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La cardrbpathle hypertensive dans tous sgs états
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Qu’est ce que ces nailents ont en commun ?
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Qu’est ce que ces patients ont en commun ?

O
Masse VG Masse VG« Masse VG
100 g/m? 130 g/m? 210 g/m?

'b©
@ ce sont tous des patients (juste) hypertendus “p



Nous ne reviéndrons pas sur...
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I’ECG, trés disponible




Nous ne reviéndrons pas sur...

i e —

MVGi : < 95 ou 115 g/m? MIVGi : < 77 ou 96 g/m?
VOGi, E/E’, GLS &

P
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ECG < ETT 2D < ETT 3D < IRM / Scanner



D’accord, madis au quotidien ?
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Comment utiliser |la "MVG dans la pratique ?
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Prognostic value of the extent of left vem‘rlcular
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hypertrophy and its evolution in thec\lzi’ypertemlve &
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patient & &
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FIGURE 4 Adjusted event-free survival curves as a function of the LVH status at
follow-up.
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Comment utiliser la'MVG dans la pratique ?

b\)
2023 ESH Guidegiries

ESH for the mana @hﬁent
of arterial hyPertension

&
)
Hypertension Other risk factors, ,\?,‘BP {mmHg) grading
disease HMOD, CVD ©
staging or CKD High-normal & Grade 1 Grade 2 Grade 3
SBP 130-139 O~ SBP 140-159 5BP 160-179 SBP = 180
DBP 85-89 DBP 90-99 DBP 100-109 DBP =110
"X
No other risk factors® Low n@ Low risk Moderate risk
N
)
Stage 1 1 or 2 risk factors ch risk Moderate risk
O
2 T
& Low Lo
Stage 2 or diahmelitus Very high risk
Stage 3 Established CVD Very high risk Very high risk Very high risk Very high risk

or CKD grade =4

Témoin de I'histoire et du
retentissement de I’HTA Sur Ie patient ! Diagnosiﬂce BP and initial management of hypertension.
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Comment utiliser Ja MVG dans la pratique ?

TABLE 13. Patient characteristics thai should raise the suspicion of seconqgﬁ( hypertension ‘

THE PRESENT AND FUTURE

Younger patients (<40 years) with grade 2 or 3 hypertension or hypertension of any 3&- in childhood
Sudden onset of hypertension in individuals with previously documented normotensng%
Acute worsening of BP control in patients with previously well controlled by treatlge it

JACC STATE-OF-THE-ART REVIEW

True resistant hypertension hypertension \)\'Q,

Hypertensive emergency _ <9 Cardiac Phenotypes in

Severe (grade 3) or malignant hypertension ?'

Severe and/or extensive HMQOD, particularly if disproportionate for the g@rfation and severity of the BP elevation q%
ini jochemical features suggestive of endocrine causes of | (ﬁnsion Secondary Hyperteng n

Clinical features suggestive of renovascular hypertension or fibro cular dysplasia

Clinical features suggestive of obstructive sleep apnea o\ JACC State-of-the-Art REV{G%V
Severe hypertension in pregnancy (>160/110 mmHg) or ac%@worsenlng of BP control in pregnant women with preexisting hypertension §\
CENTRAL ILLUSTRATION Cardiac in
,\0
Alteration of left ventricular I "I\g;;smlic fi in 2D-strain in primary aldosteronism:

A ne@ rget organ damage marker
R. Boulestre@m‘*, A. Cremer”, N. Delarche *, P. Gosse "

2 Service de ca
® Centre d'excellence en hyperis

ie, centre hospisalier de Pau, 4, boulevard Hauterive, 64000 Pau, France

% ariériclle, hopital St-André, CHU de Bordeaws, I, rue Jean-Burguet, 33000 Bordeaus, France
Regu le 2 a0t 2018 ; accepté le 23 a0t 2018

[e) Disponible sur Internet le 14 octobre 2018

Tablean 2 <
Paramatres "ém&"'q ues du ventricule gauche. Coartation [ Renovascular Primary Pheochromacytoma [
(\(1/ HAP (n=235) HTAE (n=35) P of Aorta yrten Aldosteronism [Paraganglioma Syndrome
+Vasculopfthy  * Angiotensin « Aldosterone ? i
t s Catecholai - Cortisol
VTDVG (KiL) 1044 + 27.8 977 + 324 0,41 - symysihetic ¢ Aldosterone |« Sodium etention sl
SIVd (mm) 11 + 2.2 9+ 1.9 9 % 10—5 é‘){(""" <odumivalime
FPd (mm) 11.2 + 2 9+ 1.7 &x 1077 i
ARAS
EPR 0.44 + 0,08 0.36 = 0,06 5% 1073 H ~=FMD H T f
MW Gi (g/m™) 1354 + 36.8 1030 + 38.1 7x 107* o
MWVGi (g/fm™7) 603 + 16,1 473 = 18.6 0,003 i Diastolic ‘ 1ARAS J’l ‘
MVG (grammes) 2622 = B7.7 1940 = 83.4 0,401 [@) Function -=FMD
6\5
Tableau 3 & m | (advanced) - Fstrain | ] | strain }
Fonction systolique du ventricule gauche. OQQ
N O
HAP (n=735) HTAE (n=35) P e LVH, LVH, _’ .
& aortic dilatation fibrosis, edema ||>r°* e4ema e

Strain-2D longitudinal (%) —178+34 —20.3+ 3.6 0004 ©"1/
Strain-2D circonférentiel (%) —17. 141 —184+46 0,41 0y Cardiac ARAS: CAD, AHF TTS, hypertrophic/dilated
Strain-2D radial (%) 56,7 £23.7 58,7220 0.8 NZ RNy PR owiscap | CADGEAF T ooy CAD
FEVG (%) 68,763 67,8 6.4 0.58 q’

Januszewicz A, et al. J Am Coll Cardiol. 2022;80(15):1480-1497.
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Comment utiliser lag MVG dans la pratique ?

TABLE 13. Patient characteristics thai should raise the suspicion of seconqgﬁ( hypertension ‘ THE PRESENT AND FUTURE

Younger patients (<40 years) with grade 2 or 3 hypertension or hypertension of any 5& in childhood
Sudden onset of hypertension in individuals with previously documented normotensug%

Acute worsening of BP control in patients with previously well controlled by treatrge t

True resistant hypertension hypertension ,@

Hypertensive emergency &o Cardiac Phenotypes i n,

Severe (grade 3) or malignant hypertension

JACC STATE-OF-THE-ART REVIEW

Severe and/or extensive HMQOD, particularly if disproportionate for the '?atnon and severity of the BP elevation Q%
\—Gmures suggestive of endocrine causes Oé;f:?ﬁim'm Secondary Hypertens n
JACC State-of-the-Art Revke%v

Clinical features suggestive of renovascular hypertension or fibrogt&&cular dysplasia

Clinical features suggestive of obstructive sleep apnea o‘\\
Severe hypertension in pregnancy (>160/110mmHg) or ac%@worsemng of BP control in pregnant women with preexisting hypertension
&0 CENTRAL ILLUSTRATION Cardiac in
FIGURE 2 umwhnmn@ﬁ-
Q Coartation & Renovascular Primary Pheochromacytoma Cushing
25) of Aorta Hypertension [ Aldosteronism [Paraganglioma Syndrome
(IIQIL ~Vasculopthy  * Angiotensin i * Aldosterone » Catecholamines » Cortisol
C W‘gggﬁeﬁ: " :ﬂl‘;‘fs“f;“"lﬂ - Sodium retention
3 4 . ium/volume
0\ retention
N
ff tARAS f f T f
~+FMD
Diastolic 1ARAS
[@) Function ' ~+FMD H '
S [—
q{e? } (advanced) - Fstrain | ] | strain l
s LVH LVH
2 v - " -~ ?
q(/g@ m aortic dilatation fibrosis, edema ||>r°* e4ema e
© i hic/dilated
0 CIEE cAD HF ARAS:CAD AHF | cap e ap T ypertrophic/dilate
(19’1, Events : FMD: SCAD R e oy T
Januszewicz A, et al. J Am Coll Cardiol. 2022;80(15):1480-1497.
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Comment utiliser la MVG dans la pratique ?

TABLE 13. Patient characteristics thai should raise the suspicion of seconm hypertension ‘ THE PRESENT AND FUTURE

Younger patients (<40 years) with grade 2 or 3 hypertension or hypertension of any 3&- in childhood
Sudden onset of hypertension in individuals with previously documented normotenan%
Acute worsening of BP control in patients with previously well controlled by treatlgé it

JACC STATE-OF-THE-ART REVIEW

True resistant hypertension hypertension \,>@, s s

Hypertensive emergency _ <9 Cardiac Phenotypes in

Severe (grade 3) or malignant hypertension ?

Severe and/or extensive HMQOD, particularly if disproportionate for the g@rfation and severity of the BP elevation SQ%
inical or biochemical features suggestive ol i 8 (ﬁ-n ion Secondary Hyperten

Clinical features suggestive of renovascular hypertension or flbro cular dysplasia

Clinical features suggestive of obstructive sleep apnea o\ JACC State-of-the-Art REV{G%V
Severe hypertension in pregnancy (>160/110 mmHg) or acg}@worsenlng of BP control in pregnant women with preexisting hypertension
&0 CENTRAL ILLUSTRATION Cardiac in @é\'
" S
Essential Prirn . ()
[ H?pergenmn B :ﬁﬁmlsm Bad ] Apa [ Undetermined _ /
B. Target Organ Damage and Cardiovascular Events - 3
Left Ventricular Hyp@eophy Microal buminuria Cardiovascular Events 7 T
B0% @fl’ 3 16%: Coartation & Renovascular Primary Pheochromacytoma Cushing
5 ‘1?’ 2584 I;& of Aorta Hypertension [} Aldosteronism [Paraganglioma Syndrome
= + Angiotensinil |, rone . i
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ot 1ARAS
o 5 s o TR R I
PA EH Pl EH A EH I f)lAatqlic ‘ 1ARAS ll - ‘
Monticone, 5. et al. J Am Coll Cardiol. 2017;68(14)1611-20, @C Function ~REMD
[~}
- — & m }(advanced) - } strain } strain !
Milliez et al. JACC, 2005 00(9 : ;
[ /| e LVH, LVH, .
Hundemer et al, Lancet Diabetes Endocrinol, 2018 s EIN iiiton = o oma (rosmsdema <~ frosi
Monticone et al, Lancet Diabetes Endocrinol, 2018 v .
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Januszewicz A, et al. J Am Coll Cardiol. 2022;80(15):1480-1497.
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Comment utiliser |a "MVG dans la pratique ?

TABLE 13. Patient characteristics thai should raise the suspicion of seconqgﬁ( hypertension ‘

Younger patients (<40 years) with grade 2 or 3 hypertension or hypertension of any 3&- in childhood
Sudden onset of hypertension in individuals with previously documented normotensng%
Acute worsening of BP control in patients with previously well controlled by treatlge it

True resistant hypertension hypertension \?}
Hypertensive emergency ,\00
Severe (grade 3) or malignant hypertension .

THE PRESENT AND FUTURE

JACC STATE-OF-THE-ART REVIEW

Cardiac Phenotypes in_

Severe and/or extensive HMQOD, particularly if disproportionate for the (@?a‘tion and severity of the BP elevation

Clinical features suggestive of obstructive sleep apnea 0\
Severe hypertension in pregnancy (>160/110 mmHg) or ac%@worsenlng of BP control in pregnant women with preexisting hypertension
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Pour ne pas rater une HTA secondﬁe !

Secondary Hyperteng@%n
JACC State-of-the-Art Revke%v

CENTRAL

Coartation & Renovascular
of Aorta Hypertension

ILLUSTRATION Cardiac

Januszewicz A, et al. J Am Coll Cardiol. 2022;80(15):1480-1497.

Primary
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[Paraganglioma Syndrome
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Pic du Strain Syst.
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Comment utiliser Ja’ MVG dans la pratique ?
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MVG dans la pratique ?

Pour ne p‘gs rater une HTA maligne

HTA sévére + atteinte ophtalmologique ou attgﬁ':te de 3 des 4

autres organes «0
&
o

ATTEINTE OPI-I'I'ALMbeGIQUE
(Edémes papillaires, ngg%!es cotonneux,
exsudats se@/\gemom} gies

ATTEINTE RENALE S bituelleme 30

Insuffisance renale
&

d'ollure aigue 50@9’

autre cause r&(]?ouvee

AlTe onde |'e oane
/.:TTEINTE CEREBRALE o

PRES, AVC ischémique ou
hémorragigue,
anomalies sévéres de la
substance blanche pour
Fége (leucoaraiose,
micro-bleeds) s 0

<

ATTEINTE CARDIAQUE
Hypertrophie
ventriculaire gauche
sévére

sur 'ECG ou I'ETT

Y
\
MICRO-ANGIOPATHIE

THROMBOTIQUE

Haptoglobine
effondree, élevation

<

des LDH rP

et des sch:zoc&g&‘
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+ Elévation de BNP

et troponine
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Ne pas manquer une
HTA maligne

o Ne pas manqﬂer une
HTA se@Bndalre
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