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Concepts on Hypertension – Key to Self Assessment Questions
1. 

Normal Systolic is < 120 mm Hg and Diastolic < 80 mm Hg
2.

Pre HT : Systolic 120 -139 and Diastolic 80 – 89 mm Hg 

3.

Stage 1 HT : Systolic 140 – 159 and Diastolic 90 – 99 mm Hg
4.

Stage 2 HT : Systolic 160 and above; Diastolic 100 and above 

5.

In DM the criteria for all values are 10 mm Hg less than non DM.
6.
In HT only 50% are detected out of which 50% are started on Rx; out of which only 50% are on correct drug and only 50% of them attain goal B.P.
7.

ISH is – SBP 140 and above while the DBP is normal (< 80)
8.

The prevalence (percentage) of ISH in the age group of 65+ is > 90%
9.

For a normotensive at 55, the chances of him becoming HT in future are 70%
10.
ISH important because it is the cause of CVA and CHD mortality.          Hence, we must treat ISH.
11.

In 55+ age group, - ↑SBP is more harmful than↑DBP?

11.

Goal B.P is < 120 systolic and < 80 diastolic; For DM it is 10 mm less.
12.

At least two drugs are needed to control most patients of hypertension.
13.
The 9 risk factors for IHD are : Hypertension, Cigarette smoking, Obesity (BMI >30 kg/m2) Physical inactivity, Dyslipidemia, Diabetes mellitus, Micro-Albuminuria, Age (> 55 for men, 65 for women), h/o premature CVD.
14.

Age, sex, smoking, TC, HDL, SBP, Rx. for HT are included in Framingham.
15.

DM, Carotid atherosclerosis, PVD
16.

TOD in HT is due to atherosclerosis and endothelial dysfunction.

17.

Heart, Brain, Kidney, blood vessels and eyes are the organs targeted.
18.

Micro and macro angiopathy secondary to endothelial dysfunction.
19.
ECG, Echo, Urine for proteinuria, Microalbuminuria, FBG and PPBG, Serum Na, K and Ca, Creatinine  Lipid Profile, Eye examination, ABI.
20
LVH (LV mass index) is the most important predictor of CHD, HF and death. 
21.

MAU (microalbuminuria) is the single most important predictor of morbidity. 
22.

It will be decades from HT → LVH → LVH dysfunction → LVF →death.
23.

Yes, LVH can be regressed if treated adequately.
24

Diuretics and ACEi are the two best classes of drugs that reduce LVH.
25.

Yes, drugs certainly help reduce the TOD in HT.
26.

Tight control of DM helps survival in HT (UKPDS) – 32% risk reduction.

27.

Normal < 30, MAU 30 – 299 mg/24 hrs. Timed 20-199 micrograms/ min
28.

Exercise, fever, CHF, hyperglycemia, marked HTN, pyuria and hematuria.
29.
Hypotension, pulsus alternans, trigeminy, bigeminy, reduced volume of carotid, LV apical enlargement, sustained heave of apex up to S2,  soft S1 paradoxic split S2, S3 gallop, S4, ↓ LV compliance, MR,  lung congestion.
30.
Pts with less than 10% circadian variation in SBP and DBP are non dippers.
31.
Secondary HT, more end organ damage, more LVH, more responsive to salt restriction, diabetics- are non dippers. Diuretics convert non dipper to dipper.
32.
Yes, it matters very much which drug we choose to achieve goal B.P.
33.

Apart from drug treatment, Life style change is the sheet anchor in HT Rx.

34.

DASH diet is low in cholesterol, saturated fats, high in fiber, fruits and veg.
35.

Diuretics (D), ACEi and ARBs (A), Betablokers (B), Ca channel blockers (C)
36.

In the young (< 55) with high renin HT, Class A and B above are the choice.
37.

In the aged (55+) with low renin HT, Classes D and C above are the choice. 

38.

C + B above or Alpha blockers + B or C above are not good or efficacious. 
39.
Fluid reduction, Na washout, low cost, improve CHF, systolic function, Ca saving, reduce LVH, morbidity & mortality; these are the good aspects of D 
40.
Potassium washout, ↑ in uric acid, adverse on lipids and glucose control are the bad qualities of diuretic class of HT drugs.
41.
In Gout, hypokalaemia,  dyslipidemia, uncontrolled DM -we better not give diuretics for HT.
42.
Improve diastolic function, systolic function, control proteinuria, very favourable in DM, improve coronary ischemia, good on lipids, reduce LVH, morbidity & mortality – these are the good qualities of ACEi and ARB.
43.
ACEi cough, angio-edema, ↑ Serum K , ↓ GFR - are the bad qualities of ACEi and ARB classes of HT drugs.
44.
In pregnancy, if creatinine is > 3 mg% or↑ K (5.5), bilateral renal artery stenosis, angio-edema - we better not give ACEi and ARB classes for HT.
45.
↓Heart rate, ↓force of contraction, ↓conduction, ↓myocardial O2 demand, improve ischemia, improve QUALY in CHD, useful in CHF and migraine – these are the good qualities of beta blockers class of HT drugs.
46.
Constrict peripheral vessels, bradycardia, cardiac conduction disturbances, non favourable on lipids and glucose - are the bad qualities of beta blockers.
47.
In bradycardia, conduction defects, (caution) in CHF, Prinzmetal angina, MSD, PVD, asthma, COPD, dyslipidemia, pheochromocytoma, chronic smokers -  we better not give beta blockers for HT.
48.
Vasodilatory, suitable in elderly, low cost, anti arrhythmic (Verapamil),       ↑coronary blood flow (Diltiazem), neutral on lipidemia, use in vasospastic angina are the good qualities of calcium channel blockers class of HT drugs.
49.
Fluid retention, impairment of failing heart, adverse effect on glucose control – these are the bad qualities of calcium channel blockers class of HT drugs.
50.
In tachycardia, arrhythmias, CHF, uncontrolled DM, volume overload -      we better not give calcium channel blockers for HT.
(based on JNC VII, ISH and other guidelines)
*******
