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@mnd Health Global Disease
L2 Organization  Byrden 1990-2010

67 Risk factors — 21 Regions

Increased blood pressure
leading risk factor for death and disability
globally

International
Society of

Lancet 2013;380:2224-60. W Hypertension




Deaths Attributed to Risk Factors
2010

High blood pressure

High serum cholesterol

High blood glucose

High BMI

| | | | |
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Number of attributable deaths (millions)

Bl Ischaemic heart disease  [C] Haemorrhagic and other non-ischaemic stroke Il Diabetes
[] Ischaemic stroke [ Hypertensive heart disease I Other CVDs [ Chronic kidney disease

Lancet Diabetes Endocrinol 2014



The global cost
of nonoptimal

blood pressure

109%b0 of health care spending
directly related to increased blood
pressure and its
complications

20-259%
in Eastern Europe and Central Asia

Gaziano TA, et al. J Hypertens 2009;27:1472-7.



Worldwide trends in hypertension prevalence and progress
in treatment and control from 1990 to 2019: a pooled
analysis of 1201 population-representative studies with
104 million participants

NCD Risk Factor Collaboration (NCD-RisC)* Lancet 2021;398:957-80.
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HYPERTENSION WORLDWIDE

Prevalence, Treatment, Control
1990-2019, 1,201 populations, 104 million participants

= o
Prevalence 33% I 34%
(Age-standardized) (stable) 32% @

Absolute  g43 i1 5 1.3 bil
number (population growth, aging, BM)

Lancet, 2021;398:957-80.



HYPERTENSION WORLDWIDE

Prevalence, Treatment, Control
1990-2019, 1,201 populations, 104 million participants

High- income
western

Waorld

150
E Controlled hypertension

O Treated but not controlled

1250 004

= Diagnosed but untreated 50

B Undiagnosed

1000

High-income
Asia-Pacific

Mumber af people{ millions)

Year

Lancet, 2021;398:957-80



HYPERTENSION WORLDWIDE

Prevalence, Treatment, Control
1990-2019, 1,201 populations, 104 million participants

DIAGNOSED 54%

TREATED
CONTROLLED 21%

Lancet, 2021
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NATIONAL

EPIDEMIOLOGICAL 39.6%
STUDY 40%

S77 MEPIOXEGS

N=6,006 20%

AEIFMATOAHYIA

lMoAuoradiakn 0%

Irpwyarorro:fmzvn TOTAL
Tuyailormroinuévn

Stergiou GS, et al. J Hypertens 2021;39:1034-9.
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Stergiou GS, et al. J Hypertens 2021;39:1034-9. N=6,006



EMENO: HYPERTENSION IN GREECE

Prevalence, Awareness, Treatment, Control
4= according to age and gender (%)

Treated

Age (ys) Prevalence Unaware

controlled

18-29
30-39
40-49
50-64
65-79
280



T— Treated Uncontrolled
Hypertension

Drugs Patients, %

EMENO
N=6,006

Stergiou G, et al. J Hypertens 2010 — Stergiou G, at el. Eur Heart J 2021;23(Suppl B):B66-9.



May Measurement Month

>100 Countries

M i 2017: 1.2 million

2018: 1.5 million
2019: 1.5 million
2022: 1.2 million

WORLD’S LARGEST EVER
Screening Programme for Hypertension
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2019 plipic 2022
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Antihypertensive Drug Treatment
Prevents Cardiovascular Events

Dementia
-42

Moser M, J Clin Hypertens, 2000 — Lennon M, MDJAMA Network Open 2023.



How to manage
hypertension in 2024




2023 ESH Guidelines
ESH for the management
of arterial hypertension

Mancia G, Kreutz R, Brunstrom M, Burnier M, Grassi G, Januszewicz A, Muiesan ML,
Tsioufis K, Agabiti-Rosei E, Algharably EAE, Azizi M, Benetos A, Borghi C, Hitij JB, Cifkova R,
Coca A, Cornelissen V, Cruickshank K, Cunha PG, Danser AHJ, de Pinho RM, Delles C,
Dominiczak AF, Dorobantu M, Doumas M, Fernandez-Alfonso MS, Halimi JM, Jarai Z, Jelakovi¢ B,
Jordan J, Kuznetsova T, Laurent S, Lovic D, Lurbe E, Mahfoud F, Manolis A, Miglinas M,
Narkiewicz K, Niiranen T, Palatini P, Parati G, Pathak A, Persu A, Polonia J, Redon J,
Sarafidis P, Schmieder R, Spronck B, Stabouli S, Stergiou G, Taddei S, Thomopoulos C,
Tomaszewski M, Van de Borne P, Wanner C, Weber T, Williams B, Zhang ZY, Kjeldsen SE.

J Hypertens. 2023 Jun 21.



Hypertension
Consensus

European International 2  American
ESH ), Society of Society of Heart
Hypertension Hypertension
_ ento

\ .. Ertension



2023 ESH Guidelines
ESH for the management
of arterial hypertension

151 Pages + 1,743 References

27 Tables + 21 Figures

47 Boxes

Recommendations &

3 Hyperate MG Sun 21.



What is the cause of “"Essential” HTN?

Systemic arteries

1 Vascular diameter
. T Vascular stiffness
TSNS activity 1t Vascular rarefaction
v l
Heart rate x Stroke volume = Cardiac output
S’ Total
t Na* and Volume Vena cavae i mlng

Systemic veins

retention va.scular
resistance
Aot 4 /
Aldosterone

ESH

s



\@nt IS the cause

of “Secondary” HTN?

1-12 yrs 13-18 yrs 19-40 yrs

Age



(b) Fibromuscular Dysplasia

(a) Atherosclerotic renovascular disease

Cardiovascular

Prevalence: Cardiovascular Prevalence:
0/,a
6-14% phenotype <1 to 6% phenotype
Suggestive symptoms, 24h ABPM - resistant h i i
ypettension. Suggestive s ms, )
signs and findings frequent non-reverse dipping ggns iy z::’l::o " o 24h ABPM ;] earlr)t' on;e; or resistant
ertensiol
Resistant hypertension 9 9 d WP
Flash pulmonary edema Early-onset/ severe hypertension
Rapidly declining kidney function o LVH Migraine
® Decreased diastolic function Pulsatile tinnitus Frequent in patients with
Spontaneous Coronary Artery
Dissection (SCAD)

Acute renal function degradation
on ACEIl or ARB

Generalized atherosclerosis®

® Decreased systolic function

1st choice screening test’

[ i i
neressed CVIRIK and mortality Renal artery duplex ultrasound;
otherwise CT or MR-angiography

May affect all medium sized
arteries (most frequent: renal and

1st choice screening test
cervical arteries)

Renal artery duplex ultrasound;
otherwise CT or MR-angiography

Treatment
Further work-u| ; "

- ; 2 Antihypertensive treatment Often associated with arterial

Angio;CTonang R Angioplasty without stenting"® dissections and aneurysms
Invasive catheter angiography
Treatment®! Follow-up Cardiovascular phenotype:
© Whole body CT- or MR- From asymptomatic to resistant
angiography at diagnosis® hypertension, stroke, renal,
mesenteric or myocardial infarction

Antihypertensive treatment
Strict control of CV risk factors
Revascularization (selected cases)

» Indefinite follow-up

(e) Cushing's syndrome

(d) Pheoct and par

(c) Primary aldosteronism y
Prevalence: Cardiovascular Prevalence: Cardiovascular Prevalence: 2-5%° Cardiovascular
6-20%" phenotype <1%? phenotype phenotype

Suggestive symptoms
Suggestive symptoms, e estive and signs
Sgns an ficigs e Fogie s A e s a8 et
yper 'di'::in\g and ﬂ"h dipping Resistant hypertension dipping
Resistant hypertension Easy bruising, facial plethora, Short-term BP variability
¥ ® panoxysmal symptoms . Fedi
Grade 2 or 3 hypertension i i, Samtig moon ml skin thinning
e i Wi
larce BP ight gain with cent
Al fiilation  Detreased dastoe furction 2 :v'g::n&a;:& o Decreased systolic function distrbution of body ot o
0SA ® Myocardial fibrosis (MRI) (e.0. M, arhythrmias, Takotsubo © Myocardial fibrosis (MRI) Diabetes mellitus ® Decreased systolic function
. ;yd;'ena! i»d;i:z:;m"m :ardrom‘yapmny] ® Decreased diastolic function
-amily history of ly st
Increased CV Risk and mortality Increased CV Risk and mortality 1t choice screening test”
e 2 ) ’
1st choice screening test® o test ¢ (mmig:vz ;ﬂw&?ﬂe:‘a&?naso»e Increased CV Risk and mortality
Plasma aldosterone to renin Plasima or urinary free metanephrines 24-h urinary free cortisol
ratio Late-night salivary cortisol
Further work-up
F"":rm"::;:'"?d cnmr:n endmlwed CT or MRI Further work-up
“unctional imagin e
WV saline infusion test (ST) A mﬂg q‘g Moming pasma ACTH
Fludrocortisone suppression test (FST) Mﬁm‘*’z““&mm
Oral sodium loading test (SLT) Up
Captopril challenge test (CCT)
‘Adrenal vein sampling Treatment!
(Genetic testing in selected cases Surgical resection
(Pheochromocytoma: minimally Treatment
invasve laparoscopic adrenalectomy) Medical - normalization of cortisol
Treatment levels
surgical treatment (laparoscopic Surgical - first line treatment for
Fol Cushing's disease , ectopic Cushing's
llow-up* syndrome and ACTH-independent E H
hypercortisolism

adrenalectomy) - unilateral PA
Medical treatment — bilateral adrenal
disease’ Inmost cases > 10yrs.



How to diagnose HTN?




C/ Office and Home BP Measurement

Use validated automated electronic
upper-arm cuff device®

Home: take 2 readings with (\&6
1 min interval between and

use average® -@
\Z
s

Quiet room with comfortable
temperature

Cuff to fit arm sizeP
Offce: take 3 readings with

<
“
o
1 min interval between Q Mid-arm at heart level No smoking, caffeine, food,
readings use average of the § .......

e SRR ... drug intake or exercise 30
last 2¢ min before measurement

Conditions

Bare arm resting on tahle

Remain seated and relaxed
mid-arm at heart level

for 3-5 min

Ao
&)
¥
pq

Legs uncrossed, feet flat on floor No talking during or between
measurements

Sitting with back supported by chair



@ How to measure
BP in the Office?

Recommended for diagnosis
Basis for risks, treatment benefits,

a a a ava [ -
Ll L (AL AIHIE M EIASIEAYIAY. P FE N\VivIFa

Standardized conditionslprotocl
3 measurements — use the average of the last 2.

Diagnosis in >2 visits (within 4 weeks),
Unless BP 2180/110 mmHg, HTN symptoms, or HMOD or CVD.

1st visit: Measure both arms
for consistent SBP difference >15-20 mmHg

Out-of-office BP: Use before/during treatment
to obtain additional info (ABPM, HBPM, or both).

alolo




White Coat and Masked HTN

y
MH

// ;// 7 ]
T 14% //% 12%

NT
18%

Ambulatory BP Home BP

MH

Stergiou G, et al. Am J Hypertens 2005;18:772-8.



White Coat O Masked
HTN 2023 HTN

* Suspect: particularly in * Suspect: particularly in
grade 1 HTN high-normal BP

* Detect: using home or * Detect: using home or
ambulatory BP monitoring ambulatory BP monitoring

* Prescribe: lifestyle * Prescribe: lifestyle
interventions interventions

* Drug treatment? Consider * Drug treatment? Consider
in high-risk/organ damage in high-risk/organ damage

“"Intermediate” phenotypes

Same diagnostic/therapeutic strategy



Prognostic value of average home blood pressure and
variability: 19-year follow-up of the Didima study

Angeliki Ntineri, Petros G. Kalogeropoulos, Konstantinos G. Kyriakoulis, Evaggelia K. Aissopou,
Georgia Thomopoulou, Anastasios Kollias, and George S. Stergiou

All-cause mortality

1,0

0,8

0,6

WCH, MH, SH

Cummulative survival

0,0

I | | T T I
0 30 100 150 200 250

Time of follow-up (months)

N=665 (216 deaths)

Cummulative event-free survival

Cardiovascular events

1,0

0,8

0,6

04—

0,0

e —

WCH, MH, SH

| | | |
0 S0 100 150 200 250

Time of follow-up (months)

J Hypertens 2018;36:69-76.



How to monitor
BP at home?

Recommendations & Statements, CoR LoE

In addition to office BP

|dentify White-coat / Masked HTN

Long-term follow-up (treated HTN)

Automated upper arm-cuff monitors
properly validated - www.stridebp.org

Before each office visit

- 7 days (not less
than 3) - Duplicate
morning/evening -

Naovmmmomo [ A mmnndd 1 AL )



http://www.stridebp.org/

KENTPO YNEPTAXZHE STRIDE-T7

EOviko kal KanodioTpiako Maveniotipio ABnvayv, Iatpikn ZXoAn
I MaBoAoyikn KAivikr,, Noookopeio ZwTnpia

METPHZH APTHPIAKHZ NIEZHZ ZTO ZNITI

OvopateENWVUO: XpnolJomoljoTE MOoTOmoINUEVO
autopato meoopeTpo Bpaxiova
Hyp/via yévvnong: / / Meodpetpo: (www.stridebp.org)

Mpiv amo kaBe emiokewn oTov IATPO:
Metpriote yia 7 nuEPECQ
(touhdylotov 3)
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1T"HMEPA Mpwi 1 : - )

e

/202 o i ] MNpwi & andygupa nplv tTa Gappaka
o a Bpddu 1" _ - ( ) Meta 5 Aerta avanauon kabiotr/og

21 - ( ) 2 PETPAOEIC PE pecodidatnua

1 Aemtou
H
2"HMEPA npwi 1 - ( ) Makpoxpdvia mapakoAouBnon:
] ]202_ ' 2n - ( ) —> AmA pétpnon 11 2 popéc
Bpddu 1 __.__ - ( ) v fSopada, fi 1o pAva
2n - ( )

Npa Iuotolhkr-Alactohikn (EuEeig)
6"HMEPA npwi 1 . - (

3"HMEPA npwi 1 - .

T

( )

—/1202_ 7 - ( ) ko e 7 - (
Bpadu 1" . . ( ) Bpadu 1 __.__ 3 ( )
o - ( ) on ( )
4"HMEPA nnpwi 1 . ( ) T"HMEPA  npwi 1 _._ - ( )
el T 7% - ( ) S o ¢ o 2 - ( )
Bpadu 1" . - ( ) Bpadu 1" __. ( )
7 = ( ) 2 ( )

SYHMEPA npwi 1 ; -
—/__/202_

IHMEIQLITE EAQ TO MEZO OPO OAQN TQON METPHZEQN
EKTOZX THEZ 1" MEPAXL: - ( )

Bpadu 1 : -
2 z

=

[}
— e
T e e et




How to use 24-hour
ESH)y Ambulatory BP
monitoring (ABPM)

Specific Recommendations & Statements CoR | LoE

In addition to office BP | B
Identify White-coat, Masked, Nocturnal HTN B
Repeat may be necessary
Confirm Resistant hypertension B
Upper arm-cuff automated BP monitors

properly validated — C
www.stridebp.org
Measurement frequency: 20’ Day + Night. C



http://www.stridebp.org/

@ Sg:?;;a:f Night'time HTN
C/Hwertensiﬂ" and BP Phenotypes

CoR LoE
Assess night-time BP using ABPM

More predictive for outcomes than daytime BP B
Nocturnal HTN, non-dipping, reverse dipping B
associated with increased CV risk
For identifying night-time BP phenotypes B
repeat ABPM (poor reproducibility)
Measurement frequency: C
20 min during day and night
Non-dipping / Night-time HTN B

frequent in diabetes-2 and CKD (ABPM or HBPM)

J Hypertens. 2023 June 21. Online ahead of print.



Night-time BP & Mortality

2-00 = 5
~ i
i =50~ e i
‘ﬁ‘? g
100w Fhe u
-/5- Bl Clinic [ Daytime
Bl 24-h M Night-time
0-50 1 | | j |
100 120 140 160 130
N 59,124 Usual systolic blood pressure
Follow-up (mm Hg)

9,7 yrs Staplin N, et al. Lancet 2023;401:2041-50.



Relative Informativeness of BP
Indices for All-cause and CVD

Death
All-cause death Cardiovascular death
Confounder- Informativeness®*  Confounder- Informativeness
adjusted y* statistic adjusted y” statistic
Clinic systolic 612 100% 291 100%
24-h Sj,'stcllic 2931 479% 1354 465%
Daytime systolic 2330 381% 1133 389%

Night-time systolic 3617 £91%

Models adjusted for age, sex, smoking, BMI, diabetes,
dyslipidaemia, CVD, number of antihypertensive drugs

N 59,124
Follow-up

9,7 yrs Staplin N, et al. Lancet 2023;401:2041-50.



Which blood pressure monitors?

Recommendations & Statements CoR | LoR
Electronic, upper-arm cuff devices

for Office, Home, and Ambulatory BP B
measurement.

Manual auscultatory hybrid devices (LCD,

LED display, or digital countdown), or shock- B
resistant aneroid = If automated devices not

available

Property validated devices. B
www.stridebp.org

Cuffless devices - Do not use C

f I/\[
yor 4 DIA A 5
& = 120 81 mmHg \
iid ‘ ® 80 bpm \ 2%



http://www.stridebp.org/

Cuullless blood pressure measuring devices: review
egH), and statement by the European Society of
Hypertension Working Gre n Blood Pressure
ypertension Working Group on Blood Pressurc
Monitoring and Cardiovascular Variability

George S. Stergiou®, Ramakrishna Mukkamala®, Alberto Avolio®, Konstantinos G. Kyriakoulis®,
Stephan Mieke®, Alan Murray® Gianfranco Parati*9, Aletta E. Schutte”, James E. Sharman’,
Roland Asmar!, Richard J. McManus®, Kei Asayama', Alejandro De La Sierra™, Geoffrey Head",
Kazuomi Kario®, Anastasios Kollias®, Martin Myers®, Teemu Niiranen®", Takayoshi Ohkubo',
Jiguang Wang®, Gregoire Wuerzner®, Eoin O'Brien", Reinhold Kreutz¥, and Paolo Palatini*, on
behalf of the European Society of Hypertension Working Group on Blood Pressure Monitoring

Considerable potential for changing the diagnosis
and management of hypertension

Fundamental questions regarding their

accuracy, performance, and implementation
Need to be carefully addressed

before they can be recommended for
clinical use




International
Society of
Hypertension

European
ESH ), Society of
Hypertension

4 STRIDEBP

www.stridebp.org

ONLY 8% OF BLOOD
PRESSURE DEVICES
ON THE MARKET
' APPROVED BY
THE STRIDE BP

Lists of validated BP monitors


http://www.stridebp.org/
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D
Eumpean International b ﬁfﬂ
E5—| Society o Society of ®
Hyper ten5 ion Hypertension = o

Validated blood pressure monitors

o .y,
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>340,000 views from >200 countries

Wwww.stridebp.org
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How to predict the CVD risk?

&
W




How to assess the CVD Risk?

Hypertension

Other risk factors,

BP (mmHg) grading

disease HMOD, CVD
staging or CKD High-normal Grade 1 Grade 2 Grade 3
SBP 130-139 SBP 140-159 SBP 160-179 SEP = 180
DBP 85-89 DBP 90-993 DBP 100-109 DBP =110
No other risk factors?
Stage 1 1 or 2 risk factors
>3 risk factors
HMOD, CKD grade 3,
Stage 2 or diabetes mellitus
Stage 3 Established CVD
g or CKD grade =4
<50 years 60-69 years 270 years

European
ESH )}, Society of
Hypertension

<2.5% <5%

2.5t0<7.5% 5t0<10% 7.5t0<15%

27.5% 210%




O How to detect organ damage?

Sensitivity Reproducibility - operator Time to Prognostic value
to changes independence changes of changes

Moderate
(>6 months)

Moderate
(>6 months)

Marker
LVH-ECG

Moderate Moderate

LVH-Echo

Moderate

LVH-MRI

(>6 months)
Moderate
Moderate
(>6 months)
Moderate

Carotid IMT

Limited data

Limited data

Moderate Limited data

Moderate
(>6 months)

No data



How to assess the risk if not obvious?
(CVD, CKD, DM complicated, organ damage, marked risk factor)

SCORE2 & SCORE2-OP <50 years 50-69 years 270 years
10-year risk of (fatal and non-fatal) CV : 15‘1:-2'-;5% 5:,:!::1‘01 ?5‘:;;.??51
events in populations at low CVD risk ® 75% =10% 215%

& Women + Men
Mon-smoking Smoking MNon-smoking Smoking

Non-HDL choesterol SCORE2 and SCORE2-OP

Systolic blood TR LI TR . S N S—" LRGP .
pressure (mmHg) | ¥ & $° & 57 Sl risk chart for fatal and
non-fatal (MI, stroke)

233
ASCVD
Low CVD Risk (1)

2

-.’qﬁ
o,
¢q{¢
%

g
8

200600

o
@ 000000

o

o

&)

©
000000
00008 .-

Risk regions
M Low risk Individual example
Moderate rigk
u H.u h" ’I: - Patient risk factors
igh ri
75 years old
W ey high risk Srkar
No diabetes

SBP: 140 mmHg
Cholesterol: 4.5 mmol/L
HDL-¢: 1.4 mmol/L
i 10-year risk depending on risk region: |
[ | [ | I [ | |
Low Moderate High Veryhigh Low Moderate High Veryhigh
risk risk risk risk risk risk risk risk

14% 18% 28% 44% 16% 21% 24% 37%

0000000000066
000000080008
0000000000066
006000000006680



Which lifestyle interventions?
* Weight reduction @E‘;,ﬁi’fo
* Vegetables, fruits, beans, nuts, fish, poultry

* Sodium J, 5g/day, Potassium 4* food

* Physical activity: 3-5 hours/wk aeroblc R
or 1.5-2.5 hours/week wé@é‘us ” R

«$

 Alcohol: Max 2 drinks/day (better.( H : ‘_ 3
R U A

No binge drinking

Lifestyle Changes
A =
: > 7K
* Smoking 0 iy UF Q‘
e A
o (&
Reduce Stress Vg



A standard drink means:

[nfe ]

f]

3%

0 drinks per week
Not drinking has benefits, such as better health,
and better sleep.

’—

1 to 2 standard drinks per week

. You will likely avoid alcohol-related consequences

for yourseli and others.

3 to 6 standard drinks per week

Your risk of developing several different types of cancer,

including breast and colon cancer, increases.

7 or more standard drinks per week
Your risk of heart disease or stroke increases.

Each additional standard drink
Radically increases the risk of these alcohol-related
consequences.

Beer
341 ml (12 oz) of beer

5% alcohol

g

Cooler, cider,
ready-to-drink

341 ml (12 oz) of drinks
5% alcohol

Canada’s Guidance on Alcohol
and Health: Final Report

January 2023

Increasingly

high risk

-

e e
F uiy

=,y 1 5“9%;3 W 1T,
(5 RTATATATAT
(6 XTeTATATA A

Wine
142 ml (5 oz) of wine  or @
12% alcohol

7 R
OV w T T
OTTwTvwwww++

Spirits

(whisky, vodka, gin, etc.)
43 ml (1.5 oz) of spirits
40% alcohol



New Directions in Lifestyle Management
of HTN and CVD

International
Society of
Hypertension

European
ESH ), Society of
Hypertension

tens;,
)

bb 0%;
. )
& ®

J Hypertens.

2&&%‘0&6 rs K}Jg.fer

Salt

=1 tsp=5g
(soy sauce =2thsp)

Potassium
3.5g (banana ~450mag)

Sugar
Lirnit

Flbre: 25-29g
* Avocado 10g/cup
+ Edamame 18q/cup

Alcohol
Limit, ideally zero

Other beverages
+ Unsweetened coffee:

2-3 cups

« Add nitrate-rich drinks:

beetroot and
pomegranate juice,
cocoa drinks

3

Aeroblc exerclse Intenslty

* Moderate 30 min, 5x week
(brisk walking)

= Vigorous 20 min, 3x week
(running)

» HiF 25 min, 3x week

G

Dynamic resistance
{welght tralning)

2 or more days
(non- consecutive)

&)

Isometric reslstance
{muscle tightening)
4x2 min contractions,
3 non-consecutive days

{ \ Maintain healthy welgh
by waist-to- height ratio <0.5
x‘ Mindfulness practices

L B J 30min

| \—)II Muslc therapy

Meditation, yoga

Increase sleep
quallty and duration

Stop smoking

Limlit pollution exposure

Use of digltal wearables/
apps to track movement
and sleep




Which BP to start treatment?

Age 18-79 years > =140/90

Age80+years 3 >160 (or =140)

CV disease (CHD) > > 130/80

@ Wolters Kluwer



When to start tratment?

Grade 1 Grade 2 Grade 1
Hypertension Hypertension Hypertension
BP 140-159/90-99 BP 160-179/100-109 BP 140-159/90-99 BP 160-179/100-109




%) Which is the Office BP target?

150 -

140-{-

1301

A

Systolic BP target

Most patients?

Diastolic BP target
A

100

90-{-

80

701

mmHg

Most patients?

Target . - Avoid .

<80 years
* 1st objective

<140/80 mmHg
* Well tolerated

120-129/70-79

80+ years
* 1%t objective
<150/80 mmHg
* Well tolerated
SBP 130-139

Frail patients
Individualize target









OPTIMAL
TREATMENT STRATEGY
FOR HYPERTENSION

We spent too long time and effort
to interpret research data
and reach consensus

Primary goal = Reduce BP



ESH

rs Kluwer

tm. Diuretic?

Which Drug Classes?

ACEi or ARB

BP

b
control ccB

BB©



General BP Lowering Strategy

Prefer SPCs
at any step

5

Step 1

Dual combination

Step 2

Triple combination

Step 3
Add further drugs

European
Society of
Hypertension



W IR Gl MG 15 VNS J A

HTN?

Patients not controlled with
ACEi or ARB + CCB + Diuretic®




w1 IWVUMIVI INGITUE NGl VULIVIL VG

used?

CAN BE
CONSIDERED

When?
1. Uncontrolled BP despite combination

2. Uncontrolled BP if drugs not tolerable

3. Resistant HTN
4. e-GRF is >40 ml/min/1.73m?

How?
=» Shared decision making .
2w n?®  EXperienced specialised centres



v
v
v
v
v
v
a\/

Goal: BP 125/75 mmHg

Monthly visits (tele) till BP control (3 months)
Check non-adherence — before each step
Lifestyle intervention — at each step

Simplify regimen (doses/day, single pill combos)
Home BP monitoring (ABPM) — Telemedicine

.Refer difficult/resistant cases ESH



PYOMIZH THZ YNEPTAZHZ

Kaiser Perm 919%




YNEPTAZH
2024

KENTPO YNEPTAZHS - STRID'E.-7, g
EOvikoO kal KanodioTpiako MavenioTiyio AGnvev
IaTpikn ZxoAn, F’ MaBoloyiki KAiviki, FNA ZwoTnpia




	Slide 1
	Slide 2
	Slide 3
	Slide 4
	Slide 5
	Slide 6
	Slide 7
	Slide 8
	Slide 9
	Slide 10
	Slide 11
	Slide 12
	Slide 13
	Slide 14
	Slide 15
	Slide 16
	Slide 17
	Slide 18
	Slide 19
	Slide 20
	Slide 21
	Slide 22
	Slide 23
	Slide 24
	Slide 25
	Slide 26
	Slide 27
	Slide 28
	Slide 29
	Slide 30
	Slide 31
	Slide 32
	
	Slide 34
	Slide 35
	Slide 36
	Slide 37
	Slide 38
	Slide 39
	Slide 40
	Slide 41
	Slide 42
	Slide 43
	Slide 44
	Slide 45
	Slide 46
	Slide 47
	
	
	Slide 50
	Slide 52
	
	Slide 54
	Slide 55
	Slide 56
	Slide 57
	Slide 58
	Which Drug Classes?
	General BP Lowering Strategy
	Which treatment in Resistant HTN?
	
	Slide 63
	Slide 64
	Slide 65

