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Hypertension is the most commonly encountered 

medical condition in clinical setting. Being a risk 

factor for myocardial infarction, stroke, and 

chronic renal failure, it warrants early recognition 

and optimal management [1, 2].   

The Joint National Committee on Prevention, 

Detection, Evaluation, and Treatment of High 

Blood Pressure (JNC) of the United States has 

provided guidelines for the management of 

hypertension since 1976. In December 2013, 

after a hiatus of ten years, 8th revision of the 

guidelines for the management of hypertension, 

also called JNC 8, were published. Unlike the 

previous revisions, the committee based its 

recommendations solely from the evidence 

gleaned from randomized clinical trials 

consistent with the standards set by the United 

States' Institute of Medicine for guideline 

development. The principle questions addressed 

by these guidelines are: when to initiate 

treatment, how low to aim for, and which 

antihypertensive medications to use.  

JNC 8 contains nine recommendations and one 

corollary recommendation. Each 

recommendation is graded based on the strength 

of the evidence available. Although the bulk of 

JNC 7 (7th revision of the JNC guidelines 

published in December 2003) [3] was left intact, 

some important changes introduced in the JNC 8 

include: 

1. Raising the systolic blood pressure (SBP) 

goal from 140 mm Hg or less to 150 mm Hg 

or less in adults aged 60 or more (Strong 

recommendation - Grade A). 

2. Blood pressure goal of 140/90 mm Hg or 

less in those with diabetes or with chronic 

kidney disease (Expert opinion - Grade E). 

3. Thiazide-type diuretics, calcium-channel 

blockers, angiotensin-converting enzyme 

(ACE) inhibitors or angiotensin receptor 

blockers (ARBs) are now the initial choice 

of therapy. Thiazide-type diuretics are no 

longer the only preferred drug of choice. 

Beta blockers have been removed from the 

initial choice of therapy due to evidence 

showing lower efficacy at increased risk of 

adverse events compared to the other agents. 

(Moderate recommendation – Grade B) 

The most significant change made by the JNC 8 

panel is in setting a higher SBP target for adults 

age 60 or older. The previous SBP goal of 140 

mm Hg or less was difficult to achieve with anti-

hypertensive mono-therapy and physicians have 

been reluctant to use multiple agents to achieve 

this goal because of the increased risk of adverse 

effects, particularly falls [4]. But now with a 

higher SBP target, achieving the blood pressure 

target will be easier. However, the randomized 

clinical trials used to formulate this 

recommendation may not represent the real world 

experience, and because older studies focused 

primarily on diastolic pressure, strong evidence 

on systolic pressure was not available. 

Additionally, a large meta-analysis of clinical 

trials showed that a reduction in SBP of even 10 

mm Hg lowers the risk of coronary heart disease 

events by 22% and of stroke by 41% up to a SBP 

of 110 mm Hg [5]. Some studies have also 

proposed that undetected high blood pressure, 

rather than antihypertensive drugs, is a cause of 

orthostatic hypotension and falls in older age 

group [6]. With the possibility that a SBP goal of 

less than 140 mm Hg may provide a clinically 

important benefit, a corollary recommendation 

based on expert opinion was made which states 

that if a blood pressure of less than 140/90 mm 

Hg is achieved without undue burden from 

treatment related side-effects, treatment does not 

need to be adjusted.    

For patients with diabetes, the JNC 8 panel 

decided to base recommendations on the results 

of the Action to Control Cardiovascular Risk in 

Diabetes—Blood-pressure-lowering Arm 

(ACCORD-BP) trial. ACCORD-BP trial showed 

no differences in outcomes with a SBP goal 

lower than 140 mm Hg vs. lower than 120 mm 

Hg after a mean follow-up of 4.7 years with 

serious adverse effects more frequently seen in 

the intensive therapy group [7]. However, it is 

plausible that a trial with a higher risk population 

might have shown a more pronounced benefit 

[8]. The rationale behind raising the target for 

patients with chronic kidney disease from 130/80 

mm Hg set by JNC 7 was insufficient evidence of 

any additional benefit on outcomes when 

compared with a goal of less than 140/90 mm 

Hg. In persons with chronic kidney disease, SBP 

is refractory to antihypertensive therapy because 
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 of large artery stiffness associated with reduced 

kidney function and thus a combination of 

antihypertensive medications are used in an 

attempt to achieve good SBP control in this 

population. However, this is also accompanied by 

large decreases in diastolic blood pressure and 

wider pulse pressures. With studies linking 

lowering of diastolic blood pressure to 85 mm Hg 

or less with a higher risk of death and adverse 

cardiovascular outcomes [9], the higher target 

recommended by JNC 8 will lessen the risk by 

obviating the need for multiple antihypertensive 

medications. 

Under JNC 8, thiazide-type diuretics, ACE 

inhibitors, ARBs, and calcium channel blockers 

are now the initial therapy of choice. All these 

drug classes have comparable outcome benefits 

with the exception of heart failure for which 

thiazide-type diuretics are superior to the other 

three classes [1][10]. With most patients 

requiring two or more drugs to achieve target 

blood pressure, a combination of drugs from 

these four classes has not only demonstrated a 

more efficacious response but also reduced 

adverse effects. For example, ARBs when 

combined with thiazide diuretics can improve the 

latter’s safety profile [11-12].  

The JNC panel with these new guidelines has 

aimed to simplify recommendations and clarify 

goals for primary care providers thereby making 

treatment standards more understandable and 

uniform. However, JNC 8 does not address all 

the relevant issues related to management of 

hypertension. For instance, it is unclear if 

patients with history of stroke should have blood 

pressure target similar to patients without stroke. 

Hypertension is a well-established modifiable 

risk factor for stroke and  new recommendations 

may have a significant impact on the incidence of 

stroke. Although JNC 8 has set a new precedent 

in the formulation of guidelines by adhering only 

to the highest-quality evidence, 5 of their 10 

recommendations were based on expert opinion. 

This highlights the need for larger randomized 

controlled trials to compare different blood 

pressure thresholds in various patient 

populations. While these guidelines provide 

important tools for decision making, it is 

important that physician and patients should 

work together to establish treatment goals based 

on the best evidence and patient's preferences. 

 

REFERENCES 

 
1. James PA, Oparil S, Carter BL, Cushman WC, 

Dennison-Himmelfarb C, Handler J, et al. 2014  

evidence-based guideline for the management of high 

blood pressure in adults: report from the panel members 
appointed to the Eighth Joint National Committee (JNC 

8). JAMA 2014; 311:507-20. 

2. Global Atlas on Cardiovascular Disease Prevention and 
Control. Mendis S, Puska P, Norrving B editors. World 

Health Organization, Geneva 2011. 

3. Chobanian AV, Bakris GL, Black HR, Cushman WC, 
Green LA, Izzo JL Jr, et al. Seventh report of the Joint 

National Committee on Prevention, 

Detection, Evaluation, and Treatment of High Blood 
Pressure: the JNC 7 report. JAMA 2003; 289:2560-

2572.  

4. Ofili EO. Dispelling the myth of “aggressive” 
antihypertensive therapy. J Clin Hypertens 

(Greenwich) 2006; 8(1 Suppl 1):4-11. 

5. Law MR, Morris JK, Wald NJ. Use of blood pressure 
lowering drugs in the prevention of cardiovascular 

disease: meta-analysis of 147 randomised trials in 

the context of expectations from prospective 
epidemiological studies. BMJ 2009; 338:b1665. 

6. Harris T, Lipsitz LA, Kleinman JC, Cornoni-Huntley J. 

Postural change in blood pressure associated with age 
and systolic blood pressure. J Gerontol 1991; 46:M159-

M163.  

7. Cushman WC, Evans GW, Byington RP, et al., 
ACCORD Study Group. Effects of intensive blood-

pressure control in type 2 diabetes mellitus. N Engl J 
Med 2010; 362:1575–1585.  

8. Nilsson PM. ACCORD and Risk-Factor Control in 

Type 2 Diabetes. N Engl J Med 2010; 362:1628-1630. 
9. Peralta CA, Shlipak MG, Wassel-Fyr C, Bosworth H, 

Hoffman B, Martins S, et al. Association of 

antihypertensive therapy and diastolic hypotension in 
chronic kidney disease. Hypertension 2007; 50:474-480. 

10. Fretheim A, Odgaard-Jensen J, Brørs O, Madsen 

S, Njølstad I, Norheim OF, et al. Comparative 
effectiveness of antihypertensive medication for 

primary prevention of cardiovascular disease: 

systematic review and multiple treatments meta-
analysis. BMC Med 2012;10:33.  

11. Gradman AH, Basile Carter BL, Bakris GL and on 

behalf of the American Society of Hypertension Writing 
Group. Combination therapy in hypertension. J Clin 

Hypertens 2011; 13:146-154. 

12. Weber MA, Schiffrin EL, White WB, Mann 
S, Lindholm LH, Kenerson JG, et al. Clinical practice 

guidelines for the management of hypertension in the 

community. J Clin Hypertens 2014; 16:14-26.  
 

 

 

http://www.jpmsonline.com/
http://www.ncbi.nlm.nih.gov/pubmed?term=Ofili%20EO%5BAuthor%5D&cauthor=true&cauthor_uid=16415635
http://www.ncbi.nlm.nih.gov/pubmed/16415635
http://www.ncbi.nlm.nih.gov/pubmed/16415635
http://www.ncbi.nlm.nih.gov/pubmed?term=Fretheim%20A%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Odgaard-Jensen%20J%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Br%C3%B8rs%20O%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Madsen%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Madsen%20S%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Nj%C3%B8lstad%20I%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed?term=Norheim%20OF%5BAuthor%5D&cauthor=true&cauthor_uid=22480336
http://www.ncbi.nlm.nih.gov/pubmed/?term=Comparative+effectiveness+of+antihypertensive+medication+for+primary+prevention+of+cardiovascular+disease%3A+systematic+review+and+multiple+treatments+meta-analysis

