
Keeping Your BP in Check: A Guide for 
Enhanced Athletes 
Heads Up! Seriously, this guide is just for getting you informed – it's absolutely NOT a substitute 
for talking to a real doctor who knows their stuff. Playing with PEDs involves real health risks, 
especially for your ticker. Always, always chat with a qualified doc who understands the full picture 
(and that means telling them everything you're taking!) before making any moves with your health. 

1. Intro: Why BP Matters When You're Enhanced 
So, you're grinding hard, pushing your limits to build that killer physique, maybe getting a boost 
from some PEDs (like AAS) along the way. It's an intense world! But while you're laser-focused on 
those gains, there's a sneaky background player you absolutely need to watch: your blood pressure 
(BP). Just training hard can nudge your BP around, but throwing PEDs into the mix? That seriously 
cranks up the pressure on your heart and the whole network of blood vessels. It's crucial to 
understand why this happens, because knowledge is power, right? 

• BP Spikes: A lot of gear basically tells your body to tighten up blood vessels 
(vasoconstriction) and hang onto more water and salt. Think of it like squeezing a garden 
hose while also turning the tap up higher – the pressure inside shoots way up. This isn't just 
a number; it means your heart is constantly fighting against unnecessary resistance, working 
harder every single beat, 24/7. That leads to wear and tear over time. 

• Cholesterol Chaos: PEDs can really mess with your lipid panel, often sending your good 
cholesterol (HDL, the artery scrubbers) plummeting while jacking up your bad cholesterol 
(LDL) and triglycerides (fat in the blood). This creates a perfect storm for atherosclerosis – 
the gradual buildup of fatty gunk inside your arteries. Those pipes get narrower and stiffer, 
making it harder for blood to flow and increasing the risk of blockages down the line. Not 
good at all for long-term heart health. 

• Heart Strain & Remodeling: Your heart's a muscle, and yeah, it adapts to hard work. But 
the kind of thickening (Left Ventricular Hypertrophy or LVH) you can get from high BP 
combined with AAS isn't the same as the healthy "athlete's heart." This pathological LVH 
often comes with stiffness and even scarring (fibrosis). The heart muscle doesn't relax 
properly between beats, making it less efficient at filling and pumping blood. This isn't just 
theoretical; it directly increases your risk for developing dangerous irregular heartbeats 
(arrhythmias) and eventually, heart failure. It's about the quality of the heart muscle, not just 
the size. 

• Thicker Blood: Certain compounds, especially some potent androgens, can put your red 
blood cell production into overdrive (erythrocytosis). More red cells mean more oxygen 
capacity, which sounds awesome for performance, right? But there’s a serious downside. 
Too many red cells turn your normally fluid blood into something more like sludge or syrup. 
This thick goo doesn't flow easily, which forces your BP up even higher, makes your heart 
strain to push it around, and dramatically increases the risk of dangerous blood clots forming 
(thrombosis). These clots can travel and cause heart attacks, strokes, or blockages in your 
lungs (pulmonary embolism) – potentially life-ending events. 

• Kidney Stress: Think of your kidneys as super-smart, hard-working filters. They're crucial 
for managing your body's fluid levels, electrolytes, and filtering out waste – all of which 
directly impacts blood pressure. Sustained high BP relentlessly pounds on the tiny, delicate 
blood vessels and filtering units within the kidneys, causing damage over time that can lead 
to chronic kidney disease. On top of that, some PEDs might add direct toxic stress or 



contribute to specific kidney conditions. Keeping your BP under control is absolutely vital 
for protecting these essential organs. 

Just crossing your fingers and hoping high BP magically disappears is a terrible strategy. It's not 
just about preventing serious health problems decades from now; uncontrolled hypertension makes 
those gut-busting training sessions significantly riskier today. Imagine pushing a super heavy lift 
when your internal plumbing is already under maximum pressure – not a good scenario. This guide 
is designed to help you understand the BP med options from your perspective as a dedicated athlete. 
What works effectively? What's least likely to sabotage your performance, mess with your hard-
earned physique, or throw your metabolism out of whack? We're setting aside the WADA rules for 
this discussion (as you requested), but the non-negotiable foundation is making informed decisions 
in partnership with your doctor. Getting your BP dialed in is just as critical as perfecting your 
nutrition plan or structuring your training split. It’s about ensuring you can keep chasing your goals 
safely and sustainably. Let's get into the details! 

Your Go-To BP Med Options (The Shortlist - More Detail): 

• Angiotensin Receptor Blockers (ARBs): (Think Telmisartan, Losartan, Valsartan, 
Candesartan) 

o Why they're great: These are often the MVPs for enhanced athletes needing BP 
control. They work by blocking a specific hormone (angiotensin II) that normally 
tells your blood vessels to squeeze tight. By blocking it, ARBs let those vessels relax 
and widen, lowering pressure. They also help reduce salt and water retention. The 
big win? They do this job smoothly and effectively without causing that annoying 
dry cough that plagues many people on ACE inhibitors (their older cousins). The 
risk of angioedema (that scary swelling reaction) is also significantly lower. 
Telmisartan often gets top billing because it works for a full 24 hours, meaning 
reliable once-a-day dosing, and it has those cool potential bonus effects: possibly 
improving how your body handles insulin and maybe even boosting endurance or fat 
burning through something called PPAR activation (more research needed on the 
performance side, but promising!). Losartan is a great pick if you also deal with high 
uric acid or gout, as it helps your body get rid of it. Candesartan has a little bit of 
data suggesting it might help with aerobic capacity (VO2 max). Most importantly for 
athletes, ARBs generally don't seem to interfere with muscle growth pathways or 
significantly drain your energy levels for training. 

o Heads up: The main thing to watch is potassium levels – ARBs can make them 
climb, so regular blood tests are essential, especially if your kidney function isn't 
perfect or you're taking other things that affect potassium (like certain supplements 
or potassium-sparing diuretics, which you should generally avoid anyway!). Some 
people might feel a bit dizzy when starting out as their body adjusts to the lower 
pressure. And while Olmesartan is a potent ARB, it carries that rare but serious risk 
of causing severe diarrhea and gut issues (sprue-like enteropathy), so it's usually 
smarter to try the others first. 

o Bottom Line: Top Choice! For most enhanced athletes needing BP meds, ARBs are 
likely the best starting point to discuss with your doctor. 

• Calcium Channel Blockers (CCBs - the "DHP" kind): (Think Amlodipine, Nifedipine 
ER) 

o Why they're great: These guys tackle high BP from a different angle. They work 
mainly by relaxing the smooth muscle in the walls of your arteries. Think of it like 
telling those muscles to chill out, allowing the arteries to widen (vasodilation). 
Wider pipes mean less resistance, and lower pressure. Amlodipine is a very popular 



choice because it provides smooth, long-lasting BP control (usually just one pill a 
day) and, crucially for athletes, it generally doesn't slow your heart rate or make you 
feel weak or sluggish during workouts. It lets you train hard while keeping the 
pressure down. 

o Heads up: The trade-off? The most common side effect is dose-dependent peripheral 
edema – basically, swollen ankles or feet. This happens because the tiny arteries 
relax a bit more than the tiny veins, causing some fluid to pool. While usually 
harmless, it can be aesthetically undesirable for physique athletes and just plain 
annoying. Starting with a lower dose or combining it with an ARB can sometimes 
help minimize this. Headaches, feeling warm or flushed, or some initial dizziness are 
also possible as your body gets used to it. 

o Bottom Line: Solid Option. A very reliable choice, especially if ARBs aren't suitable 
(e.g., due to potassium issues) or if you need a second medication added to an ARB 
for better control. 

• Beta-Blockers (BBs): (Think Metoprolol, Bisoprolol, Nebivolol, Carvedilol) 
o Why they might be used: These work by blocking the effects of adrenaline on the 

heart, slowing heart rate and reducing the force of contraction, which lowers BP. 
They are essential medications for people with certain conditions like established 
heart failure (HFrEF) or after a heart attack, where they've been proven to save lives. 
For athletes without these conditions, their use is highly questionable. Nebivolol is 
the standout exception within this class if a BB is deemed absolutely medically 
necessary. Why? Because it's highly selective for heart receptors (B1) AND it has a 
unique trick: it stimulates nitric oxide production, which helps relax blood vessels 
(vasodilation). This combo means it lowers BP and HR with significantly less 
negative impact on exercise capacity and metabolic factors (like blood sugar and 
cholesterol) compared to older, less selective beta-blockers. 

o Heads up: Make no mistake, most beta-blockers are performance killers for strength 
and endurance athletes. They put a ceiling on your maximum heart rate, reduce your 
VO2 max, make intense effort feel harder, and often cause significant fatigue and 
lethargy. Older types can also worsen insulin resistance and cholesterol levels. Even 
Nebivolol, while better, will still likely blunt peak performance to some degree 
compared to not taking a BB. Erectile dysfunction is another potential side effect. 

o Bottom Line: Use Only if Medically Necessary. Generally, these should be avoided 
by healthy enhanced athletes solely for BP control. If your doctor insists a BB is 
required due to a specific underlying heart condition, strongly advocate for trying 
Nebivolol first and monitor your performance closely. 

• Ivabradine (If Channel Inhibitor): 
o What it does: This is a specialized drug. It works only on the heart's pacemaker (the 

SA node) to slow down the heart rate. It does this without affecting how strongly the 
heart muscle contracts and, importantly, without directly lowering blood pressure. 

o Why it's useful: Its niche is managing a persistently fast heart rate (tachycardia) that 
isn't caused by the BP itself – think tachycardia induced by stimulants like 
Clenbuterol or maybe even high doses of certain PEDs. It's an option when the BP is 
already normal or well-managed by other drugs (like an ARB or CCB), but the heart 
rate remains uncomfortably high, and you want to avoid the performance-blunting 
effects of a beta-blocker. 

o Heads up: It's not a BP medication! The most unique side effect is seeing temporary 
bright spots or flashes of light (phosphenes), which happens to a noticeable 
percentage of users. It can also slow the heart rate down too much (bradycardia) if 
the dose is too high or used inappropriately, and there's a small documented increase 
in the risk of developing atrial fibrillation. 



o Bottom Line: Special Occasions Only. A targeted tool for specific heart rate 
problems, not a go-to for hypertension. 

Meds Usually Best Avoided (And Why They Don't Fit): 

• ACE Inhibitors (ACEi): That persistent, annoying dry cough is a deal-breaker for many. 
The risk of angioedema (sudden, serious swelling), while rarer, is scary. Plus, some 
evidence hints they might slightly interfere with optimal training adaptations compared to 
ARBs. Why bother when ARBs offer the same core benefits more smoothly? Suitability: 
Meh. 

• Diuretics ("Water Pills"): These just cause too many problems for serious athletes. The 
dehydration risk kills your pump, hurts performance, and increases cramping/injury risk. 
Losing essential electrolytes like potassium and magnesium can mess with heart rhythm and 
muscle function. They can also worsen blood sugar, uric acid, and cholesterol levels. 
Looking flat and depleted isn't usually the goal, either. Suitability: Nope. 

o Spironolactone: Gets a special mention because its anti-testosterone effects (leading 
to potential gyno and sexual issues) make it fundamentally unsuitable for nearly all 
enhanced male athletes. Suitability: Definitely Nope. 

• Alpha-1 Blockers: The risk of orthostatic hypotension – getting super dizzy or even 
fainting when you stand up – is just too high, especially around heavy training. Imagine 
passing out mid-squat! Plus, they might hinder aerobic performance. Suitability: Nope. 

• Centrally Acting Agents: These work in the brain and often come with heavy sedation, 
brain fog, and fatigue – totally counterproductive for intense training and focus. The risk of 
dangerous rebound high blood pressure if you suddenly stop them is another major red flag. 
Suitability: Nope. 

• Direct Vasodilators: These are heavy hitters reserved for really tough cases. They cause 
such strong reflex responses (racing heart, major fluid retention) that they require you to 
also take beta-blockers and potent diuretics, bringing all their problems along too. Plus, they 
have their own unique risks (lupus-like syndrome with hydralazine, hair growth and 
potential heart issues with minoxidil). Suitability: Nope. 

• Renin Inhibitors: This class just didn't pan out. No real advantages shown over 
ARBs/ACEi in big studies, but they do come with significant risks of diarrhea, high 
potassium, and angioedema, plus tricky interactions. Easy pass. Suitability: Nope. 

• ARNIs (Entresto): A fantastic drug for heart failure, where it's often superior to 
ACEi/ARBs. But for primary hypertension in an otherwise healthy (albeit enhanced) 
athlete? Probably overkill, with a higher risk of causing low blood pressure symptoms and 
angioedema compared to just using an ARB. Suitability: Only if you have diagnosed HF. 

• SGLT2 Inhibitors: These are game-changers for people with Type 2 Diabetes, Heart 
Failure, or Chronic Kidney Disease, offering amazing protection for the heart and kidneys, 
plus helping with weight loss and blood sugar. They do lower BP modestly as a side effect. 
So, if you're an enhanced athlete who also has one of these conditions, they are an 
absolutely fantastic choice to discuss with your doctor as part of your overall treatment. But 
for someone only needing BP control? They aren't the primary tool. You need to be diligent 
about hydration to avoid dehydration and be aware of the increased risk of genital yeast 
infections/UTIs and the rare possibility of EDKA. They also tend to slightly increase 
hematocrit. Suitability: Great Add-on if you have T2DM/HF/CKD. 

• ERAs, sGC Stimulators: These are highly specialized drugs for a specific type of high 
blood pressure in the lungs (Pulmonary Arterial Hypertension). They have zero role in 
managing regular systemic hypertension and come with serious safety warnings (liver 
damage, birth defects, severe low BP risk). Suitability: Nope. 



2. Recap: Your Game Plan for Healthy BP 
Alright, let's boil it down. Managing BP effectively while you're enhanced isn't just about popping a 
pill; it's a whole strategy. You gotta combine smart lifestyle habits with the right medication if it's 
needed. Think of it like building your stack – you need the right foundation and the right support. 
Here’s your action plan: 

1. Know Your Target Zone: Job number one is keeping that BP consistently under 130/80 
mmHg. If you and your doc find you can comfortably sit a bit lower, maybe in the 120-129 
systolic range, without feeling wiped out or dizzy, that's potentially even better for long-
term protection. But don't chase numbers at the expense of feeling good and training hard. 
The only way to know where you stand is to monitor regularly. Get a good quality home 
BP monitor (upper arm cuff is best) and learn how to use it properly. Check it at different 
times of day, under consistent conditions (e.g., rested, before stimulants). Relying only on 
readings at the doctor's office just doesn't cut it when things can change based on your cycle, 
stress, or even just "white coat syndrome." Track your readings! 

2. Lifestyle First, Always (Seriously, Don't Skip This!): Before you even think about 
prescriptions, or definitely while you're taking them, you have to nail the fundamentals. 
These aren't just suggestions; they make a massive difference: 

o Eat Clean & Hydrate Smart: Be ruthless about cutting down sodium – that means 
less processed junk, less takeout, more cooking at home where you control the salt 
shaker. At the same time, load up on foods rich in potassium and magnesium (think 
leafy greens, avocados, nuts, seeds, bananas, potatoes) because these minerals help 
balance out sodium and relax blood vessels. Drink plenty of water throughout the 
day – proper hydration is key for overall function, though don't go crazy overboard 
either. Stick to whole, minimally processed foods as much as possible. 

o Get Your Cardio In (Intelligently): You don't have to become a marathon runner, 
but regular cardiovascular exercise is non-negotiable for heart health and BP control. 
Even 20-30 minutes of moderate activity most days (brisk walking, cycling, 
elliptical, even well-structured HIIT sessions) can make a real difference. It helps 
keep your arteries flexible and your heart efficient. Find something you can stick 
with that complements your lifting goals. 

o Chill Out (Manage That Stress): Life's stressful, and training hard adds its own 
physical stress. Chronic stress keeps your sympathetic nervous system cranked up 
and pumps out cortisol, both of which push BP higher. Find healthy ways to 
decompress. Prioritize getting enough quality sleep (7-9 hours is ideal for recovery 
and hormonal balance). Try mindfulness, deep breathing exercises, yoga, or just 
making time for hobbies you enjoy that take your mind off the grind. 

o Ditch the BP Raisers: Be mindful of what else you're putting in your body. Go easy 
on heavy stimulants – that triple-scoop pre-workout might be hurting more than 
helping if your BP is high. Avoid NSAIDs like ibuprofen or naproxen as much as 
possible; they directly interfere with BP control and can be rough on your kidneys, 
especially if you're not perfectly hydrated. And be honest about alcohol intake – 
regular, heavy drinking definitely pushes BP up. 

o Honest PED Check (The Elephant in the Room): This is critical. Take a hard, 
objective look at your current or planned cycle. Are the compounds known for 
causing significant BP issues? Are the dosages higher than necessary? Could you 
achieve similar results with less cardiovascularly stressful options? Could shortening 
the cycle duration or incorporating more frequent "off" or cruise periods help? This 
isn't about judging; it's about risk management. Sometimes, the smartest move for 
your long-term health (and ability to keep training) is to adjust the PED strategy. 



3. Meds (If Lifestyle Isn't Enough - The Right Tools): If you've genuinely optimized 
lifestyle factors and your BP is still too high, it's time to talk medication with your doctor. 
Choosing the right one is key: 

o Starting Point - High Probability Players: ARBs (like Telmisartan) are usually the 
best place to begin the discussion. They hit the sweet spot: effective BP lowering, 
generally very well tolerated (no cough!), minimal impact on your training or 
physique goals, and some even offer potential metabolic bonuses. 

o Next Step/Combo Power: DHP CCBs (like Amlodipine) are your strong second 
option or a great teammate for an ARB. They provide solid, performance-friendly 
BP control via vasodilation. Often, combining a low-to-moderate dose ARB with a 
low-to-moderate dose CCB gives you better BP reduction with fewer side effects 
than pushing one drug to its max dose. Think synergy! 

4. Special Cases - When the Usual Rules Bend: 
o Nebivolol: Remember, this is the only beta-blocker that should generally be on the 

table for an athlete, and only if there's a solid medical reason (like documented heart 
failure or post-heart attack). Its unique vasodilating action makes it less detrimental 
to performance than its cousins. 

o Ivabradine: This isn't for BP. It's the specialist tool you discuss only if you have a 
persistently high heart rate despite having your BP under control (often due to 
stimulant use). 

5. Steer Clear Of These (Generally Bad News for Athletes): Keep away from Diuretics 
(especially Spironolactone with its anti-T effects!), Alpha-blockers (dizziness risk!), Central 
agents (fatigue!), Direct Vasodilators (complex side effects, need other bad meds), and 
usually ACE inhibitors (cough risk, ARBs are better). 

6. Potential Secondary Benefits: Consider added advantages of preferred agents: 

Drug/Class Key Mechanism / 
Secondary Benefit 
Highlights 

Key Athlete Pros Key Athlete Cons / 
Notes (& Original 
Table) 

Overall 
Suitability 

Telmisartan 
(ARB) 

AT1 block (longest 
half-life ARB). Partial 
PPAR-gamma (insulin 
sensitivity) & 
potential PPAR-delta 
(endurance/muscle?) 
agonist. Reduces LVH. 
Non-renal excretion. 

Effective BP (long 
duration). PPARg & PPARd 
benefits highly relevant. 
Good 24h control. Less 
renal dependence. Top 
ARB choice for many 
athletes. 

Hyperkalemia risk. 
Fetal toxicity. 
Diarrhea possible. 

Very High 

Losartan 
(ARB) 

AT1 block. 
Metabolite has PPAR-
gamma activity 
(insulin sensitivity). 
Uricosuric (lowers 
uric acid). Reduces 
LVH. 

Effective BP. No cough. 
Lower angioedema risk vs 
ACEi. PPARg activity 
(metabolic benefit). 
Uricosuric (good if gout 
risk). Potential positive 
muscle effects. Good 
option, especially with 
gout risk. 

Hyperkalemia risk. 
Fetal toxicity. 

High 

Candesartan 
(ARB) 

AT1 block (prodrug). 
Reduces LVH. HF 

Effective BP. No cough. 
Lower angioedema risk vs 
ACEi. HF benefits. Study 

Hyperkalemia risk. 
Fetal toxicity. 

High 



benefits (CHARM 
trial). 

showed improved peak 
VO2 max. Solid ARB 
alternative. 

ARBs 
(General) 

Block Angiotensin II 
receptor (AT1). 
Reduce LVH, may 
slightly decrease 
hematocrit. 

Effective BP lowering. No 
cough. Lower angioedema 
risk than ACEi. Generally 
well-tolerated. 

Hyperkalemia risk. 
Fetal toxicity. 
Possible slight 
decrease in 
erythropoiesis (RAAS 
block class effect). 
Counteracting PED-
induced LVH is key. 

High / Very 
High (drug 
dependent) 

Amlodipine 
(CCB) 

L-type Ca++ channel 
blocker (vascular > 
cardiac). Peripheral 
vasodilation. Reduces 
LVH (via BP lowering). 
Metabolically neutral, 
minimal performance 
impact. May enhance 
NO production. 

Effective BP lowering. 
Minimal impact on 
exercise 
performance/tolerance. 
Once daily dosing. 

Peripheral Edema 
common. Dizziness, 
flushing, headache. 
Reliable, 
performance-sparing 
BP control. Edema is 
main drawback. 

High 

Nebivolol 
(BB) 

Highly selective B1 
block + NO release 
via B3 agonism 
(Vasodilation). 
Reduces LVH. 
Improves endothelial 
function. 

Least performance 
impairment among BBs. 
Vasodilation beneficial. 
Good metabolic profile. 
Lower ED risk vs other BBs. 

Still a BB, will limit 
peak 
HR/performance 
somewhat. Dizziness, 
headache. WADA 
restricted in some 
sports. Use only if BB 
medically necessary. 

Moderate 
(Situational) 

Ivabradine Selective inhibitor of 
If "funny" current in 
SA node. Pure HR 
reduction without 
BP/contractility 
effects. 

Lowers HR without 
lowering BP or impairing 
contractility. Useful if BBs 
not 
tolerated/contraindicated. 
May improve exercise 
tolerance in HF. Not WADA 
prohibited. 

Visual disturbances 
(phosphenes ~15%). 
Increased AFib risk. 
Bradycardia risk. Not 
an antihypertensive. 
Niche use for 
tachycardia 
management. 

Moderate 
(Niche Use) 

SGLT2 
Inhibitors 

Inhibit SGLT2 in 
kidney → Glycosuria, 
Natriuresis. Weight 
loss, CV/HF/Renal 
benefits, improved 
glucose control, 
potential exercise 
capacity boost, 
reduces LV mass. 
May slightly increase 
Hct. 

Proven CV/HF/Renal 
benefits (if comorbid 
T2DM/HF/CKD). Weight 
loss. Improved glycemic 
control. Potential exercise 
capacity improvement. 
Not WADA prohibited. 

Dehydration/Volume 
depletion risk. GU 
Infections 
(Yeast/UTI). 
Euglycemic DKA risk 
(rare). Not primary 
antihypertensive. 
Excellent adjunct if 
T2DM/HF/CKD 
present. Requires 
hydration awareness. 

Moderate 
(Situational) 

 



7. Monitoring - Keep Your Eyes on the Dashboard: Taking BP meds isn't a "set it and 
forget it" deal, especially when enhanced. You and your doctor need to track things: 

o Regular BP Checks: Home monitoring is essential to see how you're responding 
day-to-day. 

o Blood Work: Periodically check electrolytes (especially potassium if on an ARB or 
ACEi), kidney function markers (like creatinine and eGFR), and your lipid panel 
(cholesterol and triglycerides) to ensure the meds aren't causing issues and to 
monitor the impact of your PEDs. 

o Heart Check-ups: An occasional echocardiogram (heart ultrasound) is a really 
smart idea. It can assess the structure and function of your heart, looking for signs of 
LVH or other changes before they become major problems. 

8. Team Up With Your Doc (The Most Important Step): This cannot be stressed enough. 
Find a doctor you trust and be 100% transparent with them about your PED use, 
supplements, training – everything. A doctor can only help you effectively and safely if they 
have the complete picture. They can interpret your test results, understand potential 
interactions, and tailor a BP management plan that fits your specific situation, goals, and 
risk factors. This partnership is absolutely crucial for navigating the complexities of health 
management as an enhanced athlete. Don't try to manage this alone based on internet forums 
or gym buddies! 

 

 

3. Quick Guide: Finding Your Starting Point (Talk to Your 
Doc!) 
Remember: This pathway is just to help you organize your thoughts for your doctor's visit. It's 
NOT a prescription or medical advice! Always, always follow your doctor's specific guidance. 

Let's Go: 

Step 1: Is Your BP Actually Too High? 

• Q1: You've really tried cleaning up your diet, doing cardio, managing stress, and 
maybe even adjusted your PEDs, but your BP is still consistently hitting 130/80 mmHg 
or higher? 

o NO: Fantastic! Keep doing what you're doing with the healthy habits and keep 
monitoring that BP regularly. Revisit this if things change. (You're good for now!) 

o YES: Okay, medication is likely needed. Let's figure out the best starting point to 
discuss. Go to Step 2. 

Step 2: Got Other Health Stuff Going On? 

• Q2: Has a doctor diagnosed you with any of these specific conditions? 
o Heart Failure (especially the type with reduced pumping strength, HFrEF) 
o Previous Heart Attack 
o Chronic Kidney Disease (CKD) 
o Type 2 Diabetes (T2DM) 



o (If you're unsure, ask your doctor!) 
o YES (to any): This is super important! Your doctor needs to choose meds that 

specifically treat these conditions while also managing BP. For example, certain 
Beta-Blockers and ARBs (or even ARNIs/SGLT2i) are essential for heart failure. 
ARBs and SGLT2 inhibitors are key for protecting kidneys in CKD/Diabetes. Make 
sure your doctor addresses these primary needs first. (Go to Step 3, but keep these 
conditions top of mind) 

o NO: Okay, let's move to general considerations. Go to Step 3. 

Step 3: Any Past Bad Reactions or Big Worries? 

• Q3: Have you ever tried an ACE inhibitor before (like Lisinopril, Ramipril) and ended 
up with that annoying persistent cough, or worse, had angioedema (that sudden, scary 
swelling, especially around the face/throat)? 

o YES (Cough): Simple – ACE inhibitors are probably not for you. ARBs are the 
logical next step as they don't cause this. (Go straight to Step 4A) 

o YES (Swelling/Angioedema): Whoa, okay, definitely no more ACE inhibitors. 
Even ARBs carry a small cross-reactivity risk, so your doctor needs to be extra 
cautious. Calcium Channel Blockers (CCBs) might be the safer primary choice to 
discuss. This needs careful handling, possibly with a specialist. (Go to Step 4B, 
emphasizing the angioedema history) 

o NO / Never Tried: Good info. Proceed to Step 4. 
• Q4: Thinking about potential side effects, what's your number one concern? What 

worries you most? (Pick the biggest one) 
o A) Killing my performance, making me feel drained, hurting my gains: (Go to 

Step 4A) 
o B) Getting puffy ankles/feet, looking watery, messing with my look: (Go to Step 

4B) 
o C) My heart feels like it's racing and my BP is high: (Go to Step 4C) 
o D) My heart rate is just too fast, but my BP seems okay (or is already treated): 

(Go to Step 4D) 
o E) I deal with high uric acid levels or have a history of gout: (Go to Step 4E) 
o F) Honestly, no major specific fear, just need effective BP control that works: 

(Go to Step 4A) 

Step 4: What Meds Might Be a Good Fit (To Discuss!) 

• Step 4A (Worried about Performance/Gains; No Big Worries; ACEi Cough History): 
o Top Idea: The conversation should probably start with ARBs. They're effective and 

generally the most performance-friendly. Ask about Telmisartan (long-acting, 
potential metabolic perks), Candesartan (maybe helps VO2 max), Losartan, or 
Valsartan. 

o Plan B/Add-on: If ARBs don't get the job done alone, or if there's a reason you can't 
take them, the next logical step is usually adding or switching to a DHP CCB (like 
Amlodipine). It's also good for performance but carries that edema risk. 

o (Bring these options up with your doctor!) 
• Step 4B (Worried about Swelling/Looks; ACEi Swelling History): 

o Top Idea: If your main worry is edema, ARBs might be slightly better tolerated than 
CCBs, so maybe discuss them first (Telmisartan, Candesartan, etc.). However, if you 
had that scary ACEi swelling (angioedema), your doctor might want to start with 



DHP CCBs (Amlodipine) instead, as the risk with ARBs, while small, isn't zero. Be 
upfront about the angioedema history! 

o Plan B/Add-on: If the first choice isn't enough or causes problems, the other class 
(either ARB or CCB) is the next step. Just be aware of the potential side effects of 
each. 

o (Definitely discuss the edema concern or angioedema history with your doctor!) 
• Step 4C (High HR and High BP): 

o Usual Plan: The standard approach is to tackle the high BP first using an ARB or a 
DHP CCB (Amlodipine). Often, getting the BP under control helps the heart rate 
settle down too. See how things look after the BP is managed. 

o If a BB is Needed: If your heart rate is still stubbornly high after BP is addressed, or 
if there's a specific medical reason your doctor wants to target both simultaneously 
(like certain heart conditions), then Nebivolol is the beta-blocker to ask about 
specifically. It's designed to have less impact on your training than other BBs. 

o (Talk through the strategy with your doctor – usually, you'd start with the ARB or 
CCB.) 

• Step 4D (High HR but BP is Fine): 
o Main Idea: Okay, so this isn't really a blood pressure problem, it's a heart rate 

problem. The main drug designed for this specific situation is Ivabradine. Ask your 
doctor about it – it slows the heart rate directly without messing with BP. Just be 
aware of the potential for seeing light flashes and the small Afib risk. 

o Alternative: If Ivabradine isn't suitable, and a beta-blocker is being considered just 
for heart rate control (maybe to counteract stimulant effects), again, Nebivolol would 
likely be the least problematic performance-wise, or perhaps Bisoprolol (very heart-
selective). But understand that any BB might still impact your training somewhat. 

o (Focus the discussion on these HR-specific options with your doctor.) 
• Step 4E (High Uric Acid / Gout): 

o Main Idea: This is a clear signal to ask specifically about Losartan. It's an ARB 
that has the added benefit of helping your kidneys flush out excess uric acid, which 
can help prevent gout attacks. 

o Plan B/Add-on: If Losartan doesn't work well enough for BP or isn't tolerated, other 
ARBs or DHP CCBs are still options for BP control. Just make sure to avoid thiazide 
diuretics, as they can actually raise uric acid levels. 

o (Definitely highlight Losartan as a potential good fit with your doctor.) 

Step 5: Check-in and Fine-Tune (This is Key!) 

• Starting a medication is just the beginning! You absolutely need regular follow-up 
appointments. This allows your doctor to: 

o See if the medication is actually working (checking your home BP log!). 
o Ask about any side effects you might be experiencing (even minor ones are worth 

mentioning). 
o Order necessary blood tests (checking potassium levels, especially with ARBs, and 

monitoring kidney function is standard practice). 
o Make adjustments! Maybe you need a slightly higher dose, maybe a lower dose, or 

maybe adding a second medication (like that common ARB + CCB combo) is the 
best way to get your BP perfectly dialed in without causing side effects. Finding the 
right regimen can sometimes take a bit of trial and adjustment. Be patient and stay 
communicative! 



Last Word: Seriously, this pathway is just a tool to help you think and prepare for your doctor's 
visit. Managing BP, especially when you're navigating the world of PEDs, is complex and highly 
individual. You need personalized advice from a medical professional who understands the 
nuances. Don't guess, don't borrow meds, don't try to manage this alone based on stuff you 
read online! Your long-term health is worth the proper care. 
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