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SUMMARY

Key Points for Practice

e Use an average threshold of 140/90 mm Hg for office diagnosis of hypertension, but 135/85 mm Hg for home and
130/80 mm Hg for 24-hour ambulatory monitoring.

o Initial assessment in a patient who is hypertensive should evaluate for cardiovascular risk and any hypertension-
mediated organ damage.

e Consider lifestyle interventions for three to six months before medication in patients with grade 1 hypertension and
no comorbidities.

o After starting medication, target blood pressure is less than 140/90 mm Hg within three months, and after three
months reduce target to less than 130/80 mm Hg in patients younger than 65 years.

e Treatment of common and other co-morbidities, resistant hypertension, and hypertensive urgencies addressed in
guidelines.

Optimal care refers to evidence-based standards of care articulated in recent guidelines, whereas essential standards
recognize that optimal standards would not always be possible. Hence essential standards refer to minimum standards of
care.

Hypertension Management for Specialty Providers

Check blood pressure using an appropriate technique. If a patient has any acute cardiac or neurologic symptoms (chest
pain, shortness of breath, focal weakness, severe headache, vision changes, etc.), seek emergency care immediately.
Otherwise repeat, preferably manually in 10-20 minutes. See Figure 6 for further guidance.

If you as a specialist decline to evaluate and treat for high blood pressure, please contact the patient’s primary care
office the same day to ensure timely follow-up and management.
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Hypertension Management for Adults 218 and <85

FACTS AND FIGURES

BSWQA.CLE.003.S

Figure 1: Classification of Hypertension Based on Office Blood Pressure (BP)

Measurement
Category Systolic (mm Hg) Diastolic (mm Hg)
Normal blood pressure <130 and <85
High-normal blood pressure 130-139 and/or 85-89
Grade 1 hypertension 140-159 and/or 90-99
Grade 2 hypertension > 160 and/or >100

Figure 2: Criteria for Hypertension Based on Office-, Ambulatory (ABPM), and

Home Blood Pressure (HBPM) Measurement

Setting

SBP/DBP, mmHg

Office blood pressure

> 140 and/or > 90

ABPM:

e 24-h average

> 130 and/or > 80

e Day time (or awake) average > 135 and/or > 85
e Night time (or asleep) average > 120 and/or > 70
HBPM > 135 and/or > 85
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Figure 3: Recommendations for Office Blood Pressure Measurement

Conditions

Quiet room with comfortable temperature.

Before measurements: Avoid smoking, caffeine and exercise for 30 minutes;
empty bladder; remain seated and relaxed for 3-5 minutes.

Neither patient nor staff should talk before, during, and between
measurements.

Positions

Sitting: Arm resting on table with mid-arm at heart level; back supported on
chair, legs uncrossed and feet flat on floor

Device

Validated electronic (oscillometric) upper-arm cuff device. Lists of accurate
electronic devices for office, home, and ambulatory BP measure in adults,
children, and pregnant women are available at www.stridebp.org.

Alternatively use a calibrated ausculatory device, (aneroid, or hybrid mercury
sphygmomanometers are banned in most countries) with 1st Korotkoff sound
for systolic blood pressure and 5th for diastolic with a low deflation rate.

Cuff

Size according to the individual’'s arm circumference (smaller cuff
overestimates and larger cuff underestimates blood pressure).

For manual auscultatory devices the inflatable bladder of the cuff must cover
75% - 100% of the individual’s arm circumference. For electronic devices use
cuffs according to device instructions.

Protocol

At each visit take 3 measurements with 1 min between them. Calculate the
average of the last 2 measurements. If BP of first reading is < 130/85 mm Hg
no future measurement is required.

Interpretation

Blood pressure of 2-3 office visits > 140/90 mm Hg indicates hypertension.

Figure 4: Office blood pressure targets for treated hypertension

Aim for BP control within 3 months

Essential e Target BP reduction by at least 20/10 mmHg, ideally to <
(minimum standards) 140/90 mmHg
e <65 years: BP target < 130/80 mmHg if tolerated (but >
. 120/70 mm Hg)
Optimal

(evidence-based standards) | * > 65 years: BP target < 140/90 mmHg if tolerated but

consider an individualized BP target in the context of frailty,
independence, and likely tolerability of treatment

BSWQA.CLE.003.S
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Figure 5: Essential Recommendations (Minimal Standards of Care)

BSWQA.CLE.003.S

Essential Recommendations (Minimal Standards of Care)

Diagnosis

Evaluation

Treatment

Single Office BP Measurement*

v

Normal BP level
(<130/85 mmHg)

[
v

Remeasure after 3 years
(1year in those with other risk
factors)

* Use a validated upper arm-cuff
device with appropriate cuff size
for the individual patient

v

High-normal BP level
(130-139/85-89 mmHg)

v

Hypertension BP level
(2140790 mmHg)

!

Take 2 more readings: use
the average of 2nd - 3rd

v

=130/85 mmHg

y

Remeasure in 2 - 3 office
visits. If possible, confirm
with home or ambulatory BP
monitoring

v

Repeated office BP 2140/
90mmHg indicates
hypertension, particularly if
home BP = 135/85mmHg or
24h ambulatory
BP = 130/80mmHg

History & Physical Exam

eExclude drug-induced hypertension
eEvaluate for organ damage

eAssess total CV risk

«Search for symptoms/signs of
secondary hypertension

Lab Tests

eSerum sodium, potassium &
creatinine

eLipid profile & glucose
eUrine dipstick

12 lead ECG

Additlonal Tests
«If necessary for suspected organ
damage or secondary hypertension

Lifestyle Interventions
«Stop smaoking
eRegular exercise

ol ose weight

eSalt reduction
sHealthy diet and drinks
sLower alcohol intake

Grade 1Hypertension
140-159/90-99mmHg

1.Start lifestyle interventions

2.Start drug treatment in:

“High-risk patients (CVD,CKD,
diabetes, organ damage, or aged 50-
80 years)

~All other with persistent BP elevation
after 3-6 months of lifestyle
intervention

Drug Therapy Steps

Grade 2 Hypertension
2160/100mmHg

1. Start drug treatment immediately
2. Start lifestyle Intervention

Use any drugs available and include as many of those below as possible. Consider monotherapy in low-risk grade 1 hypertension
and in patients aged > 80 years or frail. Simplify regimen with once daily dosing and single pill combinations.

*No ACEI/ARB in women with
or planning pregnancy

Non-Black Patients

1. Low dose ACEI/ARB* + DHP-CCB
2. Increase to full dose

3. Add thiazide/thiazide-like diuretic
4. Add spironolactone or, if not
tolerated or contraindicated,
amiloride, doxazosin, eplerenone,
clonidine, or beta-blocker

Black Patients

1. Low dose ACEI/ARB* + DHP-CCB or
DHP-CCB + thiazide/thiazide-like
diuretic

2.Increase to full dose

3. Add diuretic or ARB/ACEI

4. Add spironolactone or, if not

tolerated or contraindicated,

amiloride, doxazosin, eplerenone,

clonidine, or beta-blocker

Target

eReduce BP by at least 20/10mmHg,
ideally to <140/90mmHg
eIndividualize for elderly based on
frailty

Monitor

«BP control (achieve target within 3
months)

eAdverse effects

sLong-term adherence

Referral

«If BP still uncontrolled, or other issue,
refer to care provider with
hypertension expertise
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Figure 6: Optimal Recommendations (Evidence-based Standards of Care)
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Optimal Recommendations (Evidence-based Standards of Care)

Diagnosis

Evaluation

Treatment

Monitoring

Office BP Measurement

(3 readings — use the average of

ond _ 3n1)*
<130/85mmHg mmHg
Remeasure after 3 years (1 Confirm with hom_e or ambulatory
year in those with other risk BP monitoring
factors) |
Home BP <135/85mmHg Home BP 2135/85mmHg
Or 24h ambulatory Or 24h ambulatory
BP <130/80mmHg BP 2130/80mmHg
*Use a validated automated upper arm-cuff device with R fter 1 H tension di .
appropriate cuff size for the individual patient. At first visit, emeasure atier 1 year yperiension diagnosis
measure BP in both arms simultaneously. If consistent
difference, use the am with the higher BP.
History & Physical Exam Lab Tests
® Exclude drug-induced hypertension ® Serum sodium, potassium & creatinine, Additional Tests
® Evaluate for organ damage uric acid ® |fnecessary for suspected organ

® Consider additional CV risk factors
® Assess total cardiovascular risk

e Search for symptoms/signs of
secondary hypertension

e Lipid profile & glucose
® Urine dipstick
e 12lead ECG

damage or secondary hypertension

Lifestyle Interventions

® Stop smoking

® Regular exercise

® | ose weight

® Salt reduction

® Healthy diet and drinks

® Lower alcohol intake

® Lower stress

® Reduce exposure to air pollution

Grade 1 Hypertension

140-159/90-99mmHg

1. Start lifestyle interventions

2. Start drug treatment:

e_Immediately: In high-risk patients
(CVD,CKD, diabetes or organ damage)

o_After 3-6 months lifestyle intervention: In
low-moderate risk patients with persistent
BP elevation

Grade 2 Hypertension

2 160/100mmHg

1. Start drug treatment immediately
2. Start lifestyle Intervention

Drug Therapy Steps

years or frail.

Simplify regimen with once daily dosing and single pill combinations. Consider monotherapy in low-risk grade 1 hypertension and in patients aged > 80

*If the specialist declines evaluation and
treatment for high blood pressure, please
contact the patient’s primary care office the
same day to ensure timely follow-up and
management.

*No ACEI/ARB in women with or planning
pregnancy

Non-Black Patients

1. Low dose ACEI/ARB* + DHP-CCB

2. Increase to full dose

3. Add thiazide/thiazide-like diuretic

4. Add spironolactone or, if not tolerated or
contraindicated, amiloride, doxazosin,
eplerenone, clonidine, or beta-blocker

Black Patients

1. Low dose ACEI/ARB* + DHP-CCB or
DHP-CCB + thiazide/thiazide-like diuretic

2. Increase to full dose

3. Add diuretic or ARB/ACEI

4. Add spironolactone or, if not tolerated or

contraindicated, amiloride, doxazosin,

eplerenone, clonidine, or beta-blocker

Target
® BP <130/80mmHg
e Individualize for elderly based on frailty

Monitor

* BP control (achieve target within 3
months)

® Adverse effects

e Long-term adherence

Referral

® |f BP still uncontrolled, or other issue,
refer to care provider with hypertension
expertise
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Figure 7: What to Do After Re-Checking Blood Pressure

Systolic Diastolic
(SBP) (DBP)

What to Do After Re-Checking Blood Pressure

v See if PCP is available for evaluation today (or the provider
primarily managing the patient's HTN, e.g. cardiology or
nephrology)

v If provider is not available for visit, call the provider for their
recommendation regarding disposition

v' Patient should not be released until a disposition decision is
made with input from PCP or managing provider

v' Schedule the patient to be seen by PCP within one week (or
the provider primarily managing the patient's HTN, e.g.

160-179 110-119 .
Cardiology or Nephrology)
v" Send an EHR note to the patient’s PCP to alert them
v' Schedule the patient to be seen by PCP within one month (or
the provider primarily managing the patients HTN, e.g. Cardiology
or Nephrology)
140-159 90-109

v' Send an EHR note to the patient’s PCP (or the provider
primarily managing the patient's HTN (e.g. cardiology or
nephrology) to alert them

v Assess for symptoms: Dizziness, lightheadedness, fainting,
lack of concentration, blurred vision, nausea, cold/clammy/pale
skin, rapid/shallow breathing, and fatigue

v If patient has symptoms, call PCP or managing provider for

disposition decision or if severely symptomatic call nearest

Emergency Department to discuss transfer of patient

Send an EHR note to the patient’s PCP to alert them

80-89 45-59 v

v'  If asymptomatic and regular pulse: Have patient drink water
and recheck blood pressure in 1-2 hours. If patient cannot stay for
re-check, make a plan for patient to return to the office in 1-2
hours or call their PCP for disposition decision

v' Send an EHR note to the patient’s PCP to alert them

Call the nearest Emergency Department to discuss transfer of
patient.
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RESOURCES

e Hypertension Management Guidelines for Adults = 18 and <85
e Blood Pressure Chart CTX
e Blood Pressure Chart NTX
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Note: The BSWQA elects to endorse the ISH guidelines despite minor concerns from the American Academy of Family
Physicians (AAFP). A statement given by Michael J. Arnold, MD, the AAFP Contributing Editor is below:

“The ISH guidelines, which were assembled using reviews of the ACC/AHA guidelines and six other international
guidelines, overcome this conflict by providing separate diagnostic thresholds based on measurement techniques.
Treatment targets are 140/90 mm Hg for the initial months of treatment and for older adults, reflecting concerns noted by
the AAFP. The AAFP will not endorse the ISH guidelines because of their summary nature, but the ISH guidelines provide
family physicians with a concise guide for treating hypertension that aligns well with our clinical practice.™
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