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INTRODUCTION

The 2025 American Heart Association/American
College of Cardiology (AHA/ACC) guideline and the
2024 European Society of Cardiology (ESC) guideline
represent the most recent major international updates on
hypertension prevention, diagnosis, and treatment.(1,2)
The guidelines emphasise intensified blood pressure (BP)
targets, risk stratification, and comprehensive lifestyle
interventions amid rising global cardiovascular burdens.
South Africa (SA) faces a complex burden. Hypertension
affects 40-50% of adults, with control rates below 50%.
(3) There is a high communicable disease comorbidity,
marked socioeconomic inequality, urbanisation, obesity
and persistent salt excess.(4)

The most recent formal South African guidance
remains the South African Hypertension Society
(SAHS) Practice Guideline published in 2014, which
was appropriately rational and resource-sensitive for its
time.(5) However, the emergence of the 2024 ESC and
2025 AHA/ACC recommendations highlights the need
to reassess several aspects of the South African approach.
Future local guidance will likely retain the practical diag-
nostic threshold of 2140/90 mmHg, while recognising
130-139/80-89 mmHg as an at-risk category requiring
structured intervention in selected patients. It is also
likely to support lower BP targets for high-risk groups,
greater use of home and ambulatory BP monitoring, ear-
lier initiation of combination therapy, stronger integration
of chronic kidney disease (CKD) and cardiovascular risk
stratification, and renewed emphasis on population-level
prevention. Consequently, these international updates
provide an important opportunity to modernise the 2014
SAHS framework while preserving its relevance to local
healthcare realities.

PRINCIPLES SHARED BY THE AHA/ACC AND ESC
GUIDELINES

Despite their differences, the guidelines share several core
principles. First, hypertension is recognised as a continu-
ous risk factor rather than a binary state; cardiovascular
risk rises progressively with increasing BP. Second, lifestyle
modification remains the cornerstone of prevention and
treatment. Both guidelines emphasise sodium restriction,
weight reduction, and regular physical activity, moderation
of alcohol intake, smoking cessation, and healthy dietary
patterns. These measures are especially relevant in SA,
where rapid urbanisation has been accompanied by sed-
entary behaviour and increased consumption of processed
foods.(1,2,6)

'Third, both guidelines stress the importance of accurate
BP measurement. Standardised office techniques, repeated
readings, and greater use of home or ambulatory mon-
itoring are recommended to reduce misclassification and
identify white-coat or masked hypertension. Fourth, treat-
ment decisions should be informed by total cardiovascular
risk rather than BP values alone. Patients with diabetes,
CKD, established cardiovascular disease, or multiple risk
factors warrant more intensive intervention than otherwise
healthy individuals with similar BP levels.

Finally, both guidelines endorse similar first-line drug
classes: angiotensin-converting enzyme inhibitors (ACE
inhibitors), angiotensin receptor blockers (ARBs), calcium

channel blockers (CCBs), and thiazide diuretics.(1,2)

AHA/ACC GUIDELINE APPROACH
The AHA/ACC approach is strongly preventive and seeks

earlier intervention across the population. Hypertension

is defined as a threshold of 2130/80 mmHg, with stage 1
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hypertension encompassing systolic BP 130-139 mmHg
or diastolic BP 80-89 mmHg. This lower threshold reflects
evidence that cardiovascular risk begins well below tradi-
tional cut-offs and aims to identify patients before organ
damage develops.(1) Treatment is risk-based. The guideline
recommends pharmacological treatment for patients with
BP 2130/80 mmHg when cardiovascular risk is elevated,
including those with diabetes, CKD, or increased esti-
mated 10-year risk. For lower-risk individuals with stage
1 hypertension, lifestyle therapy is prioritised before med-
ication is considered. Treatment targets generally remain
<130/80 mmHg for most adults.(1)

A further strength is its emphasis on structured cardio-
vascular risk prediction, with PREVENT (Predicting Risk
of Cardiovascular Disease Events) recommended as the
preferred contemporary risk assessment tool. PREVENT is
a newer risk calculator that estimates an individual’s 10-year
risk of major cardiovascular events, including myocardial
infarction, stroke, heart failure, or cardiovascular death,
using routinely available variables such as age, sex, blood
pressure, lipids, diabetes status, smoking, kidney function,
and body mass index. Derived from large, contemporary,
diverse cohorts, it provides a more comprehensive estimate
of absolute risk than older models, notably by including
heart failure. Its use shifts hypertension management
beyond BP thresholds alone by recognising that patients
with similar BP levels may have substantially different car-
diovascular risk and therefore different benefits from treat-
ment intensification.(7) This approach is especially relevant
to South Africa, where hypertension frequently coexists
with diabetes, obesity, CKD, and other cardiometabolic
risks.(8) Additional refinements include stronger endorse-
ment of renin—angiotensin—aldosterone system inhibition
in CKD with albuminuria, the use of potassium-enriched
salt substitutes where appropriate, and selective use of min-
eralocorticoid receptor antagonists or renal denervation in
resistant hypertension. Overall, the AHA/ACC frame-
work emphasises earlier diagnosis, standardised targets,
and proactive population-level prevention.(1)

ESC GUIDELINE APPROACH

The 2024 ESC guideline uses a more traditional diag-
nostic threshold. It classifies BP below 120/70 mmHg as
non-elevated, 120-139/70-89 mmHg as elevated, and BP
at or above 140/90 mmHg as hypertension. This preserves
a higher diagnostic threshold while still recognising risk
in the intermediate range. The approach seeks to avoid
overtreatment in lower-risk populations while maintain-
ing the focus on patients most likely to benefit. For treated
patients, the ESC recommends targeting a systolic BP of
120-129 mmHg if tolerated. The guideline allows less-ag-
gressive targets for patients with frailty, orthostatic symp-
toms, intolerance to treatment, or limited life expectancy,
making its approach more explicitly individualised while
allowing more flexible targets for older adults. The ESC

recommendations place greater emphasis on patient-cen-
tred flexibility and fixed-dose combinations to improve
adherence and accelerate BP control.(9) The guideline uses
the Systematic Coronary Risk Estimation 2 (SCORE2)
and Systematic Coronary Risk Estimation 2-Older Persons
(SCORE2-OP) to estimate an individual’s risk of future
cardiovascular events.(9,10) SCORE?2 is used for adults
aged 40-69 years, while SCORE2-OP is designed for
those aged 70 years and older. A key improvement is that
these tools take into account competing risks of death from
non-cardiovascular causes, which is important in older
people, where overall mortality risk can influence the like-
lihood of experiencing a cardiovascular event. This provides
a more accurate and balanced estimate of risk, helping cli-
nicians avoid over- or under-treatment in elderly patients.
‘The principle of tailoring treatment based on age-specific
risk remains highly relevant in a setting with an ageing and
increasingly multimorbid population.(9,10) Collectively,
the ESC framework emphasises practical thresholds, early
combination therapy, and individualised targets that can be
adapted across diverse healthcare settings.

KEY DIFFERENCES IN DIAGNOSTIC THRESHOLDS
AND TREATMENT PHILOSOPHY BETWEEN THE
GUIDELINES

The AHA/ACC and ESC guidelines differ mainly in how
early they label and treat hypertension: AHA/ACC takes
a more preventive, risk-driven approach by defining hyper-
tension at 2130/80 mmHg and prioritising earlier inter-
vention for people at higher cardiovascular risk, whereas
ESC uses a higher diagnostic threshold of 2140/90 mmHg,
places more emphasis on tolerability and individualisation,
and accepts a broader “elevated” range before calling it
hypertension. In practice, the AHA/ACC strategy is more
aggressive and population-focused. At the same time, the
ESC approach is more conservative in diagnosis but more
flexible in treatment targets, especially for older, frail, or
treatment-intolerant patients.(1,2)

RELEVANCE TO SA

Hypertension in SA is highly prevalent, frequently unrecog-
nised, inadequately treated and poorly controlled. This burden
is driven by urbanisation, obesity, and lifestyle transitions.
(11) Despite available therapies, BP control remains subop-
timal, generally below 50%, largely due to poor adherence
and health system constraints within primary care settings.
(3) Hypertension also commonly coexists with HIV infection,
particularly among older individuals with multimorbidity, fur-
ther complicating long-term management. Although integra-
tion of HIV and hypertension services within antiretroviral
therapy programmes has improved access and may enhance
BP control, systematic screening for target organ damage,
especially CKD, remains inconsistently implemented.(12)
Socioeconomic barriers, transport costs, food insecurity, and
fragmented continuity of care further complicate long-term
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Table 1: Comparisons between the AHA/ACC, ESC and SAHS guidelines for hypertension.

Aspect AHA/ACC 2025 ESC 2024 SAHS 2014

Normal / non-elevated BP <120/80 mmHg; elevated BP <120/70 mmHg <140/90 mmHg acceptable
120-129/<80

Hypertension threshold >130/80 mmHg >140/90 mmHg >140/90 mmHg

Intermediate category 120-129/<80 mmHg 120-139/70-89 mmHg None

Classification system

Diagnosis confirmation

Risk tool

Start treatment

Initial therapy

Drug classes

Stage 1: 130-139/80-89
Stage 2: 2140/90

Office + home/ambulatory BP

PREVENT
2130/80 high risk

Lifestyle first for lower-risk stage 1;
combination when BP is far above
target or risk is high

ACE;i, ARB, CCB, diuretics

HTN >140/90, with elevated
BP below this threshold

Office + out-of-office BP,
unless markedly elevated

SCORE2 / SCORE2-OP

2140/90 or earlier if high
risk

Early single-pill combination
therapy is encouraged for
many patients

ACEi, ARB, CCB, diuretics
MRA, referral, renal

Risk-based, no staging

Mainly clinic BP

Clinical assessment

2140/90

Stepwise monotherapy

ACE;i, ARB, CCB, diuretics
Add-on diuretics/ MRA

Resistant HTN MRA, referral, renal denervation
Targets <130/80

Philosophy Risk-based prevention

Lifestyle Weight loss, DASH, salt restriction,

exercise, alcohol moderation

denervation

SBP 120-129 mmHg if <140/90
tolerated; relaxed targets if

frail or intolerant

Individualised care Resource-sensitive

Tolerability focus

Weight loss, sodium restric-
tion, healthy diet, exercise,
alcohol moderation

Lifestyle modification

BP control.(13) Collectively, these background realities sug-
gest that neither of the international guidelines can be fully
adopted in SA. A careful and selective integration of the
most relevant and feasible components of these guidelines is
required to optimise BP care within the SA health system.

GUIDELINE INTERPRETATION AND ADAPTATION
CHALLENGES

Adoption of the lower AHA/ACC threshold of 130/80
mmHg may substantially increase the burden on
already-constrained public-sector services. The SAHS
recommendation of <140/90 mmHg offers a practical
approach that supports task shifting in resource-limited,
understaffed primary care settings.(1,5) The ESC target
of 120-129 mmHg is ambitious and may be achievable in

selected low-risk, urban populations. However, its broader

implementation is constrained in rural settings, where
salt-sensitive hypertension remains prevalent, driven by
high dietary sodium intake often exceeding 10 g/day.(2,14)

In settings with a high burden of HIV and CKD, both
guidelines consistently emphasise renin—angiotensin—
aldosterone system inhibition; however, cost constraints
in SA necessitate prioritisation of generic agents. Fixed-
dose combination therapies, although underutilised, have
been shown to improve adherence by approximately
20-30%.(1,2,15) Context-specific strategies are essential
to improve BP control in resource-limited settings, par-
ticularly through decentralised, community-based models
of care. Programmes such as HealthRise have shown that
community screening, supported by task-sharing with
community health workers, can effectively identify indi-
viduals with previously undiagnosed or poorly controlled
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elevated BP outside of traditional healthcare facilities.
By bringing screening closer to households and linking
affected individuals to primary care services, these initia-
tives facilitate earlier diagnosis, improve linkage to care,
and support more sustained BP control among popula-
tions often underserved by facility-based healthcare sys-
tems.(16)

PROPOSED TREATMENT ADAPTATIONS FOR SA

In SA, where public health services face significant
resource pressures, a balanced use of the AHA/ACC and
ESC guidelines is appropriate. The lower AHA threshold
of 130/80 mmHg may improve early risk detection but
would greatly increase the number of people needing fol-
low-up and treatment. By contrast, the ESC threshold of
140/90 mmHg is more useful for primary care services. A
workable local approach would therefore retain >140/90
mmHg as the diagnostic threshold, while recognising
130-139 mmHg as a higher-risk range requiring strong
lifestyle intervention. Treatment targets may be <140/90
mmIHg for most patients, with <130/80 mmHg for those
at higher risk, including people with CKD, diabetes, or
younger patients. Thiazide diuretics and calcium channel
blockers remain effective first-line therapies, while renin—
angiotensin system blockers are especially valuable in CKD
and proteinuria. Combination therapy is often needed early
because many patients present late. Broader adoption of
dual therapy through public-sector procurement should be
implemented.(5)

Since international risk tools are not fully validated in
African populations, simple clinical risk markers such as dia-
betes, HIV, CKD or previous cardiovascular disease remain
useful. Strengthening implementation is critical and can be
achieved through improved guideline dissemination, digital
decision-support tools, and expanded nurse-led home and
ambulatory blood pressure monitoring in primary care.(17)
At a policy level, subsidising fixed-dose combination thera-
pies and integrating hypertension care into established HIV
programmes offer scalable strategies to improve adherence

and BP control in high-burden settings.(18-20)

IMPLEMENTATION BARRIERS AND STRATEGIES

Implementation of hypertension guidelines in SA remains
constrained by high clinical workloads, intermittent med-
icine stockouts, and limited familiarity with SAHS rec-
ommendations.(3,5,21) Addressing these barriers will
require rational strategies, including audit-driven qual-
ity improvement, expanded task-shifting within primary
care, and the use of telehealth to support follow-up and
continuity of care.(18,21) Given the disproportionate bur-
den of hypertension among Black South Africans, more
focus should be on mobile and community-based services,
which would offer a means to improve access and early
detection.(11,22) Important evidence gaps remain, par-
ticularly the need for locally relevant research to evaluate

intensive BP targets, such as those proposed by the ESC,
in the SA population.(2)

CONCLUSION

The AHA/ACC and the ESC represent two valid, com-
plementary approaches and philosophies to hypertension
care. The AHA/ACC approach is more prevention-fo-
cused and risk-adapted at lower blood pressure thresholds.
In contrast, the ESC approach is more conservative in its
diagnostic criteria but more explicit about tolerability and
individualised targets. For SA, where BP control remains
suboptimal and resources are limited, selective adoption
of the most relevant elements of both frameworks offers
the most rational path forward. A balanced local strategy
would define hypertension as 2140/90 mmHg, identify
130-139/80-89 mmHg as a high-risk range requiring
prevention, aim for <140/90 mmHg in most patients, and
target <130/80 mmHg in high-risk groups. Earlier use of
combination therapy, together with strengthened primary
care delivery and population-level prevention, is likely to
yield the greatest gains in BP control while reducing car-
diovascular and kidney morbidity. Achieving meaningful
improvements will require coordinated collaboration with
national health authorities, aligned with the 2030 global

targets for non-communicable diseases.
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