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ESC 2024 Guidelines for the management of
elevated blood pressure and hypertension

* Blodtrycksbehandlingen idag ar suboptimal

* Ca 10% av patienterna har valkontrollerat blodtryck (?)
* Hem-matning poangteras

* Detaljerade anvisningar om hur matning ska ga till

* FF -> mat manuellt

e Uppfdljning

e “Ofta” om okontrollerat
» Kontrollerat -> 1 gang/ar racker



ESC 2024 Guidelines for the management of
elevated blood pressure and hypertension

* Full text 106 sidor

* 1021 referenser

* PP med 138 bilder

* 57 nya rekommendationer...

e 32 sidor i PP med “revised recommendations”...



Ny klassificering

* Non-elevated blood pressure <120/70 mmHg
* Elevated blood pressure 120-139/70-89 mmHg
* Hypertension >140/90



Ny klassificering

* Non-elevated blood pressure <120/70 mmHg
* Elevated blood pressure 120-139/70-89 mmHg
* Hypertension >140/90

* Normalt blodtryck
* Forhojt blodtryck
* Hogt blodtryck



Lakemedelsbehandling

* Borja med tva lakemedel
* Ej kontroll -> tre lakemedel
* Ej kontroll -> 6kad dos
* Ej kontroll -> lagg till betablockerare / MRA / alfablockerare

 Ett lakemedel:
* FOrhojt blodtryck
e Skorhet
* Tendens till blodtrycksfall
e >85 ar
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Figure 1
Pathophysiology of
elevated blood

pressure and
hypertension
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Figure 2

Persistently elevated i
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Figure 3

Summary of office
blood pressure
measurement

Office blood pressure measurement

Measure after 5 min Use a validated device Place the BP cuff at the level
seated comfortably in a with an appropriate cuff  of the heart with the patient's
quiet environment size based on arm back and arm supported

circumference

Assess for orthostatic Measure BP three times
hypotension at I*! visit and (1-2 min apart) and
thereafter by symptoms average the last 2 readings

Record heart rate Measure BP in both Obtain further
and exclude arrhythmia arms at the |** visit to measurements if the
by pulse palpation detect between arm readings differ by
differences =10 mmHg
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Figure 4

Summary of home
blood pressure
measurement

Home-based blood pressure measurement

o

Use a validated BP
device

Hypertension:

average HBPM
=135/85 mmHg

Record and average all
readings and present
results to clinician

)

Measure BP in a quiet room
after 5 min of rest with arm
and back supported

Obtain two readings
on each occasion,
| =2 min apart

/_\
L

Obtain readings twice a day
(morning® and evening) for
at least 3 and ideally 7 days
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Figure 6
Blood pressure
categories

Mon-elevated

Elevated

2
ﬁ& Blood pressure classification

Hypertension
blood pressure blood pressure Ype
Office BP Office BP Office BP
SBP <120 mmHg SBP 120-139 mmHg SBP =140 mmHg
and or or
DBP <70 mmHg DBP 70-89 mmHg DBP =90 mmHg
HBPM HBPM HBPM
SBP <120 mmHg SBP 120-134 mmHg SBP 2135 mmHg
and or or
DEP <70 mmHg DBP 70-84 mmHg DBP =85 mmHg
ABPM ABPM ABPM
Daytime SBP <120 mmHg Daytime SBP 120-134 mmHg Daytime SBP =135 mmHg
and or or
Daytime DBP <70 mmHg Daytime DBP 70-84 mmHg Daytime DBF =85 mmHg
, ) . Risk stratify to identify Cardiovascular risk is
Insufficient evidence confirming individuals with high sufficiently high to meric
the efficacy and safety of BP , . ,
! cardiovascular risk for BP BP pharmacological
pharmacolegical treatment . Lo
pharmacological treatment treatment initiation

The diagnosis of hypertension and elevated BP requires confirmation using out-of-office
measurements (HBPM or ABPM) or at least one additional subsequent office measurement
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Figure 6

Blood pressure

categories
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| pill e
s Wl ACEi or ARB + CCB or diuretic

Dual combination

Consider monotherapy in low-risk grade | hypertension (systolic

BP <150mmHg), or in very old (280 years) or frailer patients Core drug treatment strategy
! for hypertension. This
e 1 algorithm is appropriate for
: most patient with
hypertension-mediated organ
Sep 3 Resistant hypertension damage, diabetes mellitus,

Triple combination :
+ spironolactone Add spironolactone (25-50 mg o.d.) or other

. diuretic,alpha-blocker or bet-blocker cerebrovascular disease, and
peripheral artery disease

Consider referral to a specialist centre for further investigation

Beta-blockers

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

e.g. heart failure, angina, post-myocardial infarction, atrial fibrillation,
or younger women with, or planning, pregnancy
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Malniva

ALARA = as low as reasonably achievable



Livsstil

* Minska salt (NaCl) intag
* Oka kaliumintag

* Optimera kroppsvikt

* Minska alkoholintag
 Oka fysisk aktivitet

* No smoking



Figure 17 @ESC

Effects of main lifestyle
factors on blood )

' /
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cardiovascular risk |
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= 'i,;j management and diet v
| Reduce table salt BP CV Risk
¢ | (sodium chloride) intake Reduction Reduction
‘} Reduce alcohol intake
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. @Esc—

2024 ESC Guidelines for the management of elevated blood pressure and hypertension
{European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael78)




New recommendations (5) @ESC

Recommendations Class Level
Diagnosing hypertension and investigating underlying causes cont.

Objective evaluation of adherence (either directly observed treatment or detecting

prescribed drugs in blood or urine samples) should be considered in the clinical work-up lla B
of patients with apparent resistant hypertension, if resources allow.

If moderate-to-severe CKD is diagnosed, it is recommended to repeat measurements of

serum creatinine, eGFR, and urine ACR at |least annually. | c

Coronary artery calcium scoring may be considered in patients with elevated BP or

hypertension when it is likely to change patient management. b B

Patients with resistant hypertension should be considered for referral to clinical centres ' .
a

with expertise in hypertension management for further testing.

It is recommended that patients with hypertension presenting with suggestive signs,
symptoms, or medical history of secondary hypertension are appropriately screened for | B
secondary hypertension.

Screening for primary aldosteronism by renin and aldosterone measurements should be

considered in all adults with confirmed hypertension (BP >2140/90 mmHg). lla B

2024 ESC Guidelines for the management of elevated blood pressure and hypertension
{European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael78)




New recommendations (8) @ESC

Recommendations Class Level
Preventing and treating elevated blood pressure cont.

It is recommended to maintain BP-lowering drug treatment lifelong, even beyond the age -
of 85 years, if well tolerated. |

Because the benefit in reducing CVD outcomes is uncertain in these settings, and noting
that close monitoring of treatment tolerance is advised, BP-lowering treatment should
only be considered from 2140/90 mmHg (office) among persons meeting the following
criteria:

e pre-treatment symptomatic orthostatic hypotension; lla B
e age 285 years;

e clinically significant moderate-to-severe frailty;

e and/or limited predicted lifespan (<3 years).

In cases where BP-lowering treatment is poorly tolerated and achieving a target systolic of
120-129 mmHg is not possible, it is recommended to target a systolic BP level that is ‘as |
low as reasonably achievable’ (ALARA principle).
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New recommendations (8) @ESC
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Risk regions based on
World Health Organization
cardiovascular mortality
rates

@ Low risk Moderate risk @ High risk @ Very high risk
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SCORE2 & SCORE2-OP

10-year risk of (fatal and non-fatal) CV
events in populations at moderate CVD risk
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Cardiovascular disease risk categories based on SCORE2 and SCORE2-OP @ ESC
in apparently healthy people according to age

<50 years 50-69 years 270 years?
Low-to-moderate CVD risk:

risk factor treatment generally not recommended
High CVD risk:

risk factor treatment should be considered
Very high CVD risk:

risk factor treatment generally recommended®

<2.5% <5% <7.5%
2.5t0<7.5% 5to<10% 7.5to<15%

>7.5% >10% >15%
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Revised recommendations (1) @ESC

2018 Guidelines Class Level 2024 Guidelines Class Level
Definition and classification of elevated blood pressure and hypertension
It is recommended that BP be It is recommended that BP be
classified as optimal, normal, high— I C categorized as non-elevated BP, I B
normal, or grades 1-3 hypertension, elevated BP, and hypertension to aid
according to office BP. prEstmeer e e
CV risk assessment with the SCORE SCORE2 is recommended for assessing
system is recommended for 10-year risk of fatal and non-fatal CVD
hypertensive patients who are not among individuals aged 40—-69 years
already at high or very high risk due to B with elevated BP who are not already B
established CVD, renal disease, or considered at increased risk due to
diabetes, a markedly elevated single moderate or severe CKD, established
risk factor (e.g. cholesterol), or CVD, HMOD, diabetes mellitus, or
hypertensive LVH. familial hypercholesterolaemia.

2024 ESC Guidelines for the management of elevated blood pressure and hypertension
{European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael78)




Revised recommendations (2)

@ESC

2018 Guidelines Class Level 2024 Guidelines Class Level

Definition and classification of elevated blood

CV risk assessment with the SCORE
system is recommended for
hypertensive patients who are not
already at high or very high risk due to
established CVD, renal disease, or
diabetes, a markedly elevated single
risk factor (e.g. cholesterol), or
hypertensive LVH.

SCORE2-0OP is recommended for
assessing the 10-year risk of fatal and
non-fatal CVD among individuals aged
>70 years with elevated BP who are

B not already considered at increased | B
risk due to moderate or severe CKD,
established CVD, HMOD, diabetes
mellitus, or familial

hypercholesterolaemia.
T
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Revised recommendations (11) @ESC

2018 Guidelines Class Level 2024 Guidelines Class Level
Preventing and treating elevated blood pressure (

It is recommended that the first To reduce CVD risk, it is recommended
objective of treatment should be to that treated systolic BP values in most
lower BP to <140/90 mmHg in all adults be targeted to 120-129 mmHg,
patients and, provided that the | provided the treatment is well tolerated.

treatment is well tolerated, treated BP
values should be targeted to 130/80
mmHg or lower in most patients.

A diastolic BP target of <80 mmHg In cases where on-treatment systolic BP

should be considered for all is at or below target (120-129 mmHg)

hypertensive patients, independent but diastolic BP is not at target (=80

of the level of risk and comorbidities. lla B mmHg), intensifying BP-lowering Ilb C

treatment to achieve an on-treatment
diastolic BP of 70-79 mmHg may be
considered to reduce CVD risk.

e @
2024 ESC Guidelines for the management of elevated blood pressure and hypertension
{European Heart Journal; 2024 — doi: 10.1093/eurheartj/ehael?8)




Figure 20

Systolic blood pressure
categories and
treatment target range

N\
Pre-treatment
symptomatic
orthostatic
hypotension and/or
Target SBP as low as age (;85 yl:zars
reasonably achievable (Class lia)
SBP target range ‘(preferably <140) ]
120-129 mmHg filesimntis e
(Class I) target not tolerated Clinically significant
DE— or in these settings: moderate-to-severe
frailty at any age
—> and/or limited
SBP 120 mmHg < predicted lifespan
is the optimal \: (<3 years)
point in this ’ (Class I1b)
range if tolerated
(<120 mmHg)
Elevated SBP
(120139 mmHg)
v v
," Assess for symptoms ‘: :' Exclude hypertensive ‘;
», or signs of hypotension ; . emergency :
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Figure 10 @ESC

Protocol for confirming
hypertension diagnosis

Screening for hypertension by office BP

[
! ! ! } l

Non-elevated BP Elevated BP Hypertension Hypertension Hypertension
<120/70 120-139/70-89 140-159/90-99 160-179/100-109 =180/110
mmHg mmHg mmHg mmHg mmHg
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High CVD risk conditions
or
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SCORE2/SCORE2-OP 5% — <10%
+ risk modifiers

v
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T 9 T | | |

Opportunistic  Opportunistic Confirm BP Confirm BP promptly Evaluate for
BP screening BP screening preferably with either preferably with either hypertensive
at least every at least home or ambulatory home or ambulatory e;e en
3 years every year BP measurements BP measurements (CI:ES |;:y
(Class lla) (Class lla) (Class 1) (Class )
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