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Table of Contents
v | T 371307 — Relacion de laingesta de sodio y
owmeeshe I potasio con la presion arterial, la
mortalidad total y la morbilidad
cardiovascular

*Estudio PURE (Prospective Urban Rural Epidemiology)

»102.000 individuos (18-70 afios. Edad media 51 afnos) de 18 paises de los 5
continentes abarcando todas las condiciones sociales y economicas.

La EU de Na y K en orina matinal

*El calculo estimado en 24 h Formula de Kawasaki.

*EU de 1 g de Na = Ingesta de 2,5 g de sal

EU media de Na 4,93 g/dia; de K 2,12 g/d

44 % EU Na>5g/d (12,5 g de sal).
46 % EU Na entre 3-5 g/d.
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Media de seguimiento 3,7 afnos
Variable compuesta:

O'Donnell M. N Engl J Med. 2014, 371: 612-23

Mortalidad + Eventos CV: 3.317 sujetos (3,3%)

Muertes: 1.976

Estimated Sodium Excretion and Risk of Death or Cardiovascular Events
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» > 7 gr/dia: OR 1,15 (1,02-1,30)
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Asociacion entre EU de K con Mortalidad y Eventos Cardiovasculares
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Original Article ypertension

The ABC-H Investigators. E_
Journal of Hypertension 2014, = =
32:2332-40 ==

Prognostic impact from clinic, daytime, and night-
time systolic blood pressure in nine cohorts of 13 844

patients with hypertension

4

Metaanalisis de 9 estudios de cohortes de pacientes hipertensos
seguidos como minimo 1 afio
13.844 pacientes de Europa, Brasil y Japon

Hazard ratio (IC 95%) para ECV por cada incremento de 10 mmHg de PAS

Total eventos Cardiopatia
: o Ictus
CV Isquémica

Sin ajustar

PAS nocturna
PAS diurna
PAS clinica

Con ajuste
PAS nocturna
PAS diurna
PAS clinica

1,25 (1,22-1,29)
1,20 (1,15-1,26)
1,11 (1,06-1,16)

1,26 (1,20-1,31)
1,01 (0,94-1,08)
1,00 (0,95-1,05)

1,13 (1,05-1,22)
1,08 (0,99-1,18)
1,13 (0,95-1,34)

1,22 (1,13-1,31)
0,97 (0,88-1,07)
1,01 (0,93-1,09)

1,29 (1,19-1,39)
1,29 (1,20-1,38)
1,13 (1,06-1,21)

1,26 (1,09-1,46)
1,04 (0,92-1,17)
1,00 (0,97-1,03)



Original Article fﬁértensmn

The importance of night-time systolic blood pressure Draman M.S. .
. . . . : . J Hypertens. 2015 Apr 16. [Epub ahead of print]
in diabetic patients: Dublin Outcome Study

Mohd S. Draman?, Eamon Dolan®, Lelane van der Poel, Tommy Kyaw Tun®, John H. McDermott®,

Seamus Sreenan®, and Eoin O‘Brien?
| Diabéticos | NoDiabéticos -

+11.291 pacientes sin medicacion antihipertensiva

.859 diabéticos PAS dia (mmHg) 146,4 145,1
*Seguimiento medio 5,3 afios PAS noche (mmHg) 131,2 126,4 <0,0001
*74 muertes )

% Non-dipper 47,4 35,5 <0,0001

TABLE 2. Hazard ratios for a 10-mmHg increase in night-time and daytime SBP for overall and cause-specific cardiovascular mortality in

diabetic patients
Cardiovascular Stroke Cardiac

Number of events 74 27 47

Daytime 1.10(1.03-117) 1.12 (1.00-125) 1.10 (1.02-1.19)*
Night time 1.25(1.11-1.39)" 138 (1.13-1.58)* 1.16 (1.02-1.25)"
Daytime® 0.99 (0.96-1.17) 097 (0D91-1.14) 0.99 (0.95-1.24)
Might time*® 1.32 (1.12-1.69)" 195 (1.18-3.27)" 1.24 (0.99-1.56)

Hazard rates (95% confidence intervals) for each 10-mmHg increase in systolic pressure with adjustments applied for baseline characteristics including sex, age, BMI, history of
cardiovascular events and smoking status.

“Daytime further adjusted for night-time blood pressure and vice versa.
P 005

2.5 Night-time
3.0

24-h

257

2.0 / s

Riesgo Mortalidad en diabeticos non-dipper comparados con dipper
HR 2,11, (IC 95% 1,11-4,01; p<0.05).

-
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90 110 130 150 170 190 210 230
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S5-year risk of cardiovascular death in diabetics
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Isolated Systolic Hypertension in @
Young and Middle-Aged Adults and
31-Year Risk for Cardiovascular Mortality

The Chicago Heart Association Detection Project in
Industry Study

Yuichiro Yano, MD, PuD,* Jeremiah Stamler, MD,* Daniel B. Garside, MA,*t Martha L. Davighis, MD, PuD, "+
stanley S. Franklin, MD,{ Mercedes R. Carnethon, PuD,* Kiang Liu, PuD,* Philip Greenland, MD,*
Donald M. Lloyd-Tones, MD, ScM*

27.081 sujetos entre 18 y 49 afos, sin ECV previa, ni tto antihipertensivo

Seguimiento medio 31,1 afios

TABLE 4 Sex-Specific Unadjusted and Multivariate-Adjusted HR (95% Cls) for BP as
a Continuous Variable for Risk for CVID Mortality, CHD Mortality, and Stroke Mortality
Men (n = 15, 868) Women (n =11213)
Model SBP, 10 mm Hg DEP, 5 mm Hg SBP, 10 mm Hg DBEP, 5 mm Hg
CVD mortality
Maodel 1 1.26 1231300 1.25 (1.22-1.28)% 137 (1.31-1.43)¢ 128 (123133
(unadjusted)
Model 2 118 0151204 105 013138 119 (1.13-1.25 1.4 (1.05-1.150
Model 3 113 010174 192 (1.0%-1.15)4 125008121 1.1 (L0707
Model 4 1.06 (1.01-1.10} 108 (LO5-1.12}¢ 110 (1.02-1.18)* 1.05 (0.55-1.12)
CHD mortality
Madel 1 1.25 (120-1.29)¢ 1.24 (1.20-1.273 1.41(1.33-1.49)¢ 1.30 (1.24-1.37)¢
(unadjusted)
Maodel 2 116 012-1.20 14 AN-107¢ 1.23(105-130¢ 16 (1.10-123)+
Model 3 1N O07-196)¢ 110 (L0714 137 (10125 112 (1.06-1.18)
Model 4 1.05 (0.957-1.10) 1.08 (L03-1.12}% 1.4 (1031251 1.04(0596-1.12)
Stroke mortality
Model 1 1389 (125-1.51)¢ 138 (1.29-1.47¢ 135(1.2-150)¢ 1.27 (1.16-1.39)¢
(unadjusted)
Model 2 1.29 (119-140)¢ 127 (1191361 1.19(1.06—133)1 1.14 (1.03-1.26)t
Model 3 126 116-137¢  1.25 (L17-1.350 119 (1.06-134t 174 (1.03-1.26)*
Model 4 1.08 (0.96-1.23) 119 (LO7-1.33)t 1.13(0.95-1.34) 1.06(0.92-1.22)
Sax-gpacific unadjusted and adjusted HRs (95% Cl) of BF {continuous variable) for risk for CWD mortality, CHD
mizrtality, and stroke mortality are shown. As adjustment factors, model 2 includes demagraphic variables (age at
baseline, race, and education) plus SBF (or DBF), model 3 includes demographic variables plus clinical charac-
teristics (body mas index, cument smoking, total cholestercl, and diabetes) plus SEP (or DBF), and model 4
includes demaographic vaniables plus clindcal charactentstics plus SBP plus DBP. Stat istical significance was defined
& p < 0.05 "p < 0.05; tp < 0.O%; 3p < O.00.
Abbreviations a5 in Tables 1and 3.

®/JACC~

CENTRAL ILLUSTRATION Hypertension Subtype and Cardiovascular Mortality: Kaplan-Meier Curves of the

Cumulative Incidence of CVD Mortality by Sex

25+

Cumulative Incidence Rate of CVD Mortality (%)

Log-rank test: p<0.001

25+

Log-rank test: p<0.001

0 10 20
Follow-up Time (years)
Number at risk
SDE 3149 3028 2763
ISH 4015 3940 3748
High-normal BP 3854 3786 3643
Optimal-normal BP 4261 4202 4067

Yano, ¥. et al 1 Am Coll Cardiol. 2015; 65(4):327-35.

40 0

1085

1446
2419

5935

Follow-up Time (years)

1062 994 855
1425 1373 1237
2402 2336 2176
5890 L747 e
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Isolated Systolic Hypertension in
Young and Middle-Aged Adults and
31-Year Risk for Cardiovascular Mortality

The Chicago Heart Association Detection Project in .-

Industry Study h
Yuichiro Yano, MD, PuD,* Jeremiah Stamler, MD,* Daniel B. Garside, MA,*f Martha L. Daviglus, MD, PuD,*t
Stanley S. Franklin, MD,: Mercedes R. Carnethon, PuD,* Kiang Liu, PuD,* Philip Greenland, MD,*
Donald M. Lloyd-Jones, MD, ScM*
TABLE 3 Sex-Spedfic Unadjusted and Mukt variat e-Adjusted HRs (95% Cis) for Risk for CVD Mor tali ty, CHD Mortality, and Stroke Mortality by Hypertension Subtype
M {m — 15,8 68) Weanen i - 11.213)
Orgriiana |- Hoarana High: Mowanal / \ Opriianal Hoaranal High-Hermal \
= BP BH L] SDH B = EH DH SIH
VD mortality
Parsoneys of followup 134 247 120,654 4588 st 9214 WA zas L 45,054 0,188 Eek
Number of everrts I {WE5) 76 (1) 2 [ZE) TS (845) S50 (499) &9 {74) T3 {9%5) 82 (1832) 3027 W03 (¥
{inddence par
10 0,000 person-wrs)
Relative risk: HR {35% CI)
Moded 1 {unadjusted) 1 freference) 139 0006-166)F | 139 0L06-1L68): |275 (213-356)¢ 3196 653 TE  LO0 (reference)  1L28 0U96-LT0) | 249 (L90-33TE | LTI {0098-106) 437 (330564
Model 2 1 freference) 10 QO0-1LETF | L36 0L1S-163)F |193 (L49-249) 206 (L83-254E 100 (reference) 104 §0L78-138) | 166 (1L26-219) | LA (0U68-213) 213 (LE4-27N%
Mioded 3 1 feference) 135 (051500 | 123 (LOSLa6)" |68 (129-217F  L77 (L49-2089% 10O (reference) 1000 @.75-1.33 | 185 (Li8-208) | LOS{059-185) 179 (136-237k
CHO mortality
Kumber of events 2 {T3) 200 {185) 203 (63) 55 {30) s 343) H (8) B &) &0 (133) 9 {85 E4{194)
({inddence per
00,000 person-yrs)
Relative rish: HR{95% CI)
Model 1 {unadjusted) LoD freference) 146 (LT8-1810E | 145 (LI8-LTE) |27 (204-30)E 303 (258-3 79 100 (reference] 134 {09-1L98) | 357 (253-504)] ELIS{LME-AT) 533 (380-T 4TS
Model 2 100 freference) 138 (LU0 | 142 QLIS-LTSE  QL94 (L43-285)F 203 (L75-259¢ 100 (reference)  LO9 @UTI-LED | 235 (L6E-33%: ) LE200UE-23E) 258 {LA3-366F
Model 3 LoD freference) 132 001G §1.28 (LOS158) | LA (LES-230)F LTS (L43-204)F 100 (reference] 103 {0UR0-1 52} | 22 (1483 133 {00BE-268) 197 (1L36-285E
Strolce maortality
Humnber of everts 24 (18} 26 (17 26 (n) 6 2) 63 @a) 28 (%) LA Fr] LRk 100} 4 55}
{inddence par
10 0,000 person-wrs)
Relative rish: HR{95% CI)
Moded 1 {unadjusted) LoD freference) 120 §0U6E-204) | L8 0UE8-208) 1193 (073472 405 353649 100 (reference] 148 0812700 | 200 (L1-296) | 066 (090-486 377 (209-6.52)F
Moded 2 100 feference) 114 §0L66-199) | LIT70U6T-204) 132 (054-304) 2740TO-4.41F 100 (reference) 122 {066-239)) 1.47 (0.FF281) | 047 (0u06-2.44) 1932 (LO4-255pF
Mioded 3 L0 freference) 112 §L84-195) 'tﬂﬁ.ﬂ-lmj 18 (0A7-28Y) 2480 (4639  LO00 (reference) 123 §0UGT-2.55) c.-lﬁ {ﬁ.l‘&lﬂb 0,85 (0uDE-230) 1091 (LOn-162)"
S gacior v and adusted HRs (90 O R vk of OV moalivy, CHID morling, and seodks moalily amneng aach gt sibyea am chown Az ad; vty ol 2 includies diarmogr aiic v i abies (age o1 Bokaling, o, and afica S, ad
il 3 il damegraphic var il ple Bedy mess inde, cur g, el il L, and gk Sl signiboanos wan delned @ oo 0S. W o Q05 T < Q0 e < 0001
CHD = oy Mo i s O = confda tamel; OVD = cordov ol G HR = Narand f; ot abbany Do o in Tabde 1.
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REVIEW Annals of Intemal Medicine
Effects of Blood Pressure Reduction in Mild Hypertension

A Systematic Review and Meta-analysis
Johan Sendstrém, MD, PhD; Hisatomi Arima, MD, PhD; Rod Jackson, MBChE, PhiD; Fiona Tembull, MEChE, MPH (Hons), PhDy;

Ann Intern Med. 2015:162:184-191.

Kazam Rahimi, MD; John Chaimars, MD, PhD; Mark Woodward, PhD: and Bruce Neal, MEChE, PRD, on behalf of the Bload
Prassure Lowering Treatment Trialists’ Collaboration®

*Seleccidn de estudios: Pacientes sin enfermedad cardiovascular con HTA grado 1 (140-150/90-99
mmHg) que fueron asignhados aleatoriamente a tratamiento activo (farmacos antihipertensivos:
IECAS, calcioantagonistas, diureticos (95%) o intensificacion del tratamiento vs control: placebo o
tratamiento menos intenso.

*Extraccion de los datos: Se extrajeron los datos de pacientes individuales de los ensayos
clinicos del BPLTCC y datos agregados de los otros ensayos clinicos

15.266 pacientes incluidos con seguimiento medio 4,4 afios
Edad media 63 anos; 40% mujeres
PA medias iniciales 146/84

SR

Eventos Cardiovasculares

Enfermedad coronaria 2,8 2,8
lctus 1,8 4,6
Insuficiencia Cardiaca 2,5 2,4
Muertes Cardiovasculares 3,9 3,1

Muertes totales 4.4 0,6




REVIEW Annals of Intemnal Medicine
Effects of Blood Pressure Reduction in Mild Hypertension

A Systematic Review and Meta-analysis

Johan Sandstrém, MD, PhD; Hisatomi Arima, MD, PhD: Rod Jackson, MBChE, PhiD; Ficna Tumbull, MEChE, MPH {Hons), PhD;
Kazam Rahimi, MD; John Chaimars, MD, PhD; Mark Woodward, PhD: and Bruce Neal, MEChE, PRD, on behalf of the Bload
Prassure Lowering Treatment Trialists’ Collaboration®

Ann Intern Med. 2015:162:184-191.

Diferencia media final entre activo vs control
PAS 3,6 mmHg PAD 2,4 mmHg

Eventos CV 0,86 0,74-1,01
Enfermedad coronaria 0,91 0,74-1,12
lctus 0,72 0,55-0,94
Insuficiencia Cardiaca 0,80 0,57-1,12
Muertes CV 0,75 0,57-0,98

Muertes totales 0,78 0,67-0,92
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oOriginal Investigation

Effect of Self-monitoring and Medication Self-titration The Jaurnsl of the American Medical Assaciatian
on Systolic Blood Pressure in Hypertensive Patients
at High Risk of Cardiovascular Disease JAMA. 2014;312(8):799-808

The TASMIN-SR Randomized Clinical Trial

Richard J. McManus, FRCGP: Jonathan Mant. MD: M. Sayeed Hagque, PhD: Emma P. Bray. PhD:
Stirling Bryan, PhD: Sheila M. Greenfield. PhD: Miren I. Jones, PhD: Sue Jowett, PhD: Paul Little, MD:
Cristina Penaloza, MA; Claire Schwartz. PhD: Helen Shackleford, RGN: Claire Shovelton, PhD:

Jinu Varghese, RGN; Bryan Williams, MD; F.D. Richard Hobbs, FMedSci

Objetivo determinar si en pacientes con ECV establecida, DM o ERC
La auto-monitorizacion de la PA y del tratamiento antihipertensivo, con
ajuste de la dosis de acuerdo a un algoritmo, es mas eficaz que el
tratamiento habitual en el control de las cifras de PAS

Estudio aleatorizado incluidos 552 pacientes > 35 anos
PA clinica objetivo < 130/80 AMPA < 120/75

Grupo intervencion: AMPA 2 medidas matinales diarias la primera
semana de cada mes si AMPA con al menos 4 lecturas elevadas 2
meses consecutivos, modificaban el tratamiento segun algoritmo
previo establecido con su medico de AP



160 - = PAS mPAD
143,1 143,6

137,8

140 -

120 -

Diferencia entre Intervencion vs
Control a 12 meses:
PAS 9,2 mmHg PAD 3,4 mmHg

100 -

60 -

Intervencion Intervencion Control basal Control 12 m

Difference in 12-Month

basal 12 m No. of Blood Pressure, Subgroup
Patients Mean (95% CI), mm Hg? Comparison
Age,y P Value
=65 149 6.5(-0.7t0 13.7) — 37
>G5 301 10.5(5.4to 156 —_— :
N° fcos 12 m o e
Women 174 10.1(3.4t0 16.8) —_—— 72
Men 276 8.5(4.1to13.0) —_— )
Blood pressure systolic
=145 173 9.8(3.7to 15.8) —_— 9%
=145 277 9.6(4.8t014.3) ——
Diabetes
Absent 246 9.4(3.8t015.1) — a1
Present 204 359(3.7to141) —_— :
Chronic kidney disease
Absent 304 9.5(4.4t01458) —_— 82
Present 146 34(1.1to158) _ )
Stroke or transient ischemic attack
Absent 373 9.3(4.7t013.8) —a— 2%
Present 77 39(-1.1to19.1) = )
GI GC Coronary heart disease
Absent 311 9.4(4.4t0144) —a— -
Present 139 87(l.2tol163) —_— .
1MD2007°
Los farmacos afiadidos con mayor frecuencia fueron Loner 25 LsG1b1) — 2
. . . L. . ;- igher 6(0.7to 12. B —
calcioantagonistas y diuréticos tiazidicos Overall 92(5.0t013.4) —

5 0 5 10 15 20
Difference in 12-Month Blood
Pressure, Mean (95% Cl), mm Hg




A Systolic Blood Pressure
[ Less-tight control [ Tight control
T NEW ENGLAND o mr
JOURNAL of MEDICINE ’
ESTABLISHED IN 1812 JANUARY 29, 2015 VOL. 372 NO.S5 _—
£ 154
=
£
Less-Tight versus Tight Control of Hypertension in Pregnancy £
LauraA. Magee, M.D., Peter von Dadelszen, M.B., Ch.B., D.Phil,, Evelyne Rey, M.D., Susan Ross, M.B.A,, Ph.D., 3
Elizabeth Asztalos, M.D., Kellie E. Murphy, M.D., Jennifer Menzies, M.Sc., Johanna Sanchez, M.I.P.H.,
Joel Singer, Ph.D., Amiram Gafni, D.Sc., Andrée Gruslin, M.D.,* Michael Helewa, M.D., Eileen Hutton, Ph.D.,
Shoo K. Lee, M.D., Ph.D,, Terry Lee, Ph.D., Alexander G. Logan, M.D., Wessel Ganzevoort, M.D., Ph.D,, 160—160 170-179 =180
Ross Welch, M.B., B.S., DA, M.D,, Jim G. Thornton, M.B., Ch.B., M.D., and Jean-Marie Moutquin, M.D.
mm Hg
H H P4 B Diastolic Blood Pressure
*Mujeres gestantes hipertensas entre la 14 y la 33 semana de gestacion o
. . . M Less-tight control [l Tight control
*No HTA grave y no proteinuria previa 25 (N-483) (N~ts5)
*Aleatorizadas a control estricto PAD 85 mmHg vs menos estricto PAD 100 mmHg 2]
*Se incluyeron 987 pacientes £ 1
.. . ., . . . . <
*Objetivo compuesto: interrupcion embarazo o cuidados perinatales intensivos e
2 4
54
Table 2. Primary and Other Perinatal Outcomas.*
o
Less-Tight Tight Adjusted Odds 1lo-119 120-129 =130
Control Control Ratio mm Hg
Variable (N=493) (N=488) (95% CI)f
Primary outcome — no. (%) 155 (31.4) 150 (30.7)  1.02 (0.77-1.35)
Pregnancy loss — no. (%) 15 (3.0) 13 (2.7) 1.14 (0.53-2.45)
Miscarriage 0 1(0.2)
Ectopic pregnancy 0 0 Table 3. Secondary and Other Maternal Qutcomes.*
Elective terminations: 1(0.2) 1(0.2)
. Less-Tight Tight
Perinatal death 14 (2.8) 11 (2.3) 1.25 (0.56-2.81) Control Control Adjusted Odds Ratio
Stillbirth 12 (2.4) 7(14) Variable (N=493) (N=488) (95% Cl)y
Neonatal death 2(0.4) 4(0.8) Serious maternal complications — no. (%)1 18 (3.7) 10 (2.0) 1.74 (0.79-3.34)
High-level neonatal care for 48 hr — no.ftotal no. 141/480 (29.4) 139/479 (29.0) 1.00 (0.75-1.33) Uncontrolled hypertension 0 0
()1 Transient ischemic attack or stroke 0 1(0.2)
Gestational age at delivery — wk 36.8£3.4 37.2£3.1 Pulmonary edema 2 (0.4) 1(0.2)
Small-for-gestational-age newborns — ne./total no. Renal failure 0 1(0.2)
7)1 Transfusion§ 16 (3.2) 8 (L6)
Birth weight <10th percentile 79/491 (16.1) 96/488 (19.7) 0.7 (0.56-1.08) Placental abruption o, (%) 1122) 11 23) 094 (040-2.21)
Birth weight <3rd percentile 23/491 (4.7) 26/488 (5.3) 0.92 (0.51-1.63) Severe hypertension — no. (%) 200 (40.6) 134 (27.5) 1.80 (1.34-2.38)
Other perinatal outcomes of liveborn infants Preeclampsia— no./total no. (%) 241/493 (48.9) 223/488 (45.7) 1.14 (0.88-1.47)
Respiratory complications — ne./total no. (%) Defined only by new proteinuria¥] 1487493 (30.0) 132/488 (27.0) 1.08 (0.74-1.59)
Clinical respiratory problem 827480 (17.1) 67/479 (14.0) 1.19(0.83-1.71) At least one symptom of preeclampsia| 1717493 (34.7) 156/488 (32.0) 1.11 (0.84-1.46)
Administration of oxygen beyond the first 10 347479 (7.1) 25/477 (5.2) 1.24 (0.72-2.14) Abnormal laboratory test results
LG Platelet count <100x10%/liter 21/493 (4.3) 8/488 (1.6) 2.63 (1.15-6.05)
Ventilatory support (with or without intuba- 35/478 (7.3) 38/479 (7.9) 0.86 (0.53-1.40) ’
tion) beyond the first 10 min of life Elevated AST or ALT @ﬂ with symptoms 217492 (4.3) 9/488 (1.8) 2.33 (1.05-5.18)
Use of surfactant 28/480 (5.8) 26/479 (5.4) 0.97 (0.55-1.69) Elevated LDH level, with symptoms 16/491 (3.3) 9/488 (1.8) 1.78 (0.77-4.11)
) e HELLP syndrome’+ 9/493 (1.3) 2/488 (0.4) 435 (0.93-20.35)
At least one serious neonatal complication — 40/480 (8.3) 40/479 (8.4) 0.96 (0.60-1.52)
no.ftotal no. (%) Serum creatinine level 2.3 mg/d| 0 1/488 (0.2)




Original Investigation

Efficacy of Folic Acid Therapy in Primary Prevention of Stroke ' AM N
Among Adults With Hypertension in China
The CSPPT RandomIZEd Cllnlcal Trlal The Journal of the American bMedical Assoniation

Yong Huo, JAMA 2015 Apr 7;313(13):1325-35
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Hipertensos entre 45-75 anos sin . el
ECV previa .
. . . = 2.51 -
Ena|apl‘ll 10 mg + aC|d0 fOllCO 0,8 f; 5 0- Enalapril-folic acid
- u'l :
mg vs enalapril 10 mg %
. . . iz 1.5
20.702 chinos incluidos
. . . o 1.0+
Seguimiento medio 4,5 afios osd
Hazard ratio, 0.79; 95% Cl, 0.68-0.93; log-rank P=_003
ﬂ 1 1 1 T 1
0 1 2 3 4 5
W
No. (35) With Outcome
Enalapril-Folic Acid Enalapril
Qutcomes (m=10 348) (n =10 354) Hazard Ratio (95% C1)? P Value®
First stroke (primary outcome)® 282 (2.7) 355 (3.4) 0.79 (0.68-0.93)° 003
Secondary outcomes
Ischemic stroke 223 (2.2) 292 (2.8) 0.76 (0.64-0.91) 002
Hemorrhagic stroke 58 (0.56) 62 (0.60) 0.93 (0.65-1.34) 71
Composite of stroke, myocardial infarction, 324 (3.1) 405 (3.9) 0.20 (0.69-0.92) 002
or death due to cardiovascular causes
Myocardial infarction® 25 (0.24) 24 (0.23) 1.04 (0.60-1.82) 89
Death due to cardiovascular causest 43 (0.4) 43 (0.4) 1.00 {0.66-1.53) >.00

All-cause death 302 (2.9) 320 (3.1) 0.94 (D.81-1.10) A7




Caffeine and Blood Pressure nmm

Associations of Ambulatory Blood Pressure With Urinary

Caffeine and Caffeine Metabolite Excretions Idris Guessous.

Hypertension. 2015;65:691-696.

Idris Guessous, Menno Pruijm. Belén Ponte. Daniel Ackermann, Georg Ehret, Nicolas Ansermot,
Philippe Vuistiner, Jan Staessen, Yumei Gu. Frad Paccand Moarkue Mahannt Renna Vnat

Antoinette Pechére-Berstchi, Pierre-Yves  Hombres J.H. O’Keefe. J Am Coll Cardiol 2013;62:1043-51
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*MAPA de 24 horas [ 5 ~
*Medicion de cafeina
08
Table 2. Adjusted Associations ol
Ambulatory Blood Pressure With 2:
Methylxanthines Excretions
0.6
Systolic BP
Methylxanthine Beta, SE PVi
Caffeine™
24h -0.642,029% 0/ 04 !'\?-—Q—ip trend=0,159

All Cause Mortabty Heart Cisease Mortality
Day —-0.505, 0.313 0. P tremd=0.057
m NoCoffee (Referent) m<1Cup ®ICup m2or3Cups wmAorSCups m26 Cups o

Night -1107,0315 <0, *
Paraxanthine™ .

24n ~0718,0343 0. Mujeres I &

"y * #

Day -0.545, 0.362 0. [ I ™ w

Night ~1.376,0.364  <0. 1 W P trend=0.001
Theophylline*

24n _0633,0341 0. | -

Day -0.458, 0.360 0.

Night -1183,0363 0/ 081 i y ' s " o5 ' 4 |
Theobromine™

luartiles of urinary paraxanthine
Day 0.325, 0.357 0.
0.6 ) guartile 1 (reference)

Night 0.003, 0.361 0.

Models are ad]usled for age, sex, .
use, diabetes mellitus, current alcohol
anl]nypenenslve treatment, blood Na+ and \ 04

values highlighted in bold are statistically si
« body mass index; BP, blood pressure; and GFR,
*Log-transformed. m No Coffee (Referent) <1 Cup m1Cup ®m2or 3Cups ®mdor 5Cups W26 Cups

All Cause Mortality Heart Disease Monality




HTA 2014 en 30 segundos 7

»Mayor consumo de sal mayor incremento de PAy a la inversa con K

»El riesgo mas bajo de mortalidad y morbilidad CV con consumo de 10-15 g
sal/dia y mayor ingesta de K.

»Los valores de PAS nocturna son los mejores predictores de mortalidad CV en
hipertensos y en diabéticos

»La HSA en el joven presenta un mayor riesgo CV
»El tto antihipertensivo previene ictus y mortalidad en HTA grado 1

»La AMPA 'y auto ajuste tto antiHTA reduce + PAS a 12 meses que cuidado
habitual.

»Un objetivo de control estricto de PA no confiere mejor pronostico materno-
infantil en gestantes hipertensas.

> El acido folico asociado a enalapril redujo la incidencia de ictus en hipertensos

»A mayor consumo de café menores valores de PAS ambulatoria

-
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