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Chief Complaint: Abdominal pain and distention

History of Present Illness:57-year-old male with past medical history significant for alcohol

abuse with necrotizing pancreatitis/pancreatic pseudocyst/pancreatico-colonic fistula, multiple

hospitalizations for bowel obstruction, hypertension and chronic kidney disease presented to

the ER for worsening abdominal pain and distention for the past 4 days. Patient indicates that

his abdomen has been feeling unwell for the past 2.5 weeks. He explains that his abdomen was

“rumbling” thereby, making him afraid to eat. He was hospitalized 2 weeks ago for abdominal

pain and distention at which point he was admitted for 5 days. During this hospitalization, the

patient had an NGT tube placed and it was subsequently removed and he was then discharged.

Patient explains that he was hospitalized in May and June for the same abdominal obstruction

which too were managed with NGT decompression and bowel rest both times. At this time, the

patient presents with abdominal pain in the epigastric region, abdominal distention, poor

feeding via the mouth. Patient is passing gas and voiding urine without any issues.

Past Medical History: Alcohol abuse, necrotizing pancreatitis/pancreatic pseudocyst/

pancreatic-colonic fistula, hypertension, hypercholesterolemia, heart failure, supraventricular,

tachycardia, obstructive sleep apnea, chronic kidney disease, GERD, DDD, gout, penile

condyloma

Past Surgical History: Umbilical hernia repair with mesh 05/2016, infected mesh 10/2016, right

Achilles tendon surgery (date unknown)

Medications: Allopurinol 300 mg daily, ascorbic acid 500mg daily, brimonidine tartrate 1 drop in

both eyes twice daily. cetirizine 10mg daily, cholecalciferol 2 1000-unit tablets daily, folic acid

1mg daily, furosemide 40 mg twice daily, hydralazine 50 mg twice daily, kerasal nail topical

liquid applied daily, metoprolol tartrate 50 mg twice daily, nifedipine 90 mg daily, sildenafil

citrate 100mg weekly PRN, simvastatin 80 mg daily, clonidine HCL 0.1mg twice daily, fish oil

1000mg

Allergies: Lisinopril and travoprost

Social History: No alcohol and tobacco use for the past 4 years

Diagnosis

CT imaging showed diffusely dilated fluid filled large and small bowel with transition point seen at

splenic flexure, adjacent to pancreatic pseudocysts with associated gas collection at pancreatic tail,

suspicious for pancreatic-colonic fistulization.

Normal Labs:

WBC 9.3 with no shift

Hgb 15.3 g/dL

Platelets 325,000/mL

Lactic acid 1.3 mmol/L

Na 138 mEq/L

Cl 98 mEq/L

K 3.4 mEq/L

CO2 23 mEq/L

Glucose 111 mg/dL

Mg 2.89 mg/dL

Phosphorous 3.7 mg/dL

Total Bilirubin 0.4 mg/dL

AST 20 U/L

ALT 13 U/L

ALP 85 IU/L

PTT 32.3s

INR 1.08

Abnormal Labs:

Albumin: 2.9 g/dL

Lipase 159 U/L

BUN: 50 mg/dL

Creatinine: 2.48 mg/dL

Imaging: Abdominal/Pelvic CT scan

Discussion of Disease Process/Clinical Correlations

Pancreatico-colonic fistula is an uncommon complication of acute severe pancreatitis. It can occur either 

during pancreatitis or after pancreatic debridement (1).

In many disease processes, including cancer, infection, and inflammatory states, a low-level of serum 

albumin is identified (2). The mechanism is not clear yet, however, IL-6 and other inflammatory cytokines 

are believed to play an important role.  (Purpose of sentence is unclear)

● Non-linear associations between serum albumin and measures of inflammation.

● Declining concentrations of serum albumin with the severity of inflammatory measures is more 

prominent with regard to serum IL-6 than with CRP; however, decline in serum albumin with 

increasing serum CRP shows a more linear and consistent trend.

This phenomenon has also been found in patients with severe acute pancreatitis patients (3). 

⮚ Provides a probable explanation for this patient’s low albumin levels.

Lipase is a 48 kD enzyme involved in digestion and mainly secreted by exocrine pancreas. During acute 

pancreatitis, serum lipase increases within four to eight hours, peaks at 24 hours, and remains elevated 

for one to two weeks, with a half‐life between 7 and 14 hours (4). It is excreted by the ductal system and 

kidneys. Thus, impaired renal function leads to an increased level of lipase (4).

⮚ Provides explanation for this patient’s elevated creatinine.

Current Research and New Treatments

Pancreatico-colonic fistulas are not common but seen in 3-10% of patients with severe acute 

pancreatitis, as well as chronic pancreatitis. These fistulas are not likely to close 

spontaneously and typically involve a complicated disease course, usually requiring 

intervention. In one case study of pancreatico-colonic fistula, a pancreatectomy, splenectomy, 

and partial colectomy were performed. Postoperatively, the patient’s symptoms were 

completely resolved (5). 

There are also less invasive and non-surgical options available for treating pancreatico-

colonic fistulas, including laparoscopic surgery, endoscopic transenteric drainage, pancreatic 

duct stent placement, percutaneous drainage. Past studies advocating for surgical treatment 

concluded that non-surgical treatments had a low survival rate of 50%, but one retrospective 

single-center study found that patients with pancreatico-colonic fistulas treated with non-

surgical techniques showed improved survival. This study found that mortality rate secondary 

to complications related to acute necrotizing pancreatitis was 5%, though these finding may 

have been due to small sample size due to the nature of the patient population, early 

diagnosis, and aggressive interventional therapies (6). 

Conculsions

The patient’s complaints of abdominal pain and distention, past medical history of necrotizing 

pancreatitis and pancreatico-colonic fistula, elevated albumin and lipase levels, and CT 

imaging all support the patient’s diagnosis of pancreatico-colonic fistula. Because the patient 

has had the same diagnosis in the past, medical records from the past treatment plan may be 

insightful. The most urgent matter to take care of is repair of the pancreatico-colonic fistula. 
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