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Thong tin chinh cho van de quan ly
tang huyeéet ap

Panh gid HA tai tat cd cac thdi diém tham kham.
SU dung céc thiét bi d3 dugc chdp nhan va ding ky thuat dé
do huyét ap tai nha.
PBanh gia nhirng bénh nhan dai thao duong co tang huyét ap
va ngudgc lai.
Panh gia va quan ly cac nguy cd tim mach & nhirng nguGi co
tang huyét ap bao gom: hut thuoc, roi loan lipid mau, roi loan
duong huyét, béo bung, an uong khong lanh manh va it hoat
ddng thé chét.
biéu tri HA dudi 140/90 mmHg & hau hét moi nguai va coé I
dén 130/80 mmHg hodc it hon & nhitng ngudi bi bénh tiéu

dudng. Dung nhiéu hdn mot loai thudc néu can thiét.



Khuyén khich bénh nhan ting huyét ap st dung mét thiét bi do
huyét ap da dwoc khuyén cao va str dung dung ky thuat dé

danh gia huyét ap tai nha.

Po lwdng nha cé thé giap xac dinh chan doan tiang huyét ap, cai
thién sw kiém soat HA, lam giam nhu cau thuéc men, xac
dinh bénh nhan bj ting huyét ap do ao choang trang va tang

huyét ap kin dao va cai thién tuan tha dung thuoc.



Chi dinh diéu tri bang thudc

Gia tri ngudng HA thdng thudng cho bat diu diéu
tri thuoc ¢ bénh nhan tang huyeét ap

Bénh ly Initiation

SBP or DBP mmHg

e tang HA tam trucong hoac tam

thu >140/90

e Pai thao dudng >130/807?
e Bénh ly than man >140/90




Chi dinh diéu tri bang thudc

O nhitng bénh nhan cé nguy cd thap véi giai doan 1 tdng
huyét ap (140-159/90-99 mmHg) va khéng cé tén thuong co
quan dich, thay déi I6i séng c6 thé |a liéu phap duy nhét.

Trén 90% bénh nhan tang huyét ap co yéu té nguy cd khac va
diéu tri thudéc can dudc xem xét & nhirng bénh nhan néu BP >
140/90 mmHg két hop thay doi 18i s6ng.

Pac biét ¢ nhitng ngudi tré tang huyét ap vdéi nhiéu yéu to
nguy cd tim mach hién dang khong dudc diéu tri bang thudc.
Cac chuyén gia cham soc suc khoe can phai dudc canh bao &
nhirng bénh nhan nay va dé nghi diéu tri thudc.

Bé&nh nhén cd ton thuong cd quan dich (vi du nhu phi dai that
trdi) dugc dé nghi dé dudc diéu tri bang thudc néu HA bang
hoac cao hon 140/90 mmHg



II. Muc tiéu dieu tri

Muc tiéu huyeét ap trong dieu tri tang HA

Bénh ly Pich

SBP and DBP mmHg

Tang huyét ap tam thu don doc )
>80 yrs old <150

Tang HA tam thu/ Tam truong
e Huyét ap tam thu <140
e Huyét ap tam truong <90

Pai thao duadng

e Tam thu <1307 <135? <1407
e Tam trucng <80? <85? <907




II. Nhirng muc tiéu dieu tri

« D& gidm nguy co tim mach t6i uvu ,giam
HA v3i cdc moc cu thé.

- Diéu nay thudng doi hoi két hgp hai
hodc nhiéu loai thubc va thay doi I6i
song.

- Dich huyét ap tam thu la kho khan
hon dé dat dudc tuy nhién kiém soat
huyét ap tam thu cling quan trong
nhu kiém soat huyét ap tam truong.
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STATEMENT OF PURPOSE

hese guidelines have been written to provide a

| straightforward approach to managing hypertension

in the community. We have intended that this brief

curriculum and set of recommendations be useful not only

for primary care physicians and medical students, but for all
professionals who work as hands-on practiioners.

We are aware that there is a great variability in access to
medical care among communities, Even in so-called weal-
thy countries, there are sizable communities in which
economic, logistic, and geographic issues put constraints
on medical care. And, at the same time, we are been
reminded that even in countries with highly limited resour-
ces, medical leaders have assigned the highest priority to
supporting their colleagues in confronting the growing toll
of devastating strokes, cardiovascular events, and kidney
failure caused by hypertension.

Our goal has been to give sufficient information to
enable healthcare practitioners, wherever they are located,
to provide professional care for people with hypertension,
All the same, we recognize that it will often not be possible
to carry out all of our suggestions for clinical evaluation,
tests, and therapies. Indeed, there are situations in which
the most simple and empirical care for hyperntension -
simply distributing whatever antihypertensive drugs might
be available to people with high blood pressure — is better
than doing nothing at all, We hope that we have allowed

How is hypertension classified?
Causes of hypertension

Making the diagnosis of hypertension
8. Evaluating the patient

9. Physical examination

10. Tests

N
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Blood pressure 2140/90 in adults aged >18 years
(for age =80 years, pressure 2150/90 or >140/90 if high risk [diabetes, kidney disease])

Start lifestyle changes
I' (lose weight, reduce dietary salt and alcohol, stop smoking) ]

Drug therapy
(consider a delay in uncomplicated stage 1 patients)*

Start drug therapy
(in all patients)

Stage 1 Stage 2 Special
140-159/90-99 >160/100 cases
- ' ! l —
Black patients Non-black patients All patients * Kidney disease
* Diabetes
f . 1 | « Coronary disease
Age <60 Age =60 Start with 2 + Stroke history
years years drugs * Heart failure
T [see table of
CCB or thiazide ACE-i or ARB CCB or thiazide CCB or thiazide recommended drugs
L 1 1 + for these conditions]
If needed, add ... If needed, add ... If needed, add ... ACE-ior ARB
Pk} T T
ACE'})‘,’?’ARB CCBorthiazide ~ ACE-ior ARB
combine CC.B+th|aZ|de | In stage 1 patients
If needed ... If needed ... If needed ... withoutether

If needed ...

\4
I._) CCB+thiazide+ACE-i (or ARB)

v
CCB+thiazide+ACE-i (or ARB)

If needed, add other drugs e.g. spironolactone; centrally acting agents; B-blockers

cardiovascular risk
factors or abnormal
findings, some months
of regularly monitored
lifestyle management
without drugs can be
considered.

| If needed, refer to a hypertension specialist I

Clinical Practice Guidelines for the Management of Hypertension in the Community:
A Statement by the American Society of Hypertension and the International Society

of Hypertension
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CEL ]

Lwa chon thuéc & bénh nhan tang huyét ap c6 va khéng cé6 bénh ly kém

Patient type First drug

Add second drug if needed
to achieve a BP of
<140/90 mmHg

(Part 1) Treatment regimens when hypertension is the only or main condition

Black patients (African Ancestry): CCB? or thiazide diuretic

all ages
White and other non-black ARB® or ACE inhibitor
patients: aged <60 years

White and other non-black
patients: aged >60 years

CCB? or thiazide diuretic (though
ACE inhibitors or ARBs are also
usually effective)

First drug

ARB® or ACE inhibitor (If
unavailable can add alternative
first drug choice)

CCB? or thiazide diuretic

ARB® or ACE inhibitor (or CCB or
thiazide, if ACE inhibitor or ARB
used first)

Add second drug if needed
to reach a BP of
<140/90 mmHg

If third drug needed to
achieve a BP of
<140/90 mmHg

Combination of CCB + ACE
inhibitor or ARB 4 thiazide
diuretic

Combination of CCB + ACE
inhibitor or ARB + thiazide
diuretic

Combination of CCB + ACE
inhibitor or ARB + thiazide
diuretic

ADD third drug if needed
to reach a BP of
<140/90 mmHg

(Part 2) When hypertension is associated with other conditions
Hypertension and diabetes ARB or ACE inhibitor Note: in black
patients, it is acceptable to start
with CCB or thiazide

Hypertension and chronic kidney ARB or ACE inhibitor Note: in black

disease patients, good evidence for renal
protective effects of ACE
inhibitors
Hypertension and clinical B-blocker with ARB or ACE
coronary artery disease® inhibitor

Hypertension and stroke history® ACE inhibitor or ARB

Hypertension and heart failure

CCB or thiazide diuretic; Note: in
black patients, if starting with

CCB or thiazide, would now add

ARB or ACE inhibitor
CCB or thiazide diuretic®

CCB or thiazide diuretic

Thiazide diuretic or CCB

The alternative second drug
(thiazide or CCB)

The alternative second drug
(thiazide or CCB)

The alternative second step drug
(thiazide or CCB)

The alternative second drug (CCB
or thiazide)

Patients with symptomatic heart failure should usually receive an ARB or ACE inhibitor + B-blocker + diuretic +

spironolactone regardless of blood pressure. Dihydropyridine CCB can be added if needed for BP control.
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Hau hét cac bénh nhan tang huyét ap
can nhiéu han mot loai thuoc dieu tri
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Két hop cac thuoc ha huyét ap theo ESH

Thiazide diuretics

Beta-blockers

Other
antihypertensives

Angiotensin-receptor
blockers

Calcium
antagonists

ACE inhibitors

. Hypertension July 2013



Két hdp cac thuoc

- Nén than trong trong viéc két hgp gitra non
dihydropyridinCCB va chen beta cé thé gay
nguy co nhip tim cham hoac bloc.

- Theo doi creatinine huyét thanh va kali khi két
hdp thuoc Igi tieu mat K, chat Uc ché men
chuyén va / hoac chen thu the.

« Né&u thubc Igi tiéu khéng dudc sir dung nhu mot
lieu phap dau tién hoac tha hai, liéu phap thd ba
nén bao gdbm mot thubc Igi tiéu, khi khdng cé
chong chi dinh



Tac dung ha HA tu cac thuoc chong tang
g VA

e Dudng cong lieu dung dap Ung doi vdi
hi€u qua la tudng doi tot.

e 80% hi€éu qua huyét ap la ¢ muc nua
liéu diéu tri.

e K&t hgp céac liéu tiéu chuan cé gdy ha
huyét ap.

Law. BMJ 2003



Cac chién lwoc diéu tri & cac do tuoi khac nhau
Tré (< 50 yrs old)
Bat dau v&i ACEl hoac ARB
Néu co sw gia tang Iwu lwong tuan hoan hodc danh trong ngwc
c6 thé c6 & nhw 1a liéu dieu tri ban dau.
Néu khéng kiém soat dwoec:

ACEI or ARB + CCB or D
>

LON TuOI(> 50 yrs old)

BAT DAU VOI ACEI or ARB

Néu khéng kiém soat dworc:

ACEIl or ARB >+ CCB orD

Rat I&n tudi(> 80 years old)

Bat dau voi ACE or ARB or CCB or Diuretic
Néu khéng kiém soat dworc:

ACEIl or ARB >+ CCB or D

CB > + ACEI or ARB

- + ACEI or ARB
Adding a diuretic to CCB not very effective




U

Lam thé nao dé danh gia tang
huyeét ap khang tri

RAS blocker+diuretic+CCB
Thiazide diuretics: chlorthalidone @ 25 mg/ d, preferred.
CKD: loop diuretic (furosemide at 20 mg to 40 mg bid).

+ MR antagonist

A= R

+ Beta-blockers, vasodilators, centrally acting antihypertensive
agents, and alpha-adrenergic blockers added if failure to control
BP.

Use of a MR antagonist in addition to a diuretic, particularly
chlorthalidone, in addition to a full dose of a RAS blocker and a CCB
is usually associated with control rates of resistant hypertension
>809%.



Lua chon thuoc diéu tri tang huyeét ap
Diéu tri ca nhan hoa

e Compelling indications:
» Ischemic Heart Disease
e Recent ST Segment Elevation-MI or non-ST Segment
Elevation-MI
Left Ventricular Systolic Dysfunction
Cerebrovascular Disease
Left Ventricular Hypertrophy
Non Diabetic Chronic Kidney Disease
Renovascular Disease
Smoking

» Diabetes Mellitus
o With Diabetic Nephropathy
o Without Diabetic Nephropathy



m A

Pieu tri tang huyét ap ¢ bénh nhan
thiéu mau co tim

1. Beta-blocker

Stable angina 2. Long-acting CCB

ACEI dwoc khuyéen cao dung cho
cac bénh nhan bénh mach vanh*

Can than trong khi két hop mét non DHP-CCB va beta-blocker
* Neu bat thwéng chire nang that trai tam thu: tranh non DHP-CCB (Verapamil hoac
Diltiazem)

Sw két hop ciia thuéc UCMC véi ARB khdng dworc khuyén khich trong trwdng hop
khong c6 suy tim

* Nhirng ngw&i ¢6 nguy co thap va yéu té nguy co dwere kiém soat tét c6 thé khong duwoc

hwéng lgi tiv liéu phap thuéec UCMC
W
nifedipi




A=

Pién tri tang huyét ap ¢ bénh nhan nhoi
mau co tim co ST chénh hoac ST khong
chénh

Beta-blocker and
Recent ACEI or ARB (if
myocardial
infarction ACEI not
tolerated)

If beta-blocker
contraindicated or
not effective

Long-acting
Dihydropyridine
cCB*

(e.g. Amlodipine)

Long-acting CCB

*Avoid non dihydropyridine CCBs (diltiazem, verapamil)



my A

Piéu tri tang huyét ap ¢ bénh nhan co suy
chd'c nang that trai tam thu

_ * ACEIl and Beta blocker
Systolic « if ACEl intolerant: ARB

cardiac Titrate doses of ACEI or ARB to those used in clinical trials
dysfunction

If additional therapy is needed:

* Diuretic (Thiazide for hypertension; Loop for volume control)
« for CHF class llI-1V or post MI: Aldosterone Antagonist

If ACEI and ARB are contraindicated: Hydralazine and Isosorbide
dinitrate in combination

If additional antihypertensive therapy is needed:

Non * ACEI / ARB Combination
dihy idine
cCB

* Long-acting DHP-CCB (Amlodipine)

Beta-blockers used in clinical trials were bisoprolol, carvedilol and metoprolol.



Diéu tri bénh nhan tang huyét ap co bénh
ly mach mau nao

An ACEI / diuretic

combination is preferred




= A a A?

Pieéu tri tang huyét ap ¢ bénh nhan tieu
duong khong bénh than man tinh

Muc tieu BP: < 140/90 mmHg

Chronic kidney ACEI or ARB (if ACEI tolerated)
disease and
proteinuria *

Additive therapy: Thiazide diuretic.
Alternate: If volume overload: loop diuretic

Combination with other agents

ACEI/ARB:

*albumin:creatinine ratio [ACR] > 30 mg/mmol 5
or urinary protein > 500 mg/24hr artery stenosi

Monitor serum potassium and creatinine carefully in patients with CKD prescribed an ACEI or ARB



Piéu tri tang huyeét ap két hdp vdi bénh dai
thao ducdng

Threshold equal or over 130/80 mmHg and TARGET below 130/80 mmHg (?)

. i M6t sw két hop cua 2 loai thuéc

ACE Inhibitor gt § PN
—> Ne r\:\;ghath or ARB — dong dau tién c6 the dworc coi la
IO liéu phap ban diu néu BP 13> 20

mmHg huyét ap tam thu hoéc>

_ 10 mmHg huyét ap tam trwong

Diabetes trén muc tiéu

1. ACEInhibitor or
ARB

without

Nephropathy of

2. Thiazide diuretic > Ket hO(’)thO’n 2
or DHP-CCB C

Monitor serum potassium and creatinine carefully in patients with CKD prescribed an ACEI or ARB

More than 3 drugs may be needed to reach target values for diabetic patients

If creatinine over 150 pymol/L or creatinine clearance below 30 ml/min ( 0.5 ml/sec), a loop diuretic
should be substituted for a thiazide diuretic if control of volume is desired



Bao vé mach mau cho bénh nhan cao
huyét ap: Statins

Statin dugc khuyén cao trong nguy cd cao bénh nhan tang
huyét ap co thanh lap bénh xo virta ddng mach hoac co it nhat
3 trong cac tiéu chuén sau day:

e Nam e cO tién su bénh ly tim mach
e TuGi>=55 e LVH

e HUt thudc 13 e Bat thudng ECG

e Total-C/HDL-C ratio of 6 e Microalbuminuria hoac

mmol/L or higher Proteinuria

ASCOT-LLA Lancet 2003;361:1149-58



Bao vé mach mau cho bénh nhan tang
huyét ap: ASA

Lieu thap ASA




Panh gia viéc tuan thu diéu tri thudc va khong
dung thuSc moi I1an khdm bénh.

Day bénh nhan uéng thubc cua ho trén mot lich
trinh thudng xuyén két hdp voi mot thoi quen hoat
dong vi du nhu danh rang hang ngay.

Baon gian hoa phac do6 thuodc su dung lau dai, lieu
mot l[an/ngay

SU dung cac hop dung thubc theo ngay, gic.



Khuyén khich bénh nhan co trach nhiém /
quyén tu chu trong viéc theo doi thudng
Xuy€én huyéet ap cua minh

Giao duc bénh nhan va gia dinh bénh nhan
vé phac do bénh / diéu tri cua ho bang ICi
noi va bang van ban

Su dung_ mot cach tlep can cham soc lién
nganh néu cé dé cai thién tudn tha diéu tri



Tong két

- Piéu tri dat ngudng HA
« diéu tri tich cuc bang cach str dung su két hgp
clia cac loai thudc va thay doi 16i séng dé dat
dugc muc tiéu diéu tri.
« Tuan thu dieu tri
« moOt cach danh gia nhiéu chiéu nén dudc su dung
dé cai thién su tuan tha véi hai chién luge khéng
dung thuoc va dung thuoc



