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OnpenerieHue

AprepuanbHas runepred3us (Al) — 3a0o0/1eBaHue UM KINHUYECKHUT
CHH/IPOM C 32aPerucTPUPOBAHHBIM NOBbIIIeHHEeM (Dos1ee 139/89 mm pr.
CT.) apTepuaJbHOro aasjaenus (A/l) mo kpaiHe Mepe Mpu ABYX
MOBTOPHBIX BU3UTAX K BPauy MOCJe MePBOHAYAIBLHOI0 00C/IeI0BAHUS.

AT kak 3a00JieBaHMe — 3cCeHIUAIbHAA (mepBuYHasi) Al
(runeproHuveckas 00J1€3Hb, rUNepTeH3UBHAA 00J1e3Hb —I'B), Korga
npupoaa nosbiieHuss A/l He ycranosjeHa (mosbimenue A/l cuuraercs
MePBUYHBIM).

Al KaKk CHHAPOM — KJIMHUYECKUNA CUHAPOM NMoBbIIIeHus A/l
YCTAHOBJICHHOU NpUpoabl (Hanpumep, A’ npu 3a00/1eBaHUAX MOYEK,
IIUTOBUIHOH KeJie3bl, HAAMOYEeYHUKOB, JIP.).

3ameuanue
*  Kpurepuu HopmansHoro AJl ycraHaBIMBalOTCSl HA OCHOBAaHMM 00CJI€I0BaHUS OOIBIINX
IPyII HACEJICHUS
*  «TpaHMIA MEXIY HOPMAJIbHBIM U MOBBIIIEHHBIM A onipeensieTcsi TaAKUM €r0 YPOBHEM,
BBIIIIE KOTOPOTO BMENIATENHCTBA, KAK MOKA3BIBAET OIBIT, YMEHBIIIAIOT PUCK BPEIHBIX JJIsI
3[10POBbS MOCJIEACTBUI
Ikcnepmuwtit Komumem BO3

nO KOHMPOII0 3a AQPMEPUaNbHOll 2UnepmeH3uell,
1999 200



YpoBau A/l u crenenp Al

2007’ Guidelines for the management of arterial hypertension

Table 1 Definitions and classification of blood pressure (BP)
levels {mmHg)

Category Systolic Diastolic

Optimal =120 and =80
Normal 120-129 and/or B80-84
High normal 130-139 and/or 85-89
Grade 1 hypertension 140-15%9 and/or 90-99
Griade 2 hypertension 160-179 and/or 100-10%9
Grade 3 hypertension =180 and/or =110
Isolated systolic =140 and =90
hypertension

1
1

Isclated systolic hywpertension should be graded (1, 2.3) according to
systolic bloocd pressure values in the ranges indicated, provided that dias-
tolic values are =90 mmHez. Grades 1, 2 and 3 correspond to classification
in mild, moderate and severe hypertension, respectively. These terms
have been now omitted to avoid confusion with guantification of total
cardiovascular risk.




Yposuu A/l u crenens Al (B Bo3pacte >18 ner)

2003, 2007’ Guidelines for the management of arterial
hypertension (¢ MOMMU H3MEHCHHUSMU U JIOTIOJTHCHHUSIMH * )

Kareropus

Cucroanueckoe

Juacronmveckoe

Opmocmamuueckas apmepuanbHas 2UNnOmeH3ust (Cmenems
naoenuss AJ cnycmsa 3 muHymsl nocie nepexooa ¢
20PU3OHMATILHO2O0 8 8EPIMUKATILHOE NOJIONHCEHUE)

>20 mm pm. cm.

>10 mm pm. cm.

Husxoe A/l <90 <60
OnTumanbHoe AJl 90-120 60-80
Hopmanbhoe A/l 121-129 81-84
Buvicokoe nHopmanvroe AJ] 130-139 85-89
Cmenenv 1 (msaexas) 140-159 90-99
Cmenens 2 (ymepennas) 160-179 100-109
Apmepuanvnas I'unepmensus Cmenens 3 (msoicenas) > 180 >110
I

*- o naHHbIM opuCHBIX U3MepeHuit, ecnu CAJl u JIA/] B pa3nudHbIX KaTEropusx, BHIOUpAeTCs BbICIIAS , IS
JIA /] B IOJIOKEHUH JieKa TaOJIMYHbIC JAHHBIC HA 5 MM PT. CT. HUXKE.




Hcropruueckas cripaBka

1843 - nepBbie u3mepenust AJl y ;kuBoTHbIX Bo Opaniuu
[Tyazeniem

1856 - nepBoe nzmepenue A/l y uenoBeka @eBpe NpIMbIM
(MHBa3MBHBIM) METOJIOM ONPEACTCHUS

1890 - uraneaHckuit neauatp PuBa-Pouun mpenmoxui
n3MepsaTh AJl Ha TIeYeBOM apTEpPUU ¢ MOMOIIBIO MAHXKETKU U
pTyTHOTO TOHOMETpA (Mprbop PuBa-Pouun)

1905 - pycckuii Bpau H.C. KopoTkoB mpeiioxuI
ayCKYJIbTaTUBHBIN CIIOCO0 n3MepeHus AJl pTyTHbIM
MaHOMETPOM

3osnoton ctangapt usmepenns AJl — pryTHbeiii ToHOMEp PuBa-
Pouuu + cnoco6 KopoTkoBa. Ha mpakTuke cerogus
MEMOpaHHbIE AJIEKTPOHHBIC AaBTOMAaTHYECKUE n3Meputenn AJl

1999 r. - onyOnukoBaHbl peKkoMeHaauu 3xcneptToB BO3 u . . : :
MEK Ty HapOIHOTO OOIIECTBA apTEPHAIbLHOM THIIEPTEH3UH Scipione Riva-Roccl
(BO3-MOAT) o neuenuro Al

2003, 2007 — pexomenaanuu EBporeiickoro oo1ecTna
kapauosioros (EOK) no neuenuro AT

Nmruiementanus EOK Acconmarnen kapinoaoroB Y KpauHbI




Knaccudukanms 8 MKbB 10

BoJie3Hn, XapaKkTepHu3yIHecs: MOBbINIeHHLIM KPOBAHBbIM AaBjeHueM (110-115)

110 DccennuanbHas (MepBUYHAA) THIIEPTEH3UA
[11 I'mnepren3uBHas 0OJE3HB CEPALA [TUTIEPTOHNYECKAS OOJIE3HB C
MIPEUMYILECTBEHHBIM
MIOpAKECHUEM cepAal
[12 I'mnepreH3uBHas [TUNIEpTOHUYECKAsI | 00JIE3HB C TPEUMYIIECTBEHHBIM
MOPAXKEHUEM
MOYECK
[13 I'mnepreH3uBHas [runiepToHUYECKasi | 00JIE3Hb C MPEUMYIIECTBEHHBIM
MOPAXKEHUEM
115 BropuyHasi runiepreH3us
[15.0 PenoBackynsipHast rAnepTEH3UA
[15.1 I'mnepreHsust BTOpUYHASA MO0 OTHOIIEHUIO K APYTUM MOPAXKEHUSIM MOYEK
[15.2 I'unepreH3ust BTOpUYHAS 110 OTHOUICHUIO K SHJIOKPUHHBIM HAPYIICHUSIM
115.8 [Ipyras BropuyHasi TUIIEPTEH3USA
[15.9 BropuuHas runepTeH3us HEyTOYHEHHAS



DU IEMHOJIOTHUA
Ha nipumepe CIIA

HopMoToHukn 44 000 000
pL

AMEPHKAHIIEB UMEIOT
MoBBIIICHHOE A/l

[IEPTOHUKU

76%

NHANES IIl, Burt et al (1995)



DA AEMHOJIOT U
YxpauHa

* Pacnpocrpanennocts Al 44,2%

e C 1997 roma ormeuaercsa poct Al (kak pe3ynbTaT JIydIneu
BBISIBIISIEMOCTH )

e IlepBnuHasa mHBaIUAHOCTH B ciieacteue Al Ha 10 000
paboTaroIIuX 3a 3TOT Ke Mepruoa Bo3pocia B 2,1 pasa.



DaKTOPHI PUCKA U STHOJIOTHA

[Tox (y >KEHIIWH CPEeTHET0 U MOJIOOr0 Bo3pacta Al vate, B Oosee
CTapIIeM BO3PacTe€ 3aBUCHMOCTh MEHSETCH)

Paca (y nui yepHOM packl yamie)

HacnenctBeHHOCTS ( )
I'enotun (Al' kak moJaUreHHOE 3a00JICBaHUC)

Posb HeoHaTabHOTO TIeproaa (0OpaTHas CBSI3b MEXKIAY MacCOM Tea
IpU POXKICHUU U YpOBHEM A /[ B cTapiiiemM BO3pacTe)

[{eHTpanbHOE O)KUPEHUE W METAOOIUYECKUN CHHIAPOM (CBSI3b MEKTY
BBICOKMMH YPOBHSIMHU MHCYJIMHA U A/ )

MN30bITOYHOE MOTPEOICHNE TOBAPEHHOM COJIU

Kypenue ( moBeiienne AJl mocie Kax 101 BEIKYPEHHOW CUTApEThI Ha
30 mMuH.)

Crtpecc (0oJiee BEpHO XPOHUYECKUM JUCTPECC)

ColmanbHO-3KOHOMUYECKHH CcTaTyC (0OpaTHasi 3aBUCUMOCTh MEXIY
ypoBHeM Al u 00pa3zoBaHuEM, pa3MepaMu JOXO/0B,
po(ECCHOHATIBHBIM CTATyCOM )

duznyeckas akTUBHOCTD (Y JIUI] ¢ MAJIOTIOABM>KHBIM 00pa30M >KH3HHU
puck pa3sutusa Al Ha (30-40)% BeIlie, 4yeM y (PU3MUECKU aKTUBHBIX )



DaKTOPHI PUCKA U DTUOJIOT U
2007’ Guidelines for the management of arterial hypertension

Taénuua 2. Pakropel, BAMAKLWMKE HA Npordos naynedta cAl

Daxropsl pucka AOKNHHHYECKHE NPHSHAKH NOPOXeHHS OPTraHOB-MHLL BHEeH

YpoBHM cHCTONHYECKOTO M AWacTonmeckoro All

Mynbeoeoe AJl (ANA NOXMHABL NAUMEHTOB)

Boapeact (M >55 ner, X >65)

TabakokypeHne

Ducnunupemun

XC oBuwmin >5,0 mmons/n

NMHM >3,0 mmone/n uan

NNBMN (M) <1,3 mmons/ n, (X) <1,2 mmons/n

[nioko3a Harowak 5,6-6,9 mmone/n

HapyweHnHan TonepanTHOCTL K FIIOKo3e

Omupenne abgomMuHanbt oro Tuna (okpy Hocte Tanmuk (M) >102 em,
() 88 cm)

CemeRHbIR aHAOMHES NO KApANOBACKYNAPHEIM 3a6onesanuam (gna
My W4HH B Bo3pacte o 35, MeHWwMH — po 65 nert)

3KT npusnaku rmneprpodun nesoro weny pouka (TK) (wnpexe
Naitona-Cokonoea > 38, Kopnenna > 2440 unu

oKl npuzHaick FK (MHpeke moccs Muokapga

M 125 r/m?, X 110 1/ m¥)

TonwMHa KoMNNeKoa MHTHMa=-Me AHa KapoTHAHOR apTepui > 0,9 mm
HNH HanuuKe Gnawex

CropocTb NynbcoBoi BonHbl > 12 m/c

NopbixeyHo-nneve ol MHpexe <0,9

YBenuueHHe YpoBHA KpeaTHHHHA NNCI3MbI

M: 115-133 mxkmons/ n

M 107-124 mkmone/ n

CHHMeHHe ckopocTH Ky GoukoBoil duAbTPauMM

< 60 mn/muH/ 1,73 M HnK KnMpeHe KpeatnHUHa < 60 mn/ MuH
Mukpoansbymunypna 30-300 mr/cyt uan anbby mux-
kpeatHutosbii wHaeke: 22 (M); wnm 31 (XK) mr/r kpearnimna

CenxapHeid guaber

Llepebpo- W kapaMoBacky napHble 3abonesaHus, GonesHu novek

Fnieko3a Harowak 7,0 MMonb/n NpH NOBTOPHLIX H3IMEPEHHAX, WA
Necrnpanguancian rarekosa > 11,0 mmene/n

Hanwume 3 n3 5 pakropos pucka, cpem KoTopbix aboomuHanbHoe
OMMpEHHE, MOBLILIEHHE MOKo3bl HaTowak, AJl 130/85 mm pr. e1,,
HuskHH ypogeHs JINBI w ebicokui yposenb T (kak ykasaHo sbie)
onpepenaioT HanWuKe MetabonuuecKoro cHHApoMa

LlepebpoBackynapHuie 3a6oneBaHNs: HILeMHYECKHIl W
remopparM4eckKil HHCY NbT, TRAH3IMTOPHOA HWeMHYecKan araKd
3abonesanna cepgua: MHGapKT MHOKUPAA, CTEHOKAPANA,
KOpPOHUPHAA PEBACKYNAPHIALHA, CEPREYHAR HefoCTATOMHOCTD
Moueunbie 3abonesanus: puabetnueckan HedponaTka, HapyLwenne
noveyHoH $YHKLMH (KpeatuHWH nnasmel M=133, XK>124 mkmons/ n);
npoTedHypua > 300 wmr/cyT

3abonesaHna nepudepHdeckMX apTepHil

PeTHHONATHA: Fre MOPPArHH H 3KCCYAATE, OTEK IPHTENLHOTO HEpEA




DaKTOPHI PUCKA U STHOJIOTHA
KOHIIEMIMS 0011ero KapanoBacKyJasapHoro pucka (KBP)

2007’ Guidelines for the management of arterial hypertension
ESCARDIO (EOK)

Box 1 Position statement: Total cardiovascular
risk

» [Dwsmetabolic risk factors and subclinical organ damage
are common in hypertensive patients.
All patients should be classified not only in relation to
the grades of hypertension but also in terms of the
total cardiovascular risk resulting from the coexistence
of different risk factors, organ damage and disease.
Decisions on treatment strategies (initiation of drug
treatment, BP threshold and target for treatment,
use of combination treatment, need of a statin and
other non-antihypertensive drugs) all importantly
depend on the initial level of risk.
There are several methods by which total cardiovascular
risk can be assessed, all with advantages and limitations.

Categornization of total risk as low, moderate, high, and
very high added risk has the merit of simplicity and can
therefore be recommended. The term ‘added risk”®

refers to the risk additional to the average one.

Total risk is usually expressed as the absolute risk of
having a cardiovascular event within 10 wears.
Because of its heavy dependence on age, in young
patients absolute total cardiovascular risk can be low
even in the presence of high BP with additional risk
factors. If insufficiently treated, howewver, this con-
dition may lead to a partly irreversible high risk con-
dition wears later In wyounger subjects treatment
decisions should better be guided by gquantification of
relative risk, i.e. the increase in risk in relation to
average risk in the population.




DaKTOPHI PUCKA U STHOJIOTHUSA

KOHLENIUSA 0011ero KapauoBackyJasapHoro pucka (KBP)
2007’ Guidelines for the management of arterial hypertension
ESCARDIO (EOK)

Blood pressure (mmHg)

Other risk factors, Normal High normal | Grade 1 HT | Grade 2HT | Grade 3HT
oD SBP 120-129 | SBP 130-13% | SBP 140-159 | SBP 160-17¢ SBP >180
or Disease or DEP 80-84 | or DBP 85-89 | or DBP 90-99 [or DBP 100-109| or DEP>110

Moderate
No other risk factors )
o ctor added risk

’
s Moderate Moderate
1-2risk factors ddded risk | added risk

3 or more risk factors, Moderate
MS, OD or Diabetes added risk

Established CV
or renal disease

Figure 1 Stratification of CV Risk in four categories. SBP: systolic blood pressure; DBP: diastolic blood pressure; CV: cardiovascular; HT: hypertension. Low,
moderate, high and very high risk refer to 10 year risk of a CV fatal or non-fatal event. The term ‘added’ indicates that in all categories risk is greater than
average. OD: subclinical organ damage; MS: metabolic syndrome. The dashed line indicates how definition of hypertension may be variable, depending on

the level of total CV risk.




DaKTOPHI PUCKA U STHOJIOTHUSA
KOHIIEMIMS 0011ero KapanoBacKyJasapHoro pucka (KBP)

2007’ Guidelines for the management of arterial hypertension
ESCARDIO (EOK)

Tabnuua 1. CrpatMeMKaLMA Kap AMOBACKY NAPHOTO PUCKA No 4 Kareropuam: y poeHH cuctonnueckoro AJQl (CALL) v/ unu gHactonnyeckoro
All (BAD); daKTOpH pHCKA; NOPOKEHHEe OPTAHOB-MHILEHER; CONYTCTBY I0LLHE KNHHHYECKHe COCTOAHMA

Bricokoe

HopManbHoe
CAll 130-139

HopmanvHoe
CAQl 120-129

dpyrue paxropu KBP,
nopaMeHHe OpraHoB- MHILEHEN W
sabonesaHna

Cpepte-
Her apymnix dakropoe KEP NoMyn AUHOHHBIH
pHCK

nomy NALHOHHEIA
pHcK

Huaxwia
1-2 ¢akropa KBP AONONHHTENBHBIA
PHCK

CpepHui

Huzkuid
BONONHATEN BHBIH
PHCK

Bricokui
AONGAHHTEN BHBIA
pHeK

3 paxropa KBP, nopamenne
OPrAHOB-MHLU eHed, MeTaBONMYEecKHA | AONONHMTENbHbIA
CHHAPOM WNH caxapHblil gnaber pHCK
Y craHoBNEeHHbIE KapAHOBUCKYNAPHBIS Sl e

pA Kynap AONONHWTENEHEA | AONONHMTENbHBIA
M NoyeyHsle 3a60n eBaHna
PHCK pHeK

1 eTeneHs 2 cTeneHb 3 cTeneHb

CAQ 140-159 CAQ 160-179
HAK
AAL 100-109

CpepHui
ﬂﬂl‘lﬂﬂHHTeﬂthlﬁ
pMcK

CAQ 180

WNH

nan11o
BoIcOKMA
AONONHHTENEHBIA
pHCK

OueHb BEICOKHA
AONONHUTENEHBIA
pHCK

CpepHui
ﬂﬂl‘lﬂﬂHl‘ll’éﬂbeli‘l
PHCK

CpepHuit
AONONHUTENEH BN
PHCK

OueHb BEICOKHA
AONONHUTENEHEA | AONONHUTENBHBIA | AONOAHMTENLHBIA
PHCK pHCK pMCK

OyeHb BHICOKMA OyeHb BLKOKMA OyeHb BLICOKMIA
AONONHUTENEHEIA | AONONHWTENBHEIA | AONONHUTENLHBIA
PHCK pHCK pMCK

EBuicorui Bricokmi




Al Kak npru4YrHa MHOKECTBA
TAaTOJIOTHUYECKUX COCTOSIHUU

ATEpOoCKIIepo3a
IlepeOpoBaCKyJISIpHBIX 3a001CBaHUIMI

- HIICMHUYCCKHUX ~

- FEMOPPArun4eCKuX
>~ HWHCYJIETOB
Nudapkra Muokapaa

CepieuHOMN HEJIOCTATOYHOCTH
[Toueunon HEAOCTATOYHOCTHU

[laTomorum 3penus



Al Kak nmpruYrHa MHOXKECTBA
[TaTOJIOTUYECKUX COCTOSTHUU

ApTtepuaiibHas
[Topaxxenue
['uneprens
H\ MOYCK e
[lepoOpoBacky . .
JspHast

IIaTOJIOI' A




Y nrogeut ¢ BRICOKUM A J]

B 7 pa3 BbIllIE€ PUCK B 3 —4 pa3a BrIe
MO3TOBOTO MHCYJIbTa PHUCK BO3HUKHOBCHHS
UIIIEMHUYECKON
00JIC3HH
B 7 pa3 yvame
pPa3BUBACTCS

MH(pAPKT MUOKapaa



BrIsiBIICHHE TOBBIICHHOTO A/l

H3mMepenne npoBOAUTCS B CUISAYEM TMOJIOKEHUM, TTOCIE S
MHWHYTHOT'O OT/IbIXa, IIOBTOPHOE U3MEPEHUE MPOBOIUTCS
yepes 30 cexyH

J1aBJIEHHS B MAHXKETKE HATHETAIOT 10 YPOBHS, KOTOPHIM Ha
30 MM BBIIIE OT ITOCJIEAHETO TOHA

CKOpOCTh CHMKEHMS JOIKHA COCTABIISTh 2 MM/CEK
CneayeTr IOMHUTh O TUIIEPTEH3UU «OEJIOT0 XajiaTay

Heo0xoaumo Ha3bIBaTh NAIMEHTY YpoBeHb Al u
MOSICHATh 3HAYCHUSI

Jlnarno3 Al" yctaHaBIMBaeTCs HA OCHOBAHWUM JIAaHHBIX,
MTOJIYYECHHBIX IIpU U3MepeHuH Al mpu Tpex
ITOCJIEAOBATEIILHBIX BU3UTAX



2007 Guidelines for the management of
arterial hypertension

Box 2 Blood pressure (BP) measurement

When measuring BP, care should be taken to:

= Allow the patients to sit for several minutes in a quiet
room before beginning BP measurements
Take at Lleast two measurements spaced by 1
2 minutes, and additional measurements if the first
two are quite different
Use a standard bladder (12-13 cm long and 35 cm
wide) but hawve a larger and a smaller bladder available
for fat and thin arms, respectively. Use the smaller
bladder in children
Hawve the cuff at the heart Level, whatever the position
of the patient
Use phase | and V (disappearance) Korotkoff sounds to
identify systolic and diastolic BP, respectively
Measure BP in both arms at first visit to detect possible
differences due to peripheral vascular disease. In this
instance, take the higher value as the reference one
Measure BP 1 and 5 min after assumption of the stand-
ing position in elderly subjects, diabetic patients, and
in other conditions in which postural hypotension may
be frequent or suspected
Measure heart rate by pulse palpation (at least 30 sec)
after the second measurement in the sitting position




2007 Guidelines for the management of
arterial hypertension

Box 3 Position statement: Ambulatory and
home BP measurements

Ambulatory BP
= Althouwgh office BP should be used as reference, ambu-
latory BP may improwe prediction of cardiovascular risk
in untreated and treated patients
Mormal values are dif ferent for office and ambulatory
BP (Taoble 5)
24-h ambulatory BP monitoring should be considered,
in particular, when
- considerable variability of of fice BP is found over the
same or different visits
high office BP is measured in subjects otherwise at
low total cardiovascular risk
there is a marked discrepancy between BP values
measured in the office and at home
resistance to drug treatment is suspected
hypotensive episcdes are suspected, particu larly in
elderly and diabetic patients

office BP is elevated in pregnant women and pre-
eclampsia is suspected

Home BP
= Self-measurement of BP at home is of clinical value
and its prognostic significance is now demonstrated.

These measurements should be encouraged in order

to:

- provide more information on the BP lowering effect
of treatment at trough, amnd thus on therapeutic
coverage throughout the dose-to-dose time interval

- improve patient’s adherence to treatment regimens

- there are doubts O technical reliability s,
envircnmental conditions of ambulatory BP data

Self-measurement of BF at home should be

discouraged whenever:

- it causes anxiety to the patient

= it induces self-modification of the treatment regimen

Mormal waluoes are different for office and home BP

[{Table 5)




[ pannunbie 3HaueHus AJl (MM pT. cT) 1t onpenaeneHuss Al

IIPU pa3HBIX COCO0AX U3MEPEHUH

Pyrosooawue npunyunwvl eeponetickux oowecme apmepuaibHoU unepmeH3uu u
Kapouono2uu no eederuro apmepuaivrou cunepmensuu (2003, 2007)

Mecto usmepenust A/l CAJl JTAJT
Odwuc 140 90
Jloma 135 85

CMAJIL 125 80




Knaccudukamnus Al' no nopaxeHuo OpraHoB MUIIICHEN

Cranus OOBbEKTHUBHBIE MPU3HAKK OPTAHUYECKOTO MOPAKEHUS OPraHOB MUIIICHEHN
Cranus 1 OOBeKTUBHBIE MPU3HAKH OPTraHMYECKOTO MOPaKEHUsI OPTaHOB MUILIEHENH OTCYTCTBYIOT
Cragus 2 [ 'uneprpodus 1eBOro Kemynouka,

* WM TeHEPAIIM30BaHHOE CYKEHUE apTepUil CeTYaTKu
* WK MUKpoans0yMunypus ( 1,2 — 2 Mr/mt) uim noBbIIIEHHE KpeaTUHUHA T1a3Mbl 10 117
MKMOJIB/JT

Cranwms 3 Cepaue — nHapkT MUOKap/a, CepiedHasi HeJOCTAaTOYHOCTh
Mo3r — TpaH3UTOPHBIC UIIIEMHYECKHE aTaKH, OCTPas/XpOHUYECKasi TUTIEPTCH3UBHAS
sHIIeaIONaTHs, COCYIUCTasT TEMEHITUS
[mazHoe THO — KPOBOM3IHMSIHHIE U KCCYAAThl B CETUATKE, OTEK IMCKA 3pUTEIBHOTO HEpBa
[Touku — anpOymMuHypus 6oJiee 2 MI/IJ1 U/WUau KpeaTuHuH Oonee 117 MKMOIb/
Cocynpl — pacnanBaroliasi aHeBpU3Ma a0pThl



Jlnarno3 aprepuansHoi runeprensuu |l ctagnm npu Hanmuun
MH(papKTa MUOKapAa UM UHCYJIbTA CIEAYET YCTAHABINBATH, €CIIH 3TH
CEPAECYHO-COCYIUCTHIEC OCITOKHEHUS PA3BUIINCh HA JOHE TUTEIHLHO
cyuiecTByromier Al', 4To NOATBEPKAACTCS 00BEKTUBHBIMU
KPUTEPUSIMUA MOPAKEHHUS OPraHOB MUIIIEHEW (THIEPTPODUS JIEBOTO
KEITyJ04YKa, TCHEPATTN30BAHHOE CY)KEHHUE apTEPUM CETUYATKH U T.T)



3710KAQYE€CTBEHHAs apTEpUAIIbHASA THIIEPTEH3US

XapakTepu3yeTcs BBICOKUM ypoBHEM A/l (Kak IpaBuIIo,
oosiee 220/120 MM.pT.CT) C KPOBOUBIHUSHUIMHU U
JKCCYJIaTaMU B CETYATKE, OTEKOM JIUCKA 3pUTEIBHOIO
HepBa. XapaKTEPHbIM, HO HEOOS3aTEIIbHBIM SBJISIETCS
MTOPAXKEHUE TMOYECK



2007 Guidelines for the management of
arterial hypertension

Box 4 Guidelines for family and clinical history

1. Dwraticn and previocus level of high BP
2. Indications of secondary hypertension:
a) family history of renal disease [polycystic kidney)
b) renal disease, wrinary tract infection, hasma-
turia, analgesic abuse (parenchymal renal
disease)
drugs/substance intake: oral contraceptives,
liquorice, carbenaoalone, nasal drops, cocaine,
amphetamines, stercids, non-stercidal anti-
inflammatory druegs, erythropoietin, cyclosporin
episodes of sweating, headache , anxiety, palpita-
tion (phascchromocyooma)
episodes of muscle weakness and tetany
{aldosteronism )
. factors:
family and personal history of hypertension and
cardiowvascular disease
b) family and personal history of dyslipidaemmia
<) family and personal history of diabetes mellitus
d) smoking habits
e) dietary habits
) obesity:; amount of physical exercise
2) snoring; sleep apnoea (information alsoc from
partner)
h) perscnality
4. Symptoms of organ damage
a) brain and eyes: headache, wertigo, impaired
vision, transient ischaemic attacks, sensory or
motor deficit
b) heart: palpitation, chest pain, shortness of
breath, swollen ankles
<) kidney: thirst, polyuria, nocturia, haematuria
d) peripheral arteries: cold extremities, intermit-
tent clawdication
5. Previcus antihypertensive therapy:
a) Droegis) used, efficacy and adwverse effects
&. Personal, family and environmental factors
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Box 5 Physical examination for secondary
hypertension, organ damage and visceral
obesity

Signs suggesting secondary hypertension and organ
damage
Features of Cushing syndrome
Skin stigmata of neurofibromatosis (phaesocchromo-
cytoma)
Falpation of enlarged kidneys (polycystic kidney)
Auscultatio of abdominal murmurs  (renovascular
hypertension)
Auscultation of precordial or chest murmurs (aortic
coarctation or aortic disease)
Diminished and delayed femoral pulses and reduced
femoral BP (aortic coarctation, aortic disease)

Signs of organ damage
Brain: murmurs over neck arteries, motor or sensory
defects
Retina: fundoscopic abnormalities
Heart: location and characteristics of apical impulse,
abnormal cardiac rhythms, ventricular gallop, pulmon-
ary rales, peripheral cedema
Peripheral arteries: absence, reduction, or asymmetry
of pulses, cold extremities, ischaemic skin lesions

= Carotid arteries: systolic murmurs

Evidence of visceral obesity
Body weight
Increased waist circumference (standing position)
M: = 102 cm; F: = 88 cm
Increased body mass index [body weight (kg)/ height
(m)*]
Cwverweight = 25 kg/m*; Obesity = 30 kg/m*
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Box 6 Laboratory investigations

Routine tests

Fasting plasma glucose

Serum total cholesterol

Serum LDL-cholesterol

Serum HDL-cholesterol

Fasting serum triglycerides

Serum potassium

Serum uric acid

Serum creatinine

Estimated creatinine clearance {Cockroft-Gault
formula) or glomerular filtration rate (MDRD formula)
Haemozlobin and hasmatocrit

Urinalysis (complemented by microalbuminuria via dip-
stick test and microscopic examination)
Electrocardiogram

Recommended tests
Echocardiogram
Carotid ultrasound
Quantitative proteinuria (if dipstick test positive)
Ankle-brachial BF Index
Fundoscopy
Glucose tolerance test (if fastimg plasma glucose
= 5.6 mmols/L (100 mg/dL)
Home and 24 h ambulatory BP monitoring
Pulse wawve velocity measurement {where available)

Extended evaluation {(domain of the specialist)

# Further search for cerebral, cardiac, renal and wasou-
lar damage. Mandatory in complicated hypertension
Search for secondary hypertension when suggested by
history, physical examination or routine tests:
measurement of renin, aldosterone, corticosteroids,
catecholamines in plasma andJ/or wurine; arteriogra-
phies; renal and adrenal ultrasound; computer-assisted
tomography; magnetic resonance imaging
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Box ¥ Paosition statement: Searching for
subclinical organ damage

of sulbclinical argan
arvtiruurm of was
= a determinant of otal cardiovasoular rsk, signs
of argan ivolverment should e sought carefully by
appropriate bechnigues:

1. Heart - Electrocardiograpry should be part of all
routine asmessment of subjects with Fgh BPF in order
to o itricular hypertraphy, pettems of
‘sitrain®, = E .zarrh',th mias. Bchocandiogra-

i
of

cally, of whrch
waorse prognaosis. Diastolic

scullar Frypertno-
ESWTDTOMat e rasis E
antery stiffening |
,'pr‘{tr-fﬁ‘hrl in the alde
'vular'lt' it rn‘ﬂht
il b i oy wre g =r. A low
signals ad perigheral

of  hypertension-related e

amageisbased an a reduced renal functionor an
at wrinary =tion of abumin. Estimation from
sanum orealin of glomenular filtration rate (MDED
formula, regquiring =ss, 2 - ar s i e
«l=a ran ookt Gault fou rrnul.a rescIiring
body woeighit ) should be rootine procedure. Urinany
protein should Be sought in all hypertensi by dig-
stick. In dipstick negative patients low grade abwmi-

wa Linvin
- Fundisaonpy - Examination of eye grounds i3 nec-
- 5 anly. Mild retinal

Silent bBrain drfarcta, lecunar infarctions,
wihite matiter sions are not infre-
ensives, and can be detected by MRl
o CT A !1I.!Ell11:'j and coEts Do Mot Allows e Sor i -
technigues. In derhy iy
=ives, _r.ﬂrﬂth tesis may help o detect initial brain
Erkoration.

Table o sumem an zes Zilakdlity, prognost
of procedures to d subeclinical organ




JledeHne apTepuaibHON TUIICPTEH3UU

 Mopaudukauus oopasa KHU3HU

e MeaukaMeHTO3HOE JISUCHUE
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Box 8 Position statement: Goals of treatment

» In hypertensive patients, the primary goal of treat-
ment is to achieve maximum reduction in the long-
term total risk of cardiovascular disease.

This requires treatment of the raised BP per se as well
as of all associated reversible risk factors.

BP should be reduced to at least below 140/90 mmHg
(systolic/diastolic), and to lower values, if tolerated,
in all hypertensive patients.

Target BP should be at least <<130/80 mmHg in dia-
betics and in high or very high risk patients, such as
those with associated clinical conditions (stroke, myo-
cardial infarction, renal dysfunction, proteinurial.
Despite use of combination treatment, reducing systo-
lic BP to << 140 mmHg may be difficult and more so if
the target is a reduction to << 130 mmHg. Additional
difficulties should be expected in elderly and diabetic
patients, and, in general, in patients with cardiovascu-
lar damage.

In order to more easily achieve goal BP, antihyperten-
sive treatment should be initiated before significant
cardiovascular damage develops.




MOAUPUKALIUA OBPA3A ’KU3HU

bpocute Kyputh
CHM3UTH BEC IIPHU €T0 U30BITKE

Orpannunth ynorpeonenue amkorois (20-30 r B aens s myxuuH, 10-20 r s
YKCHIIUH)

- OrpaHUYUTh YIOTPEOICHHUE COJIM (MTOBApEHHAs COJIb - MEHEe O I' B JICHD)

- KoMIuiekc AueTndecknux MeponpusiThil (IPOAYKTHI, OOraThle KaJblIMEM, KaJIUuEM,
MarHueM, OTPaHUYMUTh YMHOTPEOJICHUE XOJIECTEPUHA W HACBHIIIECHHBIX KUPHBIX
KHUCJIOT)

[ToBbicUTh (PU3MUECKYIO aKTUBHOCTH (ObicTpas xoapba wiu T1uiaBanue 30-45
MUHYT B JIeHb 3-4 pa3a B HEJENIO)

- M30erarhb CTPECCOBBIX CUTYaIIUH
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Box @ Position statement: Lifestyle changes

+ Lifestyle measures should be instituted, whenever
appropriate, in all patients, including those who
require drug treatment. The purpose is to lower BP,
to control other risk factors and to reduce the
number of doses of antihypertensive drugs to be sub-
sequently administered.

Lifestyle measures are also advisable in subjects with
high normal BP and additional risk factors to reduce
the risk of developing hypertension.
The Llifestyle measures that are widely recognized
to lower BP or cardiovascular risk, and that should be
considered are:

smoking cessation

weight reduction (and weight stabilization)

reduction of excessive alcohol intake

physical exercise

reduction of salt intake

increase in fruit and vegetable intake and decrease in

saturated and total fat intake
Lifestyle recommendations should not be given as lip
service but instituted with adequate behawvioural and
expert support, and reinforced periodically.
Because long-term compliance with lifestyle measures
is low and the BP response highly wvariable, patients
under non-pharmacological treatment should be
followed-up closely to start drug treatment when
needed and in a timely fashion.




[ IprHIUIIBI T€KApCTBEHHOM Tepanuu Al

Hauyunath JiedyeHne Kak MOXKHO paHbIIIC U ITPOBOAUTL €TI0 ITIOCTOAHHO,
KaK IIPaBHUJIO BCHO KU3Hb

HauuHaroT ¢ MOHOTEpauM U JOBOJAT 103y BRIOPAHHOTO Mpenapar J10
MAaKCHUMAaJIbHO BO3MOKHOU

B cinydae HepocTaTouHO 3P PEKTUBHOTO CHIKEHUS Al 100aBIsgtOT
BTOPOU IpETApaT M 103y HOBOIAT 10 MAKCUMAJIbHO BO3MOXKHOU



[ IprHIUIIBI T€KApCTBEHHOM Tepanuu Al

B ciydae Heyiaun MEHSIOT KJIacc Mpenapara
Cxema Tepanuu J10JKHA OBITh HAMOO0JIEE MPOCTOM

Cnez[yeT OoTAaBaTh IPCANIOYTCHHUC T'MIIOTCH3NBHBIM IIPCIIapaTaM
PO JOJLKUTCIIBHOI'O I[GﬁCTBPIfI

bonbabBIE ¢ cucTommueckoi Al TOJKHBI JIEUUTCH IO TEM KE
IIpaBUJIaM, 4TO U C CUCTOJIO-IUACTOJINYECKON
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Box 100 Position statement: Choice of
ant ihypertensive drugs

The main benefits of antihypertensive therapy are due
to lowering of BF per se.
Fve mapor classes of antihypertensive agents -
thiazide divretics, calcuwm antagonists, ACE inhibitors,
angictansin receptor antagontsts and B-blodkers - are
auitable for the imMtation and maintenance of antiy-
pertensive  treatment, alone or in combination.
B-blodkers, espedally in combvination with a thiazide
diuretic, should not ke used in patients with the mata-
bolic syndrome or at high risk of incident diabetes.
Because i many patients more than oe drog i
nesded, emphasis on identification of the first class
of drugs to be used 1 often futile. Hewerthelsss,
there are many conditions for wihich there is evidence
in favour of scme drugs versus others sither as inital
treastment or & part of a combvination.

The choce of a specific dmeg or a dmeg combination,

and the awsidance of others, should taks into

acoount the following:

1. The previous favoumble o unfavoumble exper-
ence of the individual patient with a given class
of compounds.

2. The effect of drugs on cardiovasoular risk factors in
relation to the cardiovascular risk profile of the
inditvidual patient.

. The presence of subchinical omgan damage, clindcal
cardiovasoular disease, renal dissase or diabetes
wihich may be more favourably treated by some
drugs than others (Box 11 and Table &).

. The presence of other disorders that may limit the
use of partioular classes of antihypertensive drugs
[ Tabie ).

. The possibilities of interactons with drgs used for
ather conditions.

. The cost of drugs, efther to the indvidual patient or
to the health provider, but cost considerations
should never predominate over efficacy, tolerabil-
ity, and protection of the individual patient.

Continuing attention should be given to side effects

of drugs, becauwse they are the most important

cause of non-canpliance. Drugs are not egual in terms
of adverse effects, particulany in individual patisnts.

The BF lowering effect shouwld last 24 howrs. This can

b= checked by office or home BF measurements at

trough or by ambulatory BF monitoring.

Drugs whidh exert their antihyperensive effect over

24 howrs with a once-a-day administraton should be

preferred because a simple  trestment  scheduls

favouns compliance.
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Blood pressure (mmHg)

Normal High normal Grade 1T HT Grade 2HT Grade 3HT
Other risk factors SBP 120129 SBP 130—-13% SBP 140159 SBP 160179 SBP>180
OD or disease or or ar or or
DBP 80— 34 DBP 85—89 DBP 3099 DBP 100-109 DBP =110

Lifestyle changas
for several weeks
then drug treatment
it BP uncontrolled

No other risk factors

Litestyle changes Lifestyla changeas
for several weeks for several weeks
then drug treatment | then drug treatment
if BP uncontrolied if BP uncontralied

1—2 risk factors

Lifestyle changes and

Lifestyle changes consider drug
or OD Y o treatment

>3 risk factors, MS

Diabetes Lifestyle changes

Established CV aor
renal disease

Figure 2 Initiation of antihypertensive treatment.
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Taénuua Ta. CTpatMdMKaLNA KApAHOBACKY NAPHOIO pHCKa no 4 KateropMam: ypoBHU cuctonnueckoro All (CALl) m/wnn gruactonuueckoro All

(OAD); GAKTOPLI PHCKA; NOPCIKEHHE OPraHOB-MULLEHER; CONYTCTBYIOLUME KAMHUYECKHE COCTOAHHA

Apyrme ¢axropsl KBP,
nopameHHe opraHos-

MHMWeHeR W 3aGonesanns

Her ppymx paxtopos KBP

1-2 paxropa KBP

3 daxtopa KBP, nopameHnue
OpPraHoB-MHILLEH ed,
MeTaBonHuecKmnii CMHAPOM

CaxapHbiii gnabet

YeTaHoRNeHHbIe
KapAMOBCCKYNAPHbIE W
noveuHsle 3abonepanus

HopmansHoe
CAQN 120-129
LT

AAQ 80-84

He rpebyeTtca
BMELLATENLCTEA

ALl mm pT. €T,

Bricokoe
HOpMAanbHoS
CAQD 130-139

MAH

OAN 85-89

He tpebyeren
BMELLCTENLCTE

Mogndmurauma
CTMNA BM3HM

Moandurauma
CTMAA MMIHM

Moangurauma
CTHNA MHIHMW +
HeMeaneHHoe
MeHKAMEHTOIHOS
neyeHuwe

Mogudmrauma
CTHNA MHIHN,

ooy AMTE MeaMKa-
MEHTO3HOEe Nnedenmne

Mogudmrauma
CTHINA MM3HKW +
MegHKAMEHTOIHOE
neveHue

Mopndurauna
CTHNA MMIHW +
HeMegneHHoe
MegHKAMEHTOIHO S
nevyed e

1 crenens
CAQD 140-159
HNH

naAn 90-99
Mopudurayns
CTHAA MH3IHM B
TeYeHHE HeCKONbKMX
Mmecaler, fanee
MegMKaMmeHToO3IHDS
nevyenne, ecni Ajll He
HOPMAnMW3yeTcs

Mopuduraumna

CTMAA MH3IHH B
TEMEeHHME HeCKONbKMX
Hef&ens,

Me AMKAMEHTO3HOe
nevyeHne, ecni Al He
HOPMAnU3yeTca

Mopnduraymna

CTHAA MHIHK

+ MeguKaMeHTO3Ho e
neveHue, ecni Al He
HOPMOnM3yeTca

Mopnduraumna
ETMAA MMH3IHH +
HemegneHHoe
MegMKAMEHTOo3Hoe
neueHWe

2 cTeneHe

CARD 160-179
WM
AAL 100-109

Moauduiaumua

CTMNA MM3HH B
TEYEHHE HECKONBKHX
Hefen.,
MeQMKOMEHTO3HO e
nevenve, ecnv AJl He
HOpMONU3yeTca

Moauduiaumua

CTMNA MM3HH B
TEMEHME HECKONbKMHX
Hefen.,
MeQMKOMEHTO3HO e
nevenve, ecnv AJl He
HOpManNU3yeToa

Moandurkauma

CTHUNA MMIHK

+ Me pMKAMeHTO3Hoe
nevenve, ecnv AJl He
HOpMONM3yeTca

Moandnrauna
CTHNA MMWIHM +
HeMegneHHoe
MegHKAMEeHTOIHOe
nevyeHve

3 cTeneHb
CAQD 180
WK
aAAa110




IIpemapartel nepBOM JIMHUU:

JlnypeTuku
AHTaroHucTa KajiabInd
Nuaruoutopsr AIID

AHTaroHMUCTBI PELHEITOPOB aHTMOTEH3UHA ||



IIpemapatel BTOpOU JTUHUMH :

AJIKanoupl payBoOJIb(OUU
[lenTpanbHbIC alib(ha2-arOHUCTHI

[IpsAsMBbIE Ba30WIIATATOPHI

HoBas rpymnmna npemnaparos:

AHTAaroHUCTbl UMHUJI03ATMHOBBIX PEIICITOPOB
(MOKCOHUJIMH, PUJIMEHU/JIVH )



JlnypeTuku:

e JlokazaHo, YTO THA3UAHBIE JUYPETUKU MPEIOTBPAIAIOT
PUCK PA3BUTHSA OCIOKHEHUM NIpU Al', TIpexkae BCEro
MO3TOBOI'0 UHCYJIbTA



dapMakoJMHAMHAYECKUE d(PPEKTEI
IAYPETHUKOB

* - YMEHBIIICHHE 00bEMa IMPKYIUPYIOIICH KPOBH CO
CHUI)KCHHMEM 3aCTOMHBIX SBJIICHUH (B IIEPBYIO OUEPE/Ib
nepuEPUIECKUX OTEKOB),

* - YMEHBIICHUE MPEJI- U TTOCICHATPY3KHU C
BOCCTAaHOBUTEILHBIMHA U3MEHEHUSIMH B CEPIIE,

e - CO37aHue OJIarONPUSATHBIX YCIOBUM 11 ACHCTBUS
HNAII® u BAD.



CuTyanuu IIpu KOTOPBIX HAMOO0JIEE ITOKa3aHbI
OAYPETUKH:

[Toxkuiionn Bo3pact

M3onupoBaHHAas CUCTOJIMYECKAS THIIEPTECH3US
[Ipu3Haku runepBoeMuM (OTEKH, TACTO3HOCTD )
ComyTCTBYIOIIAS CepJieUHast HEAOCTATOYHOCTh
( mEeTJIEBbIC TUYPETUKH )

ComnmyTCTBYIOIIAs TTOYECYHASI HEAOCTATOYHOCTh

( mEeTJIEBBIC TUYPETUKH )

Octeonopos

['unepayibOCTEpOHU3M (CITUPOHOJIAKTOH )



OCHOBOM TMIOTEH3UBHOI'O d(P(PEKTa TMyPETUKOB SBIISECTCSA
CHH)KEHHE pea0CcopOIiM HaTpHs U BOJbI, a IPU
IPOJIOKUTEIILHOM MIPUMEHEHUMN — CHUYKCHHUE
COCYJIMCTOTO COPOTUBIICHUS

HaunOosee yacTo HCOab3yHOTCS TUA3UIHBIC TNy PETUKHU:
rugpoxjaoptuazua 12,5-100 mr/cyTku



bera-agpeHo010KaTOPEI

JlokazaHo, 4TO ATH IpenapaThl CIIOCOOCTBYIOT CHUXKEHUIO
CEpeICYHO-COCYAUCTOM 3a00JIEBAEMOCTH I CMEPTHOCTH
IIPU CEPACYHON HEJOCTATOUYHOCTH

CeroaHs 11€J1€CO00pa3HOCTh MX MCIOJIB30BaHUS npu Al
[IOCTaBJICHA I10Jl COMHEHHE — OeTa-aApEHOOIOKATOPEI
HAXOIATCA IO aTaKOn



dapmakoauHamudeckue 3p@exter BAD

ypexkenne YCC ¢ HopManu3anuei JuacToIn4ecKon PyHKIIMU cepala
(YMEHBIIIEHUE TAXUKAPJIAH ),

BOCCTAHOBJICHHE KN3HECIIOCOOHOCTH C YMCHBIICHUCM I'MITIOKCHUH U THOeIn
KapanuOMHOLIUTOB,

MIPUOCTAHOBKA PEMOJICTIUPOBAHUS cepAla (YMEHBIICHUE CTEIEHU
runepTpoduu MUOKapaa U pa3MepoB MOJIOCTEN cepla),

MOBBIIIICHNE INIOTHOCTH W BOCCTAHOBIICHHE UYBCTBUTEIHFHOCTH OCTa-
PEIENTOPOB COCY/IOB,

BOCCTAHOBJIEHHE CUMITATOBATAJILHOTO OajIaHCa C MOBBIIIIEHUEM OOIIIETO
YPOBHSI HEUPOTYMOPAIBHOMN PETYJIISILINH,

0JIOKMpOBaHUE OTBETCTBEHHBIX 3a MporpeccupoBanrne CH sHA0TENMHOB U
LIUTOKWHOB,

CHM)KEHME 3aCTOMHBIX siBeHUM (depe3 onokany PAAC),

MIPOTUBOAPUTMHUYECKOE JICMCTBHUE (CHIDKEHUE YJICKTPUUECCKOM HECTAOMIIBHOCTH
MHOKapaa),

IIpU AIUTENbHON Tepanuu yBennuenue OB JDK,
CHUKEHHE 001Iero nepudepruieckoro CONpOTUBICHHS C Ba30AHIISITALIUECH.



CuTtyaluy Opu KOTOpPBIX HanboJiee MoKa3aHbl OeTa-
aIpECHOOJIOKATOPHI:

Monoou 1 cpenHuil BO3pacT

[Ipy3HAKA TUIIEPCUMITATUKOTOHUH (maxuxapous, 6blCOKOE NylbCOBOE
oaejieHue, 2UNepKUHemudecKull 2emMoOUHaAMUYEeCKULL CUHOPOM)

ConyTcTByIOIIAs MIIEMUYECKast 00JI€3Hb CEPALIA (cmenokapous, ungapkm
Muoxkapoa)

ConyTcTByIOIIAs MIPEACEPIHAS U XKETYAOUYKOBAS SKCTPACUCTOIMUS U
TaxuKapIus

['uneptupeos

Murpens

['unepreHsus B pea- U MOCTONEPAUOHHOM MEPUOJIE
XPpOHHUYECKAS CEPACUHAS] HEAOCTATOYHOCTh



bera-agpeHo010KaTOPEI

[ unoreH3uBHBIN 3P PEKT 0€Ta-0JOKATOPOB HOTHOCTHIO HE
OOBSICHEH.

¢ HpezmonarafoT, 9TO UMCCT 3HAYCHMUC. Bimsaue Ha
OCHOBHBIC
FEMOAMHAMIYECKIC
NOKa3aTeIIl

- CHWDKEHHUE CEpJIEYHOr0 BBIOpOCca

- CHKECHME YaCTOThI CEPACUYHBIX COKPAICHUM

- IPSIMOE LIEHTPAIILHOE JENUCTBUE

- IOJABJICHUE BHICBOOOKICHHSI pEHUHA OYKaAMMU

-IIepecTporiKa 0apopelenTOPOHOro aniapara



CuMnarnueckasi akKTUBAIIUA
ﬁl l32 (04}
receptors receptors receptors

KapanocenekTuBHbIe

<

HeKap.EWIOCGH_EKT‘VI\BHbIé‘_

Beta-6nokaTopsl C

_K __ ]_ Anbda-onokmpyrowmm
adheKkTom

KapamoTroKCMYHOCTH

Packer (1998)



Nuarnonropsr AIID

CHIXaIOT CMEPTHOCTD MALIMEHTOB OT CEPACYHO-COCYIMCTHIX
IPUYMH, 3aMEIJISIOT Pa3BUTHE THIEPTPOHN MUOKaAp/a,
3aMeISI0OT PEMOJICIMPOBAHHUE CEPIa U COCYIO0B,
0011a/1ar0T HEPPOIIPOTESKTUBHBIM (P PEKTOM



dapMakoJMHAMHAYECKUE d(PPEKTEI
MHTIOUTOPOB AIID

1) reMoTMHAMHYECKHE:

apTepualibHas U BEHO3Has Ba3zoausaTanus (CHIKEHHE IOCTHArPY3KU U MpeHArpy3Ku Ha cepale),

CHIbKEeHHE o011ero nepudepuyeckoro conporusieHus u AJl 6e3 pa3BuTHs TaXUKApAUH, YMEHBbIICHHE 1aBICHUS
HATIOJTHEHUS KEIYI0UKOB Cep/lia,

yIy4YIIeHHE PErHOHAPHOTO (KOPOHAPHOTO, IEpPeOPaTbHOr0, MOYEYHOT0, MBIIIIEYHOT0) KPOBOOOpAILIEHUS,
YMEHbIIIEHHE 00beMa UPKYIUPYIOLIEH KPOBH 3a CUET YCUIICHUSI HATPUIi- U IUype3a,

2) OpraHONpPOTEKTUBHEIE:

KapAHOMPOTEKTUBHOE (ITPEIOTBpallleHHEe U 00paTHOE Pa3BUTHE TUNIEPTPO(YUH U AUTATALIMH KEITyJOUYKOB CEPALa),

AQHTHONPOTEKTUBHOE (MIPEIOTBPAILCHHE 1 00paTHOE Pa3BUTUE THIIEPTPO(HHU IIaAKOMBIIICYHBIX KIETOK COCYJIOB,
yIAy4YIIeHUEe SHI0TEINATbHON PyHKINN),

PEHOINIPOTEKTUBHOE (CHMKEHUE BHYTPUKITYOOYKOBOTO JaBJICHUS M KIyOOUKOBOI MPOHUIIAEMOCTH, TOPMOKEHHE
npoauQepanuy ¥ TUIepTpopur Me3aHTHATbHBIX KIETOK, JMUTEIHAIbHBIX KIETOK IIOYEYHBIX KaHAIBIIEB U
¢ubpo0OsIacTOB, yMEHBILIEHHE CUHTE3a KOMIIOHEHTOB ME3aHI'MAJIbHOI'O MaTPHUKCa),

3) HeliporymMopasbHble:

cHmkenne aktuBHocTH PAAC (noHmkenue ypoBHs anrnotensuna I, AH) u cummaro-aapeHanoBoii (MoHMmKeHNe
YPOBHS HOpaJApeHAIINHA, BA30IPECCHHA) CUCTEM,

nosbleHne aktuBHocTH KKC (moBeIIeHrne ypoBHS KWHUHOB U IIpocTariananHoB 12 u E2),
MOBBIIIEHHE BEICBOOOXK IeHHs okcuaa a3ora (NO),

MOBBIIICHNUE YPOBH npenacepanoro HYII,

YMEHbBIIIEHUE CEKpEeIMH YHI0TeINHA-,

NOBbIIIIEHNE (PUOPUHOIUTUYECKON aKTUBHOCTH,

4) meTabonuyeckue:

IMOBBIIICHHUEC YYBCTBUTCIILHOCTHU TKaHEH K JEeHCTBUIO HHCYJIMHA U YIIYYIICHUC MeTaboIr3Ma I''TFOKO3H5I,
AHTUOKCUAAHTHOC, AaHTUATCPOICHHOC, IIPOTHBOBOCIIAJIUTEIIBHOC JICHICTBHUE.

HpOTI/IBOHOKaSaHI/ISI K HazHaueHuo NATID OrpaHUYUBAIOTCA HCIICPECHOCUMOCTLIO (aHFI/IOHCBpOTI/I‘-ICCKI/Iﬁ OTCK),
ABYCTOPOHHHUM CTCHO30M IMOYCYHBIX apTepI/Iﬁ n 6epeMeHHOCTBIO.



CuTyanuy Opu KOTOPBIX HauOoJIee MOKa3aHEbI
MHruouTopsl AIID:

ComyTCTBYIOIIAS CepJieuHast HEJOCTAaTOYHOCTh
beccumnitoMHast AMCPYHKIMS JIEBOTO KEIyI0YKa
PeHonapeHxuMaTo3Hasi TUIIEPTEH3USA

CaxapHblil fuadeT

['uniepTpodus JIEBOro Keaya0uKa
[lepenecenHblid HHPAPKT MUOKap/1a

IToBeImieHHas akTuBHOCTL PAAC



dapmakoaHaMUYeCKre YP(OEKTh aHTArOHUCTOB AHTMOTEH3MHOBBIX
peuentopoB (APA)

Haznauaromesa npu nenepenocumocmu UAIID

* OJIOKHPOBAHWE CUMITATUYECKOU BA30OKOHCTPUKIIMHU C CUCTEMHOM
Ba30IMJIaTaIlMe CO CHUKEHUEM O0IETro neprudpeprudecKkoro
COCYyUCTOro conpotuBieHus 0e3 ysennuenuss YCC,

* AHTUNPOJU(PEPATUBHOE U OPraHONPOTEKTUBHOE JECHCTBHUE,

* 00paTHOE pa3BUTHUE TUIIEPTPOPHUH MUOKAP/IA U TJIAJKAX MBIIIII]
COCYJOB,

*  YIYYIIEHHUE SHIOTEIUATBHON (PYHKIIUN COCY/IOB,

PeHOnpOTEKTUBHOE NEUCTBUE.

[ToOouHbIE 3P (PEKTHI MAJIO BBIPAKEHBI, HOCAT MPEXOASAIIAN XapaKTeP U
PEIIKO SIBJISIFOTCS OCHOBAHWEM JJIsi OTMEHBI ITPEeNapaToB.



CuTyauuu IIpu KOTOPEIX HAM00JIEE NOKAa3aHbI
AHTArOHUCTHI KAJIbIUA.

CpenHui ¥ IPEKJIOHHBINA BO3PACT MAIUEHTOB
N30mrpoBaHHasi CUCTOIMYECKAS TUIIEPTEH3USA
Caxapnsblii quadet

JlnciunuaeMus

[TopaxxeHne mapeHXuMbI IOYEK

CraOunpHasi CTEHOKapAus

Hapyiienue nepudupruaeckoro KpoBooopameHus
CynpaBEHTPUKYJISIPHBIE TAXUKAPAUN U IKCTPACUCTOJINU



Cutyaluy npu KOTOpPhIX HanboJjiee MoKa3aHbl aHTarOHUCTHI
agruoren3una ll:

Hannune mo0odHbIx 3 (PEKTOB IIpU IPUMEHECHUU
MHruouTOpOoB AlID

Cepaednast HE10CTaTOYHOCTh

JlnabeTnyeckas HeponaTus
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Box 11 Position statement: Antihypertensive

treatment: Preferred drugs

Subclinical organ damaze

vH

Asympt.
atherosclerosis
Microalbuminuria
Renal dysfunction

Climical event
Previous strole
Previous Ml
Armgina pectoris
Heart failure

Atrial fibrillaticon
Recurrent
Permanent

ESRD/proteinuria

Peripheral artery

disease

Condition
ISH {elderly)

Metabolic syndrome

Diabetes mellitus
Pregnancy
Blacks

ACEl, CA, ARB
Ca, ACEL

ACEl, ARB
MCEl, AREB

amy BP lowering agent
BB, ACElI, ARB

BB, CA

diuretics, BB, ACEIl, AREB,
antialdosterone agents

ARB, ACEI

BB, non-dihydropiridine CA
ACEl, ARB, loop diuretics
CA

diuretics, CA

ACEl, ARB, CA
ACEl, ARB

CA, methyldopa, BE
diuretics, CA

Abbreviations: LVH: left ventricular hypertrophy; ISH: iso-
lated systolic hypertension; ESRD: renal failure; ACEIL:

ACE inhibitors; ARB:

amgiotensin receptor antagonists;

CA: calcium antagonists; BB: B-blockers
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Box 12 Position statement: Monotherapy
versus combination therapy

« Regardless of the drug employed, monotherapy allows
to achieve BP target in only a limited number of hyper-
tensive patients.

Use of more than one agent s necessary to achiewve
target BP in the majority of patients. A vast array of
effective and well tolerated combinations is available.
Imitial treatment can malke use of monotherapy or
combination of two drugs at low doses with a sub-
sequent increase in drug doses or number, if neeaded
(Figures 3 and ).

Monotherapy could be the initial treatment for a mild
BP elevation with a low or moderate total cardiovascou-
lar risk. A combination of two drugs at Low doses should
be preferred as first step treatment when initial BP is
in the grade 2 or 3 range or total cardiovascular risk
is high or wvery high {(Figure 3).

Fixed combinations of two drugs can simplify treat-
ment schedule and favour compliance.

In several patients BPF control is not achieved by two
drugs, and a combination of threse of more drugs is
required.

In uncomplicated hypertemnsives and in the elderly,
antihypertensive therapy should normally be initiated
gradually. In higher risk hypertensives, goal blood
pressure should be achiewed more promptly, which
favours initial combination therapy and quicker adjust-
ment of doses.
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Thiazide diuretics |

| p-blockers = Angiotensin receptor
antagonists

IS

a-blockers

| ACE Iinhibitors I

igure 4 Possible combinations between some classes of antihypertensive drugs. The preferred combinations in the general hypertensive population are rep-
esented as thick lines. The frames indicate classes of agents proven to be beneficial in controlled intervention trials.




QPDPEKTUBHbLIE KOMBUHAL A
AHTUTMNEPTEH3UBHDbIX NMPEMNAPATOB

Ouypetnkn n nHrmobutops! AP (aHTaroHUCTbI
PELIENTOPOB aHMMOTEH3WH Il)

AHTaroHUCTbl Kanbums (QurnaponupuanHel) un  B-
bnokaTtopbl

AHTaroHMCTbI Kanbuusa n NHrIMouTopsl AP
a-6nokaTtopbl 1 3-6nokaTopbl

OuypeTtunkn n B-6nokaTtopsbl (MCKNOYast NALUMEHTOB C
caxapHbIM AnabeTom)
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Taénuua 3. MokazaHua K Bblﬁﬁp}" OHTHMMNEPTeHIHEHBIX NpenapaToR NPH CONYTCTEYIOWHX 3060NeBAHHAX H KNHHHYSCKHX COCTOAHMAX

TuasMaHbIE BHYPETHKN

Wzonuposannan cuctonmieckan Al
¥ NOMMABIX NALMEHTOE)
Ceppeunan HepocratouHocTs (CH)
TMnepTensua y npepcTaeuTenei
HEerpoMAHON packl

HMAND

CH

AwncdyHKuma nesoro menypouka
NocruHgaprThmil KapaWocKnepos
Anabetnyeckan nedponarna
Heguabernyeckan Hedponarua
T

ArvepocknepoTHyecKoe NopameHue
COHHBIX ApTepHi

NporenHypua /Mukpoansby muHy pus
Dubpunnauna npegcepani
Metabonwieckmnit cuigpom

p -Bnokaropel

Crenokappmn
MocrwndaprrHbm
KOpAHOCKNEpo3
CH

Tomapurmmm
Tnaykoma
BepementocTs

EPA

CH

MocrwndaprrHbm
KOpAMOCKNEpPO3
Anabernyeckan Hedponarua
MpotenHy pus/ mukpoanuby-
MMHYpHA

T

Pubpunnaymna npepcepamin
Merabonuueckmii cHapom
Whayumposannwi HAND
Kawenb

BKK (aurmpponupuoHHoEbIe)

Mzonupopannan cucronuuieckan AT

(Y NoMMABI NAyHeHTOR)

CreHokapaua

K

KapoTHpHBIA M KOpOHApHBIA aTepockne pos
BepemeHHocTL

TMnepTen3na y npecTaeuTenel HETPOMOHON packl

My peTiin (aHTAroHKCTH anbaocTepoHa)

CH
MocruHdaprTHHA KapaMoCcKnepo3

BKK
(Bepananmin/ aunmrasem)

CreHokapoma
Kaporuphbii
daTepocknepos
CynpageHTpHKYnapHas
TCAXMKCp AHA

MNetneesie gUypeTHEM

TepMHHANEHAA cragma
noYeyHoH

He JOCTATOMHOCTH
CH




2007 Guidelines for the management of
arterial hypertension

TaGnuua 4. AHTHTHHGP‘I‘EH SMEBHOS NeyaHHe: NnpaegnodTHTensHBS Npendparkl

CyDxnMHMYecKose NOBP e eHne

NMeuysHWwe
OpraHoB-MMLLES He W

Naneprpodma NeBOro MenynouMKa MAND, anTaroHmersl kansuua, BPA

Aurarowmerss kenvuna, MANG
MuKpo o ns Gy MMHY pua Mmand, EPA
WAN®, 5PA

KnmHMueckoe cobmrme

FioGon anTuMnepTeNsnBNLIA NpenapaT
Mndaprr muorapoa B dHAMHE 3 Bera-Gnowaropm, HAMD, BPA
B era-6noxatopw, anraronmcu Kanuums

Ce D Ouy petuin, Gerta-Bnorkaropes, MANMGD, BPA, aHTAroHMCTB
PR A AnNpOOCTEPOH

DubSpunnauws npencep oM

— peXypPpPeHTHOaNA BPA, HANMND
AHTCNOHMCTEI KOUb LA
MoueuyHaa HEAOCTATOUHOLTE /| NpOTEHHY pHA MAND, BPA, neTneBble OMYy PeTHKM

CocroaHMe

M3o0nMpoBaHHOA CHCTONMMYSCKOA TMNepPTeH3MA n e TMECH. TGN MCTE KCrTE L
(noxMnBIe NOUHMeHTE) wyp o L

MATI®, EPA, antaronmers: kanbus
wane, epa

T - - AHTAOroHMCTbel HKONbBLUMA, MmeTHngodga,
Gera-Bnoxaropel

ipwnamnemnoeTs K nerpomARoR pace




