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IIPOYPATEY KATEYOYNTHPIEY OAHTIEY THY
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EAENH TPIANTADPYAAIAH
B' ITANEIII>THMIAKH KAPAIOAOI'IKH KAINIKH
NOXOKOMEIO ATTIKON



Early detection and management of the high-risk
patient with elevated blood pressure
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Cardiovascular Continuum

*H unieptaon amotelei tov Kupiapxo nmapayovia rapdiayysiakou KivdUvou Kat
enaxkoAouBa tnv npein attia Bavatou MayKooping.

*H avtiunieptaoikn Beparteia odnyetl oe auinon 1ou IMPocdOKINoU ermPinong
HE TNV MPOANYN-HEi®OoN TNG EMITIOonNG-Kabuotepnon exeAaviong
TOV EYREPAALROV EMNELC0S1OV,
NG Kapd1aKng avendaprelag

Kal TG VEQPPOOKANPUVONG

*H aOnpopatwon naifel Kevipikd podo otnv e§eAKTIKY ropeia tng vnéptaong. H
npwipn o6wayvoon g adnpopaitoong mpwv v £UEAviorn KAWVIKEOV £KONA®oe®v
(subclinical target organ damage) pc 1w Por)Bela dewktov (surrogate markers)
ArtoteAel TNV @A000Pia T®V OUYXPOVROV KATEUOUVTTPp1@V 08nylev.



Are Guidelines Effectively Guiding Antihypertensive Therapy?
Ramachandran S. Vasan, MD*, and William B. Kannel. MD. MPH

The American Journal of Cardiology 2007,

EINITEYEH [TAPAANNHAQN XTOXQN

YIIAPXOYXEY KATEY®YNTHPIEY OAHI'IEXY

O1 unteptaoikoi aoBeveig ouvr)fwg urtoBeparnevovial WG IMPOG Ta arattovpeva
OP1a-0TOX0UG

O1 daPnuikotl aocBeveig ouvOwG unoBeparievovial wg rpog ta ertirneda tng All

O1 unteptaoikol acBeveig ouxva unoBeparievovial @G P0G TV oUvVUIIapxouoa
uniepAutnidapia

Number of patients needed to treat to prevent one cardiovascular
event/death (NNT) pewwvetat:

a. 000 audavovtal ta erineda g aptnPlaKng Iieong

b. otoug aoBeveig pe meP1o0OTEPOUG ATTO £va
EMMITPO00eTOUG TTApayovieg Kivouvou yua
Kapdlayyslaka voonpartd.



Joint National Committee VII and European Society of
Hypertension/European Society of Cardiology Guidelines for
Evaluating and Treating Hypertension: A Two-Way Road?

Giuseppe Mancia and Guido Grassi

] Am Soc Nephrol 16: 574-5

7, 2005,

OMOIOTHTEX

*H peiwon g AIl odnyel oe peiwon twv
Oavai@eopwv Kat Jun  Kapdlayyelaxkwv
oupBapatav.

* H onpaoia g owotng perpnong g All,
s ABPM kat t@v PETPrjoe®v OTo OITiTl.

ErmBunnrtoi OTOXO1 AIl Baoet
OUVUTIAPXOUC®V KATAOTACEDV.
* AVvaykr XOP1YyNong ouvOuaouou

AVTIUTIEPTAOIKAV PAPHIAKRV.

Ynuaocia g mPooBnKNG UMOAUUOAIKLG
AYOY1S KAl AVIIATHOTIETAAIAK®OV @APHUAK®V

e[TapakoAouBOnon acBevwv

AIADOPEX

*H avixveuon tng napouoiag kat tou Babpou
G PAAPNGS TV 0pyaveV-0TOX®V, 1 PEATiOON
TV OIToi®V 001nYyel 0 EUVOIKOTEPT] ITPOYVAOT).

e[Toootikoroinon ToU OUVOA1KOU
KapOlayyelakou Kivduvou Paocel v ermmedwv
All, ouvunapxoviev Mnapayovie®v Kivouvou,
oarxapwdn OwaPnrn, PAaPn wv opyavev-
OTOX®V KAl  OUOXETIWOHEVAV  KAIWVIKWV
KATAOTACERV.

* H ramnyopia t@v ATOp®V HE IPOUTEPTAOT)
Kdl 1 avaykn ANyng PETPQV.

*H emdoyny TOU TIPOIOU AVIWUIIEPTACIKOU

OKEUAONATOG (6loupnuika evavtl mg
ltooduvapiag TV AAAwv opadwv
AVTIUTIEPTAOIKWV).

eAloupnuka kat 1podiabeon yia PEAVION
petaBoAikou cuvdpopou, XA, untokaAilapiag.
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Tagivopunon aptnplakng UIEPTAONG

Table1 Definitions and classification of blood pressure (BP) levels

(mmHg)

Category Systolic Diastolic
Optimal <120 and < B8O
Maormal 120-129 and/or BO-84
High normal 130-139 and/or B5-89
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 < 80

lsolated systolic hypertension should be graded (1,2,3) according to systolic
blood pressure values in the ranges indicated, provided that diastolic values are
< 80mmHg. Grades 1, 2 and 3 correspond to classification in mild, moderate and
severe hyperension, respectively. These terms have been now omitied to avoid
confusion with quantification of total cardiovascular risk

= Isolated diastolic hypertension
= Diastolic pressure < 60-70 mmHg as an additional risk factor
= Systolic and diastolic pressures in different categories.
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Tagwvounon aptnplakng urePTaong (o

Table 5 Blood pressure thresholds (mmHg) for definition of
hypertension with different types of measurement

SBP DBP
Oftfice or clinic 140 a0
24 -hour 125-130 B0
Day 130-135 85
Night 120 70
Home ** 130-135 B85

= **Isolated office hypertension phenomenon.
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Metpnon apiplakr)g rieong

Box 2 Blood pressure (BP) measurement

When measunng BP, care should be taken to:

e Allow the panents to sit for several minutes n a

guiet room before beginning BP measurements

Take at least two measurements spaced by HOME BP MEASUREMENTS

1-2 minutes, and addinonal measurements 1t the

tirst two are quite different

o llse a standard bladder (12-13 cm long and 35 cm
wide) but have a larger and a smaller bladder 1. AU§(1V6'|_1£VOS éYKOg o‘[01xgi(,)v G

available for fat and thin arms, respectively. Use

the smaller bladder in children HpOS '[].’]V Onua01q U]S USTPI]OI]S U]S AH

e Have the cuff at the heart level, whatever the Ooto ()T[iT_l,
position of the patient

o Llse phase | and V (disappearance) Korotkoff ! ! !
sounds to denofy systolhic and  diascolic BP, IL. KG)\UISPOS HpOW(DOTU(log 6'811{-[119
respectively Ipaypatikou K(lpﬁl(lWSlClKOU KivOuvou.

o Measure BP in both arms at first visit to detect
possible ditferences due to penpheral vascular III. Arattsitat n Xp]_”]O‘]j‘] SYKnglpéV(QV

disease. In this instance, take the higher value
as the reference one

o Measure BP 1 and Smun after assumpoon of
the standing position 1in elderly subjects, diabetic
patients, and in other conditions in which postural
hypotension may be frequent or suspected

o Measure heart rate by pulse palpation (at least
30 sec) afrer the second measurement in the sitting
position

OUOKEUMV.
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Evapln Oepaneiag Baoetl ektipnong tou Kapdiayyelakou Kivouvou

Fig. 1

Blood pressure (mmHg)

Other risk factors, MNarmal High normal | Grade 1 HT | Grade2HT | Grade 3HT
oD SBP 120-129 | SEP 130-139 | SBP 140-159 | SBP 160-179 SBP =180
ar Disease or DBP 80-84 | or DBP 85-89 | or DEP 90-99 | or DEP 100-108| or DBP =110

Moderate

Mo other risk factors added rigk
M&derate Moderate

1-2risk factors ddded risk | added risk

3 or more risk factors, Moderate
MS, OD or Diabetes added rigk

Established CV
or renal disease

Stratification of CV Risk in four categories. SBP: systolic blood pressure; DBP: diastolic blood pressure; CV: cardiovascular; HT: hypertension. Low,
moderate, high and very high risk refer to 10 year sk of a CV fatal or non-fatal event. The term "'added" indicates that in all categories risk is greater
than average. OD: subclinical organ damage; MS: metabolic syndrome. The dashed line indicates how definition of hypertension may be variable,
depending on the level of total CV risk.
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Extipnon ouvoAkou kapdiayyelakou Kivouvou

= Opietal g o0 artdAutog Kivduvog eu@Aviong &vog Kapdilayyeltarou
oupavtog eviog dekaetiag.

SYMBAAAEI X*TH AHWH AIIOPAYHY

= Very high risk---->>30% [. 'Evapin eappakeutkng aywyrg
= High risk---------- -220-30% [I. ErBupntdg otoxog aptnplakng rieong

s Moderate risk----=215-20% || III. Avaykn xprong cuvéuaopov
= Low risk ---------- 2<15% IV. Mn @apuaKkeUTIKT] AyQVyr)

V. ExTipnon KOotoug-arnoteAeopatikoTntag
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Epyaotnplakog eAeyxog

Routine tests

Oco 1110 VvEog €ival o acBevr)g, IO UYPNATL)
n All kat rmo taxeia n avartudn g, T0oo

Fasting plasma glucose

Serum total cholesterol

Serum LDL-cholesterol

Serum HDL-cholesterol

Fasting serum tnglyeendes

Serum potassium

Serum uric acid

Serum creatinine

Estimated creatinine clearance (Cockroft-Gault
formula) or glomerular fileranon rate (MDRD
formula)

Hacmoglobin and haemartocnr

Unnalysis (complemented by microalbuminuna
via dipstick test and microscopic examination)
Electrocardiogram

ITI0 EKTETAPEVOG €AEYXOG aratteitat.

Recommended tests

Echocardiogram

Carotd ultrasound

Quantitative proteinuria (if dipstick test positive)
Ankle-brachial BP Index

Fundoscopy

Glucose tolerance test (if fasting plasma glucose
=5.6 mmaol/LL (100mg/dL)

Home and 24 h ambulatory BP monitoring

Pulse wave velocity measurement (where avail-
able)

Extended evaluation (domain of the specialist)
e Scarch tor secondary hypertension when suggested

by history, physical examimnation or routine tests:
measurement of renin, aldosterone, cortcosteronds,
catecholamines in plasma and/or urine; artenogra-
phies; renal and adrenal ultrasound; computer-
assisted tomography; magnetie resonance imaging
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[lapayovieg kapdlayyeltakou KivoOuvou-
ZaKxapwong AtaPrng

Risk factors Diabetes Mellitus

e Systolic and diastolic BP levels ® Fasting plasma glucose > 7.0 mmol/l (126 mg/dl) on
® Levels of pulse pressure (in the elderly) repeated measurement, or

® Age (M= 55 years; W = 65 years) ® Postload plasma glucose > 11.0mmol/l (198 mg/dl)
® Smoking

® Dyslipidaemia
- TC = 5.0 mmol/l (190 mg/dl) or:
- LDL-C > 3.0 mmol/l (115 mg/dl) or:
- HDL-C: M < 1.0 mmol/l (40 mg/dl), W <2 1.2 mmol/|
(46 mg/dl) or:
- TG > 1.7 mmol/l (150 mg/dl)
® Fasting plasma glucose 5.6-6.9 mmol/L (102-125 mg/dl)
e Abnormal glucose tolerance test
e Abdominal obesity (Waist circumference > 102 cm
(M), >88cm (W)
e Family history of premature CV disease (M at age
< 55 years; W at age < 65 years)
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BAdPn opyavev-ctoxwmv

Subclinical Organ Damage

e Electrocardiographic LVH (Sokolow-Lyon =38 mm; Cornell > 2440 mm™*ms) or:
® Echocardiographic LVH® (LVMI M > 125 g/m?, W > 110 g/m?)
e Carotid wall thickening (IMT = 0.9 mm) or plaque
® Carotid-femoral pulse wave velocity =12 m/s
® Ankle/brachial BP index < 0.9
® Slight increase in plasma creatinine:
M: 115=133 pmol/l (1.3-1.5mg/dl);
W: 107 =124 wmol/l (1.2-1.4 mg/dl)
® Low estimated glomerular filtration rate’ (< 60ml/min/1.73 m?)
or creatinine clearance® (< 80ml/min)
e Microalbuminuria 30-300 mg/24 h or albumin-creatinine ratio:
=22 (M); or = 31(W) mg/g creatinine
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2 UVUItapxouoda Kapolayyelak: 1) VE@P1KT) VOOOG

Established CV or renal disease

® Cerebrovascular disease: ischaemic stroke; cerebral haemorrhage;
transient ischaemic attack

e Heart disease: myocardial infarction; angina; coronary
revascularization; heart failure

® Renal disease: diabetic nephropathy; renal impairment (serum creatinine
M =133, W > 124 mmol/l}; proteinuria (> 300 mg/24h)

e Peripheral artery disease

® Advanced retinopathy: haemorrhages or exudates, papilloedema
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Evapln Oepaneiag Baoetl ektipnong tou Kapdiayyelakou Kivouvou

Fig. 1

Blood pressure (mmHg)

Other risk factors, Normal High normal | Grade 1 HT | Grade2HT | Grade 3HT
oD SBP 120-129 | SBP 130-139 | SBP 140-159 | SBP 160-179 SBP =180
or Disease or DBP 80-84 | or DBP 85-89 | or DBP 90-99 (or DBP 100-109| or DEP =110

Moderate
Mo other risk factors added rigk

Mo'derate Moderate
,ddded risk | added risk

1-2risk factors

3 or more risk factors, Moderate
MS, OD or Diabetes added risk

Established CV
or renal disease

Fig. 2
Stratification of CV Risk in four categories. SBP: systolic blood pressure; DBP: diastolic blood pressure; CV: cardioy
moderate, high and very high risk refer to 10 year risk of a CV fatal or non-fatal event. The term “added" indicates th: Blood pressure (mmHg)
Lhan a\ée_erage. %D,lsublchrfutﬁl log\?n_dkamage‘ MS: metabolic syndrome. The dashed line indicates how definition ¢ Noroal High normal Crada 1 HT Crade 2 HT Craded HT
epending on the level of ila FgK. Other risk factors SBP 120120 SBP 130-139 SBP 140-158 SBP 160-170 SBP2160
0D or disaass o or or or or
DEP 80-84 DBP 8589 DBP 90-19 DBP 100~ 108 DBP2110

No other rish factors

1-2rish factors

23 risk factors, MS
or 0D

Litestyle changes

Dicketes Lifestyle changes

Established CV or
renal disease

Initiation of antihypertensive treatment.
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2 TOXO01 AVIIUTIEPTAOIKNG Oeparieiag

Box 8 Position statement: Goals of treatment

e In hvpertensive patients, the primary goal of
treatment 15 to achieve maximum reduction in
the long-term total risk of cardiovascular disease. Table 3 High/Very high risk subjects

e '|'his requires treatment of the raised BP per se as
well as of all associated reversible risk factors.

¢ BP should he reduced ro ar least below 140/

¢ BP = 180mmHg systolic and/or = 110mmHg diastolic
® Systolic BP > 1860mmHg with low diastolic BP (<70 mmHg)

# Diabetes mellitus

90 mmHg (svstolic/diastolic). and to lower values, ® Metabolic syndrome
if tolerated, in all hvpertensive patients. e >3 cardiovascular risk factors
e Target BP should be at least<130/80 mmHg in ¢ One or more of the following subclinical organ damages:

Electrocardiographic (particularly with strain) or echocardiographic
{particularly concentric) left ventricular hypertrophy

Ultrasound evidence of carotid artery wall thickening or plaque

Increased arerial stiffness

Moderate increase in serum creatining

e Despite use of combination treatment, reducing Reduced estimated glomerular filkration rate or creatinine clearance
svstolic BP to < 140 mmHg mav be difficult and Microalbuminuria or proteinuria
more 50 if the targetis areduction to < 130 mmHg. ¢ Established cardiovascular or renal disease
Additional difficuldes should be expected in
elderlv and diabetic patients, and, in general, 1n
patients with cardiovascular damage.

o In order to more easilv achieve goal BP, ancihyv-
pertensive treatment should be inidated before
significant cardiovascular damage develops.

diabertics and in high or very high risk patents,
such as those with associated climical conditions
(stroke, mvocardial infarction, renal dvsfunction,
proteinuria .
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Yyiewvodiattnuikeg odnyieg

Box 9 Position statement: Lifestyle changes

o Lafestyle measures should be insututed, whenever
appropriate, m all patients, mcluding those who
require drug treatment. The purpose 15 to lower
BP, to control other risk factors and to reduce the
number of doses of antithypertensive drugs o be
subsequently adminisrered.

o Lafestyle measures are also adwvisable in subjects
with high normal BP and addinonal nsk factors o
reduce the risk of developing hy pertension.

o [he lifestyle measures thar are widely recognmized
to lower BP or cardiovascular risk, and thar should
be considered are:

- smoking cessation

- weight reduction (and weight stabihizanion)

- reduction of excessive aleohol intake

- physical exercise

- reductnon of salt intake

- ancrease in fruir and wvegerable intake and
decrease in saturated and roral far intake

e Lifestyle recommendations should not be given
as hip service but instituted with adequate beha-
vioural and expert support, and reinforeed penod-
wcally.

o Because long-term compliance  with  hifestyle
measures 15 low and the BP response highly
vanable, patients under non-pharmacological oeat-
ment should be followed-up closely to stare drug
treatment when needed and in a omely fashion,

MEIQZH KATANAAQXHY AAKOOA

KatavaAwon <20-30 gr (A) 1) <10-20 gr (T)
at®avoing

(1 motr)pt ouiokl, 1 @iaAn SO00cc prupag)

MEIQZH KATANAAQXZHY AAATOZ

AmoteAeoatiky) o€ HEOTAKEG Kat
nAwiopevoug,  owaPnukoug, vepporadeig
UTEPTAOIKOUG aoBeveig
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Table 8 Conditions favouring use of some antihypertensive drugs versus others

ITIAOYT] TOU KATAAANAOU AQVIIUTTEPTACIKOU OKEUAOHUATOG

Thiazide diuretics

® |zolated systolic hypertension (elderly)
& Heart failure

# Hypertension in blacks

ACE inhibitors

& Heart failure

& LV dysfunction

® Post-myocardial infarction
¢ Diabetic nephropathy

& MNon-diabetic nephropathy
& LV hypertrophy

& Carotid atherosclerosis

¢ Proteinuria’/Microalbuminuria
& Atrial fibrillation

& Metabolic syndrome

Beta-blockers

& Angina pectoris

& Post-myocardial infarction
& Heart failure

& Tachyarhythmias

¢ Glaucoma

& Pregnancy

Angiotensin receptor antagonists
® Heart failure

& Post-myocardial infarction

# Diabetic nephropathy

¢ Proteinuria/Microalbuminuria

e LV hypertrophy

e Atrial fibrillation

e Metabolic syndrome

¢ ACEl-induced cough

Calcium antagonists (dihydropyridines)
® |zolated systolic hypertension (elderly)

& Angina pectoris

& LV hypertrophy

¢ Canotid/Coronary Atherosclerosis

® Pregnancy

& Hypertension in blacks

Diuretics (antialdosterone)
® Heart failure
& Post-myocardial infarction

Calcium antagonists
(verapamil/diltiazem)

& Angina pectoris

¢ Carotid atherceclerosis

& Supraventricular tachycardia

Loop diuretics
¢ End stage renal disease
¢ Heart failure

ACEl: ACE inhibitors; LV: Left Ventricle.
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Avtevdeigelg Xp1)0NG AVIIUTIEPTAOIKOV OKEUAOUAT®OV

Table 7 Compelling and possible contraindications to use of
antihypertensive drugs

Compelliing Possible
Thiazide diuretics Gout Metabolic syndrome
Glucose intolerance
Pregnancy
Beta-blockers Asthma Peripheral artery dissase

Calcium antagonists
(dihydropiridines)
Calcium antagonists
{(verapamil, diltiazem)
ACE inhibitors

Angiotensin receptor
anmtagonists

Diuretics
(antialdosterone)

A-V block (grade 2 or 3)

A-V block (grade 2 or 3)
Heart failure

Pregnancy

Angioneurotic oedema
Hyperkalaemia

Bilateral renal artery stenosis
Pregnancy

Hyperkalaemia

Bilateral renal artery stencsis
Renal failure

Hyperkalaemia

Metabolic syndrome
Glucose intolerance
Athletes and physically

active patients
Chronic obstructive

pulmonary disease
Tachyarrhythmias
Heart failure
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Combination therapy

Fig. 4

| Thiazide diuretics

Angiotensin receptor

p-blockers |
antagonists

a-blockers

| Calcium antagonists

ACE inhibitors |

Possible combinations between some classes of antihypertensive drugs. The preferred combinations in the general hypertensive population are
represented as thick lines. The frames indicate classes of agents proven to be beneficial in controlled intervention trals.

[eyovog: 70-80% twv umteptaoik@v 6ev KaAurttovial pe povoBeparneia.

Avtuetomor): combination therapy in high risk patients leads to compliance
due to simplicity, lowest doses and lower side effects .



Choice of antihypertensive drugs in the European Society of
Hypertension-European Society of Cardiology guidelines:
specific indications rather than ranking for general usage
Giuseppe Mancia® and Alberto Zanchetti®

Journal of Hypertension 2008, 26:164-168

H 6con tov B-avaoctolewv

O1 B-avaotoAeig aufavouv TV eMMMOON VEXV TEPLOTATIKOV XA, €181ka otav
ouvdbualovtal pe 6loupnTIKA.

O1 B-avactodeig Aoyw ermdeivoong T1TOoU O®UATIKOU Papoug KAt TV
pyAukepldioy kalt peiwong s HDL, aufavouv 1tnv ermimwon veéwv
MEPLOTATIKQOV  HeTtaoAikou ouvbpopou edwka otav ouvdbualoviat e
Sloupnuika.

OAot ot B-avaoctodeig 6ev eivatr 16101, Paiveratr Otl o1 aAyyel001A0TAATIKEG
1610tnteg IPpoodidouv KaAutepo petafoAko profile.

O1 P-avactoAeig 1apapevouv @APUAKA €KAOYNG yld TNV  AVIIHETIWITION
UMEPTAOIK®OV acBevev pe 1otopiko OEM ) CHF.

O1 B-avaoctoAeig 6ev aroteAdoUuv @APHUAKA EKAOYIG O€ UTEPTAOIKOUG a0Develg
pe: a. afnpopdtwon Kapewtidwv yia v npoAnyn twv AEE, b. unteptpopia kat
iv@worn NG aplotepr|§ KowAiag c. OTUTIKY OucAettoupyia.
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AvOekT1KI] UTTEPTAOT

Box 20 Causes of resistant hypertension

e Poor adherence to therapeutic plan
e Failure ro modify lifestyle including:
weight gain
heavy alcohol intake (NB: binge drinking)
e Continued intake of drugs that raise blood pressure , '
(liquorice, cocaine, glucocorticoids, non-steroid AA(SOUTEJPOUU 25-50mg/rl}180r101(0§
anti-inflammatory drugs, etc.) eivat duvatov va xprnotporoindet pe

Obstructive sl 2 - ' ' '
ostretive sTEep aphed KaAd arotedéopata otnv avOEKTIKN
[Unsuspected secondary cause

:
[rreversible or scarcely reversible organ damage UITEPTAOT)
Volume overload due to:

inadequate diuretic therapy

progressive renal insufficiency

high sodium intake

hyperaldosteronism
Causes of spurious resistant hypertension:
e [solated office (white-coat) hypertension
e Failure ro use large cuff on large arm
e Pseudohypertension
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MetaoA1ko Xuvbpouo

Mote: the cluster of three out of & risk factors among abdaminal
obesity, altered fasting plasma glucose, BP # 130/85 mmHg, low
HDL-cholesteral and high TG (as defined above) indicates the
presence of metabolic syndrome

*X1NHAVTIKI] TIPOCEYY10T] ATTOTEAEL 1l UEIDOT TOU OOUATIKOU Papoug Katda
7-10%.

*H avtuipetwruion g aptnplakrg UMEPTAoNS £XEl WG OepATeUTIKO OTOXO
ta erineda aptnplakng rieong <130/85 mmHg.

o>toug aoBeveic pe high normal AIl ouviotatat 1n €vapdn
(PAPUAKEUTIKIG AYRDVYIS.

*O1 aAVaOTOAEIG TOU PETATPEITTIKOU £v(UPOU Kal Ol avtaymavioteg twv AT,

UTTO00XEMV OUVIOTWVIAlL ®OG @APHAKa MPOING £kKAoyr)S. AkoAouBouv ot
avtaymvioteg acPeotiou Kat Betalidika 61oupntika oe 6o0on < 12.5 mg
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Diabetes Mellitus

*H avtiuetorion g aptnplaki)§ UMEPTAonS otoug 61aPnNTiKoug €XeEl @G
AYXTHPO OepameutikO OTOXO0 Ta ermireda apiplakng Imeong
<130/80mmHg.

e>toug aoBeveig pe high normal AIl cuvictatatl nj evapdn EAPUAKEUTIKIG
AYRYI|S.

*[Ipog aroguyr) Tou patvouevou g opHootatikr¢ UToTaorg¢ oUVIoTATdl 1)
EKTIUNON NG APTINPLAKIG ITieong Kat otnv opO1a B<on.

*AVAOTOAEIG TOU WETATPEMTIKOU €Vv(UHOU Kdal aviayeovioteg twv AT,

UTT000XEMV IMPOTIPWVTAL OTtd OepaAMeUTIKA OXTuatd AOY® NG HMEIWOoNnGg NG
MP®IEIVOUPiag aAAd Katl Ing veEQPOIIPOOTATEUTIKIG 6pA0NGS TOUG.
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EyKe@aAiki) ayyeltakn vooog

*H avtipetomon g aptnplaki)g§ UIEPTAOoNS £XEl WG OePATTEUTIKO OTOXO
ta erineda apiplakng rieong <130/80mmHg.

«2toug aoBeveig pe high normal AIl cuvictatatl ) evapdn EAPUAKEUTIKIG
AYRYIS.

*MeydAn onuaocia €xel Kuping n pei®on g aptnelakig meong Kat OX1i 1)
ETTIAOYT] OUYKEKPIHIEVIG o1adag papuaK®V.

*H 61Atiadeun €xel Kala aroteAeopata 0cov agopd Inv adnpopdinon
TOV KAPKTIO®V.
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ztepaviaia vooog/Kapdilakn avenapkeia

*H avtipetomon g aptnplaki)g§ UIEPTAOoNS £XEl WG OePATTEUTIKO OTOXO
ta erineda apiplakng rieong <130/80mmHg.

«2toug aoBeveig pe high normal AIl cuvictatatl ) evapdn EAPUAKEUTIKIG
AY®YIS.

*O1 B-avaotolAeig, 01 aAvaOCTOAgl§ TOU METATPEMTIKOU &v{UPOU Kal Ol

aviayovioteg twv AT, urntoboxewv od6nyouv o Peiworn NG EMITIOonNg VE®V
erte10061iwv OEM kabwg kat tng Ovnotpotntag.
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Elderly patients

*H avtiuetorion g aptnplaki)§ UITEPTAOTS OTOUG NAKIOIEVOUG EXEL
Toug 1610UG OepPAITEUTIKOUG OTOXOUG HE TOUG VveEOTEPOUG aoBeveig, ot
OIT0101 TTOAAEG (POPES OPWG BEV ETTITUYXAVOVIAL.

*H titdomnoinon tg 600ong mpemetl va yiverat pe apyotepo pubuo yua
NV Aro@QuUyr) MAPEVEPYELQDV.

e[Ipog armoguyry TOU @aitvopevou 1ING opbootatKkng UTOTact¢
ouviotatdl 1] EKTIUNOoI g ApInNPlAKIG Iieong Kat otnv opOla B<on.

o2 aoBeveig avew twv 80 €twv 1N EAPUAKEUTIKL aywyr] diatnpesitat.
Yriapxouv evdolaojiol 06ov agopd TV avaykn evaping aywoyrs.

eAlOUpnTIKA KAl avVIiaye®vioteg aoPeotiou mpotipwvidl — otd
Oeparneutika oxruarta.
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['uvaikeg-AvtiouAAnuwn-Eykupoouvn

*H avtiouAAnwn odnyet oe audnon
mg All

oJe UTTEPTAOIKEG YUVAIKEG
IIPOTIP@VIAL TA AVIICUAANTITIKA HUE
JOVO OUOCTATIKO TV ITPOYECTEPOVI).

eAsv ouvictatat 1 OPHOVIKI)
Oeparteia  vumorataoctaong — o€
YUVAIKEG W€ EUPNVOauon He
OKOTTO mv IPOANYN TV
Kapdlayyslakwv ouppaviov.

e MNon-pharmacological management (including

close supervision and restriction of actvities)
should be considered for pregnant women with
SBP 140-149mmHg or DBP 90-95mmHg. In
the presence of gestational hvpertension (with or
without proteinurna) drug treatment 1s indicared
at BP levels = 140/90 mmHg. SBP levels = 170
or DBP = 110mmHg should be considered an

emergency requiring hospitalization.

In non-severe hvpertension, oral methvidopa,
laberalol, calcium antagonists and (less fre-
quently) B-blockers are drugs of choice.

[n pre-eclampsia with  pulmonary  oedema,
nitroglvcerine is the drug of choice. Diuretic
therapv 1s inapproprnate because plasma volume
15 reduced.

As emergency, intravenous laberalol, oral
methvldopa and oral nifedipine are indicared.
Intravenous hvdralazine is no longer the drug of
choice because of an excess of perinatal adverse
effects. Intravenous infusion of sodium nimro-
prusside is useful in hvpertensive crises, but
prolonged administravion should be avoided.
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Aeuteportadbng Yreptaon

*Renal parenchymal disease
*Renovascular hypertension
*Pheochromocytoma
*Primary aldosteronism
*Cushing’s syndrome
*Obstructive sleep apnea
eCoarctation of the aorta

*Drug-induced hypertension

Oco 1o veog elvat o
aoBevr)g, 1o uywnArn n AIl
Kal ITo Taxeia 1 avarrtudn

G, TOOO TII0 EKIETAUEVOG
e\eyxog artatteitat.
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2 uvurtapdln AAA@v mapayovimov KivoUuvou-aymyr)

e X0op1ynon otativeVv €11l ote@aviaiag vooou, oakxapwon 6iaPrn
1) high risk hypertension.

eXopr)ynon xXaunAng Ooong aorpivng emi otepaviaiag vooou,
high risk hypertension 1] pe€rplag auvinong Ing Kpeatwvivng
(e@OoOV 1N aptnplaks) rieon xel eAeyx0Oei).

e AvTipeTWITION oakxXapwon 6waPnin pe otoxoug: Glu<110 mg/dl,
HbAlc <6.5%.
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[TapaxkoAouOnon acBevov

Katda v evapdn Kat TtAornoinon g aywyrjg arnattouvial EMOoKEYELG
tou aoBevoug KaBe 2-4 efdonadeg pe ororo:

*Tnv aveupeorny ToUu [PEATIOTOU @QAPUAKEUTIKOU OKEUAOUATOG-
ouvOuaopuou

*Tnv aulnon tng armoteAeocPuATIKOTNTAG TG AYRDYIS
*Tnv peiwon Twv avermBuUuuUnNI®Vv eVeEPYELRV

*Tnv ouvexr] evioxuon tou acBevoug G TIPOG TNV £@APUOYL TV
UylEvod1attntikwyv 0dnylwv

*Tnv emiteuln NS CUPHPOPPHONS TOU a0BevoUg OtV PAPHUAKEUTIKI)
aAywyr).



European guidelines on cardiovascular disease prevention in
clinical practice: past, present, and future: a need for

joint forces

Renata Cifkova?, Giuseppe Mancia®, Sverre E. Kjeldsen® and

Stephane Laurent®
Journal of Hyperiension 2008, 26:157-160

EYPQIIAIKEY KATEY®YNTHPIEY OAHI'IEXY

e Ot rateuBuvirpieg o0bnyieg areubuvovial oToug 1aTPoUg Kal OTo Imapaidtpiko
IMIPOOWITIKO TTOU (PoVvti{ouv yia TV mPoAnyn tou Kapod1ayye1iakou Kivouvou.

e Ilpoayouv v 1pwtoyevi) NOPOANYI TV KAPSlAYYElAKwV VOOTRAT®OV
OTOXEUOVTAG T1S UTTOKAIVIKEG BAAPES T®V OpYAVEV OTOX®V TG UTTEPTAONG.

e Aivouv peydlAn mpotepaldtnIa ota artopa uynAou Kivbuvou, ta oroia kat Ba
O@EeANO0UV KUPI®G ATTO TNV TPOITOII0INOoN IOV IMAPAyovIiaV Kivduvou.

e KuUplog 01t0X0G TOUG €lval O OUVOAIKOG UIEPTAOIKOG TANOUOPOG Kal 1)
avayvoplon TV 101a1tepoT) IOV TOU aviiotolxou MAnfuopou kabe Kpatoug.

e XYKOTIOG TOUG £ival va Ipoayouv v uynAotepng Iolotniag 1atpiky @epoviida
KAl va €AATIwooUV TNV EIUMoorn TV KApdlayyelakwv Vvoonudi®v  otnv
Eupomnn.
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LYMITEPAZMATA |,

Evac¢ onuavurxo¢ aptbuo¢ vmeptaotkwv aocfsvwv O6sv yvwpilovv v
abnon toug 1 Kat av v yvwpilovv O6cv Beparsvovtal owotd.

H emiteuln 10U anaitovuevev BpancevtiK@ov otoxwv ouvtBwe amoteAst
v eailpeon Tapd oV Kavovda.

H aptnpiakn umeptaon amotedsl v mpwtn aitia kKapdiayyeiakrg
voonpotntag Kat Bvnoyottag.

Amatteitar €UpuUTERY] £QPAPUOYY TOV Olayv@oUK@OU €£pyalsiov ¢
UTEPTAONC £T01 WOTE va avayvwplobsl 10 OUVOAO TV UTEPTAOIKOU

aoBsvov.

H esmituxng¢ spapuoyn twv KkatcvBuvtnpiov odnyliov anattel yvwoon Kat
amoboxn amo TouU¢ 1alpou¢ oTou¢ orolou¢ artsvBuvoviad.
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SYMITEPAZMATA

ESH/ESC Guidelines 2007
X uyxpovr Bewpnon

It is acknowledged that Guidelines deal with a
disease, while physicians deal with patients. Every
patient has specific needs and particularities for
which treatment 1is individualized to achieve
maximum therapeutic effect.

This 1s why ESH/ESC guidelines have an
educational role than a dogmatic one.
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