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Cac thuat ngiv
Hypertensive crisis: Con tang huyét ap
Hypertensive emergency: Tang huyét ap cap ctu
Hypertensive urgency: Tang huyét ap khan cap
Uncontrolled hypertension: Tang huyét ap khdng dwoc kiém soat
Asymptomatic severe hypertension: Tang huyét ndng khéng triéu chirng
Acute hypertension-mediated organ damage (A-HMOD): tdn thwong co quan dich cap tinh do THA
Hypertension without target organ damage: Tang huyét ap khéng co tén thwong co quan dich
Asymptomatic elevated blood pressure: Huyét ap tang khéng triéu chirng

Asymptomatic markedly elevated blood pressure: Huyét ap tang dang ké khéng triéu chirng



binh nghia

- Tang huyét ap cap ctru: 1a tinh trang HA tang rat cao (thworng = 180/110) kém theo bang chirng
tén thwong co quan dich cap tinh va tién trién, de doa tinh mang, can ha HA ngay bang thuéc
duwong tinh mach va theo doi sat.

» Ton thwong co quan dich cap tinh - BARKH

« Brain: dot quy thiéu mau nao, xuat huyét ndo, bénh ndo do THA

Ateries: boc tach DPMC, tén thwong mach mau 16n

Retina: xuat huyét véng mac, phu gai thi, bénh véng mac do THA

Kidney: suy than cép, tiéu dam

Heart: NMCT, suy tim cap, phu phéi cip

- Tang huyét ap khan cap: 1a tinh trang HA téng rat cao (thwérng = 180/110) nhwng khéng cé bang
chirng tén thwong co quan dich cap tinh, do d6 khédng can ha HA ngay bang thuéc dwdng TM



TANG HUYET AP HUYET AP TANG
HIGH BP/ HYPERTENSION ELEVATED BLOOD PRESSURE

La tinh trang do dwgc HA cao hgn binh thwdng
tai mot thoi diem, mang tinh chat tam thoi

La bénh ly man tinh
Khéng tw hét
Can diéu tri 1au dai va theo d&i thwdng xuyén

Nguy co bién chirng cao

C6 thé tr& vé binh thuwérng ma khdng can diéu tri
Khong can diéu tri lau dai

Nguy co bién chirng thap



Dich té hoc

« Tan suat khoang 1/200 BN vao cap ctru vi con THA, va cang ngay
cang co xu hwdng tang.

« Khodng 5% nguwdi bénh THA c6 it nhat mét con THA phai nhap vién

» Trong ba thap ky qua, chan doan va quan ly THA trong bdi canh
ngoai tri dat dwoc nhiéu thanh twu I&n. Tuy nhién, viéc x& tri THA
trong bdi cdnh cham sdc cap ctbu va ndi tru con it bang ching, dan

dén sw khac biét dang ké trong thwe hanh 1am sang.

Shubham RS, Samatha A, Mansi S, Raziya BS, Sonam SBV, Patel NK. Hypertensive Emergencies in Diverse Settings: Diagnostic Strategies, Therapeutic Approaches, and
Outcome Disparities. medtigo Journal of Emergency Medicine. 2025;2(3):e3092237. doi:10.63096/medtigo3092237.



X< tri THA cap ctru dwa trén A-HMOD

Symptomatic severe BP
elevation

Acute hypertension-

mediated organ damage Uncontrolled Hypertension]

[ Hypertensive Emergency ]
A v ’ v
Malignant hypertension Coronary ischemia or Acute stroke or Acute aortic disease Eclampsia or severe
with or without TMA acute cardiogenic hypertensive (aneurysm or pre-eclampsia/HELLP
or acute renal failure pulmonary oedema encephalopathy dissection) syndrome

Treatment according to
target organ or clinical
condition involved

Figure | A diagram showing the stratification of hypertensive emergencies according to the condition or target organ involved. HELLP, haemolysis
elevated liver enzymes low platelets; TMA, thrombotic microangiopathy.

@ESC

European Society

of Cardiology ESC Council on hypertension position document on the management of hypertensive emergencies



Lwa chon thuéc va mirc dd ha HA dwa trén A-HMOD

Table 3 Hypertensive emergencies requiring immediate BP lowering

Clinical presentation

Malignant hypertension with or without
TMA or acute renal failure

Hypertensive encephalopathy

Acute ischaemic stroke and BP >220 mmHg
systolic or >120 mmHg diastolic

Acute ischaemic stroke with indication for
thrombolytic therapy and BP
>185 mmHg systolic or >110 mmHg
diastolic

Acute haemorrhagic stroke and systolic BP
>180 mmHg

Acute coronary event

Acute cardiogenic pulmonary oedema

Acute aortic disease

Eclampsia and severe pre-eclampsia/HELLP

Time line and target BP

Several hours, MAP -20% to -25%

Immediate, MAP -20% to -25%

Th, MAP -15%

Th, MAP -15%

Immediate, systolic 130<BP
<180 mmHg
Immediate, systolic BP <140 mmHg

Immediate, systolic BP <140 mmHg

Immediate, systolic BP <120 mmHg
and heart rate <60 b.p.m.

Immediate, systolic BP < 160 mmHg
and diastolic BP <105 mmHg

1st line treatment

Labetalol
Nicardipine
Labetalol
Nicardipine
Labetalol
Nicardipine
Labetalol
Nicardipine

Labetalol

Nicardipine

Nitroglycerine

Labetalol

Nitroprusside or Nitroglycerine
(with loop diuretic)

Esmolol and Nitroprusside or
Nitroglycerine or Nicardipine

Labetalol or Nicardipine and

Magnesium sulphate

Alternative

Nitroprusside
Urapidil

Nitroprusside

Nitroprusside

Nitroprusside

Urapidil
Urapidil
Urapidil (with loop

diuretic)

Labetalol or Metoprolol

BP, blood pressure; HELLP, haemolysis, elevated liver enzymes and low platelets; TMA, thrombotic microangiopathy.

ESC Council on hypertension position document on the management of hypertensive emergencies



Muc tiéu diéu tri THA cap clru

» Bdo v& va han ché ton thwong co quan dich cap tinh
 Pua tri s6 HA vé ngudng an toan

» Tranh ha HA qua murc va cac bién chirng lién quan



Chién lwore ha HA tuy boi canh 1am sang
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Case lam sang

« Mt du khach ngudi Bire 60 tudi, co tién sir THA dang kiém soat tot voi
Twynsta 40/5mg/ngay. Sau mot chuyén bay dai dén Phu Qudc,
ngay khi vé phong khach san éng ay lay may ra do HA chi vi... thay u tai.

« Con s6 ghi nhan dwoc 14 180/100 mmHg.
Ong 4y lo lang nén quyét dinh chay t&i thang phong Cap clru.

« Vira vao dén khoa Cap ctru, 6ng lién dwoc diéu dwéng triage va thay HA van

rat cao 190/120 mmHg.

» Néu la bac sT trwc ca hdm do, anh/chij sé lam gi?



Cach phan loai truyén thong

Hypertensive
emergencies

Hypertensive crisis
SBP>180 and/or
DBP>110

Hypertensive-mediated
target organ damage

Hypertensive
urgencies




THA khan cap - Liéu cé thwe sw khan cap?

« Khdng c6 ton thwong co quan dich cap tinh

 Muc tiéu ha HA khdng qua 25% (so v&i gia tri ban dau) trong vong 24h
dau

» 1/3 s0 BN tr& vé HA < 180/120 mmHg chi v&i nghi ngoi trong phong toi,
yén tinh.

» Thiéu bang chirng Ging ho viéc dung thudc ha ap dworng TM

. Nhleu NC cho thay viec ha ap tich cwc bang thuoc duwong TM lién quan
dén bién cd bat lgi nhiéu hon so véi nhém diéu tri tiéu chuan.

— “khan cap” dé tao ra mét cdm xuc sai léch vé tinh nghiém trong —
dan dén diéu tri qua muc can thiét



>
Thuat ngir thay the 7 S

Elevated inpatient BP
SBP 2130 or DBP 280 mm Hg

v

\ 4
Markedly elevated inpatient BP
(formerly hypertensive crisis)
SBP >180 or DBP >110-120 mm Hg

|

Not markedly elevated inpatient BP
SBP <180 and DBP <110 mm Hg

New or worsening No
target-organ damage formerly hypertensive
urgency
Yes

A 4

Asymptomatic elevated BP

Management of elevated inpatient blood pressure in hypertensive emergencies requires careful assessment and treatment planning (Bress et al., 2024)



Céac yéu to lam gia tang HA cuta bénh nhan

Association.

Uncontrolled chronic
HTN

Biological response
Increase in plasma cortisol and
catecholamine levels

Clinical condition
Volume overload, pheochromocytoma,
thyroid storm

Use of BP-raising

Acute distress medications
Pain, anxiety, stress, or other illness- 2 = NSAIDs, stimulants, corticosteroids,
related factors E Iev ated BP erythropoietin stimulating agents,

herbal supplements

reading

Change in medication use

from home environment

. g Discontinuation of antihypertensives or
Inappropriate BP measuring Wl

technique substances/medications

BP measured without high-quality
standards or with malfunctioning device

Sleep deprivation
Poor sleep hygiene during
hospitalization

Management of elevated inpatient blood pressure in hypertensive emergencies requires careful assessment and treatment planning (Bress et al., 2024)



TARGET:BP  ¢= aus

USE CORRECT

CUFF SIZE DON’'T HAVE A
Cuff too small adds CONVERSATION
2-10mm Hg Talking or active
PUT CUFF ON listening adds
BARE ARM 10 mm Hg

Cuff over clothing
adds 5-50 mm hg

GET AN
ACCURATE
BLOOD
PRESSURE
READING

EMPTY
BLADDER FIRST

Full bladder adds
10 mm Hg

SUPPORT ARM
AT HEART LEVEL

Unsupported arm
adds 10 mm Hg

SUPPORT

KEEP LEGS

UNCROSSED I;»L\CK/FIiEdT
nsupporte
Slosealigadd back and feet adds

2-8 mm Hg 6 mm Hg

Content provided by
This resource is part of AMA MAP BP™, a quality improvement program. Using a single or subset of AMA MAP BP tools

or resources does not constitute implementing this program. AMA MAP BP includes guidance from AMA hypertension

BP"
AMA% ‘ MAP experts and has been shown to improve BP control rates by 10 percentage points and sustain results.



Chien lwoc tiép can ban dau trong xtr tri HA tang tai khoa cap ciru

Elevated BP measurement SBP =130 or DBP =280 mm Hg

Consider remeasuring with recently
calibrated device and appropriate technique
if SBP 2160 or DBP 2100 mm Hg

Determine severity of elevated BP measurement

Not markedly
elevated:
SBP <180 AND
DBP <110-120

Markedly
elevated:
SBP >180 OR
DBP >110-120

Absent

Identify and address underlying etiologies (Figure 2) Assess for new or worsening target-organ damage

Persistent BP elevation Present
No established chronic hypertension

Consider chronic established hypertension status

Established chronic
hypertension

Risks may outweigh benefits for initiating/modifying
antihypertensive medication regimen; consider
permissive hypertension

Refer to 2017 ACC/AHA High Blood Pressure

Weigh risks and benefits of initiating or modifying

antihypertensive medication regimen Guideline for management of hypertensive

emergency

Management of elevated inpatient blood pressure in hypertensive emergencies requires careful assessment and treatment planning (Bress et al., 2024)



Cac thuoc dwdng udng trong xir tri THA khan cap

« Captopril 12.5-25mg (PO/SL)
* Amlodipine 5-10mg
 Felodipine 5-10mg

* Isradipine 5-10mg

* Prazosin 1-2mg

» Loi tiéu quai (Furosemide) khdng co chi dinh tri khi c6 chi dinh bat budc
(& dich nhw THA trong b&nh nhu mé than hoac biéu hién suy tim)

. leedlplne nho dwdi lwdi khong dugce khuyén céo do tac dung ha ap
qua manh va khéng cé chirng ctr vé lgi ich.



IN THE ACUTE CARE SETTING

A-I-M approach
encourages high-quality BP measurement and identifying and addressing underlying etiologies

ASSESS IDENTIFY MODIFY

* BP measurement accuracy and Opportunities for improved BP Treatment plan to address
quality measurement practices contributing etiologies
» Severity of elevation and target-organ Potential etiologies contributing to Antihypertensive medication
damage elevated BP regimens
» Current culture and practices Interventions for improving culture Culture of unnecessary treatment
and practices cascades

Ongoing patient/clinician/staff engagement and education
TRANSITION OF CARE
AFTER THE ACUTE CARE SETTING

A-I-M approach
encourages seamless follow-up and patient education

ARRANGE INFORM MONITOR

Inform patients about the importance of
Comprehensive follow-up care within 2 BP and steps to take at home (eg, S
: . monitoring, team-based care, and

weeks of discharge for assessment of nonpharmacologic treatments, .

: : . : . : : screen for ongoing secondary causes of
etiologies chronic/resistant hypertension adherence) and inform outpatient

o elevated BP
clinicians of elevated BPs

As appropriate, consider home BP

Ongoing patient education and collaboration with outpatient clinicians




Take home messages

THA cép ctru can diéu tri ngay lap tire, diéu chinh chién lwoc ha ap dwa trén AHMOD.

Thuat ngtr THA khan cap dé gay sai léch cdm xdc dan t&i diéu tri qua mire can thiét, va can

dwoc thay thé bdi cac thuat nglr méi phu hop hon.

S dung thudc ha ap TM khéng dwoc hé tro béi bang chirng néu khéng c6 THA cap clru.
S dung k¥ thuat do HA dung cung véi thiét bi dwoc hiéu chuan dinh ky

Phat hién va x& ly cac nguyén nhan cé thé dao ngwoc gay huyét ap tang

Trong bdi cdnh cap clru, v&i huyét ap tang khong triéu chieng, tranh tang liéu thude ha ap, wu

tién khdi tri lai thubc ha &p ngoai trd va 1&én ké hoach theo déi ngoai trd chat ché.
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