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Table 3. Risk for Major Cardiovascular Events According to Age Group and Blood Pressure Category

Age <60y Age 60-79y Age =80y
[ 1T 10 1
Age-and  Multivariate- Age-and  Multivariate- Age-and  Multivariate-
Sex-Adjusted  Adjusted*® Sex-Adjusted  Adjusted*® Sex-Adjusted  Adjusted®
HR HR HR HR HR HR
JNC 7 Stage Events, %  (95% Cl) (95% Cl)  Events,%  (95% Cl) (95% Cl)  Events,%  {95% Cl) (95% ClI)
Major cardiovascular
events
Normal 0.7 1.0 1.0 29 1.0 1.0 95 1.0 1.0
Prehypertension 1.5 1.7(09-31) 1.7(0.8-3.1) 49 1.5(1.0-25) 140822 198 20(1.0-4.00 1.9(09-39
Stage 1 i 1.9(08-42) 18(0.8-39) 6.0 1.7{11-29) 15(0825) 203 19(1.0-40) 1.8(08-37)

Stage 2 or treated 3.0 3.1(1.6-68 29(1.5-5.5) 9.6 2.7(18-42) 21(1.4-3.3) 24.7 25(1.3-5.00 24(1.2-46)

SNV /7

Lloyd-Jones DM, Evans |C, Levy D. Hypertension in adults across the age spectrum: current outcomes and control in the community, JAMA, 2005;294(4):466-472,
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‘ Prefer SPCs Start with Dual Combination ?1:,,, T ::’ BP <150/95 mmHg.
t any st 4 highno g very high OV risk
at any step Therapy in most patients b gt .

i : P
Step 1 ACEi or ARB + CCB or 4y, Diuretic®
Dual combination Q Increase to full-dosa if well tolerated BBb
o~ <
o) \ = up to ~ 60% controlled p Can be used
VIENRHOYHOD as monotherapy
SPC: Single-pill combination - ~ or at any step
FDC: Fix-dose combination Step 2 ACEi or ARB + CCB + y, Diuretic of combination
Tiiple combination C  increase 1o fuldose if wel toierated therapy
g = up to ~90% controlled ©
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ESH 2023 -> XET 2 NGUWONG TUOI

TANG HUYET AP TAM YEU, NHIEU BENH
THU
KHAC NHAU NHIEU VE
KHONG CAN TRO MAT CHU’C NANG
GIUP HOAT BONG

Mancia, Kreutz et al. Journal of Hypertension 2023, 41:000-000 * NGH| KHOA HOC THU ONG MIEN NAM 2024
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5 Mean SBP and DBP according to age. The data was extracted from the National Health and Nutrition
(1) Pinto E. Bload pressure and ageing. LA ; "
Postgrad Med . 2007;:83(976):109-114 Examination Survey held in the USA between 2013 and 2014. Source: Centers fg HOU MGH) KHOA HOC THU NG HIEN NAM 2024
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Pulse pressure (PP) > 65mmHg could be an independent risk factor for CV event & death?)

BP Regulation
Age.y SBP DBP Physiopathology Main Risks Better BP Risk Marker Management
65-80 11 1 High PR and AS CV complications, High SBP Physical activities, a
cognitive decline ssess TOD and global CVR,
| medical 1t (SBP <140)
— 65-80 1 -] High AS CV complications, ¢ High SBP, PP, Physical activities, a
Isolated Systolic ognitive decline low DBP ssess TOD and global CVR,
z medical tt (SBP <140)
Hypertension (ISH) :
defined as SBP > 140 mmHg f| >80 11 o | High AS CV complications, High PP, low CGA, medical tt
with DBP < 90 mmHg falls DBP, OH (SBP <150 or SBP <140 according
functional status)
>80 — l e High AS and ¢ CV complications, Normal/low SBP, low DBP; CGA, deprescribing if SBP <130 or
omorbidities falls, loss of autonomy normal/high PP, OH OH, fight polypharmacy

AS indicates arterial stiffness; BP, blood pressure; CGA, Comprehensive Genatric Assessment; CV, cardiovascular; CVR, cardiovascular risk; DBP, diastolic
blood pressure; OH, orthostatic hypertension; PP, pulse pressure; PR, peripheral resistance; SBP, systolic blood pressure; TOD, target organ damage; and ft,

treatment.
sure and ageing Postgrad Med [, 2007 076):109-114. =
gement In Dlder and Frall Older Patlents Cire Res, 2019:1241043-1060. HOI NGH| KHOA HOC THU"O'NG MIEN NAM 2024
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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 mmHg.

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to|below 130/80mmHd can be considered if treatment is

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 mpnHg

range should be considered i albeit cautiously if DBP

is already|below 70 mmHg;

In dedicated RCTs in older patients with ISH, CCBs and Thiazide/Thiazide-like

diuretics have been mainly used. However| all other major drug classes can be

used, because of the frequent co-existence of compelling indications and the need

of combination therapy to control SBP.

Initiation of treatment with a two-drug combination jis also recommended in most

older patients with ISH, who are not frail.

Mancia, Kreutz et al. Journal of Hypertension 2023, 41:000-000 HO! MGH| KHOA HOC THU"G'NG MIEN NAM 2024
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n 8.264 1. 2.706 2.589 774
Mean baseline BP 160.9/97 .1 163 6/93 1 162.7/98.9 161.3/96.6 157.4/80.4
Overall Elderty Obesea Diabetes ISH
0 T )
-5 -a4.1
-10
=151 -14.3
B Systdlic BP
-16.6 =1l :
R Diast@lic BP
—204
—254
-25.5
—30 e
Elderly (> 65 ypars of age)

-31.0 =20
—32.2 -32.2 ISH, isolated sygtolic hypertension

Mean reduction in msSBP and msDBP, mmHg

-354
95% CI (LL, UL) Overall Elderly Obese Diabetes ISH

| mssep | -31.42, —3067 [[-32.32,. -31.07 ] -32.84, -31.57 | -31.01, -2064 || —-26.60. —24. 30
| msDBP | -16.79. 1634] —-14.96, —13.68JJ| —18.26. -17.50 | —-16.48. -15.67 — =

Assaad-Khalil et al. Vascular Healt! 1 Risk Ma nt2015:1171-78

<) NGUOI = 80 TUOI: HA PiCH

Recommendations and statements CoR LoE
Patients 280 years old

The recommended office SBP threshold for initiation of drug treatment is 160 mmHg. -T

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 mmHgange.

However, reduction of office SBP betweerf 130 to 139 mmHg mayJ)e considered if Il B

well tolerated, albeit cautiously if DBP is ajready below 70 mmHg.

Mancia, Kreutz et al. Jouwrnal of Hypertension 2023, 41:000-000
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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 monotherapylshould be considered in patients with frailty and/or

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 can be considered in patients age 80 years or older with a
low SBP (<120mmHg) 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 =2 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 fof orthostatic hypotension |n 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

P
should be individualized.

Mancia, Kreutz et al. Journal of Hypertension 2023, 41:000-000 '* NGH| KHOA HOC THU'G'NG MIEN NAM 2024 )
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TINH TRANG CHU’C NANG VA TU DONG

TABLE 21. Adapting BP-lowering strategles inpatients older than 80 years according to thelrfunctnonal/autonomy status (adapted from[38])

Characteristics i Slowed but autonomous for most activities Severely dependent
Diagnosis -ADL (Katz) >5/6 -Profile between Groups 1 and 3 -ADL (Katz) <2/6
and or
-absence of clinically significant -severe dementia (MMSE <10/30)
dementia (MMSE<20/30) or
and chronic bedridden
-routine walking activities or
-end of life
Therapeutic - Initiate drug treatment if office - Initiate drug treatment if office SBP =160mmHg - Priorize therapeutic strategies
strategy SBP =160 mmHg - However, a lower office SEP threshold in the 140 to 1589 mmHg according to cormorbidities and
- However, in most cases initiation range may be considered polypharmacy issues
of treatment in the 140 to 159 - Oftice SBP should be lowered in the 140 to 150 mmHg range - Consider treatment if office SBP
mmHg range maybe considered - However, reduction of office SBP between 130 to 139mmHg >160 mmHg
- Office SBP should be lowered in may be considered if well wolerated, albeit cautiously if office - Target treatment of office SBP to
the 140 to 150 mmHg range DBP is already below 70 mmHg a range of 140-150mmHg
- However, reduction of office SBP - Consider to start with monotherapy and titrate antihypertensive - Reduce treatment if office SBP is
between 130 to 139 mmHag may medication cautiously very low (<120 mmHg) or in
be considered if well tolerated, - Consider treatment reduction if office SBP is very low patients with orthostatic
albeit cautiously if DBP is already (<120 mmHg) or in patients with orthostatic h#io(ension lm)olension —
below 70 mmHg - Make a more detailed evaluation o - SPPB -C er factors and
- Consider to start with (mohbility), handarip (muscular force), mini-GDS scale medications decreasing BP

monotherapy (depression), and MNA-5F (nutritional status)

ADL [952]: Activities of Daily Living (Katz Index) scaled rated from O (completely dependent) to € (completely autonomous). This scale comprises & ADL: Bathing, Dressing, Toileting,
Transferring, Feeding and Continence. For each ADL ‘0' means that the person is unable to do it without assistance, 0.5 need of some assistance, 1 no need of any assistance.

MMSE [955]: Mini mental status evaluation. Score 0-30, 30 best, 0-10 severe dementia, 11-20 moderate dementia.

SPPB [95B]): Short Physical Performance Battery. Combined test including a balance test, a gait speed test and a S-time chair stand test. Each one of the 3 tests is scored from 0 10 4, 4
best. The total score is from 0 t0 12, 0-6 high risk of falls, 10-12 low risk of falls.

Mini GDS [957]: Geriatric depression scale. 4 questions score 0 to 4 (classically score 3-4 indicates a high risk of depression)

MNA-SF [958] Mini nutritional assessment shart form. Six items, score 0-14 (0-10 passible malnutrition, 14 best)

Mancia, Kreutz et al. Journal of Hypertension 2023, 41:000-000 .* NGH| KHOA HOC THUONG MIEN NAM 2028
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AHA SCIENTIFIC STATEMENT

Orthostatic Hypotension in Adults With
Hypertension: A Scientific Statement From the
American Heart Association

Stephen P. Juraschek, MD, PhD, Chair; Melissa M. Cortez, DO; John M. Flack, MD, MPH; Lama Ghazi, MD, PhD;
Rose Anne Kenny, MD; Mahboob Rahman, MD; Telisa Spikes, RN, PhD; Cyndya A Shibao, MD, MSC};
ltalo Biaggioni, MD, Vice Chair; on behalf of the American Heart Association Council an Hypertension

* Orthostatic hypotension (OH) prevalence increéses with ‘agt% and with disease burden.

* OH is estimated to affect *10% of adults 260 years“ Qf a“g_é\an{fd increases to 16% to 30% among adults
>65 years of age. === S

* Moreover, it affects 50% to 65% of institutionalized older adults and as manyas 10% of adults with

hypertension

Hypertension. 2024;81:216-e30. DOI: 10.1161/HYP.0O000000000000236 | '* NGH| KHOA HOC THU NG MIEN NAM 2024

Vi ,y::;\.a Trial (Reference) Participants, n Visits, n ‘ OR (95% C1) P Value |
(% "\) ("‘ A\ AASK (19) 090 4877 —et— 033(075-111) 043
NI ACCORD BP (20) % e —tal—— 098(077-4.25) 0.8
” ~ SPRINT (18) o s —— 089(080-0.98) OO
HA AP T lj’ T H E VA SP321) 85 1809 i 098(083-1.15) 082
s z UKPDS (9) 02 26 o — 096(073-125) 074
D I E U T Rl HA AP Primary znalysis: trials ‘
g " comparing 8P gouls (n =5) 18466 127882 & 093(086-0.99) 0030
New meta-analysis® HYVET 22) TR 074(056-0.39) 0.4

SHEP (23) 4681 89356 ' 0.97 (0.89-1.06) 0.54
* 18 466 participantswith 127 882 follow- SystoEur Q1) 4595 3939 —— 093(081-1.08) 037
. TOMHS (25) 897 13799 —ite—y 1.06(0.84-1.33) 0.54
up visits. :
Secondary analysis; BP goal and
* Intensive BP treatment |owered risk for placebo-controlled trials (n=9) 31043 275098 ‘.‘ 093 (0.89-0,98) 0.007
OH (odds ratio, 0.93 [95% Cl, 0.86 to P 0% 5 15 25
OR(95% CI)
0.99]).

Figure. Effects of BP treatment on risk for orthostatic hypotension, by study.

* Effects did not differ by |
prerandomization OH (P for interaction Conclusion: Intensive BP-lowering treatment decreases

=0.80). risk for OH. Before or in the setting of more intensive BP
treatment, OH should not be viewed as a reason to avoid
(1) Hypertension 2024;81:216-230. DOF -
10.1151/41P.0000000000000236 (2] A intern M. 2021 Jorwory or de-escalate treatment for hypertension.

174(1). 58-68. doi:10.7326/M20-4258.
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/o Higher Risk
rv'-' _:" o \"
X \ﬁﬁ'/ Class Examples Mechanism
HA AP TU THE ol [ e
% - o Ceontral alpha agonist Clonidine, guanfacine Adrenergic inhiition
VATHUOC HA AP e e i
| ] Vasodilating beta biockars Carvadiiol, (abetalol nabnolol Adrenargic inhibition
Beta blockers Atenolol lol, pr ol Adrenergic inhkiion
¢ Drugs thatimpair sympatheticnervous R Fikalias okt el
system are associated with OH. Nirales glycenn, § Vasodistion
3 i Phosphodiesterase inhibitors Sildenafil, tadalafil Vasodilation
* Most pts with essential HT can be treated
Nondihydropyridine calcium channel blockers Diltiazem, verapamil Adrenergic inhibition
with recommended first-line Loop diuretcs Furosemide, torsemide Hypovolemia
a ntihypertensive agents WithOUt Dihydropyridine calcium channel blockers (CCBJ* Amlodiping, nifedipine Vasodilation
Th i hiazide-type Chorthalidone, hydrochlorothiazide, indapamide Hypovolemia
exacerbation of OH. Potassium sparing diuretics Amilonide, triamterane Hypovolemia
* Removing antihypertensivescould worsen fdeitotons Dlodken Eplerancne, sprirclacions Dypeidiomia
. . A (ACE)" Lisinopril RAAS Inhibiion
symptoms and risk for OH. Thus, removing
Angiotansin receptor blockers (ARB)" Losartan, valsartan RAAS Inhibition
first-line antihypertensive agents should not
be an immediate response for patients with Lower Risk
hVPEI’tENSi onfound to have OH Figure 3. Relative ranking of hypertension classes according to risk of OH.

Hypertension. 2024,81:216-e30. DOk 10,163 Hikcoksnsaieaat L LU EL

% NGUOI CAO TUOI: CHON THUOC BON TRI

ACEi or ARB

* No evidence of more pronounced long-term benefits or harms of
any specific drug class |

* Any of the five major drug classes can Be us“(’e‘d

e’

T

* Older patients may be more susceptiblefto sicIJe"léffects associated

with BBs, mostimportantly fatigue or sl“eep,ir‘e‘l‘ated‘ll\disorders
| ,“‘ \‘ \“‘ ‘
* BBS SHOULD NOT BE A GENERAL FIRST CHOICE FOR TREATMENT

Mancia, Kreutz et al. Journal of Hypertension 2023, 41:000-000
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% NGUY CO NGUNG THUOC HA AP

38 placebo-controlled RCTs (147 788 patients)

Drug class | Trials | Standardized RR | P heterogeneity Absolute risk change 1000 pts/5 years

D 6 223 W <0003 43!,
BB 4 288 W |\ <0,001 55|
CA B - h ¥,

2.78

uoom
|

Central 1.74

Adapted from FIGURE 1. Changes in relative and absolute risk of treatment discontinuations for adverse events attributed to treatment (Adverse events) in placebo-controlled
randomized controlled trials. ACEI, angiotensin-converting enzyme inhibitors; ARB, angiotensin receptor blockers; BB, beta-blockers; CA, calcium antagonists; Central, centrally acting
drugs; D, diuretics; RR, risk ratio.

(1) Discontinuations for AEs attributed to different classes of antihypertensive drugs: meta-analyses of RCTs. Journal of Hyperoess
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7% ‘\VALSARTAN NHIEU BANG CHU'NG BAO VE
CHUOI BENH TIM MACH -THAN

1. VALUE 8. ONTARGET 17 VANEPHRON-D* % IDNT
60,000 e 2VALIANT 9. PROFESS 18, CHARM 1 ACTIVE® Titc
3 8% g cau truc —§’
% 3NAVIGATOR 1. TRANSCEND 19, SCOPE -: ;?;lr' FS Gian budng tim
21 4 ValHCFT ILHALT-PRD® 20, 5CAST* eIt \
- 50,000 S.VART* 12 LIFE 21 CASE] J1.0SCAR® Nhéi méu co tim
@ .VALISH® 13 OPTIMAAL 2. ACCOST 12 ORIENT Suy Tim
- WELTEN 23 HIJ-CREATE 1. M0SES
= 40,000 15 RENAAL . ECOST \
@ 16 NCTUOM 26, 1. PRESERVE Xorvira dgng mach
] Va phi dai that trai Suy tim
x 30,000 23,940 giai doan cubi
= 3 15,693 &
5 20,000 - P Yéu 18 nguy co Hon 50,000
2 Dai thao duong - 2 S
o Gao huyét i i bénh nhan T vong
10,000 »
Réi loan chu'c = x Bénh than
" nang ndi mac Vidom ni¢u Bamnipu giai dogn cubi
0 r - MARVAL DROP KVT
Valsartan ~ Telmisartan  Losartan  Candk MARVAL I VIVALDI

1. Julus et al Lancet2004;
4. Calffetal. AmH=art) 20031368

i 2.Pfefferctal N Engl l Med 2002;
32, 5. Viberti et al. Circulntion 2002,106.6

3-906: 3.Conn ctal NEng! ) Med 2601; 345:1667=75
3.6. Karalicdde etal Hyperension2003.51 1817-20, 7. Hollenberg et al )

L 5 ASH| KHOA HOC THU'G'NG MIEM NAM 2028

CAP NHAT CHAN DOAN VA BIEU TRI BENH LY NGUOI CAO TUOI




HOI NGH| KHOA HOC THU'ONG NIEN 2024
LIEN CHI HOI LAO KHOA TP. HO CHI MINH

VALUE

Vaksartan Amttyperiensios Leng-temm Use Evatistion tia

RCT, 15.245 BN tang huyét ap

-23%

WYALIANT

YALsamin In Acude myocadiel iINecTion sl

RCT, 14.703 BN sau nhoi mau co’ tim

-25%

VALSARTAN BAO VE TIM MACH

Val-HeFT

Valsarsen Heart Faiure Trial

RCT, 5.010 BN suy tim

- 44%

Pii thao dwirng T vongdo | T vong + bién cé

méi khéi phat moi nguyén nhén‘ tim mach

vs. amlodipine?! vs. gia dwocts vs. gia dwgc?3
% &

HO! NGH] KHOA HOC THU"G'NG MIEN NAM 2024

DROP Trial

VALSARTAN BAO VE THAN

The MicroAbutiings on With VALsartan KanagawaVakarsanTrial
RCT,391 BN dai thdo RCT,332 BN daithdo  RCT,885BNdai thao ROV 00> BN bénh th}:?::
dwong dwong dwong man tién tfl:gﬁ' tién chay

LOT ICH TREN THAN
DOC LAP VO'THA AP

= 3 3 mg/24h

vs. mircnén

Mirc bai tiét Cai thién UAER (- Mircbai tiét Bién cd trén than (gip
albumin niéu (UAER) 44%) hon vs. ‘protein niéu (UPER)  déi sCr hodc tién trién
vs. mirc nén! amlodipine (-8%) dit twong dwong ESRD) vs. thwong quy

ha ap twong dwong? telmisartan?® khong ARB*
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Tang huyét ap tam thu
Thuwdng khéi tri phéi hop thube ha ap, néu khéng yéu

65-79 tudi
HA dich < 130/80 mmHg néu dung nap
Phéi hop thudc néu khéng suy yéu, VD Valsartan/amlodipine
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> 80 tudi
HA dich 130- 139 mmHg néu dung nap. Nén don tri, VD Valsartan
Lwu y ha ap tw thé , Banh gia tinh trang chirc nang/ tw dong
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