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Frau S.G. 36 Jahr}

Zuweisung Vistaklinik
A Papillenddenbei Visusstorungemind nicht messbaren BD

Anamnese
A JL: Gesichtsfeldausfille links und Visusminderung rechts seit 2d
A SA: Gastronomin, 7Z80h/Woche
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A Papillenddenbei Visusstorungemind nicht messbaren BD

Anamnese
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Verlauf IMC
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Diagnostik
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Diagnostik

Septum 15.5mm

(Norm <9mm) LVMasse

125g/m2
(Norm <95gm2)
Hinterwand 15mm
(Norm <9mm)
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Diagnostik

TIS0.8 MI0.8  Niere KSBL TIS0.3 MI1.3
- mM3ss  34Hz
+254 RS .
; -
+ PSV -140 cmis P ONET
EDV -31.9cmis s
RI 0.77

o RS = l

57%
Dyn. Bereich 55 g

e~ W

-~

- ST

+ PSV 57.1cm/s
EDV 23.1 cm/s
RI 0.59
Lxa

BasalcortisqlRenirAldosteronrQuotient ,
freie Metanephrineund IGF1 normwertig

Zusammenfassung Somit duplexsonographisch kein Nachweis einer relevanten
Nierenarterienstenose/arteriellen Makroperfusionsstérung der Nieren
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Verlauf >

Therapie
AAmlodipin5mg 10-1
ABelocZokRet 50mg 10- ¥

ACarduraCR Ret 4mg-@-0 sysBD 166140mmHg
AEsidrex25mg 10-0 beschwerdefrei
Austritt nach Hause

ATriatec5mg 0-1
Wie welter?
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1965/1980

1854 Carl von
Vierordt

\Sphygmograph )
O i O O
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Definition ESC 2018 und ESH 2023

Table 3 Classification of office blood pressure® and definitions of hypertension grade” Table 9 Definitions of hypertension according to
office, ambulatory, and home blood pressure levels
Category Systolic (mmHg) Diastolic (mmHg)
Cate, SBP DBP
Optimal <120 and <80 anegary
(mmHg) (mmHg)
Normal 120-129 and/or 80-84
Office BP* >140 |andlor >90
High normal 130-139 and/or 85-89
Ambulatory BP
Grade 1 hypertension 140-159 and/or 90-99
Daytime (or awake) mean >135 and/or >85
Grade 2 hypertension 160-179 and/or 100-109 2
™~
Night-ti l >120 d/ =70
Grade 3 hypertension >180 and/or =110 E ight-time (or asleep) mean — andror —
o
(%)
Isolated systolic hypertension® >140 and <90 ® 24 h mean 2130 ancior 260
Home BP mean >135 and/or >85
BP = blood pressure; SBP = systolic blood pressure.
“BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.
®lsolated systolic hypertension is graded 1, 2, or 3 according to SBP values in the ranges indicated. BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood
The same classification is used for all ages from 16 years. pressure.

*Refers to conventional office BP rather than unattended office BP.
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Stadtspital Triemli

BESC/ESH 2018



ESC/ESH 2018
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BP measurement
® Wider use of out-of-office BP measurement with ABPM and/or HBPM, especially HBPM, as an option to confirm the diagnosis

of hypertension, detect white-coat and masked hypertension, and monitor BP control.

Less conservative treatment of BP in older and very old patients
e Lower BP thresholds and treatment targets for older patients, with emphasis on considerations of biological rather than
chronological age (i.e. the importance of frailty, independence, and the tolerability of treatment).

o Recommendation that treatment should never be denied or withdrawn on the basis of age, provided that treatment is tolerated.

A SPC treatment strategy to improve BP control

e Preferred use of two-drug combination therapy for the initial treatment of most people with hypertension.

e A single-pill treatment strategy for hypertension with the preferred use of SPC therapy for most patients.

e Simplified drug treatment algorithms with the preferred use of an ACE inhibitor or ARB, combined with a CCB and/or a

thiazide/thiazide-like diuretic, as the core treatment strategy for most patients, with beta-blockers used for specific indications.

New target ranges for BP in treated patients
® Target BP ranges for treated patients to better identify the recommended BP target and lower safety boundaries for treated BP,

according to a patient’s age and specific comorbidities.

Detecting poor adherence to drug therapy

e A strong emphasis on the importance of evaluating treatment adherence as a major cause of poor BP control.

A key role for nurses and pharmacists in the longer-term management of hypertension
e The important role of nurses and pharmacists in the education, support, and follow-up of treated hypertensive patients is

emphasized as part of the overall strategy to improve BP control.

@ESC/ESH 2018



Optimal BP Normal BP High-normal BP Hypertension

<120/80 120-129/80-84 130-139/85-89 =140/90
. Out-of-office BP
Consider ma_sked » measurement
hypertension (ABPM or HBPM) Use
either to
confirm
diagnosis
\J \J \J Repeated visits Out-of-office BP
for office BP —»  measurement

Repeat BP at least Repeat BP at least Repeat BP at least

every 5 years every 3 years annually measurement (ABPM or HBPM)

Indications for
ABPM or HEPM see Table 11

©ESC/ESH 2018

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

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

BD Messung

- Praxis, Heim, 24h BD, Ergometrie

Folgeschaden

- TTE, Nierenfunktion, Urinuntersuchung

Sekundare Ursachen

Home: take 2 readings with
1 min interval between and
use average®

Office: take 3 readings with il
1 min interval between
readings use average of the -~
last 29

Mid aortic syndrome

Coarctation of aorta
Renal parenchymal disease

Renovascular hypertension — Fibromuscular dysplasia

Renovascular hypertension — Atherosclerotic disease

1-12 yrs 13-18 yrs 19-40 yrs

Age

- Medikamente, OSAS (Screening), NAS, Hormone i masgeniedisores I Feishings sindone |
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Hypertension Other risk factors, BP (mmHg) grading
disease HMOD, CVD
staging or CKD High-normal Grade 1 Grade 2 Grade 3
SBP 130-139 SBP 140-159 SBP 160-179 SBP = 180
DBP 85-89 DBP 90-99 DBP 100-109 DBP =110
No other risk factors® Low risk Low risk Moderate risk
Stage 1 1 or 2 risk factors Low risk Moderate risk Mo
. Low to Mc
=3 risk factors fiodarate ftk
HMOD, CKD grade 3, Moderat = = P
ag64 or diabetes mellitus B i Ui v n ..1 e
- ' e - Pl o
Established CVD i s e iD=l =sn e i
Stage 3 d ery hig e : IERTEE RS S
or CKD grade 24 o\ =i b AL Mﬁ
<50 years 60-69 years 270 years F EEmesc s LQ A ’Ad;
<2.5% <5% <7.5% y
2510<7.5%  5to<10% 7.5to<i5%  Ccomplementary
risk estimation in Stage 1
B 5% >10% 215% with SCORE2/SCOR2-OP
ESH 2023
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Therapie
|

Aim for optimal BP control at least within 3 months

Stadt Ziirich ESH 2023

Stadtspital Triemli



Therapie

. —

Alkoholverzicht = bis 10% Abnahme KG = Salzrestriktion = bis zu Rauchverzicht =
zu 10mmHg Abnahme 10mmHg Abnahme 10mmHg Abnahme langfristig Abnahme
des Blutdrucks des Blutdrucks des Blutdrucks des Blutdrucks
Stadt Zurich

Stadtspital Triemli



Therapie ACEi of ARB

Prescribing patterns:

® Start with dual combination therapy
in most patients

@ Uptitrate to maximum well tolerated
doses and to triple therapy if needed

® Once daily (preferred in the morning)

e Add further drugs if needed
e Preferred use of SPCs at any step %

" BP
rm.Diuretic control CCBY|

Additional drug classes

General antihypertensive therapy:
e Steroidal MRA

® Loop Diuretic

e Alpha-1 Blocker

e Centrally acting agent

e Vasodilator

Special comorbidities:

® ARNiI BB«
e SGLT2i

e Non-Steroidal MRA

ESH 2023
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Prefer SPCs
at any step

Step 1
Dual combination

Start with Dual Combination
Therapy in most patients

J

) 4

ACEi or ARB + CCB or 1, Diuretic®
% Increase to full-dose if well tolerated

— up to ~ 60% controlled®

4

ACEIorARB-l-CCB-l-mDhneﬁc

ESH 2023




Kantanssita Aaras (G0 ) . KD 023.036
> spitalzofingen
Vergleichstabelle Version 02
Spitalpharmazie .
Telofon: 5369 ACE-Hemmer Gltig ab 02.12.2020
E-mail: spitalpharmazie.info@ksa.ch Seite 1 von 1
[ Erstellt: L. Fliickiger | Gepriift: F. Widmer [ Freigegeben: F. Widmer
Lisinopril Perindopril Ramipril Enalapril Quinapril Benazepril Cilazapril Fosinopril Captopril
(Zestril®) (Coversum N®) (Triatec®) (Reniten®) (Accupro®) (Cibacen®) (Inhibace®) (Fositen®) (Import)
KSA-Artikel / Generikum Ja/Ja Ja/Ja Ja/Ja Nein / Ja Nein / Nein Nein / Nein Nein / Nein kein Monopraparat | Nein/-—
Darreichungsform Tabl. Tabl. 5, 10 mg (-arginin/- | Tabl. 1.25, 2.5, 5, 10 mg Tabl. Tabl. 5,10,20mg | Tabl. 10, 20 mg Tabl. im Handel erhalt- Tabl. 25 mg (Import)
KSA-Artikel 5,10, 20, 30 mg tosilat); 2, 4, 8 mg (- 5,10, 20, 40 mg 1,2.,5,5mg lich
erbumin) *
Kombipréparate Hydrochlorothiazid Indapamid (Coversum N Hydrochlorothiazid, Hydrochlorothiazid, Hydrochlorothiazid Hydrochlorothiazid Hydrochlorothia- | Hydrochlorothiazid | -—-
KSA-Artikel (Zestoretic 20/12.5) Combi 5/1.25): Bisoprolal; Piretanid Lercanidipin zid (Fosinopril-HCT
Amlodipin (+Atorvastatin) Mepha)
Indikation (g Alle ACE-Hemmer sind zur Behandlung von essentieller Hypertonie und Herzinsuffizienz zugelassen. Die librigen zugelassenen Indikationen sind aufgrund der vorhandenen Studien unterschiedlich.

Zulassung) [1]

Kontraindikation [1]

MI, Mikroalbuminurie
bei Diabetikern

Stabile KHK, Sek.proph.
CVA (mit Indapamid)

MI, erhéhtes CV-Risiko,
glomer. Nephropathie

Renovaskulére
Hypertonie

Keine Ubrige Zulassungen

LVEF=<40% nach MI,
Nephrop. bei DM1#

Allergie gegen ACE-Hemmer, hereditéres oder idiopathisches Angiodem, Anurie (<100 ml/24h) [8], hdmodynamisch signifikante Nierenarterienstenose, Schwangerschaft, Komedikation mit Aliskiren bei Diabetes oder GFR
<60 ml/min, Komedikation mit Sartanen oder Sacubitril/Valsartan ;Entresto@’). Perindopril: GFR<30 ml/min, <18J, Cilazapril: <18J.

Warnhinweise [1,8]

Vor und nach Therapiebeginn Elektrolyte und Nierenfunktion kontrollieren, dann regelmassige Kontrolle. Altere Patienten, Patienten mit Niereninsuffizienz, arterieller Hypotonie, DM od. Hyperkalidmie benétigen engmaschigere
klinische und Laborkontrollen. Schwangerschaft/Stillzeit/Padiatrie: spezifische Literatur konsultieren. Wechsel zu/von Sacubitril/\Valsartan (Entresto®). 36h Einnahmepause (Risiko fiir Angioddem erhoht).

Dosierung [1]

morgens vor dem Essen.

hdheren Dosierung Aufteilung in 2x tgl. Gaben erwagen.

Dosierung [1], AHT: ID: 2.5-10 mg AHT: ID: 2.5-5 mg; AHT: ID: 1.25-2.5 mg, AHT/RHT: AHT: ID: 5-10 mg, AHT: ID: 5-10 mg, AHT: AHT: ID: 10 mg, AHT: ID: 50 mg 1-2 x
Initial (ID)-, Erhaltungs ErhD: 20 mg; ErhD: 5-10 mg; ErhD: 2.5-6 mg; ID: (2.5-)5(-20) mg; ErhD: 20-40 mg; ErhD: 10-20 mg; ID: 1-1.25 mg, ErhD: 10-40 mg; tgl; ErhD: 25-150 mg
(ErhD)- und Maximum HE: ID: 2.5 mg, ErhD: HE: ID: 2.5 mg; HE: ID: 1.25 mg; ErhD: 20 mg; HE: ID: 5 mg, HE: ID: 2.5 mg, ErhD: 2.5-5 mg; MDD: 40mg HE: ID: 2-3x 6.25-12.5
Daily Dose (MDD) 5-20 mg; ErhD: 2.5-5 mg; MI: ID: 2x (1.25-)2.5 mg; HE: ID: 2.5 mg, ErhD: 10-20 mg; ErhD: 5-20 mg; HE: ID: 0.5mg, mg; ErhD: 2-3x 25mg;
MI: 2.5-5 mg, KHK: ID: 2.5-5 mg; HE. MI: ErhD: 5-10 mg; ErhD: 20 mg; MDD: 40 mg MDD: 40 mg ErhD: 1-2.5(-5) MDD: 150 mg
ErhD: 10 mg; ErhD: 5-10 mg; CV-Risiko: ID: 2.5 mg, MDD: 40 mg mg;
Mikroalbuminurie: ID:10 | Sek.proph CVA: ID: 2.5 ErhD: 10 mg; MDD: 5 mg ACE-Hemmer der
mg, ErhD: 10-20 mg; mg, ErhD: 5 mg; Nephropathie: ID: 1.25 mg, Wahl fir sublinguale
MDD: 80 mg ErhD: 5 mg; MDD: 56 mg Gabe®.
Bemerkungen zur 1x tgl. 1x tgl., idealerweise Bei Hypertonie reicht meist eine 1x tgl. Gabe. Bei Herzinsuffizienz oder nach Herzinfarkt und einer 1x tgl. 1x tgl. 2-3x tgl.

(AHT: 1x tgl. moglich)

Dosisanpassungen(1]
Nierenfunktion [1,3]

Die Initialdosis muss wegen der Gefahr einer anfanglichen Hypotonie bei gleichzeitiger Diuretikatherapie, Volumen- oder Salzmangel, renovaskuléarer Hypertonie und eingeschrénkter Nierenfunktion reduziert werden. An-

schliessend soll die Dosis

der Blutdruckreaktion angepasst werden. Bei &lteren Patienten eine reduzierte |D erwé

gen.

GFR 10-30: ID: 2.5-5 GFR 15-60: ID: 2.5 mg!¥; GFR <20: ID: 1.25 mg, GFR 31-80: ID: 5-10 | GFR 30-60: ID: GFR <30: ID: 2.5-5 | GFR 10-40: ID: GFR <30nicht GFR <60: ID: 6.25 mg
mg; GFR<15: 1D:2.5 mg/48h®! mg, GFR 11-30: ID: max. 5 mg, mg, MDD HLI: 10 0.5 mg; MDD: indiziert wegen MDD 75 mg
GFR <10: ID: 2.5 mg; 2.5-5 mg; GFR =10: GFR 10-30: ID: mg 25mg Kombi mit HCT GFR <20: ID: 6.25 mg
MDD: 40 mg ID:2.5mg max. 2.5 mg MDD 25 mg

Leberinsuffizienz [1,6]

Niedrigste mogliche ID, anschliessend die Dosis der Blutdruck und UAW anpassen. Vorsichtige Dosisfindung aufgrund der hepatischen Metabolisierung und der méglichen RAAS-Aktivierung bei dekompensierter Leberzirrhose.
Cilazapril: MDD 0.5 mg, Ramipril: MDD 2.5 mg

Unerwiinschte Wir-
kungen [1,5

Interaktionen [1,7]

Héufig: Trockener Husten, (orthostatische) Hypotonie, Verschlechterung der Nierenfunktion, Hyperkalidmie, Angioddem, Schwindel, Kopfschmerzen, Midigkeit, Geschmacksstérungen, gastrointestinale Beschwerden, Pruri-

tus, Mundtrockenheit; Angina Eectoris, Thoraxschmerzen; Sehr selten: Blutbildverdnderungen

NSAIDs / COX-2 Hemmer: Reduzierte BD-Senkung; Nierenfunktion | (reversibel) bis zu Nierenversagen v.a. bei alteren Patienten, Fliissigkeitsmangel, Diuretikagabe -> Nierenfunktion (iberwachen; Antidiabetika: verstarkte
Blutzuckersenkung, Blutzuckerschwankungen; Allopurinol, Zytostatika, Inmunsuppressiva, Glukokortikoide: erhéhtes Risiko flr Blutbildveranderungen; Lithium: 7 Li-Blutspiegel, Dauer: mehrere Wochen -> Li-Spiegel Uberwa-

chen (!) und Dosisreduktion, Kalium, -sparende Diuretika, Trimethoprim, Ciclosporin, Tacrolimus, Heparin: 1Serumkalium. Duale Blockade des RAAS mit Sartanen od. Aliskiren (KI):

stérungen bis —versagen haufiger als unter Monotherapie. Sacubitril: Kontraindiziert da erhéhtes Angioddemrisiko

Hypotonie, Hyperkaliamie, Nierenfunktions-

Bioverfiigharkeit [15] | ~25% ~27%” —44%® ~60% [ —a8%™ [ —28%® [ =60%® [—27%® —60.75%

Metabolisierung %; Alle ACE-Hemmer mit Ausnahme von Captopril und Lisinopril werden als Prodrugs verabreicht.

durch [1,4,5] - 88-96%; Hydrolyse zu Extensiv, Hydrolyse zu akt. ~70%, Hydrolyse Extensiv, Hydroly- | Extensiv, Hydroly- | Extensiv, Hydro- | Ext., Hydrolyse 50-60%, v.a. als

akt./inakt. Metab.: akt. Perindoprilat und 5 Ramiprilat und inakt. Metab. | zum akt. Enalaprilat se zu akt. Quinal- se zu akt. Benaze- | lyse zum aktiven | zum akt. Fosinopri- | Disulfid

aktiver/inaktiver Meta- inakt. Metab. aprilat und inakt. prilat, Glucuron. zu | Cilazaprilat lat, Glucuron. zu

bolit Metab. inakt. Metab. inakt. Metab.

Ren. Elimination [4,5] | 100% 75%inkl. Metaboliten ~60% 40-61% 30-40%% 220%™ 53% " 44% >095%

Halbwertszeit [1,5] 12h 17h (freies); 25-120h 13-17h*™ 11h®, 35n™) (termi- 2h, 25h (terminale 3h, 22h (terminale 9hty 11.5h*™ 2h (freies); 7h (tota-

(totales ) nale t1/2) 1/2)™ t1/2)™ les)

Wirkeintritt /-Daueri4.s) | 1h/24h 1.5h / 24h 1-2h/ 24h ~1h / 12-24h 1h/12-24h 1-2h/ 24h 1-2h/8h (1x)-24h | 1h/24h <15min/Dos. abh 6-12h

|_Aquivalenzd 21 | 10mg | 5 mg (Arginin)* | 25mg ] 10mg | 10 mg | 10 mg | 25mg | 15 mg | 50 mg

™ Angaben beziehen sich auf den aktiven Metaboliten; * 1 Tabl. 4 mg Perindopril erbumin entspricht 1 Tabl 5 mg Perindopril arginin (verschiedene Salzformen)# ehemalige CH-Zulassung Begriffe: AHT: arterielle Hypertonie, CV: kardiovaskuldr, CVA: zerebrovasku-
lares Ereignis, HF: Herzinsuffizienz, MI: Myokardinfarkt, RAAS: Renin-Angiotensin-Aldosteron-System, RHT: renovaskulare Hypertonie, Sek. proph.: Sekundarprophylaxe

Quellen: [1] Kompendium Oniine, Zugriff 04.08.2020 / (2] Aquivalenzdosistabelle AGE-Hemmer ABDA, Online www.abda.de, Zugriff 04.08.2020 / [3] The Renal Drug Handbook, C. Ashley, A. Dunleavy, 4. Ausgabe 2014 / [4] Facts and Comparisons Online, Zugriff 04.08.2020 / [5] Micromedex (electronic version), Truven Health Analytics,
Fttn s mieremaraveniifinne ~am 7vnriff 0 N8 2090 | 18] Klinicrha ia rimd Tovibninnia | inarcitsteeni Brofil Aar “ fam o 171 Bracer ; : L'a Rriiria SN 18] SUIRE 301A 1101 intarna Anfranan.Matanhank

Racal AN

https://www.ksa.ch/sites/default/files/cms/spitalpharmazie/docs/ace hemmer vergleichstabsdialpharmazieksa.pdf
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https://www.ksa.ch/sites/default/files/cms/spitalpharmazie/docs/ace_hemmer_vergleichstabelle-spitalpharmazie-ksa.pdf

Ramorspral naro W Zpitalzofingen . e R
Vergleichstabelle Version o2
Spitalpharmazie o
Telefon: 5369 ACE-Hemmer Gltig ab 02.12.2020
E-mail: spitalpharmazie.info@ksa.ch Seite 1von1
| Erstellt: L. Fliickiger | Gepriiit: F. Widmer | Freigegeben: F. Widmer
Lisinopril Perindopril Ramipril Enalapril Quinapril Benazepril Cilazapril Fosinopril Captopril
(Zestril®) (Coversum N®) (Triatec®) (Reniten®) (Accupro®) (Cibacen®) (Inhibace®) (Fositen®) (Import)
KSA-Artikel / Generikum | Ja/Ja Ja/Ja Ja/Ja Nein / Ja Nein / Nein Nein / Nein Nein / Nein kein Monopréparat | Nein/-—
Darreichungsform Tabl. Tabl. 5, 10 mg (-arginin/- | Tabl. 1.25, 2.5, 5, 10 mg Tabl. Tabl. 5, 10,20 mg | Tabl. 10, 20 mg Tabl. im Handel erhalt- Tabl. 25 mg (/mport)
KSA-Artikel 5,10, 20, 30 mg tosilat); 2,4, 8 mg (- 5,10, 20, 40 mg 1,2.5,5mg lich
erbumin) *
Kombipraparate Hydrochlorothiazid Indapamid (Coversum N Hydrochlorothiazid, Hydrochlorothiazid, Hydrochlorothiazid Hydrochlorothiazid Hydrochlorothia- | Hydrochlorothiazid | -—
KSA-Artikel (Zestoretic 20/12.5) Combi 5/1.25); Bisoprolol; Piretanid Lercanidipin zid (Fosinopril-HCT

i)

Amlodipin (+Atorvastatin)

Mepha)

https://www.ksa.ch/sites/default/files/cms/spitalpharmazie/docs/ace hemmer vergleichstabspigalpharmazieksa.pdf

Stadt Ziirich
Stadtspital Triemli



https://www.ksa.ch/sites/default/files/cms/spitalpharmazie/docs/ace_hemmer_vergleichstabelle-spitalpharmazie-ksa.pdf

/ | el BD Systolic BP target Diastolic BP target

A A
150 - 100 -
140 — = 90 —
130 = 801
120 — - 70—
mmHg mmHg :
I
Most patients? Most patients?

Stadt Ziirich ESH 2023
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Recommendations and statements CoR LoE

Patients 65 to 79 years old

The recommended office threshold for initiation of drug treatment is 140/90 mmHgq.
The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered if treatment is
well tolerated.

Patients 280 years old
The recommended office SBP threshold for initiation of drug treatment is 160 mmHg. _ B
However, a lower SBP threshold in the 140 to 159 mmHg range may be considered. Il C
Office SBP should be lowered in the 140 to 150 mmHg range.
However, reduction of office SBP between 130 to 139 mmHg may be considered if ] B
well lolerated, albeit cautiously if DBP is already below 70 mmHg.

ESH 2023
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Additional recommendations?®

In frail patients, initiation of drug treatment and the treatment target for office SBP
and DBP should be individualized.

Initiation with monotherapy should be considered in patients with frailty and/or
advanced age.

‘ Do not actively aim to target office SBP below 120 mmHg or DBP below 70 mmHg
during drug treatment.

However, in patients with low office DBP, i.e. below 70 mmHg, SBP should be still

lowered, albeit cautiously, if on-treatment SBP is still well above target values

Reduction of treatment can be considered in patients age 80 years or older with a

low SBP (<120mmHag) or in the presence of severe orthostatic hypotension or a

high frailty level.

Withdrawal of BP-lowering drug treatment on the basis of age, even when patients
‘ attain an age of = 80 years, is not recommended, if treatment is well tolerated.

In older patients, treatment may start with lower doses and uptitration should be
slower.

The search for orthostatic hypotension in old patients should be systematic, even in
the absence of symptoms. Back titration or discontinuation of BP lowering drugs
should be considered in patients with orthostatic hypotension.

In old patients with hypertension there should always be an assessment of
functional/autonomy status including cognitive function.

In patients with reduced functional/autonomy status and/or dementia treatment
should be individualized.

?See also Table 21 above
ESH 2023
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Therapieresistenz

L Sodium and fluid retention ] ( Activation of SNS and RAAS j [ Impaired vascular function j

Apparent resistant hypertension
up to 10-20%

Confirm true resistant hypertension
ABPM or HBPM
Verify medication adherence
Exclude secondary hypertension

True resistant hypertension
- up to ~ 5%

Adapt and intensify lifestyle
[ interventions and drug treatment j

Consider to consult hypertension specialist
Stadt Ziirich in patients who are still not controlled
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C BP-lowering therapy in true resistant hypertension?® )

If eGFR =30 mI/min/1.73 m? If eGFR <30 mlI/min/1.73 m?
(not on dialysis)

Patients not controlled with Patients not controlled with
ACEi or ARB + CCB + 1, Diuretic® ACEi or ARB + CCB + Loop Diuretic®

) (

Add Add°
) Spironolactoned (preferred) I) Chlorthalidone (preferred)
or other MRA“ or other , Diuretic
or or
Il) BB® or Alpha1-blocker Il) BB or Alpha-1 Blocker
or or
Ill) Centrally acting agent lll) Centrally acting agent
or consider <
Renal Denervation
If eGFR >40 ml/min/1.73 m? y




Therapie RenalBenervation

'\jf\ Radiofrequency Renal Denervation Procedure

A Eugdetailliertere Suche
nachfobenziehen

=0

Stadt Ziirich
Stadtspital Triemli



CENTRAL ILLUSTRATION: Areas of Ongoing Research in the Field of Renal

Denervation
PATHOPHYSIOLOGY
Mechanisms of Renal Denervation-Induced BP Lowering

« Renal Efferent Neural Signaling

« Renal Afferent Signaling

« Potential Role of Inflammatory Pathways

« Drug Interactions

CV OUTCOMES EFFICACY
Expected Prospective Outcomes Results From New Renal
From Renal Denervation Trials Denervation Trials
Age Population ~ 65 Years Old (systolic/diastolic blood

pressure-lowering effect)
* SPYRAL HTN-OFF MED

« { Systolic Blood Pressure-10 mm Hg
* }~25% in Overall Cardiovascular Events

(-5.3/-4.8 mm Hg)
* {~20% in Coronary Artery Disease « SPYRAL HTN-ON MED
* $~25% in Stroke (-7.0/-4.3 mm Hg)
* {~30% in Heart Failure * RADIANCE-HTN SOLO
MONITORING (-7.0/-4.4 mm Hg)
Methods to Assess the Efficacy
of Renal Denervation

« Direct Neural Stimulation of Afferent Renal Nerves
("pressor” vs. “depressor” nerves)

« Indirect Testing via Reflex Responses
(mental stress, head-up tilt, lower body negative pressure, and isometric handgrip)

+ Passive Monitoring

(renal NE spillover, spontaneous renal sympathetic nerve traffic
detection, and pressure-flow monitoring)

Kiuchi, M.G. et al. J Am Coll Cardiol. 2019;73(23):3006-17.

Stadt Ziirich
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Catheter-Based Renal Denervation: 9-Year Follow-Up Data on Safety and Blood Pressure
Reduction in Patients With Resistant Hypertension

Gianni Sesa-Ashton, Janis M. Nolde, Ida Muente, Revathy Carnagarin, Rebecca Lee, Vaughan G. Macefield, Tye Dawood, Yusuke Sata,
Elisabeth A. Lambert, Gavin W. Lambert, Antony Walton, Marcio G. Kiuchi, Murray D. Esler and Markus P. Schlaich

Originally published 10 Feb 2023 | https://doi.org/10.1161/HYPERTENSIONAHA.122.20853 | Hypertension. 2023;80:811-819

Participants 499
. 150
B
=
+ 5140— ‘;
o
[]
. = 130+
66 RDN trial 9-years 2
s <
participants follow-up 120~
. 10" T T T T T T T T T
Research Questions P
N N N N N N N S S v
Is BP reduced long-term? ¢ ¢ ¥ & o ¥ v © 9
-4 BSL @ LTFU

Are there detrimental
effects on renal function?

Key Findings

BP significantly reduced
by -12.1/8.8 mmHg on
ABPM

eGFR (mL/min/1.73m?)

No evidence of detrimental
effects on eGFR

T 1 1 1 1 L] 1
Baseline  3MFU 6MFU 12MFU  24MFU 36MFU 108MFU

Conclusions: Blood Pressure is significantly reduced at nine year follow up

after renal denervation without adverse renal consequences



Neue TherapieAprocitentanPhase Il

Is aprocitentan, a dual endothelin antagonist, effective p
in lowering blood pressure in resistant hypertension? :nephic

change in office SBP from baseline to

antihypertensives (including diuretic) Sk Aand fror withdeawal 16 wedk 80

¥ ¥ 4 Europe, Asia, Australia

'6' = P Multicenter — N. America, %Cg Systolic BP 2 140/90 on 3 Primary end point: Least square mean

730 Part 1: 4 weeks 704 Part 2: 32 weeks 613 Part 3: 12 weeks withdrawal
Batierits & Double blind & e Single (patient) blind & W <& Doubleblind &

Placebo 4.36

& Placebo _11'H5 a g & mm Hg
. mm e ~ “a Aprocitentan _1 .47

g Aprocitentan —15.3 ) ) Q) 25mg OD mm Hg
All patients received N

:Q) 12'5mg oD mm g s  in SBP 4 weeks after withdrawal
N [ —3-8 mm Hg (—6-8 to —0-8, p=0-0042) ] Aprocitentan 25mg OD in placebo arm vs Aprocitentan:
5-8 mm Hg (3-7 to 7-9, p<0-:0001)
"" Aprocitentan -15.2
25mg OD il Adverse events:
; ) o [
[ -3:7 mm Hg (-6-7 to —0-8; p=0-0046) ] 6 Edema, fluid retention 2% ] 9% ] [ 18%

e R L T R R T e e R T N A TS I (oY ) Schlaich, et al. Dual endothelin antagonist aprocitentan
for resistant hypertension (PRECISION): a multicentre,

pressure at week 4 with a sustained effect at week 40 in resistant hypertension S | R T ST )
VA created by Sandhya Suresh W @sandyrvsdav Lancet 2022 Nov 4:50140-6736(22)02034-7
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Neue TherapieBaxdrostaPhase I

LSM Change (mm Hg)

Change from Baseline in Systolic Blood Pressure

Difference vs. placebo, =11.0 mm Hg
‘ (959 €1, -16.4 to -5.5)

Difference vs. placebo, -8.1 mm Hg
(95%Cl, -13.5 t -2.8)

Selective Inhibition of Aldosterone Synthase (CYP11B2)

[ Once daily for 12 wk ]
T ) o O] ) o ot
VAN AA

Baxdrostat

p CYP11B2

ADRENAL \\_\._ﬁ
|' GLAND J

Vil AP o NS Aldosterone

LSM Change (mm Hg)

0
_s5
154 -9.4
-12.1
_204
-17.5
25 P=0.003 vy
P<0.001
_30 T T T T
0.5 mg 1 mg 2mg
Placebo Baxdrostat

Stadt Zirich
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~&— Placebo

|
N
L=

1

Change in Systolic Blood Pressure over Time

Baxdrostat, —&— Baxdrostat, —%— Baxdrostat,
0.5 mg 1mg 2mg

Trial Day

Freeman MW et al N EngMed 2023

CONCLUSIONS
In adults with treatment-resistant hypertension, aldosterone

synthase inhibition with baxdrostat at a dose of 1 mg or
2 mg daily led to significantly greater reductions in systolic
blood pressure over 12 weeks than placebo.




Neue Therapi€ilbesirarPhase |

—

Week 24

% ; | (o data available)

= s I B D B CONCLUSIONS

S5 10 In patients with hypertension, the investigational RNA

gL -159 57 -5.4 interference therapeutic agent zilebesiran was associated

S E _20 - -10.8 RS :

=E 3 -12.5 93 with mild injection-site reactions and led to dose-depen-

E‘ -30 dent decreases in blood pressure that were sustained at 24
5 j;— 225 weeks of follow-up.

Placebo Zilebesiran, Zilebesiran, Zilebesiran,
200 mg (N=6) 400 mg (N=8) 800 mg (N=8)
DesalAS et al. N Engl J Med. 2023
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Verlauf >

Ambulante Weiterbetreuung:
Anpassung der Antihypertensiva bei UAW unter 24h BD Kontrolle

BD-Trend

Therapie
AEdarbyclos0/25mg| o>

AAmlodipin10mg Bk 50

bp

mmHg

: 5.5 mmHg/h @ 05:59
0- :00:21 : '09:44

18:00 20:00 22:00 00:00 02:00 04:00 06:00 08:00 10:00 12:00 14:00
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Verlauf
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Verlauf

L\A\Masse

125g/m2
(Norm <95gm?2)

Septum 15.5mm

Septum 10.9mm -
(Norm <9mm) ’ LV Masse

(Norm <9mm)
65.2g/m2
(Norm <95g/m2)

[

Hinterwand 15mm, 5
(Norm <9m) Hinterwand 7.5mi s

(Norm <9mm)
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A Ziel BD Werte: Praxis, Heim, 24h BD
A Anpassung bei geriatrischdrdil

A Lifestyle MafRnahmen immer vorausgesetzt
A Polypillvorziehen

A Therapieresistenz: Abklarung Adharenz (Urinanalyse),
Ausschluss sekundare Ursachen

A RDN in ausgewahlten Fallen

A Neue Antihypertensiva
A Aprocitentan Baxdrostat Zilbesiran
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Patient:j\Yes/limitaking
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