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Mesure de la pression artérielle



Table 8 Office blood pressure measurement

Patients should be seated comfortably in a quiet environment
for 5 min before beginning BP measurements.

Three BP measurements should be recorded, 1-2 min apart,
and additional measurements anly if the first two readings differ
by =10 mmHg. BP is recorded as the average of the last two BP
readings.

Additional measurements may have to be performed in patients
with unstable BP values due to arrhythmias, such asin patents
with AF, in whom manual auscultatory methods should be used
as most automated devices have not been validated for BP
measurement in patients with AF*

Use a standard bladder cuff (12-13 em wide and 35 cm long)
for most patients, but have larger and smaller cuffs available for
larger (arm circumference >32 om) and thinner arms,
respectively.

The cuff should be positioned at the level of the heart, with the
back and arm supported to avoid muscle contraction and iso-
metric exercise-dependant increases in BP.

When using auscultatory methods, use phase | and V (sudden
reduction/disappearance) Korotkoff sounds to identify SBP and
DBP, respectively.

Measure BP in both arms at the first visit to detect possible
between-arm differences. Lise the arm with the higher value as
the reference.

Measure BP 1 min and 3 min after standing from a seated posi-
tion in all patients at the first measurement to exclode ortho-
static hypotension. Lying and standing BP measurements should
also be considered in subsequent visits in older people, people
with diabetes, and people with other conditions in which ortho-
static hypotension may frequently cocur.

Record heart rate and use pulse palpation to exclude
arrhythmia

DESC/ESH 2018

AF = atrial fibrillation; BP = blood pressure; DBP = diastolic blood pressure; SBP

= systolic blood pressure.

“Most automatic devices are not validated for BP measurement in patients with
AF and will record the highest individual systolic pressure wave form rather than

an average of several cardiac cycles. This will lead to overestimation of BP.



Table |10 Comparison of ambulatory blood pressure monitoring and home blood pressure monitoring

e Expensive and sometimes limited availabilicy
& Can be uncomfortable

ABPM HBPM
Advantages Advantages
® (Canidentify white-coat and masked hypertension # (Can identify white-coat and masked hypertension
& Stronger prognostic evidence & Cheap and widely available
e MNight-time readings e Measurement in a home setting, which may be more relaxed than
& Measurement in real-life settings the doctor's office
e Additional prognostic BP phenotypes e Patient engagement in BP measurement
e Abundant information from a single measurement session, including e Easily repeated and used over longer periods to assess day-to-day BP
short-term BP variability variability
Disadvantages Disadvantages

e Only static BP is available
e Potential for measurement error

® Mo nocturnal readings®

®ESC/ESH 2018

ABPM = ambulatory blood pressure monitoring: BP = blood pressure; HEPM = home blood pressure monitoring.
*Technigues are being developed to enable nocturnal BPF measurement with home BPF devices.
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ARTICLES

Articles

Age-specific relevance of usual blood pressure to vascular

mortality: a meta-analysis of individual data for one million adults
in 61 prospective studies

Prospective Studies Collaboration*

Lancet 2002;: 360: 1903-13
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Interpretation Throughout middle and old age, usual blood
pressure is strongly and directly related to vascular (and
overall) mortality, without any evidence of a threshold down

to at least 115/75 mm Hg.
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Essai SPRINT

Dans cet essai randomisé, ouvert, avec analyse en insu (i.e. en aveugle)
de la randomisation, 9 361 patients hypertendus (PAS clinique > 130
mmHg avec 0 a 4 médicaments antihypertenseurs) de plus de 50 ans,
non diabétiques et sans antécédent d’AVC, mais a haut risque car-
diovasculaire (maladie cardiovasculaire clinique ou infraclinique, ou
insuffisance rénale chronique [DFG, débit de filtration glomérulaire ;
MDRD, modification of diet in renal disease : 20-60 ml/min/1,73m?],
ou un risque cardiovasculaire a 10 ans supérieur a 15 % selon le score
de Framingham® ou un dge > 75 ans) étaient randomisés soit dans le
groupe « traitement standard » (PAS clinique cible < 140 mmHg) soit
dans le groupe « traitement intensif » (PAS cible <120 mmHg). Les
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Figure 1. Pressions artérielles systoliques (PAS) dans le groupe « traitement intensif » (objectif PAS < 120 mmHg) (en orange) et dans le groupe
« traitement standard » (objectif PAS < 140 mmHg) (en bleu). Le critére de jugement principal est un critére composite associant la survenue d’un
infarctus du myocarde, d’un syndrome coronarien aigu, d’un AVC (accident vasculaire cérébral), d’une insufffisance cardiaque ou d’un déces de

cause cardiovasculaire. 95% Cl : intervalle de confiance a 95%.

médecineSsciences 2016 ; 52 : 861-4



Table 2. Primary and Secondary Outcomes and Renal Outcomes.*
Hazard Ratio
Outcome Intensive Treatment Standard Treatment (95% CI) P Value
no. of patients (%) % peryear  no. of patients (%) % per year
All participants (N=4678) (N=4683)
Primary outcome 243 (5.2) 1.65 319 (6.8) 2.19 0.75 (0.64-0.89) <0.001
Secondary outcomes
Myocardial infarction 97 (2.1) 0.65 116 (2.5) 0.78 0.83 (0.64-1.09)  0.19
Acute coronary syndrome 40 (0.9) 0.27 40 (0.9) 0.27 1.00 (0.64-1.55) 0.99
Stroke 62 (1.3) 0.41 70 (1.5) 0.47 0.89 (0.63-1.25)  0.50
Heart failure 62 (1.3) 0.41 100 (2.1) 0.67 0.62 (0.45-0.84) 0.002
Death from cardiovascular causes 37 (0.8) 0.25 65 (1.4) 0.43 0.57 (0.38-0.85) 0.005
Death from any cause 155 (3.3) 1.03 210 (4.5) 1.40 0.73 (0.60-0.90) 0.003
Primary outcome or death 332 (7.1) 2.25 423 (9.0) 2.90 0.78 (0.67-0.90) <0.001
Participants with CKD at baseline (N=1330) (N=1316)
Composite renal outcomes 14 (1.1) 0.33 15 (1.1) 0.36 0.89 (0.42-1.87) 0.76
=50% reduction in estimated GFR§ 10 (0.8) 0.23 11 (0.8) 0.26 0.87 (0.36-2.07) 0.75
Long-term dialysis 6 (0.5) 0.14 10 (0.8) 0.24 0.57 (0.19-1.54)  0.27
Kidney transplantation 0 0
Incident albuminuria¥ 49/526 (9.3) 3.02 59/500 (11.8) 3.90 0.72 (0.48-1.07) 0.1
Participants without CKD at baseline (N=3332) (N=3345)
=30% reduction in estimated GFR to <60 ml/ 127 (3.8) 1.21 37 (1.1) 0.35 3.49 (2.44-5.10) <0.001
min/1.73 m?§
Incident albuminuria¥] 110/1769 (6.2) 2.00 135/1831 (7.4) 2.41 0.81 (0.63-1.04)  0.10

1 The primary outcome was the first occurrence of myocardial infarction, acute coronary syndrome, stroke, heart failure, or death from cardio-
vascular causes.



Table 3 Classification of office blood pressure® and definitions of hypertension grade®

Category Systolic (mmHg) Diastolic (mmHg)
Optimal <120 and =<B0
MNomal 120-129 and/or B0-84

High normal 130-139% and/or 85-89
Grade 1 hypertension 140-15% and/or 90-99

Grade 2 hypertension 160-179 and/or 100-109
Grade 3 hypertension =180 and/or =110
lsolated systolic hypertension” =140 and =90

ESH 2018

DESC/E

BEP = blood pressure; SBP = systolic blood pressure.

“BP category is defined acocording to seated clinic BP and by the highest level of BP, whether systolic or diastolic.

®lsolated systolic hypertension is graded 1, 2 or 3 according to SBP values in the ranges indicated.

The same classification is used for all ages from 16 years.
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LESC/ESH 2018

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

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



Table Il Clinical indications for home blood pressure monitoring or ambulatory blood pressure monitoring

Conditions in which white-coat hypertension is more common, eg:
e Grade | hypertension on office BP measurement
& Marked office BP elevation without HMOD

Conditions in which masked hypertension is more common, eg:
e High—normal office BP
e MNormal office BP in individuaks with HMOD or at high total CV risk

Postural and post-prandial hypotension in untreated and treated patients

Evaluation of resistant hypertension
Evaluation of BP control, espedially in treated higher-risk patients

Exaggerated BP response to exercise

When there is considerable variability in the office BP

Evaluating symptoms consistent with hypotension during treatment

Spedific indications for ABPM rather than HBPM:
e Assessment of nocturnal BP values and dipping status (eg. suspicion of noctumal hypertension, such as in sleep apnoea, CKD, diabetes, endo-

crine hypertension, or autonomic dysfunction)

ABPM = ambulatory blood pressure monitoring; BP = blood pressure; CKD = chronic kidney disease; CV = cardiovasular; HEPM = home blood pressure monitoring: HMOD
= hypertension-mediated organ damage.

DESC/ESH 2018
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Table 12 Key information to be collected in personal
and family medical history

Risk factors

Family and personal history of hypertension, CVD, stroke, or renal
disease

Family and personal history of assochted risk factors (eg. familial
hypercholesterokemia)

Smoking history

Dietary history and salt intake

Alcohol consumption

Lack of physical exercise/sedentary lifestyle

History of erectile dysfunction

Sleep history, snoring, sleep apnoea (information also from partner)

Previous hy pertension in pregnancy/pre-eclampsia

History and symptoms of HMOD, CVD, stroke, and renal
disease

Brain and eyes: headache, vertigo, syncope, impaired vision, TIA,
sensory or motor deficit, stroke, carotid revasculariztion, cognitive
impairment, dermentia (in the elderdy)

Heart chest pain, shortness of breath, oedema, myocardial infarc-
tion, cororary revascularization, syncope, history of palpitations,
arrhythmias (especially AF), heart failure

Kidney: thirst, polyuria, nocturia, haematuria, urinary tract infections

Peripheral arteries: cold extremities, intermittent claudication, pain-

free walking distance, pain at rest, peripheral revasculanization

Patient or family history of CKD (eg. polycystic kidney disease)

History of possible secondary hypertension

Young onset of grade 2 or 3 hypertension (<40 years), or sudden
development of hy pertension or rapidly worsening BF in older
patients

History of renal'udmary tract disease

Recreational druglsubstance abusefconcurrent therapies: corticoste-
roids, nasal vasoconstrictor, chemaotherapy, yohimbine, liquorice

Repetitive episodes of sweating, headache, anxiety, or palpitations,
suggestive of Phaeochromocytama

History of spontaneois o diurétic-provaked hyp okabemia, epi-
sodes of muscle weakness, and tetany (hyperaldosteronism)

Symptoms suggestive of thy roid disease or hyperparathyroidism

History of or current pregnancy and oral contraceptive use

History of sleep apnoea

Py e

¥F Drug Tr

Current/past antihypertensive medication including effectiveness
and intolerance to previows medications

DESC/ESH 2018

Adherence to therapy
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Table |3 Key steps in physical examination

Body habitus

Weight and height measured on a calibrated scale, with calcula-
tion of BMI

Waist circumference

Signs of HMOD

Meurological examination and cognitive status

Fundoscopic examination for hypertensive retinopathy

Palpation and auscultation of heart and carotid arteries

Palpation of peripheral arteries

Comparison of BP in both arms (at least once)

Secondary hypertension

Skin inspection: cafe-au-lait patches of neurofibromatosis
(pheeochromocytoma)

Kidney palpation for signs of renal enlrgement in polycystic lid-

ney disease

Auscultation of heart and renal arteries for murmurs or bruits
indicative of aortic coarctation, or renovascular hypertension

Comparison of radial with femoral pulse: to detect radio-femo-

ral delay in aortic coarctation

Signs of Cushing's disease or acromegaly

Signs of thyroid disease

SC/ESH2ZMa
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Table 14 Routine worlkup for evaluation of hyperten-

sive patients

Routine laboratory tests

Haemoglobin and/or haematocrit

Fasting blood glucose and glycated HbA

Blood lipids total cholesterol, LDL cholesterol, HDL
cholesterol

Blood triglycerides

Blood potassium and sodium

Blood uric acid

Blood creatinine and eGFR,

Blood liver function tests

Urine analysis: microscopic examination; urinary protein by dip-

stick test or, ideally, albumin:creatinine ratio

12-lead ECG

SC/ESH 28
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eGFR = estimated glomerular fittration rate; ECG = electro@rdiogran Hba,, =
haemoglobin Alc



Table |5 Assessment of hypertension-mediated organ damage

Basic screening tests for HMOD

Indication and interpretation

12-lead ECG

Sereen for LVH and other possible cardiac abnormalities, and to document heart rate and cardiac
rhythm

LIrime albumin:creatininge ratio

To detect elevations in albumin excretion indicative of possible renal disease

Blood creatinine and eGFR

To detect possible renal disease

Fundoscopy

To detect hypertensive retinopathy, especially in patients with grade 2 or 3 hypertension

More detailed screening for HMOD

Echocardiography To evaluate cardiac structure and function, when this information will influence treatment
decisions
Carotid ultrasound To determine the presence of carotid plaque or stenosis, particularly in patients with cerebrovas-

cular disease or vascular disease elsewhere

Abdominal ultrasound and Doppler studies

® To evaluate renal size and structure (e.g. scarring) and exclude renal tract obstruction as pos-
sible underlying causes of CKD and hypertension

& Evaluate abdominal acrta for evidence of aneurysmal dilatation and vascular disease

e BExamine adrenal glands for evidence of adenoma or phaecchromocytoma (CT or MRI pre-
ferred for detailed examination); see section 82 regarding screening for secondary
hypertensicn

e Renal artery Doppler studies to screen for the presence of renovascular disease, especially in

the presence of asymmetric renal size

PWA An index of aortic stiffness and underlying arteriosclerosis

AB Screen for evidence of LEAD

Cognitive function testing To evaluate cognition in patients with symptoms suggestive of cognitive impairment

Brain imaging To evaluate the presence of ischaemic or haemorrhagic brain injury, espedially in patients with a

history of cerebrovascular disease or cognitive decline

BESC/ESH 2N8

ABl = ankle-brachial index; CKD = chronic kidney disease; CT = computed tomography; ECG = electrocardicgrans eGFR. = estimated glomerular filtration race; HMOD =
hypertension-mediated organ damage; LEAD = lower extremity artery disease; LVH = left ventricular hypertrophy, MRI = magnetic resonance imaging: PWWY = pulse wawe
velodity.
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Quand la rechercher ?



