texts
	
Pathophysiology
ALCOHOLIC PANCREATITIS
ETHANOL

Cellular metabolic poison
Permeability of pancreatic ducts
Spasm of sphincter of oddi




 concentration of enzyme protein in pancreatic juice


Pancreatic enzyme leak out into surrounding tissues


Obstruction to outflow of pancreatic juice


Precipitation of Ca in the matrix of protein plugs
Precipitation of protein in pancreatic ducts
Damaging the pancreas


AUTODIGESTION
“ACUTE ALCOHOLIC PANCREATITIS



Multiple points of obstruction






II.	PARACLINICAL DIAGNOSTIC PROCEDURES:
Diagnoses:
Primary: ACUTE PANCREATITIS
Secondary: ACUTE CHOLECYSTITIS
Use of paraclinical diagnostic procedure: YES. (why) 
	To firm up the primary diagnosis and rule out acute cholecystitis as a possible problem. And also to hasten the diagnosis of the patient’s present condition.
Certainty
DIAGNOSES
CERTAINTY
TREATMENT MODALITY
1’ ACUTE PANCREATITIS
80%
Medical
2’ ACUTE CHOLECYSTITIS
20%
Medical
Acute alcoholic pancreatitis could be 80% more likely as a diagnosis since, basing on pattern recognition, it is precipitated by a bout of alcohol drinking few days before an attack which is true to the patient. At the same time, the patient is a chronic alcoholic beverage drinker. This chronic drinking could little by little damage the pancreas. 
Patients condition started as sudden, severe, boring epigastric pain radiating to the back, while acute cholecystitis could only be a 20% likely as the diagnosis, since both could present with epigastric pain, nausea, vomiting, flatulence, and fullness. Acute cholecystitis is not precipitated by a bout of alcohol drinking. The location of pain is mostly located on a right upper quadrant radiating to the interscapular area than an epigastric pain boring and directly radiating to the back which is commonly manifested by acute pancreatitis. In addition, another point to consider is the absence of any signs of jaundice in the patient that could also differentiate it from a biliary problem. Which regards to treatment, acute pancreatitis could be resolved medically by analgesics and antispasmodic, and fasting while cholecystitis is usually resolved by operation to remove the cause.

Options for Diagnostic Procedures
Procedure
Benefit
Risk
Cost
Availability
1.Serum amylase determination

(+++++)

v	specifically secreted by the pancreas, and 95% of patients with acute pancreatitis have elevated serum amylase 

(+)

v	discomfort to the patient during extraction of the specimen.

(++)

v	affordable  than an ultrasound at 150 pesos.

(+++++)

v	very much available in most hospitals and private labs.
2.Ultrasound

(+++)

v	this could visualize the structure mostly if an inflammation or obstruction is a prsenting problem


(+)

v	there is no risk doing an ultrasound

(++++)

v	it is more expensive doing an ultrasound and this usually cost 600-800 pesos

(++)

v	it is available in almost all hospitals and labs.

Description of paraclinical diagnostic procedure and expected results that would firm up diagnosis.
1.Serum Amylase- The rise in Amylase is not proportional to the severity of pancreatitis. An amylase level between 200-500 Somogyi units usually indicates billary tract disease with pancreatitis.
2. Ultrasound –is a safe, noninvasive diagnostic technique that enables visualization of the structure and function of organs within the body. This could also be useful to visualize any obstruction, growths, and sizes of organs’ and to further rule out biliary problems.
Paraclinical diagnostic procedures that were done and interpretation.
Diagnostic procedure
Normal values
results
interpretation
Amylase
40-180 u/L
591 u/ L
 
CPK-MB
0-24.0 u/L
11.7 u/ L
Normal
Total cholesterol
3.1 – 5.8 mmol/L
6.2 mmol/l
 
Triglycerides
0.6 – 1.8 mmol/L
4.3 mmol/L
 
Fasting blood sugar
3.3 – 6.0 mmol/L
13.7 mmol/L
 
ECG
Sinus rhythm with a rate of 75/min with poor R progression- Normal
Patient’s amylase determination result was more than three times elevated thus supporting more of the primary diagnosis. Other laboratory exams done were not significant except for the fasting blood sugar which shows that the patient is at the same time having hyperglycemia or diabetic. Although, in order to diagnose the patient, serum amylase determination as a paraclinical procedure would be enough to support the diagnosis.
III.	TREATMENT
Primary diagnosis: ACUTE ALCOHOLIC PANCREATITIS
Secondary diagnosis: ACUTE CHOLECYSTITIS
Goal of treatment
	The treatment of uncomplicated alcoholic acute pancreatitis aims to relieve pain and prevent stimulation and decrease secretion of pancreatic enzymes.
Treatment modality:
Modality
Benefit
Risk
Cost
Availability
Non-operative
(++++)
v	Patient is place on a nothing per orem diet 
v	Analgesic and antispasmodic
v	Bed rest
+
++
+++++

Operative

None
v	Uncomplicated pancreatitis does not need any operative procedure unless there is any obstruction caused by stone

None

none

none

	
Evaluation of results/ outcome of proposed treatment.
		 Relief of severe epigastric pain
		 Gradual decrease in serum amylase

Treatment procedure done and their outcome.
		Upon admission of the patient, he was kept on a nothing per orem diet to prevent further stimulation and secretion of pancreatic enzymes. An IV line was inserted in order to minimize the discomfort of injections as route of drug administration. His beta-blocker was changed to and ACE inhibitor since there were studies conducted and was found out that beta blockers could cause an attack of pancreatitis. An antacid was given also with the aim of neutralizing the gastric acid and prevents stimulation of the pancreas. He was allowed to drink clear liquids on the third day since it after at least three days, the serum amylase would be going down. Thus, starting on the second day the patient was not complaining of any  epigastric pain

IV.	PREVENTION AND HEALTH PROMOTION

State final diagnosis: ACUTE PANCREATITIS
	
In order to avoid a recurrent attack and progression of the disease, the patient is advised mainly to avoid alcohol and drugs that could  precipitate an attack of PANCREATITIS and at the same time to control his diabetes by regular exercise, low fat and low salt diet.



ALCOHOL
Simple Pathophysiology


Metabolic poison that could cause obstruction spasm of the organs controlling the release of enzymes that damage  your pancreas
 It can also cause other disease of the heart, liver, gastrointestinal tract; and the brain




Producing signs and symptoms of ACUTE PANCREATITIS like:
Ø	Severe boring epigastric pain
Ø	Nausea/ vomiting
Ø	Hypogastric motility
Ø	Desire to pass flatus





Advice on screening
	Frequent examination of blood sugar, serum amylase, cholesterol, triglycerides and blood uric acid.

Advice on early detection
	Recommend a bi- annual check- up and Laboratory work- up.
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