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Table | ESC Classes of recommendations

Class 11

Classes of Suggested wording to use
recommendations

Conflicting evidence and/or a
divergence of opinion about the
usefulness/efficacy of the given

Class lla

Weight of evidence/opinion is in favour  Should be considered
of usefulness/efficacy.

©ESC 2018

Level of
evidence A

Level of
evidence B

Level of
evidence C

Data derived from multiple randomized
clinical trials or meta-analyses.

Data derived from a single randomized
clinical trial or large non-randomized
studies.

Consensus of opinion of the experts and/
or small studies, retrospective studies,
registries.

©ESC 2018
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Systoliskt

Table 6 Risk modifiers increasing cardiovascular risk
estimated by the Systemic COronary Risk Evaluation
(SCORE) system®

Social deprivation, the origin of many causes of CVD

Obesity (measured by BMI) and central obesity (measured by
waist circumference)

Physical inactivity

Psychosocial stress, including vital exhaustion

Family history of premature CVD (occurring at age <55 years in
men and <60 years in women)

e and other i y disorders

Major psychiatric disorders

Treatment for infection with human immunodeficiency virus

Atrial fibrillation

LV hypertrophy

CKD

Obstructive sleep apnoea syndrome

©ESC/ESH 2018

BMI = body mass index; CKD = chronic kidney disease; CVD = cardiovascular
disease; LV = left ventricular.
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; BP (mmHg) grading
Hypertension i
disease Other risk factors, High normal Grade 1 Grade 2 Grade 3
staging  MODordisease  5pp 30139 SBP 140-159 SBP 160-179 SBP 180
DBP 85-89 DBP 90-99 DBP 100-109 or DBP =110
Ho other risk Low risk Low risk High risk
factors
Stage1
(uncomplicated) = 1or 2 risk factors Low risk High risk
" Lowto s i
>3 risk factors Moderatalfisk High Risk High risk

HMOD, CKD grade

Stage 2 z .
(asymptomatic 3 ar dlab.etes High risk High risk qu_h to
disease) mellitus without very high risk
organ damage
. @
o3 | Eomisedn :
(es:?:xg:zz? diabetes mellitus Very high risk Very high risk Very high risk Very high risk *E-
with organ damage g

Table3 Classification of office blood pressure® and definitions of hypertension grade®

Category Systolic (mmHg) Diastolic (mmHg)
Optimal <120 and <80
Normal 120-129 and/or 80-84

High normal 130-139 and/or 85-89

Grade 1 hypertension 140-159 and/or 90-99

Grade 2 hypertension 160-179 and/or 100-109
Grade 3 hypertension >180 and/or >110
Isolated systolic hypertension® >140 and <90

©ESC/ESH 2018

BP = blood pressure; SBP = systolic blood pressure.

*BP category is defined according to seated clinic BP and by the highest level of BP, whether systolic or diastolic.
Plsolated systolic hypertension is graded 1, 2, or 3 according to SBP values in the ranges indicated.

The same classification is used for all ages from 16 years.
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Table 9 Definitions of hypertension according to
office, ambulatory, and home blood pressure levels

Category SBP DBP
(mmHg) (mmHg)
Office BP* >140 |andlor | >90
Ambulatory BP
Daytime (or awake) mean >135 and/or >85
Night-time (or asleep) mean >120 | and/or >70 %
24 h mean >130 and/or >80 é
Home BP mean >135 and/or >85 é

BP = blood pressure; DBP = diastolic blood pressure; SBP = systolic blood

pressure.

“Refers to conventional office BP rather than unattended office BP.

Table 10 Comparison of ambulatory blood pressure monitoring and home blood pressure monitoring

ABPM

Advantages

Advantages

e Can identify white-coat and masked hypertension e Can identify white-coat and masked hypertension

® Stronger prognostic evidence e Cheap and widely available

® Night-time readings e Measurement in a home setting, which may be more relaxed than

® Measurement in real-life settings the doctor’s office

e Additional prognostic BP phenotypes ® Patient engagement in BP measurement

e Abundant information from a single measurement session, including e Easily repeated and used over longer periods to assess day-to-day BP)
short-term BP variability variability

Disadvantages Disadvantages

® Expensive and sometimes limited availability
e Can be uncomfortable

® Only static BP is available
o Potential for measurement error
® No nocturnal readings*

©ESC/ESH 2018

ABPM = ambulatory blood pressure monitoring: BP = blood pressure; HBPM = home blood pressure monitoring,
*Techniques are being developed to enable nocturnal BP measurement with home BP devices.
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Optimal BP Normal BP
<120/80 120-129/80-84
A A

| High-normal BP
130-139/85-89

Consider masked
hypertension

\J

Out-of-office BP
measurement
(ABPM or HBPM)

e

Repeated visits

Hypertension
2140/90

Use
either to
confirm
diagnosis

Out-of-office BP

for office BP —»  measurement
Repeat BP at least Repeat BP at least Repeat BP at least A i | (ABPM or HBPM)
every 5 years every 3 years annually H
| > ©
5
H ~
H - g
w
Indications for W
ABPM or HBPM see Table 11 2
High normal BP Grade 1 Grade 2 Grade 3
BP1Z;3—13';/°8::9 i Hypertension Hypertension Hypertension
mmeo BP 140-159/90-99 mmHg BP 160-179/100-109 mmHg BP >180/110 mmHg

1

[ Lifestyle advice I

l Lifestyle advice ‘

[ Lifestyle advice |

v

Consider drug treatment in
very high risk patients with
CVD, espacially CAD

!

Immediate drug treatment
in high or very high risk
patients with CVD,
renal disease or HMOD

l

Drug treatment in
low moderate risk patients
without CVD, renal disease
or HMOD after
3-6 months of lifestyle
intervention if BP not
controlled

v

Immediate drug
treatment in all patients

l

Aim for BP control
within 3 months

Lifestyle advice

Immediate drug
treatment in all patients

l

Aim for BP control
within 3 months.

®ESC/ESH 2018

Figure 3 Initiation of blood pressure-lowering treatment (lifestyle changes and medication) at different initial office blood pressure levels. BP =
blood pressure; CAD = coronary artery disease; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage.




2018-12-13

Initiation of hypertension treatment according to office BP

Recommendations Class® | Level®

Prompt initiation of BP-lowering drug treatment is recommended in patients with grade 2 or 3 hypertension at any level of CV
risk, simultaneous with the initiation of lifestyle changes.®

In patients with grade 1 hypertension:

o Lifestyle interventions are recommended to determine if this will normalize BP.2'

« In patients with grade 1 hypertension at low-moderate-risk and without evidence of HMOD, BP-lowering drug treatment is

recommended if the patient remains hypertensive after a period of lifestyle intervention.” "2

In patients with grade 1 hypertension and at high risk or with evidence of HMOD, prompt initiation of drug treatment is rec-

ommended simultaneously with lifestyle interventions.?''#'?

In fit older patients with hypertension (even if aged >80 years), BP-lowering drug treatment and lifestyle intervention are rec-
ommended when SBP is >160 mmHg.“o'uO'm

BP-lowering drug treatment and lifestyle intervention are recommended for fit older patients (>65 years but not >80 years)
when SBP is in the grade 1 range (140-159 mmHg), provided that treatment is well tolerated.*'*

Antihypertensive treatment may also be considered in frail older patients if tolerated *'®

Withdrawal of BP-lowering drug treatment on the basis of age, even when patients attain an age of >80 years, is not recom-
mended, provided that treatment is well tolerated.”"*

o
In patients with high—normal BP (130—139/85-89 mmHg): §
e Lifestyle changes are recommended.'’* E
« Drug treatment may be considered when their CV is very high due to established CVD, especially CAD27 E
BP = blood pressure; CAD = coronary artery disease; CV = cardiovascular; CVD = cardiovascular disease; HMOD = hypertension-mediated organ damage; SBP = systolic
bloed pressure.
Table 19 Summary of office blood pressure thresholds for treatment
Age group Office SBP treatment threshold (mmHg) Office DBP treatment
threshold (mmHg)
Hypertension | + Diabetes + CKD | + CAD | + Stroke/TIA
18-65 years >140 >140 >140 >140° >140° >90
65-79 years >140 >140 >140 >140° >140° 290
o
>80 years >160 >160 >160 >160 >160 290 E
T
Office DBP treatment 290 290 >90 >90 >90 £
threshold (mmHg) v
[

BP = blood pressure; CAD = coronary artery disease; CKD = chronic kidney disease; DBP = diastolic blood pressure; SBP = systolic blood pressure; TIA = transient
ischaemic attack.
*Treatment may be considered in these very high-risk patients with high-normal SBP (i.e. SBP 130-140 mmHg).
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Vilka ska remitteras?

* Nar sekundarhypertoni misstanks

* <40ar och hypertension grad 2

* Terapiresistent hypertension

* Behov av mer detaljerad utredning av HMOD
* Plotsligt pakommet hogt blodtryck

* Andra omstandigheter

 Overvag behandling av hégt normalt blodtryck (130-139/85-89)
e Hypertoni grad 1 (140-159/90-99) ska behandlas.

e Livsstilsforandringar och lakemedelsbehandling till dldre med
hypertoni grad 1.

* Pulspalpation
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Mal med behandling

<140/90 for alla
<130/80 for de flesta under 65
Aldre och dldre dldre <140/80

Idag nar <50% av behandlade patienter <140

Lifestyle interventions for patients with hypertension or
high-normal BP

Level®

Class®

Recommendations

Salt restriction to <5 g per day is
recommended, 21250255258

It is recommended to restrict alcohol con-
sumption to:
® Less than 14 units per week for men.

® Less than 8 units per week for women.**

It is recommended to avoid binge drinking.

Increased consumption of vegetables, fresh
fruits, fish, nuts, and unsaturated fatty acids
(olive oil); low consumption of red meat;
and consumption of low-fat dairy products
are recommended.?¢%2¢%

Body-weight control is indicated to avoid
obesity (BMI >30 kg/m? or waist circumfer-
ence >102 cm in men and >88 cm in
women), as is aiming at healthy BMI (about
20-25 kg/m?) and waist circumference val-
ues (<94 ¢cm in men and <80 cm in women)
to reduce BP and CV risk.262271273.230

Regular aerobic exercise (e.g. at least 30

min of moderate dynamic exercise on 5-7

days per week) is recommended,?%%/8:%7%

Smoking cessation, supportive care, and
referral to smoking cessation programs are
recommended,?%%2%2%1

©@ESC/ESH 2018

BMI = body mass index; BP = blood pressure; CV = cardiovascular.
“Class of recommendation.
PLevel of evidence mostly based on the effect on BP and/or CV risk profile.
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Varfor lyckas inte blodtrycksbehandling idag?

Ar de behandlingsalternativ vi har idag tillrickligt bra?
Ar behandlare tillrackligt aktiva?
Tar patienten sina lakemedel?

Anvands tillrackligt med kombinationsterapi?

Ar behandlingsregimer for svara att folja?

Initial therapy

1 Pill

- Step 3
Triple combination +
Pills spironolactone or
other drug

Dual combination

ACEi or ARB + CCB or diuretic

!

Qp_iy ripleer 2 von || ACEI or ARB + CCB + diuretic

|

Resistant hypertension
Add spironolactone (25-50 mg o.d.)
or other diuretic, alpha-blocker or beta-blocker

Consider monotherapy in

low risk grade 1 hypertension

(systolic BP <150mmHg), or in
very old (=80 years) or frailer patients

Consider referral to a specialist centre
for further investigation

Figure 4 Core drug treatment strategy for
HMOD, cerebrovascular disease, diabetes, or PAD. ACEi = angiotensin-converting enzyme inhibitor; ARB = angiotensin receptor blocker; CCB =
calcium channel blocker; HMOD = hypertension-mediated organ damage; M| = myocardial infarction; o.d. = omni die (every day); PAD = peripheral

artery disease.

Beta-blockers o
Consider beta-blockers at any treatment step, when there is a specific 8
indication for their use, e.g. heart failure, angina, post-MI, atrial fibrillation, E
or younger women with, or planning, pregnancy ‘g
3

d hypert ion. The core algorithm is also appropriate for most patients with

10
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Initial therapy
Dual combination

Step 2

Triple combination

w

ill

Step 3
Triple combination +
spironolactone or
other drug

ACEi or ARB + beta-blocker or CCB
or CCB + diuretic or beta-blocker
or beta-blocker + diuretic

Triple combination of above

l

Resistant hypertension
Add spironolactone (25-50 mg 0.d.)
or other diuretic, alpha-blocker or beta-blocker

Consider monotherapy in low risk
grade 1 hypertension
(systolic BP <150mmHg), or in
very old (=80 years) or frailer patients

Consider initiating therapy
when systolic BP is
=130 mmHg in these very
high risk patients with
established CVD

Consider referral to a specialist centre
for further investigation

©ESC/ESH 2018

Figure 5 Drug treatment strategy for hypertension and coronary artery disease. ACEi = angiotensin-converting enzyme inhibitor;
ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CVD = cardiovascular disease; o.d. = omni die (every day).

ill Initial therapy
Dual combination

Step 2
1Pill Triple combination

- Step 3

Triple combination +
spironolactenes or
other drug

ACEi or ARB + CCB
or ACEi or ARB + diuretic (or loop
diuretic)®

Consider beta-blockers at any
treatment step, when there is a
specific indication for their use,

!

ACEi or ARB + CCB + diuretic (or

loop diuretic)®

!

Resistant hypertension
Add spironelactone (25-50 mg o.d.)

or other diuretic, alpha-blocker or beta-blocker

post-MI, atrial fibrillation, or

Beta-blockers

e.g. heart failure, angina,

younger women with, or
planning, pregnancy

A reduction in eGFR and rise in serum creatinine is expected in patients with CKD'who receive BP-lowering therapy, especially in those
treated with an ACEi or ARB but a rise in serum creatinine of >30% should prompt evaluation of the patient for possible renovascular disease.

©ESC/ESH 2018

Figure 6 Drug treatment strategy for hypertension and chronic kidney disease. ACEi = angiotensin-converting enzyme inhibitor;
ARB = angiotensin receptor blocker; BP = blood pressure; CCB = calcium channel blocker; CKD = chronic kidney disease; eGFR = estimated
glomerular filtration rate; M| = myocardial infarction; 0.d. = omni die (every day).

3CKD is defined as an eGFR <60 mL/min/1.72 m? with or without proteinuria.
PUse loop diuretics when eGFR is <30 mL/min/1.72 mz. because thiazide/thiazide-like diuretics are much less effective/ineffective when
eGFR is reduced to this level.
“Caution: risk of hyperkalaemia with spironolactone, especially when eGFR is <45 mL/min/1.72 m* or baseline K* >4.5 mmol/L.

11
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ACEi or ARB? + diuretic® (or loop diuretic) +
beta-blocker

l

ACEi or ARB? + diuretic® (or loop diuretic) +
beta-blocker + MRA®

Initial therapy

Step 2

When antihypertensive therapy is not required in HFrEF, treatment should be precribed according to the ESC Heart Failure Guidelines.*®

©ESC/ESH 2018

Figure 7 Drug treatment strategy for hypertension and hear failure with reduced ejection fraction. Do not use non-dihydropyridine
CCBs (e.g verapamil or diltiazem). ACEi = angiotensin-converting enzyme inhibitor; ARB = angiotensin receptor blocker; CCB = calcium channel
blocker; ESC = European Society of Cardiology; HFrEF = heart failure with reduced ejection fraction; MRA = mineralocorticoid receptor antagonist.
*Consider an angiotensin receptor/neprilysin inhibitor instead of ACEi or ARB per ESC Heart Failure Guidelines."*®

PDiuretic refers to thiazide/thiazide-like diuretic. Consider a locp diuretic as an alternative in patients with oedema.

“MRA (spironolactone or eplerenone).

Initial therapy ACEi or ARB + beta-blocker
Dual combination or non-DHP CCB?,
or beta-blocker + CCB

!

Step 2 ACEi or ARB + beta-blocker
Triple combination + DHP CCB or diuretic " .
or beta-blocker + DHP CCB + diuretic

Add oral anticoagulation when indicated according to the CHAzDS2-VASc score, unless contraindicated.

*Routine combination of beta-blockers with non-dihydropyridine CCBs (e.g. verapamil or diltiazem) is not recommended due to a potential
marked reduction in heart rate.

©ESC/ESH 2018

Figure 8 Drug treatment strategy for hypertension and atrial fibrillation. ACEi = angiotensin-converting enzyme inhibitor; AF = atrial
fibrillation; ARB = angiotensin receptor blocker; CCB = calcium channel blocker; CHA;DS;-VASc = CHA;DS;-VASc = Cardiac failure,
Hypertension, Age >75 (Doubled), Diabetes, Stroke (Doubled) — Vascular disease, Age 6574 and Sex category (Female); DHP = dihydropyridine.
*Non-DHP CCB (non-DHP CCB, e.g. verapamil or diltiazem).

12
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Drug treatment strategy for hypertension

Recommendations

Among all antihypertensive drugs, ACE inhibitors, ARBs, beta-blockers, CCBs, and diuretics (thiazides and thiazide-like
drugs such as chlorthalidone and indapamide) have demonstrated effective reduction of BP and CV events in RCTs, and thus
are indicated as the basis of antihypertensive treatment strategies.”

Combination treatment is recommended for most hypertensive patients as initial therapy. Preferred combinations should
comprise a RAS blocker (either an ACE inhibitor or an ARB) with a CCB or diuretic. Other combinations of the five major

classes can be used 233318327.329,341-345

It is recommended that beta-blockers are combined with any of the other major drug classes when there
are specific clinical situations, e.g. angina, post-myocardial infarction, heart failure, or heart rate control. #2341

It is recommended to initiate an antihypertensive treatment with a two-drug combination, preferably in an SPC.
Exceptions are frail older patients and those at low risk and with grade 1 hypertension (particularly if SBP is
<150 mmHg). 2346351

It is recommended that if BP is not controlled® with a two-drug combination, treatment should be increased to a
three-drug combination, usually a RAS blocker with a CCB and a thiazide/thiazide-like diuretic, preferably
as an SPC. 39350

It is recommended that if BP is not controlled® with a three-drug combination, treatment should be increased by the addition
of spironolactone or, if not tolerated, other diuretics such as amiloride or higher doses of other diuretics, a beta-blocker, or
an alpha-blocker.”"

The combination of two RAS blockers is not recommended.?”'278:2%

©ESC/ESH 2018

Hjarta och kretslopp

regionvastmanland.se

hypertoni @ .Q kalciumantagonister nitrater
angiotensin ll-antagonister lerkanidipin* glycerylnitrat spraylésn

kandesartan* amlodipin * isosorbidmononitrat
losartan* aldosteronantagonist glycerylnitrat resoribl
kandesartan/hydrochlortiazide* spironolakton* blodfettsédnkande
losartan/hydroklortiazidtiazid* eplerenon rosuvastatin*
ACE-hdmmare betablockerare atorvastatin*
enalapril* bisoprolol *(F) ezetimib*
ramipril* metoprolol depottabl *()
enalapril/hydroklortiazid* alfablockerare
tiazid doxazosin
hydroklortiazid+amilorid Amiloferm mite* ischemisk hjartsjukdom
bendroflumetiazid* acetylsalicylsyra* 75mg

klopidogrel*

betablockerare
bisoprolol *

metoprolol depottabl *

Region
Vastmanland

Nitrolingual*
Imdur*

Suscard

26
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Nar blodtrycket inte svarar pa

Tas lakemedel?
Vit-rock effekt?

Hur tas blodtrycket?
Tillracklig upptitrering?
Livsstil?

OSAS?
Sekundarhypertoni?
HMOD?

behandling

Table 24 Resistant hypertension characteristics, secondary causes, and contributing factors (adapted from

® Older age (especially >75 years)
Obesity

More common in black people
Excess dietary sodium intake

High baseline BP and chronicity of uncon-
trolled hypertension

Primary hyperaldosteronism
Atherosclerotic renovascular disease
Sleep apnoea

L]
L]
.
e CKD

reference®®®)
Characteristics of patients with Causes of secondary resistant Drugs and substances that may
resistant hypertension hypertension cause raised BP
Demographics More common causes Prescribed drugs

@ Oral contraceptives

e Sympathomimetic agents (e.g. decon-
gestants in proprietary cold
remedies)

o Non-steroidal anti-inflammatory drugs

® Cyclosporin

e Erythropoietin

# Steroids (eg prednisolone and
hydrocortisone)

® Some cancer therapies

Concomitant disease

e HMOD: LVH and/or CKD

® Diabetes

® Atherosclerotic vascular disease

& Aortic stiffening and isolated systolic
hypertension

Uncommon causes

@ Phaeochromocytoma
® Fibromuscular dysplasia
® Aortic coarctation

® Cushing's disease

® Hyperparathyroidism

Non-prescription drugs
® Recreational drugs (e.g. cocaine,
amphetamines, and anabolic
steroids)
# Excessive liquorice ingestion
® Herbal remedies (e.g. ephedra and ma
huang)

©ESC/ESH 2018

BP = blood pressure; CKD = chronic kidney disease; HMOD = hypertension-mediated organ damage; LVH = left ventricular hypertrophy.

14
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Table 25 Patient characteristics that should raise the suspicion of secondary hypertension

Characteristic

Younger patients (<40 years) with grade 2 hypertension or onset of any grade of hypertension in childhood

Acute worsening hypertension in patients with previously documented chronically stable normotension

Resistant hypertension (see section 8.1)

Severe (grade 3) hypertension or a hypertension emergency (see section 8.3)

Presence of extensive HMOD

Clinical or biochemical features suggestive of endocrine causes of hypertension or CKD

Clinical features suggestive of obstructive sleep apnoea

Symptoms suggestive of phaeochromocytoma or family history of phaeochromocytoma

©ESC/ESH 2018

CKD = chronic kidney disease; HMOD = hypertension-mediated organ damage.

Table 28 Medications and other substances that may increase blood presssure®®’

Medication/substance

Oral contraceptive pill

Diet pills
Nasal decongestants

Stimulant drugs

Especially oestrogen containing; cause hypertension in ~5% of women, usually mild but can be severe
For example, phenylpropanolamine and sibutramine
For example, phenylephrine hydrochloride and naphazoline hydrochloride

Amphetamine, cocaine, and ecstasy; these substances usually cause acute rather than chronic
hypertension

Liquorice

Chronic excessive liquorice use mimics hyperaldosteronism by stimulating the mineralocorticoid recep-
tor and inhibiting cortisol metabolism

Immunosuppressive medications

For example, cyclosporin A (tacrolimus has less effect on BP and rapamycin has almost no effect on BP)
and steroids (e.g. corticosteroids and hydrocortisone)

Antiangiogenic cancer therapies

Other drugs and substances
that may raise BP

Antiangiogenic drugs such as VEGF inhibitors (e.g. bevacizumab), tyrosine kinase inhibitors (e.g. suniti-
nib), and sorafenib have been reported to increase BP

Anabolic steroids, erythropoietin, non-steroidal anti-inflammatory drugs, and herbal remedies (e.g. ephe-
dra and ma huang)

DESC/ESH 2018

BP = blood pressure; VEGF = vascular endothelial growth factor.
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Uppfoljning

* Minst 1 gdng inom 2 manader

* Vartannat ar

* Dalig foljsamhet och dalig uppfoljning

* Ca 1/3 efter 6man och 1/2 efter ett ar tar ej behandling

Take-home

* Hypertoni definieras som >140/90, dvs >130/80 vid kontinuerlig
blodtrycksmatning eller >135/85 med hemblodtryck.

 Oftast asymtomatisk och vuxna bor screenas var 5e ar.
* Riskstratifiera med SCORE men kom ihag HMOD

* Tank pa sekundarhypertension, framfér allt om <403ar
 Behandla hypertension grad 1 (140-159/90-99)

* Biologisk framfor kronologisk alder.

16
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Take-home

* Behandlingsmalen ska uppnas!

* Borja med 2 lakemedel snarare én 1

* Kombinationspreparat

* ACE/ARB, CCB, thiazide/thiazidlika diuretika

e www.escardio.org

e www.heartscore.org

17
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BP measurement
* Wider use of out-of-office BP measurement with ABPM and/or HBPM, especially HBPM, as an option te confirm the diagnosis
of hypertension, detect white-coat and masked hypertension, and monitor BP control.

Less conservative treatment of BP in older and very old patients

® Lower BP thresholds and treatment targets for older patients, with emphasis on considerations of biological rather than
chronological age (i.e. the importance of frality, independence, and the tolerability of treatment).

® Recommendation that tr hould never be denied or withdrawn on the basis of age, provided that treatment is tolerated.

A SPC treatment strategy to improve BP control

o Preferred use of two-drug combination therapy for the initial treatment of most people with hypertension.

® A single-pill treatment strategy for hypertension with the preferred use of SPC therapy for mest patients.

s Simplified drug treatment algorithms with the preferred use of an ACE inhibitor or ARB, combined with a CCB and/or a
thiazide/thiazide-like diuretic, as the core treatment strategy for most patients, with beta-blockers used for specific indications.

MNew target ranges for BP in treated patients
® Target BP ranges for treated patients to better identify the recommended BP target and lower safety boundaries for treated BP,
according to a patient’s age and specific comorbidities.

Detecting poor adherence to drug therapy

& A strano amnhacie an the i of 1! ino traatmant adharancs 3t a maiar caoee af naoe BP canteal

Treatment thresholds
Treatment of low-risk grade 1 hypertension:

Initiation of antihypertensive drug treatment should also be
considered in grade 1 hypertensive patients at low—moderate-risk,
when BP is within this range at several repeated visits or elevated by
ambulatory BP criteria, and remains within this range despite a
reasonable period of time with lifestyle measures.

18
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BP treatment targets in patients aged over 80 years

An SBP target between 140150 mmHg should be considered in

people older than 80 years, with an initial SBP >160 mmHg, provided

that they are in good physical and mental condition.
'DBP targets
A DBP target of <80 mmHg should be considered for all hypertensive
patients, independent of the level of risk and comorbidities.

19



Resistant hypertension

Mineralocorticoid receptor antagonists, amiloride, and the alpha-1
blocker doxazosin should be considered if no contraindication
exists.

Recommendation Grading

Grade lla Grade llb Grade Il

2018-12-13

Table 33 Interventions that may improve drug adherence in hypertension

Provide information on the risks of hypertension and the benefits of treatment, as well as agreeing a treatment strategy to achieve and maintain BP
control using lifestyle measures and a single-pill-based tr strategy when possible (information material, programmed learning, and com-
puter-aided counselling)

Empowerment of the patient

Feadhack

r on

heahavi

| and clinical impr

A and resolution of individual barriers to adherence

Collaboration with other healthcare providers, especially nurses and pharmacists

Self-monitoring of BP (including telemonitoring)

Group sessions

I ion Bireciawith |

<8l

Self-management with simple patient-guided systems

Use of reminders

Obtain family, social, or nurse support

Provision of drugs at worksite

20
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Simplification of the drug regimen favouring the use of SPC therapy

Reminder packaging

Supporting the development of monitoring systems (telephone follow-up, home visits, and telemonitoring of home BP)

Financially supporting the collaboration between healthcare providers (e.g. pharmacists and nurses)

Reimbursement of SPC pills

Development of national databases, including prescription data, available for physicians and pharmacists

Accessibility to drugs

21



