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HTN Definition
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Screening for High BP

• Screen adults > 18 for High BP

• In adults 18-39 with BP < 130/85 mm Hg without other risk 
factors, screen every 3-5 years.

• In adults > 40 and those at increased risk of high BP, screen 
annually.  Adults at increased risk include those who have BP > 
130/85 mm Hg or are overweight, obese or Black/African 
American.
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Diagnosis of HTN
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Treatment Initiation, Blood Pressure Targets, and Typical Tests

All Adults  In adults with confirmed hypertension, initiate pharmacologic treatment to lower blood 
pressure (BP) at systolic blood pressure (SBP) ≥ 140mm Hg or diastolic blood pressure (DBP) 
≥ 90 mm Hg and treat to a goal SBP < 140 mm Hg and goal DBP < 90 mm Hg.

High Risk 

KP’s A-Risk

DM

 In adults with ASCVD, CKD, age > 75 years, or KP’s A-Risk > 10%, consider treating to a goal 
SBP of <130 mmHg.  Exclude adults with eGFR <20 mL/min/1.732 from this lower target.  
Incorporate blood pressure monitoring details, medication benefits and risks, and patient 
preferences when deciding whether to treat to this lower target.    

 Consider using KP’s A-Risk to estimate 10-year ASCVD risk for individuals without clinical 
ASCVD.  KP’s A-Risk of 10% correlates with ACC/AHA ASCVD Risk of 15% and Framingham 
Risk Score (FRS) of about 15% at the population level.  KP’s A-Risk is more accurate at the 
population and individual level.  If a different risk calculator is used, a different threshold 
may be used.

 Diabetes Mellitus (DM) alone does not qualify for consider goal SBP < 130 mmHg.  DM is a 
variable in A-Risk.  
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KP Southern California

Do not share outside KP.  Alan S. Go, Grace H. Tabada, Sue Hee Sung, Marc G. Jaffe, Matthew D. Solomon, Jamal S. 
Rana.  “Recalibration of the ACC/AHA ASCVD Risk estimator for Primary Prevention in a Large Multiethnic 
Community-Based Population.” presented KPNC results at AHA Nov 2017.  KPARE also superior in KPNW and Ontario, 
Canada (publication in progress).

KPARE (KP ASCVD Risk Estimator) with better
calibration than ACC/AHA ASCVD Risk
calibration = accurately estimate absolute risk

Shown below KPSC age 40-49 without DM, N = 246,815

KPARE



KPARE (KP ASCVD Risk Estimator) with better 
discrimination than ACC/AHA ASCVD Risk   

Discrimination = correctly sorts higher vs. lower risk adults

KPARE
ACC/AHA ASCVD Risk 

• KPARE includes options for Hispanic and Asian/Pacific Islanders.
• Equations calibrated for more modern (baseline 2008), KP 

population with high blood pressure control rate. 



Revising and aligning KP Clinician Guides
• During 2018 Aspirin, Blood Pressure, and Cholesterol guideline 

updates, plan to align risk thresholds.

• In all three: “10-year ASCVD risk* >10% . . . 

*  A region may choose which tool (and corresponding cut-point) to 
use for calculating 10-year ASCVD risk based on regional needs.  
KPARE (KP ASCVD Risk Estimator) of 10% correlates approximately 
with ACC/AHA ASCVD Risk of 15% and Framingham Risk Score of 
15% (used in SPRINT) at the population level.”

Significant cutpoints:

• Aspirin: USPSTF 10%, ACC/AHA 10%, ADA 10%

• Blood Pressure:  SPRINT FRS 15% KPARE 10%.  ACC/AHA 10%.

• Cholesterol:  ACC/AHA 5, 7.5%, USPSTF 7.5, 10%. 

Technical specifications are available for KPARE.  
Scaffold / Aura has started implementation work.  



Treatment Initiation, Blood Pressure Targets, and 
Typical Tests

Risk in the Elderly

Treatment DE 
intensification

Typical Tests

 Because elderly patients are at higher risk of side effects of treatment, including 
postural hypotension, check standing blood pressures to guide treatment 
decisions.  

 Incorporate blood pressure monitoring details, medication benefits and risks, 
and patient preferences in frail elderly adults.

 Consider down-titration of blood pressure medicine in patients with SBP < 110 
mmHg without heart failure, or in a patient with symptoms of orthostasis.  

 Typical tests for patients with a new diagnosis of hypertension may include: 
Fasting glucose or hemoglobin A1C, lipid panel, creatinine with eGFR, sodium, 
potassium, calcium, thyroid stimulating hormone, complete blood count, 
urinalysis, and electrocardiogram.  
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Pharmacotherapy and Monitoring
Attain and Maintain 
Goal BP

Drug-Drug 
Interaction

Initial Therapy

CKD

 The main objective of blood pressure treatment is to attain and maintain goal BP. If goal BP is not reached 
within a month of treatment, consider increasing the dose of the initial drug or add a second drug from one 
of the thiazide-type diuretic, CCB, ACEI, or ARB classes. The clinician should consider continued assessment 
of BP and adjust the treatment regimen until goal BP is reached. If goal BP cannot be reached with 2 drugs, 
consider adding and titrating a third drug from the indicated classes.  If goal BP cannot be reached using 
only the drugs in these classes because of contraindications or the need for more than 3 drugs to reach goal 
BP, antihypertensive drugs from other classes can be considered. Consider referral to a hypertension 
specialist for patients in whom goal BP cannot be attained using the above strategy or for the management 
of complicated patients for whom additional clinical consultation is needed.

 Simultaneous use of an ACEI, ARB, and/or renin inhibitor is potentially harmful and is not recommended.

 Initial single pill combination therapy with lisinopril-hydrochlorothiazide is preferred.  This may be used as 
initial therapy in all patients.  

 In adults with CKD, regardless of race, consider initial (or add-on) treatment that includes an ACEI or ARB to 
improve kidney outcomes. 
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Pharmacotherapy and Monitoring

African 
American/Black

CAD, HF, DM

Three Medicines

Four Medicines

 In African American/Black adults without heart failure or CKD, initial treatment should include a 
thiazide-type diuretic or CCB.

 Coronary artery disease, heart failure, and DM KP Guideline recommendations may inform 
medicine use independent of blood pressure in certain individuals.  

 If blood pressure is not controlled within a month of treatment on a thiazide-type diuretic plus 
ACEI, then add a CCB. 

 If blood pressure is not controlled within a month of treatment on a thiazide-type diuretic plus 
ACEI plus CCB, then add spironolactone (if on thiazide AND eGFR ≥ 60mL/min/1.73 m2 AND 
potassium < 4.5). If criteria for use of spironolactone are not met, use beta blocker as fourth agent.  
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Pharmacotherapy and Monitoring

Women of 
Childbearing 
Potential

Monitoring

 Half of all pregnancies are unplanned.  Do not prescribe medications contraindicated in pregnancy, 
such as ACEIs/ARBs, to women of childbearing potential, unless there is a compelling indication.  
For women of childbearing potential taking medications contraindicated in pregnancy, such as 
ACEIs/ARBs:

• Discuss potential risks to the fetus should they become pregnant.  Discuss practicing 
contraceptive measures with extremely low failure rates (sterilization, implant, or IUD).

• Advise women using ACEIs/ARBs to stop these medications and contact their OB/GYN provider 
immediately if they become pregnant.

 In adults with hypertension monitor BP at least annually.  

 Self-monitoring of BP and team-based care can help achieve BP control.
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HTN Treatment Algorithm – Beta Blockers
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Atenolol Bisoprolol

Half-life 6-7 hours 9-12 hours

Elimination Renal Renal and hepatic

Use in HFrEF No Yes

Use in CKD Max dose 50 mg for GFR 15-35
Max dose 25 mg for GFR < 15

Start at 2.5 mg for GFR < 
40 and increase cautiously
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HEDIS

Changes to Existing Measure for HEDIS® 2019: Controlling High Blood Pressure (CBP)

• Update the blood pressure target to <140/90 mm Hg for all hypertensive 
patients 18–85 years of age.

• Allow remote monitoring device readings directly transmitted to and 
interpreted by the provider to satisfy the numerator.
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HEDIS
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SPRINT MIND
Memory and cognition IN Decreased hypertension

Three objectives:
• Primary:  does intensive BP lowering to target SBP <120 mm Hg vs. standard 

treatment target < 140 mm Hg produce a greater reduction in the incidence of 
all-cause dementia.  Tested in all SPRINT participants; 60 months.

• Second:  does global cognitive function measured in key specific domains of 
cognition decline less in persons randomized to a SBP goal of <120 mm Hg vs. 
SBP < 140 mm Hg in a representative sub-sample of approximately 2800 SPRINT 
participants (enrollment in all clinics, CKD, SENIOR); 48 months.

• Third:  assess whether MRI-derived changes in brain structure (volume of small 
vessel disease; total brain volume/atrophy) differ by treatment assignment in a 
subset (approximately 640) of the 2800 participants; 48 months.
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SPRINT MIND – Preliminary Findings
Presented at Alzheimer’s Association International Conference in July, but unpublished

Endpoint Intensive vs 
standard cases

Change with 
Intensive Tx

P value

Primary - dementia 147 vs 175 15% decrease 0.10 (not significant)

Secondary - MCI 285 vs 348 19% decrease 0.01

Secondary – MCI + 
dementia

398 vs 463 15% decrease 0.02

Imaging – brain 
volume (454 total)

Not reported none Not reported

Imaging – white 
matter lesions

Not reported 18% decrease 0.04

25Williamson et al. AAIC 2018 DT-0202



Summary

• BP goal < 140/90 for all

• Consider a systolic BP goal < 130 in high risk patients:          

KP A risk > 10%, CKD, ASCVD or age > 75

26


