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THE VISION & MISSION

The Iragi Hypertension socie-
ty looks forward toward the
control and possible elimina-
tion of high blood pressure in
the Iragi community through
updating knowledge , increas-
iIng awareness , and promot-
ing research. This is in align-
ment with the goals of the
International Society of Hy-
pertension.

The overall mission of the
Iragi Hypertension Society is
to improve medical
knowledge about hyperten-
sion at different levels of
medical services. Also to in-
crease the awareness among
population and the policy
makers about the deal with
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hypertension as a public issue
that is badly affecting health
care plans if not targeted in a
proper way.

The Iragi Hypertension Socie-
ty is committed to provide
scientific support and exper-
tise to all medical and social
efforts that support it’s mis-
sion and future goals.

The newly elected board
thanks all colleagues in the
previous board for their hard
work in the last four years and
will continue the same efforts
to achieve the best care for
hypertension in Irag. This
can’t be achieved without
teamwork spirit, openness,
and integrity.



Seasonal influence on arterial blood
pressure has been demonstrated by
various studies based on single or re-
peated measurements among adults,
the elderly, and children as well as
healthy and hypertensive subjects. [1-5]
In all of these studies, both systolic and
diastolic mean blood pressures showing
a seasonal peak during winter and
trough in summer. This variation is likely
to affect the prevalence of hyperten-
sion in different seasons because of the
fact that increase in blood pressure in
winter will shift the proportion of the
subjects from normotensive to the hy-
pertensive category. This variation
linked with multiple risk factors, such as
temperature, physical activity, air pollu-
tion, and ultraviolet radiation. Other
potentially important seasonal risk fac-
tors such as seasonal variation in the
serum level of cholesterol, noradrena-
lin, catecholamine, and vasopressin
which tend to rise in the winter

Mechanisms that could explain the as-
sociation between blood pressure and
temperature remain undetermined.
Activation of the sympathetic nervous
system and secretion of catecholamine
are increased in response to cold tem-
peratures. This could result in an in-
crease in blood pressure through in-
creased heart rate and peripheral vas-
cular resistance. [6] Endothelium-
dependent mechanisms could also be
involved in the relationship between
temperature and vasodilatation, as sug-
gested by a recent study. [7] On the
other hand, some relatively recent stud-
les have suggested that alterations in
temperature might also influence vas-

Winter Hypertension

Dr. Ghazi F. Hajii

President of the Iragi Hypertension Society

cular function through an effect on
endothelial nitric oxide synthase and
the Dioavailability of nitric oxide. In
rats, Acute and short-term exposure of
rats to elevated environmental or core
body temperatures has been shown to
increase endothelial nitric oxide syn-
thase expression. Conversely, repeated
cold exposure of rats (4°C for 4 hours
per day for 1 week) led to the develop-
ment of hypertension and impaired
endothelial vasodilator function in iso-
lated arterial tissue. [8] Cold exposure
also produces other relevant changes
in the endothelial phenotype, including
activation of the pro-inflammatory
transcription factor nuclear factor-kB.
[9] Thus, experimental studies suggest
that cold temperature may alter endo-
thelial biology. In contrast, summer
seems to be a lower risk period for
hypertension. It has been suggested
that warm ambient summer tempera-
tures may contribute to reduced vascu-
lar resistance. The other explanation
has been linked between serum vita-
min D status and hypertension. [10]
However,  hypertension  patients
should always be well-prepared for
cold weather, taking precautions to
limit exposure to the cold.
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The global prevalence and difficult to
control raised blood pressure, mandate
the need to develop a well-meaning
advice for clinicians treating hyperten-
sion and hence the hypertension man-
agement guidelines had been released
and updated every now and then. Since
the first JNC report in 1976, major or-
ganizations published and updated
guidelines with some overlap between
their recommendations.

The ACC/AHA 2017 guidelines was the
last update in such series. It lowered
the recommended treatment goal to
below 130/80 mm Hg across patient
groups and changed the classification
of BP levels, with stage 1 hypertension
starting at a systolic pressure of at least
130 mm Hg or a diastolic pressure of at
least 80 mm Hg. This has been reflected
on hypertension epidemiology resulted
in the identification of more individuals
with hypertension, more requiring anti-
hypertensive therapy, and more requir-
ing intensification of antihypertensive
therapy.

Evidence reviews revealed that achiev-
ing such target for those at known in-
creased cardiovascular disease risk re-
sults in substantial CVD event reduction
and lives saved with minimum side
effects. Given that benefits, especially
fewer CVD events and fewer deaths in
those at higher CVD risk, now clearly
exceed potential harms, barriers to im-
plementation should fall. It is the time
to implement.

The process of implementation war-

Implementing Hypertension Guidelines

Dr. Ala Sh. Al

Consultant Nephrologist and Transplant Physician

rants programs that involve public,
private and nongovernmental organi-
zations. The current intention toward
more  public-private partnership will
add a lot to the efforts of achieving
blood pressure control at different lev-
els of health care. The role of hyperten-
sion groups and societies is critical to
provide the scientific support and cer-
tainly the wupdated evidence-based
guidelines.

Implementation of evidence-based
strategies, such as team-based care, is
needed to continue to make progress
on hypertension control. However, in
some clinical settings that are charac-
terized by high-risk patient populations
with limited social and economic re-
sources and low-resource primary care,
evidence-based multiple component
interventions are unable to achieve
adequate blood pressure control,
showing the need for developing more
effective, context-specific strategies.

Thus the big question is whether such
guidelines would be ignored in some
areas around the world because of the
difficult implementation. The ISH had
come out in support of an ideal systolic
BP treatment target of 130 mm Hg be-
fore the US guidelines were released,
but the organization did not advocate
for lowering the threshold for defining
hypertension. There is no trial evidence
to support such a move.

Accordingly, there should be a great
emphasis on standardized BP measure-
ment and use of out-of-office tech-

niques, the incorporation of risk as-
sessment, and—because of the on-
going controversy about the guide-
lines—increased awareness of high
blood pressure as an issue.
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Ambulatory blood pressure monitoring and diabetes
complications

Dr. Faris AK Khazaal

Clinical Professor and Diabetologist

Ambulatory blood pressure monitoring (ABPM) correlates more closely to organ
damages than clinic blood pressure (BP). Diabetics were more likely to have day-
time hypertension, masked hypertension and masked isolated nocturnal hyper-
tension. Although nocturnal hypertension was more common among diabetics,
this association was not present after adjustment for daytime systolic BP. The
association between different BP phenotypes and diabetes complications includ-
ing cardiovascular disease (CVD), nephropathy, retinopathy, and neuropathy

assessed. Approximately 49% of T2DM patients had 24-hour HTN. The prevalence

of daytime, nighttime, and clinic HTN were 36%, 96%, and 53%, respectively. Ap-
proximately 54% of participants had non-dipping nocturnal pattern and 29% were
risers. Non-dipping nocturnal BP was associated with CVD, neuropathy, and reti-

nopathy. Morning blood pressure surge (MBPS) was associated with neuropa-
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More than One Third of people in Irag
suffer from systemic Hypertension
which is responsible for many cardio-
vascular disease each year, making it
the leading cause of death.
While doctors write more and more
prescriptions to treat the rising number
of patients with high blood pressure,
some people are turning to alternative
forms of hypertension treatment.

A tfew herbs and supplements show
promise as high blood pressure treat-
ments, but it’s important to use caution
when choosing them. Some may have
Ingredients that aren’t listed on the
abels, or an alternative treatment for
nypertension may interact with pre-
scription or over-the-counter medica-
tion. To be on the safe side, always talk
to your health care provider before
starting any new.

The following herbs and supplements
may be beneficial as alternative hyper-
tension treatments:

Hawthorn. This northern European
plant has been used as a heart-disease
remedy for centuries. Medical research
Dacks up hawthorn’s heart-healthy rep-
utation, and it is commonly used as an
alternative treatment. Hawthorn seems
to be an effective hypertension treat-
ment due to its anti-inflammatory effect

Fish oil. Fish oil has been touted as a
worthwhile dietary supplement be-
cause it's a good source of omega-3
fatty acids, which, among other things,
has naturally  occurring  anti-

inflammatory properties. This is why
researchers are looking at fish oil as an

Herbs and Supplements for Hypertension

Pharmacist Mustafa Ghazi Al Saedi

alternative treatment for hyperten-
sion. Fish oil also has the added benefit
of driving down triglycerides, a type of
fat in the body that can be dangerous
at high levels.

Garlic. The compounds found in garlic
help regulate the immune response
involved in the inflammatory process
and have been shown to lower lipid
levels.

Magnesium. There is a fair amount of
evidence showing diets high in magne-
sium may lower hypertension risk.
Magnesium’s role as an alternative
treatment for hypertension is intimate-
ly related to calcium. Arterial smooth
muscle requires calcium for contrac-
tion, but people with high blood pres-
sure tend to accumulate calcium in
these muscles — hence, the wide-
spread use of calcium channel blocker
medication.

Coenzyme Q10. The supplement coen-
zyme Q10 (Co-Q10) is also involved in
the contraction of smooth muscle, spe-
cifically the efficiency of contraction.
“Co-Q10 increases the activity of mito-
chondria, which is where energy is
made, so it essentially gives more ener-
gy to the heart muscle,” says Kalnins.
However, its role as a hypertension
treatment by decreasing blood pres-
sure is unclear and needs further re-
search.

Folic acid. Folic acid is sometimes given
as an alternative treatment for hyper-
tension because of its effects on the
arterial walls. There is some evidence
that accumulation of the amino acid

homocysteine in the blood can dam-
age these walls. Folic acid, typically
given in combination with vitamins
B6 or B12, reduces homocysteine
levels. A recent study showed that
women who consumed at least
1,000 milligrams (mg) of folic acid
per day had about half the risk of
developing hypertension as those
who consumed 200 mg or less per
day.

Conclusion :Alternative medicine is
not suitable as first line therapy in
Hypertension but could be use as
adjuvant to Pharmaceutical therapy
for Hypertension is special selected
cases under medical supervision




Arterial hypertension (AH) has been
well recognized as a common risk fac-
tor for cardiovascular disease. Howev-
er, a great number of early hyperten-
sive patients never experience any
symptoms, and the awareness rate of
AH remains low in general. Thus, early
diagnosis of AH remains a challenge,
particularly in a subclinical population.
It is known that left ventricular (LV)
hypertrophy with different remodeling
patterns is one of the major cardiac
manifestations of hypertensive heart
disease, and echocardiographic LV hy-
pertrophy could be detected in 20% to
40% of patients with AH. However,
there are often no specific echocardio-
graphic features for hypertensive pa-
tients at the early stage of disease. Pre-
vious echocardiographic studies have
described asymmetric septal hypertro-
phy with a localized septal thickening at
the basal-mid portion in patients with
hypertrophic cardiomyopathy or aortic
valve stenosis. Basal-septal hypertrophy
may also occur in a subset of older nor-
mal subjects, with normal wall thick-
ness (WT) elsewhere, and is considered
to be an age-related anatomic variant.
This  morphologic echocardiographic
sign is termed as septal bulge (SB), sig-
moid septum, or discrete upper septal
thickening or knuckle'. septal bulge is
defined as either a diastolic basal septal
thickness 2 standard deviations above
the normal mean (greater than 1.4cm),
or 50% greater than the thickness of the
septum at its midpoint.(z)

A large community-based population
study reported that SB was document-
ed frequently in elderly individuals with

Can Echocardiography aid in the diagnosis of
white-coat and masked hypertensions ??

Dr. Samir M. Yousif

higher systolic blood pressure (SBP). It
was shown that the overall prevalence
of SB was 1.5% and was markedly high-
er (18%) in the eighth decades of life.
In a study from University Hospital of
Wurzburg, Germany,One hundred ten
consecutive patients without a history
and medication for arterial hyperten-
sion (AH) or other cardiac diseases
were enrolled for echocardiography

and two-dimensional speckle tracking-

imaging ,a cycle ergometer test (CET),
and 24-hour ambulatory BP monitoring
(ABPM). Patients were referred to as
“septal bulge (SB)’or “no-SB”
groups.In this SB group, 38 (79.2%) pa-
tients showed AH either by CET or
ABPM. In contrast, in the no-SB group
(n = 62), 59 (95.2%) patients had no
positive test for AH by CET or
ABPM.When AH was solely defined by
resting BP, SB was a reasonable predic-
tive sign for AH (sensitivity 73%, speci-
ficity 76%). However, when AH was
confirmed by CET or ABPM the echo-
cardiographic SB strongly predicted
clinical AH (sensitivity 93%, specificity
86%).

The main findings of the study are as
follows:

(1) the echocardiographic SB sign
strongly predicted AH with sensitivity
of 93% and specificity of 86%.

(2) the SB in patients with AH is a very
early sign for hypertensive heart dis-
ease indicating remodeling of the LV
with increasing regional wall thickness
(WT) and reduced local myocardial
function.

(3) during clinical assessment, the diag-
nosis of AH is very unlikely in patients

Consultant Physician, Echocardiography Spécialist

with normal echocardiographic find-
ings and without a SB sign.
(4) in all patients with an accidental

SB sign during echocardiog-
raphy,a sophisticated diagnostic
work up including resting BP
measurement, ABPM, and CET
for a potential AH should be
initiated. The present study sug-
gests that the presence of SB on
echocardiography could be an
easy but helpful indicator ir
asymptomatic AH patients anc
thus to initiate sophisticatec
diagnostics for AH. Absence of
SB Is suggestive of “white-coat”
hypertension in patients with
elevated resting BP. In patients
with SB sign but normal resting
BP, performing CET and ABPM
might be valuable to detect
masked hypertension "’
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Prevalence of hypertension in lraq

Dr. Raghdaa Dheyaa Sadeqg

Head of training & research department
PHD / MOH

The burden of chronic Non-communicable disease (NCDs) is raising rapidly especially
in low and middle income communities, in eastern Mediterranean and African re-
gions and has now become a major challenge to global development.

With the changing life style and dietary habits in Iraq, it is expected to face a progres-
sive rise in non-communicable diseases burden and related risk factors over the com-
ing decades including hypertension which contribute to (50%) of total mortality and
the main causes of morbidity , around one third dies before reaching the age of 70

years (STEP 2015).

The mean systolic blood pressure in Iragi people was (128.5) and the mean diastolic
blood pressure was (82.8) mm Hg, as expected, both increased with age.

The prevalence of raised blood pressure in Iraq (SBP 2140 mmHg and/or DBP =
gommHg was (35.6%), being higher among men as compared to women (36.5% Vs.
34.5% respectively) (STEP 2015).

Hypertension reported as the 5™ cause of death in Iraq during 2016 (6.13%) of the to-
tal death, 3™ cause of death for female (6.2%) in 2017 & the 8™ cause of death for

male in 2017 also (4.6%). (Annual report MOH 2016, 2017).

Hypertension is considered as the main risk factor for CVD, the higher the BP, the
greater is the chance of heart attack, heart failure, stroke, and kidney disease. For in-
dividuals (40-70) years of age, each increment of 20 mmHg in systolic BP (SBP) or 10
mmHg in diastolic BP (DBP) doubles the risk of CVD. Antihypertensive therapy has
been associated with reductions in Stroke incidence (35-40 %) , in myocardial infarc-
tion (20-25 %), & in heart failure more than (50 %).




What you should advise your patients about
Hypertension?

Dr. Abdulkareem A. Al-Othman
Consultant Physician
Hawler Medical University

"
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The followings are important advises that hyperlipidemia; all these factors will lead
helps hypertensive patient to achieve to increase cardiovascular diseases.
proper control of blood pressure and to 7- Coffee consumption has been shown to
prevent or delay the complications of hy- increase blood pressure while green or
pertension: black tea consumption may help to lower
blood pressure.
-Commitment to taking the medicine 8- The studies advised healthy and hyper-
continuously as directed by the specialist tensive patients to participate in moder-
doctor. ate intensity dynamic aerobic exercise
2- Restrict salt intake with foods to less like walking, jogging, cycling or swimming
than 5gm per day (5gm salt equal one for at least 30 min per day, average 5-7
small teaspoon) and avoid eating salty days per week will help to lower the
foods. blood pressure of hypertensive patients.
3- Eating foods that are rich in potassium Excessive weight gain has relation with
play a major role in lowering blood pres- hypertension and weight reduction will
sure in hypertensive patients i.e Bananas, help to lower blood pressure.
oranges, lemon, cantaloupe, watermelon, 9-Smoking cessation is the single most
dried fruit and raisin. effective lifestyle measure for the preven-
4-Eat a healthy balanced diet containing tion of cardiovascular disease, myocardial
vegetables, fresh fruits low-fat dairy infarction and stroke.
products, legumes, whole grains, fish,
and unsaturated fatty acids (especially References:
olive oil), and to have a low consumption 1-2017 ACC/AHA Guideline for the Preven-
of red meat and saturated fatty acids. tion, Detection, Evaluation and Manage-
5- Alcohol should be avoided. ment of HighBlood Pressure in Adults.
6- Regular consumption of sugar- 2- 2018 ESC/ESH Guidelines for the Man-
sweetened soft drinks has been associat- agement of Arterial Hypertension.
ed with overweight, diabetes mellitus and



Automated office blood pressure (AOBP)

A mean SBP o >135 mmHg or DBP >85 mmHg is the
threshold for diagnosis: . It is the preferred method
In the office. Measurements should be taken in a sit-
ting position with the back supported using a validat-
ed device known to be accurate. BP should be taken
in both arms on at least one visit and if one arm has a
consistently higher pressure, that arm should be
used for BP measurement and interpretation. A cuff
with an appropriate bladder size for the size of the
arm should be chosen. Bladder width should be close
to 40% of the arm circumference and length should
cover 80-100% of the arm circumference. The arm
should be bare, supported, and kept at heart level.
The lower edge of the cuff should sit 3 cm above the
elbow crease with the bladder centred over the bra-
chial artery. The patient’s legs should be uncrossed
with feet flat on the floor. There should be no talking
and the room should be quiet. The device should be
set to take measures at 1-to 2-minute intervals. The
first measurement should be taken to verify cuff posi-
tion and validity of the measurement. The patient
should be left alone after the first measurement
while the device automatically takes subsequent
readings. The average BP as displayed on the elec-
tronic device should be recorded, as well as the arm
used and whether the patient was supine, sitting or
standing.

Non-automated (manual) office blood pressure
(NonAOBP)

Here, the threshold for diagnosis is a mean SBP 2140
mmHg and/or DBP 290 mmHg.

Home Blood Pressure Monitoring (HBPM)
The threshold for diagnosis: SBP >135 mmHg or DBP
>35 mmHg.

Blood Pressure Measurment

Dr. Safauldeen A. Alhajim
Consultant physician
Basra Teaching Hospital

Ambulatory Blood Pressure Monitoring (ABPM):

The threshold for diagnosis: A mean 24-hour SBP
>130 mmHg and/or DBP >80 mmHg, OR A mean day-
time SBP >135 mmHg and/or DBP >85 mmHg, OR
mean night time SBP>120 mmHg and/or
DBP>70mmHg.

The last two measurements are preferred for out of
office methods for diagnosis. They can detect white
coat hypertension (high office BP and normal HBPM/
ABPM), and masked HT (normal office BP and high
HBPM/ABPM).

Are you measuring correctly?

Evidence demonstrates that routine manual BP read-
ings obtained in clinical practice are, on average,
higher than when standardized measurement devic-
es are used. Inaccuracies in BP measurement can
have clinical consequences such as incorrect diagno-
sis, misclassification of cardiovascular risk, or improp-
er dosage of antihypertensive medication. Measure-
ment using electronic upper arm devices is preferred
over auscultation. If electronic devices are unavaila-
ble, be sure to implement the recommended stand-
ardized technique for non-AOBP measurement.

Is arm size an issue?

In patients with large arm circumference, when
standard upper arm measurement methods cannot
be used, validated wrist devices (utilized with arm
and wrist supported at heart level) may be used for
blood pressure estimation. It is important to note
that wrist devices are for estimation and not recom-
mended for exact measurement.
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