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Without doubt, hypertension is a leading cause of mortality and
morbidity and a risk factor for coronary heart disease, heart failure, ce-
rebrovascular and chronic kidney disease. Seen the major impact of hy-
pertension in the reduction of cardiovascular disease (CVD), many
cardiology societies focused on the development of guidelines to assure
optimal management. Based on major follow-up studies [1,2] that
showed significant association between increased cardio-vascular risk
and blood pressure (BP) higher than 130/80 mmHg, the American Heart
Association/American College of Cardiology (AHA/ACC) changed the BP
thresholds for diagnosis and treatment [3]. In the 2017 AHA/ACC
guideline the cut-off value for the definition of hypertension is
�130/80 mmHg, with hypertension grade 1 defined between 130 and
139/80–89 mmHg [3]. Compared to these cut-offs, in the 2020 Inter-
national Society of Cardiology (ISH) global hypertension practice
guideline as well as in the European Society of Cardiology/European
Society of hypertension (ESC/ESH) recommendations, the definition of
hypertension is �140/90 mmHg [4,5].

The emerging question is the potential impact of this change in
definition and the resulting benefit/harm ratio. The first novelty gener-
ated refers to a variation in the overall prevalence of hypertension from
32% when the BP threshold was �140/90 mmHg to 46% when it is
lowered to �130/80 mmHg [6,7]. Moreover, the most important effect
rests the impact on the reduction of CV events in subjects with
BP> 130/80mmHg and a CVD risk higher than 10% that will beneficiate
earlier from BP-lowering medication. However, there exists the risk of
overdiagnosis and overtreatment of young adults who do not meet the
criteria for prescribing antihypertensives, namely those with a CVD risk
lower than 10% and no history of chronic kidney disease, diabetes
mellitus, or CV events. Notwithstanding, the number of subjects using
antihypertensive drugs among US adults increased only slightly after the
2017 ACC/AHA hypertension guideline, precisely an increment
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estimated at 2%, as not all subjects with mild hypertension need treat-
ment, but only those at high risk for CVD [6]. On the other hand, one
study showed that the ACC/AHA BP definition helped to identify young
adults at higher risk for CVD [8].

Basedona systematic reviewofSundstr€om[9],7.8%ofpeoplewithnew
diagnosedhypertensionaccording to thenewACC/AHAguidelinewill have
a modest benefit translated into an absolute reduction of CVD events by
1.4% for thosewith a baseline 10-year risk ofCVDof 10–15%,while around
17%, represented by those with a risk >15%, will have a large benefit (a
reduction of the absolute CVD risk between �2.41% and�3.84%).

But are there also possible incremental harms that may result from the
new thresholds?

At least three drawbacks result from the new definition of hyper-
tension and the increasing number of subjects needing antihypertensives.
Firstly, there is a vicious cycle between hypertension and anxiety,
knowing that anxiety predispose individuals to develop high BP and the
diagnosis of hypertension on its turn induces anxiety, even if by an in-
direct effect [10]. Labelling especially young people with a chronic
diagnosis induces anxiety and depression compared with those without a
diagnosis of hypertension. Secondly, newly treated patients or those with
intensified are at higher risk to experiment inconvenient related to
therapy and polypharmacy. In the SPRINT trial, on which 2017
ACC/AHA mostly basis, lower BP targets resulted in adverse events such
as syncope or acute kidney injury [1].

In accordance with the Hippocratic “primum non nocere”, a main
focus must be put on protection of patients from complications. Unlike
the ISH and ESC/ESH guidelines which take more personalized BP
thresholds according to age, the ACC/AHA recommends similar BP cut-
offs irrespectively of age, excepting those �65 years where the
threshold of SBP is set at <130 mmHg. Although SPRINT [1] and HYVET
[2] trial included a great proportion of elderly subjects, supporting the
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use of antihypertensives to reduce the risk of death, stroke or heart
failure, these data are not supported by metanalysis, which determined
other hypertension societies to be more prudent [11]. In elderly the side
effects of an intensified treatment could be numerous predominantly in
those frail subjects, systematically excluded from existing studies. The
real benefits of such treatment in this category is unknown as evidences
come from old individuals, but without frailty, meaning that we may
underestimate the risk of side effects resulting from the new definition.
Patients and physicians should put in balance the benefits and risks
altogether in a team about the opportunity to initiate treatment and its
intensity. If the subject has defined CVD or high risk for CVD, the evi-
dence favors treatment, but if none of the above are encountered po-
tential benefits and harm should be discussed.

Thirdly, the costs of treating an increasing number of hypertensives
puts supplementary stress on healthcare insurance systems, mainly in
poor countries. The impossibility to assure continuity of treatment
through insurances will lead to treatment discontinuation and evenmuch
harm in those treated with drugs having significant rebound effects after
cessation.

How we should protect patients from complications? The first and
most important step remains the identification of subjects with high CV
risk who would have benefits rather than raising adverse effects; there-
fore this target population should be a priority for intensive treatment.
Accurate assessment of CV risk is essential in order to avoid over-
treatment. If the 2017 AHA/ACA guideline recommend the Atheroscle-
rotic Cardiovascular Disease Risk (ASCVD) calculator, the ESC guideline
utilize the Systematic Coronary Risk Evaluation (SCORE) based on a
large representative European cohort of subjects. SCORE permits the
addition of correction factors in order to reflect CV risk in the first gen-
eration of immigrants to Europe, compared with ASCVD calculator,
which admits the highest risk in certain ethnic groups, but does not have
the possibility to refine the score with additional variables. Also, the
European guideline gives more attention to the assessment of
hypertension-mediated organ damage and their impact on CV risk, as-
suring a more refined global risk. These differences in the assessment of
CV risk could furthermore impact the proportion of people treated with
antihypertensives and therefore the adverse effects.

Apart from a correct evaluation of the CV risk, physicians can protect
patients from adverse effects by taking sufficient time to discuss lifestyle
modifications they should adopt, as many subjects with grade 1 hyper-
tension need only changes of lifestyle, as well as the majority of those
with uncontrolled hypertension.

Despite the tendency of the AHA/ACC guideline to “fit all into one
size” with the aim to prevent CV events, only individualized treatment
differentiated upon age, clinical status, organ damage or other conditions
can respond to the needs of the individual. ESC/ESH hypertension
guideline, unlike ACC/AHA recommending similar BP targets across all
ages, indicates in older adults (�65) a BP of less than 140/90 mmHg
compared with those < 65 years old where a BP between 120 and 129/
70–79 is targeted. The cautiousness of the European guidelines derives
from the observation that some old individuals can reach a BP of less than
130/80 mmHg, but others with low vascular compliance and high pulse
pressure may not, essential aspect as these were excluded from SPRINT or
HYVET studies because presented orthostatic hypotension. Albeit setting
different BP targets across ages is still debatable, as systematic reviews of
controlled, randomized trials do not support the recommendations [11],
this remark being valid also for diabetes mellitus [12]. Both European
and American guidelines ascertain that tolerability to treatment and
biological age are of uppermost importance in BP management.
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All recommendations, either coming from the European or the
American continent are only a guide for physicians' daily practice and not
a substitute of clinical judgment and good communication with patients.
The best manner to protect our patients remain the engagement of the
individual in the treatment of the disease, without neglecting that the
biggest issue to achieve proper BP control rests the unwillingness to
adopt healthy lifestyles. This goal can be achieved only if health-care
related personnel takes more time to discuss and debate with the pa-
tient instead of prescribing more drugs.
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