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PAT VAN DE

e Tang huyét ap th& phat thuong dwoc chan dodn ban dau la tang
huyét ap dé khang.

* VViéc phat hién va diéu tri tang huyét ap th& phat doi hoi nhirng quy
trinh nhu thé nao theo cac khuyén cdo méi nhat?

 Diéu tri tang huyét ap th& phat cé khac gi so vdi tang huyét ap
nguyén phat?



Cac dju hiéu gai y ting huyét dp thr phat

» Pac diém cua hoi chirng Cushing

« DOm da do u xo than kinh

« Khdm thay than to

 Nghe am thdi & bung

« Nghe am thdi & ngwc hodc & thwong vi
* Mach dui khong ro

» Khac biét HA gilra tay phai va tay trai

Ho6i tim mach hoc Viét Nam 2016
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New Onset or Uncontrolled Hypertension in Adults
. J

¥

s ™
Conditions

* Drug-resistant/induced hypertension;
« Abrupt onset of hypertension;

Sang loc tdng huyét dp PSRy

« Exacerbation of previously controlled hypertension;

th& phat (ACC 2017) I R

» Onset of diastolic hypertension in older adults (= 65 y)
» Unprovoked or excessive hypokalemia

\ J
r Yes — No 1
Screenfor |
Screening
R not indicated
(Class 1) (No benefit)
(seeTable 13)
Positive
screening test
Yes No
v v
Refer to clinician Referral
___ with specific not necessary
£7- 2 AMERICAN expertise (No benefit)
§ COLLEGE of e 1

%9 CARDIOLOGY



Khuyén cao di€u tri cac nguyén nhan tang
huyeét ap thwr phat

Duy tri BMI ly tuéng (20 - 25 5 - 10 mmHg khi giam maoi 10
kg/m?) kg
An nhiéu trai cay, rau, it mé&

Giam can nang

DIACHC (giam chat béo toan phan va 8- 14 mmHg
DASH I .
loai bao hoa)
Giam luong muoi an <100
v e mmol/ngay
ARSI (<2,4g Natri hodc <6g muédi Sy
NaCl)
Khuyén khich tap thé duc muc
Vén déng than thé ddé viua hoac di béo 30 phu 4-9mmHg
t/ngay
Uéng chat c6 con phu hop MBS CEATNATTELD 2 -4 mmHg

N{: <14 don vi/tuan
Ho6i tim mach hoc Viét Nam 2016 ’



Khi nao can nghi dén THA do bénh ly mach than

Nhirng bénh nhan c6 it nhat 2 trong nhirng goi y 1am sang sau:

 Tang huyét ap khéi phat hodc nang Ién dot ngdt va >55 tudi hoac <30 tudi
- Xuét hién tiéng thdi & bung

« Tang huyét ap khang tri v&i =3 thube

« Tang néng do Creatinine huyét thanh =230% khi dung ACEi hodc ARB

« Cac bénh xo vira mach mau khac, dac biét & bénh nhan hut thudc 14 hodc c6 rdi loan lipid
mau

« Phu phdi tai dién lién quan dén cac dot tdng huyét ap cap

« Céac xét nghiém sau, néu sdn co, dwoc khuyén cao dé hé tro trong sang loc bénh déng mach
than thwdng quy: xa hinh than s dung Captopril, Doppler mach than, MRI mach than, CT
mach than (cho b&nh nhan c6 chirc nang than binh thwdng, Grade B). Khdong khuyén cao xa
hinh than st dung Captopril cho bénh nhan bénh than man (GFR <60 mL/phut/1,73 m? da,
Grade D).

Ho6i tim mach hoc Viét Nam 2016



Khi nao can nghi dén THA do bénh ly mach than

Bénh nhan THA c6 t6i thiéu 1 diéu sau thi can nghi dén hep dong mach than do loan san xo co’
(FMD- Fibromuscular dysplasia) (Grade D):

« Tubi <30, dic biét & phu nir khéng béo phi

- Tang huyét ap khang tri =3 thubc

« Chénh léch kich thwdc 2 than dang ké (>1,5 cm) va khéng giai thich dwoc

- Cé tiéng thdi & bung ma khéng cé biéu hién xo vira mach mau rd rang

- Tién st gia dinh FMD

« O bénh nhan chan doan xac dinh FMD (grade D):

« Khuyén cdo sang loc ton thwong ddng mach sbéng nén va phinh mach nao

« Khuyén cdo sang loc FMD & cac giwdng mach mau khac néu cé triéu chirng goi y

. Khuyén cao st dung nhirng xét nghiém sau dé sang loc FMD than: MRI mach than va CT mach than
(2 xét nghiém c6 cung dé nhay va d6 dac hiéu) (Grade D)



Phac d6 chan doan ting huyét dp do bénh
mach mau than

Assessment of absolute risk for renovascular hypertension
(using “Clinical Prediction Rule”; see Table 8-2)

>70% 15%-69% <15%, ornot a
If unsuccesstul, | g rgical candidate
L4 or increased
Sensitive screening test | creatinine
(for discussion, see text) [
1 Suggestive of Not suggestive l
Yy renal artery of renal artery Y
Renal angiogram | stenosis stenosis Treat other
risk factors and
hypertension with
antihypertensive
medications,
including
»| ACE inhibitor
RAS | or angiotensin
RAS absent | receptor blocker
present
Y
Consider

revascularization| Hypertension A Companion to Braunwald’s Heart Disease , Second Edition

8




Panh gid kha nang ting huyét 4p do bénh mach mdau than

PROBABILITY OF

CLINICAL CURRENT OR FORMER POINTS RENOVASCULAR
CHARACTERISTIC NEVER SMOKED SMOKER (SUM FROM LEFT SIDE) HYPERTENSION (95% Cl)
Age (in years) =20 =90 (92-100)

20-29 0 0 19 90 (82-97)

30-39 1 4 18 89 (78-95)

40-49 2 8 17 87 (72-92)

50-59 3 5 16 80 (62-86)

60-69 4 5 15 72 (46-84)

70-79 5 6 14 62 (40-80)

Female gender 2 2 13 47 (28-65)

ASCVD 1 1 12 37 (18-55)

Hx HTN <2 years 1 1 11 25 (14-40)

BMI <25 kg/m2 2 2 10 15 (7-28)

Abdominal bruit 3 3 9 11 (5-20)

Serum creatinine 8 8(3-12)
0.5-0.75 mg/dL 0 0 7 5(2-10)
0.75-1.0 mg/dL 1 1 6 3(1-8)
1.0-1.2 mg/dL 2 2 <5 <2 (0-5)
1.2-1.65 mg/dL 3 3
1.7-22 mg/dL 6 6
=23 mg/dL 9 9

Hypercholestesolemia (>250 1 Hypertension A Companion to Braunwald’s Heart Disease , Second Edition
ma/dL, or on treatment) 9



Chon lua bénh nhan can thiép dong mach than

Positive (favorable) response after revascularization
Recurrent “flash” pulmonary edema
Refractory hypertension despite appropriate three-drug regimen
Progressive, unexplained decline in renal function
Acute, reversible increase in serum creatinine after ACE inhibitor or ARB
Recent institution of dialysis in a patient suspected of ischemic

nephropathy

Renal resistive index <80 mm Hg on Doppler US

Negative (or no favorable) response after revascularization
BP <140/90 mm Hg on fewer than three antihypertensive drugs
Normal renal function
Unilateral small kidney (<7.5 cm length)

History or clinical evidence of cholesterol embolization
Renal resistive index =80 mm Hg on Doppler US

Heavy proteinuria (>1 gm/day)
More than 10 years history of hypertension
Renal artery stenosis <70%

Hypertension A Companion to Braunwald’s Heart Disease , Second Edition
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Low Renin and High Aldosterone
Primary Aldosteronism
Aldosterone-producing adenoma (APA)—35% of cases
Bilateral idiopathic hyperplasia (IHA) —60% of cases
Primary (unilateral) adrenal hyperplasia—2% of cases
Aldosterone-producing adrenocortical carcinoma——<1% of cases
Familial hyperaldosteronism (FH)
Glucocorticoid-remediable aldosteronism (FH type I) —<1% of cases
FH type II (APA or IHA) —<2% of cases
Ectopic aldosterone-producing adenoma or carcinoma—-<0.1% of cases

Low Renin and Low Aldosterone
Hyperdeoxycorticosteronism
Congenital adrenal hyperplasia
11B-Hydroxylase deficiency
17a-Hydroxylase deficiency
Deoxycorticosterone-producing tumor
Primary cortisol resistance
Apparent mineralocorticoid excess (AME) /11 p-hydroxysteroid

Tinh trang thira san Gonae

Licorice or carbenoxolone ingestion
Cushing syndrome

xuat mineral corticoid ...

Exogenous glucocorticoid administration—most common cause
Endogenous
ACTH-dependent—85% of cases
Pituitary
Ectopic
ACTH-independent—15% of cases
Unilateral adrenal disease
Bilateral adrenal disease
Massive macronodular hyperplasia (rare)
Primary pigmented nodular adrenal disease (rare)

High Renin and High Aldosterone
Renovascular hypertension

Diuretic use

Renin-secreting tumor

Hypertension A Companion to Braunwald’s Heart Disease,
Second Edition

Malignant-phase hypertension

Coarctation of the aorta



Khi nao nghi dén THA do nguyén nhan ndi tiét

Can nhac sang loc cwong Aldosterone & cac bénh nhan THA cé :

Ha Kali mau tién phat khdong giai thich dwoc (K* <3,5 mmol/L) hoac ha Kali mau nang do Igi tiéu (K*
<3,0 mmol/L).

THA khang tri 23 thubc, trong dé cé it nhat 1 nhom thube loi tiéu
Phat hién tinh c& khdi u tuyén thwong than.

Sang loc cuvong Aldosterone can danh gia Aldoseterone huyét thanh va néng dé hoac hoat tinh Renin
huyét thanh

Khi nghi ngd cwdng Aldosterone, dwa vao cac xét nghiém sang loc co ban, chan doan xac dinh khi tang
tiét Aldosterone tw ddng khéng phu hop khi st dung it nhat 1 thu thuat: Test nap Saline, test tc ché
bang Captopril, ti Aldosterone/PRA >1400 pmol/L/ng/mL/gi® (hodc >270 pmol/L/ng/L), véi Aldosterone
huyét thanh >440 pmol/L. Khi chan doan xac dinh, can dinh khu tdn thwong bang mét trong nhirng xét
nghiém sau: CT (hoac MRI), xét nghiém Aldosterone mau tinh mach thwong than trong phau thuat, test
di truyén.

O bénh nhan cuong Aldosterone nguyén phat va xac dinh dwoc khoi u thwong than va da dieu kién dé
phau thuat, khuyén cao lay mau tinh mach dé danh gia bén nao tiét wu thé (Grade C).

Ho6i tim mach hoc Viét Nam 2016



Khi ndo can tién hanh test Cudng Aldosteron tién phat

Consider Testing for Primary Aldosteronism:

» Hypertension and hypokalemia

» Resistant hypertension (3 drugs and poor BP control)

« Adrenal incidentaloma and hypertension

» Onset of hypertension at a young age (<<30 yr)

» Severe hypertension (=160 mm Hg systolic or =100 mm Hg diastolic)
« Whenever considering secondary hypertension

Case Detection Testing:

Moming blood sample in seated ambulant patient

« Plasma aldosterone concentration (PAC)

« Plasma renin activity (PRA) or plasma renin concentration (PRC)

!

T PAC (=15 ng/dL; =416 pmol/L)
1 PRA (<1.0 ng/mL/hr) or . PRC (<lower limit of detection for the assay)

and
PAC/PRA ratio =20 ng/dL per ng/mL/hr (=555 pmol/L per ng/mL/hr)

¢

Confirmatory Testing:
* 24-hr urine aldosterone on a high Na* diet

15



Panh gid cac thé ctua Cuong Aldosteron tién phat

Normal, micronodularity,

bilateral masses, <-|Adrenal CT Scan|->n

Subtype Testing

i

or atypical unilateral
mass (e.g., =2 cm)

}

Surgery not
desired

IHA or GRA:
Pharmacologic
therapy

N\

No

Unilateral hypodense
odule >1 cm and <2 cm

Surgery Surgery not
‘(desired desired
(Sjurger()j/ >40 yr
esire :
N 20nsuder <40 yr

AVS consider |
e N\ .
Lateralization Phat'r’l“aw'og'c
lateralization with AVS erapy

with AVS
 J / \  /

APA or PAH:

adrenalectomy

Unilateral laparoscopic

16



Cuong Aldosteron
tién phat do u vo
thuong than

VEIN ALDOSTERONE (A) (ng/dL) CORTISOL (C) (mcg/dL) A/CRATIO ALDOSTERONE RATIO?

Right adrenal vein 250 647 04 o
Left adrenal vein 4267 495 86 215
Inferior vena cava o8 22 45 —

*Adrenal venous sampling results from the patient described in Figure 9-3 lateralized aldosterone secretion to the left adrenal gland, and two small cortical adenomas were found at laparoscopic

left adrenalectomy. The postoperative plasma aldosterone concentration was <1.0 ng/dL. Hypokalemia was cured and blood pressure was normal without the aid of antihypertensive medica-
tions. (See Fig. 9-3)

tLeft adrenal vein A/C ratio divided by right adrenal vein A/C ratio.



U té bao wa Chrome va u can hach

Can nhac sang loc u té bao wa Chrome hoac u can hach khi:

Bénh nhan c6 THA kigh phat, khédng gidi thich dwoc, dao déng va/hodc tram trong (HA
=180/110 mmHg) dai dang va khang tri v&i cac liéu phap théng thwdng.

Bénh nhan THA va co nhiéu triéu chirng goi y tinh trang cwdng Catecholamin (vi du: dau
dau, hoi hop, va mo hbi, con hoang so, tai mét).

Bénh nhan tang huyét ap khéi kich b&i chen beta, thuoc IMAO, tiéu tién, thay doi ap lwc 6
bung, phau thuat hoac gay mé.

Co khdi u thwong than phat hién tinh co.

Bé&nh nhan mac bénh di truyén (vi du: u da tuyén ndi tiét 2A hodc 2B, U xo than kinh Von
Recklinghausen type 1, hoac bénh Von Hippel — Lindau).

Bé&nh nhan cd xét nghiém sang loc dwong tinh, dinh hwéng nguyén nhan do u té ,béo wa
Chrome hay u can hach nén chi dinh MRI, CT (khi khéng cé MRI) va/hoac chup nhap nhay
lod 131 Meta — lodobenzylguanidine.

Ho6i tim mach hoc Viét Nam 2016



Tang huyét ap
th& phat, chi
dinh va test
sang loc

¥ AMERICAN
§ COLLEGE of
CARDIOLOGY

Common Causes

Renal 1%-2% Unnary tract infections; Abdominal mass Renal ultrasound Tests to evaluate
parenchymal obstruction, hematuna; (polycystic kidney cause of renal
disease urinary frequency and noctuna; | disease); skin pallor disease
analgesic abuse; family history
of polycystic kidney disease;
elevated serum creatinine;
abnormal unnalysis
Renovascular | 5%-34%* Resistant hypertension; Abdominal systolic- | Renal Duplex Bllateral selective
disease hypertension of abrupt onsat diastolic brult; brutts | Doppler ultrasound; | renal Intraartenal
or worsening or Increasingly over other arteries MRA:; abdominal CT | anglography
difficult to control; flash (carotid -
pulmonary edemam atherosclerotic or
(atherosclerotic); early onset fibromuscular
hypertension, especially In dysplasia), femoral
women (fibromuscular
hyperplasia)
Primary 8%-20%+ Resistant hypertension; Amhythmias (with Plasma aldosterone/ | Oral sodium loading
aldosteronism hypertension with hypokalemia | hypokalemia); renin ratio under test (priorto 24 h
(spontansous or diuretic- especially atnal standardized urine aldosterone)
Induced); hypertension and fibrillation conditions or IV saline infusion
muscle cramps or weakness; (cormrection of tast with plasma
hypertension and Incidentally hypokalemia and aldosterone at 4 h
discovered adrenal mass; withdrawal of of infusion. Adrenal
hypertension and obstructive aldosterone CT scan, Adrenal
sleep apnea; hypertension antagonists for vein sampling. Tnal
and family history of early 4-6 wk) of mineralocorticold
onset hypertension or stroke recaptor blockers§
Obstructive 25%-50% Resistant hypertension; snonng | Obesity, Mallampati Beriin Questionnaire | Polysomnography
sleep apneat fitful sleep; breathing pauses class lII-IV; loss of (8); Epworth
during sleep; daytime normal noctumnal BP | Sleepiness Score (9);
sleepiness fall ovemnight cxametry
Drug- or 2%-4% Sodium-contalning antacids; Fine tremor, Unnary drug screen | Response to
alcohol- caffeine; nicotine (smoking); tachycardia, (WMlicit drugs) withdrawal of
induced!! alcohol; NSAIDs; oral sweating (cocaine, suspected agent
contraceptives; cyclospornne or | ephednne, MAD

tacrolimus; sympathomimetics
(decongestants, anorectics);
cocalne, amphetamines and
other llicit drugs; neuro
psychiatric agents; erythro-
polesis stimulating agents;
clonidine withdrawal; herbal
agents (MaHuang, ephedra)

Inhibitors); acute
abdominal pain
(cocalne)




Tang huyét
ap th phat,
chi dinh va
test sang loc
(tt)

® AMERICAN
§ COLLEGE of
CARDIOLOGY

Uncommon Causes

Pheochromo- | 0.1%-0.6% | Resistant hypertension; Skin stigmata of 24-h urnnary CT or MRI scan of
cytoma/ paroxysmal hypertension or neurofibromatosis fractionated abdomen/pelvis
paraganglioma crisis supenmposed on (café-au-lalt spots; metanephrines or
sustained nsion; neurofibromas); plasma
“spelis™, BP lability, headache, | orthostatic metanephrines under
sweating, palpitations, pallor; hypotension standard conditions
positive family history of (30’ supine position
pheochromocytoma/ with indwelling IV
paragangiioma; adrenal cannula)
incidentaloma
Cushing's <0.1% Rapid welght gain, especially Central obesity, Ovemight 1 mg 24-h unnary free
syndrome with central distribution; “moon” face, dorsal | dexamethasone cortisol excration
proximal muscle weakness; and supraclavicular | suppression test (preferably multiple);
depression; hyperglycemia fat pads, wide midnight sallvary
(1 cm) violaceous cortisol
striae, hirsutism
Hypothyroid- <1% Dry skin; cold intolerance; Delayaed ankle reflex; | Thyroid stimulating None
ism constipation; hoarseness; perorbital puffiness; | hormone; free
welght gain coarse skin; cold thyroxdne
skin; slow
movement; goiter
Hyperthyroid- | <1% Warm, moist skin; heat lid lag; fine tremor Thyrold stimulating Radloactive lodine
ism intolerance; nervousness; of the outstretched hormone, free uptake and scan
tremulousness; Insomnia; hands; warm, moist | thyroxdne
welght loss; diarmhea; proodmal | skin
muscle weakness
Aortic 0.1% Young patient with BP higher In upper Echocardiogram Thoracic and
coarctation hypertension (<30 y of age) extremities abdominal CT or
(undiagnosad compared to lower MRA
or repaired) axtremities; absent
femoral pulses;
continuous murmur
over patient’s back,
chest, or abdominal
brult: left
thoracotomy scar
(postoperative)
Primary Rare Hypercalcemia Usually none Serum calcium Serum parathyrold
hyperpara- hormone
thyroidism




Tang huyét ap th phat, chi dinh va test sang loc (tt)

Uncommon Causes (continued from previous page)
Congenital Rare Hypertension and Signs of virlization | Hypertension and 11-beta-OH:
adrenal hypokalemia; vinlization (11-beta-OH) or hypokalemia with elevated deoxycortl-
hyperplasia (11-beta-hydroxylase Incomplete low or normal costerone (DOC),
deficiency [11-beta-OH]) masculinization aldosterone and 11-deoxycortisol and
Incomplete masculinization In | (17-alpha-OH) renin androgens 17-alpha-
males and primary amenorthea OH: decreased
In females (17-alpha- androgens and
hydroxylase deficiency estrogen; elevated
[17-alpha-0H]) deaxycorticosterone
and corticosterone
Mineralo- Rare Early onsat hypertension; Arhythmias (with Low aldosterone and | Unnary cortisol
corticold resistant hypertension; hypokalemia) renin metabolites; genetic
excess hypokalemia or hyperkalemia testing
syndromes
other than
primary
aldosteronism
Acromegaly | Rare Acral features, enlarging shoe, | Acral features; large | Serum growth Elevated age- and
. AMERICAN glove or hat size; headache, hands and feet; hormone =1 ng/mL | sex-matched IGF-1
visual disturbances; diabetes | frontal bossing dunng oral glucose | level; MRI scan of
j COLLEGE jof mellitus load the pituttary
ms? CARDIOLOGY
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Cac thubc
thuong gay
tang huyét ap

Alcohol

- —=— ]

« Limit alcohol to <1 drink dally for women and <2 drinks for men

Amphetamines (e.g., amphetamine, methylphenidate
dexmethylphenidate, dextroamphetamine)

« Discontinue or decrease dose
« Consider behavioral therapies for ADHD

Antidepressants (e.g., MAOIs, SNRIs, TCAs)

« Consider alternative agents (e.g., SSRIis,) depending on Indication
= Avoid tyramine contalning foods with MAOIs

Atypical antipsychotics (e.g., clozapine, olanzapine)

« Discontinue or limit use when possible

« Consider behavior therapy where appropriate

» Lifestyle modification (Section 6.2)

« Consider alternative agents assoclated with lower nisk of weight gain,
diabetes mellitus, and dyslipidemia (e.g., anpiprazole, ziprasidone).

Caffeine

+ Generally limit caffeine Intake to <300 mg/d

= Avoid use In patients with uncontrolled hypertension

» Coffee use In patients with hypertension associated with acute Increases
In BP; long-term use not associated with Increased BP or CVD

Decongestants (e.g., phenylephrne,
pseudoephedrine)

» Use for shortest duration possible and avoid In severe or uncontrolled
hypertension

« Consider alternative theraples (e.g., nasal saline, Intranasal
corticosterolds, antihistamines) as appropriate

Herbal supplements (e.g., Ma Huang [ephedra],
St. John's wort [with MAO inhibitors, yohimbine])

= Avoid use

Immunosuppressants (e.g., cyclosporine)

= Consider converting to tacrolimus, which may be associated with less
effects on BP

Oral contraceptives

» Use low-dose (e.g., 20-30 mcg ethinyl estradiol) agents or a
progestin-only form of contraception and/or consider alternative forms
of birth control where appropriate (e.g., barner, abstinence, IUD)

= Avoid use In women with uncontrolled hypertension

NSAIDs

= Avoid systemic NSAIDs when possible
« Consider alternative analgesics (e.g., acetaminophen, tramadol, topical
NSAIDs,) depending on Indication and nisk

Recreational drugs (e.g., “bath salts” [MDPV],
cocalne, methamphetamine, etc.)

« Discontinue and/or avold use

Systemic corticosteroids (e.g., dexamethasone,
fludrocortisone, methylprednisolone, prednisone,

= Avoid or imit use when possible
« Consider alternative modes of administration (e.g., Inhaled, topical)

:_\;;L' ;;;;-..:\ AMERICAN prednisolone) when feasible
(’{s COLLEGE of Anglogenesis Inhibitor (eg. bevacizumab) and = Initiate or intensify antihypertensive therapy
0 / tyrosine kinase Inhibitors (eg. sunitinib, sorafenif)

¥ CARDIOLOGY




Diéu tri va du
phong tang
huyét ap
khdng dung
thubc

P AMERICAN

§ COLLEGE of

Y CARDIOLOGY

Nonpharmacologic

Intervention

Welght/body fat

Ideal body weight Is best goal but at
least 1 kg reduction In body weight for
most adults who are overwelght. Expect
about 1 mm Hg for every 1 kg reduction

In body weight.

-5 mm Hg

Approximate Impact on SBP
Hypertension

Normotension

-2/3 mm Hg

Healthy diet

DASH dietary pattern

Diet rich In frults, vegetables, whole
grains, and low-fat dairy products with
reduced content of saturated and trans
| fat

-11 mm Hg

-3 mm Hg

Reduced intake
of dietary sodium

Dietary sodium

<1,500 mg/d Is optimal goal but at
least 1,000 mg/d reduction In most
adults

-5/6 mm Hg

-2/3 mm Hg

Enhanced intake
of dietary potassium

Dietary potassium

3,500-5,000 mg/d, preferably by
consumption of a diet rich In potassium

-4/5 mm Hg

-2 mm Hg

Physical activity

Aerobic

* 120-150 min/wk
* 65%-75% heart rate resere

-5/8 mm Hg

-2/4 mm Hg

Dynamic Resistance

* 90-150 min/wk

» 50%-80% 1 rep maximum

* 6 exercises, 3 sets/exercise,
10 repetitions/set

-4 mm Hg

-2 mm Hg

Isometric Resistance

« 4 x 2 min (hand grip), 1 min rest
between exercises, 30%-40%
maximum voluntary contraction,
3 sesslons/wk

* 8-10 wk

-5 mm Hg

-4 mm Hg

Moderation in alcohol
intake

Alcohol consumption

In Individuals who dnink alcohol, reduce
alcoholt to:

» Men: <2 drinks dally

« Women: <1 drnk dally

-4 mm Hg

-3 mm Hg




Khuyén cdo diéu tri tang huyét ap thir phat

Kiém tra tinh hiéu qua cuta tiing thudc trong phoi hgp nhiéu thuéc va rat
bét bat ky thudc nao ha ap trong liéu trinh ma xem ra khong cé hoac it hiéu qua (1,C).

Can nhac khang Aldosterone, Amiloride, va

chen a Doxazosin (néu khong chong chi dinh) Néu khéng chong chi dinh (lla,B).
(lla,B).

Diéu tri can thiép xam nhap: xem xét theo chi
dinh chuyén gia (llb,C).
Chua c6 so0 liéu hiéu qua va an toan cua diéu tri can thiép trong THA dé khang vé lau dai nén can
c6 quyét dinh clia chuyén gia va chi thuc hién & trung tam THA chuyén sau (1,Q).

Chi can thiép xam nhap khi bénh nhan THA Gia tri lam sang: HATT =160 mmHg hoac HATTr
khang tri that su (1,C). >110 mmHg khi do HA lién tuc.

Néu diéu tri bang thuoc khong hiéu qua (llb,C).

Ho6i tim mach hoc Viét Nam 201624



Piéu tri Tang huyét
ap th& phat va tang
huyét dp dé khang

£7: AMERICAN
( @ COLLEGE of
Qs CARDIOLOGY

Confirm Treatment Resistance

Office SBP/DBP =130/80 mm Hg
and
Patient prescribed =3 antihypertensive medications at optimal doses, including a diuretic, if possible
or
Office SBP/DBP <130/80 mm Hg but patient requires =4 antihypertensive medications

Exclude Pseudo-Resistance

Ensure accurate office BP measurements
Assess for nonadherence with prescribed regimen
Obtain home, work, or ambulatory BP readings to exclude white coat effect

|4-

Ildentify and Reverse Contributing Lifestyle Factors
Obesity
Physical Inactivity
Excessive alcohol ingestion
High salt, low-fiber diet

|(-

Discontinue or Minimize Interfering Substances

NSAIDs
Sympathomimetic (e.g., amphetamines, decongestants)
Stimulants
Oral contraceptives
Licorice
Ephedra

|(-

Screen for Secondary Causes of Hypertension

Primary aldosteronism (elevated aldosterone/renin ratio)
CKD (eGFR <60 mL/min/1.73 m?)
Renal artery stenosis (young female, known atherosclerotic disease, worsening kidney function)
Pheochromocytoma (episodic hypertension, palpitations, diaphoresis, headache)
Obstructive sleep apnea (snoring, witnessed apnea, excessive daytime sleepiness)

Pharmacologic Treatment
Maximize diuretic therapy
Add a mineralocorticoid receptor antagonist
Add other agents with different mechanisms of actions
Use loop diuretics in patients with CKD
and/or patients receiving potent vasodilators (e.g., minoxidil)

Refer to Specialist

Refer to appropriate specialist for known or suspected secondary cause(s) of hypertension
Refer to hypertension specialist if BP remains uncontrolled after 6 mo of treatment




KET LUAN

e Tang huyét ap th& phat can dwoc quan tam ding mrc trén thuc hanh
lam sang

* VViéc phat hién va diéu tri tang huyét ap th& phat doi hoi nhirng quy
trinh chat ché theo ACC 2017 va HOQi tim mach hoc Viét Nam 2016

e Piéu trj tang huyét ap th& phat can chuyén biét d6i véi moi nguyén
nhan dé dam bao hiéu qud t6i wu nhat



* Chan thanh cdm on su quan tdm theo d&i clia quy vi dai biéu, quy
dong nghiép.



