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JNC 8: Not So Great?

Today I’d like to talk a bit 
about the new national hy-
pertension guidelines you 
may have heard about re-

cently. We all have been waiting a 
long time for the latest set of guide-
lines to come out. A fair number of 
people have been quite disappointed 
with what they finally saw after the 
inordinately long wait. But are they 
really right to be unhappy? There are 
several important perspectives that 
we need to consider here. Let’s first re-
view how we got to the present point.

The previous set of official recom-
mendations for hypertension man-
agement was published way back 
in 2003. So the practice commu-
nity has waited very patiently for 
an updated set of guidelines. The 
previous guidelines were known as  
JNC 7, referring to the seventh itera-
tion of recommendations emanating 
from a group of big-time hyperten-
sion experts known as the Joint Na-
tional Committee (JNC). All the JNC 
reports have been sponsored by the 
National Institutes of Health (NIH), 
and hence, had a high degree of vis-
ibility and credibility. However, many 
practitioners felt that cost consider-
ations mitigating in favor of inexpen-
sive drugs, such as thiazide diuretics, 
unfairly colored and distorted the 
JNC 7 recommendations. 

In the interest of full disclosure, I 
should point out that I was one of the 
many Antihypertensive and Lipid-
Lowering Treatment to Prevent Heart 
Attack Trial (ALLHAT) investigators 
who produced an influential study 
result that indeed seemed to favor 
diuretics over the newer and more 
expensive antihypertensive therapies. 
So JNC 7 was received with some sus-

picion that saving money might have 
taken precedence over optimal thera-
peutic management.

Many new studies relevant to hy-
pertension goals and preferred an-
tihypertensive therapies have come 
out in the years since JNC 7 first 
appeared. So there was a lot of an-
ticipation that these more recent stud-
ies would inform and modify some 
of the existing JNC recommenda-
tions. This sort of speculation was 
all very fair and reasonable. But then 
something quite unanticipated hap-
pened. The JNC 8 experts met and 
discussed recommendations, but no 
guidelines emerged. Literally, years 
went by, and the recommendations 
that were expected as JNC 8 instead 
became known as JNC Wait and then 
JNC Late.

Then the NIH decided that it didn’t 
want to be in the guideline-issuing 
business any longer. The NIH out-
sourced its lipid guidelines, which had 
previously been known as the NCEP 
(National Cholesterol Education 
Panel) recommendations, to a joint 
committee of the American Heart As-
sociation and the American College of 
Cardiology. The hypertension experts 
who had met as the JNC 8 group were 
similarly cut loose from formal NIH 
sponsorship. This action was not be-
cause the NIH was unhappy with their 
work, but rather because the NIH 
had simply decided that it no longer 
wanted to sponsor any clinical recom-
mendations of any sort.

So what to do? Having finally 
reached consensus after years of meet-
ings, the JNC 8 experts found them-
selves without an official sponsor. 
So they decided to take a page from 
rock star Prince’s playbook, and they 

published their recommendations as 
“the Panel Members Appointed to the 
Eighth Joint National Committee.” 
This move was a bit awkward, to say 
the least, but it was certainly prefera-
ble to leaving the fruits of their exten-
sive labors unavailable to the practice 
community. 

Apart from all these distractions, 
what has generated the most contro-
versy has been the actual guidelines 
for the management of patients with 
hypertension who are aged 60 years 
or older. This is a pretty sizable chunk 
of the total population with hyperten-
sion, since the prevalence of elevated 
blood pressure increases dramatically 
with age. And this is also the pop-
ulation whose consequences of in-
adequately controlled hypertension 
are the most severe. The majority of 
strokes occur in those over the age of 
60, as do most of the myocardial in-
farctions and cases of new-onset heart 
failure. 

This group truly has a lot at stake 
when it comes to hypertension con-
trol or lack thereof. And I have to 
tell you, it’s a group I identify with. 
I saw 60 in the rearview mirror sev-
eral years back, and I’ve been on an-
tihypertensive therapy since my late 
thirties. Consequently, I am following 
this discussion very closely for both 
professional and personal reasons.

The JNC 8 authors recommended 
against initiating antihypertensive 
therapy in patients over the age of 60 
unless their blood pressure was over 
150/90 mm Hg, which represents a 
loosening of the earlier recommen-
dations to start drug treatment at the 
lower systolic level of 140 mm Hg. 
Also, the new goal for antihyperten-
sive therapy in this age group is sim-
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ply to achieve a systolic pressure of  
≤ 150 mm Hg, instead of the previous 
goal of under 140 mm Hg.

I am of two minds about this re-
laxation of the blood pressure goals. 
On the one hand, I acknowledge that 
the recommendations are evidence 
based, at least in the sense that no 
incontrovertible data exist to refute 
this more relaxed goal. There are sim-
ply not any credible studies out there 
that demonstrate better results when 
the systolic goal is 140 mm Hg rather 
than 150 mm Hg. It doesn’t mean 
that it might not be true—140 might 
really be better than 150—it simply 
means that the issue has not been 
studied in any clinical trial. So from 
a purist, evidence-based standpoint, 
I can accept that the new recommen-
dation is perfectly valid from a scien-
tific point of view.

But the part of me that values the 
art of medicine as well as the sci-
ence is profoundly troubled by this 
lockstep scientific purity. What I am 
extremely concerned about is the 
possibility that the practice commu-
nity will misinterpret the recommen-

dations and take them as a mandate 
to loosen blood pressure control in 
those over age 60. If the target is just 
to get the systolic below 150 mm Hg, 
some may conclude that a pressure of 
160 or even 165 is “close enough for 
government work,” to use the con-
venient phrase that dogs us federal 
employees. This would be a misin-
terpretation of the guidelines’ actual 
recommendation, but nonetheless, a 
very understandable and almost pre-
dictable one. Given that the practice 
community has never done a bang-
up job of getting patients to the goals 
previously recommended, is it really 
the time to relax those guidelines and 
run the risk of even less blood pres-
sure control?

I have to reluctantly conclude that 
the pseudo JNC 8 guidelines are not 
so great, at least for hypertensive pa-
tients over age 60. Although I can-
not quibble with the strict scientific 
underpinning of the guidelines, they 
seem very likely to lead to a setback 
in hypertension control. We may see 
more heart attacks, strokes, heart fail-
ure, and renal failure if practitioners 

take the new guidelines as license to 
be less vigilant in treating elevated 
blood pressure. Treating elevated 
blood pressure is the low-hanging 
fruit for most primary care providers, 
and discouraging them from pluck-
ing that fruit from the tree is clearly a 
step in the wrong direction.  ●
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Comparison of JNC 8 With JNC 7 Guidelinesa

Topic JNC 7 2014 Hypertension Guidelines

Methodology N onsystematic literature review by expert committee,  
including a range of study designs;

Recommendations based on consensus

C ritical questions and review criteria defined by expert panel with 
input from methodology team;

I n itial systematic review by methodologists restricted to RCT 
evidence;

S ubsequent review of RCT evidence and recommendations by 
the panel according to a standardized protocol

Treatment 
goals

S eparate treatment goals defined for “uncomplicated” 
hypertension and for subsets with various comorbid 
conditions (diabetes and CKD)

S imilar treatment goals defined for all hypertensive populations 
except when evidence review supports different goals for a  
particular subpopulation

Lifestyle  R ecommended lifestyle modifications based on literature 
review and expert opinion

Li festyle modifications recommended by endorsing the evidence-
based Recommendations of the Lifestyle Work Group

Drug therapy R ecommended 5 classes to be considered as initial therapy 
but recommended thiazide-type diuretics as initial therapy 
for most patients without compelling indication for another 
class;

S pecified particular antihypertensive medication classes for 
patients with compelling indications, ie, diabetes, CKD, 
heart failure, myocardial infarction, stroke, and high CVD 
risk;

I ncluded a compressive table of oral antihypertensive drugs,   
  including names and usual dose ranges

R ecommended selection among 4 specific medication classes 
(ACEI or ARB, CCB, or diuretics) and doses based on RCT  
evidence;

R ecommended specific medication classes based on evidence 
review for racial, CKD, and diabetic subgroups;

P anel created a table of drugs and doses used in the outcome 
trials

aAdapted from JAMA. 2014;311(5):507-520.
ACEI = angiotensin-converting enzyme inhibitor; ARB = angiotensin receptor blocker; CCB = calcium channel blocker; CKD = chronic kidney disease;  
CVD = cardiovascular disease; JNC = Joint National Committee; RCT = randomized controlled trial.


