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JNC 8
 60 yo treat to <150/90

 Everyone else treat to <140/90

 Non black use thiazide, CCB, ACE or ARB, Black population use thiazide or CCB 
initially

 18 yo or older with CKD, initially use ACE or ARB
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2017 ACC/AHA Guidlines
 Updated terminology (no “pre-hypertension”)

 More stringent thresholds

 Inclusion of ASCVD risk score in treatment decisions and RF screening

 Significant focus on non-pharmacologic interventions at all stages 
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Measurement 
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Risk factor stratification 
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Defining new categories
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What about home readings?
 Suggests that home readings very useful in diagnosis and titration of medication

 Push towards using ABPM, especially if suspected “white coat” 

 Costs associated with ABPM and insurance approval
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Home monitoring
 Automated

 Storage of readings

 Appropriate size (encircles arm)

 Specify which arm

 AM before medications and PM before supper

 Bring device to visits and compare to office equipment 
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White Coat Hypertension
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 Prevalence 13-35% across populations

 ABPM and HBPM better predictor of CVD due to HTN

 Slightly increased CVD risk with white coat

 ABPM preferred in diagnosis

Screening for secondary HTN
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Secondary 11

Uncommon Secondary 12
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Uncommon secondary
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Primary vs. Secondary Summary
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Medications
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Medications continued… 
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Non Pharmacologic Tx
 Best proven interventions include the following…

Weight loss

 DASH diet

 Sodium restriction

 Physical activity

 Moderate alcohol intake
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Nonpharmacologic Tx
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Nonpharmacologic Tx
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Laboratory Testing
 BMP

 CBC

 Lipid panel

 UA

 EKG

 Optional (Echo, Uric acid, Urine albumin/Cr)
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Treatment!
 Use medication for secondary prevention in those with…

 Clinical evidence of CVD and BP >130/80

 Primary prevention in individuals with 10 year ASCVD score >10% and BP >130/80

 Primary prevention in those <10% ASCVD score and BP >140/90
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Treatment Algorithm
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Treatment Summary
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Preferred Medication
 Thiazide, CCB, ACE or ARB still first-line

 Thiazide: Chlorthalidone preferred (half-life CVD reduction)

 CCB: Try to avoid in HFrEf (Amlodipine of Felodipine if need to)

 Loop: Especially if CKD (GFR < 30mL/min)

 K+ sparing: resistant HTN
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Treatment approach
 Use first-line agents

 Also appropriate to use agents to treat comorbidities regardless of first-line 
recommendations

 F/U at monthly intervals until goals met

 Treatment goal is <130/80
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Treatment scenarios
 IHD, Angina, HFrEF

 Diabetes

 Aortic disease

 Ethnicity

 Gender

 Age
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Pediatric Hypertension
 Updated in 2017 (update from 2004)

 Aligns with terminology used in AHA/ACC in those 13 and older

 Based on children with normal weight

 Provides screening tables to identify children who need further monitoring and 
assessment 
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Screening
 New tables are meant to be a tool to screen and identify pediatric patients who 

need further monitoring (repeat measurements)

 Not meant to diagnose

 13 years of age and older the threshold is 120/80

 Tables arranged by age, gender, and height

 Start monitoring in office by 3 years of age
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Measurement 
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Measurement
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Approach to workup and treatment
 Normal BP <90% continue with annual screening

 Elevated BP 90>95%

 Dietary and lifestyle interventions

 6 month F/U

 12 month F/U
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Stage I interventions
 >95% - 95% + 12mm Hg

 If asymptomatic F/U. 

 If symptomatic send to ED

 Upper and LE readings at 2nd visit

 If still sustained at 3rd visit start diagnostic evaluation and treatment
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Stage II interventions
 >95% + 12mm HG

 Check upper and lower extremity at initial visit. F/U 1 week. Can refer as well

 If still sustained start workup and treatment

 ABPM

 If symptomatic send to ED (or if BP > 30mm/HG above 95%

 >180/120 in adolescent
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Updated Definitions
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Diagnosis
 Auscultatory BP readings confirmed greater or equal 95% at 3 separate visits

 Greater or equal to 130/80 in adolescents 13 or older
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New BP tables
 Can be confusing and difficult to find BP categories

 Due to this a simplified table is provided

 Recognize those that need further monitoring

 Simplified provides 90% BP values at 5% height
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Simplified table 
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Putting it all together 
 Identify those who need monitoring and schedule appropriate F/U

 Identify combordities and risk stratify

 Provide appropriate counseling

 Distinguish Primary vs. Secondary

 Start treatment if indicated

38



20

Primary vs. Secondary
 Primary:  Older (>6), family history, overweight or obese

 Secondary: Thin, negative family history. Acute rise. UA abnormalities

 Severity of HTN 
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Secondary
 Renal disease most common secondary
 History of UTI’s (especially pyelo)
 Congenital kidney or urolgic abnormalities

 Cardiac: Coarctation

 Exogenous: Medication, drugs
 Steroids
 Stimulants
 Decongestants
 OCP’s
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RF stratification
 Overweight/obese

 Sedentary

 Dietary

 Family Hx

 Tobacco

 CKD or DM

 OSA
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Diagnostic work up 
 Labs
 All: UA, BMP or CMP, Lipid panel

 Obese: HgbA1c, LFT’s, Lipids

 Additional: Fasting glucose, TSH, UDS, CBC, 

 Imaging
 Renal US: if <6 or abnormal UA, renal function (regardless of age)

 Echo: recommended when considering treatment

 Sleep study
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Action Plan
 Physical activity

 DASH diet

 All to aid weight loss or maintenance over time

 In line with AHA/ACC continue all non pharmacolgic along with pharmacologic 
treatment

 Update recommendation in 2022 likely
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Pharmacolgic treatment 
 Treat 
 sustained hypertensive individuals failed lifestyle interventions

 Symptomatic HTN

 Stage II without modifiable RF

 Stage I or II associated with renal disease or DM

 Goal: <90% or <130/80 if 13 or older
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Preferred medications
 ACE/ARB, CCB, Thiazide

 AA: Consider thiazide or CCB

 CKD, DM, Proteinuria: ACE/ARB

 Sexually active female, pregnant: ACE/ARB contraindicated

 BB: Not recommended first line, especially not athletes
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Follow up
 F/U every 4-6 weeks if treated with medication. Continue until BP goal reached

 Every 3-4 months when goal reached

 F/U every 3-6 months if only treating with lifestyle changes
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Resources
 Flynn JT, Kaelber DC, Baker-Smith CM, et al; SUBCOMMITTEE ON SCREENING 

AND MANAGEMENT OF HIGH BLOOD PRESSURE IN CHILDREN. Clinical 
Practice Guideline for Screening and Management of High Blood Pressure in 
Children and Adolescents. Pediatrics. 2017; 140(3):e20171904

 2017ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline 
for the Prevention, Detection, Evaluation, and Management of High Blood Pressure 
in Adults: A Report of the American College of Cardiology/American Heart 
Association Task Force on Clinical Practice Guidelines. J Am Coll
Cardiol 2017;Nov 13

 Up to Date
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Resources 
 https://solutions.aap.org/DocumentLibrary/pcowebinars/2017%20Hypertension%20

Webinar.pdf
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