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Section 1: Introduction
Context and Purpose of This Guideline
Statement of Remit
To align with its mission to reduce the global burden of raised
blood pressure (BP), the International Society of Hypertension
(ISH) has developed worldwide practice guidelines for the
management of hypertension in adults, aged 18 years and
older.
The ISH Guidelines Committee extracted evidence-based
content presented in recently published extensively reviewed
and
standards
guidelines and tailored
of care in a practical format that is easy-to-use particularly
in low, but also in high resource settings – by clinicians, but
also nurses and community health workers, as appropriate.
Although distinction between low and high resource settings
often refers to high (HIC) and low- and middle-income countries (LMIC), it is well established that in HIC there are areas
with low resource settings, and vice versa.
Herein optimal care refers to evidence-based standard of
care articulated in recent guidelines1,2 and summarized here,
standards recognize that
whereas
standards would not always be possible. Hence essential standards refer to minimum standards of care. To allow specification of essential standards of care for low resource settings,
the Committee was often confronted with the limitation or
absence in clinical evidence, and thus applied expert opinion.
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hese various limitations should be
isk in clinical practice.

Table 8

Office blood pressure measurement

Patients should be seated comfortably in a quiet environment

ssessment

for 5 min before beginning BP measurements.
a

Class

Level

Three BP measurements should be recorded, 1–2 min apart,
and additional measurements only if the first two readings differ

b

ORE system

by >10 mmHg. BP is recorded as the average of the last two BP

e patients
ery high risk

readings.
I

Additional measurements may have to be performed in patients
with unstable BP values due to arrhythmias, such as in patents

B

gle risk facnsive

with AF, in whom manual auscultatory methods should be used
as most automated devices have not been validated for BP
measurement in patients with AF.a

left ventricular hypertrophy; SCORE =

Use a standard bladder cuff (12–13 cm wide and 35 cm long)
for most patients, but have larger and smaller cuffs available for
larger (arm circumference >32 cm) and thinner arms,
respectively.
The cuff should be positioned at the level of the heart, with the

measurement

back and arm supported to avoid muscle contraction and isometric exercise-dependant increases in BP.

ce blood pressure

When using auscultatory methods, use phase I and V (sudden
reduction/disappearance) Korotkoff sounds to identify SBP and

miautomatic or automatic sphygd method for measuring BP in the
ld be validated according to stand4
BP should initially be measured in
ate cuff size for the arm circumferSBP difference between arms (i.e.
n increased CV risk,45 most likely
ase. Where there is a difference in
ed by simultaneous measurement,
should be used for all subsequent

DBP, respectively.

betes, or people with other causes
ould also be measured 1 min and 3
potension is defined as a reduction
>
_10 mmHg within 3 min of standcreased risk of mortality and CV
e recorded at the time of BP measate is an independent predictor of
ough heart rate is not included in
marizes the recommended proceement. It is emphasized that office
, with inadequate attention to the
nded for a valid measurement of
of office BP can lead to inaccurate
patient’s true BP, and unnecessary

Record heart rate and use pulse palpation to exclude

Measure BP in both arms at the first visit to detect possible
between-arm differences. Use the arm with the higher value as
the reference.
Measure BP 1 min and 3 min after standing from a seated position in all patients at the first measurement to exclude orthostatic hypotension. Lying and standing BP measurements should
also be considered in subsequent visits in older people, people
with diabetes, and people with other conditions in which orthostatic hypotension may frequently occur.

arrhythmia.
AF = atrial fibrillation; BP = blood pressure; DBP = diastolic blood pressure; SBP
= systolic blood pressure.
a
Most automatic devices are not validated for BP measurement in patients with
AF and will record the highest individual systolic pressure wave form rather than
an average of several cardiac cycles. This will lead to overestimation of BP.

..
...
..
...
...
...

and unobserved, the ‘white-coat effect’ (see section 4.7.1) can be
substantially reduced48 or eliminated.49 Moreover, the BP values are
lower than those obtained by conventional office BP measurement
and are similar to, or even less than, those provided by daytime
ambulatory blood pressure monitoring (ABPM) or home blood pres50
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Medição adequada
§ Sentado 3-5min antes de medir
§ 2+ medições com 1-2min de intervalo (média)
§ Aparelho e braçadeira adequados
§ Braçadeira ao nível do coração
§ (Ambiente calmo, doente tranquilo)
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Table 3

mated to be 1.13 billion in 2015,5 with a prevalence of over 150 million in central and eastern Europe. The overall prevalence of
hypertension in adults is around 30 - 45%,12 with a global agestandardized prevalence of 24 and 20% in men and women, respectively, in 2015.5 This high prevalence of hypertension is consistent
across the world, irrespective of income status, i.e. in lower, middle,
and higher income countries.12 Hypertension becomes progressively
more common with advancing age, with a prevalence of >60% in
people aged >60 years.12 As populations age, adopt more sedentary
lifestyles, and increase their body weight, the prevalence of hypertension worldwide will continue to rise. It is estimated that the number

Classification of office blood pressurea and definitions of hypertension gradeb

Category

Systolic (mmHg)

Diastolic (mmHg)

Optimal

<120

and

<80

Normal

120–129

and/or

80–84

High normal

130–139

and/or

85–89

Grade 1 hypertension

140–159

and/or

90–99

Grade 2 hypertension

160–179

and/or

100–109

Grade 3 hypertension

>_180

and/or

>_110

Isolated systolic hypertensionb

>_140

and

<90

BP = blood pressure; SBP = systolic blood pressure.
a
BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.
b
Isolated systolic hypertension is graded 1, 2, or 3 according to SBP values in the ranges indicated.
The same classification is used for all ages from 16 years.
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for the recommendation that the classification of BP and definition
of hypertension remain unchanged from previous ESH/ESC
Guidelines (Table 3).15,16,17
Hypertension is defined as office SBP values >_140 mmHg and/or
diastolic BP (DBP) values >_90 mmHg. This is based on evidence from
multiple RCTs that treatment of patients with these BP values is beneficial (see section 7). The same classification is used in younger, middleaged, and older people, whereas BP centiles are used in children and
teenagers, in whom data from interventional trials are not available.
Details on BP classification in boys and girls <_ 16 years of age can be
found in the 2016 ESH Guidelines for children and adolescents.18

Definição
§ Consultório
§ > 16 anos
§ 2 ocasiões (2 semanas de intervalo)

TAS ≥ 140mmHg e/ou TAD ≥ 90mmHg

Table 3
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for the recommendation that the classification of BP and definition
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Classificação
§ Grau 1: TA 140-159/90-99mmHg
§ Grau 2: TA 160-179/100-109mmHg
§ Grau 3: TA ≥ 180/110mmHg
§ HT sistólica isolada: TAS ≥ 140mmHg

Table 3
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for the recommendation that the classification of BP and definition
of hypertension remain unchanged from previous ESH/ESC
Guidelines (Table 3).15,16,17
Hypertension is defined as office SBP values >_140 mmHg and/or
diastolic BP (DBP) values >_90 mmHg. This is based on evidence from
multiple RCTs that treatment of patients with these BP values is beneficial (see section 7). The same classification is used in younger, middleaged, and older people, whereas BP centiles are used in children and
teenagers, in whom data from interventional trials are not available.
Details on BP classification in boys and girls <_ 16 years of age can be
found in the 2016 ESH Guidelines for children and adolescents.18

Avaliação
§ TA <120/80mmHg à 5-5A
§ TA 120-129/80-84mmHg à 3-3A
§ TA 130-139/85-90mmHg à 1-1A
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Table 9 Definitions of hypertension according to
office, ambulatory, and home blood pressure levels
Category

Office BPa

SBP

DBP

(mmHg)

(mmHg)

>_140

and/or

>_90

Ambulatory BP
Daytime (or awake) mean

>_135

and/or

>_85

Night-time (or asleep) mean

>_120

and/or

>_70

24 h mean

>_130

and/or

>_80

Home BP mean

>_135

and/or

>_85

BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood
pressure.
a
Refers to conventional office BP rather than unattended office BP.

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
.

more sensitive risk predictor than office BP of CV outcomes such as
coronary morbid or fatal events and stroke.68–72
BP normally decreases during sleep. Although the degree of nighttime BP dipping has a normal distribution in a population setting, an
arbitrary cut-off has been proposed to define patients as ‘dippers’ if
their nocturnal BP falls by >10% of the daytime average BP value;
however, the ‘dipping’ status is often highly variable from day to day
and thus is poorly reproducible.73 Recognised reasons for an absence
of nocturnal BP dipping are sleep disturbance, obstructive sleep
apnoea, obesity, high salt intake in salt-sensitive subjects, orthostatic
hypotension, autonomic dysfunction, CKD, diabetic neuropathy, and
old age.54 StudiesMAPA
that accounted for daytime and night-time BP in
the same statistical model found that night-time BP is a stronger predictor of outcomes than daytime BP.54 The night-to-day ratio is also a
significant predictor of §
outcome, and patients with a reduced nighttime dip in BP (i.e. <10% of the daytime average BP or a night-to-day
ratio >0.9) have an increased cardiovascular risk.54 Moreover, in
those in whom there is§no night-time dip in BP or a higher night-time
than daytime average BP, there is a substantially increase in risk.74
Paradoxically, there is also some evidence of increased risk in patients
who have extreme dipping
§ of their night-time BP,75 although the limited prevalence and reproducibility of this phenomenon makes interpretation of data difficult.
A number of additional
§ indices derived from ABPM 76recordings
have some prognostic value, including 24 h BP variability, morning
BP surge,77 and the ambulatory arterial stiffness index.78 However,
their incremental predictive
§ value is not yet clear. Thus, these indices
should be regarded as research tools, with no current indication for
routine clinical use.

e-abstract/39/33/3021/5079119 by guest on 27 September 2018

measurements should be taken at each measurement session, per57
formed 1–2 min apart.HH
Compared with office BP, HBPM values are usually lower, and the
diagnostic threshold for hypertension is >_135/85 mmHg (equivalent
to office BP >_140/90 mmHg) (Table 9) when considering the average
of 3–6 days of home BP values. Compared with office BP, HBPM provides more reproducible BP data and is more closely related to
HMOD, particularly LVH.58 Recent meta-analyses of the few

Medições seriadas 15-30min
Perfil diurno e noturno

Dippers vs. Non-dippers
Mais informação à ideal?
Exame não comparticipado...

Table 9 Definitions of hypertension according to
office, ambulatory, and home blood pressure levels
Category

Office BPa

SBP

DBP

(mmHg)

(mmHg)

>_140

and/or

>_90

Daytime (or awake) mean

>_135

and/or

>_85

Night-time (or asleep) mean

>_120

and/or

>_70

24 h mean

>_130

and/or

>_80

Home BP mean

>_135

and/or

>_85

Ambulatory BP

BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood
pressure.
a
Refers to conventional office BP rather than unattended office BP.
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more sensitive risk predictor than office BP of CV outcomes such as
coronary morbid or fatal events and stroke.68–72
BP normally decreases during sleep. Although the degree of nighttime BP dipping has a normal distribution in a population setting, an
arbitrary cut-off has been proposed to define patients as ‘dippers’ if
their nocturnal BP falls by >10% of the daytime average BP value;
however, the ‘dipping’ status is often highly variable from day to day
and thus is poorly reproducible.73 Recognised reasons for an absence
of nocturnal BP dipping are sleep disturbance, obstructive sleep
apnoea, obesity, high salt intake in salt-sensitive subjects, orthostatic
hypotension, autonomic dysfunction, CKD, diabetic neuropathy, and
old age.54 Studies that accounted for daytime and night-time BP in
the same statistical model found that night-time BP is a stronger predictor of outcomes than daytime BP.54 The night-to-day ratio is also a
significant predictor of outcome, and patients with a reduced nighttime dip in BP (i.e. <10% of the daytime average BP or a night-to-day
ratio >0.9) have an increased cardiovascular risk.54 Moreover, in
§
those in whom there is no night-time dip in BP or a higher night-time
than daytime average BP, there is a substantially increase in risk.74
Paradoxically, there is also some evidence of increased risk in patients
§
who have extreme dipping of their night-time BP,75 although the limited prevalence and reproducibility of this phenomenon makes interpretation of data difficult.
§
A number of additional indices derived from ABPM recordings
have some prognostic value, including 24 h BP variability,76 morning
BP surge,77 and the ambulatory arterial stiffness index.78 However,
§
their incremental predictive value is not yet clear. Thus, these indices
should be regarded as research tools, with no current indication for
routine clinical use.

AMPA

3- 7 dias consecutivos
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measurements should be taken at each measurement session, per57
formed 1–2 min apart.HH
Compared with office BP, HBPM values are usually lower, and the
diagnostic threshold for hypertension is >_135/85 mmHg (equivalent
to office BP >_140/90 mmHg) (Table 9) when considering the average
of 3–6 days of home BP values. Compared with office BP, HBPM provides more reproducible BP data and is more closely related to
HMOD, particularly LVH.58 Recent meta-analyses of the few

Ambiente calmo, doente relaxado...
2+ medições com intervalos 1-2min (2id)
Mais barato, acessível à possível?

Figure 2 Screening and diagnosis of hypertension. ABPM = ambulatory blood pressure monitoring; BP = blood pressure; HBPM = home blood
pressure monitoring.

a
After detecting a specific BP category on screening, either confirm BP elevation with repeated office BP measurements on repeat visits
or arrange use of out-of-office BP to confirm the diagnosis of hypertension.

Table 11

Clinical indications for home blood pressure monitoring or ambulatory blood pressure monitoring

Conditions in which white-coat hypertension is more common, e.g.:

•
•

Grade I hypertension on office BP measurement
Marked office BP elevation without HMOD

Conditions in which masked hypertension is more common, e.g.:

•
•

High–normal office BP
Normal office BP in individuals with HMOD or at high total CV risk

Postural and post-prandial hypotension in untreated and treated patients
Evaluation of resistant hypertension
Evaluation of BP control, especially in treated higher-risk patients
Exaggerated BP response to exercise
When there is considerable variability in the office BP
Evaluating symptoms consistent with hypotension during treatment
Specific indications for ABPM rather than HBPM:
• Assessment of nocturnal BP values and dipping status (e.g. suspicion of nocturnal hypertension, such as in sleep apnoea, CKD, diabetes, endo-

ed from https://academic.oup.com/eurheartj/article-abstract/39/33/3021/5079119 by guest on 27 September 2018
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Indicações para MAPA e AMPA
§ HTA bata branca
§ HTA mascarada
§ Grande variabilidade entre medições
§ Sintomas compatíveis com hipotensão

crine hypertension, or autonomic dysfunction)

§ Confirmar HTA resistente
ABPM = ambulatory blood pressure monitoring; BP = blood pressure; CKD = chronic kidney disease; CV = cardiovascular; HBPM = home blood pressure monitoring; HMOD
= hypertension-mediated organ damage.
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Table 5

Ten year cardiovascular risk categories (Systematic COronary Risk Evaluation system)

Very high risk

People with any of the following:
Documented CVD, either clinical or unequivocal on imaging.
Clinical CVD includes acute myocardial infarction, acute coronary syndrome, coronary or other arterial revascularization, stroke, TIA, aortic aneurysm, and PAD

•

Unequivocal documented CVD on imaging includes significant plaque (i.e. >_50% stenosis) on angiography or

•

ultrasound; it does not include increase in carotid intima-media thickness
Diabetes mellitus with target organ damage, e.g. proteinuria or a with a major risk factor such as grade 3
hypertension or hypercholesterolaemia

•
•
High risk

Severe CKD (eGFR <30 mL/min/1.73 m2)
A calculated 10 year SCORE of >_10%

People with any of the following:

•

Marked elevation of a single risk factor, particularly cholesterol >8 mmol/L (>310 mg/dL), e.g. familial hyper-

•

cholesterolaemia or grade 3 hypertension (BP >_180/110 mmHg)
Most other people with diabetes mellitus (except some young people with type 1 diabetes mellitus and without major risk factors, who may be at moderate-risk)

Hypertensive LVH
2

Moderate CKD eGFR 30-59 mL/min/1.73 m )
A calculated 10 year SCORE of 5-10%
Moderate risk

People with:
• A calculated 10 year SCORE of "1 to <5%

•
•

Low risk

Grade 2 hypertension

Many middle-aged people belong to this category

People with:

•

A calculated 10 year SCORE of <1%

BP = blood pressure; CKD = chronic kidney disease; CVD = cardiovascular disease; eGFR = estimated glomerular filtration rate; LVH = left ventricular hypertrophy; TIA =
transient ischaemic attack; PAD = peripheral artery disease; SCORE = Systematic COronary Risk Evaluation.

of people with hypertension will increase by 15–20% by 2025, reaching close to 1.5 billion.19

..
..
..
.

hypertension with an increased risk of developing atrial fibrillation
(AF),20 and evidence is emerging that links early elevations of BP to

Avaliar RCV
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•

§ Maioria apresenta outros FRCV
§ FRCV potenciam-se mutuamente
§ Tratar individuo vs. Tratar doença isolada
§ Influencia atitudes terapêuticas
§ SCORE, ...
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Table 6 Risk modifiers increasing cardiovascular risk
estimated by the Systemic COronary Risk Evaluation
(SCORE) system35

Modificadores RCV

Social deprivation, the origin of many causes of CVD
Obesity (measured by BMI) and central obesity (measured by
waist circumference)

§ Obesidade, Sedentarismo

Physical inactivity

§ Stress, Fatores sociais, Dça psiquiátrica

Psychosocial stress, including vital exhaustion
Family history of premature CVD (occurring at age <55 years in
men and <60 years in women)
Autoimmune and other inflammatory disorders
Major psychiatric disorders
Treatment for infection with human immunodeficiency virus
Atrial fibrillation
LV hypertrophy
CKD
Obstructive sleep apnoea syndrome
BMI = body mass index; CKD = chronic kidney disease; CVD = cardiovascular
disease; LV = left ventricular.
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HH

§ AF de DCV prematura
§ Dça Autoimune
§ FA, HVE
§ DRC
§ SAOS

HH

HTA - DIAGNÓSTICO
§ Como fazer uma medição TA adequada
§ Definição e classificação de HTA
§ Utilização de MAPA e AMPA
§ Avaliar RCV
§ Avaliação inicial

HH

Lack of physical exercise/sedentary lifestyle

sure, BP variability, exercise BP, and central
BP) may be considered but are not often
used for routine clinical use at present.

History of erectile dysfunction

IIb

C

Sleep history, snoring, sleep apnoea (information also from partner)

They may provide useful additional information in some circumstances and are valuable

Previous hypertension in pregnancy/pre-eclampsia

tools for research.
ABPM = ambulatory blood pressure monitoring; AF = atrial fibrillation; BP =
blood pressure; CV = cardiovascular; HBPM = home blood pressure monitoring;
SBP = systolic blood pressure.
a
Class of recommendation.
b
Level of evidence.

A

History and symptoms of HMOD, CVD, stroke, and renal
disease
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
sensory or motor deficit, stroke, carotid revascularization, cognitive
impairment, dementia (in the elderly)
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5 Clinical
and
Table evaluation
12 Key information
to be collected in personal
and family medical history
assessment
of hypertensionmediated
organ damage in
Risk factors
patientsFamily
with
hypertension
and personal
history of hypertension, CVD, stroke, or renal
disease

5.1 Clinical
evaluation
Family and personal history of associated risk factors (e.g. familial

C

Sleep history, snoring, sleep apnoea (information also from partner)

5.2 Medical
history
Previous
hypertension in pregnancy/pre-eclampsia

A thorough medical history (Table 12) should address in particular:

• Time of

lation; BP =
monitoring;•

•
•
•
•

•
•

iagnosis and
y causes of
he developns, or family
lifestyle and
sh whether

History and symptoms of HMOD, CVD, stroke, and renal
thedisease
first diagnosis of hypertension, including records of

any previous
medical screening, hospitalization, etc.
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
Record anysensory
currentorand
past
BP values
motor
deficit,
stroke, carotid revascularization, cognitive
Record current
and past
antihypertensive
medications
impairment,
dementia
(in the elderly)
Record other medications
Heart: chest pain, shortness of breath, oedema, myocardial infarcFamily history
of hypertension, CVD, stroke, or renal disease
tion, coronary revascularization, syncope, history of palpitations,
Lifestyle evaluation, including exercise levels, body weight
arrhythmias (especially AF), heart failure
changes, diet history, smoking history, alcohol use, recreational
Kidney:
thirst, polyuria,
nocturia,
haematuria,
urinaryon
tract
infections
drug use, sleep
history,
and impact
of any
treatments
sexual
function Peripheral arteries: cold extremities, intermittent claudication, painHistory of any
CVpain
risk
free concomitant
walking distance,
at factors
rest, peripheral revascularization
Details and symptoms of past and present comorbidities
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,

Kidney: thirst, polyuria, nocturia, haematuria, urinary tract infections
Peripheral arteries: cold extremities, intermittent claudication, painfree walking distance, pain at rest, peripheral revascularization
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
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C

The purpose ofhypercholesterolaemia)
the clinical evaluation is to establish the diagnosis and
grade of hypertension, screen for potential secondary causes of
Smoking history
hypertension, identify factors potentially contributing to the developDietary history
and salt
intake
ment of hypertension
(lifestyle,
concomitant
medications, or family
history), identifyAlcohol
concomitant
CV risk factors (including lifestyle and
consumption
family history), identify concomitant diseases, and establish whether
Lack of physical exercise/sedentary lifestyle
there is evidence
of HMOD or existing CV, cerebrovascular, or renal
History of erectile dysfunction
disease.

Heart: chest pain, shortness of breath, oedema, myocardial infarction, coronary revascularization, syncope, history of palpitations,
arrhythmias (especially AF), heart failure

Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,
suggestive of Phaeochromocytoma
History of spontaneous or diuretic-provoked hypokalaemia, episodes of muscle weakness, and tetany (hyperaldosteronism)
Symptoms suggestive of thyroid disease or hyperparathyroidism
History of or current pregnancy and oral contraceptive use
History of sleep apnoea
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Alcohol consumption

Other BP measures and indices (pulse pres-

História clínica - FR
§ AP e AF de HTA, DCV, DRC, FRCV...
§ Hábitos tabágicos
§ Hábitos alimentares
§ Hábitos alcoólicos

Antihypertensive Drug Treatment
Current/past antihypertensive medication including effectiveness
and intolerance to previous medications

§ Sedentarismo, Ex.Físico

Adherence to therapy
AF = atrial fibrillation; BP = blood pressure; CKD = chronic kidney disease; CVD
= cardiovascular disease; HMOD = hypertension-mediated organ damage; TIA =
transient ischaemic attack.

§ SAOS

HH

Lack of physical exercise/sedentary lifestyle

sure, BP variability, exercise BP, and central
BP) may be considered but are not often
used for routine clinical use at present.

History of erectile dysfunction

IIb

C

Sleep history, snoring, sleep apnoea (information also from partner)

They may provide useful additional information in some circumstances and are valuable

Previous hypertension in pregnancy/pre-eclampsia

tools for research.
ABPM = ambulatory blood pressure monitoring; AF = atrial fibrillation; BP =
blood pressure; CV = cardiovascular; HBPM = home blood pressure monitoring;
SBP = systolic blood pressure.
a
Class of recommendation.
b
Level of evidence.

A

History and symptoms of HMOD, CVD, stroke, and renal
disease
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
sensory or motor deficit, stroke, carotid revascularization, cognitive
impairment, dementia (in the elderly)

3041

5 Clinical
and
Table evaluation
12 Key information
to be collected in personal
and family medical history
assessment
of hypertensionmediated
organ damage in
Risk factors
patientsFamily
with
hypertension
and personal
history of hypertension, CVD, stroke, or renal
disease

5.1 Clinical
evaluation
Family and personal history of associated risk factors (e.g. familial

C

Sleep history, snoring, sleep apnoea (information also from partner)

5.2 Medical
history
Previous
hypertension in pregnancy/pre-eclampsia

A thorough medical history (Table 12) should address in particular:

• Time of

lation; BP =
monitoring;•

•
•
•
•

•
•

iagnosis and
y causes of
he developns, or family
lifestyle and
sh whether

History and symptoms of HMOD, CVD, stroke, and renal
thedisease
first diagnosis of hypertension, including records of

any previous
medical screening, hospitalization, etc.
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
Record anysensory
currentorand
past
BP values
motor
deficit,
stroke, carotid revascularization, cognitive
Record current
and past
antihypertensive
medications
impairment,
dementia
(in the elderly)
Record other medications
Heart: chest pain, shortness of breath, oedema, myocardial infarcFamily history
of hypertension, CVD, stroke, or renal disease
tion, coronary revascularization, syncope, history of palpitations,
Lifestyle evaluation, including exercise levels, body weight
arrhythmias (especially AF), heart failure
changes, diet history, smoking history, alcohol use, recreational
Kidney:
thirst, polyuria,
nocturia,
haematuria,
urinaryon
tract
infections
drug use, sleep
history,
and impact
of any
treatments
sexual
function Peripheral arteries: cold extremities, intermittent claudication, painHistory of any
CVpain
risk
free concomitant
walking distance,
at factors
rest, peripheral revascularization
Details and symptoms of past and present comorbidities
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,

Kidney: thirst, polyuria, nocturia, haematuria, urinary tract infections
Peripheral arteries: cold extremities, intermittent claudication, painfree walking distance, pain at rest, peripheral revascularization
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
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C

The purpose ofhypercholesterolaemia)
the clinical evaluation is to establish the diagnosis and
grade of hypertension, screen for potential secondary causes of
Smoking history
hypertension, identify factors potentially contributing to the developDietary history
and salt
intake
ment of hypertension
(lifestyle,
concomitant
medications, or family
history), identifyAlcohol
concomitant
CV risk factors (including lifestyle and
consumption
family history), identify concomitant diseases, and establish whether
Lack of physical exercise/sedentary lifestyle
there is evidence
of HMOD or existing CV, cerebrovascular, or renal
History of erectile dysfunction
disease.

Heart: chest pain, shortness of breath, oedema, myocardial infarction, coronary revascularization, syncope, history of palpitations,
arrhythmias (especially AF), heart failure

Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,
suggestive of Phaeochromocytoma
History of spontaneous or diuretic-provoked hypokalaemia, episodes of muscle weakness, and tetany (hyperaldosteronism)
Symptoms suggestive of thyroid disease or hyperparathyroidism
History of or current pregnancy and oral contraceptive use
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Alcohol consumption

Other BP measures and indices (pulse pres-

História clínica – LOMH, DCV, DRC
§ Defices sensorias ou motores, alterações
cognitivas...
§ Toracalgia, Dispneia, edemas periféricos,
palpitações, arritmias...

History of sleep apnoea
Antihypertensive Drug Treatment
Current/past antihypertensive medication including effectiveness
and intolerance to previous medications
Adherence to therapy
AF = atrial fibrillation; BP = blood pressure; CKD = chronic kidney disease; CVD
= cardiovascular disease; HMOD = hypertension-mediated organ damage; TIA =
transient ischaemic attack.

§ Poliúria, nictúria, hematúria...
§ Claudicação, extremidades frias...

HH

Lack of physical exercise/sedentary lifestyle

sure, BP variability, exercise BP, and central
BP) may be considered but are not often
used for routine clinical use at present.

History of erectile dysfunction

IIb

C

Sleep history, snoring, sleep apnoea (information also from partner)

They may provide useful additional information in some circumstances and are valuable

Previous hypertension in pregnancy/pre-eclampsia

tools for research.
ABPM = ambulatory blood pressure monitoring; AF = atrial fibrillation; BP =
blood pressure; CV = cardiovascular; HBPM = home blood pressure monitoring;
SBP = systolic blood pressure.
a
Class of recommendation.
b
Level of evidence.

A

History and symptoms of HMOD, CVD, stroke, and renal
disease
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
sensory or motor deficit, stroke, carotid revascularization, cognitive
impairment, dementia (in the elderly)

3041

5 Clinical
and
Table evaluation
12 Key information
to be collected in personal
and family medical history
assessment
of hypertensionmediated
organ damage in
Risk factors
patientsFamily
with
hypertension
and personal
history of hypertension, CVD, stroke, or renal
disease

5.1 Clinical
evaluation
Family and personal history of associated risk factors (e.g. familial

C

Sleep history, snoring, sleep apnoea (information also from partner)

5.2 Medical
history
Previous
hypertension in pregnancy/pre-eclampsia

A thorough medical history (Table 12) should address in particular:

• Time of

lation; BP =
monitoring;•

•
•
•
•

•
•

iagnosis and
y causes of
he developns, or family
lifestyle and
sh whether

History and symptoms of HMOD, CVD, stroke, and renal
thedisease
first diagnosis of hypertension, including records of

any previous
medical screening, hospitalization, etc.
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
Record anysensory
currentorand
past
BP values
motor
deficit,
stroke, carotid revascularization, cognitive
Record current
and past
antihypertensive
medications
impairment,
dementia
(in the elderly)
Record other medications
Heart: chest pain, shortness of breath, oedema, myocardial infarcFamily history
of hypertension, CVD, stroke, or renal disease
tion, coronary revascularization, syncope, history of palpitations,
Lifestyle evaluation, including exercise levels, body weight
arrhythmias (especially AF), heart failure
changes, diet history, smoking history, alcohol use, recreational
Kidney:
thirst, polyuria,
nocturia,
haematuria,
urinaryon
tract
infections
drug use, sleep
history,
and impact
of any
treatments
sexual
function Peripheral arteries: cold extremities, intermittent claudication, painHistory of any
CVpain
risk
free concomitant
walking distance,
at factors
rest, peripheral revascularization
Details and symptoms of past and present comorbidities
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,

Kidney: thirst, polyuria, nocturia, haematuria, urinary tract infections
Peripheral arteries: cold extremities, intermittent claudication, painfree walking distance, pain at rest, peripheral revascularization
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
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C

The purpose ofhypercholesterolaemia)
the clinical evaluation is to establish the diagnosis and
grade of hypertension, screen for potential secondary causes of
Smoking history
hypertension, identify factors potentially contributing to the developDietary history
and salt
intake
ment of hypertension
(lifestyle,
concomitant
medications, or family
history), identifyAlcohol
concomitant
CV risk factors (including lifestyle and
consumption
family history), identify concomitant diseases, and establish whether
Lack of physical exercise/sedentary lifestyle
there is evidence
of HMOD or existing CV, cerebrovascular, or renal
History of erectile dysfunction
disease.

Heart: chest pain, shortness of breath, oedema, myocardial infarction, coronary revascularization, syncope, history of palpitations,
arrhythmias (especially AF), heart failure

Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,
suggestive of Phaeochromocytoma
History of spontaneous or diuretic-provoked hypokalaemia, episodes of muscle weakness, and tetany (hyperaldosteronism)
Symptoms suggestive of thyroid disease or hyperparathyroidism
History of or current pregnancy and oral contraceptive use
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Alcohol consumption

Other BP measures and indices (pulse pres-

História clínica – HT secundária
§ Hx Familiar de DRC
§ AP de DRC, ITU, hematúria
§ Abuso fármacos, drogas (AINEs,
vasoconstritores, corticoides, cocaína...)

History of sleep apnoea
Antihypertensive Drug Treatment
Current/past antihypertensive medication including effectiveness
and intolerance to previous medications
Adherence to therapy
AF = atrial fibrillation; BP = blood pressure; CKD = chronic kidney disease; CVD
= cardiovascular disease; HMOD = hypertension-mediated organ damage; TIA =
transient ischaemic attack.

§ Sinais e sintomas compatíveis com Dça
Tiroideia
§ ...

HH

Lack of physical exercise/sedentary lifestyle

sure, BP variability, exercise BP, and central
BP) may be considered but are not often
used for routine clinical use at present.

History of erectile dysfunction

IIb

C

Sleep history, snoring, sleep apnoea (information also from partner)

They may provide useful additional information in some circumstances and are valuable

Previous hypertension in pregnancy/pre-eclampsia

tools for research.
ABPM = ambulatory blood pressure monitoring; AF = atrial fibrillation; BP =
blood pressure; CV = cardiovascular; HBPM = home blood pressure monitoring;
SBP = systolic blood pressure.
a
Class of recommendation.
b
Level of evidence.

A

History and symptoms of HMOD, CVD, stroke, and renal
disease
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
sensory or motor deficit, stroke, carotid revascularization, cognitive
impairment, dementia (in the elderly)

3041

5 Clinical
and
Table evaluation
12 Key information
to be collected in personal
and family medical history
assessment
of hypertensionmediated
organ damage in
Risk factors
patientsFamily
with
hypertension
and personal
history of hypertension, CVD, stroke, or renal
disease

5.1 Clinical
evaluation
Family and personal history of associated risk factors (e.g. familial

C

Sleep history, snoring, sleep apnoea (information also from partner)

5.2 Medical
history
Previous
hypertension in pregnancy/pre-eclampsia

A thorough medical history (Table 12) should address in particular:

• Time of

lation; BP =
monitoring;•

•
•
•
•

•
•

iagnosis and
y causes of
he developns, or family
lifestyle and
sh whether

History and symptoms of HMOD, CVD, stroke, and renal
thedisease
first diagnosis of hypertension, including records of

any previous
medical screening, hospitalization, etc.
Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
Record anysensory
currentorand
past
BP values
motor
deficit,
stroke, carotid revascularization, cognitive
Record current
and past
antihypertensive
medications
impairment,
dementia
(in the elderly)
Record other medications
Heart: chest pain, shortness of breath, oedema, myocardial infarcFamily history
of hypertension, CVD, stroke, or renal disease
tion, coronary revascularization, syncope, history of palpitations,
Lifestyle evaluation, including exercise levels, body weight
arrhythmias (especially AF), heart failure
changes, diet history, smoking history, alcohol use, recreational
Kidney:
thirst, polyuria,
nocturia,
haematuria,
urinaryon
tract
infections
drug use, sleep
history,
and impact
of any
treatments
sexual
function Peripheral arteries: cold extremities, intermittent claudication, painHistory of any
CVpain
risk
free concomitant
walking distance,
at factors
rest, peripheral revascularization
Details and symptoms of past and present comorbidities
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,

Kidney: thirst, polyuria, nocturia, haematuria, urinary tract infections
Peripheral arteries: cold extremities, intermittent claudication, painfree walking distance, pain at rest, peripheral revascularization
Patient or family history of CKD (e.g. polycystic kidney disease)
History of possible secondary hypertension
Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hypertension or rapidly worsening BP in older
patients
History of renal/urinary tract disease
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C

The purpose ofhypercholesterolaemia)
the clinical evaluation is to establish the diagnosis and
grade of hypertension, screen for potential secondary causes of
Smoking history
hypertension, identify factors potentially contributing to the developDietary history
and salt
intake
ment of hypertension
(lifestyle,
concomitant
medications, or family
history), identifyAlcohol
concomitant
CV risk factors (including lifestyle and
consumption
family history), identify concomitant diseases, and establish whether
Lack of physical exercise/sedentary lifestyle
there is evidence
of HMOD or existing CV, cerebrovascular, or renal
History of erectile dysfunction
disease.

Heart: chest pain, shortness of breath, oedema, myocardial infarction, coronary revascularization, syncope, history of palpitations,
arrhythmias (especially AF), heart failure

Recreational drug/substance abuse/concurrent therapies: corticosteroids, nasal vasoconstrictor, chemotherapy, yohimbine, liquorice
Repetitive episodes of sweating, headache, anxiety, or palpitations,
suggestive of Phaeochromocytoma
History of spontaneous or diuretic-provoked hypokalaemia, episodes of muscle weakness, and tetany (hyperaldosteronism)
Symptoms suggestive of thyroid disease or hyperparathyroidism
History of or current pregnancy and oral contraceptive use
History of sleep apnoea
Antihypertensive Drug Treatment
Current/past antihypertensive medication including effectiveness
and intolerance to previous medications
Adherence to therapy
AF = atrial fibrillation; BP = blood pressure; CKD = chronic kidney disease; CVD
= cardiovascular disease; HMOD = hypertension-mediated organ damage; TIA =
transient ischaemic attack.
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Alcohol consumption

Other BP measures and indices (pulse pres-

História clínica – Tratamento
§ T atual e anteriores
§ Adesão

HH

Table 13

Key steps in physical examination

Body habitus
Weight and height measured on a calibrated scale, with calculation of BMI
Waist circumference
Signs of HMOD
Neurological examination and cognitive status
Fundoscopic examination for hypertensive retinopathy
Palpation and auscultation of heart and carotid arteries
Palpation of peripheral arteries
Comparison of BP in both arms (at least once)
Secondary hypertension
Skin inspection: cafe-au-lait patches of neurofibromatosis
(phaeochromocytoma)
Kidney palpation for signs of renal enlargement in polycystic kidney disease
Auscultation of heart and renal arteries for murmurs or bruits
indicative of aortic coarctation, or renovascular hypertension
Comparison of radial with femoral pulse: to detect radio-femoral delay in aortic coarctation

..
..
..
...
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..

so when damage affects multiple organs.
Some types of
HMOD can be reversed by antihypertensive treatment, especially
when used early, but with long-standing hypertension, HMOD may
become irreversible despite improved BP control.115,116
Nevertheless, BP-lowering treatment is still important as it may delay
the further progression of HMOD and will reduce the elevated CV
risk of these patients.116 Although poor technical provision and cost
may limit the search for HMOD in some countries, it is recommended that basic screening for HMOD is performed in all hypertensive patients and more detailed assessment is performed when the
presence of HMOD might influence treatment decisions. The various
investigations to establish HMOD are shown in Table 15.
5.4.1 Using hypertension-mediated organ damage to help
stratify risk in hypertensive patients
As discussed in section 3, hypertensive patients with documented
CVD, diabetes, CKD, grade 3 hypertension, or marked cholesterol
elevation (e.g. familial hypercholesterolaemia) are already at high or
very high CV risk (>_10% risk of a fatal event). Thus, the presence of
HMOD is unlikely to influence treatment, as these patients should

Exame Objetivo

Table 14 Routine workup for evaluation of hypertensive patients
Routine laboratory tests

§ Peso, IMC

Haemoglobin and/or haematocrit
Fasting blood glucose and glycated HbA1c

§ Perímetro Abdominal

Blood lipids: total cholesterol, LDL cholesterol, HDL
cholesterol
Blood triglycerides
Blood potassium and sodium
Blood uric acid
Blood creatinine and eGFR
Blood liver function tests

Signs of Cushing’s disease or acromegaly

Urine analysis: microscopic examination; urinary protein by dipstick test or, ideally, albumin:creatinine ratio

Signs of thyroid disease

12-lead ECG

BMI = body mass index; BP = blood pressure; HMOD = hypertension-mediated
organ damage.
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Physical examination provides important indications of potential
causes of secondary hypertension, signs of comorbidities, and
HMOD. Office BP and heart rate should be measured as summarized
in section 4. Measurements of office BP on more than one occasion
are usually required to confirm the diagnosis of hypertension unless
HBPM or ABPM is used to confirm the diagnosis (see section 4).
Details of the requirements for a comprehensive clinical examination are outlined in Table 13, and this should be adapted according to
the severity of hypertension and clinical circumstances. Suggested
routine clinical investigations are outlined in Table 14.

eGFR = estimated glomerular filtration rate; ECG = electrocardiogram; HbA1c =
haemoglobin A1c.

HH

Table 13

Key steps in physical examination

Body habitus
Weight and height measured on a calibrated scale, with calculation of BMI
Waist circumference
Signs of HMOD
Neurological examination and cognitive status
Fundoscopic examination for hypertensive retinopathy
Palpation and auscultation of heart and carotid arteries
Palpation of peripheral arteries
Comparison of BP in both arms (at least once)
Secondary hypertension
Skin inspection: cafe-au-lait patches of neurofibromatosis
(phaeochromocytoma)
Kidney palpation for signs of renal enlargement in polycystic kidney disease
Auscultation of heart and renal arteries for murmurs or bruits
indicative of aortic coarctation, or renovascular hypertension
Comparison of radial with femoral pulse: to detect radio-femoral delay in aortic coarctation
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so when damage affects multiple organs.
Some types of
HMOD can be reversed by antihypertensive treatment, especially
when used early, but with long-standing hypertension, HMOD may
become irreversible despite improved BP control.115,116
Nevertheless, BP-lowering treatment is still important as it may delay
the further progression of HMOD and will reduce the elevated CV
risk of these patients.116 Although poor technical provision and cost
may limit the search for HMOD in some countries, it is recommended that basic screening for HMOD is performed in all hypertensive patients and more detailed assessment is performed when the
presence of HMOD might influence treatment decisions. The various
investigations to establish HMOD are shown in Table 15.
5.4.1 Using hypertension-mediated organ damage to help
stratify risk in hypertensive patients
As discussed in section 3, hypertensive patients with documented
CVD, diabetes, CKD, grade 3 hypertension, or marked cholesterol
elevation (e.g. familial hypercholesterolaemia) are already at high or
very high CV risk (>_10% risk of a fatal event). Thus, the presence of
HMOD is unlikely to influence treatment, as these patients should

Exame Objetivo - LOMH

Table 14 Routine workup for evaluation of hypertensive patients
Routine laboratory tests
Haemoglobin and/or haematocrit
Fasting blood glucose and glycated HbA1c

§ ENS

§ Auscultação cardíaca e carotídea

Blood lipids: total cholesterol, LDL cholesterol, HDL
cholesterol
Blood triglycerides
Blood potassium and sodium
Blood uric acid
Blood creatinine and eGFR
Blood liver function tests

§ Pulsos periféricos
§ Avaliação TA em ambos os braços
§ (Fundoscopia)

Signs of Cushing’s disease or acromegaly

Urine analysis: microscopic examination; urinary protein by dipstick test or, ideally, albumin:creatinine ratio

Signs of thyroid disease

12-lead ECG

BMI = body mass index; BP = blood pressure; HMOD = hypertension-mediated
organ damage.
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Physical examination provides important indications of potential
causes of secondary hypertension, signs of comorbidities, and
HMOD. Office BP and heart rate should be measured as summarized
in section 4. Measurements of office BP on more than one occasion
are usually required to confirm the diagnosis of hypertension unless
HBPM or ABPM is used to confirm the diagnosis (see section 4).
Details of the requirements for a comprehensive clinical examination are outlined in Table 13, and this should be adapted according to
the severity of hypertension and clinical circumstances. Suggested
routine clinical investigations are outlined in Table 14.

eGFR = estimated glomerular filtration rate; ECG = electrocardiogram; HbA1c =
haemoglobin A1c.

HH

Table 13

Key steps in physical examination

Body habitus
Weight and height measured on a calibrated scale, with calculation of BMI
Waist circumference
Signs of HMOD
Neurological examination and cognitive status
Fundoscopic examination for hypertensive retinopathy
Palpation and auscultation of heart and carotid arteries
Palpation of peripheral arteries
Comparison of BP in both arms (at least once)
Secondary hypertension
Skin inspection: cafe-au-lait patches of neurofibromatosis
(phaeochromocytoma)
Kidney palpation for signs of renal enlargement in polycystic kidney disease
Auscultation of heart and renal arteries for murmurs or bruits
indicative of aortic coarctation, or renovascular hypertension
Comparison of radial with femoral pulse: to detect radio-femoral delay in aortic coarctation

..
..
..
...
..
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..
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..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..

so when damage affects multiple organs.
Some types of
HMOD can be reversed by antihypertensive treatment, especially
when used early, but with long-standing hypertension, HMOD may
become irreversible despite improved BP control.115,116
Nevertheless, BP-lowering treatment is still important as it may delay
the further progression of HMOD and will reduce the elevated CV
risk of these patients.116 Although poor technical provision and cost
may limit the search for HMOD in some countries, it is recommended that basic screening for HMOD is performed in all hypertensive patients and more detailed assessment is performed when the
presence of HMOD might influence treatment decisions. The various
investigations to establish HMOD are shown in Table 15.
5.4.1 Using hypertension-mediated organ damage to help
stratify risk in hypertensive patients
As discussed in section 3, hypertensive patients with documented
CVD, diabetes, CKD, grade 3 hypertension, or marked cholesterol
elevation (e.g. familial hypercholesterolaemia) are already at high or
very high CV risk (>_10% risk of a fatal event). Thus, the presence of
HMOD is unlikely to influence treatment, as these patients should

Exame Objetivo – HT secundária

Table 14 Routine workup for evaluation of hypertensive patients
Routine laboratory tests
Haemoglobin and/or haematocrit
Fasting blood glucose and glycated HbA1c

§ Cushing, NF, Dça Tiroideia...
§ Sopro abdominal à HTA renovascular

Blood lipids: total cholesterol, LDL cholesterol, HDL
cholesterol
Blood triglycerides
Blood potassium and sodium

§ Sopro cardíaco à Dça valvular/aórtica

Blood uric acid
Blood creatinine and eGFR
Blood liver function tests

§ ...

Signs of Cushing’s disease or acromegaly

Urine analysis: microscopic examination; urinary protein by dipstick test or, ideally, albumin:creatinine ratio

Signs of thyroid disease

12-lead ECG

BMI = body mass index; BP = blood pressure; HMOD = hypertension-mediated
organ damage.
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Physical examination provides important indications of potential
causes of secondary hypertension, signs of comorbidities, and
HMOD. Office BP and heart rate should be measured as summarized
in section 4. Measurements of office BP on more than one occasion
are usually required to confirm the diagnosis of hypertension unless
HBPM or ABPM is used to confirm the diagnosis (see section 4).
Details of the requirements for a comprehensive clinical examination are outlined in Table 13, and this should be adapted according to
the severity of hypertension and clinical circumstances. Suggested
routine clinical investigations are outlined in Table 14.

eGFR = estimated glomerular filtration rate; ECG = electrocardiogram; HbA1c =
haemoglobin A1c.
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stratify risk in hypertensive patients
HH
As discussed in section 3, hypertensive
patients with documented
CVD, diabetes, CKD, grade 3 hypertension, or marked cholesterol
elevation (e.g. familial hypercholesterolaemia) are already at high or
very high CV risk (>_10% risk of a fatal event). Thus, the presence of
HMOD is unlikely to influence treatment, as these patients should
Table 14 Routine workup for evaluation of hypertensive patients
Routine laboratory tests
Haemoglobin and/or haematocrit
Fasting blood glucose and glycated HbA1c
Blood lipids: total cholesterol, LDL cholesterol, HDL
cholesterol
Blood triglycerides
Blood potassium and sodium
Blood uric acid
Blood creatinine and eGFR
Blood liver function tests
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MCDT
§ Hemograma
§ Glicémia, HbA1c
§ Ficha lipídica
§ Ionograma, Ác.Úrico,
§ Fx Renal, Fx Hepática

Urine analysis: microscopic examination; urinary protein by dipstick test or, ideally, albumin:creatinine ratio

§ Microalbuminúria/RAC

12-lead ECG

§ ECG

eGFR = estimated glomerular filtration rate; ECG = electrocardiogram; HbA1c =
haemoglobin A1c.

Table 15

HH
Assessment of hypertension-mediated organ damage

Basic screening tests for HMOD
12-lead ECG

Indication and interpretation
Screen for LVH and other possible cardiac abnormalities, and to document heart rate and cardiac
rhythm
To detect elevations in albumin excretion indicative of possible renal disease

Blood creatinine and eGFR

To detect possible renal disease

Fundoscopy

To detect hypertensive retinopathy, especially in patients with grade 2 or 3 hypertension

More detailed screening for HMOD
Echocardiography

To evaluate cardiac structure and function, when this information will influence treatment
decisions

Carotid ultrasound

Abdominal ultrasound and Doppler studies

To determine the presence of carotid plaque or stenosis, particularly in patients with cerebrovascular disease or vascular disease elsewhere

•

To evaluate renal size and structure (e.g. scarring) and exclude renal tract obstruction as possible underlying causes of CKD and hypertension

•
•

Evaluate abdominal aorta for evidence of aneurysmal dilatation and vascular disease
Examine adrenal glands for evidence of adenoma or phaeochromocytoma (CT or MRI preferred for detailed examination); see section 8.2 regarding screening for secondary

•

hypertension
Renal artery Doppler studies to screen for the presence of renovascular disease, especially in
the presence of asymmetric renal size

PWV

An index of aortic stiffness and underlying arteriosclerosis

ABI

Screen for evidence of LEAD

Cognitive function testing

To evaluate cognition in patients with symptoms suggestive of cognitive impairment

Brain imaging

To evaluate the presence of ischaemic or haemorrhagic brain injury, especially in patients with a
history of cerebrovascular disease or cognitive decline

ABI = ankle-brachial index; CKD = chronic kidney disease; CT = computed tomography; ECG = electrocardiogram; eGFR = estimated glomerular filtration rate; HMOD =
hypertension-mediated organ damage; LEAD = lower extremity artery disease; LVH = left ventricular hypertrophy; MRI = magnetic resonance imaging; PWV = pulse wave
velocity.

already receive lifestyle interventions, BP-lowering medications, statins, and in some cases antiplatelet therapy, to reduce their risk35
(see section 9).
The main advantage of detecting HMOD is that it may reclassify a

..
..
..
..
..
..
.

HMOD in younger patients with grade 1 hypertension provides
unequivocal evidence of hypertension-mediated damage and indicates a clear need for BP-lowering treatment in patients who may be
reluctant to be treated. For the same reason, the presence of
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Urine albumin:creatinine ratio

MCDT adicionais
§ EcoCG
§ Ecodoppler carotídeo
§ Ecografia renal
§ TAC/RM CE
§ ...

HH

HTA - DIAGNÓSTICO
Take-home messages

HH

ü Fazer o diagnóstico
§ TA ≥ 140/90mmHg
§ Medições adequadas
§ ≥ 2 medições em ≥ 2 ocasiões (15 dias)
§ MAPA seria o ideal
§ AMPA é mais acessível à TA ≥ 135/85mmHg

§ Considerar HTA bata branca/HTA mascarada
§ Considerar HTA secundária

HH

ü Avaliar RCV
§ FR: Sexo, idade, Fumador, dislipidémia, AGJ/TDG, Obesidade, Hx Familiar DCV
prematura
§ LOA: HVE, lesão vascular, microalbuminúria
§ DM
§ DRC
§ DCV estabelecida

HH

ü Avaliação complementar
§ Hemograma, Glicémia, ficha lipídica, Creatinina (TFG), Ionograma, Ác.Úrico,
Microalbuminúria
§ ECG
§ (EcoCG)
§ (Doppler carotídeo)
§ ...

HH

HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados

HH

HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados
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7.2.6 Initiation of blood pressure-lowering drug
treatment
In patients with grade 2 or 3 hypertension, it is recommended that
BP-lowering drug treatment should be initiated alongside lifestyle
interventions. In patients with grade 1 hypertension at high risk or
with HMOD, drug treatment should also be initiated simultaneously
with lifestyle interventions. In lower-risk patients with grade 1 hypertension, BP-lowering drug treatment should be initiated after 3–6
months if BP is not controlled by lifestyle interventions alone
(Figure 3). Recommended BP thresholds for the initiation of antihypertensive drug treatment are shown in Table 19.

Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
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lowering treatment should be based on CV risk and target those at
greatest CV risk, irrespective of their BP.218 However, it has recently
been made that whereas patients at high or very high CV risk exhibit
the greatest absolute reduction in CV outcomes with BP-lowering
treatment, they also have the highest residual risk, which means failure
of treatment to exert full protection.8 It is the opinion of this Task
Force that these data support earlier treatment of patients with SBP or
DBP values >140/90 mmHg when their CV risk is still low–moderate,
to prevent the accumulation of HMOD and a high incidence of late
treatment failure (residual risk), which would otherwise occur if treatment was delayed by a purely CV risk-based approach. The most

Alterações estilo de vida
§ TODOS
§ Restrição salina (5-6g/dia)
§ +++ Vegetais, frutas, low-fat
§ Consumo moderado bebidas alcoólicas
(♂ 20-30g/dia; ♀ 10-20g/dia)
§ Cessação tabágica
§ IMC < 25 kg/m2

blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.

§ Exercício regular
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7.2.6 Initiation of blood pressure-lowering drug
treatment
In patients with grade 2 or 3 hypertension, it is recommended that
BP-lowering drug treatment should be initiated alongside lifestyle
interventions. In patients with grade 1 hypertension at high risk or
with HMOD, drug treatment should also be initiated simultaneously
with lifestyle interventions. In lower-risk patients with grade 1 hypertension, BP-lowering drug treatment should be initiated after 3–6
months if BP is not controlled by lifestyle interventions alone
(Figure 3). Recommended BP thresholds for the initiation of antihypertensive drug treatment are shown in Table 19.

Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.
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lowering treatment should be based on CV risk and target those at
greatest CV risk, irrespective of their BP.218 However, it has recently
been made that whereas patients at high or very high CV risk exhibit
the greatest absolute reduction in CV outcomes with BP-lowering
treatment, they also have the highest residual risk, which means failure
of treatment to exert full protection.8 It is the opinion of this Task
Force that these data support earlier treatment of patients with SBP or
DBP values >140/90 mmHg when their CV risk is still low–moderate,
to prevent the accumulation of HMOD and a high incidence of late
treatment failure (residual risk), which would otherwise occur if treatment was delayed by a purely CV risk-based approach. The most

TA normal alta
§ Apenas alterações estilo de vida
§ Considerar T se DCV estabelecida
ou RCV muito alto
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7.2.6 Initiation of blood pressure-lowering drug
treatment
In patients with grade 2 or 3 hypertension, it is recommended that
BP-lowering drug treatment should be initiated alongside lifestyle
interventions. In patients with grade 1 hypertension at high risk or
with HMOD, drug treatment should also be initiated simultaneously
with lifestyle interventions. In lower-risk patients with grade 1 hypertension, BP-lowering drug treatment should be initiated after 3–6
months if BP is not controlled by lifestyle interventions alone
(Figure 3). Recommended BP thresholds for the initiation of antihypertensive drug treatment are shown in Table 19.
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lowering treatment should be based on CV risk and target those at
greatest CV risk, irrespective of their BP.218 However, it has recently
been made that whereas patients at high or very high CV risk exhibit
the greatest absolute reduction in CV outcomes with BP-lowering
treatment, they also have the highest residual risk, which means failure
of treatment to exert full protection.8 It is the opinion of this Task
Force that these data support earlier treatment of patients with SBP or
DBP values >140/90 mmHg when their CV risk is still low–moderate,
to prevent the accumulation of HMOD and a high incidence of late
treatment failure (residual risk), which would otherwise occur if treatment was delayed by a purely CV risk-based approach. The most

HTA grau 1

Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.

§ RCV Baixo/moderado: Reavaliar 3-6M
à Iniciar T ?
§ RCV alto/muito alto: Iniciar T de
imediato se DCV, DRC ou LOA
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7.2.6 Initiation of blood pressure-lowering drug
treatment
In patients with grade 2 or 3 hypertension, it is recommended that
BP-lowering drug treatment should be initiated alongside lifestyle
interventions. In patients with grade 1 hypertension at high risk or
with HMOD, drug treatment should also be initiated simultaneously
with lifestyle interventions. In lower-risk patients with grade 1 hypertension, BP-lowering drug treatment should be initiated after 3–6
months if BP is not controlled by lifestyle interventions alone
(Figure 3). Recommended BP thresholds for the initiation of antihypertensive drug treatment are shown in Table 19.

Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.
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lowering treatment should be based on CV risk and target those at
greatest CV risk, irrespective of their BP.218 However, it has recently
been made that whereas patients at high or very high CV risk exhibit
the greatest absolute reduction in CV outcomes with BP-lowering
treatment, they also have the highest residual risk, which means failure
of treatment to exert full protection.8 It is the opinion of this Task
Force that these data support earlier treatment of patients with SBP or
DBP values >140/90 mmHg when their CV risk is still low–moderate,
to prevent the accumulation of HMOD and a high incidence of late
treatment failure (residual risk), which would otherwise occur if treatment was delayed by a purely CV risk-based approach. The most

HTA grau 2 e 3
§ Instituir Terapêutica de imediato
§ Considerar iniciar com associação

HH

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..

7.2.6 Initiation of blood pressure-lowering drug
treatment
In patients with grade 2 or 3 hypertension, it is recommended that
BP-lowering drug treatment should be initiated alongside lifestyle
interventions. In patients with grade 1 hypertension at high risk or
with HMOD, drug treatment should also be initiated simultaneously
with lifestyle interventions. In lower-risk patients with grade 1 hypertension, BP-lowering drug treatment should be initiated after 3–6
months if BP is not controlled by lifestyle interventions alone
(Figure 3). Recommended BP thresholds for the initiation of antihypertensive drug treatment are shown in Table 19.

m https://academic.oup.com/eurheartj/article-abstract/39/33/3021/5079119 by guest on 27 September 2018

lowering treatment should be based on CV risk and target those at
greatest CV risk, irrespective of their BP.218 However, it has recently
been made that whereas patients at high or very high CV risk exhibit
the greatest absolute reduction in CV outcomes with BP-lowering
treatment, they also have the highest residual risk, which means failure
of treatment to exert full protection.8 It is the opinion of this Task
Force that these data support earlier treatment of patients with SBP or
DBP values >140/90 mmHg when their CV risk is still low–moderate,
to prevent the accumulation of HMOD and a high incidence of late
treatment failure (residual risk), which would otherwise occur if treatment was delayed by a purely CV risk-based approach. The most

Idosos
§ 65-80A: Iniciar se TA > 140/90mmHg
§ > 80A: Iniciar se TA >160/90mmHg
§ Idosos frágeis: T bem tolerado ?
§ Nunca interromper apenas pela idade,
desde que bem tolerado
Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.
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HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados
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Office BP treatment targets in hypertensive patients
Recommendations

Classa

Levelb

It is recommended that the first objective of
treatment should be to lower BP to <140/
90 mmHg in all patients and, provided that
the treatment is well tolerated, treated BP

I

A

I

A

I

A

I

C

I

A

IIa

B

values should be targeted to 130/80 mmHg
or lower in most patients.2,8
In patients <65 years receiving BP-lowering
drugs, it is recommended that SBP should
be lowered to a BP range of 120–129
mmHg in most patients.c 2,215,229
In older patients (aged >_65 years) receiving
BP-lowering drugs:
• It is recommended that SBP should be
targeted to a BP range of 130–139
mmHg.2,235,244

•

Close monitoring of adverse effects is
recommended.

•

These BP targets are recommended for
patients at any level of CV risk and in patients
with and without established CVD.2,8

A DBP target of <80 mmHg should be considered for all hypertensive patients, independent
of the level of risk and comorbidities.226,235

BP = blood pressure; CV = cardiovascular; CVD = cardiovascular disease; DBP =
diastolic blood pressure; SBP = systolic blood pressure.
a
Class of recommendation.
b
Level of evidence.
c
Less evidence is available for this target in low–moderate-risk patients.
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activity. In addition, tobacco smoking has an acute prolonged
pressor effect that may raise daytime ambulatory BP, but smoking
cessation and other lifestyle measures are also important beyond BP
(i.e. for CVD and cancer prevention).35

7.4.2 Dietary sodium restriction
There is evidence of a causal relationship between sodium intake and
BP, and excessive sodium consumption (>5 g sodium per day, e.g.
one small teaspoon of salt per day) has been shown to have a pressor
effect and be associated with an increased prevalence of hypertension and the rise in SBP with age.247 Conversely, sodium restriction
has been shown to have a BP-lowering effect in many trials. A recent
meta-analysis of these trials showed that a reduction of !1.75 g
sodium per day (4.4 g salt/day) was associated with a mean 4.2/2.1
mmHg reduction in SBP/DBP, with a more pronounced effect (-5.4/
-2.8 mmHg) in people with hypertension.248 The beneficial effect of a
reduced sodium intake on BP tends to diminish with time, in part due
to poor dietary persistence. The BP-lowering effect of sodium
restriction is greater in black people, in older patients, and in patients
with diabetes, metabolic syndrome, or CKD.249 In people with
treated hypertension, effective sodium restriction may reduce the
number or dose of BP-lowering drugs that are necessary to control
BP.250,251
The effect of reduced dietary sodium on CV events remains
unclear.252–255 Prospective cohort studies have reported an overall increased risk of mortality and CV events on high sodium intake.
However, they also reported that reducing sodium intake below a
certain level (about 3 g of sodium per day) further reduced BP, but
paradoxically was associated with an increased risk of all-cause and
CV mortalities in both the general population and in hypertensive
people, suggesting a J-curve phenomenon.256 The mechanism of
this apparent increased risk at low sodium intake is not well understood and might be confounded by reverse causality. There is no
evidence from epidemiological studies that very low sodium intake
may cause harm.257 Although a few trials and meta-analyses suggest that reducing salt intake from high to moderate is accompanied by a lower risk of CV events,254,255,258 to date, no prospective
RCT has provided definitive evidence about the optimal sodium
intake to minimize CV events and mortality. Increased potassium
intake is associated with BP reduction and may have a protective
effect, thereby modifying the association between sodium intake,
BP, and CVD.259

from https://academic.oup.com/eurheartj/article-abstract/39/33/3021/5079119 by guest on 27 September 2018

(3)

mately 120 mmHg.
In treated patients, a target office SBP of 130 mmHg might therefore
correspond to a slightly lower mean 24 h SBP, i.e. approximately
125 mmHg.
Although there are no available data, the home SBP target, to be
equivalent to an office SBP target of 130 mmHg, might also be lower
than 130 mmHg.

População Geral
§ TA < 140/90mmHg
§ Se Bem tolerado à TA < 130/80mmHg
§ Evitar TAS < 120mmHg
Idosos
§ TA < 140/90mmHg
§ Evitar TAS < 130mmHg
DM

§ TA < 130/80mmHg
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HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados
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ESC/ESH Guidelines

3067

Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

I

A

I

A

I

B

I

A

I

B

III

A

Tratamento 1º linha

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ IECA

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment
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..
..
.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and
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classes can be used.233,318,327,329,341–345

§ ARA
§ BCC
§ Diuréticos (tiazídicos e tiazida-like)
§ Bloqueadores β (---)
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Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

I

A

I

A

I

B

I

A

I

B

III

A

IECA

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ Nefroprotector

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment

..
..
..
..
.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and
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classes can be used.233,318,327,329,341–345

§ RA: tosse seca, rash, angioedema,
HiperK+, ↑ ureia/creatinina
v Perindopril, Lisinopril, Ramipril...
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Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

I

A

I

A

I

B

I

A

I

B

III

A

ARA

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ Nefroprotector

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment

..
..
..
..
.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and

Downloaded from https://academic.oup.com/eurheartj/article-abstract/39/33/3021/5079119 by gu

classes can be used.233,318,327,329,341–345

§ RA: rash, HiperK+, ↑ ureia/creatinina
v Losartan, Olmesartan, Candesartan...
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Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

I

A

I

A

I

B

I

A

I

B

III

A

BCC

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ RA: edema periférico, cefaleias,

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment

..
..
..
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.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and
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tonturas, hipertrofia gengival
§ Verapamil/Dialtiazem: Bloq. AV,
depressão miocárdica
v Amlodipina, Lercanidipina...
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Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

Diuréticos (tiazídicos e tiazida-like)

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ RA: hipoK+, hiperglicémia hiperTG

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

A

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341

I

A

I

B

I

A

I

B

III

A

It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.

291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment

..
..
..
..
.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and
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§ Tiazidicos: hiperuricémia
§ Perdem eficácia com ↓ TFG

v Indapamida, Clorotalidona, HCT (?)
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Drug treatment strategy for hypertension
Recommendations

Classa

Levelb

I

A

I

A

I

A

I

B

I

A

I

B

III

A

BB

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2

§ RA: Broncoespasmo, bradicardia,

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension
treatment

..
..
..
..
.

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedicated stent-like device designed to stretch the carotid bulb and
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dist.condução AV, hiperglicémia,
hiperTG, hipercolesterolémia

v Bisoprolol, Nebivolol, Carvedilol...
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Table 20

..
..
..
..
..
..
..
..
..
..
..
..
..
..
..
..

placebo. ACE inhibitors and ARBs should not be combined for the
treatment of hypertension because there is no added benefit on outcomes and an excess of renal adverse events.298,299 Dual combination of RAS blockers also led to the premature cessation of another
trial due to adverse events,291 when a renin inhibitor, aliskiren, was
combined with either an ACE inhibitor or an ARB in people with diabetes. This result halted further research into the clinical utility of aliskiren for BP treatment.
Both ACE inhibitors and ARBs reduce albuminuria more than
other BP-lowering drugs and are effective at delaying the progression
of diabetic and non-diabetic CKD.217 A recent meta-analysis shows

Compelling and possible contraindications to the use of specific antihypertensive drugs
Drug

Contraindications
Compelling

Diuretics (thiazides/thiazide-like, e.g. chlortha-

•

Gout

lidone and indapamide)

Beta-blockers

•
•
•

Asthma
Any high-grade sinoatrial or atrioventricular block
Bradycardia (heart rate <60 beats per min)

Calcium antagonists (dihydropyridines)

Calcium antagonists (verapamil, diltiazem)

ACE inhibitors

ARBs

•
•
•

Any high-grade sinoatrial or atrioventricular block

•
•
•
•

Pregnancy

•
•
•

Pregnancy

Possible

•
•
•
•
•

Metabolic syndrome

•
•
•

Metabolic syndrome
Glucose intolerance

•
•
•

Tachyarrhythmia
Heart failure (HFrEF, class III or IV)

•

Constipation

•

Women of child-bearing potential

Glucose intolerance
Pregnancy
Hypercalcaemia
Hypokalaemia

Athletes and physically active patients

Pre-existing severe leg oedema

Severe LV dysfunction (LV ejection fraction <40%)
Bradycardia (heart rate <60 beats per min)

Previous angioneurotic oedema

without reliable contraception

Hyperkalaemia (potassium >5.5 mmol/L)
Bilateral renal artery stenosis

Hyperkalaemia (potassium >5.5 mmol/L)
Bilateral renal artery stenosis

•

Women of child-bearing potential
without reliable contraception

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; HFrEF = heart failure with reduced ejection fraction; LV = left ventricular.
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tions for each class of drug (Table 20) and preferential use of some
drugs for some conditions, as discussed below. There is also evidence
that there are differences in the persistence and discontinuation rates
of the major drug classes.293,294
Other classes of drugs have been less widely studied in eventbased RCTs or are known to be associated with a higher risk of
adverse effects [e.g. alpha-blockers, centrally acting agents, and mineralocorticoid receptor antagonists (MRAs)]. These are useful additions to the antihypertensive armamentarium in patients whose BP
cannot be controlled by proven combinations of the aforementioned
major drug classes.

Contra-Indicações
§ Diuréticos tiazídicos à Gota
§ Bloqueadores β à Asma, Bloq. AV
§ IECA/ARA à Gravidez, Estenose
Art. Renal, HiperK+

HH

HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados
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Drug treatment strategy for hypertension
Recommendations

Associações

Classa

Levelb

I

A

§ Maioria dos HT

I

A

§ Preferir associações fixas

I

A

I

B

I

A

I

B

III

A

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.2
Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control.300,341
It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg).342,346,351
It is recommended that if BP is not controlledc with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC.349,350
It is recommended that if BP is not controlledc with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.310
The combination of two RAS blockers is not recommended.291,298,299

ACE = angiotensin-converting enzyme; ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CV = cardiovascular; RAS =
renin-angiotensin system; RCT = randomized controlled trial; SBP = systolic blood pressure; SPC = single-pill combination.
a
Class of recommendation.
b
Level of evidence.
c
Adherence should be checked.

7.6 Device-based hypertension

..
..
..

complex surgical intervention. This has led to the development of an
endovascular carotid baroreflex amplification device using a dedi-
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§ IECA/ARA + BCC ou diurético
(++ IECA+BCC?)
§ Bloqueadores β à EAM, Angina, IC,
Controlo FC
§ ✗ IECA + ARA

HH

HTA - TRATAMENTO
§ Iniciar terapêutica
§ Valores alvo
§ Que fármaco escolher
§ Associações
§ FR associados

HH
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In summary, aspirin is not recommended for primary prevention in
hypertensive patients without CVD.35 For secondary prevention, the
benefit of antiplatelet therapy in patients with hypertension may be
greater than the harm.35,604 Ticlopidine, clopidogrel, and newer antiplatelet agents such as prasugrel and ticagrelor have not been sufficiently evaluated in patients with high BP.

Treatment of CV risk factors associated with
hypertension
Classa

Levelb

I

B

CV risk assessment with the SCORE system
is recommended for hypertensive patients
who are not already at high or very high risk
due to established CVD, renal disease, or
diabetes.33
For patients at very high CV risk, statins are
recommended to achieve LDL-C levels of
<1.8 mmol/L (70 mg/dL), or a reduction of

I

B

>_50% if the baseline LDL-C is 1.8–3.5
mmol/L (70–135 mg/dL).596,599,602
For patients at high CV risk, statins are recommended to achieve an LDL-C goal of
<2.6 mmol/L (100 mg/dL), or a reduction of

I

B

>_50% if the baseline LDL-C is 2.6–5.2
mmol/L (100–200 mg/dL).599,602
For patients at low–moderate CV risk, statins should be considered to achieve an
LDL-C value of <3.0 mmol/L (115 mg/
dL).

IIa

C

I

A

III

A

598

Antiplatelet therapy, in particular low-dose
aspirin, is recommended for secondary prevention in hypertensive patients.35,604
Aspirin is not recommended for primary
prevention in hypertensive patients without
CVD.35,604
CV = cardiovascular; CVD = cardiovascular disease; LDL-C = LDL cholesterol;
SCORE = Systematic COronary Risk Evaluation.
a
Class of recommendation.
b
Level of evidence.

received attention after the publication of the US Food and Drug
Administration recommendations for evaluating CV risk in new
therapies to treat type 2 diabetes. New generations of antidiabetes
drugs, i.e. dipeptidyl peptidase 4 inhibitors and glucagon-like peptide
1 agonists, slightly reduce BP, and also body weight with glucagon-like
peptide 1 agonists. Two glucagon-like peptide 1 agonists (liraglutide
and semaglutide) reduced CV and total mortality, but not heart failure, in patients with type 2 diabetes.608,609 More data are required
with respect to the capacity of glucagon-like peptide 1 agonists and
dipeptidyl peptidase 4 inhibitors to prevent heart failure.
Inhibitors of sodium-glucose co-transporter-2 are the only
glucose-lowering drug class to reduce BP beyond the projected
impact of weight reduction on BP. Empaglifozine475 and canagliflozin476 have demonstrated a reduction in heart failure and total and
CV mortality, and a protective effect on renal function. Several mechanisms may account for these effects, and increased sodium excretion and improvements in tubuloglomerular balance reducing
hyperfiltration are suggested mechanisms for the observed CV and
renal protection, respectively.

FR associados

10 Patient follow-up
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§ Estatinas (LDL alvo de acordo com RCV)

10.1 Follow-up of hypertensive patients

§ AAS apenas em prevenção 2ª

After the initiation of antihypertensive drug therapy, it is important to
review the patient at least once within the first 2 months to evaluate
the effects on BP and assess possible side effects until BP is under
control. The frequency of review will depend on the severity of
hypertension, the urgency to achieve BP control, and the patient’s
comorbidities. SPC therapy should reduce BP within 1 - 2 weeks and
may continue to reduce BP over the next 2 months. Once the BP target is reached, a visit interval of a few months is reasonable and evidence has been obtained that no difference exists in BP control
between 3 and 6 month intervals.610 Depending on the local organization of health resources, many of the later visits may be performed
by non-physician health workers such as nurses.611 For stable
patients, HBPM and electronic communication with the physician
may also provide an acceptable alternative to reduce the frequency
of visits.60,612,613 It is nevertheless advisable to assess risk factors and
asymptomatic organ damage at least every 2 years.

• DM à +++ iSGLT2

10.2 Follow-up of subjects with
high–normal blood pressure and whitecoat hypertension
Patients with high–normal BP or white-coat hypertension frequently

HH

HTA - TRATAMENTO
Take-home messages

HH

ü Alterações estilo de vida para TODOS
ü Iniciar terapêutica na maioria se TA > 140/90mmHG
ü HT grau 1 + RCV baixo-moderado à alteração estilos de vida 3-6M
ü > 80 anos à iniciar T se TA > 160/90mmHg
ü NÃO iniciar T na TA normal alta

HH

ü TA alvo de < 140/90mmHg à < 130/80mmHg se bem tolerado
ü Evitar TAS < 120mmHg
ü Idosos: Evitar TAS < 130mmHg
ü DM: TA alvo < 130/80mmHg

HH

ü Atingir TA alvo mais importante que fármaco utilizado
ü IECA, ARA, BCC, Diuréticos e BB como 1ª linha
ü Preferir associação IECA/ARA + BCC ou diurético
ü Adaptar às co-morbilidades do doente
ü Preferir associações fixas
ü Dar maior relevância à fragilidade do que à idade
ü Tratar sempre FRCV associados

HH

HTA - VIGILÂNCIA
§ Consulta HTA em MGF
o O que avaliar
o Que exames pedir
o Indicadores

HH

CONSULTA EM MGF
ü Medicação atual, adesão terapêutica
ü Grau de controlo: consultório vs. ambulatório
ü Hábitos alimentares
ü Hábitos Ex. Físico

HH

CONSULTA EM MGF
ü Medicação atual, adesão terapêutica
ü Grau de controlo: consultório vs. ambulatório
ü Hábitos alimentares
ü Hábitos Ex. Físico

TODAS AS
CONSULTAS

HH

CONSULTA EM MGF
ü Peso, IMC
ü Perímetro abdominal
ü TA
ü ACP

HH

CONSULTA EM MGF
ü Peso, IMC
ü Perímetro abdominal
ü TA
ü ACP

TODAS AS
CONSULTAS

HH

CONSULTA EM MGF
ü Hemograma
ü Glicémia, Ficha Lipídica
ü Ionograma, Ác. Úrico
ü Fx Renal, Fx Hepática
ü Microalbuminúria/RAC
ü ECG

HH

CONSULTA EM MGF
ü Hemograma
ü Glicémia, Ficha Lipídica
ü Ionograma, Ác. Úrico
ü Fx Renal, Fx Hepática
ü Microalbuminúria/RAC
ü ECG

ANUAL

HH

CONSULTA EM MGF
ü HTA estável à vigiar semestralmente
ü Após introduzir/alterar medicação à vigiar em 2-4 semanas
ü HT bata branca / TA normal alta à vigiar anualmente
ü Reavaliar FR e LOMH a cada 2 anos
ü Encorajar vigilância TA em ambulatório

HH

INDICADORES
• Proporção hipertensos < 65A, com PA <150/90 (67-100) (>50)
• Custo c/ terapêutica do doente c/ HTA
• Custo c/ terapêutica do doente c/ HTA controlada

HH

HTA - REFERENCIAÇÃO
§ HT Secundária
§ HT Resistente
§ Emergência/Urgência hipertensiva

HH

HTA - REFERENCIAÇÃO
§ HT Secundária
§ HT Resistente
§ Emergência/Urgência hipertensiva

HH

HT Secundária
ü HT resistente
ü < 40A + HT grau 2
ü Agravamento súbito
ü LOMH extensa
ü Sinais/sintomas típicos de causa 2ª

5–15

Older adults (>65 years)

Table 28

5–10

Fibromuscular dysplasia (especially in women)

•
•
•
•
•
•

Primary aldosteronism
Obstructive sleep apnoea

•
•
•

Atherosclerotic renovascular disease

Undiagnosed monogenic disorders

Cushing’s syndrome
Phaeochromocytoma
Renal parenchymal disease
Atherosclerotic renovascular disease

Renal parenchymal disease
Thyroid disease

Medications and other substances that may increase blood presssure397
Medication/substance

Oral contraceptive pill

Especially oestrogen containing; cause hypertension in !5% of women, usually mild but can be severe

Diet pills

For example, phenylpropanolamine and sibutramine

Nasal decongestants

For example, phenylephrine hydrochloride and naphazoline hydrochloride

Stimulant drugs

Amphetamine, cocaine, and ecstasy; these substances usually cause acute rather than chronic
hypertension

Liquorice

Chronic excessive liquorice use mimics hyperaldosteronism by stimulating the mineralocorticoid receptor and inhibiting cortisol metabolism

Immunosuppressive medications

For example, cyclosporin A (tacrolimus has less effect on BP and rapamycin has almost no effect on BP)
and steroids (e.g. corticosteroids and hydrocortisone)

Antiangiogenic cancer therapies

Antiangiogenic drugs such as VEGF inhibitors (e.g. bevacizumab), tyrosine kinase inhibitors (e.g. sunitinib), and sorafenib have been reported to increase BP

Other drugs and substances

Anabolic steroids, erythropoietin, non-steroidal anti-inflammatory drugs, and herbal remedies (e.g. ephe-

that may raise BP

dra and ma huang)

BP = blood pressure; VEGF = vascular endothelial growth factor.
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Middle-aged adults (41–65 years)

HH

•
•

Medicação
§ Contracetivos orais (estrogénio)
§ Descongestionantes nasais
§ Estimulantes
§ AINEs
§ ...

HH
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Table 26

Common causes of secondary hypertension
Cause

Prevalence in

Suggestive symptoms and signs

Screening Investigations

hypertensive
patients
Obstructive sleep apnoea

5–10%

Snoring; obesity (can be present in non-

Epworth score and ambulatory

obese); morning headache; daytime

polygraphy

somnolence
2–10%

Mostly asymptomatic; diabetes; haematuria, proteinuria, nocturia; anaemia, renal

Plasma creatinine and electrolytes,
eGFR; urine dipstick for blood and pro-

mass in adult polycystic CKD

tein, urinary albumin:creatinine ratio;
renal ultrasound

Renovascular disease
Atherosclerotic renovascular disease

1–10%

Older; widespread atherosclerosis (espe-

Duplex renal artery Doppler or CT

cially PAD); diabetes; smoking; recurrent

angiography or MR angiography

flash pulmonary oedema; abdominal bruit
Fibromuscular dysplasia

Younger; more common in women;
abdominal bruit

Endocrine causes
Primary Aldosteronism

5 - 15%

Mostly asymptomatic; muscle weakness

Plasma aldosterone and renin, and

(rare)

aldosterone:renin ratio; hypokalaemia
(in a minority): note hypokalaemia can
depress aldosterone levels

Phaeochromocytoma

<1%

Episodic symptoms (the 5 ‘Ps’): paroxysmal

Plasma or 24 h urinary fractionated

hypertension, pounding headache, perspiration, palpitations, and pallor; labile BP; BP

metanephrines

surges precipitated by drugs (e.g. betablockers, metoclopramide, sympathomimetics, opioids, and tricyclic
antidepressants)
Cushing’s syndrome

<1%

Moon face, central obesity, skin atrophy,

24 h urinary-free cortisol

striae and bruising; diabetes; chronic steroid use
Thyroid disease (hyper- or

1 - 2%

hypothyroidism)
Hyperparathyroidism

Signs and symptom of hyper- or

Thyroid function tests

hypothyroidism
<1%

Hypercalcaemia, hypophosphataemia

Parathyroid hormone, Ca2þ

<1%

Usually detected in children or adolescence; different BP (>_20/10 mmHg)

Echocardiogram

Other causes
Coarctation of the aorta

between upper–lower extremities and/or
between right–left arm and delayed radialfemoral femoral pulsation; low ABI interscapular ejection murmur; rib notching on
chest X-ray
ABI = ankle-brachial index; BP = blood pressure; CKD = chronic kidney disease; CT = computed tomography; eGFR = estimated glomerular filtration rate; MR = magnetic resonance; PAD = peripheral artery disease.
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Renal parenchymal disease

Causas de HTA 2ª
§ Sob consulta
§ Estudo direcionado

HH

HTA - REFERENCIAÇÃO
§ HT Secundária
§ HT Resistente
§ Emergência/Urgência hipertensiva

HH

HT Resistente
v TA > valor alvo com ≥ 3 fármacos (1 diurético) + estilo de vida apropriado

ü Avaliar adesão terapêutica e estilos de vida
ü Avaliar se medições adequadas (efeito bata branca)
ü Avaliar eficácia de cada fármaco utilizado
ü Avaliar causas secundárias

HH

HT Resistente
ü Associações fixas
ü Diurético tiazídico à diurético da ansa
ü Aumentar dose do diurético
ü Adicionar 4º Fármaco (Espironolactona)
ü Referenciar

HH

HTA - REFERENCIAÇÃO
§ HT Secundária
§ HT Resistente
§ Emergência/Urgência hipertensiva

HH

Emergência hipertensiva
ü TA ≥ 180/110mmHg
+

ü LOMH aguda
§ Encefalopatia hipertensiva
§ AVC, Hemorragia cerebral
§ Falência VE aguda
§ Edema agudo pulmão
§ Disseção aórtica
§ Lesão renal aguda

HH

Emergência hipertensiva
ü TA ≥ 180/110mmHg
+

ü LOMH aguda
§ Encefalopatia hipertensiva
§ AVC, Hemorragia cerebral
§ Falência VE aguda
§ Edema agudo pulmão
§ Disseção aórtica
§ Lesão renal aguda

INEM

HH

Urgência hipertensiva
ü TA ≥ 180/110mmHg (sem LOMH aguda)
ü Geralmente associada a descontinuação T e ansiedade

NÃO baixar TA rapidamente (T sublingual)
Reinstituição ou intensificação T
Tratar ansiedade concomitante

Apoios:
MAJOR:

PLATINIUM:

GOLD:

SILVER:

