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DISPOSITION AND DISCUSSION:
1. This is the clinical case of a 74-year-old white female, patient of Dr. Wood, who is referred to this office because of uncontrolled hypertension. This patient has a lengthy history of arterial hypertension that was under control with the medications that she was taking and lately the blood pressure has shown the tendency to go out of control with systolics that are around 85-95 most of the time. The patient is currently taking carvedilol 3.125 mg p.o. b.i.d., hydralazine 25 mg p.o. b.i.d., irbesartan 300 mg daily, and she takes a water pill. The patient does not have a history of smoking and does not have a history of coronary artery disease. She complains about headaches on and off especially during the last two months. She does not have a history of peripheral artery disease. She has a BMI of 28 and she has some history of hyperlipidemia. Otherwise, she has been a healthy person, she has not been to the hospital. My impression is that the patient has the arterial hypertension and has some degree of nephrosclerosis associated to the arterial hypertension. The kidney function shows that the creatinine is 0.4, the BUN is 8 and the estimated GFR is 96.7. Unfortunately, I do not have a urinalysis in order to evaluate the urinary sediment or any quantification of the protein in the urine, if any. The physical examination shows that the patient has symmetric pulses. There is no evidence of bruits and there is significant edema in the lower extremities. Our approach will be to start the patient on triamterene/hydrochlorothiazide one tablet p.o. every day. We are going to increase the administration of carvedilol to 6.25 mg q.12h., increase the hydralazine to 50 mg p.o. b.i.d. and give the irbesartan 150 mg in the morning and 150 mg in the evening. The fluid restriction of 40 ounces in 24 hours. The patient is advised to lose 4 pounds of body weight and she is to monitor the blood pressure before she takes the medications; if the systolic blood pressure is below 110, hold the medication and call the office. We are going to rule out the possibility of renal artery stenosis. There is no evidence of abdominal bruits. After we get the laboratory workup and the change in medications, we are going to see the patient in the office.

2. I have to mention that in 2021, the patient had abdominopelvic CT scan that fails to show any pathology. The adrenal glands were normal. I am going to see the type of response that we obtain with these changes. If the hypertension persists, we are going to run the testing for secondary causes of hypertension different from renal artery stenosis.

Thanks Dr. Wood for the kind referral. We are going to keep you posted with the progress.

I spent 20 minutes in reviewing the referral, 30 minutes with the patient face-to-face and 10 minutes in the documentation.

“Dictated But Not Read”

_______________________________

Fabio H. Oliveros, M.D.
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