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Abstract

Background

Recent updates to the American College of Cardiology (ACC) and
American Heart Association (AHA) guidelines for high blood
pressure (BP) changed the risk calculator recommended, lowered
the preferred treatment target, and expanded treatment
recommendations for lower risk adults. We sought to quantify
the clinical implications of these change among US adults.

Methods

Using data from the 2015-2020 National Health and Nutrition
Examination Survey (NHANES), we estimated the proportion and
number of US adults aged 20 years or older who were eligible for
initiation or intensification of pharmacological anti-hypertensive
medications under the 2017 vs the 2025 guidelines.

Results

Among US adults 220 years not being currently treated for
hypertension (N = 180.0 million), using the 2017 Guideline, 18.7 %
(33.6 million) were eligible for initiation of pharmacological anti-
hypertensive therapy. In contrast, the 2025 Guideline would treat
18.4 % (33.2 million) with upfront medication while an additional
10.8 % (19.4 million) would be considered for medications if
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lirestyle moairication proves INSulriclent. INCreases In treatment
eligibility were most pronounced among younger adults age 30—
60 and those with obesity. Among adults currently being treated
for hypertension (N = 58.0 million), most (59.8 %; 34.6 million)
did not meet the recommended goal of a BP <130/80. An
additional 17.6 % (5.6 million) are newly eligible for treatment
intensification if pursuing the preferred BP target of <120/80.

Conclusion

The new 2025 AHA/ACC Hypertension Guidelines potentially
expands the number of adults eligible for initiation of
antihypertensives, particularly in persons who are young and/or
obese, and markedly expands number eligible for intensification.

Graphical abstract

Clinical Implications of the 2025 AHA/ACC High Blood Pressure Guidelines

currently treated for Nypertansson
(N = 180 million)

2017 Guideline

34 million (18.7%) eligible to
initiate medications

35 million (59.8%) eligible to
intensity treatment for a target
BP of <130/80 under both
guidelines

5.6 million eligible to intensify
treatment for a target BP of
<120/80 under the 2025
guideline

2025 Guideline

33 million (18.4%) eligible
to initiate medications

[ ML L L
+19 million (10.8%) aligible to =
initiate if @ 3-8 months of Ulestyle Most prominently middle-
madification are insufficient aged and obese adults

Download: Download high-res image (404KB)

Download: Download full-size image

< | Previous article Next article | >

Keywords

Hypertension; Blood pressure; Guidelines

1. Introduction

Elevated blood pressure remains a leading cause of morbidity
and mortality in the US and worldwide [1]. The newly-
introduced 2025 American College of Cardiology/American Heart
Association (AHA/ACC) guidelines on the management of high
blood pressure in adults contain a number of potentially
important changes compared to its 2017 predecessor [2,3]. The
most prominent modifications include the use of the Predicting
Risk of Cardiovascular Disease Events (PREVENT) equations
rather than the Pooled Cohort Equations (PCE) for risk
assessment, the use of total cardiovascular disease (CVD) rather
than atherosclerotic cardiovascular disease (ASCVD)-based risk
estimates, a new recommendation for pharmacological
treatment of lower-risk adults with stage 1 hypertension if
lifestyle changes prove insufficient, and a preference for a blood
pressure (BP) target of <120/80 rather than <130/80 where
clinicallv feasible.
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These changes may materially expand the number of US adults
eligible for initiation of pharmacological therapy and also the
number of currently-treated US adults eligible for treatment
intensification to achieve the new preferred BP targets.
Accordingly, we sought to describe the implications of the new
recommendations on the management of hypertension among
US adults and identify the demographic subgroups where these
recommendations are most impactful.

2. Methods

2.1. Data source and study population

Publicly available data from 2 consecutive cycles (2015-2020) of
The National Health and Nutrition Examination Survey
(NHANES), a nationally representative random sample of
ambulatory US adults, were used for this analysis [4].
Participants were interviewed regarding demographics, medical
conditions, and underwent medical examinations and laboratory
assessments. All adults aged 220 years were eligible for the
present analysis, Because BP was taken as the average of 3
measurements, participants were excluded if they had <3 valid
systolic and diastolic BP (SBP and DBP, respectively)
measurements (N = 1333 excluded) or insufficient data to
determine guideline-based treatment recommendations (N =
1144 excluded). NHANES protocols were approved by the
National Center for Health Statistics Ethics Review Board and all
NHANES participants provided informed consent. The current
analysis used de-identified publicly-available data and was thus
exempt from Institutional Review Board review.

2.2. OQutcomes

The two outcomes of interest were the proportion of adults
eligible for initiation of BP-lowering medications (among adults
reporting no current use of pharmacotherapy for hypertension)
and the proportion of adults eligible for intensification of BP-
lowering medications (among adults reporting current use of
pharmacotherapy for hypertension).

A. Eligibility for initiation

Criteria for treatment initiation in the present analysis are shown
in Supplementary Table 1. Per the 2025 guidelines, eligibility for
initiation (class I recommendation) was determined by a BP
>140/90 mm Hg or a BP 2130/80 in the setting of elevated 10-
year risk of cardiovascular disease (27.5 % by base PREVENT),
diabetes (defined by an HbAlc 26.5 %, fasting glucose >126mg/dL,
or a self-reported history of diabetes), chronic kidney disease
(CKD; defined by an eGFR <60 mL/min/1.73 m? or a urine
albumin-creatinine ratio >30mg/g), or established cardiovascular
disease (defined as a self-reported history of angina, coronary
heart disease, myocardial infarction, stroke, or heart failure) [2].
An additional analysis was performed wherein an additional

P N Fa T rroos 1 ~ao r .t 1
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risk factors) was included because the guidelines recommend
pharmacological treatment in this subgroup of patients if 3-6
months of lifestyle modification does not reduce BP to <130/80
mm Hg [2]. Proportions using both definitions are presented. For
the primary analysis, the base PREVENT equation was used. A
sensitivity analysis using the expanded PREVENT equation to
additionally include HbA1c and urine albumin-creatinine ratio
was conducted.

Per the 2017 guidelines, eligibility was determined by a BP
>140/90 mm Hg or a BP 2130/80 mm Hg in the setting of a PCE
10-year risk of ASCVD 210 %, diabetes, CKD, established CVD, or
an SBP >130 mm Hg for older adults (265 years) [3]. Risk
estimates by PREVENT and PCE were only calculated for adults
aged 30 to 79 years and 40 to 79 years respectively, as these were
the age-groups in which these equations were intended for use.
For persons outside these age ranges, treatment
recommendations were based on BP only.

In addition to determining the proportion eligible by either
guideline, the proportions with concordant or discordant
recommendations are also presented. The association of age, sex,
race, and body mass index (BMI) with discordance was assessed
using logistic regression models. For the two continuous
variables assessed (age and BMI), the proportion eligible for
treatment using either guideline was estimated across their
spectra individually and in combination. The association of CVD,
DM, and CKD with discordance was not assessed because both
guidelines share the same 130/80 threshold for initiation in these
subgroups.

B. Eligibility for intensification

Eligibility for treatment intensification was divided according to
3 categories: BP 2130/80 mm Hg (eligible for intensification by
both guidelines), SBP of 120-129 mm Hg and DBP <80 mm Hg
(eligible for intensification by 2025 guidelines to achieve a
preferred target of <120/80 mm Hg), or a BP <120/80 mm Hg
(well-controlled). Subgroup analyses were performed by age
(<65 and 265 years), sex (males and females), race/ethnicity
(Non-Hispanic [NH] Black, White, Asian, or Hispanic), and
comorbidities (obesity, diabetes, CVD, and CKD). Because BP goal
recommendations are stronger for higher-risk vs lower-risk
adults (1A vs 2b respectively), [2] an additional subgroup analysis
stratified by 10-year ASCVD risk by PREVENT (27.5 % vs <7.5 %)
was also performed. Patients with CVD or CKD were analyzed
separately as the guidelines do not explicitly endorse a target of
<120/80 mmHg for these patients.

2.3. Statistical analysis

Eligibility for treatment initiation or intensification is presented
as simple proportions ( %) and the equivalent number of US
adults (millions). To assess variables associated with discordant
recommendations for treatment initiation, logistic regression
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models were used with discordance as the outcome variable. For
age and BMI specifically (continuous variables which were
associated with discordance), the proportion eligible for
treatment by either guideline across the full spectra of each
variable was estimated using restricted cubic splines with 5
knots. The joint association of age and BMI with changes in
treatment eligibility was assessed using a tensor spline of the
two restricted cubic splines,

NHANES examination weights were used to account for the
survey design. Combining survey weights of the 2017-2020 and
2015-2016 survey cycles was done in accordance with published
NHANES analytic guidelines [5]. To adjust for item nonresponse
(that some survey respondents did not answer questions or have
measurements necessary to determine their eligibility), the
survey weights of adults with non-missing data were adjusted
using their response propensities [6] Response propensities for
each participant were estimated using a survey-weighted logistic
regression model containing age, sex, and race as predictor
variables. Survey weights were then adjusted by the inverse of
the predicted response probabilities. This allowed us to make
inference regarding the target population (US adults aged 20
years or older) despite data missingness while also serving to
mitigate biases that may arise due selective non-response.
Analyses were performed on R, version 4.4.2 (R Foundation for
Statistical Computing, Vienna, Austria) using the “survey”
package [7,8]. Statistical significance was denoted by a two-tailed
P <0.05 or a 95 % confidence interval excluding the null.

3. Results

3.1. Baseline characteristics

A total of 11,711 participants aged 20 years or older were
included in this analysis. Of these, 6310 reported a history of
hypertension, of whom 3336 reported the use of
pharmacological BP-lowering medications. The median age (25th
— 75th percentile) was 47 years (33 to 62 years), 51.9 % were
females, 41.3 % had obesity, 15.2 % had diabetes, 14.3 % had CKD,
and 9.3 % had CVD.

4. Eligibility for initiation of pharmacological
treatment

A. Number of eligible adults under both guidelines

A total of 180.0 million US adults aged >20 years did not report
use of pharmacological BP-lowering. Of these, 18.7 % [95 %CI: 17.2
to 20.2 %], representing 33.6 million adults, were eligible for
initiation of pharmacological BP-lowering according to the 2017
guidelines (Table 1 & Fig. 1). According to the 2025 guidelines,
18.4 % |95 %CI: 17.0 to 20.0 %], representing 33.2 million adults,
were eligible for immediate initiation of pharmacological BP-
lowering, such that 0.4 million fewer adults would be eligible for

immadiata initiatinn Aaf RD_laurarina madicratinance If traatmant ic
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initiated for lower-risk individuals with a BP of 130-139/80-89
mm Hg wherein a 3-6 month trial of lifestyle modification is

insufficient, the proportion eligible by the 2025 guidelines would
increase to 29.2 % [95 %ClI: 27.6 to 30.8 %], representing 52.6
million adults, such that 19.0 more million adults would become

eligible for initiation of BP-lowering medications. Sensitivity

analyses using the expanded version of PREVENT (to include

HbAT1c, the urine albumin-creatinine ratio, and both) yielded

similar results and are shown in Supplementary Figure 1-3.

B. Frequency of concordant and discordant

recommendations

Table 1. US adults not currently taking medications to lower blood

pressure who are eligible for pharmacological treatment,
according to the 2017 and 2025 AHA/ACC guidelines.

Eligible for Eligible for immediate tre
treatment by ACC/AHA guil
the 2017
ACC/AHA
guidelines
Variable Strata  Proportion Number Proportion Number L
[95 % C1], [95% [95%CI], [95% Vv
% caj, % cij, g
millions millions %
Overall 18.7[172 336 184170 332 -
t0 20.2] [311t0  to20.0] [306t0
36.1] 35.7]
Age (years) Below 6.3[5.2to0 52[43 63[52t0 5.2[43
40 7.6] t06.1]  7.6] to 6.1]
40-64 219[198 164 216[195 16.2 -
to 24.2] [147t0 to023.9] [144t0
18.2] 18.0]
65 or 528482 120 52.0[475 118 -
older to 57.3] [103to to 56.5] [102t0 W
13.6] 134]
Sex Female 16.3[145 15.0 16.2[144 149 -
to 18.2] [130t0 to18.1] [129t0
16.9] 16.8]
Male 21.1[19.0 186 20.8[18.7 183 -
to 23.4] [16.8t0 t023.0] [165t0
20.4] 20.1]
Race and NH 2520225 47[3.6 251[225 47[36
ethnicity Black to 28.0] 0 58] 1028.0] to 5.8]
NH 18.5[164 207 18.2[16.1 204 -
White  to20.9] [179t0 to20.5] [176 t0
23.5] 231]
NH 170152 19[15 169[151 19[1L5 -



ey e -

Tables (2)
H Table1
H Table 2
Tables (2)
H Table1
H Table2

Tables (2)

H Table1
H Table 2

Tables (2)
H Table1
H Table 2
Tables (2)
H Table1
H Table2
Tables (2)
H Table1
H Table2

Tables (2)

H Table1
H Table 2

Tables (2)
H Table1
H Table2
Tables (2)
H Tablel
H Table2

Tables (2)

H Table1

H Table 2
Tables (2)
H Table1
H Table 2
Tables (2)
H Table1

H Table2

Tahlac (2)

Asian to 18.9] t024] 1t018.38] to24] «

Hispanic 15.6[140 49[39 154[13.7 48[39 -
to 174] 058 to017.2] 058 «

Comorbidities CKD 512[464 85[7.5 512[464 8.5[75
0560] ©95] 10560  109.5]

Obesity 22.1[19.8 146 220[19.7 145 -
0245] [129t0 t0244] [120t0 U
16.2] 161]

Diabetes 493 [44.6 76[6.7 493[446 76[6.7
0540] ©85] t0540]  t085]

CvD 511[43.9 42[35 511[439 42[3.5
©0583] 049] 10583] (049

ACC: American College of Cardiology; AHA: American Heart

Association; CVD: Cardiovascular disease; CKD: Chronic Kidney

disease.
Flwﬂ!ﬂw\oﬂ.l!ﬂlulﬁ ﬁdN 'ovil Nl’!n ording to the 2017 and 2025 ACCIAHA guidelines.
Bars represent esbmatea o ars
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Fig. 1. Proportion of US adults eligible for initiating or
intensifying pharmacological treatment of hypertension
according to the 2017 and 2025 AHA/ACC guidelines. Bars
represent estimated proportions and error bars represent 95 %
confidence intervals. For the 2025 guidelines, two sets of
estimates depending on whether adults with a low PREVENT-
based 10-year risk (i.e., <7.5 %) and stage 1 hypertension are able
to sufficiently reduce blood pressure to below 130/80 mm Hg.

Treatment initiation recommendation by both guidelines were
concordant for most adults: 18.3 % [95 %CI: 16.9 to 19.9 %] had
concordant class I treatment recommendations by both the 2017
and 2025 guidelines, whereas 70.8 % [95 %CI: 69.2 to 72.4 %]
lacked such an indication by both guidelines. 0.1 % [95 %CI: 0.0 to
0.2 %] adults would be rendered newly eligible for immediate
treatment by the 2025 guidelines. Potential discordance with
possibility of pharmacological treatment in the new guidelines
(if a 3-6 month trial of lifestyle modification proves
unsuccessful), was present in 10.5 % [95 %Cl: 9.6 to 11.4 %].
Potential discordance with possibility of deferring treatment (if
aforementioned trial of lifestyle modification is successful) was
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present in 0.3 % [95 %CI: 0.2 to 0.6 %].

C. Factors associated with discordant recommendations

Characteristics of respondents, according to the concordance or

discordance of treatment recommendations, are shown in Table

2. Participants who were newly eligible if lifestyle modification is

insufficient were younger, had higher BMI, and had lower 10-

year predicted ASCVD risk as predicted by the PCE or or CVD risk

as predicted by PREVENT.

Table 2, Characteristics of US adults according to the concordance
or discordance of 2017 and 2025 AHA/ACC high blood pressure
guidelines for the initiation of pharmacological treatment.

Concordant Discordant
Variable Ineligible Eligible Newly Newly Nev
by both by both eligible if eligible for inel
guidelines guidelines lifestyle immediate life:
modification treatment mox
insufficient sufi
Respondents 5614 1908 806 1 26
in NHANES, N
US adults, N 1275 33.0 18.8 0.1 0.6
(millions)
Age (years) 39.8[39.0 571[55.8 453([446t0 63.1[59.7 59
t040.7] to 58.5] 46.0] o0 66.5] 63.1
Women ( %) 53.4[51.9 44.8[40.5 470[425t0 683[6.0t0 N/A
to 54.8] 049.1] 51.6] 98.6]
Race/ethnicity
(%)
Hispanic 172142 12.8[102 148[121t0 12[02to N/A
to 20.5] t0 15.8] 18.0] 6.7]
Non-Hispanic 6.0[4.7t0 5.6[43t0 6.3[47t0 6.5[1.5t0 NJ/A
Asian 7.7] 71] 8.2] 23.9]
Non-Hispanic 9.8[78to0 15.5[12.3 11.0[8.6to 8.0[19t0 N/A
Black 12.2] to 19.5] 14.0] 27.5]
Non-Hispanic 63.2[58.8 62.1[56.6 64.5[595t0 76.9[43.0 N/A
White 0 67.3] 10 67.3] 69.3] 10 93.6]
Other 39340 4031w 34[23t0 75[05t0 N/A
(including 4.5] 5.3] 4.9] 59.0]
multiracial)
Systolic blood 112.8 143.3 1271 (1264 1293 128
pressure (mm [112.4 to [142.41t0 10 127.8] [127.6 to o1
Hg) 113.2] 144.2] 131.0]
Diastolic 68.3[679 82.6[81.6 816[8ll1to 78.2[729 813
blood t0 68.7] to 83.5] 82.2] to 83.5] 84.5
pressure (mm

Hg)
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BMI (Kg/m=)  28.2(2/9

o0 28.6]
HbA1c ( %) 54[54t0
5.5]
Total 1859
cholesterol [184.1 to
(mg/dL) 187.7]
HDL 55.1[54.2

cholesterol to 56.0]
(mg/dL)

Non-HDL 130.8
cholesterol [129.0 to
(mg/dL) 132.6]

PCE 10-year 5.5[5.1to
ASCVDrisk, % 5.9]

PREVENT 10- 3.4([3.2t10
year CVDrisk, 3.6]
%

PREVENT 30- 14.2[13.6
year CVDrisk, (o 14.9]
%

Cardiovascular

risk factors (

%)

Obesity ( %) 32.6[303
t0 35.0]

Diabetes ( %) 10.7[9.8
to 11.7]

CKD ( %) 9.1[8.1to
10.2]

CVD ( %) 6.2[531t0
7.2]

3U.1 [29./
0 30.4]

6.0[5.9 to
61]

2013
[198.4 to
204.2]

54.7[53.3
0 56.1]

146.6
[143.5 to
149.6]

16.3[15.0
t0 17.7]

92[8.6t0
0.8]

28.8[28.0
0 29.6]

442 [40.7
to 47.6]

31.7[29.6
to 33.9]

32,6304
t034.9]

20.3[18.2
t0 22.7]

31.2 |3U.b O
31.9]

55[5.4to
5.5]

204.0[198.7
10200.2]

542[52.7 to
55.8]

149.7 [144.6
1o 154.8]

3.2[3.0to
3.5]

242310
2.5]

144140 to
14.9]

51.8 [46.7 to
56.8]

NJA*

32.22/9
10 36.4]

5.6[5.4to
5.9]

189.2
[159.1 to
219.2]

50.3 [37.5
t063.1]

138.9
[114.6 to
163.2]

7963 to
9.5]

80[78 to
81]

30.1 [28.2
to 32.1]

708 [11.1
t0 97.9]

e ]

ACC: American College of Cardiology; AHA: American Heart

Association; CVD: Cardiovascular disease; CKD: Chronic kidney
disease; PCE: Pooled Cohort Equations; PREVENT: Predicting Risk of

Cardiovascular Disease Events.

Values are presented as survey-weighted means (for continuous

variables) and proportions (for categorical variables) with 95 %

confidence intervals.

28.1
30.¢

5.6
5.7]

206
to2

471
54.¢

159
o1

9.5
10.7

6.5
6.8]

28.(
292

N/A

These characteristics warrant initiation of pharmacotherapy in both

guidelines even if only stage 1 hypertension is present.

Compared with the 2017 guidelines, a higher proportion of
middle-aged adults would be eligible for treatment by the 2025

if adults with lower-risk stage 1 hypertension were eligible for

eventual treatment due to an unsuccessful 3-6 month trial of
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lifestyle modification (Fig. 2A). For adults aged 40, 50, and 60
years, estimated eligibility with the 2017 vs 2025 guidelines
would be 13.5 % vs 34.4%,20.8 % vs 40.7 %, and 28.3 % vs 39.0 %,
respectively. Conversely, a similar proportion of older adults
would be eligible for treatment by both guidelines. For adults
aged 70 years, eligibility would be 49.2 % vs 52.0 % respectively.

Panel A: Eligibility across the spectrum of age

Fropecson of US sewn

Estimatnd difference in eligibility (%) 2 e N RN

Download: Download high-res image (1IMB)

Download: Download full-size image

Fig. 2. Proportion of concordant & discordant class [
recommendations for initiating pharmacological treatment
according to the 2025 and 2017 AHA/ACC guidelines. Panels A
and B contrast eligibility proportions by each guideline across the
spectrum of age and body mass index (BMI), respectively. The
shaded area in both panels depicts the weighted distribution of
both variables. Panel C shows differences in eligibility between
2025 (assuming insufficiency of lifestyle modification for low-
risk stage 1 hypertension) and 2017 across the spectrum of age
and BML Panel A: Eligibility across the spectrum of age, Panel B:
Eligibility across the spectrum of BMI, Panel C: Differences
between the 2025 and 2017 across the combined spectra of age
and BML

Additionally, a greater proportion of adults with obesity would
be eligible for treatment initiation based on the treatment
recommendation for lower-risk stage 1 hypertension (Fig. 2B). At
a BMI of 30, 35, and 40, the proportion eligible was 21.4 % vs 33.0
%, 221 % vs 37.7 %, and 22.3 % vs 39.4 % respectively. Differences
by age-BMI were complementary (Fig. 2C).

4.1. Eligibility for intensification of pharmacological
treatment

A total of 31.6 million US adults aged >20 years without CVD or
CKD reported use of medications for pharmacological BP-
lowering. Of these, 55.0 % [95 %CI: 51.3 to 58.7 %], representing
17.4 million, had a BP of above 130/80 mm Hg; 17.6 % [95 %CI:
14.7 to 20.9 %], representing 5.6 million, had a BP of 120-129/<80
mm Hg; and 27.3 % [95 %CI: 23.1 to 32.0 %], representing 8.6
million, had a BP of <120/80 mm Hg. Older persons (60.9 %), Non-
Hispanic Black persons (65.7 %), and Asian persons (63.7 %) had
the highest prevalence of BP above 130/80 mmHg (Fig. 3 and
Supplementary Table 2). In a sensitivity analysis limited to the
2017-2020 survey cycle (after release of the 2017 guidelines), the
proportion of adults with a BP above 130/80 mm Hg was 54.3 %
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Fig. 3. Blood pressure control among US adults being treated for
hypertension according to the 2025 AHA/ACC guidelines, Higher
10-year risk is determined by a predicted risk 27.5 % by PREVENT,
These data exclude patients with established cardiovascular
disease (defined as M, stroke, CAD, or HF) and chronic kidney
disease (defined as an <60 mL/min/1.73 m2 or a urine albumin-
creatinine ratio >30mg/g), as the 2025 guidelines do not
explicitly endorse treatment intensification with a goal of
<120/80 mmHg in these subgroups.

Among adults with CVD receiving antihypertensive medications
(N = 14.0 million), the proportion with a BP above 130/80 mmHg
was 62.5 % [95 %Cl: 58.4 to 66.4 %] Among adults with CKD (N =
17.0 million), the proportion with a BP above 130/80 mmHg was
66.6 % [95 %Cl: 61.3 to 71.6 %]. Overall, among all adults
(including those with CVD or CKD) currently being treated for
hypertension (N = 58.0 million), 59.8 % [95 %Cl: 57.7 to 61.9 %] did
not meet the recommended BP goal of <130/80.

5. Discussion

Depending on the success of lifestyle modification for lower-risk
stage 1 hypertension, the effect of the 2025 AHA/ACC guidelines
expands eligibility for treatment of hypertension to as many as
19.0 million additional adults. The majority of this expansion
occurs in adults with obesity and younger and middle-aged
adults. Among those with hypertension on treatment, over half
have yet to meet the prior goal of <130/80 mm Hg, and only 1 in
4 are meeting the new preferred target of <120/80 mm Hg.

Most of the expansion in treatment recommendations is driven
by the new recommendation to initiate pharmacological
treatment in lower-risk (i.e., 10-year risk <7.5 % by PREVENT)
adults with stage 1 hypertension in whom a 3-6 month lifestyle
intervention is insufficient. Multiple clinical trials have shown
that lifestyle modification can result in meaningful reductions in
BP, including weight loss, reductions in dietary sodium and
alcohol, increases in dietary potassium, and exercise [2,9].
Unfortunately, a large proportion of patients with hypertension
report never being counseled on appropriate lifestyle

e .. - .1 B 'R s I ~
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MOaIrcarions. FUrtner, Structural barriers INCluding 1ack or access
to healthy food or safe spaces to exercise, time constraints, and
low health literacy pose substantial barriers to effective
implementation of lifestyle changes [[10], [11], [12]].

A key finding of this study is that middle-aged adults (age 35-55)
experienced the greatest expected increase eligibility for
pharmacological treatment assuming a 3-6 month trial of
lifestyle changes are insufficient. Under the prior guideline, these
adults did not have sufficiently high risk predicted by the PCE to
meet criteria to initiate pharmacological treatment. In contrast,
the proportion of older adults eligible to initiate pharmacological
treatment is nearly identical under both guidelines, likely
because an age >65 was considered a risk-enhancing risk factor
under older guidelines that merits treatment initiation in stage 1
hypertension regardless of calculated risk. Multiple studies
support the long-term, cumulative risk of prolonged exposure to
high blood pressure [[13], [14], [15], [16]]. Promoting earlier BP-
lowering may reduce this cumulative exposure and thus mitigate
the long-term cardiovascular risk posed by elevated BP.

The reason for the increase in eligibility among people with
obesity is twofold. First, persons with obesity are more likely to
have stage 1 hypertension, which may merit treatment in the
new guidelines even with a lower 10-year predicted risk. Second,
unlike the PCE, the PREVENT calculator accounts for BMI and
produces higher 10-year risk estimates for persons with obesity.
An important related development has been the approval and
wider use of effective weight-loss medications which also
substantially reduce BP in persons with obesity [17,18]. These
medications, notwithstanding concerns about wider access and
long-term affordability, will complement current use of anti-
hypertensive medications and help control elevated BP in a
substantial proportion of obese people.

This analysis also highlights the ongoing gaps in hypertension
control amongst patients already on therapy. Only around half of
patients with hypertension had achieved a BP <130/<80, and
around 1 in 4 had achieved the new preferred goal of <120/80.
Closing this gap will likely require a multifaceted approach,
including public health measures such as wider use of salt-
substitutes [19], optimizing use of currently-available
medications such as fixed-dose combination pills [20], and the
use of novel long-acting treatment options where clinically
appropriate [21].

An important novel aspect of the 2025 guidelines is the use of
the race-agnostic PREVENT. Previous data has shown that
PREVENT yielded lower ASCVD risk estimates than PCE, with the
difference being largest among Black persons [22]. These findings
lead to concerns that usage of PREVENT would lead to lesser
utilization of preventive therapies in Black patients. In the
present analysis, the percentage change in eligibility was largely
similar between Black and White persons (0 % and -0.3 %
respectively). It is important to note that PREVENT-based risk
estimates are only relevant for eligibility among adults with
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stage 1 hypertension, among whom immediate treatment
eligibility is determined by 10-year risk estimates. Increases in
eligibility by sex were also comparable (0.1 % and -0.4 % for
females and males respectively).

A recent commentary by Zhang and An also sought to analyze
the projected impact of the 2025 AHA/ACC guideline, finding
26.8 million additional adults may be eligible to initiate
pharmacological measures to lower BP if a trial of lifestyle
interventions proves insufficient [23]. Our analysis provides
important additional context by identifying that most of this
population consists of middle-aged adults, particularly those
with obesity. The present analysis also provides data stratified by
sex, race/ethnicity, and comorbidity status. Further, we also
tackle the burden of above-goal BP among those already taking
anti-hypertensive medications, which was beyond the scope of
the aforementioned analysis.

5.1. Limitations

This analysis has several limitations. First, although BP was taken
as the average of 3 measurements, these measurements occurred
during a single visit. Second, data from ambulatory and/or home
BP measurements, which are recommended by current
guidelines, were not available, Third, treatment of hypertension
was self-reported, which may introduce misclassification. Fourth,
it was difficult to estimate the proportion of adults with lower-
risk stage 1 hypertension for whom lifestyle modification would
be sufficient, and we therefore could only provide 2 sets of
estimates representing the two extreme possibilities, However,
the actual proportion likely lies in between these 2 extremes,
Further, implementation of the new guideline recommendations
in daily practice is likely to be subject to several limitations,
including clinical inertia and delays in embedding risk
calculators within the electronic medical record. As such, the
projections studied here are unlikely to be realized to their full
extent. Furthermore, many physicians and patients may be
reluctant to start pharmacological treatment for low-risk stage 1
hypertension, even if lifestyle changes prove insufficient. Patient-
centered discussions regarding the benefits of starting
antihypertensive medications in this setting will be important to
ensure appropriate uptake.

6. Conclusion

Application of the 2025 AHA/ACC guidelines for the management
of high blood pressure may increase eligibility for hypertension
treatment by up to 19.0 million additional adults, depending on
the success of lifestyle modification for lower-risk stage 1
hypertension. Increases in treatment eligibility are most
pronounced among middle-aged and obese adults. Given the lack
of blood pressure goal attainment in those already on treatment,
achieving hypertension control in this expanded population will
require substantial public health efforts.
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