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Core drug-treatment strategy for  
uncomplicated hypertension  

The core algorithm is also appropriate for most patients with 
HMOD, cerebrovascular disease, diabetes, or PAD  

SPC: SINGLE PILL 
COMBINATION 
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Treatment strategies in people with diabetes  

Recommendations  Class Level 

Antihypertensive drug treatment is recommended for people with 

diabetes when office BP is ≥ 140/90 mmHg. 

I A 

In people with diabetes receiving BP-lowering drugs it is recommended:   

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

lower than 120 mmHg. 

I A 

 In older people (aged ≥ 65 years), to target to a SBP range of 

130 to < 140 mmHg. 

I A 

 To target the DBP to < 80 mmHg, but not lower than 70 

mmHg. 

I C 

It is recommended to initiate treatment with a combination of an 

RAS blocker with a CCB or thiazide/thiazide-like diuretic. 

I A 

Simultaneous administration of two RAS blockers, e.g. and ACE 

inhibitor and ARB, is not indicated. 

III A 
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Therapeutic strategies  
in hypertensive patients with CAD 

Recommendations  Class Level 

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

 To target SBP to 130 mmHg and lower, if tolerated, but 

not lower than 120 mmHg. 

I A 

 In older patients (aged ≥ 65 years), to target to a SBP 

range of 130–140 mmHg. 

I A 

 To target DBP to < 80 mmHg, but not lower than 70 

mmHg.  

I C 

In hypertensive patients with a history of myocardial 

infarction, beta-blockers and RAS blockers are 

recommended as part of treatment. 

I A 

In patients with symptomatic angina, beta-blockers and/or 

CCBs are recommended. 

I A 
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Drug-treatment  
strategy for  

hypertension and CAD SPC: SINGLE PILL  
COMBINATION (coronary artery disease) 
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Therapeutic strategies for treatment of hypertension in CKD  

Recommendations  Class Level 

In patients with diabetic or non-diabetic CKD, it is recommended that an 

office BP of ≥ 140/90 mmHg be treated with lifestyle advice and BP-

lowering medication. 

I A 

In patients with diabetic or non-diabetic CKD: 

 It is recommended to lower SBP to a range of 130 to < 140 mmHg. I A 

 Individualized treatment should be considered according to its 

tolerability and impact on renal function and electrolytes. 

IIa C 

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 of microalbuminuria or 

proteinuria. 

I A 

A combination of a RAS blocker with a CCB or a diuretic is recommended as 

initial therapy. 

I A 

A combination of two RAS blockers is not recommended. III A 
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Drug-treatment strategy  
for hypertension and CKD 

SPC: SINGLE PILL  
COMBINATION 

(chronic kidney disease) 
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Risk factors for and cardiac characteristics of HFpEF versus 

HFrEF 

HFpEF1,2 HFrEF2,3 

Prevalent causes Characteristics Prevalent causes Characteristics 

Hypertensive heart disease Preserved systolic LV function CAD Impaired systolic LV function 

Cardiometabolic risk factors 

   Met-S, T2D, obesity, IR 

No LV dilatation Valvular heart disease LV dilatation 

Valvular heart disease 

   (Aortic stenosis) 

Concentric remodeling or 

concentric LV hypertrophy 

Toxic/inflammatory Eccentric LV remodeling 

Hypertrophic CMP Diastolic LV dysfunction Dilated CMP Diastolic LV dysfunction 

Endocrine/volume overload 

HFrEF HFpEF 
Normal  

heart 

Ventricular remodeling 

in HFpEF and HFrEF1 

CMP = cardiomyopathy; IR = insulin resistance.  

1. Jessup M & Brozena S. New Eng J Med 2003;348:2007–2018; 2. van Heerebeek L & Paulus W. Neth Heart J 2016; 24: 227–236;  

3. Ponikowski P, et al. Eur J Heart Fail 2016;18:891–975.  
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Therapeutic strategies in hypertensive  
patients with heart failure or LVH 

Recommendations  Class Level 

In hypertensive patients with heart failure (with reduced or preserved 

ejection fraction), BP-lowering treatment should be considered if BP is ≥ 

140/90 mmHg. 

IIa B 

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 

mineralocorticoid receptor antagonist if required. 

I A 

Dihydropyridine CCBs may be added if BP control is not achieved. IIb C 

In patients with HFpEF, BP-treatment threshold and target values should be 

the same as for HFrEF. 

IIa B 

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

used. 

I C 

In all patients with LVH: 

 It is recommended to treat with an RAS blocker in combination with a 

CCB or diuretic. 

I A  

 SBP should be lowered to a range of 120–130 mmHg. IIa B 
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Drug-treatment strategy for hypertension and HRrEF 
(heart failure with  

reduced ejection fraction) 
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Drug-treatment strategy for hypertension and AF 

(Atrial Fibrillation) 
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Key messages 7-8 
When to consider drug treatment of hypertension.  
The treatment thresholds for hypertension are now less conservative than they were in 
previous guidelines. We now recommend that patients with low−moderate risk grade 1 
hypertension (office BP 140–159/90–99), even if they do not have HMOD, should now receive 
drug treatment if their BP is not controlled after a period of lifestyle intervention alone. For 
higher risk patients with grade 1 hypertension, including those with HMOD, or patients with 
higher grades of hypertension (e.g. grade 2 hypertension, ≥ 160/100 mmHg), we 
recommend initiating drug treatment alongside lifestyle interventions. These 
recommendations apply to all adults up to the age of 80 years.  
 

Special considerations in frail and older patients.  
It is increasingly recognised that biological rather than 
chronological age, as well as consideration of frailty and 
independence, are important determinants of the tolerability 
of and likely benefit from BP-lowering medications. It is 
important to note that even in the very old (i.e. > 80 years), BP-
lowering therapy reduces mortality, stroke, and heart failure.  
Thus, these patients should not be denied treatment, or have 
treatment withdrawn simply on the basis of age. For people > 80 
years who have not yet received treatment for their BP, 
treatment is recommended when their office SBP is ≥ 160 
mmHg, provided that the treatment is well tolerated. 

7. 
 
 
 
 
 
 
 
 
 
8. 
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Key messages 9-10 

How low should SBP be lowered?  
This has been a hotly debated topic. A key discussion point is the balance of potential benefits 
versus potential harm or adverse effects. This is especially important whenever BP targets are 
lowered, as there is a greater potential for harm to exceed benefit.  
Thus, in this guideline, we recommend a target range. The evidence strongly suggests that 
lowering office SBP to < 140 mmHg is beneficial for all patient groups, including independent 
older patients. There is also evidence to support targeting SBP to 130 mmHg for most 
patients, if tolerated. Even lower SBP levels (< 130 mmHg) will be tolerated and potentially 
beneficial for some patients, especially to further reduce the risk of stroke. SBP should not be 
targeted to below 120 mmHg because the balance of benefit versus harm becomes concerning 
at these levels of treated SBP.  
 

BP targets in old and very old patient.  
As discussed above, independence, frailty, and comorbidities will 
all influence treatment decisions, especially in older (≥ 65 years) 
and very old (> 80 years) patients. The desired SBP target 
range for all patients aged > 65 years is < 140 mmHg but 
not < 130 mmHg.  
This is lower than in previous guidelines and may not be 
achievable in all older patients, but any BP lowering towards this 
target is likely to be beneficial provided that the treatment is well 
tolerated.  

9. 
 
 
 
 
 
 
 
 
 
 
 

10. 



MERCI POUR  
VOTRE ATTENTION 
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Treatment of CV risk factors 
associated with hypertension  

Recommendations  Class Level 

CV risk assessment with the SCORE system is recommended for 

hypertensive patients who are not already at high or very risk due to 

established CVD, renal disease, or diabetes. 

I B 

For patients at very high CV risk, statins are recommended to achieve LDL-

C levels of < 1.8 mmol/L (70 mg/dL), or a reduction of ≥ 50% if the 

baseline LDL-C is 1.8–3.5 mmol/L (70–135 mg/dL). 

I B 

For patients at high CV risk, statins are recommended to achieve an LDL-C 

goal of < 2.6 mmol/L (100 mg/dL) or a reduction of ≥ 50% if the baseline 

LDL-C is 2.6–5.2 mmol/L (100–200 mg/dL). 

I B 

For patients at low to moderate CV risk, statins should be considered, to 

achieve an LDL-C value of < 3.0 mmol/L (115 mg/dL). 

IIa C 

Antiplatelet therapy, in particular low-dose aspirin, is recommended for 

secondary prevention in hypertensive patients. 

I A 

Aspirin is not recommended for primary prevention in hypertensive patients 

without CVD. 

III A 


