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ACC/AHA and ESC/ESH Guidelines
More Similar than Different



BP Clinical Practice Guidelines (CPGs)

• CPGs especially helpful when:

– Condition common and/or expensive

– Practice patterns vary substantially

– Evidence of sufficient quality & quantity
- Risk
- Treatment



Timeline for Selected Studies of BP-related CVD Risk

1911

Northwestern Life

BP recommended as 

part of insurance 

examination: 

standard part in 1918 

1925

Blood 

Pressure Study

BP-CVD study

(N=700,000)

1957

Framingham 

Heart Study

First report

(N=5,209)

1959

Build and Blood 

Pressure Study

(N=4,900,000)

1989

Multiple Risk Factor 

Intervention Trial 

(MRFIT) 11.6 y CVD 

follow-up of men 

screened for trial 

participation

(N=361,662)

2014

Rapsomaniki et al. 5.2 y 

follow-up electronic 

health record linkage 

study in clinical practice

(N=1.25 million)

2002

Prospective Studies 

Collaboration

meta-analysis of 

individual data in 61 

cohort studies

(N=~1 million) 

2008

MRFIT 16 y end stage 

renal disease follow-up 

of men screened for trial 

participation

(N=332,544)

1979

Blood Pressure 

Study

(N=4,350,000)

1913

Janeway

BP-CVD 

risk in 

patients

(N=7,872)
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Timeline for Selected Randomized Controlled 
Trials of Antihypertensive Drug Therapy

1966

Wolff and Lideman

First antihypertensive 

randomized controlled 

trial

(N=87)

1967

Veterans Administration 

Cooperative Study 

Group DBP ≥105 mm Hg

(N=143)

1970

Veterans 

Administration 

Cooperative Study 

Group DBP 90-104 

mm Hg (N=380)

1979

Hypertension Detection 

and Follow-up Program 

(HDFP) Stepped care vs.

Referred-care RCT

(N=10,940)

1991

Systolic Hypertension in 

the Elderly Program 

(SHEP) RCT in adults 

≥60 y with SBP 160-219 

and DBP <90 mm Hg

(N=4,736)

2002

Antihypertensive and Lipid-

Lowering Treatment to 

Prevent Heart Attack Trial 

(ALLHAT) comparison of 

first-step antihypertensive 

drug therapies (N=42,418)

2008

Hypertension in the 

Very Elderly Trial 

(HYVET) RCT in 

adults >80 y and 

SBP >160 mm Hg

(N=3,845)

2015

Systolic Blood Pressure 

Intervention Trial (SPRINT) 

RCT comparing SBP

goal < 120 vs. <140 mm Hg

(N=9,361)

2016

Prevention of Hypertension 

in Patients with 

PreHypertension (PREVER)-

Prevention Trial

RCT in adults with SBP 120-

139 or DBP 80-89 mm Hg

(N=730)
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Timeline for Selected Randomized Controlled Trials of 
Nonpharmacological Therapy to Prevent/Treat High Blood Pressure

1989

Stamler R et al.

Two-arm behavioral 

intervention RCT of 

nonpharmacological 

therapy to prevent 

hypertension 

(N=201)

1990

Hypertension Prevention Trial 

(HPT) exploratory four-arm 

behavioral intervention trial in 

adults with DBP 78-89 mm Hg 

(N=841)

1992

Trials of Hypertension 

Ptevention (TOPH), Phase 

I RCT of 7 interventions 

for prevention of 

hypertension in adults 

with DBP 80-89 mm Hg  

(N=2,182)

1997

TOPH, Phase II 2-4 yr weight 

loss and sodium reduction 

behavioral RCT in overweight 

adults with DBP 83-89 mm Hg 

and SBP <140 mm Hg 

(N=2,382)

1998

Trial of Nonpharmacologic 

Intervention in the Elderly (TONE)

behavioral RCT of weight loss and 

sodium reduction for treatment of 

hypertension in overweight and 

normal weight adults 60-80 y 

(N=975)

1997

Dietary Approaches to Stop 

Hypertension (DASH) 8-week 

randomized feeding trial of 

DASH diet, high fruits and 

vegetable diet, and control diet 

for treatment and prevention of 

hypertension  (N=459)

2001

DASH-Sodium Trial 

Randomized crossover 

30-day feeding trial of 

DASH-low-sodium diet 

compared to control for 

prevention and treatment 

of hypertension (N=412)
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Timeline for Selected Sample of Blood 
Pressure Clinical Practice Guidelines

1977

1st JNC 

Report

(updated in 

1980, 1984, 

1988, 1993, 

1997, 2003)

1978

1st WHO 

Guideline

2003

1st ESH/ESC 

Guideline

(updates in 

2007, 2009, 

2013)

2014

JNC 8 

Panel 

Report

2017

ACC/AHA 

Guideline

2014

ASH/ISH 

Statement

2003

ISHIB 

Consensus 

Statement 

(updated in 

2007, 2010, 

2015)

2017

ADA 

Position 

Statement

2017

ACP/AAFP 

Guideline

1989

BHS Report

(updated in 

1993, 1999)

2004

NICE 

Guideline

(updated 

in 2006, 

2011)

2000

1st JSH 

Guideline 

(updated in 

2003, 2004, 

2006, 2009, 

2014)

2008

Australian 

Guideline

(updated 

in 2016)

2000

Canadian 

Recommendati

ons (updated 

annually 

through 2018)

1999

1st Chinese 

Guideline 

(updated 

in 2005, 

2010, 2014, 

2017)

2018

ESC/ESH 

Guideline

1986

1st WHO/ISH 

Guideline

(updated in 

1989, 1993, 

1996, 1999, 

2003)

1991

1st Brazilian

Guideline

(updated in 

1994, 1998, 

2004, 2007, 

2010, 2016)
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BP Clinical Practice Guidelines (CPGs)

• Developed by professional societies, government agencies, international bodies

– Often, multiple guidelines in same region/country (e.g. US, China, Europe)

• In early CPGs, substantial concerns related to COI and methodology

• In recent past, more rigor in development of major CPGs

• Since 1990, IOM has recommended best practices for CPG preparation

• Most recent IOM report in 2011 (“CPGs We Can Trust”)

• ACC/AHA Guideline Task Force procedures
– Highly structured and rigorous (influenced by IOM recommendations)

1) Transparency 5) Evidence foundations

2) Avoid/manage COI 6) Articulation of findings

3) Team specs 7) External review

4) Systematic reviews 8) Updates



2017 ACC/AHA and 2018 ESC/ESH High Blood Pressure 
Clinical Practice Guidelines 



BP Classification: ACC/AHA, ESC/ESH and Australian BP Guidelines

2017 ACC/AHA SBP DBP 2018 ESC/ESH and 
Australian

Normal <120 and <80 Optimal

Elevated 120-129 or 80-84 Nornal

Stage 1 hypertension 130-139 or 85-89 High Normal

Stage 2 hypertension

140-159 or 90-99 Gade 1 Hypertension

160-179 or 100-109 Grade 2 Hypertension

≥180 or ≥110 Grade 3 Hypertension

≥140 and <90 Isolated Systolic 
Hypertension

9

Whelton PK et al.
Hypertension. 2018;71:1269-1324.
J Am Coll Cardiol. 2018;71:2199-2269.

Williams B et al.
Eur Heart J. 2018;39:3021-3104.
J Hypertens. 2018;36:1953-2041. 

Gabb GM et al. 
Med J aust. 2016;205:85-89.



Treatment Decisions

ACC/AHA- 2 categories of BP and 2 categories of risk
ASCVD Risk based on ACC/AHA pooled cohort equations

High: Clinical CVD or 10-year risk of ASCVD ≥ 10%
Low: No clinical CVD and 10-year risk of ASCVD <10%

Based on level of BP and underlying risk of CVD 

Whelton PK et al. Hypertension. 2018;71:1269-1324./J Am Coll Cardiol. 2018;71:2199-2269.

ESC/ESH – 4 categories of BP and 3 categories of risk
CV risk based on SCORE CV mortality - chart or app

Williams B et al. Eur Heart J. 2018;39:3021-3104./J Hypertens. 2018;36:1953-2041. 

Two European versions
- High risk countries
- Low risk countries

16 national versions



High BP Treatment Recommendations
2017 ACC/AHA and 2018 ESC/ESH BP Guidelines

Williams B et al.
Eur Heart J. 2018;39:3021-3104.
J Hypertens. 2018;36:1953-2041. 

Whelton PK et al.
Hypertension. 2018;71:1269-1324.
J Am Coll Cardiol. 2018;71:2199-2269.



BP Clinical Practice Guidelines (CPGs)

• Differences are natural and should be expected

– Developed for populations with different:

• Hypertension awareness, treatment and control status

• Systems of health care

• Competing health needs

• Socio-economic status and culture

– Some recommendations are quite “transportable” (e.g. BP measurement 
issues) but others are very population-specific (e.g. BP risk instruments)

– Writing committees may:

• Interpret same data differently

• Employ different methods for decision-making







Similarities: 2017 ACC/AHA and 2018 ESC/ESH BP Guidelines

Both guidelines independent, comprehensive process, subject to intensive peer review
(ACC/AHA committee included primary care clinicians, nursing, pharmacy, and lay members. 

No commercial relationships allowed. Independent Evidence Review Committee)

Diagnosis of Hypertension

Estimation of CVD Risk
Emphasized as essential element for treatment decisions in both guidelines

Whelton PK and Williams B. JAMA. 2018;320:1749-1750.

Emphasis on accuracy of BP measurements

Out of office BPs recommended 

Similar equivalence of office and out of office BPs

Process



Similarities: 2017 ACC/AHA and 2018 ESC/ESH BP Guidelines

Identified as core management for prevention and treatment of hypertension
- Similar nonpharmacological strategies

Lifestyle Interventions

Antihypertensive Drug Treatment
Both guidelines recommend for adults with SBP ≥140 mm Hg or DBP ≥90 mm Hg

- ACC/AHA: adults with high CVD risk and SBP ≥130 mm Hg or DBP ≥80 mm Hg

- ESC/ESH: consider in adults with very high CVD risk and SBP ≥130 mm Hg or DBP ≥85 mm Hg 

Core drug treatment based on same 4 drug classes (diuretics, CCBs, ACEIs, ARBs)
(β-blockers confined to patients with compelling indication)

2-drug therapy for most adults with hypertension
- As single pill combination therapy (if feasible)
- RAS combinations not recommended

Recommended BP target similar
ACC/AHA: <130/80 mm Hg (<130 mm Hg in older adults)

ESC/ESH: first <140/90 mm Hg; if tolerated ≤130/80 mm Hg
(120-129 mm Hg if <65y and 130-139 mm Hg if older)

Whelton PK and Williams B. JAMA. 2018;320:1749-1750.



Similarities: 2017 ACC/AHA and 2018 ESC/ESH BP Guidelines

Both guidelines emphasize strategies for control of hypertension
- ACC/AHA: adherence; lifestyle; team-based care; EHR and telehealth; QI initiatives; financial incentives

- ESC/ESH: strong emphasis on medication adherence strategies

Control

Whelton PK and Williams B. JAMA. 2018;320:1749-1750.

Treatment in Special Groups
Older adults

Both guidelines emphasize function rather than chronologic age
Both guidelines recommend lower BP targets compared to previous guidelines

- If tolerated, similar goals to those recommended for younger adults)

Diabetics
Both guidelines recommend similar BP targets

- ACC/AHA SBP <130 mm Hg and DBP < 80 mm Hg
- ESC/ESH <130 mm Hg for adults <65 y and SBP 130-139 mm Hg for ≥65 y; DBP <80 but not <70 mm Hg

CKD
Both guidelines recommend similar but not identical SBP goals

- ACC/AHA SBP <130 mm Hg (and DBP < 80 mm Hg)
- ESC/ESH 130-139 mm Hg mm Hg



Summary

• Clinical practice guidelines particularly useful in high BP

– Condition common and expensive

– Large variation in practice patterns and control rates

– Substantial body of evidence for BP-related risk and treatment

• Many BP clinical practice guidelines

– Several major independent comprehensive guidelines
• Includes 2017 ACC/AHA and 2018 ESC/ESH reports

– Tendency to highlight guideline differences
• Understandable but confusing for clinicians and public

• May lead to belief that “even the experts cannot agree”

• May result in therapeutic inertia

• ACC/AHA and ESC/ESH guideline similarities much greater than differences

– Important to highlight core commonalities

• Insufficient treatment and control is biggest challenge (enormous problem)



Thank You

19


