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Work off campus? Learn more about our Remote Access Options Tom 20, Issue 5 In 2017, the American Academy of Pediatrics (AAP) has published new clinical practice (CPG) guidelines for diagnosing, evaluating, and treating high blood pressure in children and adolescents.1 At the time of publication, it's been a
dozen years since the publication of a groundbreaking fourth working group report from the National High Pressure Education Program.2 These new CPG builds on the previous fourth report and includes significant changes , which simplify diagnosis and evaluation to increase both the diagnosis and evaluation of blood
pressure abnormalities (BP) in adolescents. Several issues highlighted the need to update the old guidelines, in addition to the inclusion of new evidence from the intervening 14 years. Older guidelines included obese children in normative data that were criticized for inflating thresholds for abnormal BP. Other issues
included a lack of convergence with adult guidelines for older teens and insufficient discussion of outpatient blood pressure monitoring (ABPM). In order to update the guidelines with up-to-date evidence, the Committee carried out a systematic review of the outline of the predefined topics, resulting in an evaluation of
more than 15 000 manuscripts published since the 2004 report. The review of evidence was based on 4 key questions, including (1) how hypertension should be defined in children and adolescents, (2) what is recommended work on hypertension, (3) what are the optimal therapeutic goals, and (4) how different
treatments (lifestyle and pharmacological) affect cardiovascular risk. Evidence-based answers to these questions have led to 30 key statements (and an additional 27 recommendations) contained in the new accession guidelines. The new CPG is designed to be not only comprehensive, but also easier to implement in
primary care conditions. In addition to having accurate and comprehensive diagnostic criteria, the committee wanted to ensure that primary care providers had the tools and information necessary to accurately diagnose blood pressure in children and adolescents. Compared with the fourth report, the new guidelines have
simpler definitions, easier-to-use tables and key static blood pressure thresholds for teens that fit the new adult guidelines. The new guidelines recommend screening for BP disorders in children aged ≥ 3 years during an annual preventive visit, as opposed to any healthcare meeting. BP measurement methods, including
the use of automated oscillation devices to control BP irregularities, are clearly described and illustrated. An algorithm to help identify invalid BP in the office is also included. In order to facilitate implementation, the definitions of hypertension have not been changed for children under 13 years of age. Blood pressure
thresholds are still based on population standards of age, growth and Simpler BP tables can be found in the CPG, including a handy screening table, as well as complete BP percentile tables. The resulting tables reveal thresholds that are several mm Hg lower than the fourth report tables, but are more accurate as truly
normative data. In the BP classification, normal BP for children is still classified as the &lt; 90th percentile, and hypertension is still defined at the 95th percentile in 3 separate office visits. Though formerly referred to as prehypertension, pressures between the 90th and 95th percentile are now classified as elevated blood
pressure, a movement that both mimics adult definitions and highlights that these pressures are already abnormally elevated (as opposed to being preabnormous). Another simplification of the new guidelines is the abandonment of the 99th percentile as a threshold. Instead, hypertension at stage 2 is characterized by BP
&gt; 95 percentile + 12 mm Hg. This results in a stage 1 hypertensive range, which by definition is 12 mm Hg wide for all children under 13 years of age (see Table 1). Table 1. New blood pressure classification for children, adolescents and adults. (Modified with references 1 &amp; 3) HTN classification Children aged 1‐
12 years (percentile based) Everyone ≥ 13 y old (mm Hg based) Normotensive &lt; 90th percentile &lt; 120/&lt;80 Elevated blood pressure ≥ 90th percentile or ≥ 120/80 mm Hg (lower) to &lt; 95th percentile 120‐129/&lt; 80 Stage 1 hypertension ≥ 95th percentile to &lt; 95th percentile + 12 mm Hg or 130/80 to 139/89
(lower) 130‐139/80‐89 Stage 2 hypertension ≥ 95th percentile + 12 mm Hg or ≥ 140/90 (lower) ≥ 1, 3 These static thresholds of 120/80 ≥, 130/80, and 140/90 mm Hg form the boundaries for normal blood pressure , elevated blood pressure, hypertension , and hypertension of the second degree regardless of age, height
or sex of the teenager. The adoption of uniform definitions of blood pressure classification in adolescents and adults will greatly facilitate the transition from paediatric care to internal medicine or adult-oriented care (see Table 1). Although the new guidelines clearly describe many causes of secondary hypertension,
diagnostic work in patients with persistent hypertension is also improved due to the increasing incidence of primary hypertension. All paediatric patients with persistent hypertension continue to undergo work, including urine and blood tests, to rule out kidney causes. However, recognising the growing epidemiology of
primary hypertension, a significant proportion of secondary hypertension assessments are downgraded to optional assessments for high-risk patients. An example of this modified approach recommended imaging during evaluation: evaluations: recommended only in children under 6 years of age or in children with
abnormal urine or kidney screening. Perhaps the biggest change in the initial work in patients with persistent hypertension is the delay in obtaining an echocardiogram. The fourth report suggests an immediate echocardiogram at the time of diagnosis, while the new guidelines recommend that this costly study be
withholding until drug treatment is considered. In addition, the new guidelines focus more on blood pressure control and move away from surveillance echocardiograms in children diagnosed with hypertension. Within 6 months of the publication of the guidelines, some spoke negatively about increased ABPM
dependence in the diagnostic evaluation of elevated blood pressure in the office. Although the guidelines are not able to determine hypertension based on ABPM, the assessment of 24-hour pressure is the first step in analyzing persistent elevated pressures in the office. It is true that ABPM plays a much more important
role in assessing children and adolescents with abnormal blood pressure in the office, which is appropriate given the deluge of clinical evidence. The emphasis on confirming hypertension with out-of-office readings is based on many studies of results in children, adolescents and even adults. The guidelines cite a number
of pediatric studies that have emerged since the publication of the fourth report, which highlight the usefulness of ABPM both in confirming elevated blood pressure in the office and in monitoring responses to therapy. The presence of a white coat (hypertensive BP in the office, but normal ABPM) or masked hypertension
(normal BP in the office, but hypertensive by ABPM) is diagnosed only by taking measures outside the office, as is the case in ABPM. The targets for treating childhood hypertension have also been changed in the new guidelines. Although previous guidelines recommended treatment &lt; 95 percentile for children with
uncomplicated primary hypertension, there was evidence that markers of hypertensive damage to target organs could be found in children with BP &gt; 90th percentile, but &lt; 95th percentile. Therefore, the current CPG recommended therapy target is now &lt; 90 percentile in most children and even lower in special
populations such as children with chronic kidney disease. Lifestyle modification, including changes in diet and increased physical activity, remains the cornerstone of initial treatment and should be undertaken for at least 6 months. If these ways do not control BP, first-line pharmacological drugs to control blood pressure
in children and adolescents have been explained to include renin-angiotensin-aldosterone system (RAAS) blockers such as angiotensin conversion enzymes (ACE) inhibitors or angiotensin receptor blockers, long-acting channel blockers or tizozid diuretics. Other antihypertensive drugs should be reserved for children
who do not achieve adequate BP control with 2 or more of these preferred measures. The new AAP CPG describes the justification for evaluation and treatment in several special populations, including, but not limited to, children with chronic kidney disease, diabetes, solid transplantation and aortic coarctation.
Concomitant diseases such as dyslipidemia or cognitive impairment are also discussed. At the population level, blood pressure in childhood can increase. The new AAP guidelines provide an evidence-based approach to diagnosing, evaluating and managing abnormal blood pressure values in children and adolescents.
While greater emphasis is placed on confirming high BP readings using out-of-office measurements using ABPM, the core CPG regulations are designed for ease of identification and management in primary care conditions. The authors do not report any specific financial measures in relation to this manuscript and there
is no conflict of interest to disclose. Although Dr. Samuels served on the AAP committee that wrote the clinical practice guidelines, this manuscript represents his opinions, not those of the AAP or the CPG Committee. 1Flynn JT, Kaelber DC, Baker‐Smith CM, et al. Clinical practice guidelines for screening and treatment
of high blood pressure in children and adolescents. Pediatrics. 2017; 140: e20171904. 2 National High Blood Pressure Education Program Working Group on High Blood Pressure in Children and Adolescents. The fourth report on the diagnosis, evaluation and treatment of high blood pressure in children and adolescents.
Pediatrics. 2004; 114: 555‐ 576. 3Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ ASPC/NMA/PCNA Guidelines for the Prevention, Detection, Evaluation and Management of High Blood Pressure in Adults: American College of Cardiology/American Heart Association Task
Force on Clinical Practice Guidelines report. J Am Coll Cardiol. 2017; 1‐ 481. Tuji Bedry, Henok Tadele, Formula and outcome of traumatic brain injury in children at Hawassa University Comprehensive Specialized Hospital, Southern Ethiopia: Observational Cross-Sectional Study, Emergency Medicine International,
10.1155/2020/1965231, 2020, (1-9), (2020). Ignacy H. Sirikyi, Sebastian Eliason, Frank N. Ghartey, Evans Ekenam, Kingsley K. A. Pereko, Emmanuel Okai, Felix Yiridong, Oheneba C. K. Hagan, Paul Nsiah, Anthropometric Indicators and Cardiometabolic Risk Factors in the Ghanaian Adolescent Population, Journal of
Pediatric Endocrinology and Metabolism, 10.1515/jpem-2020-0273, 0, 0, (2020). Eliza Blanchette, Joseph T. Flynn, Implications 2017 AAP Guidelines for Clinical Practice in The Management of Hypertension in Children and Adolescents: Review, Current Hypertension Reports, 10.1007/s11906-019-0943-x, 21, 5, (2019).
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