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HYPERTENSION IN EUROPE 150 MILLION PEOPLE,

PREVALENCE BY 15% TO 20% IN 2025
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Ten Commandments of the 2018 ESC/ESH

HTN Guideli H t ion in Adult
: . uiaeunes on ypercensionin LULCSs
, ~ \'_,;
- b A first ook at the new European Guidelne for the treamet of b igh blood presure [B-'r": was presented at the BEuropean Sodety of
Hypertension meeting in Barcsdana on 9 june 2018 These kng-avwaited guidelines have bean jontly developed by dinicians representing the
European Socety of Cardiolbogy [E':ﬁ'_: s the Burapean Sadety of Hypertenson [E':sH:."'eg_l-:e. s parcnice redrmrmendatons for doctons
scroms Europe to dagnose ypertension, evaluste ride when and how to trest hypenersion and reduce sk with both Hesty e advice and
medications. The develogrment of the g uidelines was led by Prof Bryan Willkers [E':r'L Chairpearsan ), London UK and Pral Gussppe Mancia

[E-H Charperson ), Mitan, aly as bt s thhoers_

(1} Deefinition of hypertension Hpertenson = defined = a persstent slevation in offcs systoic BF 2 140 andfor disobic BF 2 9 0memi-g, wiidh
= equvalent © a 24h ambulioey BF montonng [ABFM) average of > 130@0mmiHg or a hame BF manitonng (HBFM) aveage =135/
A5memi-lg.

‘Screeningand diapnosis of hy partens om Somening programmes shou d be estabished to sy tatofice BF s measured in alladuits at
bmst every 5 pears and mone frequently in people with a high noomal BF. YWhen hyperten sion i suspected $he dagnoss of hypertesion should
be confirmed ether by repeated office BF mesurements, ower 2 number of wvisits, or by “out of office” BF measurement using 24h ABPM or
HIBPML
Whon to consider drug treastment of hypertension: Aduls with Grade 1 hpotenson (offics BF 1401599099 aged up 80ymrs,
should receive drug treatmeent i their BP iz notcontoled after a perod of Bestyle intervention abne. For high-rizk patsens wath Grade 1 hypen
temion, or patent with higher gade of hypertesion feg Grade 2 hypertensior 2 160 00mmi-g), drug trestment should be inftated adlong:
sic]ie i shples Arrtesreen Hoees.
Special cons demations in frail and ol der patients Fo- psople ower the age of 80yms, whohaes not yet mmoeved reamentior fiee B
BF trestrment should be consdensd when office grstolc BP & =180 mmiH g, Frailty, dependency and expecations of treatment bensfit willl influ
enoe the decsion treat peophe agsd =80 years, on an individual patient basis, but thes= patients should not be denied treatment, or hase treat:
meant withdrawn smply on the basis of age.
How Low should BP be lowered! “A rpet mnge” for trezed BF ha been ntroduced . Ofcs spstolic BF should be lowered to <2 140memiHg
n all treated patients, induding independent oder patems who an toleate treatment. The aim should be to target systolc BF to 130mmiHg

o

fior meost patients, if tolemated. Bren lower office sysoiic BF levels (<130 mmiHg should be comsiderned in patems aged <65 ymrs but not n
patierts aged &5 years or mone. Smiar BF targes are recommended for mients with dabetes. Systolic BF should not be targeted to below

i
!
!

1 20mimiHg beause the balance of benefit v=. farm bemmes conceming 2 these levels of trmted sysobic BF. Ofice dastolc BF should be low
ered to <AlmmiHg.
Treatment of hypertension—lifesty ei merventionsareimportant The treatmen of Fypertermon imeotees Sestyls imbervertons and
dirug therapy Lifestyle imersentions ane important becawse shey an dely the need for dnug treatment or complementthe BF lowering efiect of
drug treament. Moreover, Bestle nErventions such as sodum restriction, akohol modeaton, healtfy sating, regular execze, weght con
trol, and smoking coes ation, Al fave health benefits beyond ther impact on BR.
Start treatment in most patients with two dregs, not one: Monotherapy & wsually imdequate theapy for mestpeople with yperten
SO, SpoCally Now Thatthe EFZ'E;TEE'_"'E_E'J:\DI' IMErTy PatesyTis, S WO TIEUN N e wWoars B.Id\:‘ N Al themapy Wikl a Comeratson of
two drugs shauld now be consdered vsual cre for lypertension. The only exaeption would be n 2 Bmited number of prtemts wit a lower
bas =ine BF dose to their recommeended target who might adhime tat target with 2 single drug or in some fraier ol or wery old patens_in
wihom mone gemtle neductian of BF may be desmable
A single pill strategy to treat hypertens om Pooradhesnee o BPebwenng medication & diredly ndated to the numberof pils and =a
mar Bctor aon Fihuting to poor BF control rates. Single pill combinaion therapy is now the prefermed strabegy for nital two-drug combimtion
treatment of ypertension and for three dnug combimtion thempy when requined. This wll ontd the BF in mastpatiens with asingle pillland
should improse BF oot rates.
A simplified drug treatment: al gori thm: A @mbnation of an ACE inhibitor or ARB weth 2008 or thiasd efthiazde ke diunstc is the pre
fermed inital therapy for most patent. For those mequinng three drugs, 2 combimation of an ACE-nhibitor or ARE wath 2 CCB and a thiazide'
thiazde-ilke diuretc should be used. Beta blodoesrs should be used when $hene & 2 pecic ndication for theiruse, &g angna, post mpocardial
niurction, heart falure with redu cad sjection fraction, or when heartrate comrol is required.
Managing cardi ovascular disease risk in hyperten sive pation s—going beyond BP: Hperesve paiemns fequenly have conoom
tmt curd iovwasou b risk Bctors. Statn themgy should be meore aememeon by ussd in hppertesive mte ms with estabis hed codiovs oular disese or
msderate-to-high crdioasoubr dismse n=k aromding to fie S3C0RE symem. Bensfit fromstatn thempy has aso been obsereed in hyperemsve

Williams ;Mancia, Eur H fournal 2018
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The clinical implications of ESC/ESH guidelines

Individual cardiovascular risk stratification

BP targets to achieve

Timing to start pharmacological treatment

Role of initial combination therapy

Promotion of adherence to treatments




SCORE system

car\diovascular r'iSk Str‘atification (Systematic Coronary Risk Evaluation system)

Very high risk

Moderate risk

age,sex,smoking habits,totalcholesterol level,SBP

People with any of the following:

Documented CVD, either clinical or unequivocal on imaging.

® Clinical CVD includes acute myocardial infarction, acute coronary syndrome, coronary or other arterial revascula-
rization, stroke, TIA, aortic aneurysm, and PAD

® Unequivocal documented CVD on imaging includes significant plaque (i.e. =509 stenosis) on angiography or
ultrasound; it does not include increase in carotid intima-media thickness

e Diabetes mellitus with target organ damage, e.g. proteinuria or a with a major risk factor such as grade 3
hypertension or hypercholesterolaemia

e Severe CKD (eGFR <30 mL/min/1.73 mz)

e A calculated 10 year SCORE of =10%

People with any of the following:
® Marked elevation of a single risk factor, particularly cholesterol =8 mmol/L (=310 mg/dL), e.g. familial hyper-
cholesterolaemia or grade 3 hypertension (BP =180/110 mmHg)
e Most other people with diabetes mellitus (except some young people with type 1 diabetes mellitus and with-

out major risk factors, who may be at moderate-risk)

Hypertensive LVH

Moderate CKD eGFR 30-59 mL/min/1.73 m?)

A calculated 10 year SCORE of 5-10%

People with:
® A calculated 10 year SCORE of >1 to <5%
e Grade 2 hypertension
® Many middle-aged people belong to this category

Low risk

People with:
® A calculated 10 year SCORE of <1%




Classification of hypertension disease staging

H tensio BP (mmHg) grading
3’:‘:5 enslon | otherrisk factors, | High-nomal Grade 1 Grade 2 Grade 3
“mi HMOD, or disease | SEP 130-130 | SBP 140-159 | SBP 160-178 | SBP = 180
staging DEFP85-89 | DBP 90-%9 | DBP 100-108 | DBP z 110
No other risk factors Low risk Low risk Meod erate risk High risk
Stage 1 1 or 2 risk factors Moderate risk High risk
(uncomplicated)
= 3 risk factors High risk High risk
stage 2 HMOD, CKD grade 3, .
(asymptomatic | or diabetes melitus High risk Hl'f!“ "f';':!"
disease) without ongan damage igh
(s rnpt{:?nﬂ;lti-u iﬂﬂ[ﬂfﬁdﬂgiﬁl Very highrisk Veryhighrisk Very high risk  Very high risk
’-';.E acw) | diabetes melitus with ry hig ery high ery high ery hig

organ damage




BP office targets to achieve

target range
(mmHg)

Age group Office SBP treatment target ranges (mmHg) Office DBP
treatment
target range
(mmHg)
Hypertension + Diabetes + CKD + CAD + Stroke’/TIA
18- 65 years Target to 130 Target to 130 Target to <140 to Target to 130 Target to 130 70-79
or lower if tolerated | or lower if tolerated 130 if tolerated or lower if tolerated | or lower if tolerated
Not <120 Not <120 Not <120 Not <120
65- 79 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
>80 years® Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 | Target to 130-139 70-79
if tolerated if tolerated if tolerated if tolerated if tolerated
Office DBP 70-79 70-79 70-79 70-79 70-79
treatment

©ESC/ESH 2018

CAD = coronary artery disease; CKD = chronic kidney disease (includes diabetic and non-diabetic CKD); DBP = diastolic blood pressure; SBP = systolic blood pressure; TIA =

transient ischaemic attack.

“Refers to patients with previous stroke and does not refer to blood pressure targets immediately after acute stroke.
®Treatment decisions and blood pressure targets may need to be modified in older patients who are frail and independent.



2018 ESC/ESH Guidelines

Timing to start pharmacological treatment

&~

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

Lifestyle advice

:

' Consider drug treatment in

very high risk patients with
CVD, espacially CAD

Grade 1
Hypertension

Lifestyle advice

:

" Immediate drug treatment
in high or very high risk
patients with CVD,

renal disease or HMOD

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

. BP140-159/90-99 mmHg |

Grade 2
Hypertension
. BP160-179/100-109 mmHg |

Lifestyle advice

:

Immediate drug
treatment in all patients

Aim for BP control
within 3 months

Grade 3
Hypertension
BP =180/110 mmHg

Lifestyle advice

:

Immediate drug
treatment in all patients

Aim for BP control
within 3 months

@ESC/ESH 208



Role of initial combination therapy

Pill

1Pill

€€

Initial therapy
Dual combination

ACEi or ARB + CCB or diuretic

l

Ste 2 . . L]
Triple Con?bination ACEi or ARB + CCB + diuretic
Step 3 . .
Triple combination + Resistant hypertension
spironolactone or Add spironolactone (25-50 mg o0.d.)
other drug . or other diuretic, alpha-blocker or beta-blocker |

Consider monotherapy in

low risk grade 1hypertension

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

Consider referral to a specialist centre
for further investigation

Beta-blockers

or younger women with, or planning, pregnancy

Consider beta-blockers at any treatment step, when there is a specific
indication for their use, e.qg. heart failure, angina, post-M|, atrial fibrillation,

@ESC/ESH 2018



Interventions that may improve drug adherence in hypertension

Physician level

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

Empowerment of the patient

Feedback on behavioural and clinical imp roverments

Assessment and resolution of individual barriers to adherence

Collaboration with other healthcare providers, espedially nurses and pharmacists

Patient level

Self-monitoring of BP (incleding telem onitoring)

Group sessions

Instruction combined with motivational strategies

Sefmanagement with simple patient-guided systems

Use of rerminders

Obtain family, social, or nurse support

Provision of drugs at worksite

Drug treatment level

Simplification of the drug regimen favouring the use of 5PC therapy

Reminder packaging

Health system level

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

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




Therapeutic Management of BP in European and American Guidelines

2018 ESC/ESH GUIDELINES 2017 ACC/AHA GUIDELINES

High- Grade 1 Grade 2 Grade 3 Normal Elevated BP Stage-1 Stage-2
normal BP | hypertension hypertension hypertension BP 120-129/<80 hypertension hypertension
130139/ 140-159/ 160-179/ >180/110 <120/80 mmHg 130-139/80-89 | =140/90 mmHg
85-89 90-99 mmHg 100-109 mm Hg mmHg mm Hg
mmHg mm Hg
High or Promote | Pharmacological 10-y | Promote Nonpharmacological
very high | optimal treatment ASCVD | optimal therapy and
CV risk lifestyle should be risk | lifestyle BP-lowering
habits and immediately >10% | habits medication
consider started and
drug Pharmacological | Pharmacological reassess .
treatment, treatment treatment in1y | Nonpharmacological Nonpharmacological
especially should be should be therapy and therapy and
in CAD immediately | immediately reassess in 3-6 mo BP-lowering
medication
Low-to- | Lifestyle | Pharmacological started started 10-y Nonpharmacological
moderate | advice treatment ASCVD therapy and
CVrisk should be risk reassess in 3—6 mo
started after 3— <10%
6 mo of lifestyle
intervention

Volpe, Circ Res 2019




Impact of the European and American guidelines
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70 -

60

40

30

Percentage

20

10

Millions

50 -

o N B O

on hypertension prevalence, treatment

46.9
(46.0- 47.8)

33.1
(32.2- 33.9)

335

Hypertension Recommended BP above goal in
pharmacological treatment pharmacologically treated
adults
18.1
(17.8-18.4) 14.3
(12.6-13.2)
4.4

Hypertension

m 2018 ESC/ESH guideline

(32.7-34.3)

Recommended
pharmacological treatment

74.9
(72.9- 76.8)

61.5
(59.2- 63.6)

37.2
(36.3- 38.1)

3.6

BP above goal in
pharmacologically treated
adults

H 2017 ACC/AHA guideline

(4.3-4.5)

Conde, J Hypertension, 2019
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