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Case Report 
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A B S T R A C T   

Introduction: Acute pancreatitis (AP) is considered one of the potentially rare complications of severe hyper
triglyceridemia (HTG). Multiple treatment modalities have been suggested for patients with HTG-AP, such as 
permanent removal of TG by plasmapheresis, the use of insulin and heparin to enhance lipoprotein lipase activity 
and fibrate therapy, but the data remains limited. 
Case management: we reported a case of 33-year-old women admitted for HTG-induced PA (HTG-AP). The patient 
had hypertriglyceridemia for 7 years under fibrate therapy as a medical history. On admission to our intensive 
care unit, his triglyceride level was 1060 mg/dl and the lipase level was 298 IU/L. An abdominal CT scan 
revealed stage E AP. The patient was treated with a low dose insulin infusion (0.05 unit/kg/h) with heparin and 
5-day course of plasmapheresis, Fibrate therapy was maintained. His triglycerides went down to 130.9 mg/dl and 
she was discharged. 
Conclusion: Early recognition of severe HTG can prevent progression to multiples diseases such as acute 
pancreatitis, can facilitate appropriate or even aggressive treatment to minimize complications of this.   

1. Introduction 

Hypertriglyceridemia is the third most common cause of acute 
pancreatitis. it is relatively rare and the diagnosis can be very difficult. 
However, this requires a high level of clinical suspicion with a good 
history as well as the presence of high levels of triglycerides (TG) [1]. 

Treatment of this acute pancreatitis due to hypertriglyceridemia 
involves lowering lipid levels through the use of plasmapheresis, hepa
rin and insulin infusions to enhance lipoprotein lipase activity, and/or 
fibrate therapy [2]. 

This paper presented a case of 33-year-old- women admitted with 
HTG-induced PA (HTG-AP). 

2. Case management 

A 33-year-old women admitted to our intensive care unit for HTG- 
induced PA (HTG-AP). The patient had hypertriglyceridemia for 7 
years under fibrate therapy as a medical history. She was referred after 7 
days of abdominal pain (epigastric pain) radiating posteriorly with no
tions of vomiting and deterioration of general condition. The patient 
reports the notion of having eaten a hearty meal rich in fat and carbo
hydrate (fatty food) while forgetting her diet. Clinical examination 
showed an abdominal tenderness elicited on palpation, normal hemo
dynamic state with tachycardia 109 pulse/minute, normal respiratory 
state with SpO2 98% on room air. 

The complete blood count showed: high level of triglyceride with 
1060 mg/dl and lipase level was 298 IU/L, high C-reactive protein with 
320 mg/L, normal white blood cells 6390/mm3 and normal kidney 
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function. Aspartate aminotransferase (AST) and alanine aminotrans
ferase (ALT) were normal. Total cholesterol was 372.9 mg/dl, high- 
density lipoprotein (HDL), 13.8 mg/dl and Low-density lipoprotein 
(LDL) was not recorded. HbA1c was 7.9% and glycaemia level was 2.1 
g/L. Her venous blood gas showed a pH of 7.51 and HCO3 of 22 mmol/L. 

An abdominal CT scan revealed stage E of acute pancreatitis. Then 
she was diagnosed with HTG-AP. 

On day 1 of stay, the patient was kept nil per mouth and started on a 
continuous infusion of normal saline at 135 ml/hr for 24 hours, she was 
treated with a low dose insulin infusion (0.05 unit/kg/h) by the endo
crinologist with heparin. Besides, atorvastatin (40 mg once daily (OD)), 
fenofibrate (145 mg OD), and aspirin (100 mg OD) were given. On day 3, 
the patient showed no improvement leading to initiating plasma ex
change (PLEX) therapy: for 5 sessions with exchange of 3 L of plasma 
each session. 

On day 7, her lipase level reduced to normal (40 IU/L), and TG level 
came down to 130.9 mg/dl. Throughout her stay in the intensive care 
unit, oral nutrition was maintained, as was social interaction face-to- 
face with loved ones. Indeed, she was informed daily of his health 
state and she was discharged after 8 days of her stay in intensive care 
unit. 

This case reports follows scare guidelines [3]. 

3. Discussion 

While AP has multiple etiologies, hypertriglyceridemia is considered 
the third most common cause after gallstones and alcohol. it is the un
derlying cause of pancreatitis in 7% of the population [4,5]. Hyper
triglyceridemia can lead to acute pancreatitis as a precipitating agent of 
pancreatitis or as an epiphenomenon [6]. 

The secondary causes of hypertriglyceridemia are generally not 
sufficient to cause an elevated level of TG to cause pancreatitis, thus 
necessitating the need for a pre-existing defect. Indeed, it is necessary to 
have a TG level greater than 1000 mg/dl (or 20 mmol/l) to induce acute 
pancreatitis [6,7]. 

Yoshifumi and all showed in his paper that the ingestion of fatty 
foods in the two cases studied had an acute abdomen with a high level of 
inflammation parameters accompanied by hypertriglyceridemia and 
lipasemia [8]. As in our case, our patient had an acute abdomen 
following the ingestion of fatty foods with a high rate of hyper
triglyceridemia, lipasemia and C-reactive protein. 

On imaging, abdominal ultrasound could not detect acute pancrea
titis, abdominal CT remains the exam of choice for confirmation of this 
pathology. As indicated in our case. 

Treatment of hypertriglyceridemia-induced pancreatitis involves 
early management of acute pancreatitis and prevention of any of his 
complications. In the study by Tsuang and al; plasmapheresis has been 
used to facilitate the removal of chylomicrons from the bloodstream and 
to improve insulin sensitivity and glycemic control [9]. As our case 
report shows, our patient had benefited from 5 plasma exchange sessions 
with a clear improvement. However, several studies showed conflicting 
results regarding the effectiveness of the use of plasmapheresis, hence 
different studies are needed in this context [9]. Another effective ther
apy has been used to reduce TG in Jennifer study is the use of insulin and 
heparin infusions, either in combination or in monotherapy, as well as 
aggressive rehydration [10]. our patient was treated in the same way 
with a marked improvement in her clinical condition. 

Our patient was satisfied from our medical care. 
The early measurement of serum triglyceride levels and pancreatic 

enzymes such as lipasemia, as well as the identification of chylomicrons 
could aid in the development of the treatment regimen and the pre
vention of the progression of complications due to this pathology. 

4. Conclusion 

HTG-AP is a serious disease requiring prompt diagnosis and 

treatment. In our case, HTG-AP was managed with an infusion of low 
dose insulin, heparin and the use of a 5-day course of plasmapheresis 
which prevented the progression of complications from pancreatitis. 
Several investigations are necessary to understand the efficacy of low 
dose insulin in the management of HTG-AP as well as the indication of 
plasmapheresis. 
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