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INDICATIONS

e Known or suspected hypertensive emergency

WARNINGS

For known or suspected preeclampsia or eclampsia refer to D09

For known or suspected acute coronary syndrome refer to E04

For known or suspected acute heart failure or cardiogenic pulmonary edema refer to EO8
For known or suspected acute stroke refer to E15

NOTES

1. The decision to implement antihypertensive therapy in the field for hypertensive emergencies (and to a lesser extent
hypertensive urgencies) can be difficult. The risk of provoking an adverse ischemic complication with overly
aggressive control must be weighed against the potential for developing an acute cardiovascular event with
undertreatment or delayed therapy.

Paramedics should consider consulting on-line medical support (OLMS) at the Virtual Emergency Care & Transport
Resource Service (VECTRS) for assistance with treatment decisions.

2. Hypertension is defined as a systolic blood pressure (SBP) of 130 mmHg or greater and/or a diastolic blood pressure
(DBP) of 80 mmHg or greater.

Severe hypertension is defined as an SBP of 180 mmHg or greater, a DBP of 120 mmHg or more, or a mean arterial
pressure (MAP) of 135 mmHg or above.

Severe hypertension can be classified as a hypertensive emergency (also referred to as a hypertensive crisis) or
asymptomatic severe hypertension (also known as a hypertensive urgency) based on the presence or absence of
symptoms and signs of end-organ damage (appendix A) from the elevated blood pressure (BP).

Furthermore, a previously normotensive individual who develops an abrupt rise in BP can sustain end-organ injury
with lower values, such as an eclamptic patient with a BP of 160/95. This is likewise considered a hypertensive
emergency.

3. Except for ischemic stroke, aortic dissection, and cerebral hemorrhage, the BP in a hypertensive emergency should
be lowered slowly in a controlled manner. Published evidence suggests that the mean arterial pressure (MAP) should
be lowered by no more than 10 to 20 percent within the first hour. Whether or not to treat prior to transport will
depend heavily on the time to medical care.

Many patients with severe hypertension will have pre-existing disease, whether previously diagnosed. Due to
autoregulation, their hearts and brains will have adapted to a higher-than-normal perfusion pressure. Lowering the
BP too much or too quickly may result in cerebral or myocardial ischemia. When administering antihypertensive
therapy, the patient’s neurological status must be closely monitored to ensure that adequate cerebral perfusion is
being maintained.

4. In aortic dissection a beta blocker such as labetalol is the first line of therapy. The combined reduction in heart rate
and BP reduces shearing stress on the aortic wall, decreasing the risk of rupture or propagation. The target of heart
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rate less than 60 to 70 beats per minute (bpm) and SBP of 80 to 100 mmHg should be achieved within the first 20
minutes of the encounter.

5. In hemorrhagic stroke hypertension should be rapidly corrected. If the SBP is greater than 220 mmHg, it should
immediately be brought down to reduce the risk of further bleeding. If the SBP is greater than 160 mmHg, it should
be lowered to a target of 140 mmHg within the first hour. After that it can be gradually reduced to a target of 140
160 mmHg over several hours.

6. Most asymptomatic patients will not require treatment prior to complete medical assessment. However, if the BP is
greater than 230/130 mmHg on two or more readings, these patients may benefit from limited control of their BP.
The risk versus benefits of over and under treatment will need to be carefully weighed. The time to medical care will
influence the decision.

LINKS

e A01 - Standard Clinical Approach

e BO1 - Standard Destination & Redirection

e D09 - Preeclampsia & Eclampsia

e EO04 - Acute Coronary Syndrome & STEMI & NSTE-ACS

e EO08 - Heart Failure & Pulmonary Edema

e E15 - Acute Stroke

M12 - Nitroglycerin
M23.1 - Labetalol
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VERSION CHANGES (refer to X05 for change tracking)

Removal of esmolol
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APPENDIX A: DIFFERENTIAL DIAGNOSIS OF HYPERTENSIVE EMERGENCIES

CONDITION

CLINICAL FINDINGS

Acute ischemic stroke

Focal neurological deficits; decreased LOC

Aortic dissection

Chest, back or abdominal pain; dyspnea; stroke-like symptoms; limb ischemia

Acute heart failure / cardiogenic
pulmonary edema

Dyspnea; dependent edema; jugular venous distension; respiratory distress or failure

Acute renal failure

Reduced urinary output; ECG signs of hyperkalemia

Beta blocker withdrawal

Tachycardia; hypertension; headache

Hypertensive encephalopathy

Headache; nausea & vomiting; altered mental status; seizure; decreased LOC

Hypertensive retinopathy

Visual disturbance or loss

Intracranial hemorrhage

Stroke-like symptoms; severe headache; decreased LOC; cerebral herniation

Myocardial infraction

Chest pain; dyspnea; nausea & vomiting

Preeclampsia / eclampsia

Headache; abdominal pain; visual disturbance or loss; seizure

Subarachnoid hemorrhage

Severe, sudden headache (thunderclap); neck stiffness (meningismus)

Sympathomimetic toxicity (e.g.
cocaine, meth)

Tachycardia; hypertension; hyperthermia; diaphoresis; dilated pupils

Withdrawal (alcohol,
benzodiazepines)

Tachycardia; hypertension; delirium; seizures
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