. - . s ) ) D‘,ich boi : Bs VAMinh
HUONG DAN THU'C HANH TANG HUYET AP TOAN CAU
HIEP HQI TANG HUYET AP QUOC TE NAM 2020

PHAN 1: GIOI THIEU
N@i dung va muc dich ctia hwéng dan nay:

Dé phu hop voi st ménh giam ganh nang tang huyét ap trén toan cau, Hiép hoi Ting huyet ap Quoc té (ISH) di dua ra
hudng dan thyc hanh trén toan the gidi dé quan ly tang huyét ap & nguoi 16m, tir 18 tudi tro 1én. Uy ban Soan thao Hudng
dan cia hiép hoi ISH da trich xuat ndi dung dua trén bang chig duoc trinh L bay trong cac guideline dung rong rai dugc
cong bd gan day va cac phan loai CAN THIET LAM (ESSENTIAL) va LAM TOI UU (OTPIMAL) dé chuan hoéa cham
soc theo dinh dang thuc hanh, dé str dung, dic biét khong chi trong cic tinh huong nguon luc thdp ma con trong cac tinh
hudng ngudn lyc cao v0i cac bac si lam sang, va cling 6 y ta va nhan vién y té cong dong, khi thich hgp. Mac du sy khac
biét guIa tinh hudng nguon luc thap tinh hudng nguén lyuc cao thuong dé cap dén cac qudc gia ¢6 thu nhép cao (HIC) va
qudc gia thu nhap thap va trung binh (LMIC), dugc thiép 1ap t6t & HIC c6 nhiing viing v6i ngudn luc thip, va nguoc lai.

6] day cham soc ti wu (optimal care) dé cap dén chuén hoa cham soc dya trén bang chimg dugc néu 16 trong cac hudng
dan gan day 2 va dugc tom tit & day, trong khi cac tieu chuén cén thiét nhan ra rang cac tieu chuén t6i wu khong phai
e nao cling co6 thé 1am duoc. Do dd, cac tiéu chuin can thiét dé cap dén cAc tiéu chuin tdi thiéu cta chim soc. Dé cho
phép cu thé hoa cac tiéu chuan can thiét dé chim soc nhimng noi ngudn luc thap, Uy ban thudng phai d6i mit voi sy han
ché hoic thiéu bang ching 14m sang, va vi thé ap dung y kién chuyén gia.

Trong Hudng dan, phén biét giita cac tiéu chuén tdi wu va can thiét khong phai luc nio ciing cd thé, va dugc dung &
nhing phan c6 thé thuc hanh va hop 1y nhat. Uy ban soan thao Guideline ciing nhan thie dugc rang mot sO tiéu chuan can
thiét dugc khuyén céo co thé khong kha thi & cic co s& ¢6 ngudn luc thap, vi du, do HA ngodi co so y té, yéu cu nhiéu
14n kham dé chan doan tang huyét ap hodc khuyén nén str dung tri li€u két hop trong mot vién thudc. Mic du thach thic
dé thuc hién, nhitng huéng dan nay cé thé hd tro sy chu dong tai chd dé thic day thay ddi chinh sach va doéng vai tro la
cong cu giup cac cai tién tiéu chuan cham soc tai dia phuong. Moi nd luc nén duoc thuc hién dé dat duoc cac tiéu chuan
can thiét dbi véi cham séc dé giam ty 16 méc bénh va tir vong tim mach do tang huyét ap.

bong luc: Tang HA van 1a nguyén nhén hang dau gay tr vong trén toan cau, chiém 10,4 triéu ca tir vong mdi namP!. Khi
xem xét cac s liéu toan cau, ude tinh 1,39 ty ngudi bi ting huyét ap trong nam 20101, Tuy nhién, xu huéng HA cho thiy
su thay ddi rd rét ctia cac HA cao nhét tir viing thu nhap cao sang ving nhap thap®), véi uéc tinh 349 triéu ngudi bi ting
huyét 4p & ving thu nhédp cao va 1,04 ty ngudi ¢ ving thu nhap thip-trung binh 1,

Su chénh 1éch 16n trong ganh ning ting huyét ap khu vuc di kém voi mire d9 thap trong nhén thire, diéu tri va ty 18 kiém
soat & ving thu nhap thip — trung binh, khi so sanh v6i ving thu nhip cao. Dé dap tng véi nhén thire toan ciu kém vé
ting huyét ap (udc tinh 67% & HIC va 38% & LMIC), ISH da phat dong mot chién dich toan ciu dé ting cudng nhan
thirc vé HA tang, cu thé 1a sang kién chuong trinh Thang nim Do huyét ap!®7],

Mic di ¢ mot sd sang kién ty 1¢ hién hanh cua tang HA va tac dong xau dén ty 1& mac bénh va tir vong do tim mach
dang gia tang trén toan cau, bat ke mirc thu nhap 9. Do d6, diéu quan trong la cdc sang kién dya trén dan s6 duoc 4 ap
dung dé giam ganh néng toan cau ciia HA tang, nhu cac hoat dong giam muoi va cai thién viéc dung rau qua tuoi. Dé cai
thién viéc diéu tri tdng huyet ap, ISH da xuét ban vao nim 2014 Huéng dan Thyc hanh Lam sang dé Quan Iy Tang huyet
ap trong Cong dong ctia Hiép hoi Tang huyét 4p Hoa ky (xem Phan 11: Tai liéu tham khao).

Gan day, chung t61 da xem qua mdt loat cac huéng dan dya trén bang chig cap nhat dwa ra chi yéu tir cac khu vuc va
qudc gia ¢ thu nhdp cao, bao gém Hoa Ky @, Chau Au ™, Anh Quédc 1, Canada 1, va Nhat Ban (1] - Nhimg phat trién
méi bao gdm dinh nghia lai ting huyét apl?, bat dau diéu tr1 bang tri lle;u phéi hop trong mot vién thude W, tu van do HA
ngoai co 6 y té nhidu hon 1% va mirc HA muyc tiéu thdp hon 12811121,
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Cac vung thu nhap thap trung binh thuong lam theo chat ché cac hudng dan duoc ban hanh tir cac vang thu nhép cao, vi
cac nguon luc va hé thong y té cia ho dé phat trién va thuc hién cac huéng dan riéng van con nhiéu thach thire. O Chau
Phi, chi c6 25% cac qudc gia co huéng dan ting huyét ap 13 va trong nhiéu truong hop, nhitng huéng dian nay duoc ap
dung tir nhitng qudc gia ¢ thu nhap cao.

Tuy nhién, viéc ap dung cac hudng dan tir cac khu vuc thu nhdp cao doi khi khong thuc té vi ngudn luc thap phai dbi mat
vGi mot sb tro ngai dang ké bao gom thiéu cac nhan vién y té dugc dao tao, dién hoc chua tao ra tin cdy ¢ cac phong kham
ndng thén, kho tlep can véi dung cu co ban do HA tai co so'y té va han ché kha nang tién hanh cc bude chan doan co ban
duoc khuyén céo va kho dé ding céc loai thude chat luong cao ma gia ca phai chang. O ca khu vuc thu nhap thap va thu
nhap cao, sy mo ho ciia cac hudng din gan day thuong gip khién nhiam lin cho nhén vién y té, lo au cho bénh nhan 4
va dan dén 10 kéu goi dong thuan toan cau *. Do d6, huéng din tir cac khu vue thu nhap cao c6 thé khong phi hop véi
muc dich toan cau 1,

Quaé trinh phat trién Guideline: Huong dan Thyc hanh Ting huyét ap Toan cau ISH nam 2020 dugc phat trién boi Uy
ban soan thao Huéng dan Tang huyet ap ISH duya trén cdc tiéu chi bing chimg, (a) dugc str dung trén toan cau; (b) phu
hop dé ap dung cho vung ¢ ngudn lyc thap va vung c6 ngudn luc cao bing cach tu van dua trén tiéu chuan CAN THIET
va TOI UU; va (c) ngin gon, don gian va dé st dung. Hudng dan di duoc xem va danh gid ki ludng boi nhiéu chuyén gia
tang huyét ap cac nude tur ving thu nhép cao va ving thu nhép thip v0i chuyén sdu trong viée diéu tri t6i wu ting huyét ap
va quan ly nguon Iirc han ché. Nhitng hudng dan nay di duoc phat trién ma khong c6 bat ky sy hd trg nao tir cac cong ty
hodc cac ngudn khac

Thanh phén cia Uy ban soan thio Huéng din Ting huyet ap Hiép hgi Tang huyét 4p Qudc té va Lwa chon Nguoi
danh gia bén ngoai: Uy ban soan thao Hudng dan Tang huyet ap ISH gdm cac thanh vién cua Hoi dong ISH; co ban bao
gdm céc tiéu chi nhu sau: (1) chuy&n mon sau trong cac ving ting HA khac nhau; (2) ¢ kinh nghiém trudc day véi viée
soan thao cac hudng dan ting huyét ap, (3) ciing nhu dai dién cta cic ving khac nhau trén thé gidi. Cach twong tu dugc
thuc hién lién quan dén viéc lya chon cc nha danh gia bén ngoai vdi su xem xét dac biét cua cac dai dién tir vung thu
nhap thap — trung binh.

PHAN 2: PINH NGHIA TANG HUYET AP

e Duya theo cac hudng dan chinh, khuyén céo ting huyét 4p nén dugc chan doan khi HA tim thu cua bénh nhan & co
sO'y té hodc phong kham 1a >140 mmHg va/hoic HA tim truong cua ho 1a >90 mmHg sau khi kiém tra lip lai
(xem bén dudi, Phan 3). Bang 1 cung cap phan loai HA dua trén do HA ¢ co so'y té, Bang 2 cung cap céc gia tri
theo holter HA va do tai nha thuong dugc st dung dé xéac dinh tang huyét ap; nhimg dinh nghia nay ap dung cho
tat ca ngudi 1on (> 18 tu01) Céc phén loai HA nay duoc thiét ké dé phu hop véi tiép cén diéu tri véi cac mirc HA.

e HA binh thuong cao nhim xac dinh cic c4 nhan c6 thé nhan duoc loi ich tir cac thay dbi 16i séng va nhiing
ngudi s& duoc diéu tri thude néu co chi dinh bét budc (xem Phan 9).

e Ting huyét ap tim thu don doc dugc xdc dinh la HATThu tang (=140 mmHg) va HATTruong thap (<90
mmHg) thuong gép ¢ ngudi tré tudi va ngudi cao tudi. O nhitng ngudi tré tudi, bao gom tré em, thanh thiéu nién
va nguoi trudng thanh tré tudi, ting huyét ap tim thu don doc 14 hinh thirc phd bién nhit cua ting huyét ap vo
ciin (nguyén phat). Tuy nhién, n6 ciing dic biét phd bién & ngudi cao tudi, phan anh tinh trang xo climg dong
mach 16n véi su gia tang ap luc mach (su khac biét gitra HATThu va HAT Truong).

e Céc ca nhén da dugc xac dinh chan doan ting huyet ap (d9 1 va d 2) nén duoc dicu tri thude thich hop

e Chi tiét vé ki thuat do HA tai nha, HA tai co so y té va huyét ap lac di dong duoc dé cap trong Phan 3.

PHAN LOAI TAM THU (mmHg) TAM TRUONG (mmHg)
HA binh thudng <130 va <85
HA binh thuong-cao 130-139 va/hodc 85-89
Tang HA d6 1 140-159 va/hodc 90-99
Ting HA d¢ 2 > 160 vi/hodc > 100

Biang 1: Phan loai ting huyét 4p dwa mirc huyét ap do tai co sé'y té
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HA tim thu/tim trwong, mmHg
Po tai co sé y té > 140 va/hodc > 90
Holter HA
Trung binh 24 gio > 130 va/hoac > 80
Trung binh ban ngay (hoac khi thirc) > 135 va/hodc > 85
Trung binh ban dém (hoac lc ngu) > 120 va/hoac > 70
Do HA tai nha > 135 va/hoac > 85

Bing 2: Tiéu chuan ting huyét 4p dua vao mirc huyét ap do tai co sé'y té, do holter HA, va do HA tai nha
PHAN 3: PO HUYET AP VA CHAN POAN TANG HUYET AP

CAN THIET LAM
Chin doan ting huyét ap: do huyét ap tai co s6'y té

e Viéc do HA tai co s¢ y té hodc phong kham 1a nhirng diéu cin ban nhéat dé chan doan va theo ddi tang huyét ap.
Nén do HA tai co s y té theo cac khuyén céo trong Bang 3 va Hinh 1 [1217.18],

e BAt ctr khi nao c6 thé, chan doan khong nén duoc thyc hién trong mot 14n kham tai co s& y té. Thong thuong, hai
dén ba 1an kham tai co so y té trong khoang thoi gian 1-4 tuan (tiy theo mirc d6 HA) duoc yéu cau dé xac nhan
chan doan ting huyét ap. Chin doan c6 thé duoc thuc hién trong mot 1an kham, néu HA 1a >180/110 mmHg va c6
bang chimg vé bénh tim mach (CVD) 1217181,

e Viéc quan Iy bénh nhén theo cac mirc HA tai co so'y té dugc trinh bay trong Bang 4.

o Néu c6 thé va c6 san, chan doan ting huyét 4p nén dugc xac nhan bang phép do HA ngoai co sd'y té (xem bén

duéi) [1,2,19—21].

e Phong yén tinh voi nhiét d6 thoai mai

e Trudc khi do: tranh ding cafe, thudc 14, va thé duc trong 30 phat; bang quang trong; ngdi nghi
va thu gidn 3-5 phut

e Ca bénh nhan va nhan vién y t& khong dugc ndi chuyén trudce, trong luc do va giita cac lan do

e Ngoi: Tay tha l6ng trén bang v6i phan gitra canh tay ngang murc tim; lung dugc dd boi ghé
dua, hai chan khong bét chéo va ban chan dé phing trén sang (hinh 1)

e Dung cu do HA dién tir cuff canh tay da phé duyét (oscillometric). Danh sach cac dung cu dién
ttr cho co 86y té, tai nha va holter huyét ap do cho ngudi 16n va tré em va phu nir mang thai da
dua ra tai website www.stridebp.org.?? (xem phém 11: tham khéo)

* Sur dung thay the voi dung cu do HA co da chuin hoa (Huyet ap ké thuy ngan di khong dung &
hau hét cac qudc gia) voi tleng Korotkoff dau tién cho huyét ap tdm thu va thtr 5 cho tdm
truong voi ti 16 xa chAm?

e Kich ¢& duya trén chu vi canh tay cia mdi ca nhan (cuff nhd do ra mirc HA cao hon thuc té va
cuff 16n do ra mirc HA thap hon thuc té)

e Dbi véi dung cu do HA co dung dng nghe, tai khi do 1én phai pha 75-100% chu vi canh tay
ctia ngudi duoc do. Huyét ap dién tir st dung cuff theo hudng dan cua thiét bi

e Tai mdi lan tai kham, do 3 1an cach nhau khoang 1 phat mdi lan. Tinh trung binh cta 2 lan do
sau. Néu HA 1an dau < 130/85mmHg, khong can do thém

Giai thich | ¢ Murc huyét ap 2-3 1an do ¢ co 56 y té >= 140/90mmHg x4c dinh 1a Tang huyét ap

Tinh trang

Tw thé

Dung cu

Cuff (tii do)

Protocol

BANG 3: Khuyén c4o do HA tai co s¢'y té


http://www.stridebp.org.22/
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*  Phong yén tinh, nhiét dé thoai mai

» Khéng thuéc 13, café, tap thé duc
trong 30 phat

* Bang quang tréng

* Thw gidn 3-5 phat

» Do 3 Ian cach nhau 1 phut méi [an do

*  Str dung trung binh 2 [an sau

Khdng néi trong luc
Dua lung <« hodc gitra céc lan do
l Cuff phu hop véi kich c& canh
tay (loai nhé, thwdorng, I&n)t

Bdc 16 canh tay va tha long.
Phan giira canh tay ngang tim

May do HA dién tir cuff
canh tay hodc mdy do HA
co da dwoc phé duyét

* Mady do huyét ap co béng
cha cuff phai bao phua 75-
100% chu vi canh tay bénh
nhan.

* May do huyét ap dién tir sir

dung cuff dwa vao hwéng

an sir dung

Ban chan phén
trén san nha

HINH 1: CACH DO HUYET AP

Mirc HA do tai co sé' y té (mmHg)
< 130/85 130-159/85-99 >160/100
Do lai trong vong 3 nam Néu c6 thé xac dinh mirc huyét ap ngoai co s¢ | Xéc dinh lai trong vai
(hodc 1 nim néu c6 thém |y te (kha nang cao cua Tang HA 4o choang ngay hodc vai tuan
yéu t6 nguy co khac) trang hodc Tang HA & an dau). Xac dinh thay
thé vai cac 1an tai kham tai co so y té

BANG 4: Ké hoach do HA dwa vao mirc huyét ap tai co sé' y té

LAM TOI UU

Chén doan ting huyét ap: do huyét ap tai co so'y té
« Panh gia ban diu: do HA ¢ ca hai tay, t6t nhat 1a dong thoi. Néu co sy khac biét giira hai tay > 10 mmHg trong
cac lan do lap lai, hiy sir dung canh tay c6 HA cao hon. Néu chénh léch> 20 mmHg xem xét tim tnguyén nhan.
* Huyét ap ding: do sau 1 phit va sau 3 phit ¢ bénh nhén ting huyét ap dang duoc diéu tri va co triéu ching goi
¥ ha huyét ap tur thé va trong lan kham dau tién ¢ ngudi gia va ngudi mic bénh dai thao dudng.
* Huyét ap tai co sé'y té khong giam sat (Unattended): nhiéu phép do HA tu dong dugc thuc hién trong khi
bénh nhin & mot minh tai co so' y té cung cip danh gia tiéu chuin hon nhung ciing ¢6 mirc HA thip hon so véi
cac phép do tai co s y té thong thuong véi ngudng khong chic chin dé chan doan ting huyét ap 171823241 X4c
nhan voi HA ngoai co so'y t& mot 14n nita 12 can thiét cho hau hét cac quyét dinh diéu trj.
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Chin doan ting huyét ap: do huyét 4p ngoai co sé'y té

0
0'0

Céc phuong phap do HA ngodi co s& v té [tai nha hodc holter huyét ap 24 gio (ABPM)] c6 thé c6 gié tri nhidu hon so
v6i cac do tai co sd y té, do lién quan chit ché hon voi ton thuong co quan do ting huyét ap va nguy co bién ¢d tim
mach va xac dinh ting huyét ap 4o choang trang va hién tuong tang huyét ap an gidu (xem bén dudi).

Po HA ngoai co s6 y té thuong 1 can thiét dé chan doan chinh xac ting huyét 4p va cho cac quyét dinh diéu tri.
Trong cac dbi tuong khong duoc diéu tri hodc diéu tri vdi mic HA phan loai do § cosdy té 1a huyét ap binh thuong
cao hoic ting huyét ap do 1 (tam thu 130-159 mmHg va/hoic tim truong 85-99mmHg), mirc HA can duoc xac nhan
lai bang cach str dung do huyét 4p tai nha hodc theo ddi holter huyét ap 24h (Bang 5 ) (1217211,

Céc khuyén nghi dé thuc hién do HA tai nha va holter huyét ap 24 gior dugc trinh bay trong Béang 5.

Theo do6i HA tai nha Theo doi HA holter 24 gi¢
Tl e }[\rlélr:I) huyét ap tai co sd y té (xem phan Ngay lam viéc binh thuong
P Nhu huyét ap tai co so y t& (xem phan Tranh hoat dong gang suc. Canh tay
Tuw the A
trén) van thu gian trong sudt mdi lan do
Dung cu cuff canh tay dién tir di phé duyét (oscillometric). www.stridebp.org.??
Dung cu (xem phan 11: tham khao)
Cuff Kich ¢ dua vao chu vi canh tay
e Trudc mdi 1an tai kham: e Theo di 24 gid, do mdi 15-30 phut
* Theo d&i 3-7 ngay vao budi sang (trudc trong thoi gian ban ngay va ban dém
khi uong thuoc néu dang diéu tri) va e {t nhét do dwoc 20 14n cho ban ngay
Protocol do HA vao budi tdi ‘ ‘ va 7 1an do chq ban fiém. Néu it hon,
e Moi khi do, ngdi nghi 5 phut, do 2 lan, test nén thuc hién lai
va cach nhau 1 phut giita 2 1an do
e Theo doi lau dai cho diéu trj ting HA:
e 1-2 1an do mdi tudn hoic thang
e Holter huyét ap 24 gio >
130/80mmHg xéc dinh ting huyét ap
e Sau khi loai bo cac théng s6 do ngay (tiéu chi chinh)
Phan tich dau, trung binh huyét ap dn tai nha > e Trung binh huyét 4p ban ngay (ltc
135 hoac 85 mmHg xac dinh 1a Tang thiric) > 135/85mmHg va ban dém >
HA 120/70 mmHg xéc dinh 1a tang huyét
ap

Bang 5: Céach ap dung 1am sang do huyét ap tai nha va hotler huyét ap 24 gior

Ting huyét 4p 40 choang tring va tang huyét 4p an glau

O

Su dung cac phuong phap do HA tai co so'y té va ngodi co so'y té (tai nha hogc holter HA 24 gi0) xac dinh nhung
ngudi bi tang huyét ap 40 choang trang, chi ting HA trong co sd'y té (Holter HA hodc HA tai nha khéng tang) va
nhing ngudi bi tang huyét 4p 4n gidu, nhimg ngudi khong bi ting huyét 4 ap tai co so'y té nhung tang HA & ngoai co
S0y té (holter HA hodc tai nha) [1217-21.2527] . Nhimng tinh trang nay 1a phd bién & ca nhitng dbi tugng khong duge
diéu tri va nhiing nguoi duge diéu tri tang huyét 4 ap. Khoang 10 - 30% bénh nhén kham cac phong kham cd tang
huyét 4p 40 choang tring va 10 - 15% c6 tang huyét 4p an giu.

Ting huyét 4p 40 choang trang nhig ddi tuong nay c6 nguy co tim mach trung gian gitra bénh nhén binh
thuong va bénh nhén tang huyet ap kéo dai. Chan doan can xac nhan vé6i do HA tai co s6 y té va ngoai cosOy té.
Néu nguy co tim mach toan thé cua ho thap va khong cé ton thwong co’ quan qua trung gian tang huyet ap
(HMOD), diéu tri bang thudc c6 thé khong dugc chi dinh. Tuy nhién, bénh nhan nén dugc theo doi thay d6i 16i
song, vi ho ¢ thé bi ting huyét 4p kéo dai can didu tri bang thude [1217 2121.25-27]


http://www.stridebp.org.22/

Dich bgi: Bs VAMinh
o Tang huyét ap an gidu: nhitng bénh nhan nay ¢6 nguy co bién c¢b tim mach tuong ty nhu tang huyet ap kéo dai.
Chén doan can sy x4c nhan vé6i do huyet ap trong va ngoai bénh vién 1ap lai. Tang huyét ap 4n gidu c6 thé can diéu
tri thuéc dé HA ngoai co sd y té vé mirc binh thuong [12172121,252727],

PHAN 4: TEST LAM SANG/CHAN DOAN
CAN THIET LAM
Héi bénh

Bénh nhan tang huyét ap thuong khong co triéu ching; tuy nhién, cac triéu ching cu the c6 thé goi ¥ tang huyét 4 ap thir
phat hodc bién chung ting huyét ap can diéu tra thém. Khai thac ddy du bénh sir va tién sir gia dinh va nén bao gdm 1I:

e Huyét ap: tang huyét ap khoi phat moi, thoi gian, mirc HA trude do, thudc ha huyét ap hién tai va trudc do, cac
loai thudc khac/thude khong ké don co thé anh huong dén HA, tién str khong dung nap (tic dung phuy) cua thude
ha huyét ap, tuan thii diéu tri ha huyét ap, tuan thu diéu tri ha huyét ap, tuan thu diéu tri ha huyét ap, ting huyét ap
trude d6 voi thude tranh thai hodc mang thai.

e Cac yéu td nguy co’ tién sir c4 nhin c6 bénh tim mach [nhdi mau co tim, suy tim, TBMMN, con thiéu mau ndo
thoang qua (TIA)], dai thao duong, rdi loan lipid méau, bénh than man (CKD), hut thudc 14, che do an ubng, udng
ruou bia, hoat dong thé chét, tim 1y x4 hoi, tién st trdm cam. Tién st gia dinh bi ting huyét 4p, mac bénh tim
mach som, tang cholesterol mau (gia dinh), dai thao duong.

o Danh gia nguy co tim mach toan thé: phi hop v6i hudng dan/khuyén céo tai dia phuong (xem diém nguy co
trong Phan 11 & cubi tai liéu).

e Triéu chlrng/dau chirng tang huyet ap/bénh dong thoi: dau nguc, kho tha, hdi hop danh trong nguc, dau cach
hoi, phit ngoai bién, nhirc dau, mo mét, tiéu dém, tleu mau, chong mat.

e Cic triéu chirng goi y ting huyét ap thir phat: yéu co / co climg co (tetany), chudt rit, rdi loan nhip tim (ha kali
mau/cuong aldosteron nguyén phat), phu phoéi cap (Flash Pul.Edema, hep dong mach thén), d6 md hoi, hoi hop
danh tréng nguc, dau dau thuong xuyén (u tuy thuong than), ngay ngu , budn ngu ban ngay (ngung thé luc ngu do
tdc ngh&n) céc triéu ching goi ¥ bénh tuyén giap (xem Phan 10 dé biét danh sach diy du cac tridu chimg).

Kham lam sang

Kham 14m sang can than c6 thé giup x4c nhan chin doan ting huyét 4p va xac dinh HMOD va/hoic ting huyét 4p thi phat
va nén bao gom:

. Tufln’hoﬁn va tim: tan sb chh/nhip/déc tinh, nhip dap tinh mach cénh/ ap lyc tinh mach canh, m(”lm tim, tiéng
tim bat thuong, rale & day phoi (basal crackles), phu ngoai bién, am thoi (canh, bung, dui), cham tré quay dui
(radiofemoral delay)

e Cac co quan khac/hé théng: than to, chu vi c6> 40 cm (ngung thé khi ngu tic nghén), tuyén giap to, ting chi sb
BMI/vong eo, tich tu m& va van mau (coloured striae) (bénh/hoi chirng Cushing).

Xét nghiém va ECG
o Xét nghiém mau: natri, kali, creatinine huyét thanh va eGFR. Néu ¢, bilan lipid va glucose luc doi.
o Xét nghiém nudc ti€u: Tong phan tich nude tidu. )
e ECG 12 dao: phat hién rung nhi, phi dai that trai (LVH), bénh tim thi¢u mau cuc bd.

LAM TOI UU

Xét nghiém bo sung chan doan

Panh gia thém can 1am sang c6 thé duge chi dinh thém bt cir khi nao c6 thé dé danh gia va xac nhan sy nghi ngd vé
HMOD, céc bénh cung ton tai hoac/va tang huyeét ap thir phat.



Dich bgi: Bs VAMinh

Hinh énh hoc
e Siéu Am tim: Phi dai thét tréi, rdi loan chtrc ning tAm thu/tim truong, gidn nhi, hep eo dong mach chu.

e Siéu am dong mach canh: mang xo vira(xo vita dong mach), hep dong mach canh

e Thén/ dong mach thin va hinh anh tuyén thwong thin: siéu am / dong mach than; CT-angiography / MR-
angiography: bénh nhu mo than, hep dong mach than, ton thuong tuyén thuong than, bénh ly o bung khac.

e Soi diy mit: thay d6i vong mac, xuat huyét, phu né gai thi, xoén, nipping.

e CT/MRI ndo: ton thuong ndo do xuat huyét hodc thiéu mau gay ra boi ting huyét ap.

Test chirc nang va xét nghiém thém vao
e ABI: bénh dong mach ngoai bién (chi dudi).

e  Xét nghiém khac cho danh gia ting HA thtr phat néu nghi ngo: ti 18 aldosterone--renin, metanephrine huyét thanh
tu do, cortisol nudc bot ban dém (late-night salivatory cortisol), hodc test khac cho tim soat tinh trang ting
cortisol

e Tilé albumin/creatinine ni¢u

e Nong @) Acid ure huyét thanh

e Test chirc nang gan

PHAN 5: CAC YEU TO NGUY CO TIM MACH

Tiép can chan doan

* Hon 50% bénh nhén ting huyét ap c6 thém cac yéu t6 nguy co tim mach 12829,

« Cac yéu t6 nguy co thém vao phd bién nhét 13 bénh tiéu dudng (15-20%), rdi loan lipid [LDL-C va triglyceride (30%)],
thira can - béo phi (40%), ting axit uric mau (25%) va hoi chimg chuyén hoa (40%), ciing nhu thoi quen 16i séng khong

lanh manh (vi du nhu hit thude, udng nhiéu rugu bia, 16i séng it van dong) 283,

« Sy hién dién ctia mot hodc nhiéu yéu td nguy co tim mach thém vao lam tang ty 1€ mic bénh mach vanh, mach mau nio
va bénh than ¢ bénh nhan ting huyét ap [
CAN THIET LAM

e Viéc danh gia cac yéu td nguy co thém vio phai 1a mot phan ciia cong viée chan doan ¢ bénh nhan ting huyét ap, dic
biét 1a khi c6 tién st gia dinh méc bénh CVD.

* Nén déanh gia nguy co tim mach ¢ tat ca bénh nhan tang huyét 4p bang bang diém sb d& sir dung dua trén mirc d6 HA
va cac yéu td nguy co thém vao theo phién ban tiép can don gian duoc tao boi Huéng dan ESC-ESH (Béng 6) [

o A reliable estimate of cardiovascular risk can be obtained in daily practice by including:

e Ubc dodn tin c@y vé nguy co tim mach c6 thé nhan duoc trong thye hanh hang ngay bao gom:

e Cicyéuto nguy co khac: tudi (> 65 tu01) gio1 tinh (nam> nir), tan s6 tim (> 80 nhip / phit), tang trong luong co
thé, bénh tiéu duong, LDL-C/TG cao, tién sir gia dinh méc bénh tim mach, tién sir gia dinh tang huyét ap, méan kinh
som, théi quen hiit thude 14, cac yéu t tdm 1y xa hoi hodc kinh té xa hoi. HMOD: LVH (LVH véi ECG), CKD trung
binh - ning (CKD; eGFR <60 ml/phiit/1,73 m2), bat ky bién phap danh gi4 ton thuong co quan dich khac. Bénh:
bénh tim thiéu mau cuc bo trudc day (CHD), suy tim, TBMMN, bénh mach méu ngoai bién, rung tdm nhi, CDK giai

doan 3+.
C4c y to nguy co Binh thwong cao bo1 Do 2
khac, HMOD, hoic SBP 130-139 SBP 140-159 SBP > 160
bénh DBP 85-89 DBP 90-99 DBP > 100
Khéng YTNC khac Thap Thap Trung Binh
1 hoic 2 YTNC Thap Trung Binh
>=3 YTNC Trung Binh
HMOD, BTM giai
doan 3, DTD, CVD

e Vidu dua trén mot bénh nhan nam 60 tudi. Phan loai s€ khac nhau dua vao tudi va gidi
BANG 6: Phan loai nguy co tang huyéet ap don gian hoa theo cac yeu to rii ro thém vao, ton thwong co quan qua
trung gian ting huyét ap va bénh ly truéc do?

e Chién luoc diéu tri phai bao gém thay ddi 16i séng, kiém soat HA dé dat muc tiéu va diéu tri hiéu qua cac yéu td
nguy co khac dé giam nguy co tim mach ton du.

e Vi¢c diéu tri ket hop tang huyet ap va cac yeu to nguy co tim mach thém vao gitip gidm ty 1¢ mac CVD hon la chi
kiém soat HA.
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Cic yéu t6 nguy co thém vao khac
e Ting axit uric huyét thanh (s-UA) thudng gip ¢ bénh nhan ting huyét 4p va nén duogc didu tri bang ché d6 an
uéng, thudc anh huong dén urate (losartan, fibrate, atorvastatin) hoac thudc ha urate & bénh nhan c6 triéu chung
[gout véi s-UA> 6 mg / dl (0,357 mmol / 1)].
e Tang nguy co tim mach phai xem xét & bénh nhan ting huyét 4p c6 bénh viém mén tinh, bénh phdi tic nghén man
tinh (COPD), r6i loan tim than, cing thang tim 1y x4 hdi noi kiém soat HA hiéu qua duoc dam baolY,

PHAN 6: TON THUONG CO QUAN PiCH DO TANG HUYET AP
Dinh nghia va vai tro cta ton thuong co quan qua trung gian tang huyét ap trong viéc diéu tri ting huyét ap

Ton thuong co quan qua trung gian ting huyét ap (HMOD) dugc dinh nghia la su thay ddi cau trac hodc chirc nang gay
ra boi HA cao tac dong 1én dong mach va/hoac cac co quan ma n6 cung cap mau. Cac co quan cubi bao gdm ndo, tim,
than, dong mach trung tam va ngoai bién va mat.

Mach du viéc danh gia nguy co' tim mach tong thé 1a rat quan trong ddi voi viée diéu tri tang huyét ap, phat hién thém
v€ HMOD kho ¢6 thé thay doi cach di€u tri nhimg bénh nhén dé dugc xac dinh la ¢6 nguy co cao (vi du nhu nhitng nguoi
mac bénh tim mach, dt quy, ti€éu duong, BTM hoac tang cholesterol méau gia dinh).

Tuy nhién, n6 c6 thé cung cap hudng dan diéu tri quan trong vé 1) Piéu tri cho bénh nhan ting huyét 4p v6i nguy co tong
thé thap hodc trung binh dugc phén loai lai vi sy hién dién cia HMOD va 2) Lua chon diéu tri thudc wu tién dua trén tac
dong cu thé doi véi HMOD [,

Cic khia canh cu thé ciia ton thwong co quan qua trung gian ting huyét 4p va danh gia

o Nao: TIA hodc dot quy 1a nhitng biéu hién phd bién cua HA ting cao. Nhitng thay d6i dudi 1am sang som c6 thé
dugc phat hién v6i CLS nhay cam nhat 1a MRI va bao gdm cac ton thuong chét trang, vi nhéi mau im lang, vi
xudt huyét va teo ndo. Do chi phi va han ché, MRI nio khong dugc khuyén nghi thuc hanh thudng quy nhung nén
duogc xem xét ¢ nhitng bénh nhan bi rdi loan than kinh, suy giam nhan thurc va mat tri nhé.

o Tim: ECG 12 chuyén dao dugc khuyén céo chi dinh thuong quy cho bénh nhén téng huyét 4 ap va cdc tiéu chi don
gian (chi sd Sokolow - Lyon: SV1 + RV5 > 35 mm, chi s6 Cornell: SV3 + RaVL> 28 mm d6i v6i nam hoic> 20
mm d6i v6i nit va Cornell voltage duration product: >2440 mm-ms san pham thoi gian dién ap cia phy nir va
Cornell:> 2440 mm ¢ ms) c6 san dé phat hién sy hién dién cua phi dai that trai. Do nhay cua ECG-LVH rat han
ché va siéu am tim qua thanh ngyc hai chiéu (TTE) la phuong phéap dugc lua chon dé danh gia chinh xac LVH
[chi s6 khdi co that trai (LVMI): nam> 115 g/m2; phu nit> 95 g/m2] va cac thong sb lién quan bao gdm hinh hoc
LV, thé tich nhi trai, chirc ning tim thu va tdm truong LV, va cac thong sb khéc.

e Than: ton thuong than c6 thé 1a nguyén nhan va hiu qua cia ting huyét ap va dugc danh gia tot nhét thuong
qui bang cac thong sé chirc nang than don gian (huyét thanh creatinine va eGFR) cung vdi xét nghiém vé albumin
niéu [que thir hodc ty 18 albumin creatinine trong nudc tiéu vao budi sang sém]

o DPong mach: ba givdng mach mau thuong duoc danh gia dé phat hién HMOD dong mach: 1) Pong mach canh
thong qua siéu 4m dong mach canh dé phat hién ganh ning xo vita/mirc 46 hep dong mach canh va d6 day 16p
trung ndi mac (IMT); 2) dénh gid dong mach chu bang tdc d song xung dong mach canh - dui (PWV) dé phat
hién d6 cing dong mach 16n; va 3) cac dong mach chi dudi béng cach danh gia chi s6 mat ca chan - chi 5O canh
tay (ABI). Méc du co bang chiing chi ra rang ca ba déu cung cap gia tri gia tang ngoai cac yéu td nguy co truyén
thdng, viéc sir dung thuong quy hién khéng dugc khuyén céo trir khi co chi dinh lam sang, nghia la ¢ bénh nhén
c6 triéu chimg than kinh, ting huyét ap tdm thu don doc hodc nghi ngd mic bénh dong mach ngoai bién, trong
ung

e Mit: soi ddy mat 1a mot test tai givong don gian dé sang loc bénh ly vong mac ting huyét ap mic du kha ning
tai tao interobserver va intraobserver bi han ché. Soi day mét dic biét quan trong trong cac truong hop tang huyét
&p khan cap va cip ciru dé phat hién xuit huyét vong mac, phinh vi mach va phu né gai thi & bénh nhén ting
huyét ap ac tinh. Soi ddy mét nén dwoc thyc hién ¢ bénh nhan tang huyét ap d6 2, ly tuong nhat 1a boi bac s co
kinh nghiém hodc cic k¥ thuat thay thé dé nhin dugc ddy mét (may anh chup day mat k¥ thuat s6) néu co.



) ) Dich bai: Bs VAMiInh
CAN THIET LAM , ,
Cac danh gia sau day d¢ phat hién HMOD nén dugc thuc hién thuong quy & tat ca cac bénh nhan bi tang huyeét ap:

« Creatinine huyét thanh va eGFR

* xét nghiém TPTNT

« ECG 12 chuyén dao
LAM TOI UU ‘ ,, . ,
Tat ca cac ky thuat khac dugc dé cép ¢ trén ¢ thé tang thém gia tri d€ to1 uu hoa vigc quan ly tang huyet ap ¢ nhiing
nguoi bi &nh hudng va nén dugc xem xét & bat clt noi nao cé chi dinh [am sang va ¢ thé thuc hién. Cac danh gia vé

HMOD (LVH va albumin ni¢u) dé theo ddi sy cai thién véi diéu tri ha huyét 4p co thé hitu ich dé xac dinh hi¢u qué diéu
tri & mdt sO bénh nhan nhung di€u nay chua dugc kiém chirng day du doi véi hau hét cac bién phap cho HMOD.

PHAN 7: YEU TO THUC PAY (EXACERBATORS) VA KiCH THICH (INDUCERS) TANG HUYET AP

Tong quan
Mot s6 loai thudc va cac chat c6 thé lam tang HA hodc dbi khang v0i tac dung ha huyet ap cuia diéu tri ha huyet ap 6 mot
s6 ca nhan (Bang 7). Diéu quan trong can luu ¥ 1a tac dung riéng 1é cua cac chit nay dbi véi HA c6 thé thay doi cao véi su
gia tang 16n hon ¢ ngudi cao tudi, nhimg ngudi c6 HA co ban cao hon, dang diéu tri ting huyét ap hodc c6 bénh than.
CAN THIET LAM LAM TOI UU
e Sangloc tat ca cac bénh nhan (bi ting huyét ap va ‘nhiing nguoi c6 nguy co bi tang huyét ap) dé tim cac chét co
thé 1am ting HA hodc anh ‘huong tac dung ha huyét 4 ap cua thudc ha huyet ap.
o  Khi thich hop, hdy can nhic giam hodc loai bo cac chat lam ting HA. Néu cac chat nay 1a bat budc hodc cin dung
thi van ct diéu tri ha ap dé dat duge muc tiéu. (xem tham khaol®!l vé cac diéu trj ha huyét ap nhim vao cac co ché
gy HA ting do cac chét nay giy ra).

Thubc/chat®>* Cha thich*

Khong khac biét hoac tang 1€n 3/1 mmHg véi celecoxib

Tang lén 3/ImmHg véi NSAIDs khong chon Igc

Khoéng lam HA tang 1én voi aspirin

NSAIDs c6 thé 1am trung hoa tac dung ciia thudc (e ché hé RA va e

Khéang viém Non-
steroid (NSAIDs)

ché béta
Thudc tranh thai két e Ting lén 6/3 mmHg véi liéu cao estrogen (> 50mcg estrogen va 1-4
hop dwong uong mcg progestin)

e Tianglén 2/1 mmHg v6i SNRI (e ché tai hap thu serotonin va
norepinephrine chon loc)

e Ting ti s6 chénh (Odds ratio) ctia Tang huyét ap khi sir dung TCA
(thudc chdng tram cam 3 vong)

e Khong ting huyét ap v6i thube SSRI (Uc ché tai hip thu serotonin
chon Igc)

e Tangnguy co tuong dbi 1. .34 tang huyét ap khi sir dung

acetaminophen hau hét mdi ngay

Steroids

Thubc ARV: chua c6 thong nhét rang lam ting huyét ap

Kich thich giao cam: pseudoephedrine, cocaine, amphetamines

Erythropoeitin tai t6 hop nguoi

Ut ché Calcineurin

Chédng qua trinh tao mau (Antiangiogenesis) va Uc ché men kinase

U'c ché men 11-hydroxysteroid dehydrogenase loai 2

Thao dwgce va cac chat Ruou, ma hoang, liéu cao ginseng, liquorice, St.John’s wort,

khac*4 yohimbine

Bang 7: Cac thubc/chit 1am gia ting hodc giy ting huyét ap

Thuoc chong tram cam

Acetaminophen

Cic thube khac
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PHAN 8: :PIEU TRI TANG HUYET AP

8.1. Thay doi 16i song
Lya chon 16i song lanh manh ¢c6 thé ngan ngura hogc tri hodn sy khoi phat cua tang HA va c6 the lam giam nguy co tim

mach ®1, Thay d6i 16i séng cling la budce dau tién cua diéu tri ha huyét ap. Thay d6i trong 161 sdng ciing c6 thé ting cuong
hiéu qua cua diéu tri ha huyét ap. Thay d6i 16i song nén bao gdm nhiing diéu sau day (Bang 8)17 1964}

Giam muoi

C6 bang chung manh m& cho mbi quan hé giira dn vao luong mudi cao va huyét ap
tang.*” Giam luong mubi duoc thém vao khi chuan bi thuc pham, va tai ban an. Tranh
hodc han ché tiéu thu thuc pharn nhiéu mudi nhu nudc tuong, thuc an nhanh va thuc
pham da ché bién bao gom banh mi va ngii cdc chira nhiéu mudi.

Ché d¢ dn lanh
manh

Ché d¢ an giau ngu cde toan phan trai cy, rau, chat béo khong bao hoa da va cac san
pham tir sita va giam thuc pham nhidu duong, chét béo bio hoa va chit béo trans, nhu
ché d6 an DASH (http://www.dashforhealth.com).*® Tang lugng rau c6 ham lugng nitrat
cao dugc biét dén dé giam HA, chang han nhu rau song (leafy vegetables) va cii cai
duong. Cac thuc pham va chat dinh dudng c6 loi khac bao gdm nhiing loai c6 nhiéu
magié, canxi va kali nhu bo, cic loai hat, mam, déu va dau phy.*

Thitc udng
lanh manh

Tiéu thy vira phai ca phé, tra xanh va den.*® D6 udng khac c6 thé ¢é lgi bao gom tra
karkadé (hibiscus_cay dam but), nu6c ép lyu, nude ép cu cai duong va ca cao.*

Tiéu thu bia
rugu murc do
vira

MGoi lién hé tuyén tinh tich cuc ton tai giira tiéu thu ruou, huyét 4p, ty 1¢ hién hanh ting
huyét 4p va nguy co méc bénh tim mach.®* Khuyén céo gidi han hang ngay cho cac tiéu
thu ruou 14 2 ly tiéu chuan cho nam va 1,5 cho nir (10g alcohol/ly tiéu chuan). Tranh
uéng ruQu say sua.

Giam can

Kiém soat trong l}rqng co thé dugc dua ra dé tranh béo phi. Pac biét 1a béo bung nén
dugc quan ly. Diém cat theo dan toc cho BMI va chu vi vong eo nén sir dung.> Cach
khéc, ty 1¢ vong eo/chleu cao <0,5 dugc khuyen nghi cho tat ca cic dan toc.>>

Ngung thude 14

Hut thudc 1a mot yéu td nguy co chinh dbi voi bénh 1y tim mach, COPD va ung thu’
Ngirng hut thude va giéi thiéu dén cac chuong trinh cai thudc 14 dugc khuyen c40.°

Hoat dong thé
lwe déu dan

Cac nghién ctru cho thay thuong xuyén tap the duc aerobic va c0 strc dé khang c6 thé co
loi cho ca viéc phong ngira va diéu tri ting huyét ap.56% Tap thé duc aerobic cudng do
vura phai (di bo, chay bo, dap xe, yoga hodc boi 19i) trong 30 phut trong 5-7 ngay moi
tuan hodc cuong do cao HIIT (high intesity interval training) bao gom cac dot hoat dong
cuong d6 ning ngin xen k& v4i thoi gian phuc hoi tiép hoat dong nhe hon. Tép luyén suc
manh (strength) ciing c6 thé gitip giam huyét ap. Thuc hién cac bai tap stuc dé khang/sirc
manh khoang 2-3 ngay mot tuan.

Gidm cang
thing va tao ra
chanh niém
(mindfulness)

Céang thang mén tinh c6 lién quan dén huyét 4p cao sau nay trong cudc song. % Mic du
can nhiéu nghién ctru hon dé xdc dinh anh huong cua cang thang man tinh vé huyét ap,
céc thir nghiém 1am sang ngiu nhién kiém tra tac dong cua thién siéu viét/chanh niém
(transcendental meditation/mindfulness) d6i voi huyét ap cho thay thuc hanh nay lam
giam huyét 4p.%° Cang thang nén giam va chanh niém hodc thién dinh dugc dua vao thoi
quen hang ngay

Thude l}é sung,
thay the hodc
thuoc dong y

Ty 1& 16n bénh nhan ting huyét ap st dung céc loai thudc bo sung, thay thé hodc co
truyén (tai cac khu vuc nhu Chau Phi va Trung Qudc) -2 thir nghiém 1am sang quy mo
16n va phit hgp duge yéu cau dé danh gia hi¢u qua va do an toan ciia cac loai thudc nay.
Do do, st dung diéu tri nhu vy chua dugce hd tro.

Giam tiép xuic
v6i 6 nhiém
moi trwdong va
nhiét dg lanh

Bang chimng tir cac nghién ctru chimg minh tac dong tiéu cyc cua 6 nhidm khong khi dén
huyét ap vé lau daj.s36

Bang 8: Thay doi 16i song
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Diéu tri nén dua vao bang chirng vai méi lién hé phong ngira bénh tat/tir vong
Str dung ché d6 diéu tri ngdy-mot lan cho kiém soat huyét ap 24 gio
Diéu trj nén c6 chi phi hop Iy vaZhoac lién quan gita chi phi — hiéu qua di voi nhiing
thudc khac
Diéu tri nén dugc dung nap tot
Bang chitng vé lgi ich cua sir dung thudc trong dan sé da duoc ap dung
Bang 9: Cac dic diém ly twéng cia diéu tri thudc

gl W (N

Su thay d6i huyét ap theo mua [%°)

HA biéu hién su thay ddi theo mua v&i mirc thép hon & nhiét d6 cao hon va cao hon & nhiét do thép hon. Nhiing thay ddi
tuong tu xay ra & nhitng ngudi di du lich tir nhitng noi c6 nhiét do lanh dén nong hodc nguoc lai. Mot phan tich tong hop.
cho thdy HA giam trung binh vao mua hé 5/3 mmHg (tdm thu / tim truong). Thay 601 HA 16n hon ¢ bénh nhan tang huyét
ap duogc dleu tri va nén duoc xem xét khi cac triéu chimg goi y diéu tri quéa mirc Xuét hi¢n khi tang nhiét do, hoac HA tang
trong thoi tiét lanh. HA dudi muc tiéu khuyén cdo nén duge xem xét dé chinh liéu xudng khi c6 thé, dic biét néu co cac
triéu ching goi y diéu tri qua mirc.

8.2. Diéu trj thudc
Dt liéu hién tai tir hon 100 quéc gia %7 cho thay rang trung binh, <50% ngudi truong thanh bj ting huyét 4 ap duoc ding
thudc ha huyet ap, voi mot s it qudc gia hoat dong tot hon mirc nay va nhiéu qudc gia thi cho thdy té hon. Piéu nay bt

chép thuc té 1a su khac biét vé HA 20/10 mmHg c6 lién quan dén sy khac biét 50% vé nguy co tim mach [,

Chién lugc diéu tri thudc khuyén céo ¢ hinh 2-4 twong thich nhiéu véi cac huéng dan cua Hoa Ky va Chau Au 18],

TANG HA DA CHAN DOAN |

Thay asi16i song 7 ‘

Giai doan 1 Giai doan 2
HA 140-159/90-99 mmHg HA >= 160/100 mmHg
Diéu tri thudc ngay & nhém BN nguy

co’ cao hodc nhirng BN cé bénh ly tim ; .
mach (CVD), BTM, BTD hodc HMOD | Diéu trj ngay cho tit ca bénh nhan I

ames @0 e
i

CAN THIETIAM = LAMTIUU

Glaﬂ;’(zhuac Sau 3-6 thang thay ddi 18i séng, néu huyét ap
6 sin? van khéng kiém soat dugrc, diéu trj thudc cho
‘ cac BN nguy co thip - trung binh khéng cé
| co | KHONG bénh Iy tim mach, BTM, BTD hojc HMOD

!

& nhém nguy co thap, thay déi 16i séng
3-6 thang, Néu HA cdn khéng kiém soat
duroc va noi ¢6 thé bt dau didu tri
thudc & nhém bénh nhan 50-80 tudi

. Hinh 2: Diéu thudc cho ting huyét ap: so' dd chung.
Xem bang 2 (phan 2) cho mirc huyét ap twong dwong dwa vao chi so HA do tai nha va holter HA



CEEED |

HA muc tiéu giam it nhat 20/10mmHg, ly tuéng < 140/90 mmHg

Dich bgi:

| Muc tiéu kiém

< 65 tudi: HA myc liéu < 130/80mmHg néu dung nap (nhung >

2 65 tudi: HA muc tiéu < 140/90 mmHg néu dung nhung xem xét ca
thé hoa myc tiéu huyét ap trong tinh hubng gia yéu, phy thudce, va
kha nang dung nap véi didu trj

soat huyét ap
trong 3 thang

Hinh 3: Muc tiéu diéu tri ting HA do & co s6'y té

Sir dyng bt cir thudc ndo ¢é sdn cé
céc dac tinh Iy twrdmg (xem bang 9)

Sir dung dang két hgp don thuin néu
dang két hop trong mdt vién khéng cé
san hodc khéng chi tra dugrc

Sir dung loi ti€u Thiazide néu Thiazide-
like khéng cé sin

Sir dung thay thé cho DHP-CCBs néu
khéng cé sin hodc khéng dung nap
(vd: Non-DHP-CCBs: diltiazem hojc
Verapamil),

CIED D

Xem xét (¥c ché béta tai bat ci
buwéc nao khi céc céc chi dinh riéng
biét, eg. Suy tim, dau thit ngye,
sau NMCT, Rung nhi, hodc phuy ni¥
tré hodc ké hoach mang thai

Diéu trj két hop
trong mot vién
thudc Iy twéng

Buéc 1
Két hop kép
lidu thap

Buéc 2
Két hop kép
ligu té'i‘dq_

Buéc3
Két hop 3 loai

Buwéc 4
(Tang HA khang trj)
Két hop 3 loai +
Spironolactone
hodc loai thudc
khac*

AV.‘. cm‘, .

A+Cnt

A+C+D

A+C+D

Thém Spironolactone
(12,5-50mg 1 [an/ngay)?

a) Xem xét don tri liéu & nhém nguy co thap taing HA d6 1 hodc ngudi rat gia > 80 tudi hodc bénh yéu dé nga
b) Xem xét A + D trudng hop sau Dot quy ndo, rat gia, mai suy tim hozc khéng dung nap CCB

c) Xemxét A+ C hodc C + D ¢ bénh nhan da den
d) Can than véi spironolactone hoic loi tiéu giir kali khac khi GFR < 45ml/ph/1.73m? hoic K* > 4.5 mmol/L

A = ACEi hoac ARB
C =DHP-CCB
D = Loi tiéu Thiazide-like

Tai liéu tham khao: A + C%7 Spironolactone,”* Uc ché Alpha,’2C + D73
+  Thay thé gom: Amiloride, Doxazosin, eplerenone, ,clonidine, hoic &rc ché béta
# Lidu thap dwoc xem khoang % liéu téi da khuyén céo
Loi ich dya trén RCT gitra (rc ché men chuy@n va tic ché thy thé chua bao gi ddng nhét & cac dan sé bénh nhan khéc nhau. Lua chon
giita hai nhém thudc cua e ché hé RA s& phu thude vao dic tinh bénh nhén, tinh sin c6, gia ca va sy dung nap

Bs VAMinh

Hinh 4: Chién lwge diéu tri thudc trung tdm ISH 73, Bic tinh 1y twéng cho diéu tri thudc (xem bang 9)

8.3. Tuén thi diéu tri ting huyét ap

Téng quan

Khuyén cdo: tuan thu diéu tri ha huyét ap

Tuan thu duge dinh nghia theo mire d6 hanh vi ciia mot ngudi, nhu ubng thude, tudn theo ché do an kiéng hodc thyc hién
thay di 161 song tuong tng véi cac khuyén c4o da dugc dua ra tir bac st 1am sang [74] - Khong tuén thu diéu tri ha huyet ap
anh huong dén 10-80% bénh nhan tang huyét 4p va 1a mot trong nhitng yéu t6 chinh ciia klern soat HA dud6i muce tbi wu
(75771 Tuéan thu diéu tri ha huyét 4p kém tuong quan v6i mirc d6 ting HA va 1a mot chi s tién lugng xau & bénh nhan ting
huyét 4pI881. Nguyén nhén cta viéc khong tuan thu diéu tri ha huyét ap 1a da yéu t6 va bao gdm cac nguyén nhan lién
quan dén hé théng cham séc stic khoe, diéu tri thude, bénh ly, bénh nhén va tinh trang kinh té xa hoi ctia ho 74,



Dich bgi: Bs VAMinh

CAN THIET LAM - LAM TOI UU

Muyc tiéu gian tlep (vi du xem xét hd so thube, dém vién thudc, thiét bi theo dbi dién tir) va truc tiép (tirc 1a chimg
kién udng thudc, phat hién sinh hoa thude trong nudc tiéu hoic mau) thudng duge wu tién hon cac phuong phap
cht quan dé chan doan khong tuan thu diéu tri ha huyét ap!e® 8],

Céc phuong phéap hiéu qua nhat dé quéan 1y sy khong tuan thi doi hoi cac can thiép phuc tap két hop tu vén, tu
theo ddi, ciing c6 va giam sat.

PHAN 9: BENH KEM THEO PHO BIEN VA TINH TRANG KHAC O BENH NHAN TANG HUYET AP

Téng quan

O

Bénh nhan ting huyét 4p c6 mot s bénh di kém thong thudng va khéc ¢6 thé anh huéng dén nguy co
tim mach va chién luoc diéu tri

S6 lugng bénh di kém ting theo tudi, véi ty 16 méc bénh cao huyét 4p va cac bénh khac.

Cac bénh di kém thuong gap bao gom bénh dong mach vanh (CAD), TBMMN, BTM, suy tim va
COPD.

Bénh di kém khong pho bién bao gdm cac bénh thap khap va bénh tam than kinh

Céc bénh di kém khong phd bién phan 16n duge danh gia thap boi cac huéng dan va thuong xuyén dugc
diéu tri bang thudc, thuong ty diéu tri va cd thé anh huong dén kiém soat HA.

Céc bénh di kém thong thuong va khong pho bién nén duge xac dinh va quan ly theo bang chang hién
hanh.

Bénh di kém va bién chirng thuwong gip

Ting huyét 4p va bénh dong mach vanh (CAD)

Mot twong tac dich t& hoc manh mé ton tai giira CAD va ting huyét ap, c6 dén 25-30% nhdi méau co tim cap tinh
[88]

Nén thay d6i 16i séng (cai thudc 14, an kiéng va tap thé duc).

Nén ha HA néu >140/90 mmHg va duoc diéu trj ¢én muc tiéu <130/80 mmHg (<140/80 & bénh nhan cao tudi).
Thudc e ché hé Renin Angiostensin, thudc trc ché beta bat ké murc huyét ap, thudc chen kénh canxi (CCBs) la
thudc hang dau & bénh nhan ting huyét apt.

Diéu trj ha lipid mau véi myc tiéu LDL-C <55 mg/dl (1,4 mmol/1),

Diéu tri khang tiéu cau bang axit acetyl salicylic duoc khuyén cao thuong quy [1].

Ting huyét ap va dot quy nio truée do

Tang huyét ap la yeu t6 nguy co quan trong nhat ddi voi dot quy do thiéu méau cuc bd hodc xuat huyét 9,

Dot quy ndo co thé duoc ngin chin phan 16n boi kiém soat HA.

Nén ha HA néu >140/90 mmHg va dugc diéu tri dén muc tiéu <130/80 mmHg (<140/80 & BN cao tué)i) (1,

Thudc e ché RAAS, CCB va thude loi tiéu 1a thude hang dau [1].

Diéu trj ha lipid 1a bét budc v6i muyc tiéu LDL-C <70 mg / dl (1,8 mmol /1) trong dot quy thiéu méau cuc bol*.
Diéu tri khang tiéu cau duoc khuyén céo thuong quy ddi véi thiéu mau cuc bo nhung khong dot quy do xudt huyét
va nén duoc xem xét can than ¢ nhitng bénh nhéan bi dot quy xuat huyét chi khi c6 chi dinh manh [,

Ting huyét p va suy tim (HF)

Tang huyet ap 1a yéu to nguy co cho su phat trién cua suy tim voi phan suét tong mau giam (HFrEF) va véi phén
suat téng mau duoc bao ton (HFpEF). Dy hau 1am sang ning hon va ty 1¢ tir vong ting & bénh nhén tang huyét ap
mic bénh HF,

Thay d6i 16i séng duoc khuyén céo (ché do an udng va tap thé duc).
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«  Diéu trj taing huyét ap c6 tic dong 16n trong viéc giam nguy co suy tim va nhap vién vi suy tim. Nén ha HA néu
>140 / 90 mmHg va dugc diéu tri dén myc tiéu <130/80 mmHg nhung> 120/70 mmHg,

«  Thudc tre ché RAS, thudc trc ché beta va thude ddi khéang thu thé mineralocorticoid déu c6 hiéu qua trong viéc cai
thién du hau 1am sang & bénh nhan HFrEF, trong khi ddi vai thude loi tiéu, bang ching chi gidi han ¢ cai thién
triéu chimg . CCB duoc chi dinh trong truong hop kiém soat HA kém.

Thubc tic ché thu thé angiotensin-neprilysin (ARNI; Sacubitril-Valsartan) duoc chi dinh dé diéu trj HFrEF nhu 1a
mot thay thé cho thudc trc ché men chuyén hoic ARB ciing trong dan so tang huyet ap. Chién lugc diéu tri tuong
tur ¢6 thé dugce ap dung cho bénh nhan HFpEF ngay cé khi chién luoc diéu tri tdi wu chwa dugc biét dén 1,

Ting huyét ap va bénh than min tinh (CKD)

«  Tang huyét ap 1a yéu td nguy co chinh ddi véi sy phaét trién va tién trién clia albumin ni¢u va bét ky dang CKD
nao 2

«  eGFR thap lién quan dén ting huyét ap khang tri, ting huyét ap an gidu va ting gia tri HA vao ban déml®

*  Hiéu qua ha huyét ap 1én chirc nang than (va albumin niéu) khong lién quan véi loi ich trén tim mach!,

«  Nén ha HA néu >140/90 mmHg va dugc diéu tri dén muyc tiéu <130/80 mmHg (<140/80 & bénh nhan cao tudi).

«  Thudc e ché RAS la thudc hang dau vi chiing lam giam albumin niéu cing véi kiém soat HA. CCB va thudc loi
tiéu (thude loi tiéu quai néu eGFR <30 ml/phut/1,73 m2) c6 thé duoc thém vaolll,

«  Can theo ddi eGFR, microalbumin niéu va dién giai/mauttl,

Ting huyét ap va bénh phéi tic nghén man tinh (COPD)

«  Ting huyét ap 14 tinh trang bénh kém thuong gip nhat & bénh nhan COPD.

- Nén ha HA néu >140 / 90 mmHg va dugc diéu trj dén myc tiéu <130/80 mmHg (<140/80 & bénh nhén cao tudi).

- Thay d0i 16i song (cai thudc 14) 1a bt budcll,

«  Can xem xét va tranh 6 nhlem mbi truong (khong khi) néu co thé

«  Chién luoc diéu tri nén bao gdm Angiotensin AT 1-Receptor Blocker (ARB) va CCB va / hodc thube 1oi tiéu,
trong khi cac thudc chen beta (chon loc thu thé f1) ¢6 thé duogc sir dung ¢ nhitng bénh nhan dugc chon (vi du
CAD, HF).

«  Céc yéu t6 nguy co tim mach thém vao can dugc quan 1y dira theo theo nhém nguy co tim mach.

(23],

HIV/AIDS

e Ngudi nhiém HIV ¢6 ting nguy co méc bénh tim mach,
e (o thé co tuong tac thudc voi CCB trong hau hét cac tri liéu khang virus (antiretroviral)
e Dicu tri tang huyét ap nén tuong tu nhu dan so tang huyét ap noéi chung.

Quan ly bénh kém theo
CAN THIET LAM - LAM TOI UU

e Thém vao viéc kiém soat huyét &p, chién lugc diéu tri bao gom thay doi 16i song, kiém soat can ning va diéu tri
hiéu qua cac yéu té nguy co khac dé giam nguy co tim mach ton du.

e Thay déi 16i séng nhu trong bang 8.

e LDL-C nén giam theo nhom nguy co: (1) > 50% va < 70mg/dL (1.8mmol/L) truong hgp tang HA va bénh tim
mach, BTM, BTD hoac khong c6 bénh tim mach (CVD) va nguy co cao; (2) > 50% va < 100mg/dL (2.6 mmol/L)
& nhom nguy co cao; (3) < 115 mg/dL (3 mmol/L) & nhém nguy co trung binh.:#

e Glucose mau doi duoc giam dugi 126 mg/dL (7 mmol/L) hodc HbAlc dudi 7% (53mmol/L).

e s-UA nén duy tri duéi 6.5 mg/dL (0.387 mmol/L), va < 6mg/dL (0.357 mmol/L) & cac bénh nhan Gut.*

o Diéu tri khang két tap tiéu ciu nén xem xét & nhitng bénh nhan véi bénh tim mach CVD (chi phong ngira thir
phat).%

Pai thao dwong
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%\I?n ha HA néu >140 / 90 mmHg va dugc diéu tri dén myc tiéu <130/80 mmHg (<140/80 & bénh nhén cao tudi)
9
Chién luoc diéu tri nén bao gém thude tc ché hé théng renin - angiotensin (RAS) [va thude chen kénh canxi
(CCB) va / hoic thudc loi tiéu gidng thiazide].
Viéc diéu tri nén bao gom duing statin trong phong ngira tién phat néu LDL-C> 70 mg / dl (1,8 mmol / 1) (d4i thao
dudng 6 ton thuong co quan dich) hodc> 100 mg / dl (2,6 mmol /1) (d4i thao duong khong bién ching).
Viéc diéu tri nén bao gdbm ha glucose va lipid theo huéng dan hién hanh (xem Tai nguyén, Phan 11).

Réi loan lipid mau

Nén ha HA nhu dugc thue hién trong dan sb noi chung, uu tién dung cac thude e ché RAS (ARB, ACE-Il) va
CCB 71,

Statin la lya chon diéu tri ha lipid c6 hodc khong cé ezetimibe va/hoac chét trc ché PCSK9 (trong tinh huéng tbi
wu) 8,

Cén xem xét ha triglyceride huyét thanh néu> 200 mg/dl (2,3 mmol/l) dic biét & bénh nhan ting huyé't’ ap va dai
thao duong. Lgi ich thém vao c6 thé c6 khi s dung fenofibrate trong phan nhém HDL/triglyceride thap.

H#i chirng chuyén héa (MS)_

Bénh nhan ting huyét 4p va MS thudc nhém nguy co cao.

Chan doan MS nén dugc thuc hién bang cach danh gia riéng biét cac thanh phan don 1é.

Viéc didu tri MS dua trén nhitng thay ddi trong 161 song (ché d6 an udng va tap thé duc).

Viée diéu tri tang huyét ap va MS nén bao gdbm kiém soat HA nhu trong dan sé néi chung va diéu trj cac yéu to
nguy co thém vao dua trén mirc d6 va nguy co tim mach toan thé (thang diém SCORE va/hoic ASCVD).

Bénh kém theo khac

Bénh kém khac Thudc khuyén cdo Canh bao

e Uc ché hé RA va CCB+/- Loi e Liéu cao ctiia NSAIDs
tiéu

Roi loan thip khép e Ché pham sinh hoc khong anh

hudng 1én huyét ap nén duge wu

tién (nhitng noi c6 thudc)

e Uc ché hé RA va loi tiéu e Khong diing CCB néu ha 4p tu thé

e Ut ché béta (khong metoprolol) (do SRIs)
néu thudc tao nhip nhanh (thudc
chéng trim cam, thudc chéng
loan than).

e Thudc ha lipid mau/diéu tri dai
thao duong dua vao nhém nguy
co

Roi loan tam than

BANG 10: So lwgc vé diéu tri dua vao bang chirng bénh kém theo khic va ting huyét ap

Ting huyét 4p va cac bénh |y viém do thip (IRD)

IRD (viém khép dang thap, bénh vay nén - viém khép, v.v.) ¢6 lién quan dén su gia ting ty 1¢ ting huyét ap chua
duoc chan doan va kiém soat kém[#-100],

IRD cho thay sy gia ting nguy co tim mach chi lién quan mot phan dén cac yéu té nguy co tim mach!®,

Viém khép dang thap chiém wu thé trong s céc bénh IRD.

Su hién dién ctia IRD s& lam ting thém mdt bac nguy co tim mach®,

Nén ha HA nhu trong dan sd noi chung, tét nhit 1a véi cac thude e ché hé RA (bang chimg vé hé théng RAAS
hoat dong qua muc!*®) va CCB.
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e Cac bénh tiém 4n nén dugc diéu tri hiéu qua bﬁng cach giam viém va tranh dung NSAID lidu cao.
e Nén str dung thudc ha lipid theo nhém nguy co tim mach (thang diém SCORE / ASCVD) ciing xem xét hiéu qua
ctia cua thude sinh hoc*l,

Ting huyét ap va bénh tam thin

e Ty 1é tang huyét ap ting ¢ nhitng bénh nhén bi rdi loan tdm than va dic biét 1a tram cam{10102],

e Theo hudng dan, cing thang tim 1y x4 hoi va da phan rdi loan tAm than lam ting nguy co tim mach.

e Tram cam c6 lién quan dén ty 1& bénh tat va tir vong do tim mach, va cho thdy tam quan trong ctia kiém soat
H A[101].

e Nén ha HA nhu trong dan s6 n6i chung, tot nhat 1a dung thudc e ché RAS va thude loi tiéu voi ty 1é twong tac
duoc Iy thép hon véi thube chéng trAm cam. CCB va thudc chen alpha nén duoc str dung can than & nhiing bénh
nhan bi ha huyét ap tu thé dung [vi du: chit rc ché tai hap thu serotonin (SSRI)].

e Phai xem xét nguy co twong tac duoc 1y, bat thuong ECG va thay doi HA tu thé.

e Nén sir dung thudc chen beta (khong phai metoprolol) khi c6 nhip tim nhanh do thudc (thudc chong tram cam,
thudc chdng loan than)itl,

e Céc yéu td nguy co thém vao can duoc quan 1y theo nhom nguy co tim mach (thang diém SCORE/ASCVD, xem
Phén 11, Tai liéu tham khao).

PHAN 10: CAC TINH HUONG PAC BIET
10.1. Tang huyét ap khang tri
Téng quan

Ting huyét ap khang tri dugc dinh nghia 1a mirc HA ngdi do tai co so y t& > 140/90 mmHg & mot bénh nhan dugc diéu
tri bang ba loai thudc ha huyét ap tro 1én véi lidu ti wu (hodc dung nap tdi da) bao gom ca thude loi tiéu va sau khi loai
tru khang tri gid (k¥ thuat do HA kém, hi¢u tmg &0 chang tréng, khong tuén thu va lya chon dudi muc ti wu trong diéu tri
ha huyét ap) 119419 cling nhur tang huyét 4 ap do thudc/chét va ting huyet ap thir phat ", Tang huyét 4p khang tri anh
hudng dén khoang 10% sb nguoi ting huyét ap, c6 tac dong tiéu cuc dén sire khoe!™% va [am ting nguy co mic bénh
mach vanh, suy tim man tinh, dot quy n&o, bénh than giai doan cudi va tir vong do moi nguyén nhanl'®l Khoang 50%
bénh nhan dugc chin doan ting huyét 4p khang tri c6 khang tri gia thay vi ting huyét ap khang trj thyc sy [104105.108]

Khuyén cdo
CAN THIET LAM

e Néu HA tai co so'y té > 140/90 mmHg & bénh nhan dugc diéu tri bang ba loai thude ha huyét ap trd 1én vai lidu
t6i wu (hodc dung nap t6i da) bao gdm thudc 1gi tiéu, trude tién loai trir nguyén nhan gay khang tri gia (ki thuat
do HA chua dat, hiéu (mg 40 choang tring, khong tuén thi diéu tri va Iya chon thude ha ap dudi mirc toi vu) va
céc chat gﬁy tang huyét ap.

e Xem xét tAm soat cac nguyén nhan thi phat trong truong hop thich hop (tham khao myc 10.2).

o T01 uu hoa ché do dleu tri hién tai bao gom thay (101 hanh vi stc khoe va diéu tri dya trén loi tiéu (liéu thude loi
tiéu dugc dung nap t6i da va lwa chon thude loi tiéu t01 vu: str dung thude loi tiéu gidng thiazide (thiazide- like)
thay vi thudc loi tiéu thiazide va khéi dau thude 1oi tiéu quai cho eGFR <30 ml / phit .1,73 m2 hodc qua tai thé
tich 1am sang)©%.

e Thém mot lidu thap spironolactone lam thudc thi tw & nhitng ngudi ¢ kali huyét thanh <4,5 mmol / 1 va ¢
eGFR> 45 ml / phut / 1,73 m2 dé dat dugc muc tiéu HA 72119 Néu spironolactone bj chdng chi dinh hoic khong
dung nap, amiloride, doxazosin, eplerenone, clonidine va thude wre ché beta 1a nhiing lya chon thay thé, hoac bat
ky nhom thudc chong tang huyét ap nao hién con dugc sir dung [ 11114,

LAM TOI UU
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e Tang huyét ap khang thudc nén dugce quan ly tai cac trung tdm chuyén khoa c6 du chuyén mon va cac ngudn luc
can thiét dé chan dodn va diéu tri tinh trang nay %1,

10.2. Tang huyét ap thi phat (116-121

T 5ng quan

Mot nguyén nhén cy thé cua ting huyét ap thtr phat c6 thé duoc xac dinh ¢ khoang 5 - 10% bénh nhan tang huyét ap
(Bang 11). Chan doan s6m tang huyét ap thi phat va thiét 1ap dicu tri voi muc tiéu phu hop c6 kha nang diéu tri duoc ting
huyét 4p & mot s6 bénh nhan hodc cai thién kiém soat HA hodc giam sb luong thude ha huyét ap duoc ké don ¢ nhiing
bénh nhan khac. Cac loai tang huyét ap thir phat phd bién nhat ¢ ngudi truong thanh 1a bénh nhu mé théan, ting huyét ap
mach méau than, chimg aldosteron nguyén phat, ngung thd khi ngtt man tinh va do chat/thudc gay ra.

Bing 11: Pic diém ciia ting HA thir phat

< XN SINH HOA VA 0
TANG HA < 2 TEST CHAN DOAN
THU PHAT CO NANG & THUC THE PHAN TiCH NUOC KHAC
TIEU
o Protein niéu, tiéu mau,
bach ciu niéu trén que
test nhanh phan tich

Bénh chiit mé | o Tién st ban than hodc gia dinh o Siéu am than

than bénh than

nuoc ticu
o Giam eGFR
. A . | o Test xac dinh chan
o Ha kali ty nhién hoawcj , o
ha kali do loi tiéu tré dodn (vd
; .1 . ,u n intravenous saline
XN sinh héa mau (50- .
. . A . suppression test)
Cuong n , , . 60% bénh nhan kali N , £
o Triéu ching cua ha kali mau (yéu A X o Hinh anh cua tuyén
aldosterone . , mau binh thuong) A
A a co, vop bé, co cung co (tetany)) . i thuong than (CT
nguyén phéat o Tang ti I¢ aldosterone- £ A
, . z tuyén thuong than)
hoat hoa renin huyeét X
. o Mau mau tinh mach
thanh (plasma ald-renin A
thuong than

activity ratio)

o Tiéng th(f)i 0 bung
o Tiéng thoi ¢ cac DM khac (vd:
dong mach canh, DM dui)

o Giam eGFR > 30% sir dung o Hinh anh hoc dong

mach than (siéu am

UCMC/UCTT doppler, CT bung,
i i © Nghi ngo hep DM than do xo MRI phu thugc vao
°p dong vita, tién sir phu phi dot ngot o Giam eGFR P j

tinh san c6 6 co sO'y
té va chtic nang than
cua BN

mach than (Flash pulmonary edema) hay

tién st cua bénh xo vita DM hoac
su hién dién cua yéu t6 nguy co
tim mach

o Nghi ngo loan san soi co, phu nir
tré véi tang huyét ap < 30 tudi

o Tang nong do

o Pau dau metanephrine trong
] o ch)i h(;)p Eiénh tréng nguc hliyé't thzinh o o CT hoic MRI bung
U tiy thuwgng | o D6 mo hoi o Tang phan suat thai chau
than o Tai lanh (pallor) (fractional excretion) :
o Tién sir cia Tang HA dao dong cua metanephrine va
(labile hypertension) catecholamine trong

nudc tieu 24 gio
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Hep eo dong

dudi

o Béo phi trung tam o Nghiép phap tic che
o Van tim (purple striae) Dexamethasone:
N . | o Matng do (Facial rubor) o Ha kali mau o Cortisol nudc ticu 24
Hoi chirng va Lo1n . N A R . iwof
A St o Da;u l‘Ane;u teo da (skin atrophy) o) Ta,ng nong do cortlAsol giwo 7 .
: o D¢ bam nudc bot vao ban dém o Hinh anh’hoc 0
o Tich tu m& trén don va lung bung/tuyén yén
o Yéu co phan gin
o Huyét 4p chi trén cao hon chi o Siéuam

o CT mach mau

tic nghén

dém

o Thiy duoc ngung thir trong luc
ngu

o Tiéu dém

mach chi o Cham hodc ving mit nhip ddm o MRI mach mau
bM dui
© Tar{g BMI o Test ngung thd luc
o Ngay 1S o
ngu tai nha (eg, do 3
Ngung thé o Buon ngu ban ngdy danh gia ngung tho
o Z o Thd hén hén hodc ngat vao ban , ,
Itic ngu do lie ngu)

o Paky gidc nga qua
dém

Bénh tuyén
giap

o Triéu chung cuong giap: nong,
kho chiu, sut can, run, hoi hop
danh trong nguc

o Triéu chung cua suy giap: lanh,
kho chiu, sut can, toc dé gay

XN TSH, FT4

KHUYEN CAO

CAN THIET LAM

e Cannhic tém soat tang huyét ap thtr phat & 1) bénh nhan ting huyét ap khoi phat som (<30 tudi) dic biét khi
khong co yeu t6 nguy co tang huyét ap (béo phi, hoi ching chuyén hoa, tién sir gia dinh, v.v.), 2) nhiing nguoi bi
tang huyét ap khang tri , 3) nhiing ngudi dot ngot khé kiém soat HA, 4) Tang huyét 4p khan cap va cip cir, 5)
nhing ngudi c6 xac suét cao bi tang huyét ap tht phat dua trén manh moi c6 kha néng trén lam sang.

e O nhitng bénh nhan bi tang huyét ap khang tri, thuong phai tién hanh diéu tra ting huyét ap thir phat bang cach
loai trir ting huyét ap khang tri gia va ting huyét ap do thudc/cac chat gy ra.

e Sang loc co ban cho tang huyét ap thir phat nén bao gdbm danh gia k¥ ludng vé hoi bénh va kham bénh (xem manh
mdi 1am sang), sinh héa mau co ban (bao gom natri, kali huyét thanh, eGFR, TSH) va tong phén tich nudc tiéu.

LAM TOI UU

e Cac danh gia chuyén sau hon vé ting huyét ap thir phat (sinh hda khac/hinh anh hoc/danh gia khac) nén duoc lya
chon céan than duya trén thong tin tir hoi bénh va kham bénh va diéu tra 1am sang co ban.

o Can nhic viéc gi6i thidu dén mot trung tdm chuyén khoa c6 chuyén gia va nguon luc, trang thiét bi dé diéu tra
thém va diéu tri néu nghi ngo ting huyét ap thir phat

10.3. Ting huyét 4p thai ky [122126]

Tang huyét ap trong thai ky 1a tinh trang anh huéng dén 5-10% thai ky trén toan thé gidi. Nguy co’ cho me bao gdm pha
v nhau thai, dot quy ndo, suy da tang (gan, than), ddng mau mach mau lan toa. Nguy co' cho thai nhi bao gom chm phat
trién trong tir cung, sinh non, tr vong trong tir cung. Tang huyét ap trong thai ky bao gom cac tinh trang sau day:

e Ting huyét ap truée dé: bat dau trude khi mang thai hodc <20 tuan tudi thai, va kéo dai> 6 tuan sau khi sinh két
hop vdi protein niéu.
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e Ting huyét ap thai ky: bat ddu> 20 tudn tudi thai va kéo dai <6 tuan sau khi sinh.

e Ting huyét ap truée d6 chong thém ting huyét ap thai ky kém protein ni¢u.

e Tién san gidt: ting huyét ap v6i protein niéu [> 300 mg/24 gid hodc ACR> 30 mg/mmol (265 mg/g)]. Cac yéu to
anh huong 1 ting huyét ap di c6 tir trude, bénh ting huyét ap trong thai ky trude, dai thao dudng, bénh than, thai
dau tién hodc da thai, bénh ty mién (SLE). Nguy co 12 han ché ting trlr(’mg cuia thai nhi, sinh non.

e San git: tang huyet ap trong thai ky voi co gidt, nhue dau dir doi, r6i loan thi giac, dau bung, budn nén va non,
luong nude tiéu thap: can pha1 diéu tri ngay lap tic Va can thiét cham dit thai ky

e Hdi chirng HELLP: tan huyét, men gan cao, tiéu cau thap: Can diéu tri ngay 1ap tirc va can thyc hién cham dut
thai ky

Po huyét ap trong thai ky
CAN THIET LAM: Do huyét 4p tai co s¢ y té theo hudng dan ching. Str dung may do huyét ap co hodc hodc may do

HA canh tay dién tor da dugc phé duyét dac biét trong thai ky va tién san giat (xem cac dung cu dugc chuan hoa trén
website: www.stridebp.orq)

LAM TOI U'U: Holter HA hoac theo di HA tai nha bang cach st dung cac thiét bi dugc phé duyét dac biét trong thai ky
va tién san giat dé danh gia tang huyet ap do choang trang, dai thao duong, bénh than.

Can lam sang cho Tang HA thai ky
CAN THIET LAM

TPTNT, TPTTB mau, men gan, hematocrit, creatinine huyét thanh va Acid uric mau. Xét nghiém protein niéu
trong thai ky sém (bénh than tir trudc) va nira sau cua thai ky (tién san giat). Mot thir nghiém que thim> 1+ nén
dugc theo ddi voi ti 1& Albumine/creatinine trong nudc tiéu (UACR) mot thoi diém riéng 1¢ (single spot urine);
UACR <30 mg/mmol nén loai trir co protein niéu.

LAM TOI UU

Siéu am than va tuyén thugng than, metanephrin huyét twong ty do (néu dic diém 1am sang ctia u ty thuong
than); Siéu am Doppler ctia dong mach tir cung (sau 20 tuan tudi thai la hitu ich dé phat hién nhling nguoi c6
nguy co tang huyét ap thai ky, tién san giat va thai cham phat trién trong tir cung).

Phong ngira tién san giat:

Phu nit c6 nguy co' cao (ting huyét ap trong lan mang thai truge, BTM, bénh ty mién, dai thao duong, tang huyét ap mén
tinh) hodc nguy co' trung binh (mang thai lan dau & phu ni> 40, khoang cach mang thai> 10 tudi, BMI> 35 kg / m2, tién
sir gia dinh tién san giét, da thai): 75-162 mg aspirin ¢ tuan 12-36. B6 sung canxi duong udng 1,5-2 g/ngay dugc khuyén
nghi & nhimg phu nit ¢6 ché d6 an udng it (<600 mg/ngay).

Quan ly ting huyét ap trong thai ky
Ting huyét ap nhe: diéu tri thudc khi HA cao > 150/95 mmHg kéo dai ¢ tat ca phuy ni.

Diéu tri bang thudc & HA cao > 140/90 mmHg kéo dai trong ting huyét ap thai ky, tang huyét ap trudc dé chong lap ting
huyét ap thai ky; ting huyét ap véi HMOD dudi 1am sang bét ctr luc nio trong thai ky. Lwa chon dau tién: Methyldopa,
thudc chen beta (labetol) va thudc chen kénh dihydropyridine-canxi (DHP-CCBSs) [nifedipine (khong phai dang nang),
nicardipine). Chong chi dinh: Thudc trc ché hé RA (ACE-I, ARB, thudc trc ché renin tryc tiép (DRI)] vi két qua bat lgi
cho thai nhi va tré so sinh.

Ting huyét ap ning: O HA> 170 mmHg tdm thu va / hodc> 110 mmHg tdm truong: chi dinh nhdp vién ngay lap tirc
(cap ctru). Piéu tri bang labetol tiém tinh mach (thay thé v6i nicardipine tinh mach, esmolol, hydralazine, urapidil), duong
ubng voi methyldopa hoic DHP-CCBs [nifedipine (khong phai dang nang) nicardipine]. Thém magié (con tang huyét ap
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dé ngén ngra sdn gidt). Trong phu phoi: Truyen tinh mach Nitroglycerin. Nén tranh dung natri-nitroprusside vi nguy co
ngd doc xyanua thai nhi khi di€u tri kéo dai.

Cham diit thai ky truong hop ting huyét ap thai ky hodc tién san giat: ¢ tudn 37 & phu nir khong c6 tridu ching.
Nhanh chong cham dut thai ky ¢ phu nit ¢6 roi loan thi giac, roi loan dong mau.

Huyét ap sau sinh: néu ting huyét ap kéo dai, bat ky loai thude niao duoc khuyén dung trir methyldopa (trAim cam sau
sinh).

Cho con bu: tat ca cac thudc chdng ting huyét ap bai tiét vao sita me & ndng do thap. Tranh atenolol, propranolol,
nifedipine (nong do cao trong stta). Ua chudng CCB tac dung dai. Tham khdo thong tin ké don.

Hau qua lau dai cia ting huyét ap thai ky: ting nguy co ting huyét ap va CVD (d6t quy ndo, bénh tim thiéu méau cuc
bd) trong cudc song sau nay.

CAN THIET LAM: Thay d6i 16i song

LAM TOI U'U: Thay d6i 16i séng va kiém tra hang nam (HA, cac yéu t6 chuyén hoa)
10.4. Tang huyét ap cép ciru

Dinh nghia vé ting huyét ap cip ctru va biéu hién 14m sang

Tang huyét ap cap ctru 1a sy két hop cua HA ting dang ké véi HMOD cép tinh. Cac co quan dich bao gbm vong mac, n&o,
tim, dong mach 16n va than[™’], Tinh hudng nay doi hoi phai chan doan nhanh va giam HA ngay 1ap turc dé tranh suy co
quan tién tr1en Diéu tri thudc dudong tinh mach thuong dugc yéu cau. Su lwa chon diéu tri ha huyét 4 ap chu yéu dugc xac
dinh bai loai ton thwong co quan dich. Céc biéu hién 14m sang cu thé cua ting huyét ap cap ctru bao gom:

Tang huyé't ap ac tinh: ting HA nang (thuong> 200/120 mmHg) lién quan dén bénh vong mac hai bén tién trién (xut
huyét, xuat huyét dang bong, phu né gai thi).

Bénh nio ting huyét dp: ting HA ning lién quan dén 10 do, co giat, mi vo ndo va hon mé trong trudng hop khong c6
giai thich khac.

Bénh 1y vi mach do huyét khoi ting huyét ap: ting HA ning lién quan véi tan huyét va giam tiéu cu trong truong hop
khong c6 nguyén nhén khac va cai thién voi diéu tri ha ap.

CA4c biéu hién khac caa ting huyét ap cAp ciru bao gdm: ting HA ning lién quan dén xuit huyét ndo, dot quy, ndo cap
tinh, hoi chimg mach vanh cap, phi phdi do tim, phinh dong mach chu/bdc tich dong mach chu, va tién san giat va san
giat nang.

Bénh nhén c6 HA tang dang ké, khdng c6 HMOD cép tinh khong dugc coi 1a tang huyét ap cap ctru va c6 thé dugc diéu
tri bang ha huyét ap dudng. uong[m]

Biéu hién 1Am sang va chin doan

Biéu hién lam sang cua truong hop cép clru ting huyét ap c6 thé khac nhau va chu yéu dugc xac dinh boi (cac) co quan bi
anh huong cip tinh. Khong c6 ngudng HA cu thé dé xac dinh ting huyét ap cp ctu.

Cic triéu chirng bao gdm: nhtrc dau, réi loan thi giac, dau nguc, khé tho, triéu chimg than kinh, chong mdt va nhiéu biéu
hién khong dac hiéu.

Bénh sir: tang huyét ap d co tir trude, khoi phat va thoi gian cua cdc triéu ching, nguyén nhan tiém an [khong tudn thu:
thudc ha huyét ap dugc ké don, thay doi 16i song, su dung ddng thoi cac thude tang huyét ap (NSAIDS, steroid, thude trc
ché mién dich, giao cam, cocaine, diéu tri chong qua trinh trao mach (anti-angiogenic therapy)].

CAN THIET LAM

Kham 1am sang dy du: danh gia tim mach va than kinh. Xét nghiém: hemoglobin, tiéu cau, creatinine, natri, kali,
lactate dehydrogenase (LDH), haptoglobin, protein trong nuéc tiéu, can ling nude tiéu. Cac CLS: Soi day mét, ECG.
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LAM TOI UU

Cac can 1am sang khac c6 thé can va chi dinh tily theo biéu hién va diu chimg Iam sang va co thé can thiét trong tinh
huéng: Troponin (dau nguc), X-quang nguc (Sung huyét/qua tai dich), siéu &m tim qua thanh nguc (cAu triic va chiic nang
tim), CT / Nao MRI (xuat huyét ndo/dot quy), CT mach mau nguc/bung (bénh dong mach chu cap tinh). Nguyén nhan thir
phat c6 thé duoc tim thdy & 20-40% bénh nhén biéu hién ting huyét ap ac tinh[*8 va chan doan thich hop dé xdc dinh
hodc logi trir cac dang thtr phat dugce chi dinh.

Tests chan doan va quan 1y diéu tri cAp tinh

o Muc tiéu chung diéu trj bénh nhan c6 tinh trang tang huyét 4p cap ctru Ia kiém soat giam HA xudng mic an
toan hon dé ngin ngira hoic han ché tén thuong hon nira do tang huyét ap trong khi tranh tut huyet ap va cac
bién ching lién quan. Thiéu dir liéu thir nghiém kiém soat ngau nhién dé cung cap huéng dan diém cit rd
rang vé cac muc tiéu va thoi gian can dat duoc. Hau hét cac khuyén céo duoc dya trén sy dong thuan cua
chuyén gia. Loai HMOD cap tinh 1a yéu té chinh quyét dinh lva chon diéu tri pht hop.

o Thoi gian va mac do giam HA phu thudc rat nhiéu vao béi canh 1am sang. Vi du, pht phdi cip va boc tach
dong mach chu doi hoi phai giam HA nhanh chong, trong khi d6 mir¢c HA du6i 220/120 mmHg thuong duoc
dung nap trong dot quy thleu maéu cuc bo cap tinh trong mot khoang thoi gian nhat dinh. Bang 12 cung cap
téng quan chung vé cac méc thoi gian va cac muc tiéu HA ciing nhu cac lya chon thudc ha huyét ap ua thich
véi hau hét cac biéu hién 1am sang pho bién.

o Su sdn cd cua thudc va kinh nghiém y té tai chd vsi ting loai thudc ¢6 kha ning anh huéng dén viéc lya
chon thuoc Labetol va nicardipine thuong an toan de su dung trong tat ca cac truong hop ting huyét ap va
nén c6 san & bat cir noi nao ting huyet ap Cap ciru can dugc diéu tri. Nitroglycerine va nitroprusside dac biét
htru ich trong truong hop tang huyét 4p cap ciu gom tim va dong mach chu.

Biéu hién 1am sang Thei gian va muc tiéu | Piéu tridautay | Diéu tri thay thé

Ting huyét 4p 4c tinh c6

IS T < Vai gio, MAP -20% Labetalol Nitroprusside
hoac khong TMA hogc suy dén 25% Nircardipine Urapidil
than cap

" ~ < Ngay lap tac, MAP - Labetalol Nitroprusside
SO (O ERE A 20% dén 25% Nircardipine
I I EO e Labetalol Nitroprusside

va HTTthu > 220mmHg hoac 1 gio, MAP — 15%
HTTtruong > 120 mmHg
Dot quy, thiéu mau ndo cap

c6 chi dinh tiéu soi huyét va 1 gio, MAP — 15% Labetalol Nitroprusside

Nircardipine

HTTthu > 185mmHg hoac Nircardipine
HTTtruong > 110 mmHg
Dot quy xuat huyét ndo va Ngay lap tuc, 130 < Labetalol Urapidil
HTTthu > 180mmHg HTTthu < 180mmHg Nircardipine P
Bién c6 mach vanh cap Ngay Ii‘%‘x;nﬁl_lgﬁhu < Nli_r?:gfé?:n%e Urapidil
A s Nitroprusside hoac S
Phu phéi cap do tim Ngay Ifggljrﬁ;nﬁgﬂhu < Nitrogllycgfine (voi Uraplctiiléu(;/ol lof
oi tiéu)
Ngay lap tac, HT Tthu < Esmolol va
Bénh déng mach chii cAp 120mmHg va Nitroprusside hoac Labetalol hoac
: : : HTTtruong < 60 Nitroglycerine hoac metoprolol
mmHg Nicardipine
Ngay lap tac, HT Tthu < <
San giat va tién san giat 160mmHg va h?g::g:g:nzosg
nghiém trong/HELLP HTTtruong < 105 .
mmHg Magnesium sulphate

, ] Bang 12: Ting huyét &p cap ciru cin ha &p ngay lap tirc
Tinh huong cu thé
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Téang phan wng giao cam: Néu ngd doc voi amphetamine, thudc kich thich giao cdm hodc cocain bi nghi ngo 1a nguyén
nhan cua ting huyét ap cip ctru, nén sir dung thude benzodiazepin trude khi diéu tri ha huyét ap cu thé. Phentolamine,
mot chat e ché canh tranh thy thé alpha va clonidine, mét chat d6i giao cam trung wong voi cac dac tinh an than thém
Va0 rét hitu ich néu can thém diéu tri ha huyét ap. Nicardipine va nitroprusside 13 nhiing liwa chon thay thé phu hop.
U tily thwong than: kich thich giao cam lién quan dén u tity thuong than dap tmg tot vai phentolamine. Thudc chen beta
chi nén duoc str dung khi thude chen alpha da dugc dung dé tranh gay nang hon ting huyét ap. Urapidil va nitroprusside
1a nhitng lya chon bo sung phit hop.
Tién san gidt/san giat: xem phan 10.3 'Tang huyét ap trong thai ky'.
Theo doi
Bénh nhan da trai qua tang huyét ap cap ciru tang nguy co méc bénh tim mach va than!?*13%, Thyc hi¢n CLS ki ludng tim
Cc4c nguyén nhan tiém an va danh gia vé HMOD 1a bat budc dé tranh cac dot tai phat tang huyet ap cap ciru. Tuong tu,
diéu chinh va don gian hoa diéu tri ting huyet ap két hop voi 10i khuyén dé diéu chinh 16i séng s& gitp cai thién sy tuan
thi1 va kiém soat HA 1au dai. Nén theo ddi déu dan va thuong xuyén (hang thang) cho dén khi dat dugc HA dich va hoi
phuc ly tuong cia HMOD.

10.5. Dan tdc, chiing tdc va ting huyét ap

Ti I¢ hign hanh ting HA,dicu trj va ty I¢ kiém soét ting HA thay d6i déang keé tly theo dan toc. Su khéac biét nay chu yéu la
do sy khac biét di truyen, nhung 10i song va tinh trang kinh t€ xa hdi c6 the the hién qua cac hanh vi suc khoe, chang han
nhu ché d6 an uong — cho thay la yéu to6 gép phan chinh

Dién goc Phi

e Dansbda den, du cu tra ¢ Chéu Phi, Caribbean, Hoa Ky hay Chau Au, bi tang huyét ap va ton thuong co quan
dich & d6 tudi tré hon, co tan suat cao hon vé khang tri va ting huyét ap vao ban dém, va nguy co mic bénh than
cao hon!*¥, @6t quy ndo, suy tim va tir vong!*®?, so v4i cac nhom dan tdc khac.

e Nguy co tim mach cao hon c6 thé 1a do sy khac biét vé sinh Iy bao gdm trc ché hé RAAIB134 thay d6i xur 1y natri
than "], tang phan tmg tim mach™*® va 3o hoa mach méau s6m (cting dong mach 16n)*7.

e Diéu tri tang huyet ap:

o Bt cr noi nao c6 thé, nén kiém tra ting huyét ap hang nim cho ngudi lon tir 18 tudi tro 1én.

o Thay dbi 161 sdng nén tap trung bd sung vao viée han ché mudi, ting lugng rau va trai cay (luong kali),
kiém soat can nang va giam lugng ruou.

o Diéu tri dugc 1y dau tay duge khuyén céo 1a mot vién thude két hop bao gdm thude loi tiéu giéng thiazide
v6i CCB hodc CCB v6i ARB (xem Phan 8 va 12) [71.138],

o Trong s6 cac thudc e ché hé RA, ARB c6 thé dugc wu tién vi phtt mach c6 kha ning xdy ra gip ba lan
v6i thude e ché men chuyén ¢ bénh nhan da den 139,

Déan so chau A

o Cacdic diém dan toc riéng biét duoc nhan ra ¢ dan s6 Pong A Bénh nhan ting huyét ap c6 kha ning nhay cam
v6i mudi cao hon kém theo béo ' phi nhe. Khi so sanh véi dan s6 phuong Tay, ngudi Dong A ¢o ty 18 dot quy cao
n&o hon (dac bigt la dot quy Xudt huyet) va suy tim khong do thiéu mau cuc bo [,

e Tang huyet ap budi sang va tang huyet ap vao ban dém™ ciing pho blen hon ¢ chau A, so véi dan sb chau Au.

e Danso Nam A ¢6 ngudn gbc tir tiéu luc dia An Do co nguy co cao méc cac bénh vé tim mach va chuyén héa, bao
gbm ca CAD va PTD type 2. V§i cac quan thé ting huyét ap 1on cu tra & An Do va Trung Qubc, cic thir nghiém
1am sang & cac quan thé nay duoc yéu cau dé dua ra 1i khuyén tiép can diéu tri hién tai c6 1y tuong hay
khongli4L142]

Piéu tri ting huyét ap:

1. Pong Nam A: Nén diéu tri chuan nhu duoc chi ra trong huéng din nay, cho dén khi c6 thém bang chimg
duoc dua ra %8,
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PHAN 11: SO LUQC PIEU TRI TANG HUYET AP (HYPERTENSION MANAGEMENT AT A GLANCE)

| Single office BP measurement*
|

[
Normal BP level
(<130/85mmHg)

1
Remeasure after 3years

(1year in those
with other risk factors)

* Use a validated upper
am-cuff device with

approprate cutt size for
the individual patient.

Evaluation

1
High-normal BP level
(130-139/85-89mmHg)
I

3

Hypertension BP level
(=140/90mmHg)

l Take 2 more readings — use the average of 243

2130/85mmHg

Remeasure in 2-3 office visits.
If possible confirm with home or ambulatory BP monitoring

I

Repeated office BP 2140/90 mmHg indicates hypertension,
particularly if home BP =135/85mmHg or 24h ambulatory BP =130/80 mmHg

History & Physical Exam

« Exclude drug-induced
hypertension

« Evaluate for organ damage

+ Assess total CV risk

« Search for symptoms/signs of
secondary hypertension

Treatment

Lab Tests Additional Tests

« Serum sodium, potassium & * If necessary for suspected
creatinine organ damage or secondary

« Lipid profile & glucose hypertension

* Urine dipstick

+ 12 lead ECG

Grade 1 Hypertension: Grade 2 Hypertension:

140-159/90-99mmHg 2160/100mmHg

1. Start lifestyle interventions
2. Start drug treatment in:
- High-risk patients (CVD,CKD,
diabetes, organ damage,
or aged 50-80 years)
- All others with persistent BP
elevation after 3—6 months of
lifestyle intervention

1. Start drug treatment immediately
2. Start lifestyle intervention

Lifestyle Interventions
+ Stop smoking

* Regular exercise

« Lose weight

+ Salt reduction

+ Healthy diet and drinks
* Lower alcohol intake

Drug Therapy Steps
Use any drugs available and include as many of those below as possible.
Consider monotherapy in low-risk grade 1 hypertension and in patients aged
>B0years or frail. Simplify regimen with once daily dosing and single pill
combinations.

Non-Black Patients

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

2. Increase to full dose

3. Add thiazide/thiazide-like diuretic

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

* No ACEVARB in women with or planning pregnancy

Black Patients

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

+ thiazide/thiazide-like diuretic

2. Increase to full dose

3. Add diuretic or ARB /ACEI!

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

Monitoring
Target Monitor Referral
* Reduce BP by at least 20/10 * BP control « If BP still uncontrolled, or other

mmHg, ideally to < 140/90 mmHg
* Individualize for elderly based on
frailty

(achieve target within 3 months)
* Adverse effects

issue, refer to care provider with
hypertension expertise

* Long-term adherence
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Diagnosis Oftice BP measurement
(3 readings - use the average of 2*-3")*
1
<130/B5mmHg =130/85mmHg
Remeasure after 3years [Conftmwiﬁhomeaarnb\mwBPmonim
(1year in those 1 1
Wil othar ek fokory) Home BP <135/85mmHg Home BP 2135/85mmHg
or 24h ambulatory or 24 h ambulatory
BP <130/80mmig BP 2130/80mmHg
* Use a vaidatod automated upper am-cult 1 I
mm“‘mhhm r 1 I 1
Evaluation
History & Physical Exam Lab Tests Additional Tests
* Exclude drug-induced + Serum sodium, potassium & « If necessary for suspected
hypertension creatinine, uric acid organ damage or secondary
* Evaluate for organ damage * Lipid profie & glucose hypertension
+ Consider additional CV risk factors + Urine dipstick
* Assess total cardiovascular risk + 12 lead ECG
= Search for symptoms/signs of
secondary hypertension
» Check adhaerence
Treatment
Grade 1 Hypertension: Grade 2 Hypertension:
140~ 158/90~-98mmHg =180/100mmtig
1. Start lifestyle interventions 1. Start drug treatment immediately
2. Stan drug treatment: 2. Start ifestyle intervention
+ Immediately: In high-risk patients
(CVD, CKD, diabetes
or organ damage)
+ After 3—6 months of lifestyle
intervention: In low-modecate
risk patients with persistent BP
elevation
Lifestyle interventions Drug Therapy Steps
* Stop smoking Simplity regimen with once daily dosing and single pill combinations.
* Regular exercise Consider monotherapy in low-risk grade 1 hypertension
* Lose weight and in patients aged >80 years or frall
« Salt reduction
By e odriaag Non-Black Patients Black Patients
i w"""" “""““'s'd ntake 1. Low dose ACEIVARB* + DHP-CCB 1. Low dose ARB* + DHP-CCB or DHP-CCB
2. Increase to full dose + thiazide-iike diuretic
'mm“ 3, Add thiazide-like diuretic 2. Increase to full dose
4. Add spironolactone or, if not toler- 3. Add diuretic or ACEI/ARB
ated or contraindicated, amdoride, 4. Add spironolactone or, If not toler-
doxazosin, eplerenone, clonidine ated or contraindicated, amiloride,
or beta-blocker doxazosin, eplerenone, clonidine
or beta-blocker
* No ACEVARE in women with or planning pragnancy
Monitoring
Target Monitor Referral
» BP <130/80 mmHg * BP control « If BP still uncontrolied, or other
* Individualise for eiderly (achieve target within 3 months) issue, refer to care provider with
based on Irailty + Adverse effects hypertension expertise
+ Long-term adherence
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PHAN 12: TAI LIEU THAM KHAO

2018 European Society of Cardiology/European Society of Hypertension Guidelines (Williams B, Mancia G, Spiering W, et al. 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 and the European Society of Hypertension: The Task Force for the management of
arterial hypertension of the European Society of Cardiology and the European Society of Hypertension. J Hypertens 2018; 36: 1953—
2041). These comprehensive and evidence-based guidelines form a complete detailed resource.
2017 ACC/AHA/AAPA/ABC/ACPM/AGS/AphA/ASH/ASPC/NMA/PCNA Guidelines (Whelton PK, Carey RM, Aronow WS, et al. 2017
ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection, Evaluation, and Management
of High blood pressure in Adults: A Report of the American College of Cardiology/American Heart Association Task Force on Clinical
Practice Guidelines. Hypertension 2017; 71:e13--e115]. The Guidelines from the United States of America, which attracted much comment
on redefining hypertension, is very comprehensive and evidence-based, and largely in agreement with the 2018 European guidelines.
Weber MA, Poulter NR, Schutte AE, et al. Is it time to reappraise blood pressure thresholds and targets? Statement from the International
Society of Hypertension — a global perspective. Hypertension 2016; 68:266--268.
Clinical Practice Guidelines for the Management of Hypertension in the Community: A Statement by the American Society
of Hypertension and the International Society of Hypertension. [Weber MA, Schiffrin EL, White WB et al. The Journal of
Clinical Hypertension 2014; 16:14-26].
NICE Guideline: Hypertension in adults: diagnosis and management. Published: 28 August 2019. Available
at: www.nice.org.uk/quidance/ng136
The Japanese Society of Hypertension Guidelines for the Management of Hypertension (JSH 2019).Hypertens Res 2019; 42:1235—
1481. Available at: https://doi.org/10.1038/s41440-019-0284-9
2018 Chinese Guidelines for Prevention and Treatment of Hypertension — A report of the Revision Committee of Chinese Guidelines for
Prevention and Treatment of Hypertension. Liu LS, Wu ZS, Wang JG, Wang W. J Geriatr Cardiol 2019;16: 182--241.
Guidelines on the management of arterial hypertension and related comorbidities in Latin America Task Force of the Latin American
Society of Hypertension. J Hypertens 2017; 35:1529-1545.
2019 ESC/EAS Guidelines for the management of dyslipidaemias: lipid modification to reduce cardiovascular risk. Mach F, Baigent C,
Catapano AL et al. Eur Heart J 2020; 41:111-188 doi:10.1093/eurheartj/ehz455.
2019 ESC Guidelines on diabetes, pre-diabetes, and cardiovascular diseases developed in collaboration with the EASD: The Task Force
for diabetes, pre-diabetes, and cardiovascular diseases of the European Society of Cardiology (ESC) and the European Association for the
Study of Diabetes (EASD). Cosentino F, Peter J, Grant PJ, Aboyans V, et al. Eur Heart J 2020;41:255-323. Available
at: https://doi.org/10.1093/eurheartj/ehz486
The HOPE Asia Network contributes largely to evidence for this region: Kario K et al. HOPE Asia (Hypertension Cardiovascular
Qutcome Prevention and Evidence in Asia) Network. The HOPE Asia Network for “zero” cardiovascular events in Asia. J Clin
Hypertens 2018; 20:212--214.
World Health Organization, HEARTS Technical Package: [https://www.who.int/cardiovascular_diseases/hearts/en/]: The HEARTS
package contains free modules (in English, French, Spanish and Russian) on e.g. Healthy-lifestyle counselling; Risk based charts, but
particularly for Team-based care which is particularly relevant in low resource settings where task-sharing is highly relevant. Available
at: https://apps.who.int/iris/bitstream/handle/10665/260424/\WHO-NMH-NVI-18.4-
eng.pdf;jsessionid=7AC6EC215FEB390CBD93898B69C4705C?sequence=1
Cardiovascular Risk Scores: Several scoring systems are available. Some are based only on European populations, for example, SCORE.
1. SCORE:http://www.heartscore.org/en_GB/access The following scores also take ethnicity into account.
2.  QRISK2:https://grisk.org/2017/index.php
3. ASCVD:https://tools.acc.org/ldl/ascvd_risk_estimator/index.html#!/calulate/estimator/
World Heart Federation Roadmap to the Management and Control of Raised blood pressure provides guidance on achieving the target
of a relative reduction of the prevalence of raised blood pressure by 25% by 2025: https://www.world-heart-federation.org/cvd-
roadmaps/whf-global-roadmaps/hypertension/.
On the basis of this Roadmap, an Africa-specific roadmap was also developed: [Dzudie A, Rayner B, Ojji D, Schutte AE, et al. Roadmap to
achieve 25% hypertension control in Africa by 2025. Global Heart 2018; 13:45--59]

Listings of validated electronic blood pressure devices that were independently assessed for accuracy:

STRIDE BP:https://stridebp.org/

British and Irish Hypertension Society:https://bihsoc.org/bp-monitors/

German Hypertension Society:https://www.hochdruckliga.de/messgeraete-mit-pruefsiegel.html

Hypertension Canada:https://hypertension.ca/hypertension-and-you/managing-hypertension/measuring-blood-pressure/devices/
Japanese Society of Hypertension:http://www.jpnsh.jp/com_ac_wg1.html

Blood pressure management in pediatric populations:

Flynn JT, Kaelber DC, Baker-Smith CM, et al. Clinical practice guideline for screening and management of high blood pressure in
children and adolescents. Pediatrics 2017; 140: e20171904.


http://www.nice.org.uk/guidance/ng136
https://doi.org/10.1038/s41440-019-0284-9
https://doi.org/10.1093/eurheartj/ehz486
https://www.who.int/cardiovascular_diseases/hearts/en/
https://apps.who.int/iris/bitstream/handle/10665/260424/WHO-NMH-NVI-18.4-eng.pdf;jsessionid=7AC6EC215FEB390CBD93898B69C4705C?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/260424/WHO-NMH-NVI-18.4-eng.pdf;jsessionid=7AC6EC215FEB390CBD93898B69C4705C?sequence=1
http://www.heartscore.org/en_GB/access
https://qrisk.org/2017/index.php
https://tools.acc.org/ldl/ascvd_risk_estimator/index.html#!/calulate/estimator/
https://www.world-heart-federation.org/cvd-roadmaps/whf-global-roadmaps/hypertension/
https://www.world-heart-federation.org/cvd-roadmaps/whf-global-roadmaps/hypertension/
https://stridebp.org/
https://bihsoc.org/bp-monitors/
https://www.hochdruckliga.de/messgeraete-mit-pruefsiegel.html
https://hypertension.ca/hypertension-and-you/managing-hypertension/measuring-blood-pressure/devices/
http://www.jpnsh.jp/com_ac_wg1.html
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e  Lurbe E, Agabiti-Rosei E, Cruickshank JK, et al. 2016 European Society of Hypertension guidelines for the management of high blood
pressure in children and adolescents. J Hypertens 2016; 34:1887--1920.
e  XiB, Zong X, Kelishadi R, Hong YM, et al. Establishing international blood pressure references among non-overweight children and
adolescents aged 6 to 17 years. Circulation 2016; 133:398--408.
e DongY, MalJ, SongY, Dong B, et al. National blood pressure reference for Chinese Han children and adolescents aged 7 to 17
years. Hypertension 2017; 70:897--890.
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