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Figure 1. | The Definition of Hypertension per United States BP Guidelines has Changed Over Time. Above timeline: major hypertension trials
from 1960 to 2018 (6,34-37,39,55-66). Below timeline: guideline and definition of hypertension, from 1960 to 2018 (3-5,9-11,14,67-69).
ADVANCE, The Action in Diabetes and Vascular Disease: Preterax and Diamicron Controlled Evaluation trial; ALLHAT, The Antihypertensive and
Lipid-Lowering Treatmentto Prevent Heart Attack Trial; HDFP, The Hy pertension Detection and Follow-up Program; HOT, The Hypertension Optimal
Treatment study; HTN, Hypertension; HYVET, The Hypertension in the Very Elderly Trial; JATOS, The Japanese Trial to Assess Optimal Systolic BP in
Elderly Hypertensive Patients; KDIGO, Kidney Disease Improving Global Outcomes; MRC, Medical Research Council; MRFIT, Multiple Risk Factor
Intervention Trial; SHEP, The Systolic Hypertension inthe Elderly Program; SPS3, The Secondary Prevention of Small Subcortical Strokes trial; Syst-Eur,

The Systolic Hypertension in Europe trial; UKPDS, The United Kingdom Prospective Diabetes Study; VA, Veterans Affairs.
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ABSTRACT

BACKGROUND

The most appropriate targets for systolic blood pressure to reduce cardiovascular
morbidity 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.

RESULTS

At 1 year, the mean systolic blood pressure was 121.4 mm Hg in the intensive-
treatment group and 136.2 mm Hg in the standard-treatment group. The interven-
tion was stopped early after 2 median follow-up of 3.26 years owing to a signifi-
cantly lower rate of the primary composite outcome in the intensive-treatment
group than in the standard-treatment group (1.65% per year vs. 2.19% per year;
hazard ratio with intensive treatment, 0.75; 95% confidence interval [CI], 0.64 to
0.89; P<0.001). All-cause mortality was also significantly lower in the intensive-
treatment group (hazard ratio, 0.73; 95% CI, 0.60 to 0.90; P=0.003). Rates of seri-
ous adverse events of hypotension, syncope, electrolyte abnormalities, and acute
kidney injury or failure, but not of injurious falls, were higher in the intensive-
treatment group than in the standard-treatment group.

CONCLUSIONS

Among patients at high risk for cardiovascular events but without diabetes, target-
ing a systolic blood pressure of less than 120 mm Hg, as compared with less than
140 mm Hg, resulted in lower rates of fatal and nonfatal major cardiovascular
events and death from any cause, although significantly higher rates of some adverse
events were observed in the intensive-treatment group. (Funded by the National
Institutes of Health; ClinicalTrials.gov number, NCT01206062.)
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Cok merkezli, randomize, kontrolld, acik etiketli
calisma

Amerika Birlesik Devletleri’'ndeki 102 merkez

Sistolik kan basinci (SKB) > 130 mm Hg olan,
yliksek kardiyovaskiler riski olan* fakat diyabeti
olmayan 9361 hasta

Hastalar yogun tedavi (SKB < 120 mm Hg) veya
standart tedavi (SKB < 130 mm Hg) gruplarina
randomize edildiler.

Birincil birlesik sonlanim noktasi: Miyokard
infarkttsd, diger akut koroner sendromlar,
inme, kalp yetersizligi veya KV nedenlere bagl
olim

*inme disinda klinik veya subklinik KV hastalik; eGFR’nin
20 - 60 ml/dak/1.73 m? oldugu KBH (polikistik bébrek

hastaligi disinda), Framingham risk skorlamasina gére 10
yillik KV riskin > %15 olmasi; > 75 yas
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Table 1. Baseline Characteristics of the Study Participants.®

Characteristic

Criterion for increased cardiovascular risk — no. (%6) T
Age =75 yr
Chronic kidney diseasei
Cardiovascular disease
Clinical
Subclinical
Framingham 10-yr cardiovascular disease risk score =15%
Fermmale sex — no. (%)
Age —yr
Overall
Among those =75 yr of age
Race or ethnic group — no. (%)
Non-Hispanic black
Hispanic
Non-Hispanic white
Other
Black race( ¥
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Intensive Treatment

(N=4678)

1317 (28.2)
1330 (28.4)
940 (20.1)
779 (16.7)
247 (5.3)
2870 (61.4)
1634 (36.0)

67.9+9.4
79.8+39

1379 (29.5)
503 (10.8)
2698 (57.7)
98 (2.1)
1454 (31.1)

Standard Treatment

(N=4683)

1319 (28.2)
1316 (28.1)
937 (20.0)
783 (16.7)
246 (5.3)
2867 (61.2)
1648 (35.2)

67.9+95
79.9+4.1

1423 (30.4)
481 (10.3)
2701 (57.7)
78 (1.7)
1493 (31.9)
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Table 1. Baseline Characteristics of the Study Participants.®

Intensive Treatment Standard Treatment

Characteristic (N=4678) (N=46383)
Baseline blood pressure — mm Hg

Systolic 139.7+15.8 139.7+15.4

Diastolic 78.2+11.9 78.0£12.0
Distribution of systolic blood pressure — no. (%6)

=132 mm Hg 1583 (33.8) 1553 (33.2)

=132 mm Hg to <145 mm Hg 1489 (31.8) 1549 (33.1)

=145 mm Hg 1606 (34.3) 1581 (33.8)
Serum creatinine — mg/dl 1.07+0.34 1.08+0.34
Estimated GFR — ml/min/1.73 m?

Among all participants 71.8+£20.7 71.7+20.5

Among those with estimated GFR =60 ml/min/1.73 m? 81.3+15.5 81.1+15.5

Among those with estimated GFR <60 ml/min/1.73 m? 47 .8+9.5 47.9+9.5
Ratio of urinary albumin {(mg) to creatinine (g) 44 11787 41.1+152.9
Fasting total cholesterol — mg/dl 190.2+41.4 190.0+40.9
Fasting HDL cholesterol — mg/dl 52.9+14.3 52.8+£14.6
Fasting total triglycerides — mg/dl 124 8+85.8 127.1+95.0
Fasting plasma glucose — mg/dl 08.8+13.7 08.8+13.4
Statin use — no./total no. (%) 1978/4645 (42.6) 2076/4640 (44.7)
Aspirin use — no./total no. (%) 2406/4661 (51.6) 2350/4666 (50.4)

The SPRINT Research Group: N Engl J Med 2015; 373: 2103-2116
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Qutcome

All participants
Primary outcomeTy
Secondary outcomes
Myocardial infarction
Acute coronary syndrome
Stroke
Heart failure
Death from cardiovascular causes
Death from any cause
Primary outcome or death
Participants with CKD at baseline
Composite renal outcomez;
=50% reduction in estimated GFR{
Long-term dialysis
Kidney transplantation
Incident albuminuria¥|

Participants without CKD at baseline|

=30% reduction in estimated GFR to <60 ml/

min/1.73 m%§

Incident albuminuria¥|

SPRINT

(Systolic Blood Pressure Intervention Trial)

Intensive Treatment

no. of patients (%) % per year

(N=4678)

243 (5.2) 1.65

97 (2.1) 0.65

40 (0.9) 0.27

62 (1.3) 0.41

62 (1.3) 0.41

37 (0.8) 0.25

155 (3.3) 1.03

332 (7.1) 2.25
(N=1330)

14 (1.1) 0.33

10 (0.8) 0.23

6 (0.5) 0.14

0

49/526 (9.3) 3.02
(N=3332)

127 (3.8) 1.21

110/1769 (6.2) 2.00

Standard Treatment

no. of patients (%)

% per year

(N=4683)
319 (6.8) 2.19
116 (2.5) 0.78

40 (0.9) 0.27
70 (1.5) 0.47
100 (2.1) 0.67
65 (1.4) 0.43
210 (4.5) 1.40
423 (9.0) 2.90
(N=1316)

15 (1.1) 0.36
11 (0.8) 0.26
10 (0.8) 0.24

0
59/500 (11.8) 3.90
(N=3345)
37 (L.1) 0.35
135/1831 (7.4) 241

Hazard Ratio
(95% CI)

0.75 (0.64-0.89)

0.83 (0.64-1.09)
1.00 (0.64-1.55)
0.89 (0.63-1.25)
0.62 (0.45-0.84)
0.57 (0.38-0.85)
0.73 (0.60-0.90)
0.78 (0.67-0.90)

0.89 (0.42-1.87)
0.87 (0.36-2.07)
0.57 (0.19-1.54)

0.72 (0.48-1.07)

3.49 (2.44-5.10)

0.81 (0.63-1.04)

P Value

<0.001

0.19
0.99
0.50
0.002
0.005
0.003
<0.001

0.76

0.75

0.27

0.11

<0.001

0.10
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Intensive Treatment  Standard Treatment
Variable (M=4678) [(N=4883) Hazard Ratio P Value
no. of patients (36)
Serious adverse event* 1793 (38.3) 1736 (37.1) 1.04 0.25
Conditions of interest

Serious adverse event only

Hypotension 110 (2.4) 66 (1.4) 1.67 0.001
Syncope 107 (2.3) 20 (1.7) 1.33 0.05
Bradycardia 87 (1.9) 73 (L.6) 1.19 0.28
Electrolyte abnormality 144 (3.1) 107 (2.3) 1.35 0.02
Injurious fallf 105 (2.2) 110 (2.3) 0.95 0.71
Acute kidney injury or acute renal failuref 193 (4.1) 117 (2.5) 1.66 <0.001

Emergency department visit or serious adverse

event
Hypotension 158 (3.4) 93 (2.0) 1.70 <0.001
Syncope 163 (1.5 113 (2.4) 1.44 0.003
Bradycardia 104 (2.2) 23 (1.8) 1.25 0.13
Electrolyte abnormality 177 (3.8) 129 (2.8) 1.38 0.006
Injurious fallf 334 (7.1) 332 (7.1) 1.00 0.97
Acute kidney injury or acute renal failuref 204 (4.4) 120 (2.8) 1.71 <0.001

Monitored clinical events

Adverse laboratory measuref

Serum sodium <130 mmeol/liter 130 (3.8) 100 (2.1) 1.76 =0.001

Serum sodium =150 mmeol/liter & (0.1) 0 0.02

Serum potassium <3.0 mmeol/liter 114 (2.4) 74 (1.6) 1.50 0.006

Serum potassium =5.5 mmeolfliter 176 (3.8) 171 (3.7) 1.00 0.97
Orthostatic hypotension]

Alone 777 (16.6) 857 (18.3) 0.88 0.01

With dizziness 62 (1.3} 71 (1.5} 0.5 0.35

The SPRINT Research Group: N Engl J Med 2015; 373: 2103-2116



The unobserved measurements in SPRIMNT were no doubt inten-
tional, both for the optimal standardization of measurements and
for the quality of SPRINT, and in order to avoid the alert or white
coat effect without depending on ambulatory BP measurements.
However, the implications thereof are that BPs taken in SPRINT

cannot be u:IirEI:tlI l:u:urnEarEd with BPs in other trials, and that
the treatment arm < 120 rnrnHE in SPRIMT compares with a hiwer

SBP value close to 140 mmHgin other trials. Thus, the SBP targetin
the treatment of hypertension remains unchanged at << 140 mmHg.

The BP measurement technigue is one of the many puzzling as-
pects of SPRINT. We have previously ™' pointed out several other
points of interest that must be taken into account when assessing

the true nature of SPRINT and whether the results from SPRINT
are usful in daily clinical work.




Whelton PK, et al.
2017 High Blood Pressure Clinical Practice Guideline

2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA
Guideline for the Prevention, Detection, Evaluation, and Management
of High Blood Pressure in Adults

A Report of the American College of Cardiology/American Heart Association Task Force on
Clinical Practice Guidelines

Table 6. Categories of BP in Adults*

BP Category SBP DBP
Normal <120 mm Hg and <80 mm Hg
Elevated 120-129 mm Hg and <80 mm Hg
Hypertension
Stage 1 130-139 mm Hg or 80-89 mm Hg
Stage 2 2140 mm Hg or 290 mm Hg

*Individuals with SBP and DBP in 2 categories should be designated to the higher BP category.
BP indicates blood pressure (based on an average of 22 careful readings obtained on 22 occasions, as detailed in
Section 4); DBP, diastolic blood pressure; and SBP systolic blood pressure.



2017 ACC/AHA Kilavuzu ve JNC7
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Muntner, P. et al. J Am Coll Cardiol. 2018;71(2):109-18.

This graph shows the percentage (left) and number (right) of U.5. adults with hypertension, recommended pharmacological treatment, and with blood pressure above
goal among those receiving pharmacological treatment according to the 2017 ACC/AHA guideline (full bar height), the JNC7 guideline (orange bars), and the

2017 ACC/AHA gquideline but not the JNC7 guideline (blue bars). ACC/AHA = American College of Cardiology/American Heart Association; JNC7 = Seventh Report of
the Joint National Committee on Prevention, Detection, Evaluation and Treatment of High Blood Pressure.



Whelton PK, et al.
2017 High Blood Pressure Clinical Practice Guideline

2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA
Guideline for the Prevention, Detection, Evaluation, and Management
of High Blood Pressure in Adults

A Report of the American College of Cardiology/American Heart Association Task Force on
Clinical Practice Guidelines

8.1.6. Choice of Initial Medication

Recommendation for Choice of Initial Medication
References that support the recommendation are summarized in Online Data Supplement 27 and
Systematic Review Report.
Recommendation

1. For initiation of antihypertensive drug therapy, first-line agents include
thiazide diuretics, CCBs, and ACE inhibitors or ARBs. (1, 2)

COR | LOE

SR indicates systematic review.

COR: Class of Recommendation; LOE: Level of Evidence




2017 ACC/AHA Guideline for the Prevention, Detection, Evaluation, and

Management of High Blood Pressure in Adults

[ BP threshaolds and recommendations for treatrment and follow-up ]
Morrmal BP Elewated BP Stage 1 hypertension
[BF <120/30 (BP 120—129/<80 [8F 130-139/B0-89 S;?E]_zdwtniﬂn
o Hg ) mirm Hg) rmirm Hg) [ = s Fel

Climical ASCWVD
or estimated 10-y WD risk
=105

Promote op tiemal
lifesnyle habits

Reassess im
1y
[Clas= lla)

BF gaal met

P e

Corsider
intensification of
therapy

Colors correspond to Class of Recommendation in Table 1.

*Using the acCC/aHA Pooled Cohort Equations (S7). Mote that patients with DM or CKD are automaticall laced in the
hiEh—riﬁk ca‘tﬁc:gr. For initiation of RAS inhibitor or diuretic therapy, assess blood Te: r electrolytes and rena
unction 2 to 4 weeks after initiating therapy.

TConsider initiation of pharmacological therapy for stage 2 hypertension with 2 antihypertensive agents of different
classes. Patients with stage 2 hypertension and BP 2160/100 mm Hg should be promptly treated, carefully monitored,
and subject to upward medication dose adjustment as necessary to control BP. Reassessment includes BP
measuraement, detection of orthostatic hypotension in selected patients (e.g., older or with postural symptoms),
identification of white coat hypertension or a white coat effect, documentation of adherence, monitoring of the



ASCVD

(Atherosclerotic Cardiovascular Disease)
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CARDIOLOGY

App is intended for primary prevention patients (without ASCVD).

Current Age © * sex * Race *

Age must be between 20-79

Systolic Blood Pressure ;mm Hg) * Diastolic Blood Pressure mm Hg) ©

Violue must be hetween 90-200 Virlue must be between 60-T30

Total Cholesterol (mgraL) * HDL Cholesterol (mgraL) * LDL Cholesterol (mgran) & ©
Value must be between 130 - 320 Value must be between 20 - 100 Virlue must be between 30-300
History of Diabetes? * smoker: @ *

On Hypertension Treatment? * On a Statin? @ © On Aspirin Therapy? @ ©



2017 ACC/AHA Guideline for the Prevention, Detection, Evaluation, and

Management of High Blood Pressure in Adults

Table 23. BP Thresholds for and Goals of Pharmacological Therapy in Patients With Hypertension
According to Clinical Conditions

Clinical Condition(s) BP Threshold, mm BP Goal, mm Hg
Heg
General
Clinical CVD or 10-year ASCVD risk 210% >130/80 <130/80
No clinical CVD and 10-year ASCVD risk <10% >140/90 <130/80
Older persons (=65 years of age; noninstitutionalized, >130 (SBP) <130 (SBP)

ambulatory, community-living adults)
Specific comorbidities

Diabetes mellitus >130/80 <130/80
Chronic kidney disease >130/80 <130/80
Chronic kidney disease after renal transplantation >130/80 <130/80
Heart failure >130/80 <130/80
Stable ischemic heart disease >130/80 <130/80
Secondary stroke prevention >140/90 <130/80
Secondary stroke prevention (lacunar) >130/80 <130/80
Peripheral arterial disease >130/80 <130/80

ASCVD indicates atherosclerotic cardiovascular disease; BP, blood pressure; CVD, cardiovascular disease; and SBP,
systolic blood pressure.



2018 ESC/ESH Guidelines for the management
of arterial hypertension

Table 3 Classification of office blood pressure® and definitions of hypertension gr::lde:b

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
Grade 3 hypertension =180 and/or =110
Isolated systolic hypertension® =140 and <90

©ESC/ESH 2018

BP =blood pressure; SBP = systolic blood pressure.

*BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.

“lsolated 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.

European Heart Journal 39: 3021-3104, 2018



2018 ESC/ESH Guidelines for the management

of arterial hypertension

EP (mmHg) grading

Hypertension i
disease Other risk factors, High normal Grade 1 Grade 2 Grade 3
- HMOD, or disease SBP 130-139 SBP 140-159 SBP 160-179 SBP =180
DBP 85-89 DBP 90-99 DBP 100109 or DEP =10
No other risk Low risk Low risk High risk
factors
Stage 1
(uncomplicated) | 1or 2 risk factors Low risk High risk
Low to

=3 risk factors High risk

High Risk

Moderate risk
HMOD, CKD grade

Stage 2 .
. 3, or diabetes High to
{aﬁ',rr_nptnmatlc mellitus without e = very high risk
disease)
organ damage
" =
{est.?hllshed diabetes mellitus Very high risk Very high risk Very high risk Very high risk i
disease) ; g
with organ damage E

Figure | Classification of hypertension stages according to blood pressure levels, presence of cardiovascular risk factors, hypertension-mediated
organ damage, or comorbidities CV risk is illustrated for a middle-aged male. The CV risk does not necessarily correspond to the actual risk
at different ages The use of the SCORE system is recommended for formal estimation of CV risk for treatment dedsions. BP = blood pressure;
CED = chronic kidney disease; CV = cardiowvascular; DBP = diastdic blood pressure; HMOD = hypertension-mediated organ damage; SBP = systolic
blocd pressure; SCORE = Systematic COronary Risk Evaluation.

European Heart Journal 39: 3021-3104, 2018



2018 ESC/ESH Guidelines for the management
of arterial hypertension

High normal BP Grade 1 Grade 2 Grade 3
BP 133—139;35—59 H AL el Hypertension ‘ Hypertension ‘
e | BP140-159/90-99mmHg | | BP160-179/100-109mmHg , |  BP=180/110 mmHg
Lifestyle advice Lifestyle advice Lifestyle advice Lifestyle advice

: : . .

e Y ra Y

':'.-Cunsider drug treatment inw‘" (s vy | ‘

very high risk patients with in high or very high risk

CVD, espacially CAD patients with CVD,
J renal disease or HMOD

Drug treatmentin ‘

Immediate drug | Immediate drug
treatment in all patients treatment in all patients

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

Aim for BP control Aim for BP control
within 3 months within 3 months

European Heart Journal 39: 3021-3104, 2018

DESC/ESH 2018



2018 ESC/ESH Guidelines for the management
of arterial hypertension

Pill

w
¢

Initial therapy

Dual combination

Step 2

Triple combination

Step 3
Triple combination +
spironolactone or
other drug

Fa
I

.,

ACEi or ARB + CCB or diuretic

l

ACEi or ARB + CCB + diuretic

l

Resistant hypertension
Add spironolactone (25-50 mg o.d.)

. or other diuretic, alpha-blocker or beta-blocker |

&

Consider monotherapy in
low risk grade 1 hypertension

(systolic BP <150mmHg), or in
very old (=80 years) or frailer patients

Consider referral to a specialist centre
for further investigation

Beta-blockers

or younger women with, or planning, pregnancy

Consider beta-blockers at any treatment step, when there is a specific
indication for their use, e.g. heart failure, angina, post-M|, atrial fibrillation,

European Heart Journal 39: 3021-3104, 2018

DESC/ESH 2018



Chronotherapy in Resistant Hypertension

Chronotherapy Improves Blood Pressure Control and
Reverts the Nondipper Pattern in Patients With
Resistant Hypertension

Ramon C. Hermida, Diana E. Ayala, José R. Fernandez, Carlos Calvo

Abstract—Therapeutic strategies in resistant hypertension include adding another drug or changing drugs in search for
a better synergic combination. Most patients, however, receive all of their drugs in a single morning dose. We have
evaluated the impact on the circadian pattern of blood pressure on modifying the time of treatment without
increasing the number of prescribed drugs. We studied 250 hypertensive patients who were receiving 3

antihypertensive drugs in a single morning dose. Patients were randomly assigned to 1 of 2 groups according to
the modification in their treatment strategy: changing 1 of the drugs but keeping all 3 in the morning or the same
approach but administering the new drug at bedtime. Blood pressure was measured for 48 hours before and after
12 weeks of treatment. There was no effect on ambulatory blood pressure when all of the drugs were taken on
awakening. The baseline prevalence of nondipping (79%) was shightly increased after treatment (86%; P=0.131).
The ambulatory blood pressure reduction was statistically significant (9.4/6.0 mm Hg for systolic/diastolic blood
pressure; P<<0.001) with 1 drug at bedtime. This reduction was larger in the nocturnal than in the diurnal mean
of blood pressure. Thus, whereas only 16% of the patients in this group were dippers at baseline, 57% were dippers
after therapy (P<<0.001). Results indicate that, in resistant hypertension, time of treatment may be more important
for blood pressure control and for the proper modeling of the circadian blood pressure pattern than just changing
the drug combination. (Hypertension. 2008;51:69-76.)




Chronotherapy Improves Blood Pressure Control and
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Bedtime Dosing of Antihypertensive Medications
Reduces Cardiovascular Risk in CKD

Ramoén C. Hermida, Diana E. Ayala, Artemio Mején, and José R. Fernandez

Bioengineering and Chronobiclogy Laboratories, University of Vigo, Campus Universitario, Vigo, Spain

ABSTRACT

Time of ingestion of hypertension medications can affect circadian patterns of BP, but whether this
translates into an effect on clinical outcomes is unknown. Here, in an open-label trial, we randomly
assigned 661 patients with CKD either to take all prescribed hypertension medications upon awakening
or to take at least one of them at bedtime. We measured 48-hour ambulatory BP at baseline and 3
months after any adjustment in treatment or, at the least, annually. After a median follow-up of 5.4 years,
patients who took at least one BP-lowering medication at bedtime had an adjusted risk for total
cardiovascular events (a composite of death, myocardial infarction, angina pectoris, revascularization,
heart failure, arterial occlusion of lower extremities, occlusion of the retinal artery, and stroke) that was
approximately one-third that of patients who took all medications upon awakening (adjusted HR 0.31;
95% Cl 0.21 to 0.46; P < 0.001). Bedtime dosing demonstrated a similar significant reduction in risk for
a composite outcome of cardiovascular death, myocardial infarction, and stroke (adjusted HR 0.28; 95%
Cl 0.13 to 0.61; P < 0.001). Furthermore, patients on bedtime treatment had a significantly lower mean
sleep-time BP and a greater proportion demonstrated control of their ambulatory BP (56% versus 45%,
P = 0.003). Each 5-mmHg decrease in mean sleep-time systolic BP was associated with a 14% reduction
in the risk for cardiovascular events during follow-up (P < 0.001). In conclusion, among patients with CKD
and hypertension, taking at least one antihypertensive medication at bedtime improves control of BP
and reduces the risk for cardiovascular events.

J Am Soc Nephrol 22: 2313-2321, 2011. doi: 10.1681/A5N.201 1040341

Hermida et al.: J Am Soc Nephrol 22: 2313-2321, 2011
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Klinik Kan Basinci Diizeylerine Gore
Kan Basinci Siniflandirmasi

Kategori SKB (mmHg) DKB (mmHg)
Normal <120 ve <80
Artmis 120-139 ve/veya 80—89
Hipertansiyon >140 ve/veya >90
Evre 1 140-159 ve/veya 9099
Evre 2 >160 ve/veya >100

SKB: Sistolik kan basinci; DKB: Diyastolik kan basinci.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546
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Olciim Yontemine Gore Hipertansiyon Tanisi

Kategori SKB DKB
(mmHgQ) (mmHgQg)
Klinik >140 ve/veya =90
Ev >135 ve/lveya >85
Ambulatuvar kan basincl
24 saatlik ortalama >130 ve/veya >80
GUnduz ortalamasi >135 ve/veya >85

SKB: Sistolik kan basinci; DKB: Diyastolik kan basinci.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546



Turk Hipertansiyon Uzlasi Raporu 2019

Klinik Kan Basinci Ol¢ciimii =140/90 mmHg'-2

{ } }

SKB =140-159 SKB =160-179 SKB =180
ve/veya ve/veya velveya
DKB =90-99 mmHg DKB =100-109 mmHg DKB =110 mmHg?®

Tekrar doktor dlgimi (SKB =140 veya DKB =90 mmHg)
veya
Ev kan basinci dlgimi (SKB =135 veya DKB =85 mmHqg)
veya
Ambulatuvar kan basinci dlgimu (24 saatlik SKB =130 veya DKB =80 mmHg)

HIPERTANSIYON

Kan basinci dlgima ilk muayenede iki koldan ayrn ayr yapiimal ve takiplerde yaksek olctlen kol kullaniimahdir. En az iki dlcam
yaparak hastanin kan basinci ortalamasina gore tani akisi kullaniimahdir.

2Bu olcamler sirasinda oyka, fizik muayene ve temel laboratuvar incelemelerinin yapiimasi onerilir. Ev kan basinct veya ambulatuvar
KB olcuami imkan olmayan hastalarda, laboratuvar sonuglarini getirdikleri zaman yeniden olgcam yapilarak tani konulmasi onerilir.
*Hastanin kan basinci bu degerlerde ise bir iki kez daha olcalmelidir. Bu degerler devam ediyorsa, hastaya hipertansiyon tanisi hemen
konulmahidir.

SKB: Sistolik kan basinci; DKB: Diyastolik kan basinci.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546



Turk Hipertansiyon Uzlasi Raporu 2019

Yasa Gore Ilag Tedavisi Igin
Esik ve Hedef Kan Basinci Duizeyleri

Yas grubu” Esik kan basincl Hedefkan basinci

(mmHQg) (mmHg)
18-64 yas >140/90 120-130/70-80
6579 yas >140/90 130-140/70-80
>80 yas >150 130-140/70-80

*Eslik eden hastalik durumundan bagimsiz olarak verilmistir.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546
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Hipertansiyonda Tedavi Yaklasimi

Artmis KB Evre 1 HT Evre 2 HT
(SKB=130—-139 mmHg) (SKB=140-159 mmHg) (SKB =160 mmHg)
DKB=84-89 mmHQ) DKB=90-99 mmHQ) DKB =100 mmHg)
Yasam tarzi degisikligi Yasam tarzi degisikligi ile
6 ay sonra kan basinci halen beraber hemen ilag tedavisi
130-139/80-89 mmHg olan baslanir
yuksek riskli hastalarda ila¢
tedavisi baslanabilir

Y L

DM, KBY veya KAH Yasam tarzi degisikligi 3 ay sonra
varliginda hemen ilag halen kan basinci kontrol altinda
tedavisi baglanir degilse ilac tedavisi baglanir

KB: Kan basinci; SKB: Sistolik kan basinci; DKB: Diyastolik kan basinci; HT: Hipertansiyon; DM: Diyabetes mellitus; KBY: Kronik
bobrek yetersizligi; KAH: Koroner arter hastaligi.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546
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Antihipertansif Tedavi

<150/90 mmHg’ =150/90 mmHg

. Kan basinci : S
Monoterapi hedefte degil Kombinasyon Tedavisi

l l ACE inh/ARB+KKB veya ACE inh/ARB+ditretik

*Kan basinci hedefte degil
ACE inn/ARB Beta
veya blokerleriz ACE inh/ARB+KKB+diaretik
KKB
veya l
dioretikler ACE inh/ARB+KKB+ditretik+spironolakton

'Kan basinci hedefinin =130 mmHg oldugu durumlarda dogrudan kombinasyon tedavisi baglanabilir.
“Betablokerler spesifik bir neden olmasi durumunda (KKY, KAH, angina pektoris veya gebelik planiayan hasta) baglanabilir.

*(Jg veya dort ilac gerektiren durumiarda tedavi etkinlik ve uyumunu artirmak igin ilaglardan en az birinin serbest doz kombinasyonu seklinde ve sabit
doz kombinasyondan farkl zamanda uygulanmasi (biri sabah digeri akgam) onerilir.

HT: Hipertansiyon; ACE: Anjiyotensin dondstiricid enzim; ARB: Anjiyotensin reseptor blokerler; KKB: Kalsiyum kanal blokerleri.

Aydogdu et al: Turk Kardiyol Dern Ars 2019, 47(6): 535-546



