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Relative Risk Reduction Proportional to Decrease in Office Systolic BP

Even Small BP Reductions Reduce Risk of Cardiovascular Mortality
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Reliable, Validated BP monitors
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Use validated automated electronic upper-arm
cuff device.

Select cuff sre according to device
Instructions.

Ench device has its own cuffs, which are not
Interchangeable with those of other devices,

Pl

Annual maintenance of device is necessary.

George S Stergiou et al. Journal of Hypertension 2021, 39:1293-130:

06/04/2025

HYPERTENSION IS A

BILLIONS OF PEOPLE HYPERTENSION IS THE THE
ARE AFFECTED NUMBER ONE RISK HYPERTENSION
FACTOR FOR DEATH® THRESHOLD

Medtronic

The selection of an appropriate cuff size is crucial for accurate BP
measurement and depends on the arm circumference of each individual. A

smaller than required cuff overestimates BP and a larger underestimates
BP. A single cuff cannot fit the range of arm sizes of all adults.

TABLE 3
Recommended CLT Sizes for Acturat Measurement of Blood Pressurs
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Place the centre of the bladder over the brachial artery pulsation in the
antecubital fossa. The lower end of the cuff should be 2=3 cm above the
antecubital fossa. The cuff should exert comparable tightness at the top and
bottom edges. One finger should easily fit under the cuff at its top and

the cutt an your fest sem, The cutf
Mo it level with your heart. Inches aba

George S Stergiou et al. Journal of Hypertension 2021, 39:1293-130:
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Office bloed pressure measuremant
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Ambulatory BP monitoring

White Coat HTN

-t - — Elevated clinic BP & normal ABPM/HBPM
PAISIFEFRAP IS
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W

Masked HTN
— Normal Clinic BP & elevated ABPM / HBPM
— Suspect if high normal BP, esp in diabetes or organ

= W damage (LVH, CKD)
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24-hour ambulatory blood pressure recordings in clinical practice

‘ Why do we use ambulatory BP monitoring 7

1. Office blood pressures (BP) are influenced by many factors leading to imprecision

2. Ambulatory BP monitoring (ABPM)

provides multiple BP readings in the usual environment of individuals

.

provides BF readings during routine daily activities and during the night

enables to identify white coat (WCH) and masked hypertension (MH)

.

provides additional prognostic BP phenotypes

.

provides evaluations of the 24h BP control during treatment

has stronger prognostic evidence for CV death and target organ damages
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Common conditions with Nocturnal Hypertension
and associated mechanisms

White-coat and masked HT: patient profile

0sA Type-2-diabetes CKD Insomnia High salt intake

To r_.@
mucCh

* White-coat HT:
* Upto 30-40% Nyperteniive patients, »50% in the very okl
* Elderly / women
+ Grade | HT on office BP measurement
* Lower prevalence of HMOD
* €V risk Is lower than sustained HT, but higher than normctensve (carrespanding to high-normal MT)

"

* Masked HT:
* Lip ta 15% of patients with a narmal office 89
+ Often aw {mass. g tof-office BP i nat frasibie)

* Yourger peaphe [ men | smokers | aleohal consumption

* High levels of physical activity

= Arodety [ Job stress

= HMDD, diabetes

* OV risk is sinilar 10 susained HT < they ane true bypertenshes)

Obesity - Periodic limb movement — Endocrine secondary hypertension — Older age — Asian ethnicity

Clinical Value of Nocturnal BP — Best Predictor of CV Mortality

Superiority-of ambulatory-BP-for predicting €\ death-in-untreated-hypertensive patients
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E. Dolan et al. Hypertension 2005;46:156-161

Comparison of ABPM and home BP monitoring Diagnosis of hypertension
+ Clinic BP of 140/90 mmHg or higher
+ ABPM daytime average or HBPM average of 135/85
mmHg or higher.

Hypertensinn in adu
dbiggeis and s

anpm o

Aduantages

Stage 1 hypertension
Clinic blood pressure ranging from 1 to1 igand ABPM daytime average or HBPM average
blood pressure ranging from 135/85 mmHg to 159/94 mmHg.

Stage 2 hypertension
Clinic blood pressure of 160/100 mmHg or higher but less than 180/120 mmHg and subsequent ABPM daytime average or HBPM
average blood pressure of 150/95 mmHg or higher.

Stage 3 or severe hypertension
Clinic systolic blood pressure of 180 mmHg or higher or clinic diastolic blood pressure of 120 mmHg or higher.

Clinic blood pi I (less than g), but blood pressure measurements are higher when
ide the clinic using average dayi y p itoring (ABPM) or average home blood pressure
monitoring (HBPM) blood pressure measurements.

White Coat




New 2024 ESC categories

@ESsc

Europsan Society
of Cardiology
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Risk assessment focused on those with elevated BP

L Binod prurs danficaten

Initiation of blood pressure-lowering drug treatment

Tabbe 14 Initiation of L3 o confirmed bivod prasiure category and cardiovas-
cular discase risk
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Risk assessment focused on those with elevated BP

Wese

Step 1: Assess for high
risk CVD conditions

Step 2t Prediet 10-year
risk of CVD

apecific and starsd risk
medi flers

Step &t Considor risk
Tesns

Cardiovascualr Risk Conditions

warranting BP lowering Treatment

Atheroclerabe rsaisedr dasel
Hears il

GER =40 mliminl| 73 mier
alusisura =30 mgg (3 mgwmel

Type | ans typa 1 diokecss mofisa®

Probtle or delnie fimilal sypercholermmbsemia

ESC guidelines 2024




Cardiovascular disease risk modifiers to consider for up-classification of risk.

ESC guidelines 2024

agnos| and management

Fair aeluts with Fiypertension sged under 80, reduce clinic blood pressureta
kg 1 mmHE that it irtaingd bedaw that leved [2019,
amanded 2062]

Far adults with bypes ion aged BDand linic biood pressure to
below 150/%0 mmHg and ensure that it s maintained below that level Use
clinical j people with ¥ o i fsee also NICE'S

1ean multimochidiyd. (2019, amended 2022}

Wi using ABPM ar HBPM to monlinr the respense ta traatment in adults

with Fypertession, use the sverage blood pressure level takenduring the.

person's usual waking hours ses cecommendations 12,6 and 1.2.7), Redise
and ensure that It is :

o below 135/B5 mmHg far atults aged under B0

= below 145/85 mmMg for adults aged 80 and over.
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Hypertension in adults: diagnosis and trestment
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Life-style Changes

Salt 5-6g /day
+ LEtOH
D Fruit & Veg
Low-fat dairy products

Weight reduction. Weight loss of 5.1 kg - +SBP by 4.4 mmHg and
{DBP by 3.6 mmHg.

* Exercise: 30 mins moderate exercise 5-7 days /wk
* Smoking Cessation support

* NICE - Discourage excessive consumption of coffee and
other caffeine-rich products

06/04/2025

Non Pharmacological therapies to reduce BP

Reduction

‘Weight reduction 1o 841 18.5 - 24.3 kg/mr}

5-20 mmHg [ 10 kg

DASH eating plan - moreasedfrait/ vegetables /low Ffat diary, reduced

ssturated ard total fat intake

B-14 mmHg

Dietary =adiam redisction 1o < 6g sodism chionde f day]

2-B mmHg

Regular aerobic pirysical chvity [10 30 minutes/day)

48 mmHg

wtaderating svohol intake (Make <2 units/day, Famale <1 wnits/day)

34 mmHg

DASH diet: Dietary Approaches to Stop Hypertension (DASH) is an eating plan to lower or control
high blood pressure. The DASH diet emphasizes foods that are lower in sodium as well as foods
that are rich in potassium, magnesium and calcium — nutrients that help lower blood pressure.
The DASH diet features menus with plenty of vegetables, fruits and low-fat dairy products, as
well as whole grains, fish, poultry and nuts. It offers limited portions of red meats, sweets and
sugary beverages.
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Hypertension
Which Drug ?
+ Age: Elderly — Thiazides. Calcium-antagonists, A1RB
+ Sex: Young females avoid ACE, A1RB
« Ethnicity: Blacks responds better to Ca antagonists, thiazides

« LOst effecliveness Or drugs IS importan

IHD — BB, Ca antagonist, ACE, AR1B

LVF — ACE, A1RB, BB, Thiazide, Entresto

Atrial fibrillation/palpitations — BB, VVerapamil/Diltiazem
Renal disease — ACE, A1RB

Migraine — BB, Ca antagonist

Asthma — avoid BB

Prostate hypertrophy — doxazosin, prazosin (o blockers)

Notes on Using Antihypertensive Drugs

ACEinhibitors




ACE escape: Ang Il levels
increase over time
despite ACEi

Placebo  4h 2h 1
Hospital

Biollaz et al. J Cardiovasc Pharmacol 1982;4:966

Notes on Using Antihypertensive Drugs
ACE

ca e e

n Angiotensinogen ACE inhibitor-X
B . pm

Notes on Using Antihypertensive Drugs

Epicas

e daily

w e dally

a0 aw0 w e daily

cavertiig e, NEHA New Yok Hes

wider perarm
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Aldosterone not adequately

suppressed by ACE Inhibitors

Enalapril 20 mg bd

Enalapril 20 mg bd **P < 0.01vs placebo

Plasma
Aldosterone

(ng/dL)

Biollaz J etal. ) Cardiovasc Pharmacol

o (e A Rocrpie Blocker
e e e Y e Not_es on U5|pg
W) amlll  Antihypertensive
. . _ _ Drugs
— Angiotensin 1
i B ; el rcceptor blockers

HMA Abraham et al. Drug Saf

rr by B4 end ALE by 184 bt sk o snceptes

Notes on Using Antihypertensive Drugs

NICE St

1438  If starting or changing diuretic treatment for hypertension, offer a thiazide-like
diuretic, such as indapamide in preference to a conventional thiazide diuretic
such as bendrofiumethiazide or hydrochlorothiazide. [2019]

lmm Chlorthalidone is twice as potent as hydrochlorth

Use loop rather than thiazides if eGFR <30 ml/min (ESC guidelines 2018)

i NEW ENGLAND Eligible patients had stage 4 CKD (estimated
JOURNAL o MEDICINE GFR, 15 to < 30ml/min per 1.73 m? per BSA

Chiarthalidone far aneed Chranle




Notes on Using Antihypertensive Drugs

Avoid ACEL in bilateral RAS
Do not give combinations of RAS blockers (ACEi, ARA)

Avoid B-blockers + thiazide diuretics if prediabetic / metabolic
syndrome

Calcium channel blockers

+ Ankle swelling. Dihydropyridines > Diltiazem

Intensification of therapy: Combination therapy increases
BP-lowering much more effectively than monotherapy

[ Adom # dug tom
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Hypertension

Investigation of patients with hypertension - baseline investigations

Blood tests - FBC, U&E, CREATININE, URIC ACID, LFT, gamma GT, Ca& P04, fasting
GLUCOSE, fasting LIPIDS, TFT

ECG  Presence of left ventricular hypertrophy

Urine tests Dip stick to test for CELLS, PROTEIN, BLOOD AND GLUCOSE

A y BP itor / validated home BP

Echocardiogram (open access) - Presence of left ventricular hypertrophy

Hypertension
Patients requiring further investigation to exclude secondary causes

* Young age < 30 - 40yrs (particularly if end organ damage, CVD, renal disease of DM) and no
risk factors

* Moderate/severe hypertension

 Presentation with hypertensive emergency

* Raised creatinine

* Blood, protein or cells in urine

® Low plasma K

e Variable hypertension

* Resistant hypertension - failure to respond to multiple antihypertensive drugs

e Large postural drop in blood pressure

* Sudden loss of BP control and non-dipping or reverse dipping on ABPM

Medications

NSAIDS

Recreational drugs - Cocaine, Amphetamines

Over the counter “cold” medication - phenylephrine
Anabolic Steroids

Oral Contraceptives

Factors that can increase
Blood Pressure

Excessive EtOH (>3-4 drinks/day)
High Salt Diet

Obesity

Sleep apnoea

Hypertension

Cri for requesting 24 hour urinary catecholamines excretion

« Clinical suspicion of phaeochromocytoma (headaches, palpitations and sweating)
« Moderate/severe hypertension

« Variable hypertension/postural hypotension

* Failure to respond to drug treatment

Criteria for renal investigations

* Clinical suspicion of renal disease

* Severe hypertension

* Young age <40yrs

* Raised creatinine

* Blood, protein or cells in urine

* Failure to respond to drug treatment

Which renal investigation?

* Renal U.S. if underlying renal disease suspected

* Renal CT angiogram, magnetic resonance angiography or invasive renal angiogram if renal
artery stenosis is suspected.

Criteria for requesting plasma renin and aldosterone measurements

eclinical suspicion of 1° Hyperaldosteronism

06/04/2025




Low Potassium (excluding diuretic induced hypokalaemia) Primary Hyperaldosteronism
50% of patients with Conn’s do not have hypokalaemia. Low [(LIENCITINTE)
T TR I R P R TS T Secondary Hyperaldosteronism (e.g.

Renal Artery Stenosis, renal artery
fibromuscular dysplasia)

appearance, oligomenorrhorea, easy br Cushing’s
Glucocorticoid treatment

Palpitations, sweats, postural hypotension, anxiety

pale skin (pallor), blurred vision, weight loss, increased thirst
and urination, constipation, abdominal pain, elevated
glucose, red and white blood cells, psychiatric disturbances,
and cardiomyopathy.

Phaeochromocytoma

Cardiac murmur without previous investigation Aortic coarctation
Radiofemoral delay

Sleep apnoea, non-compliance

Causes of Pseudo-Resistant Hypertension

=

Poor patient adherence : up to 50-60%!

= S5ide effects of medication

- Complicated dosing schedules

Poor relations between doctor and patient

Inadeguate patient education

- Memaory or psychiatric problems or poor cognition (elderly)
Costs of medication

o

Related to antihypertensive medication
- Inadequate doses : 50% of the prescriptions!
— Inappropriate combinations

o

Physician inertia
— failure to change or increase dose regimens when not at goal

For Urinary and Plasma Catecholamine Assessment

For Catecholamine assessment
Avoid 48 hours before:

Chocolate ¢ Vanilla
Cocoa * Alcohol
Bananas « Tea/coffee
Citrus fruits

For SHIAA

Avoid 48 hours before:

* Banana ¢ Plum

¢ Chocolate * Kiwi

* Dried fruits * Pineapple
* Citrus fruits * Mollush
* Avocado

+ Tomato

06/04/2025

| shiowld ba most grateful for your help in the unusual situation with this twenty year old
healthy asymptomatic young waman who checked her hlood pressure yesterday bacause
her father was checking his and found that it was very high at 1727116 and on repeated
measuremants up to 183126, Thic marming sha rechacked it for ma again and again it was
wery similar with the diastolic blood pressure consistantly over 120, Wae brought her to the

surgery and checked it here and on repeated readings her diastolic blood pressure was 120
and systolic 180, El2anad has no symptoms at all, in particular no chest pain, no
palpitations, no headache and no visual symptoms and no sweating. She is not known to
have had any blood pressure problems befare. It was checked at the Practice in April 2019
whesn |t wae 130/70 and in January 2019 it was 110/70. She is on no regular medication,
Hear father has raised blood pressurs but thers s no family histery of premature heart
disesse or strake,

At surgery her pulse was 26 and regular, Her weight is 57 4kg which makes her BMI21.5.
Her urine dipstick was clear. | sent her for baseline bloodz and started her on 2miodipine
Smg which we increasad to 10 mg after a faw days as her diastolic BF remained at >100. |
organised for her to have an FCG, and sought advice from an endocrinalogist via advice and
guldance, This included further blood test to chedk pituitary function, US of liver (raised ALT)
and kdneys, and referrals for review. We do not have sccess to 24 hr BF monitoring.

| encloze the ECG, and her bload results to date are available on ICE- so far nothing highly
significant.

Thank yeu fer your assassment of her and further help.

20 year old female

27 Turmode Dale, Welwyn Garden City, Herts ALS 64

Thank you for referring this lacy for @ Candivogy cpinen.  She was incidentally found to have
significanily elevaled home bood pressure recordings using her father's biood pressure monilor. She
was refemad to the Endocrinology Team. Betwaen your relemal and my telephone consultation today
she haz had a number of blood tests which has alevaind unnary ing leveis.
T L sy Consultant i st i cumently i g her. |
understand an MIBS acan has been amanged &t UCL Hospital Her blood pressure wes siso bettar
controlled. Shea ks currenty taking Amiodipine 10me daily and Doxazesin 1mg daily.

1l s interesting that she is minimaty with and the odd
symptoms

Mg she i= curenty beng ssqated | have not gel too invelved apan from amangng an
achocardingram as & beseline. | will wiite and let vou know the results | have not amangad any
further fellow-p appainiments

Yours sincenely

Brctated aind verifled by Boetor bl ool sgied

Dr Azad Ghuran MB ChB, MRCP, MD, FESC
Consultant Cardiologist
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I had a telephane cansultation wi foday. This teleghone consullalion was an administrative

ermor as | had her whan | last sacke o her grven ihat she was being reviawed by the
i Team - O G 7t was facinating ‘o caich up

Her echocardiogram from Ocicber 2021 showed a struclurally normal heart with nommal left
veniriciiar wall thickness

Helena consistently had elsvated urinary and plasma metadrenalings. She was refered for an MIBG
se:n to UCL in Londan,  This showed no significant catecholaming actiity  Because of the
persistently slevated metanephines she was refermed to Dr , Consultant Endecrinalogist
&t Addeenibrooi's Hospital. An abdominal CT scan showed a paraganglioma in the blsdder which
was confimmed on an MRI and subsequentty a PET scan. She has now had this resected by a
Urslgist al Addentrookes Hospital, She says she is feeling a lol betler and & new having bladder
redraining sxercises. She i also off ber Doxarosin 12mg which she was taking pre-operalively

history 15 quite tescinating as she had mimmal eympioms apsrt from a serendipitous pckup
of an eleated blood prassure whilst using her tthers blood pressure machine, She had minimal
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52 yr. old female with episodic severe headache,
photophobia, N&V, agitation, confusion, and aggression

Further to this gentlernan’s clink review, he has now had his MARA of his kidneys and adrenals and
rapeat ranin‘akicsierona lavel | am glad fo say that the MRA of his kidneys and adrenals ware both
urmernarkable wih no masses or His repeat level came back with 3
plasma aldesterone of 260 pmok) (100-450) and renin 0.2 pmobimlhe and an aldsstercnelrenin ratio
of 1300 Whan his repeat reninakicstercne level was done he was taking ramipril 10 mg daily and
arledipne 10 g Saily.

‘When he first had his renin-aldosterone levels done on the 9% June 2014, he was taking ramipril 10
g daily, i 10 myg daily ard 2.5 g dally, his aldosterane level was B30, renin
0.3 with an aldosteranairenin ratic of 2767. His Us&Es at the same fime was sodium 142 mmall
potassium 3.8 mmaolil. ereatinine T8 wmelll wih an @GFR more than B0 mimin.

| cannat excluda Conn's syndrome based on his renin'aldostercna levals, howewer | am at a bss to
axplain the rationaia for his reduction in the aldosterona lavel in his recent biood test. | have also
spoken io Charing Cross Hospital whers the assay was done and they are alo unsure of fhe
rachanism.

&5 | cannot exclude Conrs symdreme | would Tke to refer
Hasgpital for & secand opinion. | have spaken b oul this and he &

happy far me fa procesd He & due to see me in clinic shortly and | Will discuss this in more detail
when he attends. Should you hawve any queries, piease do nof hesitate to contact me.

essor Marris Brown at

R SR

Yours snzersly Hendom 100-800
Fecumsent Svernighs 109-430 pEEl L
A5 reporved by Ctaring Croas Biccnam Deps

Dnzaaeead el voified by Doctar biat st st

Dr Azad Ghuran ME ChE, MRCP. MD
Consultant Cardiologist

5 ? pel fmlsir
Cein) 2.3-%.5 paalfxl/Hr
hp sapareed By Chartng Crass Dischen Deps

T setled sfter hes hydration

As she ks curentty doing well no further cardiology input ks required, | have agsain discharged her. |

wish her all the: best for the: future.
Yours sincerely,
Bhetntied el verified by Bostor bul ot signed

Dr Azad Ghuran MB ChB, MRCP, MD, FESC
Consultant Cardiclogist
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Yiours sy,

D fizas Ghwmn MB CHE, NRCF, MO

Thank you for referring this pleasant 3 Id with wne
hypertension for a cardiology opinion. He has been diagnosed with hypertension for
over 10 vears and has been intalerant fo antibypertensive drags. He was
initially commenced on ramipnl and thiaride. After three yesrs, he
developed a cnugi\ and a rash, and this combination was discontinved Candesartan
caused muscle ache, joint pain and & low mood. Amlodipine caused missed beats, a
feeling of lethargy and nousen, Doxazosin caused dizzy spells nnd inreractad with
asparagus to make hum feel exbavsted.  Moxonidine cavsed decreased concentration
and “n foggy” vision. He recently restarted bendroflumethiazide 2.5 mg daily. He
has a dull headache most of the time, bowever there is no flushing, sweating cpisodes
or panic attacks te suggest an underlying endocninological association. He does not
add zalt to his food. He has a history of renal calculi in the 19907s.

His past medical history includes hilateral vasectomy, a resected giant cell tamour of
the left index finger, and a tonsillectomy.

His current medication consists of bendroflumethiazide 2.5 mg daily. Since on
bendroflumethizzide he has noctuna up to three times a mght

His father died at 59 years and was an alcobolic. He died from asphyxia following
wvomiting, His mother had 8 CVA 2t 58 years and suffered with diabetes mellitus.
She died at 71 years of age. He has an older sister who died of ovarian cancer and
may have had Conn's syndrome,
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He lives with his pariner, does not smoke and dnnks np to five bottles of wine per
week. T have asked him to reduce hus aleohol intake significantly.

O systermie engniry, | understand he is 0 heavy snover. Alt.hmm)\ he has no eurrent
lirpersomnolence he did suffer with this when he was on

Examination: weight 131.5 kg, height 135 cm. and BMI 38 4 kg'm”, Pulse 7% beats
per mine regular, TVE not elevated, blood pressure 190110 ounHg, 1207108 mmHyg
and 136/106 mmHg.  Heart sounds 51 plus 52, His chest was clear, His ebdomen
was soft and non-tender with no orgavomegaly, There were no carotid or abdominal
bruits. Fundoscopy should AV nipping with artenolar narrewing.,

His FCG showved sinus shythm with voltage criteria for left hypertrophy nsing the
limnh Teads,

Unnalyses showed ez of intact blood and o tmce of protein

His ULEs done in Febroary 2017 should o sodivm of 141 mmoll, potassium 4
munoll, and crenfinine 96 mmold. His total cholesterol 15 5.7 mmol], HDL 1.74
tmnol’L, LD 337 aunol wsd trighycerides 13 mesold

I hove wrranged some blood feots meluding o cortisol level, o renin aldosterone level
and glecose, 1 have amranged for him te have an echocardiogram. an ambulatory BP
monitor and an MRA of his kidneya, | have commenced him on telmisartan 40 mg
dhusly andd this dose can be increased to 80 myg daily if requared, 1 think we peed o
exchude sleep a iven his high body mass index and bypertension. | have
\ Consultant Respiratory Physicinn o

Hospital for an opins plan o review hion again in 8 few weeks' lime w
results of his mvestigations.

hllsnolts.'

L Hypertension.

2 Intolerant to antibypertensive agents, Ramipril — cough and possibly o
rash. Candesartan - myalgia, arthralgia and low mood.  Amisdipine
caused missed beal, Jerbargy auid manses, Doxazosin caused dizy spells

reduced and caused visual

and
disterbunee.
Vasecto
Resection of Glant cell tumour of the left index Anger.
Tenslectony,

Sheep apuoea

ERY

T reviewed Mr (Bl todny I elinic, He remains remacksbly well His blood
pressuce g exeellewily conmalied, and If apything probsbly a Lirle Llow It varkn
between 107-12572-82 munHg

His curznt medicativn consiss of Telmizarian 80 mg once daily and Indapamide 2.5
mg daily,

He is due to go to Australia next week for one woath. 1 have advised him that if his
Hlacd pressure remains low or be gets sympgoms of dizziness, he may have to reduce
the Telnisartan to 40 mg daby. [ would appreciate if you can check 3 cholesterol
profile and neat accoeding 1o cument mudelines. For the tise being, T love not
armmed any friler folow Up appoiuents. bur it will be a pleasire o ceview him
asgnin in clinde should e pesd arise,

Yours Sincerely,

Dr Azad Ghuran MB ChiB (Edin), MRCP, MD (Edin), FESC
Consultant Cardiologist

Hypertension.

Intoberant to antihypertensive sgents. Rumipril = cough and possibly o
rash.  Candesarian - myalgis, arthralgin and low mosd.  Amlodipine
caused mhscd hnr I&thry and mausea. Doxazosin caused dizzy spells
umnd reduced ion and coused visunl
disturbance.

Vasectomy.

Resection of Giant cell tumour of the lelt index finger.

Tonsillectonmy.

Sleep apnoca

1 reviewed Me [Baigl today in clinic. 1understand he has been diagnosed with sleep
apnoen and sin ing CPAP he feels sign ly better,

His recent smbulatory blood pressure recording showed an overall day average of 13590

mum Hg, a day average of 137/94 mmHg and o night avernge of 126/77 nun Hg.

His blood pressure control has significantly improved althongh ean atill do with some
fime tuning,

His current medication consist of telmisartan 80 mg dmly and bendroffumethiazide
2.5 mg daily.

I have changed the bendroflumethiazide o indspamide 2.5 mg daily. [ would
consider adding a thind agent if he does not meet the targed blood pressure of < 13585
mm Hg. 1plan to review him again in six wesks” fime.

06/04/2025

uiinay calaholaTing, | senal angogram, e
alatarcna fevels and anmusclagy
2
3 coeg
4 Brmastcancer
5 y angiogram 257 Juky 201 L
plague deease 1 the Groumfles arery and difuse plague diesse and moderate RanTATG
|W.—|-.,;..nnaynelni. W tnaly camé lo of her resistant ion which o
mackeation. | Doan Eranges I

50 yr. old female

Amak Pyplendn 1 3 Tk mplincs: Ficrcuiiy niesignmd, ek nomsl
AR FERANGRHITNS,

at 10862
umwwmmmﬂmmm il of cousa e Rapny 50 bee ber shoukt e

Yours sceesy,

Dr Azad Ghuran MB CHB MACP, MG
Cansumunt Exiolugiat

with & putse B5 bas per mnte. | Fave.
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K you very much for retering Ihis peasan Gyer g gentenan for 3 cadisigy cobtion. |
understand that he attended for 2 medcal and had an ECG, which shawsd prominent voliage
complexes sugoastive of left veniricular fypanmohy. From a cargiac perspeclive. he i wed and
asymptomac. He exemises dally either by runiing or cycling.

In terms of risk factors for [schaamic hean disease, he smokes occasionaly between 3.4 cigareties a
weaek, and Fes recent Ipid profie showesd a chokstesol of 5.5 mmebl, HRL 2.1 minoll, LOC 3.1 mmalL
and Uiglycerides 0.7 minoiL.

s past mesdical history Includes childhood astima, cerdcal o m:a:geummn and an apperdicectomy.
He PSA was recently elevated, and he s cumently baing imvestigated by Mr G55 Gonsuttart Urakagist,
He aso recenby suffered an episoce of plantar tasciilis, and is mr\eqlly under My ‘Congutant
Crifiogasdic SUrgeen

Hes urren meaicaiion consists of Gialis when requirad, Bnd ArTTirees when requined,

Hea fanther cd at 77 years ang suffered wilh amyloldoss, prosiats Sancer and typenersion. Hix
triher died al B7 yeans Bom U, and also suffered wn broocnilis, Parkinsonin yoe symplons,
damentia. deprassion and aniety

e llviss wnlihy fils wiie cand Dare Thewss Sons. He orinks up 5 50 unlls of seinol @ wee, and | have thed
him 0 hatwe his aloobol intake. He works 2 2 barister.

He has & very good diet, low In suger and carbohydrates. He does not add sakt to his ood, and there &
na skgnificant corsumption of processed foods

Exarnination: pulse 67 bpm and reguial. P was nol elevied,  Blood pressire 1076 ey and
13274 mmtg. Heart scunds 571+ 52 + a soft 20 systolc munmur a the apex. Mis abdomen was saft
a0 ratenger

The ECEG dane at your practioe, which yau kindly sent, showed sinus mythm with @ ventricular mte of

51 opan. He has promitent vollage coirglexes in leads V4 ang VB, Howewar, the iniirsicod sefleclion
was normal, with normal voltage ariteria in the limé leads, and | suspect the prominent vokages
prabanty rellect s sim buile. | repaated his ECG loday and is was within acera Smits.

Thark you for anclosing his bood fests, which showed normal USEs, Iver funchion tests, lon Indces,
calcium, HeAte, thyrald function fests, viamen [ ard ful biacd count

For reassurance | have aranged far him 42 have an eshocardogram. He & aware that he needs to stop
srmcking 1o teduce his veral cardiovaseuiar rise |l feview R Klowing hs schecdagram,

I had & telephone consultation with MrCERELGE loday to go over the results of his echocardiogram, I
showsd nomal Bivenbicular cavity size with good funclion. Thers was a basal septal bulga with The
ramainder of the keft ventricular wall thicknese being normal.  Tha right ventrcular wal thicknass was
nomal,  There were no significant vahular sonomalibes. There was mild increase flow in the left
wenlricular fow lract with no gradiant

His showed no left hy, but there are early changes which
can be seen sometimes in patients with hypertension. | have armanged for him fo have an ambulatory
blood pressure monitor and | will review him aftervards.

altoday n dinic lallowng ke ambulatory blocd pressare monitor. The overall
avsraqe was 14078 mmHu with a day averaga of 14784 mmHg, and a night avaraga of 1256 mmiHg.

Based on his ambulalory Blocd pressure monder, Mr[Lamiene) s nypenel\swe Togather with ihe
findinge on his echocardiogram, there is evidenca of organ | have

him an anlifypertensive madication ioday. | have staried Talmisartan 20 mg dady. Tetresartan has a half
lifer &f 24 hours, which wil fediee Ihe pesk and Tsugh varision f blood pressure cortrol. 1| @50 has
andothelal protacive effects. | will appreciate if you can recheck his USEs in 7-10 days” tme.  The largst
biood pressure should bs less than 130080 mmég and the Teimisaran dose can be increased. A sacond
agunl may o required b achisve thi targe! blood prassure. | bave nol aranged any Turber fobow-up
appainiments, but it wil be a pleasure b review him should Se nesd arise,

Examinalion: pulss 68 bpm srd regular VP was nof elvaled  Sha was andious. Blood pressure
154/104 mmMg. 1841904 mmMg and 184104 mmtg. Hoarl sounds $1+ 52 Har chest was rescrant
ta parcyssicn, Wil nonmal wsicular bresth sounds. Har abdeman was soft aed nan-tendar, Wit ra
coganamagaly

On systermic anquiry, she merntioned that afier she had her Plizer booster vaccing three monte ago.

sh devaionad Jalt call pain and swellng, and had an akevaed D-dimar. An ulrasend sean of ot Al
il e normal,

Her ECG todsy showed noma sinus Mythm, wilh names conducon indices - and wavaloim
marphalogy.

wrs (Gahaalhas 2 rumbar of rigk fctors and has chest pain. | have amanged for her o have an
schocardiogiam, & CT cowonary angiogiam wih axtandsd |ung views, an srbuistory blood prassine
mamniar, ard some bassline bload tests. | sl riew her again after her investigatcns.

Thark you for amanging a recent roponin bavel. which was normal.

| reviewsd Mre today in cinic folowing her recent investigations. Her UBEs, calcium, fver
function tests, thyrold, glucasa, iron indices, full blood count, and HBAT: wers all normal.  Har tolal
cholesterol is 5 & mmolil, triglycenidas 1.2 mmollL, HOL 1.5 mmaoliL, and LOL 3.6 mmalL.

Her ambuiatory biood pressure monttor showad an overall average of 11872 mmHg with a day average
of 121775 mmkg and a night average of 112767 mmHg,

Her echocardiogram showed a structurally normal heart.
Her CT coronary angicgram showed a caicium score of 0 with normal unobstructed coronary arleries.

There Is no evidence of any pulmenary embelic events, There are several cystic areas within the lungs
with no clear zonal predilections.

| have reassured Usannd that sha does not have any cardiac pathology and her coronary arteries ara
narmal. Her cholastercd level should indially be treated with lifestde changes with regular axercise and
diatary slterations. Given the findings in her lungs, | would suggest a respiratory opinion.  She
pravioussy had a CT scan in the past and was told she had emphysema, but this was over five years
ago. A respiratory consultant can aways obtain the images from HCA Imaging at 88 Harlsy Sireat,
Londen. | have not arranged a further Tollow-up appointmant, but | will be happy 1o see her again
should the need arise.

Diagnoses: dob 30.07.1864
1. Hypertensicn
z Ween

3. Coronary angiogram dnd Octaber 2017, showed a 60% calcilic stencsis in the proamal LAD with
furiher mild discase in the mid course {FFR 0.91). Mild plague disease at the ossium and
promimal circumfios artery, Mild plague diseass in the dominant righ comanary artery,

4. Good LY systolic function.

5. Left cruciate ligament repair.

& Falt unwll o Bisopralch, and mlnaplnn caused anss swelling

7. Sress echocardiogram done b Decembs, 2018 demmmu no mdecible myacardial

| had a talaphone cansultation wih Mrs EESeuaRskasad today. | ast saw her in Mavembar 2047, Ovar
e pussl T yars sha hns haed th aecasonal dhwal ik tigganed by steass Gnd wis rviased on bao
oomasione 8l University Colege London Hospitsl She kad rormal ECGs and froponin and was
subsoquantly discharged. She has a fardia ECE manitor which she ses and this usualty shows a nomal
rhydnm O fhe whele, s has been well wih good coeanied blood pressam unll] e COVI-TE
Ik

Thiars. you vary much o rafameg this pisasant 80.year ol tady for 2 cardiclogy opkver. Sha bas a 12-
manin history of chast pain, which $ha desceibas 3n & iehinass In Ta lall uppar chest raglan 3t can
Gecur ot Any fime, bl can sea oo om exedion. Four dirs 0, sh wes fushing and walking when
sha daveloped chast pain that mdiatod 10 a okt forasem.  This lastad aperoemately 10 minutes but
et ralumred, She wis unsure ow long it remained for the sscond Sme. Siw euflars from hearibums
but her currert chest pam is difecant.
Her risk factors indude smoking (15 cigareties a day), and her cholester is awuﬁ 5.5 mmalL fom
memary. Thar s 2isa o family history of ischasmic hear dssnss, 5 summarisad be
She suffers wilh cheonic migraines and liad radiofiequency danenalion, chionic faSgue sm.wma
chvonic puntus, cvonic ganrlisad pain, and a dsz aparatian on hor iowar back. Sho coughod
ok Appromimataly Mve years 500 ard had & CT scan, which showsd Some smghysemalaus »rm):s
Her cLrmens madication consists of Lrsoprazols 30mg caily.
Her sl disd a1 7B yancs win sesaphogesl cancer He ko sifesd wilh Pakinson's dusass
associatod with domenta. Ho had a history of ischacmiz hoart dsnasa and Ldsewart PCI, which was
complcated and raquined smergancy bypass suipry. He sl subssquantly hed & pacemaker. Hee
mother iz alwe al 73 yeam and sufisrs with iperienson She has 2 younger sisler, 47 years, wha
sutlars with astema
‘She ives wilh her busband end has teo daughiers, 10 ysam and 22 yeers. She dues ot drink ny
£ kol

£he has bean warking Fom hame. Sha staried develaping some postral symplcms whikst gardaning and
an maassing of bee blood poasaun & wes T7RIMMHgE Atkeg and BAMAMNR Sarcing, Fer parndepr]
s checrecsind 10 dmg appicximataly o weeks ago

Duning the waak days, her bad prassure siarts of convalad after taking Tar medcation an & maming at
g 131/ TAmmig and 1328 Immbg. I then inceases frcughoul te day al sround 1¢B'B2|||I||Hu
44464mmHg and 173%5mmiy. Afer tepimanding a colieague. her biood presswe increased o
1501 13mmHy, O 3 weeknnd whan she 5 rot working and mor refased, hier blood peassure can fal o
AFISTmenHy while siffing ard 7E|-1En||||l—g while standing Her pulse when relaxed is around 55-50 BFM
vl whan sassed arcund &5-
Hist curient ieication uunwls :r penqdaul drveg L around B.Bam, Indapanivs 2 Sy aicurd B-0am,
ditiazom SR Smeg teica daly, larscprazala 2mg ance daty, aspinn, Ghamydur SR 120mg at E-8am and
atarvastalin Blmg al night

1 hawe asked her L amil the diiazem merming doss on $a weskent, She wil menilce ber biood prassurs
o the maming and avening of Moniay, Wednasday, Friday, 5 iy Bl Guncary. | will rebin har biood
pressure conirol afier thres wesks. She mentioned that she may consider sarly refrement which no doubt
wil I;‘olp With batter blood pragsure contral | plan to review her agam with & baephona consuttation in threa
wemeks’ tim

| had a Wdaphone with (el b i) | am glad o hear tat sines shanging hes

her dizry have wmgroved. She sent me 3 list of her blood
pressure oordngs and s has cumlmed hat her biood pressure tends to be bigher durng the week
when she & woring and kowsr on weekends, Her biood pressure aleo tended fo be higher on an
evaning. | have suggestsd that sha takes Indapamide arcund mid day or eary afiemoon, which will help
reduca the increase in blocd praesure i the avanings. Sha will continue with Parngopril 4 mg at amound
89 AM, Diltiazem SR 90 mg tawce daily, Lansoprazola 30 mg onca dady, Aspirin, Chemydur SR 120 mg
(B8 AM|, ard Atorvastatin 80 mg at night

| have red amanged any further fobow-up appointmants, but | wil ba happy to see her again in clinic
should tha naad arise.

ours Sincaraly,

Dr Azad Ghuran MB ChE (Edin], MRCP. MD [Edin), FESC
Consubtant Cardiologist
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thary o
Tear smw 1.

This §5-year ald made an today far iology review. He recenby had a
health eheck and was found fo have an abnonmal I:Dﬂ which precipiated this releral. He currently
has no cardorespiratony symploms.

In terms of nsk factors for ischasmes hear disaasa, his total cholesteral is &5 mmedlL, LDL 3.4 mmodl,
HOL 1.25 mmcdL ard frighycarides 4.2 mmoll, His brother had a myocardial infarction at 85 yaars, and
g0 sulfors with diabetes molitug, Thar is no ofhar significant farmily hislory.

He has a history of gout and erectle dysfunchon
He |s on no reguiar medication and currently takes viamins.

He livas with his wifa and has two childran, 21 years and 28 years. He dninks batwean 2-4 units of
acohol 3 weak. He works as an [T manager.

Examinaion: puise 54 bpm and requiar. JVP was nol elvaled. Blood prossure 14480 mmHg, 196/80
mmHg and 144/60 mmHo, Hear sounds 51 + 82 His ches! and abdoman were untemarkabie.

The ECG done 31 hls medical showed sinus rhythm, wilth a sinus bradyearda. The computer-generated
report suggestad & passibka infarior myocardial infarchon. | repeated his ECG today. and this showad
sinus bradycardia with a ventricular rate of 53 bpm. Thers was a borderine left axiz. There wera vary
small pracading r waves in laads |l and ayF, and thersfore thare was no avidence of any O waves o
suggest a possible myscardial infarction,

Given his high cholesteral, family histary of ischaemic heart dssase and QRISK score of 26.4%, | would
recomemend commercing a stalin agent He is keen lo avod commencing & stabin unkess af ely
necessary. Given his risk factors, together with his pravious ECG, | have arranged for him to have an
achocardiogram. as well a8 a CT coronary angiogram. i he i developing early coronary arary L . )
disease. than it would be strongly recommanded io commancs a statin apent. | will raviaw him after his L i gl &
imvestigations, S

I raviewed Mr [Elljtoday folowing his investigations.

Higs cardiae CT scan showed & calcum acore of 180 Agatston units. The LAD & patent throughaout s
oourse, with no chelructive disease, Tharo is an acceniric non-significant calailied plague at the ongin
of e first diagonal artery and a 50% calcified stenosis in the proxmal cowrse.  There is a small,
calcified plague in the mid-course of the crcumflex srery. In the distal circumfien: arfery, there wers
several small, calcfied plagues. which mads lumingl 2ssessment difficull, 28 f was a emall caiore

Bt AL
i i (4

vessel. The right coronasy artery |s & dominani vessel with scoentric caleified and non-calefied plague i svc 148 g sa....ma-. i P e s e
i e mid-course, and a 50% calcilied shendasis in the posterior descanding artary. The visualised lungs . M sahrmNT T i AR 1 ey

and plewrsl spaces wers clear.

His echocardiogram foday showed normal biventacular cavity size, wilh good biventricular function,
Thiere is mikd esncentrie e ventrieular byporrophy (1.3 om mid-septum, 1.3 om posleror wallsh,. Thoere
= mild aoric ragurgitation. There are no othar significant vabvular abnormaliies. The pulmonary adery
pressure was normal. The basal septum had a sigmoid appearance, with a bulps. His echocardiogram
suggests hypartensiva heart digeags, howsver his clinic blood pressure was borderline elevatad when | L v e st i e s e i i jun
revigwed hirm In clinie. 1t was 14480 mmHg L LT He S st o

i
ST

HRAECS ok i il i e o) & il e of Tt o it

e e ootk b i wagibe Dl st e 3 iy 1 e shownd 8 sl of 117
wﬁ»mmm e Okl L] e
HaL T . 1507 sk e 1S et o ed

ost mndHahc a nh

devalopment of aardy coronary artery disease, | would appraciabe it if you could commencs:
on Aforvastatin 20 mg daily. This can be mcressed o 40 mg fo achieve a targat LDL
eholesteral of < 1.4 mmedL.

| would B o exclude hypedarsion and §arranged a 24-hour ambulalory blood pressue monite, This
showad an overall average of 13275 mmHp, a day average of 13878 mmHg and a night average of Y O
119/ mmHg. Hie BF is again borderline. Given his coronary anery disease and echocardiographic 4 oy ke pcopen o 10 TR 8 dwy. e ok T
finings, | would suggest commencing ramiprl 2.5 mg snce dally aming for a home blood pressure < R w1  MAI W ) EE
13IWED mimHg. Pleasa monilor his menad funcion afler commanaing ramiprll, | kave nol arangaed a
routine follow up appoiniment but | have lefi his appoistmant opan cver the next three months should he
wigh for a further reviaw.

DIAGNDSES:
Vreviewed I today in cliric folawing bis invesfignfions
Hypernzngion.
His bload test showsd normal renal function with an EGFR of mors than 19 mLfmin, nommal fiver fmction Aligfainie .. s
calcium, ghucose, thyraid function and cortisone levels, His total cholesterol s 4.9 millimelesi, HOL 1.3 Good biventricular funcion with mild laft ventricular hypertrophy and mo valvular

i 3 i . Baseline
elzvui:d at 2700 pmal/L (less than 2482) with normal plasme adrenaline and pla=ma dopamine.  The winlycarides 0.9 milimolo

ik abnormalitios,
miiimoles’_LOL 3 2 millimolasd. and triglycaridas 0 9 milmoles/l  The plasma noradranaling was mildh 4N 4 80 tesi, HOL 1.3 limolesil, LOL 5.2 milkmolesit

plas drenaling Is ondy midly elevated with normal and dopamina. | wil await the results
of Ihe MFl: of his kidneys and adrenals befare deciding whether fo investigate further

| hiad a telaphane consuftation with Mr -l:dwy. Since commancing Verapamd ha fasls & ot bettar and

i P p ks now geting a good night's sleep with less palpitation symptoms. His bload pressure is alss bettar
Hi= ambulatery blood pressure monitor showed an overall average of 14396 mmHg with a day average of conticled afihaugh there is s room o improvement as @ vanies between 156/93 mmHg — 143E9 mmHg
145101 mmHg and & nlght average of 126/83 mmHg.

Hig echocardiogram showed mild left venticular hyperrophy with geod function and no significent valvular
abnarmaliiias

His 48-hour ECG showed sinus rhythm with a minimum heart rate of 53 beats per rinute, maximam 100
beats per minule wilh a mean of 73 beate per minute. There were no rhylhm disturbances throughout the
recarding nor did Mr Smith-have any palpitation symptoms. pla=mn 2 o n the 15
nlprmr:d und heis l:elmg alat beH:l | WUH Iine b TEview. hrn onoe mare in a !:w w:eks hm: andd :II
iz wedl | plan to discharga him

alpitations s s al nights Ha M" ounhnun fo mumlnr !Is hama blnnd ssure and # il is graatar
#an 135/85 mmHg | have asked him 1o increase the Candeaatan to & meg daily | would ke by exclude Yours Sincersly,
sleap apnoea given that ha is & heavy snorer with day-fime lathargy and & high bady masz index. | have
refarred him to D SRR Consultant Respiatory Physician. at SETWERORINN | would like
o review Mr [l again in 6 weeks' tima I It Fi
Consuliani Cardiologist
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Re: Mr . —_dub 2310711977

DIAGNOSES:

Hypertznsion.

2 Migraines.

3 Good hivontricular function with mild feft vontricular hypertrophy and no valular
abnarmalitias.
Basefine 4.9 milli , HDL 1.3 millfi LOL 33 mil and
trigiycarides 0.9 millimolesil,

raviawad it [ today i clinic. Ha
he hos been taking ov pat few
dstolle yperiee
14i's. On & po

v with 8 bt of hés Blood pressure

100 g Hia syatakc blosd préssre sends
, feg has nat had any palpitatons

His cemunt medication consists of candesarian 8 mg in 2 moeming, 4 mg in the avanng, and verapamil
SR 120 mg dafly. His repaat Dlocd tests on fhe increased dase of candesanman showed nomial UEE'S

s hie blood prassure b st not wall o
and a renin-aldos

raled, |

epeat the MRA of k|

is bady habitus | have asked bin to increaze the candesartan
appreciate it if you can rafer him to Lister Hospital for exchasion of stasp an:

1 in four waeks e

'u arrangad o chack hiz plazma

Yours sinceely

Dr Azad Ghuran MB ChE (Edin), MRCP, MD {Edin), FESC

Digtated and verified by Dector bt not signed to svoid delsy

Diagnosed with severe sleep apnoea. CPAP - Significantly
better.

Referred to Hypertension Unit at Addenbrooke’s Hospital
Selective venous sampling. PET CT

Right renal mass was benign

Small adenoma left adrenal gland — Conn’s syndrome
Resection June 2023

Spoken to him 15t November 2023 Feels great. Off

medication. Blood pressure controlled but a little variable —
being monitored

Patient 1

2001

*BM = 7 mmol/| (father's glucometer)
6P — T cholesterol, FBG = 7.1 mmol/I
- Started atenolol 50 mg.

- BP still not controlled — GP — Tatenolol but
patient refused.

- Demanded an 24-hr. ambulatory BP recording and
US abdomen

06/04/2025

Ramsay Haath Fisahil Hospla 28052024

I
Dl

rimary hyposidosssroniss. 2Conn's syedmme, Aldostenne §13 pmobL
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Patient 1

+ 36 yr. old Polish lady
* PMHx: gestational Diabetes 1993

-2000 to GP
Sweating easily after physical exertion

Night sweats, palpitations, morning headaches and
hot flushes during the day

Symptoms occurred during mid cycle and pre
menstruation

GP — ? hypertensive

Patient 1
2001

+24-hr. ABP recording = nocturnal hypertension
(systolic ~ 220 mmHg @ 1-3am)

+ Cardiologist @ Purley Hospital
- US scan
- Urinary catecholamines
- stopped atenolol — ramipril and Diltiazem XL
300 mg.
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Patient 1

2002
US : 4 x 2 cm right adrenal mass.

CT: 4 x 6 x 3 cm right adrenal mass and an ill-
defined 2 x 2 cm lesion in the left suprarenal
region

Patient 1
October 2002

Referred to BPU

Patient adamant only one tumour on the right.

Polish Clarivoyant 1993 — an illness requiring an
abdominal operation, and a scar on right side only.

CT scan reviewed: right adrenal mass, ?? left
adrenal mass. Arrange a MRI / MIBG

Ramipril and diltiazem s’roEped -
Phenoxybenzamine 10 mg BD and atenolol 25 mg
oD

??MEN - PTH, gastrin, somatostatin, PP and
neurotensin

Patient 1

MIBG (metaiodobenzylguanidine scintigram)

06/04/2025

Patient 1

Test Result Units Ref. Range

Noradrenaline 3413 nmol/24 hrs 118-500

Adrenaline 81.6 nmol/24 hrs 0-100

Dopamine 1700 nmol/24 hrs 0-300

A Bilateral phaeochromocytoma

Patient 1

Patient 1

Referred to Mr. [N

Operated on 14/02/03 — successful

Histopathology report consistent with a benign
phaeochromocytoma

Antihypertensives discontinued
BP on 5/03/03 — 112/72
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Management of Hypertension. A case-base
presentation in the management of primary
hypertension and the investigation of secondary

causes of hypertension.
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Fig. f. Bushmen's blood pressures with age, come
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(Hamilton and associates?).

Presence and Severity of OSA as a risk factor
for hypertension (left) and death (right)

Wdidarce ot ypertentkn Allcauss mortality e raduction [T Bl TS — 2 4 kg S50 g/ 10 68

DASH eating plan - Increased fnat | vegetabies 0w fat dary, reduced

214 mmig
caturated and total {4t ntaie

¥ L 2.3 iy

Teutar anrobie physical miteity (ia 39 miwatesl duy) a3 ey

Moderstingaicohol intake |Adele <2 units fday, Female <1 unity/day) prp—
R ias - Taie 2~ T Tha tapins for The e
the. Ll spomse. Adapted from f the Joint National

CommELEs onEYwehtion, Detartin, fuiasson, and Treatmi 1 of High Rlssd Ssissse NG 7] [Bat

28], DASH - Dintary Approaches 1o 510g Hypertansian

Diagnostic Evaluation

The HOPE Asia Network Consensus panel

Confirm Dx

* Assess Cardiovascular risk

* Concomitant conditions

Asymptomatic organ damage?

Consider possibility of 22 HTN?
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Disstolie blood pressure: should we care?
MRFIT

Effect of SBP and DBP on Mortality of CAD

mortaiity of CAD | 10°000 patient years
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Superiority of ambulatary BF for predicting OV death in untreated
hypertensive patients
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Office Blood Pressure Treatment Target Ranges

Recommendaticns Class | Lavel
It is recommended that the first objective of treatment should be to lower

8P to < 140/90 mmHg in all patients, and provided that the treatment is well
tolerated, treated BP values should be targeted to 130/80 mmHg or lower, in |

maost patients.

In patients < 65 years receiving BP-lowering drugs, it is recommended that

SBP should be lowered to a BP range of 120 to < 130 mmHg in most 1

patients.*

In clder patients (aged 2 65 years) receiving BP-lowering drugs:

® |tis recommended that SBP should be targeted to a BP range of 130 to |
< 140 mmHg.

# Close monitoring of adverse effects is recommended. 1

® These BP targets are recommended for patients at any level of CV risk and | n
in patients with and without established CVD,

Haas wicdance i e for this tangst in | deeata-nisk patients.
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D.B. 45 yrs. Afrocaribbean- Examination

o Exam.: Well, overweight
—HR: 60 bpm
—BP: 168/98 (Av. 3 readings)
—Fundi: I/ll high BP changes
—81 + loud S2, S4. Other systems were unremarkable.

Na: 141 Hb: 15.1  Urine Dipstick -ve
K: 4.0 WBC: 7.3
Urea7
Cr: 109
Chol: 5.2

D.B. 45 yrs. Afrocaribbean -Management:

Management:

o Exclude secondary cause

—Diet: high fibre, fruits & veg., fish ( Q-3 fatty acids)
—Low salt (Na) diet high K

—Low alcohol

—Exercise/Weight loss

—Drug therapy:

—ACE-I (low renin hypertension — less effective)
-B Blockers (low renin hypertension — less effective)
—Ca channel Blockers, thiazide, candesartan
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Management of Hypertension. A case-base
presentation in the management of primary
ypertension and the investigation of second

Dr. Azad Ghuran MB ChB (Edin), MRCP, MD (Edin), FESC
Consultant Cardiologist
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