CASE #2 – SAMUEL DAVIS

1.Understand the differential diagnosis of hypertension – ddx:

A. “Essential” or Familial”

B. Secondary

(1) Renal parenchymal disease

(2) Renal vascular obstruction

(3) Endocrinopathies

(a) Hypothyoidism

(b) Hyperthyroidism

(c) Cushings

(d) Hyperparathyroidism

(e) Hyperaldosteronism

(4) Alcoholism

(5) Coarctation of aorta

2.Understand the two types of Primary Pulmonary Asthma

A. Extrinsic

B. Intrinsic

3.Undersand the dxx and work-up of bleeding per rectum.

4.Understand the rationale for choice of antihypertensives.

5.Recognize the non-pharmacological interventions that can help to manage hypertension and asthma.

6.Discuss the pharmacological treatment of asthma.

7.Understand the CAGE Questions

A. Have you ever felt you should cut down on your drinking?

B. Have people annoyed you by criticizing your drinking?

C. Have you ever felt bad or guilty about your drinking?

D. Have you ever had a drink first in the morning (Eye Opener) to steady your nerves or get rid of a hangover.”

Note:  If students do not recommend treatment for acute asthma by the time they finish page 6, go directly to page 9 (skip pages 7 & 8).

Samuel Davis is 58-year-old black man referred from Urgent Care Services, who comes into Primary Care Services for a first visit.  At the present time, he state that he has no new complaints, except a slight headache and that he has been urinating more frequently over the past few months.  He tells you that he hasn’t seen a doctor in many years, (“doctors make me nervous”), but he has a large supply of his pressure pills, enough to “last a lifetime”.  He says that his pressure is not that bad, although all he can remember is “128” from his last physical at work, and he can always tell when his BP is high because he gets throbbing, pulsing headaches at his right temple.  When this occurs, which is rare, he takes a pressure pill, and the headache goes away.  He denies any chest pain or visual changes.


The chart from his prior clinic visit finally comes up, and of note is the patient’s BP during the last visit, initially it was found to be 188/118, and later was 170/110 without any treatment.

On further questioning about his medical history, he tells you that he has high blood pressure since he was a young man, and really horrible asthma and allergies since he was a young boy.  The last two problems are his reasons for coming into clinic (it now being the height of the ragweed season), but everyone has been paying attention only to his pressure, which is upsetting him.

Dust, animal hair and pollen make his eyes itch, his nose run, and his throat gets tight with some wheezing-when he gets very anxious he also gets these feelings.

Regarding his asthma and his allergies, he states that he has come into Jacobi and other Emergency Rooms several times, but never needed steroids or intubation, has never been hospitalized for asthma, and never had pneumonia.  He has smoked 2 packs f cigarettes a day for entire adult life, drinks moderately on weekends, and uses no illegal drugs.

He did not bring any of his medicines with him today, but besides his blood pressure pills, (which are “those little white ones about the size of your little fingernail”), he uses a pump and some pills for his asthma/allergies, takes an aspirin a day (he read in the paper how that was supposed to be good for your heart) and takes multivitamin.

When the blood in his rectum is mentioned to him, the patient reports that for several weeks, on and off, he has noticed some blood when he moves his bowels.  At first were just a few streaks on the toilet paper, then be noticed that the toilet bowl was sometimes read after bowel movement, he occasionally noticed what he thought was dark red blood on the outside of his stool.  He said he hasn’t noticed any pain during bowel movements, or had any abdominal pain or diarrhea.  “Frankly, I’m scared of cancer – my best friend died of it”.

Differential diagnosis testing and therapeutic options are discussed.

PHYSICAL EXAM in PRIMARY CARE SERVISES is significant for:

A. Anxious-appearing, mildly obese black male, sitting forward in his chair.

BP 
180/122
P  104
RR24

T afebrile

Repeat BP after 30 minutes – 170/120

Heart RRR normal S1 and S2, no murmurs, rubs or gallops appreciated

HEENT – Unremarkable

Lungs – mild/to moderate expiratory wheezing

Abdomen – soft, NT, ND, NABS, no HSM, no masses

Extremities – no clubbing, cyanosis, edema

Rectal – normal tone, no lesions noted, small amount of dark red blood on gloved finger, quaiac position brown stool.

Something Has Gone Terrible Wrong

As the patient sits on the examination table, it is clear that his breathing has become increasingly labored.  He becomes somewhat agitated, yells at you for not taking care of his asthma, and slumps to the floor in apparent respiratory arrest.  A 126 is called, and after successful resuscitation, someone asks you whether he had been showing signs of respiratory distress before this all happed.

It is decided that new NBP medications should be started in this patient.  Based on the lower efficacy of ACE inhibitors in blacks, and the contra indications of B-blockers in patients with asthma, the patient is started on HCTZ 25 mg.  PO daily.  He is told to stop taking all of his other BP medication including any given to him at his Urgent Care Service visit, and to bring all of his medicines with him to his next visit.  It is likely that a great deal of his problem with controlling his BP is secondary to poor compliance, and he is given information about hypertension, the importance of compliance, and that his pressure can be elevated without him feeling symptoms.  He is also counseled on weight loss, diet modification, smoking cessation.  Labs sent off included BUN creatinine  (to check renal function), glucose (evaluate possibility of DM), U/A (check for albuminuria), and HCT (since he has been losing blood per rectum).

