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DISPOSITION AND DISCUSSION:

1. This is the clinical case of a 60-year-old female that is a patient of Dr. Brands who refers her to this practice because of the presence of chronic hyponatremia. The patient has a history of high pressure hydrocephalus that required the placement of a shunt that is checked electronically on p.r.n. basis. Apparently, the shunt has been functioning well. It has an electronic device that is interrogated to see whether or not it is functioning properly and it has. The patient has not been back to the neurosurgeon for evaluation of this shunt and the hydrocephalus. The patient is followed by the neurologist and they found the presence of hyponatremia. The patient has been placed in medications for the headache that she has that is called Trileptal. She is also taking SSRIs Cymbalta that is also associated to the hyponatremia. The patient has had this hyponatremia that has been evaluated as outpatient. Serum osmolarity, urine osmolarity and workup that is highly suggestive of syndrome of inappropriate ADH that could be related to the medications that I just mentioned. Another possible cause of this hyponatremia is the presence of hydrochlorothiazide in the antihypertensive medication. This hydrochlorothiazide is going to be discontinued.

2. The patient has migraine headaches that are overwhelming along with trigeminal neuralgia. She has been taking medications that includes the administration of Lyrica, morphine and Nucynta. Whether or not, she requires evaluation for the hydrocephalus that we mentioned before is unknown. We do not have enough information in the referral to assess the imaging from the hydrocephalus and the shunt that the patient has. It will be a good idea to be checked by the neurosurgeon.

3. Diabetes mellitus that has been under control.

4. Arterial hypertension that has been treated with the administration of candesartan in combination with hydrochlorothiazide that we are going to stop and we are going to let the patient use candesartan by itself 32 mg on daily basis. The patient is advised to check the blood pressure three times a day. If the systolic blood pressure goes above 150, we are going to give clonidine 0.1 mg every eight hours p.r.n.

5. The patient has hyperlipidemia that is treated with a combination of atorvastatin and fenofibrate. The serum cholesterol is 118, the triglycerides 89, the LDL cholesterol 45 and the HDL is 53. Whether or not, atorvastatin is causing myositis is unknown, but it is part of the differential and should be entertained. We are going to treat the hyponatremia by decreasing the fluid intake because of the peripheral edema that the patient has and because in the syndrome of inappropriate ADH, the patient should be fluid restricted 40 ounces in 24 hours, and regular administration of salt. The patient is taking 2 g of salt on top of the diet and we are going to continue with this administration. Whether or not, we are going to use furosemide on p.r.n. basis in the future is unknown. We have to examine the first response.

The changes related to the hypertension are as mentioned before candesartan 32 mg every day and clonidine 0.1 mg every 8 hours on p.r.n. basis for the systolic above 150. The treatment for the diabetes mellitus will continue the same and the close followup with neurology and the consideration of neurosurgery evaluation should be entertained.

Thanks a lot for your kind referral. We will follow the case with you. We are going to reevaluate the case in a month.

We spend 20 minutes examining the referral, in the face-to-face 35 minutes and in the documentation 15 minutes.
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