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Guideline hypertension acc aha 2017

High blood pressure is the leading cause of death and disability regulated in years of life worldwide (1, 2). In the United States, high blood pressure takes more deaths from cardiovascular disease (CVD) than any other modifiable risk factor, and for whatever reason, it ranks second only to smoking as a preventable cause of death (3). The
American Heart Association (ACC)/American Heart Association (AHA) guidelines for prevention, diagnosis, evaluation, and management of high blood pressure in adults provide an evidence-based approach to reducing cvd risk through blood pressure reduction (BP) (4). In 1977, the National Heart, Lung and Blood Institute (NHLBI) began
a series of high blood pressure guidelines, culminating in the release of the seventh report by the Joint National Committee on Prevention, Diagnosis, Evaluation and Treatment of Hypertension (JNC 7) (5) in 2003. In 2013, the NHLBI transferred responsibility to the ACC and AHA (6) for supporting clinical practice guidelines for CVD
prevention. In 2014, the ACC and AHA worked with nine other professional associations to develop a new high blood pressure clinical practice guideline. A 21-member panel of multidisciplinary experts (doctors, nurses, pharmacists and patient representatives) developed the 2017 directive without industry ties associated with B.P. The
Writing Committee conducted a detailed review of the literature and commissioned 4 systematic reviews (and meta-analysis when possible) of an independent evidence review committee to address the following: 1) self-directed blood pressure monitoring and/or abolatorial compared to office-based BP measurements to prevent adverse
outcomes and achieve better blood pressure control, 2) The optimal goal for lowering blood pressure during antihy hypertension treatment, 3) whether different classes of antihytherapy drugs vary in their comparative benefits and/or damage as first-line treatment, and 4) whether starting treatment with 1 antihy high blood pressure drug
(single therapy) is more or less beneficial than starting with 2 drugs (7). The Writing Committee used acc/AHA working group methods in clinical practice guidelines (8) to provide 106 recommendations, each with class (strength) recommendations (an estimate of the magnitude and certainty of profit relative to risk) and the level (quality) of
evidence (ranking of type, quantity, and consistency of data from clinical trials and other sources). Five official arbitrators from the ACC and AHA, 9 institutional arbitrators representing professional partner organizations, and 38 content arbitrators with expertise in hypertension review recommendations before approval by the governing
bodies of the ACC, AHA, American Preventive Cardiology Association, Preventive Cardiovascular Nurses Association, American Physician Assistants Academy, Black Cardiovascular Association, American Pharmacists Association, American College of Preventive Medicine, USA of Hypertension, the American Geriatrics Society, and the
National Medical Association. A full description of the methods, evidence reviews, and recommendations www.acc.org/latest-in-cardiology/ten-points-to-remember/2017/11/09/11/41/2017-guideline-for-high-blood-pressure-in-adults. This summary summarizes major recommendations for GPs. Table 1 shows 1 SOUGHT classifications.
Although the definition of normal blood pressure remains the same definition in JNC 7 (average systolic blood pressure [SBP] &lt;120 mm Hg and average diastolic blood pressure [DBP] &lt;80 mm Hg), the 2017 directive replaces the term pre-hypertension with blood pressure. High blood pressure (average SBP from 120 to 129 mmHg
and average DBP &lt;80 mm Hg) and stage 1 hypertension (average SBP from 130 to 139 mmHg or average DBP from 80 to 89 mm Hg). Stage 2 blood pressure is defined as at least 140 mm Hg or DBP on average at least 90 mm Hg instead of blood pressure of at least 160/100 mm Hg. The upper end of the prehy high blood pressure
was again classified as stage 1 hypertension because adults with hypertension in this range have almost twice as high cvd risk compared to adults with normal BP, and recent randomized clinical trials have shown their benefit with SBP below 130 mm Hg (9 to 13). This change in bp classification is estimated to lead to an increase of about
14% in the prevalence of hypertension in the United States, but only a 1.9% increase in adults requiring antihyal hypertension medication (14). Table 1. Classification of appropriate BP measurement methods detailed in directive (4) are fundamental to blood pressure classification, BP-related CVD risk measurement, and high blood
pressure management. The directive requires doctors to obtain accurate measurements and base their estimates of blood pressure on average at least 2 readings obtained in at least two separate occasions (Table 2). Table 2. Recommendations for BP*guidelines recommend greater use of out-of-office blood pressure measurements to
confirm the diagnosis of high blood pressure and titerat medication. Adults who do not use antihythalm, aulator blood pressure monitoring (ABPM) or home BP monitoring (HBPM) should be used to detect white coat high blood pressure (high office blood pressure but normal OUT-of-office BP) and masked blood pressure (normal office
blood pressure but high office blood pressure) (Fig 1). White coat hypertension is associated with a CVD risk in normal blood pressure approximation, while masked blood pressure carries a CVD risk similar to stable blood pressure. In adults currently using antihymenhythm medications, the guideline recommends screening for
unmanalized unmanalized blood pressure if BP's office is on target but there is an increased risk of CVD or target organ damage. If BP's office is more than 5 to 10 mm Hg above target in a patient using 3 or more antihy high blood pressure medications, the guidelines recommend HBPM to detect the effect of white coats (Fig 2). Figure 1.
White blood pressure detection algorithm or masked blood pressure in patients who do not receive drug therapy . The colors match the recommendation class in the form of the appendix. (Reproduced with the permission of the American Heart College and the American Heart Association.) ABPM = monitoring a regulatory blood pressure;
Blood pressure = blood pressure; HBPM = Home Blood Pressure Monitoring. Download Download Figure PowerPoint Figure 2. The algorithm detects the effect of white coat or untended controlled blood pressure in patients receiving pharmacotherapy. The colors match the recommendation class in the form of the appendix. (Reproduced
with the permission of the American Heart College and the American Heart Association.) ABPM = monitoring a regulatory blood pressure; Blood pressure = blood pressure; CVD = Cardiovascular disease; HBPM = Home Blood Pressure Monitoring. Download The PowerPoint Shape Appendix Download. Applying recommendation class
and evidence level to clinical strategies, interventions, treatments, or diagnostic testing in patient care. COR and LOE are independently determined (each COR may be paired with any LOE). Recommending with LOE C does not mean that the recommendation is weak. Many of the important clinical questions addressed in the guidelines
do not lend themselves to clinical trials. Although RCTs are not available, there may be a very clear clinical consensus that a specific trial or treatment is beneficial or effective. (Reproduced with the permission of the American Heart College and the American Heart Association.) COR = Class (strength) recommendation; EO = expert
opinion; LD = limited data; LOE = level (quality) of evidence; NR = nonrandomized; R = Randomized; The outcome or outcome of the intervention should be determined (an improved clinical outcome or increased diagnostic accuracy or inso enhanced prognosis information).† for comparative recommendations-effectiveness (COR I and
IIa; LOE A and B only), studies that support the use of comparing verbs Should direct comparisons of treatments or strategies being evaluated include .‡ the quality assessment method is evolving, including standard use, widely used, and preferably validate the evidence grading tool and, for systematic review, the composition of the
evidence review committee. Downloading the download figure PowerPoint A secondary cause of high blood pressure can be identified by about 10% of adults with high blood pressure, and specific treatment of the cause reduces the risk of CVD. Screening is recommended for a secondary cause in the conditions listed in Table 3, by
referring to a clinical specialist with relevant expertise when screening results are positive. Table 3. Screening for secondary blood pressure*Lifestyle changes alone are recommended for most newly classified adults as having stage 1 hypertension (130 to 139/80 to 89 mm Hg), and lifestyle changes plus medication are recommended for
those with an existing CVD or an increased risk of CVD. Recommended lifestyle interventions are listed in Table 4.Table 4. Recommendations for And pharmacological treatment and blood pressure goals figure 3 show blood pressure thresholds and recommendations for the follow-up and treatment of normal blood pressure, high blood
pressure and stages 1 and 2 of high blood pressure. Intensive hypotensing treatments should be directed towards patients with the highest risk of atherosclerotic cardiovascular disease (ASCVD). Although BP-based drug treatment alone is cost effective, basic treatment decisions about the absolute risk of ASCVD combined with BP are
even more efficient and cost-effective in reducing cvd risk. The advantages of using a hybrid approach to guide drug treatment include focusing treatment on patients likely to have CVD events and reducing the risk of larger absolute CVD, preventing more CVD events, and saving years of more adjusted quality living. Figure 3. BP
thresholds and recommendations for treatment and follow-up. The colors match the recommendation class in the form of the appendix. (Reproduced with the permission of the American Heart College and the American Heart Association.) ASCVD = atherosclerotic cardiovascular disease; Blood pressure = blood pressure; CVD =
Cardiovascular Disease.* Using the American College of Cardiology/American Heart Association Pool Cohort Equations. Patients with diabetes mellitus or chronic kidney disease automatically fall into the high-risk category. To start using the renine angiotensin inhibitor or adversal therapy, doctors should evaluate blood tests for
electrolytes and renal function of 2 to 4 wk after treatment begins.† Doctors should consider starting pharmacological treatment for stage 2 blood pressure with 2 anti-hypertension factors from different classes. Patients with stage 2 hypertension and blood pressure ≥160/100 mm Hg should be treated promptly, carefully monitored, and
subject to adjusting the dose of the drug upward if necessary to control blood pressure. Reassessment includes measuring blood pressure, detecting orthostatic hypotension in selected patients (e.k., older patients or those with postural symptoms), identifying white coat high blood pressure or white coat effect, documenting adherence,
monitoring response to treatment, strengthening the importance of adherence, strengthening the importance of treatment, and helping treatment to achieve BP's goal. Download the download form of PowerPoint for high-risk adults with stage 1 blood pressure that CVD al advances there or is estimated to be a 10-year ASCVD risk of at
least 10%, the guideline recommends starting drug treatment for those with an average blood pressure of 130/80 mm Hg or higher (I-class recommendation, high-quality evidence). For more low-risk adults there is no CVD before and an estimated 10-year risk of ASCVD is less than 10%, BP threshold for drug treatment 140/90 mm Hg or
higher (first class recommendation, low quality evidence) (Table 4). ACC/AHA Pooled Cohort equations ( , which are based on age, race, sex, cholesterol levels (total, low-density lipoprotein, and high-density lipoprotein), statin use, SBP, For high blood pressure, a history of diabetes mellitus (DM), current smoking, and the use of aspirin, it
is recommended to estimate a 10-year risk for ASCVD, which is defined as the first non-fatal heart attack, coronary heart disease death, or fatal or non-fatal stroke among adults without CVD (15). Adults with DM, those with chronic kidney disease (CKD), and people aged 65 or over are in the high-risk category of ASCVD. Table 4
summarizes recommendations on blood pressure thresholds and treatment goals for adults with high blood pressure. After starting anti-hypertension treatment, regardless of the risk of ASCVD, the recommended blood pressure target is less than 130/80 mm Hg. The quality of evidence supporting this target is stronger for patients with
known CVD or an estimated 10-year risk of ASCVD of at least 10% than patients without a high risk. A recent systematic review and network meta-analysis showed a steady reduction in CVD risk (major cardiovascular events, stroke, coronary heart disease, and all-cause mortality) at gradually lower levels than obtained SBP (13). A
sensitivity analysis showed a similar pattern when sprint results (systolic blood pressure intervention trial) were de-ranked (13). A review of the evidence conducted to inform the recommendations found some differences, but the general similarity in the effectiveness and safety of medications has traditionally been considered first-line
factors, emphasizing the importance of lowering blood pressure higher than drug choice (7). Recommendations on primary factors are summarized in Table 4. For adults without a convincing indication to use a specific drug, doctors should begin treatment with thiazid diodes, calcium channel blockers, angiotensin-converting enzyme
inhibitors, or angiotensin receptor blockers. Thiazid diuretics (especially chlorthalidone) and calcium channel blockers are preferred options for first-line treatment in most American adults because of their effectiveness. In black patients, including patients with DM, thiazid medics and calcium channel blockers are recommended as first-line
agents, while β-blockers and inhibitors of the Renin-angiotensin system are less effective at lowering blood pressure. For patients with stage 2 hypertension, starting 2 antihytensants from different classes is recommended when the average SBP and DBP are more than 20 and 10 mm Hg above target, respectively. Patients with stage 2
hypertension and an average blood pressure of 160/100 mm Hg or higher should be treated promptly, should be carefully monitored, and should adjust their regimen quickly until control is achieved. After starting drug treatment, management should include monthly evaluation of adherence and treatment response until the control is
achieved. Interventions to promote control, such as HBPM, team-based care, and remote health, are helpful in improving BP control. Although the guideline encourages ASCVD risk assessments in all adults with high blood pressure, including those with DM, doctors can assume sake That most adults with DM and hypertension have a 10-
year ASCVD risk of at least 10%, putting them in a high-risk category that requires the onset of drug therapy at blood pressure of 130/80 mm Hg or higher. Although the ACCORD trial (action to control cardiovascular risk in diabetes) did not document a statistically significant decrease in the initial result (CVD composite) with intensive
reduction versus BP standard, the trial was wrapped up to detect differences between treatment groups, and interpret results using a factorial design (16). SPRINT showed CVD benefited from intensive treatment to target SBP of less than 120 mm Hg but did not include patients with DM (17). Meta-analysis of SPRINT and ACCORD
results indicated that the findings of both trials were consistent (18). A post hoc analysis of SPRINT showed that patients with prediabetes gain similar benefits compared to normoglycemic patients (19). Therefore, the guidelines recommend that the treatment of antihytensant drugs should begin at blood pressure of 130/80 mm Hg or
higher in adults with DM, and the treatment target should be less than 130/80 mm Hg (Table 4). High blood pressure has been reported in 67% to 92% of patients with CKD, with an increase in prevalence as kidney function decreases. High blood pressure may occur as a result of kidney disease, but even in this context, its existence is
likely to lead to acceleration in further kidney damage. Similar to patients with DM, those with CKD and high blood pressure are automatically assigned to the high-risk category for ASCVD, with BP threshold for pharmacological treatment at 130/80 mm Hg or higher. Given that most patients with CKD die from CVD complications, evidence
from SPRINT supports a BP target of less than 130.80 mm Hg for patients with CKD (Table 4) (17). Hypertension is a leading cause of disease and preventable mortality in older adults and is a major contribute to their premature disability and institutionalization. Isolated systolic blood pressure forms mainly high blood pressure in older
adults. Randomized trials of antihyretic therapy have included a large number of older adults, and in each instance, including when the target for SBP treatment was less than 120 mm Hg, more intensive treatment of lowering blood pressure safely reduced the risk of CVD events for people older than 65, 75, and 80 years old. Both HYVET
(high blood pressure in highly elderly court) and SPRINT included older people who were weak but still living independently in society, and both found significant benefit in those treating more intensive blood pressure (17, 20). Blood pressure reduction therapy is one of several interventions that have been shown to reduce the risk of death
in older adults. Starting a blood pressure reduction treatment, especially with 2 medications, should be done with caution in older people, and careful monitoring is essential for adverse effects, including orthostatic blood pressure reduction. Although the risk assessment guideline encourages ASCVD in Adults with high blood pressure,
including older people, doctors can assume for convenience that adults aged 65 or older with high blood pressure have at least a 10% risk of 10-year-old ASCVD, putting them in a high-risk category that requires starting medication in SBP 130 mm babes or older. Treatment of high blood pressure with the aim of SBP less than 130 mm Hg
is recommended for non-therapeutic adults, aholators, resident community 65 years or older with an average SBP of 130 mm Hg or higher (Table 4). Accurate titration of blood pressure reduction drugs and close monitoring is especially important in older adults with high capacity loads as large trials have sidelined many of these people.
For older adults (≥65 years old) with high blood pressure, high burden of hospitality, and limited life expectancy, clinical judgment, patient preference, and a team-based approach to assess risk-benefit transactions a reasonable treatment for decisions about drug choice and severity of blood pressure control (Table 4). Office blood
pressure resistant averages 130/80 mm Hg or higher in sticky patients defined to 3 or more antihyphalviral agents from different classes in optimal doses, including dilants, or in those who need 4 or more antihyretic drugs. Using the former BP target of less than 140/90 mm Hg, the prevalence of resistant blood pressure among adults of
hypertension is estimated at 13 percent. Estimates suggest that the prevalence of resistant blood pressure will be about 4% higher with bp's new target of less than 130.80 mm Hg (4). The risk of myocardial infarction, stroke, end-stage kidney disease, and death in adults with hypertension (using the previous definition) is 2 to 6 times
higher than adults with high blood pressure who are not resistant to treatment. Doctors taking care of patients who meet resistant blood pressure criteria should ensure that the diagnosis is based on rigorous administrative blood pressure measurements, assess nonconformity with prescribed antihythm medications, and obtain home-
based BP readings or a regulatory to rule out the effect of white coats. Lifestyle-assisting factors should be identified and addressed. The use of substances that interfere with antihyretic therapy, such as nonsteroidal anti-inflammatory drugs, stimulants, and oral contraception should be discontinued or minimized and secondary causes of
high blood pressure are out of order. Treatment of resistant blood pressure includes maximizing diuretic therapy (chlorthalidone or indopamide instead of hydrochlorothiazide), the addition of a caniocorticoid receptor antagonist (spironolactone or eplernone), the addition of other factors with different mechanisms of action, the use of ring
moor in patients with CKD, and referral to a high blood pressure specialist if blood pressure remains uncontrolled (Table 5). Table 5. Recommendations for managing resistant blood pressure and improving the management of high blood pressure*Every adult with high blood pressure It has an evidence-based care plan that promotes
treatment and self-management goals, effective management of comorbid conditions, timely follow-up, and CVD guidance management guidelines (Table 5). Up to 25 percent of patients do not fill their initial prescription for antihy high blood pressure drug treatment, and only 1 in 5 patients have high adherence enough to achieve the
benefits observed in randomized controlled trials (21). Taking an anti-hypertension drug daily and using combination pills can improve adherence. A team-based care approach is recommended for adults with high blood pressure. In addition, the use of electronic health history and patient registration is useful in recognizing untended blood
pressure and leading initiatives to improve quality in controlling high blood pressure. Unhealthy remote strategies can also be helpful to interventions shown to lower blood pressure for adults with high blood pressure. High blood pressure is a leading risk factor for regulated death and disability in years of life around the world. Blood
pressure of 120.80 mm Hg or higher is linearly related to the risk of fatal and non-fatal stroke, ischemic heart disease, and noncardiology vascular disease, and each increase of 10.20 mm Hg doubles the risk of a fatal CVD event. The ACC/AHA Guidelines for prevention, diagnosis, evaluation and management of hypertension in adults (4)
are the first comprehensive guidelines for clinical practice of hypertension since 2003. The 2017 directive uses a different classification system for BP than previous guidelines; Advocates of team-based care and use of electronic health history and remote health strategies to improve care; recommend non-pharmacological interventions;
and recommends in addition to the drug's antihypatensive treatment based on a combination of average blood pressure, ASCVD risk, and associated conditions. Paul K. Whelton, MB, MD, MPH, Chair*Robert M. Carey, MD, Vice Chair Wilbert S. Aronow, MD†Donald E. Casey, MD, MPH, MBA†Karen J. Collins, MBA†Cheryl Dennison
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12700376] CrossrefMedlineGoogle Scholar Page 8On Being a Doctor6 March 2018Author, Article and Disclosure Information Visual AbstractDear J,Thank you for your thoughtful e-mail. I wish we could have a personal conversation on a cup of coffee, but I understand that time is tight and you've probably moved to the hospital and
another spin by now. Your message caused me to reflect not only on our recent interaction but also in my similar connections with residents and helpers over the years. More importantly, it led me to think a lot of conversations I didn't have because I was too busy, often running into a session that rarely left a long-term effect...
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