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» Hypertension artérie|lé: Probléme majeur de santé publique
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*Mancia Chairperson G, Kreutz Co-Chair R, Brunstrom M, Burnier M, Grassi G, Januszewicz A, et al. 2023 ESH Guidelin.e,gQgr the management of arterial hypertension The Task Force for the management of arterial
hypertension of the European Society of Hypertension Endorsed by the European Renal Association (ERA) and the Int tional Society of Hypertension (ISH). J Hypertens. 2023;

*Zhou B, Carrillo-Larco RM, Danaei G, Riley LM, Paciorek CJ, Stevens GA, et al. Worldwide trends in hypertensionac&alence and progress in treatment and control from 1990 to 2019: a pooled analysis of 1201
population-representative studies with 104 million participants. The Lancet. 2021;398(10304):957-80. <
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2015: Hypertension Burden &"’ 2030: Hypertension Control Targets — 80% Rule

> 150 |ons > 250 millions
of people

Pooled
Prevalence

Estimated
Prevalence

80% x 80% x 80%
Controlied T — A

80Y% i of all hypertensives

Controlled
39% of all hypertensives

F. Ataklte et al., Hypertension. 2015;65:291-298
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Increase the diagnosis, treatment and control of 6@@
hypertension QL
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Implement evidence-based prevention policis,
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Governments

Development
partners and
Academia

Im prOVE including those that reduce sodium intak@%d other risk
. factors for hypertension \Qf
hypertension _ N
Include hypertension control as a If@? indicator in health
control information system and measutgblood pressure and
salt intake in national hea]tb rveys
<
Initiate and fund nationoeﬂ?hypertension
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= WefK with governments to support practical
Sguidelines and training programs for health workers
S @q‘ Target resources, including funding to achieve
upport (19‘1(}’ hypertension control in the entire population
h\lpertenSIOH ¥ Support community education to reduce hypertension
control risk and demand appropriate screening, diagnosis and
- N B treatment for hypertension for all adults
Initiatives

" Conduct research to identify effective interventions to
prevent, detect, treat and control hypertension

® Educate and conduct implementation research

Actors

® Keep up to date with and implementing evidence-based
guidelines

® Provide adapted care and patient education

Deliver
effective
X
& care

® Adopt a culture of data use and continuous quality
improvement to improve patient outcomes.

" |Implement team-based care

®  Promote low-cost single-pill combination £
therapy and facilitate access to mobile hea\@
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Communities, / ® Demand quality h@@ﬁh care, with BP checks and

individuals and free or Iow-costﬁ%vision of quality medicines
civil society

Healthcare
workers

D
" Advocate for fu%d*%’g to support free and high-quality
screening, dia@%osis and treatment of hypertension
o

Support

~\ -
* Advocate for&@}:ess to healthy food, by strong public h\/pe rtension
food prg&g&ment policies COHtTDl

- Supp@&‘activities that increase awareness of importance
ofqﬁvention, diagnosis, treatment and control of
BYpertension
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Initiative

PASCAR: ¢

Reductlowde
25% d% la
prevalence de
| I-IJF?A en 2025
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on behalf of the PASCAR task force on hypertension
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Obj@CtlfS * Evaluer la prise en chag@é actuelle

de I'hypertension art@crlelle en
Afrique
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* Enquéte web- survay

&

* 1er au 28 mai ;%023

* Fiche gog;gle drive diffusée dans les réseaux de Carg:lerfblogues

mede@?ns genéralistes et autres specialistes en Qharge de 'HTA
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» D&nnées sécurisées par le Logiciel Drive ¢

* Analyses: SPSS version 23 &
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 Flow chart

488 participants

190 fiches exclus: 8
cliniciens exergant en
France et 2 aux Etats-

Unis

478 participants
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Caractéristiques générales <> Effectif (N=478)
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* Moyens de confirsiation de 'HTA
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'b©q, Mesure ambulatoire - 1814% ( n=88)
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Mesures repétées au cabinet
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- Consultation d’qgﬁznce: 82,7%
(n=412)
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diurétiques thiazidiques

Inhibiteurs calciques
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Particularies de la prise en charge de I'HTA en Afrique
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Particularités & Effectif (N=478) 2
Recours a la bithérapie en premié@‘qvi’ltention @*0
o2 \'\6\
Rarement & 92 (19,2%) &
NS N4
O . Q}
Fréquemment \)90' 335 (70%) Sb&
4
Toujours Q\f\ 51 (10,7%) ¥
- T : -
Niveau d adhera@& au traitement anti-hypertenseur ' OQ@
» 9
Insuffisant o 32 &6(,'7%)
s ©
Moyeps® 0@30 (37,7%)
X
lig?f <9 253 (52,9%)
© &
oy Excellent NG 13 (2,7%)
v >
Vv 2
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©
Niveau de controle tensionnel 6&0
Insuffisant ’\0\) 30 (6,2%)
M o )
oyen Oé 243 (50,8%)

Bon > 176 (36,8%)

Excellent ,.o(\Q 29 (6,1%)
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Principaux géf?s dans la prise en charge de I'HTA en Afrique
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Insuffisance des ressources pour la prise en charg@%es cas complexes
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Absence de protocole&?r\ise en charge des urgences
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Q\ Rupture de stock des médicaments
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Manque de formation continue

Comorbidités des patients

Adhérence au traitement
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Rupture de stock des médicaments en pharmacie _ 0%

Financiere
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s Prise en charge de ’'HTA en Afrique reste
«° complexe, beaucoup d’effort mais encore

& insuffisant... &
\)9&6\@ &0\\96
CO”C'U‘éiOn * Principal défi etant 'adhérence aﬁ traitement
& limité par l'insuffisance des rg)séources
& financiéres o°
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* Deploiement de la s@@urité sociale dans tous
es pays africains gourrait contribuer a reduire
a charge morb[éi’e de 'HTA dans ces regions.
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SESSION MEDECINE GEHEE‘LE )
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