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47 year old man c¢
3 weeks. The nurse m
found to be 150/95 mm.




» Worldwide high BP affects>407% of adults older than the age of 25
years

» Onset stage 25-55 years mainly in 40-50y

» Occurs over 30%of persons older than 65 y
» The 4t most common cause of death worldwide
» global BP control remains at 32.57%.

Hypertension Prevalence (%)

Hypertension
Prevalence (%)

Canada United England
States

Padwal et al. Can J Cardiol 2016
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> High prevalence of hypertension
driven by two phenomena:
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Diagnosis of hyr
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Automated
BpTRU™ BP Devices

© Continuing Medical Implementation ceooDridging the care gap
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Definitions of h

Category Systolic BP (mmHgQ) - Diastolic (mmHQ)

Office BP

Ambulatory BP ‘
‘
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Daytime (or ay

Nighttime (or sl

Mean24h
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Office blood pre

+ To dllow the patients to sit fo
minutes before beginning E
measurements

+ Back straight and arm supp
heart level

+ Take atleast two BP measureme
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different. e
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Phase Korotkolf sounds
| A thud
[ A blowing noise
i A softer thud

A disappearing blowing noise

Vv Nothing

120 mmHg systolic

110 mmHg

100 mmHg

90 mmHg diastolic (1st)

80 mmHg diastolic (2nd)
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Stroke, Ischemia,

COMPLICATIO Hemorrhage, Alzheimer's

Disease, Cognitive, retinal

hemorrhage

nigh Dlood pressure
(hypertension)
can lead to;

Without treatment,
i/ ——Stroke |

' A "- J
'/' ‘."n
/ /ﬁ \ Blood vessel damage
P (arteriosclerosis)
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N Heart attack or
L heart failure

|/ . }. ?}—; Kidney failure
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The left ventricle is markedly thickened in this patient with severe
hypertension that was untreated for many years. The myocardial fibers
have undergone hypertrophy.




Malignant (Acce
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Generalized
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Hypertensive k

Flame-shaped hemor
in association with se
hypertension Grade
(yellow arrow)
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Papilledema f
malignant hyperte
There is blurring ¢
borders of the optic
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Clinical Presentatic
+ Asymptomatic

+ Headache

+ Epistaxis

+ Chest disci

+ Sympto

Screening:







Important aspects of the physical examination in the hypertensive patient

Accurate measurement of blood pressure
‘General appearance
Distribution of body fat

‘Skin lesions

Muscle strength

Alertness

Fundoscopy

Hemorrhage

Papilledema

Cotton-wool spots

Neck

Palpation and auscultation of carotids
Thyroid

Heart

Size

Rhythm

Sounds

Lungs

Rhonchi_

Rales

Abdomen

Renal masses -
‘Bruits over aorta or renal arteries
‘Femoral pulses

Extremities

Peripheral pulses

Edema

Neurologic assessment

Visual disturbance

Focal weakness

Confusion




+ Routine Tests

X Electrocardiogra

X Urinalysis

X Serum sodium, seru
corresponding estimate

X Blood gluco and hemc

X Lipid profi 12-hc
density an
triglyceric

+ Optional tes
X Measure
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Patient Monitoring and Support
CVD Risk Check

(

Framingham Risk Score'

Risk assessment tool for estimating a patient’s 10-year risk of developing
cardiovascular disease

Age: Years
Gender: “ Female < Male
Total cholesterol: | mmol/L
HOL cholesterol: [ |mmoin
Smoker: Q Yes O No
Diabetes: O Yes O No
Systolic blood pressure: mm Hg
Is the patient being treated for high blood O Yes O No
Tris oniine assessment o0l 15 pressure?
inmendad 35 a cinical pracice ad for
use by expariencad haaiihcare 7
professionais. Results obtainad fom -
e v | Calculate risk . |
Quioe for patent care -

The risk assessment tool above uses information from the
Framingham Heart Study as recommended by the 2009 CCS Canadian Cholesterol
Guidelines to predict a person’s chance of developing cardiovascular disease in the
next 10 years, modified for family history (double the CVD risk percentage if any CVD
presentin a first degree relative before age 60). In men over 50 or women over 60 of
intermediate risk whose LDL-C does not already suggest treatment, hsCRP can be
used for risk stratification. Please enter your patient's information in the fields below.

The time is 11/9/2016 11:32:06 AM




Patient Monitoring and Support

CVD Risk Check

—
Framingham Risk Score - RESULTS'*

Your patient’s Framingham Risk Score is | 25 304 |

2009 CCS Canadian Cholesterol Guidelines Recommendation’

Risk Level Initiate/consider treatment if any of the following: Primary LDL-C targets
High™ Either:
(FRS = 20% |« ~Congider treatment in all patients. . = 2.0 mmolL or
RRS = 20%) . 2 50% reduction

Adapted from Genest et al. Can J Cardiol. 2009."

" The high-risk inchudes palianis 'with evidence of atharoscharass In amy vascular bed, diabafic mean over 45 and

S [ Print results .]

In high-risk patients, pharmacological herapy should be cansidered concamiiantly with Blestyle changes.
Pheaze consull guideiines Tor compisie recammendaians
Cinicians should exercise judgmeant whean Empiameniing lipkd-kowarng tharagy; Bestyie modicaians will nave

an imgartant lang-ienm impact on haalih and the lang-derm afiacts of pharmacotherapy mast ba weighed against
palential side-efiacts.

—

Click here for information on the Framingham Risk Score vs. The Reynolds Risk Score
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Summary of
antihypertensive
drug treatment low

risk group |

¥ BHS

British Hypertension Society

NHS

National Institute for
Health and Clinical Excellence

12Choose a low-cost ARB.

13 A CCB is preferred but consi
a thiazide-like diuretic if a C(
not tolerated or the person h
edema, evidence of heart f

or a high risk of heart failure

+Optimal formulation s
hour efficacy with o

Key

A - ACE inhibitor
B-angiotensin Il

receptor blocker
(ARB)'2

C - Calcium-
channel blocker
(CCB)™?

D - Thiazide-like
diuretic




Thiazide diuretics

Beta-blockers

Other
Antihypertensives

ACE = angiotensin-converting enzyme.

+ Possible combinat

o

ACE inhibitors

Angiotensin-receptor
blockers

Calcium
antagonists




+Drug therapy (If BF

+ CHF - Thiazide, ACE-1,

+ Post Myoc¢

+ Diabetes M




Treatment consists o

Population
High Risk

Diabetes

All others*

TIA,Stroke
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The time is 11/9/2016 11:32:06 AM
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+Diurefics — Hypc
+P-Adrenergic Bloc
+Angiotensin-Conver
Hyperkalemic
+Angiotensil

+Calcium CF




+Patients should return
and adjustment of mec
reached

+More freqt '
complicatir

+Serum po




AW . Diameter >4 mm

+ Length >20 mm

Figure 1. "Cresomizal™ 6 Fr JR cacherer, udth the proatmal end adabi-
ed o acut 5 Fr sheam, (A) 5 Frsheath, (B) 6 Fr vadial sheath. {CHR
cacketer. (12} Tip of the radiofreguency carkerer.
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+ Stage 1
X Clinical Blood Pressure

X Ambulatory Blood Press
135/85 mmHg

X Home Blood F
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X Clinical Bloo :
X Ambulatory B




