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Diyastolik
(mmHQ)

<120 ve < 80

120-129 velveya 80-84

Yiiksek normal 130-139 velveya 85-89

Evrel HT 140-159 velveya 90-99
Evre 2 HT 160-179 velveya 100-109

Evre 3 HT > 180 velveya >110

Izole sistolik HT > 140 ve <90

Sistolik (mmHg)

ESC/ESH- 2013 HT Kilavuzu



Kan Basinci Diizeylerine lliskin I.
Tanimlar ve Siniflandirma

Diyastolik
(mmHQ)

Prehipertansiyon 120-139 80-89
Evrel HT 140-159 90-99
Evre 2 HT > 160 > 100
Izole sistolik HT > 140 <90

Kategori Sistolik (mmHg)

80 yas ustu:

ASH/ISH- 2014 HT Kilavuzu



Hedef KB llag¢ baslanmasi icin
Kilavuzlarin Karsilastirilmasi

Table &, Guideline Com parisons of Goal BP and Initial Drug Therapy for Adults With Hypertension

Guideline

Population

Eoal BP,
mm Hg

Initial Drug Treatment Opticns

2014 Hypertension
guidelime

ESHJESC 2013%°

CHEP 20134%

ADA 20133
KDIGO 20124

MNICE 2011

ISHIB 201042

General =60 v

Genaral <60y
Diabetes

CED

Genaral nonelderly
Genaral elderly =B0 v
General =280 y
Diabetes

LELD no proteinuria
CED + prateinuria

reneral <&l y

General =80 y

Diabetes

CKD

Diabetes

CKD no proteinuria
CED + proteinuria
General <80 y
General =80 y
Black, lower risk

largetl organ damage
or CVD risk

=150/90

=140/90
< 140790
= 140750
= 14090
=150/90
<1 50,/90
= 1 40/85
< LUy
= 1 30/90
< 14Uy S0

=150/90
=130/80

=140/90
<140/80
=140,/90
=130/80
< 140/90
<150/90
=1 35/85
<130/80

Monblack: thiazide-type divuretic, ACE|, ARB,
or CLH

Black: thiazide-type diuretic or CCE
Thiazide-type divretic, ACE|, ARB, or CCH
ACEl or ARE

B-Blackar, diuretic, CCB, ACEl, or ARB

ACEl or ARE
ACEl or ARE

Thiazide, B-blocker {(age <&0y), ACE] (nonblack),
or ARB

ACEl or ARE with additional CVD risk
ACEL ARB, thiazide, or DHEPLLE without addi-
ticnal CVID risk

ACEl ar ARB
ACEl or ARE
ACEl or ARE

=55 yw: ACE| or ARE
=55 v ar black: CCB
Dieretic or CCH




Hipertansiyonda kan basinci
hedefler!

Genel <60vyas < 140/90 mm Hg

Genel = 60 yas < 150/90 mm Hg*

Diyabet < 140/90 mm Hg

Kronik Bobrek
Yetersizligi

< 140/90 mm Hg



Hipertansiyonda kan basinci

hedeflerl

Genel <80yas

Genel = 80 yas

Diyabet

Kronik Bobrek
Yetersizligi

< 140/90 mm Hg
< 150/90 mm Hg
< 140/90 mm Hg

< 140/90 mm Hg




Hipertansiyonda KB Hedefler!

<130 (Asikar proteinuri varsa, ESC

2013)




Ofis Disi Kan Basinci Olcimi ||

=Tibbi ortamdan uzakta, KB ni daha guvenilir
yansitabilecek ¢cok sayida KB olcumu alinabilir

=24 saat icin tekrarlanabilirligi iy

=EKBO ve AKBO birbirini tamamlayicidir

=Ofis KBO, ofis disi 6lcime gore
=genelde daha yuksektir ve
=bu fark ofis KB arttikca artar

ESC/ESH- 2013 HT Kilavuzu



Olcimlere gore Hipertansiyon
Sinir Degerlerti

Ofis velveya

Ambulatuvar

Gunduz (uyanikken) velveya

Gece  (uyurken) velveya

ve/veya

ve/veya

ESC/ESH- 2013 HT Kilavuzu



Ambulatuar Kan Basinc Olctiim |.
(AKBO) Metodolojik hususlar

=Gunluk aktiviteler ve gece uykusu sirasinda

=QOlctimlerin 20 dk da bir yapiimasi (giindtiz ve
gece ayni siklikta) onerilir

=Gunduz en az 14, gece en az 7 gecerli 6lciim
bulunmalidir (en az % 70 | uygun olmali)

= Kardiyak ritim belirgin dlzensizse alinan
Olcumlerin dogrulugu azalmaktadir

ESC/ESH- 2013 HT Kilavuzu



Ambulatuar Kan Basinci Olcim R
Analiz ve Degiskenler

=Kan basinci gece normalde azalir: “dipping”

Kategori Gece/qunduz orani
Dipping YOK > 1.0

Halfif dipping <l ve >0.9
Dipping <0.9 ve >0.8
Belirgin dipping <0.8

= Dipping paterninin tekrarlanabilirligi sinirli

ESC/ESH- 2013 HT Kilavuzu



Ambulatuar Kan Basinci Ol¢liimi R
Prognostik Onemi

= Ofis Kan basincina gore

= Sol vent hipertrofi, intima media kalinlgi gibi bazi organ
hasarlarinda korelasyonu daha fazla

= Koroner hadiseler ve inme gibi klinik KV sonugclarin daha
Iyl dngordarayor

= Gece KB, glundiuz KB na gore morbidite ve mortalitenin
daha kuvvetli gostergesidir.

= KV hadise sikligi, gece KB diismeyen veya hafif
disenlerde, gece KB disenlere gore daha fazladir



Evde Kan Basinci Ol¢gimi (EKBO)
Metodolojik hususlar

=Tanisal degerlendirme icin

=Tercihen 7 gun (en az 3-4 gun)
=5 dk istirahat sonrasi
=Sabah ve aksam 2 ser defa, 1-2 dk ara ile

=|Ik takip giinu haric tutulur, digerlerinin
ortalamasi

ESC/ESH- 2013 HT Kilavuzu



Evde Kan Basinci Olguimi R
Prognostik Onemi

=Ofis Kan basincina gore

=Sol ventrikdl hipetrofisi gibi HT na bagl organ
hasariyla daha iliskili

=KV mortalite ve morbiditeyi 6ngormesi daha
fazla

= Ambulatuar KB na gore

= organ hasari ile iliskisi ve prognostik 6nemi
benzer

ESC/ESH- 2013 HT Kilavuzu



Evde ve

Ambulatuar KB takibi |.

Klinik Endikasyonlar!

"Beyaz On
*Maskeli H

Uk HT suphesi
T stphesi

=HT hasta

arda beyaz onluk etkisi

=Ofis KB izlemlerinde ¢ok fazla dalgalanma

=Otonom, postural, post-prandiyal veya ilag iliskili
hipotansiyon

=Hamilelerde ofis KB ytksekligi veya preeklampsi

suphesi

=Gercek veya yalanci direncli HT varhiginin
arastiriimasi

ESC/ESH- 2013 HT Kilavuzu



Ambulatuar KB takibi
Spesifik Endikasyonlar

=Ofis KB Ile evde KB arasinda belirgin fark
= Dipping durumunun belirlenmesi

=Nokturnal HT stphesi veya dipping
bulunmamasi (uyku apnesi, KBH, DM gibi)

= KB degiskenliginin degerlendiriimesi

ESC/ESH- 2013 HT
Kilavuzu



Ofis DisiI Kan Basinci Ol¢cimi

=HT tanisini dogrulamak, HT tipini anlamak,
hipotansif epizodlari saptamak, ve KV risk
ongoru gucunt artirmak icin ofis disi KB
Olcumleri dustnulebilir. (lla-B)

=Ofis disi KB olcumleri icin endikasyona,
ulasilabilirlige, kolayliga, maliyete ve
uygunsa hastanin tercihine gore EKBO ve
AKBO dusundalebilir. (1lb-C)

ESC/ESH- 2013 HT Kilavuzu




Kan Basincini Ol¢ln I

|
!
<140/90 >180/110
<180/110 mmHg
KBO veya
¥ EKBO
Hlpertansnc

v
1-5 yilda bir
KB Olcimi

‘. ¥ Hypertension
s




Hipertansiyonda Toplam KV |.
Risk Siniflamasi

=Kan basinci kategorisi
=Diger KV risk faktorleri,

= Asemptomatik Organ Hasar!
= Diyabet bulunmasi
=Semptomatik KVH veya KBY

ESC/ESH- 2013 HT Kilavuzu



Risk Faktorleri Asemptomatik Organ Hasari

* Erkek * Nabiz basinal (yashlarda) 260mmHg

* ¥Yas (Ex55; Kz 65) « EKG'de SVH

(Sokolow-Lyon indeksi =3.5 mV; RaVL=1.1 mV; Cornell voltaj siiresi

= Sigara kullanimi garpimi>244 my*ms)

* Dislipidemi « EKO'da SVH
[Totkol=190 ve/veya LOL = 115 ve/veya HOL E de < 40, K da< 46 [SVK indeksi: E = 115 g/m2; K = 95 g/m2 [BSA)]
ve/veya TG >150) = Karotis IMK >0.9 mm veya plak
* Aclk plazma glukozu (102-125 mg/dl) « Karotis-femoral nabiz dalga hizi >10 m/s
* Anormal OGTT = Ankle/brakial KB indeksi <0.9
* Dbezite [VEi=z30kg/m2 | * GFR 30-60 ml/dk/1.73 mm2
« Abdominal obezite (bel cevresi E>102 cm, K>88 cm) * Mikroalbumindiri ([30-300 mg/gun veya spot idrar ACR oram

30-300mg, g
» Gozdibi degisiklikleri

* Ailede erken KVH hikayesi (E<55 yas, K265 yas)

Belirlenmis Kardiyovaskiiler/Renal

Hastalik

* Serebrovaskiiler Hastalik:

2 Dwa hEt iskemik inme, beyin kanamasi, gecici iskemik atak
Aclik plazma glukozu 2126 mg/d| (iki Blcimde), * Kalp Hastahg:
MI, anjina, koroner revaskilarizasyon
VE)"UE?E = Kalp yetmezligi, EF'si karunmus kalp yetmezligi dahil
HbAlc > %7, » Periferik Arter Hastalifan Alt ekstremitede semptomatik
= Bobrek Hastalig:
vefveya

eGFR <30 mL/dk/1.73m2 (BSA) KrBH; proteinuri (=300 mg/24
saat)

+ llerlemis Retinopati:
hemaoraji veya eksuda, papilédem

Yikleme sonrasi glukoz = 198 mg/dl




Kardiyovaskuler Risk Siniflamasi

Diger Risk Yiiksek normal 1. Derece HT 2. Derece HT 3. Derece HT
Faktorleri, Asempt. SKB 130-139 veya SKB 140-159 veya SKB 160-179 veya SBP =180 veya
OH veya ek hastalik pkp g5-89 DKB 90-99 DKB 100-109 DBP >110

Baska Risk . et o .
faktorleri Yok Diisiik Risk Orta Risk vitksek Risk

1-2 Risk faktorii Diisiik Risk Orta Risk Orta - Yiiksek Risk . .
Yiiksek Risk

= 3 Risk Faktori Diisiik — Orta Risk  Orta - Yiiksek Risk Yiiksek Risk Yiiksek Risk

SII;I/I' ALCSLLEL L Orta - Yiiksek Risk Yiiksek Risk Yiiksek Risk YUkSEk-IE; t ULEE

Semptomatik KVH,
Evre = 4 KBH veya
OH/RF li DM

ESC/ESH- 2013 HT Kilavuzu




Antihipertansif ilaclarin Secimi ||

Antihipertansif tedavinin temel yararlari dogrudan kan
basincinin dusudrulmesine baghdir.

Antihipertansif tedavinin baslangicinda ve
surddrulmesinde

5 ana antihipertansif ila¢ sinifinin

tivazid diiretikleri, kalsivum antagonistleri, ACEI,
ARB ve Beta blokerler tek basina veya
kombinasyon seklinde kullanilmasi uygundur.

ESC/ESH- 2013 HT Kilavuzu



Antihipertansif llaclarin Secimi |

Genel populasyon DM veya KBH

Bltun yaslar Bltun yaslar
DM var KBH var (DM
KBH yok veya DM disi)

KB Hedefi KB Hedefi
SKB <140 mmHg SKB <140 mmHg
DKB <90 mmHg DKB <90 mmHg

KB Hedefi KB Hedefi
SKB <150 mmHg @ SKB <140 mmHg
DKB <90 mmHg DKB <90 mmHg

Butun irkl
Siyah degil J_ Siyah utLin iriar

D-C

D-ACEI-ARB -C tek bagina veya ACEI - ARB

tek basina veya baska

tek basina veya kombine kombine grupla kombine

JNC 8- HT Kilavuzu



Antihipertansif llaclarin Secimi

lla¢ Tedavisi

| llac Tedavisine Basla
(Komplikasyonsuz Evre 1 HT hastalarda

birkac ay beklemeyi distn)

(Ttm hastalar)

Evre 1 Evre 2 )
140- 159/90 99 > 160/100 Ozel Durumlar

Siyah Siyah Olmayan TUm « Bobrek hastalig
Hastalar Hastalar Hastalar » Diyabet

» Koroner hastaligi

2 llacla * Inme
Ya§ <60 Ya$ =60 Basgla  Kalp Yetmezligi
CveyaD

ekle ekle 3 kl .
i ACEIl veya ARB

ACElveyaARB  cyeyaD ACEl veya ARB
veya C+D Gerekirse

Gerekirse ekle

C+D+ACEI (veya ARB)
C+D+ACEI (veya ARB) ASH / ISH- HT Kilavuzu




55 yas lizerindekiler veya
Afrika veya Karaib
kokenliler yasa

55 yas bakilmaksizin

altindakiler

Basamak

Basamak

Direngli hipertansiyon
Basamak

A + C + D + daha fazla diiiretik **veya alfa
—veya
beta-blokeri diisiin’

Uzman goriisu almayi degerlendir

+BHS I
L National Institute for

British Hypertension Society Health and Clinical Excellence

Antihipertansif ilag

tedavisinin O0zeti
Degisiklik

A — ACE inhibitora VE
dusiik fiyath anjiyotensin Il
reseptor blokeri (ARB)

C — Kalsiyum kanal blokeri
D - Tiyazid benzeri diuretik




Zorunlu endikasyon olmayan sistolik/diyastolik

hipertansiyonu olan eriskinlerin tedavisi I.
HEDEF <140/90 mmHg

BASLANGIC TEDAVISI VE MONOTERAPI

Jzun

Sistolik kan basinci hedefin >20 mmHg Uzerinde , diyastolik kan basinci 10
mm Hg lGzerindeyse iki ilk secenek ilaci birlikte baslanabilir

* BB ler 60 yas lzerinde ilk secenek olarak endike degildir

ACEi, ARB ve direkt renin inhibitorleri gebelikte kontrendikedir ve dogum
yapma olasiligi olan yastaki kadinlara yazilirken dikkat edilmelidir




Kalp Hastaligl Olan Hipertansiflerde

Tedavi stratejiler!

Recommendations

In hypertensive patients with
CHD, a SBP goal <140 mmHg
should be considered.

In hypertensive patients with a
recent myocardial infarction
beta-blockers are recommended.
In case of other CHD all
antihypertensive agents can be
used, but beta-blockers and
calcium antagonists are to be
preferred, for symptomatic
reasons (angina).

Diuretics, beta-blockers, ACE
inhibitors, angiotensin receptor

Class®

blockers, and/or mineralocorticoid |

receptor antagonists are
racommended in patients with
heart failure or severe LV
dysfunction to reduce mortality
and hospitalization.

Level®

ACE inhibitors and angiotensin
receptor blockers (and
beta-blockers and
mineralocorticoid receptor
antagonists if heart

failure coexists) should be
considered as antihypertensive
agents in patients at risk of new
or recurrent atrial tibrillation.

It is recommended that all
patients with LVH receive
antihypertensive agents.

In patients with LVH, initiation of
treatment with one of the agents

that have shown a greater ability

to regress LVH should be Ila
considered, i.e. ACE inhibitors,
angiotensin receptor blockers and
calcium antagonists.




Hipertansif Kalp Hastalarinda
Risk Faktort Yonetimi

Recommendations

It is recommended to use statin
therapy in hypertensive patiants
at moderate to high CV risk,
targeting a low-dansity
lipoprotein cholesterol value
=3.0 mmol/L (115 mg/dL).

When overt CHD is present, it is
recommandad to administer
statin therapy to achieve
ow-density lipoprotain
cholesterol levels <1.8 mmaol{L
(70 mg/dL)

Antiplatelet therapy, in particular
ow-dose aspirin, is recommended
in hypertensive patients with
previous CV events.

Class®

Level®

Aspirin should also be
considered in hypertensive
patients with reduced renal
function or a high CV risk,
provided that BP is well

controlled.

Aspirin is not recommended for
CV prevention in low-moderate
risk hypertensive patients, in
whom absolute benefit

and harm are equivalent.

In hypertensive patients with
diabetes, a HbA_ target of <7.0%
s recommended with antidiabetic
treatment.

In more fragile elderly patients
with a longer diabetes duration,
more comorbidities and at high
risk, treatment to a Htuﬁ-.__ target
of <7.5-8.0% should be

considered.




Spesifik Durumlarda Tercih
edilecek Antihipertansif llaclar

Condition Drug

A symptomatic organ damage
LWVH A CE inhibitor, calcium antagonist, ARB
A symptomatic atherosclerosis Calcium antagonist, ACE inhibitor
Microalbuminuria ACE inhibitor, ARB
Renal dysfunction ACE inhikitor, ARB

Clinical CV event

Previous myocardial infarction BB, ALCE inhibitor, AARB
Angina pectoris BB, calcium antagonist

Hearf failura Diuwratic, BB, ACE inhibitor, ARB, mineralocorticoid receptor antagonists

Atrial fibrillation, prevantion Consider ARB, ACE inhibitor, BB or mineralocorticold receptor antagonist
Atrial fibrillation, ventricular rate contral BB, nan-dihydropyridine calelum antagonist
ESRD/proteinuria ACE inhibltor, ARB
Peripheral arfery disease ACE inhibitor, calcium antagonist
Oithier
I15H (eldarty) Diuratic, calcium antagonisi
Matabolic syndromea ACE inhibkitor, ARB, calcium antagonist
Diabetes meallitus ACE inhibitor, ARB
Pragnancy Methyldopa, BB, calcium antagonist

Blacks Diuretic, calcium antagonist




Antihipertansifler icin zorunlu

endikasyonlar

B. When hypertension is associated with other conditions

Hypertension and diabetas

Hypertension and chronic
kidney disease

Hypertension and clinical
coronary artery disease”

Hypertension and stroka
histo

Hypertension and heart

ARB or ACE inhibitor Mote: in black patienis,
it is accaptable to start with a CCB or thiande

ARB or ACE inhibitor Note: in black patients,
good evidence for renal protective effects of
ACE inhibitors

fi-Blocker plus ARB or ACE inhibitor

ACE inhibitor or ARB

CCB or thiazide diuretic
Mote: in black patients, if
starting with a CCB or
thiazsde, add an ARB or
ACE inhibitor

CCB or thiazide diuretic®

CCE or thiazide diuretic

Thiazide diuratic or CCB

The alternative second drug
{thiazide or CCB)

The altermative second drug
(thiazide or CCB)

The alternative second step drug
iazide or LLE

The alternative second drug (CCB

ASH / ISH- HT Kilavuzu



CHEP 2014 HT Kilavuzu: |
HT ile birlikte cesitli klinik durumlar

Cardiovascular disease (target BP < 140/90 mm Hg)
Coronary anery disease ACE inhibitors or ARBs B-blockers
tor patients with stable angina

B-Blockers and ACE inhibitors [ARBs
if ACE inhibitor-intolerant)

Recent myocardial infarction

Heart failure ACE inhibitors (ARBs if ACE
inhibitor-intolerant) and [-blockess.
Aldosterone antagonists
(minerabocorticoid recepror
antagonists) may be added for
patients with a recent cardiovascular
hospitalization, acute myocardial
infarction, elevated BNP or NT-
praBNT level, or NYHA class II-IV
symptoms

ACE inhibiror, ARB, long-acting CCB
or thiazide/thiaride-like divregics.

Left ventricular hypertrophy

Long-acting CCBs. When
combination thempy is being used
for high-risk patients, an ACE
inhibitor/dihydropyridine CCB i
preferred

Long-acting CCBs if B-blocker

contraindicated or not effective

Avoid short-acting nifedipine.
Combination of an ACE inhibitor
with an ARB is specihcally not
recommended. Exercise caution
when decreasing SBP 1o anget if
DBP is < 60 mm Hg

Nondihydropyridine CCBs should not
be used with concomitant heart
fatlure

Titrate doses of ACE inhibitors and
ARBs to those used in clinical rrials.
Carefully monitor potassium and
renal function if combining any of
ACE inhibitor, ARB, and/or

aldosterone antagonist

ACE inhibitor and ARB combined.
Hydralazine/isosorbide dinitrate
combination if ACE inhibitor and
ARB contraindicated or not
tolerated.

Thiazide/thiazide-like or loop diuretics
are recommended as additive
therapy. Dihydropyridine CCBs can
also be wsed

Combinarion of addirional agents Hydralszine and minoxidil should not
be used




Antihipertansif llaclarin Zorunlu
ve Muhtemel Kontrendikasyonlar!

Drug

Diuratics (thiazides)

Beta-blockers

Calcium antagonists [dihydropyridines)

Calcium anfagonists
(verapamil, diltiazem)

| Compelling

Eout

| Asthma

A=Y block (grade 2 or 3)

| A=V block (grade 2 or 3, trifascicular block)
| Severe LY dysfunction

| Heart failura

ACE inhibitars

An grobensin receptor blocxars

Pregnancy

Angioneurstic cedema
Hyperkalaamia

Bilateral renal artery stenosis

Pregnancy

| Hyperkalzemia

Mineralocorticoid receptor antagonists

Bilateral renal artery stenosis

Aeute or severs renal fallure (eGFR <30 mL /min)
Hyperkalaemia

[ Possible

Metabolic syndrome
Glucose intolerance
Pregnancy
Hyparcalcamia
Hypokalgemia

Metabolic syndrome

Glucose intolerance

Athletes and physically active patiants
Chronic obstructive pulmonary disease
(excapt for vasodilator beta-blockers)

Tachyarrhythmia
Haart failura

YWomen with child bearing potential

Women with child bearing potential




3-Blokerler ve A

Oral treatment with beta-blockers should be considered during hospital stay and continued thereafter in all STEM|

patients without contraindications. s
Oral treatment with beta-blockers is indicated in patients with heart failure or LV dysfunction. |
Intravenous beta-blockers must be avoided in patients with hypotension or heart failure.

Intravenous beta-blockers should be considered at the time of presentation in patients without contraindications, with lla
high blood pressure, tachycardia and no signs of heart failure.

ACE inhibitors are indicated starting within the first 24 h of STEMI in patients with evidence of heart failure, LV |
systolic dysfunction, diabetes or an anterior infarct.

An ARB, preferably valsartan, is an alternative to ACE inhibitors in patients with heart failure or LV systolic dysfunction, |
particularly those who are intolerant to ACE inhibitors.

ACE inhibitors should be considered in all patients in the absence of contraindications. lla
Aldosterone antagonists, e.g. eplerenone, are indicated in patients with an ejection fraction <40% and heart failure or |

diabetes, provided no renal failure or hyperkalaemia.




ACC/AHA 2013 STEMI Kilavuzu-

B-Blokerler I.

| lla llb Il
"I Oral beta blockers should be initiated in the first 24 hours

in patients with STEMI who do not have any of the
following: signs of HF, evidence of a low output state,
Increased risk for cardiogenic shock,* or other
contraindications to use of oral beta blockers (PR
Interval >0.24 seconds, second- or third-degree heart
| lla lib 1l block, active asthma, or reactive airways disease).

Beta blockers should be continued during and after
hospitalization for all patients with STEMI and with no
contraindications to their use.

*Risk factors for cardiogenic shock (the greater the number of risk factors present, the higher the
risk of developing cardiogenic shock) are age >70 years, systolic BP <120 mm Hg, sinus

tachycardia >110 bpm or heart rate <60 bpm, and increased time since onset of symptoms of
STEMI.




ACC/AHA 2013 STEMI Kilavuzu- |.
B-Blokerler

| Hallb 1l
Patients with initial contraindications to the use of beta
blockers in the first 24 hours after STEMI should be
reevaluated to determine their subsequent eligibility.
| lla llb HI

It is reasonable to administer intravenous beta blockers at
the time of presentation to patients with STEMI and no
contraindications to their use who are hypertensive or
have ongoing ischemia.




Table 1 Recommended antihypertensive agents for hypertensive crises

Condition

Prefeed antinypertensive agent

Acute puimonary edema - systolic oysfunction
Acute puimonary edema - dastolic dysfunction

Acute myocardial ischemia
Hypertensive encephalopathy
Acute aortic dissection

Preeclampsia, eclampsia (SBP >150 mmHg)
Acute renal failure/microangiopathic anemia
Sympathetic crsis/cocaing overdose

Acute postoperafive hyperiension

Ischemic stroke (SBP >180-200mmHg)
Hemorhagic stroke (SBP >140~160mmHg)

Nicardipine or cievidipin in combination with nitroglycerin and a loop diuretic
Esmolol, metoprolol, labetalol or verapamil in combination with low-dose

niroglycen and a loop diurefic

Labetalol or esmolo! in combination with ntroglycerin
Nicardipine, clevidipne or labetalol
Labetalol or combination of nicardipine/clewdipine and esmolol o combinabon
of nitroprusside with either esmolol or intravenous metoprolol
Labetalol or nicardipine
Nicardipine, clevidipne or fenoldopam
Verapamil, diltiazem, nicardipine or clevidipine In combination wiih benzodiazeping
Esmolol, clevidipine, nicardipine o labetalol
Nicardipine, clevidipine or labetalol
Nicardipine, clevidipme or labetalol

Curr Opin Crit Care 2011;17:569-580



Hipertansif Durumlarda |.
Kullanilabilecek IV B-Blokerler

Table |5 Drugs for rate control

B-Blockers

Metoprolol 2.5-5 mg iv bolus over| 100-200 mg o.d. (ER)
CRAXL 1 min; up to 3 doses

Atenolol _
T 0 g [

0.15mg/kg ivover I min| 1040 mg ti.d.
Carvedilol 3.125-25 mg b.id.




Ulkemizde HT Tedavisinde
kullanilabilen IV ilaclar

Ilag/Jenerik Preparat ad Ticari sekKli

Nitroprussid Nipruss 60 mg ampul

Nitrogliserin Nitroglycerin 25 mg ampul
Perlinganit 10 mg ampul

Esmolol Brevibloc 10 mL flakon

250 mL hazir soliusyon
(10 mg/mL)
Furosemid 20 mg ml ampul

20 mg ampul




Sonuc

= Kilavuzlarda gerek genel HT populasyon ic¢in
gerekse HT ile birlikte olan kilinik (AKS ve KY)
durumlar icin hedef KB degerleri 140/90 mmHg
olarak sabitlenmistir

= AKS de temel antihipertansif ilaclar ACE-I ve beta-
blokerler olmaya devam etmektedir

= AKS de son 5 yil icinde IV beta-blokerler rutin
kullanimdan c¢ikarilmis olmakla beraber, AKS HT
birlikteliginde secilebilecek ilaclardan biridir

= KY de HT tedavisinde secilecek ilaclar ACE-I
(ARB), beta- bloker ve ditretiklerdir




*Tesekkulrler



