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AT hadaf saviyyalarinin hadlari

(ESC/ESH 2018)

0‘0

Age group Office SBP treatment target ranges (mmHg) Office DBP
treatment
targetrange
(mmHg)
Hypertension + Diabetes + CKD + CAD + Stroke”/TIA
18- 65 years Target to 130 Targetto 130 | Targetto <140to | Targetto 130 Target to 130 70-79
or lower if tolerated | or lower if tolerated 130 if tolerated or lower if tolerated | or lower if tolerated
Not <120 Not <120 Not <120 Not <120
65-79 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
>80 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
Office DBP 70-79 70-79 70-79 70-79 70-79
treatment
target range

(mmHg)




ofis AT-in hadaflari

oksar yetkin yasli hipertenziv pasientlarda O ”

A
150 —

140 -

130

120

mmHg

Systolic BP target

Most patients®

Diastolic BP target

4
100

ESH

90

80 —

70

mmHg

Most patients?

Target. Avwd.

2023 ESH Guidelines for the management of arterial hypertension The Task Force for the management of arterial hypertension of the European Society of Hypertension Endorsed by the

European Renal Association (ERA) and the International Society of Hypertension (ISH) Mancia G. Et al., Journal of Hypertension : June 21, 2023, doi: 10.1097/HJH.0000000000003480


https://journals.lww.com/jhypertension/fulltext/9900/2023_esh_guidelines_for_the_management_of_arterial.271.aspx

Bas AT daha da endirmak faydali  9g®
olarmi?

Yash kisinin AT-nin orta saviyyasi (Yanomamo Indian) 75 kq - 96/61mm c.siit, XS
orta saviyyasi- 3.1 mmol/l 2. ATu XS yasdan asili olaraq dayismir!
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SPRINT: Reqistrasiya va taqib tactrbasi ”’

Skreninq <120 mm Hg <140 mm Hg

(N=14,692) O o
| EY G

Randomiza

(N=9,361)

N

Intensiv Standard
Mualica Mualica
(N=4,678) (N=4,683)

The SPRINT Research Group; N Engl J Med 2015; 373:2103-2116
DOI: 10.1056/NEJM0a1511939
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Sistolik AT dinamikasi

3 4
—e— Standard
Orta SAT —e— Intensive
o
¥ 136.2mmHg  Standard
E{, 538 8% 3 &
E 8-
a
o
o
o
S
« o
&
Orta SAT Int .
121.4 mm Hg ntensiv
(=]
19 1.8 1.8 18 1.8 18 18 1.8 1.8 1.9 Std Classes
23 27 2.8 2.8 238 28 28 238 238 3.0 IntClasses
T T T T T T
Q 1 2 Years 3 4 5
4683 4345 4222 4092 3897 3904 3115 1974 1000 274 Standard N
4678 4375 4231 4091 4029 3920 3204 2035 1048 286 Intensive N

SPRINT

The SPRINT Research Group; N Engl J Med 2015; 373:2103-2116
DOI: 10.1056/NEJM0a1511939



SPRINT: Birincili sonlug ”’

Kumulyativ tehluka

5] Hazard Ratio = 0.75 (95% CI: 0.64 to 0.89) SPRINT
N Standard
(319 hadisa)
Intensiv
E . (243 hadisa)
o o |
Tadgigat zamani (orta
‘§ . miisahida miiddati = 3.26 il)
HR=0.75 (95% C| Bir birincili sonlugun qorunma iigiin
NNT =61
° [ I T I I T
0 1 2 3 4 5

Std 4683 4437 4228 2829 Al
Int 4678 4436 4256 2900 779

The SPRINT Research Group; N Engl J Med 2015; 373:2103-2116
DOI: 10.1056/NEJM0a1511939



Birincili
sonluq
Biitiin Mi

Qeyri-Ml
KKS

Biitiin
insultlar

Biitiin UC

KV o6lim

SPRINT: Birincili sonluglar va onun komponentlari

Hadisa tezliyi ve tahlukalilik amsali

Hadiso

sayi
243

97

40

62

62

37

tezlik,
%lil
1.65
0.65
0.27
0.41

0.41

0.25

Hadiso

sayi
319

116

40

70

100

65

tezlik,
%lil
2.19
0.78
0.27
0.47

0.67

0.43

HR (95% ClI)

0.75 (0.64,
0.89)

0.83 (0.64,
1.09)

1.00 (0.64,
1.55)

0.89 (0.63,
1.25)

0.62 (0.45,
0.84)

0.57 (0.38,
0.85)

P
value
<0.001
0.19
0.99
0.50

0.002

0.005

Q’Q



wint  Alti pre-spesifik maraqli subgruplarda ”’

*Unadjusted for multiplicity

*Treatment by subgroup interaction

Subgroup HR P*

Overalll 0.75 (0.64,0.89) —m—
NoPriorCKD  0.70(0.56,0.87) 0.36 -
Prior CKD 0.82 (0.63,1.07) =
Age < 75 0.80 (0.64,1.00)  0.32 i
Age>75 _  067(051086) _ "
Female 084 (0.62,1.14)  0.45 =
Male ______ 072(059088 |
African—American 0.77 (0.55,1.06) 0.83 l
Non African—American  0.74 (0.61,0.90) u
NoPriorCVD  0.71(0.57,0.88)  0.39 m
Prior CVD 0.83 (0.62,1.09) i
SBP<132  0.70(0.51,095) 0.77 -
SBP > 145 0.83 (0.63,1.09) -

0.50

]

0.75 1.0 1.2
Hazard Ratio



BUitlin sabablardan olim

Kumulyativ Tahlika

Figure 2B: All-Cause Mortality Cumulative Hazards

Cumulative Hazarc

— Standard
- |ntensive

Hazard Ratio = 0.73 (95% CI: 0.60 to 0.90)

et

516

Standard
(210 6liim)

Intensiv
(155 6liim)

Tadgigat zamani (orta miisahida
miiddati = 3.26 il

Bir 6liimdan qorunma iigiin NNT = 90

3 4 5

268 788
wie 607




Miisahida zamani Ciddi arzuolunma%a

*Fatal va ya ciddi va davamli ( (04 H) hadisalor*

alilik, hospitalizasiyanin — 3
uzanmasi va ya ona talab va ya Istirakgilarin sayi (%)

ahamiyyatli tibbi hadisa sayilan Intensiv Standard HR (P Value)

hayati tahliikali hadisalar.
Biitiin CAH

1793(38.3) 1736 (37.1)

1.04 (0.25)

Spesifik soaraitlorle assosiasiya olunan CAH

Hypotenziya 110 (2.4) 66 (1.4) 1.67 (0.001)
Sinkope 107 (2.3) 80 (1.7) 1.33 (0.05) ]
105 (2.2) 110 (2.3) 0.95 (0.71)
Bradikardiya 87 (1.9) 73 (1.6) 1.19 (0.28)
Elektrolit abnormalligs 144 (3.1) 107 (2.3) 1.35 (0.020)
Kaskin béyrak zadslanmasi ve ya 1.66
SPRINT kaskin boyrak catismazligi 193(4.1) 117(2.5) (<0.001) )



AT-in standart va intensiv nazaratin ’ ’

muUqayisasi aparilan alamatdar

tadqiqatlarin xronologiyasi.

4

Pugh D, Gallacher PJ, Dhaun N. Management of Hypertension in Chronic Kidney Disease. Drugs. 2019 Mar;79(4):365-379. doi:

10.1007/s40265-019-1064-1. Erratum in: Drugs. 2020 Sep;80(13):1381. PMID: 30758803; PMCID: PMC6422950.

[m \ Gem \ /;PRNT )
Interventions: Target MAP 107 vs 92 mmig Interventions: DBP < 80 vs BP < 130/80 mmHg Interventions: SBP < 140 vs < 120 mmHg
Participants: eGFR 13-55 mLimin/1.73 m? with addition of CCB Participants: eGFR > 20 mi/minf1 73 m?, non-
Follow-up: 840 patients, mean 2 2 years Paeticipants: Proteinuria > 1 g/day. sGFR diabatic, slevated CVD nak
Results: Slowed @GFR decline in intensive group < 70 ml/min/1 73 m?, non-diabetic, on ACE: Follow-up. 9361 patients, median 3.3 years
only If baseline protesnuria > 1 g/day Foffow-yp: 335 patients, median 1.6 years Results: Decreased CVD and death in inftensive

) Results: No difference: in ime to ESRD group
\ & B & -4
1994 2002 2005 2010 2015

/AASK ) (Acooan \
Inferventions: MAP 102107 vs 97 mmHg Interventions: SBP < 140 vs < 120 mmHg [ Renoprotection ]
Participants: eGFR 20-65 mLimin/1.73 m?, non- Participants: T20M, eGFR > 60 mL/min/1.73 m?
diabetic Follow-up: 4733 patients, mean 4.7 years
Faflow-up: 1094 patients, minimum 3 years Results; No differanca In nsk of death from CVD, [Cavdlopmuwon J
Results: Slowed eGFR decline n iMonsive group but decreased rate of stroke in infensive group
ondy if baseting proteinuria > 1 glday

" & J



0’0

BLOOD PRESSURE TARGETS IN CKD G1-G5ND *ff

Target SBP <120mmHg

(Using Standardized Blood Pressure Measurement)

Independent of age, diabetic status, degree of albuminuria

SPRINT Less certain efficacy
" CKD subgroup (pre-specified) n=2646 CKD G4-5
Total cohort (n=9361) (GFR 20-<60ml/min, prof <1g/d) Low DBP
Diabetes
% B b 2
Outcomes \}. Outcomes \....v Potential for harm?
g Frailty
BP target BP target Not powered
<120mmHg <120mmHg for SU"Q’OUP Possibly lower target
Vs HR 0.75 HR 0.73 Vs HR 0.81 ° HRO0.72 ADPKD (target SBP
(0.64-0.89)  (0.60-0.90) (0.63-1.05) (0.53-0.99) 95-110mmHg)
<140mmHg <140mmHg >75years

HR 0.64 (0.43-0.96)

More incident CKD, more rapid loss of GFR but greater reduction in albuminuria seen in 727 > Bood Fretture mehagement n
intensive arm (SBP <120mmHg). Long term effects on clinical outcomes are not known, gbees not recening dialysis. KDIGO

Management of Blood Pressure in Chronic
Kidney Disease. Suppl to Ki 89 (2021) 99,

Meta-analyses including MDRD/ AASK suggest renoprotection with lower BP targets = s =

ADPKD = Autosomal dominant polycystic kidney disease



Dogrudanmi SAT intensiv endirilmasi Boyaklarin
zadalanmasina gatiib cixarir?

« Askarlamib ki, SPIRINT tadqiqatinda AT intensiv nazarat
albumin/kreatinin omsahi , anti-sitinaza-3-banzar protein 1
(anti-chitinase-3-like protein 1) vo uromodulin kimi boyrak
zdaddlonmoasi markerlorinin azalmasi ilo miisayat olunur.
Guman olunur Ki, patoloji proseslordon daha ¢ox, renal gan
axininda olan xos xassali dayisikiklor hGFS miusahids olunan

azalmaya cavabdeh ola bilor

Zhang WR, Craven TE, Malhotra R, Cheung AK, Chonchol M, Drawz P, et al. Kidney damage biomarkers and incident
chronic kidney disease during blood pressure reduction: a case-control study. Ann Intern Med. 2018;169:610-618.




AT hadoaf soviyyalorinin
hadlari (Esc/esH 2018)

Office SBP treatment target ranges (mmHg) Office DBP
3.1. Blood pressure targets 2020 treatment
Recommendation 3.1.1. We suggest that adults with CKD and high BP be treated with a target range
target systolic blood pressure (SBP) of less than 120 mm Hg using standardized office BP (mmHg)
H measurement (2B).
ypel -
18- 65 years Target to 130 Targetto 130 | Targetto <140to | Targetto 130 Target to 130 70-79
or lower if tolerated | or lower if tolerated 130 if tolerated or lower if tolerated | or lower if tolerated
Not <120 Not <120 Not <120 Not <120
65-79 years” Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
>80 yearsb Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
Office DBP 70-79 70-79 70-79 70-79 70-79
treatment
target range
(mmHg)

2018 ESC/ESH Guidelines for the management of arterial hypertension; European Heart Journal (2018) 00,1-98
doi:10.1093/eurheartj/ehy339




SPRINT naticalarinin
ABS-in yaslh ahalisina samil olunmasi

All U.S. Adults

16.8 Million

7.6% (7.0% - 8.3%)

Hypertension

20% (18.6% - 21.5%)

Treated Hypertension

Bross, AP ot al. ) Am Coll Cardiol. 2016; 67(5)463-72

16.7% (15.2% - 18.3%)

0’0



ogoar ABS-in butln uygun yasli ahalisinin arterial
tazyiginin intensiv malicasi tam hayata ’ ‘
kecirilsaydi har il: ‘

56,100 hipotenziya epizodu

34,400 sinkope epizodu
43,400 ciddi elektrolit

107,500 olum pozuntusu)

46.100 Urak 88,700 kaskin boyrak
’ o ELEIERINEN

catismazlig

—



https://www.ncbi.nlm.nih.gov/pubmed/28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bress%20AP%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Kramer%20H%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Khatib%20R%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Beddhu%20S%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cheung%20AK%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Hess%20R%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Bansal%20VK%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cao%20G%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Yee%20J%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Moran%20AE%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Durazo-Arvizu%20RA%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Muntner%20P%5bAuthor%5d&cauthor=true&cauthor_uid=28193605
https://www.ncbi.nlm.nih.gov/pubmed/?term=Cooper%20RS%5bAuthor%5d&cauthor=true&cauthor_uid=28193605

Qocalarda rahbar toévsiyalarda gdstarilan
SAT-in cari hadaflardan asagi endirmak
thIUkaIidirmi?

REDUCE YOUR RISK



80 yasindan yuxari pasientlarda AT
endirilmasina dair stuibutlar

Fayda yox Faydayox  Jaeyri-fatal insult JQeyri-fatal insult
Fatal hadisalara Fatal hadisalara
tasiri yox tasiri yox

Miilicanin faydali olmasinin aydin siibutlari yoxdur




0‘0
Hipertenziyanin baslanma yasi ve daha goca
yaslarda demensivya riski: The 90+ Stud

559 demensiya olmayan xasta 10 il muddatinda har 6 aydan bir
miiayina vo miisahidada olmusdur, === FEEsisis tinda
butovlikda 224 xastada demensiya inkisaf etmisdir (ortalama =2,8
yas). AH olmayanlarla migayisada AH 80 yasdan 89-adak
baslanan istirakcilarda demensiya riski az olmusdur (hazard
ratio = 0.58, P = .04). Hansi istirakcida ki, AH 90+ yasdan baslayib

risk daha az olub (hazard ratio = 0.37, P =.004)

0= —
Results

A total of 224 participants developed dementia during follow-up
(mean = 2.8 years). Compared with those without hypertension,
participants whose hypertension onset age was 80 to 89 years had
a lower dementia risk (hazard ratio = 0.58, P = .04) and participants
with an onset age of 90+ years had the lowest risk (hazard

ratio = 0.37, P =.004).

Discussion

Developing hypertension at older ages may protect against
dementia. Understanding the mechanisms for this lower risk is
Important for determining ways to prevent dementia in the very
elderly.

February 2017


http://www.alzheimersanddementia.com/issue/S1552-5260(16)X0015-5

Yasli adamlar Gi¢ln cictolik arterial taziqin Q”
tovsiya olunan hadaf saviyyalori

180

SHEP HYVET

170

160
150
ﬁ SPRINT

140 \“i
130 JNC7 JNCS8

120 . ACC/AHA
110 mmmm llkin saviyys —1 Plasebo/ standart mmmm  Mialica/intensiv

100 1991 2003 2014 2015

Circulation. 2019;140:976-978. DOI: 10.1161/CIRCULATIONAHA.119.037872



AT hadaf saviyyalarinin hadlari (ESH 2023)

Yfice BP targets for drug treatment

Recommendations and statements

CoR

LoE

Patients 18 to 64 years old

The goal is to lower office BP to <130/80mmHg

Patients 65 to 79 years old

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 65 to 79 years old with ISH

The primary goal of treatment is to lower SBP in the 140 to
150 mmHg range.

However, a reduction of office SBP in the 130 to 139 mmHg
range may be considered if well tolerated, albeit cautiously if DBP
is already below 70 mmHg.

Patients 280 years old

Office BP should be lowered to a SBP in the 140 to 150 mmHg
range and to a DBP <80mmHg.

However, reduction of office SBP between 130 to 139 mmHg may
be considered if well tolerated, albeit cautiously if DBP is already
below 70 mmHg.

Additional safety recommendations

In frail patients, the treatment target for office SBP and DBP
should be individualised.

Do not 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 of can be consider in patient aged 80
years or older with a low SBP (< 120 mmHg) or in the presence
of severe orthostatic hypotension or a high frailty level

* 2023 ESH Guidelines for the management of
arterial hypertension The Task Force for the
management of arterial hypertension of the
European Society of Hypertension Endorsed
by the European Renal Association (ERA)
and the International Society of

Hypertension (ISH) Mancia G. Et al., Journal

of Hypertension : June 21, 2023, doi:

10.1097/HJH.0000000000003480

65- 79 yash pasiemtlarda:
Hadof mm c sut-dak
endirilmali, Lakin agar yaxsi
kecirilarsa offis SAT 130-139
mm c sut-dak endirilmasi
nazarda tutula bilar

ESH

280 yash pasiemtlarda:
Ofis SAT mm c sit-dak
endirilmali
Offis DAT< 80 mm c sut.

Lakin agar yaxs! kecirilarsa offis
SAT 130-139 mm c sut-dak
endirilmasi nazarda tutula bilar
amma,


https://journals.lww.com/jhypertension/fulltext/9900/2023_esh_guidelines_for_the_management_of_arterial.271.aspx
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Intensive vs Standard Blood Pressure Control ﬁ

and Cardiovascular Disease Outcomes in Adults Aged =75 Years :

A Randomized Clinical Trial _— —_—
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Systolic BP During Follow-up

e Delta SBP: 11.4 mmHg (95% CI: 10.8 to 11.9 mmHg)
P Standard-treatment
o FY AL A 134.8 mmHg
; N\ T M X . A 8N 1 9 = -
" - - 4ty $ ¥ % 95% CI (134.3, 135.)
& Intensive-treatment
] e oo 123.4 mmHg
¢ ma —% ~ : ~ 95% CI (123.0, 123.9)
¥ 20 1.8 18 1.8 1.8 18 1.8 19 20 2.1 Swndard Mods # Of CIasses Of
24 27 28 28 28 28 2.8 27 20 20 Intermive Mods antihypertensive
I T T T T T meds
o 1 2 Years a 4 5
= 37 @81 v it s e el o o S Weewhan # of
AGS 2016 Participants 18
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0’0

'SPT\?INT Cumulative Hazards for SPRINT Outcomes in Participants 75

and older
- ~
Primary Outcome All-Cause Mortality
0.3 ——  Standard-treatment 03 ~| —— standard-treatment
— Intensive-treatment m— Intensive-treatment
HR: 0.66 (95% CI: 0.66 to 0.85) HR: 0.67 (95% CI: 0.49 to 0.91)
NNT = 27 at 3.14 years ! NNT = 41 at 3,14 years
e} 0.2 - \ ¢ 3‘40/ =] 0.2 —
(! « !;
8 , °1 3
2 ‘ e 33%
i s 9
= 5
§ §
0 -
T T T T T | |\
0 1 2 3 4 5 5
N at risk Years N at riak Yoars
Standard-reatmant s 1310 1226 1144 664 1660 Standard-treatmant s 1310 1266 1201 738 188
INteNSVe-roatmant s 1317 1220 1167 708 160 Intensive-troatment s 1317 1268 1220 750 180

Primary outcome includes non-fatal myocardial infarction (Ml), acute coronary syndrome not resulting in Ml,
non-fatal stroke, non-fatal acute decompensated heart failure, and CVD death.

AGS 2016
Symposium

19



Cumulative Hazards for SPRINT Primary
Outcome by Gait Speed

WS Rt Praiiapon 81wt Vil

0.5 Gail Speed 0.8 m/s or greater 05 — Gait Speed=<0.8 m/s
s Standard-treatment = Standard-treatment
wIntensive-treatment ——|Intensive-treatment
0.4 04 —
§ ®
N 03 HR: 0.67 (95% CI: 0.47 to 0.94) H 03 - HR:0.63 (95% CI: 0.40 to 0.99)
b b
@ @
= =
© K
= 5
g 0.2 S 0.2
O ; (&)
01 01 ~
0 0 —
I I T T T | T 1 1 | T T
0 1 2 3 4 5 0 1 2 3 4 5
N at risk Years N at risk Yoars
Standard-treatment 893 842 798 464 14 Standard-treatment 369 334 303 180 aa
Intenslve-treatment 880 828 794 465 123 Intensive-treatment an 340 318 199 44
AGS 2016 21

Symposium



Serious Adverse Events, by treatment
group in SPRINT participants > 75 years

SAE
o

% of particpants expenencing at least one

| Intensive-treatment
B Standard-treatmeant

10%:

AGS 2016

24
Symposium
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Adverse Events by Frailty Status

Self-reported falls Injurious falls All-cause hospitalizations
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SPRINT-MIND Sub-Study:Mualica quruplari ."
arasinda demensiya ehtimali

Figure 2. Probable Dementia by Treatment Group
Trial and
Tril phase cohort phase Cohort phase
0.20+

& 0.154

&

o

E Standard treatment

g010~

o

L]

2

5 Intensive treatment

0051 Shaded regions indicate 95%
confidence intervals. Median
follow-up time was 514 years
04 . (interquartile range, 3.91-6.00) for
8 the intensive treatment group and
Follow-up, y 5,07 years (interquartile range,
No. at risk 387.5.98) for the standard treatment
Standard treatment 4285  A282 4168 3886 2820 2107 589 8/ 0 group, For group comparison of
Intensive treatment 4276 277 A17F 3917 4891 2189 1027 9 0 incidence, hazard ratio, 0.83; 95% C,

067104; P=10

The SPRINT MIND Investigators for the SPRINT Research Group, Williamson JD, Pajewski NM, et al. Effect of Intensive vs Standard Blood Pressure Control on
Probable Dementia: A Randomized Clinical Trial. JAMA. 2019;321(6):553. doi:10.1001/jama.2018.21442



Yash AHT xastalarda AT intensiv endirilmasinin
kardiovaskulyar va tahlikasizlik sonluglari

CENTRAL ILLUSTRATION: Intensive BP Lowering and Cardiovascular and
Safety Outcomes in Older Hypertensive Patients

Effects of Intensive BP-lowering in Older (= 65 Years) Hypertensive Patients

Faydah effektlor

N Bencficial effec...

Y

D y b
|

29% 33% 37% Qabul olunan Boyrok Ciddi yan Hipotenzia,
Bsas arzu 1 Urak AHT catismazhg tasirlor sinkope va
olunmaz olum catisma dormanlarin ehtimalinin ehtimalinin digor yan

KV zhg saymin artmasi artmasi tasirlor
hadisalor artmasi ehtimalinin

artmasi

Bavishi, C. et al. J Am Coll Cardiol. 2017;69(5):486-93.
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The NEW ENGLAND JOURNAL of MEDICINE ."

ORIGINAL ARTICLE

110-130 mmHg VS 130- 150 mmHg

Trial of Intensive Blood-Pres
in Older Patients with H
Arterial hipertenziyali qocalarda arterial
tadgigati

Coxmarkazli, randomiza olunmus, nazaratli tadqgiqat.

Pasientlar: 60-80 yaslarda hipertenziyasi olan Cinli

Magqsad: SAT 110-dan 130 mm-a gadar Hg (intensiv mualica) va ya
130-dan 150 mm-dan az Hg (standart mualica) endirilmasinin
muqgayisasi

9sas son noqtalar: infarkt, kaskin koronar sindrom (kaskin miokard
infarkti va geyri-stabil stenokardiya sesbabindan hospitalizasiya),
kaskin dekomponensasiyali trak catismazligi, koronar
revaskulyarizasiya, atrial fibrilyasiya, va ya KV sababdan 6lum.




STEP tadqigatinin dizaynt:

Randomizasiadan sonra start mualica: Olisartan 20 mq gliinda 1 dafa va ya
amlodipin 5-10 mq ginda 1 dafa

intensiv terapiya (n=4245): Standart terapiya (n=4268)
Hadaf SAT 110-130 mm Hg Hadaf SAT 130-150 mm Hg

ogor SAT tak

Terapiyan Sgar SAT vizitds <125 N '
davam <130 mm mm Hg, va ya Antihipertenziv
etdirmak Hg olarsa 2 ardicil vizitds darmanin dozasi va

<130 mm Hg ya sayi azaldilmal

olarsa

Dozani artir va ya avvallar Sgar SAT tak vizitda <150

tayin olunmayan
darmanlari alavea et ARB,
BB, KKB, Tiazid

Terapiyani

mm Hg, va ya 2 ardicil vizitda
davam etdirmak

<130 mm Hg olarsa

Dozani artir va ya avvallar tayin
olunmayan darmanlari alave et
ARB, BB, KKB, Tiazid

Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJM0a2111437



STEP tadgqiqgati: Birincili va ikincili sonluqlar %’

4 . . N
* Qarisiq asas KV hadisalar: ilk dofs bas veran insult (isemik va hemorrogok),

Kaskin koronar sindrom ( Mi, Qeyri-sabit stenokardiyaya gdra hospitalizasiya), Kaskin
dekompensa olunmus UC, Koronar revaskulyarizasiya (PKM va ya AKS), qulagciq
\_fibrilyasiyasi, KV sabablardan élum. y

[ ikincili naticalar:ilk dafs bas veran insult (isemik va hemorrogok), \

Kaskin koronar sindrom ( Mi, Qeyri-sabit stenokardiyaya géra hospitalizasiya),

Kaskin dekompensa olunmus UC,

» Koronar revaskulyarizasiya (PKM va ya AKS),

» qulagciq fibrilyasiyasi,

\* KV sabablardan 6liim va Biitiin sabablardan &lim -

-

7

J

* 9sas arzuolunmz kardiak sabablar: Kaskin koronar sindrom ( Mi, Qeyri-sabit
stenokardiyaya gora hospitalizasiya), Kaskin dekompensa olunmus UC, Koronar
revaskulyarizasiya (PKM va ya AKS, KV sabablardan 6lim.

Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJMo0a2111437



Sistolik arterial taziq (mm c.siit.)

Ofis SAT dinamikasi
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Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJM0a2111437
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Tadgigatin har iki golunda ofis DAT dinamikasi

Diastolic blood pressure (mmHg)
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Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJMo0a2111437



Birincili son noqtalara gora Kaplan-Meyer ayriliyi

Q‘Q

(ilk dafa bas veran insult (isemik va hemorrogok), Kaskin koronar sindrom ( Mi, Qeyri-sabit stenokardiyaya géra hospitalizasiya),

Kaskin dekompensa olunmus UC, Koronar revaskulyarizasiya (PKM va ya AKS), qulaqciq fibrilyasiyasi, KV sabablardan 61iim)
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intensive vs. standard biood pressure control among older hypertensive patients
As shown on this siide, the primary outcome, 8 composite of adverse cardiovascular events,

Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJMo0a2111437

FLDP-RU-NP-00047-DOC-09.2021



Ikincili

son ndqgtalar aid insidentlar

0
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No. at risk

Standard treatment 4268 4156 4095 4039
Intensive freatment 4243 4185 4127 4073

C Major adverse cardiac events (without stroke)

No. at risk

Standard reziment 4268 4167 4083 4034 3882 384 3715
Intensive treatment 4243 4178 4126 4062 4004 3897 3732 1282 ‘

Cumulative incidence
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Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJMo0a2111437



Ikincili naticaler:

0‘0

Insultun nisbi riski 33% 4,
(95% OM 0,47-0,97)

Kaskin koronar sindrom nisbi riski 33% J,
(95% Ou 0,47-0,97)

Tahlukasizlik va béyrak naticalarinin
giymatlandirilmasi

Quruplar arasinda farqg olmamis

3 Hipotenziya hallari intensiv terapiya qgolunda nisbatan cox
olmusdur: intensiv muialicada 3,4%- standartda-2,6% (p<0,03)




STEP tadqiqatininin subanalizi

Qutcome

Overall

Age
60-69
70-80

Sex
Men
Women
Systolic blood pressure
=138 mmHg
139-151 mmHg
2152 mmHg

Intensive treatment

147/4243 (3.5%)

98/3220 (3.0%)
49/1023 (4.7%)

75/1990 (3.8%)
72/2253 (3.2%)

43/1416 (3.0%)
58/1406 (4.1%)
46/1421 (3.2%)

Standard treatment
No. of patients (%) with primary outcomestotal no. (%)

196/4268 (4.6%)

130/3236 (4.0%)
66/1032 (6.4%)

104/1969 (5.3%)
92/2299 (4.0%)

61/1442 (4.2%)
63/1445 (4.3%)
72/1381 (5.2%)

Hazard ratio (95% CI)’

0.74 (0.60-0.92)

0.75 (0.58-0.98)
0.73 (0.50-1.05)

0.70 (0.52-0.94)
0.79 (0.58—1.07)

0.71 (0.48-1.04)
0.92 (0.65-1.32)
0.62 (0.43-0.89)

—_

revious diabetes
No
Yes

109/3443 (3.1%)
38/800 (4.8%)

146/3441 (4.2%)
50/827 (6.0%)

0.74 (0.57-0.94)
0.77 (0.50-1.17)

The 10-year Framingham risk
<15%
215%

Blood pressure management
App management
Usual management

39/1387 (2.8%)
88/2588 (3.4%)

85/2134 (4.0%)
62/2109 (2.9%)

41/1420 (2.9%)
130/2576 (5.1%)

111/2185 (5.1%)
85/2083 (4.1%)

0.96 (0.62-1.49)
0.66 (0.50-0.86)

0.77 (0.58-1.03)
0.71 (0.51-0.99)

]
-

T
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- e —
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AT hadaf saviyyalarinin hadlari (ESH 2023)

)fice BP targets for drug treatment

Recommendations and statements

CoR

LoE

Patients 18 to 64 years old

The goal is to lower office BP to <130/80mmHg

Patients 65 to 79 years old

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 65 to 79 years old with ISH

The primary goal of treatment is to lower SBP in the 140 to
150 mmHg range.

However, a reduction of office SBP in the 130 to 139 mmHg
range may be considered if well tolerated, albeit cautiously if DBP

is already below 70 mmHg.

Patients 280 years old
Office BP should be lowered to a SBP in the 140 to 150 mmHg
range and to a DBP <80mmHg.

However, reduction of office SBP between 130 to 139 mmHg may
be considered if well tolerated, albeit cautiously if DBP is already
below 70 mmHg.

Additional safety recommendations

In frail patients, the treatment target for office SBP and DBP
should be individualised.

Do not 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 of can be consider in patient aged 80
years or older with a low SBP (< 120 mmHg) or in the presence
of severe orthostatic hypotension or a high frailty level

* 2023 ESH Guidelines for the management of
arterial hypertension The Task Force for the
management of arterial hypertension of the
European Society of Hypertension Endorsed
by the European Renal Association (ERA)
and the International Society of
Hypertension (ISH) Mancia G. Et al., Journal
of Hypertension : June 21, 2023, doi:
10.1097/HJH.0000000000003480

ESH

L AN\

Offis DAT< 70 mm c sit. —dan
az ola bilmaz



https://journals.lww.com/jhypertension/fulltext/9900/2023_esh_guidelines_for_the_management_of_arterial.271.aspx
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Violume 137, Issue 2, 9 January 2018; Pages 134-143
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ORIGINAL RESEARCH ARTICLE

Influence of Baseline Diastolic Blood Pressure on Effects
of Intensive Compared With Standard Blood Pressure
Control

Editorial, see p 144

Srinivasan Beddhu, MD, Glenn M. Chertow, MD, Alfred K. Cheung, MD, William C.
Cushman, MD, Mahboob Rahman, MD, Tom Greene, PhD, Guo Wei, MS, Ruth C.
Campbell, MD, Margaret Conroy, MD, Barry |. Freedman, MD, William Haley, MD, Edward
Horwitz, MD, Dalane Kitzman, MD, James Lash, MD, Vasilios Papademetriou, MD,
Roberto Pisoni, MD, Erik Riessen, MD, Clive Rosendorff, MD, PhD, Suzanne G. Watnick,
MD, Jeffrey Whittle, MD, Paul K. Whelton, MB, MD, MS3c, and for the SPRINT Research
Group



Randamiza olunmus SAT-a mudaxila golunda arasdirilan
hadisalar tezliyi ve bazal DAT-in kvintillari %"’

Naticealer:
SPRINT istirakgilarinda SAT intensiv sakilde asagi salinmasi DAT va
OAT-in shamiyyatli deraceds azalmasina gatirib ¢cixard. ilkin olaragq
DAT-nin asagi olan istirakgilarda asas urak-damar hadisalerinin daha
yuksak saviyyads olmasina baxmayaraq, SAT-nin asagi salinmasi

bazal DAT butun spektrinds, hatta bazal DAT-nin an asagi kvintilinda
olanlar arasinda bels faydali olmusdur. DAT-nin asagi saviyyasi, an azi
burada arasdirilan diapozonda, hipertenziyanin intensiv mualicasina
manea olmamalidir

Conclusions

Intensive SBP lowering in SPRINT participants led to substantial reductions in
DBP and MAP. Although participants with lower DBP at baseline experienced
higher rates of major cardiovascular events, SBP lowering appears beneficial
across the spectrum of baseline DBP, even among those in the lowest quintile of
DBP at baseline. Low levels of DBP, at least within the ranges examined here,
should not be an impediment to intensive treatment of hypertension

e

v Srinivasan Beddhu. Circulation. Influence of Baseline Diastolic Blood Pressure on Effects of Intensive Compared With
Standard Blood Pressure Control, Volume: 137, Issue: 2, Pages: 134-143, DOI:
(10.1161/CIRCULATIONAHA.117.030848)



Randomizasiyadan 3 ay sonra DAT <60 mm Hg
va >60 mmHg olan xastalards tahltkasizlik

amsali (STEP tadqigati) .”

Intensive Treatment Standard Treatment
Patients with event/total Patients with event/total  Hazard ratio
patients, no. (%0) patients, no. (%) (95% CI)’

At 3 months post-randomization

DBP < 60 mm Hg 5/146 (3.4%) 5/109 (4.6%) 0.77(0.21-2.76)
PP> 60 mm Hg 88/2568 (3.4%) 1282058 (4.3%) 0.7 (0.50-1.02)
DBP < 60 mm Hg . .

4114 (3.5%) $/102 (4.9%) 0.60 (0.18-2.74)
and PP > 60 mm Hg

Abbreviations: CI, confidence mterval; DBP, diastolic blood pressure; PP, pulse pressure.

Zhang W, Zhang S, Deng Y, et al. N Engl J Med. 2021 Aug 30. doi: 10.1056/NEJMo0a2111437



Askarlanib ki, SAT har 5 mm c st
farmakoloju endirilmasi asas KV hadisalarin

5 : .
Pharmacological blood pressure lowering for primary and 10% azaldilmasi ils mlsayat olunur.
secondary prevention of cardiovascular disease across |
different |eVIe'S 12:'00*1 pressure: an individual BU faydali effekt UDX olub olmamasindan
rticipant-level data meta-analysis .
p; w ) 2 o8 asil deyil va yasli va cox qoca (84 yasdan
The Prezzine Lonserng Trestmnt Tnaety' Calladorctioe”
Data for 344 716 participants from 48 randomised yuXa r') pa5|entlara ds 3dMm il olunur.
clinical tria |1s'oo Cardiovascular disease No cardiovascular disease
4 /

F 30{ —— Comparator 4

a —— Intervention yTo 4

§ HR 0-89 (95% C1 0-86-0.92) HR 091 (95% C1 0.89-0-94)
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0 1 2 3 4 5 0 1 2 3 4 5
Niceibiratuie Follow-up (years) Follow-up (years)
Comparator 82657 77319 70312 54275 39443 11408 98840 91516 83271 71149 51516 26376
Intervention 73896 69344 62737 47188 33216 10003 87033 81226 73875 63798 45888 23604

Rahimi K,, and Collaborating Trialists:The Lancet 2021 3971625-1636DOI: (10.1016/S0140-6736(21)00590-0)






