Evropskd guidelines diagnostiky a
lécby arterialni hypertenze 2018

JIRI WIDIMSKY
II.INTERNI KLINIKA VEN PRAHA



@ ESC European Heart Journal (2018) 00, 1-98 ESC/ESH GUIDELINES
E

uropean Society doi:10.1093/eurheartj/ehy339
of Cardiology

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the
European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)

Authors/Task Force Members: Bryan Williams* (ESC Chairperson) (UK),
Giuseppe Mancia* (ESH Chairperson) (Italy), Wilko Spiering (The Netherlands),
Enrico Agabiti Rosei (Italy), Michel Azizi (France), Michel Burnier (Switzerland),
Denis L. Clement (Belgium), Antonio Coca (Spain), Giovanni de Simone (ltaly),
Anna Dominiczak (UK), Thomas Kahan (Sweden), Felix Mahfoud (Germany),
Josep Redon (Spain), Luis Ruilope (Spain), Alberto Zanchetti' (Italy), Mary Kerins
(Ireland), Sverre E. Kjeldsen (Norway), Reinhold Kreutz (Germany),

Stephane Laurent (France), Gregory Y. H. Lip (UK), Richard McManus (UK),
Krzysztof Narkiewicz (Poland), Frank Ruschitzka (Switzerland),

Roland E. Schmieder (Germany), Evgeny Shlyakhto (Russia), Costas Tsioufis
(Greece), Victor Aboyans (France), lleana Desormais (France)




Nova evropskd guidelines

» Rozsdhly text dvou odb. spolecnosti:
» 98 stranek, 629 citaci

» 28 autoru , 59 revieweru + dalsi z kazdé
narodni spolecnosti

» State of the ari

» Kapesni verze- 56 stran



Hypertenze

Doporuceni

pro diagnostiku
a lécbu arterialni
hypertenze

CSH 2017

SA0 .
é??&'#’ Ceska spolecnost pro hypertenzi
g

kardiovaskularni
prevence

hypertenze CSH 2017

DOPORUCENE POSTUPY

pro hypertenzi

Supplementum

Doporuceni pro diagnostiku a lécbu arterialni

Diagnostické a lééebné postupy u arteridlni hypertenze - verze 2017. Doporuceni Ceské spoleénosti

J. Widimsky jr.%, J. Filipovsky?, J. Ceral®, R. Cifkova*, A. Linhart®, V. Monhart®, H. Rosolova?,
J. Seidlerova Mlikova?, M. Souéek’, J. Spinar?®, V.Tesai’, J. Vitovec'’, T. Zelinka*

13 autoru
19 stran
62 citaci



Klasifikace krevniho tlaku podle méreni v ordinaci a
definice stupnu hypertenze

Category Systolic (mmHg) Diastolic (mmHg)

Optimal <120 and <80

Normal 120-129 and/or 80-84

High normal 130-139 and/or 85-89

Grade 1 hypertension 140-159 and/or 90-99

Grade 2 hypertension 160-179 and/or 100-109 g
N

Grade 3 hypertension >180 and/or >110 é

Isolated systolic hypertension® >140 and <90 g

BP = blood pressure; SBP = systolic blood pressure. Doporuéeni ESC/ESH 2018

*BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.
"Isolated systolic hypertension is graded 1, 2, or 3 according to SBP values in the ranges indicated.
The same classification is used for all ages from 16 years.



Definice hypertenze pri ruznych zpusobech méreni krevniho tlaku

Category SBP DBP
(mmHg) (mmHg)
Office BP? >140 and/or >90

Ambulatory BP

Daytime (or awake) mean >135 and/or >85

Night-time (or asleep) mean >120 and/or >70 %
24 h mean >130 and/or >80 é
Home BP mean >135 and/or >85 g

BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood
pressure.
Refers to conventional office BP rather than unattended office BP.



Diagnoza hypertenze

It is recommended that the diagnosis of

hypertension should be based on:

® Repeated office BP measurements on
more tham one visit, except when hyper-
tension is severe (e.g. grade 3 and espe-
cially in high-risk patients). At each visit,
three BP measurements should be
recorded, 1T—2 min apart, and additional

measurements should be performed if

the first two readings differ by =10
mmMmHg. The patient’s BP is the average of
the last two BP readings.

® Out-of-office BP measurement with
ABPM and/or HBPM, provided that

these measurements are logistically and

economically feasible.

Doporuceni ESC/ESH 2018



‘ Optimal BP Normal BP ‘ High=normal BP Hypertension
12080 || 120129/80-84 | | 130-139/85-89 . 2140090

Out-of-office BP
Eunsiderma.shed —»  measurement
hypertension (ABPM or HBPM) Use
either to
confirm
diagnosis
Y v Y Repeated visits Out-of-office BP

for office BP —» measurement
- measurement  : (ABPM or HBPM)

o
. | |

Repeat BP at least | | Repeat BP at least | | Repeat BP at least
every 5 years every 3 years annually

Indications for
ABPM or HBPM see Table 11




Zahajeni lecby hypertenze
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Consider drug treatment in\

N
High normal BP

BP 130-139/85-89 mmHg
/

Lifestyle advice

:

very high risk patients with
CVD, espacially CAD

/

é Grade 1 )
Hypertension
S BP 140-159/90-99 mmHg
Lifestyle advice
\
/" Immediate drug treatment
in high or very high risk
patients with CVD,
S renal disease or HMOD
4 Drug treatment in A

low moderate risk patients
without CVD, renal disease
or HMOD after
3-6 months of lifestyle
intervention if BP not
controlled

S

J

é Grade 2 h
Hypertension
\BP 160-179/100-109 mmHg )
Lifestyle advice
\J
4 0
Immediate drug
treatment in all patients
A\ l J
‘ 0
Aim for BP control
within 3 months
AN J

© Grade3 )
‘ Hypertension
. BP =180/110 mmHg )
Lifestyle advice
C N\
Immediate drug
treatment in all patients
N l J
4 N
Aim for BP control
within 3 months
w
\ J |z
g
o

Doporuceni ESC/ESH 2018
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Kdy zahajovat farmakologickou lé¢bu?

8

Tézka hypertenze:
TK > 180/110 mmHQ: okamzité, kombinace dvou Ilékii /fixni dvojkombinace/v
v nigSich davkach

Stredné tézka hypertenze:

kombinace dvou léku /fixni dvojkombinace/v nizsich davkdch
TK 160-179/100-109 mmHg: okamzite, pokud nemocny ma soucasneé
diabetes mellitus
metabolicky syndrom
kardiovaskularni nebo ledvinné onemocnéni

subklinické organové poskozeni
riziko SCORE > 5%

v ostatnich pripadech zahajit 1écbu v pribehu jednoho mesice,
pokud jsou hodnoty TK opakované v tomto rozmezi

Doporuceni CSH 2017




Kdy zahajovat farmakologickou 1éCbu?

el )
N

Mirna hypertenze
TK 140 — 159/90-99 mm Hg opakované, zahajit 1é¢bu
pokud

DM, MS or SCORE =5 %

subklinické organové postizeni

kardiovaskularni nebo ledvinné onemocnéni

v ostatnich pripadech (pri nizkém KYV riziku)

je mozné vyckavat

v pripadé, ze pretrvava TK >140/90 mm Hg, zahajit lécbu
u jedincu predisponovanych k diabetu zpomaleni (zabranéni)
Jeho rozvoje, snizeni KV rizika

Doporuceni CSH 2017



Cilovy krevni tlak pri lecbe hypertenze

Office BP treatment targets in hypertensive patients

Recommendations

It is recommended that the first objective of
treatment should be to lower BP to <140/
90 mmHg in all patients and, provided that
the treatment is well tolerated, treated BP
values should be targeted to 130/80 mmHg

. . 2,8
or lower in most patients.

In patients <65 years receiving BP-lowering
drugs, it is recommended that SBP should
be lowered to a BP range of 120—-129

. . 2,215,229
mmHg in most patlents.‘:

A DBP target of <80 mmHg should be consid-

ered for all hypertensive patients, independent

of the level of risk and comorbidities.**23>

©ESC/ESH 20

Doporuceni ESC/ESH 2018



Cilovy krevni tlak

Obecny cil < 140/90 mm Hg
U vysokorizikovych jedincu kolem 130/80 mmHg
— Diabetes mellitus, metabolicky syndrom,
— renalni dysfunkce, proteinurie,
— po CMP, IM
Presny cilovy TK u vysokorizikovych jedincu nezname, ale tyto osoby
maji prospéch z prisné kontroly TK!
— zvySeni KV rizika pri velmi nizkych hodnotach TK

»DNno‘ J krivky muze byt rozdilné v zavislosti na typu nemocného: mlady
pacient bez komorbidit toleruje nizké hodnoty TK lépe (110/60-70mmHg?)

jsou pravdépodobnéjsi pri dosazeni nizkého TK

Nutné castejsi kontroly, pomalé navysovani davek




Zahajeni lécby u starsich hypertoniku

In fit older patients with hypertension (even if aged >80 years), BP-lowering drug treatment and [festyle intervention are rec-

ommended when $BPis >160 mmHg

BP-lowering drug treatment and [ifestyle intervention are recommended for fit older patients (>65 years but not >80 years)

when SBP isin the grade 1 range (140-159 mmHg), provided that treatment is el tolerated. ™

Anthypertensive treatment may also be considered in frail older patients ftolerated.™

Withdrawal of BP-lowering drug treatment on the basis of age, even when patients attain an age of >80 years, is not recom-

mended, provided that treatment is well tolerated "

Doporuceni ESC/ESH 2018



Cilovy krevni tlak u starsich hypertoniku

Recommendations Class® | Level®

In older patients (aged =65 years) receiving

BP-lowering drugs:

e [t is recommended that SBP should be
targeted to a BP range of 130139

2235244

mmHg.

e Close monitoring of adverse effects is
recommended.
® [hese BP targets are recommended for

patients at any level of CV risk and in patients
with and without established CVD.>®

Doporuceni ESC/ESH 2018



Lifestyle interventions for patients with hypertension
high-normal BP

Recormmendations Class™ m

Salt reswricton o <5 g per day is

=g 25055 25H
e P

recormimmervde

It is recommended o restrict alcohol coomn-
S pPTicrm bo:

w | ess than 14 units per weelk for mMmen.

=

w | ess than 8 units per weelk for wormen.
It is recommended o avoid binge drinbading.

Increased consumption of vegembles, fresh
fruits, fish, nuts, and unsaoaraved faroy acids
(olive oil); low consumpticon of red meat;

and consumption of low-fat dairy products

are recormmended,*5525=

Body-weight control is indicated to avoid
chesity (BM11 =30 l{g.-"rnl o wraist cirourmifer-
ence =102 crm in men and =88 camn in
woormen), as is aiming at healthy B (abowut
20—25 kg/m~) and waist circumference val-
ues (<F<4 o inomen and <80 cnn in weormen )
to reduce BP and WV risk.® Tz o

Fegular asrobic exercise (e.g at least 30

min of mMmoderace dymnamic exxcercise on 5—7
B

L]

days per week) is recommended. ™"
Smoking cessat on, supportive care, amnd
referral to smoking cessation programs ars

recommended 289 288




Zakladni antihypertenziva: ESH/ESC/CSH
guidelines

ACE Inhibitory

AT, — blokatory
Blokatory kalciovych kanalu
Diuretika

Betablokatory




ESC/ESH guidelines a diuretika

Table 20 Compelling and possible contraindications to the use of specific antihypertensive drugs

Drug

Contraindications

Compelling

Possible

Diuretics (thiazioes/thiazide-lke, eg, chlortna-

idone and indapamide)

¢ Metabolic syndrome

¢ Glucose intolerance
0 fregnancy
¢ rypercalcaemia

¢ rypokalaemia




Srovnani indapamidu a hydrochlorothiazidu:

Group by Study name Slatistics for each study Difference in means and 95% Cl
Dose Level .

R Difference Lower Upper

inmeans  limit  limit

Dose Equivalent Elliott
Jose Equivalent Malini
Dose Equivalent Spence
Dose Equivalent
HCTZ Higher Emenau
HCTZ Higher Kraaft

HCTZ Higher Madkour
HCTZ Higher Plante a
HCTZ Higher Plante b

HCTZ Higher
INDAP Higher Krum
INDAP Higher Radevski
INDAP Higher 19345 1910 0.104
Overall -5130 8657 -1602 0.004 S
-24.00 <1200 0.00 12.00  24.00
INDAP more potent HCTZ more potent

Hypertension 2015, 65, 1041-1046



Srovnani chlortalidonu a hydrochlorothiazidu:
TK

Study name otatistics for each study Difference in means and 95% Cl

Difference Standard Lower Upper
inmeans error  limit limit p-Value

Emst £5.300 5096 -16.289 3689 0216
Kwon 5.000 4559 14935 2935 0.188
Pareek -2.540 2227 6805 1825 0264

3620 1863 -7.2711 0031 0052

-20.00 -10.00 0.00 10.00 20.00

CTDN more potentHCTZ more potent

Hypertension 2015, 65, 1041-1046



Zakladni antihypertenziva: ESH/ESC/CSH
guidelines

ACE Inhibitory

AT, — blokatory
Blokatory kalciovych kanalu
Diuretika

Betablokatory




Metaanalyza ucinku beta-blokatoru
na vyskyt KV komplikaci/prognozu

Absolute
Difference Events Risk Reduction  NNT
Trials Outcomerisk  SEP/DBP (n/patients) RR RR P 1000 pts/Syears 5 years
(n} (% in 5years) (mmHg) Treated Contrals (85% CI) (95% CI) (Haterogen) (95% CI) (85% CI)

Primary analysis

Stroke ~105[-T0  D16/6654 38412070 0.77 (0.61-0.87) . 7(-13,-1) 136 (80, 1041)
-105/-T0 2936654 53812070 0.88 (0.77-1.01) 5(-10,0)  184{101,=s)
14887 T 60255 0.57 (0.35-0.01) L -23(-44,5)  35(23,170)
-105/-70  S0O/66S4 93212070 0,84 (0.74-0.95) L ~12(-20,4)  82(51, 264)
“07j-T4  AdGjEeE2  OD1[117E2 0.78 (0.64-0.87) 16(-27,-2)  64(37,451)
~105[-T0  960j66S4  46S[12070 0.85 (0.68-1.05) 6(-12,+2) 78 (85, -540)
-105/-T0  457/6654 78012070 0.94 (0.84-1.06) . 4 (=10, +4) 273 (102, -274)

Stroke + CHD
Stroke + CHD + HF
CV Death

All-cause Death

LN LN e Ln k3 in in

Secondary analysis

Stroks . 1472 BE/THE6 ATf1ZBB5 0.73({058-0.81) ~10{-15,-3) 105 (68, 314)
CHD . -114/-72 3187486 566/12885  0.83({0.T7-1.01) 5(-10,0)  183({101,0)
HF . 185401 501589 GO1ET0 054 (0.30-0.76) -34(-43,-18)  30(23,54)
Stroke + CHD . 1472 SGITAEE  1M13M1ZBE5 081 (D.720.0) ~15(-22,-6)  67(45, 150)
Stroke + CHD + HF . -17-13 51977084 0f183T 075 (DA2-0.81) -3 {-31,-7)  49(32 136)
CV Death : 1412 ITIfTAEE SOG/128B5 077 (DA0-0.89) -4 (-16,0) 11 (B4, =)
All-cause Death . 11472 403[T466  BA3[17885 087 (0.74-1.08) - 9 (=17, +1) 118 (5, —T64)

03 0.6 1.0

Beta-blocker better  Control better

J Hypertension 2015, 33, 195-211



ESH/ESC guidelines a beta-blokatory

Heterogenni tfida latek s rozdilnymi Gcinky

Zminka o BB s vazodilatacnimi vlastnostmi- labetalol,
nebivolol, celiprolol, and carvedilol

Zminka o priznivych ucincich nebivololu na centralni TK,

Aortalni tuhost, endotelialni dysfunkci , neutralni efekt na
glycidovy metabolismus a nizsi vyskyt vedlejSich ucinku
vCetné erektilni dysfunkce ve srovnani s, klasickymi beta-
blokatory*



Nebivolol

B

9,
J

¥ Srdecni frekvence v

4 Srdecni vydej 3 Oxidacni stres ¥ Oxidacni stres

+ Tepovy objerm 4 Biologicka dostupnost NO 4 Biologicka dostupnost NO
4 Diastolicka funkce

¥ \askulami rezistence

Toblli J.E. et al.; Vasc Health Risk Manag 2012; 8:
151-160



Farmakologicka lécba: rozdily?

ESH/ESC:

Chybi indikace jednotlivych skupin —velky duraz na
kombinac¢ni 1éCbu

Ostatni antihypertenziva-alfa-blokatory,centralné pusobici
latky- témér nezminény, bez indikaci

Chybi prehled jednotlivych latek

Chybi davkovani antihypertenziv




Dalst antihypertenziva

Centralni antihypertenziva
Metyldopa

Ostatni centralné pusobici latky
Indikace v ramci kombinacni 1éCby:
* Hypertenze s psychickou tenzi
* Rezistentni hypertenze
Stavy podporujici jejich uziti
* Renalni insuficience
* Metabolické odchylky
Kontraindikace
Relativni: srdec¢ni selhani, deprese, téhotenstvi
Periferni vazodilatancia-minoxidil-jen u rezist hyp. nereragujici na béznou 1




Table 20 Compelling and possible contraindications to the use of specific antihypertensive drugs

Drug

Contraindications

Compelling

Possible

Diuretics (thiazides/thiazide-like, e.g. chlortha-

lidone and indapamide)

Gout

Metabolic syndrome
Glucose intolerance
Pregnancy
Hypercalcaemia

Hypokalaemia

Beta-blockers

Asthma
Any high-grade sinoatrial or atrioventricular block
Bradycardia (heart rate <60 beats per min)

Metabolic syndrome
Glucose intolerance

Athletes and physically active patients

Calcium antagonists (dihydropyridines)

Tachyarrhythmia
Heart failure (HFrEF, class lll or V)

® Hyperkalaemia (potassium =5.5 mmol/L)

Bilateral renal artery stenosis

e Pre-existing severe leg oedema

Calcium antagonists (verapamil, diltiazem) ® Any high-grade sinoatrial or atrioventricular block e Constipation

e Severe LV dysfunction (LV ejection fraction <40%)

e Bradycardia (heart rate <60 beats per min)
ACE inhibitors & Pregnancy ¢ YWomen of child-bearing potential

® Previous angioneurotic cedema without reliable contraception

o Hyperkalaemia (potassium >5.5 mmol/L)

o Bilateral renal artery stenosis
ARBs ¢ Pregnancy e ‘Women of child-bearing potential

without reliable contraception

CESC/ESH 2018



Strategie lecby hypertenze

Consider monotherapy in

- - - low risk grade 1 hypertension
ACEi or ARB + CCB or diuretic (systolic BP <150mmH), or in

very old (=80 years) or frailer patients

p
W i L ACEi or ARB + CCB + diuretic
EN

Initial therapy

Dual combination

l

RES!Stant hypertenswn Consider referral to a specialist centre
Add spironolactone (25-50 mg o.d.) for further investigation
or other diuretic, alpha-blocker or beta-blocker

Step 3
Triple combination +
spironolactone or
other drug

Beta-blockers
Consider beta-blockers at any treatment step, when there is a specific
indication for their use, e.g. heart failure, angina, post-MI, atrial fibrillation,
or younger women with, or planning, pregnancy

©ESC/ESH 2018

Doporuceni
ESC/ESH 2018



Preferovane kombinace zakladnich antihypertenziv

Blokatory Sulfonamidova

Ca kanali durcika ~ ACEI/sartan +
~ . .
I diuretikum:
I« stav po CMP
| (indapamid),
- * hypertenze + HLKS,
e {,?2;2123’;’ """" pbloldtory o hypertenze u DM 2. typu

a nefropatie: indapamid

pri GF > 0,5 ml/s/1,73 m?
ACEl/sartan + BKK:

.....

BKK + diuretikum

dobra antihypertenzni

. ucinnost i schopnost

° nefropatie, snizit vyskyt KV prihod
» diabetes mellitus 2. typu (VALUE, COPE)

vysokém KYV riziku;
« manifestni ateroskleroza,




Paroxysmalni hypertenze a lécba

Opakované pouceni pacienta o hypertenzi a prirozeném kolisani TK, zakaz
domaciho méreni TK vhodny

Nevhodné doporucovat 1é¢bu dle aktualnich hodnot TK!

U nemocnych bez znamek akutné progredujiciho organového postizeni-absence
dukazi o prospésSnosti kratkodobé korekce TK ad hoc podanou medikaci

Existuje doloZené riziko posSkozeni priliSnym poklesem krevniho tlaku po
jednorazovém podani rychle pisobiciho antihypertenziva, coz se tyka i
captoprilu
Chronicka medikace-kombinacni 1é¢ba HT- 1éky s dlouhym setrvalym

ucinkem. Antihypertenziva vSak nehraji v 1¢¢bé tzv. paroxysmalni hypertenze
rozhodujici roli

Vc¢asné zahajeni medikace modernim antidepresivem- sertralin a escitalopram




Pandemie nonadherence

onemocnéni (% populace)

Non-adherence k uzivani medikace T
pro |éébu kardiovaskuldrnich

Latinska “Wychodni fapadni Sewvermi Stredmi
Aumerilca Evropa Evropa Aamerka  wychod

Oblast

- Anfiagregarcia

m Anmtibypertenziva

111[

M=k = #redmi VWyESl stredni Wiyrsokoy
prijenm prijerm i jErm prijerm

Ekonomika dang zeme

onémocneéni (% populace)

Adherence k uzivani medikace 0

pro létbu kardiovaskuldmich

Europ. Heart J, 2014,35, 3267-3275



ZlepSeni adherence na urovni Iekare

Provide information on the risks of hypertension and the benefits of
treatment, as well as agreeing a treatment strategy to achieve and maintain
BP control using lifestyle measures and a single-pill-based treatment
strategy when possible (information material, programmed learning, and
computer-aided counselling)

Empowerment of the patient
Feedback on behavioural and clinical improvements
Assessment and resolution of individual barriers to adherence

Collaboration with other healthcare providers, especially nurses and
pharmacists



ZlepSeni adherence na urovni pacienta

Self-monitoring of BP (including telemonitoring)
Group sessions

Instruction combined with motivational strategies
Self-management with simple patient-guided systems
Use of reminders

Obtain family, social, or nurse support

Provision of drugs at worksite



ZlepSeni adherence na urovni
zdravotnickeho systemu

Supporting the development of monitoring systems (telephone
follow-up, home visits, and telemonitoring of home BP)

Financially supporting the collaboration between healthcare
providers (e.g. pharmacists and nurses)

Reimbursement of SPC pills

Development of national databases, including prescription
data, available for physicians and pharmacists

Accessibility to drugs



Nove nefarmakologicke pristupy k leCbé
rezistentni hypertenze???

"Ted' mi Feknete, jestli néco uslysite."”



Device-based therapies for hypertension

Use of device-based therapies is not recom-
mended for the routine treatment of hyperten-
sion, unless in the context of clinical studies
and RCTs, until further evidence regarding their

. 111 367,368
safety and efficacy becomes available.

O©OESC/ESH 2018




Renalni denervace: nova data

SOLO
2 meésice

Denni systolicky TK
RO™N Sham
(I = ZaAWIN = 72)

2s0

-85
-10.6 to -6.3
| S —
-S.3

(-S.9 3% -2.1)
£ = o001

- RON = Shammn

SOLO
2 mésice

Klinicky systolicky TK

RON Sham
(N = 7aA)(N = 72)

1549

OFF Med
3 mésice

24ah systolicky TK
RrRON Sham
(v = IS = 36)

-3.6

(-9.2 3 O.13
& - 0.0S2S

- RO - Sham

OFF Med
3 meésice

Klinicky systolicky TK

RODN Sham
(N = 37NN = 41)

ON Med
6 meésica

24h systolicky TK
RD™N Sham
(v = 36XV = 36)

-s.3
B .
-7 .0

-312.0 2% -2.1)
~ - 0.0059

- |]DN f Sham

ON Med
6 meésicG

Klinicky systolicky TK

ROD™N Sham
(W = I/BWN = 40)

o4

—-3A3.5 2% -5_3)
P = O.00C1

| BRSSO |
-56.6 (-12 .4 3 -0.9)
P = 0.0250
= RO™ = Shamm




Nova evropska doporuCeni-nove
zarazene kapitoly

New sections/recommendations

When to suspect and how to screen for the causes of secondary hypertension
Management of hypertension emergencies

Updated recommendations on the management of BP in acute stroke

Updated recommendations on the management of hypertension in women and pregnancy

Hypertension in different ethnic groups

The effects of altitude on BP

Hypertension and chronic obstructive pulmonary disease

Hypertension and AF and other arrhythmias

Oral anticoagulant use in hypertension

Hypertension and sexual dysfunction

Hypertension and cancer therapies

Perioperative management of hypertension

Glucose-lowering drugs and BP

Updated recommendations on CV risk assessment and management: (i) using the SCORE system to assess risk in
patients without CVD; (ii) the importance of HMOD in modifying CV risk; and (iii) the use of statins and aspirin for
CVD prevention




New concepts

BP measurement

¢ Wider use of out-of-office BP measurement with ABPM and/or HBPM, especially HBPM, as an option to confirm the diagnosis

of hypertension, detect white-coat and masked hypertension, and monitor BP control.

Less conservative treatment of BP in older and very old patients
e Lower BP thresholds and treatment targets for older patients, with emphasis on considerations of biological rather than
chronological age (i.e. the importance of frailty, independence, and the tolerability of treatment).

e Recommendation that treatment should never be denied or withdrawn on the basis of age, provided that treatment is tolerated.

A SPC treatment strategy to improve BP control

¢ Preferred use of two-drug combination therapy for the initial treatment of most people with hypertension.

® Asingle-pill treatment strategy for hypertension with the preferred use of SPC therapy for most patients.

¢ Simplified drug treatment algorithms with the preferred use of an ACE inhibitor or ARB, combined with a CCB and/or a

thiazide/thiazide-like diuretic, as the core treatment strategy for most patients, with beta-blockers used for specific indications.

Mew target ranges for BP in treated patients
¢ Target BP ranges for treated patients to better identify the recommended BP target and lower safety boundaries for treated BP,

according to a patient’s age and specific comorbidities.

Detecting poor adherence to drug therapy

® A strong emphasis on the importance of evaluating treatment adherence as a major cause of poor BP control.

A key role for nurses and pharmacists in the longer-term management of hypertension

e The important role of nurses and pharmacists in the education, support, and follow-up of treated hypertensive patients is

emphasized as part of the overall strategy to improve BP control.
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» Novd evropska doporuceni- rozsahly a
komplexni text s mnozstvim literarnich
citaci- velky zdroj informaci

» Ve srovnani s evropskymi doporuc¢enimi z

roku 2013 prehlednéjsi, doplnény nékteré
nové kapitoly drive chybéjici

» Ve srovndani s ceskymi doporucenimi
nejsou vyznamné rozdily !



> XXXVI. KONFERENCE
CESKE SPOLECNOSTI
PRO HYPERTENZI

> XXVIII. KONFERENCE ,
PRACOVNI SKUPINY PREVENTIVNI
KARDIOLOGIE CKS

» BLOK CESKE ASOCIACE SRDECNIHO
SELHANI CKS

» Mikulov 3-5.10.2019



