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Cikar Catismasi

* Bu sunum kapsaminda herhangi bir ¢gikar
catismasi durumum yoktur.
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; Turkiye’de 1998’den 2010 yilina kadar HT 12 yilda %11.4 azaldl

‘ HT farkindaligi (%45’ten %58’e) %28 yukseldi.

2017 nufus dagilimina gore tahmini HT prevalansi %28.8
(15 928 567 yet|§k|n HT’li blrey)
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| Satman ve TURDEP-II Calisma Grubu, 2017



TURDEP-I: Diyabeti Olan ve Olmayan

Gruplarda Hipertansiyon

= DM yok
m DM var
80 74,3 74,8

70,
70 66,8
58 62,
60 58,3 :
48,1
50 44,9
41,6
40
32,
30
22,
20 T ’ [}
10
O — T T T T T T

20-24 25-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 65-69 70-74 75-79 80+
Yas gruplari

Prevalans (%)

| Satman ve TURDEP-II Calisma Grubu, 2017



TURDEP-II: Diyabeti Olan ve Olmayan

Gruplarda Hipertansiyon
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Diyabet + Hipertansiyon

TEHLIKELI IKILI

Hipertansiyon, Tip 2 diyabete en sik eslik eden
morbidite!...

« Aterosklerotik KV hastalik
(ASKVH), inme ve KKY

* Mikrovaskuler
komplikasyonlar (D. Nfp,
D. Rp) ve KBY icin major
risk faktoru

Diabetes Care 2018;41(Suppl. 1):S86-S104.



Diyabetlide Hipertansiyon: Diyabet

suresi, albuminuri, KV olay iligkisi

Tip 1 DM: HT ve DM suresi
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Diyabette Hipertansiyon Tedavisinin Yararlarl'\\’

« 27 RKC meta-analizi: Siki kan basinci
kontrolu (ort. 6/4.6 mmHg) azalma ile:
— Inme %36
— Total mortalite %27*

— Major kardiyovaskuler olaylar %25
azalir.

*Arch Intern Med 2005;165:1410-19
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Incidence per 1,000 person-years

Conventional

Intensive
Glucose control Blood pressure control

Stratton i wsp., UKPDS 75, Diabetologia, 2006; 49: 1761-1769

ADVANCE

blood glucose control + blood pressure control

Annual event rate (%)

Glucose arm BP arm

*RRR 18% (95% CI 1 to 32), p value=0.04
versus the group of standard and placebo

Zoungas i wsp., Diabetes Care, 3 Aug 2009




lal Of Freventing I/ Vpertension
Additional CV Risk Factors

# of Additional
risk factors

® g6%: 21

e 81%: =2
1°33%:24

Risk factors included:
Cholesterol

HDL

Overweight

Insulin

3 Glucose

_ Hematocrit
Number of Risk Factors Heart Rate

Oo B1 (O2 B 3 O 4 O 5+ Nesbitt S. Am J Hypertension 2005;18:980.

*HT hastalarinin %20’sinde, ozellikle kadinlarda beyaz onluk HT var.



Tanim: Klinikte normotansiyon, AKB izleminde hipertansiyon olmasit
Es anlamlilari: Beyaz onluk normotansiyon, reverse beyaz onluk HT,

Maskell Hipertansiyon

tanimlanmamis ambulatuvar HT

Nondiabetic
Cardiovascular events (%)

Diabetic
Cardiovascular events (%)

Untreated

"] MHT va NT: P=0.005
J M-HT va S1.HT: P=0.708

M-MT va S2.MT: P=0.023

Follow-up (years)

"] M-MT vs NT: Pe0.0091
J M-HT va ST-HT. P=0.26

M-HT vs S2HT. P=0.21
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"1 MHT vs NT: P=0.017
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MHT va S2.HT: Pe0.37
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"] M-MT vs NT. Pe0.92
J M-HT va S1HT: Pe0.82

M-HT vs S2.HT. PO0.11

M-HT:masked HTN
S1-HT: Stage1 HTN
S2-HT: Stage2 HTN
NT: Normotensive
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Franklin S Hyoertension 2013;61:964




Direncli Hipertansiyon

Tanim Hasta ozellikleri

« 23 antihipertansif ilac » Baslangictaki KB yuksek
kullanilmasina ragmen « fleri yas
KB'nin hedefe N hezite
ulasamamasi
. . e Asiri tuz kullanimi
» |deal olarak bir ilag
diuretik olmall * KBy
* Diyabet

« Tum ilaglar optimal dozda
kullaniimali



Direncli Hipertansiyon Nedenleri

Sik gorulen Seyrek rastlanan

« OSAS * Feokromositoma
* Renal parenkim hast e Cushing hast/sendr
* Primer aldosteronizm * Hiperparatiroidi
 Renal arter stenozu « Aort koarktasyonu

» Intrakraniyal timor



midnight

AKB ust Optimal Normal
sinirlari

Gunduz <130/80 <135/85 >140/90
Gece <115/65 <120/70 >125/75
24 saat <125/75 <130/80 >135/85




Ambulatuvar Kan Basinci lzlemi:

Klinik Kullanim

* Beyaz onluk HT kuskusu
» |laglara direncli HT

» |laclarla hipotansif semptomlar olmasi
* Nobetler tarzinda HT
« Otonom disfonksiyon



Diabetes mellitus

O BPa
SBP (mmHg) B Benefit
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Journal of Hypertension 2009, 27:2121-2158



Meta-analiz: Tip 2 Diyabette Sistolik Kan

Basincini 10 mmHg Dusurmenin Sonuglari )\ |
N

« SKB'nin dusurulmesi; tum nedenlere bagli mortalite,
KVH, KAH, inme, Rp ve albuminuri riskini azaltir. Fakat
KKY ve KBY riskini tum calismalarda dusurmez.

« SKB'nin dusurulmesi; yalnizca baslangic SKB 2140
mmHg olanlarda mortalite, KVH, KAH ve KKY riskini
dusurdr.

« SKB’nin dusurulmesi; baslangictaki KB'den bagimsiz
olarak tum calismalarda inme ve albuminuri riskini
dusurur.

« AntiHT tedavi ile ulasilan KB 2130 mmHg olan hastalards

(KB <130 mmHg olanlara gore) mortalite, KAH, KVH,
KKY ve albuminuride daha fazla azalma saglanir.

Emdin CA, et al. JAMA 2015;313:603-15



60+ yas Bireylerde Intensif KB Tedavisinin Yarar

ve Riskleri (Sistematik Derleme, Meta-analiz)

KB hedefinin <150/90 mmHg olmasi (9 ¢alisma: yuksek dereceli
kanit);

— Mortaliteyi (RR, %95 GA: 0.90, 0.83-0.98), Kardiyak olaylari (0.77,
0.68-0.89) ve Inmeleri (0.74, 0.65-0.84) azaltmistir.

KB hedefinin <140/85 mmHg olmasi (6 calisma: dusuk-orta
dereceli kanit);

— Kardiyak olaylari (0.82, 0.64-1.00) ve inmeleri (0.79, 0.59-0.99) sinirda
anlamlilik duzeyinde azaltmis;

— Olim oranlarini sayica (0.86, 0.69-1.06) azaltmistir

SKB hedefinin <120 mmHg olmasi (1 calisma: dlsuk-orta dereceli
kanit);

— Dusme ve kognitif bozukluklari artirmamis,

— Fakat hipotansiyon, senkop ve daha yuksek ilagc maliyetine sebep
olmustur.

DM hastalari da nonDM kadar KB dusurulmesinden yarar
gormustur (7 calisma).

Weiss J, et al. Ann Intern Med, 2017
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- ACCORD 40-79 yas T2DM, KVH/yuksek riskli, n=4733; Primer sonlanim (nonfatal Ml + non fatal inme + KV 6lum) farkh
degil,yogun tedavide inme riski %41 daha dusuk, yogun tedavide yan etkiler, kreatinin artigi, elektrolit dizensizligi daha fazla.

- ADVANCE: >54 yas, T2DM, KVH/yuksek riskli, n=11140; Standard thr. ek plasebo vs. perindopril/indapamid; yogun tedavi ile
primer sonlanim (major makrovas.+ mikrovas.KVH 6lim + herhangi 61im) riski daha dustk. 6 yillik izlemde 6lim hala az

- HOT: n=18790 katihmci (T2DM’li n=1501 kisi), KV yarar yok, DM grubunda yogun tedavi ile KVH riski daha dusuk.

- SPRINT: Diyabeti olmayan, n=9361; yogun thr ile primer sonlanim (Mi + AKS + inme + Kalp yetm + KVH 6liim) %25 daha az;
elektrolit duzensizligi ve akut bobrek yetm. daha fazla.

de Boer IH, et al. Diabetes&Hypertension ADA Position Statement. Diabetes Care 2017;40: 1273-84.




Hipertansiyon Tedavisinin KV Sonuglari: SPRINT vs. ACCORD

Qutcome

Nonfatal myocardial infarction
SPRINT
ACCORD trial
Combined

Stroke
SPRINT
ACCORD trial
Combined

'Heart failure
SPRINT
ACCORD trial
Combined

Primary outcome as defined
in each trial

SPRINT
ACCORD trial
Combined

[ Coronary
event

Event Rate per Year with Standard Treatment

percent

| I |
= | m .
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Stroke [ Heart [ Unexpected
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cardiovascular

death

[ Other

Risk Ratio {95% Cl)
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Figure 1. Outcomes Data from SPRINT and the ACCORD Trial and Combined Data from Both Trials.

In both the Systolic Blood Pressure Intervention Trial (SPRINT) and the Action to Control Cardiovascular Risk in Diabetes (ACCORD)
trial, the systolic blood-pressure target in the intensive-treatment group was less than 120 mm Hg, and the target in the standard-treat-
ment group was less than 140 mm Hg. The primary outcome in the/ ACCORD trial was nonfatal myocardial infarction, nonfatal stroke, or
death from cardiovascular causes. The primary outcome in/SPRINT also included acute coronary syndrome not resulting in myocardial
infarction and nonfatal episodes of heart failure. For the ACCORD trial only, death from cardiovascular causes included “unexpected
death presumed to be due to ischemic cardiovascular disease” and “presumed cardiovascular death,” which together accounted for 81
(69%) of the deaths from cardiovascular causes in that trial.




2017 ACC/AHA/AAPA/ABC/ACPM/AGS/
APhA/ASH/ASPC/NMA/PCNA

Yetigkinlerde Yuksek Kan Basincinin
Onlenmesi, Belirlenmesi, Degerlendirilmesi
ve Tedavisi Rehberi

© American College of Cardiology Foundation and American Heart Association, Inc.

z American
Fix "\ AMERICAN Heart
I COLLEGE of Association.

X"/ CARDIOLOGY



ACC/AHA-2017: Eriskinlerde Kan
Basinci Kategoriler

Sistolik KB | | Diyastolik KB

Normal <120 mmHg ve <80 mmHg
Yuksek KB 120-129 mmHg ve <80 mmHg
Hipertansiyon
Evre 1 HT  130-139 mmHg veya 80-89 mmHg
Evre 2 HT 2140 mmHg veya =290 mmHg

z American
AMERICAN Heart
& ) COLLEGE of Associatione.
wir—= CARDIOLOGY

life is why™



ADA-2018: Hipertansiyon ve KB kontroll;\’ y

1
\

Tarama ve tani

« KB her muayenede rutin olarak olculmeli

« KB 2140/90 mmHg olan hastada olgum farkli
nir gunde dogrulandiktan sonra HT tanisi
Kkonulmali (B)

« HT olan diyabet hastalari evde KB olgumu
yapmali (B)

Diabetes Care 2018;41(Suppl. 1):S86-104.



ADA-2018: Hipertansiyon ve KB kontrolb\’ ‘

J

Hedefler

« DM ve HT olan bireylerde KB hedefleri: SKB <140
mmHg, DKB <90 mmHg olmali (A)

« Bazi secilmis bireylerde (KV riski yuksek hastalarda)
daha dusuk KB (<130/80 mmHg) hedeflenebilir (C)

« Bilinen HT olan ve DM’li gebe kadinlarda KB
hedefleri: SKB 120-160, DKB 80-105 mmHg olmasi,
anne sagligini korumak ve fetal buyume geriligi

riskini dusurmek agisindan agisindan optimal kabul
edilmelidir (E)

Diabetes Care 2018;41(Suppl. 1):S86-104.



Hipertansiyon Rehberleri: Kan Basinci
Hedefleri

Kan Basinci Hedefi (mm HQ)

Rehber
<60 yas: <140/90
>60 yas: <150/90 <140/90 <140/90
ESH/ESC SAE <140/85 <140/90
Yasllar LSS0 (Proteiniiri varsa SKB <130)
¥ (<80 yas: SKB <140)
<140/90 <140/90 <140/90
SIS =80 yas: <150/90 (Proteinuri varsa <130/80)
<140/90
CHEP Yas >80 ise <150/90 <130/80 <140/90
ADA-2018 <140/90 <140/90 <140/90
AHA/ACC-
2017 <130/80 <130/80 <130/80

*KDIGO: Albuminuri yoksa £140/90 (albuminuiri 230 mg/24 st ise <130/80)

JNC: Joint National Committee, ASH: American Society of Hypertension, ISH: International Society of Hypertension, ESC: European Society of
Cardiology, ESH: European Society of Hypertension, AHA: American Heart Association, ACC: American College of Cardiology, CHEP: Canadian
Hypertension Education Program, DM: Diabetes mellitus, KBH: Kronik bébrek hastaligi, SKB: Sistolik kan basinci.



ABD’de JNC7'ye kiyasla ACC/AHA-2017 kilavtizy (¢
lle hipertansif birey sayisinda beklenen artis

>140/90 mmHg

>130/80 mmHg

Ek Farmakolojik Tedavi 2

0 20 40 60 80 100
® Milyon (yetiskin)



Hasta bakiminda;

» klinik stratejiler
 mudahaleler

« tedavi yontemleri ve
« tani testleri igin
oneri siniflamasi ve
kanit derecelerinin
uygulanmasi*

(Agistos-2015 guncellemesi)

AMERICAN
COLLEGE of
CARDIOLOGY

CLASS (STRENGTH) OF RECOMMENDATION

CLASS | (STRONG) Benefit >>> Risk

d phi

Suggested phrases for writing recommendations:
= |s reasonable
= Can be useful/effective/beneficial
= Comparative-Effectiveness Phrasest:
o Treatment/strategyA is probably recommended/indicated in
preference to treatment B
o |t is reasonable to choose treatment A
over treatment B

[ CLASS Ilb (WEAK) Benefit > Risk
~ Suggested phrases for writing recommendations:

= May/might be reasonable

CLASS Iz No Benefit (MODERATE)

(Generally, LOE A or B use only)

CLASS III: Harm (STRONG) Risk > Benefit

Benefit = Risk

LEVEL (QUALITY) OF EVIDENCE}

= Randomized or nonrandomized observational or registry
studies with limitations of design or execution

= Meta-analyses of such studies

= Physiological or mechanistic studies in human subjects

[ Lev

Consensus of expert opinion based on clinical experience

COR and LOE are determined independently (any COR may be paired with any LOE).

A recommendation with LOE C does not imply that the recommendation is weak. Many
important clinical questions addressed in guidelines do not lend themselves to clinical
trials. Although RCTs are unavailable, there may be a very clear clinical consensus that
a particular test or therapy is useful or effective.

* The outcome or result of the intervention should be specified (an improved clinical

ori g y or i | prognostic information).

1 For comparative-effectiveness recommendations (COR | and lla; LOE A and B only),
studies that support the use of comparator verbs should involve direct comparisons
of the or gies being d

1 The method of assessing quality is evolving, including the application of standardized,
widely used, and preferably validated evidence grading tools; and for systematic reviews,
the incorporation of an Evidence Review Committee.

COR indicates Class of Recommendation; EO, expert opinion; LD, limited data; LOE, Level
of Evidence; NR, nonrandomized; R, randomized; and RCT, randomized controlled trial.

~ American

Heart
Associatione

life is why™



ACC/AHA-2017 HT Rehberi: Diabetes Mellituslu
Hastalarda Hipertansiyon Tedavisi

Kanit
derecesi

Oneri
sinifi

Diyabetlilerde Hipertansiyon Tedavisi
Onerileri

Diyabeti ve Hipertansiyonu olan erigkinlerde;
KB =2130/80 mmHg oldugunda, antihipertansif tedavi

DBP: C-EO | baslanmali ve KB hedefi <130/80 mmHg olmaldir.

Diyabeti ve Hipertansiyonu olan eriskinlerde; Birinci
basamaktaki ilaclarin timu (ditretikler, ACE-inh’leri,
ARB’ler ve KKB’ler) yararl ve etkilidir.

Diyabeti ve Hipertansiyonu olan erigkinlerde;
Albumindri varsa ACE-inh veya ARB gruplarindan
ilaclar kullanilabilir.

SR, systematic review.

E American
AMERICAN Heart

| .a COLLEGE of Associatione
= CARDIOLOGY

life is why™



ACC/AHA-2017 HT Rehberi: Gebe Kadinlarda
Hipertansiyon Tedavisi

Oneri Kanit

. Gebelikte Hipertansiyon Tedavisi Onerileri
sinifi | derecesi

Gebe olan veya gebe kalmayi planlayan
| C-LD hipertansiyonlu kadinlarda; metildopa, nifedipin
veya labetolol tedavisine gecilmelidir.

Gebe olan hipertansiyonlu kadinlar; ACE-inh, ARB

C-LD LT S .
ya da renin inh.’leri ile tedavi edilmemelidir.
AMERICAN = ﬁmerican
eart
% | ) COLLEGE of Associations
wr= CARDIOLOGY

life is why™



ACC/AHA-2017 HT Rehberi: Yash Hastalarda
Hipertansiyon Tedavisi

Oneri |Kanit

. | Yash Hastalarda Hipertansiyon Tedavisi Onerileri
sinifi  |derecesi

Yas 265 ve ortalama SKB 2130 mmHg olan,
huzurevinde kalan ve yatalak olmayan hastalar; SKB
<130 mmHg olacak sekilde tedavi edilmelidir.

Yas =65 olup ¢ok sayida/ciddi komorbid durumlar ve
yasam beklentisi dusuk oldugunda; KB dusurucu
tedavinin yogunluk derecesine ve antihipertansif ilag
secimine karar vermek igin klinigi, hastanin tercihini
ve tedavinin yarar/risk dengesini degerlendirecek
ekip bazinda yaklasim olmasi mantikhdir.

lla C-EO

7z American
AMERICAN Heart

& ) COLLEGE of Associatione.
wr— CARDIOLOGY

life is why™



Yasam Tarzi Degqisiklikleri

KB ve KV risk faktorlerini azaltmak i¢in oneriler

Tuz alimini azaltmak 5-6 g/gun

Alkol alimini sinirlamak E: 2 birim/hf, K: 1 birim/hf

Sebze, meyve ve az yagl sut urunleri alimini arttirmak

BKI hedefine ulasmak <25 kg/m?

Bel cevresi hedefine ulagsmak E: <102 cm (96 cm)*, K: <88 cm (90 cm)*
Egzersiz hedeflerine ulagsmak =30 dk/gun, 5-7 gun/hf (orta d, dinamik)

Sigarayi birakmak, (sigara biraktirma merkezine sevk, danismanlik)

*TUrk toplumuna 6zgu degerler.
KB: Kan basinci, KV: Kardiyovaskiiler, E: Erkek, K: Kadin, BKi: Beden kitle indeksi.



Dietary
Approaches to
Stop
Hypertension

Meyve, sebze, az yaglh sut
uranleri tuketimine agirhk
verilir.

« Diyette tam tahil, kuruyemis,
kiimes hayvanlari ve balik
tiketimine yer verilir.

 Doymus yag, kirmizi et, tatl,
sekerle tatlandiriimis
icecekler kisitlanir.




ADA-2018: Yasam Tarzi Onerileri - Tuz ve Alkol

— | T
« KB >120/80 mmHg olan obez veya kilolu
bireylerin kilo vermesi saglanmali

* Tuz tuketimi toplumun genelindeki gibi
kisitlanmali (<2300 mg/gun)

« Potasyum artiriimali

 Alkol tuketimi: Diyabetli erigskinde alkol
Kisitlanmali (B)

— Kadin i¢in gunde 1 kadeh, erkek i¢cin gunde 2 kadeh
 DASH (sodyumu azaltmayi, potasyumu artirmayi,

alkolu kisitlamayi ve fiziksel aktiviteyi artirmayi

hedefleyen) diyeti uygun olabilir (B)

Diabetes Care 2018;41(Suppl 1):S86-104. -




ADA-2018: Yasam Tarzi Onerileri: Fiziksel Aktivite

s e e ———— "\ g
« Diyabetlilerde egzersiz programi haftada en az 3 gun,
egzersizler arasinda toplam 2 gunden fazla bosluk
olmadan, en az 150 dk/hf, orta derecede aerobik

fiziksel aktivite programi uygulanmali (maks. kalp
hizinin %50-70°1) (A)

« Diyabetliler sedanter yasam biciminden korunmali,
ornegin 90 dk'nin Uzerinde oturmaktan kacinmali (B)

« Kontrendikasyon yoksa tip 2 diyabetli erigkinlere en az
2 gun/hf direnc egzersizleri yapmalari onerilmelidir (A)

Diabetes Care 2018;41(Suppl 1):S86-104. -



ADA-2018: Hipertansiyon Onerileri
— i
Tedavi (1)
KB 2140/90 mmHg olan hastalara yasam tarzi
degisikligine ek olarak antihipertansif

baslanmali ve hedef degere ulasana kadar titre
edilmeli (A)

* Muayene sirasinda dogrulanmig KB 2160/100
mmHg olan hastalara yasam tarzi degisikligine
ek olarak ikili antihipertansif ila¢ veya sabit
kombinasyon baslanmali ve hedef degere
ulasana kadar titre edilmeli (A)

Diabetes Care 2018;41(Suppl 1):S86-104. -



ADA-2018: Hipertansiyon Tedavisi Onerileri

Tedavi (2)
* HT tedavisinde, DM hastalarinda KVH azalttigi
goOsterilmis ilaclar tercih edilmeli (A)
— ACE-inh.
— ARB

— Tiyazid grubu diuretikler
— DHP grubu KKB

Diabetes Care 2018;41(Suppl 1):S86-104. -



ADA-2018: Hipertansiyon Tedavisi Onerileri
— _

Tedavi (3)

« KB hedeflerine ulasilmasi i¢in ¢oklu ilag tedavilerine ihtiyag var
— ACE-inh ve ARB birlikte kullaniilmamali (A)
— ACE-inh ya da ARB ile birlikte direkt renin inh. kullaniimamali (A)

« DM’li HT hastalarinda tedavide ilk tercin ACE-inh veya ARB’dan
biri tercih edilmeli, maksimum tolere edilen dozda kullaniimahdir;

— Albumin/Kreatinin >300 mg/g olanlarda (A)
— Albumin/Kreatinin 30-299 mg/g olanlarda (B)

— Birilag tolere edilemiyorsa digeri denenmeli (B)

« ACEI, ARB veya dilretik kullananlarda kreatinine dayali yillik
eGFR ve K takipleri yapilmalidir (B)

Diabetes Care 2018;41(Suppl. 1):S86-104. -



ADA-2018: HT ve KB Kontrolii Onerileri - g

Direncli HT
 Biri diuretik olmak uzere, uclu

antihipertansif kullanimina ragmen KB
hedeflerine ulasilamayan hastalara

mineralokortikoid reseptor antagonisti
eklenmeli (A)

Diabetes Care 2018;41(Suppl. 1):S86-104.



ADA-2018: Diger Yas Gruplarindaki Diyabetlilerde
Hipertansiyon

 Yashda HT:

— Saglikli veya saglik durumu orta derecede bozulmus yaslida KB hedefi
140/90 mmHg,

— Saghgi ileri derecede bozulmus, yasam beklentisi dusuk yaslilarda KB
hedefi <150/90 mmHg

— Tedavi erigkinlerdeki gibi

 Cocuk/Adolesanda HT dogrulanmali (3 kez olgum)

— SKB/DKB >90. persantilde ise yuksek-normal KB; yasam tarzi
duzenlemesi

— SKB/DKB >95. persantilde ise HT tanisi; yasam tarzi duzenlemesi ile
birlikte farmakolojik tedavi

— Ik secenek ACEI/ARB (reprodiiktif danismanlik, teratojenite!...)
— Hedef SKB/DKB <90. persantil

Diabetes Care 2017;40(Suppl 1):S119-S125; S126-S136 -



Hipertansiyon Tedavisinde
Kombinasyonlar

ACEI| + Dilretik
ARB + Dilretik
ACE| + KKB
ARB/KKB
BB + Diuretik
DHP-KKB + BB

Tercih edilen

Kabul KKB + Dilretik
edilebilir Renin-i + Diliretik
Renin-i + ARB

Tiyazid + K kaybi yapan Diuretik
ACEi + ARB
ACEI + BB
ARB + BB
NDHP-KKB + BB

Etkinligi
diistik

Merkezi etkili ilac + BB



Tiyazid ve Yan Etkileri

Dose-dependence of thiazide-induced side effects

0.8~
. E-. - Placebo
0.4 - - 1.25 mg/day
n'i-_ - 2.5 mg/fday

0 - 1

1 5 mg/day

L]
—D.4-. 10 mg/day
-0.6-

Plasma K Plasma urate FBG

Metabolic complications induced by bendrofluazide in relation to daily
dose (multiply by 10 to get equivalent doses of hydrochlorothiazide).
Increasing the dose led to progressive hypokalemia and hyperuricemia
and a greater likelihood of a mild elevation in the fasting blood glucose
(FBG), all without a further reduction in the systemic blood pressure.

Each treatment group contained approximately 52 patients.
Data from Carlsen, JE, Kober, L, Torp-Pedersen, C, Johannsen, P, BM] 1990;

300:975,




Sistolik Kan Basinci Hedefine Ulagmak igin Gerekili
Antihipertansif llag Sayisi* »

T ——

wot azemmro)

woro @22 mmvc)

ABCD (132 mmHg)

Calisma (ulasilan sKB)

UKPDS (144 mmHg)

Antihipertansif ila¢ sayisi

*Ortalama 3.2 gesit ila¢ gerekmistir.

National Kidney Foundation 2002



Monoterapi: %33.5 Kombine tedavi: %66.5

20,3
20
2,2
0 5 10 15 20 25 | | |
m Kullanmiyor = Diger m SPLKN 0 20 40
mAB = DU "BB m Bilinmeyen m BB+DU KKB+DU
KKB = ARB m ACE-| mARB+DU ®mACE-i+DU

Satman |, TURDEP-II Study Group, 2014



TURDEP-I: Diyabeti Olan ve Olmayan

Gruplarda Kontrolsuz Hipertansiyon
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m DM yok
45

m DM var
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| Satman ve TURDEP-II Calisma Grubu, 2017



TURDEP-II: Diyabeti Olan ve Olmayan —
Gruplarda Kontrolsuz Hipertansiyon »

S0 286 574 -7
27,8 121,
J 1i 1‘ I I I
IOJ.I,

20- 24 25-29 30 34 35- 39 40-44 45-49 50-54 55- 59 60- 64 65- 69 70- 74 75- 79 80+
Yas gruplari
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| Satman ve TURDEP-II Calisma Grubu, 2017



LEADER-4: KVH gecirmis/yuksek riskli

T2DM hastalarinda HT (n=9340)

KVH gecgirmis veya Antihipertansif tedavi

yiksek riskli T2DM 80
72,1
100 115 o
90
g 80 260
» 70
3 Eso
3 60 54,5 S
£ 50 8 40
26.4
30 25 19,4
20 20
11,9
10 .: 10 8,5
n e N
HT KB KB  Direngli 0 ' '
<140/90 <130/80 HT ilag yok 1-2ilag 3-4ilag

Petrie JR, et al. J Hypertension 2016;34



Diyabetli Hipertansif Hasta (218 yas)
Yasam tarzi diizenlemesi (tiim asamalarda uygulanmali)

Hedef kan basinci: Sistolik <140 mmHg, Diyastolik <90 mmHg

KBH yok (tiim yas gruplari) KBH var (tiim yas gruplari)

Tiyazid/ACE-i/ARB/KKB (mono/kombine tedavi) ACE-i/ARB/KKB (mono/kombine tedavi)

Doz titrasyon stratejisi: A. ikinci ilaci eklemeden ilk ilact maksimum doza ik, B. ilk ilaci maksimum
doza ¢ikmadan ikinci ilag ekle, C. Baslangigtan itibaren iki farkl ilaci (veya sabit kombinasyon) basla.

Hedef kan basincina ulasiimis mi?

v

Yasam tarzini ve ilaca uyumu gézden gecir: A ve B stratejilerinde Tiyazid/ACE-i/ARB/KKB ekle ve
dozunu arttir (farkl ilag gruplarini kombine et), C. yaklagiminda ilk ilaci maksimum doza titre et.

Hayir Hedef kan basincina ulasiimis mi? Evet

Yasam tarzini ve ilaca uyumu gézden gecir: Tiyazid/ACE-i/ARB/KKB ekle ve doz arttir (ilaglari
kombine et, ACEi ve ARB'yi birlikte kullanmaktan kagin).

KBH: Kronik bébrek
hastaligi, ACE-I:

Anjiyotensin Hayir Hedef kan basincina ulasiimis mi? Evet
déndstliriicli enzim

inhibitérii, ARB:
Anjiyotensin reseptér

Elolk?fi: KiBi | Yasam tarzina ve ilaca uyumu goézden gecir: Ek ilag (BB, Aldosteron antagonistii veya diger) basla Tedaviye
alsilyum kKanal o0
blokeri. veya uzmana gonder. devam

TEMD Eriskin diyabetli hastalarda hipertansiyon tedavi algoritmasi (JNC8, 2014’ten modifiye)



ASCVD Risk Factor Modifications Algorithm

DYSLIPIDEMIA HYPERTENSION

LIFESTYLE THERAPY (Including Medically Assisted Weight Loss)

GOAL: SYSTOLIC <130,
DIASTOLIC <80 mm Hg

STATIN THERAPY
If TG > 500 mg/dL, fibrates, Rx-grade omega-3 fatty acids, niacin

If statin-intolerant

Calcium
Channel v
Blocker

Try alternate statin, lower statin Repeat lipid panel; Intensify therapies to

dose or frequency, or add nonstatin assess adequacy,

attain goals according

LDL-C- lowering therapies tolerance of therapy to risk levels

RISK LEVELS EXTREME RISK LEVELS:
HIGH:

[3-blocker
DESIRABLE LEVELS DESIRABLE LEVELS DESIRABLE LEVELS DA Bt sesslbiar maleir R

risk and/or age <40

LDL-C{mg/dL) VERY HIGH: If not at goal (2-3 months)
DM + major ASCVD
Non-HDL-C (mg/dL) risk(s) (HTN, Fam Hx,
low HDL-C, smoking,
CKD3,4)*
EXTREME:

DM pl tablished
Apo B (mg/dL) dincal VD If not at goal (2-3 months)

Add calcium channel blocker,

R-blocker or thiazide diuretic

TG (mg/dL)

Intensify lifestyle therapy (weight loss, physical activity, dietary Add next agent from the above

hukt ot oot Rt changes) and glycemic control; consider additional therapy Sroup. Fepeit

If not at goal (2-3 months)
To lower LDL-C: Intens'ify stat'in, add ezetimibe, PCSK9i, colesevel.am,.or niacin - Additional choices (a-blockers,
To lower Non-HDL-C, TG:  Intensify statin and/or add Rx-grade OM3 fatty acid, fibrate, and/or niacin central agents, vasodilators
To lower Apo B, LDL-P: Intensify statin and/or add ezetimibe, PCSK9i, colesevelam, and/or niacin aldosterone antagonist)

To lower LDL-C in FH:** Statin + PCSK9i

Assess adequacy & tolerance of therapy with focused laboratory evaluations and patient follow-up

* EVEN MORE INTENSIVE THERAPY MIGHT BE WARRANTED ** FAMILIAL HYPERCHOLESTEROLEMIA

COPYRIGHT © 2018 AACE MAY NOT BE REPRODUCED IN ANY FORM WITHOUT EXPRESS WRITTEN PERMISSION FROM AACE. DOI 10.4158/CS-2017-0153




ADA-2018:
HT+DM
Bireylerde
Anti-HT
Tedavi
Algoritmi

Initial BP between 140/90 mmHg o
[ and 160/100 mmHg J L Initial BP = 160/100 mmHg ]

[ Start one agent ] [‘Lifestyle management J [ Start two agents J
I Albuminuria* I Albuminuria* ]

N*o Y;s N*o Y;s
Start one drug: Start: Start drug from Start:
* ACEi * ACEi or ARB 2 of 3 options: * ACEi or ARB
* ARB * ACEi or ARB and
« CCB*** « CCB*™* * CCB*** or Diuretic**
« Diuretic** * Diuretic**

j i |

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target Adverse effects
and target achieved *
* Add agent from Consider change to
[ Continue therapy ] complementary drug class: alternative medication:
« ACEi or ARB * ACEi or ARB
. CCB“‘ . CCB"‘
| * Diuretic** * Diuretic**
Not meeting target
on two agents ‘ 2%‘3;';9 } l

Assess BP Control and Adverse Effects

Treatment tolerated Not meeting target or
and target achieved adverse effects using a drug
‘ from each of three classes

[ Continue therapy ] Consider Addition of Mineralocorticoid Receptor Antagonist;
S s Refer to Specialist With Expertise in BP Management

Figure 1~~Recommendations for the treatment of confirmed hypertension in people with diabetes. *An ACE inhibitor (ACEi) or ARB is suggested to
treat hypertension for patients with UACR 30-299 mg/g creatinine and strongly recommended for patients with UACR =300 mg/g creatinine. **Thiazide-
like diuretic; long-acting agents shown to reduce cardiovascular events, such as chlorthalidone and indapamide, are preferred. ***Dihydropyridine. BP,

g Diabetes Care 2018;41(Suppl. 1):S86-104.
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