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ABSTRACT

Introduction: Regardless of the sex, age, and ethnicity of patients, certain tendencies related to eating present as 
independent risk factors in the development of hypertension. Lifestyle changes are a staple in all guidelines for the 
condition. However, the evaluation of the effect of dietary consultations on the overall hypertension management 
is rarely reported in medical publications.

Aim: A case of antihypertensive volume therapy reduction via the application of an interdisciplinary method 
regarding nutrition and medication in the context of long-distance consultations is presented. The objective 
characterization of corrected patient nutrition is also emphasized.

Materials and Methods: A 47-year-old female patient with a height of 168 cm, weight of 100 kg, and BMI of 
35.4 had a confirmed diagnosis of hypertension from two years prior. On the initial consultation she had already 
undergone therapy with 8 mg candesartan and 12.5 mg hydrochlorothiazide. The waist circumference was 118 
cm.; there was low-to-nonexistent physical activity and high reported work stress.

Results: Four months after the initial correction of food intake, the patient reported a weight loss of 16 kg. To 
maintain normal values of blood pressure, the pharmacological therapy was reduced to a monotherapy with 4 mg 
candesartan.

Conclusion: Considering the efficacy of the combined approach and the very modest financial requirements 
for its execution, it should be taken into account on the initiation of every single antihypertensive therapy. More 
research should be conducted focusing on the quantitative assessment of nutritional correction on antihypertensive 
therapy.
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INTRODUCTION

Inappropriate food intake plays a key role in the 
development of hypertension, with obesity (1), ex-
cess consumption of sodium (2), and alcohol (3) all 
presenting as independent risk factors for the devel-
opment of the condition. Obesity in particular, oth-
er than contributing to the development of metabolic 
syndrome, has the potential of changing the risk pro-
file of a patient and necessitating a modification and 
escalation in the pharmacological therapy (4). De-
spite the bulk of lifestyle change recommendations 
in guidelines (applicable to any stage of hyperten-
sion) related to nutritional intake, the objective im-

pact of dietetic consultations on therapy is very rare-
ly reported.

LITERATURE REVIEW

Lifestyle modification therapy is appropriate and 
recommended for all stages of hypertension, regard-
less of risk factors (5). Regarding patient weight—
the optimal diagnostic approach is evaluating tis-
sue composition via bioelectric impedance measure-
ment (6). A viable alternative is the body mass index 
(BMI) (7). If possible, the ideal weight of the patient 
should be aimed at the loss of 1 kg, which correlates 
to 1–5 mm Hg decrease in systolic blood pressure 
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kcal/d food intake was present in the conditions of 
low physical activity. The affinity for pastries and 
refined meat products as well as the lack of vegeta-
ble and fruit and dietary fibers was notable. Unnec-
essary food additives and vitamins were consumed. 
Water intake was inadequately low. There was evi-
dence of stress eating as well as alcohol consumption 
over the recommended daily values.

A 5-meal daily eating regimen was recommend-
ed, based on the consumption of an optimal balance 
of macronutrients and micronutrients. Daily caloric 
intake was reduced to 15–20 kcal/kg/d. The fraction 
of carbohydrates was fixed at 50–55%, with low gly-
cemic index (GI) foods being preferred. The regimen 
consisted of normal protein intake and slightly re-
stricted lipid intake. Alcohol, salt, and high GI foods 
were restricted. All meals included the consumption 
of vegetables. Water intake was increased to the dai-
ly recommended level. Physical activity was recom-
mended, with the patient age and health status being 
accounted for. The patient was evaluated weekly for 
the next 4 months. A diet recall was requested upon 
each consultation. Some of the recalls:

The patient demonstrated high therapy adher-
ence and compliance levels, managing to reduce her 
weight by 16 kg (16%) in the span of 4 months. On a 
visit to the general practitioner at the end of the first 
month a reduction in therapy to a monotherapy with 
half the original dose of candesartan—4 mg, was 
necessary to maintain normal blood pressure values. 
The patient reported a subjective improvement in her 
condition and an increase in self-esteem and energy.

DISCUSSION

Cardiovascular diseases are still the leading cause 
of mortality worldwide (10). This requires the ap-
plication of a multidisciplinary approach, individu-
alized for every single patient. The management of 
modifiable risk factors, which are predominantly nu-
trition-related, should play an ever-greater role in the 
treatment of hypertension without interfering with 
the timely application of a pharmacological treat-
ment. Due to the significantly lower cost of dietet-
ic consultations in comparison to an extended com-
bined antihypertensive therapy, they should be tak-
en into consideration in every patient diagnosed with 
hypertension. The availability of research on the ef-
fects of established nutrition models in hypertension 
(11) allows the complete evaluation of the effects of 
rational food consumption on the disease. The ap-
plication of therapeutic nutritional regimens, which 
take into consideration the specific lifestyle and ali-
mentary deficiencies of every patient, could aid in the 

(SBP). General changes to nutritional intake like the 
increased consumption of dietary fibers and the re-
duction of lipids, regardless of origin, could decrease 
SBP by up to 11 mm Hg. The reduction in sodium 
intake to levels under 1.5 g/d could lead to a reduc-
tion in SBP of up to 6 mm Hg. Reduced alcohol con-
sumption up to the daily maximum dose could lead 
to a reduction of SBP by up to 4 mm Hg. Normal po-
tassium levels maintenance could reduce SBP by up 
to 5 mm Hg (8).

CASE REPORT:

A 47-year-old woman visited a general practi-
tioner for a regular medical check-up. At the moment 
of the visit she had already been prescribed 8 mg can-
desartan and 12.5 mg hydrochlorothiazide for the 
treatment of hypertension, diagnosed two years pri-
or. The patient had a history of a perianal abscess, 
which had undergone resection and drainage. The 
general practitioner noted an increase of body weight 
of 10 kg for the past year and recommended a consul-
tation with a dietologist.

During the dietetic consultation the following an-
thropometric values were reported: stature—168 cm, 
weight—100 kg, BMI—35.4 (Stage II obesity), waist 
circumference—118 cm (visceral obesity), hips—120 
cm, thighs—71 cm, chest—108 cm. According to the 
patient there has been an increase in her weight for 
the past 6 years with the most significant elevation 
taking place in the last year. The patient has been 
in perimenopause for the last two years with an ir-
regular menstruation. She had two natural births—
in 2006 and 2010 with a weight at both of them of 
70 kg. The patient’s occupation was that of a peda-
gogue and she reported a very low level of physical 
activity (obstructed even more by the online educa-
tion measure currently in place) as well as very high 
levels of work-related stress. She was a smoker going 
through a pack a day. Laboratory results showed hy-
percholesterolemia with an increase of the LDL frac-
tion. Fasting glucose was at the upper limits of the 
reference range, and both insulin and HOMA index 
were normal.

The objective of the initial consultation was the 
establishment of a seven-day diet recall. Keeping dia-
ry of usual activities, physical occupations, water in-
take, quality and quantity of sleep and stressful situ-
ations was also recommended. The consultation re-
sulted in the following diary:

The alimentary regimen of the patient did not 
comply with the recommended daily food intake 
in hypertension on multiple accounts (9). A high in 
carbohydrates and fats nutritive intake of over 2000 
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prevention of other diseases. Due to the high reliance 
on patient compliance and adherence, factors such as 
the experience of the consulting dietologist and indi-
vidual characteristics are of key significance.

CONCLUSION

Research which focuses on the characterization 
of the quantitative effect of rational nutritional in-
take on antihypertensive therapy in a practical set-
ting is not widely available. The application of ade-
quate food consumption should be reported more of-
ten and a scale for the evaluation of its effect on hy-
pertension could be considered. 
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