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ABSTRACT
Background: Silent uncontrolled hypertension can cause major organ damage. Case presenta-
tion: A 42-year-old hypertensive male used fenofibrate to lower his triglyceride levels; however,
the investigation revealed that it caused a significant increase in the desire and ingestion of greasy
food items which caused fluctuating high blood pressure. Correction of the dietary regimen and
a modification in the usual recommended drug dose led to a significant positive development of
themedical case. Specifically, it was successful in adjusting the systolic and diastolic blood pressure
components and blood test parameters, andwas effective in correcting the glucose criteria back to
the acceptable standard range. Conclusion: This is the first evidence in the literature on a poorly
controlled hypertension case associated indirectly with fenofibrate.
Keywords: Fenofibrate, triglycerides, total cholesterol, dietary intervention, hypertension, dyslipi-
demia

INTRODUCTION
The increase in blood pressure, a silent killer, is one
of the most common long-lasting illnesses among pa-
tients in major health care programs1. Age, obesity,
and dyslipidemia are the main risk factors for pri-
mary (essential) hypertension, and which contribute
tomost of the cases. On the other hand, secondary hy-
pertensionmight be due to some drugs, kidney disor-
ders, endocrine diseases, and cancer. To make a diag-
nosis of hypertension, it is typically desirable to record
high blood pressure values (with systolic and dias-
tolic blood pressure components equal or above 140
or 90 mmHg, respectively) in quite a few sequential
detached occurrences. The probable whys and where-
fores may be recognized by reviewing the individual
medical history and numerous biochemical consider-
ations. At an early phase, the primary hypertension
may be treated entirely by amending the standards of
living; on the other hand, failure to succeed demands
the addition of one or more prescription drugs.
Ordinarily, among the patients who attend our health
care centers and emergency rooms, the high blood
pressure is well-ordered and pulled down using one
or a combination of hypertension medications. It
has been noted that more perplexing cases frequently
arise when the patient has upper-range concentra-
tions of plasma lipids than the standard acceptable
values. In such cases, triglyceride- and cholesterol-
lowering medications are prescribed which, in the

long run, support the control of hypertension effica-
ciously.

CASE PRESENTATION
A 42-year-old man was presented to our comprehen-
sive health care clinic in the morning; he complained
of a tireless and annoying strong general headache.
He was 186 cm in height and 115 kg in weight, with
a body mass index (BMI) of 33.3 kg/m2, which clas-
sified him as an obese individual. He did not have
a history of alcohol ingestion nor of smoking, but
used to drink coffee daily (a maximum of two 250-ml
cups/day). He indicated that the postulated cause of
his headache was an absence of sufficient sleep since
he used paracetamol (500 mg) to treat the headache
episodes, one or two times per day over the last ten
days. He admitted himself to the treatment center as
the headache persisted. His blood pressure measure-
ment reading was 170/110 (systolic/diastolic) while
resting, which indicated that he had high blood pres-
sure on that visit. The patient was given amlodip-
ine (5 mg as crushed tablet) but after two hours, the
high blood pressure persisted (165/104 mmHg), after
which furosemide (40 mg) was given intravenously
with continuing servings of low-ion water. After
four hours, his blood pressure evaluation declined to
148/93 and he expressed that the headache strength
dropped noticeably too. The patient was asked to con-
tinue his systematic medications and to measure the
blood pressure on the following two days before noon
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Table 1: The laboratory blood analysis results; the initial and after threemonths

Test Normal range Initial After 3-months

Glucose (mg/dL) 70-100 111 89

HbA1c (%) 4.0-5.6 6.6 5.3

Triglycerides (mg/dL) < 150 351 155

Total Cholesterol (mg/dL) < 200 302 194

Creatinine (µmol/L) 53–97 58 73

Sodium (mmol/L) 136–145 145 140

Potassium (mmol/L) 3.5–5.1 3.5 4.8

Magnesium (mmol/L) 0.66–1.07 0.66 0.84

Calcium (mmol/L) 2.2–2.5 2.3 2.4

Chloride (mmol/L) 95–110 109 100

in advance of eating or drinking coffee; the readings
were 162/109 and 159/108.
The patient’s medical history was acquired on his first
appearance in the clinic. One year prior, the pa-
tient was diagnosed with hypertension with similar
strong headache episodes. The analysis at that time
discovered that he had high plasma lipids, triglyc-
erides, and total cholesterol (details of the report
were not accessible). He was given oral medications:
amlodipine (5 mg/day in the morning), fenofibrate
(200 mg/day in the morning), and simvastatin (20
mg/day at night). As he indicated, with time the
blood pressure and lipids improved slightly and the
strong headache episodes were not as common any-
more. He continued these medications but after six
months from the first episode he experienced, there
was an onset of similar symptoms including infuriat-
ing headache, high blood pressure, and high plasma
lipids, regardless of his commitment to taking the ex-
act daily drug dosewhichwas prescribed. Hismedical
doctor instructed him to continue to take the identical
doses of simvastatin and fenofibrate but to change the
hypertension prescription to a mixture of three medi-
cations (commercially accessible as one pill) which in-
cluded amlodipine (5 mg), hydrochlorothiazide (12.5
mg), and olmesartanmedoxomil (40mg). He pointed
out that this prescription alteration improved both
the systolic and diastolic readings over a period of six
months. Recently, the patient started again to suffer
from the headache episodes after which he was pre-
sented to the clinic (his first visit). His case was inter-
esting and needed in-depth investigation. The details
of his treatment plan are presented in the discussion
section.

MANAGEMENT ANDDISCUSSION
The fundamental blood examination of the patient
was conducted following an overnight 12-hour fast-
ing; the outcomes are presented in Table 1. The blood
glucose and glycosylated (glycated) hemoglobin data
were found to be slightly above the normal range
which indicated that the patient was pre-diabetic.
First and foremost, he was instructed to decrease the
ingestion of carbohydrate-rich food items, all kinds
of desserts, as well as decrease the consumption of
table sugar by replacement with natural low-calorie
sweetener, if accessible. Also, the results indicated el-
evated plasma lipid, sodium, and chloride concentra-
tions, but low potassium and magnesium concentra-
tions. The values in Table 1 are consistent with high
blood pressure readings and puts forward two possi-
bilities. First, the patient did not take his drugs reg-
ularly and/or he had a troubled dietary regimen. The
patient claimed that he took hismedications every day
at the identical time schedule and did not miss any
prescribed amount. Based on this information, the
second possibility must be his nutritional regimen.
The patient mentioned a very important point. He
noticed that his appetite toward fatty food items that
he liked amplified noticeably after he started taking
the triglyceride and cholesterol medications. Explor-
ing his current ingestion of food per week showed
that he had unbalanced dietary components. He con-
sumed nearly 1000 g/week of red meat (on three sep-
arate days; each was on average 330 g), 500 g/week of
chicken meat (on two separate days; each was nearly
250 g), and two fried eggs/day. The patient illus-
trated that one of his beloved food items was natu-
ral cow-milk butter. He used it very often as a dip
for date fruit, with rice, with cooked vegetables, in
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baked desserts, and with honey as a spread. He be-
lieved that butter was very nutritive and supported
him with the energy that he needed for the day. From
all of the aforementioned details, his meals were no-
ticeable sources of triglycerides and cholesterol (and
other steroids). Despite using the medications, the
high lipid food sources were main contributing fac-
tors to his health problem2, decreasing vascular flexi-
bility and stimulating water retention. As a result, the
development of chronic hypertension occurred. In
addition to these factors and as part of his diet, the
consumption of coffee (250 ml twice/day) also con-
tributed to some extent in the poorly managed hyper-
tension.
Based on the patient’s disclosures, the hypothesis was
that appetite stimulation toward fat-rich food items
occurred due to the lipid medications. Therefore, the
patient was asked to decrease the fenofibrate dosage to
100mg/day (half a tablet) in themorning, while keep-
ing the simvastatin dose unchanged in the evening
(20 mg/day). The other important revelation is that
the nature of his diet, consisting of many lipid-rich
food components, was critical for inducing the devel-
opment of repeated hypertension episodes 2–4. There-
fore, he was given the following instructions to be fol-
lowed for three months. He was asked to avoid the
table salt as much as possible5, to decrease the total
consumption of red meat to 400 mg/week (on two to
three separate occasions per week; no apparent white
fat), to decrease chicken consumption to two bone-
less skinless chicken breasts (boiled or grilled with or
without salt-free flavoring herbs), to consume more
vegetables of all kinds6 (preferentially fresh vegeta-
bles without cooking if possible), to completely stop
the consumption of natural cow-milk butter, to de-
crease the consumption of all oils (specially fried food
items), and to stop the consumption of any hydro-
genated oils (popular in commercial desert products),
to adhere to a minimal consumption of sweets of all
kinds (including natural sweets like honey), to watch
the coffee consumption and to try to limit it to 200
ml/day (100ml twice/day, if possible), and to decrease
his total egg consumption to two eggs per week. Also,
the patient was instructed to take one multi-vitamin
supplement every day with the main meal.
His blood pressure was examined in the treatment
center every week over a period of twelve weeks. The
fasting blood glucose, the glycosylated hemoglobin
(HbA1c; %), and lipids (plasma triglycerides and total
cholesterol) were measured every month over a pe-
riod of three months. It seemed that the patient ad-
hered strictly to the instructions as noticed from his
weight; he lost about 7 kg during the three-month

period which was an outstanding achievement com-
pared to other cases that we follow. The blood pres-
sure readings improved gradually and a decrease in
both the systolic and diastolic pressure values was ob-
served. After the twelve-week monitoring period, the
reading was 132/81 (with the medications). Pleas-
antly, after three months the glucose parameters (fast-
ing blood glucose and the HbA1c readings) returned
to the ideal normal ranges (89 mg/dL and 5.3%,
respectively). Moreover, the triglycerides, the to-
tal cholesterol, sodium, potassium, magnesium, and
chloride concentrations improved significantly and
returned to the normal ranges7,8. The patient indi-
cated that his strong desire toward fatty food items de-
creased significantly and there was not any noticeable
challenge in following the new regimen.

CONCLUSION
It has been noted that in a few of our patient cases
(> 40 years old) of poorly managed hypertension
that the fenofibrate medication has been associated
with a stimulation of appetite toward fat-rich food
items (”toward-fat” rush). Unfortunately, verbal ad-
vice alone was not effective. The difficulty is that in
this situation, it is not straight forward to measure
or diagnose the appetite induction. As a call to all
physicians around the world, a successful life-saving
treatment of such cases (poorly-managed hyperten-
sion with dyslipidemia) can be achieved by a triglyc-
eridemedication dose reduction and a diet correction
(personalized planning of the medication dose and of
the diet, if possible). This is the first characterized case
of its type in the literature.
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