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Gestione dell’ipertensione non controllata: ruolo della RDN 
nella strategia terapeutica

Il protocollo per lo screening del paziente 
candidato alla denervazione renale



European Society of Hypertension (ESH) 2023 guidelines

Mancia G. et al. Journal of Hypertension 2023



2024 ESC Guidelines for the management of elevated blood pressure and hypertension: Developed by the task 
force on the management of elevated blood pressure and hypertension of the European Society of Cardiology 
(ESC) and endorsed by the European Society of Endocrinology (ESE) and the European Stroke Organisation 
(ESO)





Recommendations for BP measurements in office and at home



• Hypertension is defined as resistant to treatment when appropriate lifestyle measures and treatment with optimal 
or best tolerated doses of three or more drugs (a Thiazide/Thiazide-like diuretic, an RAS blocker and a CCB) fail to 
lower office BP to <140/90 mmHg.  

• The inadequate BP control should be confirmed by out-of-office BP measurement showing an uncontrolled 24 h BP 
(≥ 130 mmHg SBP or ≥ 80 mmHg DBP) values.

• Consider white coat hypertension and continue home BP monitoring. 

• 24h BP monitoring

• Check adherence to drug therapy 	 	 careful inquiry about pts medical habits…also with relatives 
	 	 	 	 	 drug tests in blood and urine (can be difficult/research) 
	 	 	 	 	 check signs of drugs assumption: bradycardia (BB), uric acids (T/TL),  		
	 	 	 	 high plasma renin concentration (RAS). 

• Otherwise we are facing with pseudohypertension.



Assess lifestyle modification: 

• Reduce sodium intake < 1500 mg/die 

• Moderate aerobic exercise of 30/45 min for 3 times/week 

• Maintain healthy body weight 

• Stop interfering agents: NSAIDs, paracetamol, glucocorticoids, nasal decongestants, abuse substances 

CV risk assessment: SCORE2/SCORE2-OP 

Assess HMOD: echocardiography, Fundus Oculi….



• Blood samples: CBC, hematocrit, fasting blood glucose, serum sodium, potassium,  calcium levels, creatinine and 
GFR, BUN, a lipid profile, TSH.  

• Investigate for secondary causes of Hypertension: ratio of aldosterone to plasma renin activity (PRA),  aldosterone 
levels (aldosterone and renin should be measured together), urinary free cortisol excretion, 24-hour urinary 
fractionated metanephrines or plasma metanephrines. 

• Abdomen CT scan/MRI  

• Renal artery Doppler 





Prevalence of PA among pts with RHTN ranges from 5 to 20 % 

Normokalemia is more common than Hypokaliemia
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exclusion criteria for RDN: 

 • secondary hypertension including renal artery stenosis;  
 • chronic renal failure with eGFR ≤40 mL/ min/1.73 m2;  

 • size of the main renal arteries and branches 8 mm in diameter;  
 • recent renal artery stenting (6 months)

Clinical profiles of patients candidate for RDN:



PREPROCEDURAL PHASE 

• Rule out stenosis and fibromuscular dysplasia 

• Location of renal artery ostia 

• Accessory renal arteries 

• diameters



Thanks for attention




