
MICARDISfi �telmisartan�

What is MICARDIS®?
MICARDIS® (telmisartan) / MICARDISPLUS® (telmisartan/hydrochlorothiazide) is an anti-hypertensive 
medication belonging to the class of angiotensin II receptor blockers (ARBs). It is an effective and well 
tolerated treatment providing powerful 24-hour blood pressure reductions with a once-daily dose1-4 and is 
the only ARB that is cardio and vascular protective in a broad cross-section of cardiovascular (CV) high risk 
patients.4

Mode of action of ARBs
ARBs are a treatment class that modulate the renin-angiotensin system (RAS), which is a hormone system 
that regulates blood pressure and water balance.5 When blood pressure in the body is low, the kidneys 
secrete renin, an enzyme that stimulates the production of angiotensin. This causes blood vessels to contract 
resulting in increased blood pressure. If the RAS is too active, blood pressure will increase and lead to 
hypertension.6

ARBs work by selectively blocking the action of 
angiotensin II at the point of its main receptor, the AT1 
receptor.7 This receptor mediates most of the negative CV 
effects of the RAS. ARBs do not affect another receptor 
subtype, the AT2 receptors, which are associated with 
beneficial CV effects when bound to angiotensin II.1

ARBs have a different mode of action to angiotensin 
converting enzyme inhibitors (ACEIs), which work by 
reducing the conversion of circulating angiotensin I to 
angiotensin II. As some angiotensin II can be produced in 
the tissues via ACE independent pathways, which is 
called “angiotensin II escape,” ARBs achieve a more 
complete inhibition of the AT1 receptor’s effects.7
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MICARDIS® profile
Unique chemical structure
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The blue circle encloses the biphenyl tetrazole component 
– this is the common structure for most ARBs.

MICARDIS® is different to other ARBs as it 
also contains a non-tetrazole carboxylic acid 
ring, shown in red. The distinctive groupings 
in the structure of MICARDIS® give it prop-
erties that make it different from all other 
ARBs, and may be responsible for some of 
its clinical effects.
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MICARDIS® reduces blood pressure over a full 24-hour period
MICARDIS® provides powerful 24-hour blood pressure reductions,13-17 including the risky early morning hours when 
patients are at greatest risk of having a heart attack or stroke.17-19

MICARDIS® achieves better blood pressure lowering than the ARBs losartan20 and valsartan,21 and the ACE-inhibitor 
ramipril, as shown in the two PRISMA studies, which involved more than 1,600 patients.22 In addition, none of the 
leading medicines in other classes including enalapril, lisinopril, amlodipine and atenolol have been shown to have 
better blood pressure lowering properties than MICARDIS®.23-26
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Systolic Blood Pressure Reductions

MICARDIS® 40-80 
mg vs valsartan 

80-160 mg* 
(p=0.0024)

MICARDIS®  
80 mg vs 

losartan 50 mg
(p=0.05)
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Diastolic Blood Pressure Reductions

MICARDIS® 
40-80 mg vs 

valsartan 80-160 
mg* (p=0.0004)

MICARDIS®  
80 mg vs 

losartan 50 mg
(p=0.05)

* forced-titration study
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Losartan 2hrs

Eprosartan   5-7 hours

Valsartan 7hrs

Cadesartan 9-13hrs

Olmesartan 11.8-14.7hrs. 

Irbesartan 12-20 hours

Telmisartan 24hrs

MICARDIS® 500

Eprosartan 308 

Irbesartan 73**

Losartan 34 (12*)

Valsartan 17

Olmesartan 17.2**

Candesartan 0.13 L/kg  

Unique pharmacological properties
• �MICARDIS® has a longer duration of action 

than all other members of the ARB class; it 
takes 24 hours for half the dose of MICARDIS® 
to be eliminated from the body compared with 
2 to 20 hours for other ARBs.1

• �MICARDIS® has the highest lipophilicity and volume 
of distribution of any ARB.1 Its rapid absorption and 
comprehensive penetration2,8 enable it to provide 
maximum protective effects by blocking the action 
of AT1 receptors throughout the body.

MICARDIS®  40-80mg adjusted changes in blood pressure (mm Hg) compared with losartan 50mg (n=223) 
and valsartan 80-160mg after 24 hours (n=431)

* Values in 
parentheses are for 
the active metabolite 
of losartan

** Mean value

• �MICARDIS® is also the only ARB to date to demonstrate selective peroxisome proliferator-activated receptor 
(PPARγ) activity.1 This activity has been associated with increasing the body’s sensitivity to insulin and reduction 
in the production of triglycerides, which has implications regarding the treatment of metabolic syndrome, Type 2 
diabetes, atherosclerosis and other clinical disorders that may be responsive to PPARγ activators.9-12
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Safety and tolerability
An evaluation of the safety of MICARDIS® in studies involving over 37,000 patients has 
shown that the treatment is well tolerated.3,4,27-29 The excellent tolerability profile of 
MICARDIS® is supported by its proven safety and efficacy in more vulnerable patients 
such as the elderly and those with varying degrees of renal impairment.3,30 

MICARDIS® is also associated with high treatment compliance, which is important  
for all patients with hypertension, including those with high CV risk, who require life-
long treatment.4

MICARDIS® clinical trial programme
The MICARDIS® clinical trial programme is one of the most far-reaching research programmes ever conducted with 
an ARB, involving over 50,000 patients:

• �The ONTARGET™ Trial Programme comprises two parallel studies, ONTARGET™ and TRANSCEND®, and is currently 
the largest ARB CV trial undertaken. Over 31,000 patients were enrolled in The ONTARGET™ / TRANSCEND® Trials4,27

• �ONTARGET™ was a cardio and vascular protection trial that investigated the benefits of MICARDIS® and ramipril 
alone and in combination in preventing CV disease and death

• �TRANSCEND® was the first trial to examine the cardio and vascular protective benefits of MICARDIS® in ACE-
intolerant high-risk patients already receiving the current best standard of care27

• �The PROTECTION™ Trial was comprised of ten trials that evaluated the effect of MICARDIS® in heart and kidney 
protection and the treatment of hypertension in special scenarios. More than 6,500 patients were enrolled in 
PROTECTION™31

• �One particular trial, AMADEO® showed that MICARDIS® has the potential to provide renal protection for patients 
with diabetes, as shown by the significantly greater reductions in proteinuria compared with the ARB losartan32

• �PRoFESS® was designed to investigate the role of MICARDIS® on top of standard antiplatelet therapy in  
the prevention of secondary stroke and was the largest trial of its kind ever conducted, including more than  
20,000 patients.33

Cardio and vascular protection
The ONTARGET™ Trial results show that MICARDIS® is the only ARB that is CV protective in a broad cross-section of 
CV high risk patients.4 

The results of The ONTARGET™ Trial show 
that MICARDIS® 80mg is as effective as 
the previous gold standard, ramipril 
10mg, in protecting against CV death, 
heart attack, stroke and hospitalisation for 
congestive heart failure, is better tolerated 
and associated with higher treatment 
compliance.4

The TRANSCEND® Trial results also show 
that MICARDIS® 80mg reduces the risk 
of CV death, heart attack and stroke in 
ACE-intolerant high-risk patients already 
receiving the current best standard of 
care.27
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Notes to editors
Telmisartan (Micardis®/Kinzal®/Pritor®)
Telmisartan was discovered and developed by Boehringer Ingelheim. Under the trademarks Micardis® and 
MicardisPlus® (combination with HCTZ), the company markets telmisartan in 84 countries around the world, 
including the USA, Japan and European countries. Telmisartan is marketed in cooperation with Astellas Pharma 
Inc. in Japan, Bayer HealthCare in Europe and GlaxoSmithKline in selected markets. Bayer HealthCare promotes 
telmisartan under the brand names Kinzalmono®, Kinzalkomb® (combination with HCTZ), and Pritor® and 
PritorPlus® in markets across Europe. Pritor® and PritorPlus® are also marketed by GlaxoSmithKline in selected 
markets.
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