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Mr B is a 70 year-old gentleman who
presents to his GP with significant

dizziness and is found to be profoundly
hypotensive, with a sitting blood pres-
sure of 83/51mmHg.
Mr B has a medical history signifi-

cant for coronary artery disease (coro-
nary artery bypass graft in 2004),
ventricular tachycardia (implantable
defibrillator), amiodarone-induced thyro-
toxicosis, congestive cardiac failure, type
2 diabetes and hypertension.
The background to the current pres-

entation is that Mr B has had long-
standing dizziness problems and that
these have been investigated thor-
oughly with no cause found. On this
occasion, he reports that the dizziness
has worsened over the previous month,
and has been particularly significant on
standing and when walking; but is alle-
viated by sitting. His symptoms were not
associated with any chest pain, palpita-
tions or elevation of jugular venous
pressure.
In view of the severity of his hypo -

tension and his complex cardiovascular
history, Mr B is admitted to his local
hospital for investigation and manage-
ment.
On arrival at hospital, Mr B’s blood

pressure had improved to 122/62 and

125/54mmHg, lying and standing
respectively. Initial biochemistry tests
showed mild hyperkalemia (5.8mmol per
litre), elevated urea (30mmol per litre)
and creatinine (256µmol per litre), with
an estimated glomerular filtration rate
(eGFR) of around 22ml per min per
1.73m2. Available comparator biochem-
istry results showed Mr B’s serum crea-
tinine to previously have been around
90µmol per litre and potassium around
4.3mmol per litre. 
A provisional diagnosis was made of

dizziness with acute on chronic kidney
dysfunction, possibly related to polyphar-
macy. Mr B’s medication profile on
admission as per his general practice
records is as shown in Table 1.
A management plan was instigated,

comprising slow intravenous fluid
replacement, withholding medications
appropriate for his presentation (can-
desartan, frusemide and metformin) for
24 hours; along with ECG monitoring and
potentially, depending on progress, a
cardiology review.
When a more detailed medication

history was undertaken early the next
morning, it was found that while there
was general consistency between the
medication listed on the GP referral and
Mr B’s actual regimen, there was one
notable exception. While Mr B had been
prescribed half a 16mg candesartan
tablet, he had in fact been taking a
whole one, as he found the tablets hard
to break. 
It emerged that Mr B had previously

been prescribed a whole 16mg can-
desartan tablet daily, but given the prob-
lems with dizziness his GP had logically
decided to try and reduce the dose to
8mg daily. However, as Mr B had the
16mg tablets in his possession, it was
decided to continue with these at a dose
of half a tablet daily, rather than pre-
scribing the available 8mg tablets. 
Mr B’s admission progressed

uneventfully and 20 hours later, follow-
ing 2 litres of fluid replacement and
omission of potentially problematic
medication, repeat biochemistry

A tale of two halves

Table 1. Medication profile for Mr B as per GP records; Mr B has a complex cardiovascular
history and complained that his long-standing dizziness problems had worsened over the
past month

Prescribed medication Prescribed dose

amiodarone tablets 200mg one alternate days
aspirin tablets 100mg one each morning
candesartan tablets 16mg half a tablet each day
carvedilol tablets 25mg one twice a day
ezetimibe tablets 10mg one each morning
frusemide tablets 40mg alternating one/two tablets each morning
gliclazide MR tablets 60mg two each morning
metformin tablets 850mg one twice a day
propylthiouracil tablets 50mg one three times a day
rosuvastatin tablets 20mg one each morning
warfarin tablets 1mg one in evening according to INR
warfarin tablets 5mg one in evening according to INR
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showed improvement in potassium
(5.5mmol per litre), urea (21.7mmol per
litre), creatinine (153µmol per litre) and
eGFR (39ml per min per 1.73m2). Mr B
reported significant improvement in his
dizziness and blood pressure was noted
to be 140/68 and 130/70mmHg lying
and standing respectively, and arrange-
ments were subsequently made for dis-
charge.
Mr B was prescribed and supplied a

reduced dose of both candesartan (one
4mg tablet daily) and furosemide (one
40mg tablet each morning); metformin
was to remain withheld for the following
two days pending review by the GP when

a repeat renal function test was to be
carried out. As part of discharge medica-
tion management Mr B was counselled
regarding the changes, the importance
of adhering to the prescribed regimen,
he consented to the destruction of his
16mg candesartan tablets and his com-
munity pharmacy was notified of the
changes made.

Conclusion
It is highly likely that this unplanned
admission could have been prevented if
opportunities to simplify the treatment
regimen had been seized at either the
point of prescribing or dispensing. The

case of Mr B serves as a timely reminder
to us all, to keep medication regimens
as uncomplicated as possible. Although
there are times where there may be no
alternative to breaking tablets, this
should be avoided where possible, espe-
cially if a product is not designed to be
broken and a lower-strength formulation
is available.
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