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Table 9. Ideal Characteristics of Drug Treatment

1. Treatments should be evidence-based in relation to morbidity/mortality prevention.

2. Use a once-daily regimen which provides 24-hour blood pressure control,

3. Treatment should be affordable and/or cost-effective relative to other agents.

4, Treatments should be well-tolerated.

b, Evidence of benefits of use of the medication in populations to which it s to be applied.




Established Diagnosis of Hypertension

Grade 1

BP 140-159 /90-99 mmHg

ESSENTIAL OPTIMAL

Immediate drug treatment in
high-risk patients or those with
CVD, CKD, DM or HMOD

Limited drug
Availability?

In those at lower risk, supply lifestyle
intervention for 3-6 months.
If EP still not controlled and where
possible start drug treatment in those
aged 50 -80 years

*| moderate risk patients

Lifestyle advice
Grade 2
BP =160 /100 mmHg
) Y
LOPTIMAL J Immediate drug treat-

Y

Drug treatment in low to

without CVD, CKD, DM
or HMOD after 3-6
months of lifestyle

intervention, if BP still
not controlicd
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ment in all patients




OPTIMAL

Step 1
Dual low-dose#
combination

Step 2
Dual full-dose
combination

Step 3
Triple combination

Step 4
(Resistant
Hypertension)
Triple Combination
+ Spironolactone or
other drug”

‘ A+ Cabve

[ A+ C>»P

[ A+C+D

A+ C+D
Add Spironolactone
(12.5 - 50 mg o.d.)“




a) Consider monotherapy in low risk grade 1 hypertension or in very old (280 yrs) or frailer
patients.

b) Consider A + D in post-stroke, very elderly, incipient HF or CCB intolerance.

¢) Consider A + C or C + D in black patients.

d) Caution with spironolactone or other potassium sparing diuretics when estimated
GFR <45 mlimin/1.73m? or K* >4.5 mmol/L.




. Considerbeta blockerawvhen there is a
specific indication, e.g.
heart failure
. ,angina
post-MI
- AF
. young women with or planning pregnancy.



DIABETES

. Bptarget <130'80 mm Hg (<140'80 in elderly
patients).

RASInhibitor (and a CCB and/or thiazidiée
diuretic).

. statinin primaryprevention if LDEC >70 mgdL
(diabeteswith target organ damage)
- or >100mgdL (uncomplicated diabetes).



- Treatment strategies in people with diabetes

Recommendations Class® | Level®

Antihypertensive drug treatment is recom-

mended for people with diabetes when

office BP is >140/90 mmHg,"*#23>:452

In people with diabetes receiving BP-lower-

ing drugs it is recommended:

e To target SBP to 130 mmHg and
<130mmHg if tolerated, but not

<120 mmHg."**"%%




Psychiatric/diseases

. BP should be lowered as in the general populati
. preferentially with RAShibitors anadiuretics.

. CCBs and alpHablockers should beised with care
In patients with orthostatic hypotensiore§ SRIs).



Monitoring

. Target

. Reduce BP at leag)10 mmHg

deally <=14090

ndividualize for elderly based on frailty
. Monitor :

. BP control(achieve target withibimonths)
. Adverse effects

. Longterm adherence

. Referal

- If BP still uncontrolled , or other issue




e Individualized treatment should be con-

sidered according to its tolerability and

impact G@UHHIW and elect%

RAS blockers are more effective at reducing
albuminuria than other antihypertensive
agents, and are recommended as part of the

treatment strategy in hypertensive patients

in the presence 6f microalbuminuria pr

e 487489
proteinuria.




A combination of two RAS blockers is not

298
recommended.




Therapeutic strategies in hypertensive patients with

CAD

Recommendations Class™

>
Lewvel

In patients with CAD receiving BP-lowering drugs, it is
recommended:

® To target SBP =130 mmHg if toler-
ated, but t <120 mm 243G

® In older patients ( to tar-
get to an SBP rangg¢ of 130-140

2.496
mmHg.

- t DBP to =80 mmHg, but not
<70 mmHg.

In hypertensive patients with a history of

myocardial infarction, beta-blockers and

RAS blockers are recommended as part of

treatment.” 2>

In patients with symptomatic angina, beta-
blockers and/or CCBs are
recommended.”"?
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In patients with HFpEF, BP treatment
threshold and target values should be the

same as for HFrEF. 1

Because no specific drug has proven its
superiority, all major agents can be used.

In all patients with LVH:

e ltis recommended to treat with an RAS
blocker in combination with a CCB or
diuretic.”%*

e SBP should be lowered to a range of
120—130 mmHg. "+

mrericcu 2ime




Hypertension.and AF

Recommendation

In patients with AF, screening for hypertension is recommended. ™

A beta-blocker or non-dihydropyridine CCB should be considered as part of the treatment of hyperten si

536
needed.

Stroke prevention with ra:ammended in patients with AF and hypertension, and a CHA;DS,-VASc

score of >2 in men and >3 in women****

Stroke prevention with oral anticoagulants should be considered in AF patients with hypertension, even when hypertension is
the single additional risk factor (CHA,DS,-VAS score of 1)

Oral anticoagulants should be used with caution in patients with marked BP elevatin@ﬂﬂ mmHg a@
>100 mmHg); the aim should be to lower SBP to at least <140 mmHg, and SBP lowering to <130 should be considered.

Ifthis is not possible, then patients should make an informed decision that they accept that the stroke protection

provided by the anticoagulant will be associated with higher bleeding rgk >




- ACE Inhibitors, ARBs, aukta blockers areassociated
with a lower risk of AF comparewith CCBs

Hence RAS blockershould be considered as part of the

antihypertensive treatment strategy in hypertensive patie
with a highrisk of AF (e.g. LVH), to prevent incident AF.

. Themagnitude of LVH regression Is associated with

baseline LV mass, duration of therapy, the 8&laction,
and thedrugs used, withRBs, ACE inhibitors, and CBBs

causing more effective/H regressiorthanbetablockers
or diuretics.
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- Therapeutic strategies in hypertensive patients with
heart failure or LVH

Recommendations

In hypertensive patients with heart failure
(with reduced or preserved egjection frac-

tion), BP-lowering treatment should be con-
sidered if BP is >140/90 mmHg.© 3¢

In patients with HFrEF, it is recommended

that BP-lowering treatment comprises an

ACE inhibitor or ARB, and a beta-blocker
and diuretic and/or MRA if required.’-*

Dihydropyridine CCBs may be added if BP
control is not achieved.®
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BP (mmHg) grading
Hypertension .
disease Other risk f‘?ﬂm' High normal Grade i Grade 2 Grade 3
staging | MODOTdisease cgpi30y39  sBP4059 | SBPI6O-TO SBP 2180
DBP 85-89 DBP 90-99 DBP 100-109 or DBP 2110
No other rsk Low risk Low sk High risk
factors
Stage
(uncomplicated) = 1or 2 risk factors Low risk High risk
3 risk factors L High Risk High risk
* Moderate risk J J

HMOD, CKD grade
3, or diabetes
mellitus without
organ damage

Stage 2
(asymptométic
disease)

High to

High risk High risk very high risk

Established CVD,

Stage 3 CKD grade =4, or
(es:j?g:::g diabetes mellitus Very high risk Very high risk Very high risk Very high risk

with organ damage

@ESC/ESH 2018



Drug

Contraindications

Compelling

Possible

Diuretics (thiazides/thiazide-like, eg. chlortha-

lidone and indapamide)

¢ Gout

¢ Metabolic syndrome
¢ Glucose intolerance
e Pregnancy

¢ Hypercalcaemia

e Hypokalaemia

Beta-blockers

¢ Asthma

e Metabolic syndrome

¢ Any high-grade sinoatrial or atrioventricular block | @ Glucose intolerance

o Bradycardia (heart rate <60 beats per min) o Athletes and physically active patients

Caleium antagonists (dihydropyridines)

o Tachyarrhythmia
o Heart failure (HFrEF, class Il or IV)

o Pre-existing severe leg oedema

Caleium antagonists (verapamil, diltiazem)

® Any high-grade sinoatrial or atrioventricular block | e Constipation

® Severe LV dysfunction (LV ejection fraction <40%)

¢ Bradycardia (heart rate <60 beats per min)







