11/24/2019

HYPERTENSION MANAGEMENT

AMR ZAKI MD

Female patient aged 42 years, she had 3 pregnancies 3 children youngest 8
years old with no previous history of any health problems, she is menstruating and
IUD as contraception.

IN THE LAST 2 YEARS due to spells of headache and undue fatigue desspite of
playing sports twice weekly she was diagnosed as having hypertension;
investigation at that time showed normal renal function accepted lipid profile with
LDL C 103 mg HDL C 65 mg.

At that time perindopril /amlodipine 5/5mg was prescribed for a BP of 180/115. and
assuring healthy diet which was already the case.
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SIX months later, still symptoms occur from time to time BP was 160/100 ,LDL C
95 ,mg AMLODIPNIE/ PERINDOPREL INCREASED TO 10/10.

THREE Months again, tachypalpitation , edema LL AND SPORADIC COUGH
occurred and still patient co of fatigue.

WHAT TO DO 7?7?77

WHAT TO ADD NEXT ??

DO WE NEED FURHTUR INVESTIGATION ???
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BP WAS 150/95, HOLTER SHOWED normal sinus rhythm spells of sinus
tachycardia reaching 106 / min , STRESS EXERCISE was negative for induction of
ischemia nor arrhythmias . ECHO SHOWED mild LVH, and normal LV systolic
function .

NORMAL thyroid function . HB = 13.6 gm. Normal other lab tests including
electrolytes negative VMA.

WHAT IS THE NEXT STEPS

1- ADD BB
2—ADD DIURETIC ?7?

3— CHANGE PREVIOUS MEDICATIONS ?7?
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VALSARTAN 320/25. AND BISPROLOL 5 MG once a day were prescribed .

TWO WEEKS AGAIN; dyspnea & Easy fatigue but edema disappeared BP CAME
UP TO 150/100 . RESTING HR =84/min.
Patient symptoms prohibited her from three times a week doing sport.




11/24/2019

what to do ??7?

BB WAS REPLACED BY LONG ACTING VERAPAMIL 240 MG.
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TWO MONTHS LATER

PROGRESSIVE DYSPNEA. Chest tightness occurred due to stressful condition and
48 hrs later our lady was admitted to ER WITH BREATHLESSNESS , pulmonary
edema was the case .

ECG SHOWED SINUS TACHYCARDIA HR 124b/min . Poor progression of r in
precordial leads .elevated cardiac enzymes.
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HOW COULD WE MANAGE NOW 7?7
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2018 ESC-ESH Guidelines for
The Management of Arterial
Hypertension

Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi: 10.1093/eurheartj/ehy339.

2013 Vso 2018: What
Changed?
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2013 Vs 2018: What Changed?

Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.

2013 Vs 2018: What Changed?

Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.
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2013 Vs 2018: What Changed?

A DEP targt of <80 minig shouid be comidered foe f ypertaraive
pesares, ndependent of the bl of Nk wnd eomartadkties.
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Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.

Classifications

Table 3 Classification of office blood pressure* and definitions of hypertension grade”

Optival <120 and <80

Neorad 120129 andior B0-84

Hgh narmal 130-129 andiar 85-89

Gerade 1 hypersenaion 140-159 ardior -9

Crade 1 hypersendion 160179 andior 00109 E
Grade ¥ hyparsension =180 andior >110 5
bolited systokc hypertenson” > 140 and <90 g

57 = tlood pressure; S8 = sysoic Hood presusre

BP category iy Setred acconding 10 seated cinic B and by the highest bewel of B2, whether gumole or datoke
“molatut ypustic typertmuon n graded 1, 2, or 3 sccarding to SBP «xhums in tha range seficeed

The sane clamificagon (s used for 8 ages $om 16 yeors

Eur HeartJ. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.
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Lifestyle Interventions for Patients with
Hypertension or High-normal BP

Recommendations Class® | Level" Reconwnendations Class” | Levet®

{ Body- | deated d
Salt restriction 10 %5 g perday it S s W rveatet 10 vin

o od ™ 18254 | oleiity (EM =30 kgml G0 wahit tecumber-
| ence *102 om i men and >6F om in

It i3 recommended to restnct akcobol con worren), A i sirmong ot healthy BM (abowt

SUMpLO to 20-15 \gim”} and waist orosmference ol

o Lesstran 14 units por woek for men, ums (<34 em in men and <80 ¢m 5y wamen)

o Less tran 8 units per week for women ™ to reduce BP and CV g, M ANIM

Itis recommended to avold binge drinkong Ragutar anecbic nxercas (o2 #t et 30

min of modento dynumic exercise on S-7
Increased cormanption of vegetables frel

daps per week] is recornmandad 24
fruits, flsh, mes, and unsaturated facty acids
(olive of); low comumption of red meat; SMOoking Cemanon, wonnrive Care and
pod consumption of low-fat dairy producey ruferryd to smaking Cessation progrers am

wh

are recommended 'Y racomnended MY

BMI = body mass index; BP = blood pressure; CV = cardiovascular.
Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.

Factors Influencing Cardiovascular Risk in
Patients with Hypertension

Arertal scfiening
Pulye preswire (in older pecple) »60 mmiig

Carctid-famoral PWY =10 nvy

BOG LW (Sabclow-Lyon ingex > 15 mom, or B inavL 211 mme Comell voltage duration product » 2440 menams, or Comell voltage > 28 men in

s Gr 220 men n womend

Echocir dogaptic LYH [LV mass indext men >50 pim™’| womess 347 pn’ * (hsght i o) fodesation for B5A may be uted in normal-weight

panieres; LV masyBSA pm® > 115 dmen) and 98 (women)|

Meroabumeurm (30-300 mgi2d h), o sheated dboren—crmsnne ratia (30-300 wg'p 34-34 mgimmaol| (prafermntidly on momeg spot urine)”

Hadenate CED with «GFR 2 30-59 ml e 73 m' (B5A) or wevery CKD oG <0 mlimn 1 T3 m' *

AcMoLrachid ndex <03

| Advanced retincpuity: fesrormrages or axodates, peptioedems

S1A < bodky surtus wes CAD « cormrmry armary Sssus: UL = stypnk iy Sanpie £V = arbovacalir; VD « crsovamide it 100 « wecyocrdopram o0
T estaratted gherwtuds b ptor rate HOUC = SO0 chodmitest. HIBEF = beart Moy il jreserse] ¢ecton fraction SHOD = hypeettrmtn seeditted orgw Sarage LV
¥ e wenrslee LVH = e Aok hpertraotin PWY ¥ pudie st voCry: SCORE = Systarute COvtvary Rk Evaiatars TR © trastard o umriad stinch

'OV rivk Bacrors inehaded in ne SCOAT spomm,

Tronsrerts aret ndusad 20N arw Inssgengars nak facon

Eur Heart J. 2018 Sep 1;39(33):3021-3104. doi:
10.1093/eurheartj/ehy339.
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ACC- AHA 2018

BP Thresholds for and Goals of Pharmacologlc Thernpy
In Patients with Hypertension According te Clinlcal Conditians

Climtost Gomaitinn (5} U Dot mm W B Gowt mm e
Gorwrm

CHIRGOI CYD G 10 ydr AZCVD 19K = 10% > 100 12000
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Spectt: Comuiieties

iMazotes nednus =130/ 80 ~130/80
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CheaniL Moy Wi DL ene Larasunson w1 S0 102

s ranns S 0 B0
P ey T L1 ~ 130710
Suwsensary ik sl 1a0 90 “130/50)
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RYE=TY

B S

CHEP 2017
For all : TARGET <135/85 mmHg

DM : TARGET below 130/80 mmHg

Eur Heart ). 2018 Sep 1:39{33):302:-3104. doi: 10.1093/evrheartj/ehy339.

ADA 2018

ESC - ESH 2018
<130/80 mmHgtill 65y
and CKD — more than 65 y target to <140 /80 mmHg

+ Dlabetan * CkD ~ CAD + Stroke (TIA
| 15245 peurs Target to 130 Targetre 130 Target to <140 to Target to 130 Target to 130 79
at lowe Pasioraned | o lower [Mokenased 130 ¥ tohersnd ordower Yodonted | or buer izl
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|
65479 yeurs’ Target o 130-139 | Target to 130137 | Targee to 130-139 | Target 1o 133135 | Targes to 130-139 -
o Lk V aieruted [ deruded ¥ edwrated ¥ tdovted
280 yose” Torget to 130139 | Target to 130139 | Targee to 130-139 | Tanger to 132139 | Thrge to 130139 -
1 Ry ¥ wierote! T iudevaee § wieruy ¥ 1hesmest
Oftice DB 7o 70-7 J0-T0 T0-79 7074
trearmans
(Aot range

ACC- AHA 2018
Treatment algorithm

BP thresholds and recommendations for treatment and follow-up

1 Use of BP-lowering is
of recurrent CVD events in patients with clinizal CV|

y P

Consider intensification
of therapy

\Whelton PK et al . 2017 ACC/AHA guiceiine for the prevention,detection,evaiuation and

management of high blocd prassurs in adults. JACC 2017 {20.1016:12.005) _

Assess and optimize
adherence to therapy

130 mim Ky o higher or an average DBP ol 80 mm Mg oe higher, and for Stage1 Stage 2
primary peevention in adults with an estimated 10-year atherosderotic . .
cardlovascular disease (ASCVD) risk of 10% ar highor and an average SBP hypertension hypertension
IMmmNgu*hnrormmupn”ﬂOmmNg Q ) . (BP 130_139/80.89
I 2 Useof Bl’lomnm dication 15 [ mm Hg) (BP 2140/90
CVD in adults with ne history of CVD and with an estimaiec X mm Hg)
risk <10% and an SBF of 140 mm Mg or higher or a DBP ol 90 mm Mg or
higher (3, 10-13). Clinical ASCVD or Nonpharmacological
i - — estimated 20-y CVD :"
[ e | e Qi wwie | cwecmsems | oom | riskz10% Imﬁnga'nﬁg;mm
(Class1)
No yes
Current Labs/Exam -
Tetad Oveton s s ML Cvatevtarst wgst L0 Citestercl wpuii @ S B Pravee e o b : Nonphmobgka‘ Noﬂp ] Ogrca'
‘therapy(Classl) therapyand BP
. lowering medication:
Personal History Reassessin3-6mo (Class ¥
Wity of Biskatoc? [T S— [R—Y Re e m 1m°(cla§”
O o Stabn O On Asperm Mherazy’© No BP goal met yes

Reassess in 3—6 mo
(Class 1)
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ESC - ESH 2018
Treatment algorithm

patients

7.5.2.2 Rationale for initial two-drug combination therapy for most

As discussed above and with the emphasis in these Guidelines on

. Initial combinati r-

ormal 80 Grade! Grade 2 Grade3 W ) Y R
Hhan o Rypertension Hyperl Hypertension achieving a BP target in most patients of <130/80 mmHg, the majority
57 100353 markly 7 P yoee g 'S, j
| ’“’,’,"I” oy (EEOANDRT. o o) of patients will require combination thera
Uemreatz | Ureote abice Lienie etk Uietresdves apy is invariably more effective at BP lowering than monotherapy,
1 l ] ! indeed even low-dose combination therapy is usually more effective
Consde dngbeinentin | | e O vesboect | 5 ) than maximal dose monotherapy.’*'! Furthermore, the combination
: nh herisk al R . . 5 o
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-~ HTN Diabetes
-~ HTN Moderate CKD
Very High Risk:
-~ HTN with CVD (MI - Stroke — TIA).
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Proteinuria or
Grade 3 HTN Hypercholesteremia
- HTN with Sever CKD (GFR less than 30)

HMOD CKD arade
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PR L SRS
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Core drug treatment strategy for uncomplicated hypertension

Drug treatment strategy for hypertension and
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Drug treatment strategy for hypertension
and chronic kidney disease
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Diabetes with HTN

slop, when thers « & =

i BErilacian, o It is recommended to initiate treatment
with a combination of a RAS blocker with a

CCB or thiazide/thiazide-like diuretic.*
1,175.205

ﬂs Sep 1:39(33):3021-3204. coi: £0.1093/eurhearti/ehy338.
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Thank you
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