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Abstract—The American Heart Association Task Force released a scientific statement in 2007 for the treatment of
hypertension in the prevention of coronary artery disease (CAD). These guidelines recommend more aggressive control
of blood pressure (BP) among those at high risk for CAD: individuals with diabetes mellitus, chronic kidney disease,
cardiovascular disease, congestive heart failure, or a 10-year Framingham risk score �10%. These individuals are
advised to maintain a BP �130/80 mm Hg. We estimated the burden of uncontrolled BP among those at an increased
risk of CAD using the updated task force guidelines. We used a cross-sectional analysis of National Health and Nutrition
Examination Survey 2005–2008 participants. Participants were 24 989 adults aged 18 to 85 years. Using the old
definition of hypertension (�140/90 mm Hg), 98 million (21%) Americans have hypertension. Using the updated
guidelines, an additional 52 million (11%) American adults now have elevated BP requiring treatment, for a total of 150
million adults (32%). Adults with diabetes mellitus have the greatest population burden of uncontrolled BP (50.6
million), followed by adults with chronic kidney disease (43.7 million) and cardiovascular disease (43.3 million). Although
individuals at a higher risk for CAD are more likely to be aware of their hypertension and to be taking antihypertension
medication, they are less likely to have their BP under control. Additional efforts are needed in the treatment of elevated BP,
especially among individuals with an increased risk of CAD. (Hypertension. 2011;58:361-366.)
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Approximately 30% of adults in the United States have
hypertension defined as blood pressure (BP) �140/

90 mm Hg.1–4 The effect of BP on risk of cardiovascular
disease morbidity and mortality is robust and continuous, and
every millimeter of mercury increase in BP is important.5–7

Recent clinical trials have underlined the importance of
lowering BP to �140/90 mm Hg to reduce cardiovascular
events.8 In light of evidence that individuals with underlying
subclinical or clinical coronary artery disease (CAD) have a
higher risk of poor health outcomes related to inadequate BP
control, the American Heart Association (AHA) Task Force
released a scientific statement in 2007 for the treatment of
hypertension in the prevention and treatment of CAD.9

These guidelines recommend more aggressive control of
BP among those at high risk for CAD: individuals with
diabetes mellitus, chronic kidney disease, CAD or CAD risk
equivalent, or a 10-year Framingham risk score (FRS)
�10%. For this high-risk group, maintaining BP �130/

80 mm Hg is recommended. For individuals with left
ventricular dysfunction, the treatment goal is even more
strict, BP �120/80 mm Hg. These guidelines are more
stringent than previous Joint National Committee, Kidney
Disease Outcomes Quality Initiative, and American Dia-
betes Association recommendations.8,10,11

Using data from the National Health and Nutrition Exam-
ination Survey (NHANES) 2005–2008, we explored the
characteristics of US adults who would now be classified as
hypertensive according to the AHA task force’s updated BP
treatment goals and definitions. In addition, we compared BP
control by CAD risk group, sex, and race/ethnicity.

Methods
The NHANES 2005–2008 is a nationally representative sample of
noninstitutionalized individuals. Ascertainment and survey design
have been described.12 Briefly, NHANES is a complex, multistage
survey that is representative of the United States and oversamples
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minorities (non-Hispanic blacks and Mexican Americans), children,
and the elderly. Participants completed an interview and physical
examination. NHANES data were collected through a standardized
household interview, followed by a physical examination in a mobile
examination center. After excluding children and adolescents (�18
years), pregnant women, individuals who had missing or invalid BP
measurements, and individuals who were missing prescription drug
information, the final analytic sample included 24 989 adults aged 18
to 85 years.

BP was measured by a physician in the NHANES mobile
examination center using a mercury sphygmomanometer. After the
participant rested for 5 minutes, 3 consecutive measurements of BP
were taken. If only 1 of the 3 measurements was obtained, that
reading was used. If �1 measurement was obtained, the first reading
was excluded from the average. If only 2 measurements were
obtained, the second reading was used. If all readings but 1 were 0,
the non-0 reading was used.13 We defined hypertension as average
systolic BP �140 mm Hg, average diastolic BP �90 mm Hg, or
physician diagnosis of hypertension.

Those with hypertension who reported being told by a health
professional that they have hypertension were considered aware of
their disease. Hypertensive adults were considered treated if they
reported use of a prescribed medicine for hypertension. As recom-
mended in the AHA task force guidelines,14 among hypertensive
persons, control was defined as BP �140/90 mm Hg for the average
CAD risk population. For higher CAD risk subgroups of the
population, including individuals with a FRS �10%, chronic kidney
disease, diabetes mellitus, or cardiovascular disease, control was
defined as maintaining systolic BP �130 mm Hg and a diastolic BP
�80 mm Hg. For individuals with congestive heart failure, control
was defined as maintaining systolic BP �120 mm Hg and diastolic
BP �80 mm Hg.

CAD risk was assessed by 10-year FRS.15 Chronic kidney disease
was defined as physician diagnosis of weak or failing kidneys or a
calculated creatinine clearance score of �60 mL/min estimated using
the Cockcroft and Gault equation using adjusted body weight.16

Diabetes mellitus was defined as physician diagnosis of diabetes
mellitus (other than gestational diabetes) or measured glycohemo-
globin �7.0%. Cardiovascular disease was defined as report of
angina, coronary heart disease, myocardial infarction, stroke, or
peripheral vascular disease (minimum ankle brachial index �0.90
for participants aged �40 years). Participants aged �40 years were
assumed to not have peripheral vascular disease. Congestive heart
failure was defined by self-report of physician diagnosis. Participants
could be included in multiple disease groups. Those without any of
these conditions but with an FRS �10% and none of the above
conditions were grouped together. Finally, participants with FRS
�10% and none of the above conditions were considered to be part
of the average risk population. Participants reported current medi-
cation use during the examination using the Computer Assisted Self
Interview system. This software includes consistency checks, includ-
ing range checks, valid response checks, and checks for logistical
relationships. A list of prescription medications used for hyperten-
sion control was developed from the NHANES prescription files
with drug use information17 and reviewed for accuracy by a
physician (C.B.E.).

Participants self-reported sex, race/ethnicity, age, education, in-
come, and health insurance status during an interview in their home.
Height and weight were measured by trained staff in the mobile
examination center, and body mass index was calculated as weight in
kilograms divided by height in meters squared. Poverty level was
defined based on US Census Bureau income criteria that vary by
family size and composition and in accordance with the Office of
Management and Budget. Thresholds are updated annually for
inflation with the Consumer Price Index.

Statistical Methods
For our adjusted analyses, we considered the following to be
potential confounders (or risk factors for uncontrolled BP): age, body
mass index, sex, race/ethnicity, education, income, whether income
is below poverty level, insurance status, and medication use. We

included each in our model one by one, and if the variable
changed the odds ratio (OR) estimate by �10%, we retained that
variable in our model. We also examined correlations between
potential confounders to check multicollinearity. We combined
the sample weights provided by NHANES to correct for unequal
probability of selection and nonresponse18 across study periods to
create a sample representative of the US population for 2005–
2008. We calculated the age-standardized prevalence of hyper-
tension using the 2000 US Census population and 7 age groups.
Analyses were conducted using SAS-callable SUDAAN 10 (RTI
International Inc, Research Triangle Park, NC), which produces
variance estimates for complex survey designs.19 For analyses of
race/ethnicity, we excluded those identifying as Hispanic other
than Mexican American and other race/multiracial because of
small cell counts when stratified by risk group. We used the
Taylor series linearization to estimate the variances of propor-
tions. This study was approved by the Memorial Hospital Com-
mittee for Human Subjects in Research, and all of the study
subjects gave informed consent.

Results
Ninety-eight million or 21% of US adults have hypertension
defined as physician diagnosis or measured BP �140/
90 mm Hg. An additional 52 million, or 11%, have uncon-
trolled BP using the updated AHA task force guidelines, for
a total of 150 million (32%) US adults. Eighty-seven percent
of average-risk US adults with hypertension (defined as BP
�140/90 mm Hg) have been diagnosed by a physician (Table
1), and 78% are taking antihypertensive medications.

Individuals who are at an increased risk of CAD, including
those with chronic kidney disease, diabetes mellitus, cardio-
vascular disease, and congestive heart failure, are more likely
to be aware of their hypertension than individuals in the
average risk population (Table 1 and Figure 1). Compared to
adults with hypertension in the average risk population,
antihypertensive medication use was more common among
adults with hypertension and an elevated risk for CAD.
According to the 2007 AHA task force guidelines, an addi-
tional 4.4 million adults with FRS �10% have uncontrolled
BP, as well as an additional 3.8 million with chronic kidney
disease, 5.8 million with diabetes mellitus, 3.1 million with
cardiovascular disease, and 0.9 million with congestive heart
failure. Despite increased awareness and treatment of hyper-
tension, individuals with a higher risk of CAD are more likely
to have uncontrolled BP compared with the average risk
population. This difference is apparent when using both older
and newer criteria for control, although the prevalence of
uncontrolled BP among those with a higher risk of CAD is
magnified by the more stringent 2007 AHA task force
recommendations.

Among the average risk population, men and women have
a similar prevalence of uncontrolled BP according to the
updated AHA guidelines (12.0% and 12.2%, respectively;
Figure 2). However, among individuals with an FRS �10%,
women have a much greater prevalence of uncontrolled BP
(80%) than men (55%). Among other subgroups of the
population that are at an increased risk of CAD, women are
also more likely to have uncontrolled BP; however, these
differences are not as large.

Non-Hispanic blacks have the highest prevalence of un-
controlled BP in the average-risk population, as well as in all
subgroups of the population that are at an increased risk for
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CAD, and Mexican-Americans have the lowest (Figure 3).
We did not find any statistically significant differences in
odds of having uncontrolled BP by race or sex after adjusting
for confounders (age, body mass index, education, income,
antihypertensive medication use, and CAD risk group). After
adjusting for age, body mass index, education, income, and
medication, non-Hispanic blacks had a higher odds of
having uncontrolled BP compared with non-Hispanic
whites (OR: 1.36 [95% CI: 0.86 to 2.16]); however, with
further adjustment for CAD risk group, this OR was
reduced to 1.20 (95% CI: 0.79 to 1.81; data not presented
in table form). When we stratified our analysis by race and
sex (Table 2), we found that non-Hispanic black men were
the most likely to have uncontrolled BP compared with
white women (OR: 1.76 [95% CI: 0.92 to 3.37]), yet this
OR was reduced to 1.16 (95% CI: 0.62 to 2.17) after
adjusting for CAD risk group.

Discussion
Despite increased awareness and treatment of hypertension,
individuals with a higher risk of CAD have higher rates of
uncontrolled BP compared with the average-risk population.
These differences are only partly explained by age: the age-
standardized prevalence of uncontrolled BP was 13%, 52%,
35%, 46%, 33%, and 35%, for the average risk population, FRS
�10%, chronic kidney disease, diabetes mellitus, cardiovascular
disease, and congestive heart failure risk groups, respectively.
Part of this disparity may be due to the updated and more
stringent guidelines for BP control among those with a higher
FRS, chronic kidney disease, diabetes mellitus, cardiovascular
disease, or congestive heart failure. The prevalence of uncon-
trolled BP among individuals with a higher risk of CAD ranges
from 31% to 32% according to the old (�140/90 mm Hg)
definition of hypertension. According to the updated AHA task
force guidelines, this range increases to 50% to 59%.

Table 1. Prevalence of Hypertension and Characteristics of Each CAD Risk Group Among US Adults, National Health and Nutrition
Examination Survey 2005–2008, Percentage and 95% CI

Hypertension Status
Average Risk

Population FRS �10% Only CKD DM CVD CHF

Sample size (n�24 989) 10 199 2332 6031 6612 5646 2227

Weighted N (472 072 672), in millions 242.0 42.9 81.9 94.2 85.5 30.9

Hypertension (old guidelines)* 34 (31 to 37) 66 (62 to 70) 79 (75 to 82) 79 (75 to 82) 82 (79 to 85) 83 (77 to 88)

Hypertension awareness† 87 (85 to 90) 88 (84 to 91) 94 (92 to 96) 95 (93 to 97) 95 (93 to 97) 96 (92 to 98)

Use of antihypertensive medication‡ 78 (74 to 81) 86 (81 to 91) 95 (93 to 96) 96 (94 to 97) 95 (93 to 97) 98 (94 to 99)

Uncontrolled hypertension (old guidelines)§ 12 (11 to 14) 31 (27 to 35) 32 (28 to 37) 32 (28 to 36) 32 (27 to 37) 32 (25 to 40)

Hypertension (new guidelines)� 34 (31 to 37) 77 (73 to 80) 83 (79 to 87) 85 (82 to 88) 85 (82 to 88) 86 (79 to 90)

Uncontrolled blood pressure (new guidelines) 12 (11 to 14) 59 (54 to 63) 53 (48 to 58) 54 (50 to 58) 51 (46 to 55) 50 (42 to 59)

Male 37 (36 to 38) 87 (82 to 90) 33 (29 to 36) 45 (40 to 50) 52 (48 to 57) 56 (48 to 64)

Race/ethnicity

Non-Hispanic white 83 (79 to 86) 88 (84 to 91) 83 (77 to 88) 75 (67 to 81) 85 (80 to 89) 79 (71 to 85)

Non-Hispanic black 10 (8 to 14) 9 (6 to 12) 13 (9 to 19) 19 (14 to 26) 12 (9 to 17) 19 (13 to 26)

Mexican American 7 (5 to 9) 3 (2 to 5) 4 (2 to 7) 6 (4 to 9) 3 (2 to 5) 3 (2 to 5)

Age in y, mean (SE) 44 (0.4) 62 (0.6) 69 (0.5) 61 (0.6) 67 (0.5) 67 (0.7)

Socioeconomic status

Education

Less than high school 15 (13 to 17) 20 (16 to 25) 31 (26 to 38) 29 (25 to 33) 29 (25 to 34) 36 (28 to 46)

Household income

Less than $20 000 15 (13 to 18) 16 (10 to 25) 36 (24 to 51) 24 (17 to 32) 31 (24 to 39) 28 (16 to 43)

$20 000 to $44 999 27 (23 to 31) 33 (25 to 42) 43 (33 to 55) 37 (29 to 46) 39 (32 to 47) 48 (32 to 65)

$45 000 to $74 999 25 (22 to 28) 26 (17 to 38) 9 (5 to 17) 18 (13 to 24) 17 (12 to 23) 17 (7 to 35)

$75000 or more 32 (28 to 38) 25 (18 to 34) 11 (5 to 22) 20 (15 to 27) 13 (9 to 19) 8 (3 to 16)

Family income below poverty level 12 (10 to 14) 8 (5 to 11) 14 (11 to 18) 17 (14 to 21) 18 (13 to 23) 18 (13 to 24)

Insured 84 (82 to 86) 90 (87 to 93) 96 (94 to 97) 93 (92 to 95) 95 (92 to 96) 94 (90 to 97)

Blood pressure control is based on recommended blood pressure goals outlined in American Heart Association task force guidelines (�140/90 mm Hg for low-risk
individuals; �130/80 mm Hg for Framingham risk score �10%, CKD, DM, CVD; �120/80 for CHF). CVD indicates coronary heart disease and/or peripheral vascular
disease and/or stroke and/or myocardial infarction; DM, diabetes mellitus; CKD, chronic kidney disease; CHF, congestive heart failure. Participants with multiple
chronic conditions are grouped into multiple risk groups.

*Hypertension is defined as physician diagnosis of hypertension and/or measured blood pressure�140/90 mm Hg.
†Hypertension awareness indicates the percentage of total people with hypertension who reported a physician diagnosis.
‡Data show the use of antihypertensive medication among those with diagnosed hypertension.
§Blood pressure was �140/90 mm Hg.
�Data show a physician diagnosis of hypertension and/or elevated blood pressure according to American Heart Association task force guidelines (�140/90 mm Hg

for low-risk individuals; �130/80 mm Hg for Framingham risk score �10%, CKD, DM, CVD; �120/80 for CHF).
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This cross-sectional analysis cannot tell us whether higher
CAD risk is a consequence of uncontrolled BP or whether BP
is more difficult to control in individuals with risk factors for
CAD. Longitudinal studies are needed to answer this ques-
tion. It is likely that BP is more difficult to control in some
high-risk populations, for example, in patients with kidney
disease and diabetes mellitus. In addition, individuals with a
high risk of CAD must achieve a more stringent goal of
�130/80 mm Hg rather than �140/90 mm Hg.

We did not find any statistically significant association
between race/ethnicity or sex and odds of having uncon-
trolled BP in adjusted models. The differences in odds of
having uncontrolled BP by race/ethnicity and sex in the
unadjusted models is largely explained by varying prevalence
of CAD, diabetes mellitus, and kidney disease. When sequen-
tial models were used to examine the effect of age, body mass
index, education, income, antihypertension medication use,
and CAD risk group individually, CAD risk group appeared
to be the most important positive confounder. This is not
surprising, because the criteria for hypertension control are
more stringent in the presence of these disorders.

Although NHANES data have been used to examine
hypertension control among US adults1–3,20–25 this is the first
study to our knowledge that investigates this important public
health issue using the 2007 AHA task force’s updated BP
goals. Whereas previous studies examined BP control only
among those with hypertension (eg, see References 4 and 22),
we examined BP control among all adults. Our study has
additional strengths: NHANES is a large nationally represen-
tative sample, which allows for estimation of the national
burden of uncontrolled BP, and BP was measured using a
standardized protocol.

One limitation of this study is the use of self-reported
measures of chronic kidney disease, diabetes mellitus, car-
diovascular disease, and heart failure. We did, however, have
data on creatinine clearance for chronic kidney disease and
glycohemoglobin for diabetes mellitus, which was used to
supplement our measures of disease status. We also used
self-reported physician diagnosis to define hypertension.
Others have defined hypertension as a combination of self-
reported physician diagnosis and antihypertensive medication
use. Our definition is more sensitive (inclusive), which could
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Figure 1. Prevalence of uncontrolled blood pressure according
to CAD risk group. White bars represent prevalence of uncon-
trolled blood pressure according to the old definition of hyper-
tension (�140/90 mm Hg); black bars represent prevalence of
uncontrolled blood pressure according to the updated 2007
American Heart Association task force guidelines (�140/
90 mm Hg for low-risk individuals; �130/80 mm Hg for FRS
�10%, CKD, DM, and CVD; �120/80 mm Hg for CHF). CAD
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Figure 2. Percentage of US adults with uncontrolled blood pres-
sure according to the 2007 American Heart Association task
force recommendations, stratified by sex. White bars represent
men and black bars represent women. FRS indicates Framing-
ham risk score; CKD, chronic kidney disease; DM, diabetes
mellitus; CVD, cardiovascular disease; CHF, congestive heart
failure.
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Figure 3. Percentage of Americans with uncontrolled blood
pressure according to the 2007 American Heart Association task
force recommendations, stratified by race/ethnicity. White bars
represent non-Hispanic white adults, gray bars represent non-
Hispanic black/black adults, and black bars represent Mexican
American adults. FRS indicates Framingham risk score; CKD,
chronic kidney disease; DM, diabetes mellitus; CVD, cardiovas-
cular disease; CHF, congestive heart failure.
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potentially overestimate the number of individuals with
hypertension if some individuals falsely report a physician
diagnosis. Another limitation of this study is the lack of
information on lifestyle (nonpharmacologic) modifications
for hypertension, such as weight loss or dietary modification.
In addition, we did not have information about whether
participants had to pay for their antihypertensive medication.
Individuals who must pay for their medication are less likely
to have their BP under control.26 Finally, only participants
aged �40 years underwent ankle brachial index measure-
ment, and we assumed that participants �40 years did not
have peripheral vascular disease. Most younger adults with
peripheral vascular disease also have another form of cardio-
vascular disease, minimizing this potential misclassification.

Perspectives
BP control is an important and cost-effective way to reduce
hospitalizations and cardiovascular events, such as heart
failure and stroke.27 Antihypertensive medications can delay
or prevent the development of hypertension,28 and recent
clinical trials have demonstrated that maintaining BP �140/
90 mm Hg reduces the risk of cardiovascular events.8 Given
the benefits of successful clinical intervention, the high cost
of treating cardiovascular disease, and the aging US popula-
tion, control of BP among adults, particularly among those at
high risk of CAD, needs to be a national priority. The impact
of the new millions of hypertensive individuals certainly
poses a substantial economic burden, as well as a burden on
clinicians. Examination of the economic burden of uncon-
trolled BP is warranted, especially related to the sex and
racial disparities observed in this study.

Disclosures
None.

References
1. Glover M, Greenlund K, Ayala C, Croft J. Racial/ethnic disparities in

prevalence, treatment, and control of hypertension: United States,
1999–2002. MMWR Morb Mortal Wkly Rep. 2005;54:7–9.

2. Hajjar I, Kotchen TA. Trends in prevalence, awareness, treatment, and
control of hypertension in the United States, 1988–2000. JAMA. 2003;
290:199–206.

3. Wang Y, Wang QJ. The prevalence of prehypertension and hypertension
among US adults according to the new joint national committee guide-

lines: new challenges of the old problem. Arch Intern Med. 2004;164:
2126–2134.

4. Ong KL, Cheung BM, Man YB, Lau CP, Lam KS. Prevalence,
awareness, treatment, and control of hypertension among United States
adults 1999–2004. Hypertension. 2007;49:69–75.

5. Appel LJ, Brands MW, Daniels SR, Karanja N, Elmer PJ, Sacks FM.
Dietary approaches to prevent and treat hypertension: a scientific
statement from the American Heart Association. Hypertension. 2006;47:
296–308.

6. Lewington S, Clarke R, Qizilbash N, Peto R, Collins R. Age-specific
relevance of usual blood pressure to vascular mortality: a meta-analysis of
individual data for one million adults in 61 prospective studies. Lancet.
2002;360:1903–1913.

7. Sipahi I, Tuzcu EM, Schoenhagen P, Wolski KE, Nicholls SJ, Balog C,
Crowe TD, Nissen SE. Effects of normal, pre-hypertensive, and hyper-
tensive blood pressure levels on progression of coronary atherosclerosis.
J Am Coll Cardiol. 2006;48:833–838.

8. Chobanian AV, Bakris GL, Black HR, Cushman WC, Green LA, Izzo JL
Jr, Jones DW, Materson BJ, Oparil S, Wright JT Jr, Roccella EJ. Seventh
report of the Joint National Committee on Prevention, Detection, Eval-
uation, and Treatment of High Blood Pressure. Hypertension. 2003;42:
1206–1252.

9. Rosendorff C, Black HR, Cannon CP, Gersh BJ, Core J, Izzo JL Jr,
Kaplan NM, O’Connor CM, O’Gara PT, Oparil S. Treatment of hyper-
tension in the prevention and management of ischemic heart disease: a
scientific statement from the American Heart Association Council for
High Blood Pressure Research and the Councils on Clinical Cardiology
and Epidemiology and Prevention. Circulation. 2007;115:2761–2788.

10. Kidney Disease Outcomes Quality Initiative (K/DOQI). K/DOQI clinical
practice guidelines on hypertension and antihypertensive agents in
chronic kidney disease. Am J Kidney Dis. 2004;43:S1–290.

11. Arauz-Pacheco C, Parrott MA, Raskin P. Treatment of hypertension in
adults with diabetes. Diabetes Care. 2003;26:S80–S82.

12. National Center for Health Statistics. National Health and Nutrition
Examination Survey. 2010.

13. Perloff D, Grim C, Flack J, Frohlick ED, Hill M, McDonald M, Mor-
genstern BZ. Human blood pressure determination by sphygmoma-
nometry. Circulation. 1993;88:2460–2470.

14. Cutler JA, Sorlie PD, Wolz M, Thom T, Fields LE, Roccella EJ. Trends
in hypertension prevalence, awareness, treatment, and control rates in
United States adults between 1988–1994 and 1999–2004. Hypertension.
2008;52:818–827.

15. National Institutes of Health, National Heart Lung and Blood Institute.
ATP III Guidelines At-A-Glance Quick Desk Reference. National
Institutes of Health, National Heart Lung and Blood Institute; 2001.

16. Moses S. Creatinine clearance. In: Family Practice Notebook. 2009.
17. Russ A. Drug Pocket: Clinical Reference Guide. 3rd ed. Hermosa Beach,

CA: Borm Bruckmeier Publishing LLC; 2004.
18. National Center for Health Statistics. The National Health and Nutrition

Examination Survey (NHANES): analytic and reporting guidelines.
National Center for Health Statistics; 2005.

19. Research Triangle Institute. SUDAAN Language Manual, Release 9. 1st
ed. Research Triangle Park, NC: Research Triangle Institute; 2004.

Table 2. ORs and 95% CIs for Uncontrolled Blood Pressure According to the 2007 American Heart
Association Task Force Guidelines, Stratified by Race/Ethnicity and Sex

Race/Ethnicity and Sex Group

Age Adjusted Model 1* Model 2†

OR 95% CI OR 95% CI OR 95% CI

White women 1.0 (reference) 1.0 (reference) 1.0 (reference)

White men 1.19 0.91 to 1.55 1.06 0.65 to 1.72 0.78 0.45 to 1.35

Black women 1.37 1.08 to 1.73 1.16 0.77 to 1.74 0.99 0.69 to 1.41

Black men 1.65 1.21 to 2.26 1.76 0.92 to 3.37 1.16 0.62 to 2.17

Mexican American women 1.24 0.92 to 1.68 1.32 0.72 to 2.41 1.02 0.55 to 1.92

Mexican American men 1.34 0.95 to 1.90 0.76 0.42 to 1.36 0.46 0.19 to 1.11

OR indicates odds ratio.
*Model adjusted for age, body mass index, education, income, and antihypertension medication use.
†Model adjusted for age, body mass index, education, income, antihypertension medication use, and coronary artery disease risk

group.

Bertoia et al Implications of New Hypertension Guidelines 365



20. Ostchega Y, Dillon CF, Hughes JP, Carroll M, Yoon S. Trends in
hypertension prevalence, awareness, treatment, and control in older US
adults: data from the National Health and Nutrition Examination Survey
1988 to 2004. J Am Geriatr Soc. 2007;55:1056–1065.

21. He J, Muntner P, Chen J, Roccella EJ, Streiffer RH, Whelton PK. Factors
associated with hypertension control in the general population of the
United States. Arch Intern Med. 2002;162:1051–1058.

22. Hyman DJ, Pavlik VN. Characteristics of patients with uncontrolled
hypertension in the United States. N Engl J Med. 2001;345:479–486.

23. Peralta CA, Hicks LS, Chertow GM, Ayanian JZ, Vittinghoff E, Lin F,
Shlipak MG. Control of hypertension in adults with chronic kidney
disease in the United States. Hypertension. 2005;45:1119–1124.

24. Duru OK, Vargas RB, Kermah D, Pan D, Norris KC. Health insurance
status and hypertension monitoring and control in the United States. Am J
Hypertens. 2007;20:348–353.

25. Egan BM, Zhao Y, Axon RN. US trends in prevalence, awareness,
treatment, and control of hypertension, 1988 –2008. JAMA. 303:
2043–2050.

26. Gandelman G, Aronow WS, Varma R. Prevalence of adequate blood
pressure control in self-pay or Medicare patients versus Medicaid or
private insurance patients with systemic hypertension followed in a uni-
versity cardiology or general medicine clinic. Am J Cardiol. 2004;94:
815–816.

27. Roger VL, Go AS, Lloyd-Jones DM, Adams RJ, Berry JD, Brown TM,
Carnethon MR, Dai S, de Simone G, Ford ES, Fox CS, Fullerton HJ,
Gillespie C, Greenlund KJ, Hailpern SM, Heit JA, Ho PM, Howard VJ,
Kissela BM, Kittner SJ, Lackland DT, Lichtman JH, Lisabeth LD, Makuc
DM, Marcus GM, Marelli A, Matchar DB, McDermott MM, Meigs JB,
Moy CS, Mozaffarian D, Mussolino ME, Nichol G, Paynter NP,
Rosamond WD, Sorlie PD, Stafford RS, Turan TN, Turner MB, Wong
ND, Wylie-Rosett J, Roger VL, Turner MB. Executive summary: heart
disease and stroke statistics: 2011 update–a report from the American
Heart Association. Circulation. 123:459–463.

28. Julius S, Nesbitt SD, Egan BM, Weber MA, Michelson EL, Kaciroti N,
Black HR, Grimm RH Jr, Messerli FH, Oparil S, Schork MA. Feasibility
of treating prehypertension with an angiotensin-receptor blocker. N Engl
J Med. 2006;354:1685–1697.

366 Hypertension September 2011


