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Category

2017 ACC/AHA/AAPA/ABC/ACPM/
AGS/APhA/ASH/ASPC/NMA/PCNA 2018 ESC-ESH
Systolic BP 

(mmHg)
Diastolic BP 

(mmHg)
Systolic BP 

(mmHg)
Diastolic BP 

(mmHg)
Optimal - - <120 and <80

Normal <120 and <80 120-129 and/or 80-84

High-normal - - - 130-139 and/or 85-89

Elevated 120-129 and <80 - - -

Hypertension
Stage/Grade*

1 130-139 or 80-89 140-159 and/or 90-99

2 ≥140 or ≥90 160-179 and/or 100-109

3 - - - ≥ 180 and/or ≥ 110

ISH - - - ≥ 140 and < 90

* ‘Stage’ for ACC/AHA/etc; ‘Grade’ for ESC-ESH; ISH=Isolated systolic hypertension

Williams B et al. Eur Heart J 
2018;39(33):3021-3104

/

Whelton PK et al. JACC 2018;71:e127-e248

http://www.eshonline.org/esh-annual-meeting/


Except in 
the elderly…

2018 ESC/ESH

Drug treatment is recommended in all patients 
whose BP is ≥ 140/90 mmHg (≥160/90 mmHg 
if age > 80) (IA) under lifestyle measures, 
regardless of their absolute CV risk.

Williams B et al. Eur Heart J 
2018;39(33):3021-3104

2018 ACC/AHA/AAPA/ABC/ACPM/
AGS/APhA/ASH/ASPC/NMA/PCNA

Drug treatment is recommended in all 
patients whose BP is ≥ 140/90 mmHg under 
lifestyle measures, regardless of their 
absolute CV risk (IA [ICin low risk]).

Whelton PK et al. JACC 2018;71:e127-e248



To use or not to use 
antihypertensive drugs in 
those patients whose BP 
is in the range 130-
139/80-89 mmHg despite 
lifestyle measures?



Drug treatment in patients 
with BP 130-139/80-89 mmHg?

In general: YES, if the CV risk is high….

Clinical CV disease 
(CAD, CHF, stroke), or
10-year CV risk ≥10%, 
diabetes, chronic 
renal disease, 
age ≥65 years

Whelton PK et al. 
JACC 2018;71:e127-e248

Established CV/Renal disease (TIA, 
stroke, cerebral hemorrhage, 
angina, MI, heart failure, coronary 
revascularization, atherosclerotic 
plaques, peripheral artery disease, 
chronic kidney disease, Afib), or
whether BP approaches 
140/90 mmHg (but NOT in

case of diabetes..)

Williams B et al. Eur Heart J 
2018;39(33):3021-3104



< 140/90 mmHg in almost all patients (IA). Peculiarities:

- Hypertension -/+ (Diabetes, or CAD, or prior stroke/TIA)
- Age < 65 yrs (120*-129 mmHg if well tolarated) (IA)
- Age ≥ 65 yrs (130*-139 mmHg if well tolarated) (IA)

- Hypertension + (Chronic kidney disease)
- All ages (130*-139 mmHg if well tolarated) (IA)

* Not below these ‘safety bounderies’ (fear of the J curve) !!!!

2018 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ ASH/ 
ASPC/ NMA/PCNA

< 130/80 mmHg in almost all patients

2018 ESC/ESH

Blood Pressure Targets

ü IB for SBP, IC for DBP
in pts with high CV risk

ü IIbB for SBP, IIbC for DBP
in pts with low CV risk

Williams B et al. Eur Heart J 
2018;39(33):3021-3104

Whelton PK et al. 
JACC 2018;71:e127-e248



Verdecchia P, Angeli F, Cavallini C, Reboldi G
Circulation Research 2018; 123 (in press)



ESC/ESH 2018 Williams B et al. Eur Heart J 
2018;39(33):3021-3104

1) Step 1. ACEIs, or ARBs associated with CCBs or diuretics as initial therapy (with 
some exceptions in which monotherapy remains indicated)

2) Step 2. Triple combination with either an ACEis/ARBs plus CCBs plus diuretics
3) Step 3. Triple combination plus spironolactone/a-blocker/b-blocker, in patients 

with resistant hypertension.
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Single 
monotherapy

at standard dose 

Doubling 
the dose of 

single monotherapy

Combining
2 drugs from 

different classes
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Expected:
CHD: -25%
Stroke: -35 Expected

CHD: -29%
Stroke: -45

Expected
CHD: -40%
Stroke: -54

The additional effect of combining 
drugs from 2 different classes is 
approximately 5 times greater than 
doubling the dose of 1 drug

Placebo-
subtracted
reduction

in
diastolic

BP

Wald DS et al. Am J Med 2009;122:290-300



Wald DS et al. Am J Med 2009;122:290-300

The greater antihypertensive effect of the initial combination, compared to 
the initial monotherapy, was the same across the different classes of drugs.



The combination between calcium channel blockers and 
angiotensin receptor blockers is a reasonable option in 
patients at high risk of stroke

Am J Hypertens 2004 J Hypertens 2008



Quale diuretico 
preferire nelle 

combinazioni ?



Long-acting diuretics (chlorthalidone, indapamide) are better than short-acting 
diuretics (hydrochlorothiazide, furosemide,etc) for the treatment of hypertension 



Two-drug combinations as initial treatment

Cons
Excessive BP 
reduction?
One of the two or 
more drugs might be 
ineffective: it is 
difficult to identify it 
(or them).
In case of side 
effects: which is the 
guilty drug?

Pros
Prompter, and more sustained, 
BP response (conclusive and 
unequivocal evidence).

Lower drop-out rate (conclusive 
and unequivocal evidence).

Outcome benefits (as strongly 
suggested by several studies).



Thank you
for your attention


