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A Case of Factitious Hypoglycemia due to Surreptitious Administration
of Large Amounts of Insulin
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BABSTRACTH

Factitious hypoglycemia is a covert affempt to lower the blood glucose concentration with insulin or
a sulfonylurea agent. This attempt is mainly performed by the patients themselves. In a large series of
diabetics who had overdosed on drugs, less than 5% had used insulin for suicidal or homicidal purposes.
Additionally, 4 of 204 hypoglycemic episodes were due to a suicide attempt with insulin. The onset of
insulin action, its peak level, and duration, and the degree of hypoglycemia, are determined by insulin’s
pharmacokinetics. However, the final outcomes are not associated with the amount of insulin used. The
complications related to insulin overdose are cerebral damage and hypokalemia. Other complications
include, pulmonary edema attributed to congestive heart failure and hypertensive crisis, as well as
respiratory insufficiency. We report this case with a review of the literature.
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Fig. 1. Brain magnetic resonance

(A and B) and diffusion

abnormality.

A 6.6mgdL, 45T 37mgdL, AST 27IUL,
ALT 16IU/LOIY 2, B34 100%, EF <
%9 203.0pIU, C-peptide < 0.5ng/mL, S-S 0
mg/dL, salicylate < 2.6 mg/dL, acetaminophen < 0.7
ug/mL 3 NH3 33 pmol/L o] At} & HAME 2
H1F >1.030, RAHE 50, 8% ++++, QAE 2
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imaging (MRI).  Axial T2 weighted imaging
weighted  imaging(C and D) show no
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(Fig. 1A, 1B, 1C and 1D).
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Fig. 2.  Electroencephalography (EEG).  Initial

on bilateral hemisphere. Follow-up

fig.2s
EEG(Fig. 2A) shows generalized delta  activities
EEG(Fig. 2B shows  marked improvement

compared with initial EEG, but remains poorly regulated posterior dominant rhythm.
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