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INTRODUCCION

o -

' HTA infantil = infrecuente y 22 a causa renal o endocrina
=8 « /| prevalencia HTA desde 1988

d 15-19% 2 7-12%

50% desconoce diagnostico de HTA

| i—ﬁ  /Nincidencia de HTA en: obesidad, trastornos del suefio, SAOS, ERC, RNPT

Flynn JT, Kaelber DC, Baker-Smith CM, et al. Clinical Practice Guideline for Screening and Management of High Blood Pressure in Children and Adolescents.
Pediatrics. 2017;140(3):e20171904
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MEDICION DE PRESION ARTERIAL  [astiiid

Pediatrica

-Todo nino > 3 anos
- Nino < 3 anos si:

Sano = Una vez por ano
* RNPT <32sem, PEG, complicaciones en UTI RN Alterada - cada 6 m

e Cardiopatia congénita
* ITU recurrente, hematuria o proteinuria

* Enfermedad renal-urologica CADA CONTROL

* Historia familiar de enfermedad renal congénita Obeso

* Trasplante de 6rganos solidos ER

* Neoplasia, TMO Bl\Y

* Drogas que aumenten PA Patologia Ao

« TPIC Uso medicamentos

* Enfermedades sistémicas asociadas a HTA hipertensores
* Hijo de padres con HTA

Flynn JT, Kaelber DC, Baker-Smith CM, et al. Clinical Practice Guideline for Screening and Management of High Blood Pressure in Children and Adolescents.
Pediatrics. 2017;140(3):e20171904
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TABLE 6 Screening BP  Values Requiring
Further Evaluation vwgg
Age,y BP, mmHg -
Boys Girls Pediatric
Systolic  DBP  Systolic  DBP . Blood
1 98 02 98 o4 ressure
2 100 99 101 o8
3 101 o8 102 60
4 102 60 103 62
) 103 63 104 64
6 105 66 105 67
7 108 68 106 68  casnodill
8 107 69 107 69 e e
9 107 70 108 71
10 108 72 109 72 @awnage
11 110 74 111 74
12 113 75 114 75
>13 120 80 120 80

Rev Chil Pediatr. 2019, 90 (2):209-216
Pediatrics. 2017;140(3):e20171904
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Tabla 1. Clasificacion

REvISTA GHILENA SO
DE PEDIATRIA -

Clasificacion HTA en ni

1922 www.revistachilenadepediatria.cl www.scielo.cl
Normal
Rev Chil Pediatr. 2019;90(2):209-216 .
Presion arterial elevada DOl 10.32641/rchped.v90i2.1005 ARTICULO DE REVISION 80
Al Estzele. Hipertension arterial en la infancia. Recomendaciones
para su diagndstico y tratamiento. Parte 1.
HTA Estadio Il

Rama de Nefrologia Infantil, Sociedad Chilena de Pediatria

Blood hypertension in children. Guideliness for diagnosis and treatment. Part 1.
Pediatric Nephrology Branch, Chilean Pediatric Society

Tabla adaptada de refe ; presion

arterial diastolica. Paulina Salas?®, Gonzélez Claudia®, Carrillo Daniela®, Bolte Lilian, Aglony Marlene?, Peredo Soledad,

Ibarra Ximena®, Rojo Angelica®, Delucchi Angelaf, Pinto Viola*$, Saieh Carloss, Ceballos Maria L.f

Rev Chil Pediatr. 2019, 90 (2):209-216
Pediatrics. 2017;140(3):e20171904



Pediatric Nephrology (2019) 34:405-412
https://doi.org/10.1007/500467-018-3946-y

EDUCATIONAL REVIEW

Management of high blood pressure in children: similarities
and differences between US and European guidelines

Tammy M. Brady' - Amalia Stefani-Gliicksberg? - Giacomo D. Simonetti*?

Received: 1 February 2018 /Revised: 15 March 2018 / Accepted: 16 March 2018 /Published online: 28 March 2018
© IPNA 2018
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Table 2 Definition of normotension and hypertension

European guidelines US guidelines
<16 years >16 years <13 years >13 years
Normotension <90th %ile < 130/85 Normotension < 90th %ile* < 120/80
High-normal BP >90th %ile—<95th %ile  130-139/85-90 Elevated BP >90th%ile*— < 95th %ile 120-130/80
Grade [ HTN >95th %ile-99th 140-159/90-99 Stage | HTN >95th %ile-< 95th
%ile + 5 mmHg %ile + 12 mmHg" 130/80-1F
9/89
Grade Il HTN > 99th %ile + 5 mmHg 160-179/100-109 Stage Il HTN > 95th%ile + 12 mmHg® >140/90
Isolated systolic SBP > 95th% SBP > 140 and DBP <99 Isolated systolic Not addressed Not addressd
HTN ile and DBP HTN
<90th %ile
Immediate referral ~ Severe HTN" associated ~ Severe HTN™ associated| Immediate referral > 95th %ile + 30mmHg" > 180/120*
to ED with life threatening with life threatening to ED
condition condition

*Or 120/80, whichever lower

£0or 130/80-139/89, whichever lower

€0Or 140/90, whichever lower

*Defined by some as 20% above grade II limit
¥ Or stage 1T with symptoms

US United States, BP blood pressure, SBP systolic blood pressure, DBP diastolic blood pressure, HTN hypertension, £ED emergency department

=

diatr Nephrol (2019) 34:405-412
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BP above the 90" percentile
via auscultation or oscillometric device

l

| Repeat BP twice and average|

l

If elevated via an oscillometric device,
obtain two readings via auscultation and average

l

Classify BP based on Normative Values |

l N\

If Stage 2 HTN, initiate evaluation and
treatment.

Refer for specialty care within 1 week

* If symptomatic with Stage 2 HTN, refer to

emergency department

If elevated, lifestyle counseling
and repeat in 6 months

Stage 1 HTN, lifestyle counseling
and repeat in 1-2 weeks

Figure 1. Algorithm for the evaluation of initia jon in office-based ressures (BPs).

HTN=hypertension.

Pediatric Hypertension: Review of Updated Guidelines . Donald J. Weaver Jr Pediatrics in Review 2019;40;354 DOI: 10.1542/pir.2018-0014
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1. Recién nacido: - Hipertensién primaria.
- Trombosis de arteria renal. - Feocromocitoma.
- Coartacién de la aorta. - HTA monogénicas.
- Estenosis de la arteria renal*.
- Malformaciones renales congénitas (rifién poli- 4. Adolescente
quistico autosémico dominante y autosémico re- - Hipertensién primaria. E nfe rm ed ad d Re Nna | y Re NOoVvascu |a r
cesivo, displasia renal, hipoplasia renal unilateral, - Enfermedades del parénquima renal (uropatias 7
uropatias obstructivas). obstructivas, displasia renal, nefropatia del reflujo, Anoma | las estructura Ies
- Displasia broncopulmonar. cicatriz renal secundaria a pielonefritis, sindrome CoA
- Sindrome nefrético congénito. hemolitico urémico, rifién poliquistico, tumor,
- Necrosis tubular aguda. glomerulonefritis crénica, nefropatia por Parpura En d ocrinas 9 menos f recuentes
- Necrosis cortical. de Schonlein-Henoch, Lupus Eritematoso Sistémi-
- Nefritis intersticial. co).
- Hiperplasia suprarrenal congénita. - Estenosis de arteria renal, arteritis de Takayasu,

sindrome de coartacidon adrtica con estenosis de
arterias viscerales.
- Hipertiroidismo.
- Neurofibromatosis.
- Feocromocitoma, tumores neurogénicos.
- HTA monogénicas.
- Drogas: anabdlicos, cocaina.
*Estenosis de la arteria renal: La causa mds comun es la
displasia fibromuscular. Menos frecuente, también se
puede observar estenosis de la arteria renal en neuro-
fibromatosis, y en sindromes genéticos como Klippel-

2. Lactante y pre-escolar

- Coartacién de la aorta.

- Enfermedades del parénquima renal (uropatias
obstructivas, displasia renal, nefropatia del reflujo,
cicatriz renal secundaria a pielonefritis, sindrome
hemolitico urémico, riién poliquistico, tumor).

- Estenosis de arteria renal.

- Hipercalcemia.

- Feocromocitoma.

- HTA monogénicas**.

3. Escolar Trenaunay, Turner y Alagille.
- Estenosis de la arteria renal. **HTA monogénicas: son poco frecuentes, se pueden
- Enfermedades del parénquima renal (uropatias sospechar por antecedente familiar de HTA diagnos-
obstructivas, displasia renal, nefropatia del reflujo, ticada en personas jovenes, renina plasmatica baja y
cicatriz renal secundaria a pielonefritis, sindrome tendencia a la hipokalemia. Ej: Sd de Liddle, Exceso
hemolitico urémico, rinén poliquistico, tumor, aparente de mineralocorticoides, hiperaldosteronismo
glomerulonefritis crénica, nefropatia por Parpura familiar tipo I y IT y Sd. Gordon, este tltimo, cursa con
de Schénlein-Henoch). hiperkalemia. Rev Chil Pediatr. 2019, 90 (2):209-216

Pediatrics. 2017;140(3):e20171904
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* HTA primaria
* mayor a 6 anos , ,
. Historia familiar de HTA ‘ No requieren mayor estudio
* Sobrepeso /obesidad

Sin diferencia en severidad segun causa 12 o 29

PMPAD se asocia 2 HTA secundaria
N PAS se asocia = HTA primaria

Flynn JT, Kaelber DC, Baker-Smith CM, et al. Clinical Practice Guideline for Screening and Management of High Blood Pressure in Children and Adolescents.
Pediatrics. 2017;140(3):e20171904



Hypertension in children with chronic Kidney disease:
pathophysiology and management

Charlotte Hadtstein - Franz Schaefer

T 8P — T CO x T TPR _Tyessel

t t

fluid lvessel
o overload diameter “~ /Tsympathetic
oliguria Pl \ 7
Na retentio

activation of
renin angiotensin
system

/ \

renal scars renal artery
or cysts stenosis

Renal
failure

reduced
nephron
mass

Underlying
disease

Fig. 1 Interplay of different factors in the generation of hypertension
in chronic kidney disease (BP blood pressure, CO cardiac output, 7PR
total peripheral resistance, PTH parathyroid hormone, Na sodium)
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HTA en ERC (KDOQUI 2006)

etapal 2> 63%
etapa 4-5 2 80%
>50% ninos con HTA no controlada

Pediatr Nephrol (2008) 23:363-371
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Hypertension in childhood obesity Pediatrica

Elke Wiihl (elke.wuehl@med.uni-heidelberg.de)
Center for Child and Adolescent Medicine, Heidelberg University Hospital, Heidelberg, Germany

Impaired glucose tolerance (25%)
Diabetes mellitus
Metabolic Syndrome (10%)

Idiopathic intracranial Hyperandrogenismin girls
hypertension Abnormalities in growth and puberty
neurological endocrinological

dermatological / psychosocial
\ / cardiovascular
orthopedic ‘\) ObeSIty / Hypertension (- 50%)

Slipped capital femoral epiphysis (SCFE) (L\\/ H SO 2
Tibiawvera Cardiac dysfunction

Fractures En clf:)theh‘al c.ly sfunction |
Musculoskeletal pain Altered arterial morphology

Impaired mobility +function
pulmonological {  gastrointestinal

Obstructiv sleep apnoea OSA (8%) Nonalcololic fatty liver

Alveolar hypoventilation (duringwakefulness) renal Metabolic Syndrome

Restrictive ventilation defect (during sleep) Hyperfiltration Dyslipicdemia

Sleep disturbance SGS Hyperinsulinemia /insulin resistance /
Proteinuria pre-diabetes
CKD

©2018 Foundation Acta Pzediatrica. Published by John Wiley & Sons Ltd 2019 108, pp. 37-43



MINI REVIEW

Hypertension in childhood obesity

Elke Wiihl (elke.wuehl@med.uni-heidelberg.de)

1° Teaching Course

Nefrologia
o [ ]
Pediatrica
Center for Child and Adolescent Medicine, Heidelberg University Hospital, Heidelberg, Germany
Obesity
B-Blocker ACEi/ARBs
e ] 'I'nl
S _»,--»"" == / /'/ ll \\
| L Pd A
—— e K Jo 1Y
- +—T P+ +c F* R
Hyperi suline[nia Renal Structural RAAS Activation Oxidative Stress Endothelial
Hyperleptinemia Damage Inflammation/ Dysfunction
B // |‘I.
1|/ |
l / V
L =V +
SNS Activation Sodium and Fluid || Efferent Glomerular | | Vasoconstriction Vascular
‘ Retention Vasoconstriction Thrombosis 'i Damage
.
Diuretics ] CCBs
Hypertension

©2018 Foundation Acta Paediatrica. Published by John Wiley & Sons Ltd 2019 108, pp. 37-43



1° Teaching Course

Nefrologia
Pediatrica

“Indeed, it is somewhat paradoxical that a clinical condition
such as arterial hypertension, which is defined in terms of blood
pressure values only, may be diagnosed on the basis of few
occasional blood pressure measurements, and that life-long
treatment is often instituted following measurements taken
over just a few minutes”

Alberto Zanchetti
(AJH 1997; 10:1068-1080)
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* Myers = PA eran significativamente menores en domicilios que consulta

* MAPA se crea para evaluar el uso de antiHTA = discrepancias entre PA clinicas y el MAPA

* PA delantal blanco y HTA enmascarda = impacta negativamente en la poblacién si no se
diagnostica

* MAPA = ahorra un 14% en costo en salud cuando se incorpora al diagndstico de HTA en adultos

Pediatr Nephrol (2018) 33:1327-1336
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normalized 12 recomendaciéon de MAPA nifios y adolescentes 2008

(1] a
Elke Wiihl ’ Kla Primeras tablas solo nifios 5-16 afios caucasicos

the German Wc

Tablas Dra Wiihl, se inicia concepto de sobrecarga de PA

Objective To d
ABPM reference MAPA: para confirmar HTA, variabilidad HTA, DIP nocturno, eficacia terapia anti HTA

Conclusions The 2014 nuevas recomendaciones y se inicia concepto de HTA diastdlica
calculation of appr«
SUNICURMEIEERE «  Asociacion con HTA en MAPA e HVI
correlated with age
values are almost i RSP SNSRI ES RS CENESIaTNe
and weakly associated with relative obesity. J/ Hypertens
20:1995-2007 © 2002 Lippincott Williams & Wilkins.

Pediatric APBM reference values Wuhl et al.

Journal of Hypertension 2002, Vol 20 No 10
Flynn JT, Daniels SR, Hayman LL, Maahs DM, McCrindle BW, Mitsnefes M, et al. American Heart Association Atherosclerosis, Hypertension and Obesity in Youth Committee of

the Council on Cardiovascular Disease in the Young. Update: ambulatory blood pressure monitoring in children and adolescents: a scientific statement from the American
Heart Association. Hypertension. 2014;63:1116-35. )
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Tabla 3. Esquema sugerido para clasificar niveles de Presion Arterial en nifos sometidos a MAPA

Clasificacion PA clinica PAS y PAD ambulatoria promedio Sobrecarga PAS y PAD
Percentil (p) Percentil (p) %
PA normal < p90 < p95 <25
HTA delantal blanco > p95 < p95 <25
PA elevada >p90 o > 120/80 mmHg < p95 > 25
HTA enmascarada < p95 > p95 > 25
HTA ambulatoria | > p95 > p95 25-50
HTA ambulatoria severa > p95 > p95 > 50

Tabla adaptada de Update: Ambulatory Blood Pressure Monitoring in Children and Adolescents: hyper.ahajournals.org. January 20, 2015.
p: percentil, PAS: presion arterial sistolica, PAD: presion arterial diastolica, MAPA: Monitoreo Ambulatorio de Presién Arterial, HTA: Hiper-
tension Arterial.

Permite:
Describir y caracterizar patrones de HTA
Evaluar HTA delantal blanco e HTA enmascarada

Evaluar PA en pacientes con alto riesgo de dafio érgano blanco
Evaluar terapia hipotensora
Diagnosticar hipotensidn relacionada a medicamentos

Rev Chil Pediatr. 2019;90(2):209-216 DOI: 10.32641/rchped.v90i2.1005
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Riesgo de HTA

e HTA2°

 ERC o malformaciones renales
« DM1y?2

* Trasplante organos soélidos
 Obesidad

* Sindrome apnea obstructiva del suefio (SAQS)
 Coaoperada

* Sd genéticos asociados con HTA

* HTA en tratamiento

* RNPT<32semy/o PEG

Rev Chil Pediatr. 2019;90(2):209-216 DOI: 10.32641/rchped.v90i2.1005
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MAPA HBV

/1 MAPA

Hombres 32 (45%) Mujeres 39 (55%)

Edad de 6 a 15 anos =2 promedio 10,4 anos

Insatisfactorios 8 (11%)




NORMAL
NORMAL + AUSENCIA DIP
=, | " HTA DELANTAL BLANCO
= "sv pRE HTA
,.' ¥ HTA ENMASCARADA
HTA AMBULATORIA
HTA SEVERA
~— NO CLASIFICABLE
= INSATISFACTORIO

WL

l}ﬁ il i

-
um

NUMERO (%)
9 (12,7%)

15 (21%)

2 (2,8%)

16 (22,5%)

3 (4,2%)

4 (5,6%)

5 (7%)

9 (12,7%)

8 (11%9

v,

HTA 30 (42%)
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MAPA HBV
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: NUTRICIONAL (IMC/E) NUMERO PACIENTES (%) e
b —

; o ig (o) r
B- 4 T SOBREPESO 33,8%
e OBESIDAD 45%

-

LY X 14 (19,7%) 0 788%

. I e e e e = R P ]
e = TN X ‘ " i ey

41 24 (33,8%) X

FET: 20% De los obesos tienen DIP nocturno

Elé — conservado
: :;g" +2 25 (35,2%) HTA 39% (N:28) Malnutricién x exceso
e 78,5% (N:22)
'? 43 7 (9,9%) |



Strambi et al. Italian Journal of Pediatrics (2016) 42:69
DOI 10.1186/513052-016-0277-0 Italian Journal of Pediatrics

REVIEW Open Access

Novelty in hypertension in children and @ e
adolescents: focus on hypertension during

the first year of life, use and interpretation

of ambulatory blood pressure monitoring,

role of physical activity in prevention and
treatment, simple carbohydrates and uric

acid as risk factors

Mirella Strambi'?, Marco Giussani'?", Maria Amalia Ambruzzi', Paolo Brambilla*, Ciro Corrado'*, Ugo Giordano'®,
Claudio Maffeis’, Silvio Maringhin'#, Maria Chiara Matteucci', Ettore Menghetti', Patrizia Salice''%'",

Federico Schena'?, Pietro Strisciuglio''?, Giuliana Valerio'”, Francesca Viazzi'®, Raffaele Virdis''®

and Simonetta Genovesi'”'%'?

Conclusion:

* MAPA no es un examen de rutina
* Requiere Personal entrenado

* Para preguntas especificas

* Nifnos mayores de 10 afios (mejor tolerado)

1° Teaching Course
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* Asociacion entre MAPA y dafio organo blanco, no solo considerando PA promedio sino tambien

DIP nocturno y sobrecagra PA

Strambi et al. Italian Journal of Pediatrics (2016) 42:69



Strambi et al. Italian Journal of Pediatrics (2016) 42:69

DOI 10.1186/513052-016-0277-0 Italian Journal of Pediatrics

REVIEW Open Access

Novelty in hypertension in children and @ e
adolescents: focus on hypertension during

the first year of life, use and interpretation

of ambulatory blood pressure monitoring,

role of physical activity in prevention and
treatment, simple carbohydrates and uric

acid as risk factors

Mirella Strambi'?, Marco Giussani'?", Maria Amalia Ambruzzi', Paolo Brambilla*, Ciro Corrado'*, Ugo Giordano'®,
Claudio Maffeis’, Silvio Maringhin'*%, Maria Chiara Matteucci'®, Ettore Menghetti', Patrizia Salice’'*"",

Federico Schena'?, Pietro Strisciuglio''?, Giuliana Valerio'”, Francesca Viazzi'®, Raffaele Virdis''®
17,18,19

and Simonetta Genovesi

Obesidad:

* Causa mas frecuente de HTA en adolescentes

* Baja significativa en PA con estrategias para bajar ingestay I actividad fisica
« @ ingestaNa

 Duracidn del suefio =2

* inversamente proporcional al riesgo metabdlico y obesidad + actividad fisica en nifios

* Suefio mayor a 9 horas asociado a mayor actividad fisica

1° Teaching Course
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Strambi et al. Italian Journal of Pediatrics (2016) 42:69



Jing et al. Journal of Cardiovascular Magnetic Resonance (2017) 19:86

DOI 10.1186/512968-017-0401-3 Journal Of CardlovaSCUIar

Magnetic Resonance 1° Teaching Course

Nefrologia

Pediatrica
Ambulatory systolic blood pressure and e

obesity are independently associated with
left ventricular hypertrophic remodeling in
children

Linyuan Jing", Christopher D. Nevius'?, Cassi M. Friday'? Jonathan D. Suever'?, Arichanah Pulenthiran'?,
Abba Mejia-Spiegeler'?, H. Lester Kirchner?, William J. Cochran®, Gregory J. Wehner®, Aftab S. Chishti®,
Christopher M. Haggerty' and Brandon K. Fornwalt'*®"

* Nifos 8-17 aifos

e Reclutamiento prospectivo. Universidad de Kentucky

* Ninos O/SP (IMC >p85) y nifios eutréficos (IMC p5-p85)

e Exclusion: diabetes, HTA diagnosticada o historia de uso de medicamentos que
alteren PA, historia de enfermedad cardiaca, contraindicacion para RNM

Jing et al. Journal of Cardiovascular Magnetic Resonance (2017) 19:86
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* Respuesta del corazén a la sobrecarga del VI y (+) neurohumoral que lleva a un T
consumo de oxigeno

* [squemia miocardica = marcador de enfermedad hipertensiva cardiaca.

* HVI=> marcador ominoso = tratamiento urgente

 LVHy MAPA en ERC (Mistefens, 2010)

 1/3 delos pacientes MAPA con HTA

Pediatr Nephrol (2018) 33:1327-1336
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EDUCATIONAL REVIEW

Management of high blood pressure in children: similarities
and differences between US and European guidelines

Tammy M. Brady' - Amalia Stefani-Gliicksberg? - Giacomo D. Simonetti*?

Received: 1 February 2018 /Revised: 15 March 2018 / Accepted: 16 March 2018 /Published online: 28 March 2018
© IPNA 2018

Table 4  Target organ damage definitions

European guidelines US guidelines
Screening  How defined? Screening  How defined?
Electrocardiography No No
Echocardiography
LVH Yes LVMI > 95th %ile Yes LVMI >51 g/m*” for children > 8 years
(boys and girls) or LVM > 115 g/BSA
for boys and LVM > 95 g/BSA for girls
LV wall thickness Yes RWT >95th %ile Yes RWT >0.42 cm, LV wall thickness > 1.4
Ejection fraction No Yes EF <53%
Measures of arterial stiffness: pulse No No
wave velocity
Measures of arterial structure: carotid ~ Yes cIMT >95th %ile by age and sex

intima media thickness

US United States, LVH left ventricular hypertrophy, LVM left ventricular mass, LVMI left ventricular mass index, LV left ventricular, PWV pulse wave
velocity, RWT relative wall thickness, EF ejection fraction, c/MT carotid intima media thickness

Pediatr Nephrol (2019) 34:405-412



Table 1 Demographics and clinical parameters (mean + SD, and median [interquartile range]) of the study population

Obese/Overwenght ealthy p
n =31 n =37
Age (years) 128 £ 2.5 134 +£ 2.6 0.31
12510113, 14.3] 133 [12.1, 15.6]
Sex (M/F) 14/17 21/16 047
Weight (kg) 75 + 21 47 £13 <0.001
74 [56, 92] 49 [37, 56]
Height (cm) 158 £ 13 156 + 14 0.56
157 [149, 165] 158 [147, 166]
Body Mass Index (kg/m?) 20+ 6 19+3 <0.001
29 [25, 33] 19 [18, 21]
Body Mass Index Percentile 9 + 4 47 + 26
98 [95, 99] 52 [27, 66]
Body Mass Index z-score 20+ 05 -02+09
22 11.7,23] 0.1 [-0.6, 04]
Heart rate (beats/min) 72+9 70+ 9 032
Systolic blood pressure (mmHg) 17+ 11 111 +38 0.001
Diastolic blood pressure (mmHQ) 75+ 6 72 £5 0.07
Mean arterial pressure (mmHg) 89 +7 85+6 0.005

*p values for systolic, diastolic and mean blood pressures are adjusted for age

Jing et al. Journal of Cardiovascular Magnetic Resonance (2017) 19:86
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Table 4 Blood pressure classification, N(%) f I -
Classification Obese/Overweight Healthy Total Ne ro ogla
n=731 n=37 n =68 P do ,t °
Normal 11 (36) 29 (79) 40 (59) e Ia r I ca
Masked hypertension 10 (32) 6 (16) 16 (23)
Pre-hypertension 2.(6) 25 4 (6)
Ambulatory hypertension 8 (26) 0 (0) 8(12)
p < 0.001 between obese/overweight and healthy weight children
g . Conclusion:
. m Healthy O Obese/overweight
& @®Obese/overweight, hypertensive .
% 40 Tanto Obesidad como MAPA elevada =2
Sosl
2 ® °® ® QO * Factores independientes para IMVI I e hipertrofia
0 30 - 3 .
Z &‘.‘@ oeS concentrica VI
_ 25
3 20 . * Intervenciones con objetivos tanto para bajar de peso
*GE: como para manejo de comorbilidades asociadas a
> 15 . ’ . L4
= 110120 130 140 150 160 obesidad (HTA) serian efectivas en la prevencién o
—  24-hour Systolic Blood Pressure (mmHg) disminuciéon de remodelacion cardiaca y los riesgos CV
Fig. 4 24 h systolic blood pressure is associated with left ventricular fUtU ros.
mass index (LVMI), however, obesity independently contributes to
increased LVMI

Jing et al. Journal of Cardiovascular Magnetic Resonance (2017) 19:86



Qurrent Hypertension Reports (2019) 21:71

_ 1° Teaching Course
https//doi.org/10.1007/s11906-019-0976-1

IMPLEMENTATION TO INCREASE BLOOD PRESSURE CONTROL: WHAT WORKS? (J BRETTLER AND K N e fro I og I a
REYNOLDS, SECTION EDITORS) @ Pediétrica
Check for
updates
ulatory oloo essure ivionitoring In IaLri

Sonali S Patel* &Sephen R Daniels*

* DIP nocturno : Disminuciéon 10-20% PA durante el sueio
* Nondippers—=> <10% de disminucién
* reverse dippres—> PA promedio nocturno mayor que diurno = ERC, SAOS, DM?2

* Estudio retrospectivo de ninos obesos
- asociacion importante entre nondippers y obesidad (similar a adultos)

* Nondippers mayor severidad de HTA
* PAS nocturna (MAPA) - predictor de riesgo CV

e 1988 O Brien DIP nocturno asociado a eventos CV

Curr Hypertens Rep (2019) 21:71




Prognostic Effect of the Nocturnal Blood Pressure
Fall in Hypertensive Patients

The Ambulatory Blood Pressure Collaboration in Patients With
Hypertension (ABC-H) Meta-Analysis

Gil F. Salles, Gianpaolo Reboldi, Robert H. Fagard, Claudia R.L. Cardoso,
Sante D. Pierdomenico, Paolo Verdecchia, Kazuo Eguchi, Kazuomi Kario, Satoshi Hoshide,
Jorge Polonia, Alejandro de la Sierra, Ramon C. Hermida, Eamon Dolan, Eoin O’Brien,
George C. Roush, for the ABC-H Investigators

* Metanalisis 17312 pacientes hipertensos adultos de Europa, sudamerica, Asia
* Edad 50-70 anos
* Seguimiento 4-8 anos

* Proporcién
* normal dippers 27-54%
* Extreme dippers 32-46%
* Reverse dippers 5-19%

e 1769 CVE eventos 916 CHD 698 strokes, 450 muertes CV
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DIP reverso = peor prondstico

Hypertension. 2016;67:693-70
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Metas de la terapia anti HTA Nefrologia

* Las metas de la terapia antihipertensiva no han sido bien
establecidas en nifios (inferida desde los adultos)

e HTA primaria no complicada:
PA <p95

* HTA con enfermedad asociada o dano drgano blanco:
PA <p90

* Sociedad Europea de Hipertension (guias 2009):
* HTA primaria no complicada: PAM <p90
 HTA con ERCy (proteinuria): PAM <p75

Pediatrica

Children and Adolescents < 16y  Adolescents 2 16y

Primary hypertension < 95" recommended <140/ 90 mmHg
< 90" suggested
Diabetes mellitus <90t pct recommended <130/ 80 mmHg

<75 pct recommended
in non-proteinuric CKD

<50 pct recommended

in proteinuric CKD <125/75 mmHg

<75 pct recommended

Chronic kidney disease in non-proteinuric CKD

<130/ 80 mmHg

<50t pct recommended

in proteinuric CKD = 12sdy> mmbld

Hypertension in Childhood Obesity
DR. ELKE WUHL (Orcid ID : 0000-0002-1205-2620)
Pediatric Nephrol 2014; 29: 979-988
Pediatrics 2017; 140 (3): e20171904 published online
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