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Effectiveness and safety of telmisartan and 
telmisartan/amlodipine single-pill combination 
in the treatment of essential hypertension 
in Slovakian patients treated by general 
practitioners – the TELMISTAR II study

Abstract
Objective: Hypertension (HT) is the leading global contributor 
to premature death and disability adjusted life years. Despite a 
number of proven, highly effective and well-tolerated lifestyle 
and drug treatment strategies, blood pressure (BP) control rates 
remain poor. The first objective of HT treatment is to lower BP 
to <140/90 mmHg. Based on currently valid 2018 ESC/ESH 
Clinical Practice Guidelines for the Management of Arterial 
Hypertension, recommended initial pharmacological therapy in 
most patients is dual combination of RAS blocker (angiotensin-
converting enzyme inhibitor (ACEi) or angiotensin receptor 
blocker (ARB)) with a calcium channel blocker (CCB) or a diuretic. 
The present study aimed to observe the effectiveness and safety 
of telmisartan monotherapy and single-pill combination (SPC) of 
telmisartan and amlodipine in patients with uncontrolled arterial 
hypertension treated by general practitioners (GPs). To see if 
GPs deal with similar patients as specialists and if telmisartan 
and SPC of telmisartan and amlodipine are a suitable therapy 
choice also on primary care level, results were compared with 
the results from previous study Telmistar I, in which patients were 
treated by HT specialists (cardiologists and internists). 

Methods: This prospective, observational clinical study enrolled 
655 patients with uncontrolled hypertension, who were previously 
already treated by 53 GPs. Patients enrolled in this study were 
treated with either telmisartan (T group) or SPC of telmisartan 
and amlodipine (T/A group) in line with regular clinical practice 
and based on the investigator’s decision, and were observed over 
the course of 6 months. 

Results: Both T and T/A group noted similar BP reductions, 
with first treatment objective of BP <140/90 mmHg at the end of 
observational period achieved by approximately 70% of patients 
in both groups. BP reductions and achievement of first treatment 
objective were similar across different patient subgroups 
(smoking, dyslipidemia, obesity, diabetes mellitus, chronic kidney 
disease). Patients and GPs alike were very satisfied with both 
treatment options. Both treatments were well tolerated. 

Martin Čaprnda, 
Breda Barbič Žagar,
Gašper Marinšek
 

Key words 
arterial hypertension, 
telmisartan,  
telmisartan/amlodipine,  
single-pill combination, 
effectiveness, safety,  
patient satisfaction,  
general practitioner 



2

Background

Hypertension is the leading global contributor to premature death and disability adjusted life 
years, mostly due to ischaemic heart disease, haemorrhagic and ischaemic stroke, and is defined as 
office systolic blood pressure (SBP) ≥140 mmHg and/or diastolic blood pressure (DBP) ≥90 mmHg (1).  
According to the latest data, Slovakia is among the countries with the highest proportion of adults 
with hypertension (28.5%), a 3.5% above the average of ESC member countries (2). 

While there are a number of proven, highly effective and well-tolerated lifestyle and drug treatment 
strategies, BP control rates remain poor. Only 40% of patients with hypertension are treated, and 
among these, only 35% have controlled BP of <140/90 mmHg. The inability to achieve better BP 
control rates can be attributed to several reasons, such as physician inertia (i.e. failure to uptitrate 
treatment), patient nonadherence to the treatment, insufficient use of combination treatment and 
complexity of current treatment strategy (1). 

The first objective of hypertension treatment is to lower BP to <140/90 mmHg in all patients and, 
provided the treatment is well tolerated, to 130/80 mmHg or lower in most patients. Regarding 
pharmacological treatment, the recommended initial therapy is a dual combination of RAS blocker 
(angiotensin-converting enzyme inhibitor (ACEi)/angiotensin receptor blocker (ARB)) with a 
calcium channel blocker (CCB) or a diuretic, preferably in the form of single-pill combination 
(SPC). Possible exception are patients with low risk grade 1 hypertension (SBP <150 mmHg) and 
frail older patients (80+ years), who are eligible for monotherapy (1). 

Telmisartan is an ARB with the longest half-life, the largest volume of distribution and the highest 
lipophilicity in the ARB class (3–6). It was demonstrated to be highly effective in patients with 
all grades of hypertension and in broad spectrum of hypertensive patients, including the elderly, 
those with type 2 diabetes mellitus (DM), metabolic syndrome and/or renal impairment (3, 7–16). 
Its effectiveness in lowering BP has been documented to be at least equivalent to other frequently 
prescribed first-line antihypertensive agents, such as ACEi, other ARBs, β-blockers and CCB (16–27).  
The incidence of adverse events (AEs) with telmisartan can be compared to placebo (17). 
Combination of telmisartan and amlodipine, CCB of the dihydropyridine group, offers 
complementary action in reducing BP and synergistic cardioprotective effects. Marked reductions 
of BP enable up to 87.5% of patients to achieve target BP with fewer AEs, especially oedema  
(28–35). In a previously published study Telmistar I, which included patients with uncontrolled 
arterial hypertension, treated by HT specialists (internists and cardiologists), telmisartan (T) and 
single-pill combination (SPC) of telmisartan and amlodipine (T/A) led to significantly decreased 
BP. Similar BP reductions were observed across different patient subgroups with risk factors, 
including obese patients, patients with DM and patients that qualify for secondary prevention. Both 
T and SPC T/A treatment were well tolerated (36). 

Conclusion: Telmisartan and SPC of telmisartan and amlodipine 
are effective and safe treatment choices for patients with 
uncontrolled hypertension, with very high rates of patient and 
physician satisfaction. Considering that hypertension specialists 
and GPs deal with similar patients and that they achieve 
comparable effectiveness and safety, telmisartan and SPC of 
telmisartan and amlodipine represent a therapy of choice for the 
treatment of arterial hypertension also on primary care level.
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Hypertension is known to rarely occur in isolation, often clustering with other CV risk factors 
(1). This was also shown in study Telmistar I. Treated patients had on average 1.7 comorbidities, 
with proportion of obese patients and patients with DM by far exceeding the prevalence of these 
conditions in general population (obesity: 54.8% vs 20.5%; DM: 35.3% vs 6.5%, respectively) (2). 
Approximately 3 in 4 patients were treated for primary prevention, with almost 80% of all patients 
at high or very high CV risk (36). 

While specialists, especially internists and cardiologists, often deal with hypertensive patients, 
general practitioners (GPs) mainly carry out both the diagnosis and treatment of hypertension in 
Slovakia (37). Therefore, the aim of the present study was to assess the effectiveness, safety and 
treatment satisfaction of T and SPC T/A in patients, treated by GPs. By comparing the results of the 
present study with those from Telmistar I, we wanted to see if general practitioners deal with similar 
patients as specialists and if T and SPC T/A are a suitable therapy choice also on primary care level. 

Patients and Methods

Telmistar II study was a prospective, open-label observational study, which included 655 
patients of 53 GPs from Slovakia. Eligible patients were female and male, aged 18 or more, with 
uncontrolled arterial hypertension, previously treated with RAS blocker (except telmisartan) or 
a combination of RAS blocker and amlodipine, and requiring treatment with telmisartan (T) or a 
single-pill combination (SPC) of telmisartan/amlodipine (T/A) at GP’s discretion. Patients were 
excluded if there was no therapeutic reason for changing antihypertensive medication, if they had 
contraindication or intolerance to T or SPC T/A, or were already enrolled in another clinical study. 

Patients were observed over the course of 6 months. Data were collected at three data captures: at 
patient’s inclusion in the study (V1), at 3 months ±2 weeks from inclusion (V2) and at 6 months 
±4 weeks from inclusion (V3). At each data capture, data about BP and heart rate measurement, 
and a blood collection test were collected. More details on blood tests are available elsewhere 
(Telmistar I). At V3, also information about patient’s and physician’s satisfaction with treatment 
were collected. During observational period also information about AE was collected. 

Statistical analysis was carried out by the statistical program SPSS for Windows. A two-way 
unpaired Student t-test, a one-way ANOVA with post-hoc Bonferroni analysis, and a chi-square test 
were used to verify data differences between groups. The level of significance was at p <0.05 in all 
statistical tests.

Results

Of 655 included patients, 336 (51.3%) were treated with T and 319 (48.7%) with SPC T/A. 
Demographic and baseline characteristics of study participants treated with T and SPC T/A, are 
summarized in Table 1. 

The two groups differed significantly in age, baseline BP (SBP and DBP), SCORE value in patients, 
classifying for primary prevention, and CVD risk category. All of these values were higher in the 
T/A group. For other baseline and demographic characteristics, the differences were insignificant. 
Presence of risk factors was similar in both groups, as well as the distribution of patients according 
to type of CVD prevention.
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Characteristic T group
(N = 336)

T/A group 
(N = 319)

Age, years, mean (SD) 60.4 (12.4) 62.3 (11.5)

Gender, n (%)*

Female
Male

186 (56.4%)
144 (43.6%)

172 (54.6%)
143 (45.4%)

Systolic BP, mean (SD) 155.3 (14.8) 158.4 (15.5)

Diastolic BP, mean (SD) 92.4 (10.0) 94.0 (10.3)

BMI, mean (SD) 29.1 (4.8) 29.5 (5.1)

Number of antihypertensives, mean (SD) 1.8 (1.0) 1.9 (1.1)

Risk factors*,***

Smoking
Dyslipidaemia
Obesity
DM
CKD

101 (31.5%)
238 (73.2%)
158 (48.9%)
74 (22.0%)
31 (9.6%)

118 (38.1%)
239 (76.6%)
159 (51.1%)
82 (25.7%)
35 (11.2%)

Type of CVD prevention*

Primary prevention
Secondary prevention

240 (79.0%)
64 (21.1%) 

227 (82.1%)
50 (18.0%)

SCORE value (primary prevention) 5.2 ± 5.7 6.5 ± 6.1

CVD risk category*,**

Low 
Moderate
High
Very high

118 (38.8%)
37 (12.2%)
75 (24.7%)
74 (24.3%)

83 (30.0%)
33 (11.9%)
 81 (29.2%)
80 (28.9%)

BP – blood pressure, BMI – body mass index, DM – diabetes mellitus (type 1 and 2), CKD – chronic kidney disease,  
CVD – cardiovascular disease, SD – standard deviation, T – telmisartan, T/A – telmisartan/amlodipine; 

* not taking into account missing data, ** according to 2016 ESC guidelines on CVD prevention, which were valid at time of the study 
conclusion,*** each patient can have more than 1 risk factor

Table 1: Demographic and baseline characteristics of T and T/A group 

Effectiveness results

Both T and T/A group noted similar SBP and DBP reductions during the observational period, 
with a decreasing trend from V1 to V3. In T group, SBP was reduced by 21.7 mmHg (from 155.3 
to 133.6; 14.0% reduction) and DBP by 12.0 mmHg (from 92.4 to 80.4; 13.0% reduction) from 
V1 to V3. In T/A group, SBP was reduced by 24.5 mmHg (from 158.4 to 133.9; 15.5% reduction) 
and DBP by 12.2 mmHg (from 94.0 to 81.8; 12.9% reduction) from V1 to V3. BP reductions were 
similar across individual patient subgroups (smoking, dyslipidemia, obesity, DM, CKD) for both T 
and T/A group (Figures 1 and 2).

First treatment objective (BP <140/90 mmHg) was achieved at V3 by 72.0% of patients in T group 
and 69.2% in T/A group. Achievement of SBP and DBP target values were very similar also across 
individual patient subgroups (smoking, dyslipidemia, obesity, DM, CKD) (Figure 3). 



5

B
P

 re
du

ct
io

n 
(m

m
H

g)

0

–5

–10

–15

–20

–25

–30

–21.7

–24.6

–22.0 –21.3
–24.0 –23.3

 Systolic BP %        �Diastolic BP %

–12.0 –13.7 –11.7 –12.6 –11.3
–8.4

All patients
(N = 336)

Smoking
(N = 101)

Dyslipidemia
(N = 238)

Obesity
(N = 158)

DM
(N = 74)

CKD
(N = 31)

DM – diabetes mellitus (type 1 and 2), CKD – chronic kidney disease

Figure 1: Absolute BP reduction in T group from V1 to V3 (all patients and individual patient subgroups).
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65.5%
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 �T
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DM – diabetes mellitus (type 1 and 2), CKD – chronic kidney disease, T – telmisartan, T/A – SPC of telmisartan and amlodipine

Figure 3: Proportion of patients achieving BP target (<140/90 mm Hg) (all patients and individual patient subgroups).

In terms of treatment satisfaction, a vast majority (more than 80%) of patients and GPs were very 
satisfied with the treatment with either T or T/A, rating the chosen treatment as ‘the best’ on a scale 
1–5 (1 – the best, 5 – the worst). More than 97% of patients were satisfied with treatment with T or 
T/A (Table 2). 

Treatment satisfaction score*
(1 – the best, 5 – the worst) Patients GP

1 84.6% 80.7%

2 12.9% 16.2%

3 1.5% 2.5%

4 0.2% 0.4%

5 0.8% 0.2%

* not taking into account missing data

Table 2: Satisfaction of patients and GPs with the treatment

Safety results

Concerning the tolerability, the study data indicate good tolerability of both T and T/A. AEs were 
reported by GPs in only 10 patients (1.6%), according to the protocol and valid local legislation 
about safety reporting. 
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Discussion 

Results from the present study show that telmisartan and SPC of telmisartan and amlodipine are 
effective and well tolerated for the treatment of arterial hypertension in previously treated, but 
uncontrolled patients. First treatment objective, lowering BP to <140/90 mmHg (1), was achieved 
by approximately 70% of patients in both treatment groups, with no important difference between 
groups and individual patient subgroups with different risk factors. Furthermore, mean BP values at 
the end of observation period were close to target BP values of 130/80 mmHg. These values should 
be interpreted in the context of patient age; in the present study, an average patient was aged slightly 
above 60 years, which is close to the older patients group (65+ years), in which SBP values should 
be targeted to 130–139 mmHg (1). Effectiveness results are in line with findings from the previous 
observational study Telmistar I (36). BP reductions were similar across T and T/A group in both 
studies, as well as proportion of patients, achieving first treatment objective. 

It was expected that SPC T/A would lower BP to a greater extent than T, since SPC T/A was previously 
shown to result in significantly higher BP reductions (37). In patients with grades 1 and 2 HT, T/A 
reduced SBP for additional 5.9 mmHg and DBP for additional 1.7 mmHg compared to T after 8 
weeks of treatment (38). In patients with severe HT (SBP/DBP ≥180/95 mmHg), the difference 
was even greater: T/A reduced SBP for additional 10.6 mmHg (39). However, this data comes from 
interventional clinical studies, which include treatment groups with comparable demographic and 
baseline characteristics. This was not the case in the present observational study, where patients in 
T/A group had more unfavourable characteristics: they were significantly older, had higher baseline 
BP values, higher SCORE values (patients in primary prevention) and higher mean CVD risk 
category. This likely explains the fact that BP reductions, contrary to our expectations, were similar 
between T and T/A group.

The effective treatment of hypertension depends not only on treatment therapy choice, but also 
on patient’s satisfaction with the treatment. Expectedly, patients report higher satisfaction with 
treatment if their BP control is improved and they experience minimal AEs. In such case, patients 
are also more likely to continue taking the prescribed medication. On the other hand, physician’s 
satisfaction also matters, as this is the most common reason for switching antihypertensive therapy 
(40). In the present study, both patient’s and physician’s satisfaction was very high. More than 80% 
of both rated treatment satisfaction with the highest score 1 as the best (on a scale 1–5), possibly due 
to better BP control and low incidence of AEs. 

An average patient in the present study was polymorbid, having 2.2 comorbidities, with risk factors 
exceeding the prevalence in general population (smokers: 34.7% vs 22.9%, obese patients: 50.0% 
vs 20.5%, and patients with DM 23.8% vs 6.5%) (2). To see if hypertension specialists and GPs deal 
with patients with similar baseline and demographic characteristics, we compared the results with 
results from study Telmistar I. There were no major differences as regards age, baseline BP values 
and type of CVD prevention. Risk factors were the same in both studies, with some differences 
(in present study, more patients were smokers, but fewer patients had DM or CKD) (36). These 
differences might have impacted the differences in CVD risk category, with patients in present 
study having on average lower CVD risk. 

As regards patient approach on specialist and GP levels, a recent study by Yoshida et al. found out 
that there are certain differences. While specialists are more likely to provide education and are 
more conscious of guidance on lifestyle modifications, GPs generally care more about the patient’s 
burden. However, regardless of a physician’s status, very similar proportion of GPs and specialists 
achieve target BP values with their patients (41). These results are in line with the results of the 
present study and Telmistar I study, which found out that GPs and specialists achieve first treatment 
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objective in a very similar proportion of patients (36). When choosing the antihypertensive treatment, 
there seems to be little difference between specialists and GPs. A Danish study, in which specialists 
and GPs were sent 5 realistic cases varying in gender, age, BP and risk factors (cholesterol, DM and 
smoking), established no significant differences between specialists and GPs, neither in treatment 
decisions, nor in first-line therapy choices. However, the decision to start treatment was considered 
easy by a higher proportion of specialists (72%) than GPs (66%) (42). 

The present study has several strengths. Being an observational study, it evaluated effectiveness 
and safety of telmisartan and SPC of telmisartan and amlodipine in everyday clinical practice. 
Moreover, the study provided insight into treatment satisfaction on both patient and physician side. 
The main limitation of the study is the scarcity of data on AEs. This is due to the study design 
(observational study), meaning that GPs are obliged to report AEs directly to local authorities in 
accordance with valid local legislation about safety reporting.

Conclusion

Presented results demonstrate that GPs deal with similar patients as hypertension specialists. Based 
on comparable effectiveness and safety results shown by the present study and Telmistar I study, 
telmisartan and SPC of telmisartan and amlodipine can be regarded as a rationale therapy for the 
treatment of arterial hypertension also on primary care level. 

References

  1. �Williams B, Mancia G, Spiering W, et al. ESC Scientific Document Group, 2018 ESC/ESH Guidelines for the management of arterial 
hypertension: The Task Force for the management of arterial hypertension of the European Society of Cardiology (ESC) and the European 
Society of Hypertension (ESH). European Heart Journal 2018; 39: 3021–104. 

  2. �Timmis A, Vardas P, Townsend N, et al. European Society of Cardiology: cardiovascular disease statistics 2021. European Heart Journal 
2022; 43: 716–99.

  3. Burnier M. Telmisartan: a different angiotensin II receptor blocker protecting a different population? J Int Med Res. 2009;37(6): 1662–79.

  4. Costa FV. Telmisartan standing out in a crowded contest? High Blood Press Cardiovasc Prev 2006; 13(3): 85–94.

  5. �Benndorf R, Appel D, Maas R, et al. Telmisartan improves endothelial function in patients with essential hypertension. J Cardiovasc 
Pharmacol 2007;50: 367–71.

  6. �Fogari R, Mugellini A, Zoppi A, et al. Effect of telmisartan and ramipril on atrial fibrillation recurrence and severity in hypertensive 
patients with metabolic syndrome and recurrent symptomatic paroxysmal and persistent atrial fibrillation. J Cardiovasc Pharmacol Ther. 
2012;17(1): 34–43.

  7. �Neutel JM, Smith DH, Reilly PA. The effectiveness and safety of telmisartan compared to enalapril in patients with severe hypertension. 
Int J Clin Pract. 1999;53(3): 175–8.

  8. �Karlberg BE, Lins L-E, Hermansson K. Effectiveness and safety of telmisartan, a selective AT1 receptor antagonist, compared with enalapril 
in elderly patients with primary hypertension. J Hypertens 1999; 17: 293–302.

  9. �Neldam S, Edwards C; ATHOS Study Group. Telmisartan plus HCTZ vs. amlodipine plus HCTZ in older patients with systolic hypertension: 
results from a large ambulatory blood pressure monitoring study. Am J Geriatr Cardiol 2006; 15(3): 151–60.

10. �Derosa G, Ragonesi PD, Mugellini A, Ciccarelli L, Fogari R. Effects of telmisartan compared with eprosartan on blood pressure control, 
glucose metabolism and lipid profile in hypertensive, type 2 diabetic patients: a randomized, double-blind, placebo controlled 12-month 
study. Hypertens Res. 2004; 27 (7): 457–64.

11. �Derosa G, Cicero AF, Bertone G, et al. Comparison of the effects of telmisartan and nifedipine gastrointestinal therapeutic system on blood 
pressure control, glucose metabolism, and the lipid profile in patients with type 2 diabetes mellitus and mild hypertension. Clin Ther 2004; 
26 (8): 1228–36.

12. �Vitale C, Mercuro G, Castiglioni C, et al. Metabolic effect of telmisartan and losartan in hypertensive patients with metabolic syndrome. 
Cardiovasc Diabetol 2005; 4: 6.

13. �Barnett AH, Bain SC, Bouter P, et al. Diabetics Exposed to Telmisartan and Enalapril Study Group. Angiotensin-receptor blockade versus 
converting-enzyme inhibition in type 2 diabetes and nephropathy. N Engl J Med 2004; 351 (19): 1952–61.

14. �Aranda P, Segura J, Ruilope LM, et al. Long-term renoprotective effects of standard versus high doses of telmisartan in hypertensive 
nondiabetic nephropathies. Am J Kidney Dis 2005; 46(6): 1074–9.



9

15. �Galle J, Schwedhelm E, Pinnetti S, Böger RH, Wanner C; VIVALDI investigators. Antiproteinuric effects of angiotensin receptor blockers: 
telmisartan versus valsartan in hypertensive patients with type 2 diabetes mellitus and overt nephropathy. Nephrol Dial Transplant 2008; 
23 (10): 3174–83.

16. �ONTARGET Investigators, Yusuf S, Teo KK, Pogue J, et al. Telmisartan, ramipril, or both in patients at high risk for vascular events. N 
Engl J Med 2008; 358 (15): 1547–59.

17. �Deppe S, Böger RH, Weiss J, et al. Telmisartan: a review of its pharmacodynamic and pharmacokinetic properties. Expert Opin Drug Metab 
Toxicol. 2010;6(7): 863–71.

18. �Galzerano D, Capogrosso C, Di Michele S, Galzerano A, Paparello P, Lama D, Gaudio C. New standards in hypertension and cardiovascular 
risk management: focus on telmisartan. Vasc Health Risk Manag. 2010;6: 113–33.

19. �Wang JG, Pimenta E, Chwallek F. Comparative review of the blood pressure-lowering and cardiovascular benefits of telmisartan and 
perindopril. Vasc Health Risk Manag. 2014;10: 189–200.

20. Frampton JE. Telmisartan: a review of its use in cardiovascular disease prevention. Drugs. 2011; 71(6): 651–77.

21. �Smith DH, Cramer MJ, Neutel JM, et al. Comparison of telmisartan versus losartan: meta-analysis of titration-to-response studies. Blood 
Press Monit. 2003;8(3): 111–7.

22. �Zou Z, Xi GL, Yuan HB, et al. Telmisartan versus angiotensin-converting enzyme inhibitors in the treatment of hypertension: a meta-
analysis of randomized controlled trials. J Hum Hypertens. 2009 May; 23(5): 339–49.

23. �Bakris G. Comparison of telmisartan vs. valsartan in the treatment of mild to moderate hypertension using ambulatory blood pressure 
monitoring. J Clin Hypertens (Greenwich). 2002 Jul-Aug;4(4 Suppl 1): 26–31.

24. �Sasaki T, Noda Y, Yasuoka Y, et al. Comparison of the effects of telmisartan and olmesartan on home blood pressure, glucose, and lipid 
profiles in patients with hypertension, chronic heart failure, and metabolic syndrome. Hypertens Res. 2008 May; 31(5): 921–9.

25. �Nakamura T, Inoue T, Suzuki T, et al. Comparison of renal and vascular protective effects between telmisartan and amlodipine in 
hypertensive patients with chronic kidney disease with mild renal insufficiency. Hypertens Res. 2008; 31(5): 841–50.

26. �Amerena J, Pappas S, Ouellet JP, et al. ABPM comparison of the anti-hypertensive profiles of telmisartan and enalapril in patients with 
mild-to-moderate essential hypertension. J Int Med Res. 2002;30(6): 543–52.

27. �Ragot S, Ezzaher A, Meunier A, et al. Comparison of trough effect of telmisartan vs perindopril using self blood pressure measurement: 
EVERESTE study. J Hum Hypertens. 2002;16(12): 865–73.

28. �Sharma A, Bagchi A, Kinagi SB, et al. Results of a comparative, phase III, 12-week, multicenter, prospective, randomized, double-blind 
assessment of the effectiveness and tolerability of a fixed-dose combination of telmisartan and amlodipine versus amlodipine monotherapy 
in Indian adults. Clin Ther. 2007; 29(12): 2667–76.

29. �Ma L, Wang W, Zhao Y, et al. Combination of amlodipine plus angiotensin receptor blocker or diuretics in high-risk hypertensive patients: 
a 96-week effectiveness and safety study. Am J Cardiovasc Drugs. 2012; 12(2): 137–42.

30. �Wang W, Ma LY, Liu MB, et al. Effects of amlodipine plus telmisartan or amlodipine plus amiloride regimen on blood pressure control in 
hypertensive patients: preliminary report of Chinese Hypertension Intervention Effectiveness (CHIEF) trial. Zhonghua Xin Xue Guan Bing 
Za Zhi. 2009; 37(8): 701–7.

31. �Arif AF, Kadam GG, Joshi C. Treatment of hypertension: postmarketing surveillance study results of telmisartan monotherapy, fixed dose 
combination of telmisartan + hydrochlorothiazide/amlodipine. J Indian Med Assoc. 2009; 107(10): 730–3.

32. �Faruqui AA. Evaluation of safety and effectiveness of telmisartan-amlodipine combination in treating hypertension. J Indian Med Assoc. 
2008;106(9): 612–4.

33. �Peng GC, Wang YF, Xiao Y, et al. Blood pressure lowering effectiveness of telmisartan and amlodipine taking on the morning or at bedtime: 
ABPM results. Zhonghua Xin Xue Guan Bing Za Zhi. 2013; 41(6): 484–7.

34. �Ley L, Schumacher H. Telmisartan plus amlodipine single-pill combination for the management of hypertensive patients with a metabolic 
risk profile (added-risk patients). Curr Med Res Opin. 2013 Jan; 29(1): 41–53.

35. �Zhang X. Effectiveness and safety of telmisartan amlodipine tablets versus amlodipine for hypertension (including translation). In:. 
Evaluation and analysis of drug use in hospitals of China. 14. 2014. p. 968–71.

36. �Čaprnda M, Novodomska K, Farkašovsky J et al. Projekt TELMISTAR I – Sledovanie efektu telmisartanu a fixnej kombinácie telmisartan 
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