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EKTTATAEYTIKA ANTIKEIMENA

Katavonon paoikwv apxwyv peBodoAoyiac HETPNONG
ATT

Aiakpion peTall «unepereiyovoac» (kpiong) kai
«erneiyovoac» (aixpnc) umépraong

Epapuoyn diayvwoTikoU aAyopiBuou yia avalATnon
PAaPpnc opyavou-oToxou

Epapuoyn OcpaneuTtikoU aAyopiOuou

Avayvwpion e€aTopikeUHéEvwy oTOXWY Beparmeiac



TTEPITITZH 1

@ [uvaika 63 eTwv waxloapkn, HE 1I0TOPIKO UTEPTAONC UTO
aywyn

@ Tlpooépxerai oto T.E.TT. Adyw kewaAaAyiac kai
pivoppayiac

@ Awo tnv kAivikn e€étaon ATT 210/113 mmHg, 89 bpm,
Sat 99%.



TTEPITITZH 2

@ Avdpac 67 eTwv pe ZA kal urépTaon wPooEPXETAl OTO
T.E.TT. Adyw dUowvolac and wpwv

®@ ATT 206/102 mmHg-104 bpm
@ AppuBuia

@ TaxUnvoia - Sat 92% - pn pouoikoi poyxol o PACEIC
TVEUHOVIKWVY TEdiWV
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EYPQITAIKEZ KATEYOYNTHPIEZ OAHITEZ

'TA THN YTIEPTAZH

@ E S C European Heart Journal (2018) 00, 1-98 ESC/ESH GUIDELINES

European Society doi:10.1093/eurheartj/ehy339
of Cardiology

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the

European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)



ESC/ESH 2018 Guidelines

ESH @

Hypertension
=140/90

Use
either to
confirm
diagnosis

Repeated visits Out-of-office BP
for office BP —> measurement
measurement (ABPM or HBPM)

Indicat.inns for
ABPM or HBPM see Table 11
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Table 3 Classification of office blood pressure® and definitions of hypertension gradeb

Category Systolic (mmHg) Diastolic (mmHg)
Opdmal =120 and =80
Normal 120-129 andfor 80—-84
High normal 130-139 and/or 85-89
Grade 1 hypertension 140-159 andfor 099
Grade 2 hypertension 160179 andlor 100-10%9
‘L Grade 3 hypertension =>180 andfor =110
JJ Isolated systolic hypertensi on® =140 and <90
ml_LLll»_L L Table 19 Summary of office blood pressure thresholds for treatment
| l l L -
- I - 1 l Age group Office SBP treatment threshold (mmHg) Office DBP treatment
l J __f—* =" threshold (mmHg)
- | ! 4 I AI‘ 7 [ Hypertension | + Diabetes + CKD + CAD | + Stroke/TIA
" ~ ) ’ ’ ‘ 18- 65 years =140 =140 =140 >140° =140° =90
. I ] 65-79 years =140 =140 =140 =140° =1407 =90
=80 years =160 =160 =160 =160 =160 =90
Office DBP treatment =90 =90 =90 =90 =90

threshold (mmHg)

Table 23 Office blood pressure treatment target range
Age group Office SBP treatment target ranges (mmHg) Office DBP
treatment
target range
(rmmHg)
Hypertension + Diabetes + CKD + CAD + Stroke™TILA
18 - 65 years Target to 130 Target to 130 Target to <140 to Target to 130 Target to 130 7079
or lower if tolerated or lower if tolerated 130 if woleragred or lower i tolerated or lower if tolerated
MNot <120 MNot =120 MNot =120 MNot <120
65 -79 y'carst Target to 130-139 | Targect to 130-139 | Targect to 130-139 | Target to 130-139 | Target to 130-139%9 70-79
if tolerated if tolerated if tolerated if tolerared if toleraved
>80 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
Office DBP 70-79 FO-79 70-79 70-79 70—-79
treatment
target range
(mmHg)




OvntéTnTa

256 A
128 -

2Y2TOAIKH ATT KAI
KAPATAITEIAKOZ KINAYNOZ

80-89 years
70-79 years

60-69 years

YuoToAik) Al (mm Hg)

256 -
128
64

1 50-59 years
- / e

32
16

© F N A O
L 1 1

80-89 years
/ 70-79 years
/ 60-69 years

120 140 160 180
YuoToAik Al (mm Hg)

Lancet. 2002;360:1903-1913.
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Pharmacological blood pressure lowering for primary and x®
secondary prevention of cardiovascular disease across

different levels of blood pressure: an individual
participant-level data meta-analysis

The Blood Pressure Lowering Treatment Trialists” Collaboration®

CrossMark

Lancet 2021; 397: 1625-36
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A SPHYGMOMANOMETER FOR
EPIDEMIOLOGISTS

G. A. Rose
M.oAL, DOM. Oxon., MR.C.P.

Recent physical activity

Emotional state

Position of subject and arm

Room temperaturefseason of year,

Bc.

True variations
in arterial
pressure

n factors

Varability of
blaod-pressure
readings

Inaccuracy of sphygmomanometer
e.g., zero error, tilting, dirty tube, &c,

Instrument
Cufl width and lengch

Mental concentration and reaction-time
Hearing acuity
Chiefly affecting ~_— Confusion of auditery and visual cues

the mean pressure Interpretation of sounds
estimate Rates of inflation and deflation

Reading of moving column,

Ec.

Measurement
errors

Observer

Terminal digit preference

Distoroing the
frequency distribution
curve (and sometimes
affecting the mean) Prejudice—ea.g., excess of readings at
120/80, deficiency of
diastolic readings at
90 mm.

Fig. 1—A schematic representation of some sources of variation in measuring blood-pressure.



Consensus Document

2021 Furopean Society of Hypertension practice
ocuidelines for othice and out-ot-othice blood
pressure measurement ] Hypertens 2021

George S. Stergiou®, Paolo Palatini®, Gianfranco Parati““, Eoin O’Brien®, Andrzej Januszewicz',
Empar Lurbe®", Alexandre Persu', Giuseppe Mancia!, Reinhold Kreutz¥, on behalf of the European
Society of Hypertension Council and the European Society of Hypertension Working Group on
Blood Pressure Monitoring and Cardiovascular Variability



NO SMOKING, QUIET COMFORTABLE 3-5MIN NO TALKING

CAFFEINE, FOOD, ROOM TEMPERATURE REST DURING OR
EXERCISE 30MIN BETWEEN
BEFORE MEASUREMENTS

. (X /

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

/[ Arm bare and resting. }
Mid-arm at heart level
v
", 75\ \

Validated electronic
upper-arm cuff device
(www.stridebp.org)

Back
supported

4

Take 3 measurements
at1minintervals

and use the average
of the last two

Feet flat
on floor
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Y STRIDEBP

www.stridebp.org
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http://www.stridebp.org/
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Validated blood pressure monitors
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OPIZMOZ KAI TAZINOMHZH

YTTEPTAZHZ

Table 3 Classification of office blood pressure™ and definitions of hypertension gr'adeb

Category Systolic (mmHg) Diastolic (mmHg)
Optimal <120 and <80
Normal 120129 and/or 8084

High normal 130-139 and/or 85-89

Grade 1 hypertension 140159 and/or 9099
Grade 2 hypertension 160-179 and/or 100-109

Grade 3 hypertension

Isolated systolic hypertension®

>140

and

<90

@ESC/ESH 2018
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ETTEITOYZA-YTIEPETIEITOYZA

YTTEPTAZH

@ E S C European Heart Journal - Cardiovascular Pharmacotherapy (2019) 5, 37—46 POSITION PAPER

European Society doi:10.1093/ehjcvp/pvy032
of Cardiology

ESC Council on hypertension position

document on the management of hypertensive
emergencies

@ ESC European Heart Journal (2018) 00, 1-98 ESC/ESH GUIDELINES

European Society doi:10.1093/eurheartj/ehy339
of Cardiology

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the

European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)



Journal of Human Hypertension www.nature.com/jhh

W) Check for updates

REVIEW ARTICLE
Management of hypertensive crisis: British and Irish

Hypertension Society Position document

Spoorthy Kulkarni "*0 Mark Glover?, Vikas Kapil®>*, S. M. L. Abrams>, Sarah Partridge®, Terry McCormack(®’, Peter Sever(®®,
Christian Delles(®? and lan B. Wilkinson'®

© The Author(s) 2022

Patients with hypertensive emergencies, malignant hypertension and acute severe hypertension are managed heterogeneously in
clinical practice. Initiating anti-hypertensive therapy and setting BP goal in acute settings requires important considerations which
differ slightly across various diagnoses and clinical contexts. This position paper by British and Irish Hypertension Society, aims to
provide clinicians a framework for diagnosing, evaluating, and managing patients with hypertensive crisis, based on the critical
appraisal of available evidence and expert opinion.

Journal of Human Hypertension; https://doi.org/10.1038/s41371-022-00776-9



OPIZMOI
YTIEPETTEITOYZA YTIEPTAZH

(Hypertension Emergency)

2 OBAPH YTTEPTAZH (BaSuou 3)
O=EIA BAABH OPT ANQY ZTOXOY

ATTEIAHTIKH I'TA ZQQH

AMEZH OEPATIEIA (IV)



OPIZMOI
ETTEITOYZA YTIEPTAZH

(Hypertension Urgency)

@ 2OBAPH YTIEPTAZH (BaBuou 3)
@ OXT 0=E1A BAABH OPFANOY £TOXOY

@ OXI ANATKH EIZArQrHs

@ OEPATIEIA ATIO TOY ZTOMATOZ
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ARTICLE
Prevalence and Clinical Presentation

A Tools  « Share

Bruno Zampaglione, Claudio Pascale, Marco Marchisio, and Paolo Cavallo-Perin

Originally published 1 Jan 1996 | hitps:fidoi.orgf10_1161/01. HYP 27_1.144 | Hypertension. 1996:27:144-147

449 with
W “opp 120

mmHg (3 0/0)

108 with HTN
emergency
(24%)




Signs and Symptoms Urgencies, % Emergencies, % P
(

Headache 220 3.0 =.001
\Epistaxis 17.0 0.0 =001
-

Chest pain 9.0 27.0 = 005
Eyspnea 9.0 22.0 =02

Faintness 10.0 10.0 NS

FPsychomaotor agitation 10.0 0.0 =004
Meurological deficit 3.0 21.0 =001
Vertigo 7.0 3.0 NS

Paresthesia 6.0 2.0 NS
Vomitus 2.0 3.0 NS
Arrhythmia 6.0 0.0 =04

Hypertension. 1996,27:144-7.



Table 3. Types of End-Organ Damage Associated With Hypertensive Emergencies

End-Organ Damage Type No. of Cases (%)
o N
- A

Cerebral infarction 26 (24.5)
Intracerebral or subarachnoid hemorrhage 5(45)
Hypertensive encephalopathy 18 (16.3)

Acute pulmonary edema 24 (22.5)

Acute congestive heart failure 15(14.3)

Acute myocardial infarction or unstable angina pectoris 13 (12.0)
Eclampsia 5(45)

Aortic dissection 2(2.0)

Hypertension. 1996,27:144-7.



Ethnic disparities in the incidence, presentation and

complications of malignant hypertension

Bert-Jan H. van den Born?, Richard P. Koopmans®®, Johan O. Groeneveld® and

Gert A. van Montfrans®

Table 1 Clinical characteristics of all included patients according to their ethnic background defined as black versus white

Patient characteristics Black White P value
Patients 57 (47%) 65 (53%)
Age, years (mean, SD) 42 +10 45 + 14 0.23
Male 41 (72%) 40 (62%) 0.31
Retinopathy (grade V) 28 (49%) 32 (49%) 0.86
Systolic blood pressure (mmHg) (mean + SD) 234 + 23 225 + 22 0.03
Diastolic blood pressure (mmHg) (mean + SD) 148 £ 16 143 + 16 0.11
Current smoker” 16 (28%) 31 (48%) 0.04
i itus 4 (79%) 6 (900} 075
Previous hypertension 32 (56%) 39 (60%) 0.80
Antihypertensive drugs > 1 22 (39%) 23 (35%) 0.86
Stopped taking antihypertensive drugs 18 (32%) 10 (15%) 0.06
No medical insurance 14 (25%) 1 (2%) < 0.01
Left ventricular hypertrophy 51 (90%) 50 (77%) 0.11

J Hypertens 2006, 24:2299-2304



Table 2 Probable secondary causes of malignant hypertension

according to ethnic background (black versus white)

Probable cause Black White P value
No cause identified 51 (90%) 39 (609%) < 0.01
Renal parenchymal disease 2 (49%) 12 (19%) 0.02
Renal artery stenosis 1 (29%) 7 (11%) 0.07
Other® 3 (5%) 7 (11%) 0.33

2Other includes licorice abuse (four), corticoid excess (three), cocaine (two), oral

contraceptives (one).

J Hypertens 2006, 24:2299-2304



Acute BP increase (>180/110)

Absence of organ damage |

Author

Vicek M,2008
Merlo C,2012
Patel KK,2016
Guiga H,2017

384
50
58.535
285

CV risk/ year
(approximated)

6 %
6 %
1,8 %
8,9%

‘ Presence of organ damage

Author

Keith NM, 1939

Guiga H,2017

CV risk/ year
(approximated)

200 78%

385 39%




Percent

16

14

12

10

(=]

»

N

N

14.3

10.5

Hypertension

All Issues

HA Journals Journal Information Subjects Features Resources & Edu

iome > Hypertension > Viol. 73, No. 1 » Thirty-Day Readmissions After Hospitalization for Hypertensive Emergency

[ FREE ACCESS
\RTICLE

Thirty-Day Readmissions After Hospitalization for Hypertensive
Emergency

Milay Kumar, Shawn Simek, Meetika Garg, Muthiah Vaduganathan, Farah Kaiksow, James H. Stein, Gregg C. Fonarow, Ambarish Pandey,
Deepak L. Bhatt =]

Originally published 12 Mov 2015 | https:/fdoi.org/10.1161/HYPERTENSIOMNAHA 118.11691 | Hypertension. 2019:73:60-57
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AIATNQITIKOZ AATOPIOMOZ

@ ToTtopiko Kai wapolod vOOOC
@ 2 xoAaoTikn pétpnon ATI

@ A€ioAdynon kardoraonc opyGvwv-oToxwyv



OPTANA-ZTOXOI
YTIEPETTEITOYZA YTIEPTAZH




SAINOTYTIOI

YTIEPETTEITOYZAZ YTIEPTAZHZ

KAKOHOHZ YTIEPTAZH (AAAOIQZEIZ
BYOOY, MIKPOAITEIOTTAOEIA-DIC

+ ErKEZAAOTTIAGEIA, O=EIA KAPAIAKH ANETTAPKEIA O=EIA NEZPIKH BAABH

>180/110 mmHg + 0=y EMZPArMA MYOKAPAIOY, OZEIA

KAPATAKH ANETTAPKEIA (OTT1O), AEE™, ATAXQPIZTIKO ANEYPYZMA
AOPTHZ

EATOXPSIMOKYTTSIMA
(TTPO)EKAAMYIA



s

+

:

7 S

|

Malignant hypertension
with or without TMA
or acute renal failure

|

Coronary ischemia or
acute cardiogenic
pulmonary oedema

|

Acute stroke or
hypertensive
encephalopathy

I

Acute aortic disease
(aneurysm or
dissection)

|

Eclampsia or severe
pre-eclampsia/HELLP
syndrome

J

i

Treatment according to

target organ or clinical
condition involved




Table 30 Diagnostic workup for patients with a sus-

pected hypertension emergency

Commeon tests for all potential causes

Fundoscopy is a critical part of the diagnostic workup

12-ead ECG

Haemoglobin, platelet count, fibrinogen

Creatinine, eGFR, electrolytes, LDH, haptoglobin

Urine albumin:creatinine ratio, urine microscopy for red cells,

leucocytes, casts

Pregnancy test in women of child-bearing age

Specific tests by indication

Troponin, CK-MB (in suspected cardiac involvemnent, e.g. acute

chest pain or acute heart failure) and NT-proBMNP

Chest X-ray (fluid overload)

Echocardiography (aortic dissection, heart failure, or ischaemia)

CT angiography of thorax and/or abdomen in suspected acute

aortic disease (e.g. aortic dissection)

T or MRI brain (nervous system involvement)

Renal ultrasound (renal impairment or suspected renal artery

stenosis)

Urine drug screen (suspected methamphetamine or cocaine

use)

©ESC/ESH 2018



Patient evaluation

All patients
(N = 1588)
Blood pressure, median (IQR), mm Hg
Qualilying SBP 200 (186, 220)
%izhg DBP 110(93, 123) )
iving MAP 138 (127, 153)
Peak $Pgduring v ‘nropy 200 (182, 220) STAT reg'Stry
Peck DBP during IV therapy 107 (93, 122) i
W il mtabli sy - 2 ft\Studyrl‘ng Tr.:_e Treatment of
Inital geatinine (mg/dl) 1.210.9, 2.3)
Pock :ooti:nn:(r:‘ggldu 1.4(1.0,2.7) cute hyper ensnon)
Initial porassium (mEg/L) 40(3.6,4.5
Urinalysis, n (%)
Hnmgwrip 438 (44)
i i g, R 1,588 patients from 25 sites
. Median age 58 years
Electrocard iogram 1427 (90)
TTE 719 (45) 0
o 747 U7 49% women
Asterial li 392125
it ek SO T b e 56% African-American
Dialysis 150 (9.5)
Introcronial surgery 108 (6.8)

| ICU admission 766 (48)




NORMAL FUNDUS

RETINAL

JEIN FOVEA

RETINAL
ARTERY

opPTC
o\sC

MACULA
PERTENSIVE RETINOPATHY

CupP

SILVER
WIRING

. YaRD
RETINAL EXUDATES
HACMORRHALES
_ ARTERIOVENOUS
PAPILLOEDEMA

NIPPING


















] ' ply In descending
aorta Iﬂd[C&tl& B dlSSGCtIOﬂ




TTEPITITZH 1

luvaika 63 eTwv maxloapkn, HE 1I0TOPIKG UTEPTAONC UTO
aywyn

TMpooépxetal oto T.E.TT. Adyw KepaAaAyiac kai
pivoppayiac

Ano Thv kKAivikn e€étaon ATT 210/113 mmHg, 89 bpm,
Sat 99%

ECG, stick oUpwv (-), yev aipatoc, Ur, Cr ko



TTEPITITZH 2

@ Avdpac 67 eTwyv pe ZA Kkal urépTaon mpPooEPXETAI OTO
T.E.TT. Adyw dUonvolac and wpwv

®@ ATT 206/102 mmHg-104 bpm
@ AppuBuia

@ TaxUnvoia - Sat 92% - pn pouoikoi poyxol o PAcEIC
TVEUHOVIKWY TEdiWV

@ ECG: AF, A/a Bwpakoc: 1 KOA-ouppdpnon mUAeC,
Tpomovivn opiaka 1
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Comparing the clinical efficacy of resting and
antihypertensivemedication in patients of hypertensive
urgency: a randomized, control trial

SBP DBP MBP
1504
P=0411
3
1oor'~.. | } ’ !
50 4
100 0 . 80
0 30 80 90 120 0 30 80 90 120 0 30 80 %0 120
Minutes Minutes Minutes
-~ Rest - - Medication




@ ESC European Heart Journal (2018) 00, 1-98 ESC/ESH GUIDELINES

European Society doi:10.1093/eurheartj/ehy339
of Cardiclogy

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the
European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)

The term ‘hypertension urgency’ has also been used to describe
severe hypertension in patients presenting to the emergency depart-
ment in whom there is no clinical evidence of acute HMOD."”
Whilst these patients require BP reduction, they do not usually
require admission to hospital, and BP reduction is best achieved with
oral medication according to the drug treatment algorithm presented
in Figure 4. However, these patients will require urgent outpatient

review to ensure that their BF is coming under control.



@ E S C European Heart Journal - Cardiovascular Pharmacotherapy (2019) 5, 3746 POSITION PAPER

European Society doi:10.1093/ehjevp/pvy032
of Cardiology

ESC Council on hypertension position
document on the management of hypertensive
emergencies

nor BP control after 6 months.” Because, there is no evidence that
treatment in patients who lack acute hypertension-mediated organ
damage is different from patients with asymptomatic uncontrolled

ypertension, the Task Force considers that it is preferable not to

use the term ‘hypertensive urgency’ and only use hypertensive emer-
ncy to refer to those situations where immediate treatment is war-
ranted. This also means that the term hypertensive crisis that was




Initial therapy

Dual combination

ACEi or ARB + CCB or diuretic ‘

l

Step 2

Triple combination

‘ ACEi or ARB + CCB + diuretic ‘

i i
L A

l

Step 3 . _
T,iph_,mmfinatium Resistant hypertension

spironolactone or Add spironolactone (25-50 mg o.d.)
other drug or other diuretic, alpha-blocker or beta-blocker |

v,

Consider monotherapy in

low risk grade 1 hypertension

(systolic BP <150mmHgq), or in
very old (=80 years) or frailer patients

Consider referral to a specialist centre
for further investigation

Beta-blockers

or younger women with, or planning, pregnancy

Consider beta-blockers at any treatment step, when there is a specific
indication for their use, e.q. heart failure, angina, post-M|, atrial fibrillation,

EESC/ESH 2018



Time to decrease reach blood pressure targets

wah nhcation for_ Makignant
Acute HT mediated organ damage .
oncephalopathy
200 4
Aorta — dissection, aneurysm g fsremrnng
Acute pulmonary l l ‘
= 180 4 oedema &
Coronary Ischemia
Heart — MACE, acute pulmonary oedema é seceEy
3 160 dsoase
Brain — stroke, HT encephalopathy
guo« l l
Retina & Kidneys — malignant hypertension l
120 +
Minutes Hours
Time to reach blood pressure target




Relationship between cerebral perfusion
pressure and cerebral blood flow
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Table3 Hypertensive emergencies requiring immediate BP lowering

Clinical presentation

Time line and target BP

1st line treatment

Alternative

Malignant hypertension with or without Several hours, MAP -20% to -25% Labetalol Nitroprusside
TMA or acute renal failure Nicardipine Urapidil
/‘ﬁertensive encephalopathy Immediate, MAP -20% to -25% Labetalol Nitroprusside \
Nicardipine
Acute ischaemic stroke and BP >220mmHg  1h, MAP-15% Labetalol Nitroprusside
systolic or =120 mmHg diastolic Nicardipine
Acute ischaemic stroke with indication for 1h, MAP -15% Labetalol
thrombolytic therapy and BP Nicardipine Nitroprusside
>185 mmHg systolic or >110 mmHg
diastolic
Acute haemorrhagic stroke and systolic BP Immediate, systolic 130<BP Labetalol Urapidil
QBG mmHg <180 mmHg Micardipine /
(Acute coronary event Immediate, systolic BP <140 mmHg Nitroglycerine Urapidil A
Labetalol
Acute cardiogenic pulmonary oedema Immediate, systolic BP <140 mmHg Nitroprusside or Nitroglycerine Urapidil (with loop

A\

(with loop diuretic)

diuretic) j

e T
Acute aortic disease

\

Immediate, systolic BP <120 mmHg
and heart rate <60b.p.m.

Esmolol and Nitroprusside or

Nitroglycerine or Nicardipine

Labetalol or Metoprolol )

/

‘Eclampzia and severe pre-eclampsia/HELLP

Immediate, systolic BP < 160 mmHg
and diastolic BP <105 mmHg

Labetalol or Nicardipine and

Magnesium sulphate

BP, blood pressure; HELLP, haemaolysis, elevated liver enzymes and low platelets; TMA, thrombotic microangiopathy.



Table 4

Intravenous drugs for the treatment of hypertensive emergencies

Drug Onset of Duration of Dose Contraindications Adverse effects
action action
/ Esmolol 1=2 min 10-30min 0.5-1 mgfkg i.v. bolus; 50—-300 pgflkg/min History of 2nd or 3rd degree  Bradycardia
as continuous i.v. infusion AV block (and in the ab-
sence of rhythm support),
systolic heart failure,
asthma, and bradycardia
Metoprolol 1-2 min 58h 2.5-5mg iv. bolus over 2 minutes; may History of 2nd or 3rd degree  Bradycardia
repeat every 5 minutes to a maximum AV block, systolic heart
dose of 15 mg failure, asthma, and
bradycardia
Labetalol 5=10min 3-6h 0.25-0.5 mgfkg iv. bolus; 2-4 mg/min History of 2nd or 3rd degree  Bronchoconstriction and
continuous infusion until goal BP is AV block, systolic heart foetal bradycardia
\ reached, thereafter 5-20 mg/h failure, asthma, and
bradycardia
Fenoldopam 515 min 30-60 min 0.1 pg/kg/min iv. infusion, increase every
15 min until goal BP is reached with
0.05 to 0.1 pg/kg/min increments
Clevidipine 2-3 min 5-15 min 2 mg/h iv. infusion, increase every 2 min Headache and reflex-
with 2 mg/h until goal BP tachycardia
Micardipine 5-15min 3040 min 5-15mg/h as continuous iv. infusion, Liver failure Headache and reflex-
starting dose 5 mgh, increase every tachycardia
15-30 min with 2.5 mg until goal BP,
thereafter decrease to 3mgfh
Mitroglycerine  1-5 min 3-5 min 5-200 pg/min, 5 pg/min increase every Headache and reflex
5 min tachycardia
Mitroprusside Immediate  1-2 min 0.3-10 pglkg/min, increase by 0.5 pg/kg/ Liver/kidney failure (relative)  Cyanide intoxication
min every 5 min until goal BP
Enalaprilat 515min  4-6h 0.625-1.25mg i.v. History of angicedema
Urapidil 3-5min 4-6h 12.5-25mg iv. bolus, 5-40mg/h as
continuous infusion
Clonidine 30 min 4-6h 150-300 pg iv. bolus in 510 min Sedation and rebound
hypertension
Phentolamine  1-2min 10-30 min 0.5-1 mg/kg i.v. bolus OR 50-300 pg/kg/ Tachyarrhythmias and chest

min as continuous i.v. infusion

pain




BP >180/110 mmHg

Yes

dyspnoea?

Aortic dissection?
Coronary ischemia?

Congestive heart failure

(with or without

coronary ischaemia)?

Neurological
symptoms?

CG, aortic-imaging
(e.g. CT-angiography

Acute aortic
disease?

-

Bilateral
pulmonary
rales?

Encephalopathy
lschaemic or

Haemorrhagic stroke?

eadache
Visual
impairment

l

Malignant Hypertension
w/wo TMA and/or acute

renal failure

CT-brain
INR
(+APTT/PTTIT)

troponin T, CK (MB),
chest X-ray/cardiac
and lung ultrasound

SBP<120 mmHg
NPI (e.g. surgery)?

l

SBP<140 mmHg
NPI (e.g. PCI)?

Haemorrhagic
stroke?

'

Fundoscopy,
T, LDH,
schistocytes

130<SBP<180 mmHg
NPI (e.g. surgery)?

Grade Ill or
IV HRP?
TMA?

Focal symptoms~
Ischaemic stroke?

Malignant hypertension

wiwo Hypertensive

encephalopathy
SBP<180 mmHg SBP<180 mmHg (or
Thrombolysis? MAP -25%)




TTEPITITZH 1

lfuvaika 63 eTwv maxloapkn, HE 1I0TOPIKO UTEPTAONC UTO
aywyn

MMpooépxeTal oto T.E.TT. Adyw KepaAaAyiag kai
pivoppayiac

Ano Tnv KAivikn €€étaon ATT 210/113 mmHg, 89 bpm,
Sat 99%

ECG, stick oUpwv (-), vev aipatoc, Ur, Cr ko

TiTAoroinon avriumePTACIKNG AYWYNC Kdl EmAVEKTIHNON



TTEPITITZH 2

Avdpac 67 esTwv pge ZA Kal urnépTaon mPooEPXETAlI OTO
T.E.TT. Adyw dUonvolac dnd wpwv

ATT 206/102 mmHg-104 bpm
AppuBuia

TaxUnvoia - Sat 92% - un pouoikoi poyxol oc PACEIC
TVEUHOVIKWY TEdiWV

ECG: AF, A/a Gwpakoc: 1 KOA-ouupépnon mUAec,
Tpomovivn opiaka 1

EBiocaywyn, vitpoyAukepivn Kk @oupooepion IV



KYPIA ZHMEIA

@ Zopapn umépraon: ATT 2 180/110 mmHg

@ H mapoucia ofciac e€cAiocoopevne PAapnc oe opyavo-
oT1oxo kKaBopilel Tnv avaykaidTnta apeonc
napepupaong

@ To o6pyavo-oToxoc Kai n mpooPoAn Tou kaBopilouv
TO XpOvo Kal £ido¢ mapEuPaonc
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