Hypertension Pharmacotherapy Review

The following is a summary of pharmacotherapy recommendations for nonpregnant adults, primarily from the
2025 AHA/ACC et al. Guideline for the Prevention, Detection, Evaluation, and Management of High Blood Pressure in Adults.

Note: This review only covers outpatient treatment of primary hypertension. The treatment of secondary hypertension is not addressed.

@ BLOOD PRESSURE CATEGORIES

CATEGORY SBP DBP
(mmHg) (mmHg)
NORMAL <120 AND <80
ELEVATED 120 to 129 AND <80
STAGE 1
e PN 130 to 139 OR 80 to 89
STAGE 2
HYPERTENSION e o =l

A hypertension diagnosis must be confirmed by taking

the average of =22 BP measurements using proper technique
and obtained on 22 separate occasions.

&% LABORATORY TESTING

Following a diagnosis of hypertension, the following tests should be performed
to determine the patient’s cardiovascular risk and guide selection of therapy:

« Complete blood count « Fasting blood glucose or A1C

« Sodium, potassium, and calcium levels e Thyroid-stimulating hormone (TSH)
« SCr with eGFR (using CKD-EPI equation) o Urinalysis and UACR

« Lipid profile « Electrocardiogram (ECG)

@ HYPERTENSION TREATMENT GOALS

For most adults with hypertension, the goal is to achieve and maintain
a target BP of at least <130/80 mmHg (ideally <120/80 mmHg).

A less strict target BP may be reasonable for certain patients
(e.g., older adults with hypertension and frailty or limited life expectancy).

t* INITIAL PHARMACOTHERAPY

NORMAL BP ELEVATED BP
I I

Follow up in 3 to 6 months

FIRST-LINE ANTIHYPERTENSIVES*

Medications from the following 4 drug classes are recommended:

Follow up in 1 year

(and as clinically indicated)

Thiazide-type diuretics May cause ¥ Na+ and K+ levels
May cause 1 glucose, uric acid, and Ca2+ levels

hydrochlorothiazide, Chlorthalidone is more potent and has a longer half-life than
indapamide) hydrochlorothiazide

(e.g., chlorthalidone,

May cause 1 SCr and K+ levels

ACEis

(e.g., benazepril, « eGFR reduction of up to 30% from baseline is expected and is

not cause for discontinuation (if the reduction >30%, temporary
dose reduction/withdrawal may be necessary; if a sustained

lisinopril, ramipril)

reduction is observed, referral to a nephrologist is warranted)
Do not use ACEis, ARBs, or direct renin inhibitors in combination

ARBs
(e.g., irbesartan,
losartan, olmesartan)

Long-acting DHP CCBs Monitor for peripheral edema
(e.g., amlodipine,
felodipine, nifedipine ER)

SECOND-LINE ANTIHYPERTENSIVES*

The following are generally not preferred over first-line antihypertensives:

« Non-DHP CCBs (e.g., diltiazem, verapamil) « Direct vasodilators (e.g., hydralazine, minoxidil)

« Loop diuretics (e.g., furosemide, torsemide) « Centrally acting agents (e.g., clonidine, guanfacine)
« Potassium-sparing diuretics (e.g., triamterene) e Direct renin inhibitor (e.g., aliskiren)

« Beta-blockers (e.g., carvedilol, metoprolol) « Dual endothelin receptor antagonist

« Alpha-blockers (e.g., doxazosin, terazosin) (e.g., aprocitentan)

« MRAs (e.g., spironolactone, eplerenone)

Lifestyle modifications are recommended for all patients, both as an initial strategy and as an adjunct to medication.

*When selecting antihypertensive therapy, consider the patient’s comorbidities, antihypertensive side effect profile, dosing frequency, and preference. Patients with certain
comorbidities (e.g., CKD, HF) should receive standard treatment specific to that comorbidity and additional antihypertensives as needed to achieve the target BP.

Note: The 2025 guideline does not include race-/ethnicity-based recommendations for selecting antihypertensive therapy. This is a notable difference from the previous guidelines,
which preferentially recommended CCBs or thiazide-type diuretics over ACEis and ARBs for initial therapy in Black patients with hypertension without HF or CKD. Rather than race,
the selection of antihypertensive therapy should be guided by comorbidities, cardiovascular risk, and other patient-specific factors.

STAGE 1 HYPERTENSION STAGE 2 HYPERTENSION
i 1

\ \

Existing CVD, diabetes, CKD, or Initiate 2 antihypertensives
10-year PREVENT-CVD risk 27.5%7? from different drug classes
and follow up in 1 month

Ideally, use a single-pill combo
for improved adherence

Initiate Follow up in
antinypertensive 3 to 6 months
therapy and
follow up
in 1 month Initiate

antihypertensive
therapy if BP
not at target and
follow up in 1 month

Assess adherence, response, side effects, and need for lab testing.

If BP is not at target, consider treatment intensification
(e.g., dose increase, combination therapy) and follow up in 1 month.

If the target BP has been achieved, reassess in 3 to 6 months.

Basic laboratory testing should be repeated at least annually.

ACEis: angiotensin-converting enzyme inhibitors CKD: chronic kidney disease DBP: diastolic blood pressure HF: heart failure SBP: systolic blood pressure

ARBs: angiotensin receptor blockers CVD: cardiovascular disease DHP CCBs: dihydropyridine calcium channel blockers MRAs: mineralocorticoid receptor antagonists UACR: urine albumin-to-creatinine ratio
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