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Abstract : A 42-year-old woman was admitted to our hospital for a thorough examina-
tion and treatment of her hypertension on July 23 rd, 1996. She had been admitted to our
hospital in 1994 and 1995 for close examination and had been diagnosed as having essential
hypertension. Test results excluded the possibility of secondary hypertension.

On admission, her blood presure was 220/140 mmHg. She was not overweight. A
regiment that restricted the intake of sodium was initiated and strictly observed by the
patient. From close examination, the possibilities of secondary hypertension (e. g. pheo-
chromocytoma, renovascular disease, hyperaldsteronism), office hypertension, and a drug
interaction were excluded. Control over her blood presure was attempted using a multitude
of medications ; however, her blood presure remained high.

We considered that this was an interesting case of resistant essential hypertension.

Index Terms

essential hypertension, resistant hypertension

it L o® - TLINTWBY, SEEELI, +4hA®E . EHR

BT T AEORERICHIENME 27 L AR I
B, BMMERER, Ca 3L ACEMASE ROl  FEoOmAVREL -0 THET 2.
EZROBAEGHBARE IR L Tav b r—ARNE o
BicoTw5b. ZRTh ik, EEEETMOEIMFE = il
BIHBD I bFHET DL ERTH S, = DIGEET M B OEOR ok
RMLED KHF = REBME & 7o 3 ARSI E T * F MEDavie—
505, AEBHEEMES 9 ~30 % DEFI PRI 25 KIKFE TR Ui FE



HERENEARERMED 1 4]

BEARRE | 20 %% HREYIER

BUREE I PR3 FENDEREERL T\ s, KEL
Twfe. P4 F 11 BCBRZERICEZ LEET,
220/140 mmHg o & Ift FE % #5 % X h #. Bisoprolol
fumarate 5 mg 7% EBRREE i, MEDO= v Fr—
WIEIRBRTH -l P 6 4F L PR 7T ECEMEOREE
FHME L CERIC AR L, BEREL D &I E
PEEINTAREBESME:ZH I . DB &E
DOREFEEN T I s, BENE DRI D TF
BT H 23 BeSplicsE 3EBDABEY L .

AR EAFTR | 55 154 cm. K% 56.5 kg. k¥ 72
/5, %. I 228/130 mmHg. MEICEAZTR. &
B & ER R e, FERIBOEK TR, FR
CIMEMET IR Loy, OFEMT, DS PIERL

Table 1. Laboratory data on admission
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Urinalysis TP 7.5 g/dl B X R DBE L IEE SO 50 % THh b, fi
protein = Alb 4.2 g/dl 5 > MR BBD BRI h - 7 (Fig. D.
sugar - T-cho 193 mg/dl CT -5 T
occult blood (GD) CRP 0.0 mg/dl Eiﬂ PR | BIRHEE © 2 SR 2R T B
Hematology TG 107 mg/dl RIFZED B Inh - fe.
RBC 438 X104/ 1 BUN 7 mg/dl DERPR  EZBEXZRRT 5 RARD bhi.
Hb 14.1 g/dl Scr 0.6 mg/dl ERECHT B, ; Scheie S8 ™ 3 B 10 A2 3 2 5 1M FE e R
Ht 40.0 % UA 3.6 mg/dl g
WBC 5,800 /il Na 138 mEq/l EEFT R 23583 B e (H,Ss).
Plt 20.2 X104/ ul K 3.4 mEq/l B 24 RFRE M AEREIRE ; Doxazosin 8 mg, Betaxolol
Blood biochemistry Cl 104 mEq/1 10 mg, ¥ X Ot Trichlomethiazide 8 mg D#5 F T 24
T-Bil 0.4 mg/dl Blood gas analysis . . .
ALP 219 IU/dl (room air) ﬂ%ﬁﬁﬂ?ﬁjﬂlﬂf# 177/113 mmHg G 5 H ) EZQWE[[EE bi_ﬁ;
GOT 17 1U/1 pH 7.431 EZhi.
GER 2 IO Pa0, 842 mmHe  mepegpe BBIRCKCE BE BIEROE,
AMY 82 IU/ PaCo, 38.6 mmHg AN o
LDH 47 U1 HCO, 25.3 mmol/i ~ WP bhisno7(Fig. 2). ‘
y-GTP 188 IU/ Sa0, 97.7 % Bl -adosterol ¥ v # 7 7 AP R ; WAEE, X 0
CK b - R REARZERD bhiss o 7o (Fig. 3).
Table 2. Endocrinological data
Blood Urine
T3 116.4 ng/dl (70~210) 17-OHCS 3.8 mg/day (2~8)
T4 7.2 ug/dl (4.5~12.3) 17-KGS 0.55 mg/day (0.1~4)
TSH 2.4 gu/ml (0.24~3.70) 17-KS 3.4 mg/day (2~9)
ACTH 28.6 pg/ml (4~33) Adrenaline 8 ug/day (3~15)
Cortisol 13.7 pg/dl (6~22) Noradrenaline 47 pg/day (26~120)
Adrenaline 0.031 ng/ml (0.1LAF) Dopamine 259 ug/day (190~740)
Noradrenaline 0.643 ng/ml (0.1~0.6) VMA 3.0 mg/day (1.3~5.1)
Dopamine 0.014 ng/ml (0.02L4F)

() :normal range
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Fig. 1. Chest roentogenogram.
Chest roentogenogram on admission
revealed no cardiomegaly.
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Amlodipine 5 mg ##5 Lich, +4BEEIE SR
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Doxazosin 8 mg, Detaxolol 10mg, % X O Trich-
lomethiazide 4 mg @ 3 FIBFABECEE L. L,
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b B L 7z ® © Trichlomethiazide 4 mg %
Manidipine 5mg CEE L7z, ZOEFILL > Th+45
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Manidipine 5mg % # 1k L 7z. % Z T Diltiazem 200

Table 3. Endocrine examination
captopril tolerance test

at rest 1hour after 2hours after

PRA (ng/ml/hour) 0.24 1.22 0.85
ALD (pg/mlb 158 98.2 64.9
gluhagon tolerance test
1 min 3 min 5 min
before after after after
Ad  (ng/mD 0.016  0.035  0.028  0.019
NAd (ng/mD 0.154  0.197  0.221  0.199
DA (ng/mD 0.010  0.012 0.012  0.012

Fig. 2. Renal angiography.
Renal angiography did not show any renal artery stenoses, cysts, and other
abnormal lesions.
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Fig. 3. *¥'I-adosterol scintigram.
left panel : anterior showed no abnormal
uptake.
right panel : posterior showed no abnor-
mal uptake.
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Fig. 4. Clinical course.
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mg, Bisoprolol 5 mg, Doxazosin 8 mg, 35 X OF Benaze-
pril 10 mg @ 4 KIGF AEEZ B Lo, MmER 160~
190/100~120 mmHg THE L Tk b, T4 BEERHR
BB ST & 2 e (Fig. 4).
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Table 4. Causes of resistant hypertension

Noncompliance
without medication intolerance
drug related suboptimal medical regimen
drug interactions
objective medication intolerance withoup medication
Interfering substances
alcohol abuse
Secondary hypertension
renal artery stenosis
primary aldosteronism
Psychological causes
subjective medication intolerance
Other
white-coat hypertension
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