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Mujer de 43 anos con HTA de dificil
control

Dr. Carlos Mejia Chew
Servicio de Medicina Interna (Prof. Francisco Arnalich)
Hospital Universitario La Paz, Madrid
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ANTECEDENTES
FAMILIARES

— Padre fallecido en accidente de trafico.
— Madre vive con HTA y DLP.
— Un hermano vy 2 hijos sanos.

PERSONALES

— No RAMc. No fuma. No consume alcohol
— 2004: Ooforectomia derecha (quiste benigno)
— 2008: Primer embarazo: Diabetes gestacional (dieta)

— 2010: Segundo embarazo: Preeclampsia (cesarea 38s)
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ANTECEDENTES

— 2010-Sep2012: HTA persistente (MAPA en centro privado),
de dificil control con multiples ajustes de medicacion. Tto

actual: Olmesartan/HCTZ 40/25mg y amlodipino 10mg.

— 2011: Hipercolesterolemia (325 mg/dl) en tto con

Atorvastatina 10mg.

— Situacion basal: Actividad fisica moderada. Consultora en

banca. Vive con su esposo e hijos
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ENFERMEDAD ACTUAL

Derivada de  atencion  primaria  por
hipertension de dificil control, a pesar de
tratamiento con tres farmacos (olmesartan
40mg, hidroclorotiazida 25mg y amlodipino
10mg) vy dislipemia. Actualmente se encuentra

asintomatica
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EXPLORACION FiSICA

Peso 63,5 Kg. Talla 1,68 cm. IMC 22,49 Kg/m2. FC 89 [pm.
PA casual 132/95 mmHg. AMPA 120/80 mmHg. Afebril
CyC: No adenopatias. No bocio

Torax: AC: ritmico, sin soplos. AP: MVC, sin ruidos
patologicos

Abdomen: RHA+. Blando, depresible, no doloroso. No
megalias ni masas

Extremidades: No edemas. Pulsos periféricos presentes y
simétricos

Neurologico: normal
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PRUEBAS COMPLEMENTARIAS

Hemograma normal
Coagulacion normal
Bioguimica:
— Glucosa 144 mg/dL. HbA1c 6,9%. Funcion renal normal.
Orina con sedimento normal

— CT 234 mg/dL. LDLc 131 mg/dL. HDLc 71 mg/dL.
Triglicéridos 151 mg/dL.

— Microalbuminuria 27, 3 mg/g Cr



OTRAS PRUEBAS

— Cortisol plasmatico 20 mcg/dL (normal 5-25)
— Catecolaminas y metanefrinas en orina de 24h normales
— ARP y aldosterona pendiente

— Ecografia de cardtidas y cardiaco...



ECOGRAFIA DE
CAROTIDAS

Placa lipidica en bulbo
carotideo derecho (3mm)

Placa fibrolipidica en bulbo
carotideo izquierdo (1,4mm)



Nodulo I6bulo tiroideo
izquierdo (transv)

Nodulo [6bulo tiroideo
izquierdo (long)
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JUICIO CLINICO

1. Sindrome (n.etabc')licoJHTA,.DL y DM2) con
HTA de dificil control de reciente diagndstico

2. Lesion de 6rgano a varios niveles:

microalbuminuria + ateromatosis carotidea
significativa

3. Nodulo tiroideo de 1,2cm
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European Heart jourral (2011) 32, 1769-1818 ESC/EAS GUIDELINES
FURCPEAN doi10.1093/eurheartj'ebr158

SOCIETY QOF
CARCRCH. D e

ESC/EAS Guidelines for the management
of dyslipidaemias

1. Very high risk
Subjects with any of the following:

# Documented CVD by invasive or non-imvasive testing (such as
coronary angiography, nuclear imaging, stress echocardiography,
carotid phaque on ultrasound), previous miyocardial infarction
(M), ACS, coronary revascubrization [percutaneocus coronary
intervention (PCl), coronary artery bypass graft (CABG)] and
other arterial revascularization procedures, ischaemic stroke,
PAD.

# Patients with type 2 diabetes, patients with type 1 diabetes with
target organ damage (such as microalbuminuria).

# Patients with moderate to severe CKD [glomerular filtration

rate (GFR) <60 mL/min/1.73 m?).

A calculated 10 year risk SCORE =10%.
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European Heart Journal (2011) 32, 2851-2906 ESC GUIDELINES
EURDPEAN doi:10.1093/eurheartj/ehr211

SOCIETY OF
ARCHOLOG Y

ESC Guidelines on the diagnosis and treatment of
peripheral artery diseases

4.1.1.3 Treatment modalities

4.1.1.3.1 Medical therapy

The overall benefit of aspirin to prevent cardiovascular events in
patients with atherosclerosis have been presented earlier
(Section 3.4.3). Although, the use of antiplatelet agents has not
been specifically addressed in patients with carotid artery disease
(i.e. carotid plagues), low-dose aspirin (or clopidogrel in case of
aspirin intolerance) should be administered to all patients with
carotid artery disease imrespective of symptoms. The effectiveness
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TRATAMIENTO

Rosuvastatina 20 mg (objetivo de LDL < 70
mg/dL)

AAS 100 mg cada 24 horas
Metformina 500 mg cada 12 horas
Olmesartan/HCTZ 40/25mg 1-0-0

Amlodipino 10 mg 1-0-0

C 9 espn
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¢, Por qué esa alta carga de riesgo
y lesion de organo?
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METABOLISMO-GASTROENTEROLOGIA
CONTROL DIABETICO

HbAlc unidades HGSP/DCCT 6,9 #& %
HeAle unidade=z IFCC 51,9 = mrmol Sl

Facultativos responsables:Dr. Angel Hernanz (Ext:lel4d)
Fecha v hora de la dltima validacidn:13/092/2012 12:28

ENDOCRINOLOGIA ANALITICA

SISTEMA HIPOFISO-TIROIDEOD
TS5H 1,04 nUI,/ml
T4 LIEERE 0,895 ng/dL

SISTEMA HIPOFISO-CORTICOSUPRARBREMNAL
CORTISOL BRASAEL
CORTISOL ORINHA

SISTEMA RENINA-ANGIOTENSINA
ALDOSTERCNZA 3 H DEAMBULACIGON 21,0 pg/mL
Valores de referencia para una ingesta normal de =sodio

BLDOSTERCHA DECUBITO 25,0 pg/mL
Valores de referencia para una ingesta normal de sodio
EENIHNA DEAMBULACTION 5,60 ng/mL/h (1,50-5,70)
Valores de referencia para una ingesta normal de sodio

EALTIO ALDOSTERCHA/RENINA=0.9
EEMNINA (ARP) DECUBITO 1,30 ng/mL/h (0,20-2,80)
Valores de referencia para una ingesta normal de =sodio

20,5 ng/dL (5,0-25,0)
ug/24h

(40,0-310,0)
(100-150

(10,0-160,0)
(100-150

(100-150

(100-150

(4,0-6,0)
(20,0-42,0)

(0,27-4,20)
(0,93-1,70)

(20-90)

mmol/24h)

mmol Z24h)

mmol/S24h)

mmol S 24h)
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Health

Establishing the diagnosis of Cushing's syndrome

Author Section Editor Deputy Editor
| ynnette K Nieman, MD Andre Lacroix, MD Kathryn A Martin, MD

SUMMARY AND RECOMMENDATIONS — Although there is seldom either clinical or laboratory ambiguity in
patients with florid Cushing's disease, the diagnosis can be elusive in patients with early, mild disease. We agree
with the 2008 Endocrine Society Guidelines and suggest the following approach [25]:

» We recommend that at least two first-line tests should be abnormal to establish the diagnosis of Cushing's
syndrome.

» We suggest late night salivary cortisol, urinary cortisol, and the low-dose dexamethasone suppression tests
as first-line tests. We suggest using conservative criteria to interpret the tests to maximize sensitivity.

= Urinary and salivary cortisol measurements should be obtained at least twice.

»  The urinary cortisol excretion should be unequivocally increased (threefold above the upper limit of normal for
the assay), or the diagnosis of Cushing's syndrome is uncertain and other tests should be performed.

» The diagnosis of Cushing's syndrome is confirmed when two tests are unequivocally abnormal.
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CORTISOLURIA

ENDOCRINOLOGIA ANALITICA

SISTEMA HIPOFISO-CORTICOSUPRARBRENAL

CORTISOL ORINL ng/24h (20-90)

VOL ORINA RECOGIDA 2000 c.C.

ENDOCRINOLOGIA ANALITICA

SISTEMA HIPOFISO-CORTICOSUFPRARRENAL

CORTISOL ORINA ng/24h (20-90)

VOL ORINA RECOGIDA 2200 C.C.
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TEST DE NUGENT

ENDOCRINOLOGIA ANALITICA

SISTEMA HIPOFISO-CORTTICOSUPRARREMAL

ACTH <5 pa/mL (<5-48)

BvVISU. NOovDS valoIcs o de 10/02/2011
Los resultados emitidos a partir de =sta fecha no son directamente

comparablas con roM s anteriores
CORTISCL BASAL pg/dL (5,0-25,0)

Facultativos responsables:Dra. Isabel Martinez
Fecha v hora de la dltima validacidn:02/10/2012 13:19
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DIAGNOSTICO

1. Sindrome de Cushing por adenoma adrenal
— HTA, DM-2 y DLP con LOD secundarias

2. Nodulo tiroideo de 1,2cm (PAAF negativa)



TRATAMIENTO

e Suprarrenelectomia izquierda laparoscopica

e 72h-96h tras intervencion: astenia e hipotension
(PAS < 100 mmHg)

— Recomendamos mantener solo amlodipino
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EVOLUCION

e Glucosa 104 mg/dl, HbAlc 6,5% (en descenso sin metformina)
e CT 94 mg/dL. LDLc 21 mg/dL. HDLc 42 mg/dL. Triglicéridos 155 mg/dL.
e PA casual 145/87 mmHg. 142/90 mmHg.

. Mlcroalbumlnurla 39 3 mg/g Cr.

...................................................................................
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EVOLUCION

TRATAMIENTO
— Olmesartan 20 mg al dia.
— Crestor 10 mg al dia (objetivo LDLc <70 mg/dL)

— AAS 100 mg al dia

CONCLUSION
— Buena evolucion metabdlica (DM-2 y lipidos)
— Persistencia de la HTA) y la microalbuminuria

— Placas carotideas estables
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Take home message

La vida es breve; el arte, largo; la ocasion, fugaz;
la experiencia, enganosa; el juicio, dificil.
- Hipocrates -
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