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Comment gérer |’hypertension?

2013 ESH/LSC Guidelines for the management of
arterial hypertension

T he lask Force for the management of arterial hypertension of the
Furopean Society of Hypertension ( 1£.SH ) and of the Furopean
Society of Cardiology ( £25C)

lourfial of Hypeftenson 2013, 31:1281 -135



B lood pressure MANAGEMENT, history, and physical

examination

Recommendations

It 1= recommended to obtaln a
comprahansive medical history and
physlcal examination In all patlents with
hypertenslon to varlfy the diagnosis,
detect causes of secondary hypertension,
record CV risk factors, and to identify

OD and other CVDs.

Obtalning a family history Is
recommendead to Investigata familial

predisposition to hypertension and
CVDs.

Office BP Is recommendead for screaning
and diagnosls of hypertension.

It = recommended that the diagnosls of
hypertenslon be based on at least two BP

measurements per visit and on at least
two vislis.

It I= recommended that all hypertensiva
patlents undergo palpation of the pulsa
at rest to determine heart rate and to
saarch for arrhythmilas, espaclally atrial
fibrillation.

Out-of-office BP should be consldered
to confirm the diagnosis of hypertenslon,
Identify the type of hypertenslon, detect
hypotansivae aplsodes, and mazimlza
prediction of CV risk.

For out-of-office BF maasurements, ABPM
or HEPM may ba conslderad dapending

and, If appropriate, patlent preferance.

on Indication, avallabllity, ease, cost of use

Ref.©

143, 144

g0, 00, 103,
105, 100,
113, 117

Histoire clinique

PA au cabinet
2X/visite au

moins 2x de
suite

Mesurer la PA en
dehors de la
consultation pour

confirmer
Jourmal of Hypertenson 2013, 31:1281-1357




Quand proposer de mesurer en dehors du cabinet?

Clinlcal Indicatlions for HBPM or ABPM

+ Susgpiclion of white-coat hypertension

- Grada | hypartanszion In the offlca

- High offlce BP In Individuals withowut asymptomatic organ
damage and at low total CV risk

= Susplclon of masked hypertenslon

- High normal BP In the offlca

- Mormal office BP In Individuals with asymptomatic organ
damage or at high total CV risk

+ ldentiflication of white-coat effect In hypertenzive patiants

= Conslderable varlabllity of office BP over the same or differant
vislis

= Autonomic, postural, post-prandial, slesta- and drug-induced
hypotension

= Elovated office BP or suspacted pre-eclampsila in pregnant
wWormen

+ |dentiflcation of true and false reslstant hypertension

Speclfic Indlcatlons for ABPM

= Marked discordance baetwaean office BP and home BP

« Acsossment of dipping status

+ Sugpicion of nocturnal hypertension or absance of dipping, such
as In patlents with sleep apnoea, CKD, or diabetes

= Accocement of BP varlability

Automesure

e HTA blouse blanche
e HTA masquée

e HTA de la grossesse
 HTA tres labile

e HTA résistante
MAPA

* Dipping

e Discordance PA cabinet et
Home

e Etude de la variabilité



Diagnhostic de 'HTA

Category Systolic BP Diastolic BP
(mmHg) (mmHQg)
Office BP =140 andjfor | 280
Ambulatory BP
Daytime (or awake) =135 andjfor | =85
Mighttime (or asleep) | =120 andjfor | =70
24-h =130 andjfor | =80
Home BEP =135 andfor | =85



Prise en charge et

démarrage d’un traitement

2013 ESH/ESC Guidelines for the management of arterial hypertension

Blood Pressure (mmHQg)
Other risk factors,
asymptomatic organ damage High normal Grade 1 HT Grade 2HT Grade 3HT
or disease SBP 130-139 SBP 140-159 SBP 160-179 SBP =180
or DBP 8589 or DEP 90-29 or DBP 100-109 or DBP =110
Eﬁﬂ?ﬁmﬁ » LIfestyle changes
No other RF * No BP Intervention * Immed|ate BP drugs
* Then add BP drugs targeting <140/90
targeting <140/90
-;{Wzﬂ?;ﬂgﬁ * Lifestyle changes
1-2 RF * Immediate BP drugs
* Then add BP drugs targeting <140/90
targeting <140/90
* | Ifestyle changes * Lifestyle changes
=3 RF *BP drugs * Immediate BP drugs

= LIfestyle changes

0D, CKD stage 3 or dlabetes « No BP Interventic

Symptomatic CVD,
CKD stage =4 or
dlabetes with OD/RFs

= LIfestyle changes
= No BP Interventlon

targeting <140/90 targeting <140/90

* LIfestyle changes * | Ifestyle changes * Lifestyle changes
* BP drugs *BP drugs * Immediate BP drugs
targeting <140/90 targeting <140/90 targeting <140/90

* Lhestyle changes * |Ifestyle changes * Lifestyle changes

= BP drugs = BP drugs * Immediate BP drugs
targeting <140/90 targeting <140/90 targeting <140/90



Dietétique et PA

Low-sodium, low-calorie diet

Weight loss reduces

sympathetic nervous
system activity

=
x '--l-,_.I'J_ .
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Decreased blood pressure

Weight loss, low sodium intake,
and healthy diet reduce stiffness
of large conduit arteries

Healthy diet improves renal
sodium excretion

Weight loss, low sodium intake, and
healthy diet improve function of small
resistance vessels and decrease peripheral resistance

L Decreased abdominal fat

M ENGL] MED 362;22 MNEJM.ORG JUMNE 3, 2010




Traitement médicamenteux antiHTA

2013 ESH/ESC Guidelines for the management of arterial hypertension

Journal of Hypertension 2013, 31:1281-1357

Thiazide diuretics

Beta-blockers Anglotensin-receptor

blockers
Other Calclum
antihypertensives antagonists

ACE Inhlbltors

ACE = anglotensin-converting enzyme.




Nouvelles cibles en PA

PA < 140/90 mmHg chez tous les adultes < 80
ans (avec ou sans complication CV)

Chez |le diabétique, cible <140/85 mmHg

Chez I'IRC, cible <140/90 mmHg sauf si
protéinurie, viser plutot alors 130/90 mmHg

Sujet de + 80 ans et en bonne forme: traiter
qguand PAS > 160 mmHg et viser une PAS entre
140 et 150 mmHg.



2013 ESH/ESC Guidelines for the management of arterial hypertension

Treatment strategies in patients with diabetes

 Chez le diabétique, viser
une PA < 140/85 mmHg

Cible < 140/85

Toutes les classes d’antiHTA
sont autorisées avec une
préférence pour un
inhibiteur du SRA quand
micro ou macroproteéinurie

Pas de double blocage du
SRA



Hypertension résistante
(3 médicaments dont 1 diurétique)

Vérifier 'observance au traitement

Controler les apports sodés et la fonction rénale

Rechercher des interférences antagonistes: AINS, alcool,
dépression, gain de poids,..

Eliminer l'effet blouse blanche

Si échec, rechercher une cause secondaire (SAHOS?)

Adapter le traitement (+ de diurétique, spironolactone)
Si tout est négatif, dénervation rénale a tenter (?)




Table 1 Causes of resistant hypertension

Risk factors

CHder age

High sysiolic blood pressure
CHbesity

High salt consumpticn
Chronic renal diseass
Driabetes mellitus

Left ventricular hypertrophy
Fermale sax

Incerfering medications and substances

Fonsteroidal anti-inflamimatory drugs
Corticosteraids
Sympathomimetics
Armphataminas

Ciral contraceptives
Cyclosporines
Tacrolmus
Erythropoistin

Tricychic antidepressants
Alcohaol

Licosrice

Secondary causes

O TN
Oibstructive sleap apnea
Chronic renal disease
Primnnary aldosteranism
Fenal artery stenosis

LineC ommnn=on
Pheochronsoscytoma
Cushing™s syndrormes
Hyperparathyroidism

Aortic coarcEton




Obstructive Sleep Apnea

The Most Common Secondary Canse of Hypertension Associated With
Resistant Hypertension

Kodrigoe P*. Pedrosa, Luciana F. Dmger, Caroline C. Gomraga, Mascio G Sousa,
Lilian K.(5. de Pamula, Aline C.5. Amam, Celso Amodeon, Loz A. Boriplotio, Fduarde M. Kncger.

T. Douglas Bmdloy, Geraldo Lomonzi-Filho
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Efficacy of Spironolactone Therapy in Patients With True Resistant
Hyvpertension
Fabio de Souza, Elizabeth Muxfeldt, Roberto Fiszman and Gil Salles

Hypertension 2010, 55:147-152: originally published online October 26. 2009
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Conclusions

Place importante accordée aux mesures de PA en
dehors du cabinet de consultation

Cibles de PA simplifiées et moins exigeantes

Démarrage du traitement et cible différente pour les
patients agés (80 en bonne forme)

Réhabilitation des Béta-bloquants

Importance des regles hygiéno-diététiques toujours a
stimuler

Stratégie pour I'HTA résistante a professionnaliser
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