ANTINAPAOGEZH YNEPTAZH

2TOXOC aPTNPLOKAC TIiEONC 6TOUC dLtaBnNTikouc He

untéptaon: <140/85 mmHg
2WOTO

HpoakAnc ABpapomouAog
MaBoAoyoc
latpeio Yiéptaong
Nocokopeio Yyeia
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Harris MI. Diabetes Care 2000;23:754-8.



Adjusted incidence/1,000 person-years

(%, 95% CI)

Enidpaon tn¢ cuotoAkng Al oTLC LLKPO- KOl LOKPO-

507

40

30+

20+

10

OLYVELOKEC EMLITAOKEC TOU dafnitn t2: UKPDS

M ‘Epppaypa M Mikpoayyeionabeia

110

120 130 140 150 160 170
Updated mean SBP (mmHg)

Adler Al, et al. BMJ. 2000;321:412-9.



H pUOuon tnc AN pelwvel T EMMAOKECG oto dtafntn :
UKPDS YrniopeA€tn YriEptaong

% OvnToTNnTa

% pe €nsicddia

40

OdavarTol OXETIKOI ME d1aBATN

p<0.02

MikpoayyeiondaBeia

p<0.01

(Alybﬂ:po EVTATIKN pUOHION: \

puéon An 154/87 mmHg

$

m EvraTtikn pUuOuion
HE kanTonpiAn f atevoAoAn

\péan An 144/82 mmHg/

EYKEQAAIKO

207 449% peiwon kivduvou
p=0.013

44%

UKPDS Group. BMJ. 1998,317:703-13.



H Ogpaneia tnc unéptaonc Hewwvel ta KA emteltcodia
oto dwaPntn: MeAétn HOT
EmwtevuxBeioa cuotoAkn AN 143.7 - 141.4 - 139.7 mmHg

KA eneicodia ava 1000
aoBeveic-€Tn

EmutevuyxBeioca dStaotoAki Al 85.2 — 83.2 — 81.1 mmHg

SUVOAO aoOevav
(n=18,790)
30

N
o
1

104

AiaBniTng
(n=1501)

43% peiwon kivouvou
24.4 p<0.005

A

18.6

11.9

<90 <85 <80

AlaoToAIKn nigon - oToxog(mmHg)

<90

AlaoToAIKn nigon - oToxog(mmHQ)

Hansson L, et al. Lancet. 1998;351:1755-62.
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ABCD 137/81 mmHg

.

Kidney International, Vol. 61 (2002), pp. 1086-1097 1 28 / 75 mmH g

Effects of aggressive blood pressure control in normotensive
type 2 diabetic patients on albuminuria, retinopathy
and strokes

ROBERT W. SCHRIER, RAYMOND O. EstAcio, ANNE ESLER, and PHiLIP MEHLER

Division of Renal Diseases and Hypertension, Department of Medicine, University of Colorado Health Sciences Center,
and Department of Internal Medicine, Denver Health and the University of Colorado Health Sciences Center,
Denver, Colorado, USA

Effects of aggressive blood pressure control in normotensive ~ (~128/75 mm Hg) BP control in normotensive type 2 diabetic
type 2 diabetic patients on albuminuria, retinopathy and patients: (I} slowed the Progressi(_m‘lo incipienl. and overt di;ll-



2ta 5 €Tn

 Kapia dtadopa otnv kabOapon KpeATLVivnc

* Kapia dtadopa ota Kopdlayyeloka emelcodLa

*  ZNUOVTLKN LELWON TWV EYKEPAALKWV ETLELCOSIWV
e Inuoavtikn emBpaduvon
— tNC €€€ALENC TNC apdPAnotpostdbonabelog
— Tnc epdaviong kot e€EEALENC TNG AsUKwATIVOUPLOC



Cumulative incidence (%)

MeAétn ADVANCE

Kapblayyeiakn Bvnrotnta
* Mepwdomnpiln + wdanapién 1 — Placebo
. 140/77 évavu 135/75 — Perindopril-Indapamide

14%: 95% CI 2-25%
p=0.025

Cumulative incidence (%)
(4]

20 | —— Placebo
=== Perindopril-Indapamide

0 6 12 18 24 30 36 42 48 54 60

Follow-up (months)

10 o0 OAwR Bvntotnta
! — Placebo
Relative risk reduction — Perindopril-Indapamide
9%: 95% Cl: 0 to 17% £
p=0.041 8
5
0o - S 2 s
0 6 12 18 24 30 36 42 48 54 60 2
Follow-up (months) TE Relative risk reduction
3 14%: 95% Cl 2-25%
p=0.025
0 -
ADVANCE Collaborative Group. Lancet 2007 0 6 12 18 24 30 36 42 48 54 60

Follow-up (months)



< 130/80 mmHg

 American Diabetes Association, Joint National Committee
(JNCVIand 7), ESH

* JUVIOTWHEVOG OTOXOG OTtO OAEC TLG ETALPELEC MEXPL TO 2013

* EmutA€ov peiwon Twv KopdLayyeLlakwy EMELC0SLWV Kal TN
e&EAEnc tng veppomnaderac

e Oyt oo TUXOLLOTIOLNMEVEG MEAETEC, OLAAGA OTTO EAETEC
napoatipnong

* H Asukwpativoupio HELWVETOL ) EMPBPASUVETAL LE TO
XOUNAOTEPO O0TOXO AAAA N HEIWON TNC AEUKWHATIVOUPLOG
dev ouvodevetal ano Heiwon TWV KapoLayyELAKWVY
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Effect of Lower Targets for Blood Pressure and

LDL Cholesterol on Atherosclerosis in Diabetes
The SANDS Randomized Trial

Barbara V. Howard, PhD Context Individuals with diabetes are at increased risk for cardiovascular disease (CVD),

Mary J. Roman, MD but more aggressive targets for risk factor control have not been tested.

Richard B. Devereux, MD Objective To compare progression of subclinical atherosclerosis in adults with type 2

Jerome L. Fleg, MD diabetes treated to reach aggress[ve targets of low-density lipoprotein cholesterol (LDL-C)
of 70 mg/dL or lower and systolic blood pressure (SBP) of 115 mm Hg or lower vs stan-

James M. Galloway, MD dard targets of LDL-C of 100 mg/dL or lower and SBP of 130 mm Hg or lower.

leffrev A. Henderson. MD. MPH Nacion SaMine and Parkicrinante A randnmizad Anan.ahal hlinded_tn.and nnint
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 EmiBpaduvon tnc e€EAénc tnc abnpookAnpwaonc
 MeyaAutepn peiwon tnG palag tne op. KOLALOG

* Kapia dtadopa ota Kopdlayyeloka emelcodla

e Jtnv emlBetikn Oeparneia neplocotEPO OVEMOUUNTAL
ENMELCOOLA OXETL{OMEVA LE TOL OLVILUTIEPTAOLKA PAPHOKA



MeAétn ACCORD : <140 or <120?

The NEW ENGLAND JOURNAL of MEDICINE

140- i
]
| %
&0 |y Standard 133 mmHg
I III| ¥” § EI—‘P-}-B"I"I' "{'"I"I'-'L“-{'-P ’Pif’f{-ﬁ}h r’F -1-‘{"- l'.r"
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2
BACKGROUND u?;' 11{}_
There is no evidence from| /I/
tolic blood pressure below 0 | I I I I I I I I
litus. We investigated whe 0 1 7 3 4 5 6 7 o4
mm Hg) reduces major c4
at high risk for cardiovasg Years since Randomization

Corson, M.D., Jeffrey L. Probstfield, M.D.,

METHODS Lois Katz, M.D., Kevin A. Peterson, M.D.,

A total of]4733 participants with type 2 diabetes vere randomly assigned to inten- William T. Friedewald, M.D., John B. Buse,




ACCORD H evtatikonowpévn pubpion tng AM <120 évavtt <140 mmHg,
o€ pelwoe ta KapdLayyeLloKA EMELCOdLA

A Primary Outcome
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p=0.74



AvemOuunta enelcodla

Intensive Therapy Standard Therapy

Variable (N=2362) (N=2371) P Value
Serious adverse events — no. (%)7
‘ Event attributed to blood-pressure medications 77 (3.3) 30 (1.27) <0.001
‘ Hypotension 17 (0.7) 1 (0.04) <0.001
— Syncope 12 (0.5) 5 (0.21) 0.10
(B, Bradycardia or arrhythmia 12 (0.5) 3 (0.13) 0.02
‘ Hyperkalemia 9 (0.4) 1 (0.04) 0.01
Angioedema 6 (0.3) 4 (0.17) 0.55
Renal failure 5 (0.2) 1 (0.04) 0.12
End-stage renal disease or need for dialysis 59 (2.5) 58 (2.4) 0.93
Symptoms affecting quality of life — no.total no. (%)
Hives or swelling 44/501 (8.8) 41/468 (8.8) 1.00
Dizziness when standing 217/501 (44.3) 188/467 (40.3) 0.36
Adverse laboratory measures — no. (%)
=) Potassium <3.2 mmol/liter 49 (2.1) 27 (1.1) 0.01
Potassium >5.9 mmol/liter 73 (3.1) 72 (3.0) 0.93
Elevation in serum creatinine
m) 1.5 mg/dlinmen 304 (12.9) 199 (8.4) <0.001
mm)  >1.3 mg/dlin women 257 (10.9) 168 (7.1) <0.001

) Estimated GFR <30 ml/min/1.73 m? 99 (4.2) 52 (2.2) <0.001



2009 Reappraisal of European guidelines

‘Uncomplicated’ Hypertension
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2009 Reappraisal of European guidelines

Aev utapyouv emapkn dedopeva yia va teOel xapnAotepoc
OTOXOG OUTE 0T CUOTOALKN OUTE 0T SLa0TOALKN Tiieon

Ma tnv enitevén Tov otoxov <130/80 mmHg cuvOw¢
ortattovvron 3 - 4 OVTLWWTIEPTAOLKA Kot TTOAAEC ETMLOKEWELC,

— OUTNA N oTpatTnyLKA SIKaloAoyeital Lovo av UTIApXEL
adlapdlofninto odpeloc og AOYLKO KOOTOC.



Incidence of Primary Qutcome, %

Incidence of MI or Stroke, %
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Ann Intern Med. 2006;144:884-893



REVIEW ARTICLE

Intensive and Standard Blood Pressure Targets
in Patients With Type 2 Diabetes Mellitus

Systematic Review and Meta-analysis

Kerry McBrien, MD, MPH; Doreen M. Rabi, MD, MS; Norm Campbell, MD; Lianne Barnieh, PhD;
Fiona Clement, PhD; Brenda R. Hemmelgarn, MD, PhD; Marcello Tonelli, MD, SM; Lawrence A. Leiter, MD;

Scott W. Klarenbach, MD, MSc; Braden |. Manns, MD, MSc¢

Background: Treatment of hypertension in patients with
diabetes mellitus (DM) has been shown to improve car-
diovascular outcomes: however, the value of intensive
blood pressure (BP) targets remains uncertain. We sought
to determine the effectiveness and safety of treating BP
to intensive targets (upper limit of 130 mm Hg systolic
and 80 mm Hg diastolic) compared with standard tar-
gets (upper limit of 140-160 mm Hg systolic and 85-
100 mm Hg diastolic) in patients with type 2 DM.

Mok ade:1lcina sloriranis datahacse hihlinaranhiose and

ity (relative risk difference, 0.76; 95% CI, 0.35-1.05) or
myocardial infarction (relative risk difference, 0.93; 95%
CL, 0.80-1.08) but was associated with a decrease in the
risk for stroke (relative risk, 0.65: 95% CI1, 0.48-0.86).
The pooled analysis of risk differences associated with
the use of intensive BP targets demonstrated a small ab-
solute decrease in the risk for stroke (absolute risk dif-
ference, —0.01: 95% CI, —0.02 to —0.00) but no statisti-
cally significant difference in the risk for mortality or
myocardial infarction.

Arch Intern Med. 2012;172(17):1296-1303



AnoteAsopata TNG LETOVAAVGCNC

H evtatikonowinuévn peiwon the A <130/80 mmHg

* Aev mpooPEPEL ONHAVIIKA HElwon otn Bvntotnta N ota
enudppaypata.

* MEeilWOoE OTATLOTIKWE ONMLOVTLKA TOV GXETLKO Kivouvo yla
eykepaAka emelcodia kot 35%

e aAAd tov amoAvuto Kivéuvo povo 1%

e Au&noe tov kivéuvo cofapwv aventBuuntwy eNelcodiwv
OTIWG N UTTOTOLON KOLL TOL GUYKOTTTLKAL EMELCOOLAL.

Arch Intern Med. 2012;172(17):1296-1303



2013

* The new ADA guidelines raise the target for systolic blood
pressure from <130 mm Hg to <140 mm Hg based on
evidence that there is not a great deal of additional value in
aiming for the lower target, but there is an increase in risk in
pushing systolic pressure lower than 140 mm Hg

* ESH Guidelines 2013 <140/85 mmHg



SPRINT trial: <140 or <120?

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

A Randomized Trial of Intensive versus
Standard Blood-Pressure Control

The SPRINT Research Group*

ABSTRACT

BACKGROUND
The most appropriate targets for systolic blood pressure to reduce cardiovascular
morbidity and mortality among persons without diabetes remain uncertain.

ons

We randomly assigned 9361 persons with a systolic blood pressure of 130 mm Hg
or higher and an increased cardiovascular risk, but without diabetes, fo a systolic
mm Hg (intensive treatment) or a target of
less than 140 mm Hg (standard treatment). The primary composite outcome was
myocardial infarction, other acute coronary syndromes, stroke, heart failure, or
death from cardiovascular causes.

The members of the writing committee
(Jackson T. Wright, Jr., M.D., Ph.D., Jeff
D. Williamson, M.D., M.H.S., Paul K.
Whelton, M.D., Joni K. Snyder, R.N.,
B.S.N., M.A., Kaycee M. Sink, M.D,
M.A.S., Michael V. Rocco, M.D., M.S.C.E,,
David M. Reboussin, Ph.D., Mahboob
Rahman, M.D., Suzanne Oparil, M.D.,
Cora E. Lewis, M.D., M.S.P.H., Paul L.
Kimmel, M.D., Karen C. Johnson, M.D.,
M.P.H., David C. Goff, |r, M.D., Ph.D.,
Lawrence ]. Fine, M.D., Dr.P.H., Jeffrey A.
Cutler, M.D,, M.P.H., William C. Cush-
man. M N Alfred K. Cheune. M D and
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MeA€tn SPRINT : <120 evavtt <140 mmHg

Zuvnong
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1.8 papuoka
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6 mmHg
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Cumulative Hazard

SPRINT KUpto KaTatANKTLKO ONMELO

Hazard Ratio = 0.75 (95% CI: 0.64 to 0.89)

Zuvnong

(319 events)

Evratikn
(243 events)

NNT =61

4437 4228 2829 721
4436 4256 2800 779




Cumulative Hazard

2UVOALKA Bvntotnta

S Hazard Ratio = 0.73 (95% Cl: 0.60 to 0.90)
Zuvning
(210 deaths)
Evratikn
N (155 deaths)
During Trial (median follow-up = 3.26 years)
Number Needed to Treat (NNT)
s | to Prevent a death = 90
| [ | | I |
0 1 2 3 4 5
Std 4683 4528 4383 2998 789 Number o.f
Int 4678 4516 4390 3016 807 }

Participants



AnoteAéopata twv SPRINT kot ACCORD

Outcome

percent

Monfatal myocardial infarction
SPEINT
ACCORD trial
Combined

Stroke
SPEINT
ACCORD trial
Combined

Heart failure
SPRINT
ACCORD trial
Combined

Primary outcome as defined
in each trial

S5PRINT
ACCORD trial
Combined

Event Rate per Year with Standard Treatment

T | | |
0.0 0.5 1.0 1.5 20

Coronary | Stroke

event

Heart W Unexpected

failure  or presumed
cardiovascular
death

|
2.5

B Other

Risk Ratio (95% Cl)

0.29 (0.74-1.07)

0.75 (0.58-0.97)

W,

0.77 (0.62-0.95)

0.81 (0.72-0.92)

—
@

0.5 1.0 20
Intensive Standard
Treatment Treatment
Better Better

P Value for

Heterogeneity

0.3

0.1

0.07

0.2



Variable

Serious adverse event*
Conditions of interest
Serious adverse event only

Hypotension
Syncope
Bradycardia
Electrolyte abnormality
Injurious fall{
Acute kidney injury or acute renal failures:

Emergency department visit or serious adverse
event

Hypotension
Syncope
Bradycardia
Electrolyte abnormality
Injurious fall{
Acute kidney injury or acute renal failure:
Monitored clinical events
Adverse laboratory measuref
Serum sodium <130 mmol/liter

Serum sodium >150 mmol/liter

U1 R I L A A

Serum potassium <3.0 mmol/liter

Serum potassium >5.5 mmol/liter
Orthostatic hypotension¥

Alone

With dizziness

Intensive Treatment

Standard Treatment

(N=4678) (N=4683)

no. of patients (%)

1793 (38.3) 1736 (37.1)
110 (2.4) 66 (1.4)
107 (2.3) 80 (1.7)

87 (1.9) 73 (1.6)
144 (3.1) 107 (2.3)
105 (2.2) 110 (2.3)
193 (4.1) 117 (2.5)
158 (3.4) 93 (2.0)
163 (3.5) 113 (2.4)
104 (2.2) 83 (1.8)
177 (3.8) 129 (2.8)
334 (7.1) 332 (7.1)
204 (4.4) 120 (2.6)
180 (3.8) 100 (2.1)

6 (0.1) 0
114 (2.4) 74 (1.6)
176 (3.8) 171 (3.7)
777 (16.6) 857 (18.3)
62 (1.3) 71 (1.5)

Hazard Ratio

1.04

1.67
1.33
1.19
1.35
0.95
1.66

1.70
1.44
1.25
1.38
1.00
1.71

1.76

1.50
1.00

0.88
0.85

P Value

0.25

0.001
0.05
0.28
0.02
0.71

<0.001

<0.001
0.003
0.13
0.006
0.97

<0.001

<0.001
0.02
0.006
0.97

0.01
0.35



BpTRU OMRON HEM 907 Microlife WatchBP Office

2Y2KEYE2Z AYTOMATH2 METPHzHZ ANl 135/85 mmHg

Microlife BP A3 PC/ MAM PC

J 5-10 mmHg




Moon dtadopa £XEL N AUTONATN HETPNON ME

TNV KAQLGGLKN;

The SPRINT Study [2] has been previously summar-
ized by us,[5] and was a positive study favouring a lower
treatment target in patients with higher risk than those
enrolled in HOPE-3. SPRINT utilized automated office
BP measurements similar to those used in HOPE-3,[1]
but for the first time these were taken unattended in an
outcome—trial [6] Thus because—of —this unattended

approach to measure office BP,[6] an adjustment for cir-
cumventing the white coat effect by adding 16 mmHg [7]
of office BP measurements is needed. The data thus sug-
gest that participants who were randomized to the lower
treatment arm (with adjustment, e.g. <120+ 16 mm
Hg= <136 mmHg or close to <140 mmHg) had benefits

from the antihypertensive treatment that was given in the
SPRINT Study.[Z]

SE. Kjeldsen, T. Hedner & K. Narkiewicz
Blood Pressure, 25:3, 131-132, 25 June 2016.
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Research
100 354 participants in 40 trials

Original Investigation

Blood Pressure Lowering in Type 2 Diabetes
A Systematic Review and Meta-analysis

Connor A. Emdin, HBSc; Kazem Rahimi, DM, M5c; Bruce Meal, PhD; Thomas Callender, MBChB;
Wlado Perkovic, PhD; Anushka Patel, PhD

E Editorial page 573

IMPORTANCE Lowering blood pressure (BP) is widely used to reduce vascular risk in Supplemental content at
individuals with diabetes. jama.com

. s , CME Quiz at
OBJECTIVE To determine the associations between BP-lowering treatment and vascular ) Qui
jamanetworkeme.com and

disease in type 2 diabetes. CME Questions page 622

DATA SOURCES AND STUDY SELECTION We searched MEDLINE for large-scale randomized
controlled trials of BP-lowering treatment including patients with diabetes, published
between January 1966 and October 2014.

DATA EXTRACTION AND SYNTHESIS Two reviewers independently extracted study
characteristics and vascular outcome data. Estimates were stratified by baseline BP and
achieved BP, and pooled using fixed-effects meta-analysis.

MAIN OUTCOMES AND MEASURES All-cause mortality, cardiovascular events, coronary heart

disease events, stroke, heart failure, retinopathy, new or worsening albuminuria, and renal
failure.

JAMA. 2015;313(6):603-615



AnoteAsopata

Meiwon t™n¢ ZAM katd 10 mmHg pHeELwVEL GNUOVTIKA TN
Ovntotnta, Ta Koapdlayyelaka emetcodia tn otepaviaia
VOO0, TO EYKEPAALKO, TN ASUKWHATIVOUPLA KOL TNV
apd/nabea.

H peyaAutepn pHelwaon Tou KvOUVOU ETILTUYXAVETAL OTAV I
2AMN pewwvetat ano 2140 mmHg SBP o€ 130 - 140 mmHg.

Nepawtepw peiwon <130 mmHg ocuvodelTNKE MO EMUAEOV
HEiwon Tou Kwvduvou eykepaAikwv Kot eEEALENC TNC
AguKwWpATIVOUPLOG

JAMA. 2015;313(6):603-615



DE . . .

B orenaCCESS  Effact of antihypertensive treatment at different blood pressure
() levels in patients with diabetes mellitus: systematic review and
Stk meta-analyses

Mattias Brunstrom, Bo Carlberg

Department of Public Heauh ABSTRAET 140- 150 mm Hg addltlonal treatment reduced the risk

and Clinical Me G ; - myocardial

R H avuunsptaotkn Bepaneia HELWVEL TV Kap&avvstal(n ailure (0.80,

essure was

e OVNTOTNTO KOLL VOO POTNTA OTOL ATOMO HE StaBRTn av N apyik Hoe

Additional mate o q hlity (1.15,
sckstas OUOTOALKN Al glval >140 mmHg. increased
the journal onlin 6).

Cite this as: BMJ  treatment

el Av n ZAN eival < 140 mm Hg, n avtwneptaocikn Oepaneia bressures for
Accepted: 12 Ja v v ’ ) for each 10
Mopel va eivau emBAapng i myocardial
0 mm Hg lower

missing but trials were potentially eligible, systolic blood pressure] Patterns were similar for

mmmbmnbned vnmmneal siesr mlbhacasassscibianl fs e mmlas

73 778 participants in 49 trials



OpOootatikin unotaon

OL e00pavoToL NALKIWHEVOL, Ol Avw TwV 80 £TWV, KaL EKELVOL
HE xonAn dtaotoAkn AN (<70 mmHg) punopet va €xouv
HEYaAUTEPO Kivouvo va epdavioouvv avemtBOUUNTECG oo tn
neiwon tnc Al

2€ LEPLKOUC NALKLWHEVOUC Sev eivan ekt Al oute <140
mmHg

2€ 0UTOUG CUVLOTATAL O OTOXOC va £iva<l50 mmHg

5-10% TwV ATOUWV UE HaKPOXPOVLO dtaBntn T2 Exouv
OLUTOVOUN VEUPOTIAOELL

— Auénuévoc kivbuvoc opBooTaTLKAC UTIOTAONC



PUOuon tnc AN (<140/90 mmHg) otnv Eupwrnn

Anpokpatia
s Teexias

Ayyilia
Fandia
[eppavia
Ediada
Quyyapia
Tradia
Nofwvia
[enavia 35.7

Tounbia

Toupkia

Mancia G et al. J Hypertens. 2007;25:1105-87.



la tn pUOMLON TNC Al XpeLAleTOL
ocuVvOUOGUOC TOAAWY POPUAKWV

MeAETn/ZAI TTOU EMTITEUXONKE

INVEST (136 mmHg) e

ALLHAT (138 mmHo) I

IDNT (138 mmHg) I

RENAAL (141 mmHg) [
UKPDS (144 mmHg) [N

ABCD (132mmHo)

MDRD (132 mmHg)

HOT (138 mmHo) I
AASK (128 mmHg) I

N° avTIUTTEPTACIKWYV 1 2 3 4

1. Updated from: Bakris GL et al. Am J Kidney Dis 2000;36:646—661



AloBNTIKOC ME UTTEPTOION

* 3 OVILUTIEPTOOLKA
AN 132/80 mmHg

111111

i

e

* MoAAEC emoKEYPELC
 E&ctaoclc

e AvermiOuuntec |
— Awokomn Beparmeiag l

 EmumpooBeto KOOTOC
* Odelog;




2Ta atopa pe dStafATn Kal umEPTAon

<140/85 mmHg AoylKAC oTOX0C Kol EPLKTOC
PUOuLON TG AN MPWTAPXLKOG GTOXOG
XounAOTEPOL OTOXOL GE ATOUOL

— Movu €xouv auénuevo Kivouvo eykePaALKwV

— TIOU MTTOPOUV VAL TOUC OVEXTOUV

— XwpLc TTOANQ dapuoKa,

— XwpLC TTOANEC eTtLoKEY ELC,

— TIPOOEKTLKN TtapakoAouBnon

YYnAotepol cToXoL o€ EVOPAVOTOUC NALKLWULEVOUC
— <150 mmHg



