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@ E S C European Heart Journal (2018) 39, 3021-3104

European Society doi:10.1093/eurheartj/ehy339
of Cardiology

ESC/ESH GUIDELINES

2018 ESC/ESH Guidelines for the management
of arterial hypertension

The Task Force for the management of arterial hypertension of the
European Society of Cardiology (ESC) and the European Society of
Hypertension (ESH)

Authors/Task Force Members: Bryan Williams™ (ESC Chairperson) (UK),
Giuseppe Mancia® (ESH Chairperson) (Italy), Wilko Spiering (The Netherlands),
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8.3.1 Acute management of hypertensive emergencies
Apart from acute BP lowering in stroke, there are no RCTs evaluating
different treatment strategies for hypertensive emergencies. The key
considerations in defining the treatment strategy are:

(1) Establishing the target organs that are affected, whether they
require any specific interventions other than BP lowering, and

Posadka ZZS 1
Na UP privezena 70 rocna pacientka s akcelerovanou hypertenziou. Uzila vecernu medil
Aktualny TK 130/80 torr. Ine tazkosti negui

Posadka ZZS 2
Na UP privezena 73 rocha non-compliant pacientka s akcelerovanou hypertenziou. T.C. n
dispozicii chronicku medikaciu. Podana liecba posadkou, pacientka trva na transporte d

Aktualny TK 130/80 torr. Ine tazkosti neguije

whether there is a precipitating cause for the acute rise in BP that
might affect the treatment plan (e.g. pregnancy);

The recommended timescale and magnitude of BP lowering
required for safe BP reduction;

The type of BP-lowering treatment required. With regard to drug
treatment, in a hypertension emergency, i.v. treatment with a drug
with a short half-life is ideal to allow careful titration of the BP
response to treatment in a higher dependency clinical area with
facilities for continuous haemodynamic monitoring.

Recommended drug treatments for specific hypertension emer-
ger1cic.=35398’406 are shown in Table 31 and an expanded range of possi-
ble drug choices®™® is shown in Table 32. Rapid uncontrolled BP
lowering is not recommended as this can lead to complications.397

Although i.v. drug administration is recommended for most hyper-
tension emergencies, oral therapy with ACE inhibitors, ARBs, or
beta-blockers is sometimes very effective in malignant hypertension
because the renin system is activated by renal ischaemia. However,
low initial doses should be used because these patients can be very
sensitive to these agents and treatment should take place in hospital.
Further comprehensive details on the clinical management of hyper-

. , . 9
tension emergencies are available.*”®
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8.3.1 Acute management of hypertensive emergencies
Apart from acute BP lowering in stroke, there are no RCTs evaluating
different treatment strategies for hypertensive emergencies. The key
considerations in defining the treatment strategy are:

(1) Establishing the target organs that are affected, whether they
require any specific interventions other than BP lowering, and

etika v komunikacii s pacientorr
profesoinalna komunikacia medzi koleg

whether there is a precipitating cause for the acute rise in BP that
might affect the treatment plan (e.g. pregnancy);

The recommended timescale and magnitude of BP lowering
required for safe BP reduction;

The type of BP-lowering treatment required. With regard to drug
treatment, in a hypertension emergency, i.v. treatment with a drug
with a short half-life is ideal to allow careful titration of the BP
response to treatment in a higher dependency clinical area with
facilities for continuous haemodynamic monitoring.

Recommended drug treatments for specific hypertension emer-
gencies398’406
ble drug choices

lowering is not recommended as this can lead to complications.

are shown in Table 31 and an expanded range of possi-
378 is shown in Table 32. Rapid uncontrolled BP
397

Although i.v. drug administration is recommended for most hyper-
tension emergencies, oral therapy with ACE inhibitors, ARBs, or
beta-blockers is sometimes very effective in malignant hypertension
because the renin system is activated by renal ischaemia. However,
low initial doses should be used because these patients can be very
sensitive to these agents and treatment should take place in hospital.
Further comprehensive details on the clinical management of hyper-
tension emergencies are available.*”®
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2021 7 of Physicians NICA edICIne
ASSESS with ABCDE approach Life-threatening features? Synchro.nised shock up tc.> 3 attemPts
¢ Give oxygen if SpO, < 94% and obtain IV access 1. Shock el R ot

COUNCIL
Anafylakticka reakce?
« Monitor ECG, BPF, SpO,,. Record 12 lead ECG 2. Syncope If uns‘uccessfu.f: : M(ML 2018 Feb; 18(1 )Z 88-92. PMCID: PMC6330912 fy
e 2 * Amiodarone 300 mg IV over 10-20 min,

¢ Identify and treat reversible causes 3. Myocardial ischaemia or procainamide 10-15 mg/kg over 20 min; doi: 10.7861/clinmedicine.18-1-88 PMID: 29436445

(e.g. electrolyte abnormalities, hypovolaemia) 4. Severe heart failure + Repeat synchronised shock

A systematic approach to the unconscious patient Z30dnota Stav pacants postipam ABCDE
MUDr. Jana Seblova, Ph.D.

Is QRS narrow (<0.12 S) Tim Cooksley, consultant in acute mediv::ine,A Sarah Rose, consultant in acute mediv::ine,B and Mark Holland, consultant - G : P g G 2
Uzemni stredisko zachranné sluzby Stredoceského kraje, Kladno

in acute medicine®

Broad QRS Narrow QRS Prispévek se zabyva kiecemi neepileptického i epileptického plivodu zejména se zamérenim na diagnostiku v prvnim kontaktu. Je ., D"agnos“!"a B poatrejte po:
Is rhythm regular? Regular Is rhythm regular? Author information » Copyright and License information  Disclaimer uvedena i zakladni terapie véetné Iécby status epilepticus. = akutnim nastupu pfiznak

= Zivot ohrozujicich priznacich
(A - dychaci cesty nebo B - dychani nebo C - krevni obéh)’
» obvykle pritomnych koznich pfiznacich

Klicova slova: kiece, epilepsie, status epilepticus.

Vagal manoeuvres This article has been cited by other articles in PMC.

. . The paper deals with convulsions of both nonepileptic and epileptic origin. The differential diagnostics is also discussed. The review of
If ineffective ABSTRACT Go to: v therapy including epileptic state is presented.

* Treat as narrow complex if AF with bundle Probable atrial fibrillation:

branch block O T ol 2o * Control rate with beta-blocker or diltiazem Unconscious patients are commonly seen by physicians. They are challenging to manage and in a time

* Give 2g Magnesium over 10-minutes if * Consider digoxin or amiodarone if evidence of
torsades de pointes heart failure

Key words: convulsions, epilepsy, status epilepticus. i Ny 19110 = PFivolejte pomoc
= Ulozte postizeného na zéda a zvednéte dolni koncetiny
(pokud to neomezuje dychani)

* 6 mg rapid IV bolus;
If unsuccessful give 12 mg

sensitive condition, a systematic, team approach is required. Early physiological stability and diagnosis are
-

o i unsuccessful give IV 18 mg * Anticoagulate if duration > 48h necessary to optimise outcome. This article focuses on unconscious patients where the initial cause appears
.

Monitor ECG continuously to be non-traumatic and provides a practical guide for their immediate care.

KEYWORDS: Unconscious, coma, neurological injury, hypoglycaemia, drug toxicity Adrenalic

Broad QRS? Narrow QRS?
Procainamide 10-15 mg/kg IV over 20 min, or Verapamil, diltiazem, or

Podle dostupného vybaveni a zkusenosti:
Amiodarone 300 mg IV over 10-60 min beta-blocker

Zajistéte prachodnost dychacich cest  Monitorace:

) Podejte kyslik o vysokém pratoku ® Pulzni oxymetrie
If ineffective 4 ] Bolus tekutin IV? ® EKG
Antihistaminikum (bisulepin)* = Krevni tlak

Kortikoidy (hydrokortizon)*
Synchronised shock up to 3 attempts

'-Zivot ohrozujici priznaky:

A - dychaci cesty: otok, chrapot, stridor

B - dychéni: tachypnoe, piskoty, vyéerpani, cyanéza, SpO, < 92%, zmatenost
C - krevni obéh: bledost, chladna akra, hypotenze, porucha védomi

*Adrenalin (vZdy IM, pokud nemdte zkusenosti s IV poddnim) *Bolus tekutin IV (krystaloidni roztok):

IM davky adrenalinu v fedéni 1:1000 (zopakujte po S minutach, pokud Dospély 500-1000 m!

se stav nezlepsil) Dité 20 mi/kg

u Dospély 0,5 mgIM (0,5 ml)
Dité ve véku nad 12 let 0, IM (0,5 ml|

: Dité ve véku 612 let 0:: 2 ™ % ml; Za’st.av‘e podavani IV koloidu, mize-li byt

= Dité ve véku pod 6 let 0,15 mg IM (0,15 mi) pldnouanaive

IV adrenalin miZe byt aplikovan pouze zkuSenym specialistou
Opatmé titrujte davku: dospéli 0,05 mg (S0 ug), déti 0,001 mg/kg (1 pg/kg)

*Antihistaminikum (bisulepin)  * Kortikoidy (hydrokortizon)
(IM nebo pomalu IV) (IM nebo pomalu IV)

Dospély nebo dité vevékunad 12let  1-2mg 200 mg

Dité ve véku 6-12 let 1mg 100 mg

Dité ve véku 6 mésici-6 let 0,5-1mg 50mg

Dité ve véku méné nez 6 mésicl Pro détido 1 roku vyrobce 25mg
doporucenou davku neuvadi

Posadka ZZS 1 :
ANAFYLAXIA po podani metamizolu. Pacient privezeny na OUP pre bolest' hlavy. Doma skolaboval. PZK

Posadka ZZS 2
BEZVEDOMIE. Pacientka s nemeratelnou glykemiou privezena na OUP. Podany Apaurin 10 mg iv pre krce pocas
transportu. PZK

Posadka ZZS 3 )
TACHYKARDIA. Pacient po kolapse. Hemodynamicky nestabilny. Privezeny na OUP. Monitoracia VF. PZK
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Synchronised shock up to 3 attempts

ASSESS with ABCDE approach Life-threatening features? ! > P
* Sedation OR anaesthesia if conscious

* Give oxygen if SpO, < 94% and obtain IV access 1. Shock

If unsuccessful: : e s Giscm . W T s = P o 2 . ;
. i . Clin Med (Lond). 2018 Feb; 18(1): 88-92. PMCID: PMC6330912 .
Monitor ECG, BP, SpO,. Record 12 lead ECG 2. Syncope + Amiodarone 300 mg IV over 10-20 min, UNSTABLE Clin Med (Lond). (1) Prispévek se zabyvé kie¢emi neepileptického i epileptického plivodu zejména se zaméfenim na diagnostiku v prvnim kontaktu. Je

¢ |dentify and treat reversible causes 3. Myocardial ischaemia or procainamide 10-15 mg/kg over 20 min; doi: 10.7861/clinmedicine.18-1-88 PMID: 29436445 uvedena i zakladni terapie véetné lécby status epilepticus.

(e.g. electrolyte abnormalities, hypovolaemia) 4. Severe heart failure * Repeat synchronised shock Klicova slova: kiece, epilepsie, status epilepticus.

A systematic approach to the unconscious patient

STABLE . ) I S . . . . )
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c therapy including epileptic state is presented.

Zhodnotte stav pacienta postupem ABCDE

Diagnostika - patrejte po:

in acute medicine

Broad QRS 5 i Key words: convulsions, epilepsy, status epilepticus. e i = akutnim nastupu priznaku
roa arrow —— e RN R g SH & g
Is rhythm regular? Regular Is rhythm regular? Author information » Copyright and License information  Disclaimer m Zivot ohroZuijicich pfiznacich
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Vagal manoeuvres = obvykle pritomnych koznich pfiznacich

Adenosine (if no pre-excitation)
* 6 mg rapid IV bolus;

* If unsuccessful give 12 mg

* If unsuccessful give IV 18 mg

Monitor ECG continuously to be non-traumatic and provides a practical guide for their immediate care.

KEYWORDS: Unconscious, coma, neurological injury, hypoglycaemia, drug toxicity

This article has been cited by other articles in PMC.

ABSTRACT Go to: (¥ = Privolejte pomoc

= Ulozte postizeného na zédda a zvednéte dolni koncetiny
(pokud to neomezuje dychani)

Probable atrial fibrillation:
* Control rate with beta-blocker or diltiazem

* Treat as narrow complex if AF with bundle
branch block

* Give 2g Magnesium over 10-minutes if

torsades de pointes

Unconscious patients are commonly seen by physicians. They are challenging to manage and in a time

* Consider digoxin or amiodarone if evidence of
heart failure

» Anticoagulate if duration > 48h necessary to optimise outcome. This article focuses on unconscious patients where the initial cause appears

sensitive condition, a systematic, team approach is required. Early physiological stability and diagnosis are

Adrenalin®

Broad QRS? Narrow QRS? : ; Podle dostupného vybaveni a zkusenosti:
Procainamide 10-15 mg/kg IV over 20 min, or Verapamil, diltiazem, or

Amiodarone 300 mg IV over 10-60 min beta-blocker { : Zajistéte prachodnost dychacich cest  Monitorace:
Podejte kyslik o vysokém pratoku B Pulzni oxymetrie

A Bolus tekutin IV? m EKG
If ineffective { RS Antihistaminikum (bisulepin)* = Krevni tlak
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etika v pristupe k pacientovi



Category2 Category3 Category4 Category 5

Resuscitation

¥

Examples:
Heart attack,
major car
accident

Immediate Within Within Within Within
(seconds) 10 minutes 30 minutes 1 hour 2 hours

Posadka ZZS 1 /
Suspektny paC|ent na infekcne ochorenie privezeny posadkou na OUP s bolestami na hrudi. Pretoze ich TAK SI\/IEROVALI

~ Posadka ZZS 2
Pani doktorka, chcem sa len s vami PORADIT, Cl SI MYSLITE, ze m6zeme pacinta zlozit' na UP. Pacienta mame v sanitke.

ZZ s nefunkcnym CT pristrojom (ohlasene na KOS)
V priebehu 5 min prichadzaju an UP 3 posadky ZZS. Polymorbidna pacientka, septicka, obnubilovane vedomie, terminalne
stadium Ca, na UP zastava obehu. Simultanne prichaza posadka s pacientom, ktory ma KF, prebieha KPR, po stabilizacii stavu
nutny transport ad KC. Nasledne privazaju pacientku s KCP, v bezvedomi.
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Resuscitation
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Examples:
Heart attack,
major car
accident
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prvotna informacia od posadky 778
zavazne stavy hlasit vopred na UP

VYCHODISKA. aktualne doporuéené postupy
komunikacia
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AHA/ASA Guideline

Guidelines for the Early Management of Patients With Acute
Ischemic Stroke: 2019 Update to the 2018 Guidelines for the
Early Management of Acute Ischemic Stroke
A Guideline for Healthcare Professionals From the American Heart
Association/American Stroke Association

Endorsed by the Society for Academic Emergency Medicine and The Neurocritical Care Society

Reviewed for evidence-based integrity and endorsed by the American Association of Neurological
Surgeons and Congress of Neurological Surgeons.

William J. Powers, MD, FAHA, Chair; Alejandro A. Rabinstein, MD, FAHA, Vice Chair;
Teri Ackerson, BSN, RN; Opeolu M. Adeoye, MD, MS, FAHA;

@ E S C European Heart Journal (2017) 00, 1-66 ESC GUIDELINES

European Society doi:10.1093/eurheartj/ehx393
of Cardiology

2017 ESC Guidelines for the management of
acute myocardial infarction in patients
presenting with ST-segment elevation

The Task Force for the management of acute myocardial infarction
in patients presenting with ST-segment elevation of the European
Society of Cardiology (ESC)

Authors/Task Force Members: Borja Ibanez* (Chairperson) (Spain), Stefan James*
(Chairperson) (Sweden), Stefan Agewall (Norway), Manuel J. Antunes (Portugal),

KOS ->posadka ZZS-> menezment STEMI/NCMP> APLIKACIA STEMI/STROKE4§ al

lieCba -> transport VZZS/ZZS -> KC/IC
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koordinacia a spolupraca



DOPORUCENE POSTUP

Table 1. Solutions to risks associated with emergency medicine clinical guidelines

Risks associated with the stages of guideline Risk mitigation strategy
development

Prior to implementation Widespread stakeholder engagement

Incorporate high level of evidence

Ensure transparency among author group

During implementation Promote awareness of guideline among target
audience

Provide education on appropriate patient selection for
guideline use

Encourage guideline use as an adjunct to clinical
judgement

Post implementation Regularly audit guideline effectiveness

Develop robust processes to continually update and
refine guidelines

Emer gency Medicine
Australasia

Editorial (& Free Access

When guidelines guide us to harm

Lisa Brichko, Biswadev Mitra, Peter Cameron

First published: 19 November 2018 | https://doi.org/10.1111/1742-6723.13189
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Risks associated with the stages of guideline Risk mitigation strategy
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Prior to implementation

During implementation

~<r 2018 | https://doi.org/10.1111/1742-6723.13189

Post implementation

De )uaﬂ \ﬁ

refii




DOPORUCENE POSTUFP
IDELINES

Table 1. Solutions to risks assc

Risks associated with the stage
development

Prior to implementation

During implementation

opitowsK

.//doi.org/10.1111/1742-6723.13189

Post implementation




Table 1. Solutions to risks assc

Risks associated with the stage
development

Prior to implementation QUinEtte LC

During implementation

201 5’ PagES 1
Publisheg, |

o |
jt

Post implementation e Re

e De

REGIONAL OFFICE FOR EUROPE

EUR/ICP/POLC 02 02 04
ORIGINAL: ENGLISH
UNEDITED

E53492

GUIDELINES IN
HEAL TH CA RE .1111/1742-6723.13189
PRACTICE

Report on a WHO Meeting



Table 1. Solutions to risks assc

Risks associated with the stage
development

Prior to implementation

During implementation

Post implementation

EUR/ICP/POLC 02 02 04
ORIGINAL: ENGLISH
UNEDITED

E53492

Report on a WHO Meeting



EUR/ICP/POLC 02 02 04
ORIGINAL: ENGLISH
UNEDITED

E53492




DOPORUCENE POSTUPY

vychodiska. JENDOTNE POSTUPY PRE 7ZS o
S RhE SIMUI}\QNA MEDICINA
SPOLUPRACA KOS-Z245-27
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Mahatma Gandhi



