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Hypertension in the pediatric population has 
become increasingly more common as the 
prevalence of obesity increases. Hyperten-
sion contributes to the early development of 
cardiovascular disease. � erefore, identifying 
and treating children with hypertension can 
have an important impact on their long-term 
cardiovascular health. � e de� nition of hyper-
tension in children is based upon gender, age, 
and height:

1. Prehypertension – systolic and/ 
or diastolic BP ≥90th percentile but 
<95th percentile or BP < 120/80 mmHg 

2. Stage 1 hypertension – systolic and/or 
diastolic BP between the 95th percentile 
and 5 mmHg above the 99th percentile 

3. Stage 2 hypertension – systolic and/
or diastolic BP ≥99th percentile plus 
5 mmHg

When presented with a patient with elevated 
blood pressure, the � rst consideration is to 
determine whether the patient has true or 
white-coat hypertension. White-coat hyper-
tension is de� ned as elevated BP readings in 
the clinic but normal readings outside the 
clinic setting. Ambulatory blood pressure 
monitoring (ABPM) has become an important 
tool in identifying white-coat hypertension. 
ABPM uses a portable automated BP device 
that records a patient’s BP over 24 hours. Read-
ings are usually taken every 20 minutes when 
awake and every 30 to 60 minutes when asleep. 
Patients with a high BP load (percentage 
of BP readings ≥95th percentile) have true 
hypertension.

True hypertension can be primary or 
secondary. � ere is a broad di� erential associ-
ated with secondary hypertension. � e extent 
of evaluation is individualized for each child, 

with a thorough history and physical exami-
nation being the first steps of the workup. 
Primary hypertension in childhood is often 
associated with a positive family history of 
hypertension or cardiovascular disease. � ese 
children and adolescents are often overweight.  

All hypertensive children should have blood 
work (BUN, creatinine, electrolytes, CBC) to 
evaluate for renal disease, and a renal ultra-
sound to evaluate for renal scarring, congen-
ital anomaly, or disparate renal size that can 
result in hypertension. Plasma renin and eval-
uation for renovascular hypertension (renal 
artery stenosis) also should be considered 
in certain populations (young children with 
stage 1 hypertension and anyone with stage 2 
hypertension).  

For overweight children, evaluation for sleep 
disorders should be considered. Sleep disor-
ders are independently associated with 
hypertension, and overweight children have 
an increased frequency of sleep disorders. 
Also, identi� cation of metabolic abnormali-
ties should be considered (fasting lipid panel 
and glucose). Lastly, all hypertensive patients 
should undergo evaluation for target-organ 
damage. Retinal exam should be done to look 
for retinal vascular changes and an echo-
cardiogram should be done to look for left 
ventricular hypertrophy. Cardiac lesions that 
can cause hypertension can also be found on 
an echocardiogram.   

Referral to a pediatric nephrologist should 
be made when the child experiences:

• Prehypertension on two separate 
occasions separated by six months

• Stage 1 hypertension on two separate 
occasions separated by one to two 
months, or

• Stage 2 hypertension on two separate 
occasions noted in one week

• If the patient is symptomatic, he/she 
should be seen immediately

Pediatric Hypertension   Medical Staff News 
The following pediatric specialists 
recently joined Children’s:   

Critical Care
Shaghig Kouyoumjian, MD
Mary Mazel, MD

Endocrinology*
Sarah Brickey, MD
Animesh Sharma, MD

Gastroenterology*
Joshua Warolin, DO

Genetic Medicine and 
Metabolism*
Aaina Kochhar, MD

Hematology/Oncology*
Latha Rao, MD

Hospitalist*
Whitney Kalin, MD

Nephrology*
Julia Tzeng, MD (and Charlie Mitchell)

Neurology*
James Nelson, MD

Orthopaedics*
Thu-Ba LeBa, MD
Kerry Loveland, MD

Pediatrician* (Charlie Mitchell)
Ama Wijegunawardena, MD

Urology*
Puneeta Ramachandra, MD
*Member of Specialty Medical Group

Other Medical Staff Changes: 
Dr. James McCarty, medical director, 
pediatric infectious diseases, recently 
left Children’s and relocated to the 
Bay Area. 

View or download our PEDIATRIC 
NEPHROLOGY (including a chart 
defi ning hypertension in children) 
and other referral guidelines online:  
ChildrensCentralCal.org/refer 

Julia Tzeng, MD
Pediatric Nephrologist
 

Dr. Tzeng will present on pediatric 
hypertension at our Pediatric 
Clinical Symposium on May 3 in 
Modesto. To register: 
ChildrensCentralCal.org/CME/
Symposium
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Tim Curley
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How To Connect With Children’s
Children’s Access Center – 24/7 Access for Referring Physicians 866.353.KIDS (5437).

eReferral – Complete the eReferral Form and Submit Electronically at ChildrensCentralCal.org/refer 

Outreach Centers: Merced Subspecialty Pediatric Center 209.726.0199   /   Modesto Subspecialty Pediatric Center 209.572.3880

Children’s Physician Liaison David Chuhlantseff is available to answer questions or
assist you at (559) 353-7229 or physicianrelations@childrenscentralcal.org.i

Medi-Cal Physician Payment Increase

� e state Department of Health Care Services 
(DHCS) has begun distributing the managed 
care portion of the Medi-Cal rate increase to 
Medi-Cal managed plans.  Plans have until June 
30, 2014, to pass on the retroactive portion of the 
2013 rate increase to providers and have until 
June 30, 2015, to pass on the 2014 rate increase. 
However, DHCS has stated that its expectation 

is that plans promptly disburse the increases as soon as possible 
prior to these dates.  

Visit http://� les.medi-cal.ca.gov/pubsdoco/aca/aca_form_landing.
asp for more information on the state’s implementation of the rate 
increase.

Covered California – Provider Directory

Covered California began enrolling eligible individuals and small 
businesses (one to 50 employees) into participating health plans 
Oct. 1, 2013, with coverage e� ective Jan. 1, 2014. In late October 2013, 
Covered California posted a provider directory on its website so that 
potential enrollees and providers could con� rm which providers 
were included in which plans.  Unfortunately, the directory has been 

plagued by inaccuracies and slow loading times and has been pulled 
o�  ine inde� nitely.  

Covered California is asking potential enrollees to locate providers 
using links to each health plan’s respective provider directories, 
which are available on its website at https://www.coveredca.com/
coverage-basics/plans.html. Additionally, providers should also 
verify participation status with the health plans. 

Children’s Hospital Graduate Medical Education Program 
(CHGME)

In January 2014, President Obama signed legislation funding the 
federal government through Sept. 30, 2014.  Included in the legisla-
tion was $265 million for CHGME, an amount slightly better than 
the $251 million funded in 2013 but far short of the $317.5 million 
funded in 2010. CHGME plays a critical role in helping to o� set some 
of Children’s Hospital physician training costs. Children’s Hospital 
will work hard to increase CHGME funding in 2015. 

For more information on these and other issues, visit 

www.childrenscentralcal.org/CAN, or contact
Tim Curley at 559.353.8610 or 

TCurley@childrenscentralcal.org

Below is an update on key items of interest to physicians as of Feb. 20, 2014.


