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Office BP measurement

(3 readings — use the average of 2™—3)*

|

T

<130/85mmHg

Remeasure after 3years
(1year in those
with other risk factors)

2130/85mmHg

| Confirm with home or ambulatory BP monitoring I

Home BP <135/85mmHg
or 24h ambulatory
BP <130/80mmHg

Home BP >135/85mmHg
or 24h ambulatory
BP 2130/80mmHg

device with appropriate cuffsize for the indi-

F after 1 year

Hypertension diagnosis

the arm with the higher BP.

History & Physical Exam

+ Exclude drug-induced
hypertension

« Evaluate for organ damage

« Consider additional CV risk factors

Lab Tests

+ Serum sodium, potassium &
creatinine, uric acid

« Lipid profile & glucose

*+ Urine dipstick

Additional Tests

« If necessary for suspected
organ damage or secondary
hypertension

* Assess total cardiovascular risk * 12lead ECG
* Search for igns of
secondary hypertension
+ Check adherence
Treatment
Grade 1 Hypertension: Grade 2 on:
140-159/90-99mmHg 2160/100mmHg
1. Start lifestyle interventions 1. Start drug treatment immediately
2. Start drug treatment: 2. Start lifestyle intervention
« Immediately: In high-risk patients
(CVD, CKD, diabetes
or organ damage)
« After 3-6 months of lifestyle
intervention: In low-moderate
risk patients with persistent BP
elevation
Lifestyle Interventions Drug Therapy Steps

« Stop smoking

* Regular exercise

*+ Lose weight

* Salt reduction

« Healthy diet and drinks
* Lower alcohol intake

Simplify regimen with once daily dosing and single pill combinations.
Consider monotherapy in low-risk grade 1 hypertension

and in patients ag

jed >80 years or frail

Non-Black Patients
1. Low dose ACEI/ARB"* + DHP-CCB

Black Patients

1. Low dose ARB* + DHP-CCB or DHP-CCB

~'Lower stress 2. Increase to full dose +thiazide-like diuretic
i 'F;e:i'r‘ggmpg’:“'e 3. Add thiazide-like diuretic 2. Increase to full dose
4. Add spironolactone or, if not toler- 3. Add diuretic or ACEI/ARB
ated or contraindicated, amiloride, 4. Add spironolactone or, if not toler-
doxazosin, eplerenone, clonidine ated or contraindicated, amiloride,
or beta-blocker doxazosin, eplerenone, clonidine
or beta-blocker
Monitoring

Target Monitor Referral

+ BP <130/80mmHg « BP control « If BP still uncontrolled, or other

* Individualise for elderly (achieve target within 3 months) issue, refer to care provider with

based on frailty + Adverse effects hypertension expertise

«+ Long-term




Definice
hypertenze

Systolicky tlak

> 140 mm Hg
Diastolicky tlak

> 90 mm Hg

U osoby nad 18 let



Definice a klasifikace krevniho tlaku podle méFeni v ordinaci (v mmHg)

Kategorie

: Systolicky tlak

Optimalni <120 <80
Normalnf . 120-129 80-84
AVysoky normalini . 130-139 85-89
Hypertenze 1. stupné (mirna) 140-159 90-99
Hypertenze 2. stupné (stfedné zdvaznd) 160-179 100-109
Hypertenze 3. stupné (zdvaZna) =180 =110
Izolovana systolicka hypertenze 2140 <90

Pokud hodnoty systolického a diastolického tlaku téhoZ pacienta spadaji do riiznych kategoril, je tfeba pfi kla-
sifikaci hypertenze zafadit pacienta do vy33l kategorie. RovnéZ u izolované systolické hypertenze Ize stanovit
rizné stupné (1,2 a 3), a to podie hodnot systolického tlaku.

Definice hypertenze: Za arteridlni hypertenzi oznaéujeme opakované zvyseni TK > 140/90 mm Hg namé-
fené minimalné pfi dvou riznych navitévach.




Meéreni tlaku b '




Klasicke mereni TK vsedé v ambulanci

- Na obou HKK zaroven
- Rozdil < 10 mm Hg - pocitame vys$si hodnotu
- Rozdil > 20 mm Hg » dalsi diagnostika

- Zmérit alespon dvakrat pri rlznych navstévach v ambulanci
- TK > 180/110 + KV onemocnéni = diagndza pri 1. navstévé



* Quiet room, comfortable temperature

» No smoking, coffee, exercise for 30min

+ Empty bladder

* Relax for 3—5 min

+» Take 3 measurements at 1 min intervals

+ Use the average of the last 2 measurements

Back
supported

l

No talking during
and between measurements

Cuff to fit arm size
(small, usual, large)?

Arm bare and resting.
Mid-arm at heart level

Validated
electronic
upper-arm cuff2
or manual
auscultatory

1 For manual auscultatory
devices the inflatable bladder
of the cuff must cover
75-100 % of the individual's
arm circumference.

For electronic devices use
cuffs according to device
instructions.

2 See validated electronic
devices lists at
www.stridebp.org

Feet flat
on floor




Jina meéreni TK

- Ve stoje
- posturalni hypertenze - 1. A 3. Minuta
- Stari pacienti a diabetici

- Pri nepritomnosti personalu

- Mimo ordinaci
- nejlépe 24 hod monitorace v domacim prostredi
- Hypertenze bilych plastd
- Maskovana hypertenze



Office BP measurement

(3 readings — use the average of 2™—3)*

T

<130/85mmHg

Remeasure after 3years
(1year in those
with other risk factors)

2130/85mmHg

Confirm with home or ambulatory BP monitoring

Home BP <135/85mmHg
or 24h ambulatory
BP <130/80mmHg

Home BP >135/85mmHg
or 24h ambulatory
BP 2130/80mmHg

Evaluation

History & Physical Exam
+ Exclude drug-induced
hypertension
« Evaluate for organ damage
« Consider additional CV risk factors
* Assess total cardiovascular risk
of

Lab Tests

+ Serum sodium, potassium &
creatinine, uric acid

« Lipid profile & glucose

*+ Urine dipstick

+ 12lead ECG

* Search for i
secondary hypertension
+ Check adherence

4 g

1. Start lifestyle interventions

2. Start drug treatment:

« Immediately: In high-risk patients
(CVD, CKD, diabetes
or organ damage)

« After 3-6 months of lifestyle
intervention: In low-moderate
risk patients with persistent BP
elevation

Additional Tests

« If necessary for suspected
organ damage or secondary
hypertension

00mmHg
art drug treatment immediately
tart lifestyle intervention

(]

1
2.

®»

Lifestyle Interventions
« Stop smoking

* Regular exercise

*+ Lose weight

* Salt reduction

« Healthy diet and drinks
* Lower alcohol intake

Drug Therapy Steps
Simplify regimen with once daily dosing and single pill combinations.
Consider monotherapy in low-risk grade 1 hypertension
and in patients aged >80 years or frail

Non-Black Patients
1. Low dose ACEI/ARB"* + DHP-CCB

Black Patients

1. Low dose ARB* + DHP-CCB or DHP-CCB

~'Lower stress 2. Increase to full dose +thiazide-like diuretic
i 'F;e:i'r‘ggmpg’:“'e 3. Add thiazide-like diuretic 2. Increase to full dose
4. Add spironolactone or, if not toler- 3. Add diuretic or ACEI/ARB
ated or contraindicated, amiloride, 4. Add spironolactone or, if not toler-
doxazosin, eplerenone, clonidine ated or contraindicated, amiloride,
or beta-blocker doxazosin, eplerenone, clonidine
or beta-blocker
Monitoring

Target Monitor Referral

+ BP <130/80mmHg « BP control « If BP still uncontrolled, or other

* Individualise for elderly (achieve target within 3 months) issue, refer to care provider with

based on frailty + Adverse effe hypertension expertise

«+ Long-term




Komplexni diagnostika




Imerit vysoky TK nestaci...

- Nejvyssi naméreny tlak
- Antihypertenziva a jina drivéjsi medikace ovlivihujici TK
- Rizikové faktory
- Patrani po symptomech hypertenze
- Patrani po symptomech sekundarni
hypertenze



Imerit vysoky TK nestaci...

- NejvyssSi naméreny tlak

- Antihypertenziva a jina drivéjsi medikace ovlivnujici TK

- Rizikové faktory - KV choroby, CMP, CKD, DM, HLP,
koureni, alkohol, stres

- Patrani po symptomech hypertenze

- Patrani po symptomech sekundarni hypertenze



Imerit vysoky TK nestaci...

- NejvyssSi naméreny tlak

- Antihypertenziva a jina drivéjsi medikace ovlivnujici TK

- Rizikové faktory

- Patrani po symptomech hypertenze - bolesti na hrudi,
dusnost, palpitace, klaudikace, otoky, bolesti hlavy,
zhorseni zraku, nykturie, nauzea

- Patrani po symptomech sekundarni hypertenze



Imerit vysoky TK nestaci...

- NejvyssSi naméreny tlak

- Antihypertenziva a jina drivéjsi medikace ovlivnujici TK
- Rizikové faktory

- Patrani po symptomech hypertenze

- Patrani po symptomech sekundarni hypertenze
- Svalova slabost, tetanie, arytmie (primarni aldosteronismus)
- Plicni edém (stendéza rendlni arterie)
- Poceni, palpitace, bolesti hlavy (feochromocytom)
- Chrapani, denni spavost (spankova apnoe)



Fyzikalni vysetreni

TF a jeji charakter
Napln krénich zil
Selesty

Periferni pulzace
Periferni otoky
Ledviny + SZ

BMI



Paraklinicka
vysetreni

EKG

Mineralogram,
kreatinin, eGFR,
lipidovy panel, lacn3
glykemie

VySetreni moci
Zobrazovaci metody
(ECHO, USG karotid, USG
ledvin, CT mozku)



Zhodnoceni kardiovaskularniho rizika




50% hypertonikti ma alespon 1 dalsi GV risk factor:

- Diabetes mellitus (20%)

- Poruchu lipidogramu (30%)
- Nadvahu/obesitu (40%) .

> zhodnotit KV rizika a zaradit dle tabulek ESC-ESH




SCORE - European High Risk Chart

10 year risk of fatal CVD in high risk regions of Europe by gender, age, systolic blood pressure, total cholesterol and smoking status
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Office BP measurement
(3 readings — use the average of 2™—3)*

T

<130/85mmHg

Remeasure after 3years
(1year in those
with other risk factors)

2130/85mmHg

| Confirm with home or ambulatory BP monitoring I

Home BP <135/85mmHg
or 24h ambulatory
BP <130/80mmHg

Home BP >135/85mmHg
or 24h ambulatory
BP 2130/80mmHg

device with appropriate cuffsize for the indi-

F after 1 year

Hypertension diagnosis

the am with the higher BP.
Evaluation
History & Physical Exam Lab Tests Additional Tests
+ Exclude drug-induced + Serum sodium, potassium & « If necessary for suspected
hypertension creatinine, uric acid organ damage or secondary

« Evaluate for organ damage
« Consider additional CV risk factors

« Lipid profile & glucose
*+ Urine dipstick

* Assess total cardiovascular risk * 12lead ECG
* Search for igns of
secondary hypertension

+ Check adherence

hypertension

Grade 1 Hypertension:

140-159/90-99mmHg

1. Start lifestyle interventions

2. Start drug treatment:

« Immediately: In high-risk patients
(CVD, CKD, diabetes
or organ damage)

« After 3-6 months of lifestyle
intervention: In low-moderate
risk patients with persistent BP
elevation

Grade 2
2160/100mmHg
1. Start drug treatment immediately
2. Start lifestyle intervention

ion:

Lifestyle Interventions
« Stop smoking
* Regular exercise
*+ Lose weight
* Salt reduction
« Healthy diet and drinks
* Lower alcohol intake
* Lower stress
+ Reduce exposure
to air pollution

Drug Therapy Steps
Simplify regimen with once daily dosing and single pill combinations.
Consider monotherapy in low-risk grade 1 hypertension
and in patients aged >80 years or frail

Non-Black Patients

1. Low dose ACEI/ARB"* + DHP-CCB
2. Increase to full dose

3. Add thiazide-like diuretic

4. Add spironolactone or, if not toler-

ated or contraindicated, amiloride,
doxazosin, eplerenone, clonidine
or beta-blocker

* No ACEVARB in women with or planning pregnancy

Black Patients

1. Low dose ARB* + DHP-CCB or DHP-CCB
+ thiazide-like diuretic

2. Increase to full dose

3. Add diuretic or ACEI/ARB

4. Add spironolactone or, if not toler-
ated or contraindicated, amiloride,
doxazosin, eplerenone, clonidine
or beta-blocker

Monitoring

Target Monitor Referral

+ BP <130/80mmHg « BP control « If BP still uncontrolled, or other

+ Individualise for elderly (achieve target within 3 months) issue, refer to care provider with
based on frailty + Adverse effects hypertension expertise

«+ Long-term







/meéna zivotniho stylu

NUTUTR pupr duny Ui ey
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Farmakologicka lécha

- Méné nez 50% hypertonikl v antihypertenzni terapii
- Pokles TK o 20/10 mm Hg = 50% pokles KV rizika



Farmak. skupiny

ACE
inhibitors

* Inhibition of
angiotensin-

activity of renin
angiotensin
aldosterone
system

C32+
channel
blockers

eliular

calcium ions ThiaZide &

* Decreased

contraction ilﬂd thiazide'like
diuretics

vasodilation
« [nhibition of
the aldosterone

secretion

* Retention of
water in urine

Loop
diuretics

* Inhibition of
sodium reabsorption
at the ascending
loop

* Excretion of

water in urine

Antihypertensive drugs

Diuretics

K sparing
diuretics

* [nhibition of
potassium secretion
* Blockage of
sodium channels



AGE-|

e Univerzalni antihypertenziva

e Ramipril, perindopril, lisinopril

e Vedlejsi ucinky: kasel - po ulehnuti, angioneuroticky
edém

e Kontroly K, urey, kreatininu

e KI: gravidita, hyperkalemie, bilat. stendéza ren.aa,
angioedém

e Captopril: hypertenzni krize




Blokatory Ca kanalii dihydropyridinové (ll.gen.)

e Univerzalni antihypertenziva

e Amlodipin, felodipin, nitrendipin, 1isradipin, nifedipin

e I: stars$i pac., izolovand systol. hypertenze, ICHDK,
gravidida, AP

e Bez ortostat.hypertenze, ovlivnéni metab. lipidu,
glycidl, K, Na, bronchokonstrikce

e Nezadouci uUcinky: periferni otoky (¢asto ustoupi po v

davky)




Beta-blokatory

e Sympatolytika

e I : ICHS, SS, téhotenstvi, tachyarytmie, glaukom,
hyperkineticka cirkulace

e Nevhodny atenolol (kratky polocdas, v selektivita)

e KI: AB, AVB 2.+3.st.



Kombinace

Nejefektnéjsi: -inhibitory ACE + BKK
Nevhodné

- BB + diuretikum
- ACE-I + sartan : 4 riziko hypotenze, hyperkalemie,
renalniho selhani, »~ mortalita u srdeé¢niho selhani



Kombinace

Nejefektnéjsi : inhibitory ACE + BKK
Nevhodné

- BB + diuretikum
- ACE-I + sartan : 4 riziko hypotenze, hyperkalemie,
renalniho selhani, 4 mortalita u srdeéniho selhani



Drug/Substance>2
43

Léciva exacerbujici/indukujici hypertenzi

Comments on Specific Drugs and Substances™*

Nonsteroidal
anti-inflammatory
drugs (NSAIDs)

No difference or an increase of up to 3/1 mm Hg with celecoxib 3/1 mm Hg increase with
nonselective NSAIDs

No increase in blood pressure with aspirin

NSAIDs can antagonize the effects of RAAS-inhibitors and beta blockers

Combined oral
contraceptive pill

6/3 mm Hg increase with high doses of estrogen (>50 mcg of estrogen and 1-4 mcg progestin)

Antidepressants

2/1 mm Hg increase with SNRI (selective norepinephrine and serotonin reuptake inhibitors)
Increased odds ratio of 3.19 of hypertension with tricyclic antidepressant use
No increases in blood pressure with SSRI (selective serotonin reuptake inhibitors)

Acetaminophen

Increased relative risk of 1.34 of hypertension with almost daily acetaminophen use

Other medications

Steroids

Antiretroviral therapy: inconsistent study findings for increased blood pressure
Sympathomimetics: pseudoephedrine, cocaine, amphetamines

Antimigraine serotonergics

Recombinant human erythropoeitin

Calcineurin inhibitors

Antiangiogenesis and kinase inhibitors

11 R-hydroxysteroid dehydrogenase type 2 inhibitors

Herbal and other
substances?#4-4°

Alcohol, ma-huang, ginseng at high doses, liquorice, St. John’s wort, yohimbine




Cile

Dle AMA 2020 guidelines

TK < 130/80

- u osob pod 65 let
- > 120/70

TK < 140/90

- u osob nad 65 let

- dndividualnéjsi
pristup

Cile dosahnout do 3

mésicu




Cile

Dle AMA 2020 guidelines

TK < 130/80

- u osob pod 65 let
- > 120/70

TK < 140/90

- u osob nad 65 let

- [dndividualnéjsi
pristup

Cile dosahnout do 3

mésicu




Cile

Dle AMA 2020 guidelines

TK < 130/80

- u osob pod 65 let
- > 120/70

TK < 140/90

- u osob nad 65 let

- dndividualnéjsi
pristup

Cile dosahnout do 3

mésicu




Nejcastejsi komorbidity a jejich vliv na terapii




Hypertenze a nemoc koronarnich tepen

-> Cil < 130/80 (kromé osob nad 85 let = < 140/80)
-> Epidemiologicky prokdzand souvislost mezi AIM a aHT
- ACE-I + BB + statin + ASA



Hypertenze a cévni mozkova prihoda v anamnéze

Cil < 130/80 (kromé osob nad 85 let = < 140/80)
aHT = nejzavaznéjsi rizikovy faktor pro ischemické i

vl

hemoragické CMP

Kontrola tlaku = prevence CMP

ACE-I, blokatory Ca-kanald, diuretika
Statiny

ASA pFi iCMP

N N




Hypertenze a srdecni selhani

Cil mezi 130/80 a 120/70

aHT = rizikovy faktor pro srdecni selhani, spojené s
vys$sSi mortalitou

Vys$sSi dopad zmény Zivotniho stylu

ACE-I, BB, antagonisté mineralokortikoidnich receptor
Diuretika pouze symptomatickd terapie

Alternativou k ACE-I: sacubitril-valsartan (Entresto)

vl

N N



Hypertenze a chronické onemocnéni ledvin

- Cil < 130/80

- aHT = vysoce rizikovy faktor
pro rozvoj jakékoliv formy CKD

- Snizend eGFR nejasné etiologie? v.s. maskovana/nocni
hypertenze

= ACE-I(vliv na albuminurii) + blok. Ca-k,
klickova diuretika

-> C(Castéjsi monitorace minerdld a ren. funkci



Hypertenze a CHOPN

Cil < 130/80 (kromé osob nad 85 let = < 140/80)
aHT nejcastéjsi komorbidita CHOPN

Prestat kourit je nutné!

Sartany + blokator Ca-k. a/nebo diuretika

Vv 4 d



Hypertenze a diabetes mellitus

-> Cil < 130/80 (kromé osob nad 85 let = < 140/80)
-> ACE-I + blokator Ca-k. a/nebo diuretikum
-=> Statin



Hypertenze a revmatické choroby

- Castéji nediagnostikovand &i Spatné kontrolovand aHT
- ZvysSend KV rizika
-=> ACE-I + blok. Ca-k.



Hypertenze a psychiatricka onemocnéni

PredevSim u depresivnich syndrom(

Deprese = vysSS$i riziko KV morbidity a mortality
ACE-I + diuretika pro méné -interakci

B-blokatory (kromé metoprololu) pri tachykardiich
zpUsobenych farmaky

Vv 4 d



Office BP measurement
(3 readings — use the average of 2™—3)*

T

<130/85mmHg

Remeasure after 3years
(1year in those
with other risk factors)

2130/85mmHg

| Confirm with home or ambulatory BP monitoring I

Home BP <135/85mmHg
or 24h ambulatory
BP <130/80mmHg

Home BP >135/85mmHg
or 24h ambulatory
BP 2130/80mmHg

device with appropriate cuffsize for the indi-

F after 1 year

Hypertension diagnosis

the am with the higher BP.
Evaluation
History & Physical Exam Lab Tests Additional Tests
+ Exclude drug-induced + Serum sodium, potassium & « If necessary for suspected
hypertension creatinine, uric acid organ damage or secondary

« Evaluate for organ damage
« Consider additional CV risk factors

« Lipid profile & glucose
*+ Urine dipstick

hypertension

* Assess total cardiovascular risk * 12lead ECG
* Search for igns of
secondary hypertension
+ Check adherence
Treatment
Grade 1 Hypertension: Grade 2 Hypertension:
140-159/90-99mmHg 2160/100mmHg
1. Start lifestyle interventions 1. Start drug treatment immediately
2. Start drug treatment: 2. Start lifestyle intervention
« Immediately: In high-risk patients
(CVD, CKD, diabetes
or organ damage)
« After 3-6 months of lifestyle
intervention: In low-moderate
risk patients with persistent BP
elevation
Lifestyle Interventions Drug Therapy Steps

« Stop smoking
* Regular exercise
*+ Lose weight
* Salt reduction
« Healthy diet and drinks
* Lower alcohol intake
* Lower stress
+ Reduce exposure
to air pollution

Simplify regimen with once daily dosing and single pill combinations.
Consider monotherapy in low-risk grade 1 hypertension

and in patients ag

jed >80 years or frail

Monitoring

Non-Black Patients

1. Low dose ACEI/ARB"* + DHP-CCB

2. Increase to full dose

3. Add thiazide-like diuretic

4. Add spironolactone or, if not toler-
ated or contraindicated, amiloride,
doxazosin, eplerenone, clonidine
or beta-blocker

Black Patients

1. Low dose ARB* + DHP-CCB or DHP-CCB

+ thiazide-like diuretic

2. Increase to full dose

3. Add diuretic or ACEI/ARB

4. Add spironolactone or, if not toler-
ated or contraindicated, amiloride,
doxazosin, eplerenone, clonidine
or beta-blocker

Target
+ BP <130/80mmHg

* Individualise for elderly
based on frailty

Monitor
* BP control

(achieve target within 3 months)
* Adverse effects

Referral

« I BP still uncontrolled, or other
issue, refer to care provider with
hypertension expertise

«+ Long-term




Hypertension-mediated organ damage




= organove komplikace arterialni hypertenze

Mozek: TIA, CMP, hemoragie
Levostranna srdec¢ni hypertrofie
Zhorseni renalnich funkci

PosSkozeni endotelu a intimy arterii
Poskozeni retiny



Pravidelna kontrola

- TK

- Kreatinin, eGFR

- Moc ch+s

- 12-svodové EKG

- Ostatni metody dle kliniky konkrétniho pacienta



Rezistentni hypertenze




Rezistentni hypertenze

- TK > 140/90 pri terapii 3+ antihypertenziv v optimalni
(nebo nejvyssi tolerované) ddvce

- Vyloudit pseudorezistenci (bily plast, nonadherenci,
suboptimalni kombinace)

- Screening sekundarni hypertenze

- + spironolacton do terapie (normoNa, eGFR > 45ml/min)
- Pokud je KI, tak jakékoliv dalsi aHT z jiné tridy nez jiz uzivana

- Referovat na vyssi pracovisteé

- Opravdova farmakorezistence asi v 10% pripadu



Adherence

- Zhodnotit pred kazdou eskalaci terapie

- Strategie ke zvySeni adherence:
-  Kombinace v jedné pilulce
- Davkovani jednou denné
- Spojovani podani 1ék0 s kazdodennimi cCinnostmi
- Vyuziti modernich technologii (aplikace ve smartphonech, sms zpravy)
- Zpétna vazba, motivovani
- Domaci méreni TK



Hypertenzni krize




Hypertenzni krize

- Zivot ohroZujici stav s poskozenim Zivotné dllezZitych
organ(

- TK > 200/120

- Pokles 20%/hod - individualné dle situace



Terapie hypertenzni krize

- Captopril: 12,5-50 mg = Tensiomin

- Urapidil: 25 mg i.v., dale do 100 mg i.v. = Ebrantil

— Nitroprusid: 0,3..max.8 ug/kg/min.

- Labetalol: bolus i.v. 20-40 mg 1 min., pak 1-2 mg/min.
(ne u dysfunkce LK) = Transdate

- Nitraty : ISDN 2-10 mg/h., NTG 0,5-10 mg/h



Clinical Presentation Timeline and Target BP First Line Treatment Alternative
Malignant hypertension with or without TMA or Several hours, MAP Labetalol Nicardipine Nitroprusside
acute renal failure -20% to -25% Urapidil

Hypertensive encephalopathy

Immediate, MAP -20%
to -25%

Labetalol Nicardipine

Nitroprusside

Acute ischaemic stroke and SBP >220 mm Hg or
DBP >120 mm Hg

1 h, MAP -15%

Labetalol Nicardipine

Nitroprusside

Acute ischaemic stroke with indication for
thrombolytic therapy and SBP >185 mm Hg or
DBP >110 mm Hg

1 h, MAP -15%

Labetalol Nicardipine

Nitroprusside

Acute hemorrhagic stroke and SBP >180 mm Hg Immediate, 130<SBP Labetalol Nicardipine Urapidil
<180 mm Hg

Acute coronary event Immediate, SBP <140 Nitroglycerine Labetalol Urapidil
mm Hg

Acute cardiogenic pulmonary edema Immediate, SBP <140 Nitroprusside or Urapidil (with
mm Hg nitroglycerine (with loop | loop diuretic)

diuretic)
Acute aortic disease Immediate, SBP <120 | Esmolol and nitroprusside | Labetalol or
mm Hg and heart rate or nitroglycerine or metoprolol

<60 bpm

nicardipine

Eclampsia and severe preeclampsia/HELLP

Immediate, SBP <160
mm Hg and DBP <105
mm Hg

Labetalol or nicardipine
and magnesium sulphate




Dekuji za pozornost




