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HTA et AVC

T

y 3 A <
. C'estplus compliqué qu'caaa
Y e e f ™

e Circulation cérébrale # systémique

* Grande spécificité: des mécanismes spécifiques de controle de la PPC. Si
pas assez de PPC: ischémie...
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Ruland, Sean, et Venkatesh Aiyagari. « Cerebral Autoregulation and Blood Pressure Lowering ». Hypertension 49, n° 5 (2007): 977-78.


https://doi.org/10.1161/HYPERTENSIONAHA.107.087502

Sténose carotides et HTA :
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Quand s’inquiéter du risque lié aux =
variations de TA au lever ?

C'est un Pomt de rc_'Pc‘rrc- comme un autre

70 % 90 % OCCLUSION

Nascet % 10-40%| 50 % | 60 %

Seuil de PSV 125 230

PSV (moy) 210 | 240 330 variable

PSV post sténose >50 <30

Flux collat (oph/DTC) Possible =g (= =1a]¢ Présent
Turbulences post sténose - ++ ++ +/-

EDV intra sténose <100| >100 variable

RC <2 >2 | 22 >4 variable

Référentiel de médecine vasculaire, CHU de Caen
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Diagnostic apres AVC

* Pas de recommandations sur le diagnostic d’"HTA post AVC subaigu
(PROGRESS: « stable depuis 2 semaines...»)

e Par définition, AVC => HTA a haut risque.
* HTA: tensions au dela des 24-48 premieres heures (sauf exception).
* Ya pas de délai post AVC pour définir ’'HTA... C'est en fonction des cas.
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Bilan lésionnel et étiologique (ESH 2024)

De base Etendu

Co-morbidités. Cardiaque : Echocardiographie. Score calcique coronaire.
Vasculaire :Vitesse de I'onde de pouls / Index cheville-

Facteurs de risque cardiovasculaire.

bras.
Autres traitements ou utilisations de medicaments (AINS, CTC, cérébral : IRM. Tests coghnitifs.
Immunosuppresseurs, chimiothérapies, réglisse...) Rénal : Echo des voies urinaires + doppler des arteres
Examen Physique : Périmetre abdo idéalement et IMC. rénales.

Ophtalmo: Fond d’ceil. OCT.

Niveau de fragilité/fonctionnalité chez les personnes agées

(ex. : >80 ans). Quand Orienter le Patient vers un Spécialiste?
Biologies: lono, Urée, Créatinine, eDFG, Glycémie a jeun et Hypertension secondaire suspectée (selon I'age)...
HbAlc, Cholestérol total, LDL, HDL, BU, ECG 12 dérivations. +- Pour exclure une hypertension secondaire chez les

TSH patients jeunes (< 40 ans) avec une hypertension de
Py grade 2 ou 3.

Hypertension d’apparition soudaine ou aggravation de
I"hypertension.

Patients avec une hypertension résistante au traitement.
Hypertension pendant la grossesse.

Signes d’HTA secondaires:

-Taches café au lait.

-Coarctation de l'aorte a I'angioTSA ou souffle auscultatoire...
-Signes de dysthyroidie ou de Cushing

Vu la prévalence, je rajoute a cela la polygraphie

Kreutz, Reinhold, Mattias Brunstrom, Michel Burnier, et al. « 2024 European Society of Hypertension clinical practice guidelines for the management of arterial hypertension ». European Journal of Internal Medicine 126 (aoGt 2024): 1-15.


https://doi.org/10.1016/j.ejim.2024.05.033
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Coarctation aortique
Néphropathies parenchymateuses
Hypertension rénovasculaire/DFM

rénovasculaire athéromateuse

Hypertension

13-18A 19-40A

Atteintes monogéniques (Col4...)
Phéochromocytome et paragangliomes
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Hyperaldostéronisme primaire B3h cest délicat, imdgnez
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Kreutz, Reinhold, Mattias Brunstrém, Michel Burnier, et al. « 2024 European Society of Hypertension clinical practice guidelines for the management of arterial hypertension ». European Journal of Internal Medicine 126 (aolt 2024): 1-15.


https://doi.org/10.1016/j.ejim.2024.05.033
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A Stroke B Major Adverse Cardiovascular Events
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Ding, Xiong, Xinyi Zhang, Liping Huang, et al. « Salt Substitution and Recurrent Stroke and Death: A Randomized Clinical Trial ». JAMA Cardiology 10, n° ¢

Neal, Bruce, Yangfeng Wu, Xiangxian Feng, et al. « Effect of Salt Substitution on Cardiovascular Events and Death ». New England Journal of Medicine 3¢ Intervention 7703 7285 6879 6449 5947 5525 | Intervention 7703 7450 7152 6837 6519 6199

Zhang, Xianghui, Yifang Yuan, Chao Gao, et al. « Blood Pressure Reduction Effects of Salt Substitutes in Different Application Settings A Meta-Analysis of Ran


https://doi.org/10.1001/jamacardio.2024.5417
https://doi.org/10.1056/NEJMoa2105675
https://doi.org/10.1016/j.jacasi.2026.02.014
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Clest pour frimer c'était dans le noir

Rappel: 60% deS AVC on un Baseline Treatment
SAHOS, et 30% des formes

SéVé res. Therapeutic Subtherapeutic Therapeutic Subtherapeutic
nCPAP nCPAP P nCPAP nCPAP
. Mean 100.4%15.9 99.5%12.3 NS 90.6%x10.4 1001295
Multiples RCT. blood
pressure

Réduction de la TA 100 .

~10mmHg. 901
T 801 20 CPAP
-é. - Usual care

T , , . £ o0 10-
Améliore |la récupération. 2 s
. 2 404 0 ; — —

Par contre: pas d’impact sur : 0 12 24 36 43 60 72 84

S

les MACE avec la PPC! 20—/

Follow-up (mo)

Becker h Andre: J p, Th Ploch, et al. « Effect of Nasal C ous Positive Airway Pressure Treatment on Blood Pressure in Patients With Obstructive Sleep Apnea ». Circulation 107, n° 1 (2003): 68-73. - McEvoy, R. Doug, I

Ob eSlee nea ». N l dJ /fMd 35 0(06)993 .
CI dagh M M rk B: \ Robin Gree nJ. M Dou s Bradle e of Continuous Positive Airway Pressure on Outcomes of Rehabilitation in Stroke Patients With Obstructive Sleep Apnea ». Stroke 42, n° 4 (2011): 1062-67.


https://doi.org/10.1161/01.CIR.0000042706.47107.7A
https://doi.org/10.1056/NEJMoa1606599
https://doi.org/10.1161/STROKEAHA.110.597468

Traitement: AVCi
& AIT

Events/patients Favours |Favours Relative ris
Active  Placebo active placebo reduction (95

TA <130/80 vs <140/90
Study name / Odds ratio and 95% CI
Odds
ratio p-Value
SPS3 0.377 0.042 ——
RESPECT 0.089 0.021
0.247 0.033
0.01 0.1 1 10 100
Favours intensive Favours less intensive
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« Randomised trial of a perindopril-based blood-pressure-lowering regimen among 6105 individuals with previous stroke or transient ischaemic attack ». The Lancet 358, n° 9287 (2001): 1033-41.

hypertensive

Stroke

Combination 150/1770 255/1774 — 43% (30 to
Single drug ~ 157/1281 165/1280 —- 5% (-19 to
Hypertensive 163/1464 235/1452 —I-— 32% (17 to
Non- 144/1587 185/1602 —-— 27% (8 to

Total stroke 307/3051 420/3054 <> 28% (17 to
Major vascular events

Combination 231/1770 367/1774 i} 40% (29 to
Single drug  227/1281 237/1280 —- 4% (-15 to
Hypertensive 240/1464 331/1452 -I- 29% (16 to
Non- —  518/1587 273/1602 - 24% (9 to
hypertensive .

Total events 458/3051 604,/3054 <:> 26% (16 to

| |
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PROGRESS (2001)

Hazard ratio

Figure 5: Effects of study treatment on stroke and major
vascular events in subgroups of patients


https://doi.org/10.1016/S0140-6736(01)06178-5
https://doi.org/10.1016/S0140-6736(01)06178-5
https://doi.org/10.1016/S0140-6736(01)06178-5
https://doi.org/10.1016/S0140-6736(01)06178-5
https://doi.org/10.1016/S0140-6736(01)06178-5

AVC hémorragique @
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TRIDENT 2076 122: 15- Ej‘ﬁiﬁg L?tiz;;rfﬁk(f;f Cl, 0.41-0.92) Placebo

P: 1670 pts avec HIC X 807

| : Triple pilule antiHTA: % ;2‘ Triple pill

(telmisartan at 20 mg, E 50:

amlodipine2.5mg, g 40

indapamidel.25mg) Lé 304 | |

C: BMT S 20- 6 7

O: Récidive AVC: 10- - T

6.6% vs. 9.8%; P=0.04 T ! ! ; ! ) !

EIG: Years of Follow-up

23.2% vs 26.0% No. at Risk

Placebo 837 738 517 315 237 123 55 12

et o e s it s TTPlE Il 833 734 518 330 250 120 52 14


https://doi.org/10.1056/NEJMoa2515043

HTA et personnes agees
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* 1933 patients >80a

e Réduction 15/6mmHg

* 30% réduction AIC

23% de réduction déces

Recommandations ESH :

Traiter comme un jeune sauf si mRS 4-5
(en gros) , mais si mRS 3, introduire
progressivement.

Mais ¢ca peut’pas marcher

Table 2. Main Fatal and Nonfatal End Points in the Intention-to-Treat Population.
Rate per 1000 Patient-Yr Unadjusted Hazard Ratio
End Point (No. of Events) (95% Cl) P Value
Active Placebo
no. (%)
Stroke
Fatal or nonfatal 12.4 (51) 17.7 (69) 0.70 (0.49-1.01) 0.06
Death from stroke 6.5 (27) 10.7 (42) 0.61 (0.383-0.99) 0.046
Death
From any cause 47.2 (196) 59.6 (235) 0.79 (0.65-0.95) 0.02
From noncardiovascular or un- 23.4 (97) 28.9 (114) 0.81 (0.62-1.06) 0.12
known causes
From cardiovascular cause 23.9 (99) 30.7 (121) 0.77 (0.60-1.01) 0.06
From cardiac cause* 6.0 (25) 8.4 (33) 0.71 (0.42-1.19) 0.19
From heart failure 1.5 (6) 3.0(12) 0.48 (0.18-1.28) 0.14
Fatal or nonfatal
Any myocardial infarction 2.2 (9) 31(12) 0.72 (0.30-1.70) 0.45
Any heart failure 5.3 (22) 14.3 (57) 0.36 (0.22-0.58) <0.001
Any cardiovascular event 33.7 (138) 50.6 (193) 0.66 (0.53-0.82) <0.001

* Death from cardiac causes was defined as fatal myocardial infarction, fatal heart failure, and sudden death.
T Any cardiovascular event was defined as death from cardiovascular causes or stroke, myocardial infarction, or heart failure.

Beckett, Nigel S., Ruth Peters, Astrid E. Fletcher, et al. « Treatment of Hypertension in Patients 80 Years of Age or Older ». New England Journal of Medicine 358, n° 18 (2008): 1887-98.



https://doi.org/10.1056/NEJMoa0801369

Troubles cognitifs post AVC et traitement ﬁﬁ?tf“”fa

HTA

Treatment Placebo Odds ratio Odds ratio

Study or Subgroup Events Total Events Total Weight M-H, Fixed, 95% CI M-H, Fixed, 95% ClI

NICE 12 287 21 291 6.2% 0.56 [0.27 , 1.16] -

PROGRESS 276 3051 334 3054 93.8% 0.81[0.68 , 0.96] .

Total (95% CI) 3338 3345 100.0% 0.79 [0.67 , 0.94] ‘

Total events: 288 355

Heterogeneity: Chi*=0.93, df =1 (P =0.34); I? = 0% 02 05 1 2 5

Test for overall effect: Z=2.76 (P = 0.006) Favours [treatment] Favours [placebo]
=1
EUROPEAN STROKE
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Quinn TJ, Richard E, Teuschl Y, et al. European Stroke Organisation and European Academy of Neurology joint guidelines on post-stroke cognitive impairment. Eur J Neurol. 2021;28(12):3883-3920. d0i:10.1111/ene.15068


https://www.ahajournals.org/doi/10.1161/CIRCRESAHA.122.319951
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Risque de chute et d’El majeurs

AVC, HTA et age

< [ R
80 ntervention Control Risk Ratio
Study Events Total Events Total Risk ratio, M-H, Random, 95% CI
95%CI
TRANSCEND™ 4 599 4 615 1.03 (0.26, 4.09)
PROFESS®’ 63 9447 52 9471 1.21(0.84,1.75) -1
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sps3* 117 1389 142 1425 0.85(0.67, 1.07) o <50 iotervention Controb M-H, Random, 95% CI
- - Study Events Total Events Total Risk ratio, 95%Cl
Total 1522 17225 1887 19035 0.89(0.80,098) '~ FP=002 ¢+ N
>80 Intervention Control , PROGRESS = 61 2935 58 2935 1.05 (0.74, 1.50) ——
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PROGRESS™ 19 116 29 119  0.67(0.40, 1.13) R 2
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PROFESS” 80 699 81 715 1.01{0.76, 1.35) . 280 Intervention Control
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i L
Tharmaratnam D, Karayiannis CC, Collyer TA, et al. Is Blood Pressure Lowering in the Very Elderly With Previous Stroke Associated With a Higher Risk of Adverse Events?.J Am Heart Assoc. 2021;10(24):e022240. doi:m'.1161/JAHA.12 .022240 lb
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Quel médicaments privilégier?
(dans I'association)
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non-AF patients AF patients
N= 54,764 N= 17,960
Person-years (N) aHR (95% CI) Person-years (N) aHR (95% CI)
Primary analysis: stroke recurrence
Angiotensin-converting enzyme inhibitors 70,317 0.98 (0.92-1.05) HH 22.563 1.03 (0.93-1.14) -
Angiotensin receptor blockers 49,315 1.01 {0.94-1.10) i 16,035 1.06 (0.94-1.19) -
Thiazide or thiazide-like diuretics 47,946 0.90(0.83-0.97) HlH 12,372 0.99(0.87-1.12) —
Beta-blockers 54,214 1.06 (0.99-1.13) P 38,299 1.06 (0.97-1.17) i
Calcium channel blockers 68,976 0.91 (0.86-0.97) H- 20,646 1.01 (0.91-1.11) i
Loop diuretics 14,727 0.86 (0.77-0.95) B 20,515 0.94 (0.84-1.04) -
Potassium-sparing agents 6,636 0.83 (0.70-0.98) —— 5,396 0.82 (0.69-0.99) —
Secondary analysis: MACE or all-cause death
Angiotensin-converting enzyme inhibitors 66,990 0.80 (0.77-0.84) - 21,325 0.82 (0.77-0.87) HIH
Angiotensin receptor blockers 47,585 0.79 (0.75-0.84) - 15,508 0.78 (0.72-0.84) HEH
Thiazide or thiazide-like diuretics 46,605 0.89 (0.84-0.94) HH 12,061 0.85 (0.78-0.93) -
HBeta-blockers 49,566 0.90 (0.86-0.94) - 36,395 (.85 (0.80-0.89) -
Calcium channel blockers 66,462 0.84 (0.80-0.87) - 19,902 0.80 (0.76-0.85) HIH
S—— 13,497 0.96 (0.90-1.03) - 19,331 0.98 (0.92-1.04) i~y
Potassium-sparing agents 6,264 0.85 (0.76-0.95) i 5,093 0.86 (0.77-0.95) -
0.6 0.8 1.0 1.2 0.6 0.8 1.0 1.2

Données SNDS, 153 628 patients avec AIC

Perrier, Julia, Amelie Gabet, Valérie Olié, Antoine Pariente, Christophe Tzourio, et Julien Bezin. « Effectiveness of Antihypertensive Drugs for Secondary Prevention of Ischaemic Stroke: A Nationwide Historic Cohort Study ». Pharmacology and Therapeutics. BMJ Open 15, n° 12 (2025): e107816.


https://doi.org/10.1136/bmjopen-2025-107816
https://doi.org/10.1136/bmjopen-2025-107816
https://doi.org/10.1136/bmjopen-2025-107816
https://doi.org/10.1136/bmjopen-2025-107816
https://doi.org/10.1136/bmjopen-2025-107816

TAKE HOME MESSAGES
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_ PhasedelAVC/Type | Objectif | TTT | Prewe
Reperf <180/105 ENCHANTED
AIC <24h Pas de reperf <220/120 SETIN
Au choix
HIC <24h INTERACT/TRUTH
<130/80mmHg AIC:Double PROGRESS

Tout AVC de plus de 24h
P 120-129mmHg HIP:Triple TRIDENT

TABAC — SPORT — DIET — POIDS(si <65a) — SAHOS — FAUX SEL — ALCOOL
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Merci pour votre attention
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