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Abstract
AIM: To investigate a formalized therapeutic guideline for
hyperlipidemic severe acute pancreatitis (HL-SAP).

METHODS: Thirty-two consecutive patients with severe
acute pancreatitis were included in the clinical trial. All of
them met the following five criteria for admission to the
study, namely the Atlanta classification and stratification
system for the clinical diagnosis of SAP, APACHEII score
more than 8, time interval for therapeutic intervention less
than 72 hours after onset of the disease, serum triglyceride
(TG) level 6.8 mmol/l or over, and exclusion of other etiologies.
They were divided into severe acute pancreatitis group (SAP,
22 patients) and fulminant severe acute pancreatitis group
(FSAP, 10 patients). Besides the conventional therapeutic
measures, Penta-association therapy was also applied in the
two groups, which consisted of blood purification (adsorption
of triglyceride and hemofiltration), antihyperlipidemic agents
(fluvastatin or lipanthyl), low molecular weight heparin
(fragmin), insulin, topical application of Pixiao (a traditional
Chinese medicine) over the whole abdomen. Serum triglyceride,
pro-inflammatory cytokines and anti-inflammatory cytokines
were determined before blood purification (PF), at the end
of blood purification (AFE) and on the 7th day after onset of
the disease (AF7) respectively. Simultaneously, severity of
the diseases was assessed by the APACHE II system.
Prognosis was evaluated by non-operation cure rate,
absorption rate of pseudocyst, time interval pseudocyst
absorption, hospital stay and survival rate.

RESULTS: Serum triglyceride level (mmol/L), TNFα (U/ml)
concentration and APACHE II score were significantly
decreased (P<0.05) at AFE and AF7, as compared with PF.
However, serum IL-10 concentration (pg/ml) was increased
significantly (P<0.001) at AFE, and decreased significantly
(P<0.05) at AF7 when compared with PF. Operations: The
First surgical intervention time was 55.8±42.6 days in SAP
group (5 patients) and 12.2±6.6 days in FSAP group (7 patients),
there was a significant difference between the two groups
(P=0.02). The number of operations in the two groups was
1.33±0.5 vs 3.5±1.2 (P=0.0037), respectively. Prognosis: Non-
operation cure rate, absorption rate of pseudocyst, hospital
stay and survival rate in SAP group and FSAP group were
100 % (22/22) vs 11.1 % (1/9), 77.3 % (17/22) vs 11.1 %
(1/9), 54.2±35.9 vs 99.1±49.5 days (P=0.008) and 100 %
(22/22) vs 66.7 % (6/9) (P=0.0044). The time for absorption
of pseudocyst was 135.1±137.5 days in SAP group.

CONCLUSION: Penta-association therapy is an effective
guideline in the treatment of hyperlipidemic severe acute
pancreatitis at its early stage (within 72 hours).
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INTRODUCTION
Currently, cholilithiasis, alcohol abuse, hyperlipidemia and
other specific factors, are the main causues of acute pancreatitis.
The morbidity of severe acute pancreatitis secondary to
hyperlipidemia (HL) has been apparently increased in recent
years, acute pancreatitis occurred in 12-38 % of hyperlipidemic
patients[1,2]. Hypertriglyceridemia (HTG) was the second cause
of acute pancreatitis in our specialty center. However, this is
in contrast with Yadav’s views point[3] that it was a rare cause
of severe acute pancreatitis, obviously different from our
situation.
     Serum triglyceride (TG) level more than 10 to 20 mmol/l
in patients with types I, IV, or V hyperlipidemia (Fredrickson’s
classification) might lead to acute pancreatitis, so it has been
considered as an identifiable risk factor[3]. It was reported that
the mechanism leading to severe acute pancreatitis was that
combining capacity of albumin surpassed by over production
of free fatty acid would cause tissue toxicity. Thus, pancreatic
acinar cells and microvessels were injured[4-8]. The main
treatment for hyperlipidemic severe acute pancreatitis (HL-
SAP) is to decrease serum triglyceride level and to prevent
systemic inflammatory response. Although serum triglyceride
could be decreased by plasmapheresis[9], there has been no
formal therapeutic strategy to treat HL-SAP at present. We
retrieved references about the treatment of HL-SAP from
MEDLINE during 1966-2003 using severe acute pancreatitis
and hyperlipidemia as the key words, and found that reports
were all case reports of single treatment measure[10-12]. No
formalized therapeutic strategy was found. Therefore, we
prospectively treated patients with HL-SAP by Pent-
association therapy which consisted of purification,
antihyperlipidemic agents, insulin, heparin and topical
application of Pixiao (a traditional Chinese medicine) over the
whole abdomen to observe its therapeutic effects and influence
on prognosis.

MATERIALS AND METHODS

Patients and groups
Patient  Thirty-two consecutive patients with SAP admitted
to Department of Surgical Intensive Care Unit, Ruijin Hospital,
Shanghai, China, from April 2000 to March 2003 were included
in the clinical trial. Therapeutic strategies to all patients were
determined by a group of doctors from SICU and Department
of Surgery.
Groups  Five entry criteria for admission to the study were
the Atalanta classification system to stratify patients with acute



pancreatitis (1992)[13], APACHEII score more than 8, within 72
hours after onset of the disease, serum triglyceride level more
than 6.8 mmol/L, and exclusion of other etiologies.
      The diagnosis of fulminant severe acute pancreatitis (FSAP)
was made according to the following criteria.
     FSAP was diagnosed by meeting one or more of the
following indices within 72 hours after onset of the disease
with adequate fluid resuscitation such as APACHEII score 20
or more, acute renal failure, ARDS, DIC, and Glasgow score
less than 8.
       According to the aforementioned criteria, 32 patients were
divided into SAP group (22 patients) and FSAP group (10
patients). Of the FSAP group, one patient was excluded from
the clinical trial due to giving up of the therapy. The patient
did not undergo triglyceride adsorption and hemofiltration, and
thus developed ARDS and acute renal failure within 48 hours.
According to theoretical speculation and references, the Penta-
association therapy might have some positive effects on patients.
Therefore, we did not set control group in the present study. In
addition, patients and/or their family were told about the trial
in details. We were thus authorized to perform the study.
Etiology  This included uncontrolled diabetes mellitus, long
period alcohol abuse, heredity, pregnancy, obesity, etc. Among
them, 23 men aged 45±9.4 years, 9 women aged 41.9±14.9 years.

Methods
Thearpy  Conventional therapy: It included appropriate fluid
resuscitation, fasting, gastrointestinal decompression, use of
pancreatic enzyme inhibitors, prophylactic antibiotics,
decoction of raw rhubarb poured into stomach via gastric tube,
enteral nutrition and operation if necessary.
      Specific therapy (Penta-association therapy) This included
blood purification (adsorption of triglyceride and hemofiltration),
triglyceride decreasing antihyperlipidemic agents (fluvastatin
sodium capsules 40 mg, qn, P.O; lipanthyl, 200 mg qn, P.O),
low molecular weight heparin (fragmin 5 000 IU, subcutaneous
injection, qd, for 3 days), insulin by intravenous infusion (blood
sugar controlled to less than 200 mg/dl), topical application of
Pixiao over the whole abdomen.
    Adsorption of triglyceride and hemofiltration Blood
purification was performed using Diapact CRRT machine (B.
Braun Co., Germeny). Polysulfone filters were used (Cut-off-
point 30 000 Dalton, AV 600S, Fresenius Medical Care).
Systemic anticoagulation was undergone with low molecular
weight heparin (fragmin, 5 000 IU/ampule) at a dose of 100-
140 IU/kg for bolus injection. Ultrafiltrate was replaced with
substitutes made according to patient’s electrolyte and blood
glucose. Pre-dilution mode was used. Extracoporeal blood flow
ranged from 250 to 360 ml/min. Ultrafiltrating rate was
controlled within 50-500 ml/h. In order to remove triglyceride
rapidly, we changed the filter every 4 hours.
     Indications for stopping blood purification Short veno-
venous hemofiltration was stopped when the abdominal
symptoms and signs disappeared, or the heart rate was less
than 90 beats/min and the respiration rate was 20 times/min,
respectively. Continuous veno-venous hemofiltration was
stopped if the renal function was recovered and/or heart rate was
less than 90 beats/min and the respiration rate was 20 times/min
respectively.
Determination of Indices  Serum levels of triglyceride, TNFα
and IL-10 were determined before blood purification (PF), at
the end of therapy (AFE) and on the 7th day (AF7) after onset of
the disease. APACHE II scores were evaluated simultaneously.
Activity of TNFα was assessed in the L929 cell line. IL-10
was tested using a commercially available ELISA kit (From
Endogen Company, USA.).
Follow-up  Enhanced CT scan of abdomen was performed
every month for the patients with successful conservative

treatment, and intra- and extra-pancreatic radiological changes
were observed.
Prognosis  Non-operation curative rate, survival rate, hospital
stay, absorption rate of pseudocyst, time of first operation and
total operation time were calculated and compared between
the two groups.

Statistics
Data were reported as mean ± standard deviation, and analyzed
using Student’s t and or chi square test.

RESULTS
Serum level of triglyceride, cytokine and APACHEII score
Serum concentrations of triglyceride and TNFα, and APACHE II
scores were significantly decreased at AFE (t=5.687, P<0.001;
t=6.342, P<0.001; t=12.12, P<0.001) and AF7 (t=7.576,
P<0.001; t=10.19, P<0.001; t=15.09, P<0.001) compared with
PF. Serum triglyceride level was decreased to safe range within
10 hours after the beginning of blood purification, and to
normal range at AF7 when triglyceride was decreased as well
as heparin and insulin were used continuously. But serum level
of IL-10 at AFE was significantly increased compared with
PF (t=19.21, P<0.001). However, it was significantly decreased
(t=9. 87, P<0.001) at AF7 compared to PF.
      Thus, serum triglyceride and pro-inflammatory cytokines
were decreased, and anti-inflammatory cytokine was increased
through blood purification (hemofiltration and adsorption of
triglyceride), and severity of the disease was significantly
decreased (Table 1).

Table 1  Levels of serum triglyceride, cytokines and APACHE
II score

      PF      AFE     AF7

Serum triglyceride 13.1±8.1     4.5±2.3 2.02±0.83
(mmol/L)
APACHE II score 18.4±4.4   7.38±2.5   5.8±1.5
TNFα (u/ml) 43.1±12.7   26.3±7.5 17.7±5.6
IL-10 (pg/ml) 72.1±20.0 179.6±23.9 31.2±11.5

Time duration for blood purification and number of filters
used
Systemic inflammatory response syndrome (SIRS) was
prevented through adsorption of triglyceride and short veno-
venous hemofiltration in SAP group, but long time blood
purification and/or drainage of large amounts of exudates from
abdominal cavity and retroperitoneal space were needed in
FSAP group. The number of filters used and time duration for
blood purification in SAP group and FSAP group were 2.6±1.3
vs 2.9±1.5 h, 6.5 ±2.7 vs 48±62 h, respectively.

Surgical intervention
Time interval from onset of the disease to the first operation
was significantly longer in SAP group (5 patients) than in FSAP
group (7 patients) (t=2.715, P=0.02). Debridement of
pancreatic necrosis and internal drainage of pseudocyst were
performed in SAP group. Only debridement of pancreatic
necrosis was performed in FSAP group, but operation number
was more than that in SAP group (t=3.775, P=0.0037). This
indicated that Penta-association therapy had better results in
hyperlipidemic SAP than in FSAP group (Table 2).

Prognosis
We compared the results from this clinical trial with 283 patients
treated with conventional therapy in our hospital, and found
that non-operation cure rate was 100 %(22/22) in the present
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SAP group, and was 43.5 % in our previous group (123/283)
(χ2=26.16, P=3.3×10-7). The survival rate was 100 %(22/22) and
was 84.1 % in our previous group (238/283) (χ2=4.104, P=0.043).
In SAP group, pancreatic pseudocysts were resolved
spontaneously in 17 patients, with an absorption rate of 77.3 %
(17/22), and surgical intervention was thus avoided. Absorption
time was 135.1±137.5 days with a variation constant of 102 %.
    In FSAP group, only one patient was cured through
conservative treatment, its time interval for absorption of
pseudocyst was 96 days. Another patient died without
operation. Surgical drainage and debridement of pancreatic
necrosis were done for the rest of 7 patients within 2 weeks
after onset of the disease. The survival rate of 66.7 %(6/9)
was slightly higher than 58 % (27/47) from Beger’s report[14]

[χ2=0.2653, P=0.61] without significant difference.
      Absorption rate of pseudocyst, non-operation cure rate and
survival rate in SAP group were higher than those in FSAP
group. Hospital stay was also shortened compared to FSAP
group (P=0.008, Table 3).

Table 2  Surgical intervention

       SAP    FSAP

Number of cases            5        7
Time of first operating (days)    55.8±42.6 12.2±6.6
Surgical procedures Debridement          Debridement

and gastro-or          with drainage
jejuno-pancreatic       and nutritional
anastomosis           jejunostomy
for pseudocyst

Number of operation    1.33±0.5 3.5±1.2

Table 3  Prognosis of SAP and FSAP

 SAP group  FSAP group

Number of cases          22             9
Rate of adsorption of pseudocyst 77.3 %(17/22)   11.1 %(1/9)
Time interval for absorption   135.1±137.5          96
of pseudocyst
Non-operation cure rate 100 %(22/22)   11.1 %(1/9)
Hospital stay (days)     54.2±35.9     99.1±49.5
Survival rate 100 %(22/22)   66.7 %(6/9)

DISCUSSION
With an increased incidence of hyperlipidemia and its
complication, acute pancreatitis also increased accordingly.
SAP secondary to hypertriglyceridemia (HTG), presented
typically as an episode of SAP, rarely as chronic pancreatitis.
A level of serum triglyceride (TG) more than 6.8 mmol/L in
patients with types I, IV, or V hyperlipidemia (Fredrickson’s
classification) is an identifiable risk factor. The typical clinical
profiles of hyperlipidemic pancreatitis were a patient with a
preexisting lipid abnormality along with the presence of a
secondary factor (e.g., poorly controlled diabetes, alcohol abuse
or a medication) that could induce HTG[15]. Patients with
isolated hyperlipidemia (type V or I) without a precipitating
factor would rarely have pancreatitis. Interestingly, serum
pancreatic enzymes might be normal or only minimally
elevated even in the presence of SAP as diagnosed by imaging
studies. The clinical course of HL-SAP was not different from
severe acute pancreatitis caused by other causes. Although
conventional management of SAP caused by hyperlipidemia
is similar to that by other causes, but it still needs some specific
management. So we did this clinical trial to investigate
systematically how to manage HL-SAP within 72 hours after
onset of the disease.

Formation of therapeutic regimen and its mechanism
At present, there have no formalized therapeutic strategies for
the treatment of HL-SAP in the literature, besides single case
report or the use of certain measures. In 2000, our Pancreatic
Disease Therapy Center considered a therapeutic strategy
aiming at HL-SAP that was based on the concepts that hyper-
triglyceride, fatty acid and inflammatory mediators were the
pathological mechanism of deterioration of HL-SAP[8,16-19]. A
prospective investigation was thus carried out. Principles of
the strategy included rapid lowering serum triglyceride,
blocking of induction pancreatic damage by pro-inflammatory
mediators, preventing recurrence by the use of antihyperlipidemic
agents, promoting self- absorption of pancreatic pseudocyst.
Concrete measures could be found in the details of Penta-
association therapy, which included blood purification
(adsorption of triglyceride and hemofiltration), fluvastatin
(40 mg, qn, P.O) or lipanthyl (200 mg, qn, P.O), low molecular
weight heparin (fragmin, 5 000 IU subcutaneous injection, qd,
for three days.), insulin (intravenous infusion, blood sugar level
controlled well below 200 mg/dl), and topical application of
Pixiao (Chinese traditional medicine) over the whole abdomen.
Hyperchylomicronemia caused by hyperlipidemia could lead
to not only pulmonary edema[20] and systemic microcirculatory
dysfunction, but also release of fatty acids, which would play
an important role in causing pancreatic injury[8,17]. Thus, the
first item of the therapeutic regimen was adsorption of serum
triglyceride, and it was essential to lower blood triglyceride
level within the safe range. Simultaneously, heparin could
stimulate lipoprotein-lipase activity and accelerate chylomicron
degradation[9]. It could also contribute to the decrease of serum
triglyceride level. Besides this effect on blood triglyceride, it
could also improve microcirculation and prevent activation of
neutrophils activity[21]. Polymorphonuclear cells (PMN) could
play an important role in the deterioration of severe acute
pancreatitis, especially release of elastase (PMNE), which
would lead to persistent pancreatic necrosis and acute lung
injury[22]. Insulin could not only decrease blood sugar, but also
accelerate degradation of chylomicrons[9]. Therefore insulin
was given to control blood sugar well below 200 mg/dL.
Simultaneously, fluvastatin sodium or lipanthyl was given to
decrease blood lipid in order to avoid recurrence of acute
pancreatitis.
     Though the etiologies of patients with acute pancreatitis
could be different, but their pathophysiological changes were
just the same[23]. Activated enzymes and oxygen free radicals
injured the acinar cells and caused release of cytokines and
vasoactive mediators, attracted inflammatory cells and
activated vascular endothelium as well as the expression of
adhesion molecules. The disturbance of pancreatic
microcirculation could induce progression from edematous to
necrotizing pancreatitis independent of the early intracellular
events, including protease activation. Specific therapy must
be directed towards microperfusion failure as the secondary
pathogenetic step, since the initial enzyme activation and
cytokine release were irreversible by the time of clinical
presentation. In experiments comparable to the clinical
situation, following therapeutic principles have been proven
to be beneficial: increase of blood fluidity, inhibition of
leukocyte-endothelium interaction and blockade of systemic
inflammatory response. As we know, Short time veno-venous
hemofiltration could significantly decrease circulatory TNFα
level and increase circulatory IL-10 level[24]. This could block
systemic inflammatory response and pancreatic necrosis. Due
to dynamic balance of pro-inflammatory and anti-inflammatory
cytokines, long time hemofiltration was prohibited to avoid
creation of new imbalance in SAP[25]. However, FSAP usually
resulted in Ultra-SIRS (systemic inflammatory response
syndrome), thus continuous veno-venous hemofiltration and
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drainage of abdominal, retroperitoneal toxic exudates were
essential to prevent recurrence of Ultra-SIRS. Based on this
concept, hemofiltration could be used as a specific measure to
treat HL-SAP.
      After acute response phase, emphasis should be put on the
prevention of infection, rapid subsidence of fluid accumulation
in the third space as well as promotion absorption of pancreatic
pseudocyst. Topical application of Pixiao (Chinese traditional
medicine) over the whole abdomen could ameliorate tissue
edema including that of abdominal wall, peritoneum and
intestinal wall, and accelerate absorption of pancreatic
pseudocyst. Therefore, Pixiao was used through out the whole
course of the disease in order to relieve tissue edema and resolve
pancreatic pseudocyst spontaneously. When patients were
discharged with pancreatic pseudocyst, application of Pixiao
was continued until it no longer absorbed fluid and became
dry. Though the effect of this measure was slow, but it played
an important role in decreasing operation rate.

Efficacy and prognosis
Although Penta-association therapy is far from perfect,
especially for the prevention of recurrence of the disease, but
good clinical efficacy has been obtained by these specific
measures in the acute response phase of the episode.
     In acute pancreatitis, medications, such as heparin and
insulin etc. decreased trigylceride levels to less than 10 mmol/L
within 2.8 days (1 to 6), the amylase and lipase levels returned
to normal after 3 and 4 days respectively, and the abdominal
pain was resolved[9,10]. Also, it was reported that plasmapheresis
removed blood triglyceride[26-31] and got good results.
Clinically, this method could not be propagated to wider use
due to the problems of equipments and the need for large
amounts of plasma. So we adopted the present measure to
adsorb triglyceride. Within 72 hours after onset of the disease,
serum triglyceride concentration was decreased to 6.8 mmol/l
within 10 hours. At this time, abdominal pain was resolved in
31 patients. So adsorption of triglyceride can not only decrease
triglyceride level rapidly, but also resolve abdominal pain and
prevent deterioration of the disease. This has been regarded as
a necessary measure in the treatment of HL-SAP at its early
stage. As to the safe range of blood triglyceride level, it was
reported that the level should be decreased to 5.65 mmol/L[32],
but in our series when it was below 6.8 mmol/l, abdominal
pain in 31 patients was resolved. This discrepancy might be
due to different etiologies of hypertriglyceridemia or different
preexisting factors. All the patients received insulin, heparin
and antilipidemic agents to prevent deterioration of the disease
by controlling serum triglyceride level at normal range 7 days
after onset of the disease. Even though etiologies resulting in
each SAP patients might be different, but pathophysiological
lesions were just the same, such as overproduction of cytokines,
microcirculation failure and over-activated neutrophils.
Therefore, hemofiltration was continued after lipid adsorption
to regulate the balance between proinflammatory and anti-
inflammatory cytokines. This caused decrease of proinflammatory
cytokines as well as temporary increase of anti-inflammatory
cytokines with APACHEII score decreased. Our results were
in accordance with the report in the literature[24]. Thus,
hemofiltration used in the early treatment of HL-SAP was of
important clinical significance.
     Five patients with SAP underwent the first operation on
the 56th day after onset of the disease. Surgical modalities used
coincided with literature reports[31]. The major methods were
debridement and drainage of pancreatic necrosis as well as
internal drainage of pancreatic pseudocyst. But FSAP group
underwent the first operation on the 12th day after onset of the
disease. The first operation time was earlier than that of SAP
group (P<0.01). Surgical methods in FSAP group were mainly

debridement and drainage. Furthermore, the number of
operations was also increased (P<0.01).
      Non-operation cure rate and survival rate were both 100 %
in SAP group, they were increased significantly compared with
non-operation rate of 43.5 % and survival rate of 84.1 % in
283 patients with SAP in our hospital in the past. Meanwhile,
the survival rate of 100 % was higher than that of 62 % (8/13)
in literature report[31] [χ2=9.872, P=0.002]. Incidence of
pseudocyst in SAP group was 81.8 % (18/22) which was
significantly higher than that of 37 % in literature report of[33].
Pseudocysts in 17 patients resolved spontaneously without
operation. The reason why the morbidity and absorption rate
of pseudocyst were very high was that the full-blown summit
of SAP was at 72 hours, so pancreatic microcirculation was
compromised, and ischemia occurred in the pancreas within
72 hours. Thirty-one patients were treated on time within 72
hours, thus pancreatic necrosis was prevented. After onset of
the disease, the whole abdomen was covered with Pixiao
(rough-wrought Glauber’s salt) until it could not be moistened.
This treatment could accelerate absorption of pseudocyst.
Ischemia occurred in the major component of Pixiao (rough-
wrought Glauber’s salt) is Glauber’s salt, additionally, it
contains magnesium sulfate, calcium chloride, magnesium
chloride etc. and acts on inflammatory mass by the effect of
shrinkage, anti-inflammation, dehydration and others. Based
on the aforementioned results, we think that Penta-association
therapy has quite good clinical efficacy, and should be regarded
as a specific measure in the treatment of HL-SAP.
      HL-FSAP is a sub-type of HL-SAP. Although we applied
the same conservative therapeutic measures as those of SAP,
but the efficacy was not the same. Only one patient recovered
through conservative treatment. It took 96 days for the
pseudocyst to resolve spontaneously. Another patient died. If
conservative treatment could not control the disease, it was
taken as the indication for operation in FSAP. Seven of them
underwent debridement and drainage of abdominal and/or
retroperitoneal exudates through laparotomy within 2 weeks
after onset of the disease. Although its cure rate was 66.7 %, it
was still higher than Beger’s 58 %[14] and Bosscha’s 61 %[34],
the percentage of mortality was still 33 %. According to our
data and literature data[34], survival rate has not been improved
through early enthusiastic operation and surgical drainage.
This demonstrated that conventional treatment and Penta-
association therapy, optimal surgical indication, proper timing
of operation and choice of drainage method, such as
laparoscopy, drainage through single lumen catheter puncture
guided by ultrasound, play an important role on survival rate
in the treatment of HL-FSAP. Although the viewpoint that
conservative treatment should be applied to treat FSAP during
it’s early stage (within 2 weeks)[35] was controversial, it is
advisable to apply cautiously drainage through laparotomy in
the treatment of FSAP during its early stage, and this could
achieve curing rate. Some authors suggested that management
and clinical surveillance required specific expertise, and
management of these patients was best undertaken in
specialized centers.
      It is thus evident that Penta-association therapy upon the
basis of conventional therapy for HL-SAP can give good
clinical results, but its efficacy in treating FSAP needs to be
further improved.

Recommendation of formalized therapeutic regimen
Efforts has been made by the pancreatic disease specialists all
over the world in the past hundred years, the therapy of acute
pancreatitis has been basically formalized, and therapeutic
principles were also basically established. Thus, the cure rate
of SAP has reached 80 %. But there were still 20 % of patients
who could not be cured. Among them, 15 % were still SAP,
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5 % were another subtype - FSAP. Regardless of the etiologies
of SAP, their pathophysiological changes were identical, and
this determined the accordance of their management. But why
there were still 15 % of these patients who could not be cured?
Based upon our experimental results, we think some of them
were not treated appropriately with regard to their etiologies
during early stage (within 72 hours). Although pancreatic
lesions could not be prevented from progression even after
the etiologies were resolved, continuing existence of the
etiological factors would aggravate the disease, such as
choledocholithiasis and hyperlipidemia. At present, there are
a lot of measures to treat biliary acute pancreatitis, such as
EST, ENBD or surgical operation. Nevertheless, there is no
formalized regimen to manage HL-SAP. On account of this,
our Pancreatic Disease Therapy Center has suggested a
formulated specific regimen to treat HL-SAP in order to save
some of the 15 % patients. In the present study, from the
standpoint of cure rate, almost all the patients were recovered
from the disease. Based upon our results, we suggest that it is
important to determine whether hyperlipidemia is existent or
not by history and laboratory examinations or simply by the
presence of chylous blood. Once the diagnosis of HL-SAP is
established, besides the conventional therapy, Penta-association
therapy should be given immediately to mange HL-SAP.
     Additionally, 5 % of the patients belonged to FSAP.
Although the therapeutic efficacy of HL-FSAP in the present
group was somewhat improved, but it was not significant. This
should be further investigated.
      In summary, HL-SAP has not only the general characteristics
of severe acute pancreatitis, but also some specific characteristics.
So, besides conventional therapy of SAP, specific strategy
should be taken into consideration. Penta-association therapy
is not a perfect regimen, further refinement, especially to
treatment for FSAP, is urgently required.
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