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Huxye HaBeieHi OCHOBHI MOMEHTH, SIKi CJIij ITaM’ITaTu 3
Hactanos 2017, om0 3amo6iraHHs1, BUSIBIEHHSI, OLIIHKY BU-
COKOT'0 KPOB’STHOTO TUCKY B IOPOCJINX Ta YIIPABIiHHS HUM.

YactuHa 1. 3araAbHUM MiAXiA, CKPUHIHT
TA NOACAbLLI Aji

HacranoBu 2017 poky — 1e oHOBJIeHHSI «CbhOMOTO 3BiTy
00’eTHAHOTO HAIlIOHAJTBLHOTO KOMITeTy i3 3aIto0iraHHsI, BU-
SIBJICHHSI, OLIIHKU Ta JIiKyBaHHSI BUCOKOTO KPOB’STHOTO TUCKY»
(JNC7), omybonikoBanoro y 2003 poiti. HactanoBu 2017 poky
€ KOMIUIEKCHUM KepPiBHULITBOM, 110 BKJIIOYAE HOBY iH(POP-
Mallilo 3 JOCJIiIXKEHb 1100 MOB’SI3aHOTO 3 apTepiaTbHUM THUC-
koM (AT) pusuky cepleBo-cynnHHUX 3axBopioBaHb (CC3),
amOynatopHoro MoHitopuHry AT (AMAT), aoMaliHbOro
MoHiTopuHry AT (JIMAT), rpaHnuyHux nokasHukiB AT mist
iHi[iIOBaHHSI aHTUTITIEPTEH3WBHOI Tepallii, LiJIeil JiKyBaHHS
AT, crpaTteriii MOKpallleHH JIIKyBaHHSI Ta KOHTPOJIIO PiBHS
rinepreHsii, a TaKoXK 3 iHIIMX Ba>KJIUBUX IMUTaHb.

Hyxe BaxIMBo, 1100 MeIUYHI MTPalliBHUKA TOTPUMYBAJIU-
cs1 ctaHaapTiB TouHoro BuMiptoBaHHsI AT. AT cmin kimacudi-
KyBaTH SIK HOpMaJIbHU, MiABUILIEHWH a00 1-111y M 2-Ty cTafii
rinepTeHsii 111 3amobiraHHs BUcokoMmy AT Ta TikyBaHHS H0ro0.

The following are key points to remember from
the 2017 Guideline for the Prevention, Detection,
Evaluation, and Management of High Blood Pres-
sure in Adults:

Part 1: General Approach,
Screening, and Follow-up

The 2017 guideline is an update of the “Seventh
Report of the Joint National Committee on Pre-
vention, Detection, Evaluation and Treatment of
High Blood Pressure” (JNC 7), published in 2003.
The 2017 guideline is a comprehensive guideline
incorporating new information from studies re-
garding blood pressure (BP)-related risk of cardio-
vascular disease (CVD), ambulatory BP monitor-
ing (ABPM), home BP monitoring (HBPM), BP
thresholds to initiate antihypertensive drug treat-
ment, BP goals of treatment, strategies to improve
hypertension treatment and control, and various
other important issues.

It is critical that health care providers follow the
standards for accurate BP measurement. BP should
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Hopmanbhauii AT Bu3HauaeTbes 5K < 120/< 80 MM pT.CT.; mia-
puieHnit AT — 120—129/< 80 Mm pT.cT.; 1-if CTYmiHb Tinep-
TeH3sii ctraHoBUTH 130—139 a6o 80—89 MM pT.CT., a 2-ii CTyMiHb
rinepreHsii — > 140 ad6o > 90 mm prt.cT. Ilepen BcTaHOBIEH-
HSIM TiMepTeH3il JIOAWHI BaXKJIMBO BUKOPUCTOBYBATU CEPEIHE
3HAYEHHST Ha OCHOBI > 2 TOKa3HUKIiB, OTPUMaHMX > 2 pa3u JIJIst
OLIHKY iHAuBiAyasbHOro piBHA AT. Jltd minTBepIkKeHHs Aia-
THO3Y TiMEePTeH3ii Ta TUTPYBAHHS aHTUTINEPTEH3UBHUX Mpe-
ImapariB, PeKOMEHIYETHCS BUKOPUCTAHHSI 103a0(icHOTO Ta
camocrTiitHoro BuMiptoBaHHsI AT y moemHaHHI 3 KIiHIYHUM
BTPYYaHHSIM Ta BimgaJieHUM (Telle-) KOHCYJIbTYBaHHSIM. PiBHI
AT, 10 BiIMOBIZAIOTH 3aCTOCOBAaHUM METOJAM BUMipIOBaH-
H$1, CTAaHOBJATDH: odic/KimiHika — 140/90 MM pT.CT., JOMAaIII-
Hilt MmoHiTOpUHT AT — 135/85 MM pr1.cT., AeHHUit AMAT —
135/85 pr.ct., HivHuit AMAT — 120/70 pT.cT. Ta LiJ1001000BUI
AMAT — 130/80 MM pT.CT. Y TOPOCMX i3 HEJIKOBAHUM CUC-
toaiyHuM AT (CAT) > 130 mm pr.cT., ane < 160 MM pT.CT. 4060
piacroiaiyHum AT (JIAT) > 80 mm pt.cT., ane < 100 MM pT.CT.
JOLTbHO MPOBECTU CKPUHIHT Ha HASIBHICTb «TiMepTeH3ii Oi-
JIOTO XajlaTa», BUKOPUCTOBYIouM neHHUt AMAT a6o IMAT
rnepen BCTAHOBJIEHHSM HiarHo3y TinmepTeH3il. Y gopociux 3
migsuieHuM odicnum AT (120—129/< 80 mm pT.cT.), aje Ta-
KUM, IO HE BIiIIMOBiga€ KPUTEPisIM TiNEPTEH3ii, TOLUITbHUM €
00CTeXeHHS 1J1 BUSBJICHHS ITPUXOBAHOI TMEPTEeH3i1 3a 10TO0-
moroio AMAT a6o IMAT.

st 45-piyHoro gopocjoro 6e3 rinepreHsii 40-piyHuii
PU3UK PO3BUTKY rinepTeH3ii craHoBUTh 93 % mns adpo-
aMepUKaHLiB, 92 % — 151 TaTUHOAMEPUKAHILB, 86 % — 11
Oinux ta 84 % — nis gopocnux kurtaiiis. Y 2010 poui rinep-
TeH3is OyJla MPOBIAHOIO MPUUYUHOKO CMEPTi Ta KOPUTYBAHHS
POKIiB XXUTTS B YCbOMY CBITi, a TAKOX OyJia MepeBaXKHOIO MPU-
YUHOIO (HECTIPUSATIMBUX) MOAIN y XiHOK Ta adhpoamMeprKaH-
1iB MOpPiBHSIHO 3 OuIMMU. YacTo He MOMIYalOTh, 110 PU3UK
CEpLEBO-CYIMHHUX 3aXBOPIOBAHb 301TbITYETHCS B lorapuc-
MIYHO-JIiHiliHIi 3aKoHOMipHOCTI Bif piBHIB CAT < 115 Mm
pT.cT. 1o > 180 MM prt.cT. Ta Big piBHiB HAT < 75 MM pT.CT.
1o > 105 mMm pt.cT. KoxxHe 36inbimenHss CAT Ha 20 MM pT.CT.
a6o JAT na 10 MM pT.CT. MOB’sI3aHe 3 MOABOEHHSIM PU3UKY
CMEPTIi Bill iHCY/IBTY, XBOpOOU ceplisd ad0 iHIIUX CyAMHHUX
3axBoproBaHb. B 0oci6 BikoM > 30 pokiB Bucokuii piBeHb CAT
ta JJAT moB’sg3aHuil 3 MiABUILEHUM PU3UKOM CEPLIEBO-CY-
JUHHMUX 3aXBOPIOBaHb, CTEHOKapii, iHdapkTy Miokapaa
(IM), cepueBoi HemoctaTtHocTi (CH), iHCY/NbTY, 3aXBOpIO-
BaHb Nepu(epUIHUX apTepili Ta aHEBPU3MU YePEBHOI a0PTH.
CAT 1moc1imoBHO aCOIIOETHCS 3 ITiABUIIIEHUM PU3UKOM Cep-
LeBO-CYIMHHUX 3aXBOPIOBaHb ITicis aganTamnii 1o CAT abo B
Mexkax Moro cTaiit; Takoi 3ajexkHocTi Hemae st JIAT.

BaxvMBo mpoBOAUTU MOHITOPUHT Ta KOHTPOJb IHIIUX
(axTopiB pU3KKY CEPLIEBO-CYAMHHUX 3aXBOPIOBAHb Y 10POC-
JINX 3 TiMIepTeH3I€10; KYPiHHS, Aia0eT, IUCIiIiaeMis, HaaMipHa
Bara, HU3bKUi (hiTHeC-piBeHb, HE3AOPOBA Ii€TA, IICUXOCOLIi-
aJIbHI CTpecH Ta artHoe cHY. ba3oBe TecTyBaHHS Ha MEPBUHHY
TirepTeH3ilo BKIII0UA€E BMICT TJIIOKO3U B KPOBi HATIIIE, 3arajlb-
HUI aHaJli3 KpOBi, JIMiAX, OCHOBHY MeTaOOJIiYHY MaHEelb,
TUPEOTPOIHUI TOPMOH, aHali3 cedi, eJeKTpoKapaiorpamy
3 (HEOOOB’SI3KOBOIO) €X0KapaiorpaMolo, CeYoBy KUCJIOTY Ta
CITiBBiTHOIIIEHHS aJIbOyMiHY/KpeaTUHIHY Ceui.

CKpUHIHT BTOPMHHUX MPUYUH TiNepTeH3ii HeoOXiqHUI
pY HOBOBUHUKJIili 800 HEKOHTPOJILOBAHIH TinmepTeH3il B 10-

be categorized as normal, elevated, or stages 1 or 2
hypertension to prevent and treat high BP. Nor-
mal BP is defined as < 120/< 80 mm Hg; elevated
BP 120—129/< 80 mm Hg; hypertension stage 1
is 130—139 or 80—89 mm Hg, and hypertension
stage 2 is > 140 or > 90 mm Hg. Prior to labeling
a person with hypertension, it is important to use
an average based on > 2 readings obtained on > 2
occasions to estimate the individual’s level of BP.
Out-of-office and self-monitoring of BP measure-
ments are recommended to confirm the diagnosis
of hypertension and for titration of BP-lowering
medication, in conjunction with clinical inter-
ventions and telehealth counseling. Correspond-
ing BPs based on site/methods are: office/clinic
140/90, HBPM 135/85, daytime ABPM 135/85,
night-time ABPM 120/70, and 24-hour ABPM
130/80 mm Hg. In adults with an untreated systolic
BP (SBP) > 130 but < 160 mm Hg or diastolic BP
(DBP) > 80 but < 100 mm Hg, it is reasonable to
screen for the presence of white coat hypertension
using either daytime ABPM or HBPM prior to di-
agnosis of hypertension. In adults with elevated of-
fice BP (120—129/< 80) but not meeting the criteria
for hypertension, screening for masked hyperten-
sion with daytime ABPM or HBPM is reasonable.

For an adult 45 years of age without hyperten-
sion, the 40-year risk for developing hypertension
is 93 % for African Americans, 92 % for Hispanics,
86 % for whites, and 84 % for Chinese adults. In
2010, hypertension was the leading cause of death
and disability-adjusted life-years worldwide, and
a greater contributor to events in women and Afri-
can Americans compared with whites. Often over-
looked, the risk for CVD increases in a log-linear
fashion; from SBP levels < 115 mm Hg to > 180 mm
Hg, and from DBP levels < 75 mm Hg to > 105 mm
Hg. A 20 mm Hg higher SBP and 10 mm Hg higher
DBP are each associated with a doubling in the risk
of death from stroke, heart disease, or other vascu-
lar disease. In persons > 30 years of age, higher SBP
and DBP are associated with increased risk for CVD,
angina, myocardial infarction (MI), heart failure
(HF), stroke, peripheral arterial disease, and ab-
dominal aortic aneurysm. SBP has consistently been
associated with increased CVD risk after adjustment
for, or within strata of, SBP; this is not true for DBP.

It is important to screen for and manage other
CVD risk factors in adults with hypertension:
smoking, diabetes, dyslipidemia, excessive weight,
low fitness, unhealthy diet, psychosocial stress, and
sleep apnea. Basic testing for primary hypertension
includes fasting blood glucose, complete blood cell
count, lipids, basic metabolic panel, thyroid stimu-
lating hormone, urinalysis, electrocardiogram with
optional echocardiogram, uric acid, and urinary
albumin-to-creatinine ratio.

Screening for secondary causes of hyperten-
sion is necessary for new-onset or uncontrolled
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pOCJIMX, Y TOMY YMCJIi PE3UCTEHTHilt (> 3 mpemnapaTu), TakKiid,
IO BUHUKJIA panToBo, Yy Billi < 30 pokiB, 3 HAAMIpHUM I0O-
IIKO/KEHHSIM OpraHiB OpraHi3my (3aXBOpIOBaHHSI MO3KOBUX
CyIWH, peTUHOMAaTis, rimepTpodis jiBoro nuiyHouka, CH
3i 36epexkeHor0 dpakitiero Bukuny (CH30®B) i CH 3i 3Hu-
xeHoio @B (CH3u®B), imemiuna xBopoba cepus (IXC),
XpoHiyHa xBopoba Hupok (XXH), 3axBoptoBaHHs niepude-
pUYHOI apTepii, anpbOyMiHypist) ad0 MOYATKYy MiacTOIIYHOI
TirepTeH3ii B JITHIX JIIOAEHW Y1 32 HASIBHOCTI O€3MPUYUHHOI
a0o HaaMipHOI rinokaieMii. CKpUHIHT BKJTIOYA€ TECTyBaH-
Hs Ha XXH, peHoBacKyJIsipHE 3aXBOPIOBAHHS, TTIEPBUHHUMN
aJIbIOCTePOHI3M, OOCTPYKTMBHE aIlHOE CHY, TilepTeH3ilo,
BUKJIMKAHY JiKapChbKMMHU 3aco0aMM (HECTepOimHi IpOTH-
3alaibHi MpernapaT, CTepoiny,/aHAPOreH!, TIPOTU3aIaibHi
3acobu, KodeiH, iHTiOiTopr MOHOAMIHOKCHIA3U) Ta alKo-
TOJIbHY TiMepTeH3i10. 3a HasIBHOCTI OiIbII crielM(iuHUX KJTi-
HIYHMX XapaKTePUCTUK MOKa3aHUI CKPUHIHT Ha He3BUYalHi
MPUYUHU BTOPUHHOI TinepreH3ii ((peoxpoMouuTOoMa, CUH-
npoM KynivHra, BpomxeHa rinepriiasist HaTHUPKOBUX 347103,
rinoTUpeo03, TilmepTUpeo3 Ta KoapkTalliss aopTu). Jlikapsm
PEKOMEHIYIOTh HaIpaBJITH TALiEHTIB i3 pe3yJIbTaTaMu T0-
3UTUBHOTO CKPUHIHTY Ha 11i CTAaHU A0 KJIiHIIMCTA 3 BiAMOBI/I-
HUM JI0CBiIOM.

Hedapmakosnoriuni BrpydyanHs 11 3HukeHHs AT BKTI0-
YalOTh: 3HDKEHHSI Baru JJIs1 TIALEHTIB 3 HAJAMIPHOIO Baroio
a00 OXUPIHHAM 3a JOMOMOTIOI0 AIETU JIJIsI 3IO0POBOTO Ceplis,
OOMEsKeHHsI HATpilo Ta HOJAaBaHHS Kajlil0o B paMKax IIi€TH i
30iIbIIeHHST (PiI3UYHOI aKTUBHOCTI 3a JIOTIOMOTOIO CTPYKTY-
poBaHOI Mporpamu Brpas. YoI0BiKM MOBUHHI OyTH 0OMeKe-
Hi He OiJIbIIe HixX 2 1 3KiHKM — He Oiibllie HixX 1 cTaHgapTHUM
aJIKOTOJIbHUM HAIlOEM Ha NIeHb. 3BUYAMHUI BIUIUB 3MiHU
KOXXHOTO CcrocoOy >XUTTS 3HMXKye Ha 4—5 MM pT.cT. CAT
Ta 2—4 MM pT.CT. — AiactojiiuHuit AT; ane aiera 3 HUBbKUM
BMICTOM HAaTpil0, HACMYEHUX KUPiB Ta 3arajJbHOro XXKUPY Ta
3011bLIEHUM BMiCTOM (DPYKTiB, OBOUiB Ta 36peH MOXE 3MEH-
wuTu piBeHb CAJl mpu6au3Ho Ha 11 MM pT.CT.

IlepeBara (papMaKoJIOriYHOTO JIiKyBaHHS B 3HMXKEeHHI AT
TIOB’s13aHa 3 PU3UKOM aTePOCKIEPOTUIHOTO CEPIIEBO-CYANH-
Horo 3axBopioBaHHSI (ACC3). JInsg oTprMaHHS 3HUKCHHS
AT MeHIIIa KiJIBKiCTh JTIoaei 3 BUCOKUM pu3nkom ACC3 1o-
BUHHA OyTM MPOJIIKOBaHA [IJIS1 3aII00IraHHS MOSBi CEpLEBO-
CYIMHHUX 3aXBOPIOBaHb (TOOTO MEHIITY KiIbKiCTh HEOOXiTHO
MPOJIIKYBaTH), TaAKUX K Y JIOACH IMOXUJIOTO BiKy, JIOACH 3
iIIeMiYHOI0 XBOPO0O010, AiabeTOM, TilepiliaeMicro, KypIiB i
3 XXH. 3actocyBaHHs npenaparis, 1110 3HKYI0Th AT, peko-
MEHJIYETHCS IS BTOPMHHOI TTPOMITaKTUKNA PEeLUINBYIOUNX
CepLEeBO-CYAMHHUX MOAIN Y MauieHTiB i3 kaiHiyHuMu CC3 Ta
cepenHiM CAJl > 130 mwm prt.cT. 260 JAT > 80 MM pT.CcT. a60
JIJIST TIEpBUHHO1 MPO(iTaKTUKU B IOPOCIUX, Y SIKMX BiICyT-
Hill aHaMHe3y CeplLeBO-CYIMHHUX 3aXBOPIOBaHb, ajie 3 Olli-
HeHuM 10-piunum puzukom ACC3 > 10 % ta CAT > 130 mm
pt.cT. 260 JJAT > 80 MM pT.cT. 3acTOCYBaHHS MperapariB, 11O
3HIKYI0TH AT, TaKOX peKOMEHI0BAHO MJIsT TIEPBUHHOI TTPO-
(bimakTUKM cepleBO-CyIMHHUX 3aXBOPIOBAHb y JOPOCIIMX
0e3 icTopil cepleBO-CyIMHHMX 3aXBOPIOBAaHb Ta 3 OLIHEHUM
10-piunum pusukom ACC3 < 10 % ta CAT >140 MM pr.CT.
a6o JJAT > 90 mm pt.ct. [TonmmupenicTs apTepiaabHOI Tinep-
TeH3ii y )KiHOK HY>K4Ya TTOPIBHAHO 3 YOJIOBIKAMU J10 TIPUOJIU3-
HO IT’SITOTO AECATUJIIITTS, ajie BUIIA B OUIBII Mi3HHLOMY Billi.

hypertension in adults including drug-resistant
(= 3 drugs), abrupt onset, age < 30 years, exces-
sive target organ damage (cerebral vascular dis-
ease, retinopathy, left ventricular hypertrophy, HF
with preserved ejection fraction [HFpEF] and HF
with reserved EF [HFrEF], coronary artery disease
[CAD], chronic kidney disease [CKD], peripheral
artery disease, albuminuria) or for onset of diastolic
hypertension in older adults or in the presence of
unprovoked or excessive hypokalemia. Screening
includes testing for CKD, renovascular disease,
primary aldosteronism, obstructive sleep apnea,
drug-induced hypertension (nonsteroidal anti-
inflammatory drugs, steroids/androgens, decon-
gestants, caffeine, monoamine oxidase inhibitors),
and alcohol-induced hypertension. If more spe-
cific clinical characteristics are present, screening
for uncommon causes of secondary hypertension
is indicated (pheochromocytoma, Cushing’s syn-
drome, congenital adrenal hyperplasia, hypothy-
roidism, hyperthyroidism, and aortic coarctation).
Physicians are advised to refer patients screening
positive for these conditions to a clinician with spe-
cific expertise in the condition.

Nonpharmacologic interventions to reduce BP
include: weight loss for overweight or obese pa-
tients with a heart healthy diet, sodium restriction,
and potassium supplementation within the diet;
and increased physical activity with a structured
exercise program. Men should be limited to no
more than 2 and women no more than 1 standard
alcohol drink(s) per day. The usual impact of each
lifestyle change is a 4—5 mm Hg decrease in SBP
and 2—4 mm Hg decrease in DBP; but diet low in
sodium, saturated fat, and total fat and increase in
fruits, vegetables, and grains may decrease SBP by
approximately 11 mm Hg.

The benefit of pharmacologic treatment for
BP reduction is related to atherosclerotic CVD
(ASCVD) risk. For a given magnitude reduction of
BP, fewer individuals with high ASCVD risk would
need to be treated to prevent a CVD event (i.e.,
lower number needed to treat) such as in older per-
sons, those with coronary disease, diabetes, hyper-
lipidemia, smokers, and CKD. Use of BP-lowering
medications is recommended for secondary pre-
vention of recurrent CVD events in patients with
clinical CVD and an average SBP > 130 mm Hg or
a DBP > 80 mm Hg, or for primary prevention in
adults with no history of CVD but with an estimated
10-year ASCVD risk of > 10 % and SBP > 130 mm
Hg or DBP > 80 mm Hg. Use of BP-lowering me-
dication is also recommended for primary preven-
tion of CVD in adults with no history of CVD and
with an estimated 10-year ASCVD risk < 10 % and
a SBP > 140 mm Hg or a DBP > 90 mm Hg. The
prevalence of hypertension is lower in women com-
pared with men until about the fifth decade, but is
higher later in life.
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HesBaxkaloun Ha BiJACYTHICTb pPaHAOMI30BaHUX KOHT-
POJIbOBAHUX MOCJIIXEeHb, III0 BUKOPUCTOBYIOTbCS JUISI
OLIHKM pe3y/JbTaTiB, OCOOJIMBO IS XiHOK (Hampukiam,
SPRINT), okpiM cneuiaJbHUX peKOMEHIAIil 1I0A0 JiKy-
BaHHSI apTepiaJibHOI TiMepTeH3ii Ml Yyac BariTHOCTI, HEMae
JKOIHUX J10Ka3iB Toro, mo nopir AT ajis moyaTky MeauKa-
MEHTO3HOTIO JIiKyBaHHS, LIUIb JiKyBaHHS, BUOIp NEPBUHHO-
r0 aHTUTIMEPTEH3UBHOIO Mpernapary abo KoMOiHallisg JiKiB
1151 3HVDKeHHSI AT BiIpi3HSIETBCS B 3KiHOK ITOPIBHSTHO 3 9O-
JioBikamu. JI1s1 1opociux i3 MiATBEPAXKEHOIO TilMepTeH3i€0
Ta BiIOMMMM CEpIEBO-CYIMHHUMHU 3aXBOPIOBAaHHSIMU abo0
10-piuauM pusmukoM BuHukHeHHsI ACC3 10 % abo Bulie pe-
koMmeHayeThbest mokasHuk AT < 130/80 mm pr.crt. J1uist mopoc-
JINX i3 MiATBEpIXKEHOIO TilepTeH3i€lo, ane 0e3 I10JaTKOBUX
MapKepiB MiIBUILIEHOTO PU3UKY CEPLEBO-CYAMHHUX 3aXBO-
proBanb gouiapHuil AT < 130/80 MM pT.CT.

[Monmanpliie cnocTepeXXeHHs: Y IOPOCIMX i3 HU3bKUM PiB-
HEM PU3MKY i MiABUILEHUM apTepiaibHUM THCKOM abo 1-10
CTai€lo rinepreH3ii Ta HU3bKUM piBHEM pu3uky ACC3 BuMi-
proBaHHs AT citif MOBTOpUTH Yepe3 3—6 MicsIiB 6e3 mpoBe-
JleHHS (papMakosoriyHoi Teparii. JlopocanM i3 TinepTeH3ieto
1-ro cTynenst Ta BucokuM pusukoM ACC3 (= 10 % 10-piu-
Horo pu3nkKy ACC3) cimig mpoBOIUTH SIK HehapMaKoJIOTid-
He, TaK aHTUTITIEPTeH3WBHE JIIKyBaHHS 3 TTOBTOPOM BUMipIO-
BaHHs AT uepe3 1 micsiib. Jlopocinm 3 rinepTeH3sieto apyroi
cTajiii MoKa3aHui OrJIsijl JJiKkapeM NEPBUHHOI JOTTIOMOTH MPO-
TSATOM 1 MicsiLis ITic/ist BCTAHOBJICHHS iarHO3Yy Ta OTPUMaHHS
KoM0OiHalii HehbapMaKoJIOTIYHOI Teparii Ta 2 aHTUTINepTeH-
3UBHUX ITpenapariB pi3HUX KJ1ACiB 3 TOBTOPHOIO OLIiHKOI0 AT
yepe3 1 micsaub. st nopocnux i3 ay:ke BUCOKUM CEpeaHiM
AT (nmanpukinam, > 160 MM pt.cT. a60 JAT > 100 MM pT.CT.)
PEKOMEHAYETHCSI MPOBECTU OMEPaTUBHY OLIHKY, MeIuKa-
MEHTO3Ha Teparisl CYyIpOBOIKYETHCS MOJATBIINM YBAXKHUM
KOHTPOJIEM i KOPUTYBAHHSIM 103U B CTOPOHY 301IbIIIEHHS.

YactuHa 2. NMpuHLUNUM Me AMKOMEHTO3HOro
AIKYBOHHS$ TO OKpEeMi rpynu HOCEAEHHS

IIpyHUMNIKM MeIUMKAMEHTO3HOI Teparii: XJopTaliloH
(12,5—25 Mr) € nepeBaXkHO CEUOTIHHUM 3aCO00M Yepe3 TpU-
BaJIMIA ITepio/l HaMiBPO3Maay Ta TOBeAeHE 3HKEHHST pU3UKY
CepLEeBO-CYIMHHUX 3aXBOPIOBaHb. [HriGITOPU aHTIOTEH3UH-
nepeTBopioBaibHOTO (hepmeHTy (AITD), GirokaTOpH perern-
TopiB no aHrioteH3uHy (BPA) ta mpsiMi iHTiIGiTOPM peHiHy
HE MOBUHHI BUKOPUCTOBYBaTUCS B KOMOiHamii. [HridiTopu
AIT® i BPA migBumyiots pusuk rinepkatiemii mpu XXH ta
IpUOMi TOZATKOBUX IIpeIapariB, 110 € mkeperoM K abo
normuHaiote K*. Tlpuitom inriditopis AII® ta BPA ciin
NPUNWHUTH T1iJ Yyac BariTHocTi. biokatopu KanblieBUX Ka-
HaniB (BKK) murimponipuanHu BUKIMKAOTh HaOpsik. He-
nurigponipuauHoBi BKK acoiitoorbesa 3 6pagukapaieto ta
cepueBUM Oj0KoM, i ix cimig yaukaty npu CH3a®B. Ka-
HaJbLEBUM JliypeTukKam BingaroTh nepesary npu CH ta npu
MIBUIKOCTI KTyooukoBoi ¢inbrparii (LKD) < 30 mur/xs.
AMiJTOpU Ta TpiaMTepeH MOXHAa 3aCTOCOBYBAaTU 3 Tia3uzaa-
MU B JOPOCJIMX 3 HU3bKUM piBHEM cupoBaTKoBoro K*, ae ix
cain ynukatu npu HIK® < 45 mi/xB.

CIipoHOJIaKTOH a00 eIUIEPEeHOH 3aCTOCOBYIOThH IIEpe-
BaXXHO IJI JIiIKYBaHHSI TEPBMHHOTO ajbIOCTEPOHI3MY Ta
pe3UCTeHTHOI rinepreHsii. bera-610kaTopu He € Tepami€cio

While no randomized controlled trials have been
powered to assess outcome specifically in women
(e.g., SPRINT), other than special recommenda-
tions for management of hypertension during preg-
nancy, there is no evidence that the BP threshold
for initiating drug treatment, the treatment target,
the choice of initial antihypertensive medication,
or the combination of medications for lowering BP
differs for women compared with men. For adults
with confirmed hypertension and known CVD or
10-year ASCVD event risk of 10 % or higher, a BP
target of < 130/80 mm Hg is recommended. For
adults with confirmed hypertension, but without
additional markers of increased CVD risk, a BP
target of < 130/80 mm Hg is recommended as rea-
sonable.

Follow-up: In low-risk adults with elevated BP
or stage 1 hypertension with low ASCVD risk, BP
should be repeated after 3—6 months of nonphar-
macologic therapy. Adults with stage 1 hyperten-
sion and high ASCVD risk (> 10 % 10-year ASCVD
risk) should be managed with both nonpharmaco-
logic and antihypertensive drug therapy with repeat
BP in 1 month. Adults with stage 2 hypertension
should be evaluated by a primary care provider
within 1 month of initial diagnosis, and be treated
with a combination of nonpharmacologic therapy
and 2 antihypertensive drugs of different classes
with repeat BP evaluation in 1 month. For adults
with a very high average BP (e.g., > 160 mm Hg or
DBP > 100 mm Hg), prompt evaluation and drug
treatment followed by careful monitoring and up-
ward dose adjustment is recommended.

Part 2: Principles of Drug Therapy and
Special Populations

Principles of drug therapy: Chlorthalidone
(12.5—25 mg) is the preferred diuretic because of
long half-life and proven reduction of CVD risk.
Angiotensin-converting enzyme (ACE) inhibitors,
angiotensin-receptor blockers (ARBs), and direct
renin inhibitors should not be used in combination.
ACE inhibitors and ARBs increase the risk of hy-
perkalemia in CKD and with supplemental K* or
K*-sparing drugs. ACE inhibitors and ARBs should
be discontinued during pregnancy. Calcium chan-
nel blocker (CCB) dihydropyridines cause edema.
Non-dihydropyridine CCBs are associated with
bradycardia and heart block and should be avoided in
HFrEF. Loopdiureticsare preferredin HF and when
glomerular filtration rate (GFR) is < 30 ml/min.
Amiloride and triamterene can be used with thi-
azides in adults with low serum K*, but should be
avoided with GFR < 45 ml/min.

Spironolactone or eplerenone is preferred for
the treatment of primary aldosteronism and in re-
sistant hypertension. Beta-blockers are not first-
line therapy except in CAD and HFrEF. Abrupt
cessation of beta-blockers should be avoided.
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nepiroro psay Budopy, 3a BUHITKOM CAT i CH3u®B. Pi3-
Koi BiiMiHUM O6eTa-0Jl0KaTopiB clij yHUKaTu. biconposoiy Ta
METOMNPOJIONY CYKIIMHATY BiJIalOTh IepeBary npu rinepreH-
3ii i3 CH3u®B, 6iconposiony — KoJm 11e HEOOXiTHO IS JTi-
KyBaHHS TinepTeH3ii Ha TJ1i OpOHXOCITaCTUYHOI XBOPOOU I1-
XaJIbHUX IIJISIXiB. bera-010KaTopu 3 aKTUBHICTIO SIK abda-,
TakK i 6eTa-peLenTopiB, TaKi SK KapBeAUI0J, MalOTh IIepeBary
npu CH3u®B.

Asb(a-1-6710KaTOpy  acOINIOIOTECSI 3  OPTOCTATUYHOIO
TiNOTEH3i€10; LEeH KJIAc MPEenapariB MOXe PO3MJISIaTUCSd B
YOJIOBIKIB i3 CUMIITOMaMM JTOOPOSIKICHOI TimepIriasii mepe-
MixXypoBoi 3ay103u. HeoOxigHO YHUKATH LIEHTPaJbHUX alib(a-
1-aroHicTiB; BOHM MOBUHHI 3aJIMIIIATUCS MTperapaTaMy OCTaH-
HO1 JIiHi1 Yepe3 mobiuHi epeKTH Ta HeOOXiAHICTh YHUKHEHHS 1X
panToBoi BigMiHU. BazoaunaTaTopu npsMoi Ail acoLilo0ThCs
13 3aTPUMKOIO HATPilo Ta BOAU i TOBMHHI BUKOPUCTOBYBATHCS
i3 ceyoriHHMMU 3acobaMu Ta 6eTa-0610KaTOpaMu.

ITouaTKoBa Teparist nepiuoi JiHil As rinepTeHsii 1 cramii
BKIOUae TiazunHi aiypernku, BKK Ta inriditopu AII® ado
BPA. /IBa npenapaTy nepioi JiHil pi3HUX KJI1aciB peKOMEHY-
FOTHCSI TIPY TIMTEPTEH3il 2-TO CTYMEeHS Ta y BUMAIKY, SIKIIIO Ce-
penniit AT na 20/10 MM pr.cT. Bumwmii 3a misoBuit AT. [Tpu-
XWJIBHICTB JIO TIPOJIOBXKEHHS JIIKyBaHHST MOXKe OyTU TOCSITHYTa
IUISIXOM 3aCTOCYBaHHSI OJIHOPA30BOI J03M TIperapary, a He
KUTBKOX 03, 8 TAKOXK ITPY MPU3HAYEHHI KOMOIHOBAHOI Tepanil
MPOTU BUKOPUCTAHHS OKPEMUX BiIbHUX KOMITOHEHTIB.

Jisg mopocnux i3 miATBEepIKEHOIO TillepTeH3i€I0 Ta BiJO-
MHMMM CTaOUTBHUMM CEPLIEBO-CYINHHUMM 3aXBOPIOBAHHSIMU
a60 > 10% 10-piunum pusukoM ACC3 peKOMEHAYEThCS 1li-
nboBuit AT < 130/80 MM pt.cT. CTparterisi ojsira€ B TOMy,
o0 y mepiry 4epry JOTPUMMYBATUCS CTaHIAPTHOI pPeKo-
MeHnatii momo jgikyBanHs CAT, CH3u®B, nonepeaHboro
IM Ta cTabiabHOI cTeHOKapii 3 JoAaBaHHSIM iHIIMX JIiKiB,
HeoOXimHuX msd nogainbiroro Koutpoio AT. ITpu CH3r®B
i cuMnTOMax MepeBaHTaXKEHHST 00’eMy AiypeTMKHU CJIijJ 3a-
CTOCOBYBATH [IJI1 KOHTPOJIIO apTepiajibHOI rinepTeH3sii, micas
yoro iHribitopu AII® abo BPA i 6era-610Katopu ciim TH-
tpyBatu 10 CAT < 130 MM pr.cT. JlikyBaHHS TinepTeHsii 3a
nornomoroto bPA mMoxe OyTh KOPUCHUM JJIs1 3alO0iraHHS
peunauBy (hiopusLii mepeacepab.

XXH: minboBuit AT noBunen 6ytu < 130/80 MM pr.cT.
3a HagsHocTi 3-1 crazxii XXH abo Buie ado 1-1 yu 2-1 cramgil
XXH 3 ansbyminypieto (> 300 mr/mo0y) JiKyBaHHS iHTiOiTO-
poM AITI®D € noLiJIBHUM 3 METOIO CITOBUIBHEHHS ITPOrpecy-
BaHHS XBOpoOu HUpPOK. BPA € po3ymMHOI0 aabTepHATUBOIO,
Ko iHridiTop AIT® He MepeHOCUTHCS.

Jopocaux 3 iHCYJIbTOM Ta lLepeOpalbHUMU CYAUHHU-
MU 3aXBOPIOBAHHSIMU CKJIamHO JiiKyBaTW. 11 BpaxyBaHHS
Pi3HOMAHITHUX BaXXJIMBUX MOMEHTIB, TOB’SI3aHUX i3 Kepy-
BaHHSIM AT y XBOpUX Ha iHCYJbT, peKOMeHJallil 111010 Ji-
KyBaHHSI TIOTPEOYIOTh BU3HAHHS TOCTPOTH iHCYJIBTY, THUITY
IHCYJIbTY Ta TepaneBTUUYHUX LJIeH, SIKi pa3oM i3 ilealbHUM
AHTUTITIEPTEeH3UBHUM TEPANIeBTUYHUM KJIaCOM He Oy
MOBHICTIO BUBYEHiI B KJIIHIYHUX JOCTIIKEHHSX. Y IOpOC-
JINX i3 TOCTPUM BHYTPIITHBOUCPEITHUM KPOBOBMIIMBOM i
CAT > 220 MM pT.CT. MOX€ OYyTH JOIIIBHUM BUKOPUCTAH-
Hs1 Oe3IepepBHOI BHYTPIITHROBECHHOI iH(Y3ii mpemapary 3
nuIbHUM MoHiTOopyBaHHSIM AT g 3HmxenHs CAT. He-
raiiHe 3HmkeHHS CAT mo < 140 mm pt.cT. i3 150—220 MM

Bisoprolol and metoprolol succinate are preferred
in hypertension with HFrEF and bisoprolol when
needed for hypertension in the setting of broncho-
spastic airway disease. Beta-blockers with both al-
pha- and beta-receptor activity such as carvedilol
are preferred in HFrEF.

Alpha-1 blockers are associated with orthostatic
hypotension; this drug class may be considered in
men with symptoms of benign prostatic hyper-
plasia. Central acting alpha-1 agonists should be
avoided, and are reserved as last-line due to side
effects and the need to avoid sudden discontinua-
tion. Direct-acting vasodilators are associated with
sodium and water retention and must be used with
a diuretic and beta-blocker.

Initial first-line therapy for stage 1 hypertension
includes thiazide diuretics, CCBs, and ACE inhibi-
tors or ARBs. Two first-line drugs of different clas-
ses are recommended with stage 2 hypertension and
average BP of 20/10 mm Hg above the BP target.
Improved adherence can be achieved with once-
daily drug dosing, rather than multiple dosing, and
with combination therapy rather than administra-
tion of the free individual components.

For adults with confirmed hypertension and
known stable CVD or > 10 % 10-year ASCVD risk,
a BP target of < 130/80 mm Hg is recommended.
The strategy is to first follow standard treatment
guidelines for CAD, HFrEF, previous MI, and
stable angina, with the addition of other drugs
as needed to further control BP. In HFpEF with
symptoms of volume overload, diuretics should be
used to control hypertension, following which ACE
inhibitors or ARBs and beta-blockers should be ti-
trated to SBP < 130 mm Hg. Treatment of hyper-
tension with an ARB can be useful for prevention of
recurrence of atrial fibrillation.

CKD: BP goal should be < 130/80 mm Hg. In
those with stage 3 or higher CKD or stage 1 or 2
CKD with albuminuria (> 300 mg/day), treatment
with an ACE inhibitor is reasonable to slow pro-
gression of kidney disease. An ARB is reasonable if
an ACE inhibitor is not tolerated.

Adults with stroke and cerebral vascular di-
sease are complex. To accommodate the variety of
important issues pertaining to BP management in
the stroke patient, treatment recommendations re-
quire recognition of stroke acuity, stroke type, and
therapeutic objectives, which along with ideal an-
tihypertensive therapeutic class have not been fully
studied in clinical trials. In adults with acute intrac-
ranial hemorrhage and SBP > 220 mm Hg, it may
be reasonable to use continuous intravenous drug
infusion with close BP monitoring to lower SBP.
Immediate lowering of SBP to < 140 mm Hg from
150—220 mm Hg is not of benefit to reduce death,
and may cause harm. In acute ischemic stroke,
BP should be lowered slowly to < 185/110 mm
Hg prior to thrombolytic therapy and maintained

72 Pocki, 1SSN 2307-1257 (print), ISSN 2307-1265 (online)

Vol. 7, No. 1, 2018



HacraHoBu / Guidelines

PT.CT. HE CIPUSIE 3MEHILIEHHIO CMEPTHOCTI Ta MOXE CIIpU-
YUHUTU 1Koxy. I[lpu roctpomy ilmeMiyHOMY iHCYIbTI Ie-
pen rmoyatkoMm TpoMOoJiTuuHOoi Tepanii AT ciig moBiJibHO
3HMKyBath 10 < 185/110 MM pT.CT. i miATpUMYBaTH Ha PiBHI
< 180/105 MM pT.CT. IPOTITOM IITOHAMEHIIIE TTIePIITNX 24 TO-
JIAH TTiCJIS TOYaTKy MEAMKaMEHTO3HOI Teparlii. € po3yMHUM
MoYaToK abo MOBTOpHE MPU3HAYEHHST aHTUTINEePTEeH3UBHOI
Teparii mif yac rocritaiisalilii, KoJu Mali€HTH 3 illleMiYHUM
iHcysnbToM ctabinbHi, ipu AT > 140/90 MM pr.cT. Y THX, XTO
HE MPOXOIUTH periepdy3iliiHy Tepartito TpoMOomiTuKaMu abo
€HJ0BACKYJISIpHE JIIKYBaHHS, SIKIO piBeHb AT > 220/120 mm
PT.CT., mepeBara 3HKeHHsI AT He 3po3yMijia, OMHAK y IepIIri
24 TOAVHU CHi PO3TASIATH SIK JOLIIbHE 3HUXKEHHS apTepi-
aJIbHOT'O TUCKY Ha 15 % micjist po3BUTKY iHCyabTy. [IpoTe iHi-
LitoBaHHS a00 MOBTOpPHE MPU3HAYeHHS JiKyBaHHS npu AT
< 220/120 MM pT.cT. mpoTsiroMm mnepuux 48—72 roguH micias
TOCTPOTO illIEeMiYHOTO iHCYBTY He € e(PeKTUBHUM.

BropuHHa mnpodinakTuka Mmicasi iHCyJabTy abo TpaH3U-
TopHoOi imeMiuHoi atraku (TIA) moBUHHA MOYMHATUCS 3 Bifl-
HOBJICHHSI JIIKYBaHHSI MIiC/Isl MepIIMX KiJbKOX IHIB yKa3aHO1
nofii Jyisl 3MeHIIeHHs (iMoBipHOCTI) peuuauBy. KopuchHe
JlikyBaHHs iHTiOiTOpoM ATI® a60 BPA 3 Tiazumnum niype-
TuKoM. Ti XBopi, SIKi paHille He JIKyBaJIUCS 3 MPUBOIY Ti-
nepteHsii Ta MatoTh AT > 140/90 MM pT.CT., TOBUHHI TIOYaTH
AHTUTINEPTEH3UBHY TEPAIlilo Yepe3 KUTbKa IHIB Mic/s BKa3a-
Hoi nozaii. Bubip npenapaTiB MOBUHEH I'PYHTYBATUCS Ha Cy-
mmyTHix 3axBoproBaHHsx. AT < 130/80 MM pT.cT. MOXe OyTH
PO3YMHOIO METOIO JIJIST TUX, XTO CTpaxknae Binm iHcynbTy, TIA
a00 JIaKyHapHOTO iHCYAbTY. IJ1g TUX, XTO Ma€ illeMigyHU iH-
CYJIBLT 1 MOTIepeIHBO He JIiKYBaB TilepTeH3110, HEMA€E KOTHUX
JToKa3iB KOpHUCTi Bif JlikyBaHHs, k110 AT < 140/90 MM pT.cCT.

Lykposuit giader (LIJI) i rimepTeH3ist: aHTUTINIEpPTEH-
3UBHE MEAMKAMEHTO3HE JIIKyBaHHS CJIiJl HOYMHATh npu AT
> 130/80 MM pt. cT. 3 MeTo10 gocsarHeHHs AT < 130/80 mm
pr.cT. Y gopocaux i3 LI/ Ta rinepTeH3i€l0 KOPUCHI Ta ehek-
TUBHI BCi KJIaCM aHTUTIMEPTEH3WBHMX IpenapariB Mepuoi
JiHii (To6TO miypetuku, inriditopu AII®, BPA ta BKK). IH-
ricitopu AIT® a6o BPA MoXyTh po3risimaTics 3a HassBHOCTI
ABOYMiHYpIi.

MeTtabomniunuit cuHApOM: MoardiKallis CrtocoOy XXUTTS 3
aKIIEHTOM Ha MOKPAIIeHHS YyTIMBOCTI 10 iHCYJIiHY HUISIXOM
3MiHU XapayBaHHsI, 3MEHIIICHHS Bard Ta ()i3MYHUX BIIPAB €
OCHOBOIO JIiKyBaHHSI M€Ta0OIiYHOTO cHAPOMY. OITrUMAab-
Ha aHTUTINepTEeH3MBHA Teparlisl I Nali€HTIB 3 TilnepTeH-
3i€10 TIpU BCTAHOBJIEHHI METa0OJIUHOIO CMHAPOMY He Oyia
YiTKO BM3HA4YeHa. XJIOPTATiJIOH OyB NMpMHANWMHI TaKUM 3Ke
eeKTUBHUM ISl 3HUXKEHHS CepLEeBO-CYIMHHUX YCKIal-
HEHb, SIK i iHIIi aHTUTINEePTeH3UBHI MpeTapaT B AOCTiIKEeH-
Hi ALLHAT. Cnig yHuKaTtu TpaauiiliiHuX 6eTa-0J10KaTopiB,
SIKIIIO BOHU HE BUKOPUCTOBYIOTHCS Y 3B’3KY 3 ilIEMiYHOIO
XBOPOOOIO ceplsl.

KrananHa cepiieBo-cyaMHHA HEAOCTATHICTb: OE3CHMII-
TOMHUI CTE€HO3 a0OPTH 3 TIMEePTEeH3IE€I0 CIIiMl JiKyBaTU MeIu-
KaMEHTO3HO, MOYMHAIOUM 3 HU3BKOI 103U, 3 TMOCTYIIOBUM
TUTPYBAaHHAM Yy OiK 30UIbIIIEHHSI, KOJU 1€ HEeOOXimHO. Y
MAE€HTIB 3 XPOHIYHOK A0PTaJbHOIO HEIOCTATHICTIO € MIO-
LIUIBHUM JIIKYBaHHS CUCTOJIIYHOI TiIepTeH3il 32 JOMTOMOTOI0
arcHTIiB, IO HE 3MCHIIYIOTh YacTOTy CEPLEBUX CKOPOUCHBb
(HampuKJaa, YHUKAaTh OeTa-0JI0KaTopiB).

to < 180/105 mm Hg for at least the first 24 hours
after initiating drug therapy. Starting or restarting
antihypertensive therapy during the hospitaliza-
tion when patients with ischemic stroke are stable
with BP > 140/90 mm Hg is reasonable. In those
who do not undergo reperfusion therapy with
thrombolytics or endovascular treatment, if the BP
is > 220/120 mm Hg, the benefit of lowering BP
is not clear, but it is reasonable to consider lower-
ing BP by 15 % during the first 24 hours post onset
of stroke. However, initiating or restarting treat-
ment when BP is < 220/120 mm Hg within the first
48—72 hours post-acute ischemic stroke is not ef-
fective.

Secondary prevention following a stroke or
transient ischemic attack (TIA) should begin by
restarting treatment after the first few days of the
index event to reduce recurrence. Treatment with
ACE inhibitor or ARB with thiazide diuretic is use-
ful. Those not previously treated for hypertension
and who have a BP > 140/90 mm Hg should begin
antihypertensive therapy a few days after the index
event. Selection of drugs should be based on comor-
bidities. A goal of < 130/80 mm Hg may be reason-
able for those with a stroke, TIA, or lacunar stroke.
For those with an ischemic stroke and no previous
treatment for hypertension, there is no evidence of
treatment benefit if the BP is < 140/90 mm Hg.

Diabetes mellitus (DM) and hypertension: An-
tihypertensive drug treatment should be initiated
at a BP > 130/80 mm Hg with a treatment goal of
< 130/80 mm Hg. In adults with DM and hyper-
tension, all first-line classes of antihypertensive
agents (i.e., diuretics, ACE inhibitors, ARBs, and
CCBs) are useful and effective. ACE inhibitors or
ARBs may be considered in the presence of albu-
minuria.

Metabolic syndrome: Lifestyle modification
with an emphasis on improving insulin sensitivity
by means of dietary modification, weight reduc-
tion, and exercise is the foundation of treatment of
the metabolic syndrome. The optimal antihyper-
tensive drug therapy for patients with hypertension
in the setting of the metabolic syndrome has not
been clearly defined. Chlorthalidone was at least as
effective for reducing CV events as the other anti-
hypertensive agents in the ALLHAT study. Tradi-
tional beta-blockers should be avoided unless used
for ischemic heart disease.

Valvular heart disease: Asymptomatic aortic
stenosis with hypertension should be treated with
pharmacotherapy, starting at a low dose, and grad-
ually titrated upward as needed. In patients with
chronic aortic insufficiency, treatment of systolic
hypertension is reasonable with agents that do not
slow the heart rate (e.g., avoid beta-blockers).

Aortic disease: Beta-blockers are recommended
as the preferred antihypertensive drug class in pa-
tients with hypertension and thoracic aortic disease.
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AoprajbHa XBopo0Oa: 6eTa-0JloKaTopu peKOMEHAYIOThCS
SIK TIEpeBaXKHUI KJ1aCc aHTUTITIEPTeH3MBHUX TTperiapaTiB y ma-
LIEHTIB 3 TiMEePTEH3I€10 Ta A0PTATbHO-TPYAHOIO XBOPOOOIO.

Paca/eTHiuyHa mpuHaNeXHICTh: y Opociaux adpoamepu-
KaHIIiB 3 rinepTeHsi€to, ane 6e3 CH ado XXH, y Tomy uuc-
ai 3 LIJI, moyaTkoBa aHTUTriNepTeH3MBHA Teparlis MOBUHHA
BKJIOYaTU TiazunaHuil miypetuk yu BKK. Insa Ginbirocti
JIOPOCNX, 0COOIMBO MOPOCTUX ahpoaMepUKaHIIB 3 Tirep-
TEeH31€10, PEKOMEHIYEThCS 3aCTOCOBYBATU NIBa a00 Oinblie
AHTUTINEPTCH3MBHUX IIperapaTH AJIsl JOCSITHEHHSI 1IJIbOBOTO
AT < 130/80 MM pr.cCT.

ITpobGaeMu, MoB’si3aHi 3 BIKOM: JIiIKyBaHHSI TilepTeH3ii pe-
KOMEHIYEThCS I HEIHCTUTYILIIOHATI30BaHUX aMOYJIaTOPHUX
Jnopociux (> 65 pokiB) i3 cepenHiMm CAT > 130 MM pr.cT. 3 Me-
toto ikyBaHHS CAT < 130 MM pt.cT. 7151 T10Ae i TOXUIIOTo BiKy
(> 65 pokiB) 3 rinepTeH3i€I0 Ta O0TSKEHMX CYITYTHBOIO 3aXBO-
PIOBaHICTIO Ta/a00 3 OOMEXKEHOIO TPUBAJIICTIO XXUTTS KJTiHiY-
Hi CyIKEHHSsI, BITOAOOAHHS Malli€eHTa Ta TPyMOBUI MiaXia 1ist
OIIIHKY PU3UKY/BUTOAM € TIiICTABOIO JIsI PO3YMHMX PillleHb
1ION0 iHTEHCUBHOCTI 3HIKeHHST AT i BUOOpy aHTUTINepTEeH-
3UBHUX TpemnapariB. 3HKeHHsT AT Mae OyTu paliioHaJIbHUM,
11100 3aro0irTH KOTHITUBHOMY 3HMXKEHHIO Ta CJ1a00OYMCTBY.

IlepenonepaniiiHi XipypriuHi mpoiuenypu: MpU3HAYEHHS
OeTa-0J10KaTOpiB, K i IHIIMX AHTUTINEPTEH3WBHUX JIiKap-
CBKUX ITperapariB, CJIiJ MPOIOBXKYBATH B OCi0 3 TilIEPTEH3IETO,
SIKi 3a3HAIOTh CEPUO3HMX OIepallill, 10 XipypriyHOro BTpy4YaH-
Hs1. MOXHAa pO3IISTHYTH MUTaHHS PO MPUITMHEHHS IpUAOMY
inrioiropiB AII® ta BPA B nepionepauiiiHomy pexumi. st
MAILiEHTIB i3 3aIUIAHOBAHUM BEJIMKWM XipYPTiYHUM BTpy4YaH-
HsM Ta CAT > 180 MM prt.cT. 2060 JIAT > 110 MM pT.CT. MOXe
OyTH pO3IISIHyTa BiicTpoyeHa orepallisd. Pizke noonepauiiite
MPUITMHEHHS MpUitoMy 6eTa-010KaTopiB a00 KIIOHIAUHY MOXKe
OyTU IKimIMBUM. [HTpaonepaTuBHa TilepTeH3is MIOBUHHA pe-
TYJIOBaTUCS BHYTPIIIHBOBEHHWM BXXWBAaHHSM TIpeTaparis,
JIOKW TIEPOPAIbHUM MTPUIAOM JTiKiB MOXHA Oy/1e BiTHOBUTH.

JIy1st 0GroBOpPeHHS TIMEePTOHIYHUX KPU3iB i3 CYyMyTHIMU
3aXBOPIOBAHHSIMU Ta 0€3 HUX 3BEPHITbCS A0 posainy 11.2
«I'inepTOHIYHI KPMU30Bi CUTYallii Ta HAA3BUYAlHI CUTYallil» B
HacTaHOBaXx.

KoxeHn nopocnuii 3 rinepTeH3i€l0 NOBUHEH MAaTH YiTKHUMA,
JIeTaIbHUI Ta TIOTOYHUI JOKA30BMIA TJIaH JIIKYBaHHS, 1110 3a-
0e3MeYuThb TOCSTHEHHS 1iJIel JTIiKyBaHHSI Ta CAMOPETY/IIOBaH-
Hs1; e(eKTUBHE YIPaBIiHHS CYIyTHIMU CTaHAMMU; CBOEYACHE
CIOCTEepPEXXeHHs 3 OOKY MEeIWYHOI KOMaHIM i JOTPUMAaHHS
CEepUO3HUX NOKA30BUX MpaBul. EdeKTUBHI MOBEAIHKOBI Ta
MOTUBALiliHi cTpaTerii peKOMeHI0BaHi AJ1s1 CIIPUSTHHS MO~
dikauii cnocoOy Xuttsa. PeKkoMeHAy€eThCs CTPYKTYpOBaHUA
IPYINOBUI MiAXif, 1110 BKJIIOYAE JTiKapsl, MeAcecTpy Ta (hapma-
1IeBTa B CIIUIBbHI MOJIEJIi, a TAKOX iHTErpallito JOMaIIHiX MO-
HITOPMHIOBUX i TeJIEMEIUUYHUX 3aXOAiB. Pe3yabraTu MOXYyTb
OyTU BIOCKOHAJIeHi 3a JOIOMOTOK CTpaTeriii MigBUILECHHS
SIKOCTi Ha piBHi CUCTEMU OXOPOHU 300POB’sI, MOCTaYaJbHU-
Ka Ta namieHTiB. MiHaHCOBI CTUMYJIV, HamaHi IIpoBaiiepam,
MOXYTb OyTU KOpucHUMU. M

Race/ethnicity: In African American adults with
hypertension but without HF or CKD, including
those with DM, initial antihypertensive treatment
should include a thiazide-type diuretic or CCB.
Two or more antihypertensive medications are rec-
ommended to achieve a BP target of < 130/80 mm
Hg in most adults, especially in African American
adults, with hypertension.

Age-related issues: Treatment of hypertension
is recommended for noninstitutionalized ambu-
latory community-dwelling adults (> 65 years of
age), with an average SBP > 130 mm Hg with SBP
treatment goal of < 130 mm Hg. For older adults
(= 65 years of age) with hypertension and a high
burden of comorbidity and/or limited life expec-
tancy, clinical judgment, patient preference, and
a team-based approach to assess risk/benefit is
reasonable for decisions regarding intensity of BP
lowering and choice of antihypertensive drugs. BP
lowering is reasonable to prevent cognitive decline
and dementia.

Preoperative surgical procedures: Beta-blo-
ckers should be continued in persons with hyper-
tension undergoing major surgery, as should other
antihypertensive drug therapy until surgery. Dis-
continuation of ACE inhibitors and ARBs peri-
operatively may be considered. For patients with
planned elective major surgery and SBP > 180 mm
Hg or DBP > 110 mm Hg, deferring surgery may be
considered. Abrupt preoperative discontinuation
of beta-blockers or clonidine may be harmful. In-
traoperative hypertension should be managed with
intravenous medication until oral medications can
be resumed.

For discussion regarding hypertensive crises
with and without comorbidities, refer to Section
11.2: Hypertensive Crises — Emergencies and Ur-
gencies in the Guideline.

Every adult with hypertension should have a
clear, detailed, and current evidence-based plan
of care that ensures the achievement of treatment
and self-management goals; effective management
of comorbid conditions; timely follow-up with the
healthcare team; and adheres to CVD evidence-
based guidelines. Effective behavioral and moti-
vational strategies are recommended to promote
lifestyle modification. A structured team-based
approach including a physician, nurse, and phar-
macist collaborative model is recommended, along
with integrating home-based monitoring and te-
lIehealth interventions. Outcome may be improved
with quality improvement strategies at the health
system, provider, and patient level. Financial in-
centives paid to providers can be useful. B
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