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Prevalence of Hypertensionin US and European Adults
Aged 35-64 Years
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BP>1 igoron Wolf-Maieretal. JAMA2003;289:2363-9
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Prevalence of Hypertension Increases With Age

Prevalence of Hypertension by Age and Gender

Prevalence of hypertension (%)
80
70
60
50
40
30
20
10

6.7
0 |
20-39

65.2
) I
40-59 >60

Age (years)

Estimated non-institutionalized US adults, 18992002

Adapted from Centers for Disease Controland Prevention Brown. BMJ2006;332:833-6

Prevalence of hypertension (%)

100
M Men W \Women .
80 712
60.361.3
60
48,5,

40 326

312 23.3
20 144 o Y I

0 - |
20-29 3039 4049 50-59 6069 >70
Age (years)
Data for d mark ies (US, Canada, Spain,

England, Gemany, Greece, ltaly, Sweden, Australia, Japan) Keameyetal. Lancet2005;365:217-23

Prevalence of Hypertension Changes with Ethnicity

Prevalence of hypertension (%)
50

405
40

30 2511

White non-Hispanic Black non-Hispanic Mexican American

Ethnic group

Estimated non-institutionalized US adults, 19992002

Adapted from Centers for Disease Controland Prevention Brown. BMJ2006;332:833-6

Unmet Need in the Treatment of Hypertension

Treatment and control rates

@® Back to section content

JNC VIl and ESH-ESC Summary: Target BP Goals

Classification of BP in US and European Adults:
JNC VIl and ESH-ESC Guidelines
JNC VIl ESH-ESC
BP i Di BP v Di
(mmHg) {mmHg) {mmHg) {mmHg)
Normal <120 & <80 Nomal 120129 & 80-84
Pre-hypertension 120-139 or 80-89 High normal 130-139 or 85-89
Hypertension Grade 1
Stage 1 140-159 or 90-99 (mild) 140-159 or 9099
Hypertension Grade 2
Stage 2 >160 or >100 (moderate) 160—-179 or 100-109
Grade 3
(severe) >180 or >110
Chobanian etal. JAMA2003,289:2560-72
‘Guidelines Commitkee. J Hypertens 2003;21:1011-53

Type of hypertension BP goal (nmHg)
Uncomplicated <140/90
Complicated
Diabetes mellitus <130/80
Kidney disease <130/80

Chobanianetal. JAMA2003;289:2560-72
i Jt 2003;21:1011-53
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Proportion of Patients Treated/Not Treated for
Hypertensionin Europe®

Approximately 70% of Patients* in Europe Do Not Reach
BP Goal

Patients (%) M Treated M Untreated
100
74 74 73

England Sweden Germany Spain Italy

*Age adjusted; patients aged 3564 years
I ion=1 ig

‘Wolf-Maieretal. Hypertension2004;43:10-17

Patients (%) M BP goal achieved M BP goal not achieved
100
79 70 81 72

80

60

40

20

0

England Sweden Germmany Spain Italy
*Treated forhypertension

BP goalis <140/90 mmHg Wolf-Maieretal. Hypertension2004;43:10-17

Unmet Need in the Treatment of Hypertension

Health and economic burden of uncontrolled BP

@® Back to section content

Clobal Mortality 2000: Impact of Hypertension and Other
Health Risk Factors

High BP

Tobacco

High cholesterol
Underweight
Unsafe sex

High BMI
Physical inactivity

B Developing region

Alcohol H Developed region

3 4 5 6 7 8
Attributable mortality (in millions (total: 55,861,000)
Adapted from Ezzati et al. Lancet2002;360:1347-60
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Predictive Power of Systolic Blood Pressure on Overall
Cardiovascular Outcomes

CV mortality
=) o
E H
£ <140 -| 'y > _ <90 §
o 140-159- —— H
m e - 9099 W
o 160-179- —— i
° —.— - >100
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—_—
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better worse better worse

Aliiet al. Arch Intern Med 1999;159:1205-12

Stroke and Ischemic Heart Disease (IHD) Mortality Rate in Each
Decade of Age, Versus Usual Systolic BP at the Start of that Decade
Stroke IHD
Ageatrisk Ageatrisk
. 80-89y - 80-89y
256 256 |
6 | 60-69y 64 / 60-69y
z, 32 | X y 32 / 50-59y
E16 16 7
L ¢ ] 40-49y
= g 8
4 4]
2 2]
1] 1]
0 120 140 160 180 0 120 140 160 180
Usual SBP (mmHg) Usual SBP {(mmHg)
*Floating absolute risk and 95% CI Lewington etal. Lancet2002;360:1903-13
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Cardiovascular Mortality Risk Doubles with Each 20/10 mmHg
Incrementin Systolic/Diastolic Blood Pressure®

Blood Pressure Reduction of 2 mmHg Decreases the
Risk of Cardiovascular Events by 7-10%

CV mortality risk

8
6
4
4X
risk
2
2X
115/75 135/85 155/95 1751105
Systolic BP/Diastolic BP (mmHg)
*Individualsaged 40—69 years Lewington etal. Lancet2002;360:1903-13

B Meta-analysis of 61 prospective, observational studies
1 million adults

W 12.7 million person-years

T% reduction in
risk of ischaemic
heartdisease

2mmHg mortality

decreasein *

mean SBP 10% reduction in

risk of stroke
mortality

Lewington etal. Lancet2002;360:1903-13

More Than 80% of Patients with Hypertension Have Additional

30

20

10

Hypertenslve patlents (%)

i

None

0

Risk Factors
140
32
12
I 2
.
1 2 3 4

Additional nsk factors

Mancia etal. J Hypertens 2004;22:51-7

‘Controlling blood pressure with
medication is unquestionably one of the
most cost-effective methods of reducing

premature CV morbidity and mortality’

Elliott. J Clin Hypertens 2003;5(Suppl. 2313

Rationale for Multiple-mechanism Therapy in Hypertension

@ Inadequacy of Agents with a Single Mechanism of Action
@® Advantages of Multiple-mechanism Therapy
@® Recommendations for Multiple Agent Therapy

@ Benefits of Fixed-dose Combinations Versus Free
Combinations

@® Back to contents

Rationale for Multiple-mechanism Therapy in
Hypertension

Inadequacy of agents with a single mechanism of action

@® Back to section content
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Inadequacy of Agents with a Single Mechanism of
Action (MoA)

Multiple Antihypertensive Agents are Needed to Reach BP Goal

B Materson et al. observed that antihypertensive agents with a
single MoA were inadequate to achieve a diastolic BP <95
mmHg in 40-60% of hypertensive patients’

M |n patients with hypertension and diabetes, more than 65% will
require two or more antihypertensive agents to achieve the
recommended target BP of <130/80 mmHg?

B Because hypertension is a muliifactorial disease, in most cases
at least two antihypertensive agents are needed for patients to
achieve BP goal®

Materson etal.N EnglJ Med 1993;328:914-21
2Bakris etal. Am J Kidney Dis 2000;36:646-61
3Milani. Am J Manag Care 2005;11:5220-7

Trial (SBP achieved)

ASCOT-BPLA (136.9 mmHg) [N
ALLHAT (138 mmHg) [N
IDNT (138 mmHg) I
RENAAL (141 mmHg) N
UKPDS (144 mmHg) I
ABCD (132 mmHg) I
MDRD (132 mmHg) I
HOT (138 mmHg) I
AASK (128 mmHg) I

1 2 3 4
Average no. of antihyp: icati

Bakris etal. Am J Med 2004;116(5A):305-8
Dahlof etal. Lancet2005;366:895-906

Rationale for Multiple-mechanism Therapy in
Hypertension

Blood Pressure has Multiple Regulatory Pathways

Advantages of multiple-mechanism therapy

@® Back to section content

Patient 2 Patient 3

Patient 1

[l Sympathetic nervous system
M Renin-angiotensin system
Total body sodium

B. Waeber, March 2007, with permission

Efficacy: Blood Pressure Reduction with Valsartan/HCTZ Compared
with Valsartan Monotherapy in Mild-to-Moderate Hypertensiont

Advantages of Multiple-mechanism Therapy: Safety/Tolerability

Change in BP from baseline (mmHg)

Diastolic BP SystolicBP
0
n=665 LELEEN n=665
-5
-10
-10.8
15 T
l”f
-20 M Valsartan 160 mg _19 1
Valsartan/HCTZ 12.5 mg
2%

-25 M Valsartan/HCTZ 25 mg

*Patients with mild-io-

*p0.01vs valsartan 160 mg; **p=<0.01 vs valsartan/HCTZ 12.5mg
1p<0.001vs valsartan 160 mg

Mallion et al. Blood Press
2003;12(Supp!1):36-43

Multiple-mechanism therapy may have an improved tolerability
profile compared with its single-mechanism components’:2

B Components of multiple-mechanism therapy can be given at
lower dosages to achieve BP goal than those required as
monotherapy —— therefore better tolerated!2

B Compound-specific adverse events can be attenuated, e.g.,"2
« RAS blockers may attenuate the edema that is caused by CCBs

1Sica. Drugs 2002;62:443-62
2Quanetal. Am J Cardiovasc Drugs 2006;6:103-13
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Complementary Effects of a CCB/RAS Inhibitor; Reduction of
CCB-associated Edema

Arterial hypertension

B Constricted blood vessels, high resistance

CCBs
H BP reduction due to arterial vasodilation
m Tendency towards edema due to absent
venodilation
= BP i

i RAS and i
angiotensin Il level

CCBs + RAS inhibitors*

m Blockade of RAS inhibits effects of angiotensin
I, giving rise to additional BP reduction

W Additional venodilation by RAS inhibitors
reduces edema

*Angiotensin receptorblockers or i i i Y

Rationale for Multiple-mechanism Therapy in
Hypertension

Recommendations for multiple agent therapy

@® Back to section content

Recommendations for Multiple-mechanism Therapy:
What the Treatment Guidelines Say

JNC VII; Algorithm for Treatment of Hypertension

m JNC VI

» “Most patients with hypertension will require two or more
antihypertensive agents to achieve their BP goals”

« “When BP is more than 20 mmHg above systolic goal or 10 mmHg
above diastolic goal, consideration should be given to initiate
therapy with 2 drugs, either as separate prescriptions orin fixed-
dose combinations”

W ESH-ESC?

» “To reach target blood pressures, it is likely that a large proportion
of patients will require therapy with more than one agent”

Chobanian etal. JAMA 2003;289:2560-72
2ESH-ESC Guidelines. J Hypertens 2003;21:1011-63

| Lifestyle modifications |
T

| Notat goal bload pressure 8Py |
1

Hypertension without
compelling indications

Hypertension with
compelling indications

Drug(s) for the compelling
Stage 1 Stage?2 indications
Thiazide-type diuretics for Two-drug combination for

Other antihypertensive
drugs (diuretics, ACE
inhibitor, ARB, B-blocker,
CCB) as needed
| | |
|

If not at goal, optimise dosages or add additional drugs until goal BP is achieved.

most. May considerACE
inhibitor, ARB, B-blocker,
CCB, or combination

most (usually including
thiazide-type diuretic)

Consider with 1sion

*BP goal <140/80 mmHg or <130/80 mmHg for those

Chobanianetal. JAMA2003,283:2560-72

Updated UK NICE Guidelines for the Treatment of Newly

ESH-ESC Recommendations for Combining BP-lowering Drugs

Diaghosed Hypertension
<55 years ;55 years or black
patients at any age

Step 1 ACEI (or ARB*) C(t:fp::;l:‘jz"g&
| |
]
Step 2 ACEI (or ARB*) _+ (_:CB or
ACEI (or ARB*) + thiazide diuretic
v
Step 3 ACEI (or ARB*) + CCB + diuretic
¥

Add further diuretic therapy, a-blocker, or B-blocker.

Step 4 Consider seeking specialist advice

htip-/fwww.nice.org.uk/download aspx?0—=CG034fullguideline.

*If ACE inhibitor {ACEI) not tolerated Accessed June2006

Diuretics

p-blockers Angiotensin
receptor blockers
(ARBs)

a-blockers Galcium channel

blockers (CCBs)

Angiotensin-converting enzyme (ACE) inhibitors

—— Most rational combinations

— — Combinations used as necessary ESH-ESC Guidelines. J Hypertens 2003;21:1011-83
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Rationale for Multiple-mechanism Therapy in
Hypertension

Advantages of Fixed Versus Free Combinations of Two
Antihypertensive Drugs

Benefits of fixed-dose combinations versus free
combinations

@® Back to section content

Fixed Free
Simplicity of treatment + -
Compliance + -
Efficacy + +
Tolerability Ll -
Price + —
Flexibility - +

*Lower usedin d

+= potentialadvantage

Improved Compliance with Fixed-dose Combination
Therapy Compared with Free-combination Therapy

Fixed versus Free Combinations: Impact of an Increasein the
Number of Concomitant Drugs

Fixed-dose combination
(amlodipine/benazepril) 88.0%
(n=2,839)

p<0.0001
Free combination
(ACEI + CCB) 69.0%
(n=3,367)
0% 20% 40% 60% 80% 100%
Medication possession ratio (MPR)T
TDefined as the total numberofdays of therapy for
ication di AmJE 2004;17:223A(poster)

ys of study follow-up

Medication-possession ratio (MPR)
100%

88.8% 87.7% 89.6% 90.2%

87.3%

90% 86.5%

85.9%

80%

70%

60%

50%

1 2 3 4 5 6 >6
Number of concomitant drugs

M Fixed-dose combination (n=2,839) M Free combination (n=3,367)

*p<0.0001 .. Am J}

Increased Persistence with Fixed-dose Combinations Compared
with Individual Component-based Therapy

Highly Compliant Patients are More Likely to Attain BP Goal

Fixed-dose combination
(Valsartan/HCTZ) o,
(n=8,150) _ .

p<0.0001
Free combination o ‘
(Valsartan + HCTZ) 18%
(n=561)
0% 20% 40% 60% 80%
F i as pati ining on

for a duration of 12 months)

[9:A63

al. Value Health Supp!

Patients with BP control* (%)
Odds ratio=1.45

50 p=0.026 forage, gender:
= l—|—|
40
34 33

30
20
10

0

High (280%) Medium (50-79%) Low (<50%)
(n=629) (n=165) (n=46)

Compliance (measured using medication possession ratio)

*<140/80 mmHg or <130/85 mmHg for patients with
diabetes

588

2004;17:223A(poster)

Bramley etal. J Manag Care Pham 2006;12:239-45




Compelling Compliance and Cost Advantages with
Fixed-dose Combination Therapy

ESH-ESC Recommendations for Combining BP-lowering Drugs
and Availability as Fixed-dose Combinations

Amlodipine/  Any ACE inhibitor +

benazepril FDC CcCBt
(n=2,754) (n=2,978) p value
Me_dlcatlon possession 80.8% 73.8% p<0.001
ratio (compliance)
Total annual cost of CV- $726 $1,600 p<0.001
related care
TAgents given separalely Tayloretal. GongestHeart Fail 2003;9:324-32

Diuretics

Angiotensin
receptor blockers
(ARBs)

p-blockers

Calcium channel
blockers (CCBs)

Angiotensin-converting enzyme (ACE) inhibitors
—— Most rational combinations
- Cm_l)inations used as necessary
—— Available as FDC Adapted from ESH-ESC Guidelines. J H 2003;21:1011-53

Tolerability and Risk Factor Medification; CCB-induced
Peripheral Edema Minimized by the ARB

_ _ ARB dilates
Veins remain arteries and veins
constricted

< \ Capillary overload
_, forces fluid into
.. surmounding tissue

S—

Single mode of action of the Dual mode of action of the
CCB CCB-ARB

Bustration modiied from wem lotrelcom

CCB dilates
arteries

Opie. In: Opie LH, editor. Drugs for the Heart 3rd ed. 1991:42-73
White etal. Clin Phamnacol Ther 1986;39:43-8; Gi ) Cardi

1987;10(Suppl. 1):5121-31; Messerli et al. Am J Cardicl 2000,86:1182-7

Clinical Evidence with Amlodipine/Valsartan

Amledipine/Valsartan: safety and tolerability

@® Back to section content

Reduced Fluid Retention with Amlodipine/Valsartan Compared with
Amlodipine Monotherapy

Amlodipine/Valsartan: Effect on Amledipine-induced
Peripheral Edema

Ankle-foot volume increase (%)

75 23.0
20
15
10
5
Amlodipine 10 mg Amlodipine/Valsartan
10/160 mg

*p<0.01vs.amlodipine
N=80 Fogarietal. J Hum Hypertens 2007;21:220-4

B
[ 8.7%
=
%ﬁ 8 38% difference
3 :
6 5.4%

©
B E
g 4
g o
o 2
©
£ []

Placebo Amlodipine Amlo/Val
*p=0.0138vsambdipine

Pooled data from two trials at doses of
Amlodipine/Valsartan up to 10/320mgand
amlodipineup to 10mg

Philipp et al. Clin Ther2007;29:online
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The Five Most Frequently Reported AEs for Amlodipine/Valsartan
Compared with Component Monotherapies and Placebo

Recurrence of Atrial Fibrillation Reduced by Amlodipine/Valsartan

Val/Amle Val Amloe Placebo Total

Total popin (n) 1,437 921 460 337 3,155
Peripheral edema (%) 54> 21 87 3.0 46
Headache (%) 4.3 438 76 59 51

Nasopharyngitis (%) 43 40 35 1.8 38
Upper RTI (%) 29 1.4 24 21 23

Dizziness (%) 21 24 15 0.9 2.0

RTI = respiratory tractinfection

+p=0.0138vs amlodipi
veamiodpine Philppetal. Clin Ther2007:28:online

B N=220 controlled patients with type 33
2 diabetes (HbA. <7%)

B SBP >130 and <160 mmHg;
DBP >80 and <100 mmHg

B Sinus rhythm at baseline, yet two
ECGs with atrial fibrillation within
last 6 months

B Comparable BP decline in both
groups

B Amlodipine/Atenolol: 195/95 to
128/78 mmHg

B Amlodipine/Valsartan: 154/96 to
126/76 mmHg

Relapse of atrlal flbrillation (%)

Atenolol Valsartan

Mugellinietal. J Hypertens 2006;24(Suppl. 4):55

CASE 1

Insomnia= Li& & 90AI O A

C/C Insomnia onset: 12 H

P/l &J] 2 A known HTN, Asthma(50yr) 2 =23 FMF/U 59!
gl WA 1Z2HE2H 2% SH 201 23 PYY (Stilnox 0.5T,
Ativan 0.5T Since3/11 #14) X2 QIO HQYOLE 945 U
5~6Al2H HHOIl XtAl Rot) 2 A H26tK g2 22 s
M0 AL E QHHE=E A 22 SH, IS ONH:2 54
20 23 Qd 3R A

2L

Past History

Problem list

B #1. insomnia

: No DM/Hepatitis/Tuberculosis
HTN/asthma (+/1): 500{ 9 &

-> =& FMOIl Al Aprovel 300 qd, cinalong 10 qd, onon 180 bid
29 =
= o

Op history (+) :Rt eye WUIE 4= 39H,

Lt= 08 13 23

| #2 Gl discomfort

W #3 HTN

W #4 Asthma

Plan

#1. P> Stilnox 1T= Z&, xanax 0.25mg HS

#2. P> Lanston 15mg qdac, stillen 1t tid, ganaton 1t
tid, medilac tid

#3. P> Exforge 5/160mg qd, cinalong 5mg qd&
change

#4. P> Onon bid SA|
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(Q==iSiES(e] AQ| =Xl = )
GHL (.0010) bt wEtm aim s oo a0 SR SEAF AN MOCAK) 5T 2sea i) dans:

K-MMSE & HDS R

MOCA-K
K-MMSE
21 (198 i toes e vaws| s
== ===
UGB ARRA LU <}
g T s [T .
T/15% U8 Sa 1w
{jzom) o soie o
T TWRER (T )
E o — I ! S
T R RIS =
T T
pREaTTy TR TR R, & EECEEERET
1y
m HD#4 B HD %6
#1.insomnia ) ]
N #. insomnia
26l
#.HTN #2. Gl discomfort
- #3.HTN
#5. HypoK
#4. Asthma
#1. #5. HypoK -> Resolved

) &2 01 T3] S~BAIZHIOl = ALNOL N2 2ok

P) Stilnox 1T0/| A Hakcion 1T= Change

#3.

) BP 170/60~ 180/60

P) J| =2 Aprovel 300mg 1TQD, Cinalong 10mg1T
- 41125°€{ Exfoge 5/160mg1TQD, Cinalong 10mg0.5T=
= BP J|| % §X| 2t £| 0f Cinalong2 1T=Z S 2, Dichlozid

12.5mg =D& 0| =BP13070 B =2 =&

#5.

0)K34

P)K-contin1TTID =D}

#6. Anemia : Hb 10.8

#2 #6.
P) £0l 2% &0t glal = A 242 SaH0ll Chol uel
5101 Refusect 21 20 CHS 81 0l T4 O Aol

A RoIASLL Ao ZH 2 wel &l Hokd
Xl 13

M Treatment

: Exforge 5/160mg 1T QD

Cinalong 10mg 1T QD
Dichlozid 26mg 0.5T QD
Onon 180mg 1C BID
Lanston 15mg 1C QDAC
Stillen60mg 1T TID
Ganaton 50mg 1T TID
Sylcon 500mg 1T TID
MedilacDS 1C TID
Stilnox 1T HS
Xanax0.256mg0.5T HS

Case 2

(2100 63/F )
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[ HOITHQ| OF Gl= SIXIO USSR )
2100(63/F)
Pl
m 2 62H 0@ 93 A HTNA S B localOll Al
medicationct A CLHE A2 A 2= AT HEA 3420
SHACHLIOI 9 Hl B Eotu oLt
mCC
SEe XHQ| O M 20IR Y &2 AE2GX e A4 H0l0 A2 &S

onset)9yrs ago

A= Wwst SA AN N S0tol) SMHS Sgeneral
weakness e & &2

further evaluation %! proper manage ! all

29 =22 OPDYR 2

(==

(AJFEH A =2 2001000 K] Q2= HREAULHD

[ lon M= Rruad

o]
~—

PH

H DM-39 & DMACH ) 22t
AOIQBOF X8)
HTN-Adalatoros 22mg 1T SPC

Aprovel 150mg 2T SPC
doxycyclin allergy
Op history:c/s 22|
6 & CIN(?)2 Z conization

mudEgeZ ISR HAZ

medicationct CH1HE S H

mFH

e OFHIAl - HTN,DM,CVA
e O{HLI: HTN

mSH

« Smoking - no

e Alcohol : no

Initial Problem list

Assessment & Plan

#1.uncontrolled High BP
#2 headache
#3.neckstiffnes

#4.slp conization d/t CIN

#5.general weakness

| .

A>HTN

P> if needed , HTN work up & control
m #23

A> atherosclerotic change & narrowing in brain vessel d/tHTN &

P> Brain imaging study
u #4
H  A> s/pconizationd/t CIN
P> PAP repeat, HPV test
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HD#1 HD#3
m 1. general weakness
1.HIN s>ol2giola
0> BP 130/80 0>1. Liver,GB,Pancreas USG
A> HTN -diffuse liver disease
P>1. XIS =58 GB polyps
2. BMDAI 2

Adalat oros 22mg 1T SPC
Aprovel 150mg 2T SPC

2. 40 2rat

3. EGDA| 2i#1. Reflux esophagitis, LA-A
#2. CSG
P> Lanston 15mg Cap 2cap QDAC
Lipitor 10mg Tab 1tab HS
Maxmarvil Tab(PTP) 1tab QD

P>1. g opot B

Adalatoros 22mg 1T SPC
Aprovel 150mg 2T SPC

—-> Exforge 5/160mg 1tab QDAC

HAS130/80 B K&5E

HD#4 H.D #8
m 1. HTN m Neck & Thyroid USG
0>BP 130/60 - Two ovoid, well-circumscribed subtle hypoechoic nodule in both
A> HTN lobes of thyroid.

- Indeterminated nodule(1cm0]| Q).

B Breast USG

suspicious abnormality in the right breast,
10 ' clock direction.

BIRADS category IVa.

Treatment

1. Exforge 5/160mg 1tab QD
2_Lanston 30mg Cap 1cap QD
3.Lipitor 10mgTab 1tab QD

4. Maxmarvil Tab(PTP) 1tab QDAC

Case 3

(2!00 49M )
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2100(49M)

EC.C

- Poor oral intake
onset) LI&A YF2UA

P.I

B AJ| 49 A 6B ASSE NS
OIX 2 MEE & AUWE S 1=85H

Eue

=
il

Taa
=

watery diarrthea ol = 3~43| X %ot d LA 32 0=

=

vomiting Dt Xl UJUS. 1 = 0 Ml CHAl 2K WHSt =

g A0l ot A o2 F2 B2 HHAAN L S0

SEE A Z2I1EAM JHIasOI 5kg WAl 2 22001 Lol
2AH 250 QA B ARAe

uo\

AN2dl =2
AJEE XA

NA RotRA L 1L HTEH =0 2P HOM AUHLE

= 52 {0
oy 2

i

:

2
| g
Hp

9 rr

12

PH

B NoDM/Hepatitis/Tuberculosis/Asthma

B HTN(+): 5Ed Of==0) SefAd & FALACLE

62X 2H Local LIt Al medication Al Gt S85

H Op history : 269 d X & =

mFH
e N/S

HmSH
« Smoking :Pt2H/day * 30yr =15 pack year

o Alcohol : social

Initial Problem list

m#1. POI
W #2. Weight loss
W #3. Poor HTN control

W Assessment
-HTN

H Plan
-HTN medication =&
-Hydration

gAn

594




(X E0| oF Tl= Sl =KX= )
H.D#1
H.D#1
B 1.poor oral intake & general weakness
S> 1.9/ I Z01 15 LE| F3f AV 20| R 2 HIN
O=> BP 140/80
A> HTN

2.Bwt loss: -5kg during 1 month
3.fever(-), recent ds Hx(-)
©> 1.mild dehydrated lip & tounge
2.abd pain / chest discomfort (-/-),
3.VID (++), defecation habitual change(-)
4 lab> CBC 10100(seg 68%)-14.9/44.3-281K

P>1. ADIo 28
-A21E& 50mg(amiodipine maleate 6.4mg)

1TQD
-carvedilol(dilatrend) 25mg 1T QD
-olmetec 20mg(ARB) 1T QD

CRP 7.87 Na/K/Cl 143/4.3/100
P> 1_further evaluation 2. A0 2HE
2 hydration & supportive care
3.EGD & abd USG & Sigmoidoscoopy0l| &
HD#2
H.D #2
2_HTN
| 1. poor oral intake & general weakness
O> BP 140/90
A> HTN

S>8ato] IR
O>1.Bwt: 70.85kg ( BMI 25.4)
2.abd sono : moderate fatty liver
R/O Mild hepatomegaly

P> hydration & supportive care Al

P>1 Aok 8
-A31= 3 50mg(amlodipine maleate 6.4mg)

1T QD
-carvedilol(dilatrend) 25mg 1T QD

-olmetec 20mg(ARB) 1T QD

230 A=

: #1. Metaplastic gastritis
#2. Erosive gastritis
Sigmoidoscopy
=#1. Colon polyp, Y-l

id colon)A|

> si
P> 1.hydration & supportive care

H.D #5 HD#5
2_HTN
B 1_poor oral intake & general weakness O> BP 146/83
S> 1.2 gAMb nstol 285 58
|2tHl motol 2 2 &5 A> HTN
O> 1.Bwt 71.4kg (LI 1 2! Bwt: 70.85kg),
© 215t Al Bwtloss : -6kg ( during 3+2) P> -A3}1= & 50mg(amlodipine maleate 6.4mg)
EGD 1T QD D/C
-carvedilol(dilatrend) 26mg 1T QD D/C
-olmetec 20mg(ARB) 1T QD D/C

- Exforge 5/160mg 1T QD = B2
HASBP:130/80 25 A&

595




Treatment

1. A =X 50mg(amlodipine maleate 6.4mg) 1T QD
2. carvedilol(dilatrend) 25mg 1T QD

3. olmetec 20mg(ARB) 1T QD
-exforge 5/160mg 1T QD & B1A =

2HOIN XIEX 25

o

19
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