HIPERTANSIF ACILLERE
YAKLASIM
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Yillar boyunca hipertansiyon, 140/90 mm Hg veya daha yiksek bir kan basinci (KB) okumasi
olarak siniflandirildi,

Ancak giincellenen kilavuz, hipertansiyonu 130/80 mm Hg veya daha yuksek bir KB degeri olarak
siniflandiriyor.

Guncellenen kilavuz, Tablo 1'de gosterildigi gibi, yasam tarzi degisikliklerinin yani sira kan
basincini disiren ilaglari iceren yeni tedavi 6nerileri de sunmaktadir.




Tablo 1: Kan basincinin siniflamasi ve tedavisi

Kan basinci sinifi Sistolik kan basinci Diyastolik kan Tedavi ve takip

basinci

Normal <120 mmHg Ve <80 mmHg Yilhk olarak degerlendirin; Normal -
kan basincini korumak igin saglikli
yasam tarzi degisikliklerini tesvik
edin.

Yukselmis 120-129 mmHg Ve <80 mmHg Saglikli yasam tarzi degisiklikleri
onerin ve 3-6 ay icinde yeniden
degerlendirin

Evre 1 hipertansiyon 130-139 mmHg Veya <89 mmHg Kalp hastaligi ve felg riskini
degrlendirin

Evre 2 hipertansiyon >140-149 mmHg Veya 290 mmHg Saglikli yasam tarzi degisiklikleri ve
kan basincini distren farkl
siniflardan 2 ilag 6nerin



Hipertansif aciller icin risk faktorler:

Uzun sureli hipertansiyon
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Hipertansif kriz Sistolik kan basinci Diyastolik kan Tedavi ve takip

basinci

Hipertansif acil durum >180 mm Hg Ve/veya  >120 mm Hg Bu hastalarin cogu antihipertansif tedavi
ile uyumlu degildir ve yeni veya
kdtiilesen hedef organ hasarina dair
klinik veya laboratuvar kanitlari yoktur.

Hipertansif kriz >180 mm Hg + ug Ve/veya  >120 mm Hg + ug Yeni / progresif veya kotilesen hedef
organ hasari organ hasari organ hasari olanlarda kan basincinin
surekli izlenmesi ve uygun bir ajanin
parenteral uygulamasi i¢in hastayi bir
yogun bakim Unitesine kabul edin.

Whelton PK, Carey RM, Aronow WS, Casey DE Jr, Collins KJ, Dennison Himmelfarb C, DePalma SM, Gidding S, Jamerson KA, Jones DW, MacLaughlin EJ, Muntner P, Ovbiagele B, Smith SC
Jr, Spencer CC, Stafford RS, Taler SJ, Thomas RJ, Williams KA Sr, Williamson JD, Wright JT Jr. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA guideline for the
prevention, detection, evaluation, and management of high blood pressure in adults: a report of the American College of Cardiology/American Heart Association Task Force on Clinical
Practice Guidelines [published online ahead of print November 13, 2017]. Hypertension. doi: 10.1161/HYP.0000000000000065
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SBP> 180 mm Hg ve / veya DBP> 120 mm Hg

Hipertansif
acil

Yogun
bakima al

Yeni hedef organ
hasari / ilerleyen /
kotulesen

Belirgin olarak
ylikselmis kan
basinci

Oral antihipertansif ilag
tedavisini yeniden baslatin /
yogunlastirin ve takibi

ayarlayin

Hastalik
-Aort diseksiyonu
-Siddetli pre-eklemsi eklemsi
-Feokramasitoma krizi

1. Saatte SKB'n1 <140 mmHg 1. Saatte SKB’n1 max %25 azaltin, daha
seviyesine, aort diseksiyonu sonraski 2-6 saat boyunca 160/100-110
ise <120 mmHg seviyesine mmHg seviyesine, daha sonraki 24-48 saat

dusur boyunca da normal seviyesine disur




Hipertansif kriz

Hipertansif bir acil durum, 6nemli 6lctide ylikselmis kan basincinin akut hipertansiyon aracili
organ hasari ile iliskisidir.

Hedef organlar arasinda retina, beyin, kalp, bliyuk arterler ve bobrekler yer alir.

Bu durum, ilerleyici organ yetmezligini dnlemek icin hizli tanisal calisma ve kan basincinin derhal
dusdridlmesini gerektirir.

Genellikle intraven6z tedavi gereklidir.

Antihipertansif tedavinin secimi, agirlikli olarak organ hasarinin tipine gore belirlenir.



Hipertansif kriz

Hipertansif acil durumlarin spesifik klinik sunumlari
> Malign hipertansiyon

o Hipertansif ensefalopati

o Hipertansif trombotik mikroanjiopati




ORIGINAL ARTICLE

Trends in Hospitalization for Hypertensive Emergency,
and Relationship of End-Organ Damage With In-Hospital

Mortality

Mahek Shah,' Shantanu Patil, 2 Brijesh Patel,’ Shilpkumar Arora,? Nilay Patel,*
Lohit Garg,' Sahil Agrawal,* Larry Jacobs,' Susan P. Steigerwalt,® and Matthew W. Martinez'

BACKGROUND

There are no comprehensive guidelines on management of hyper-
tensive emergency (HTNE) and complications. Despite advances in
antihypertensive medications HTNE is accompanied with significant
morbidity and mortality.

METHODS

We queried the 2002-2012 nationwide inpatient sample database to
Identify patients with HTNE. Trends in incidence of HTNE and in-hos-
pital mortality were analyzed. Logistic regression analysis was used to
assess the relationship between end-organ complications and in-hos-
pital mortality.

RESULTS

Between 2002 and 2012, 129,914 admissions were included. Six hun-

dred and thirty (0.48%) patients died during their hospital stay. There
was an increase in the number of HTNE admissions (9,511-15,479;
Pyeng < 0.001) with concurrent reduction of in-hospital mortality

(0.8-0.3%; Pyeng < 0.001) by the year 2012 compared to 2002. Patients
whn diarl during hecnital wara oldar had lnnngr lanath of stay

of acute cardiorespiratory failure [adjusted odds ratio (OR), 15.8; 95%
confidence interval (Cl), 13.2-18.9], stroke or transient ischemia attack
(TIA) (adjusted OR, 7.9; 95% Cl, 6.3-9.9), chest pain (adjusted OR, 5.9;
959% Cl, 44-7.7), stroke/TIA (adjusted OR, 5.9; 95% CI, 4.5-7.7), and aor-
tic dissection (adjusted OR, 5.9; 95% C, 2.8-12.4) were most predictive
of higher in-hospital mortality in addition to factors such as age, aortic
dissection, acute myocardial infarction, acute penal failure, and pres-
ence of neurological symptoms.

CONCLUSION

Arising trend in hospitalization for HTNE, with an overall decrease in
in-hospital mortality was observed from 2002 to 2012, possibly related
to changes In coding practices and improved management. Presence
of acute cardiorespiratory failure, stroke/TIA, chest pain, and aortic dis-
section were most predictive of higher hospital mortality.

Keywords: blood pressure; cardio respiratory failure; end-organ dam-

age; hypertensive; hypertensive emergency; hypertension complica-
tions; malignant hypertension; mortality; NIS database.

fappesylejwoo dno-owwapeosey:sdiy woly papeojumod

Yapilan bir calismada, hipertansif acil insidansi
ve hastane ici mortalite egilimleri analiz
edilmis.

Akut kardiyorespiratuvar yetmezlik,
inme / GIA,

gogus agrisi ve aort diseksiyonu,

yuksek hastane mortalitesini en cok belirleyen
unsurlardi.




Hipertansif kriz

Semptomlar arasinda bas agrisi, gorme bozukluklari, gogus agrisi, nefes darligi, norolojik
semptomlar, bas donmesi ve daha spesifik olmayan yakinmalar bulunur.

Labetalol ve nikardipin genellikle tim hipertansif acil durumlarda gtivenlidir ve hipertansif acil
durumlarin yonetildigi her yerde mevcut olmalidir.

Nitrogliserin ve nitroprusid, kalp ve aort dahil hipertansif acil durumlarda 6zellikle faydalidir




Akut End Organ Hasari Kan Basinci Dislis Hedefi ve Zamani Tercih Edilen IV ilag

KB ilk 1 saat icinde % 20-25, 2-6 saat i¢cinde 160/100

[ e e Labetalol, nikardipin, nitroprussid

Diffiiz mikrovaskiiler hasar (Malign hipertansiyon)

KB ilk 1 saat icinde % 20-25, 2-6 saat icinde 160/100 Labetdl Glardipin itropiussid:

Hipertansif ensefalopati B

hidralazinden kagin

Sistolik KB 150-220 mmHg ise, 6zellikle bilinen
hipertansiyonu olmayan hastalarda ve anevrizma veya AV
malformasyon gibi altta yatan vaskiiler anormallikleri
olanlarda 1 saat icinde sistolik KB’yi 140-150 mmHg'ye
Akut intraserebral kanama disirdn.
Bliylik hematom hacmi ve artmis kafa ici basinci bulgusu
olan hastalarda, KB yonetimi daha liberal olmalidir (sistolik
BP <180 mmHg tutun). Sistolik KB’nin 140 mm Hg’nin altina
disurilmesi zararli olabilir.

Labetalol, nikardipin,
clevidipin, nitroprussid;

hidralazinden kagin

Trombolitik tedavi endike ise, trombolitik ajan vermeden
once KB < 185/110 mmHg’ye duslrin ve ilk 24 saat
boyunca < 180/105 mmHg’yi koruyun.
Trombolitik tedavi endike degilse ve inme disinda akut end
Akut iskemik inme organ hasari yoksa, strateji KB’na baghdir. KB < 220/120
mmHg ise, ilk 48-72 saat mudahale etmeyin. KB > 220/120
mmHg ise veya kalp yetmezligi ya da miyokard enfarktlsu
gibi baska akut end organ hasari varsa, KB'ni 1 saat icinde%
15 azaltin.

Labetalol, nikardipin,
clevidipin, nitroprussid;

hidralazinden kagin

o . Nitrogliserin, labetalol, lol, met lol;
Sistolik kan basincini 1 saat icinde <140 mmHg’ye disurin; e

Sutlercoersendion diyastolik KB >60 mmHg tutun.

hidralazinden kagin
Nitrogliserin, nitroprussid, cogu vakada loop diliretik gerekir, enalaprilat ya da
Akut kalp yetmezligi Sistolik kan basincini 1 saat icinde <140 mmHg’ye dusirin. hidralazin yararl olabilir;

beta blokerlerden kagin

G 20 dakika iginde hem sistolik KB’yi < 120 mmHg’ye, hem de Esmolol (veya labetalol) arti nikardipin, nitroprussid, nitrogliserin;

l kalp hizini < 60 atim/dk’ya dusurtn. hem beta-bloker (hasta bradikardik degilse) hem de vazodilator kullaniimalidir .




Hipertansif acil durum

Hedef organ hasari bulunmaksizin kan basincinin hedef organ hasari yaratacak kadar yuksek
olmasidir.

Genelde; sistolik kan basinci > 180 mmHg, diastolik kan basinci > 110 mmHg dizeyindedir.
En sik neden dizensiz ila¢ kullanimidir.
Hastaya oncelikle yaninda ise kendi ilaci verilir.

Sonrasinda gerekli olmasi durumunda kaptopril, losartan, labetalol gibi oral antihipertansif
ilaclar ile tedavi edilir.



Hipertansif acil durum

Q) tatins irary o Mecicine el Akut hedef organ hasarinin yoklugunda bile,
siddetli hipertansiyon epizotlarinin uzun vadeli
etkileri vardir.
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Table 12. Hypertensive Emergencies Requiring Immediate BP Lowering

Clinical Presentation Timeline and Target BP First Line Treatment Alternative

Malignant hypertension with or without Several hours, MAP —20% to —25% Labetalol Nitroprusside

TMA or acute renal failure Nicardipine Urapidil

Hypertensive encephalopathy Immediate, MAP —20% to —25% Labetalol Nitroprusside
Nicardipine

Acute ischaemic stroke and SBP =220 1 h, MAP —15% Labetalol Nitroprusside

mm Hg or DBP >120 mmHg Nicardipine

Acute ischaemic stroke with indication 1h, MAP —15% Labetalol Nitroprusside

for thrombolytic therapy and SBP >185 Nicardipine

mm Hg or DBP =110 mm Hg

Acute hemorrhagic stroke and SBP =180 Immediate, 130<SBP<180 mmHg Labetalol Urapidil

mm Hg Nicardipine

Acute coronary event Immediate, SBP <140 mmHg Nitroglycerine Lrapidil

Labetalol
Acute cardiogenic pulmonary edema Immediate, SBP <140 mm Hg Nitroprusside or nitroglycerine Urapidil (with loop diuretic)
(with loop diuretic)
Acute aortic discase Immediate, SEP <120 mmHg and heart Esmolol and nitroprusside or nitroglycerine Labetalol or metoprolol
rate <60 bpm or nicardipine

Eclampsia and severe preeclampsia/ Immediate, SBP <160 mmHg and Labetalol or nicardipine and magnesium

HELLP DEP <105 mmHg sulphate -

Adapted from van den Born et al.'& &3 i
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