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ABSTRACT

With a prevalence of 15% globally,
hypertension is one of the main causes of
mortality and disability-adjusted life years. The
majority of hypertension sufferers in high- and
low-income nations do not obtain medical
care. Most patients who undergo treatment
continue to receive inadequate care and fall
short of their blood pressure objectives.
Consequently, in comparison to the previous
guidelines, the new hypertension guidelines
include more deliberate treatment options to
maximise the likelihood of meeting the new,
tight blood pressure objectives. For whom is
hypertension treatment appropriate? Which
antihypertensive drugs have the most
compelling evidence to support them?Which
therapy approaches have the best chance of
effectively decreasing blood pressure? In this
section, we go over hypertension medication
in brief and address these queries along with a
few other frequently asked questions about
hypertension care.

INTRODUCTION
It is anticipated that 12 billion
individuals worldwide suffer from

hypertension in 2019—twice as many as in
1990." One of the biggest global causes of
death and disability-adjusted life years is
hypertension, which also continues to be a
major modifiable risk factor for coronary artery
disease, stroke, and chronic kidney disease.”*
According to studies, for every 20 mm Hg
increase in systolic or 10 mm Hg increase in

diastolic blood pressure (BP), the risk of fatal
cardiovascular events doubles.” It is simple to
diagnose hypertension, and there are
numerous low-cost treatments available to
successfully manage it."°

Reducing hypertension is linked to
fewer deaths and unfavorable cardiovascular
outcomes,’ and therapy for the condition
requires both pharmaceutical and non-
pharmacological

approaches®Non-pharmacological measures
should be used during the course of treatment.
These include cutting back on sodium in the
diet, eating more fruits and vegetables, eating
a high-protein, low-carb diet, and losing
weight.

Thiazide diuretics, the first class of
drugs to be the subject of a clinical trial and
the first to be used to treat hypertension,
established pharmacological interventions for
the first time in the late 1950s.* ™ Many other
trials were carried out after thiazide diuretics
produced positive results, demonstrating the
effectiveness of other BP-lowering drugs in
reducing hypertension and averting
associated problems.”™ The groundbreaking
Treatment of Mild Hypertension Study— the
first to evaluate the effectiveness of several
classes of blood pressure-lowering
drugs—showed that a number of
antihypertensive drugs significantly drop
blood pressure with little variation between
classes” Based on the results of these
seminal research, we continue to treat
hypertension in our daily medical practice with
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the majority of these recognized blood
pressure drugs® This article covers the
pharmacologic treatment of essential
hypertension and provides a quick overview of
the various drug classes' uses and indications.

UNVEILING HYPERTENSION: NAVIGATING THE
ONSET OF PHARMACOTHERAPY

Major hypertension guidelines employ

varying blood pressure thresholds to
characterize hypertension and its phases;
nonetheless, they all base their
recommendations on a combination of patient
risk factors, such as the likelihood of
developing atherosclerotic  cardiovascular
disease (ASCVD), and blood pressure level).
Normal blood pressure is defined as less than
120/80 mm Hg in the 2017 American College of
Cardiology (ACC)/American Heart Association
(AHA) treatment guidelines. For raised blood
pressure (120-129/<80 mm Hg) and stage 1
hypertension (130-139/80-90 mm Hg) in the
absence of clinical ASCVD or a 10-year ASCVD
risk of less than 10%, non-pharmacological
therapy is advised. For individuals with stage 1
hypertension who have symptomatic ASCVD
or a 10-year ASCVD risk of 10% or less, as well
as for all patients with stage 2 hypertension
(BP = 140/90 mm Hg), non-pharmacological
plus pharmacological therapy is advised.?
The criterion for medication of hypertension is
somewhat higher in the 2018 European
Society of Cardiology (ESC)/European Society
of Hypertension (ESH) guidelines” and the
2020 International Society of Hypertension
(ISH) Global Hypertension Practice
Guidelines,”®  Patients with grade 1
hypertension (BP > 140-159/90-99 mm Hg),
clinical ASCVD, high risk of ASCVD, chronic
renal disease, diabetes mellitus, or
hypertension-mediated organ damage should
start medication right away, according to the
2020 ISH Global Hypertension Practice
Guidelines.

Regardless of risk or comorbidities,
pharmacotherapy is recommended for all
patients with grade 2 hypertension, which is
defined as blood pressure = 160/100 mm Hg.*®
In patients with grade-1 hypertension (BP 140-
159/90-99 mm Hg), renal impairment, high risk
of ASCVD, or hypertension-mediated organ
damage, the 2018 ESC/ESH guidelines advise
starting medication right away.

Pharmacotherapy is necessary for both grade
2 (BP 160-179/100-109 mm Hg) and grade 3 (BP
= 180/110 mm Hg) hypertension, irrespective of
comorbidities or ASCVD risk.”’

CHOOSING THE CLASS OF DRUGS

For patients with essential
hypertension, it is generally advised to start
treatment with one of three drug classes:
thiazide diuretics, angiotensinconverting
enzyme inhibitors  (ACEi)/angiotensin |l
receptor blockers (ARBs), or calcium channel
blockers (CCBs).?

Numerous studies have demonstrated
that there are not plenty of variations
between drug classes in the effectiveness of
various BP-lowering drugs in treating
hypertension and preventing
itsconsequences. Reducing blood pressure
was  associated with  fewer  major
cardiovascular events, revealed to a meta-
analysis of 31randomised trials. When patients
were split into two age groups (those under 65
or more than 65), this effect persisted,
demonstrating that treating hypertension will
benefit both older and younger
persons.Although after looking at the data for
patients on beta blockers, ACEi, ARBs, CCBs,
and diuretics, the study found insufficient
proof that choosing one type of
antihypertensive  drugs over  another
significantly improved outcomes29A year
later, 147 papers that were released between
1966 and 2007 were included in another meta-
analysis that examined data for 464,164
patients. It revealed that all antihypertensive
drug classes were linked to a comparable drop
in coronary artery disease or stroke, even
though beta blockers were linked to a
decreased risk of coronary heart disease
events if taken soon after a myocardial
infarction and CCBs were attributed to a
slightly lower risk of stroke. Once more, the
findings of this investigation supported the
significance of blood pressure control in many
age groups, irrespective of the utilised
medications

For every 10 mm Hg drop in systolic
blood pressure, there was a significant
decrease in major cardiovascular events and
mortality, according to a new meta-analysis
and systematic review involving 123 studies
and 613,815 participants. This  study

25,28,31
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demonstrated that diuretics were better in
preventing heart failure, CCBs were
outstanding in eliminating stroke and inferior
in preventing heart failure, and beta blockers
were inferior in preventing such adverse
effects® According to a recent Cochrane
systematic review article, those suffering from
moderate-to-severe essential hypertension
may benefit equally from low-dose thiazide
diuretics, ACEi, or CCBs as initial treatment in
terms of lowering mortality and morbidity,
while patients with high-dose thiazide
diuretics or beta blockers may benefit less
from such interventions.* Ultimately, major
guidelines suggest treating hypertension
rather than choosing a pharmaceutical class
to meet the goal of lowering major
cardiovascular events even if there is no
specific indication for an antihypertensive
drug.B' 26, 27

SINGLE OR MULTIDRUG RECOMMENDATIONS

Recent guidelines propose introducing
two blood pressure-lowering medications
simultaneously in the majority of patients, not
withstanding prior guidelines'
recommendation to start treatment with
monotherapy and gradually raise dosage
before moving with another class of
medication or adding a second medication if
necessary.>**” Nonetheless, studies indicate
that about 60% of hypertension patients lack
treatment. This finding holds true for all
countries, from those with low to high incomes.

Significantly, out of the 40% of
individuals who obtain treatment, almost 65%
do not meet the 140/90 mm Hg goal®
Furthermore, over the past many years, the BP
goal has decreased, which makes it more
difficult for monotherapy to meet the new,
more  stringent  objectives. A  single
medication's dose increase has little
incremental effect on decreasing blood
pressure and may even raise the likelihood of
adverse effects. It's significant to note that the
majority of patients who took part in the
published clinical studies either required
multidrug therapy to begin or were treated
with multiple BP-lowering medications during
the trial.®®* Therefore, most patients with
hypertension should begin treatment with
more than one blood pressure-lowering
medication, according to new guidelines® %%’

According to the 2018 ESC/ESH
recommendation, patients with high normal
blood pressure (130-139/85-89 mm Hg) may
find that monotherapy is adequate if their
blood pressure is near to the 140/90 mm Hg
threshold and alternative therapies have not
been able to lower blood pressure. If not, it
suggests that the majority of patients who fit
the therapeutic criteria outlined above begin
on two distinct classes of drugs.”’ For patients
with hypertension who need
pharmacotherapy, the 2020 ISH Global
Hypertension Practice Guideline suggests
starting low doses of two discrete medication
classes.26 Patients with stage 2 hypertension
(BP = 140/90 mm Hg) ought to start therapy
with two firstline medicines from distinct
classes, according to the 2017 ACC/AHA
guideline. Patients with hypertension in stage 1
(BP = 130-138/80-90 mm Hg) may benefit from
monotherapy with higher doses of medication
to reach the target blood pressure of less than
130/80 mm Hg, and if necessary, increasing
the dose.”

INDICATIONS AND CONTRAINDICATIONS FOR
COMMONLY  USED ANTIHYPERTENSIVE
MEDICATION

Understanding the indications and
contraindications  for commonly  used
antihypertensive medications is paramount in
tailoring treatment strategies. Thiazide
diuretics, beneficial in conditions associated
with edema such as Heart Failure with
Reduced Ejection Fraction (HFrEF) and Heart
Failure with Preserved Ejection Fraction
(HFpEF), should be used cautiously in cases of
hyperuricemia, hyponatremia, hypercalcemia,
and sulfa allergy. Angiotensin-Converting
Enzyme Inhibitors (ACEi) and Angiotensin I
Receptor Blockers (ARB) are indicated in
conditions like HFrEF and Chronic Kidney
Disease (CKD) with proteinuria but should be
avoided in pregnancy, severe hyperkalemia,
bilateral renal artery stenosis, and cases of
angioedema related to ACE inhibitors. Calcium
Channel Blockers (ccB), whether
dihydropyridine or non-dihydropyridine, find
utility in various conditions, including prior
stroke, stable angina, Raynaud phenomenon,
atrial  fibrillation/flutter, and  migraine
headaches. However, non-dihydropyridine
CCBs should be avoided in cases of heart
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failure with reduced ejection fraction (HFrEF)
in class 3 or 4, 2nd- or 3rd-degree
atrioventricular (AV) nodal block, bradycardia,
and sick sinus syndrome. Aldosterone
antagonists are indicated for HFrEF and
resistant hypertension but should be avoided
in the presence of severe hyperkalemia. This
comprehensive understanding of medication
classes, along with their indications and
contraindications, assists healthcare
professionals in making informed decisions
tailored to individual patient needs.

AM, PM, OR BID DOSING

Around 15% less blood pressure is
often found at night than during the day. A
negative correlation exists between non-
dipping phenomenon and unfavourable
cardiovascular events. Non-dipping
phenomenon is defined as the inability of
blood pressure to drop by at least 10% of its
baseline value during sleep. Reorganising the
schedule of blood pressure medication
dosages to the evening may help diminish the
non-dipping phenomena, according to certain
research.®™® Patients who take blood
pressure-lowering drugs in the morning or the
evening do not exhibit any appreciable
differences in their BP readings, in accordance
with numerous further clinical research.*™'21
randomised controlled trials and 1993
hypertensive patients' data were examined in
a Cochrane systematic review. It
demonstrated that when taking blood
pressure medicine in the evening as opposed
to the morning, better blood pressure control
may result. The relevance of this improved
blood pressure control is yet unknown,
nonetheless, as none of the trials included
clinically meaningful end measures, such as
mortality or cardiovascular events.** Critically,
21,104 those involved were randomised to
receive their blood pressure medication in the
morning or the evening in the recently
published TIME (Treatment In Morning versus
Evening) research. According to the results of
this randomised clinical research, patients can
take their blood pressure-lowering drugs
whenever it is most convenient for them
throughout the day, as there was no
discernible difference in major cardiovascular
events between the study groups.®.
Significantly, 21,7104 patients were randomised

to receive their BP prescriptions in the morning
or the evening in the recently published TIME
(Treatment In  Morning versus Evening)
research. Patients can take their blood
pressure-lowering  drugs whenever it's
convenient for them during the day, according
to the results of this randomised clinical
research, which found no significant difference
in major cardiovascular events across the
study groups.*While boosting the number of
daily doses of blood pressure-lowering drugs
may appear to reduce variations in blood
pressure, it has been linked to a decrease in
long-term medication adherence and an
increase in treatment failure.** * To increase
medicine adherence and lower the risk of
treatment failure, once-daily dose is advised
over multiple daily dosing in all three of the
2018 ESC/ESH, 2020 ISH, and 2017 ACC/AHA
Global Hypertension Practice Guidelines. In
order to further increase the likelihood of drug
adherence, they also suggest a single pill
strategy (one pill that includes two distinct
medications) for the first treatment of
hypertension. They do not, however, offer any
particular advice regarding whether to take
the drugs in the morning or at night®**?

PATENTED MEDICATIONS VERSUS OFF BRAND

The use of generic medications offers
prospective benefits in terms of healthcare
cost savings and, consequently, treatment
availability for a wider population, given the
worldwide incidence of hypertension and the
considerable  expenses involved  with
treatment. Despite the fact that
recommendations based on the concept of
bioequivalency and drug approval procedures
do not distinguish in this way, clinicians' and
patients' uncertainties about the efficacy and
safety of generic medications can on occasion
impede their adoption.* * However, current
regulations, which centre on biologic
equivalency in order to infer comparable
clinical efficacy, do not require studies that
directly compare clinical efficacy, and thus are
infrequent.

Although  the included studies
frequently  concentrated on  assessing
bioequivalency and are therefore
characterised by small sample sizes, brief
follow-up, and the inclusion of largely young,
healthy  persons, meta-analyses have
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attempted to offer some assistance. There
was no proof that innovator medications were
better than generic ones in an initial lengthy
systematic review and meta-analysis of 47
publications, 38 of which were randomised
clinical trials, on brand-name and generic
medications used to treat cardiovascular
illnesses (beta blockers, diuretics, CCBs, and
ACEi).* The safety of generic drugs was
further reinforced by a more recent meta-
analysis that was published by Manzoli et al.
in 2016 and which essentially corroborated the
same  conclusions”®  Extensive  recent
population datasets support this notion. Ti et
al. compared the hazard ratios for major
adverse cardiac and cardiovascular events, all
-cause death, and 17 branded versus generic
pharmaceutical substances for the treatment
of hypertension/heart failure, hyperlipidemia,
and diabetes mellitus in an observational
retrospective study involving a dataset of
9,413,620 insured individuals.”' According to
the study's findings, generic drugs were on par
with branded ones, if not better. In a Chinese
surrounding area, two sizable community-
based randomised controlled trials conducted
recently tracked 29,000 hypertension patients
whose propensity score matched for brand-
name versus generic medicine use.The data
either revealed higher hospitalisation rates for
CVD in patients started on some of the
branded drugs analysed, potentially indicating
a difference in medication adherence in the
brand prescription groups, or they showed no
difference in the mean reduction in systolic
blood pressure, hgpertension control rate, or
CV outcomes®™” It should come as
unsurprising that using generic medications
resulted in lower prescription prices in both
instancesIn a recent open crossover
randomised controlled trial conducted in
France, hypertension patients were assigned
to receive their regular antihypertensive
treatment with brand-name medications
solely for six weeks, followed by a switch to
generics for an additional six weeks, or in the
opposite  sequence.> Twenty-four  hour
ambulatory  blood pressure  monitoring
showed no discernible distinction in the effects
of using branded versus generic medications
(mean 24-hour average blood pressure of
129/77 vs 128/77 mm Hg for brand versus
generic pharmaceuticals, respectively). When

considered in combination, these results
provide credence to the safety and
effectiveness of generic drugs in the
management of BP, with potential benefits in
terms of efficacy due to the reduced financial
burden on patients.

NON-PHARMACOLOGICAL APPROACHES TO
HYPERTENSION

Non-pharmacological approaches
play a crucial role in the comprehensive
management of hypertension. A multifaceted
strategy encompasses attention to diet, salt,
and alcohol reduction, along with an emphasis
on regular physical activity. For optimal blood
pressure control, individuals are advised to
limit the consumption of processed and
packaged foods, carefully check labels for salt
content, and incorporate the use of spices to
enhance flavor while reducing salt intake to
less than 1.5 grams per day. A targeted goal
involves aiming for a daily reduction of 1,000
mg in salt intake. Engaging in physical activity
is also vital, with a recommended 150 minutes
per week of moderate-intensity exercise.
Weight management is  emphasized,
encouraging the maintenance or achievement
of a normal Body Mass Index (BMI). For those
who are overweight, a goal of a 1kg reduction
is recommended. Adopting a healthy diet,
such as the Dietary Approaches to Stop
Hypertension (DASH) pattern, which includes a
rich intake of fruits, vegetables, whole grains,
and low-fat dairy products while reducing
saturated and total fat, is pivotal. Moderation
of alcohol intake is advised, with a limit of two
drinks daily for men and one drink daily for
women. In  summary, a holistic non-
pharmacological approach addressing these
lifestyle factors should be an integral part of
the therapeutic strategy for all patients
managing hypertension.

PHARMACOLOGICAL APPROACH TO
RESISTANT HYPERTENSION
Resistant hypertension is

characterized by elevated clinic blood
pressure (BP) levels (>140/90 mm Hg) despite
undergoing treatment with three
antihypertensive medications that have
complementary mechanisms of action,
including a diuretic.*’Guidelines specifically
state that these three medications should
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consist of optimal doses of an ACE inhibitor or
angiotensin receptor blocker (ARB), a calcium
channel blocker (CCB), and a diuretic. It is
crucial to handle patients with challenging
hypertension carefully, ensuring accurate
diagnosis and ruling out secondary
hypertension or pseudo-resistance. Pseudo-
resistance may result from improper BP
measurement  techniques, white  coat
hypertension, medication  nonadherence,
intolerance to certain drugs, and concurrent
use of substances or medications with
hypertensive effects, such as excessive dietary
sodium.

Pseudo-resistance poses a significant
and often overlooked challenge, underscoring
the importance of considering and ruling it out
to accurately identify individuals with genuine
resistant hypertension. High salt intake
remains prevalent in the general population,
leading to elevated blood pressure (BP) levels
and serving as a substantial obstacle in
managing hypertension. A study conducted in
Italy, utilizing 24-hour urinary sodium excretion
in patients suspected of having resistant
hypertension, revealed that only 27% of them
adhered to recommended salt consumption
guidelines®® Decreasing salt intake has been
linked to lower BP, especially in hypertensive
patients compared to normotensive
individuals.®  Furthermore, adhering to
prescribed medications is a crucial factor in
achieving and sustaining BP control, thereby
preventing cardiovascular diseases (CVD).
Assessing adherence is challenging due to
cumbersome and costly methods for objective
confirmation, compounded by various factors
influencing a patient's willingness and abilit
to adhere to a chronic treatment regimen.”
Physicians managing hypertension must be
aware of these factors and the associated
risks of nonadherence, highlighting them in
discussions with patients as integral
components of an effective hypertension
management strategy.”

Identifying secondary causes of
hypertension, such as renal arterial stenosis,
hyperaldosteronism, obstructive sleep apnea,
and pheochromocytoma, is essential because
they require distinct treatment approaches
aimed at tacklng the root cause® It's
noteworthy that the prevalence of these
conditions varies significantly, and so does the

probability of hypertension completely
resolving once the underlying disease is
treated. For instance, a surgical removal of a
rare pheochromocytoma can reasonably be
expected to normalize blood pressure values.
However, in more common cases like patients
with obstructive sleep apnea, the use of
continuous positive air pressure may address
respiratory issues, but the persistence of
underlying comorbidities associated with this
condition makes it likely that ongoing
hypertension treatment will be necessary.”

The exact pathophysiology of true
resistant hypertension remains inadequately
understood. Nonetheless, a widely accepted
hypothesis implicates disrupted sodium
homeostasis and improper kidney-mediated
sodium retention. The PATHWAY-2 (Optimum
Treatment for Drug-Resistant Hypertension)
study, a double-blind placebo-controlled
crossover trial, investigated the effectiveness
of medications targeting this system to
enhance blood pressure (BP) control in
resistant hypertension. The study conclusively
demonstrated the superiority of
spironolactone over alpha and beta
blockers®'A total of 230 patients successfully
completed all treatment phases, involving 12
weeks of once-daily administration of
spironolactone, bisoprolol, doxazosin, and
placebo in addition to their baseline BP
treatment. Patients receiving spironolactone
experienced the most significant reduction in
BP, with a mean reduction of 8.7 mm Hg
compared to 4.03 mm Hg for doxazosin and
4.26 mm Hg for bisoprolol.

Spironolactone has emerged as the
preferred medication in this scenario and is
currently recommended as the fourth-line
option to be added to the standard
hypertension treatment.”’ This
recommendation particularly applies to
patients with normal potassium levels (K < 4.5
mEq/L), considering the limited but existing risk
of hyperkalemia observed in the PATHWAY 2
trial. For patients with elevated potassium
levels, it is advised to double the thiazide
diuretic dose. If spironolactone is not well-
tolerated, alternative  potassium-sparing
diuretics such as amiloride and eplerenone
may be considered. The ACC guidelines, while
somewhat less explicit, suggest utilizing
spironolactone while maximizing diuretic
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dosage and introducing "other agents with
different mechanisms of action" to achieve
blood pressure (BP) control in resistant
hypertension. Regarding these alternative
options, the PATHWAY 2 trial supports the
effectiveness of bisoprolol and doxazosin in
improving BP control in the context of resistant
hypertension, although the reduction achieved
is somewhat less compared to
spironolactone.’”’

Clonidine has been investigated in this
context, as demonstrated in the ReHOT
(Resistant Hypertension Optimal Treatment)
trial, where 187 patients were randomly
assigned to receive either clonidine or
spironolactone as the fourth drug for blood
pressure (BP) control.*Although clonidine
showed inferior 24-hour BP reduction, both
systolic and diastolicc, compared to
spironolactone, it achieved comparable rates
of BP control. However, the use of clonidine is
impeded by significant side effects, and safer
alternatives are available. Some data also
exist supporting the use of hg/dralazine and
minoxidil in this clinical setting.”® Nevertheless,
their infrequent usage is attributed to notable
side effects such as fluid retention and
tachycardia.”’

Considering the significant evidence
linking autonomic nervous system activity to
the pathophysiology of hypertension, device-
based treatment approaches have been
assessed.”®  Randomized clinical trials
investigating renal denervation and chronic
baroreceptor stimulation have produced
unfavorable or conflicting results,
accompanied by safety concerns.
Consequently, these approaches are currently
not recommended.®>®®

CONTEMPORARY UPDATES

Through a variety of mechanisms,
including natriuresis, osmotic diuresis, and a
drop in sympathetic tone, the selective sodium
-glucose cotransporter-2 (SGLT2) receptor
inhibitors (empagliflozin, canagliflozin, and
dapagliflozin) have been shown to have BP-
lowering effectsThe 67 In a meta-analysis
assessment of the available standardised
clinical trials, the degree of actual blood
pressure drop was measured between 2 and 3
mm Hg, which is a small but significant
influence.® The long-standing cardiovascular

benefits of these drugs, particularly in the
management and prevention of heart failure,
should be taken into account when creating a
tailored treatment plan for each patient.*In
addition to the anticipated advantages
associated with weight loss on hypertension,
glucagon-like peptide 1 receptor agonists
(GLP1RA), ground-breaking medications for
the medical treatment of obesity, have a
number of additional beneficial effects on the
level of blood pressure. Indeed, the early onset
of treatment observed in  research
investigations with GLP1-RA led to a drop in
blood pressure before significant weight loss,
indicating that these drugs exerted
independent effects on hypertension.”

The impact is substantial; in key
standardised clinical studies, liraglutide and
semaglutide showed a drop in systolic blood
pressure in the range of 3.5 to 5.6 mm Hg and
3.9 to 6.2 mm Hg, respectively.” The potential
causes for these antihypertensive effects
include natriuresis and increased urine
production, direct vasodilation through
specific blood vessel receptors, a reduction in
sympathetic activity, or enhanced endothelial
function by mitigating the detrimental effects
of hyperglycemia.”’These two groups may
provide a significant auxiliary medical
approach to enhance blood pressure
regulation in high-risk individuals, wherein
multiple states co-occurring conditions like
obesity, type 2 diabetes, and metabolic
syndrome might be effectively managed
concurrently.”

.  CONCLUSION

One of the main causes of death and
morbidity in the world is hypertension. About
15% of people worldwide suffer with
hypertension, and the majority of these
individuals either do not receive therapy at all
or, if they do, do not reach their blood pressure
targets. Numerous studies have demonstrated,
and every major guideline consistently advises,
that the primary factor lowering adverse
cardiovascular events is the total degree of
blood pressure reduction rather than the
usage of a particular class of antihypertensive
medications. Initially, using multiple drug
therapy and implementing strategies to
improve patient compliance, such as one-time
dosing, using generic and less expensive
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medications, or using

well-tolerated

medication, can be linked to more consistent
blood pressure control and, consequently, a
more significant reduction in future event.
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