APTHPIAKH YIIEPTA2H

FTAPY®AAATA ITIOYAAKOY
HEPIKAHYXY MANATOIHOYAOZX




2.
3.
4,
9

YNEPTALH

H vmépraon coPapog mapayovrag
KIvOLVOoUL

Meyalog emmmoAaopog (25-90%)
IS1omadng 95%

Ymodiayveon - Ymepdiayvaon

YmoOeparsia



MHXANIZMOI ITPOKAH2ZHX
YIIEPTA2ZHX

1. YynAng mapoxng
1. MEIWPEVEG TTEPIPEPIKESG AVTIOTATEIG,
2. adpevepyikn Kap6|q|<r'| LITEPSPAOTNEIOTNTA KAl
3. Siarapaxn ™me ouomomong TOL aoPeoTiov
2. ®ULOIOAOYIKN N HEIUEVN KAPSIAKN TTAPOXT, ALENHEVES
TTEPIPEPIKEG AVTIOTACEIS KAl aLENUEVN AVTISPACTIKOTNTA TRV
ayyeiwv

3. Avgnuévn KatakpaArtnon aAartog Kai béaTog aTo ToLG
VEPPOULG, HE ETAKOAOLON Av§non TOL KLKAOPOPOLVTOG
OYKOUL AIJATOG

4. AvTISPACTIKOTNTA TNG KOPTICOANG (8¢iKTNG evepyoTTOIiNONG
TOL A§ova LITOBAAAHOL-LTTOPLONG-ETTIVEPPISIWY),
OLVSEETAI HE CLVONKEG PLXOKOIVAVIKOL stress Kal
HEAAOVTIKN EUPAVIOT LITEPTAOCNG

5. AvVOOOAOYIKOI HNXaviouoi???



EEEAI=ZEH THX IAIOTTA®OYZ
YIIEPTA2ZHX

* MpoUtmepTaon (NAkia10-30 eTcov-avénon TNG
KapSIaKNG TTApoxNG)

 Mowiun vrreépTacn (NAKkia 20-40 eTv- avbENoN TV
TTEQIPEPIKWV AVTIOTACEWV)

« Eykateotnuevn vtreptacn (nAikia 30-50 eTwv)
« EmmAeypevn vmrepTacn (NAikia 40-60 €Twv)



BENEFITS WITH ANTIHYPERTENSIVE
THERAPY

- Average 35-40% reduction in stroke incidence
« Average 20-25% reduction in myocardial infarction
- Average >50% reduction in heart failure

* Moreover, it is estimated that 1 death is prevented
per 11 patients treated for stage 1 hypertension and
other cardiovascular risk factors when a sustained
reduction of 12 mm Hg in systolic BP over 10 years is
achieved.

- However, for the same reduction is systolic BP
reduction, it is estimated that 1 death is prevented
per 9 patients treated when cardiovascular disease
or end-organ damage is present



AITIA AEYTEPOITA®OYX YIIEPTAXHX

* NeppiIka (2.5-6%) vepPOTTAPEYXLHATIKES KAl
VEPPAYYEIAKES VOO OI :
* MoAvkvOTIKOI VEPPOI
« Amogppa&n ovPOTTOINTIKOL
« 'OYKOG TTOL TTaPAYEl pevivn
 Liddle syndrome
« Neppayyeiakn vmrepraon omavio aitio(0.2-4%)



AITIA AEYTEPOITA®OYX YIIEPTAXHX

- Ayyslaka:

¢ AlaX®WPIOCHOS A0PTAS

« Ayyeimdeg

« Noool LVSETIKOD 1I0TOL pE TTPOTPOAN ayyeEiwy
« Nevpoyevn:

 'OYKOI eyKePAAOL

 MoAvopveAitida

- EvSokpavia vmrépraon
- Evéokpivika

- dappaka



ENDOCRINE CAUSES OF
HYPERTENSION

« They account for 1-2% of secondary hypertension

 Exogenous causes
- administration of steroids.

« Oral contraceptive use. Approximately 5% of women taking oral
contraceptives may develop hypertension

» Activation of the renin-angiotensin-aldosterone system (RAAS) is the likely
mechanism, because hepatic synthesis of angiotensinogen is induced by the
estrogen component of oral contraceptives.

* Nonsteroidal anti-inflammatory drugs (NSAIDs) increase BP. NSAIDs block
both cyclooxygenase-1 (COX-1) and COX-2 enzymes. The inhibition of
COX-2 can inhibit its natriuretic effect, which, in turn, increases sodium
retention. NSAIDs also inhibit the vasodilating effects of prostaglandins

- Endogenous hormonal causes include the following:

* Primary hyperaldosteronism

* Cushing syndrome

* Pheochromocytoma

» Congenital adrenal hyperplasia



OAPMAKA KAI TOZIKEZ OY2ZIEZ T10Y
[TPOKAAOYN YIIEPTAXH

e AAKOOA

« Kokaivn

« Kukhoomopivn- tacrolimus

c MIAOD

« EpuOpotroinTivn

- ASpevepYIKA papHAKa

« ATTOCLH®POPNTIKA TTOL TTEPIEXOLV ETTIVEPPIVN

« DLTIKA eKXLAIopaTa YALKOpPIZac N ePpedpivng
 NikoTivn



AANA AITIA YIIEPTAXH2:

* HomrepBupeoelSIoPOG Kal LITOBLPEOEISIOHUOG
* YmepaoPeoTiaipia

* YmepmapabupeoelSIONog

« AKpoMEYaAia

* YITVoamvoiko ocLVSPOuOo

« IXETICOMEVN HE TNV KLNON



ATAT'NQXH YIIEPTAXHX

 Metpnoeic All 6to ypageio

 Metpnoeic All 6to omitt

o 24mpn weputatnTikn Koroypaen AIT (OXI
HOLTER)



ATAT'NQXH YIIEPTAXHX

Yvotomkn (MMHQ) | Atostoikn (MmMHQ)
ATl T'pagsio 140 90
AIl Xritu 130-135 85
240pn 125-130 80
Hpépa 130-135 85
Noyra 120 70




YTOXOIATAI'NQETIKOY EAEI'X0OY

* Al0GTPOUATOON KAPOLOYYELLKOD KIVODVOU
* Altyvmon 0evTePOYEVONS VTEPTAGTC (OYL GLYVT)
* Aidtyvoon aAAov tadnocemv

MEXA ATAI'NQXTIKOY EAEI'XO0OY

* [6TOpP1IKO
* Dyvoikn eCEtaoon
e [TapakAtvikog EAeyyog



E€eTtaoeig povuTtivag

e TAvkoln vnoTeiag

« TALKOZLAIWUEVN AljOTPpaIpivN
« OAIKN - HDL - LDL xoAnoT1epOAN
« TpiyAvkepidia vnoTeiag

« HAekTpoAULTEG O0pOU, Na, K, Ca
- Kpearivivn opob

« Kpeativivn opo0 — CICr - GFR
 Tevikn aiparog

« AvaAvon ovpwV

* HKT

Tomog Cockroft - Gault

.. (140-HAKkia)x 2B (kg)
Ccer(ml/min): (ITIC yuvaikeg x 0,85)
72x Kpeativivn opov (mg/dl)




‘AANNEC OLVIOTWMEVEG EEETATEIC

Ymepnxoypagnua kapdiag

Echo kapwTidwv (I-M-T)

MikpoaAPoupivn obpwV (av stick BTikO)
AcikTnG TMieong Kvnung - Ppaxiova
BuBookotnon

Aokigaoia avoxng YAvkodlng (av gi>100mg/dL)
PO (el Orsprel e mbyuUli<an [<hijefie)e)

24wpn kataypagpn All

NepaITépo €18IKN Epevva.



EINIBEBAIQXH TH2 YITEPTA2ZHX

« AvELPEON TTABOAOYIKNG TIUNG All o¢€ TOLAOXIOTO 3
CEECIDITIE CHE I N@EIC  Oo AR OIOGICIo @G
ETTIOKEWEIC PETA TNV APXIKN a&ioAoynon (N heTpnon
LTTOAOYICETAI KOBE POPA HE TO PECO OPO 2-3
UETONOEWV UE SIAPOOA TOLAAXIOTOV 2 AETTTAV)

« EmMTTALOV, PE KAIVIKN EEETACN KAI IOTOPIKO TTOETTEl VO
SiepevvnOei
* HékTaon TNG PAPNC o€ Opyava oTOXoLC (OPOBAAUOI, VEPEOI,

EYKEPAAOG, KaPSdIA)
« O Kapdlayyelakog Kivbuvog ToL acBEVOLC



YIIEPTA2ZIKH
AMOIBAH2ZTPOEIAOITAG®EIA




EAEI' XO2Z OPTANQN XTOXQN

« Heart: left ventricular hypertrophy, angina/previous
myocardial infarction, previous coronary
revascularization, and heart failure

* Brain: stroke or transient ischemic attack, dementia
» Chronic kidney disease

» Peripheral arterial disease

» Retinopathy









THE CLASSIFICATION OF BP FOR
ADULTS AGED 18 YEARS OR OLDER

 Normal: Systolic lower than 120 mm Hg, diastolic
lower than 80 mm Hg

* Prehypertension: Systolic 120-139 mm Hg, diastolic
80-89 mm Hg

» Stage 1: Systolic 140-159 mm Hg, diastolic 90-99
mm Hg

- Stage 2: Systolic 160 mm Hg or greater, diastolic 100
mm Hg or greater

Chobanian AV, Hypertension. Dec 2003;42(6):1206-52



e B

MAPATONTEL NOY EMHPEAZOYN
THN NMPOINQLH

Mapayovreg KivéLvou

YmokAiIvikn BAApNn opyavev

Lakxapaédng siapntng — MeTaBoAIko cLvSpouo
Nadnon Kapdiag — ayyeiwy — veppVv



MAJOR CARDIOVASCULAR RISK
FACTORS

Hypertension: component of
Tobacco use, particularly cigarettes, including chewing tobacco

Elevated LDL cholesterol (or total cholesterol 2240 mg/dL) or low
HDL cholesterol: component of metabolic syndrome

Diabetes mellitus: component of metabolic syndrome
Obesity (BMI 230 kg/m?): component of metabolic syndrome

Age greater than 55 years for men or greater than 65 years for
women: increased risk begins at the respective ages; the Adult
Treatment Panel lll used earlier age cut points to suggest the
need for earlier action

Estimated glomerular filtration rate < 60 mL/min
Microalbuminuria

Family history of premature cardiovascular disease (men < 55
years, women < 65 years)

Lack of exercise


http://emedicine.medscape.com/article/165124-overview

MAPATONTELX KINAYNOY

« AvoAhiméaipia (Tc>190 mg/dl, LDL-c>115mg/dI,HDL-
c A<40mg/dl, I<46mg/dl, Tg>150mg/dl)

« FT'A\vkoln vnoTeiag 102-125mg/di



Ynoxkvikn) BAapn opyavev

* Yneptpooio ap. kotliag (HKI-Echo)

* [Tdyvvon toyouatog kapmtidag (IMT>0.9mm 1 TAdka)

* PWV > 12m/sec

o AIl kviung / Bpayrova <0.9

* Mwpn avénon kpeatvivng (A 1.3-1.5 mg/dl, I'1.2-1.4mg/dl
e Xaunin CrC § GFR (<60ml/min/ 1.73m?

* MikpoaAPovuvovpia (30-300mg/24mpo)



Left ventricular hypertrophy
and left atrium enlargement

YOYKEVTPIKN LTTERTPOPIA APICTEPNC
KOINIAG-VEKQOTOUIKO eVPNUA

“Car box" nuclei




Apmpraxn mieon (MmMHQ)

AALOL TOPAYOVTES
KIvOOVOV.
YBOZX 1 [Ta6non

Kavévag  aAlog
TOPAYOVTOG
KvdOvou

1-2  mapdyovieg
KvdOvoL

3 M meplocOTEPOL
TOPAYOVTES

Kivovvov, M2,
YBOZ, 1

dwprTng
Eykateotnuévn
KapOloyyeloky M
VEQPPIKT VOGOG

dvororoyum Opaxd

>AIl 120- evcroykn | ZAIT 140-159

129 2AII 130-139
N AAII 80-84 | 1 AAII 90-99

Métprog
emumALOV
Kivduvog

4

1°v gTadiov

l
AATI 90-99

Métprog
£mmhiov

/ Ktvéuvog

2°° 6TAd10V 3°° oTadiov
>AIT 160-179 YAIT>180
N AAIT 100-109 | 1 AAIT>110

Métprog
emmAéov
Kivouvog

Métprog
emmAiov
Kivouvog




2TOXOI OEPAIIETIAY

o ['evikdc otoyog AIL <140/90 mmH(g
e Atopa peydiov K.A kivovvov Al <130/80 mmH(g

 Hlwopévor n All 6t0y0¢ 10100 Le VEOTEPOLC



AAAATEX TPOIIOY ZQHX

A10KOTTY) KOTVIGULOTOG

Meimwon couatikob Bapovc

Alota TAOVGI0 GE GPOVTO, ACYOVIKA, OTTOYOL
YOAUKTOKOUIKQ, EAALOACOO

Meimwon TpdsAnYNC aAatiov
Meimon KaTavaAmong aAKOOA

30 Aentd aepOProc AGKNGNC NUEPNGIME



LIFESTYLE MODIFICATION

Weight loss (range of approximate systolic BP reduction [SBP], 5-20 mm
Hg per 10 kg)

Limit alcohol intake to no more than 1 oz é30 mL) of ethanol per day for
men or 0.5 oz (15 mL) of ethanol per day for women and people of
lighter weight (range of approximate SBP reduction, 2-4 mm Hg)

Reduce sodium intake to no more than 100 mmol/day (2.4 g sodium or 6
g sodium chloride; range of approximate SBP reduction, 2-8 mm Hg)V!

Maintain adequate intake of dietary potassium (approximately 90
mmol/day)

Maintain adequate intake of dietary calcium and magnesium for
general health

Stop smoking and reduce intake of dietary saturated fat and cholesterol
for overall cardiovascular health

Engage in aerobic exercise at least 30 minutes daily for most days (range
of approximate SBP reduction, 4-2 mm Hg)



ApTnproki) wicon
mmHg

OPIAKH APT. IIIEXH

Yvotohlkn 130-139 [

Koi/M dtactoMkn 85-89

"ENAPEH ®PAPMAKEYTIKHX OEPAIIEIAX

-'Evapén Bepaneiog povo o acbevelc ue peydio
KOPOLOYYELNKO KivOuvo UETA 0O TOLAAYIOTOV
2 emokéyelc o€ 2- 4 gfooudosg

YIIEPTAXH XTAAIOY 1
>votolkn 140-159
KoM otoetoAtkn 90-99

* Mikpdg Kivovvog: ITapakorovOnon-airayn TpOTOL
Cong v 6-12 punvec. ‘Evapén Oepameiog av n wicon
ropapével >140/90 mmHg.

* Méoog kivovvog: ITapakorovOnon-airayn TpOTOL
Cong yw 3-6 unvec. 'Evapén Oepameiog av n wieon
nopauéver > 140/90mmHg.

* Meydhog kivovvog. EmBefaimon oe tovhdyiotov

2 EMOKEYELS OE UEPIKES EPOOUAOES Kot Evapsn
Oepameiac.




ApTNproxn wieon
mmHg

"ENAPEH ®PAPMAKEYTIKHYX OEPAIIEIAX

YIIEPTAYXH XTAAIOY 2
Xvotolkn 160-179
KoM owwctoAkn 100-109

11

*Mé£oog Kivouvvog: TTapakorovOnon-airayn TpOTOL
Cong v 3-6 unvec. 'Evapén Bepamneiac av n wicon
mopapével > 140/90 mmHg.

* Meydhog kivovvog: EmiPePainon og tovddyiotov 2
EMICKEYELC OE LEPIKES ELOOUAOES KAl EVapPEN
Oepameiog.

YIIEPTAXH XTAAIOY 3
YvotoAkn > 180
Koum owaetoikn > 110

- EmBefaionon oe TovAdyiotov 2 ETGKEYELS
O€ UEPIKEC UEPEC KO EvapEN Bepameiag.




SEVENTH REPORT OF THE JOINT NATIONAL COMMITTEE
(JNC7) ON PREVENTION, DETECTION, EVALUATION, AND
TREATMENT OF HIGH BLOOD PRESSURE (JNC 7)

Key messages

The goals of antinypertensive therapy is the reduction of cardiovascular and renal
morbidity and mortality, with the focus on conftrolling the systolic BP, as most
patients will achieve diastolic BP control when the systolic BP is achieved

Prehypertension (systolic 120-139 mm Hg, diastolic 80-89 mm Hg) requires health-
promoting lifestyle modifications fo prevent the progressive rise in blood pressure
and cardiovascular disease

In uncomplicated hypertension, a thiazide diurefic, either alone or combined with
drugs from other classes, should be used for the pharmacologic treatment of most
cases

In specific high-risk conditions, there are compelling indications for the use of other
antihypertensive drug classes (eg, angiotensin-converting enzyme [ACE] inhibitors,
angiotensin receptor blockers [ARBs], beta blockers, calcium channel blockers)

Two or more antihypertensive medications will be required to achieve goal BP (<

5{10/90 mm Hg or < 130/80 mm Hg) for patients with diabetes and chronic kidney
iseqse

For patients whose BP is more than 20 mm Hg above the systolic BP goal or more

than 10 mm Hg above the diastolic BP goal, initiation of therapy using 2 agents,
one of which usually will be a thiazide diuretic, should be considered

Regardless of therapy or care, hypertension will be controlled only if patients are
motivated to stay on their freatment plan



AMERICAN DIABETES ASSOCIATION
2011 STANDARD OF MEDICAL CARE

 The ADA 2011 standard of medical care states that in individuals with
diabetes and mild hypertension, it may be reasonable to begin treatment
with a trial of nonpharmacologic therapy (diet, exercise, and other
lifestyle modifications.) Mild hypertension as defined by the ADA
guideline (systolic blood pressure 130-139 mm Hg or diastolic BP 80-89
mm Hg) may be classified as prehypertension by other organizations.

 The ADA 2011 standards of medical care in diabetes also indicate that a
maijority of patients with diabetes mellitus have hypertension. In patients
with , hephropathy is often the cause of hypertension,
whereas in , hypertension is one of a group of related
cardiometabolic factors.

» Hypertension remains one of the most common causes of congestive
heart failure (CHF). Antihypertensive therapy has been demonstrated to
saignificanﬂy reduce the risk of death from stroke and coronary artery

isease.

» Other studies have demonstrated that a reduction in BP may result in
improved renal function. Therefore, earlier detection of hypertensive
nephrosclerosis (using means to detect microalbuminuria) and
aggressive therapeutic interventions (particularly with ACE inhibitor
drugs) may prevent progression to end-stage renal disease


http://emedicine.medscape.com/article/117739-overview
http://emedicine.medscape.com/article/117853-overview

ANTIYIIEPTAXYIKA ®PAPMAKA ITPQTHX I'PAMMHX

e AlovpNTIKQ

* Bnto anokAeloTEC

* Avaoctoieic M.E.A.

e Avtayoviotéc vmoooycwv A 11

e AvTayoviotéc acPectiov

Kevtpika opaovia
AyyE100106TAATIKA
MebvAvtona



[TIPOTIMQMENA ANTIYITIEPTAXIKA
ANAAOI'QY YYNNOXHPOTHTQN

* Heart failure: diuretic, beta-blocker, ACE inhibitor,
ARB, aldosterone antagonist

« Postmyocardial infarction: beta-blocker, ACE
inhibitor, aldosterone antagonist

* High coronary disease risk: diuretic, beta-blocker,
ACE inhibitor, CCB

* Diabetes: diuretic, beta-blocker, ACE inhibitor, ARB,
CCB

» Chronic kidney disease: ACE inhibitor, ARB
- Recurrent stroke prevention: diuretic, ACE inhibitor



YYNAYAZXMOI ANTIYITEPTAXIKQN ®APMAKQN

Aox1u0t

* Avtayoviotnc Ca+ AMEA MW AYAII
e Awovpntikdo + AMEA 1 AYA II

*  Awopomvpuwivec + B amokAeIGTNG

e Avtayoviotig Ca + Atovpntikd

[Ipocoyn

* Mn owwpomvplotvn + B- amoKAEIGTNC

e AovpnTikd + B-omoKAEIGTNG

« AMEA 1 AYA [ + KaAlocuvInpnTiko o10vpnTiko




THIAZIDE DIURETICS

« Hydrochlorothiazide, indapamide

» Thiazide diuretics are used as monotherapy, or they can
be administered adjunctively with other antihypertensive
agents. Thiazide diuretics inhibit reabsorption of sodium
and chloride mostly in the distal tubules. Long-term use
of these drugs may result in hyponatremia.

» They also increase potassium and bicarbonate excretion
and decrease calcium excretion and uric acid retention.
Thiazides do not affect normal blood pressure.

« All available loop and thiazide diuretic agents, except
ethacrynic acid, possess a sulfonamide group, which
has important clinical relevance to those individuals with
allergies to sulfonamide agents.



LOOP DIURETICS

Furosemide, bumetanide

Loop diuretics act on the ascending limb of the loop of
Hﬁlnleainhibifing the reabsorpfion of sodium and
chloride.

Loop diuretics are commonly used to control volume
retention; they are more commonly prescribed for
patients with decreased glomerular filtration rate or
heart failure. Loop diuretics do not reduce blood
pressure as effectively as thiazide diuretics when they
are used as monotherapy, especially if they are dosed
once daily.

All available loop and thiazide diuretic agents, except
ethacrynic acid, possess a sulfonamide group, which has
important clinical relevance to those individuals with
allergies to sulfonamide agents.



ACE INHIBITORS
CLASS SUMMARY

Captoprin, enalapril, lisinopril, ramipril, quinapril
Angiotensin converting enzyme (ACE) inhibitors are the treatment of

choice in patients with hypertension, chronic kidney disease, and
proteinuria.

ACE inhibitors reduce morbidity and mortality rates in patients with
heart failure, patients with recent myocardial infarctions, and patients
with proteinuric renal disease.

ACE inhibitors act primarily through suppression of the renin-
angiotensin-aldosterone system. ACE inhibitors prevent the
conversion of angiotensin | to angiotensin Il and block the major
pathway of bradykinin degradation by inhibiting ACE.

The blood-pressure-lowering effects of ACE inhibitors and thiazides
are approximately additive, and there is also the potential for
hyperkalemia when ACE inhibitors are coadministered with
potassium supplements or potassium-sparing diuretics.

Cavution when co-administered with aliskiren



ANGIOTENSIN RECEPTOR BLOCKERS
(ARBS) CLASS SUMMARY

 Losartan, olmesartan, valsartan

« Generally, ACE inhibitors should remain the initial freatment of
choice for hypertension. Angiotensin Il receptor antagonists or
angiotensin receptor blockers (ARBs) are used for patients
who are unable to tolerate ACE inhibitors. ARBs competitively
block binding of angiotensin-Il fo angiotensin type I (AT,)
receptors, thereby reducing effects of angiotensin II—mJuced
vasoconstriction, sodium retention, and aldosterone release;
the breakdown of bradykinin should not be inhibited. If
monotherapy with an ARB is not sufficient, adding a diuretic
should be considered.

- Caution when co-administered with aliskiren ; in patients with
hypertension and type 2 diabetes and renal impairment who
are at high risk of cardiovascular and renal events, there is an
increased risk of nonfatal stroke, renal complications,
hypokalemia, and hypotension when aliskiren is added to
ACE inhibitor or ARB therapy.



BETA-BLOCKERS

Class Summary

Beta-blockers are generally not recommended as first-line
agents for the tfreatment of hypertension; however, they are
suitable alternatives when a compelling cardiac indication
(eg, heart failure, myocardial infarction, diabetes) is present.
Selective beta-blockers specifically block beta-1 receptors
alone, although they can be nonselective at higher doses.

Caution should be used in administering these agents in the
setting of asthma or severe chronic obstructive pulmonary
disease (COPD), regardless of beta-selectivity profile.

In addition, exacerbations of angina and, in some cases,
myocardial infarction have been reported following abrupt
discontinuance of beta-blocker therapy. The doses should be
gradually reduced over at least a few weeks.

Beta-1 Selective: atenolol, metoprolol, bisoprodol, timolol,
propranolol



BETA-BLOCKERS

Beta-Blockers, Alpha Activity: labetalol , carvedilol
Class Summary

They have peripheral vasodilatory effects that act via
antfagonism of the alpha-1 receptor in addition to beta-
receptors

Beta-Blockers, Intrinsic Sympathomimetic
Class Summary

Agents such as acebutolol and pindolol possess intrinsic
sympathomimetic activity (ISA). These agents can be
used alone or in combination with other antinypertensive
agents, particularly with a thiazide-type diureftic.



OTHER CLASSES OF
ANTIHYPERTENSIVES

Vasodilators
Class Summary

Vasodilators relax blood vessels to improve blood flow, thus decreasing blood
pressure.

Hydralazine may lower blood pressure by exerting a peripheral, vasodilating effect

through a direct relaxation of vascular smooth muscle. Caution should be used

\é{hen hydralazine is administered in patients with concomitant coronary artery
isease.

Minoxidil | is indicated in severe hypertension that is symptomatic or associated
with end-organ damage and is not manageable with maximum therapeutic doses
of a diuretic plus 2 other antihypertensives

Aldosterone Antagonists, Selective (eplerenone/Inspra, spironolactone)
Class Summary

Aldosterone antagonists compete with aldosterone receptor sites, reducing blood
pressure and sodium reabsorption.

Alpha,-Agonists, Central-Acting (methyldopa, clonidine)
Class Summary

Centrally acting alpha2-agonists stimulate presynapftic alpha2-adrenergic
receptors in the brain stem, which reduces sympathetic nervous activity.



CALCIUM CHANNEL BLOCKERS (CCBS)
CLASS SUMMARY

* Dihydropyridines: nifedipine, amlodipine, felodipine,
* Non-dihydropyridines verapamile, diltiazem

» Dihydropyridines bind to L-type calcium channels in
the vascular smooth muscle, which resulis in
vasodilatation and a decrease in blood pressure.
They are effective as monotherapy in black patients
and elderly patients.

* Non-dihydropyridines such as verapamil and
diltiazem bind to L-type calcium channels in the
sinoatrial and atrioventricular node, as well as
exerting effects in the myocardium and
vasculature.



OTHER CLASSES OF
ANTIHYPERTENSIVES

Renin Inhibitors/Combos (aliskiren)
Class Summary

Renin inhibitors act within the renin-angiotensin system (RAS), a hormone system
important in the regulation of blood pressure, electrolyte homeostasis, and vascular
growth. Renin inhibitors have an additive effect when used with diuretics. Avoid the
use of these agents in pregnancy.

Alpha-Blockers, Antihypertensives (prazosin, terazosin)
Class Summary

Alpha-blockers are generally not recommended as initial monotherapy. They
selectively block postsynaptic alpha, -adrenergic receptors. They dilate arterioles
and veins, thus lowering blood pressure. These drugs can be combined with any of
the other antinypertensives in other drug classes. Common side effects seen in this
drug class include dizziness, headache, and drowsiness, in addifion to orthostatic
and first-dose hypotension.

Antihypertensives, Other (reserpin)
Class Summary

Reserpine is a peripherally acting adrenergic agent. It is indicated for mild
hypertension and can be used as adjunctive therapy with other antihypertensive
agents in more severe forms of hypertension. (depression, braducardia)



HYPERTENSIVE CRISIS

Especially severe cases of hypertension, or hypertensive
crises, are defined as a BP of more than 180/120 mm Hg

In hypertensive emergencies (with evidence of organs
affected), the BP should be aggressively lowered within
minutes to an hour by no more than 25%, and then lowered to
160/100-110 mm Hg within the next 2-6 hours.

Acvute end-organ damage in the setting of a hypertensive
emergency may include the following:

Neurologic: hypertensive encephalopathy, cerebral vascular
accident/cerebral infarction, subarachnoid hemorrhage,
infracranial hemorrhage

Cardiovascular: myocardial ischemia/infarction, acute left
ventricular dysfunction, acute pulmonary edema, aortic
dissection, unstable angina pectoris

Other: acute renal failure/insufficiency, retinopathy,
eclampsia, microangiopathic hemolytic anemia



OIAHMA OITTIKHZ ©GHAHX




HYPERTENSIVE CRISIS

Renal parenchymal disease: i.e chronic pyelonephritis

Systemic disorders with renal involvement: systemic
lupus erythematosus, systemic sclerosis, vasculitides

Renovascular disease: atherosclerotic disease,

Endocrine disease: pheochromocytoma, Cushing
syndrome, primary hyperaldosteronism

Drugs: cocaine, amphetamines, cyclosporine, clonidine
(withdrawal), diet pills, oral contraceptive pills

Drug interactions: monoamine oxidase inhibitors with
tricyclic antidepressants, antihistamines, or tyramine-
containing food

Centiral nervous system factors: CNS frauma



O1 KatevolLVTNPIES 0SNYIEC ATTOTEAOLY £va
OLHPBIBACTIKO KEIMEVO TTOL UTTOPEI VA
XpnoipgormoinOsi:

- Iav Baon yia ekmmaidevon kal éEaoknon

« IaV OonuEio avapopdag EMOTNHOVIK®V evoei§ewv yia
TNV £pappoyn KAaraAAnAwyv ueBodwyv Siayvwong Kai
Oeparmeiag TNS apTNPEIAKNS LITEPTACNS
'Ouwg Sev ammoteAoLV éva amapdafaro kavova mou
mEEMel va epapuoleral o KaBe appwoTo. e KAOe
APPWOTO Ol ATTOPACEIC TIPETEl va £EATOUIKELOVTAI
Kal va £ELTTNPETOLY CLYKEKPINEVOLS OTOXOULG.
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