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Class / level

Age < 65 years 120 to <130 mmHg (recommended) IA

Age ≥ 65 years 130 to <140 mmHg (recommended)   IA*

Diabetes 130 mmHg or lower** (recommended) IA

CAD 130 mmHg or lower (recommended) IA

CKD 130 to <140 mmHg (recommended) IA

Post-stroke/TIA 120 to <130 mmHg (to be considered) IIaB

*Close monitoring of adverse events / ** if tolerated

SBP targets in some hypertensive subgroups

Williams B, Mancia G et al, J Hypertens 2018 and Eur Heart J 2018 
(doi:10.1093/eurheartj/ehy339)

2018  ESC/ESH GUIDELINES 
FOR THE MANAGEMENT OF ARTERIAL HYPERTENSION



OFFICE BP TREATMENT TARGET RANGE

Age group

Office BP treatment target range (mmHg) Diastolic 
treatment 

target 
range 

(mmHg)
Hypertensio

n
+ Diabetes + CKD + CAD + Stroke/TIA

18 – 65 
years

Target to 130  
or lower if 
tolerated

Not < 120 

Target to 130
or lower if 
tolerated

Not < 120 

Target to 
< 140 to 130
If tolerated

Target to 130
or lower if 
tolerated

Not < 120 

Target to 130
or lower if 
tolerated

Not < 120 

< 80 to 70

65 – 79 
years

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

< 80 to 70

≥ 80 years 
Target to 

< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

Target to 
< 140 to 130
If tolerated

< 80 to 70

Diastolic 
treatment 

target 
range 

(mmHg)

< 80 to 70 < 80 to 70 < 80 to 70 < 80 to 70 < 80 to 70

Williams B, Mancia G et al, J Hypertens 2018 and Eur Heart J 2018 
(doi:10.1093/eurheartj/ehy339)







WHAT IS NEW AND WHAT HAS CHANGED 
IN THE 2023 EUROPEAN SOCIETY OF HYPERTENSION 

ARTERIAL HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations

2. Pathophysiological background of primary hypertension
3. Clinical BP measurements by different methods and in 

different settings and clinical conditions
4. Thorough description of office, ambulatory and home BP 

measurements and value in different demographic and 
clinical conditions

5. Upgrading of out-of-office BP measurements in hypertension 
management

6. New HMOD measurements and their clinical value in 
hypertension work-up

7. New CV risk factors and update on CV risk assessment
8. Update and comprehensive summary of secondary forms of 

hypertension
9. Update on lifestyle interventions
10.Update on threshold and targets for antihypertensive drug 

treatment, including their possible heterogeneity in 
demographic and clinical subgroups of patients



WHAT IS NEW AND WHAT HAS CHANGED 
IN THE 2023 EUROPEAN SOCIETY OF HYPERTENSION 

ARTERIAL HYPERTENSION GUIDELINES?

11.Confirmation of preferred use of RAS blockers, CCBs and 
Thiazide/Thiazide-like diuretics, and their various combinations for 
BP-lowering treatment. Inclusion of BBs among the major 
antihypertensive drugs

12.Update on available combination-based drug treatment strategies, 
including the quadpill and the polypill Emphasis and update on the 
diagnosis and management of true resistant hypertension

13.Update on use and position of renal denervation for antihypertensive 
treatment

14.Impact of hypertension and its treatment on cognitive dysfunction 
and dementia

15.Management of hypertension in older people according to the frailty 
and functional level

16.Update on treatment of hypertension in HFrEF and HFpEF
17.New diagnostic approaches to diagnosis and treatment in 

hypertensive patients with AF
18.Update on treatment in CKD, including kidney transplantation
19.Update and novel treatment approaches to patients with type 2 

diabetes
20.Epidemiology, diagnosis and treatment in different BP phenotypes
21.Diagnosis,treatmentandfollowupofhypertensionindemographicandcli

nicalconditions not or only marginally addressed in previous 
guidelines: 



WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations
2. Pathophysiological background of primary hypertension



Mechanisms involved in BP regulation and the 
pathophysiology of hypertension.

.

Journal of Hypertension41(12):1874-2071, December 
2023
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WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations



CardioVascular assessment

13.

Journal of Hypertension41(12):1874-2071, December 
2023



Cardiovascular risk according to grade and stage of hypertension.

14.

Journal of Hypertension41(12):1874-2071, December 
2023



WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations

2. Pathophysiological background of primary hypertension
3. Clinical BP measurements by different methods and in 

different settings and clinical conditions
4. Thorough description of office, ambulatory and home BP 

measurements and value in different demographic and 
clinical conditions

5. Upgrading of out-of-office BP measurements in hypertension 
management



Recommendations for BP measurements in the office and at home.

16



Blood pressure measurments

17.

Journal of Hypertension41(12):1874-2071, December 
2023



WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations

2. Pathophysiological background of primary hypertension
3. Clinical BP measurements by different methods and in 

different settings and clinical conditions
4. Thorough description of office, ambulatory and home BP 

measurements and value in different demographic and 
clinical conditions

5. Upgrading of out-of-office BP measurements in hypertension 
management

6. New HMOD measurements 
6. and their clinical value in hypertension work-up



19

Class of recommendation (CoR) 
and level of evidence (LoE).
 BP, blood pressure, CVD, cardiovascular 
disease, HMOD, hypertension mediated 
organ damage,
 RCT, randomized controlled trial.
 aLimitations affecting the level of evidence 
include (but may not be limited to) high risk 
of bias, inability to account for important 
confounding factors in observational studies, 
questionable external validity and uncertain 
effect estimates (confidence intervals 
including negligible effect).

WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?



Characteristics of the most frequent markers of HMOD in hypertension.

20

A Using modern adaptive optics technology.



WHAT IS NEW AND WHAT HAS CHANGED IN THE 2023 
EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

1. Modified and simplified criteria for evidence grading 
recommendations

2. Pathophysiological background of primary hypertension
3. Clinical BP measurements by different methods and in 

different settings and clinical conditions
4. Thorough description of office, ambulatory and home BP 

measurements and value in different demographic and 
clinical conditions

5. Upgrading of out-of-office BP measurements in hypertension 
management

6. New HMOD measurements and their clinical value in 
hypertension work-up

7. New CV risk factors and update on CV risk assessment
8. Update and comprehensive summary of secondary 

forms of hypertension



Incidence of selected forms of secondary hypertension according to age.

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 22



INDICATION TO ANTIHYPERTENSIVE TREATMENT

2023 ESH Guidelines for the management of arterial hypertension The Ta
sk Force for the management of arterial hypertension of the European So
ciety of Hypertension: Endorsed by the International Society of Hyperten
sion (ISH) and the European Renal Association (ERA)

Mancia, Giuseppe; Kreutz, Reinhold; Brunström, Mattias; Burnier, Michel; 
Grassi, Guido; Januszewicz, Andrzej; Muiesan, Maria Lorenza; Tsioufis, 
Konstantinos; Agabiti-Rosei, Enrico; Algharably, Engi Abd Elhady; Azizi, 
Michel; Benetos, Athanase; Borghi, Claudio; Hitij, Jana Brguljan; Cifkova, 
Renata; Coca, Antonio; Cornelissen, Veronique; Cruickshank, J. Kennedy; 
Cunha, Pedro G.; Danser, A.H. Jan; Pinho, Rosa Maria de; Delles, 
Christian; Dominiczak, Anna F.; Dorobantu, Maria; Doumas, Michalis; 
Fernández-Alfonso, María S.; Halimi, Jean-Michel; Járai, Zoltán; Jelaković, 
Bojan; Jordan, Jens; Kuznetsova, Tatiana; Laurent, Stephane; Lovic, 
Dragan; Lurbe, Empar; Mahfoud, Felix; Manolis, Athanasios; Miglinas, 
Marius; Narkiewicz, Krzystof; Niiranen, Teemu; Palatini, Paolo; Parati, 
Gianfranco; Pathak, Atul; Persu, Alexandre; Polonia, Jorge; Redon, Josep; 
Sarafidis, Pantelis; Schmieder, Roland; Spronck, Bart; Stabouli, Stella; 
Stergiou, George; Taddei, Stefano; Thomopoulos, Costas; Tomaszewski, 
Maciej; Van de Borne, Philippe; Wanner, Christoph; Weber, Thomas; 
Williams, Bryan; Zhang, Zhen-Yu; Kjeldsen, Sverre E.

Journal of Hypertension41(12):1874-2071, December 2023.

doi: 10.1097/HJH.0000000000003480

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 24

https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx


TREATMENT GOALS
2023 ESH Guidelines for the management of arterial hypertension The Ta
sk Force for the management of arterial hypertension of the European So
ciety of Hypertension: Endorsed by the International Society of Hyperten
sion (ISH) and the European Renal Association (ERA)

Mancia, Giuseppe; Kreutz, Reinhold; Brunström, Mattias; Burnier, Michel; 
Grassi, Guido; Januszewicz, Andrzej; Muiesan, Maria Lorenza; Tsioufis, 
Konstantinos; Agabiti-Rosei, Enrico; Algharably, Engi Abd Elhady; Azizi, 
Michel; Benetos, Athanase; Borghi, Claudio; Hitij, Jana Brguljan; Cifkova, 
Renata; Coca, Antonio; Cornelissen, Veronique; Cruickshank, J. Kennedy; 
Cunha, Pedro G.; Danser, A.H. Jan; Pinho, Rosa Maria de; Delles, 
Christian; Dominiczak, Anna F.; Dorobantu, Maria; Doumas, Michalis; 
Fernández-Alfonso, María S.; Halimi, Jean-Michel; Járai, Zoltán; Jelaković, 
Bojan; Jordan, Jens; Kuznetsova, Tatiana; Laurent, Stephane; Lovic, 
Dragan; Lurbe, Empar; Mahfoud, Felix; Manolis, Athanasios; Miglinas, 
Marius; Narkiewicz, Krzystof; Niiranen, Teemu; Palatini, Paolo; Parati, 
Gianfranco; Pathak, Atul; Persu, Alexandre; Polonia, Jorge; Redon, Josep; 
Sarafidis, Pantelis; Schmieder, Roland; Spronck, Bart; Stabouli, Stella; 
Stergiou, George; Taddei, Stefano; Thomopoulos, Costas; Tomaszewski, 
Maciej; Van de Borne, Philippe; Wanner, Christoph; Weber, Thomas; 
Williams, Bryan; Zhang, Zhen-Yu; Kjeldsen, Sverre E.

Journal of Hypertension41(12):1874-2071, December 2023.

doi: 10.1097/HJH.0000000000003480

Office BP targets in the general adult 
hypertensive population.aThe first objective of 
antihypertensive treatment should be to lower 
BP to <140/80 mmHg in most patients, because 
this accounts for the major portion of the 
protective effect of BP-lowering.aIf drug 
treatment is well tolerated, treated SBP values 
should be targeted to 130 mmHg or lower in 
most patients up to 79 years old.aDespite the 
smaller incremental benefit, an effort should be 
made to reach a BP range of 120–129/70–79 
mmHg in patients up to 79 years old, but only if 
treatment is well tolerated. Evidence on the 
advantages of this lower BP target range is not 
available or unequivocal in a number of 
clinically important subgroups of patients (e.g. 
patients with LVH, CKD, or ISH). These issues are 
discussed in the sections on special conditions 
(see Sections 17 to 20).aIn patients at least 80 
years old who are not frail, the first objective of 
antihypertensive treatment is to lower BP below 
150 mmHg. However, a SBP target range 
between 130-139 mmHg may be considered, if 
well tolerated.aIn very frail patients, treatment 
targets should be individualized.

https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
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B.P.
 GOALS



WHAT IS NEW AND WHAT HAS CHANGED 
IN THE 2023 EUROPEAN SOCIETY OF HYPERTENSION ARTERIAL 

HYPERTENSION GUIDELINES?

11.Confirmation of preferred use of RAS blockers, CCBs and 
Thiazide/Thiazide-like diuretics, and their various combinations for 
BP-lowering treatment. Inclusion of BBs among the major 
antihypertensive drugs

12.Update on available combination-based drug treatment strategies, 
including the quadpill and the polypill Emphasis and update on the 
diagnosis and management of true resistant hypertension

13.Update on use and position of renal denervation for antihypertensive 
treatment



Drug classes for BP-lowering therapy

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 28

(a) Use of Diuretics: Consider transition to Loop Diuretic if eGFR is between 30 to 45 ml/min/1.73 m2. If eGFR <30 ml/min/1.73 m2 use Loop 
Diuretic. (b) Non-DHP CCB should not be combined with BB. (c) BB should be used as guideline directed medical therapy in respective 
indications or considered in several other conditions (Table 16). Start with dual combination therapy including a RAS-blocker (either ACEi or 
ARB) plus a T/TLDiuretic or a CCB is recommended (thick blue lines). Triple therapy includes a combination of the three classes as indicated by 
the blue lines.



General BP-lowering strategy in patients with 
hypertension

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 29

of Diuretics:–Consider transition to Loop Diuretic if eGFR is between 30 to 45 ml/min/1.73 m2–If eGFR <30 ml/min/1.73 m2 use Loop 
DiureticbBB should be used as guideline directed medical therapy in respective indications or considered in several other conditions (Table 
16)cControlled below 140/90 mmHgd When SBP is ≥140mmHg or DBP is ≥90 mmHg provided that:–maximum recommended and tolerated 
doses of a three-drug combination comprising a RAS blocker (either an ACEi or an ARB), a CCB and a Thiazide/Thiazide-like diuretic were 
used–adequate BP control has been confirmed by ABPM or by HBPM if ABPM is not feasible–various causes of pseudo-resistant 
hypertension (especially poor medication adherence) and secondary hypertension have been excluded (see Section 12).
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Cardiovascular Prevention



BP-lowering strategy in true resistant hypertension
 according to renal function

31

. (a) When SBP is ≥140mmHg or DBP is ≥90 mmHg provided that: maximum recommended and tolerated doses of a three-drug 
combination comprising a RAS blocker (either an ACEi or an ARB), a CCB and a T/TLDiuretic were used, adequate BP control has 
been confirmed by ABPM or by HBPM if ABPM is not feasible, various causes of pseudo-resistant hypertension (especially poor 
medication adherence) and secondary hypertension have been excluded (see Section 12). (b) Use of Diuretics: Use T/TLDiuretic if 
eGFR >45 ml/min/1.73 m2. Consider transition to Loop Diuretic if eGFR is between 30 to 45 ml/min/1.73 m2. Use loop Diuretic if 
eGFR <30 ml/min/1.73 m2. (c) MRA contraindicated. (d) Caution if eGFR <45 ml/min/1.73 m2 or serum potassium >4.5 mmol/l. (e) 
Should be used earlier at any step as guideline directed medical therapy in respective indications or considered in several other 
conditions (Table 16).



Renal Denervation

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 32



1- BP-lowering drugs in hypertension and heart failure.

33

(a) Non-DHP CCB are not 
recommended in HFrEF and should not 
be combined with BB. (b) Use of 
Diuretics: Use T/TLDiuretic if eGFR >45 
ml/min/1.73 m2. Consider transition to 
Loop Diuretic if eGFR is between 30 to 
45 ml/min/1.73 m2. Use loop Diuretic 
if eGFR <30 ml/min/1.73 m2 or in 
patients with fluid retention/edema.



2 - BP-lowering therapy in hypertension and 
HFpEF.

34

(a) Use of Diuretics: Use T/TLDiuretic if eGFR >45 ml/min/1.73 m2. 
Consider transition to Loop Diuretic if eGFR is between 30 to 45 
ml/min/1.73 m2. Use loop Diuretic if eGFR <30 ml/min/1.73 m2 or in 
patients with fluid retention/edema. (b) BB should be used as 
guideline directed medical therapy in respective indications or 
considered in several other conditions (Table 16) (c) Use SGLT2i 
according to approval.



3 - BP-lowering drugs in 
hypertension and CKD

2023 ESH Guidelines for the management of arterial hypertension The Ta
sk Force for the management of arterial hypertension of the European So
ciety of Hypertension: Endorsed by the International Society of Hyperten
sion (ISH) and the European Renal Association (ERA)

Mancia, Giuseppe; Kreutz, Reinhold; Brunström, Mattias; Burnier, Michel; 
Grassi, Guido; Januszewicz, Andrzej; Muiesan, Maria Lorenza; Tsioufis, 
Konstantinos; Agabiti-Rosei, Enrico; Algharably, Engi Abd Elhady; Azizi, 
Michel; Benetos, Athanase; Borghi, Claudio; Hitij, Jana Brguljan; Cifkova, 
Renata; Coca, Antonio; Cornelissen, Veronique; Cruickshank, J. Kennedy; 
Cunha, Pedro G.; Danser, A.H. Jan; Pinho, Rosa Maria de; Delles, 
Christian; Dominiczak, Anna F.; Dorobantu, Maria; Doumas, Michalis; 
Fernández-Alfonso, María S.; Halimi, Jean-Michel; Járai, Zoltán; Jelaković, 
Bojan; Jordan, Jens; Kuznetsova, Tatiana; Laurent, Stephane; Lovic, 
Dragan; Lurbe, Empar; Mahfoud, Felix; Manolis, Athanasios; Miglinas, 
Marius; Narkiewicz, Krzystof; Niiranen, Teemu; Palatini, Paolo; Parati, 
Gianfranco; Pathak, Atul; Persu, Alexandre; Polonia, Jorge; Redon, Josep; 
Sarafidis, Pantelis; Schmieder, Roland; Spronck, Bart; Stabouli, Stella; 
Stergiou, George; Taddei, Stefano; Thomopoulos, Costas; Tomaszewski, 
Maciej; Van de Borne, Philippe; Wanner, Christoph; Weber, Thomas; 
Williams, Bryan; Zhang, Zhen-Yu; Kjeldsen, Sverre E.

Journal of Hypertension41(12):1874-2071, December 2023.

doi: 10.1097/HJH.0000000000003480

Copyright © 2023 Wolters Kluwer. Published by Lippincott Williams & Wilkins. 35

BP-lowering therapy in patients with 
hypertension and chronic kidney disease. (a) 
Transition from T/TLDiuretic to Loop Diuretic 
should be individualized in patients with eGFR < 
45 ml/min/1.73 m2. (b) Cautious start with low-
dose. (c) Check for dose adjustment according 
to renal impairment for drugs with relevant 
renal excretion rate. (d) When SBP is 
≥140mmHg or DBP is ≥90 mmHg provided that: 
maximum recommended and tolerated doses of 
a three-drug combination comprising a RAS 
blocker (either an ACEi or an ARB), a CCB and a 
T/TLDiuretic were used, adequate BP control has 
been confirmed by ABPM or by HBPM if ABPM is 
not feasible, various causes of pseudo-resistant 
hypertension (especially poor medication 
adherence) and secondary hypertension have 
been excluded (see Section 12). (e) Caution if 
eGFR <45 ml/min/1.73 m2 or serum potassium 
>4.5 mmol/l. (f) Should be used at any step as 
guideline directed medical therapy in respective 
indications or considered in several other 
conditions (Table 16). (g) SGLT2is and 
Finerenone should be used according to their 
approval for CKD treatment.

https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
https://journals.lww.com/jhypertension/fulltext/2023/12000/2023_esh_guidelines_for_the_management_of_arterial.2.aspx
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4 - BP-lowering therapy in 
Diabetes



Hypertension induced by selected 
anticancer treatments

37



Managment of BP in Cancer patients

38



IMPORTANCE OF FOLLOW-UP



….alla pratica clinica

Dalle linee guida…..

Terapie ben condotte riducono gli eventi, quindi i ricoveri...

quindi i costi



“.... Thanks

              ….for attention”
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