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Clinicopathological Conference

Refractory hypertension and multiple organ dysfunction in the elderly

(The seventh case)

Case Presentation

Department of Cardiology, Beijing Flectric Power Hospital

A male patient aged 63 with a history of hyper-
tension for ten vears and gout for two years was ad-
mitted to our hospiral on Dec 23™, 2001.

Ten years ago, he was disgnosed as essential hyper-
tension because of recurrent dizziness, chest distress and
the highest blood pressure of 260(/150 mmHg. He had re-
ceived antihypertensive  therapy, including  nifedipine,
metoprolo} and captopril, but his blood pressure was still
above 1707110 mmHg. Two and one hall hours before
admission, he suddenly developed dyspnea, orthopnea,
cyanceis and cough with profuse white foam sputum,
which oceurred shortly alter defecation. He was admitted
to our Emergency Department and was diagnosed as a-
cuteleft-heart faillure. After receiving intravenous urapidil,
furosemide and lanateside ( Cedilanid), his elimical concki-
tion tended to be stable. He was transferred to the Cardi-
ology Department.

Physical cxarnination: the temperature was 36.3T ,
pulse rate 80/min, the respiratory rate 20/min and blood
pressure 2004120 mmHg. Harsh breath, dry and moist
rales could be heard at both lungs. Heart was enlarged w
the left, heart rate was 80 bpm and systolic murmur of
grades TI/W was hcard at auscultation arca of mitral
valve, Vascular bruit was heard at auscultation area of ab-
domen. Laboratory examinations: creatinine ( Cr) 218
ol /L., blood urea nitrogen(BUN) 10.87 mmol /L., uric
acid (UA) 705 umol/L. Electrocardiogram showed ST
segment with 0. 1 = 0. 3mV downslope depression and T

wave inversion in leads 1, aVL and Viz4). Chest Xeray
showed left ventrcular enlargement. The two kidneys de-
tected by abdomen echogram were slightly shrunk, E-
chocardiography  showed  thickening of interventricular
septum and posterior wall of left ventride, enlargement of
left atrium and left ventricle, and left ventricle ejection
fraction heing 57%.

After reeeiving  intravenous sodium  nitroprusside,
the clinical
symptoms of heart failure disappearcd. His blood pressure
was maintained at 160~ 220100 — 120 mmHg after an-

lanatoside C, furosemide and antibiotics,

tihypertensive therapy with drugs such as nifedipine,
On Jan 10th
2002, coronary angiography showed diffuse and ir-

indapamide, terazosin, metoprolol.
regular lesions in the proximal segment of the left an-
terior descending (LAD) artery with 80-90% stenosis
at most. Selective renal artery angiography showed se-
vere stenosis of bilateral renal arteries.

The final diagnosis was renovascular hyperten-
sion, chronic renal and cardiac dysfunction, ischemic
nephrosis, coronary heart disease. Percutancous trans-
luminal renal angioplasty was performe&, and two
stents were implanted in two renal arteries. The
blood pressure was decreased to 15090 mmHg imme-
diately after interventional therapy. The patient was
discharged and continued to receive antihypertensive
therapy. During 1.5 years follow-up, his blood pres-
sure was 15090 mmlHg and no symptoms appeared.

Clinical Discussion

Dr. Gao Guangmin ; The patient had hypertension
for 10 years and his blood pressure was not adequately
contralled by antihypertensive drugs. He was admitted

because of acute left-side heart failure. Examination re-
vealed heart enlargement, cardiac and renal dysfunction,
hilateral renal shrinkage, coronary arlery stenoses and bi-
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latersl renal artery stencses. Al these manifestations were
related 1o refractory hypertension,

Dr. Zhao Xizhe: Five to filteen percent pa-
tiems with hypertemion are refractory to standard
medical trcatment. Of these patients, 5% arc sec-
ondary hypertension. ©f all kinds of sccondary hyper-
tension, renovascular hypertension and primary aldos-
teronism are often misdiagnosed, while pheochromo-
cytoma, chronic renal parenchymal disease and Cush-
ing ‘s syndrome can be diagnosed without much dilfi-
culty. As for the clderly patient with refractory hy-
pertension, secondary hypertention was highly proba-
ble and abdominal vascular bruit should lead to the
consideration of the possibility of hypertension in-
duced by renal artery stenosis.

Dr. Mu Fengyun : Renovascular hypertension is
the most common cause of curable secondary hyper-
tension, but many of such patients are misdiagnoscd
as primary hypertension, and so treatment is delayed,
causing impairment of multiple organs. It is, there-
[ore, necessary to carefully differentiate the causes of
refractory hypertension, especially to exclude reno-
vascular hypertension. Those with following charac-
teristics have 5-15% likelihood of the diagnosis, in-
cluding severe hypertension, refractory to standard
therapy , abrupt onset of sustained, moderate o severe
hypertension at age <20 or >50, hypertension with
a suggestive abdominal bruit at the region of the renal
artery, moderate hypertension in a smoker, in a pa-
tient with evidence of oeclusive vascular disease.
Those with following characteristics have a greater
than 25% likelihood of the diagnosis, including se-
vere hypertension with either progressive renal insuf-
ficiency or refractoriness to aggressive treatment, ac-
celerated or malignant hypertension, hypertension

with recent elevation of serum creatinine, unex-

plained or reversibly induced by an angiotensin-con-
verting enzyme inhibitor, moderate Lo severe hyper-
tension with incidentally detected asymmetry of renal
size,

Dr. Chen Buzxing: The detection of renal
stenosis involves radiologic imaging and functional ex-
amination. The treatment of renal artery stenosis in-
cludes interventional, surgical and drug therapies.
Recently, interventional therapy of renal artery
stenosis has developed rapidly and become the first
choice to treat renal artery stenosis. Compared with
surgical therapy, interventional therapy is less trau-
matic and has less complications and lower death rate.
The indication for interventonal therapy should in-
clude unilateral or bilateral renal stenosis equal to or
mare than 70 pereent, accompanied with one of the
[ollowing characteristics: hypettension, mild or mod-
erate renal dysfunction, recurrent pulmonary edema,
recurrent hypertensive crises accompanied with angina
pectoris, acute or subacute renal failure induced by
total or subtotal oedusion of renal arteries.

The paticnt presented acute pulmonary edema on
a background of slight left ventricle systolic dysfunc-
tion. Recurrent pulmeonary edema s a commmon com-
plication of severe bilateral renal artery stenosis and
an absolute indication for interventional therapy. His
blood pressure was controlled alter implanting stent in
the stenotic renal artery. The major dilemma of renal
artery angioplasty is a restenosis rate of 1.6~25% in
6 months after the procedure. During 1.5 years fol-
low-up of this patient after stent implantation, the
blood pressure and renal function is stable, hence re-
peated renal artery angiography is not performed.

{ Translator SUN Shuhong)
(%45 8 4 :2003-08-04)
(AL A:4)
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B H. 63 KILE M 10 45 R I 1% [R] M
2.5h, F 2000 12 A 23 Haig AR, BET 10
FRR TR B e B IR, T O R BN I R L B Ok
2604150 mmHg, 76171 B IR FA 2 R L 20 4, 1135 Al
AHOE EICHEK(FMUR ) R IO R (P8 ) 2
BGTT, s — HER A, RAE 170/
110 mmHg, BH T ABCET 2.5 h, HEE g L 1R
FRIME, 2o A PR, )L RS LAY, D, 1o ) € T TR,
FERITHOE, 22 AR SRS LR 2, 46
TR S SRR K CEIER N A
TIT RIS S AL — AL RT . BRAL AR U
2 4F KB 50 F.

NBETE A 3. 36. 3, B3 80 YK Amin, PP
20 ¥ Amnin, M 200/120 mmHg, #, SRR 7%,
B EHT AU T A, DU R WA TR
LR BEZEM A, L2 80 IR Amin, fEFr, AT &
] 2% T /6 5o T 2 3, B4, R °F o fik
A LI A B (] =

TSR R LM B R A MUR F AL IR TE %
M Na® KO LI E# . WUEFA 218 panol/L, I
# 10, 87 mmol/L, R 705 pmol/L, B HE B
5,03 mmol /L, H il = EE 0. 42 mmol/L, &% 15 A E
R EE 1. 79 mmol /L, Ik % B R R BE IR & M
2.41 mrmol/L, Bh SEfEEE ME EKE B E L
BIEH, DRE.STERA L, aVL, V4 FTERET &
BTFH0.1~0.3mV, T HEE AR ST- T XLH
DEEYE, B XN A CENA, BEA:
WEFHSEES, A 8.3 x5 om, HE 8.5 amX
4 oy WO E KA SRR 13 mm, EERERE
12 mm, &£ 57 40 mam, 22 B &P KR 60 mm, £ FE W
A FR 42 mm, BTILAYH 57% , FFE 800K 40 mm, B2 E
ok, B ERCT A ALRER. S LR
I SE R AR THEE BT 2R T8, Zc B 1 0 HE T g )
A & 24

ABEIG B4 K I BT 5 B AR
R N E ST ORIk A NI
WA T (FERTR)) (W51 ARG SRR (R R ) 3
$Li% R % ¥ 97, I JE 4 ¥ 7E 160 ~ 220/100 ~
120 mmHgZ 7, 2002 %1 H 10 HiFRshk e &
FhEKTE B , 760 Bk v 5 25 R B/ B ST Bk 18 A

L ALK 80% ~90% AT, [F] e 3 B4 b AR Bk
BB Skl 5% B AU Skl B @ s e,
HAp A Sk B 99% ek AR, B S kY b
T3 H R T SR 43 )R 90 % R 80 % ~
90% . FE)5 LW b B AT S I, B B SR
2, s B, R B IR R R L . 2002
41 H 22 HITE R G KRR i S0 8e 8 AL,
LBk A 6.0 mm ¥ 10 mm AVE bridge
TREE K ELYEA 7O mm <15 mmm AVE
bridge &8, RFBZIMET R 15090 mmHg,
Ak it H 25 46 3% 413 (50mg, bid) , T 4 M 2F ( 30mg,
bid), W1 K WA 7 (2.5 mg, qd ) %5 35 77, LR 4R 457
150490 mmHg, il /R # & 6. 97 mmol/L, M W AEF
159 pmol /L, BT 4 FoH AN PR, 4h a8 iR &
IR (50 mg, bid), W& M T (30 me, bid)}1EI7 | 1
H A H7 150~ 16080~ 90 mmHg.

2 whlHE

R YRR s A B e ILESR £ 10
£ KM 1B IRF 2 M E 2T B EBR AR
SEAE A 170110 mmHg BA B B B R %
B KR [ R, UK S LA S AL B RE AN 4
RBA BRI . ARG E, RIATL
bR AR e, DR R BB R g R B ks
BORATTE 0, I o B2 o XL 4 K PR
2, MNBMROLREE, ZRFLICEEAS H
Lo B THEE AR A5 I ILE R AER B R T BT

75T D U %o o BB 4 v i, P 32 A o R
—, R 5%~ 15% A%, HENE S DEEETE
B E L 5% kvt b LU I AT
J5 R PR (BN £ 0 5 RS, B S MR AR TSR
G FESM RS T RIS, 2T
sEKIATEREWER, £ TFREEAFR AN
&, FIrF S AL A & B B & 1 L Ae, 5 R 2 M6 TT
WA, B A R B Ak B e R AT B &
At R (R LR A A B R W A ke 7 iR
BT REMEEE K. Bg St Beh KA T
Lt s AT, A TRy AR R TR R

R 7 B 3 T sh o 28 R IR B IR
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HEPKHREREIL LT R TF A R R A dllk % . B4
ANVAG shlikiarefide k£, H At & Ak itms.
LB A R A TG o M B L A 1R A A
Z WIS A R R P MR S AR R RO iR
ZRERHE SR . Bk RE TR0 B AT
AN, AR 26 B v i R e O I
MiE. %-FE4EE % & (DBP > 120 mmHg) ¥
AV LR R R R R E R IR R <20
A >50 5 AATIE R A 2 B (R BR T 5 3 Bk
1A P i TR e ) A B B Y SRR PR S LR
B R ok T P B S O B
MmMLE &AL AT EEE R 5% ~15%. M THER
MRS e 8R ERE 1T AR E ; 2t
A TR LU 5 AN R DR sl T FTD % Jf MO R S T A £
L300 o JUUIRT T 065 0 LM 5 ¢V BT o PR A AR AR
A% B RN E | B S s A B nl BT >
25%., MBI > 50% , A B/ NERIE T R
RN BRGNS T B AR A
SRR Bh kA A, 7440 80% ~90% , TEHE T
FEAORR( R LN B 3547, SO TR S W B T ' 9

Bk 5 DS W Sh BB 7 X 4G iy i R R R
g m b L. BREARETE D EEY BE
R I IR O MO IR A R, 2k
B F AR AT (T AR TR (8 SR T B IKH RS
WA FHREENE. FLEARE . Y. RS
AEEMECEEHBEANNE, TR ER
AR, DRI B RCIAS B B R M R

(B35 286 )
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EFp A F] W R 7y B B A BRI AR R EAS Ar A
Ny SRR RAYIRT. EERSABTETHR
RVERE, GO FAR LB, A AT 000, 3
b SR FLARAI, BRI S BRI B 2T i
WAL B A SRR N R O A B AR GK E 44% ~
67% o A AT YA N UE B S S5 0L it Jhopk
FE70% , BT« (1) S i, 25904 M 2% W) Bt
TEMCIEGRNE; ()i FEE iR FE; (3
REEEmmE AN O EREEENSIILESHE
B8 3 (5) B Sk T g vk s ) T o BRI S M
WEMEDERE.

A0 B IR R IR B R 5 SN AN G
HELCHBEUR A EREY X, 580 57%. B
I, A G g A R T RE S B A ™ R E R R
Z P A S I T R B BB I — R L
RAE AL AR ARYT B RHE RAE . T AR
¥ T OO0 S Bk A A o R R R R e,
L E IR DR A AR U PR A 0 B Sl A A
ARG, MIER] B, AT BRAR K B, B Sk
WASE S AT, REERAEARG 6 M B4
HL6% ~25% , A B A AR TSR 1 4E¥,
H SE AT C B ThRE Ee 48R E , IR iny sons Hofe Ay ' sfi ik
EpEARER LHER.
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