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Eftects of Treatment on

Morbidity in Hypertension

Results in Patients With Diastolic Blood Pressures
Averaging 115 Through 129 mm Hg

Veterans Administration Cooperative Study Group on Antihypertensive Agents

JAMA, Dec 11, 1967 . Vol 202, No 11




Pourcentage de diminution des taux de déces par AVC
enregistrés aux Etats-Unis de 1972 a 1994

Tableau 1. Prise de conscience, traitement et conirble de I"hypertension :
tendances observées aux ~-Umnis entre 1976 et 1994

NHANES 111 NHANES Il
NHANES 1l (Phase 1) (Phase 2)
(1976-1980) (1988-1991) (1991-19943)
Prise de conscience 51 73 68
Traitement 31 55 53
Controlet 10 29 27

Hommes (race banche)
Femmnes (race blanche)
Hommes {race noire)
Femmes (races noire)
—20 4

Dimingtion (%)
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Les recommandations suivent les études

Blood-Pressure Threshold at Which Antihypertensive
Medication Should Be Initiated (mm Hg)

Trial

randomisés
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in french hypertensive patients
between 2004 and 2015

COM"E
FRANCAIS

Home BP < 135/85 mm Hg

m2004 m2007 m2009
2010 W2015

55%
53% 49% °

50%

PAS<135 et PAD<85

558 patients in 2004 424 in 2007, 537 in 2009 , 596 in 2010( > 35 years’old)
882 in 2015 ( = 55 years’old)



L'HYPERTENSION ARTERIELLE EN FRANCE : PREVALENCE, TRAITEMENT ET CONTROLE

EN 2015 ET EVOLUTIONS DEPUIS 2006

// HYPERTENSION IN FRANCE: PREVALENCE, TREATMENT AND MANAGEMENT IN 2015 AND TEMPORAL TRENDS
SINCE 2006

Anne-Laure Perrine’, Camille Lecoffre’, Jacques Blacher®, Valérie Olié' (valerie.olie@ bliquef: fr)

' Santé publique France, Saint-Maurice, France
2 Centre de diagnostic et de thérapeutique, Hétel-Dieu, AP-HP ; Université Paris-Descartes, Paris, France

Mesure de la pression artérielle et classification en niveaux, France, Esteban 2015

T —— .

PAS (mmHg) 1234 1234 1325 1379 1439 132 | 12091324 %
PAD (mmHg) 721 759 827 827 80,9 86 | 77,8794
Pression pulsée (mmHg) 507 475 498 552 30 526 | 51,7-534 100 +-- - S -
HTA systolique isolée (%) 50 64 92 204 377 141 | 113169
Niveaux de PA (%)
PA cptimale 3 9 28 105 71 23 | 207280
PA normale 37 28 198 219 167 59 | 222208
PA normale haute 183 15 257 27 182 202 16,8-238 80 T-- D -----" N """ "Dl """ -
HTA grade 1 1z 11 25 318 420 22 | 188257
HTA grade 2 00 24 54 70 100 45 2961
HTA grade 3 00 03 41 52 6.1 28 14-43
PA trop élevée 17 138 320 440 58,1 205 | 258333 60 +-- R . -
Femmes
PAS (mmHg) 1115 1148 1217 1311 13,9 1218 | 12061229
PAD (mmHg) 706 734 57 87 6 M8 | 143758
Pression pulsée (mmHg) 409 44 459 523 50,3 469 | 461478
HTA systolique isolée (%) 00 09 90 171 29 99 771122 40 +-- e e -
Niveaux de PA (%)
PA cptimale 792 617 481 259 23 503 | 465542
PA normale 19 27 201 27 177 190 | 180220
PA normale haute 75 91 158 183 162 130 | 103157 20 +-- L L .
HTA grade 1 15 74 14 253 20 135 | 1094162
HTA grade 2 00 01 48 45 13 34 2047
HTA grade 3 00 00 00 22 26 08 0016
PA trop élevée (%) 15 74 16,0 321 429 177 | 148208 0
Global pHR T T
PAS (mmHg) 172 190 1269 1343 1405 1263 | 12551272 | <0,0001
PAD (mmHg) ns 746 79.1 806 793 7 | 762712 | <0.0001 Hommes Hommes Femmes Femmes
Pression pulsée (mmHg) | 456 44 a8 537 612 498 | 490502 | <0.0001 2006 2015 2006 2015
HTA systolique isolée (%) 24 38 91 187 354 18 | 101137 | 002
Niveau g PA (%) <0001 B HTA non traitée =3 HTA traitée non contrblée
PA cptimale 579 511 357 186 150 77 | 350405
PA normae 22 251 198 28 1 23 | 200247 B HTA traitée contrilée
PA normale hate nz 132 208 209 172 185 | 143186
HTA grade 1 83 92 168 284 356 178 | 156199
HTA grade 2 00 12 50 57 106 38 2949
HTA grade 3 00 01 20 36 44 18 10-26
PA trop élevée (%) 83 105 238 37 506 234 | 211-258 | <0.0001

BEH 24 avril 2018
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Urgences et poussées hypertensives dans un
service d’Urgence Hospitalier : évaluation et
mortalité a 12 mois

Haythem GUIGA, Clémentine DECROUX , Gabriel SARLON, Francois
SILHOL ,Pierre MICHELET, Bernard VAISSE

CHU TIMONE Marseille 0
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European Society doi:10.1093/eurheartj/ehy339
of Cardiology

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the
European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)

Authors/Task Force Members: Bryan Williams* (ESC Chairperson) (UK),
Giuseppe Mancia* (ESH Chairperson) (Italy), Wilko Spiering (The Netherlands),
Enrico Agabiti Rosei (Italy), Michel Azizi (France), Michel Burnier (Switzerland),
Denis L. Clement (Belgium), Antonio Coca (Spain), Giovanni de Simone (ltaly),
Anna Dominiczak (UK), Thomas Kahan (Sweden), Felix Mahfoud (Germany),
Josep Redon (Spain), Luis Ruilope (Spain), Alberto Zanchetti' (Italy), Mary Kerins
(Ireland), Sverre E. Kjeldsen (Norway), Reinhold Kreutz (Germany),

Stephane Laurent (France), Gregory Y. H. Lip (UK), Richard McManus (UK),
Krzysztof Narkiewicz (Poland), Frank Ruschitzka (Switzerland),

Roland E. Schmieder (Germany), Evgeny Shlyakhto (Russia), Costas Tsioufis
(Greece), Victor Aboyans (France), and lleana Desormais (France)







Deéfinition HTA « hormale »

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

R e D T
o [ | e | e

Grade 2 hypertension 160-179 100-109

@ESC/ESH 2018

BP = blood pressure; SBP = systolic blood pressure.

*BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.
®lsolated systolic hypertension is graded 1, 2, or 3 according to SBP values in the ranges indicated.

The same classification is used for all ages from 16 years.




Prevalence de I’HTA en France en
fonction du seuil diagnostic

PA >=140/90 PA >=130/80

Esteban/Institut veille sanitaire



BP (mmHg) grading
Hypertension .
diSence Other risk factors, High normal Grade 1 Grade 2 Grade 3
staging | [IMOD,ordisease | gppy30-139 SBP 140-159 SBP 160-179 SBP 180
DBP 85-89 DBP 90-99 DBP 100-109 or DBP =110
No other risk Low risk Low risk Moderate risk High risk
factors
Stage 1
(uncomplicated) | 1or 2 risk factors Low risk Moderate risk High risk
>3 risk factors e High Risk High risk
Moderate risk
HMOD, CKD grade
(as Sntwa?snfatic 3. or diabetes High risk High risk gaan to
y . P mellitus without g g very high risk
disease)
organ damage
Stage 3 Established CVD, %
. CKD grade >4, or o P o P -
(esta.bllshed diabetes mellitus Very high risk Very high risk Very high risk Very high risk g
disease) . O
with organ damage g

Figure | Classification of hypertension stages according to blood pressure levels, presence of cardiovascular risk factors, hypertension-mediated
organ damage, or comorbidities. CV risk is illustrated for a middle-aged male. The CV risk does not necessarily correspond to the actual risk
at different ages. The use of the SCORE system is recommended for formal estimation of CV risk for treatment decisions. BP = blood pressure;
CKD = chronic kidney disease; CV = cardiovascular; DBP = diastolic blood pressure; HMOD = hypertension-mediated organ damage; SBP = systolic
blood pressure; SCORE = Systematic COronary Risk Evaluation.




Objectif Tensionnel

Table 23  Office blood pressure treatment target range
Age group Office SBP treatment target ranges (mmHg) Office DBP
treatment
target range
(mmHg)
Hypertension + Diabetes + CKD + CAD + Stroke™/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 if 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)

AOFESC/ESH 2Nn1Q

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.



Initial th Consider monotherapy in
nitia era . - - low risk grade 1 hypertension
on ACEi or ARB + CCB or diuretic (systolic BP <I50mmHg), or in

i o
Dual combination
very old (=80 years) or frailer patients

i

ACEi or ARB + CCB + diuretic

Step 2

Triple combination

Step 3 Resistant hypertension
Triple combination + YP Consider referral to a specialist centre

spironolactone or Add spironolactone (25-50 mg o.d.) for further investigation
other drug or other diuretic, alpha-blocker or beta-blocker

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

©ESC/ESH 2018

Figure 4 Core drug treatment strategy for uncomplicated hypertension. The core algorithm is also appropriate for most patients with
HMOD, cerebrovascular disease, diabetes, or PAD. ACEi = angiotensin-converting enzyme inhibitor; ARB = angiotensin receptor blocker; CCB =
calcium channel blocker; HMOD = hypertension-mediated organ damage; MI = myocardial infarction; o.d. = omni die (every day); PAD = peripheral
artery disease.



Recommandations ESH 2018

PA clinique >= 140/90 mmHg confirme —
Si realisaple L,JC'.J umwewwmmuw\_

mcmﬁ,r une PA <130/80 mmHg (clinique)

avant 65 ans, proche de 130/80 entre 65 et
79'ans et proche de 140/90 a partir de 80
1S mais >120/70 mmHg (perte du bénéfice)

Q



En « résumeé »

ojectif tensionnel :
ontre <135/85 et >120/70 mmHg

Marge de 15 mmHg systolique.

Cette marge est équivalente a la variabilité inter-observateur
de la mesure clinique.









Optimal BP Normal BP High-normal BP
<120/80 120-129/80-84 130-139/85-89

Hypertension
>140/90

Consider masked

Out-of-office BP
measurement
(ABPM or HBPM)

Use

hypertension
\j \J \J
Repeat BP at least Repeat BP at least Repeat BP at least
every 5 years every 3 years annually

either to
confirm
diagnosis

Repeated visits Out-of-office BP
for office BP measurement
measurement (ABPM or HBPM)

Indicat'ions for
ABPM or HBPM see Table 11

Figure 2 Screening and diagnosis of hypertension. ABPM = ambulatory blood pressure monitoring; BP = blood pressure; HBPM = home blood

pressure monitoring.

After detecting a specific BP category on screening, either confirm BP elevation with repeated office BP measurements on repeat visits
or arrange use of out-of-office BP to confirm the diagnosis of hypertension.

©ESC/ESH 2018



Deéefinition de I’'HTA ambulatoire

Table 9 Definitions of hypertension according to
office, ambulatory, and home blood pressure levels

Category SBP DBP
(mmHg) (mmHg)

Night-time (or asleep) mean =
|

BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood
pressure.
*Refers to conventional office BP rather than unattended office BP.

Mesure ambulatoire oui si réalisable (logistique et
économique) sinon répéter les mesures de
consultation (3 x 1 mn) aux deux bras () + hOrtho



Qu’est ce.qui.a.change?

Changes in recommendations

2013

2018

Diagnosis

Diagnosis

Office BP is recommended for screening and diagnosis of

hypertension.

It is recommended to base the diagnosis of hypertension on:
® Repeated office BP measurements; or
e Out-of-office BP measurement with ABPM and/or HBPM if logistically
and economically feasible.

Treatment thresholds

High normal BP (130-139/85-89 mmMHg): Unless the necessary
evidence is obtained, it is not recommended to initiate
antihypertensive drug therapy at high—normal BP.

“Treatment thresholds
Highnormal BP (130-139/85-89 mmHg): Drug treatment may be

considered when CV risk is very high due to established CVD, especially
CAD.

Treatment thresholds
Treatment of low-risk grade 1 hypertension:
Initiation of antihypertensive drug treatment should also be

considered in grade 1 hypertensive patients at low—moderate-risk,

when BP is within this range at several repeated visits or elevated by

ambulatory BP criteria, and remains within this range despite a
reasonable period of time with lifestyle measures.

Treatment thresholds

Treatment of low-risk grade 1 hypertension:

In patients with grade 1 hypertension at low—moderate-risk and without
evidence of HMOD, BP-lowering drug treatment is recommended if the
patient remains hypertensive after a period of lifestyle intervention.

Recommendation Grading




Indications
AMT et MAPA

Out-of-office BP (i.e. ABPM or HBPM) is
specifically recommended for a number of
clinical indications, such as identifying white-
coat and masked hypertension, quantifying
the effects of treatment, and identifying pos-
sible causes of side effects'’>*6%6872 (e g.

symptomatic hypotension).

It is recommended that all hypertensive
patients undergo pulse palpation at rest to
determine heart rate and search for

arrhythmias such as AF.2%%

Other BP measures and indices (pulse pres-
sure, BP variability, exercise BP, and central
BP) may be considered but are not often
used for routine clinical use at present.
They may provide useful additional informa-
tion in some circumstances and are valuable

tools for research.

ABPM = ambulatory blood pressure monitoring; AF = atrial fibrillation; BP =
blood pressure; CV = cardiovascular; HBPM = home blood pressure monitoring;
SBP = systolic blood pressure.

*Class of recommendation.

®Level of evidence.
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> » activement a sa thérapeutique
« se soumette » a la prescription.
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ratio moyen dispensation/
prescription

UNE FAIBLE OBSERVANCE DANS TOUTES LES PATHOLOGIES

Nombre de patients observants sur 100 patients dans la pathologie

Ostéoporose Diabéte Insuffisance Asthme Hypercholestérolémie
de type 2 cardiaque

www.imshealth.com

Hypertension

Sources : MPRsc = 80% - calcul sur données des bases

LifeLink et EPPM d’IMS Health
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d'HyperTension Artérielle

Accueil Le CFLHTA  Actualités LHTAc'estquoi  Soigner son HTA  Documents

Comiteé Francais de Lutte Contre 'Hypertension Artérielle

EvalObs Flahs Observance E Questionnaire

Observance

Evaluer I'observance o Evaluer le risque d'inobservance © Chercher a ameliorer |'observance ©
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CONCEPTS THEORIQUES DE ’ADHESION
THERAPEUTIQUE

Comportement humain : Connaissance des risques de la maladie
Que se passerait-il selon vous si on ne traitait
pas votre hypertension?

le modele sociocognitif
évalue l’adhésion. Attentes quant au traitement (outcome)

Que pouvez-vous attendre de ce traitement pour votre
hypertension?

Self-efficacy

Ap]_‘és aVOi]_“ Consulté les Vous sentez-vous capable d'intégrer ce traitement
au quotidien?
professionnels, le patient
5 ¢ . 74 o Bénéfices percus du changement
deCIde lul-meme S 11 prendra Quels bénéfices voyez-vous a démarrer
g ce traitement?
ou non son traitement selon
A o Facilitateurs et barriéres
SONn pI‘ Opl‘e b omn sers meme Si Qu’est-ce qui vous aide a prendre ce traitement?
L P Quelles difficultés rencontrez-vous a le prendre
sa décision peut paraitre S ka0

infondée aux yeux du
professionnel.
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ssion artérielle systolique a partir de

e les praticiens

interrogés déclarent mettre en route un traitement

Pourcentage de répondants

80

70

60

50

40

30

20

10

M patients de 40 260 ans M Patients de 70 ans ou plus

I
130-139 140-149 150-159 160-169 170-179 180-189

Pression artérielle systolique (mmHg)

Hyman. Arch Intern Med 2000;160:2281-6.




es de la PA

ent: pour les élévations m
I’inertie clinique est importante

Figure 1. Percentage of Visits With Medication Intensi- e
fication According to Systolic Blood Pressure Level i

HOLA /Hoco..
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. °_] l
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ol

<I30 130-139|140-149 150-159 160-169] 170-179 180+

Systolic Blood Pressure Level (mm Hg)

Andrade SE et al., Hypertension management: the care gap between clinical guidelines and
clinical practice. Am J Managed Care 2004;10:481-486



Probability of having a controlled BP according to physician's type

0,44
0,42

0,40
0,38 P for trend = 0.01

0,36

0,34

0,32 =

0,30

0,28 Gila o

T T T T T
Poorly Slighty Intermediate Motivated Highly
motivated motivated motivated

Figure 1. Probability, for a hypertensive patient included into the survey,
of having a controlled BP, according to physician’s type (unadjusted)

Consoli SM et al, J Hypertension, 2010;28:1330-9.
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Un tuyau de cuivre, relié a un tube vertical en
verre, fut introduit dans une artére d'un cheval, une
compression de cette artére empéchant
I’hémorragie au moment de I’incision.

« Lorsque l'artére fut libérée du garrot, le sang

s'éleva dans le tube a 8 pieds et 3 pouces (environ
2,5m) au-dessus du niveau du ventricule du
caur... ».

-- Pression maximale
« pression exercée par le sang Svs 57
contre les parois artérielles suite 7 78 >
a la contraction ventriculaire
- correspond a la pression systolique

iy

tube
en verre
- Pression minimale
- pression exercée par le sang
contre les parois des artéres
pendant le relachement cardiaque
+ correspond a la pression diastolique

Une premiére mesure de la pression artérielle
réa par Stephen Hales en 1733, ©c svr 2«
Bordas 2010
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Conclusion : recommandations ESH 2018

avec un appareil MAPA et/
ou les automesures ...

Traitements combinés pour le traiter initialement de la
plupart des patients souffrant d’hypertension artérielle :
pilule « unique » (deux médicaments en un comprimé)

Traitement de base simplifié : utilisation préférée d'un IEC
(ou ARA2), combinés a un inhibiteur calcique et/ou a un
diurétique thiazidique

La cible tensionnelle sous traitement est abaissée a 130/ 80
mmbHg chez la plupart des patients de moins de 65 ans.

Adhérence thérapeutique.


https://www.cardio-online.fr/Actualites/Depeches/Hypertension-la-pression-ambulatoire-predit-mieux-la-mortalite-qu-en-consultation

More Time
'

Think different.



