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HANGI KILAVUZ?

e 2013 ESH/ESC Kilavuzu
e 2014 JNC-8 Kilavuzu




Ozel Gruplarda Hipertansiyon

Diabetes mellitus

Kronik Bobrek Yetmeazligi

Serebrovaskiler Hastalik

Iskemik Kalp Hastalig

Kalp yetersizligi/Sol ventrikiil Disfonksiyonu
Gebelik

Yashhk




HT TANIMI

* OFISTE
—>140/90 mm Hg

* EVDE

—>135/85 mm Hg™* (24 saat ortalamasi)
e Giundiz (uyanik) >140/90 mmHg
e Gece (uyku) >125/75 mmHg

* Ambulatory and home blood pressure monitoring and white coat hypertension in
adults. UpToDate. Kaplan N, Townsend R.



https://www.uptodate.com/contents/ambulatory-and-home-blood-pressure-monitoring-and-white-coat-hypertension-in-adults/contributors
https://www.uptodate.com/contents/ambulatory-and-home-blood-pressure-monitoring-and-white-coat-hypertension-in-adults/contributors

Hipertansiyonu Olan Eriskinlerde Kan Basinci Hedefleri

ve Baslangig Ilagc Tedavisi

Goal ﬁ’,
Guideline Population mm Hg Initial Drug Treatment Options
2014 Hypertension General =60 y <150,/90 Nonblack: thiazide-type diuretic, ACEIl, ARB,
guideline or CCB
JNCS8 General <60 vy <140/90 Black: thiazide-type diuretic or CCB
Diabetes <140,/90 Thiazide-type diuretic, ACEl, ARB, or CCB
CED <140/90 ACEl or ARB
ESH/ESC 201337 General nonelderly <140,/90 B-Blocker, diuretic, CCB, ACEI, or ARB
General elderly <80 vy <150,/90
General =80 vy <150,/90
Diabetes <140/85 ACEl or ARB
CKED no proteinuria =140/90 ACEI or ARB
CKD + proteinuria <130,/90
CHEP 2013°° General =80 vy =140,/90 Th E:Eié:le, B-blocker (age <=60y), ACEIl (nonblack),
or
General =80 vy <150,/90
Diabetes <130/80 ACEIl or ARB with additional CVD risk
ACEIl, ARE, thiazide, or DHPCCE without addi-
tional CVD risk
CKD <140/90 ACEIl or ARB
ADA 20133= Diabetes <140/80 ACEl or ARB
KDIGD 201242 CKD no proteinuria =140,/90 ACEIl or ARBE
CKD + proteinuria =130/80
MNICE 20114* General <80 y <140/90 <55 y: ACEl or ARB
General =80 vy <150,/90 =55 y or black: CCB
ISHIE 201042 Black, lower risk <135/85 Diuretic or CCB
Target organ damage <130/80
or CVD risk




DIABETES MELLITUS




Diabetes mellitus + HT

Goal ﬁ’,
Guidelinea Population mm Hg Initial Drug Treatment Options
2014 Hypertension General =60 vy <150,/90 Nonblack: thiazide-type diuretic, ACEI, ARE,
guideline or CCB
JNCS8 General =60 vy <140,/90 Black: thiazide-type diuretic or CCB
Diabetes <140,/90 Thiazide-type diuretic, ACEl, ARBE, or CCB
CED <140,/90 ACEl or ARB
ESH/ESC 201337 General nonelderly <140,/90 B-Blocker, diuretic, CCB, ACEIl, or ARB
General elderly =80 vy <150,/90
General =80 vy <150,/90
Diabetes <140,/85% IACEl or ARB
CKED no proteinuria <140,/90 ACEl or ARB
CKED + proteinuria <130,/90
CHEP 2013°F General =80 vy <140,/90 Th E:EE:IE, B-blocker (age <60y), ACE| (nonblack),
or
General =80 vy <150,/90
Diabetes <130,/80 ACEl or ARB with additional CVD risk
ACEIl, ARB, thiazide, or DHPCCE without addi-
tional CVD risk
CHED <140,/90 ACEIl or ARB
ADA 201332 Diabetes <140/80 ACEIl or ARB
KDIGD 201242 CKD no proteinuria =140,/90 ACE|l or ARB
CKED + proteinuria =130,/80
MICE 2011+ General =80 y <140,/90 <55 y: ACEl or ARB
General =80 vy <150,/90 =55 vy or black: CCB
ISHIB 201042 Black, lower risk =<135/85 Diuretic or CCB
Target organ damage <130,/80

or CVD risk




KRONIK BOBREK
YETERSIZLIGI



KBY+ HT

Goal ﬁ’,
Guideline Population mm Hg Initial Drug Treatment Options
2014 Hypertension General =60 y <150,/90 Nonblack: thiazide-type diuretic, ACEIl, ARB,
guideline or CCB
JNCS8 General <60 vy <140/90 Black: thiazide-type diuretic or CCB
Diabetes <140,/90 Thiazide-type diuretic, ACEl, ARB, or CCB
@} <140/90 | ACElor ARB
ESH/ESC 201337 General nonelderly <140,/90 B-Blocker, diuretic, CCB, ACEI, or ARB
General elderly <80 vy <150,/90
General =80 vy <150,/90
Diabetes <140/85 ACEl or ARB
CED no proteinuria =140,/90 ACEI or ARB
CKD + proteinuria <130,/90
CHEP 2013°° General =80 vy =140,/90 Th E:Eié:le, B-blocker (age <=60y), ACEIl (nonblack),
or
General =80 vy <150,/90
Diabetes <130/80 ACEIl or ARB with additional CVD risk
ACEIl, ARE, thiazide, or DHPCCE without addi-
tional CVD risk
CKD =140,/90 ACEl or ARB
ADA 20133= Diabetes =140/80 ACEIl or ARB
KDIGD 201242 CKD no proteinuria =140,/90 ACEIl or ARBE
CKD + proteinuria =130/80
MNICE 20114* General =80 y =140,/90 <55 y: ACEl or ARB
General =80 vy <150,/90 =55 y or black: CCB
ISHIE 201042 Black, lower risk <135/85 Diuretic or CCB
Target organ damage <130/80

or CWD risk




SEREBROVASKULER

HASTALIK




Akut inme + HT

ESH 2013 (CHHIPS, ACCESS, SCAST calismalari) (3B)

— Akut iskemik inmede ilk haftada KB dusiiriicii tedavi ile araya girilmesi
onerilmemektedir

* Bu Oneri KB degerinden bagimsizdir

— Cok yuksek sistolik KB degerlerinde klinik olarak karar verilmelidir

NICE inme Kilavuzu (2008)
— Sadece asagidaki durumlar varsa anti-HT tedavi ver

Hipertansif ensefalopati

Hipertansif nefropati

Hipertansif kalp yetersizligi/Ml

Aortik diseksiyon

Preeklampsi/eklampsi

intraserebral kanama ile birlikte sistolik KB>200 mmHg

— Trombolitik icin KB <185/110 mmHg tut




Akut inme + HT

AHA/ASA Guideline 2013

AntiHT tedavi asagidaki asagidaki durumlar haricinde verilmemelidir
— SBP >220 mm Hg
— DBP >120 mm Hg

ilk 24 saatte kan basincini ancak %15 seviyelerinde diisiir (SKB: 30 mm Hg — DKB:
18 mmHg) (Hedef: 190/100 mmHg)

iv labetolol, nikardipin
iv nitroprussid

Akut hemorajik inme
— SKB >180 mmHg, Ortalama arter basinci >130 mmHg ise tedavi et!
* Hedef <160/90 mm Hg (15 dakikada bir yakin takip!)




Gecirilmis Inme + HT

 ESH 2013

— Inme veya TIA 6ykisi olanlara SKB 140160 mmHg
arasinda olsa bile basla (1B) (>=140/90 mm Hg ise basla!)

* Hedef< 140/90mmHg olmali (2B)
— Yashlarda hedef biraz daha ytksek tutulabilir (2B)

— Tuim anti-HT ila¢ gruplari inmenin 6nlenmesinde
onerilebilir (1A)

« ACEI*, KKB, Dilretikler, ACEI+KKB, ACEI+dilretik
* Beta bloker tercih etme




ISKEMIK KALP

HASTALIGI




Iskemik Kalp Hastaligi + HT

e Hedefler?

— ilagla SKB< 130 mmHg indirilmesinin faydasina
dair kanit yok

 HT hastasinda yeni gecirilen Ml sonrasi beta
bloker onerilmeli (1A)

— Beta blokerler ve KKB’ler anti-anjinal semptomatik
etkili




‘? KALP YETERSIZLi&i



Kalp yetersizligi + HT

* TUm hastalarda sistolik KB < 140 mmHg olmall
— Semptomatik tedavi
e Konjesyonda diuretik
» Kalp hiz kontroliinde beta bloker

* Kalp yetersizligi ve ciddi SV disfonksiyonunda

— Diliretik, beta-bloker, ACEi, ARB, ve/veya
mineralokortikoid

— EF korunmuslarda grup farkina dair kanit yok




GEBELIK




Gebelik + HT

>160/110 mmHg ise antihipertansif tedavi
basla

Metildopa, labetolol ve nifedipin dneriliyor
RAS blokaji 6nerilmiyor

Acil preeklampsi tedavisi:

— iv labetolol, hidralazin, nitrogliserin inflizyonu (-nitroprussid)
— beta bloker ve diliretik kullanimina dikkat

Emziren annelerde
— Metildopa, labetolol, KKB, propranolol,
metoprolol guvenli

* Atenolol, ACE veya ARB giivenli degil
e Diuretikler sut uretimini azaltabilirler
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HT YASLIDA COK SIK!

* Hipertansiyon (HT)

— “yaslilik doneminin hastahgi”dur.

* HT'li olgularin 3/4’G >50 y (NHANES I11).
* >60-65vy: %60-80 prevalans!
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Turk Hipertansiyon ve Bobrek Hastaliklari Dernegi
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ORIGINAL ARTICLE

Assessments of functional status, comorbidities, polypharmacy,
nutritional status and sarcopenia in Turkish community-dwelling
male elderly

Gulistan Bahat', Fatih Tufan', Zumrut Bahat?, Yucel Aydin®, Asli Tufan®, Timur Selcuk Akpinar®, Nilgun Erten?,
and Mehmet Akif Karan'

Aging Clin Exp Res. 2014 Jun;26(3):255-9. doi: 10.1007/540520-014-0229-8. Epub 2014 Apr 30

Comorbidities, polypharmacy, functionality and nutritional status in Turkish community-dwelling female elderly.
Bahat G1. Tufan F, Bahat Z Tufan A, Aydin Y, Akpinar TS, Nadir S, Erten N, Karan MA.

=) Author information

"Division of Geriatics, Department of Intenal Medicine, Istanbul Medical School, Istanbul University, Capa, 34390, Istanbul, Turkey,
gbahatozturk@yahoo.com.

* ITF Geriatri Poliklinik Prevelansi (n= 789, >=60y)
%71,7




Guncel Hipertansiyon Kilavuzlari

Table 6. Guideline Comparisons of Goal BP and Initial Drug Therapy for Adults With Hypertension

Guideline

2014 Hypertension
guideline

Population H Initial Drug Treatment O

General =60 v =150/90 Monblack: thiazide-type diuretic, ACEI, ARB,
or CCB

General =60 vy =140/90 Black: thiazide-type diuretic or CCE
Diabetes =1 A0//90 Thiazide-type diuretic, ACEIl, ARE, or CCB
CKD =140,/90 ACEI or ARB
ESH/ESC 201337 B-Blocker, diuretic, CCB, ACEI, or ARB
General elderly =80 vy =150/90
General =80 vy =150/90
Diabetes =140,/85% ACEI or ARB
CKD no proteinuria =1 40,/90 ACElI or ARB
CKD + proteinuria =1320/90
CHEFP 2013°% General =80 v =140,/90 Thiazide, B-blocker {age =60y}, ACEIl (nonblack),
or ARB
General =80 vy =150/90
Diabetes =130/,80 ACEIl or ARB with additional CWVD risk
ACEIL, ARB, thiazide, or DHPCCE without addi-
tional CVD risk
CKD =140/90 ACEI or ARB
ADA 201332 Diabetes =140/80 ACEIl or ARB
KDIGOD 201242 CKD no proteinuria =140,/90 ACEl or ARB
CKD + proteinuria =130/80
MICE 2011<t General =80 vy =140/90 =55 yw: ACEl or ARB
General =80 v =150/90 =55 v or black: CCB
ISHIB 201042 Black, lower risk =<135/85 Diuretic or CCB
Target organ damage =130/80

or CWD risk




Heart. 2014 Feb;100(4):317-23. doi 10.1136/heartjnk2013-304111. Epub 2013 Jun 27.

Effects of antihypertensive treatment in patients over 65 years of age: a meta-analysis of randomised controlled
studies.

Briasoulis AT Anarwal V. Tousoulis D, stefanadis C.

<150/80 mmHg
inme, KVH, KY ve herhangi bir sebepten 6lim W

18 calisma, Takip siresi 3,4 yil (ortalama)
n=114 854 (>65y)

CONCLUSION: Reducing BP to a level of 150/60 mmHg is associated with large benefit in stroke, cardiovascular and all-cause mortality as well as
heart failure risk in elderly individuals. Different antihypertensive regimens with equal BP reduction have similar effects on cardiovascular outcomes
SBP rather than DBF reduction is significantly related to lower cardiovascular risk in this population
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Published in final edited form as:
Arch Intern Med. 2012 August 13; 172(15): 1162-1168. doi:10.1001/archinternmed.2012.2555.

Rethinking the Association of High Blood Pressure with [ __ -
Mortality in Elderly Adults: The Impact of Frailty n= 2340

 Kirilgan yashlar (Yiiriime Hizi)
* KB vs Mortalite iliski yok
* En kirilgan olanlarda “yuksek KB”

”l

olanlarda “mortalite daha az”!
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< Previous Article

Ornginal Investigation | April 2014

Antihypertensive Medications and Serious Fall

Next Article >

>70y

Injuries in a Nationally Representative Sample of | n=4°61
Older Adults

AntiHT Tx yashlarda ciddi dusmeler!

JAMA Intern Med. 2014;174(4):588-595. doiz10.1001/jamainternmed.2013.14764.

During followe-up., 4496 participants (9.0 9%5) experienced serous fall injuries, and 237 (IE.99)
diied. The adjusted hazard ratios for serious fall injury werne 140 (25%46 ClI, 1.03-190) in the
moderate-intensity and 1.28 (9596 C1, O91-1.820) in the high-intensity antiby pertensive groups
compared with nronusers. Although the difference in adjusted hazard ratios across the groups.
did not reach statistical significanoce, results were similar in the propensity score—matched
subcohort. Among S03 participants with a prewvious fall injury. the adjusted hazard ratios were
27 (D596 Cl, O 98 -4 230) for the moderate- intensity and 231 (959 Cl, 1LO1-5_29) for the

high-intensity antilwpe rrensive groups .
COOMCLUSMOMS AND RELEVAMCE Antibypertensive medications were associated with an
imcreasad risk of sericwus fall injuries, particularly among those with prewviows fall injuries. The

povential hammrs vws bepefits of antibypertensive medications showld be weighed in deciding oo

Text Size:

A A A

Tinetti ME, et al. JAMA Intern Med. 2014 Apr;174(4):588-95.




Heart. 2014 Feb;100(4):317-23. doi. 10.1136/eartnl-2013-304111. Epub 2013 Jun 27,

Effects of antihypertensive treatment in patients over 65 years of age: a meta-analysis of randomised controlled
studies.

Briasoulis A" AgarwalV Tousoulis D Stefanadis C.

CONTEXT: Despite the high incidence of hypertension, the elderly population is not represented in clinical tnals as they have upper age limits or do
not present age-specific results.

OBJECTIVES: The present study was designed to systematically review prospective randomized trials and assess the effects of antihypertensive
treatment on cardiovascular, all-cause mortality, stroke and heart failure in patients over 65 years of age.

DATA SOURCES: We systematically searched the electronic databases, MEDLINE, PUBMED, EMBASE and Cochrane for prospective randomized
studies (1970-2012) in which patients were randomized either to antihypertensive treatment and non-drug control group or to different antihypertensive
treatments.

STUDY SELECTION: We identified 18 clinical studies, with 19 control arms and 19 treatment arms examining 59285 controls, 55569 hypertensive
patients with an average follow up duration of 3.44 years. The mean age of patients on treatment was 71.04 years.

DATA EXTRACTION: Included studies were divided and analyzed in 2 subgroups: i) studies comparing treatment group vs non-drug placebo group
with a BP decrease of 27.3/11.1 mmHg and i) studies comparing two anti-hypertensive regimens with baseline BP ~157/66, and BP reduction to less
than 140/80.

RESULTS: A significant reduction in all four outcomes was found in the first group of studies. In the second group similar BP reduction resulted in
equivalent risk reduction in both treatment groups. In the meta-regression analysis mean SBP difference was linearly associated with all-cause,
cardiovascular, stroke and heart failure nisk reduction.

CONCLUSION: Reducing BP to a level of 150/60 mmHg is associated with large benefit in stroke, cardiovascular and all-cause mortality as well as
heart failure risk in elderly individuals. Different antihypertensive regimens with equal BP reduction have similar effects on cardiovascular outcomes.
SBP rather than DBF reduction is significantly related to lower cardiovascular risk in this population.
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The findings by Odden et al' and our data stress the

importance of adapting practice to the specific needs of
cach older adult. Function is a collector of the enor-

ject’ and should be factored into assessment and treat-
ment decisions.

Yash Hastada HT Tedavisi Bireysellestirilmeli!

New York, NY 10025 (eargulian@chpnet.org).
Conflict of Interest Disclosures: None reported.

1. Odden MC, Peralta CA, Haan MN, Covinsky KE. Rethinking the association
ol high blood pressure with mortality in elderly adulis: the impact of fraily
Arch Intern Med 201 2172015111621 108

2 Goodwin IS, Gait speed an important vital sign in old age. Arch Intern Med
2002 172(15) 11681109

Fonksiyonellik Degerlendirilmeli!

1. Odden MC, Peralta CA, Haan MN, Covinsky KE Rethinking the association
of high blood pressure with mortality in elderly adults: the impact of frasly
Arch Intern Med 2012:172015):1162-1168

2 Goodwin JS Gait speed: an tmportant vital sign in old age. Arch Intern Med
2002, 172C15) 11681169

3 Rozzint R, Frisomt GB, Ferrucet |, Barbison P, Bertozzt B, Trabucchi M
The effect of chronic diseases on physical function: comparison between ac
tvities of daily hiving scales and the Physical Performance Test Age Ageing
1907,26(4) 281-287

BP. However, for slower-walking older persons, caution
is needed with regard to BP levels measured in out-of-
office settings, since we recently demonstrated that slower
walking speed in older hypertensive patients (n=148;
mean age, 75.5 years) was associated with high noctur-
nal (ie, sleep) BP or less nocturnal BP dipping (ie, non-
dipping), but not daytime or office BP.* Because a high

nocturnal BP level in the general population or in hv-

Rozzini R, Trabucchi M. Gait speed and high blood pressure. JAMA Intern

Med. 2013 Feb 25;173(4):324-5.
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2015’E KADAR TUM CALISMALARDA

e CALISMA SONU SKB >140 mmHg

e 140-160 mmHg’li olgularda (ISH) calisma (-)

UpToDate. Treatment of HT in the elderly patient, particularly ISH



SPRINT

The NEW ENGLAND
JOURNAL o« MEDICINE

ESTABLISHED IN 1812 ( NOVEMBER 26, 2015 301.. 373 NO. 22

A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT Research Group™

ABSTRACT

BACKGROUND
The most appropriate targets for systolic blood pressure to reduce cardiovascular
meorbidity and mortality among persons without diabetes remain uncertain.

METHODS

We randomly assigned 9361 persons with a systolic blood pressure of 130 mm Hg
or higher and an increased cardiovascular risk, but without diabetes, to a systolic
blood-pressure target of less than 120 mm Hg (intensive treatment) or a target of
less than 140 mm Hg (standard treatment). The primary composite outcome was
myocardial infarction, other acute coronary syndromes, stroke, heart failure, or
death from cardiovascular causes.

The members of the writing committee
(Jackson T. Wright, jr., M.D., Ph.D., Jeff
D. Williamson, M.D_,, M.H.S., Paul K.
Whelton, M.D., Joni K. Snyder, R.N_,
B.S.N_, M.A. Kaycee M. Sink, M.D.,
M.A_S., Michael V. Rocco, M.D.,, M.SCLE.
David M. Reboussin, Ph.D., Mahboob
Rahman, M.D., Suzanne Oparil, M.D.,
Cora E. Lewis, M.D_, M. S.P.H_ Paul L
Kimmel, M.D., Karen C_ Johnson, M.D.,
M.P.H., David C. Goff, Jr, M.D., Ph.D.,
Lawrence ). Fine, M.D., Dr.P.H., Jeffrey A_
Cutler, M.D., M_P.H., William C. Cush-



SPRINT

(Systolic Blood Pressure Intervention Trial)

4 A
n=9361

N Y,

4 A
>=50 vas

(%28 olgu >= 75 yas)
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SPRINT

(Systolic Blood Pressure Intervention Trial)

e SKB: 130-180 mmHg + Artmis KV Risk

* Artmis KV Risk (>=1 Kriter varhgi)
— Klinik veya subklinik KV Hastalik

— Kronik Bobrek Hastaligi (MDRD-eGFR: 20-60
ml/dk/1,73 m2

— Framingham 10-yillik KVH Risk skoru>=%15
—>=75y
* Dislama Kriterleri
— DM
— inme




SPRINT
(Systolic Blood Pressure Intervention Trial)
"« CALISMA BASI SKB>=130 mmHg

.* Hedef SKB<120 mm Hg vs Hedef SKB<140
mmHg

.* Calisma sonucu 121.4 mmHg vs 136.2 mmHg

UpToDate. Treatment of HT in the elderly patient, particularly ISH



SPRINT
(Systolic Blood Pressure Ir:ervention Trial)

* Erken sonlandinl I

Murtalite




P Value for

Subgroup Intensive Treatment Standard Treatment Hazard Ratio (95% Cl) Interaction
no. of patients with primary outcome ftotal no. (%)

Overal 2434678 (5.2) 319/4683 (6.9) —.— 0.75 (0.64-0.89)

Previous CKD ! 0.36
No 135/3348 (4.0) 193/3367 (5.7) B 0.70 (0.56-0.87)
Yes 108/1330 (8.1) 126/1316 (9.6) 1 0.82 (0.63-1.07)

Age i 0.32
<T5yr 142/3361 (4.2) 175/3364 (5.2) i 0.80 (0.64-1.00)
=75 yr 101/1317 (7.7) 144/1319 (10.9) = 0.67 (0.51-0.86)

Sex ! 0.45
Female 77/1684 (4.6) 89/1648 (5.4) - 0.84 (0.62-1.14)
Male 166/2994 (5.5) 230/3035 (7.6) . 0.72 (0.59-0.88)

Race ! 0.83
Black 62/1454 (4.3) 85/1493 (5.7) B 0.7 (0.55-1.06)
Nonblack 181/3224 (5.6) 234/3190 (7.3) —— 0.74 (0.61-0.90)

Previous cardiovascular disease | 0.39
No 149/3738 (4.0) 208/3746 (5.6) B 0.71 (0.57-0.88)
Yes 94/940 (10.0) 111/937 (11.3) B 0.83 (0.62-1.09)

Systolic blood pressure 0.77

<132 mm Hg
>132 to <145 mm Hg
=145 mm Hg

71/1583 (4.5)
77/1489 (5.2)
95/1606 (5.9)

98/1553 (6.3)
106/1549 (6.8)
115/1581 (7.3)

0.70 (0.51-0.95)
0.77 (0.57-1.03)

0.83 (0.63-1.09)

0.50 0.75 100 1.20

[

Intensive Treatment Better

-

Standard Treatment Better



SPRINT

(Systolic Blood Pressure Intervention Trial)

opment of ESRD was noted, though the number assignment among participants 75 years of age
of events was small (Tahle 2\ Among nartici-  or older were similar to those in the overall co-
hort (Table S6 in the Supplementary Appendix).

t
1
1
)

DISCUSSION

DM ve inme (-)
. . 1 SPRINT showed that among adults with hyperten-
eri § kl n I e rd e r sion but without diabetes, lowering systolic blood

, pressure to a target goal of less than 120 mm Hg,
ve as compared with the standard goal of less than
140 mm Hg, resulted in significantly lower rates

ya sl | Ia rd d of fatal and nonfatal cardiovascular events and

death from any cause. Trial participants as-

H e d ef S K B< 1 2 O mm '’ signed to the lower systolic blood-pressure target
- (intensive-treatment group), as compared with

H > those assigned to the higher target (standard-

—g }treatment group), had a 25% lower relative risk

> of the primary outcome; in addition, the inten-

. L ) sive-treatment group had lower rates of several
normalities and acnte kidnev inmirv or acute other imnortant ontcomes. including heart fail-




* DM (-) ve inme (-) Eriskinlerde

e Artmis KV Risk Varliginda (>=1 Kriter varhgi)
— Klin

— Kkroi Hedef SKB< 120 mm Hg -60 ml/dk/1,73
daha iyi olabilir




* DM (-) ve inme (-) Eriskinlerde

o Artmis K\ RisleMamtmnnsta (s Kriter varligi)
— ¥

YASLILARDA DA MI?? /dk/1,73
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SPRINT

(Systolic Blood Pressure Intervention Trial)

opment of ESRD was noted, though the number
of events was small (Table 2) Amo» ol
pants who dld no

assignment among partlmpants 75 years of age
0 5 < the overall co-
Appendix).

KIRILGAN ;

<120 mm g
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in the Supplementary Appendix). Serious adverse

events of hypotension, syncope, electrolyte ab-
normalities. and acute kidnev ininrv or acnte

YASLILAR???

g
than

itly lower rates

/ sCular events and

any “cause. Irial participants as-

0 the lower systolic blood-pressure target
(intensive-treatment group), as compared with
those assigned to the higher target (standard-
treatment group), had a 25% lower relative risk
of the primary outcome; in addition, the inten-
sive-treatment group had lower rates of several
other imnortant ontcomes. inclnding heart fail-
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A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT Rescarch Growpy

of cardiovascular events. Increased cardiovascu-
lar risk was defined by one or more of the fol-
lowing: clinical or subclinical cardiovascular dis-
ease other than stroke; chronic kidney disease,
excluding polycystic kidney disease, with an esti-
mated glomerular filtration rate (eGFR) of 20 to
less than 60 ml per minute per 1.73 m* of body-
surface area, calculated with the use of the four-
variable Modification of Diet in Renal Disease
equation; a 10-year risk of cardiovascular disease
of 15% or greater on the basis of the Framing-
ham risk score; or an age of 75 vears or older.
Patients with diabetes mellitus or prior stroke

were excluded. Detalled inclusion and exclusion
criteria are listed in the SU[JEIEII]EIEE[I'}’ Appen-

dix. All participants provided written informed

Takeda Pharmaceuticals International and Arbor
Pharmaceuticals; neither company had any other
role in the study.

Participants were seen monthly for the first
3 months and every 3 months thereafter. Medi-
cations for participants in the intensive-treat-
ment group were adjusted on a monthly basis
to target a systolic blood pressure of less than
120 mm Hg. For participants in the standard-
treatment group, medications were adjusted
to target a systolic blood pressure of 135 to
139 mm Hg, and the dose was reduced if sys-
tolic blood pressure was less than 130 mm Hg
on a single visit or less than 135 mm Hg on two
consecutive visits. Dose adjustment was based
on a mean of three blood-pressure measure-
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SPRINT >= 75y

Original Investigation

Intensive vs Standard Blood Pressure Control
and Cardiovascular Disease Outcomes in Adults Aged >75 Years
A Randomized Clinical Trial

Jeff D Williamsomn, MD, MH5; Mark A_ Supiano, MD- William B. Applegate, MD, MPH; Dan R. Berawitz, MD; Ruth C Campbell, MD, MSPH;
Glenn M. Chertow, MD; Larmy 1. Fing, MD: William E. Haley, MD; Amret T. Hawfield, MD; Joachim H. Lx, MD, MAS; Dalame W. Kitzman, MD;
Johin B. Kostis, MD; Marie A. Krousel-Wood, MD; Lencre ). Launer, PhD; Suzanne Oparil, MD; Carlos 1. Rodriguez, MD, MPH:

Christianne L. Roumis, MO, MPH: Ronald 1. Shorr, MD, M5; Kaycea M. Sink, BD, MAS; Virginia 6. Wadley, PhD; Paul K. Whelton, MO,
Jeffrey Whittle, MD: Mancy F. Woolard; Jackson T. Wright Jr, MD, PRD: Nicholas M. Pajewski, PhD; for the SPRINT Research Group




Tabl= 1. Basaline Characteristics of Particlpants Agoed 75 Years or Oldar

Intensive Trestment

Standard Treatmemt

(n=130L7) (n = 1319)
Female sex 490 (I7.9) SOL (8.0
Age, mean (SO, w 7O9_E (3_0) 7O.9 (4.1)

Racefethmicity, Mo, (55

Wihiite

Black

Hispamic

DOiher
Seated bloo-d pressure, meamn { S0, mm Hg

Systolic

Dizstolic
Drthostatic hypotension, Mo, (325
Serum creatimime, median (IR, meagydL
Estimated GFR®

Mean (S0, mL S mingd 1. 73 m=

Lewel =50 mL/minS 1. 72 m=, Mo (3]

Lewel =45 mLfminS 1. 73 m=, Mo (%)
Urinary albumiin to creatimnine ratio, median (1I0R), mg
History of cardiovasoular dissases, Mo. [(7&)
Total cholesterod, mean (SO0, meagydl
Fasting HOL choilestercl, mean (S0, mgydLl
Fasting total triglycerides, mediamn (F2RY, gDl
Fasting plasma glucoses, rmean (S0}, mg diL
Statin use, Mo, (3
HBepirin use, Mo, (2D

10-y Framinrgham cardiovascular disease risk,
rmedian IR}, %5

Body mass index, mean (S0O0F

Mo. of antihypertensive agents taking at bas=lne wisit,
rmiean (500

Gait speed
Median (IQR]), mis
Speed =08 mf=s, Mo, (3]
Frailty index, median (13"
Frailty statws, MNo. {35
Fit (frailty medex =0_ 1100
Less fit (frailty index >0_ 10 0o =0 _Z21)
Frail {frailty index =0_21%
T = - ; T TTaT-EL

a7 7 (74.2)
225 (17.1)
89 (5.8)
26 (2.0}

1416 (15.7)
71.5 (110}
127 (9.5

1.1 (0.9-1_3)

&3 4 {18 2}
s34 (24.3)
207 (15.7)
120 (F.2-Z1.8)
TIE (25.7)
1814 (I9.00
559 (15.1)
o960 (7 1.0-120u0)
o7 o (12.1)
G582 (S1.8)
230 (62.3)
24 2 (16.8-32_8)

278 {4.9)
1.9 (1.0

0,90 (0.77-1.05)
3TN (28.2)
0.18 (0.13-0_23)

159 (12.1)
F1L (S4.00)
440 (33.4)
_.l'.lli'll"'lm Wk

o087 (74.8)
226 (17.1}
85 (5_4)
21 (1.5)

141.6 {15.8)
0.9 {11.0)
124 (9_4)
1.1 {0.9-1_3)

53 3 (18_2)
ST (437
212 (16.1)
124 (F-2-Z3.4)
0O (23493
1218 (2.7}
557 (14.9)
900 (F72.0-134.5)
OB 2 (11.5)
G597 (S2.83)
755 (S3.0)
250 (17.0-33 4)

277 (4.5)
1.9 (1.0

0.92 (0.7 7-1.04)
260 (28.0)
0.17 (0.12-0.22)

190 {1-3.4)
745 {55.5)
375 {28 49y
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Table 4. Inckdence of Cardiovascular and Mortality Outcomes by Frallty Status and Gait Speed

Intensive Treatment Standard Treatment
MNo./Total Mo, Total
With With
Outrome % (95%CI)With  Outcome % (95% CI) With PValue for
Events Outcome Events/y  Events Outcome Eventsfy  HR (95% CI)* P Value Interaction
Frailty status®
Fit 4150  080(0.30-212) 107190  172(093-320) 047(0.13-139¢ 20
Primary outcome®  Less fit 48/711  2.23(168-287)  77/745  351(281-439) 063(043-081) .01 84
Frail 50/440  3090(296-515)  61/375  5.80(452-7.46) 068(045-1.01) .06
Fit 5/150  0.98(0.41-236) 6190  101(D45-2.M4)  085(0.27-315° 93
fﬂ'ﬂrﬁ]ﬁ Less it AR E I Ys7 - 0.48(0.20-0.78)  .003 532
Frail HIZLI YURUYENLERDE 0.64(0.41-101) .05
primary ucame Fit | ANLAMLI! 0.71(0.28-169)° 45
o ::l"‘ YAVAS YURUYENLERDE EES EE:E:;; Egz 2
pry— ANLAMSIZ!
Speed 20.8mjs  59/BB0  2.22(1.72-287)  8G/B93  3.24(263-401) 067(0.47-094) .02
Primaryoutcome®  Speed<0.8mfs 34371 3.15(225-441)  S4/360  522(400-681) 063 (0.40-009) 05 85
Missing 0/66 4.40 (2.29-8.46) 857  513(257-1037) 08A(0.33-229% 7%
Speed =0.8mfs  40/880 1.45(1.07-198)  60/B93  2.16(167-2.78)  065(0.43-098) .04
fﬂ'ﬂ;ﬁ Speed<0.8mfs  29/371  256(L78-368)  40/369  357(262-4.86) 075(0.44-126) .28 [
Missing 466 1.85 (0.69-4.93) 7/57  419(200-8.80) 044(0.12-147° 20
primary utcame Speed =0.8m/s  82/BE0  3.08(2.48-383)  119/B93  448(3.74-536)  067(0.50-0.89) 006
plus all-cause Speed<0.8mfs 51371 470(3.57-6.18) 73360 700(5.56-B.80)  069(0.46-101) .06 a1
——— Missing 11/66 5.37(2.97-970) 1357  B830(482-1430) 064(0.28-144° 28




EDITORIAL

SPRINT Results in Older Patients

How Low to Go?

Aram V. Chobanian, MD

In this issue of TAMA, Williamson and colleagues! report the
results of a preplanned, appropriately powered subgroup
analysis of data from the Systolic Blood Pressure interven-

tion Trial (SPRINT) in per-
= sons aged 75 years or older.
Related articke pags 2673 SPRINT was a randomized,

clinical, open-label study of

Newvertheless, many clinicians still have concerns about re-
ducing SBEP to less than 160 mm Hg in older patients, with their
reluctance based on such factors as the very high prevalence
of systolic hypertension in their practices, potential adverse
effects of medications in older persons, the need to use 2 or
more antihypertensive medications to achieve recom-
mended blood pressure (BF) goals, and hesitation of both cli-




indicating that not all patients in the study attained the pre-
set SBP goal of less than 120 mm Hg. Furthermore, only am-

bulatory, community-based persons were recruited into the Toplumda yasayan
study, so the results may not be relevant to frail individuals YRS SYRIE a0V @A Sz 1] 8

and others restricted to their homes or toinstitutions, The in-
vestigators tried to address the frailty issue by performing
past hoc secondary analyses in which the effect of levels — Bakimevi (-)
of frailty and functional ability on the primary outcome
was estimated. Although the findings did not appear to show
an influence of these factors on the benefits of intensive BP
treatment, such analyses can only be considered exploratory
In naure,

— Evden ¢cikamayan yaslilar (-)



Opinion Editorial

The available safety data in the subgroup of patients 75
years of older in this trial are somewhat reassuring, in that no

Ortostatik hipot (+)
olan yashlar

dislanmis!

colTor INtensive 0lood Pressure [OWeTIng, exCept that only pa-
tients with type 2 diabetes were included in ACCORD but were
excluded from SPRINT. Nodifference in primary outcome with
intensive vs standard therapy was found in ACCORD, al-
though a significant reduction in stroke incidence was

Although the story is incomplete, the available evidence sup-
ports a stepwise approach to treatment beginning with an
initial SBP goal of less than 140 mm Hg. If lowering SBP to
that level is tolerated well, further titration with careful
monitoring should be considered to achieve an SBP goal of
less than 130 mm Hg. The choice of antihypertensive medica-
tions can vary depending on clinician and patient preference,
considering that several studies have shown that the major
benefit of treatment depends on BP lowering rather than type
of antihypertensive medication used.” In general, however,
the preferred first-line drugs should be diuretics, calcium
antagonists, angiotensin receptor antagonists, and
angiotensin-converting enzyme inhibitors. B Receptor
antagonists are also valuable as first-line agents in patients
with coronary heart disease, arrhythmias, and heart failure.
Combination drug preparations are useful because therapy
often will involve multiple drugs. Since older persons with
SBP less than 110 mm Hg while standing were excluded in

SPRINT, the risk of syncope and falls may have been underes-

timated, and particular attention should be given to avoid-
ance of orthostatic hypotension with treatment.
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ORIGINAL ARTICLE
Walking speed and high blood pressure mortality

risk 1 a spanish elderly population

>=65y

A Gutiérrez-Misis', MT Sanchez-Santos®, JR Banegas™, MV CastelP*, JI Gonzalez-Montalvo®™’ and A Otero™®

* N=814
e Kinillgan yashlar (Yliriume Hizi)
* Yavas Yuruyenlerde “SKB< 140 mmHg”
“mortalite daha yuksek”!

Journal of Human Hypertension (2015) 29, 566-572; doi:10.1038/jhh.2015.32; published online 16 April 2015



ORIGINAL ARTICLE
2016 Haziran

Functional Status and Antihypertensive Therapy in Older
Adults: A New Perspective on Old Data

Christina J. Charlesworth,! Carmen A. Peralta, and Michelle C. Odden’

>=60y
BACKGROUND deathi, and M| compared with placebs (8.6, 5.3, : e

od-

SHEP -
N= 4376 3
Fiziksel aktivite kisithlig1 olanlarda N

Plasebo yerine AntiHT verilen olgularda ;-
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ESH-EUGMS

Expert Opinion

An Expert Opinion From the European Society
of Hypertension—-European Union Geriatric Medicine
Society Working Group on the Management of Hypertension
in Very Old, Frail Subjects

Athanase Benetos.* Christopher J. Bulpitt.* Mirko Petrovic, Andrea Ungar,
Enrico Agabiti Rosel, Antonio Cherubini, Josep Redon, Tomasz Grodzicki, Anna Dominiczak,
Timo Strandberg, Giuseppe Mancia

Twu years after the publication of the 2013 guidelines for
the management of arterial hypertension of the European
Society of Hypertension (ESH) and the European Society of
Cardiology (ESC)." the ESH and the European Union Geriatric
Medicine Society have created a common working group to
examine the management of hypertensive subjects aged =80
years. The general term hypertension in the elderly is not suf-
ficiently accurate because it mixes younger old patients (60=70
years) with the oldest old. Our group believes that the man-
agement of hypenension in individuals aged =80 years should
be specifically addressed. Although arbitrary, this cutoff value
identifies a population that is expanding faster than any other

Benefits of Treatment
The 2013 ESH/ESC guidelines' reported the results of
the Hypertension in the Very Elderly Double Blind Trial
{HYVET). This showed that in hypertensive patients aged 280
years, the administration of the thiazide-like diuretic indap-
amide supplemented, if necessary, by the angiotensin-convert-
ing enzyme inhibitor perindopril led to a significant reduction
in the risk of major cardiovascular events and all-cause death
when compared with placebo.® From this, the guidelines con-
cluded that there is evidence that antihypertensive treatment is
beneficial in octogenarians in whom BP is elevated and that,
therefore, BP-lowering interventions can be strongly recom-

2016

Benetos A et al. An Expert Opinion From the European Society of Hypertension-
European Union Geriatric Medicine Society Working Group on the Management of
Hypertension in Very Old, Frail Subjects. Hypertension. 2016 May;67(5):820-5
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Suggestions of the Working Group for the
Management of Hypertension in Octogenarians

Based on the above comments, we propose the following:

Treatment Initiation

The 2013 ESH/ESC guidelines state that in individuals aged
=80 years with an initial SBPz160 mmHg, SBP should be
reduced by drug treatment provided that patients are in good
physical and mental conditions. We believe that this recom-
mendation should be accompanied by (1) a more precise defi-
nition of the meaning of the term good physical and mental
conditions and (2) an indication of how physical conditions,
mental conditions, and the frailty status can be assessed.

A rapid (<10 minutes) assessment of frailty is feasible.
The most frequently used is the Fried frailty phenotype™ in
which frailty is defined by the presence of at least 3 of the
following: weight loss, exhaustion, weakness, decreased gait
speed, and diminished physical activity. Other scales used in
different countries™** may also be referred to.
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Frail Very Old Patients (People Living in Nursing Homes

Kiril gan ik derecesi or Needing Assistance on a Daily Basis for Their Basic
Activities)
The 2013 ESH/ESC guidelines state that “in frail older patients,
Fonks |y0 n it is recommended to leave decisions on antihypertensive

therapy to the treating physician, and base them on monitoring
G gn iSYO N of the clinical effects of treatment.” We suggest that in these
patients, therapeutic decisions should be preceded by (1) accu-
rate information on their functional capacity, cognitive status.
Survi Although notoriously difficult, an estimate of patient’s prog-
nosis should also be attempted; (2) attention to multiple drug
. administration so common in this age stratum; (3) stratifica-
CO klu ila ¢ kullanimi tion of the frailty status by one of the available rapid methods;
and (4) identification and correction of factors that predispose
to an excessive BP reduction, orthostatic hypotension, and
other hypotensive episodes, such as concomitant treatments,
malnutrition, and dehydration. The decision of the practicing

HipoT sekonder faktorlerini ara

* OrtoHi pOT physician to start treatment in a frail very old patient should

e Dehidrata syom be especially cautious (low drug doses and monotherapy) and
o patient status should be checked on a frequent basis.

e Malnutrisyon ST A

e ilaclar
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Should guidance for the use of antihypertensive
medication in older people with frailty be different?

Anti-HT recetelerken yas> 60-80 yas olmasi
karar|m|2| vermede HIC YETERLI DEGIL

Klrllganllk fonkswonel durum, yliriume hizi goz
onune almmall

Fonk5|yonel smlrlamalarl oIan yaglllarda antlHT
tedavi yasam kalitesini ve yasam suresini
azaltabilir.
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SPRINT trial on goal blood pressure

o In hypertensive patients with characteristics similar to those enrolled in the SPRINT trial (age 50 years or older with systolic blood pressure 130 to 180
mmHg and an additional risk factor for cardiovascular disease other than diabetes, proteinuric chronic kidney disease, or stroke), as well as for
hypertensive patients with diabetes, we now recommend the same lower goal blood pressure, although the strength of recommendation and the quality

OTOMATIK (Osilometrik) vs MANUEL
(Oskdiltatuvar) D

5-10 mm Hg daha dusuk sonuc!!

Patients were randomly assigned fo a standard treatment group (target systolic pressure <140 mmHa) or an intensive treatment group (target systolic
pressure <120 mmHg): the diastolic goal in both groups was <90 mmHg. Blood pressure during the trial was measured using automated oscillometric blood
pressure (AOBP) and not using manual (ausculatory) blood pressure (perhaps more commonly used in routine practice), typically vielding readings 5 fo 10
mm lower than with manual measurement. In the SPRINT trial, consecutive automated blood pressure readings were taken with the patient at rest and

g T — oy - e —— - s

myocardial infarction, acute coronary syndrome, stroke, heart failure, or cardiovascular death (5.2 versus 6.8 percent), and also reduced mortality (3.3
versus 4.5 percent). Intensive treatment increased the rates of acute kidney injury, syncope, and hyponatremia, but not orthostatic hypotension or falls
resulting in hospitalization.

UpToDate. Practice Changing UpDates. https://www.uptodate.com/contents/practice-
changing-
updates?source=machinelLearning&search=SPRINT&selectedTitle=1~33&sectionRank=1&
anchor=H104078#H104078




ONERILEN MINIMUM DKB

e KAH(+): 65 MMHG
o KAH(-): 60 MMHG*

e SISTEMIK HIPOPERFUZYON
BELIRTILERININ GORULDUGU DAHA
YUKSEK DKB

*UpToDate. What is goal blood pressure in the treatment of hypertension?
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Eve goturulecek mesajlar

* |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.







Eve goturulecek mesajlar

* |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.

« OTOMATIK CIHAZLA

e Uygun yaslilarda SKB<120 mmHg hedefi
gecerli olabilir
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Eve goturulecek mesajlar

e |leri yas antiHT tedavinin daha az verilmesini
gerektirmemektedir.

« OTOMATIK CIHAZLA

e Uygun yaslilarda SKB<120 mmHg hedefi
gecerlidir

* Kirilgan yaslilarda “SKB <150 mm Hg"” veya
“serebral hipoperfiizyon belirtileri-
ortostatizm-fonksiyonellige gore”

“DAHA YUKSEK” olmahdir










SPRINT-DIASTOLIC PRESSURE (1. yil)

* Iintensive-treatment
— 68.7 mm Hg

e standard-treatment
— 76.3 mm Hg



SPRINT excluded patients with

— Diabetes
— symptomatic heart failure
— a history of stroke

— proteinuria (21 g/day total protein or
>600 mg/day albumin)

— NH



e SPRINT enrolled patients
— >=50y
— who had a systolic blood pressure of 130 to 180 mmHg

— plus one or more of the following additional risk factors for
cardiovascular disease

>= 75 years

clinically evident cardiovascular disease (ie, previously documented
coronary, peripheral arterial, or cerebrovascular disease [except for
stroke])

subclinical cardiovascular disease (ie, an elevated coronary artery
calcification score by computerized tomography scan, left ventricular
hypertrophy, or an ankle-brachial index <0.9)

an estimated glomerular filtration rate (eGFR) of 20 to
59 mL/min/1.73 m?

10-year Framingham Risk Score greater than or equal to 15 percent.



TUM CALISMALARDA

e CALISMA SONU SKB >140 mmHg

e 140-160 mmHg’li olgularda (ISH) calisma (-)

UpToDate. Treatment of HT in the elderly patient, particularly ISH



