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2020 International Society of Hypertension (ISH) Global Hypertension

Practice Guidelines

A. Sukonthasarn M.D.

The International Society of Hypertension (ISH) has developed worldwide practice
guidelines for the management of hypertension in adults, age 18 years and older. The ISH
Guidelines Committee extracted evidence-based content and tailored “Essential” and
“Optimal” standards of care in a practical format that is easy-to-use particularly in low, but
also in high resources settings.

Herein “optimal care” refers to evidence-based standard of care articulated in
recent guidelines, whereas “essential standards” recognized that “optimal standards”
would not always be possible. Hence, essential standards refer to minimum standards of
care.

The authors of the guidelines gathered opinions from the other prominent
guidelines such as 2018 European Society of Cardiology/European Society of Hypertension
Guidelines, 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/AphA/ASH/ASPC/NMA/PCNA Hypertension
Guidelines, 2019 NICE Guideline, 2019 Japanese Society of Hypertension Guidelines, 2018
Chinese Guidelines for Prevention and Treatment of Hypertension. They also referred to
the opinions from HOPE Asia Network in their guideline resources.

Based on this context this new guideline does not provide any significant change in
the hypertension treatment concept but rather suggests the minimal pathway to manage

hypertension in the global setting both in low and high resource communities.



Salt and Blood Pressure — Revisited
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Severe hypertension: How should we manage?

Prof. Emeritus Dr. Peera Buranakitjaroen
Division of Hypertension, Department of Medicine
Faculty of Medicine Siriraj Hospital

Marked elevation of blood pressure (BP), defined by systolic BP >180
mmHg and/or diastolic BP >110 mmHg, was classified as severe hypertension.
Practically, hypertensive emergency has to be looked for by using clinical
presentation and physical examination, including fundoscopy, in particular.
These patients have to be treated immediately and cautiously by tritable
intravenous antihypertensive drugs in the intensive care unit. This important
issue will not be touched in this lecture. In ordinary severe hypertensive
patients, lifestyle modification should be adviced including initiation of
antihypertensive drug combination therapy. Combination of any 2 of 3 major
drug classes i.e. renin-angiotensin system blocker (angiotensin converting
enzyme inhibitor/angiotensin receptor blocker), diuretic and calcium channel
blocker is recommended judging by compelling indication in each patients.
According to the 2019 Thai Hypertension Society guidelines, target BP of 120-
130/70-79 mmHg in patients aged 18-65 years and 130-139/70-79 mmHg in
patients aged >65 years should be achieved within 3 months. Although fixed
drug combination was preferred, drug cost and reimbursement system are main
obstacles.

Those patients with severe hypertension whose BP cannot be controlled
to target in spite of using optimal or best tolerated doses of 3 major drugs
mentioned above will be classified as resistant hypertension. Firstly, there are
several things that should be looked for and corrected before diagnosis can be
made, i.e. BP measurement artefact, poor drug adherence, white coat effect,
uncontrolled risk factors, secondary hypertension. Secondly, 24-h ABPM
should be done in most cases preferably all to confirm true resistant
hypertension. Thirdly, antihypertensive drugs used should be adjusted.
Chronological therapy can be tried by splitting one or more drugs at bedtime in
spite of taking all at once in the morning. In those patients who are suspected
to have false tolerance which caused by volume overload can be solved by
prescribing furosemide to replace thiazide or adding spironolactone. Adding 4"
drug or more is usually done mostly. Switching the drugs taken to more potent
ones of the same class can also be made e.g. apresoline to minoxidil,
hydrochlorothiazide to furosemide or thiazide-type diuretic etc.. Lastly, renal
denervation should be considered after every methods mentioned fail to
normalize BP.
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Hypertension and AF

Surapun Sitthisook, M.D.

Hypertension and AF are often coexisting. Both conditions are important public health
problems and more prevalent worldwide. Hypertension certainly increases the risk of
developing AF but several pathogenetic mechanisms are still incompletely known. Among
established AF patients, hypertension is present in about 60-80%. It is unclear whether the
intensive control of BP or the use of specific antihypertensive drugs such as RAAS bockers
reduces the risk of developing subsequent AF in hypertensive patients. Hypertension
increases the risk of both thromboembolism and bleeding in patients with hypertension
and AF. However, the extent to which BP should be lowered in these patients, including
those who undergo catheter ablation, remains inconclusive. The presentation will include
basic mechanisms of hypertension causing AF, evolutionary pathway from hypertension to
AF, emerging evidence favoring an intensive BP control or the use of RAAS blockers to
reduce the risk of AF and finally the impact of NOAC compared with warfarin in relation to

hypertension.



Optimal blood pressure, Orthostatic Hypotension(OH) and Post-Prandial
Hypotension(PPH)
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discase mortality among Japanese men and women:
the Japan Collaborative Cohort Study for Evaluation
of Cancer Risk (JACC Study
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Orthostatic Hypotension(OH)

Post-Prandial Hypotension(PPH)

Classification

eg, Neurogenic(nOH)/Non-neurogenic(NnOH)

Underlying

(Diseases and Risks)

eg, Aging, Parkinson Disease(PD), Neurological
disorder, DM, HT, renal failure, anemia,

autoimmune.

eg, Aging, Autonomic & neural
dysfunction:Blunt gastrovascular reflex

(eg, DM, PD)

Predisposing Factors(PDF)

eg, excessive venous pooling, Drugs

eg, Meal-induced splanchnic blood

pooling, Drugs.

Precipitating Factors(PPF)

Standing in upright posture within 3

minutes(after standing).

Eating (esp. high CHO breakfast) within

2 hours (after meal)

Clinical Presentation

Asymptomatic to Syncope/SCD

Asymptomatic to syncope/SCD

Severity & Prognosis

All-death/CV death, HF, CAD/MI, Stroke, AF,

Cognitive Impairment.

All-death, Coronary events, Stroke,

new CVD.

Complication

eg, Fall, frail, trauma, TIA, ischemia.

eg, Fall, frail, TIA, ischemia

Diagnostic tools

eg, Tilt table test, ECG, HBPM/ABPM, Hct,

electrolyte, Cr, glucose.

eg, meal test, HBPM/ABPM

Treatment

Non-pharmacologic:

-Self-care health education,
-Avoid PDF/PPF,

-Acute water ingestion,
-Physical counter-pressure
maneuvers,

-Head-up tilt sleeping,
-Increase salt & fluid intake,
-IV or oral fluid resuscitation,
-Reducing or withdrawing

hypotensive drug regimens

Non-pharmacologic:
-Green tea 400 ml.(caffeine 50 mg.) 20
min. before breakfast
-Coffee (caffeine 100-200 mg.) with
meal
-Drinking 480 ml. water prior to

Meal

-Guar gum 9 gm. with meal

Pharmacologic: Midodrine, Droxidopa,

Fludrocortisone

Pharmacologic: Alpha-glucosidase
inhibitor(Acarbose)

M3 o a3U Anvuen1eediln weSilla n15389dY wagn13INE1 A1 Orthostatic Hypotension WaY Post-

Prandial Hypotension
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Update on Preeclampsia: What internists should know?

Weranuj Roubsanthisuk, M.D.
Division of Hypertension, Department of Medicine
Faculty of Medicine Siriraj Hospital, Mahidol University

Hypertension (HT) affects around 5-10% of pregnant women worldwide. HT during
pregnancy is usually classified into chronic HT, gestational HT, and preeclampsia. Preeclampsia is
defined as a condition with HT diagnosed after 20" week of gestation accompanied by certain
clinical features including renal, liver, hematological, or neurological involvement. Some cases may
have serious manifestations such as pulmonary edema, placental abruption, or fetal growth
restriction. Preeclampsia can deteriorate rapidly without warning, therefore it is currently not
recommended to classify it as mild or severe. In addition, it may develop for the 1* time intrapartum
or early postpartum in some cases. Previously, significant proteinuria (> 300mg/day) must be
presented in order to diagnose preeclampsia. Later research have demonstrated that certain
proportion of cases with preeclampsia may present without proteinuria. Women with non-proteinuric
preeclampsia are more likely to have hyperuricemia, thrombocytopenia, renal and liver involvement
but lower preterm delivery and perinatal mortality than their proteinuric counterparts. However, non-
proteinuric preeclampsia seems to have a poorer outcomes than gestational HT. In women with
chronic HT before pregnancy, the risk of superimposed preeclampsia depends on the severity of HT,
ranging from around 10-50%. When blood pressure (BP) is > 160/100 mmHg, urgent treatment is
recommended. There are differences among major guidelines regarding BP-lowering agents of
choice. Intravenous labetalol, hydralazine, nitroglycerine, or nicardipine are all accepted. Oral short-
acting nifedipine is suggested in some guideline especially in low-middle income countries. In severe
HT, intravenous administration of medication is preferred because impaired gastrointestinal motility
may decrease drug absorption in this situation. Women with preeclampsia should receive MgSO, for
convulsion prophylaxis. In low resource settings, it should be given to all cases. In situation with
better resource, MgSO, may be given to only cases with severe HT and proteinuria or if there are
premonitory signs of eclampsia such as severe headache, repeated visual scotomata, or clonus.
Women with preeclampsia will carry a risk of recurrence in subsequent pregnancy. The earlier the
onset of HT in the first pregnancy, the greater the risk of recurrence. These women also have an
increased risk of HT, stroke, and coronary artery disease in later life. Low-dose aspirin (60 to 150
mg/day) initiated between 12 and 28 weeks of gestation is recommended to reduce the occurrence
of preeclampsia, preterm birth, and intrauterine growth restriction in women at increased risk for
preeclampsia. Calcium supplementation may be useful to reduce the severity of preeclampsia but
only in population with low calcium intake. There is no information supporting that dietary sodium

restriction, vitamin C and E supplementation, or bed rest will prevent preeclampsia.



Interesting references:

1.

ACOG Committee Opinion No. 767. Emergent Therapy for Acute-Onset, Severe
Hypertension during Pregnancy and the Postpartum Period. Obstet Gynecol. 2019; 1332
€174-80.

Hypertension in pregnancy: diagnosis and management. NICE guideline [NG133; Published

date: 25 June 2019. www.nice.org.uk/guidancengl133.

WHO Recommendations: Drug treatment for severe hypertension in pregnancy 2018.
www.who.intiris/bitstream/handle,10665/277234/9789241550437-eng.pdf.

Brown MA, Magee LA, Kenny LC, Karumanchi SA, McCarthy FP, Saito S, et al; International
Society for the Study of Hypertension in Pregnancy (ISSHP). Hypertensive Disorders of

Pregnancy: ISSHP Classification, Diagnosis, and Management Recommendations for

International Practice. Hypertension 2018; 72(1): 24-43.

RTCOG Clinical Practice Guideline Management of Preeclampsia and Eclampsia. L2
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Magee LA, Pels A, Helewa M, Rey E, Dadelszen PV, Canadian Hypertensive Disorders of

Pregnancy Working Group. Diagnosis, evaluation, and management of the hypertensive
disorders of pregnhancy: executive summary.J Obstet Gynaecol Can 2014; 36(5):416-41.
WHO Recommendations for prevention and treatment of pre-eclampsia and eclampsia 2011.
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1. Position Statement of the ESC Council on Hypertension on ACE-Inhibitors and Angiotensin Receptor

Blockers (https://www.escardio.org/Councils/Council-on-Hypertension-(CHT)/News/position-statement-of-

the-esc-council-on-hypertension-on-ace-inhibitors-and-
ang?fbclid=IwAR2GNBVOJzxXA1007sGd14XckBsRo Al3B_GIMUgtgakravpNLCUNoXPuY8)

2. HFSA/ACC/AHA statement addresses concerns re: using RAAS antagonists in COVID-19
(https://professional.heart.org/professional/ScienceNews/UCM 505836 HFSAACCAHA-statement-

addresses-concerns-re-using-RAAS-antagonists-in-COVID-

19.jsp?fbclid=IwAR3Ue6zXv8eNOy8SGhvBDMTeS2t2uGgolTSYbKL gADIMajrxsCZRy3 QrY8)

3. Vaduganathan M, Vardeny O, Michel T, et al. Renin-angiotensin—aldosterone system inhibitors in

patients with Covid-19. N Engl J Med 2020; 382: 1653-9.
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