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1 PREAMBLE

Guidelines summarize and evaluate available evidence
with the aim of assisting health professionals in selecting
the best management strategies for an individual patient
with a given condition. Guidelines and their recommenda-
tions should facilitate decision making of health professio-
nals in their daily practice. However, the final decisions
concerning an individual patient must be made by the
responsible health professional(s) in consultation with
the patient and caregiver as appropriate.

A great number of guidelines have been issued in recent
years by the European Society of Cardiology (ESC) and by
the European Society of Hypertension (ESH), as well as by
other societies and organizations. Because of the impact on
clinical practice, quality criteria for the development of
guidelines have been established in order to make all
decisions transparent to the user. The recommendations
for formulating and issuing ESC Guidelines can be found on
the ESC website (http://www.escardio.org/Guidelines-
Education/Clinical-Practice-Guidelines/Guidelines-devel-
opment/Writing-ESC-Guidelines). ESC and ESH Guidelines
represent the official position of the two Societies on a given
topic and are regularly updated.

Members of this Task Force were selected by the ESC
and ESH to represent professionals involved with the
medical care of patients with this pathology. Selected
experts in the field undertook a comprehensive review
of the published evidence for management of a given
condition according to ESC Committee for Practice Guide-
lines (CPG) policy and approved by the ESH. A critical
evaluation of diagnostic and therapeutic procedures was
performed, including assessment of the risk—benefit ratio.
The level of evidence and the strength of the recommen-
dation of particular management options were weighed
and graded according to predefined scales, as outlined in
Tables 1 and 2.

The experts of the writing and reviewing panels pro-
vided declaration of interest forms for all relationships that
might be perceived as real or potential sources of conflicts
of interest. These forms were compiled into one file and can
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TABLE 1. ESC Classes of recommendations

Classes of Definition

recommendations

Suggested wording to use

Class II Conflicting evidence and/for a
divergence of opinion about the
usefulness/efficacy of the given
| .:.-_-'.: LFo P ..-.L\.“._A,e o ] I £
Class lla Weight of evidencefopinion is in favour  Should be considered

of usefulness/efficacy.

i bis s

be found on the ESC website (http://www.escardio.org/
guidelines). Any changes in declarations of interest that
arise during the writing period were notified to the ESC and
ESH and updated. The Task Force received its entire
financial support from the ESC and ESH without any
involvement from the healthcare industry.

The ESC CPG supervises and coordinates the prepara-
tion of new Guidelines. The Committee is also responsible
for the endorsement process of these Guidelines. The ESC
Guidelines undergo extensive review by the CPG and
external experts, and in this case by ESH-appointed experts.
After appropriate revisions the Guidelines are approved by
all the experts involved in the Task Force. The finalized
document is approved by the CPG and ESH for publication
in the European Heart Journal and in the Journal of
Hypertension as well as in a shortened version in Blood
Pressure. 'The Guidelines were developed after careful
consideration of the scientific and medical knowledge
and the evidence available at the time of their dating.

The task of developing ESC and ESH Guidelines also
includes the creation of educational tools and implementa-
tion programmes for the recommendations including con-
densed pocket guideline versions, summary slides,
booklets with essential messages, summary cards for non-
specialists and an electronic version for digital applications
(smartphones, APPs, etc.). These versions are abridged and
thus, if needed, one should always refer to the full text
version, which is freely available via the ESC and ESH
websites and hosted on the European Heart Journal and

TABLE 2. ESC Levels of evidence

Level of
evidence A

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

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

Level of
evidence B

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

Level of
evidence C

Journal of Hypertension

Journal of Hypertension websites. The National Societies of
the ESC are encouraged to endorse, translate and imple-
ment all ESC Guidelines. Implementation programmes are
needed because it has been shown that the outcome of
disease may be favourably influenced by the thorough
application of clinical recommendations.

Surveys and registries are needed to verify that real-life
daily practice is in keeping with what is recommended in
the guidelines, thus completing the loop between clinical
research, writing of guidelines, disseminating them, and
implementing them into clinical practice.

Health professionals are encouraged to take the ESC and
ESH Guidelines fully into account when exercising their
clinical judgement, as well as in the determination and the
implementation of preventive, diagnostic, or therapeutic
medical strategies. However, the ESC and ESH Guidelines
do not override in any way whatsoever the individual
responsibility of health professionals to make appropriate
and accurate decisions in consideration of each patient’s
health condition and in consultation with that patient or the
patient’s caregiver where appropriate and/or necessary. It is
also the health professional’s responsibility to verify the
rules and regulations applicable to drugs and devices at the
time of prescription.

2 INTRODUCTION

Substantial progress has been made in understanding the
epidemiology, pathophysiology and risk associated with
hypertension, and a wealth of evidence exists to demon-
strate that lowering blood pressure (BP) can substantially
reduce premature morbidity and mortality [1-10]. A num-
ber of proven, highly effective, and well tolerated lifestyle
and drug treatment strategies can achieve this reduction in
BP. Despite this, BP control rates remain poor worldwide
and are far from satisfactory across Europe. Consequently,
hypertension remains the major preventable cause of car-
diovascular disease (CVD) and all-cause death globally and
in our continent [11-14].

These 2018 ESC/ESH Guidelines for the management of
arterial hypertension are designed for adults with hyper-
tension, that is aged at least 18 years. The purpose of the
review and update of these Guidelines was to evaluate and
incorporate new evidence into the Guideline recommen-
dations. The specific aims of these Guidelines were to
produce pragmatic recommendations to improve the detec-
tion and treatment of hypertension and to improve the poor
rates of BP control by promoting simple and effective
treatment strategies.

These joint 2018 Guidelines follow the same principles
upon which a series of hypertension Guidelines were
jointly issued by the two societies in 2003, 2007 and
2013. These fundamental principles are to base recom-
mendations on properly conducted studies, identified from
an extensive review of the literature; to give the highest
priority to data from randomized controlled trials (RCTs);
to also consider well conducted meta-analyses of RCT's as
strong evidence (this contrasts with network meta-analy-
ses, which we do not consider to have the same level of
evidence because many of the comparisons are
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nonrandomized); to recognize that RCTs cannot address
many important questions related to the diagnosis, risk
stratification and treatment of hypertension, which can be
addressed by observational or registry-based studies of
appropriate scientific calibre; to grade the level of scientific
evidence and the strength of recommendations according
to ESC recommendations (see Section 1); to recognize that
opinions may differ on key recommendations, which are
resolved by voting; and to recognize that there are circum-
stances in which there is inadequate or no evidence, but
that the question is important for clinical practice and
cannot be ignored. In these circumstances, we resort to

pragmatic expert opinion and endeavour to explain its
rationale.

Each member of the Task Force was assigned specific
writing tasks, which were reviewed by section co-ordinators
and then by the two chairs, one appointed by the ESC and the
other by the ESH. The text was developed over approxi-
mately 24 months, during which the Task Force members
met collectively and corresponded intensively with one
another between meetings. Before publication, the docu-
ment was reviewed by European reviewers selected by the
ESC and ESH, and by representatives of ESC National Cardiac
Societies and ESH National Hypertension Societies.

2.1 What is new and what has changed in the 2018 ESC/ESH Arterial Hypertension Guidelines?

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.
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BP treatment targets in older
patients (65-80 years)

BP treatment targets in older patients (65 —80 years)

An SBP target of between 140—150 mmHg
is recommended for older patients (65—-80 years).

In older patients (> 65 years), it is recommended that SBP should be
targeted to a BP range of 130—139 mmHg.

BP treatment targets in patients aged over 80 years

BP treatment targets in patients aged over 80 years

An SBP target between 140-150 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.

An SBP target range of 130—139 mmHg is recommended for people older
than 80 years, if tolerated.

DBP targets

DBP targets

A DBP target of < 90 mmHg is always recommended, except in
patients with diabetes, in whom values < 85 mmHg are
recommended.

A DBP target of < 80 mmHg should be considered for all hypertensive
patients, independent of the level of risk and comorbidities.

Initiation of drug treatment

Initiation of drug treatment

Initiation of antihypertensive therapy with a two-drug combination
may be considered in patients with markedly high baseline BP or
at high 