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Â 1.   A 48 -year -old man with a history 
of dyslipidemia, for which he was 
prescribed atorvastatin 40 mg/day as 
a lipid - lowering agent.   

Â 2.  He initially presented to the 
emergency room with worsening 
epigastric pain.  

?  



Important clinical history 
Â 1. E pigastric pain persisting for 12 days and 

worsening the day before admission. The pain was 
described as radiating diffusely across the 
abdomen and exacerbated by fatty meals. 
Associated symptoms included nausea, vomiting, 
fatigue, and night sweats   

Â 2.  The patient had no history of alcohol or tobacco 
use.  No previous abdominal sono was done -Ą     

No gall stone  
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AST, GGT: not examined.  
Direct bilirubin  

 



2.68mg/dl  1.37 mg/dl  



Â Laboratory investigations revealed significantly 
elevated pancreatic enzymes, with amylase at 
3273 U/L and lipase at 2503 U/L, consistent with 
the diagnosis of AP.  

Â Liver function tests showed mildly elevated 
alanine aminotransferase (ALT) at 113 U/L and 
total bilirubin at 45.8 ȉmol/L, while alkaline 
phosphatase and creatinine levels were within 
normal limits. A lipid profile ruled out 
hypertriglyceridemia as a cause.   



Dyslipidemia acute 

pancreatitis              

Â Dyslipidemia, the condition for which the patient 
was prescribed atorvastatin, is known to be 
associated with hypertriglyceridemia, a 
recognized independent risk factor for AP. 
However, the patientôs triglyceride levels were 
within normal limits at the time of admission, 
ruling out hypertriglyceridemia as a potential 
contributor. This finding reinforces the likelihood 
that atorvastatin itself was the causative agent in 
this case.  



Â A literature review reveals that statin - induced AP 
is not limited to atorvastatin; similar cases 
involving simvastatin and pravastatin show 
symptom resolution upon discontinuation, 
supporting a potential class effect of statins in 

inducing AP  

Tarar ZI, Zafar MU, Ghous G, et al. Pravastatin - induced acute pancreatitis: A case report  
 and literature review. J Investig  Med High Impact Case Rep. 2021;9:23247096211028386.  
doi : 10.1177/23247096211028386.  
Johnson JL, Loomis IB. A case of simvastatin -associated pancreatitis and review of statin -
associated pancreatitis. Pharmacotherapy. 2006;26(3):414 ï22. doi : 10.1592/phco.26.3.414  
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SLE and acute pancreatitis 
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1. Frittoli RB, Vivaldo JF, Costallat LTL, Appenzeller S. ̢ J Transl 
Autoimmun ̢ 2021;4:100106 ̢ 

2. Wang F, Wang NS, Zhao BH, Tang LQ. Acute pancreatitis as an initial symptom of systemic lupus 

erythematosus: a case report and review of the literature. World J Gastroenterol. 2005;11(30):4766 ï8. 



Â a 92 -year -old male patient with epigastric 
pain, whose electrocardiogram (ECG) was 
concerning for inferior wall ST -elevation 
myocardial infarction (STEMI) and who was 
admitted for angioplasty. The final diagnosis 
after complete blood work was stable coronary 
artery disease, and the patient was found to 
present with underlying necrohaemorrhagic  
pancreatitis.  

Admission ECG mimicking an inferior wall STEMI, with 
ST-segment elevation in the inferior leads as shown by 
the arrows. STEMI:  ST-elevation myocardial infarction.  

The patient died 48 h after admission. This case highlights the rarity  
and difficulty in discerning a true inferior wall STEMI and a pancreatitis  
 mimicking the ACS and underscores the importance of reporting such  
cases to raise clinical awareness and guide appropriate management.  



Twelve patients were included from 11 case reports  
The principal indication for colonoscopy was cancer/polyp 
surveillance (7 out of 12, 58.3%). Polypectomy was performed in 9 
patients (75%). In 4 out of 12 cases (33.3%) the procedure of 
colonoscopy was characterised as difficult and external manipulation 
was necessitated.  
The mean onset of symptoms was 8 hours after colonoscopy 
(range: 2 -  >24). Hospitalization was necessary in 9 out of 12 
patients  .  The median duration of symptoms was 7 days (range: 3 -
12). No complications were reported. The mean follow -up period of 
the included patients was 15 months (range: 3 -36). No fatalities 
were reported.  



 

Â

                          
Â Initial management consisted of supportive 

care, including hydration with lactated Ringerôs 
solution at 125 mL/hour and symptomatic 
treatment with metoclopramide for nausea and 
paracetamol for analgesia. Atorvastatin was 
promptly discontinued. The patient was 
maintained on a low - fat diet and closely 
monitored for symptom resolution.  



 

Â During a 2 -day hospital stay, pancreatic 

enzyme levels decreased significantly (lipase: 
1147 U/L, amylase: 1733 U/L), and the patientôs 
abdominal pain improved. He was discharged 
with prescriptions for paracetamol for residual 
pain and pantoprazole 40 mg for 
gastroprotection. At follow -up, he reported 
complete resolution of symptoms, with no 
recurrence of AP.  
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Colonoscopy for a 51 year old 
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The pathophysiology for the development of acute pancreatitis in such 
cases is uncertain, and it has been proposed that moving the endoscope 
through the bowel causes indirect injury to the body and tail of the 
pancreas due to the anatomic proximity of splenic flexure to the 
pancreatic tail  [ 5,13 ]. Pancreatic injury may occur due to excessive 
bowel distension caused by gas insufflation. Furthermore, excessive 
external pressure may also trigger local trauma and inflammatory 
response. A second explanation could be the use of electrocautery during 
polypectomy, which is capable of causing transmural burns, mechanical 
trauma, and irritation to the pancreas and may precipitate an 
inflammatory response resulting in acute pancreatitis  

https://pmc.ncbi.nlm.nih.gov/articles/PMC8918301/#REF5
https://pmc.ncbi.nlm.nih.gov/articles/PMC8918301/#REF13
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