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Global Burden of Cardiovascular Diseases and Risk Factors, 1990—-2019

Ischemic Heart Disease (IHD)

1990 — 2019

The prevalence of IHD in 2019 increased to 197 million cases (95% Ul: 178-220 million

IHD mortality increased to 9.14 million (95% Ul: 8.40-9.74 million) in 2019.
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2021 ESC Guidelines on cardiovascular disease
prevention in clinical practice

There Is a continuous relationship between BP levels and the development of CHD in all ages,
genders and ethnic groups.

Overall, at ages 40 - 69 each 20 mm Hg increase in SBP or each 10-mm Hg increase DBP doubles
the risk of a fatal coronary event.

The presence of established CHD (myocardial infarction, angina pectoris, and/or myocardial
revascularization) automatically stratifies a given patient in the highest risk category, and
eliminating the need for further estimation of CV risk.

CHD is the first cause of morbidity and mortality in hypertensive patients



Global, regional, and national comparative risk assessment of

79 behavioural, environmental and occupational, and metabolic
risks or clusters of risks, 1990-2015: a systematic analysis for the
Global Burden of Disease Study 2015

Leading risks 1990

1 Chilldhaod undermutrition

2 Uresafe water

+

b

Croesbdark

3 High blood pressure

4 Househodd air pollution

h“5'.-ir||1|:||-ci|-|a;|

& Ambient particulate matter

7 Uneafe wsnitation

B Suboptimal breastfeeding

G Mandhwashing

1 h fasti asmea glucose
11 Allcchal use

12 High tetal chol esteral

13 High - rmass inckes
14 High sodium

15 Leva wihode grains

16 Lieew fruit

17 lon defciency

18 Second-hand smicke

14 Witamin A defciencoy

0 Linsafe sea

1 Low ghyrmeerular filtration

22 Lives wegetabldes

2 Leew rrts and seeds

24 Lo physical activity

25 Lo omega-3

b Fime deficiency

27 Drusg use

8 Occupational ergponormic

24 High processed meat

30 O cupational inmfury

Leading risks 205 % change = change % change age- Leading risks 3d5 = change % chanagpe % chamge age-
number of all-age standardised number af all-age starsdiardised
Dl = DALY rate DALY rate DAL Y's D#LY rate DL rate
1950- 20405 1590-2005 1990 20erS Z2005-15 200515 2005-15
1 High bl pressimne 28 -4 =11 0% q_1 High blood pressure \ 11-7% -1-2% =136
2 Childhood usdermutrition — B3 ~GE O — B G ., -0 =10-7F% -1 3%
3 Srmaoking 16.9% aan || ar e —-'-"'"__'_'_—.f 3 Migh Fasting plasma glucose 22.2% 81w -4-5%
4 High fasting plasma glucose 481w 20-5% 4-7% -'“=___ 4 High body-mass index 22-0% 3% — -
5 Uresake s=x 199 -0 143 2% 155-7% . 5 5 Childhood wndermutrition -38-5% -4 5-6% -2 T
& Armbrient particulate matter -5 f - =33 6 Ambient particulate matter - e L =31 %
7 Housshold air palhstion =1 -%6.1% =Fi-1% . : e 7 High total cholesternal b - =1
B High body-rmams index 547 25-8% B4 .77~ {_E Howsehald air pollution 20T a5 S3dw
G Linsafe water =353 -7 T =37-8% 5 G Alooheol e —1-2% =136 = e
10 Aleahal ume 8- 6% I a-b = = 4 10 Hir sodifurm 7% :——‘5-25. =1F-0%
uH@tu-l.a] cholesterod Fif- G 1-6% -1%-8% = k! - 11 Lo wiodle graines A% =Tk 1. -16-1%
12 High sodium P 3% =10-5% - L 13 Linsafe sex =G 5% =37-h% =3 7-b%
13 Lamar whole Hia.iﬂ:. 331 B.r% e b 13 Lovew fruit LTt =6-7% =1
14 Lovew fruit 31-7= 7i% —7-2% e 14 Ureafe water -26- 2% =34-F% -32.F%
15 Urmafe sanitation -3B-1= -4 9 % —a - 7% R 15 Lovwr gl amerular fltration 15-5% 2-2% BB
16 Handwashi -36- 39 48T -38-1% -‘_‘:. 16 lIron defciency -1 %% |_-15-2% —13-0%
17 ran dehciency 1T G -H-4% =F B = N 17 Lovew nuts amcd seeds T o =11-H%
18 5ubnpﬁma|hr=a:ﬂee:ling =50 -0 | -59-3% -4 H 5 4 - a._"' 18 Handheashing =26 T =348 e w1
19 Low glomenular Rlvration -7 i - B T EL 19 Unsafe ssnitation =T -39-8% e L)
T Lovew nusts and seeds 33-4% B8-5% =7 0% 30 Levw wegetables AT e =18.3%
1 Low vegetables 27.7% 3-B% —10-6% "+ ] 21 Low physical activity 17-4% 3.9% B
2 Second-hand srmeoke -FJb-1m —ag e =39-2% . “1 22 =ubaptimal bTI:-u.'l.'I.'ﬁ:i:-Elil'lg =33 T = - e =I7-Bw
23 Low physical activity 320 F-4n —8-3% 23 Lew aemeega-3 10-4% 23 —13-B%
24, Lonar cirmeega -3 2G-3E 1% - B e - 24 Dirusg s 15-B% 2-4% —1- 0%
25 Dirisg uses 753 426 I3-9% “{ 25 Second-hand smoke -15-9% -25-6% -28-1%
26 Witarnin A deficiency -57 4 -85 I% —58-3% i 26 Docupational ergonomic LB —2-2% =T 4%
27 Dccupational El'HcIrlDﬂ'lil’. PESE S O-3% -B-B% = = . 27 H'H'l processed meat 13- 8% —11-1%
28 Intirnate part mer viok=noe T FER- Y TG = 28 Imtimate partner wiolenos =105 = e -3 %
29 High processed meat 329w Biw 75 e 29 Oecupational injury 1055 —23% —31%
B0 Docupational ingury 271 e L =16 : 30 High tranes far o] e 12 ) HEe

Rl Baaima s ca s s o ]

N




2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

L — Recommendations and statements CoR | Lok
Aggressive Reduction Modifiable A
CVD Risk Factors

Antihypertensive treatment of hypertension is recommended fo

- Lipids

& ~ Blood Pressure effectively prevent CAD.

— Diabetes

Antinypertensive freaiment with all major anfinyperiensive drug

: - Diet
b el b Bl - Weight classes including ACEis, ARBs, BBs, CCBs and
Reverse disease progression Physical Activity
Thiazide/Thiazide-lke diurefics can be used for the prevention of

Tobacco Cessation

CAD.




2023 ESH Guidelines for the management of

arterial hypertension
T he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

¥ ¥

Aim for optimal BP control at least within 3 months




2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

In adult patients with a history of CVD, predominantly CAD, drug
treatment should be initiated in the high-normal BP range (SBP
2130 or DBP 280 mmHg).




JAMA Internal Medicine | Original Investigation

Association of Blood Pressure Lowering With Mortality
and Cardiovascular Disease Across Blood Pressure Levels
A Systematic Review and Meta-analysis

Every 10 mmHg reduction in SBP or a 5 mmHg reduction in DBP

! !

‘ Primary prevention ‘ Secondary prevention

\ !

“ Coronary events 0 Coronary events
20 % 25 %




2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hyperiension

Recommendations and statements ‘ CoR ‘ LoE
Patients 18 to 64 years old
The goal is to lower office BP to <130/80mmHg. -

Patients 65 to 79 years old

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered Il B
if treatment is well tolerated.
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A Randomized Trial of Intensive versus
Standard Blood-Pressure Control
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Randomized Controlled Trials of
Blood Pressure Lowering in Hypertension
A Critical Reappraisal

Alberto Zanchetn, Costas Thomopoulos, Gianfranco Paran
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THE LANCET

Cardiovascular event rates and mortality according to achieved systolic

and diastolic blood pressure in patients with stable coronary artery
disease: an international cohort study

Cardiovascular death, myocardial infarction or stroke

HAFZARD FAThOD
[

Average systolic BF {mmHg)



Results of the ONTARGET and TRANSCEND

studies: an update and discussion

‘ 16 099 of 31 546 patients, mean achieved SBP was 120 to <140 mmHg

!

’»The nominally lowest risk for all outcomes was observed at an achieved DBP of 70 to <80 mmHg ‘

! ! I

DBP 280 mmHg DBP 290 mmHg | DBP <70 mmHgJ
Higher risk for the outcomes of stroke Higher risk for Higher risk for the primary outcome,
and of hospitalization for heart failure myocardial infarction myocardial infarction,hospitalization
for heart failure, and all-cause death.




Results of the ONTARGET and TRANSCEND
studies: an update and discussion
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* Relative overdosing of antihypertensive drugs
* Reverse causation (comorbidities, frailty, etc.)




2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

In patients with hypertension and CAD it is recommended to use
drugs with documented favorable effects in CAD such as ACEis
(ARBs if not tolerated) or BBs.

In patients with hypertension and CAD with angina pectoris, BBs
and both DHP and non-DHP CCBs are particularly useful.

To lower heart rate to a range between 60 to 80 beats per minute
is an additional treatment goal in hypertensive patients with CAD
for which BB or non-DHP CCBs can be used.




2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

Step 1 ACEi (ARB if not tolerated) + BB®
Diual cambination Increase to fulldose i well toberated
Step 2 With angina Without angina
Triple combination + DHP-CCB + DHP-CCB or 1y Diuretic
Increass to fulldose i well tolerated Incrasse to fulldose if well tolerated

Step 3

Aud further drugs



2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

In adult patients with a history of CVD, predominantly CAD, drug
treatment should be initiated in the high-normal BP range (SBP
2130 or DBP 280 mmHg).

Initiation with monotherapy should be considered in patients with:

« grade 1 hypertension and low-risk if BP is only marginally
elevated (less than 150 mmHg SBP and 95 mmHg DBF)
+ high-normal BP and very high CV risk,

e frailty andfor and advance age.




@ European |ournal of Heart Failure (207 &)
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Precipitating factors and 90-day outcome of
acute heart failure: a report from the
intercontinental GREAT registry
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BLOOD PRESSURE CONTROL

Reducing average population systolic blood pressure by
only 12-13 mmHg could reduce

37%
21 D/ﬂ 25 /D
13%
ONLY ABOUT HALF

of people with high blood pressure
have their condition under control

Slroke Coronary Deaths lrom Deaths lrom
heart cardiovascular all causes
idiseaseo disease
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European Society iz 101 02 fejh . 2431
of Cardiology

Regional differences in precipitating factors of
hospitalization for acute heart failure: iINnsighh ts
from the REPORT-HF registry

In-hospital and 1-year mortality rate by precipitating factor
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2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

Recommendations and statements CoR LoE

Treatment of hypertension is recommended to

effectively prevent heart failure.

Hypertension treatment with all major antihypertensive drug
classes, including ACEis, ARBs, BBs, CCBs and
Thiazide/Thiazide-like diuretics, can be used for the prevention of

heart failure.

Given the fundamental importance of BP control for HF prevention,
additional available antihypertensive agents can be used if this
goal is not achieved by use of the 5 major antihypertensive drugs

and their combinations.

SGLTZ2is should be used for the prevention of heart failure in
patients with type-2 diabetes.




ESC GUIDELINES
@ E SC European Heart Journal (2021) 00, 1 —128

European Society doi:10.1093/eurheartj/ehab368
of Cardioclogy

2021 ESC Guidelines for the diagnosis and
treatment of acute and chronic heart failure

Management of HFrEF

To reduce mortalicy - for all patients

Ace-/ARNIIR 85 JK MrRA  JK SGLT2:
JE———" — —— J—

To reduce HF hospitalization/mortality - for selected patients

Volume overload

|



2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

Treatment of hypertension in heart failure with reduced ejection fraction (HFrEF)

Recommendations and statements CoR LoE

In patients with hypertension and heart failure with reduced
Therapeutic strategies in hypertensive patients with

ejection fraction (HFrEF) it is recommended to combine drugs with
l ( ) 2 heart failure or LYH

documented outcome benefits including ACEis (ARBs if not

tolerated), which could be substituted by ARNI
(sacubitril/valsartan), BBs, MRAs, and SGLTZ2is, if not

contraindicated and well tolerated.

Recommendations

In hypertensive patients with heart failure

If patients remain with uncontrolled hypertension despite up- (with reduced or preserved ejection frac-
tion), BP-lowering treatment should be con-

sidered if BP is >140/90 mmHg.= ™

titration of drugs from the four major drug classes (RAS-inhibitors,
BBs, MRAs, and SGLTZ2is) and use of additional treatment with a
diuretic to manage fluid balance, a DHP-CCB can be added for BP

In patients with HFrEF, it is recommended
control.

that BP-lowering treatment comprises an

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

Use of non-DHP-CCB is not recommended in HFrEF due to their
pronounced negative-inotropic effect




2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hyperiension

Recommendations and statements ‘ CoR ‘ LoE
Patients 18 to 64 years old
The goal is to lower office BP to <130/80mmHg. -

Patients 65 to 79 years old

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered Il B
if treatment is well tolerated.




Management of blood pressure in heart failure

Risk of cardiovascular
and all-cause maortality,
and heart failure

hospitalisation
Frailty

Comorbidities

QOlder age

More advanced HF

RAAS inhibitors
— Beta-blockers
(-

-

Systolic Blood Pressure



Circulation: Heart Failure

OBIGINAL ABRTICIF

Treatment Differences in Chronic Heart

Patients With Reduced Ejection

According to Blood Pressure

Prescription rates (%)

100+

il 756

81.9%
79.3%
BL1%

82.0%

T8.3%

Beta-blocker RAS-inhibitor

CHAMP-HF CHECK-HF
E2 <110 mmHg = <110 mmHg
E3 =110 mmHg C =110 mmHg

—raction
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Circulation: Heart Failure

OBIGINAL ABRTICIF

Treatment Differences in Chronic Heart Failure
Patients With Reduced Ejection Fraction
According to Blood Pressure
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Systolic blood pressure, cardiovascular
outcomes and efficacy and safety of sacubitril/
valsartan (LCZ696) in patients with chronic
heart failure and reduced ejection fraction:
results from PARADIGM-HF

Al Heart Failure Hospitalization
A Primary Outcome
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Systolic blood pressure, cardiovascular
outcomes and efficacy and safety of sacubitril/
valsartan (LCZ696) in patients with chronic
heart failure and reduced ejection fraction:
results from PARADIGM-HF

PR, SN ) Hospitalization for Heart Failure by Baseline SBP Group
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Systolic blood pressure, cardiovascular
outcomes and efficacy and safety of sacubitril/
valsartan (LCZ696) in patients with chronic
heart failure and reduced ejection fraction:
results from PARADIGM-HF
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The Transition From Hypertension to Heart Failure
Contemporary Update

Franz H. Messerli, MD,*"* Stefano F. Rimoldi, MD,* Srnpal Bangalore, MDD

CENTRAL ILLUS TRATIONM Swuggested Empirical Amtihypertensive Strabegy im HF FPatients With
Persistimg Hypertemnsiomn

Arterial Hypertension

= Concemntric L'VH

= Diastolic Lv-
Dy sfumnection

= Preserved LVEF

= Eccemtric L'vH

= Sy=tolic LvW-
Dysfunction

J/// = Reduced LVWEF

Presumptive HF therapy: ACEIifAREB + Beta-blocker + loop diuretic
Switch from ACEif/ARE to valsartan/sacubitril, continue or add statin
Switch from traditional B-blocker to vasodilating B-Blocker

Add SGLT-2 Inhibitor in Type 2 Diabetes

i adld Ca-channel-Blocker | [ add Sparonalactaonea |
L L

| =dd spironolactone | | axdd Thiazide-like diuretic|

(| *_

| @dd Thiazide-like d |_-r|.=-l:|r| [ add Doxazoasin |

s e i, FUHL et &l § Aam Dol Candiol HIF. 20 TF: S{&)=545-51.

BUCER — SR - OO HIN O T T e AR — amgiorheresin msoepyhoer Bloscinery © 3 — calchem ;M F = et falore; HEpEF — heart Bl
with presereed ejaction faction ; HEcEF — Reart falore sith msdaced gesction frasactiom; LY — afr sesrbricwliar; LWiES — Laft servbrisoolaer ejesctiaom
TFractiom: Wi — beft wesrirboulor Frypestropiny; S50 T2 — sodismn -glsoose co-hranspnorbes 2 nabido e




Recommendations for the treatment of hypertension in patients with symptomatic (NYHA Class lI-1Y) heart failure with
reduced ejection fraction

Recommendations Class* | Level ® Ref®
Step |
2, 164,

ALCE-|l [or ARB). a beta-blocker or an MRA (or a combination) is recommended to reduce blood pressure as first-, second- and Iﬁ-IEé'I;J'
third-line therapy, respectively, because of their associated benefits in HFrEF (reducing the risk of death and HF hospitalization).

: 171174,
They are also safe in HFpEE 182

461463

Step 1
A thiazide diuretic {or if the patient is being treated with a thiazide diuretic, switching to a loop diuretic) is recommended to
reduce blood pressure when hypertension persists despite treatment with a combinaton of an ACE- (or alternmatively ARB but
MNOT together withan ACE-l). a beta-blocker and an MRA.
Step 3
Amlodipine or hydralazine is recommended to reduce blood pressure when hypertension persists despite treatment with a 183, 184,
combination of an ACE-| (or alternatively ARB but NOT together withan ACE-l), a bea-blocker, an MRA and a diuretic. 215,409
Felodipine should be considered to reduce blood pressure when hypertension persists despite treatment with a combination of 216
an ACE-| (or alternatively ARB but NOT together withan ACE-}, a be-blocker, an MRA and a diuretic.
Moxonidine is not recommended to reduce blood pressure because of safety concerns in HFrEF patients (increased moralicy). 460
Alpha-adrenoceptor antagonists are not recommended to reduce blood pressure because of safety concerns in HFrEF patients 458, 464,
(mreurohormonal activation, fluid retention, worsening HF). 465
Dildazem and verapamil are not recommended to reduce blood pressure in patients with HFrEF because of their negative 714
imotropic action and risk of worsening HE

ACE = angiotensin-convertng enzyme; ARB = angiotensin receptor blocker; HF = heart failure; HFmrEF = heart failure with mid-range ejection fraction; HFpEF = heart failure
with preserved ejection fraction; HFrEF = heart filure with reduced ejection fraction; MRA = mineralocorticoid receptor antagonist; MYHA = New York Heart Association.
Y lass of rec s tioun
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Systolic blood pressure, cardiovascular
outcomes and efficacy and safety of sacubitril/
valsartan (LCZ696) in patients withh chhronic

heart failure amnd reduced ejection fraction:
results from PARADIGM-HF
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Effect of dapagliflozin according to baseline
systolic blood pressure in the Dapagliflozin and

Prevention of Aidverse Outcomes in Heart
Failure trial (DAPA-HF)
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CContempporary S trategies to MNManagse HHigh Blood
Pressure i Patients with Coexistent Resistant
Hvpertensiorn and FlTeart Failure With Redwuaced
Fjection Fractiorm

Treatment algorithm for a patient with coexisting resistant hypertension and heart failure with reduced ejection fraction

| :

amkm

- <2300 mg of sodium daily

= Healthy dietary patterns

(consult registered dietician)

= Prescribe Individualized Exercise
Training

(cordfac rehabilitation if LVEF <35%)

- »6 hours of uninterrupted sleep

- Weight loss

- Tobacco and alcohol cessation

- Maximize dose of thiazide-type
diuretic (preferably
chlorthalidone or indapamide)

- Add loop diuretic as needed for
volume management

- If eGFR < 30, thiazide-type
diuretic less predictable BP
reduction, reserve for
refractory edema / volume

| | |

Attempt to maximize dose of
angiotensin-neprilysin inhibitor
(i.e. sacubitril/valsartan)

If use of ARNI not possible, use
longer acting and more effective
ARB, examples include azilsartan
{only combination ARB with
chlothalidone), telmisartan,

olmesartan, irbesartan

- [ Betablockerchoice |

- Carvedilol is best choice given its
established mortality benefits in
HF with additional BP lowering
effects.

- Avoid metabolically adverse beta-
blockers such as metoprolol
tartrate (GEMINI)

- Spironolactone used most
commonly because of PATHWAY 2
trial data and availability

- Eplerenone shows similar efficacy

$

H limited by hyperkalemia,
particularly in CKD, consider
addition of a potassium binder
Clear data for efficacy in HFrEF (LVEF

=

with less androgenic side effects < 35%, RALES/EMPHASIS/EPHESUS) l

- Awoid nen-dihydroepydine CCBs

- Preferentially use 2™ generation dihydropyridine CCBs (examples include amlodipine

and felodipine, PRAISE 1/2, V-HeFT Iii)

Addition of a 5GLT2 inhibitor

- Hydralazine plus nitrates can be considered, however 3x daily dosing results in less

adherence

- Awvoid alpha-blockers or pure vasodilators such as minoxidil




Patient profiling in heart failure for tailoring
medical therapy. A consensus document of the
Heart Failure Association of the European
Society of Cardiology
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Patient Phenotype Profilimng im Heart Failure with Preserved

Ejection Fraction to Guide Therapeutic Decision Making A

Scientific Staterment of the Heart Failure Associatiomn (HFA) and

the European Heart Rhythm Association (EHRA) of the ESC, and
the European Society of Hypertension (ESH)

Arterial Hypertension - 60— 80%

Arterial Hypotension — 5—10%
Oftem & barrier to initiating HF therapies Associated with increased mortality

Elderly (=65 years) - 60-T0%
Maore likely to be white, women;

Ejection fraction =65% - B—10%
higher comaorbidity burden

Consider secondary HFpEF, including
amyloddosis and HOCM

Ejection fraction 50 to 55% - 10—-20% Coronary Artery Disna_m_; - d.l_]-—?l]"‘.:".
Characteristics and response to treatment More severe hemodynamic impaimment. worse prognosis
may be similar to HFrEF

Female Sax - 40— 50%:

COPD - 15-20% Worse symptoms and quality of life; lower maortality

Safety of long-acting beta-agonists and
musCaninic agonists not well-established
Chronotropic Incompetence - 30— 50%
Cachexia - 15—20%: Associsted with lesser exercise tolerance
Associaked with a poor prognosis; increased risk
of adverse drug effects and drug interactions

Patients with
HFpEF

Obesity - 30—40%

Atfrial Fibrillation - 15-30% Worse symptoms, quality of life & prognosis

Associated with increased HF hospitalization

Iron Deficiency - 20— 50%

Worse lity of life & progno

Pulmonary Hypertension - 20—30% G o . igrs

Worse sympioms and increased mortality
Sleep Apnoea - 20— 50%

Effect on progression and prognosis of HFpEF mot well-established

High Heart Rate (>80 bpm) - 20—30%
Associated with increased CV risk Type 2 Diabetes - 20—40%
Worse quality of life & prognosis
:.:MZT;I T:F“EP'SE:““DL:?H”“' N Chronic Kidney Disease - 20—40%
T e ERCH Y Associzted with worse oulcomes

Atrial FMR - 20-40%
Associsted with increased mortality
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Heart Failuure : 1
Patient Phenotype Profilimng im Heart Failure with Preserved
Ejection Fraction to Guide Therapeutic Decision Making A
Scientific Staterment of the Heart Failure Associatiomn (HFA) and
the European Heart Rhythm Association (EHRA) of the ESC, and

the European Society of Hypertension (ESH)

lron

Deficiency

lschaemic
Heart
Disease

Empagliflozin
or

Dapagliflozin Atrial

Fibrillation

+ diuretics
(if congestion)

Type-2
Diabetes
Mellitus

Arterial
Hypertension




2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hyperiension

Treatment of hypertension in heart failure with preserved ejection fraction (HFpEF)

Recommendations and statements CoR LoE

Treatment of hypertension with all major antihypertensive drug
classes (ACEis or ARBs, BBs, CCBs, and Thiazide/Thiazide-like
diuretics) is recommended in patients with HFpEF.

SGLTZ2is are recommended independently from the presence of

type 2 diabetes.

Substitution of a RAS-inhibitor by an ARNI (sacubitril/valsartan)

| B
can be considered, particularly in the lower HFpEF spectrum.
Treatment with a MRA (spironolactone) regardless of diagnosed
true resistant hypertension can be considered, particularly in the 1 B

lower HFpEF spectrum.




2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

Recommendations and statements CoR LoE

In patients 18 to 79 years, the recommended office threshold for
initiation of drug treatment is 140 mmHg for SBP and/or 90 mmHg
for DBP.

In patients =280 years, the recommended office SBP threshold for

initiation of drug treatment is 160 mmHg.

However, in patients 280 years a lower SBP threshold in the range

140 — 159 mmHg may be considered.

The office SBP and DBP thresholds for initiation of drug treatment

in frail patients should be individualized.

In adult patients with a history of CVD, predominantly CAD, drug
treatment should be initiated in the high-normal BP range (SBP
=130 or DBP =80 mmHg).




2023 ESH Guidelines for the management of

arterial hypertension

L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension
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2023 ESH Guidelines for the management of

arterial hypertension
L he Task Force for the management of arterial hypertension
of the Furopean Society of Hypertension

Step 1 ' ACEiI or ARB + CCB or Diuretic®
i e - WL | BB" + SGLT2i*
e T _ Increase to full-dose if well tolerated |
Can bhe used
at any step
e . of combination
Step 2 ACEi or ARB + CCB + Diuretic” | :
T/TL thera
Iriple combination Ircrease to full-dose §f veell tolerated | p}r * SGLTEF
Step 3 ' Consider substitution of RAS-

L Ethiee C e inhibitor by ARNI and/or use of MRA
spironolactone preferred) particularly
in lowvwer spectrum of HFpEF



2023 ESH Guidelines for the management of
arterial hypertension

T he Task Force for the management of arterial hypertension
of the Furopean Society of Hyperiension

Recommendations and statements ‘ CoR ‘ LoE

Patients 18 to 64 years old

The goal is to lower office BP to <130/80mmHg.

Patients 65 to 79 years old

The primary goal of treatment is to lower BP to <140/80mmHg.

However, lowering BP to below 130/80mmHg can be considered ll B
if treatment is well tolerated.
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