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LoTopikd

- Kanviotig, 30 pack-years

- MeyaAn karavaAhwon aAarog

- Koivwvikn katavaAwon aAkooA
- EAaxiotn owpaTtikn aoknon

« EAeUBepo aTopiko 10TopIKO

* OI1KoyeveEIaKO 10TOPIKO £AEUOEpO yvia kapdiayyeiaka
voonuara

* 'Hwio poxaAnTo
+ Xwpic ouunTwpara nuepnoiag unvnAiag (Epworth)




KAIvikn eCéTaon
2 WHATOUETPIKOI OEIKTEC

"Yyocg 172cm
Bapoc 87Kg /= ANGEA
=ANOEAAZMATA: OXI
/| BMI 29Kg/m? /
* . : OIAHMATA KATS)
TTepipépeia péoncg 110cm AKPON: OXI
TTepipeTpoc Aaipou 39cm v AKPOAZH KAPAIAZ:
PUBI0I TOVOI, XWpIiC

|l e (puohuara
v TIEPI®EPIKEZ
APTHPIEZ: cpo

Body welght | BMI 20-25 kg/m®. Waist circumference <94 cm (men

or <80 cm (women).

2016 European Guidelines on cardiovascular
disease prevention in clinical practice




4.1 Conventional office blood pressure
measurement

M étp r] G n A I_I Latpe i-o U quscultatowoscillometric semiautomaticautomatic sphyg-

momanometers are the preferred method for measuring BP in the
doctor’s office. These devices should be validated according to stand-

ngE 2 Ecu @ @ ardized conditions and protocols.”* BP should initially be measured in

N ESH 2018

HO SMOKING, COMFORTABLE  3-5 MW NO TALKING l-u-l' l ESH - Consensus Document

CAFFEINE, FOOD, TEMPERATURE REST DURING DR
CHMELRCISE 30MIN ELTWELELHM
BEFORE MEASUREMENTS

OBP device requirements
e Use an automated electronic (oscillometric), upper-
arm cuff device, which is validated according to an

Cuff to fit arm size

Back (small, usual, large) t“-.uT_d]’)ll‘-.-lll:‘(J r_:lmnu)l (Table 1). A devi ice that takes
sSuppor

Arm bare and resting. BB“ 1 S 1!._._1Lllll%".| ;iL][(mL.l[lL-.ill‘lr 1;

= | 1 - ' '
Micarm at heart leve If validated automated devices are not available _dhen

™ use a narrerrelectkenic-auseuttatoryaevice (hybrid)

| with LCD or LED mercury column-like display, or
Vabdatod dectronic 8 digital cmumd()wn ( mercury :apu1'1}-'541"11()1"114111:)1"11»‘:‘1:‘:‘1‘5
upper-am ouff devios T are banned in most countries). Good quality shock-
[wwnw.stridebpoarg) ] , ] ] 4 ]
resistant aneroid devices might be used, but require
Tkoh & mbemmurimere st calibration at least once per year. Deflate at 2-
at 1 min intervals ) ) i . B} )
and usa the avorage 3mmHg/s rate and use Korotkoff sound 1 for SBP
of the last two = . ] . .
and sound 5 for DBP in adults and children (use
Feet flat Korotkoff sound 4 if sounds are present at full defla-
O THoeor
tion or at <40 mmHg point.

Stergiou GS, et al. J Hypertens. 2021 Jul 1;39(7):1293-1302

L
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Organisation

Device lists
(language)

STRIDE BP I||Ter||3‘r|| |||3I

BIHS

“—r'u,:_m hl

i jIIJII

VDL USA
(English)
Hypertension Canada Canada

E _’1 |I ||_3|*_|I l

Deutsche Hochdruckliga Germany
(German)
Japan
(Japanese)

EAANVLKD
Etaipeia

Scientific association®

European SIZHZIEW of Hypen‘eu sion — International Society

:':TH :erre ., ‘orl pertension League

American Medical Association
Hypertension Canada
German High Pressure League

o S

Japanese Society of Hypertension

Mvsanel https://hypertasi.gr

Website

www.stridebp.org

www .bihsoc.org/bp-monitors

www.validatebp.org
w.hypertension.ca/bpdevices

www . ho hdmu kliga.de/betroffene/

eraete-mit-pruefsiegel
wgl.html

Stergiou GS, et al. ] Hypertens. 2021 Jul 1;39(7):1293-1302



| x| 3 | Mo | 00

As€a (ZAN/AAN) 164/100 mmHg 163/98 mmHg 72 161/96 mmHg 163/98 mmHg 167/102 mmHg
(K2) 74 bpm bpm 72 bpm 81 bpm
73 bpm

Aplotepa (ZAMN/AAN) 163/99 mmHg 160/97 mmHg 158/95 mmHg 160/97 mmHg
(K2) 73 bpm 70 bpm 69 bpm 71 bpm

Table 3 Classification of office blood pressure® and definitions of hypertension grade”

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




Elvaw umeptaoikoc;

Optimal BP
<120/80

Y

Normal BP
120-129/80-84

Y

High-normal BP
130-139/85-89

Consider masked
hypertension

Y

Repeat BP at least
every 5 years

Repeat BP at least
every 3 years

Repeat BP at least
annually

Hypertension
=140/90

Qut-of-office BP
measurement

(ABPM or HBPM) Use
either to
confirm

diagnosis

Repeated visits Qut-of-office BP
for office BP —> measurement
measurement (ABPM or HBPM)

.
+
.

Indications for
ABPM or HBPM see Table 11

Diagnosis of hypertension based on OBP
e Atleast 2-3 office visits at 1-4-week intervals (depend-

ing on the BP level and CVD risk) are usually required
for the evaluation of OBP.

A diagnosis should not be made on a single office visit,
unless OBP is very high (e.g. >180/110 mmHg) and
there is evidence of target organ damage or CVD.
In most cases, the diagnosis of hypertension should be
confirmed by HBPM or ABPM. Particularly in
untreated or treated individuals with OBP levels
within the grade 1 hypertension range (140-159/
90-99 mmHg), HBPM or ABPM is strongly recom-
mended because of increased probability of WCH;
likewise, in those with high-normal OBP levels (130-
139/85-89 mmHg), as they have increased probability
of MH (Table 4).

If it is not possible to perform HBPM or ABPM, then
confirm diagnosis by taking more OBP measurements
in repeated visits.

Stergiou GS, et al. ] Hypertens. 2021 Jul 1;39(7):1293-1302



[TLECELC LaTPELOU KAl EKTOC LATPELOU

is the most well studied method with the strongest evidence, on which the BP
classification of HTN and the recommended thresholds for treatment initiation and treatment
targets are based.

Clinical use Office Home 24 h ambulatory Pharmacy

Screening

Initial diagnosis
Treatment titration
Follow-up

Main indication creening of untreated Long-term follow-up Initial diagnosis Screening of untreated
individuals. Follow-up of treated patients (preferred method) individuals. Follow-up
of treated patients . ) of treated patients

P, P —
=13080 =135/85 (?)

Hypertension (mmHg)

Stergiou GS, et al. J Hypertens. 2021 Jul 1;39(7):1293-1302
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* Al watpeiov: 161/96 mmHg
* AN ortitt: 154/95 mmHg

Owerall summary - Successful: 74,32% (55 of 74), Avg.: 153/98 mmHg
avg. Std. dev. Min. Max.

Systolic (mmHg) 19,10 105 (02:17 ZaB) 198 (11:57 Map)
Diastolic (mmHg) 15,87 63 (04:17 Zap) 131 (08:57 Zap)

MAP (mmHg) 17,49 71 162
Pulse pressure (mmHg)
Heart rate (BPM)
Systolic > limits

10,14 34 76
14,29 52 110;,
Diastolic > limits 94 55% AAS|: 0,29

Wake periods summary - Successful: 68,42% (39 af 57), Normal values: 135/85 mmHg, Avg.: 161 107 mmHg

Dipping
17,32 %
25,31 %
2218 %

MSI: 17,76

Sysiolic (mmHg)
Diastolic (mmHg)

MAP (mmHg) .
FPulse pressure (mmHg)
Heart rate (BPM)
Systolic > 135 mmHg

Houdy avg. Std. dev,
161 14,36
107 10,00
12,54
872
11,34
100 00% Diastolic > 85 mmHg

Min
136 (09:01 Nap)
15:37 Nap)

Max,
198 (11:57 ﬂuj
131 (08:57

?5
110
100,00%

Daytime (or awake

csful: 94,12% (16 of 17), Mormal values: 120/70 mmHg, Avg.: 134/80 mmHg

Std. dev. Min. Max.
tol H 13,75 105 (02:17 SaB) 160 (22:17 Nap)
3}’;{’:&%‘?&% P 959 83 (0417 Zof) 99 (0247 Zaf)
11,25 !

F {(mmHg)
11,41 34 T2
Pulse pressure (mmHg) 1007 5

PM] 07 82
E«::lgnr? tf igﬂ meHg Diastolic > 70 mmHg &1,25%

Sleep periods summary - Succ

24 h mean

Hame BP mean

) mean

R




EEETAOELC OTOV UTIEPTAOLKO AOOEVI) v s

" a5 S R &
rAuKOIn 105 mg/dl e oai e e -
HbA1c 5.9 % LR
Oupla 32 mg/dL - ¥
Kpeatwivn 1.2 mg/dl - :
OupLko o&u 4.6 mg/dl
KaAlo 4.5 mEq/I : - .
Ndatplo 143 mEq/I I’jj!if:;'j,'l;.
= 20y o
SGPT 22 Ul/I ’
OA. XoAnotepoAn 197 mg/dl
TptyAukepidia 130 mg/dl b
HDL 47 mg/d| [44mm | !

124mg/dl [ -C

.................................. e

2.3 mlU/ml

0.60m/sec !

----------------

ACR oUpwv 12 mg/g
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Charactenstic

Tounger patients (<40 years) with grade 2 hypertension or onset of any grade of hypertension in childhood

Acute worsening hypertension in patients with previously documented chronically stable normotension

Resistant hypertension (see section 8.1)

severe (grade 3) hypertension or a hypertension emergency (see section 8.3)

Fresence of extensive HMOLD

Clinical or biochemical features suggestive of endocrine causes of hypertension or CKLD

Clinical features sugpestive of obstructive sleep apnoea

Symptoms suggestive of phasochromocytoma or family history of phasochromocytoma




SCORE2 & SCORE2-OP <50 years 50-69 years =70 years

[4
|0-year risk of (fatal and non-fatal) CY 15":-;.5*.;:{5 Sj;ET-:m ;."_5‘-;'275«_',;
events in populations at moderate CVD risk ® =75% I - 15%

Women Men

4 4
Kapdlayyetakou Kivouvou
vv Mon-HDL cholesterol
Systolic blood LR L T, . v m o TR
pressure (mmHg) o o o T
SCOREZ
160-179

BP (mmHg) grading [40-159

Hypertension . .
disease Other risk factors, High normal Grade 1 Grade 2 Grade 3 120-139

staging HMOD, or disease | pp 130-139 SBP 140-159 SBP 160-179 SBP 2180 100-119
DBP 85-89 DBP 90-99 DBP 100-109 or DBP 2110 160-179

: [40-159
No other risk Low risk Low risk Moderate risk 2
factors S

e 66

& 66 60

e 66 66

& 66 66 66

Stage 1 100-119
(uncomplicated) | 1or 2 risk factors Low risk Moderate risk A 160-179

2B [40-159

. ow to : . .

=3 risk factors Moderatein TR ; [20-139
[00-119

HMOD, CKD qrade |&0-179
3, or diabetes Maode . . High to

mellitus without high ri o very high risk 140-159

organ damage 120-13%

=1 19
Established CVD, 100-11

CKD grade =4, or . L L. 160-179
diabetes mellitus Very high risk Very high risk Very high risk 140-159

with organ damage 120-13%

100-119
[60-179
[40-159
120-139
100-119

e 66 66
@6 66 606
66 66 0606

Stage 2
(asymptomatic
disease)

Stage 3
(established
disease)

6 66

&
©
©e
0 66 66 66 66 606

©
o
66




YrapyxeL KATL KAAUTEPO;

CAC scoring may be considered to improve risk

classification around treatment decision thresh-

olds. Plaque detection by carotid ultrasound is Relative hazard of a coronary event

an alternative when CAC scoring is unavailable 6.71

ar not feasible, 19+1™

ESC 2021 Prevention

3.3 Carotid ultrasound
Systematic use of intima-media thickness (IMI) to improve risk
assessment is not recommended due to the lack of methodological
standardization, and the absence of added value of IMT in predicting
future CVD events, even in the intermediate-risk group.*’
Plague is defined as the presence of a tocal wall thickening that is
=50% greater than the surrounding vessel wall, or as a focal region

with an IMT measurement =1.5 mm that protrudes into the

.

Although the evidence is less extensive than it is for CAC,

1
lurmen.
carotid artery plague assessment using ultrasonography prob

104,132
k,

abko reclassifies CVD ris and may be considered as a risk

modifier in patients at intermediate risk when a CAC score is not

Normal Thickening Plaque Stenosis

feasible.

Salonen JT, Salonen R. Arterioscler Thromb. 1991 Sep-Oct;11(5):1245-9



High normal BP
BP 130-139/85-89 mmHg

Lifestyle advice

|

Consider drug treatment in
very high risk patients with
CVD, espacially CAD

Grade 1
Hypertension
BP 140-159/90-99 mmHg

Lifestyle advice

!

Immediate drug treatment
in high or very high risk
patients with CVD,
renal disease or HMOD

|

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

'Evapén avTmePTAOLKNC aywynS

Grade 2
Hypertension
BP 160-179/100-109 mmHg

Lifestyle advice

l

Immediate drug
treatment in all patients

l

Aim for BP control
within 32 months

Grade 3
Hypertension
BP =180/10 mmHg

Lifestyle advice

|

Immediate drug
treatment in all patients

l

Aim for BP control
within 3 months




There’s no such thing as
a sudden heart attack.

It requires years of preparation.
b

YVLELVOOLALTNTIKEC CUCTAOELG N

Recommendations

Salt restriction to <5 g per day is

248350355758

recommended.

It is recommended to restrict alcohol con

surnption to:

® Less than 14 units per week for men.

. 35
#® |ess than 8 units perweek for women.

Average effect on blood pressure

Lifestyle modification SBP (mmHg) DBP (mmHg)

It is recommended to avoid binge drinking.

Increased consumption of vegetables, fresh

fruits, fish, nuts, and unsaturated fatty acids

Physical activity

{olive oilf; low consumption of red meat; I

and consumption of low-fat dairy products

e Aerobic™ "7 -4 -3

are recommended.™ =

. o . Dynamic resistance'® ™ -2 -3
Body-weight control is indicated to avoid
obesity (BMI =30 kg,-'rn"n:ur walst circumfer Combined™ -3 -3
ence =102 cm in men and =88 cm in

] 20 — —

wiamen), as is aiming at healthy BMI (about We'th loss 3 2

o y 2 . . i . i
2025 kg/m™) and waist circumference val Dletary modifications

DASH and DASH-style diets?' -5 -3

Mediterranean diet®? -3 -2

ues (<24 cm in men and <80 cm in women)
g el 2ELIT1ITIIFC
to reduce BP and CV risk PALE Rl

Regular aerobic exercise (eg. at least 30

rmin of moderate dynamic exercise on 5-7 I

65 ST TS i Ty 23,24 — _
days per week) is recommended, - Smﬂkmg cessation

Alcohol moderation (£2 drinks/d)252¢ -3 -3

Smoking cessation, supportive care, and

referral to smoking cessation programs are 1

recommended, 256258291 Barone Gibbs B, et al. Hypertension. 2021 Aug;78(2):e26-e37




Blood pressure lowering for prevention of cardiovascular )@ h @
disease and death: a systematic review and meta-analysis

Dena Ettehad, Connor A Emdin, Amit Kiran, Simon G Andersen, Themas Callender, Jonat han Emberson, John Chalmers, Anthony Rodgers,

Kazem Rahimi

% risk Risk Reduction (ql"l}] for 10 mmHg fall in SBP — |rrespective of baseline BP

reduction 613,815 patients

30 o7 78 or pre-existing conditions

25
There was no clear evidence that

proportional risk reductions in
20 major CVD differed by baseline
disease history, except for

15 diabetes and chronic kidney
disease, for which smaller, but
significant, risk reductions were
detected

Major CVD CHD CCF

Ettehad D et al, Lancet. 2016,387:957-967



Oapuaka 1" ypapung

Among all antihypertensive drugs ACE A
inhibitors, ARBSs, beta-blockers, CCBs, and

diuretics (thiazides and thiazide-like such as

chlortalidone and indapamide) have

demonstrated effective reduction of BP and

CV events in RCTs, and thus are indicated

Comaprisons

as the basis of antihypertensive treatment
strategies.

vs all drugs

It is recommended that beta-blockers are A (ARB
combined with any of the other major drug
classes when there are specific clinical Thomopoulos G, et al. J Hypertens. 2016 Oct;34(10):1921-32
situations, e.g. angina, post-myocardial

infarction, heart failure, or heart-rate control.

excepted)




OepATEVUTIKOC aAAYOPLOUOC

1 + 1 Consider monotherapy in

. . . low risk grade 1 hypertension
ACEi or ARB + CCB or diuretic (systolic BP <150mmHa), o i

very old (=80 years) or frailer patients

Initial therapy
Dual combination

o
=
(4]
=
i
Ll
i ]

-
il
Ll

2018 ESC-ESH Guidelines for the Management of Arterial Hypertension



>2 GOAPUOKA ATTALTOUVTOL VLo TNV ETLTEVEN TOU
oToOYou tNC Al

Trial (SBP achieved)

MDRD (132 mmHg)
HOT (138 mmHg)
RENAAL (141 mmHg)
AASK (128 mmHg)
ABCD (132 mmHg)

UKPDS (144 mmHg)
ASCOT-BPLA (136.9 mmHg)

DNT (138 mmto) | S

ALLHAT (138 mmHg)

ACCOMPLISH (132 mmHg)

Initial 2-drug combination therapy 2 3
Average no. of antihypertensive medications

Bakris et al. Am J Med 2004;116(5A):305-8
Dahlof et al. Lancet 2005;366:895-906
Jamerson et al. Blood Press 2007;16:80-6
Jamerson et al. N Engl J Med 2008;359:2417-28
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»Acdalewa

»ZUppopdwon (ZraBepot cuvduvacpoi)



Combining drugs from complementary classes is
approximately 5 times more effective in lowering BP than
increasing the dose of one drug

—
(%]

116
(0.93-1.39) Bl Adding a drug from another

1.01
(o. 1 20) o. o " (090-1.12) class (on average standard
0.89 doses)
(0.69-1.09) .
Bl Doubling dose of same drug
(from standard dose to
twice standard)
0.23
0.19 0.20 «
(0.08-0.30) (0.12:0.34) (0.14-026) I I 19-0.

Thiazide Beta- ACE- Calcium channel All
blocker inhibitor blocker classes

—
o

=g
[

4]
D
o&
..éo
v
>
c S
L 5
fa i =]
(&}
-gﬂ
o o
= g
O_U
@
Q0 g
I x
= 0
<~ O
54-:
o
13
g g
£ 3
o
[re—.
o

* The expected incremental effect is the incremental blood pressure reduction of the added (or doubled drug), assuming an additive effect and
allowing for the smaller reduction from 1 drug (or dose of 1 drug) given the lower pretreatment blood pressure because of the other

Wald DS et al., Am J Med 2009; 122: 290



MoBoduoLoAoyLko vooTpwd

Rationale of Combination of RAAS blocker with Diuretic/CCB

RAAS blocker 1+ Diuretic l | CCB +| RAAS blocker |

Intravascular velume Vasodilation
depletion and Na* loss

[ Reflex activation of RAAS |

| Action of RAAS blocker |
potentiated
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AVerUOUNTEC EVEPVELEC

The CCB/RAS blocker combination:

aCCB monotherapy
m CCB/RAS blocker combination

extravasation

(oedema formation)

Incidence of peripheral edema Withdrawal due to peripheral edema

Makani H, et al. Am J Med. 2011 Feb;124(2):128-35
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Predictors of Non-adherence to Antihypertensive
Medications

Nonadherence increases with

Clinical Predictors of Nonadherence to increasing drug prescriptions

Antihypertensive Treatment
80

United Kingdom Czech Republic Black: UK; Gray: Czech Rep

Adjusted OR (95% Adjusted OR
Phenotype Cl) PValue (95% CI) PValue

60 -

% of nonadherent individuals

diuretics 5

Number of prescribed antihypertensive medications

Age 0.67 (0.59-0.77) | <0.001 | 0.69(0.59-0.80) | <0.001 404
Women 1.65(1.16-2.33) 1.55(1.09-2.20) | 0.014 I
20
Prescribed | 1.65(1.01-2.70) | 0.047 | 1.18(0.76-1.83) | 0.457 0 I I
4 2 3 4 6+

Gupta P, et al. Hypertension. 2017;69:1113-1120



Risk factors of poor Adherence

Essential HTN needs a life-long
treatment.

In the absence of reliable tools to

detect a poor adherence to
therapy, physicians should
develop capacities to identify
patients who are or will be at risk
of non-adherence.

Factors associated with an increased risk of poor adherence
Age and sex (young man at higher risk)

Elderly patients with cognitive impairment

Personal and family beliefs

Asymptomatic nature of hypertension

Understanding of the benefits of treatment

Lower socio-economic status

Cost of treatments and copayments

Severity of disease

Number of drugs and complexity of treatment

Drug tolerability (acute and long-term side-effects)
Efficacy on blood pressure control

Family support

Physician-patient relationship

Depression and comorbidities

Burnier M. Pharmacol Res. 2017 Nov;125(Pt B):142-149



Initial Monotherapy and Combination therapy and
hypertension control the first year

nitia
106.621 patients

n

Hazard Ratio Hazard Ratio
(95% Cl) (95% Cl)

Monotherapy

Free Combination

Single Pill Combination

Ref

1.34 (1.31-1.37)

153 (1.47-1.58)

0.5 1 2
BP control worse BP control better
vith combination with combinatior

Egan BM, et al. Hypertension. 2012 Jun;59(6):1124-31



7 Fix-dose
com bfnaﬁnn

F

‘Convenience '
I| -3 II I| Better
|
| Compliance ) In_ affect
[ ,
| Less (| .
& |
\ side-effect 1 ow cost




=

Do we use initial combination therapy?

* In 772 untreated hypertensives,
drug treatment was initiated
with:

Kollias A, et al. ] Hum Hypertens. 2022 Jul 14
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ACEI vs ARBs

Comparisons

QOutcome

Trials

(m)

Events (n/patients)

ACE inhibitors

Control

RR (95% CI)

ACEi or ARB

RR (95% CI)

CCB or diuretic

Fl'
heterogeneity

ACElvs D

ACElvs BB

ACElvs CA

Stroke + CHD
Adverse events

CV death
Adverse events

Stroke + CHD
Adverse events

12549340
992/9340

48836
89/836

1352/11 584
1348/12 020

2045/15 538
1141/15 538

44719
126/799

1306/11 599
1010/11 816

0.45 (0.06-3.45)
1.54 (1.45-1.69)

0.88 (0.40-1.96)
0.63 (0.50-0.80)

0.83 (0.61-1.12)
1.18 (0.89-1.47)

ACElvs ARB

Stroke + CHD + HF

Adverse events

1200/8886
6:86/8886

1236/8842
470/8842

0.97 (0.90-1.04)
1.64 (1.13-2.38)

ACEl vs All

Stroke + CHD
Adverse events

2271/21 156
2152/21 769

0.97 (0.88-1.05)
2760/37 170

0.97 (0.88-1.05)
1.27 (1.09-1.47)

I T

0z 0.5
ACE inhibitors better

Thomopoulos C, et al. J Hypertens. 2016 Oct;34(10):1921-32

5.0
Control better




Choosing the 2" component
ACCOMPLISH trial favors RASi - CCB combination

ACEi or ARB { CCB or diuretic

Benazepril + hydrocholorthiazide _
_20% Outcome Hazard Ratio (95% ClI)
Composite of death from cardiovascular : 0.80 (0.72-0.90)
causes and cardiovascular events

Component
Death from cardiovascular causes : 0.80 (0.62-1.03)
Myocardial infarction {fatal or nonfatal) : 0.78 (0.62-0.99)
atal or nonfatal) I 0.f .65-1.08)

Benazepnl + am|0d|p|ne Hospitalization for unstable angina ;

Coronary revascularization procedure e .86 (0.74-1.00)

Resuscitation after sudden cardiac arrest -_—— 175(0.73-4.17)
| T - 1
0.5 1.0 2.0

S
)
]
c
0
>
o)
-
©
£
_
a
c
=
3
)
o+
-
Q0
T
o

RASi / CCB RASi / HCTZ

12 18 24
Months

Jamerson K, et al. N Engl J Med. 2008 Dec 4;359(23):2417-28



ISH 2020 GDLNSs

Ideally Single
Pill Combination
Therapy (SPC)

Consider A+ D in
post-stroke, very
elderly, incipient

HF or CCB
intolerance

CLITTYS

Step 1
Dual low-dose#
combination

Step 2
Dual full-dose
combination

Step 3
Triple combination

Step 4
(Resistant
Hypertension)
Triple Combination
+ Spironolactone or
other drug*

A+C+D
Add Spironolactone
(12.5- 50 mg o.d.)*




Thiazides for Whom

* Elderly

* HF (HFpEF)

e Blacks

* Calcium nephrolithiasis

* Obese

D. Konstantinidis
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' AR B (50% max dose)

. CCB (50% max dose)



”Pwi r’] deﬁu, Primary Endpoint

Morning dosing
- Evening dosing

TIME trial

Cumulative Hazard
000 001 002 003 004 005 006

Number at risk

Moming 10601 10431 10262 10075 9905 6527 533 175 154 85
Evening 10503 10156 9988 9776 9591 6271 529 184 166 101

Follow up time (Years)

Stergiou G, et al. J Hypertens. 2022 Oct 1,40(10):1847-1858

"l am not too happy with their conclusion that patients should do as
they wish. The vast majority of well-conducted outcomes studies
which we use to guide the treatment of hypertension administered all
drugs in the morning”

George Stergiou
Mackenzie IS, et al. Lancet. 2022 Oct 22;400(10361):1417-1425
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* For the majority of treatments, around half the full
reduction in BP occurs during the first week of therapy,
with lesser reductions in subsequent weeks.

DBP reduction (mm Hg)
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Lasserson DS, et al. Heart. 2011 Nov;97(21):1771-5

Optimal systolic blood pressure target, time to intensification,
and time to follow-up in treatment of hypertension: population
based retrospective cohort study

Wenxin Xu,! Saveli | Goldberg,? Maria Shubina,? Alexander Turchin®

BMJ. 2015 Feb 5;350:h158

Hazard ratio

Months to follow-up
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* Al watpeiov 134/81 mmHg
* Al omitt 127/78 mmHg
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Age group

Hypertension

Office SBP treatment target ranges (mmHg)

Office DBP
treatment
target range

(mmHg)

+ Diabetes

+ CKD

+ CAD

+ Stroke®/TIA

18 - 65 years

65 -79 years®

Target to 130
or lower if tolerated
Not <120

Target to 130-139
if tolerated

Target to 130
or lower if tolerated
Not <120

Target to <140 to
130 if tolerated

Target to 130
or lower if tolerated
Not <120

Target to 130
or lower if tolerated
Not <120

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Target to 130-139
if tolerated

>80 }rearsb

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Target to 130-139
if tolerated

Office DBP
treatment
target range
(mmHg)

70-79

70-79

70-79

70-79

70-79

2018 ESC-ESH Guidelines for the Management of Arterial Hypertension
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And if we add a 2" pill?

Reduced adherence
Single-pill group

Eligible

patients Randomize

Two-pill group Outcomes Single-pill group (n) Two-pill group (n) p value

-1 0 11 12weeks

- - PDT, % 95.1 (86.7-100.0) (66) 92.1(73.0-97.3) (66)  <0.05

" MEMS monitoring

TRV A v | PDTe, % 91.0 (79.4-96.5) (66) 88.6 (69.2-96.3) (66) <0.05
— e PDT >80%, % 84.8 (56/66) 58.2 (45/66) <0.05

PDTc >80%, % 72.7 (48/66) 9.1 (39/66) 0.14
Clinic SBP change, mmHg  —19.3 + 15.3 (63) .1 (64) 0.44
Clinic DBP change, mmHg , D.6 (63 0.6 + 9.4 (64) 0.49

Home SBP change, mmHg 4.0 + 10.8 (32) 2.8 (31 0.46

Home DBP change, mmHg —71.1 +6.6 (31) : 4 (30) 0.98

PDT, percentage of doses taken
PDTc, percentage of days with prescribed dose taken correctly

Sung J, et al. Clin Transl Sci. 2021 May;14(3):1185-1192
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* ANl omtitt 121/75 mmHg
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Randomised equivalence trial {:(izolxlparing three month and six
month follow up of patients with l‘l}-‘pfrrtfrllsi(:nl by famil}-'

practitioners
Richard V Birtwhistle, Marshall S Godwin, M Diane Delva, R lan Casson, Miu Lam, Susan E MacDonald, Rachelle

Seguin, Lucia Rithland for the Hypertension Follow-up Study Group

* Six months follow up is sufficient for patients with controlled hypertension.

* In three years of follow up of patients with hypertension, we found that blood
pressure control, patient satisfaction, and adherence to treatment were
equivalent in patients assigned to follow up at 3 month and 6 month intervals.

Visits for blood pressure measurement
Group Mo of visits Scheduled Unscheduled

3 month £82 2575 890

& month 4 977 1461 039

ota 0659 58635 1829

Birtwhistle RV, et al. BMJ. 2004 Jan 24;328(7433):204



What about if BP target is not...

ACEi or ARB + CCB + diuretic Max tolerated doses




for Successd

AMOTEAECHOTIKOTNTA JUppHOpdPwon




Good ‘

/ l Satisfaction\ \

Day-to-day ‘ I Long-term ‘

compliance T compliance T

TOD
regression/prevention



	Ασθενής Χωρίς Θεραπεία με Πίεση�Ιατρείου 163/98 mmHg
	Slide Number 2
	Προφίλ ασθενούς
	Ιστορικό
	Κλινική εξέταση�Σωματομετρικοί δείκτες
	Μέτρηση ΑΠ ιατρείου
	Πιστοποιημένο πιεσόμετρο!!!
	Slide Number 8
	Είναι υπερτασικός;
	Πιέσεις ιατρείου και εκτός ιατρείου
	2η επίσκεψη
	Εξετάσεις στον υπερτασικό ασθενή
	Θα ψάξω για δευτεροπαθή ΑΥ;
	Διαστρωμάτωση �Καρδιαγγειακού Κινδύνου
	Υπάρχει κάτι καλύτερο;
	Έναρξη αντιυπερτασικής αγωγής
	Υγιεινοδιαιτητικές συστάσεις
	Slide Number 18
	Φάρμακα 1ης γραμμής
	Θεραπευτικός αλγόριθμος
	Slide Number 21
	Πλεονεκτήματα συνδυασμών αντιυπερτασικών φαρμάκων
	Slide Number 23
	Slide Number 24
	Πλεονεκτήματα συνδυασμών αντιυπερτασικών φαρμάκων
	Ανεπιθύμητες ενέργειες
	Πλεονεκτήματα συνδυασμών αντιυπερτασικών φαρμάκων
	Predictors of Non-adherence to Antihypertensive Medications
	Risk factors of poor Adherence
	Initial Monotherapy and Combination therapy and hypertension control the first year
	Slide Number 31
	Do we use initial combination therapy?
	Slide Number 33
	ACEi vs ARBs
	Choosing the 2nd component�ACCOMPLISH trial favors RASi - CCB combination
	ISH 2020 GDLNs 
	Thiazides for Whom
	Έναρξη αντιυπερτασικής αγωγής
	Πρωί ή βράδυ;�TIME trial
	Πότε θα τον ξαναεκτιμήσω;�Παρακολούθηση μετά από έναρξη/τιτλοποίηση αγωγής
	…1 μήνα μετά
	Στόχοι ΑΠ
	Αν η ΑΠ εκτός στόχου…�Go to STEP 1.5 - 2 - 2.5 - 3
	And if we add a 2nd pill?
	…2 μήνες μετά
	Χρόνια παρακολούθηση ρυθμισμένων υπερτασικών ασθενών
	What about if BP target is not…
	Slide Number 48
	Slide Number 49

