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Objectives
•

Understand the new BP categories

•

Understand how lifestyle modification fits in
the treatment plan

•

Understand criteria for antihypertensive
medication initiation and follow up

•

Ongoing controversies
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What’s New in 2017?
• New BP categories
– More people will be diagnosed with HTN based on
the 2017 guidelines
– Prevalence of HTN estimated to be about 14%
higher compared to those in the JNC 7 guidelines
(46% vs. 32%)
• However, most of them will NOT qualify for
pharmacologic treatment
• Lifestyle intervention is recommended for the
majority of adults who would be newly classified
as having hypertension
•

BP-lowering medication is recommended in addition
to lifestyle interventions for only a small fraction of
those newly diagnosed

4

Why the Change Now?
• 2017 guidelines incorporated the data from the Sprint
trial:

– SPRINT trial, a large randomized multicenter trial,
comparing treatment to a SBP goal of <120 versus
<140

– Primary composite outcome was MI, ACS, CVA, CHF
and death from cardiovascular outcomes

– Followed for 3.26 years (stopped early)
– Showed a mortality reduction in patients who were
high risk for cardiovascular events at a BP goal of
<120/80 vs <140/90
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Sprint Research Group. N Engl J Med. 2015 Nov 26;373(22):2103-16

But Remember!
• The Sprint Trial looked at a very specific patient
population:

– Patient age > 50 years old
– SBP 130-180
– At increased risk of cardiovascular events
• Excluded:
– Diabetes
– GFR < 20 ml/min
– Proteinuria > 1 g/day
– Stroke
– Secondary Hypertension
6
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Categories of Blood Pressure in Adults
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Recommendation for Nonpharmacologic
Intervention for HTN
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Lifestyle Interventions for Lowering BP
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Lifestyle Interventions for Lowering BP

Use http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/estimate/ to
estimate 10 year risk
11
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Use http://tools.acc.org/ASCVD-Risk-Estimator-Plus/#!/calculate/estimate/ to
estimate 10 year risk
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Compared to the 2014 AHA Guidelines
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Recommendations for Follow-Up
After Initial BP Evaluation

Choice of Medications

SR=Systematic review

Note the ABSENCE of Beta-Blockers (BB) as initial therapy
Reasons to use BB: stable ischemic heart disease, post myocardial infarction,
angina, heart failure, aortic dissection, migraines
17

Pharmacologic Considerations
•

Thiazides:
•

Chlorthalidone is preferred on the basis of prolonged halflife and proven trial reduction of CVD.

•

Monitor for hyponatremia and hypokalemia, uric acid and
calcium levels.

•

ACE-Inhibitors:
•

Do not use in combination with ARBs or direct renin
inhibitor.

•

Increased risk of hyperkalemia, especially in patients with
CKD or in those on K+ supplements or K+-sparing drugs.

•

Risk of acute renal failure in patients with severe bilateral
renal artery stenosis.

•

Do not use if patient has history of angioedema with ACE
inhibitors.
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Pharmacologic Considerations
•

ARBs:
•

Do not use in combination with ACE inhibitors or direct
renin inhibitor.

•

Same as ACE-I: increased risk of hyperkalemia, Risk of acute
renal failure in patients with severe bilateral renal artery
stenosis.

•

Do not use if patient has history of angioedema with ARBs.
Patients with a history of angioedema with an ACE inhibitor
can receive an ARB beginning 6 weeks after ACE inhibitor is
discontinued

•

CCB-Dihydropyridines:
– Avoid use in patients with HFrEF; amlodipine or felodipine
may be used if required.
– They are associated with dose-related pedal edema, which
is more common in women than men
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Pharmacologic Considerations
•

CCB-Nondihydropyridines:
•

Avoid routine use with beta blockers because of increased
risk of bradycardia and heart block.

•

Do not use in patients with HFrEF.

•

There are drug interactions with diltiazem and verapamil
(CYP3A4 major substrate and moderate inhibitor).
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Special Considerations: Age

SR=Systematic review
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Special Considerations: Diabetes

SR=Systematic review
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Special Considerations: Chronic Kidney Disease

SR=Systematic review
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Not so fast…
• Some controversy still exists
–BP Measurement
–Balancing benefits of intensive BP
treatment with chance of serious adverse
events (SAE) in older patients
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Accurate Measurement of
BP
•

Essential for:
–

Categorization of BP

–

Determining risk of atherosclerotic cardiovascular disease
(ASCVD)

–
•

Management of high BP

A variety of errors in BP measurement are common in clinical
practice
–

Ambulatory BP monitoring measurements and home BP
monitoring measurements may be needed to confirm white
coat hypertension

–

In most instances, an office BP of 140/90 mm Hg is equated
to a mean home BP or mean awake ambulatory BP of
135/85 mm Hg

–

A routine office BP of 150/95 mm Hg seems to be more
comparable to a research-quality BP of 140/90 mm Hg
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Hypertension. 2009;55:195-200

Accurate Measurement of
BP
•

Prepare the patient**:
• Have the patient relax, sitting in a chair (feet on
floor, back supported) for >5 min.
• The patient should avoid caffeine, exercise, and
smoking for at least 30 min before measurement.
• Ensure patient has emptied his/her bladder.
• Neither the patient nor the observer should talk
during the rest period or during the measurement.
• Remove all clothing covering the location of cuff
placement.

**Measurements made while the patient is sitting or lying on
an examining table do not fulfill these criteria
27
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Proper BP Technique for
BP Measurements
•

Use a BP measurement device that has been validated, and
ensure that the device is calibrated periodically

•

Support the patient’s arm, at heart level

•

Use the correct cuff size

•

Either the stethoscope diaphragm or bell may be used for

•

Bladder should encircle 80% of the arm

auscultatory readings
•
•

Automated BP machines OK

At the first visit, record BP in both arms
•

Use the arm that gives the higher reading for
subsequent readings

•

Use an average of ≥2 readings obtained on ≥2 occasions to
estimate the individual’s level of BP
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Detection of White Coat Hypertension or Masked
Hypertension in Patients Not on Drug Therapy
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Relative Benefit to Harm Ratio in Sprint Cohorts
• Those with lower baseline
CVD risk had more harm
than benefit from intensive
treatment
• Those with higher CVD risk
had more benefit from
intensive treatment
• From the 1st to 4th
quartiles, the number
needed to treat to prevent
primary outcomes
decreased from 91 to 38
• The number needed to
harm for all-cause SAEs
increased from 62 to 250
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Phillips RA, et al. J Am Coll Cardiol. 2018; doi:10.1016/j.jacc.2018.01.074.
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Using CV Risk Score to Help
Guide Treatment
•

Adults with HTN with a 10-year risk for CVD ≥18.2%
would achieve more benefit than harm from
intensive treatment

•

Adults with HTN with a risk <18.2%, a standard
blood pressure goal would be an reasonable
management approach

•

May help providers and patients make decisions
regarding the intensity of blood pressure
treatment to reduce CV risk

•

BUT – Are CV events equivalent to severe adverse
side effects??

Phillips RA, et al. J Am Coll Cardiol. 2018; doi:10.1016/j.jacc.2018.01.074
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Choice of Initial Monotherapy Versus Initial
Combination Drug Therapy
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Summary
•

New Categories of HTN:
– More people will be diagnosed with HTN
– BUT most will NOT qualify for pharmacologic
treatment initially

•

Lifestyle intervention remains critical, especially
as first line primary therapy for the majority of
adults who would be newly diagnosed with
hypertension

•

First line pharmacologic therapy:
•

Thiazides, CCBs, ACE-Is or ARBs

•

Individualize the goals in diabetics

•

Accurate Measurement of BP critical
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Thank You
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