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Chat and Q&A
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• Use the chat function to say hello, offer 
comments and engage throughout the meeting. 
Useful links will also be dropped into chat.

• Please share your questions via the Q&A button 
on the bottom of Zoom 



In God We Trust, 

Everyone Else Must 

Bring Data!
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Overview - Process for 2025 Guideline Development

• The 2025 AHA/ACC High Blood Pressure Guideline outlines a 
comprehensive, evidence-based process for developing and 
implementing updated recommendations for hypertension 
management.

• Joint Committee Collaboration: The guideline was developed 
by the ACC/AHA Joint Committee on Clinical Practice 
Guidelines, in collaboration with multiple professional 
organizations including the AMA, AANP, ASPC, NMA, SGIM, and 
others.
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Overview - Process for New Guideline Development

• Evidence-Based Updates: It replaces the 2017 guideline and 
incorporates the latest clinical research, focusing on early 
intervention, personalized care, and team-based 
implementation.

• Multidisciplinary Input: The process involved transdisciplinary 
experts in cardiology, nephrology, endocrinology, primary care, 
and public health, ensuring broad applicability and clinical 
relevance.
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Definitions and Classification of                      
Blood Pressure
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Definition of High Blood Pressure

Recommendation for Definition of High Blood Pressure

References that support the recommendation are summarized

 in the evidence table
COR LOE Recommendation

1 B-NR

1. In adults, BP should be categorized as normal, 
elevated, or stage 1 or 2 hypertension to prevent 
and treat high BP (Table 4).



Categories of Blood Pressure in Adults*
BP Category SBP DBP

Normal <120 mm Hg and <80 mm Hg

Elevated 120 to 129 mm Hg and <80 mm Hg

Hypertension

Stage 1 130 to 139 mm Hg or 80 to 89 mm Hg

Stage 2 ≥140 mm Hg or ≥90 mm Hg

*Adults with SBP and DBP in 2 categories should be designated to the higher BP category. This table excludes 
individuals who are pregnant (see Section 5.5, “Hypertension and Pregnancy”).

BP indicates blood pressure (based on an average of ≥2 careful readings obtained on ≥2 occasions, as detailed in 
Section 3 (“Evaluation and Diagnosis”); DBP, diastolic blood pressure; and SBP, systolic blood pressure. 

Adapted with permission from Whelton et al. Copyright 2018 American College of Cardiology Foundation and 
American Heart Association, Inc.
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OVERVIEW OF THE 2025 AHA/ACC 
HIGH BLOOD PRESSURE GUIDELINE

Keith C. Ferdinand, MD, FACC, FAHA, FASH, FNLA
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Objectives

• Discuss historical context: 2017 vs. 2025 HBP guideline and overview of 
the guideline process.

• Highlight key updates and rationale
• Present introduction of the PREVENT risk calculator for CV risk assessment
• Analyze screening for primary aldosteronism and resistant hypertension
• Discuss approaches for special populations
 (e.g., pregnant individuals, DM,CKD patients)
• Present newer therapies (e.g., GLP-1 receptor agonists)
• Highlight recommendations for secondary hypertension
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Table 3. 
Apply AHA/ACC 
Class of 
Recommendation 
and Level of Evidence 
to Clinical Strategies, 
Interventions, 
Treatments, or 
Diagnostic Testing in 
Patient Care*

ACCOUNTABILITY
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BP Guideline – How to Use

• Read thoroughly as a good update

• Read Top 10 Takeaways and What’s New

• Read boxed recommendations

• Use as a Reference – Table of Contents
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Blood Pressure (BP) Guideline

• Written by Clinicians

• For Clinicians

• Evidence Based with Practical Application



Key Numbers for BP Management

1. Blood pressure categories for diagnosis

2. Blood pressure threshold to initiate medication 

3. Blood pressure goal
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Key Numbers for BP Management: Goal

Blood pressure goal for SBP (tweaked)

• At least < 130/80 mm Hg

with encouragement to achieve < 120 mm Hg
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Key Numbers 
for BP 
Management
: Diagnosis
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Table 6. Routine Laboratory Testing for New Diagnosis of Hypertension
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Diagnostic Tests
Complete blood count 
Serum sodium, potassium, calcium
Serum creatinine with estimation of glomerular filtration rate (based on the 
2021 CKD-EPI Creatinine Equation)
Lipid profile
Fasting blood glucose or Hemoglobin  A1c  
Thyroid-stimulating hormone
Urinalysis
Urine albumin-to-creatinine ratio; urine protein-to-creatinine ratio
Echocardiogram



Khan SS, Coresh J, Pencina MJ, et al. 
Circulation. 2023;148(24):1982-2004. 

PREVENT: primary 
prevention (w/o 
CHD, stroke, or HF) 
ages 30-79. 

Estimating 
absolute risk may 
assist & guide 
clinicians & 
patients  
shared decision-
making for 
interventions 
targeting lifestyle 
behaviors & 
pharmacotherapies

Interpretation of 
Risk Estimates: 
10-year risk for 
CVD
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The American Heart Association PREVENT Online Calculator

Sex Male Female

Age

Total Cholesterol

HDL Cholesterol

SBP

BMI

eGFR

35 years

180 mg/dL

45 mg/dL

136 mmHg

24.6 kg/m2

94 mL/min/1.73m2

i

i

i

i

i

i

Current No Yes
Smoking

Anti- No Yes 
hypertensive
medication

Lipid-lowering No Yes
medication
The following three predictors are optional for 
further personalization of risk assessment.  
When they are clinically indicated or available, 
please click on yes and enter the value 

UACR No Yes

HbA1C No Yes

Zip code (for No Yes
estimating social 
deprivation Index (SDI) 

15 mg/g

i

i

i

i

i
i

i

i

i

i

The risk estimates were calculated
using the base model

Calculate Reset

Heart Failure

CVD ASCVD

Estimated
10-year

Risk of CVD

1.3%

Estimated
30-year

Risk of CVD

9.4%
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Number of US adults already on anti-HTN drug therapy or recommended for anti-HTN drug therapy 
initiation 2025  and 2017 High Blood Pressure Clinical Practice Guidelines

• Number of US adults already on and eligible for anti-HTN therapy 
initiation with similar numbers 2017 HBP Guideline (N=66,504,644) and 
2025 HBP Guideline (N=66,212,313). 

• Stage 2 HTN or with a history of CVD, diabetes, or CKD are recommended 
for anti-HTN therapy in both the 2017 and 2025 HBP Guidelines. 

• For increased predicted risk, the 2017 HBP Guideline recommended a 
Pooled Cohort Equations score of ≥10%, whereas 2025 Guideline 
recommended a PREVENT–CVD score of ≥7.5%. 
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Number of US 
adults already on  
or recommended 
for anti-HTN drug 
therapy initiation 
2025  and 2017 
High Blood 
Pressure Clinical 
Practice 
Guidelines



Take-Home Messages

• High BP is the most prevalent and modifiable risk 
factor for the development of cardiovascular 
diseases, including coronary artery disease, HF, 
atrial fibrillation, stroke, dementia, CKD, and all-
cause mortality. 

• The overarching BP treatment goal is <130/80 mm 
Hg for all adults, with additional considerations for 
those who require institutional care, have a limited 
predicted lifespan, or are pregnant. 
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Take-Home Messages

• In adults with average blood pressure ≥130/80 mm Hg 
and at lower 10-year cardiovascular disease risk defined 
by PREVENT of <7.5%:
– initiation of medication therapy to lower blood pressure 

is recommended if average blood pressure remains 
≥130/80 mm Hg 

– after an initial 3- to 6-month trial of lifestyle 
modification
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Take-Home Messages

• Initiation of medication therapy to lower blood pressure in 
addition to lifestyle interventions is recommended for all 
adults with:
– average blood pressure ≥140/90 mm Hg 

– selected adults with average blood pressure ≥130/80 
mm Hg who have clinical cardiovascular disease, 
previous stroke, diabetes, CKD, or increased 10-year 
predicted cardiovascular risk of  ≥7.5% defined by 
PREVENT .
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Take-Home Messages

• For all adults with stage 2 hypertension, the initiation of 
antihypertensive drug therapy with 2 first-line agents of 
different classes in a single-pill, fixed-dose combination 
is preferred over 2 separate pills to improve adherence 
and reduce time to achieve blood pressure control.
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Dementia and Blood Pressure Control

Intensive control of blood pressure 
can reduce risk for dementia by 12-19%

31
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Recommendation for Prevention of Mild Cognitive Impairment and Dementia

COR LOE Recommendation

1 A
1. In adults with hypertension, a goal of <130 mm Hg 

SBP is recommended to prevent mild cognitive 
impairment and dementia.
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Best Practices for Accurate In-Office Blood Pressure Measurement

COR RECOMMENDATIONS

1
When diagnosing and managing high blood pressure (BP) in 
adults, standardized methods are recommended for the 
accurate measurement and documentation of in-office BP.

2a
When measuring in-office in adults, it is reasonable to use 
the oscillometric method with an automated device over the 
auscultatory method.
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Figure 3. Checklist for Accurate Office Blood Pressure Measurement. 
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Figure 4. Home Blood Pressure Monitoring
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From Clinic to Home: Blood Pressure Monitoring

COR RECOMMENDATIONS

1
In adults with suspected hypertension, out-of-office BP 
measurements by either ABPM or HBPM are recommended 
to confirm the diagnosis of hypertension.

1

In adults who are taking antihypertensive medication, HBPM 
is recommended for monitoring the titration of BP-lowering 
medication, along with co-interventions such as patient 
education, telehealth counseling, and clinical interventions.

3: 
No Benefit

In adults, the use of cuffless BP devices is not recommended 
for the diagnosis or management of high BP. 
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Blood pressure goals for patients with HTN

Adults with confirmed HTN

10-year ASCVD risk ≥7.5% using PREVENT

SBP <130 mmHg, 
ideally <120 mmHg

(Class 1)

DBP <80 mmHg
(Class 1)

SBP <130 mmHg, 
ideally <120 mmHg

(Class 2b)

DBP <80 mmHg
(Class 2b)

Yes No

Abbreviations: ASCVD indicates atherosclerotic cardiovascular disease; BP, blood pressure; DBP, diastolic blood pressure; 
HTN, hypertension; PREVENT, Predicting Risk of CVD EVENTs; and SBP, systolic blood pressure
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Blood Pressure Treatment Threshold And The Use Of CVD Risk Estimation To Guide Drug Treatment Of Hypertension

Management Of The Patient With Stage 1 Hypertension And Low 10-year CVD Risk

1 B-R

7. In adults with hypertension without clinical CVD and with estimated 
10-year CVD risk <7.5% based on PREVENT*, initiation of 
medications to lower BP is recommended if average SBP remains 
≥130 mm Hg after a 3- to 6-month trial of lifestyle intervention to 
prevent target organ damage and mitigate further rise in BP.

1 B-R

8. In adults with hypertension without clinical CVD and with estimated 
10-year CVD risk <7.5% based on PREVENT*, initiation of 
medications to lower BP is recommended if average DBP ≥80 
mm Hg after a 3- to 6-month trial of lifestyle intervention to 
prevent target organ damage and mitigate further rise in BP.

*Increased short-term or 10-year risk is defined as a 10-year predicted risk for CVD events of  ≥7.5% based on PREVENT (Predicting Risk of cardiovascular disease EVENTs). 

Jones, Daniel W., et al. “2025 AHA/ACC/AANP/AAPA/ABC/ACCP/ACPM/AGS/AMA/ASPC/NMA/PCNA/SGIM 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 Joint Committee on Clinical 
Practice Guidelines.” Hypertension, 14 Aug. 2025, https://doi.org/10.1161/hyp.0000000000000249.
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Initial Medication Selection for Treatment of Primary HTN

Thiazide 
type 

diuretic

Long 
acting 

DHP-CCB

ACEi ARB

3
9

ORAbbreviations: ACEi indicates Angiotensin Converting 
Enzyme inhibitors; ARB, Angiotensin Receptor Blocker; 
CVD, cardiovascular disease; and LA DHP-CCB, 
Dihydropyridine Calcium Channel Blocker
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Initial Medication Selection For Treatment Of Primary Hypertension

COR LOE Recommendation

1 A

1. For adults initiating antihypertensive drug therapy, 
thiazide-type diuretics, long-acting dihydropyridine 
CCB, and ACEi or ARB are recommended as first-line 
therapy to prevent CVD.

* CCB – Calcium channel blocker, ACEi – Angiotensin-Converting Enzyme inhibitor, ARB – Angiotensin 
Receptor Blocker, CVD – Cardiovascular Disease
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Choice of Initial Monotherapy vs. Combination Drug Therapy

Don’t combine ACEi, ARBs 
and/or renin inhibitors.

Initiation of two 1st line 
agents 

of different classes. 

Ideally, in a single pill 
combination to improve 

adherence.

Initiation of a single 1st line agent is 
reasonable. 

Dosing titration and sequential addition 
of other agents as needed.

Stage 1 HTN*
Class 2a

Stage 2 HTN*
Class 1

Any stage HTN
Class 3: Harm

SBP 130-139 mmHg
DBP 80-89 mmHg

SBP ≥140 mmHg
DBP ≥90 mmHg

Some high-risk patients 
with stage 1 HTN.

Jones, Daniel W., et al. “2025 AHA/ACC/AANP/AAPA/ABC/ACCP/ACPM/AGS/AMA/ASPC/NMA/PCNA/SGIM 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 Joint Committee on Clinical Practice Guidelines.” Hypertension, 14 Aug. 2025, 
https://doi.org/10.1161/hyp.0000000000000249.

Abbreviations: ACEi indicates Angiotensin Converting Enzyme inhibitors; ARB, Angiotensin Receptor Blocker; and HTN, hypertension.
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Use of Risk Based Thresholds for Initiation of BP Treatment in Adults (Figure 6)
BP 
Level-Only

Does the patient have 
existing clinical CVD (CHD, 

stroke, HF)?

Initiate anti-hypertensive medication to lower BP if 
average SBP≥130 mm Hg or DBP SBP≥ 80 mm Hg after 

3-6 months of lifestyle intervention

YES

N
O YES

NO

COR 1

Initiate anti-hypertensive medications to 
lower BP and reduce CVD risk for primary 

or secondary prevention of CVD

Initiate anti-hypertensive medications to 
lower BP and reduce CVD risk if average 
SBP≥130 mm Hg or DBP SBP≥ 80 mm 

Hg for secondary prevention of CVD

Does the patient have an average BP ≥ 
140 / 90 mm Hg?

Initiate anti-hypertensive medications to 
lower BP and reduce CVD risk if average 
SBP≥130 mm Hg or DBP SBP≥ 80 mm 

Hg for primary prevention of CVDYES

Does the patient have diabetes or 
CKD, or is the patient at increased 

short-term risk of CVD (10-year 
PREVENT-CVD risk ≥ 7.5%)**

NO

NO
*  In older adults who may be frail or have a limited life expectancy, a 

clinician-patient assessment of potential benefits and harms of BP 
lower should be pursued to align with patient goals.

** Increased short-term or 10-year risk is defined as a 10-year 
predicted risk of CVD events of ≥using PREVENT

Risk-Based 
Thresholds for 
Initiation of BP 
Treatment for 
Adults*
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Chronic Kidney Disease

Recommendations for Hypertension Treatment in Patients With Chronic Kidney Disease

COR LOE Recommendations

1 A

1. For adults with hypertension and CKD as identified by eGFR <60 
mL/min/1.73m2 or albuminuria ≥30 mg albumin/g creatinine, treatment 
should target an SBP goal of <130 mm Hg to decrease all-cause 
mortality.

1 B-R

2. For adults with hypertension and CKD as identified by eGFR <60 
mL/min/1.73m2 with albuminuria of ≥30 mg/g,  RAASi (either with ACEi or 
ARB but not both) is recommended to decrease CVD and delay 
progression of kidney disease.



44

Diabetes
Recommendations for Diabetes

COR LOE Recommendations

1 A

1. In adults with T2D and hypertension, antihypertensive drug treatment 
should be initiated at an SBP of  ≥130 mm Hg with a treatment goal of <130 
mm Hg, with encouragement to achieve an SBP <120 mm Hg to reduce 
CVD morbidity and mortality.

1 A
3. In adults with T2D and hypertension, all first-line classes of antihypertensive 

agents (ie, thiazide-type diuretics, long-acting CCB, ACEi, and ARB) are 
useful and effective for BP lowering.

1 A

4. In adults with diabetes and hypertension, ACEi or ARB are recommended in 
the presence of CKD as identified by eGFR <60 mL/min/1.73m2 or 
albuminuria ≥30 mg/g and should be considered when mild albuminuria 
(<30 mg/g) is present to delay progression of diabetes-related kidney 
disease.
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Recommendations for Obesity and Metabolic Syndrome

COR LOE Recommendations

2b B-R
1. In adults with hypertension who also have overweight or obesity with a BMI 

≥27 kg/m2, incretin mimetics (eg, GLP-1RA) when used for weight 
management may be effective as an adjunct to lower BP.
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Recommendations for Obesity and Metabolic Syndrome
Referenced studies that support the recommendations are summarized in the evidence table.

COR LOE Recommendations

2b B-R

2. In adults with hypertension who have obesity with a BMI ≥35.0 
kg/m2, bariatric surgery (when considered for weight loss) in 
combination with behavioral interventions and antihypertensive 
therapies may be effective at lowering BP.
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Screening for Features Suggesting Secondary Hypertension (Figure 5)
Does the patient have any of the following conditions associated with secondary HTN?

• Drug-resistant/induced HTN
• Abrupt onset HTN
• Onset of HTN at <30 years
• Exacerbation of previously controlled HTN
• Disproportionate target organ damage for degree of HTN
• Accelerated/malignant HTN

• Onset of diastolic HTN in older adults (age ≥65 years)
• Unprovoked or excessive hypokalemia
• Insomnia or daytime sleepiness
• Concomitant adrenal nodule
• History of early-onset stroke
• Family history of primary aldosteronism

Positive screening test

NO

Refer to clinician with specific secondary HTN expertise

Enhance 
medication 

therapy

Screen for primary aldosteronism and other secondary forms of HTN

Screening 
not 

indicated

NO
YES

YES

COR 1
COR 2b



48

Primary Aldosteronism

Recommendations for Primary Aldosteronism

COR LOE Recommendations

1 C-EO

1. In adults with hypertension, screening for primary aldosteronism is 
recommended in the presence of any of the following conditions to increase 
rates of detection, diagnosis, and specific targeted therapy: resistant 
hypertension (regardless of whether hypokalemia is present), hypokalemia 
(spontaneous or diuretic induced), OSA, incidentally discovered adrenal 
mass, family history of early-onset hypertension, or stroke at a young age 
(<40 years). 

2b C-EO
2. In adults with stage 2 hypertension, screening for primary aldosteronism may 

be considered to increase rates of detection, diagnosis, and specific targeted 
therapy.



49

Primary Aldosteronism
COR LOE Recommendations

1 C-LD

3. In adults with an indication for screening for primary aldosteronism, use of plasma 
aldosterone, renin activity, and the plasma aldosterone:renin activity ratio is 
recommended for initial screening to assess if there is biochemical evidence of 
primary aldosteronism.

1 C-EO

4. In adults with an indication for screening for primary aldosteronism, it is 
recommended to continue most antihypertensive medications (other than 
mineralocorticoid receptor antagonists [MRA]) prior to initial screening to minimize 
barriers to or delays in screening. 

1 C-EO

5. In adults with hypertension and a positive screening test for primary aldosteronism or 
continued suspicion for primary aldosteronism based on suppressed plasma renin or 
disproportionate target organ damage, referral to a hypertension specialist or 
endocrinologist is recommended for further evaluation and treatment.



Exclude pseudoresistance with 
accurate office BP and HBPM 

or ABPM and assess for 
medication adherence

Discontinue or minimize 
interfering substances 

(NSAIDs, licorice, stimulants)

NO

COR 1

Uncontrolled BP on ACEi or ARB + 
CCB + thiazide-type diuretics
or Controlled BP on 4 drugs

Identify and reverse 
contributing lifestyle 

factors

Screen for secondary HTN COR  2a

Pharmacological treatment 
• Replace thiazide-type diuretics with chlorthalidone or 

indapamide
• Add spironolactone or eplerenone if eGFR ≥45

• Use chlorthalidone or loop diuretics in CKD stage 4 or 5

Refer to specialist for known or suspected secondary HTN
If BP remains uncontrolled with >6 months of treatment

Add agents with different MOA: 
• BB, central sympatholytic drugs, or nondihydropyridine CCB 

for elevated heart rate
• Add dual ERA (e.g. aprocitentan) or direct acting vasodilator 

(e.g. hydralazine or minoxidil only if already on BB (or 
bradycardic) and loop diuretic)

or amiloride if cannot tolerate MRA (2a)

Algorithm for BP Treatment in Adults with Resistant HTN (RHTN)
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Diagnostic Criteria for Preeclampsia

Blood pressure

Either of the following: 

• SBP≥140 mmHg AND/OR 
DBP≥90 mmHg on 2 
occasions 4 hours apart >20 
weeks gestation in a woman 
with previously normal BP

• SBP ≥160 mmHg OR DBP 
≥110 mmHg (confirmed 
over 15 min)

Proteinuria

Any of the following: 

• ≥300mg per 24 h urine 
collection

• Protein/creatinine ratio 
≥0.3

• Dipstick reading of 2+ (if 
other quantitative 
methods not available)

Other Criteria

Any of the following: 

• Thrombocytopenia (platelet count <100k)

• Reduced kidney function (serum 
creatinine>1.1 mg/dL or 2x baseline 
creatinine)

• Impaired liver function (transaminases >2x 
ULN)

• Pulmonary edema

• New-onset headache unresponsive to 
medication OR visual symptoms

AND OR

Abbreviations: BP indicates blood pressure; DBP, diastolic blood pressure; SBP, systolic blood pressure; and ULN, upper limit of normal.

5
1
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Hypertension and Pregnancy

Individuals with hypertension who are planning a pregnancy or 
become pregnant

Labetalol and 
extended-release 

nifedipine are 
preferred

to minimize fetal risk 
and treat hypertension

Class 1

Should be counseled 
about the benefits of
low-dose (81mg/day) 
aspirin to reduce the 
risk of preeclampsia 

and its sequelae
Class 1

Should not be treated 
with atenolol, ACEi, 
ARBs, direct renin 

inhibitors, 
nitroprusside, or MRAs 

to avoid fetal harm 
Class 3: Harm

5
2

Abbreviations: ACEi indicates Angiotensin Converting Enzyme inhibitors; ARB, Angiotensin Receptor Blocker; BP, blood pressure; 
DBP, diastolic blood pressure; HTN, hypertension; MRA, mineralocorticoid receptor antagonist; SBP, systolic blood pressure; and 
TX, treatment.
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Hypertension and Pregnancy

Individuals with hypertension who are planning a pregnancy or 
become pregnant Pregnant individuals

Labetalol and 
extended-release 

nifedipine are 
preferred

to minimize fetal risk 
and treat hypertension

Class 1

Should be counseled 
about the benefits of
low-dose (81mg/day) 
aspirin to reduce the 
risk of preeclampsia 

and its sequelae
Class 1

Should not be treated 
with atenolol, ACEi, 
ARBs, direct renin 

inhibitors, 
nitroprusside, or MRAs 

to avoid fetal harm 
Class 3: Harm

With SBP ≥160 mmHg 
or DBP ≥ 110 mm Hg 
confirmed on repeat 
measurement within 
15 minutes, lower BP 
to <160/<110 mm Hg 
within 30-60 minutes 

to prevent adverse 
events 
Class 1

With Chronic 
hypertension,

treat to achieve BP 
<140/90 mm Hg to 

prevent maternal and 
perinatal morbidity and 

mortality 
Class 1 

Abbreviations: ACEi indicates Angiotensin Converting Enzyme inhibitors; ARB, Angiotensin Receptor Blocker; BP, blood pressure; 
DBP, diastolic blood pressure; HTN, hypertension; MRA, mineralocorticoid receptor antagonist; SBP, systolic blood pressure; and 
TX, treatment.
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Recommendation for Renal Denervation

COR LOE Renal Denervation 

2b B-R

4. In carefully selected patients with systolic and diastolic hypertension (office 

SBP 140-180 mm Hg and DBP ≥ 90 mm Hg) and eGFR ≥40 ml/min/1.73m2 

who have resistant hypertension despite optimal treatment, or intolerable side 

effects to additional antihypertensive drug therapy, renal denervation (RDN) 

may be reasonable as an adjunct treatment to BP medications and lifestyle 

modification to reduce BP.
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Recommendation for Renal Denervation
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COR LOE Renal Denervation 

2b B-R

4. In carefully selected patients with systolic and diastolic hypertension (office 

SBP 140-180 mm Hg and DBP ≥ 90 mm Hg) and eGFR ≥40 ml/min/1.73m2 

who have resistant hypertension despite optimal treatment, or intolerable side 

effects to additional antihypertensive drug therapy, renal denervation (RDN) 

may be reasonable as an adjunct treatment to BP medications and lifestyle 

modification to reduce BP.12-14

1 B-NR

5. All patients with hypertension who are being considered for RDN should be 

evaluated by a multidisciplinary team with expertise in resistant hypertension 

and RDN.12-14
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PREVENTION AND HEALTHY LIFESTYLE 
BEHAVIORS

Bernadette Mazurek Melnyk, PhD, APRN-CNP
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Prevention and Healthy Lifestyle Behaviors

• Lifestyle modifications as first-line therapy:
oDASH diet, sodium reduction, potassium intake
oPhysical activity and weight management
oStress reduction and alcohol in moderation if you drink

• Role of community-based interventions
• Addressing social determinants of health

58



Dietary Approaches to Stop Hypertension (DASH) Diet

High intake of:
• Fruits and vegetables
• Whole grains
• Low-fat or fat-free dairy
• Lean proteins (e.g., poultry, fish, legumes)
• Nuts and seeds
• Healthy fats (e.g., olive oil, soft margarine)

Low intake of:
• Sodium (salt): ≤2,300 mg/day (about 1 tsp of salt)
• lower sodium version = ≤1,500 mg/day
• Red and processed meats
• Added sugars (e.g., sweets, soda)
• Saturated fats (e.g., full-fat dairy, butter)
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Physical Activity Recommendation

75 to 150 minutes of physical activity per week

• Aerobic exercise (e.g., brisk walking, swimming, cycling)
• Resistance training (e.g., weight-lifting) at least twice per week

Regular physical activity 
• Lowers systolic blood pressure by 5 to 8 mm Hg
• Improves cardiovascular endurance
• Supports weight loss (aiming for at least 5% reduction in body weight)
• Reduces stress, which contributes to elevated blood pressure
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Recommendations for Stress Reduction and Alcohol Consumption

For Stress Reduction
• Meditation
• Controlled breathing
• Yoga
• Mindfulness practices

Minimal to Zero Alcohol Consumption is Preferred
• Less is better, and abstaining completely may offer the greatest 
    benefit for blood pressure control

Recommended limits are:
• Men: No more than 2 drinks per day
• Women: No more than 1 drink per day
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Role of Community-Based Interventions

Community-based strategies are vital for
• Reaching underserved populations
• Promoting early detection and prevention
• Enhancing adherence to lifestyle and medication plans
• Reducing health disparities in hypertension outcomes
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The Forum’s Move With the Mayor as an Example

• Quick Stats
– 200+ participating cities between 2014 and 2025
– Move with the Mayor Spring Challenge

• 50 participating cities hosting 100+ events
• 14 PSA ads launched resulting in:

– 2.3 million unique accounts reached
– 6.2 million impressions
– 83.8% engagement rate

• Social Media Impact
– 300+ social media posts from participating cities
– 55,700+ comments, interactions, and shares
– 448,400+ impressions from local news coverage
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Integration of the Social Determinants of Health is Key in BP Control

By integrating the SDOH into hypertension care, the guideline 
aims to:
• Improve access to medications and healthy lifestyle 

resources
• Enhance adherence to treatment
• Reduce health disparities in cardiovascular outcomes



PUTTING THE GUIDELINES INTO ACTION: 
IMPLEMENTATION STRATEGIES

Bernadette Mazurek Melnyk, PhD, APRN-CNP,  FAANP, FNAP, FAAN
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The Current Research/Evidence-based Guideline to Practice Time Gap 

• Now reduced to 15 years from 2000 when it was 17 years!
• The average time from publication to implementation of five cancer control 

EBPs (e.g., mammography, colorectal cancer screening)                                        
                                                                                -Kahn, Chambers & Neta, 2021
• It will only take a 150 more years to close the gap!
• The gap between what we know and what we do is lethal!
• We also need to de-implement what isn’t working or based on best evidence
   



Key Implementation Strategies

• Institute multi-disciplinary team-based care, including physicians, 
pharmacists, nurse practitioners, nurses and community health workers

• Collaborate with community leaders and organizations to conduct 
screening, provide education, increase awareness, implement prevention 
and treatment strategies

• Encourage home blood pressure monitoring with validated devices and 
frequent team interaction; cuffless devices, such as smart watches, are 
not yet reliable enough for clinical use

• Given that only 1 in 4 adults have their hypertension under control, 
single-pill combinations should be used
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Low Rates of Blood Pressure Control
Despite available treatments, many still fail to reach target BP levels (<130/80 mm Hg)
Underdiagnosis of Secondary Causes (e.g., hyperaldosteronism)
Resource Constraints (hypertension care is underfunded)
Limited Use of Team-Based Care
Gaps in Translational Research
Promising Areas Have Not Yet Created Practical Tools (e.g., genetics, gut microbiome)
Technology Limits 
Motivating Behavior Change in People
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Character-builders in Clinical Practice



People Make Behavioral Choices Every Day
Evidence Plus Emotion = Motivation to Change
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Opportunities in Clinical Practice
Early and Personalized Intervention with the PREVENT  risk calculator
Single-Pill Combination Therapy for stage 2 hypertension
Community-Based Care, including partnerships with community leaders and 
organizations (e.g., health departments, churches) to improve outreach and adherance
Expanded Screening for hyperaldosteronism and kidney function 
Lifestyle Modification
Pregnancy-Specific Guidance: Tailored recommendations for managing hypertension 
before, during, and after pregnancy, including use of low-dose aspirin to reduce 
preeclampsia risk



Make Today Your January 1 for
Your Own Personal CV Health 
And Enacting the New 
BP Guideline!



Q&A AND OPEN FORUM 
John M. Clymer, Dr. Melnyk & Dr. Ferdinand
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Q&A and Open Forum

73

John M. Clymer, Dr. Melnyk & Dr. Ferdinand
• Audience questions
• Sharing of best practices and local initiatives
• Please share your questions via the Q&A 

button on the bottom of Zoom 



CLOSING REMARKS & NEXT STEPS
John M. Clymer, Dr. Melnyk & Dr. Ferdinand
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Key Takeaways
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John M. Clymer, Dr. Melnyk & Dr. Ferdinand
• Summary of key takeaway
• Resources for continued education and 

collaboration
• Call to action for clinicians, policymakers, and 

community leaders
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Please complete a brief survey for today’s event 
using the link in the chat box.



Adjourn

NationalForum.org


	Key Takeaways from the 2025 AHA/ACC/AANP/AAPA/ABC/�ACCP/ACPM/AGS/AMA/�ASPC/NMA/PCNA/SGIM�High Blood Pressure Guideline
	Welcome & Opening remarks
	Chat and Q&A
	Slide Number 5
	2025 Writing Committee Members*
	Overview - Process for 2025 Guideline Development
	Overview - Process for New Guideline Development
	Definitions and Classification of                      Blood Pressure
	      Definition of High Blood Pressure
	           Categories of Blood Pressure in Adults*
	Overview of the 2025 AHA/ACC �HIGH BLOOD PRESSURE Guideline�
	2025 Writing Committee Members*�
	Objectives
	Slide Number 15
	BP Guideline – How to Use
	Blood Pressure (BP) Guideline
	Key Numbers for BP Management
	Key Numbers for BP Management: Goal
	Key Numbers for BP Management: Diagnosis
	Table 6. Routine Laboratory Testing for New Diagnosis of Hypertension
	Slide Number 22
	The American Heart Association PREVENT Online Calculator
	 Number of US adults already on anti-HTN drug therapy or recommended for anti-HTN drug therapy initiation 2025  and 2017 High Blood Pressure Clinical Practice Guidelines
	Slide Number 25
	 Number of US adults already on  or recommended for anti-HTN drug therapy initiation �2025  and 2017 High Blood Pressure Clinical Practice Guidelines
	Take-Home Messages
	Take-Home Messages
	Take-Home Messages
	Take-Home Messages
	Dementia and Blood Pressure Control
	Slide Number 32
	Best Practices for Accurate In-Office Blood Pressure Measurement
	Figure 3. Checklist for Accurate Office Blood Pressure Measurement. 
	Figure 4. Home Blood Pressure Monitoring
	From Clinic to Home: Blood Pressure Monitoring
	Blood pressure goals for patients with HTN
	Blood Pressure Treatment Threshold And The Use Of CVD Risk Estimation To Guide Drug Treatment Of Hypertension��Management Of The Patient With Stage 1 Hypertension And Low 10-year CVD Risk��
	Slide Number 39
	Initial Medication Selection For Treatment Of Primary Hypertension�
	Choice of Initial Monotherapy vs. Combination Drug Therapy
	Use of Risk Based Thresholds for Initiation of BP Treatment in Adults (Figure 6)
	Chronic Kidney Disease
	Diabetes
	Slide Number 45
	Slide Number 46
	Screening for Features Suggesting Secondary Hypertension (Figure 5)
	Primary Aldosteronism
	Primary Aldosteronism
	Slide Number 50
	Slide Number 51
	Hypertension and Pregnancy
	Hypertension and Pregnancy
	Recommendation for Renal Denervation
	Recommendation for Renal Denervation
	Slide Number 56
	Prevention and Healthy Lifestyle Behaviors
	Prevention and Healthy Lifestyle Behaviors
	         Dietary Approaches to Stop Hypertension (DASH) Diet
	Physical Activity Recommendation
	          Recommendations for Stress Reduction and Alcohol Consumption
	Role of Community-Based Interventions
	The Forum’s Move With the Mayor as an Example
	Integration of the Social Determinants of Health is Key in BP Control
	Putting the Guidelines into Action: Implementation Strategies
	The Current Research/Evidence-based Guideline to Practice Time Gap 
	Key Implementation Strategies
	Slide Number 68
	Slide Number 69
	Slide Number 70
	Slide Number 71
	Q&A and Open Forum 
	Q&A and Open Forum
	Closing Remarks & Next Steps
	Key Takeaways
	Slide Number 76
	Slide Number 77

