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Class of recommendation (CoR) and level of evidence (LoE)

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).
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Cardiovascular risk according to grade and stage of hypertension
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Dépistage de l‘hypertension

Recommendations and statements CoR LoE 

Case finding or opportunistic screening for hypertension is recommended 

in all adults. 
I C 

Regular BP measurements are recommended in adults from the age of 

40 years or earlier in patients at high-risk. 
I C 

In individuals without hypertension, intervals for repeated BP 

measurement should be scheduled depending on the BP level, the risk of 

hypertension and CV risk. In patients with high risk, annual follow-up is 

recommended. 

 

I 

 

C 
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Comment mesurer la pression artérielle ?

Recommendations and statements CoR LoE 

Automatic electronic, upper-arm cuff devices are recommended for 

office and out-of-office BP measurement (home and ambulatory). 

 
I 

 
B 

Hybrid manual auscultatory devices with LCD or LED display, or digital 

countdown, or shock-resistant aneroid devices can be used for office BP 

measurement if automated devices are not available. 

 
I 

 
B 

Only properly validated devices should be used. www.stridebp.org I B 

Cuffless BP devices should not be used for the evaluation or management 

of hypertension in clinical practice. 
III C 
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Recommandations pour la mesure de la pression au cabinet ou à la maison
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Suivi de la pression à domicile (HBPM)

Recommendations and statements CoR LoE 

HBPM can be considered in addition to OBPM to improve CV risk 

prediction due to better reproducibility and prognostic value than OBPM 

 
II 

 
B 

HBPM is recommended to identify white-coat hypertension or masked 

hypertension. 
I B 

HBPM is recommended for long-term follow-up of treated hypertension 

because it improves BP control, especially when combined with education 

and counselling. 

 
I 

 
B 

HBPM should be performed using automated upper arm-cuff BP monitors 

validated according to an established protocol. www.stridebp.org 

 
I 

 
C 

Home BP should be monitored for 7 (not fewer than 3) days with 

duplicate morning (with 1 minute between them) and evening 

measurements before office visits. Average home BP should be calculated 

after discarding readings of the first day. 

 

I 

 

C 
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Mesure de la pression ambulatoire de 24h (ABPM)

Recommendations and statements CoR LoE 

ABPM can be considered in addition to OBPM to improve CV risk 

prediction due to better reproducibility and prognostic value than OBPM 

 
II 

 
B 

ABPM is recommended to identify white-coat hypertension, masked 

hypertension and nocturnal BP phenotypes. Repeated ABPM may be 

necessary because these phenotypes have a limited reproducibility. 

 

I 

 

B 

ABPM should be used to diagnose true resistant hypertension. I B 

ABPM should be measured using upper arm-cuff automated BP monitors 

validated according to an established protocol. www.stridebp.org 

 
I 

 
C 

The recommended time interval between measurements should be 20 

minutes during day and night to minimize the risk of missing day or 

night periods. 

 
I 

 
C 
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Pression artérielle nocturne et hypertension

Recommendations and statements CoR LoE 

It is recommended to assess night-time BP using ABPM because it is 

more predictive for outcomes than daytime BP, and because nocturnal 

hypertension, non-dipping and reverse dipping are associated with 

increased CV risk 

I B 

For the identification of night-time BP phenotypes, repeating ABPM is 

necessary, because of poor reproducibility. 

I B 

In isolated nocturnal hypertension, antihypertensive drugs may lower BP 

and may thus be considered. 

II C 

In the general hypertensive population morning dosing or bedtime 

dosing results in similar outcome. 

I B 
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Recherche des atteintes d’organes cibles de l’HTA
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Interventions non-pharmacologiques (cont.)

aThere are varying definitions for drinks used in the literature; a drink may relate to about 350 ml of regular beer containing 5% alcohol by volume or 150 ml of wine 
containing 12% alcohol by volume.
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Diagnostic selon la TA au cabinet et prise en charge de l’hypertension
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TA au cabinet à partir desquelles une prise en charge est nécessaire

Recommendations and statements CoR LoE 

In patients 18 to 79 years, the recommended office threshold for 

initiation of drug treatment is 140 mmHg for SBP and/or 90 mmHg for 

DBP. 

I A 

In patients ≥80 years, the recommended office SBP threshold for initiation 

of drug treatment is 160 mmHg. 

I B 

However, in patients ≥80 years a lower SBP threshold in the range 140 – 

159 mmHg may be considered. 

II C 

The office SBP and DBP thresholds for initiation of drug treatment in frail 

patients should be individualized. 

I C 

In adult patients with a history of CVD, predominantly CAD, drug 

treatment should be initiated in the high-normal BP range (SBP 

≥130 or DBP ≥80 mmHg). 

I A 

 



2023 ESH Guidelines for the Management of Arterial Hypertension         Mancia, Kreutz et al. J Hypertens. 2023;41:1874-2071

Cibles de TA pour le traitement de l’hypertension



2023 ESH Guidelines for the Management of Arterial Hypertension         Mancia, Kreutz et al. J Hypertens. 2023;41:1874-2071

Cibles de TA pour le traitement de l’hypertension (cont.)
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Classes de médicaments pour baisser la pression artérielle
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Why are beta-blockers back in guidelines ?

1. BBs reduce office systolic blood pressure (SBP) and diastolic blood 

pressure (DBP) as effectively as the other major antihypertensive drugs. 

2. BBs are protective in placebo-controlled BP-lowering randomized controlled 

trials (RCTs).

3. BBs are protective in RCTs in comparison to other BP-lowering drugs

4. BBs are protective in combination therapy with other BP-lowering drugs. 

5. BBs reduce the risk of stroke

Kreutz et al, J Hypertension, 2024, in press
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Classes de médicaments pour baisser la pression artérielle



2023 ESH Guidelines for the Management of Arterial Hypertension         Mancia, Kreutz et al. J Hypertens. 2023;41:1874-2071

Impact of SGLT2 inhibitors on systolic blood pressure.

William L. Baker et al, J Am Soc Hypertens, 2014; 8(4): 262-275

Effects of sodium-glucose co-transporter 2 inhibitors on 
blood pressure:  A systematic review and meta-analysis
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Change from baseline in mean 24-hour SBP at week 12 by number of 
antihypertensive medications at baseline

Giuseppe Mancia et al. Hypertension. 
2016;68:1355-1364
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A, Change from baseline in mean 24-hour SBP at week 12 by use of diuretics at baseline 
(ANCOVA, FAS, LOCF); P=0.380 for interaction between SBP reduction and use of diuretics at 

baseline. 

Giuseppe Mancia et al. Hypertension. 2016;68:1355-1364

Co
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Kidney Int Rep (2022) 7, 1463–1476

Aspects pratiques de la prescription des inhibiteurs de SGLT2



Figure 2 

The Lancet Diabetes & Endocrinology 2019 7845-854DOI: (10.1016/S2213-8587(19)30256-6) 

Effect des inhibiteurs de SGLT2 sur la progression de l’insuffisance rénale
chronique et la mortalité cardiovasculaire ou rénale



Objectif primaire: 
Diminution de eGFR ≥50%, IRC terminale,  mortalité rénale et cardiovasculaire

ARR = absolute risk reduction; CV = cardiovascular; DAPA = dapagliflozin; eGFR = estimated glomerular filtration rate; ESKD = end-stage kidney disease; HR = hazard ratio; ; NNT = number needed to treat; RRR = 
relative risk reduction.
1. Heerspink HJL et al. N Engl J Med. 2020; 383:1436-1446  2. Heerspink HJL et al. Nephrol Dial Transplant. 2020;35:274–282.
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Effet sur l’albuminurie en fonction du diabète

CI = confidence interval; T2D = type 2 diabetes; UACR = urinary albumin-to-creatinine ratio
1. Jongs N et al. Published online ahead of print. Lancet Diabetes Endocrinol. 2021. doi:10.1016/S2213-8587(21)00243-6; 

Patients with T2D
35.1% mean reduction in UACR (dapagliflozin vs. placebo) 

(95% CI 30.6, 39.4; p<0.0001)a

Patients without T2D
14.8% mean reduction in UACR (dapagliflozin vs. placebo) 

(95% CI 5.9, 22.9; p=0.0016)a

1455
1451

1411
1415

1387
1383

1398
1368

1339
1297

1288
1258

1262
1237

1206
1182

1127
1088

826
791

482
446

159
158

Dapagliflozin
Placebo

697
701

674
675

660
671

650
665

604
612

596
596

581
581

572
566

504
493

346
344

210
194

74
71

Dapagliflozin
Placebo

Ad
ju

st
ed

 M
ea

n 
C

ha
ng

e 
in

 U
AC

R
, %

 (9
5%

 C
I) 0

60

-40

-20

0 4 8 12 16 20 24 28 32
Time, months

2 36

Dapagliflozin
-46.6%2

Placebo
-17.7%2

Ad
ju

st
ed

 M
ea

n 
C

ha
ng

e 
in

 U
AC

R
, %

 (9
5%

 C
I) 0

60

-40

-20

0 4 8 12 16 20 24 28 32
Time, months

2 36

Dapagliflozin
-33.9%2

Placebo
-22.5%2

Median baseline UACR 
1017 mg/g 

Median baseline UACR
861 mg/g 



Mean baseline eGFR
(ml/min/1.73 m2)

SGLT2i Placebo SGLT2i Placebo Relative risk
(95% CI)

Relative risk
(95% CI)

Heterogeneity by 
diabetes statusn with event / N analysed Rate per 1000 patient years

Diabetes

p=0.31

DECLARE-TIMI 58 85 56/8582 102/8578 1.6 3.0 0.55 (0.39, 0.76)

CANVAS Program 77 80/5795 81/4347 3.6 5.8 0.61 (0.45, 0.83)

VERTIS CV 76 49/5499 32/2747 2.6 3.4 0.76 (0.49, 1.19)

EMPA-REG OUTCOME 74 51/4645 47/2323 4.0 7.6 0.51 (0.35, 0.76)

DAPA-HF 63 18/1075 24/1064 12 16 0.73 (0.39, 1.34)

EMPEROR-Reduced 61 13/927 23/929 13 24 0.52 (0.26, 1.03)

EMPEROR-Preserved 60 38/1466 44/1472 15 18 0.82 (0.53, 1.27)

DELIVER 60 33/1578 37/1572 9.5 11 0.87 (0.54, 1.39)

CREDENCE 56 153/2202 230/2199 27 41 0.64 (0.52, 0.79)

SOLOIST-WHF 51 NA/NA NA/NA

SCORED 44 37/5292 52/5292 5.0 7.0 0.71 (0.46, 1.08)

DAPA-CKD 44 103/1455 173/1451 35 60 0.57 (0.45, 0.73)

EMPA-KIDNEY 36 108/1525 175/1515 36 59 0.55 (0.44, 0.71)

Subtotal: DIABETES 67 739/40041 1020/33489 0.62 (0.56, 0.68)

No diabetes
DAPA-HF 68 10/1298 15/1307 5.0 8.0 0.67 (0.30, 1.49)
EMPEROR-Reduced 63 5/936 10/938 5.2 10 0.50 (0.17, 1.48)
DELIVER 63 17/1551 17/1557 5.0 4.9 1.01 (0.51, 1.97)
EMPEROR-Preserved 62 12/1531 18/1519 4.5 6.9 0.68 (0.33, 1.40)
DAPA-CKD 42 39/697 70/701 29 53 0.51 (0.34, 0.75)
EMPA-KIDNEY 39 119/1779 157/1790 35 47 0.74 (0.59, 0.95)
Subtotal: NO DIABETES 56 202/7792 287/7812 0.69 (0.57, 0.82)

Total: OVERALL 65 941/47883 1307/41301 0.63 (0.58, 0.69)

Kidney disease progression in adults with or without diabetes

0,25 0,5 1 2

Favours SGLT2i Favours placebo
Lancet 2022; doi: 10.1016/S0140-6736(22)02074
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Stratégie générale pour le traitement des patients hypertendus



elect herapy: Older patients (>80 years)

Fit Slowed but 
autonomous

Severely dependent

BP for treatment
initiation

1. Office SBP ≥160 mmHg
2. But in most cases, SBP in

the range of 140-159 mmHg 

1. According to comorbidities 
and polypharmacy

2. Consider treatment if
office SBP > 160 mmHg

Target BP 3. Office SBP in the range of
140 to 150 mmHg

4. A range of 130-139 mmHg
may be considered if well   
tolerated

5. Be cautious if DBP already     
below 70 mmHg

Therapy 6. Consider starting with
a monotherapy

3. Office SBP in the range of
140 to 150 mmHg

4. A range of 130-139 mmHg
may be considered if well 
tolerated

5. Be cautious if  DBP already 
below 70 mmHg

6. Consider starting with a 
monotherapy

7. Uptitrate cautiously
8. Reduce treatment if SBP <120 

or orthostatic hypotension
9. Make a detailed functional 

status (frailty, depression…)

3. Office SBP in the range of
140 to 150 mmHg

4. Start treatment cautiously
5. Reduce treatment if office

SBP<120 mmHg  and in 
patients with orthostatic 
hypotension

6. Correct other factors and 
medications lowering BP 

1. Office SBP ≥160 mmHg
2. But in most cases, SBP in

the range of 140-159 mmHg 
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Stratégie de prise en charge en cas d’hypertension résistante avérée
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Incidence of selected forms of secondary hypertension according to age
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Atherosclerotic renovascular disease (ARVD)
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CKD patients
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BP-lowering in patients with hypertension and chronic kidney disease



2023 ESH Guidelines for the Management of Arterial Hypertension         Mancia, Kreutz et al. J Hypertens. 2023;41:1874-2071

Stratégies de traitement de l‘HTA dans le diabète
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Prise en charge de l’hypertension dans l’obesité
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Suivi de l’adhérence dans la prise en charge de l’hypertension
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Quand référer un patient au spécialiste ?
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Follow-up of patients with hypertension

aCan be adapted according to the clinical status


