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Rest. We Can do Better
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Recent data suggest that there are 36 million people in US
with uncontrolled hypertension (HTN). From these, nearly
three out of four visited a healthcare professional at least twice
in the prior year, 89 % have a usual source of healthcare, and
85 % have some form of insurance [1]. These data suggest that
blood pressure (BP) control is not satisfactory in the US. The
IJNC 6 guidelines were issued in 1997, the INC 7 in 2003, and
we were in the need for new guidance, the JNC 8, that was
finally issued in 2014 [2], 11 years after the JNC 7 [3].

In comparison with the previous guidelines, the JNC §
guidelines are less comprehensive [3] and focus on answer-
ing 3 highly-ranked questions [2].

A. Does initiating antihypertensive therapy at specific BP
thresholds improve health outcomes?

B. Does treatment with antihypertensive agents to a specified
BP goal lead to improved health outcomes?

C. Do various antihypertensive drugs or drug classes differ
in benefits and harms regarding specific health outcomes?

The JVC 8 guidelines, in short, addresses BP thresholds
at which drug therapy should be initiated, BP targets during
treatment, and choice of antihypertensive agents. They rec-
ommend [2]:

1. For younger patients (i.e. < 60 years-old), antihyperten-
sive therapy should be considered when diastolic BP is
> 90 mmHg or systolic BP is > 140 mmHg. The goal is
< 140/90 mmHg, but only the diastolic BP thresholds are
based on high-quality evidence.

2. For older patients (i.e > 60 years-old), antihypertensive treat-
ment should be considered when diastolic BP is > 90 mmHg
or systolic BP is > 150 mm Hg; the goal is < 150/90 mmHg.

3. For patients with diabetes mellitus or chronic kidney dis-
ease, the threshold to initiate drug therapy is 140/90
mmHg; the goal is < 140/90 mmHg.

4. In non-black patients, acceptable initial drug-class
choices are thiazide-type diuretics, calcium-channel
blockers (CCBs), angiotensin-converting-enzyme (ACE)
inhibitors, and angiotensin-receptor blocker (ARBs).
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5. In black patients, acceptable initial drug-class choices are
thiazide-type diuretics and CCBs.

6. Patients with chronic kidney disease generally should
receive ACE inhibitors or ARBs.

7. When patients require escalation of therapy, either maximiz-
ing doses of individual drugs consecutively or combining
several drugs at submaximal doses is recommended [2].

WHAT HAS CHANGED SINCE JNC 7?

INC 7 [3], the previous guidelines, was a comprehensive
document that covered not only HTN treatment, but also
definitions of HTN, issues of BP measurement, public health
perspectives, lifestyle modification and special situations in
HTN management [3]. In contrast, JNC 8 focuses entirely on
antihypertensive drug treatment [2]. Moreover, recommenda-
tions in JNC 7 were based on observational data and on ex-
pert opinion, as well as on data from randomized trials [3].
In contrast, recommendations in JNC 8 mostly reflect ran-
domized trial-derived evidence, with clear acknowledgement
when a recommendation reflects only expert opinion [2].
Two specific differences between JNC 7 and 8 in regard to
treatment are as follows:

» INC 7 recommended a treatment threshold of 140/90
mmHg regardless of age, whereas JNC 8 raises the systolic
BP threshold for initiating treatment in patients older than
60 years. In addition, JNC 7 recommended a lower treat-
ment threshold (130/80 mmHg) for patients with diabetes
or chronic kidney disease, whereas JNC 8 does not.

» In JNC 7, thiazide-type diuretics were recommended as
initial drug therapy (unless compelling reasons dictated
another drug class), with CCBs, ACE inhibitors, ARBs,
and beta-blockers as alternatives. In JNC 8, the initial
drug choice is broadened to 4 classes for nonblack pa-
tients and 2 classes for black patients. Beta-blockers are
no longer recommended for initial therapy because they
might confer less protection against stroke.

The JNC 8 is an evidence-based guideline but its scope is
limited to drug therapy for HTN, even though authors ac-
knowledge that the benefits of lifestyle changes (diet and
exercise) cannot be overemphasized [2]. Most recommenda-
tions are reasonable; however, these guidelines might frus-
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trate clinicians who are looking for more comprehensive
guidance on HTN management. For example, how do we
decide whether a patient with labile BP warrants treatment?
(i.e. how many BP readings are required? Are office readings
sufficient or ambulatory BP measurement should also be
used?). Should we use hydrochlorothiazide or chlorthalidone
as a diuretic, given that accumulating data suggest that the
latter might be more effective in reducing cardiovascular
events [4]? For patients with resistant HTN, what is the prac-
tical checklist of tests and treatments that we should consider
before referring the patient to a hypertension expert [5]?

The American Society of Hypertension (ASH) and the In-
ternational Society of Hypertension (ISH) released their own
guidelines [6] in the same week that the INC 8 was published.
Their guidelines are more comprehensive than JNC 8 and ad-
dress the questions posed above and many others which are
not covered by JNC 8. Nevertheless, their treatment recom-
mendations are similar to those of INC 8, with one exception,
that they raise the systolic BP treatment threshold to > 150
mmHg only in patients older than 80 years [6-8].

What are the implications of changes suggested by the
JNC 8 guidelines? There are a lot of changes when new guide-
lines are issued, whether these are dyslipidemia guidelines [9]
or hypertension guidelines [2]. It takes a lot of time for physi-
cians to educate patients and acquaint them with treatment
goals. With these new guidelines, targets have changed, and
this can create a lot of issues, one being that “Physicians are
arguing about BP optimal numbers”, according to the printed
and electronic press. Educational leaflets and handouts should
also change to conform to the new guidelines.

A second problem is that there are goal-attainment issues
that affect quality indicators. We have quality indicators for
our practices, and if we don't achieve target goals, our qual-
ity indicators fall off. The JNC8 guidelines change those
numbers. There are also issues for reimbursement. We have
reimbursement issues that come up for pay-for-performance
patients - contracts that will be affected by these changes
[10]. We also have issues that change with electronic re-
cords, so the new guidelines would change them as well.
However, the most important issue is physician credibility.
We are preaching the critical role of low-density lipoprotein
cholesterol (LDL-C) lowering, and then it gets changed in an
age-driven way - so, don't worry about your LDL-C, we will
just give you a potent statin because you turned 60 years-old
for cardiovascular prevention [11]. And because you turned
60 years-old there are different goals for HTN now and we
can loosen the antihypertensive treatment you are taking for
cardiovascular prevention [2]; this creates a lot of confusion.

The American College of Cardiology/American Heart
Association (ACC/AHA) has issued a statement that they are
not going to recognize JNC 8. So where does that leave us in
terms of who we should believe? Do we believe ACC/AHA
or the JNC 8 panel? This is a great dispute confusing people
and it is not clear where this leaves us. Anyhow we should
not forget that “Guidelines are not the truth, they are some-
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one's interpretation of current evidence”. Thus, maybe we
were “lost in the translation”.

In any case it might be better to follow the European So-
ciety of Hypertension/European Society of Cardiology
(ESH/ESC) guidelines [8]. These Societies seem to be able
to understand each other better and their joint guidelines are
more balanced.
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