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DISPOSITION AND DISCUSSION:
1. This is a clinical case of a 63-year-old Hispanic male that was referred to this office because of the presence of acute kidney injury that was most likely related to the administration of ACE inhibitors. Another consideration was the continued administration of acyclovir and medication for the HIV. The lisinopril was stopped and the patient was switched to clonidine in combination with hydrochlorothiazide and the blood pressure that initially was a diastolic of 107 has come down to 94. In the blood pressure log that the patient brought, the patient has diastolic blood pressures that are anywhere from 87 to 100 especially in the afternoons. The pulse was between 85 and 100. The laboratory workup shows that the serum creatinine came down to 1 and the BUN is 18. There is no evidence of proteinuria. The protein-creatinine ratio is completely normal. No evidence of microalbuminuria. The estimated GFR at this point is 73 mL/min.

2. Hypertension that is under control. Taking into consideration that despite of the administration of clonidine, the patient continues with tendency to tachycardia and, for that reason, we are going to order labetalol 200 mg p.o. b.i.d. Instructions were given to the patient of how to take the labetalol; it is going to one tablet every 12 hours; if there is significant decrease in the diastolic blood pressure to the point that is worrisome, he is supposed to drop one tablet of clonidine.

3. The patient has history of HIV that is followed by the infectious disease specialist. The last viral load was undetectable.

4. Whether or not the patient has a significant viral load for hepatitis C is unknown and has to be investigated. We are going to talk to the infectious disease, Dr. Lacson, for him to do the workup.

5. Hyperlipidemia that is supposed to be continued to be treated with the administration of statins. We are going to reevaluate the case in a couple of months.

We invested 10 minutes studying the laboratory workup and the face-to-face 25 minutes and in the documentation 8 minutes.

ADDENDUM: The aldosterone renin ratio is not suggestive of primary aldosteronism. There is no evidence of hypokalemia and there is no evidence of metabolic alkalosis.
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