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SO WHAT’S REALLY NEW IN 2017 BP GUIDELINES
AND HOW CAN WE IMPLEMENT THESE CHANGES

ACC/AHA FOCUS ON CV RISK TO DETERMINE BP
GOALS

* For adults with confirmed hypertension and
greater than 10% 10-year CVD event risk, a
BP target of < 130/80 mm Hg is recommended

COEXISTENCE OF HYPERTENSION AND RELATED CHRONIC
CONDITIONS

Recommendation for Coexistence of
COR LOE Hypertension and Related Chronic
Conditions

Screening for and management of other
modifiable CVD risk factors are recommended
in adults with hypertension.
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HYPERTENSION

Modifiable Risk Factors* Relatively Fixed Risk Factorst

e Current cigarette smoking,

e CKD

secondhand smoking o Family history

Diabetes mellitus e Increased age

Dyslipidemia/hypercholesterolemia e Low socioeconomic/educational

Overweight/obesity status

Physical inactivity/low fitness Male sex

Unhealthy diet o Obstructive sleep apnea
Psychosocial stress

*Factors that can be changed and, if changed, may reduce CVD risk

tFactors that are difficult to change (CKD, low socioeconomic/educational status, obstructive
sleep apnea, cannot be changed (family history, increased age, male sex), or, if changed through
the use of current intervention techniques, may not reduce CVD risk (psychosocial stress).

CKD indicates chronic kidney disease; and CVD, cardiovascular disease.
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BP MEASUREMENT




Key Steps for Proper BP Measurements

Step 1: Properly prepare the patient.
Step 2: Use proper technique for BP measurements

Step 3: Take the proper measurements needed for diagnosis
and treatment of elevated BP/hypertension.

Step 4: Properly document accurate BP readings.

Step 5: Average the readings.

ovide BP readings to patient.

Tabie 8 Office blood pressure Measurement

CESUES 2

ES|
Williams B etal. Europeal
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Both Guidelines Stress Proper Cuffs be Used
Selection Criteria for BP Cuff Size for Measurement of

BP in Adults

Arm Circumference Usual Cuff Size
22-26 cm Small adult
27-34 cm Adult
35-44 cm Large adult
45-52 cm Adult thigh




Out-of-Office and Self-Monitoring of BP

Recommendation for Out-of-Office and Self-

COR | LOE Monitoring of BP

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.
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Detection of White Coat Hypertension or Masked Hypertension in Patients Not on Drug Therapy

Office B%: 2130/80 mm Hgbut <160/100 mm Hg Office BP: 120-129/<80mm Hg
after 3 mo trial of festyle modification and suspect after 3 mo tria of festyle modification and suspect
white coat hypertengion masked hypertension

Daytime ABPM
or HEPM
8P <130/80 mm Hg

Daytime ABPM
or HEPM
8P 2 130/90 mm Hg

Nor Ye: N
White \ Misked Hyperterson ] Eenteds?
* Lifestyle modification * Continue 2 * Conti  Lifestyle modification
o Aanual ABPM or HEPM and i and .
to detect progression drug therapy drug therapy todetect MH or progression
(Class la) (Class la) (Class lip) (Class b}
Colors to Class of ion in Table 1.

ABPM indicates ambulatory blood pressure monitoring; BP, blood pressure; and HBPM,
home blood pressure monitoring.

Table 3. Association of Hypertension Phenotypes with All-Cause and Cardiovascular Mortality in Cox Regression Models

Mortality and Blood Pressure
notype Model 11 Model 2

Hazard Rat Mazard Rat
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Goal BP and Initial Therapy in Diabetes to Reduce CV / Renal Risk?
Goal BP
Group (mmHg) Initial Therapy
<140/90:high ACE Inhibiter/ARB (arly if
| G () risk <130/80 nephrapathy or heart failre present)
ACC/AHA BP (2017) <130/80 ACE Inhibitor/ARB*
KDIGO/KDOQI (NKF) (2013) <140/90 ACE Inhibitor/ARB™
2014 Expert Panel Report (2013) <130/80 ACE Inhibitor/ARB*
KDOQI (NKF) (2004) <130/80 ACE Inhibitor/ARB*
INC 7 (2003) <130/80 ACE Inhibitor/ARB*
Am. Diabetes Assoc (2003) <130/80 ACE Inhibitor/ARB*
Canadian HTN Soc. (2002) <130/80 ACE Inhibitor/ARB*
Am. Diabetes Assoc (2002) <130/80 ACE Inhibitor*
Natl. Kidney Foundation (2000) <140/80 ACE Inhibitor
British HTN Soc. (1999) <140/80 ACE Inhibitor
) I INC VI (1997) <130/85 ACE Inhibitor
Indicates use with diuretic

Categories of BP in Adults*

BP SBP DBP
Category
Normal <120 mm Hg and <80 mm Hg
Elevated 120-129 mm Hg and <80 mm Hg
Hypertension
Stage 1 130-139 mmHg| or 80-89 mm Hg
Stage 2 =140 mm Hg or =90 mm Hg

*Individuals with SBP and DBP in 2 categories should be designated to the higher BP category.
BP indicates blood pressure (based on an average of 22 careful readings obtained on 22
occasions, as detailed in DBP, diastolic blood pressure; and SBP systolic blood pressure.

THREE RANDOMIZED BP CKD OUTCOME TRIAL
ALL FAILED TO SHOW BENEFIT <130/80 MMHG

Modification of Dietary Protein in Kidney Disease (N Eng J Med
1994)

Ramipril in Nephropathy Trial (Lancet 1998)

African American Study of Kidney Disease (JAMA 2002)

? SPRINT 2018-not powered for renal outcomes (J Am Soc Nephrol
2018)
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CLINICAL IMPLICATIONS OF SPRINT

A. All patients with >15% 10 year CV risk without diabetes who can
tolerate a BP <130/80 mmHg should strive to achieve this goal to
maximally reduce CV risk.

B. Older patients with >15% 10 year CV risk should strive to
achieve BP goals of <130/80 mmHg, if they can tolerate it such
levels.

C. Increase in serum creatinine of up to 30% should be tolerated in
the presence of BP goal achievement as they are hemodynamic
changes and not associated with kidney injury.

Egan B et.al. JAMA 2010;303:2043-2050 T T e BT

Trends in
Age-adjusted
Prevalence of
Hypertension
and Elevated

BP Defined by
the 2017
ACC/AHA
New Criteria:
United States,
1999-2016

Provalence, %
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Liu B et.al. JAMA Internal Med 2018
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Hypertension*
Approximate Impact SBP
Nonpharmacologlc Dose Hypertension  Normotension
Intervention . 58 H
K  90-150 min/w} -58mmHg
Aerobic o 65%-75% heart rate reserve 2/4mm Hg
Dynamic TR F—— 4mmHg  -2mm H
O CEE 7R o sistance 6 e;ercisues, 3§s|s/exercise, 10 repetitions/set 9 9
: ® 4 x 2 min (hand grip), 1 min rest between exercises, 30%-
ISO"_\emC 40% maxim\(Jm vo\gn ajry contraction, 3 sessions/wk " 5mm Hg -4mmHg
Resistance ® 8-10 wk
i DASH dietal Diet rich in fruits, vegetables, whole grains, and low-fat dai
Healthy diet pattern e products with ToiUcEs content of saturated and totaifat - ~11mmHg -3 mm Hg
it Ideal body weight is best goal but at least 1 kg reduction in bod
Weight loss Weight/body fat  weight oY most acuits wha are overweight 9 Y-5mmHg  -2/3mm Hg
Reduced infake of [ H <1,500 mgld is optimal goal but at least 1,000 mg/d reduction in
dietary sodium ~  [BICEINEEITIIN s e B -5/6 mm Hg  -2/3 mm Hg
Ephanced intake of BIEIE] 3,500-5,000 mgld, preferably by consumption of a diet rich in
dietary potassium potasrs};um potassium 9. p vy s -4/5mmHg  -2mm Hg
ion i A In individuals who drink alcohol, reduce alcohol to:
%ggﬁza,'i’ﬁt",'i“{é Icohol o Men: <2 drinks daily -4mmHg  -3mmHg

lconsumption © Women: <1 drink daily

Blood Pressure (BP) Thresholds and Recommendations for Treatment and
Follow-Up

( BP thresholds and recommendations for rement andfolow-up )

Stage 1 hypertension
(80 130-BY/80-8

Stage 2 hypertension
® e

Promote optimal
lifestyle habits

Reassessin

iy
{Cass lla)

% American
AMERICAN Heart
COLLI of Association.
CARDIOLOGY [
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Recommendations
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Williams B et.al. European Heart Journal (2018) 39, 3021-3
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(__AHA/ACC 2017 |

COR | LOE |Recommendation for Choice of Initial Medication

For initiation of antihypertensive drug therapy, first-
| line agents include thiazide diuretics, CCBs, and
ACE inhibitors or ARBs.

Recommendations for Choice of Initial Monotherapy
COR LOE Versus Initial Combination Drug Therapy*

Initiation of antihypertensive drug therapy with 2 first-line
agents of different classes, either as separate agents or in
1 C-EO | a fixed-dose combination, is recommended in adults with
stage 2 hypertension and an average BP more than 20/10
mm Hg above their BP target.

Initiation of antihypertensive drug therapy with a single
antihypertensive drug is reasonable in aduilts with stage 1
la C-EO |hypertension and BP goal <130/80 mm Hg with dosage
titration and sequential addition of other agents to achieve
the BP target.

ESH on Initial Combination Therapy

*Very strong proponents of combo therapy

 Preferred use of two-drug combinaton heray for the il eatment of mastpeople with hypetension.
0 Asingleqpill treatment strategy for hypertension it he peferreduse of SPC therapyfor most et

 Simpldfed drugtreatment algorithms it te referedus o an ACEnhbioror ARB combied witha (CB andlra
thizdethizde-fe dured, o hecore reament stratey for mostptents, with b lockers sedfor specic indicaons.

Williams B et.al. European Heart Journal (2018) 39, 3021-3104

Racial and Ethnic Differences in
Troaatmant
Recommendations for Race and
Ethnicity

In black adults with hypertension but without HF
or CKD, including those with DM, initial
antihypertensive treatment should include a
thiazide-type diuretic or CCB.

COR| LOE

Two or more antihypertensive medications are
recommended to achieve a BP target of less
than 130/80 mm Hg in most adults with
hypertension, especially in black adults with
hypertension.

7= American
AMERICAN Heart
COLLEGE of Association.
CARDIOLOGY lite is why=
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Chronic Kidney Disease
Recommendations for Treatment of Hypertension in
Patients With CKD

Adults with hypertension and CKD should be treated to a BP goal
of less than 130/80 mm Hg.

In adults with hypertension and CKD (stage 3 or higher or
stage 1 or 2 with albuminuria [2300 mg/d, or 2300 mg/g
albumin-to-creatinine ratio or the equivalent in the first
morning void]), treatment with an ACE inhibitor is reasonable
to slow kidney di progression.

In adults with hypertension and CKD (stage 3 or higher or
stage 1 or 2 with albuminuria [2300 mg/d, or 2300 mg/g
albumin-to-creatinine ratio in the first morning void]),
treatment with an ARB may be reasonable if an ACE inhibitor

The ADA recommendations distinguish BP thresholds used to
diagnose hypertension from those used as treatment targats,  ag
they distinguish hemoglobin A, thresholds used to diagnose dia-

Take Home

Message of
ADA position
paper on

betes from those used as treatment targets.” With this view, there

isno clear rationale to change the BP thresholds used to define hy-
pertension from 140/90 mm Hgor higher (as recommendedin ADA

guidelines guidelines and others) to 130/80 mm Hg or higher (as recom-
mended by the ACCJAHA guidelines).* Amang people with diabe-
tes and most other conditions with high cardiovascular risk, the
prevalence of hypertension is already high and would not increase
substantially by applying lower BP thresholds. Rather, most adults

de Boer, |, Bakris G, Cannon C JAMA 2018, April 3rd

Percentage of US adults with diabetes:
Estimates from recent NHANES
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Age-Related Issues

COR LOE Recommendations for Treatment of Hypertension in Older
Persons

Treatment of hypertension with a SBP treatment goal of
less than 130 mm Hg is recommended for

| noninstitutionalized ambulatory community-dwelling
adults (265 years of age) with an average SBP of 130 mm
Hg or higher.

For older adults (265 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

lla C-EO |for decisions regarding intensity of BP lowering and choice of
antihypertensive drugs.

AMERICAN By B
CRRBIGLOGY ":\'5::";‘:';“"'
Clinician’s Sequential Flow Chart for the Manag of Hypertension
Measure office BP
Detect white coat hyp ion or masked hypertension by using ABPM and HBPM
Evaluate for dary hypertension
Identify target organ damage
lifestyle interventions
Identify and discuss treatment goals
Use ASCVD risk estimation to guide BP for drug therapy
Align options with iditi
Account for age, race, ethnicity, sex, and special circumstances in antihypertensive
treatment
Initiate antihypertensive ical therapy
Insure appropriate follow-up
Use team-based care
Connect patient to clinician via
Detect and reverse
Detect white coat effect or masked uncontrolled hypertension
Use health informat'ag Esghng,loag 105 remote goniloaing ang self-monitoring of BP )
AMERICa disease; BP, blood pressure; CVD, cardiovascular Heart 0.
CARDIOLOGY disease; and SBP, systolic blood pressure. 6 vk

ONE OPTDN TO ACHEVE GUDELNE APPROACH

EATENT ARRWVES 30 M INUTES PRDR TO VEII.NURSE/PA DOES THE FOLIOW NG
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