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Question
Number Question

1 Is there evidence that self-directed monitoring of BP and/or ambulatory 
BP monitoring are superior to office-based measurement of BP by a 
healthcare worker for 1) preventing adverse outcomes for which high BP 
is a risk factor and 2) achieving better BP control?

2 What is the optimal target for BP lowering during antihypertensive 
therapy in adults?

3 In adults with hypertension, do various antihypertensive drug classes 
differ in their comparative benefits and harms?

4 In adults with hypertension, does initiating treatment with 
antihypertensive pharmacological monotherapy versus initiating 
treatment with 2 drugs (including fixed-dose combination therapy), 
either of which may be followed by the addition of sequential drugs, 
differ in comparative benefits and/or harms on specific health outcomes?

BP indicates blood pressure.

Systematic Review Questions on High BP in 
Adults



Relative risks comparing SBP goal < 130 mm Hg versus high goals.

Whelton PK, JACC 2018

CVD event Relative risk
95% confidence 

interval
MI 0.86 0.76 – 0.99
Stroke 0.77 0.65 – 0.91
Heart failure 0.75 0.56 – 0.99
CVD composite 0.83 0.75 – 0.92
Data are based  on a meta-analysis of randomized trials conducted by the ACC/AHA 
evidence review team.

More Intensive BP Lowering Reduces CVD Risk



COR LOE Recommendation for Out-of-Office and 
Self-Monitoring of BP

I ASR

Out-of-office BP measurements are 
recommended to confirm the diagnosis of 
hypertension and for titration of BP-lowering 
medication, in conjunction with telehealth 
counseling or clinical interventions. 

SR indicates systematic review.

Out-of-Office and Self-Monitoring of BP 



Thiazide  

Thiazide-Type  

Diuretics

ACE inhibitors  
or

ARBs
Calcium  

antagonists

Lifestyle Modification—Especially Diet and Exercise

Initial Medications for the Management of
Hypertension



Most prominent update: ↓ BP levels prompting initiation of drug 
treatment for elevated BP and the BP goal in those requiring 
treatment from 140/90 to 130/80 in those < 60 yrs old and from 
150/90 to 130/80 in those > age 60.  



Less than 130/80 is the BP level used to define 
level for BOTH for initiating drug therapy and to 
define the BP target in nearly all clinical settings

SR indicates systematic review.



COR LOE Recommendations for BP Treatment Threshold and Use of 
Risk Estimation* to Guide Drug Treatment of Hypertension

I

SBP: 
A

Use of BP-lowering medications is recommended for secondary 
prevention of recurrent CVD events  in patients with clinical CVD  
and an average SBP of 130 mm Hg or higher or an average DBP of 
80 mm Hg or higher, and for primary prevention in adults with an 
estimated 10-year atherosclerotic cardiovascular disease (ASCVD) 
risk of 10% or higher and an average SBP 130 mm Hg or higher or 
an average DBP 80 mm Hg or higher. 

DBP: 
C-EO

I C-LD

Use of BP-lowering medication is recommended for primary 
prevention of CVD in adults with no history of CVD and with an 
estimated 10-year ASCVD risk <10% and an SBP of 140 mm Hg or 
higher or a DBP of 90 mm Hg or higher. 

*ACC/AHA Pooled Cohort Equations (http://tools.acc.org/ASCVD-Risk-
Estimator/) to estimate 10-year risk of atherosclerotic CVD.

CVD Risk estimation recommended to guide 
drug treatment of hypertension 

http://tools.acc.org/ASCVD-Risk-Estimator/


COR LOE Recommendations for Treatment of Hypertension in 
Older Persons

I A

Treatment of hypertension with a SBP treatment goal of less 
than 130 mm Hg is recommended for noninstitutionalized 
ambulatory community-dwelling adults (≥65 years of age) 
with an average SBP of 130 mm Hg or higher. 

IIa C-EO

For older adults (≥65 years of age) with hypertension and a 
high burden of comorbidity and limited life expectancy, 
clinical judgment, patient preference, and a team-based 
approach to assess risk/benefit is reasonable for decisions 
regarding intensity of BP lowering and choice of 
antihypertensive drugs.

Contrary to previous (“JNC-8”) 
recommendations, strongest recommendation 
for lower BP target is in older patients



Comparison of Guideline Recommendations for 
Management of Hypertension 

Guideline Evidence Review 
Methodology

BP Target in General 
Adult Population

BP Target in High 
CVD Risk Grps

BP Target in 
CKD and DM

NICE (2011) Systematic Review Age  < 80:  <140/90
Age  ≥ 80:  <150/90

Age  < 80: <140/90
Age  ≥ 80: <150/90 <140/90

JAMA 2014 HTN 
Guideline

Systematic Review Age  <60: <140/90
Age  ≥60: <150/90

Age  < 60: <140/90
Age  ≥ 60: <150/90 <140/90

CHEP (2016) Consensus
(Graded)

Age <80: SBP <120
Age ≥80: SBP<150

(if < 120 target 
inappropriate)

Age <80: SBP <120
Age ≥80: SBP<150 

(if < 120 target 
inappropriate)

< 130/80

Australian (2016) Consensus
(Graded)

<140/90 <120/80 if thought 
safe

N/A

AHA/ACC (2017) Consensus
(Graded)

< 130/80 < 130/80 < 130/80

AAFP/ACP (2017) Consensus Age  <60: <140/90
Age  ≥60: <150/90

Age  < 60: <140/90
Age  ≥ 60: <150/90 <140/90

ESH/ESC (2018) Consensus
(Graded)

<140/90; 
< 130/80 if tolerated

Age  ≥ 65 SBP 130- 140

Age  < 65: <130/80
Age  ≥ 65: SBP 130-

140

CKD: SBP 130-
140

DM: <130/80

RECENT HYPERTENSION GUIDELINE RECOMMENDATIONS



2017 AHA/ACC HTN Guidelines
J Am Coll Cardiology 2017 Nov 7 pii:SO735-1097(17)41519-1. Doi: 10.1016/
Hypertens 2018;71:e13–e115. doi: 10.1161

• Most prominent update is the reduction in recommended BP 
levels prompting the initiation of drug treatment for ↑ BP and the 
BP goal from 140/90 to 130/80 in those less than 60 yrs old and 
from 150/90 to 130/80 in those over age 60.  

• Less than 130/80 is the BP level used to define level for initiating 
drug therapy and define the BP target in nearly all clinical 
settings.

• CVD risk as well as BP levels are used to determine patients who 
need to be treated with BP medications +  life style management

• Greater reliance on out of office BPs for both the diagnosis of 
hypertension and management.  It has become increasingly 
recognized that we can no longer depend only on the 
measurement of BP in the office to manage hypertension.



Summary/Conclusions
• Implications for treatment:

• In US~ 4.2 mil more pts qualify for drug treatment and ~ 7.9 mil 
may require Tx intensification  

• Greater use of chlorthalidone, spironolactone as more patients will be 
classified as resistant with new target of < 130/80.

• Greater emphasis on life-style modification

• Of note: At the Alzheimer's meeting in July, data from the 
SPRINT-MIND component of SPRINT now shows that 
compared to a SBP target of < 140 mmHg , the < 120 
mmHg target resulted in significantly lower rates of:
• mild cognitive decline (MCI), 
• the composite of MCI and probable dementia (PD), as well as 
• characteristic white matter lesions on MRI, though reduction in PD 

alone was not significant
• Aggressive BP treatment is currently the only treatment shown to 

prevent/slow progression of dementia



THANK YOU
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