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Updates in Hypertension Guidelines: 
Translating Evidence into Practice

TARGET AUDIENCE: Pharmacists and pharmacy technicians with an interest in 
primary care.

ABSTRACT: Hypertension remains the most prevalent modifiable risk factor for 
cardiovascular morbidity and mortality worldwide. New clinical trial evidence and 
evolving perspec�ves on cardiovascular risk assessment con�nue to shape 
treatment recommenda�ons in a rapidly evolving landscape. The 2025 American 
Heart Associa�on, American College of Cardiology, and American Society of 
Hypertension guideline update provides refined targets for blood pressure 
management, updated pharmacologic recommenda�ons, greater emphasis on 
individualized pa�ent care strategies, and lifestyle modifica�ons. These updates 
are especially important for pharmacists and pharmacy technicians, who 
frequently serve as the most accessible healthcare professionals for pa�ents 
managing chronic condi�ons. This con�nuing educa�on ac�vity reviews recent 
guideline changes, explores their clinical implica�ons, and offers prac�cal 
strategies to integrate them into pharmacy prac�ce. Through case-based 
explora�on, workflow applica�ons, and safety considera�ons, learners will 
translate evidence into prac�ce to op�mize hypertension outcomes.
FACULTY: Michael Vessicchio, PharmD is a Community Pharmacy Manager and Adjunct Professor at 
the University of Saint Joseph School of Pharmacy in Connec�cut.

FACULTY DISCLOSURE: The authors have no financial rela�onships with an ineligible company.

DISCLOSURE OF DISCUSSIONS of OFF-LABEL and INVESTIGATIONAL DRUG USE: This ac�vity may 
contain discussion of off label/unapproved use of drugs. The content and views presented in this 
educa�onal program are those of the faculty and do not necessarily represent those of the UConn 
School of Pharmacy and Pharmaceu�cal Sciences. Please refer to the official prescribing informa�on 
for each product for discussion of approved indica�ons, contraindica�ons, and warnings.

INTRODUCTION
It’s a busy Monday at The Friendly Fill pharmacy. The pharmacy’s cer�fied 
technician, Olivia, opens the door at 8 A.M. and three pa�ents are wai�ng. 
Thomas “Call me Buddy” Thornton says he’s in a hurry because he needs to be at 
work by nine. Mrs. Lawrence, who walks with a cane, says she’s in no hurry and 
will sit in the wai�ng area. Ms. Vasquez slides in next to Mrs. Lawrence, saying, 
“Don’t you live in my neighborhood?” Olivia determines what each one needs or 
wants and tells pharmacist Travis, “Brace yourself! It’s already busy and it’s going 



to be a hypertension haven today!” Travis responds with, “So 
what’s new?”

Hypertension con�nues to pose a cri�cal public health challenge. 
Elevated blood pressure (BP) affects approximately 122 million 
adults in the United States (U.S.), nearly half of the adult 
popula�on.1 Despite the availability of effec�ve therapies, control 
rates remain subop�mal, with fewer than half of pa�ents 
achieving recommended targets.2 Poor BP control contributes 
significantly to preventable cardiovascular morbidity and 
mortality, including myocardial infarc�on, stroke, heart failure, 
and chronic kidney disease (CKD) progression.3

Clinical guidelines are essen�al tools to translate emerging 
research into ac�onable prac�ce standards. The 2025 American 
Heart Associa�on, American College of Cardiology, and American 
Society of Hypertension (AHA/ACC/ASH) guideline update reflects 
ongoing reassessment of evidence, integra�on of trial data, and 
refinement of treatment algorithms to address persistent gaps in 
care.4 For pharmacists and pharmacy technicians, understanding 
these updates is vital not only for accurate dispensing and 
counseling but also to improve pa�ent adherence and safety at 
every stage of therapy.

By reinforcing this ac�vity’s objec�ves, pharmacists and 
technicians can strengthen their ability to detect medica�on-
related problems, iden�fy safety concerns, and improve long-
term pa�ent outcomes. 

BURDEN OF HYPERTENSION AND 
RATIONALE FOR FREQUENT UPDATES
Hypertension remains the leading cause of global disease 
burden, es�mated to affect more than 1.4 billion individuals 
worldwide.5 As men�oned, nearly half of the adults in the U.S. 
are living with hypertension, with dispropor�onately higher 
prevalence among Black adults and individuals from 
socioeconomically disadvantaged backgrounds.6 The financial 
burden is equally substan�al, with direct healthcare costs and 
produc�vity losses exceeding $130 billion annually in the U.S. 
alone, and es�mated to con�nue increasing.7

The epidemiology of hypertension reveals two concerning trends. 
First, prevalence increases with age, affec�ng more than 75% of 
adults older than 65 years.4 Second, awareness and control rates 
plateaued or declined over the past decade, with a substan�al 
disparity among older adults, women, and non-Hispanic Black 
adults.8 These reali�es highlight the need for renewed strategies 
to drive earlier diagnosis, improve adherence, and address 
structural health inequi�es.

Guidelines Change Frequently
Guideline commi�ees such as the AHA/ACC/ASH and 
interna�onal bodies such as the European Society of 
Hypertension (ESH) or Interna�onal Society of Hypertension (ISH) 
frequently update recommenda�ons for several reasons9:
• Evolving trial data: Landmark studies such as the Systolic 

Blood Pressure Interven�on Trial (SPRINT) demonstrated the 
benefits of more intensive blood pressure lowering, shi�ing 
treatment targets. 

• Emerging popula�ons: New evidence informs management 
for subgroups such as older adults, pa�ents with CKD, and 
individuals with diabetes.

• Medica�on landscape: The introduc�on of fixed-dose 
combina�ons, new safety signals, and expanded generics 
change therapeu�c decision-making.

• Health system priori�es: Guidelines increasingly emphasize 
team-based care and health equity to close persistent 
treatment gaps.

Pharmacists and technicians must stay current, as guideline 
recommenda�ons directly affect drug selec�on, dispensing 
pa�erns, insurance coverage, and pa�ent counseling.

Pharmacy Team Contributions in Hypertension 
Care
Pharmacists remain integral to managing hypertension, from 
ini�a�ng therapy in collabora�ve prac�ce agreements to 
monitoring adherence and managing adverse effects. Meta-
analyses consistently demonstrate that pharmacist-led 
interven�ons significantly reduce systolic blood pressure and 
improve the likelihood of achieving guideline targets.10-12

Technicians, while not prescribers, provide cri�cal support in 
ensuring accurate dispensing, preven�ng medica�on errors, and 
iden�fying red flags. Examples include13,14

• Detec�ng look-alike/sound-alike (LASA) medica�ons such as 
hydralazine and hydroxyzine

• Iden�fying inappropriate duplica�on (e.g., pa�ent receiving 
two ACE inhibitors (ACEi) from different prescribers)

• Recognizing over-the-counter (OTC) or complementary 
products (e.g., licorice, decongestants) that can worsen 
blood pressure

• Referring pa�ents to pharmacists when they report elevated 
readings during in-pharmacy screenings
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Together, pharmacists and technicians contribute to earlier 
interven�on, be�er adherence, and safer therapy. 

Given the 2025 update and persistent challenges in hypertension 
care, it is essen�al that pharmacy professionals translate 
guideline recommenda�ons into prac�cal workflows. This is the 
first major update provided by the ACC/AHA in almost a decade. 
Its importance cannot be stressed enough with the rise in 
morbidity and mortality in hypertensive pa�ents.

PAUSE AND PONDER: What are the key reasons that 
guideline commi�ees update hypertension targets more 
frequently than in the past? What causes delays?

EVOLVING BLOOD PRESSURE TARGETS
For decades, the defini�on and treatment thresholds for 
hypertension have been dynamic. The 2003 Joint Na�onal 
Commi�ee on Preven�on, Detec�on, Evalua�on, and Treatment 
of High Blood Pressure 7 guidelines classified hypertension as 
blood pressure at or exceeding 140/90 mmHg.15,16 However, the 
2017 AHA/ACC guidelines lowered the BP threshold to at or 
exceeding 130/80 mmHg, a shi� driven by data showing that 
cardiovascular risk begins at levels previously labeled as 
“prehypertension.”3

The 2025 AHA/ACC/ASH update reaffirms the upper threshold of 
130/80 mmHg for most adults, while offering nuanced 
considera�ons for pa�ent subgroups.4 European and 
interna�onal guidelines some�mes recommend slightly higher 
thresholds, but the global consensus increasingly supports earlier 
interven�on and �ghter control in high-risk groups.16,17 Most 
clinicians in the U.S. adhere to the AHA/ACC/ASH guidelines but it 
is important to be aware that the European guidelines exist.

Current Target Recommendations
The 2025 AHA/ACC/ASH update emphasizes risk-based, 
individualized targets rather than a uniform cutoff. Table 1
summarizes popula�on-specific blood pressure targets and key 
considera�ons. 

The updated AHA/ACC hypertension guideline emphasizes a shi� 
toward earlier, risk-based, and more individualized care. The 
PREVENT risk calculator is now central to guiding treatment 
decisions, replacing prior models and improving risk predic�on 
across diverse popula�ons. A blood pressure target of <130/80 
mmHg is recommended for most adults, with pharmacologic 

therapy ini�ated based on both BP level and cardiovascular risk. 
The guideline supports earlier use of combina�on therapy when 
appropriate while maintaining thiazide diure�cs, ACEis or ARBs, 
and calcium channel blockers (CCBs)as first-line agents. 
Addi�onal updates include expanded screening for albuminuria 
and primary aldosteronism, greater emphasis on standardized 
and home blood pressure monitoring, reinforcement of team-
based care, and con�nued priori�za�on of lifestyle interven�ons.

The updated guideline places greater emphasis on risk-based, 
individualized treatment decisions, making the PREVENT risk 
calculator an essen�al tool in clinical prac�ce. Unlike prior risk 
assessment models, PREVENT incorporates a broader range of 
variables to improve cardiovascular risk predic�on across diverse 
popula�ons. This enhanced stra�fica�on allows clinicians to 
be�er align pa�ents blood pressure goals and pharmacologic 
therapy with a pa�ent’s overall cardiovascular risk profile. 
Familiarity with the PREVENT calculator is cri�cal, as its 
integra�on represents a meaningful shi� in how hypertension 
management is approached in the current update.

Key Trial Evidence
SPRINT, published in 2015, was a large mul�center, randomized 
controlled study designed to evaluate whether more intensive 
SBP control would improve cardiovascular outcomes compared 
with standard treatment targets.18 The trial enrolled 9,361 adults 
aged 50 years or older with baseline SBP between 130 and 180 
mmHg and at least one addi�onal cardiovascular risk factor. 
These included clinical or subclinical cardiovascular disease 
(excluding prior stroke), CKD with an eGFR of 20 to 59 mL/min/
1.73 m², a Framingham 10-year cardiovascular risk of 15% or 
greater, or age 75 years and older. Individuals with diabetes, 
previous stroke, symptoma�c heart failure or reduced ejec�on 
frac�on, polycys�c kidney disease, or those residing in nursing 
facili�es were excluded.18

These researchers assigned par�cipants to either an intensive 
treatment strategy targe�ng SBP less than 120 mmHg or a 
standard treatment target of less than 140 mmHg.18 Achieving 
the intensive target required an average of 2.8 an�hypertensive 
medica�ons, while the standard group required 1.8 drugs. The 
treatment algorithm emphasized the use of thiazide-type 
diure�cs, par�cularly chlorthalidone, with ACEi or ARBs, CCBs 
such as amlodipine, and beta-blockers (BB) or loop diure�cs 
when appropriate.18

Table 1. Current Blood Pressure Classifications4

Category Systolic BP (mm Hg) Diastolic BP (mm Hg)

Normal <120 <80
Elevated 120–129 <80
Stage 1 Hypertension 130–139 80–89
Stage 2 Hypertension ≥140 ≥90



The primary outcome (the most important ques�on the 
researchers are trying to answer) was a composite of myocardial 
infarc�on, acute coronary syndrome, stroke, acute 
decompensated heart failure, or cardiovascular death.18 Intensive 
therapy resulted in a significant reduc�on in the primary 
composite outcome, with a 25% rela�ve risk reduc�on, and a 
27% reduc�on in all-cause mortality compared with the standard 
control group. These benefits were consistent across higher-risk 
subgroups, including adults aged 75 years and older. However, 
intensive control was associated with increased risks of 
hypotension, syncope, electrolyte abnormali�es, and acute 
kidney injury, although fall rates did not increase. SPRINT's 
implica�ons are highly relevant to contemporary prac�ce; 
intensive outpa�ent control can provide meaningful 
cardiovascular benefit in appropriately selected and closely 
monitored pa�ents. Achieving SPRINT-level targets in inpa�ent 
se�ngs is more challenging and may pose added safety concerns 
due to acute illness, fluid shi�s, and frequent medica�on 
adjustments. As a result, current recommenda�ons emphasize 
individualized BP goals and cau�ous �tra�on, especially in older 
adults and those with CKD.18

The Ac�on to Control Cardiovascular Risk in Diabetes Blood 
Pressure Trial (ACCORD BP), published in 2010, was a major 
randomized controlled study designed to determine whether 
intensive systolic BP control would provide addi�onal 
cardiovascular benefit in adults with type 2 diabetes.19 The trial 
enrolled 4,733 par�cipants with diabetes who were at high 
cardiovascular risk, including individuals with exis�ng 
cardiovascular disease or mul�ple risk factors. Researchers 
assigned par�cipants to either an intensive BP target of less than 
120 mmHg or a standard target of less than 140 mmHg. 
Achieving the intensive goal required an average of three or more 
an�hypertensive medica�ons, commonly including ACEi or ARBs, 
thiazide diure�cs, BBs, and CCBs. Over a median follow-up of 4.7 
years, intensive therapy successfully lowered mean SBP levels but 
did not significantly reduce the primary composite cardiovascular 
outcome (nonfatal myocardial infarc�on, nonfatal stroke, and 
cardiovascular death). There was, however, a modest but 
sta�s�cally significant reduc�on in stroke risk, which remained a 
secondary outcome benefit.19

Intensive treatment was associated with higher rates of serious 
adverse events, including hypotension, syncope, bradycardia, 
hyperkalemia, and eleva�ons in serum crea�nine.19 Compared 
with the SPRINT popula�on, ACCORD BP differed in that all 
par�cipants had type 2 diabetes, a factor believed to influence 
vascular responsiveness and cardiovascular risk profiles. The 
ACCORD BP findings contributed to more nuanced guideline 
recommenda�ons, demonstra�ng that aggressive systolic BP 
targets below 120 mmHg may not yield broad cardiovascular 
benefits in pa�ents with diabetes.17,19 As a result, prescribers 
should individualize BP goals in this popula�on based on pa�ent 
characteris�cs, comorbidity burden, tolerability, and risk of 
adverse events.

The 2021 Kidney Disease | Improving Global Outcomes (KDIGO) 
Clinical Prac�ce Guideline for the Management of Blood Pressure 
in Chronic Kidney Disease provided updated, evidence-based 
recommenda�ons emphasizing more intensive systolic BP control 
for adults with CKD not receiving dialysis.21 KDIGO recommended 
targe�ng a standardized office systolic BP of less than 120 mmHg 
for most pa�ents with CKD, based largely on findings from 
SPRINT, including its CKD subgroup. The guideline underscored 
the use of standardized BP measurement techniques, no�ng that 
nonstandardized readings, like incorrect cuff size or the pa�ent in 
improper posi�on, could lead to overtreatment and increased 
risk of adverse events. 

KDIGO con�nued to support the use of renin–angiotensin system 
inhibitors, such as ACEis or ARBs, as first-line therapy for pa�ents 
with CKD and albuminuria due to their proven renal and 
cardiovascular benefits. It recommends adding addi�onal 
medica�ons, including thiazide-type diure�cs, CCBs, and BBs, as 
needed to reach target BP based on individual pa�ent 
characteris�cs and comorbidi�es. 

The guideline emphasized lifestyle interven�ons for all pa�ents 
with CKD, including sodium restric�on to less than 2 grams per 
day, regular physical ac�vity, weight op�miza�on, and 
modera�on of alcohol intake. Importantly, KDIGO highlighted the 
need for careful considera�on in frail or elderly pa�ents, those at 
high risk of falls or orthosta�c hypotension, and individuals with 

Table 2. Blood Pressure Targets by Population (Adapted from 2025 AHA/ACC/ASH Guidelines)
Popula�on Recommended Target Special Considera�ons
General adults (<65 yrs) <130/80 mmHg If tolerated, emphasize lifestyle + pharmacologic therapy
Older adults (≥65 yrs) SBP <130 mmHg Watch for orthosta�c hypotension, frailty
Diabetes <130/80 mmHg Priori�ze ACEi/ARB if albuminuria present
CKD <130/80 mmHg Individualize, avoid overly aggressive lowering if symptoma�c
CCD <130/80 mmHg Beta-blocker and ACEi/ARB preferred first line for compelling indica�ons
Pregnancy <140/90 mmHg Labetalol, nifedipine, methyldopa; avoid ACEi/ARB
ABBREVIATIONS; ACEi = angiotensin-conver�ng enzyme inhibitors; ARB = angiotensin II receptor blockers; CCD = chronic coronary 
disease; CKD = chronic kidney disease; SBP = systolic blood pressure



advanced CKD where volume status and electrolyte 
abnormali�es may complicate aggressive BP management. 
Overall, the 2021 KDIGO guideline reinforced the value of �ghter 
BP control to reduce cardiovascular events in CKD while stressing 
individualized treatment goals, standardized measurement, and 
vigilant monitoring for poten�al harms.21

Technician Perspective: BP Measurement Accuracy
Pharmacy technicians o�en help pa�ents to measure their BP or 
guide their use of automated devices. Inaccurate readings may 
lead to inappropriate treatment changes. Key considera�ons 
include cuff size, pa�ent posi�oning, and device selec�on. Using 
the wrong cuff can alter systolic readings by up to 10 mmHg. 
Crossing legs, talking, or failing to support the pa�ents back/arm 
can falsely elevate readings. Technicians should recognize that 
wrist or finger monitors are less reliable than upper-arm devices. 
Educa�ng pa�ents on proper technique ensures that pharmacists 
and prescribers base decisions on accurate data.22

Health Equity and Population Disparities
The updated guideline places a stronger emphasis on health 
equity, par�cularly in addressing the dispropor�onate burden of 
hypertension among Black adults. Unlike prior recommenda�ons, 
race-based treatment algorithms have been removed, and 
management is now guided by individualized risk assessment 
using the race-neutral PREVENT calculator. The guideline 
recognizes that Black popula�ons experience earlier onset, 
higher prevalence, and lower rates of blood pressure control, 
driven in part by social determinants of health and structural 
inequi�es. As a result, clinicians are encouraged to incorporate 
social context into treatment decisions and to u�lize team-based, 
community-engaged strategies to improve outcomes and reduce 
dispari�es. Socioeconomic factors also affect control. Pa�ents 
with limited access to healthcare o�en delay diagnosis and 
treatment.23 Pharmacists and technicians can bridge gaps by 
offering screenings, counseling, and referral.

Cost remains one of the most significant barriers to op�mal 
hypertension care, par�cularly for low income or uninsured 
pa�ents, who may not be able to afford the out-of-pocket cost. 
Even when generic op�ons are available, the cumula�ve cost of 
an�hypertensive medica�ons, office visits, laboratory 
monitoring, and transporta�on can be prohibi�ve. Out-of-pocket 
expenses o�en compete with other essen�al needs such as food, 
housing, and childcare, leading to medica�on underuse or 
discon�nua�on. Studies consistently demonstrate that pa�ents 
with limited financial resources are less likely to achieve target BP 
levels, and cost-related nonadherence directly contributes to 
worse cardiovascular outcomes.23,24

Hypertension does not affect all popula�ons equally.23 Beyond 
race and ethnicity, geography, socioeconomic status, educa�on, 
and access to healthcare drive dispari�es. Rural communi�es 
o�en face reduced access to primary care providers and 
specialists, resul�ng in delayed diagnosis and fewer opportuni�es 

for BP monitoring or adjustment of therapy. Urban popula�ons 
may live closer to healthcare resources but face their own 
challenges, including limited access to safe spaces for physical 
ac�vity, higher exposure to environmental stressors, and greater 
difficulty affording fresh, healthy food.23 Both contexts 
underscore the reality that where pa�ents live significantly 
impacts their ability to manage chronic condi�ons.

Health literacy is another key factor in BP control. Pa�ents with 
limited understanding of hypertension may underes�mate its 
risks, fail to recognize the importance of daily adherence, or 
misinterpret instruc�ons on medica�on labels.24 Cultural 
differences and language barriers can further complicate 
communica�on, or when educa�onal materials are not tailored 
to their needs. 

Pharmacists and technicians can contribute greatly to narrowing 
these gaps. By using plain language, simplified graphics, or teach-
back methods, pharmacy teams can reinforce understanding and 
empower pa�ents to take ownership of their health. Pharmacists 
can collaborate with interpreters and community health workers 
to iden�fy relevant social and cultural factors and provide 
culturally competent care. Pharmacy technicians, who are o�en 
the first point of contact for pa�ents, are well posi�oned to 
iden�fy communica�on barriers and recognize when pa�ents 
appear confused, disengaged, or overwhelmed. Technicians can 
then refer these pa�ents to the pharmacist for addi�onal 
counseling and support.25

Community outreach also offers opportuni�es to address 
dispari�es outside the pharmacy's walls. BP screening events at 
churches, schools, and community centers allow pharmacists and 
technicians to meet pa�ents where they are, building trust in 
popula�ons that may have historical skep�cism toward 
healthcare ins�tu�ons.25 These efforts, although o�en requiring 
addi�onal �me and resources, can strengthen rela�onships, 
improve early detec�on, and ul�mately reduce long-standing 
inequi�es in hypertension care.



By acknowledging and responding to these layers of disparity, 
pharmacy teams expand their contribu�on beyond medica�on 
dispensing. They become advocates for equitable care, working 
to ensure that the benefits of updated hypertension guidelines 
reach all pa�ents, regardless of background or circumstance. 
Some prac�cal takeaways for pharmacy teams include:
• Strive for less than 130/80 mmHg in most pa�ents, but tailor 

goals based on age, comorbidi�es, and tolerance.
• Reinforce accurate measurement and pa�ent self-

monitoring.
• Use technician touchpoints (register, OTC aisles, refill calls) to 

iden�fy pa�ents with uncontrolled BP or medica�on-related 
problems.

• Consider social determinants of health when counseling 
pa�ents and refer for community resources if needed.

PAUSE AND PONDER: When considering ini�al therapy 
for a pa�ent with diabetes and hypertension, which classes of 
an�hypertensives are priori�zed, and why?

Lifestyle Modification: Foundational Therapy
Nonpharmacologic strategies remain first-line for stage 1 
hypertension and are always recommended alongside 
medica�on. Pharmacists and technicians can make valuable 
contribu�ons in guiding pa�ents to realis�c modifica�ons to their 
daily rou�ne.

Major recommenda�ons include4,20

• The Dietary Approaches to Stop Hypertension or DASH diet: 
This diet is high in fruits, vegetables, and low-fat dairy, 
reduced saturated fat.

• Sodium restric�on: Aim for less than 1,500–2,300 mg/day 
(1/4 -1/2 tsp)

• Weight loss: Pa�ents generally experience a 1 mmHg 
reduc�on per kg (2.2 lbs) lost.

• Physical ac�vity: Targe�ng at least 150 minutes/week of 
moderate ac�vity is best.

• Alcohol modera�on: Pa�ents should aim for two or fewer 
drinks/day in men and fewer than three drinks/day in 
women. (Standard drink is approximately 12 oz beer, 5 oz 
wine, or 1.5 ounces spirits.)

• Tobacco cessa�on: Although not directly an�hypertensive, 
elimina�ng tobacco reduces cardiovascular risk overall.

UPDATED PHARMACOLOGIC 
RECOMMENDATIONS 
Pharmacologic therapy remains the cornerstone of hypertension 
management when lifestyle interven�ons alone fail to achieve BP 
goals. The 2025 AHA/ACC/ASH update con�nues to endorse four 
primary classes of an�hypertensive drugs as first-line op�ons4:
1. Thiazide diure�cs
2. ACEis
3. ARBs
4. CCBs

BBs are not considered first-line except in specific popula�ons. 
Centrally ac�ng medica�ons, direct vasodilators, and alpha-
blockers are relegated to adjunc�ve roles due to safety and 
tolerability concerns.4 Table 3 outlines the key pharmacologic 
classes further. 

Table 3. Pharmacologic Classes in Hypertension (Adapted from 2025 AHA/ACC/ASH Guidelines)
Class Example Agents Pharmacist Pearls Technician Notes
Thiazide diure�cs HCTZ, chlorthalidone, 

indapamide
Chlorthalidone preferred for potency 
and dura�on

Look-alike risk: HCTZ vs hydralazine

ACEi Lisinopril, enalapril, benazepril Avoid in pregnancy; monitor for cough, 
angioedema, hyperkalemia

Sound-alike: lisinopril vs lamictal

ARBs Losartan, valsartan, olmesartan Similar efficacy to ACEis; fewer adverse 
effects

Pa�ent confusion: losartan vs 
loratadine

CCBs (DHP) Amlodipine, nifedipine ER Useful in Black adults and elderly; risk 
of edema

Confusion: nifedipine vs nicardipine

CCBs (non-DHP) Verapamil, dil�azem Use in arrhythmias; avoid in HFrEF Always double check ER vs IR 
formula�ons

Beta-blockers Metoprolol, carvedilol, atenolol Use in CAD, HFrEF, arrhythmias Watch for mix-ups: metoprolol tartrate 
vs succinate

Other agents Hydralazine, clonidine, minoxidil Adjunct only; significant adverse effects Clonidine patches: monitor removal/
applica�on dates

ABBREVIATIONS: ACEi = angiotensin-conver�ng enzyme inhibitors; ARB = angiotensin II receptor blockers; CCB = calcium channel 
blocker; DHP = dihydropyridine; non-DHP = nondihydropyridine; CAD = coronary artery disease; HFrEF = heart failure with reduced 
ejec�on frac�on; ER = extended-release; IR = immediate-release; HCTZ = hydrochlorothiazide
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Initial Therapy
The 2025 AHA/ACC/ASH guideline recommends an�hypertensive 
medica�on for all adults with average BP of 140/90 mmHg or 
higher and for selected adults with BP of 130/80 mmHg or higher 
who have clinical cardiovascular disease, prior stroke, diabetes, 
CKD, or a 10-year PREVENT risk of 7.5% or greater. Adults with 
stage 1 hypertension who have no clinical cardiovascular disease 
and a PREVENT risk below 7.5% should begin with lifestyle 
modifica�on alone, with medica�on added if BP remains at least 
130/80 mmHg a�er three to six months. For stage 2 
hypertension, the guideline recommends ini�a�ng 2 first-line 
agents of different classes, preferably as a single-pill combina�on 
to improve adherence and accelerate BP control.

Combination Therapy
For pa�ents with stage 1 hypertension, monotherapy remains 
appropriate when pharmacologic treatment is indicated 
(elevated PREVENT risk or comorbid condi�ons). However, the 
guideline reinforces that �mely escala�on to combina�on 
therapy should occur if BP targets are not achieved, rather than 
prolonged �tra�on of a single agent.4

The 2025 AHA/ACC/ASH hypertension guideline places 
significantly greater emphasis on early combina�on therapy for 
pa�ents with stage 2 hypertension. This is evident by the 
recommenda�on of rou�ne use of 2 first-line an�hypertensive 
agents of different classes at treatment ini�a�on for most 
pa�ents, par�cularly when BP is ≥20/10 mmHg above target.4

Importantly, the guideline now priori�zes single-pill, fixed-dose 
combina�on therapy over prescribing separate agents. This shi� 
reflects accumula�ng evidence that fixed dose combina�ons 
improve medica�on adherence, persistence, and speed of blood 
pressure control, all of which translate to be�er cardiovascular 
outcomes.4

Pharmacists can help pa�ents weigh risks and benefits, 
par�cularly when naviga�ng adverse effects that could reduce 
adherence (e.g., cough with ACEis, edema with amlodipine, or 
diure�c-induced electrolyte disturbances). Technicians enhance 
this process by recognizing early refill gaps or frequent OTC 
purchases (e.g., NSAIDs) that may worsen BP control.

At The Friendly Fill Pharmacy, technician Olivia is cha�ng with 
Buddy Thornton, a 48-year-old man, who is wai�ng for a refill for 
lisinopril 20 mg as she takes his blood pressure. He men�ons 
persistent headaches. Olivia recalls seeing him purchase 
ibuprofen frequently. She slips Travis a piece of paper with the BP 
reading (145/119), and Travis raises his eyebrows. When 
reviewing Buddy’s profile, he sees that Buddy’s lisinopril is his 
only an�hypertensive. Travis reviews Buddy’s BP log (Buddy 
keeps it on his phone), showing persistent readings of roughly 
150/95 mmHg. Travis also notes an amlodipine prescrip�on that 
was picked up once over a year ago but never refilled. Travis 
counsels Buddy on avoiding frequent use of NSAIDs, discusses 

combina�on therapy, and coordinates with his prescriber to add 
a diure�c (Travis learns Buddy experienced significant edema 
while on Amlodipine). The technician’s vigilance prevented a 
missed opportunity.

SPECIAL POPULATIONS
Diabetes Mellitus
Pa�ents with diabetes represent a special popula�on in 
hypertension management because chronic hyperglycemia 
accelerates microvascular and macrovascular damage, making 
them par�cularly vulnerable to renal and cardiovascular 
complica�ons. The updated guideline emphasizes a risk-based 
approach using the PREVENT calculator to guide treatment 
intensity. ACEis and ARBs are preferred because they reduce 
intraglomerular pressure, lower albuminuria, and slow the 
progression of diabe�c nephropathy when a pa�ent also has 
CKD. This renal protec�on is supported by extensive evidence 
demonstra�ng reduced proteinuria and improved long-term 
kidney outcomes with renin–angiotensin system blockade.26

When addi�onal therapy is needed, thiazide diure�cs or CCBs 
are effec�ve second-line op�ons but if CKD isn’t present all are 
deemed equally efficacious. 

Chronic Kidney Disease
In pa�ents with CKD, hypertension both contributes to and 
results from kidney dysfunc�on, crea�ng a cycle of progressive 
decline. ACEis and ARBs are founda�onal therapies in this 
popula�on because they reduce proteinuria and slow structural 
kidney damage through efferent arteriolar vasodila�on (widening 
the small blood vessels that carry blood away from the kidneys). 
However, dual blockade with an ACEi and ARB is contraindicated 
because studies such as the Ongoing Telmisartan Alone and in 
Combina�on with Ramipril Global Endpoint Trial (ONTARGET) 
have demonstrated higher rates of kidney injury, hyperkalemia, 
and hypotension without added renal benefit.27 Thiazide 
diure�cs are thought to become less effec�ve as CKD progresses 
and eGFR falls below 30 mL/min, promp�ng a transi�on to loop 
diure�cs (furosemide, bumetanide) for adequate volume control. 
However, recent evidence is beginning to poten�ally change this 
viewpoint despite more studies being needed.28 These 



pharmacologic considera�ons highlight the importance of 
individualized therapy based on kidney func�on, electrolyte 
profile, and risk of adverse outcomes.

Back at the Friendly Fill Pharmacy, Mrs. Lawrence, a 62-year-old 
Black woman with type 2 diabetes and stage 2 CKD (eGFR 58 mL/
min), is s�ll cha�ng with Ms. Vasquez but gives technician Olivia 
her blood pressure log for Travis to see. She is taking HCTZ and 
amlodipine and is 100% adherent. Travis sees that her current 
medica�ons include amlodipine 10 mg daily and 
hydrochlorothiazide 25 mg daily. Her average home BP readings 
are 156/92 mmHg. Recent labs show persistent 
microalbuminuria. At pickup, Olivia notes that Mrs. Lawrence 
refills her medica�on rou�nely, but Olivia hears Mrs. Lawrence 
tell Ms. Vasquez that she “adds salt to almost everything” 
because food tastes bland otherwise. She wonders aloud if that’s 
why her ankles swell. Meanwhile, Travis sees that this pa�ent has 
three related issues addressed by the guideline update: (1) BP 
more than 20/10 mmHg above target, and thus uncontrolled, (2) 
diabetes, and (3) albuminuria. He asks her if it’s OK to call her 
prescriber, and she says, “Fine, fine, go ahead…” and resumes her 
chat. Travis explains his concerns to the prescriber and suggests 
adding an ACEi or ARB to reduce intraglomerular pressure and 
provide renal protec�on. He also asks the prescriber to assess 
Mrs. Lawrence for CCB-related peripheral swelling or volume 
status concerns at her next visit.

When he counsels Mrs. Lawrence, Travis explains why he called 
the prescriber. He also tells her that liberal use of salt may be 
contribu�ng to increased fluid in her circula�on (a pa�ent-
friendly way to say “volume expansion”) and poor BP control. He 
says, “Sadly, people of your ethnicity tend to be more salt-
sensi�ve than other pa�ents. We know that the most you should 
use is 1,500 to 2,300 mg per day—that’s about one quarter to 
one half teaspoon.” Olivia reinforces lifestyle messaging during 
prescrip�on pickup. 

Pregnancy
Management of these pa�ents balances maternal risk reduc�on 
and fetal safety. Pa�ents within the severe-range (systolic ≥160 or 
diastolic ≥110 mmHg) should be treated promptly. Pa�ents with 
persistent readings ≥140/90 mmHg should be considered for 

treatment based on maternal risk. First-line agents in pregnancy 
include labetalol, long-ac�ng nifedipine, and methyldopa, while 
ACE inhibitors and ARBs are contraindicated because of fetal 
toxicity. Care should include fetal growth monitoring, assessment 
of maternal end-organ func�on, close coordina�on with 
obstetrics, and a clear plan for postpartum follow-up.4

Post Partum Hypertension
BP o�en changes in the first six weeks a�er delivery, and women 
with chronic or pregnancy-related hypertension require 
con�nued monitoring and management. Check BP frequently in 
the first 72 hours and arrange early outpa�ent follow up through 
six to twelve weeks. Con�nue or adjust an�hypertensive therapy 
as needed with preferred drugs that are safe for breas�eeding 
such as labetalol and nifedipine. Enalapril or captopril can be 
used with counseling about lacta�on. Watch for delayed onset 
postpartum preeclampsia up to twelve weeks post-birth and give 
clear discharge instruc�ons and a plan for follow up.4

Elderly
Effec�ve preven�on and treatment of hypertension across midlife 
and later life reduces the risk of cogni�ve decline and vascular 
demen�a. Older adults require special considera�on because 
age-related changes present addi�onal challenges. This includes 
progressive arterial s�ffness, reduced renal func�on, and an 
impaired ability to adjust BP when changing posi�ons, resul�ng 
in an increase to both their suscep�bility to hypertension and 
their vulnerability to treatment-related adverse effects. Ini�a�ng 
therapy at low doses and �tra�ng gradually is essen�al to 
minimize orthosta�c hypotension, dizziness, electrolyte 
disturbances, and falls. Evidence suggests that intensive BP 
lowering may reduce cardiovascular events in older adults, but 
healthcare providers must weigh these benefits against frailty 
and fall risk, as highlighted by contemporary trials and geriatric 
hypertension experts.29

Secondary Stroke Prevention
Controlling BP a�er an ischemic stroke or a transient ischemic 
a�ack is proven to reduce the chance of another stroke. Aim for a 
BP near 130 over 80 mmHg if the pa�ent tolerates it. Start or 
increase BP medicines as part of the secondary preven�on plan. 
Choose drugs that fit the pa�ent’s other condi�ons, for example, 
ACEis, ARBs, and thiazide diure�cs which have shown benefit in 
secondary stroke preven�on in RCTs. CCBs have limited data in 
stroke preven�on but can s�ll be used if the pa�ent requires 
addi�onal control. The care team should monitor for low blood 
pressure and signs of poor brain perfusion in pa�ents with large 
vessel disease or a recent large infarct. Work with neurology to 
set the �ming and targets a�er the acute phase.4

Black Adults
Black adults experience a dispropor�onate burden of 
hypertension, including earlier onset, higher prevalence, and 
lower rates of blood pressure control. The 2025 guideline 
removes race-based treatment recommenda�ons and instead 



emphasizes individualized, risk-based care using the PREVENT 
calculator. An�hypertensive therapy should be selected based on 
comorbid condi�ons, cardiovascular risk, and pa�ent-specific 
factors rather than race alone. The guideline also highlights the 
cri�cal role of social determinants of health, including access to 
care, medica�on affordability, and culturally competent 
educa�on, in driving dispari�es. Addressing these factors through 
team-based and pa�ent-centered care is essen�al to improving 
outcomes. Combina�on therapy is o�en required due to the high 
prevalence of salt-sensi�ve hypertension, but treatment 
selec�on should remain individualized.

Resistant Hypertension
Resistant hypertension is BP that remains uncontrolled despite 
the use of three an�hypertensive medica�ons, including a 
diure�c, at op�mal doses. Pa�ents with resistant hypertension 
represent a clinically complex popula�on because they o�en 
have underlying physiologic contributors such as excess 
aldosterone, renal disease, or sympathe�c overac�vity, a state in 
which the pa�ent’s “fight or flight” response is overreac�ve.28

Spironolactone has proven to be an effec�ve fourth-line agent 
due to its ability to antagonize aldosterone, a key driver of 
resistant hypertension, as demonstrated in the Preven�on And 
Treatment of Hypertension With Algorithm-based therapy-2 trial 
(PATHWAY-2)30

Evalua�on for secondary causes of hypertension is a cri�cal 
component of managing apparent resistant hypertension. The 
guideline recommends a systema�c workup for condi�ons such 
as primary aldosteronism, renal parenchymal disease, 
renovascular disease, and obstruc�ve sleep apnea. Early 
iden�fica�on and treatment of these condi�ons can substan�ally 
improve blood pressure control. Referral to a specialist is 
appropriate when a secondary cause is suspected or when 
hypertension remains uncontrolled despite op�mized therapy.4

Clinicians should op�mize the core an�hypertensive regimen 
before escala�on. This includes ensuring use of a long-ac�ng 
thiazide-like diure�c (chlorthalidone or indapamide) and adding a 
mineralocor�coid receptor antagonist when blood pressure 

remains uncontrolled on standard triple therapy. When using 
mineralocor�coid receptor antagonists, careful monitoring of 
kidney func�on and serum potassium is essen�al.4

The guideline does not recommend rou�ne use of loop diure�cs 
solely to offset potassium-sparing effects. However, loop diure�cs 
may be appropriate in pa�ents with reduced kidney func�on or 
volume overload, where thiazide-type diure�cs are less effec�ve 
and addi�onal control is needed.4

Pharmacist Perspective
Pharmacists can take four steps to op�mize care:
• Assess for secondary causes or adherence issues before 

intensifying therapy.
• Counsel pa�ents on adverse effects (e.g., cough with ACEis, 

edema with amlodipine).
• Encourage home BP monitoring and medica�on 

synchroniza�on.
• Evaluate drug–drug interac�ons (e.g., ACEi/ARB with 

potassium-sparing diure�cs).

Technician Perspective
Technicians frequently encounter dispensing and OTC-related 
issues that can affect hypertension management:
• Dispensing errors: Look-alike or sound-alike errors (e.g., 

HCTZ and hydralazine, losartan and loratadine) are more 
common than they should be.

• Formula�on confusion: Metoprolol tartrate vs succinate 
(short- vs long-ac�ng).

• OTC interac�ons: nonsteroidal an�-inflammatory drugs 
(NSAIDs), decongestants (pseudoephedrine, phenylephrine), 
and herbal products like ginseng or licorice can raise BP.

• Refill management: Missed refills may indicate poor 
adherence; technicians can flag for pharmacist follow-up.

By recognizing these issues and star�ng a discussion with 
pa�ents or pharmacists, technicians strengthen the pharmacist’s 
ability to provide comprehensive care.

PAUSE AND PONDER: How can technicians help iden�fy 
poten�al errors when dispensing an�hypertensive therapy, and 
how does this support pa�ent safety?

Individualized Patient Care Strategies
Hypertension is not a one-size-fits-all condi�on. Two pa�ents 
may share the same BP readings but differ in cardiovascular risk, 
comorbidi�es, socioeconomic factors, and treatment 
preferences. The 2025 AHA/ACC/ASH update underscores 
tailoring management to the individual to improve both safety 
and adherence.4 Pharmacists and technicians serve integral 
func�ons in implemen�ng this approach within the pharmacy 
se�ng.



Medication Adherence and Persistence
Up to 50% of pa�ents discon�nue their an�hypertensive 
medica�ons within the first year of treatment, a trend strongly 
linked to poor BP control and increased cardiovascular risk.31

Several factors contribute to declining adherence, including 
bothersome adverse effects, complex medica�on regimens, high 
out-of-pocket costs, and limited understanding of the long-term 
risks associated with uncontrolled hypertension. Many pa�ents 
also struggle to recognize the importance of daily adherence 
because hypertension is largely asymptoma�c, making the 
benefits of therapy feel abstract or distant compared with the 
immediate inconvenience of taking medica�ons.31

Pharmacists can help iden�fy barriers and improve pa�ent 
adherence. Medica�on synchroniza�on programs can simplify 
refill schedules and reduce gaps in therapy by aligning all 
prescrip�ons to a single pickup date.32,33 Pharmacists can also 
counsel pa�ents on managing expected adverse effects, such as 
peripheral edema from amlodipine, offering reassurance, 
recommending mi�ga�on strategies, or adjus�ng therapy in 
collabora�on with prescribers. Mo�va�onal interviewing 
techniques allow pharmacists to explore pa�ent beliefs, correct 
misconcep�ons, and support pa�ents in developing intrinsic 
mo�va�on to their own care.

Pharmacy technicians also make meaningful contribu�ons to 
adherence efforts. As the team members most frequently 
interac�ng with pa�ents at the counter or on the phone, 
technicians are o�en the first to no�ce pa�erns such as delayed 
refills, missed pickups, or pa�ent comments indica�ng confusion 
or dissa�sfac�on. They can bring these issues to the pharmacist’s 
a�en�on for �mely interven�on. Technicians also assist pa�ents 
with naviga�ng copay assistance programs if the pa�ent requires 
certain brand name medica�ons, iden�fying lower-cost generic 
op�ons, and coordina�ng insurance processes, all of which can 
reduce financial barriers and support sustained adherence. 
Together, pharmacists and technicians form an integrated 
support system that helps pa�ents overcome obstacles, 
understand their therapy, and stay engaged in long-term 
hypertension management. 

Olivia and Travis know about issues related to nonadherence; 
they see nonadherence o�en. Mrs. Vasquez is at The Friendly Fill 
Pharmacy today, and this 60-year-old woman is picking up her 

lisinopril and hydrochorthiazide refills three weeks late. Olivia 
no�ces the delay and alerts Travis, who speaks with Ms. Vasquez 
and discovers that she has been taking her medica�ons 
inconsistently because she “feels fine” and does not see an 
immediate need for daily treatment. Travis explains, 
“Hypertension is o�en ‘silent,’ meaning you don’t feel any 
different. When you don’t take daily medicine, you increase your 
risk of heart a�ack, stroke, and kidney damage even if you have 
no symptoms right now.” A�er reinforcing the importance of 
consistent daily dosing, Travis consults with the prescriber to 
ensure her regimen is op�mized. As he does, Olivia provides 
adherence tools such as a pill organizer and works on medica�on 
synchroniza�on. Olivia also asks, “When do you take your blood 
pressure?” and Ms. Vasquez admits she doesn’t have a BP 
machine and can’t afford one. Olivia says, “I see you in here 
o�en. How about you let me take it whenever you’re in the 
store?” 

Integrating Comorbidities
Pharmacists must consider comorbidi�es that significantly 
influence an�hypertensive therapy selec�on and monitoring. An 
ACEi or ARB is specifically recommended in pa�ents with 
diabetes who have albuminuria or CKD, given their ability to 
reduce progression of kidney disease and provide cardiovascular 
benefit. In the absence of albuminuria, other first-line agents may 
be used as ini�al therapy, and treatment selec�on should be 
guided by pa�ent-specific factors and blood pressure goals rather 
than diabetes alone.4

For individuals with CKD, these same drugs help slow disease 
progression, although careful monitoring of kidney func�on and 
serum potassium is essen�al. Pa�ents with heart failure benefit 
most from evidence-based BBs and ACEis or ARBs, while 
prescribers should avoid non-DHP CCBs (verapamil, dil�azem) 
due to their nega�ve inotropic effects (decrease in strength of 
cardiac muscle contrac�on).4 In older adults, heightened 
sensi�vity to adverse effects, increased fall risk, and the 
prevalence of polypharmacy necessitate cau�ous use of diure�cs 
and though�ul regimen simplifica�on to reduce treatment 
burden and improve safety.4

Patient Preferences and Shared Decision-Making
Guidelines highlight pa�ent-centered care. Adherence improves 
when pa�ents feel heard and are engaged in decisions. 
Preferences may include once-daily rather than twice-daily 
dosing, brand as opposed to generic formula�ons, and avoiding 
medica�ons that interfere with work (e.g., diure�cs in long-
distance drivers). Pharmacists can provide educa�on, while 
technicians reinforce instruc�ons during handoff at the counter, 
adding another touchpoint every �me a pa�ent receives their 
medica�ons.

Pharmacists in Team-Based Care
Pharmacists increasingly engage in collabora�ve prac�ce 
agreements and chronic disease management programs. 



Evidence shows pharmacist-led interven�ons can reduce systolic 
BP by 7 to 10 mmHg.10 Accessibility and trust equip pharmacists 
with ample opportunity to benefit the team’s future decision 
making. Responsibili�es include ini�a�ng or �tra�ng therapy 
under protocol, monitoring home BP logs, and conduc�ng 
medica�on therapy management (MTM). 

Technicians in Workflow and Safety
Technicians’ contribu�ons, while o�en underrecognized, directly 
affect hypertension outcomes. Their exper�se in preven�ng 
medica�on errors is cri�cal, such as dis�nguishing between 
metoprolol tartrate and metoprolol succinate to ensure pa�ents 
receive the correct formula�on. Technicians also help iden�fy 
poten�al risks associated with OTC products by no�cing when 
pa�ents purchase medica�ons like pseudoephedrine while taking 
mul�ple an�hypertensives, promp�ng �mely pharmacist 
interven�on. They support BP screening ini�a�ves by assis�ng 
with in-pharmacy BP checks and ensuring that monitoring 
devices are properly calibrated. Technicians are also well 
posi�oned to iden�fy referral triggers, such as encountering 
consistently elevated BP readings above 180/110 mmHg and 
guiding pa�ents to speak with the pharmacist or seek emergency 
care when appropriate.

Social Determinants of Health
The guideline also emphasizes addressing barriers beyond 
medica�on.4 Pharmacists and technicians can assist pa�ents in 
overcoming transporta�on challenges by coordina�ng mail-order 
services or arranging prescrip�on delivery. They can support 
individuals with low health literacy by using pictograms, 
simplified instruc�ons, or teach-back methods to ensure 
understanding. Enrolling pa�ents in assistance programs or 
recommending lower-cost generic alterna�ves, when 
appropriate, may mi�gate cost barriers. By recognizing and 
responding to these social and structural influences, pharmacy 
teams can help improve BP control and reduce dispari�es in 
pa�ent outcomes.

Pro Tips
In pa�ents requiring mul�ple medica�ons, fixed-dose 
combina�ons improve adherence and reduce pill burden, but 
cost and formulary restric�ons may be barriers. Pharmacists and 
technicians should assess insurance coverage and provide 
alterna�ves when needed.

Pharmacists should leverage each pa�ent encounter to address 
medica�on adherence and reinforce lifestyle goals. Short, 
structured counseling moments whether at prescrip�on pick up, 
during BP screenings, or over the phone can make measurable 
differences in pa�ent outcomes. Technicians should consistently 
monitor refill histories and OTC purchases to iden�fy poten�al 
red flags. 

Although pharmacist and technician interven�on can improve 
hypertension outcomes, real-world barriers such as �me and 
staffing constraints o�en limit implementa�on. In busy 
community and health-system se�ngs, pharmacists and 
technicians may have limited opportunity for extended 
counseling, follow-up, or collabora�on with other providers. 

Pharmacy technicians may process several hundred prescrip�ons 
per shi�, which leaves them li�le opportunity to flag adherence 
concerns or discuss OTC risks. These constraints not only 
contribute to professional burnout but also create gaps in care 
that dispropor�onately affect pa�ents with the greatest social 
and economic barriers. Without adequate �me, even the most 
mo�vated pharmacy teams may struggle to deliver truly 
individualized care. Addressing these limita�ons requires 
workflow op�miza�on, investment in technician training, and 
system-level support such as scheduling adjustments, use of 
synchroniza�on technology, and collabora�ve prac�ce 
agreements to ensure guideline implementa�on remains realis�c 
and sustainable.

Pharmacists should use medica�on therapy management and 
collabora�ve prac�ce agreements to intensify therapy when 
clinically appropriate. Technicians should flag missed refills, OTC 
risks, and look alike/sound alike errors for pharmacist review. 
Both pharmacists and technicians should reinforce lifestyle 
modifica�ons during brief pa�ent encounters.

These real-world applica�ons show how small ac�ons at the 
pharmacy level can translate into be�er BP control across en�re 
pa�ent popula�ons. As a staple to many communi�es, 
pharmacies, and their workers, are founda�onal in op�mizing 
outcomes from a popula�on health perspec�ve. In retail se�ngs, 
friendly, consistent employees go a long way in making pa�ents 
feel welcome and important. 

CONCLUSION
Hypertension remains the most prevalent, preventable driver of 
cardiovascular morbidity and mortality. The 2025 AHA/ACC/ASH 
guideline update emphasizes early detec�on, �ghter BP targets, 
individualized pharmacologic strategies, and comprehensive 
team-based care.

For pharmacists, these updates demand vigilance in drug 
selec�on, pa�ent counseling, adherence monitoring, and clinical 
decision-making. For technicians, the focus is on dispensing 
accuracy, recognizing red flags, and suppor�ng pa�ents at the 
counter. Together, pharmacy professionals form the most 
accessible layer of hypertension management with an expanding 
horizon. As frontline providers, pharmacists and technicians hold 
the power to transform evidence into daily prac�ce. Through 
ongoing educa�on, vigilance, and pa�ent-centered care, 
pharmacy teams can meaningfully reduce the burden of 
hypertension and improve public health outcomes.
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Figure 1. Staying on Track with the Hypertension Guidelines

Best
❶ Serve as community champions by providing screening, 
educa�on, and outreach to improve cardiovascular outcomes
❷ Address health equity and social determinants of health 
that affect hypertension control
❸ Collaborate ac�vely with prescribers and physical 
therapists, and know if your state allows you to refer pa�ents 
directly to physical therapy

Better
❶ Iden�fy medica�on-related problems such as duplica�on, 
LASA errors, and adherence barriers
❷ Use refill histories and pa�ent conversa�ons to uncover 
uncontrolled hypertension or nonadherence
❸ Collaborate with prescribers to op�mize therapy and 
support guideline-based treatment

Good
❶ Reinforce proper BP measurement and encourage home 
monitoring
❷ Flag missed refills and OTC risks (NSAIDs, decongestants, 
licorice) for pharmacist review
❸ Promote lifestyle changes including DASH diet, sodium 
reduc�on, and physical ac�vity

@ Can Stock Photo / ymgerman



14. Taylor B, Mehta B. The Community Pharmacy Technician's Role in the 
Changing Pharmacy Prac�ce Space. Innov Pharm. 2020;11(2):10.24926/
iip.v11i2.3325. Published 2020 Apr 30. doi:10.24926/iip.v11i2.3325
15. Chobanian AV, Bakris GL, Black HR, et al. Seventh report of the Joint 
Na�onal Commi�ee on Preven�on, Detec�on, Evalua�on, and 
Treatment of High Blood Pressure. Hypertension. 2003;42(6):1206-1252. 
doi:10.1161/01.HYP.0000107251.49515.c2
16. Williams B, Mancia G, Spiering W, et al. 2018 ESC/ESH Guidelines for 
the management of arterial hypertension. Eur Heart J. 
2018;39(33):3021-3104. doi:10.1093/eurheartj/ehy339
17. Unger T, Borghi C, Charchar F, et al. 2020 Interna�onal Society of 
Hypertension Global Hypertension Prac�ce Guidelines. Hypertension. 
2020;75(6):1334-1357. doi:10.1161/HYPERTENSIONAHA.120.15026
18. SPRINT Research Group; Wright JT Jr, Williamson JD, Whelton PK, 
Snyder JK, Sink KM, Rocco MV, Reboussin DM, Rahman M, Oparil S, 
Lewis CE, Kimmel PL, Johnson KC, Goff DC Jr, Fine LJ, Cutler JA, Cushman 
WC, Cheung AK, Ambrosius WT. A Randomized Trial of Intensive versus 
Standard Blood-Pressure Control. N Engl J Med. 2015 Nov 
26;373(22):2103-16. doi: 10.1056/NEJMoa1511939. Epub 2015 Nov 9. 
Erratum in: N Engl J Med. 2017 Dec 21;377(25):2506. doi: 10.1056/
NEJMx170008. 
19. ACCORD Study Group. Intensive BP control in diabetes. N Engl J Med. 
2010;362:1575–1585.
20. Appel LJ, Moore TJ, Obarzanek E, et al. A clinical trial of the effects of 
dietary pa�erns on blood pressure. DASH Collabora�ve Research Group. 
N Engl J Med. 1997;336(16):1117-1124. doi:10.1056/
NEJM199704173361601
21. KDIGO 2021 Clinical Prac�ce Guideline for BP in CKD. Kidney Int. 
2021;99:S1–S87.
22. Machado M, Bajcar J, Guzzo GC, Einarson TR. Sensi�vity of pa�ent 
outcomes to pharmacist interven�ons. Part II: Systema�c review and 
meta-analysis in hypertension management. Ann Pharmacother. 
2007;41(11):1770-1781. doi:10.1345/aph.1K311
23. Rohatgi KW, Humble S, McQueen A, et al. Medica�on Adherence and 
Characteris�cs of Pa�ents Who Spend Less on Basic Needs to Afford 
Medica�ons. J Am Board Fam Med. 2021;34(3):561-570. doi:10.3122/
jabfm.2021.03.200361
24. Chaturvedi A, Zhu A, Gadela NV, Prabhakaran D, Jafar TH. Social 
Determinants of Health and Dispari�es in Hypertension and 
Cardiovascular Diseases. Hypertension. 2024;81(3):387-399. 
doi:10.1161/HYPERTENSIONAHA.123.21354
25. Morales-Garzón S, Parker LA, Hernández-Aguado I, González-Moro 
Tolosana M, Pastor-Valero M, Chilet-Rosell E. Addressing Health 
Dispari�es through Community Par�cipa�on: A Scoping Review of Co-
Crea�on in Public Health. Healthcare (Basel). 2023;11(7):1034. Published 
2023 Apr 4. doi:10.3390/healthcare11071034
26. Athavale A, Roberts DM. Management of proteinuria: blockade of 
the renin-angiotensin-aldosterone system. Aust Prescr. 2020;43(4):121-
125. doi:10.18773/austprescr.2020.021
27. Liebson PR, Amsterdam EA. Ongoing Telmisartan Alone and in 
Combina�on With Ramipril Global Endpoint Trial (ONTARGET): 
implica�ons for reduced cardiovascular risk. Prev Cardiol. 2009;12(1):43-
50. doi:10.1111/j.1751-7141.2008.00010.x
28. Carey RM, Calhoun DA, Bakris GL, et al. Resistant Hypertension: 
Detec�on, Evalua�on, and Management: A Scien�fic Statement From 

REFERENCES
1. Tsao CW, Aday AW, Almarzooq ZI, et al. Heart Disease and Stroke 
Sta�s�cs-2023 Update: A Report From the American Heart Associa�on. 
Circula�on. 2023;147(8):e93-e621. doi:10.1161/CIR.0000000000001123
2. Muntner P, Hardy ST, Fine LJ, et al. Trends in Blood Pressure Control 
Among US Adults With Hypertension, 1999-2000 to 2017-2018. JAMA. 
2020;324(12):1190-1200. doi:10.1001/jama.2020.14545
3. Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/ABC/
ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Preven�on, 
Detec�on, Evalua�on, and Management of High Blood Pressure in 
Adults: Execu�ve Summary: A Report of the American College of 
Cardiology/American Heart Associa�on Task Force on Clinical Prac�ce 
Guidelines. Hypertension. 2018;71(6):1269-1324. doi:10.1161/
HYP.0000000000000066
4. Wri�ng Commi�ee Members*, Jones DW, Ferdinand KC, et al. 2025 
AHA/ACC/AANP/AAPA/ABC/ACCP/ACPM/AGS/AMA/ASPC/NMA/PCNA/
SGIM Guideline for the Preven�on, Detec�on, Evalua�on and 
Management of High Blood Pressure in Adults: A Report of the American 
College of Cardiology/American Heart Associa�on Joint Commi�ee on 
Clinical Prac�ce Guidelines. Hypertension. 2025;82(10):e212-e316. 
doi:10.1161/HYP.0000000000000249
5. World Health Organiza�on. Hypertension fact sheet. World Health 
Organiza�on. Accessed November 25, 2025. h�ps://www.who.int/news-
room/fact-sheets/detail/hypertension
6. Siddiqui TW, Siddiqui RW, Nishat SMH, et al. Bridging the Gap: Tackling 
Racial and Ethnic Dispari�es in Hypertension Management. Cureus. 
2024;16(10):e70758. Published 2024 Oct 3. doi:10.7759/cureus.70758
7. Kirkland EB, Heincelman M, Bishu KG, et al. Trends in Healthcare 
Expenditures Among US Adults With Hypertension: Na�onal Es�mates, 
2003-2014. J Am Heart Assoc. 2018;7(11):e008731. Published 2018 May 
30. doi:10.1161/JAHA.118.008731
8. Muntner P, Miles MA, Jaeger BC, et al. Blood Pressure Control Among 
US Adults, 2009 to 2012 Through 2017 to 2020. Hypertension. 
2022;79(9):1971-1980. doi:10.1161/HYPERTENSIONAHA.122.19222
9. Clinical Prac�ce Guidelines We Can Trust Na�onal Academies of 
Sciences, Engineering, and Medicine. 2011. Washington, DC: The 
Na�onal Academies Press. h�ps://doi.org/10.17226/9546. The Na�onal 
Academies Press. Accessed March 30, 2026. h�ps://www.
na�onalacademies.org/read/13058/chapter/7
10. Gastens V, Tancredi S, Kiszio B, et al. Pharmacists delivering 
hypertension care services: a systema�c review and meta-analysis of 
randomized controlled trials. Front Cardiovasc Med. 2025;12:1477729. 
Published 2025 Mar 14. doi:10.3389/fcvm.2025.1477729
11. Gastens V, Tancredi S, Bonnan D, et al. Pharmacist interven�ons to 
improve hypertension management among pa�ents with diabetes: a 
systema�c review and meta-analysis of randomized controlled trials. 
BMC Health Serv Res. 2025;25(1):1268. Published 2025 Oct 1. 
Doi:10.1186/s12913-025-13461-7
12. Machado M, Bajcar J, Guzzo GC, Einarson TR. Sensi�vity of pa�ent 
outcomes to pharmacist interven�ons. Part II: Systema�c review and 
meta-analysis in hypertension management. Ann Pharmacother. 
2007;41(11):1770-1781. doi:10.1345/aph.1K311
13. NPTA Staff. Pharmacy Technicians and Pa�ent Safety: Your Role in 
Preven�ng Medica�on Errors. Na�onal Pharmacy Technician Associa�on. 
Published July 23, 2025. Accessed March 30, 2026.



the American Heart Associa�on. Hypertension. 2018;72(5):e53-e90. 
doi:10.1161/HYP.0000000000000084
29. Benetos A, Petrovic M, Strandberg T. Hypertension Management in 
Older and Frail Older Pa�ents. Circ Res. 2019;124(7):1045-1060. 
doi:10.1161/CIRCRESAHA.118.313236
30. Williams B, MacDonald TM, Morant S, et al. Spironolactone versus 
placebo, bisoprolol, and doxazosin to determine the op�mal treatment 
for drug-resistant hypertension (PATHWAY-2): a randomised, double-
blind, crossover trial. Lancet. 2015;386(10008):2059-2068. doi:10.1016/
S0140-6736(15)00257-3
31. Ho PM, Bryson CL, Rumsfeld JS. Medica�on adherence: its 
importance in cardiovascular outcomes. Circula�on. 2009;119(23):3028-
3035. doi:10.1161/CIRCULATIONAHA.108.768986
32. Renfro CP, Turner K, Seeto J, Ferreri SP. Medica�on synchroniza�on 
adop�on and pharmacy performance. Res Social Adm Pharm. 
2021;17(8):1496-1500. doi:10.1016/j.sapharm.2020.11.009
33. Waghmare PH, Lindsey R, Reed JB, Gao S, Zillich AJ Systema�c review 
of the impact of medica�on synchroniza�on on healthcare u�liza�on, 
economic, clinical, and humanis�c outcomes. J Am Coll Clin Pharm. 
2023; 6(6): 597-614. doi:10.1002/jac5.1815


