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2013 ESH/ESC Hypertension Guidelines 

2013 ESH-ESC Guidelines for the 

Management of Arterial 

Hypertension: 



CLASSIFICATION OF DIURETICS ACCORDING TO THEIR  

CHEMICAL STRUCTURE, THE MAJOR SITE OF ACTION  

WITHIN THE NEPHRONAND THE FORM OF DIURESIS  

THEY ELICIT  

 

- THIAZIDES AND THIAZIDE-LIKE DIURETICS 

 

- LOOP DIURETICS 

 

- POTASSIUM SPARING AGENTS 



Initiation of lifestyle changes and  
antihypertensive drug treatment 

2013 ESH/ESC Hypertension Guidelines 



Choice of antihypertensive drugs 

2013 ESH/ESC Hypertension Guidelines 

Main benefits of treatment depend on BP lowering per 

se 

Largest meta-analyses do not show clinically relevant 

between-class differences 

Confirmation that initiation / maintenance of treatment 

can make use of 

- Diuretics 

- Beta-blockers 

- Calcium antagonists 

- ACE-inhibitors 

- Angiotensin receptor blockers 



Arguments against classifying drugs  

in order of choice 

2013 ESH/ESC Hypertension Guidelines 

Major mechanism of the benefit of antihypertensive 

treatment is lowering of BP “per se” 

Effects on cause-specific mechanisms are similar or 

differ by only a minor degree between agents 

The type of outcome in a given patient is unpredictable 

All classes of antihypertensive agents have their 

advantages but also their contraindications 



Arguments against classifying drugs  

in order of choice 

2013 ESH/ESC Hypertension Guidelines 

All-purpose ranking of drugs for general 

antihypertensive usage is not evidence-based 

Recommendations should advice on drugs to be 

preferentially considered (recommendationIIa and 

evidence C) based on  

- use in trials on specific conditions 

- greater effectiveness on OD and risk factors 

- adverse effect (and risk of treatment 

discontinuation) 



Monotherapy vs. drug combination strategies  

to achieve target BP 

2013 ESH/ESC Hypertension Guidelines 

Moving from a less intensive to a more intensive therapeutic strategy 

should be done whenever BP target is not achieved. 

(IIbC) 
Choose between 
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Possible combinations of antihypertensive drug classes 

2013 ESH/ESC Hypertension Guidelines 

Only dihydropyridines to be combined with -blockers (except for verapamil or diltiazem for rate 
control in AF) 
Thiazides + -blockers increase risk of new onset DM 
ACEI + ARB combination discouraged (IIIA) 

Green/continuous:  
preferred 

Green/dashed:  
useful (with some limitations) 

Black/dashed:  
possible but less well tested 

Red/continuous:  
not recommended 



Compelling and possible contra-indications  

to the use of antihypertensive drugs 

2013 ESH/ESC Hypertension Guidelines 

Drug Compelling Possible 

Diuretics (thiazides) Gout Metabolic syndrome 

Glucose intolerance 

Pregnancy 

Hypercalcemia 

Hypokalaemia 

Beta-blockers Asthma 

A–V block (grade 2 or 3) 

Metabolic syndrome 

Glucose intolerance 

Athletes and physically active 

COPD 

(except for vasodilator beta-blockers) 

Calcium antagonists 

(dihydropyridines) 

Tachyarrhythmia 

Heart failure 

Calcium antagonists 

(verapamil, diltiazem) 

A–V block (grade 2 or 3, 

trifascicular block) 

Severe LV dysfunction 

Heart failure 



Antihypertensive treatment strategies in the elderly 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

In elderly hypertensives with SBP ≥160 mmHg 

there is solid evidence to recommend reducing 

SBP to between 150 and 140 mmHg. 

I A 

In fit elderly patients <80 years old 

antihypertensive treatment may be considered 

at SBP values ≥140 mmHg with a target SBP <140 

mmHg if treatment is well tolerated. 

IIb C 

In individuals older than 80 years with an initial 

SBP ≥160 mmHg it is recommended to reduce 

SBP to between 150 and 140 mmHg, provided 

they are in good physical and mental 

conditions. 

I B 



Antihypertensive treatment strategies in the elderly 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

In frail elderly patients, it is recommended to 

leave decisions on antihypertensive therapy to 

the treating physician, and based on 

monitoring of the clinical effects of treatment. 

I C 

Continuation of well-tolerated antihypertensive 

treatment should be considered when a 

treated individual becomes octogenarian. 

IIa C 

All hypertensive agents are recommended and 

can be used in the elderly, although diuretics 

and calcium antagonists may be preferred in 

isolated systolic hypertension. 

I A 



Treatment strategies in hypertensive patients with 

resistant hypertension 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

In resistant hypertensive patients it is 

recommended that physicians check 

whether the drugs included in the existing 

multiple drug regimen have any BP 

lowering effect, and withdraw them if their 

effect is absent or minimal. 

IIa C 

Mineralocorticoid receptor antagonists, 

amiloride, and the alpha-1-blocker 

doxazosin should be considered, if no 

contraindication exists. 

IIa B 



Treatment strategies in hypertensive patients with 

cerebrovascular disease 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

In hypertensive patients with a history of stroke or 
TIA, a SBP goal of <140 mmHg should be 
considered. 

IIa B 

In elderly hypertensives with previous stroke or TIA, 
SBP values for intervention and goal may be 
considered to be somewhat higher. 

IIb B 

All drug regimens are recommended for stroke 
prevention, provided that BP is effectively reduced. 

I A 



Treatment strategies in hypertensive patients with 

nephropathy 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

Reaching BP goals usually requires 

combination therapy, and it is recommended 

to combine RAS blockers with other 

antihypertensive agents. 

I A 

Combination of two RAS blockers, though 

potentially more effective in reducing 

proteinuria, is not recommended. 

III A 

Aldosterone antagonists cannot be 

recommended in CKD, especially in 

combination with a RAS blocker, because of 

the risk of excessive reduction in renal function 

and of hyperkalaemia. 

III C 



Treatment strategies in hypertensive patients with 

heart disease 

2013 ESH/ESC Hypertension Guidelines 

Recommendations Class Level 

In hypertensive patients with CHD, a SBP goal <140 mmHg 

should be considered 
IIa B 

In hypertensive patients with a recent myocardial infarction 

beta-blockers are recommended. In case of other CHD all 

antihypertensive agents can be used, but beta-blockers and 

calcium antagonists are to be preferred, for symptomatic 

reasons (angina). 

I A 

Diuretics, beta-blockers, ACE inhibitors, angiotensin receptor 

blockers, and/or mineralocorticoid receptor antagonists are 

recommended in patients with heart failure or severe LV 

dysfunction to reduce mortality and hospitalization. 

I A 

In patients with heart failure and preserved EF, there is no 

evidence that antihypertensive therapy per se or any particular 

drug, is beneficial. However, in these patients, as well as in 

patients with hypertension and systolic dysfunction, lowering 

SBP to around 140 mmHg should be considered. Treatment 

guided by relief of symptoms (congestion with diuretics, high 

heart rate with beta-blockers, etc.) should also be considered. 

IIa C 



Differences in BP control between Office and 
ABPM in treated hypertensives 

          ABPM 

Office 

<135/85 

51.6% 

135 and/or 85 

48.4% 

<140/90 

23.6% 

 

18.2 
Concordant 
control 

5.4 

Isolated ambulatory 
resistance (masked) 

140 and/or 90 

76.4% 

 

33.4 

Isolated office 
resistance 

43.0 

Concordant lack of 
control 

Banegas JR, et al. Hypertension 2007 



% UNRESPONSIVE (difficult to 

control) HYPERTENSION 

•48.4 % 
• In this % are included a high number of patients 

with high or very high global CV risk due to the 
presence of diabetes, obesity (MetSynd), TOD, or 
established CV and/or renal disease. 

• Most treated with combination therapy (30% on 
three or more drugs 

• In this % is also included resistant hypertension 

(12%, de la Sierra et al, Hypertension, 2011). 



SPANISH ABPM REGISTRY  

• OUT OF A TOTAL OF 99884, ANTIHYPERTENSIVE 
DRUGS WERE USED IN 62895 (age median 62 yr)  

• Thiazide and thiazide like diuretics were used in 27844 (44.3 
%) 

• In 6.4 % as monotherapy 

• In 40.2 % as two drug combination 

• In 53.4 % as three or more drugs 

 

These data confirm that in daily clinical practice diuretics 
remain as a very widely used class of drugs in the treatment 
of arterial hypertension 

  


