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Case 

 The patient is a 64-years-old man who presented with severe headache, visual disturbances, 

diaphoresis & drowsiness 

 BP=  240/140 mmHg  , PR = 100 BPM 

 ECG : NSR- NAX- PRP

 hsTn : Negative

 Cr= 1.6 mg/dl

 Echocardiography : LVEF : 50 %, severe concentric LVH,  mild MR ,mild TR , no AS , no AI









Hypertension urgencies and emergencies

Hypertension emergencies are situations in which severe hypertension 
(grade 3) is associated with acute HMOD (Hypertension-mediated organ 
damage) , which is often life threatening and requires immediate but 

careful intervention to lower BP, usually with intravenous (i.v.) therapy

 The rate and magnitude of  an increase in BP may be at least as important 

as the absolute level of  BP in determining the magnitude of  organ injury



• Hypertensive emergencies are defined as severe elevations in BP 

(>180/120 mm Hg) associated with evidence of  new or worsening target 

organ damage

• The 1-year death rate associated with hypertensive emergencies is >79%, and the 

median survival is 10.4 months if  the emergency is left untreated



Typical presentations
of  a hypertension emergency are:

1- Patients with malignant hypertension, characterized by severe hypertension (usually 
grade 3) associated with : 

Funduscopic changes (flame haemorrhages and/or 
papilloedema), microangiopathy

DIC
Encephalopathy (in about 15% of cases)
 Acute heart failure
Acute deterioration in renal function
The hallmark of this condition is small artery fibrinoid necrosis in 
the kidney, retina, and brain. The term ‘malignant’ reflects the 
very poor prognosis for this condition if untreated



Examples of  target organ damage  

 Hypertensive encephalopathy

 ICH 

 Acute ischemic stroke

 Acute MI

 Acute LV failure 

 Pulmonary edema

 Unstable angina pectoris

 Dissecting aortic aneurysm

 Acute renal failure

 Eclampsia



Typical presentations
of  a hypertension emergency are:

2-Patients with severe hypertension associated with other clinical conditions 

who are likely to require an urgent reduction of BP, 
e.g. acute aortic dissection, acute myocardial 
ischaemia, or acute heart failure

3- Patients with sudden severe hypertension due to phaeochromocytoma, 

associated with organ damage

4- Pregnant women with severe hypertension or preeclampsia



The most common emergency symptoms will 

depend of  the organs affected but may include

 Headache,visual disturbances, chest pain, 
dyspnea, dizziness, and other neurological deficits. 

In patients with hypertensive encephalopathy, the 
presence of somnolence, lethargy, tonic clonic
seizures, and cortical blindness may precede a 
loss of consciousness; 

However, focal neurological lesions are rare and 
should raise the suspicion of stroke



Hypertension Urgency

 Severe hypertension in patients presenting to the 
emergency department in whom there is no clinical 
evidence of acute HMOD Whilst these patients require BP 
reduction

 They do not usually require admission to hospital, and BP 
reduction is best achieved with oral medication

 These patients will require urgent outpatient review to 
ensure that their BP is coming under control





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:



Acute management of  hypertensive 

emergencies

(1)Establishing the target organs that are affected, 
whether they require any specific interventions 
other than BP lowering, and whether there is a 
precipitating cause for the acute rise in BP that 
might affect the treatment plan (e.g. pregnancy)

(2) The recommended timescale and magnitude of 
BP lowering required for safe BP reduction



Acute management of  hypertensive 

emergencies

(3) 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 
hemodynamic monitoring



(4)Rapid uncontrolled BP lowering is not recommended 
as this can lead to complications
• Although i.v. drug administration is recommended for 

most hypertension 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 ischemia









Diagnosis and management of  a hypertensive crisis







Acute Intracerebral Hemorrhage

COR LOE
Recommendations for Management of  Hypertension in Patients 

With Acute Intracerebral Hemorrhage (ICH)

IIa C-EO

In adults with ICH who present with SBP greater than 220 mm Hg, it is reasonable to 

use continuous intravenous drug infusion and close BP monitoring to lower SBP. 

III: 

Harm
A

Immediate lowering of SBP to less than 140 mm Hg in adults with spontaneous ICH 

who present within 6 hours of the acute event and have an SBP between 150 mm Hg 

and 220 mm Hg is not of benefit to reduce death or severe disability and can be 

potentially harmful. 



Management of  Hypertension in Patients With Acute ICH

Acute (<6 h from symptom onset) 
spontaneous ICH 

SBP lowering to 
<140 mm Hg 

(Class III:Harm)

SBP lowering with 
continuous IV infusion and 

close BP monitoring 
(Class IIa)

SBP 150–220 mm Hg SBP >220 mm Hg



Acute Ischemic Stroke 

COR LOE
Recommendations for Management of  Hypertension 

in Patients With Acute Ischemic Stroke

I B-NR

Adults with acute ischemic stroke and elevated BP who are eligible for 

treatment with intravenous tissue plasminogen activator should have 

their BP slowly lowered to less than 185/110 mm Hg before 

thrombolytic therapy is initiated. 

I B-NR

In adults with an acute ischemic stroke, BP should be less than 

185/110 mm Hg before administration of intravenous tissue 

plasminogen activator and should be maintained below 180/105 mm 

Hg for at least the first 24 hours after initiating drug therapy. 

IIa B-NR

Starting or restarting antihypertensive therapy during hospitalization in 

patients with BP greater than 140/90 mm Hg who are neurologically 

stable is safe and reasonable to improve long-term BP control, unless 

contraindicated. 



Acute Ischemic Stroke (cont.)  

COR LOE
Recommendations for Management of  Hypertension in 

Patients With Acute Ischemic Stroke

IIb C-EO

In patients with BP of 220/120 mm Hg or higher who did not 

receive intravenous alteplase or endovascular treatment and 

have no comorbid conditions requiring acute antihypertensive 

treatment, the benefit of initiating or reinitiating treatment of 

hypertension within the first 48 to 72 hours is uncertain. It 

might be reasonable to lower BP by 15% during the first 24 

hours after onset of stroke. 

III: 

No 

Benefit

A

In patients with BP less than 220/120 mm Hg who did not 

receive intravenous thrombolysis or endovascular treatment 

and do not have a comorbid condition requiring acute 

antihypertensive treatment, initiating or reinitiating treatment of 

hypertension within the first 48 to 72 hours after an acute 

ischemic stroke is not effective to prevent death or 

dependency.





Management of  Hypertension in Patients With Acute Ischemic Stroke 
Acute (<72 h from symptom onset) ischemic 

stroke and elevated BP

Yes

Initiating or reinitiating treatment of 
hypertension within the first 48-72 

hours after an acute ischemic stroke is 
ineffective to prevent death or 

dependency
 (Class III: No Benefit)

Lower SBP to <185 mm Hg and 
DBP <110 mm Hg before 

initiation of IV thrombolysis
(Class I)

Lower BP 15% 
during first 24 h 

(Class IIb)

Patient 
qualifies for IV 
thrombolysis 

therapy

BP ≤220/110 mm Hg  BP >220/110 mm Hg

For preexisting hypertension, 
reinitiate antihypertensive drugs 

after neurological stability
(Class IIa)

Maintain BP <180/105 mm Hg for 
first 24 h after IV thrombosis

(Class I)

No

And









Prognosis and follow-up

• The survival of patients with hypertension 
emergencies has improved dramatically over past 
decades, but these patients remain at high risk and 
should be screened for secondary hypertension 

• After discharge from hospital, when BP has reached a 
safe and stable level on oral therapy, we recommend 
frequent, at least monthly, visits in a specialized 
setting until the optimal target BP is achieved and 
long-term specialist follow-up thereafter





Merci pour votre attention




