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1. Blutdruckmessung und
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Hypertonie in der Schweiz

Personen mit Bluthochdruck

Bevolkerung ab 15 Jahren in Privathaushalten
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20% der Schweizer
Erwachsenen haben eine
Hypertonie


Presenter
Presentation Notes
Approximately 23% of Canadian adults have hypertension
More patients visit primary care physicians and receive prescriptions for the treatment of hypertension than for any other medical disorder
4 million prescriptions for antihypertensive medications are written every month in Canada
Cost to manage patients with hypertension and related complications approaches 10% of all health care spending
In 2010, through direct and indirect costs, hypertension cost the Canadian health care system over 13 billion dollars annually.

Robitaille C, et al. CMAJ 2012;184:E49-56
Morgan S. Med Care 2004;42:635-42.
Campbell NR, et al.. J Hypertens 2003;21: 1591-7. 
World Health Organization. 2008-2013 action plan for global strategy for the prevention and control of noncommunicable diseases, 2008. Available at: http://www.who.int/nmh/publications/9789241597418/en/.  Accessed Sep 30, 2017
5.  Weaver CG et. al, Hypertension. 2015;66:502-508.



Blutdruckmessung

Messung in der Praxis
1. oszillometrisch/automatisch
2. automatisiert (in Abwesenheit von medizinischem Personal (SPRINT)

Messung zu Hause
1. Blutdruckmessung zu Hause
2. 24h BD Messung



Standardisierte BD Messung

-nach 5 min Ruhephase
- in der Praxis
- zu Hause morgens und abends Uber 7 Tage

Figure 2: Standardized Technique for Hypertension Measurement (Image reproduced from Hypertension Canada Guideline?)

v Sitting position

v Back supported

v Arm bare and supported

v Use a cuff size appropriate
for your arm

v Middle of the cuff at heart
level

v Lower edge of cuff 3 cm
above elbow crease

v" Do not talk or move before
or during the measurement

v Legs uncrossed

v Feet flat on the floor




White Coat and Masked Hypertension
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Derived from Pickering TG, et al. Hypertension 2002:40:795-6.
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Presentation Notes
The addition of ABPM to conventional OBPM for defining BP status in clinical practice has added a layer of complexity to the process because the separation of normotension and hypertension can be assessed independently by each of the two methods. Only relying on OBPM risks missing cases of white coat or masked hypertension.1

This slide depicts the four potential groups of patients who are:2
Normotensive by both methods (true normotensives)
Hypertensive by both methods (true or sustained hypertensives)
Hypertensive by OBPM and normotensive by ABPM (white coat hypertensives)
Normotensive by OBPM and hypertensive by ABPM (masked hypertensives)

From a clinical perspective, the first two groups are simple because both methods give the same classification. The last two groups are more complex because there is disagreement between the methods. Their distinction is important because white coat hypertensives are generally at low relative risk of CV morbidity, whereas masked hypertensives show more extensive target organ damage than true normotensives.2

References
Hypertension Canada. The 2015 Canadian Hypertension Education Program recommendations (2015 annual update). Available at www.hypertension.ca. 
Pickering TG, et al. Masked hypertension. Hypertension 2002;40:795-6.


The Prognosis of White Coat and Masked
Hypertension

CV events per 1000 patient-year

w
(92

CV Events

Normal White coat Uncontrolled Masked

Okhubo T, et al. J Am Coll Cardiol 2005;46;508-15
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Presentation Notes
This study evaluated 24-hour ABPM and in-office BP values obtained from 1,332 Japanese subjects who were followed for a mean of 10.2 years.

The risk of CV events (CV mortality and stroke morbidity) in subjects with masked hypertension or uncontrolled hypertension was significantly higher than for subjects with normal BP or white coat hypertension.

This pattern was observed across subgroups including men vs. women, treated vs. untreated hypertension, and high- vs. low-CV risk groups.

This study provides evidence that white coat hypertension is associated with a more benign outcome than sustained hypertension over a period of 10 years, and in fact approximates outcomes of subjects with normotension. It also supports the observation that masked hypertension is a strong predictor of CV risk.

Reference
Okhubo T, et al. Prognosis of « masked » hypertension and « white coat » hypertension detected by 24-h ambulatory blood pressure monitoring 10-year follow-up from the Ohasama study. J Am Coll Cardiol. 2005;46;508-15.



2. Kardiovaskulare Risikodefinierung



Bestimmung von kardiovaskularen

Risikofaktoren
* Nicht modifizierbar  Modifizierbar
e Alter > 55 Jahre * Wenig Bewegung
* Mannliches Geschlecht * Ungesunde Ernahrung
e Positive Familienanamnese fur e Stammfettsucht
vorzeitige kardiovaskulare e Dysglykiamie
Erkrankung bei Mannern < 55; bei e Rauchen
Frauen< 65 e
* Dyslipidamie
* Stress
e Nonadherence

Rabi DM, McBrien KA, Sapir-Pichhadze R, et al. Hypertension Canada’s 2020 Comprehensive Guidelines for the Prevention, Diagnosis, Risk Assessment, and Treatment of Hypertension in Adults and Children. Canadian
Journal of Cardiology. 2020;36(5):596-624. doi:10.1016/j.cjca.2020.02.086
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Presentation Notes
If the visit 1 mean AOBP or OBPM is high, a history and physical examination should be performed, and, if clinically indicated, diagnostic tests to search for target organ damage and associated cardiovascular risk factors should be arranged within 2 visits. Exogenous factors that can induce or aggravate hypertension should be assessed and removed if possible. Visit 2 should be scheduled within 1 month

https://doi.org/10.1016/j.cjca.2020.02.086

3. Therapieziele
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Hypertonie Guidelines in den letzten 50 Jahren
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Ich zeige heute nur eine Studie!


.

Therapieziele

Table 23  Office blood pressure treatment target range
Age group Office SBP treatment target ranges (mmHg) Office DBP
OBP 115-120/70 = 115-120/70 24 h-mean ABPM e
- targetrange
OBP 130 mmHg = 125 mmHg 24 h-mean ABPM (mmHg)
Hypertension + Diabetes + CKD + CAD + StrokeV/TIA
18- 65 years Target to 130 Target to 130 Target to <140 to Target to 130 Target to 130 70-79
or lower if tolerated or lower if tolerated 130 f tolerated or lower if tolerated or lower if tolerated
Not <120 Not <120 Not <120 Not <120
65- 79 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
>80 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
Office DBP 70-79 70-79 70-79 70-79 70-79
treatment

target range

(mmHg)

©ESC/ESH 2018

CAD = coronary artery disease; CKD = chronic kidney disease (includes diabetic and non-diabetic CKD); DBP = diastolic blood pressure; SBP = systolic blood pressure; TIA =

transient ischaemic attack.

*Refers to patients with previous stroke and does not refer to blood pressure targets immediately after acute stroke.
*Treatment decisions and blood pressure targets may need to be modified in older patients who are frail and independent.
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Presentation Notes
Routine tests that should be performed for the investiga-tion of all patients with hypertension include the following: 
Urinalysis (Grade D);
Blood chemistry (potassium, sodium, and creatinine; Grade D);
Fasting blood glucose and/or glycated hemoglobin (Grade D);
Serum total cholesterol, low-density lipoprotein, high-density lipoprotein (HDL), and non-HDL cholesterol, and triglycerides (Grade D); lipids may be drawn fasting or non-fasting (Grade C); and
Standard 12-lead electrocardiography (Grade C).
Assess urinary albumin excretion in patients with diabetes (Grade D). 
All treated hypertensive patients should be monitored according to the current Diabetes Canada guidelines for the new appearance of diabetes (Grade B). 
During the maintenance phase of hypertension manage-ment, tests (including those for electrolytes, creatinine, fasting lipids, and pregnancy) should be repeated with a frequency reflecting the clinical situation (Grade D; revised recommendation). 
A pregnancy test should be considered before initiation of health behaviour management changes or drug therapy (Grade D; new recommendation). 
Routine echocardiographic evaluation of all hypertensive patients is not recommended (Grade D). 
An echocardiogram for assessment of left ventricular hypertrophy is useful in selected cases to help define the future risk of cardiovascular events (Grade C). 
Echocardiographic assessment of left ventricular mass, as well as of systolic and diastolic left ventricular function is recommended for hypertensive patients suspected to have left ventricular dysfunction or coronary artery disease (CAD; Grade D). 
Patients with hypertension and evidence of heart failure should have an objective assessment of left ventricular ejection fraction, either using echocardiogram or nuclear imaging (Grade D).


Praxis Zielblutdruck

< 65 Jahre <130/80

> 65 Jahre < 140/80

2018 ESC/ESH Guidelines for the management of arterial hypertension
European Heart Journal (2018) 39, 3021-3104



Systolische Blutdruckziele bei Patienten
mit nicht diabetischer CKD

Nondiabetic CKD Systolic BP Target

Patients meeting SPRINT criteria™ <120 mmHg?

All other patients with nondiabetic CKD <140 mmHg*¢

* Patienten > 50 Jahre, mit erhohtem kardiovaskularem Risiko und einem systolischen Blutdruck von

130-180 mm Hg.

a. Die Messung erfolgt auf der Grundlage des automatischen Blutdrucks in der Praxis

b. Die Messung erfolgt auf der Grundlage der HBPM

c. Die Messung erfolgt auf der Grundlage des Blutdrucks in der Praxis. Eine weitere Senkung des
SBP-Zielwerts kann nach dem Ermessen des behandelnden Arztes unter Berucksichtigung der
spezifischen Nierenerkrankung, der Begleiterkrankungen und des Alters des Patienten individuell
festgelegt werden. Dartber hinaus empfehlen wir, mogliche Vorteile und unerwinschte Ereignisse
im Zusammenhang mit niedrigeren systolischen Blutdruckzielen mit jedem Patienten zu
besprechen und therapeutische Entscheidungen gemeinsam zu treffen.

Rabi DM, McBrien KA, Sapir-Pichhadze R, et al. Hypertension Canada’s 2020 Comprehensive Guidelines for the Prevention, Diagnosis, Risk Assessment, and Treatment of Hypertension in Adults and Children. Canadian
Journal of Cardiology. 2020;36(5):596-624. d0i:10.1016/j.cjca.2020.02.086



https://doi.org/10.1016/j.cjca.2020.02.086

4. Nicht pharmakologische und
pharmakologische Therapie



h Nicht-pharmakologische Massnahmen

Nonpharmacologic Approximate Impact on SBP

Intervention Hypertension Normotension

Weight loss Weight/body fat Ideal body weight is best goal but at -5 mm Hg -2/3 mm Hg
least 1 kg reduction in body weight for
most adults who are overweight. Expect
about 1 mm Hg for every 1 kg reduction
in body weight.

Healthy diet DASH dietary pattern | Diet rich in fruits, vegetables, whole -11 mm Hg -3 mm Hg
grains, and low-fat dairy products with
reduced content of saturated and trans

| fat
Reduced intake Dietary sodium <1,500 mg/d is optimal goal but at -5/6 mm Hg -2/3 mm Hg
of dietary sodium least 1,000 mg/d reduction in most

adults
Enhanced intake Dietary potassium 3,500-5,000 mg/d, preferably by -4/5 mm Hg -2 mm Hg
of dietary potassium consumption of a diet rich in potassium

Whelton PK et al. Hypertension. November 2017


Presenter
Presentation Notes
Sodium x 2.5 = Kochsalz
DASH diet (Dietary Approaches to Stop Hypertension) 


.

Nicht-pharmakologische Massnahmen

Nonpharmacologic
Intervention

Approximate Impact on SBP

Physical activity

Aerobic

+ 120-150 min/wk
* 65%-75% heart rate reserve

Hypertension Normotension

-5/8 mm Hg -2/4 mm Hg

Dynamic Resistance

* 90-150 min/wk

* 50%-80% 1 rep maximum

* 6 exercises, 3 sets/exercise,
10 repetitions/set

-4 mm Hg -2 mm Hg

Isometric Resistance

+ 4 x 2 min (hand grip), 1 min rest
between exercises, 30%-40%
maximum voluntary contraction,
3 sessions/wk

+ 8-10 wk

-5 mm Hg -4 mm Hg

Moderation in alcohol
intake

Alcohol consumption

In individuals who drink alcohol, reduce
alcoholf to:

* Men: <2 drinks daily

+ Women: <1 drink daily

-4 mm Hg -3 mm Hg

Whelton PK et al. Hypertension. November 2017
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Gemäss Blutdruck Messungen in der Praxis


Pharmakotherapie



Pharmakotherapie

<
¢

Initial therapy
Dual combination

Step 2

Triple combination

Step 3
Triple combination +
spironolactone or
other drug

~ ACEi or ARB + CCB or diuretic

l

~ ACEior ARB + CCB + diuretic

i

Resistant hypertension
Add spironolactone (25-50 mg o.d.)
or other diuretic, alpha-blocker or beta-blocker y

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

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




Vielen Dank

Dr. med. Jana Henschkowski-Serra

jana.henschkowski@hin.ch
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