
CORRESPONDENCE

697       August 2021, Vol. 111, No. 8

Discovering hypertriglyceridaemia
To the Editor: Hypertriglyceridaemia is a well-established, but 
occasionally overlooked, cause of pancreatitis despite mention in South 
African (SA) guidelines over many years.[1,2] Hypertriglyceridaemia 
of >10 mmol/L is associated with a severe course of pancreatitis.[3] 
Appropriate management of severe hypertriglyceridaemia can prevent 
acute pancreatitis, improve quality of life, reduce absenteeism, avoid 
expensive treatment of complications, such as acute respiratory 
distress and renal failure, and prevent premature death. A lipaemic 
blood sample indicates severe hypertriglyceridaemia and should 
prompt measurement of triglycerides. Responses to interventions 
vary widely, depending on controlling secondary causes that increase 
the production of triglyceride-rich lipoproteins (e.g. diabetes and 
excess alcohol intake), and on the lipoprotein lipase activity. In the 
absence of lipoprotein lipase activity, patients do not respond to 
fibrates that are generally recommended for hypertriglyceridaemia. 
There is no response to statins or ezetimibe. Restriction of dietary 
triglyceride intake to <40 g/day is vital. New drugs[4] or genetic 
strategies may become available. 

In the public healthcare sector, there is limited scope for patients 
with severe hypertriglyceridaemia to attend specialised clinics. In the 
private healthcare sector, specialised expertise is rare. Reimbursement 
of lipid-lowering medication, controlled by medical schemes whose 
application forms capture clinical details and results of a lipogram, 
can assist clinicians by careful review of prescriptions and therapeutic 
outcomes for patients with severe hypertriglyceridaemia.

Personal experience with 3 cases of chylomicronaemia due to 
severely impaired lipoprotein lipase activity (Fredrickson type I 
hyperlipidaemia) demonstrates the plight of patients with uncommon, 
severe metabolic errors in SA. Recurrent pancreatitis due to severe 
hypertriglyceridaemia that had not responded to combination 
treatment of atorvastatin and gemfibrozil in a 43-year-old man, 
resulted in admission to an intensive care unit in 2005. The patient 
had pancreatitis complicated by respiratory failure. Weeks later he 
underwent surgery for a pancreatic pseudocyst. A low-fat diet alone 
controlled the dyslipidaemia and there have been no subsequent 
problems. The patient had an ideal lipid profile on a restricted fat diet 
alone. Senior members of his medical scheme were unsuccessfully 
approached to support special units to ensure optimal management 
of severe dyslipidaemias. More recently, the same medical scheme 
approved simvastatin and ezetimibe for severe hypertriglyceridaemia 
in a 44-year-old woman with genetically proven lipoprotein lipase 
deficiency in whom recurrent pancreatitis had resulted in diabetes 
and, along with hypertension, resulted in a stroke. A 60-year-old man 
with diabetes and proven lipoprotein lipase deficiency underwent 

placement of a coronary artery stent for angina pectoris. He sought 
advice on the approved management with atorvastatin together with 
bezafibrate. The chronic medication section of the same medical 
scheme was approached by email, with a request that a medical 
practitioner should explain the decision, as no direct contact details 
were found. After some additional communications, there was an 
undertaking to inspect the patient’s records but no explanation has 
been forthcoming. 

Severe hypertriglyceridaemia should be addressed urgently to 
avoid pancreatitis by dealing with secondary causes, restricting 
dietary fat intake and judicious prescription of medication. It is 
suggested that severely hypertriglyceridaemic patients be assessed 
at special (lipid) clinics linked to a dedicated laboratory, which 
can discern mono- and polygenic causes of chylomicronaemia 
that influence treatment options and prognosis.[5] Such specialised 
centres, preferably at teaching hospitals, could be part of a National 
Health Insurance (NHI) plan to serve public and private sector 
patients alike. The patient’s wellbeing is of the utmost importance and 
uncommon and rare disorders justify the creation of special centres. 
Such an arrangement will record the local experience, contribute to 
the training of medical practitioners and judiciously translate new 
developments into practice. 
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