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Lack of customized hypertension-guidelines for low- and middle-income countries (LMICs) 
cannot be solved by direct adoption of guidelines from high-income countries (HICs).

RECOMMENDATIONS BY WHO AND ISH

If utilized in the correct settings, both these guidelines have the 
potential to globally improve hypertension control.

KEY TAKEAWAY

 	� Local health departments may adopt feasible recommendations from these 
guidelines to formulate the best-suited, evidence-based guidelines for their 
respective circumstances

This study compared the WHO and the ISH guidelines, and evaluated their advantages, 
shortcomings and the implications of the differences found between the 

two guidelines in both LMICs and HICs.

WHY THIS MATTERS

Global burden of hypertension 
continues to be a problem, 
particularly in LMICs

 	� Clinical practice guidelines 
with latest evidence-based 
recommendations are crucial in 
the management of hypertension

2021 WHO guidelines and 
2020 ISH guidelines, both 
provide up-to-date evidence-based 
information

 	� Variety of available guidelines may 
cause confusion in choosing the 
most suitable one

ISH

 	� Management of hypertension in 
LMICs and HICs

 	� More tailored and precise 
management

WHO

 	� Management of hypertension in 
LMICs

 	� More aggressive treatment

KEY HIGHLIGHTS

WHO VS ISH GUIDELINES

For details regarding similarities and differences between WHO and ISH guidelines with 
respect to the below given parameters, click on the respective hyperlink.

LIMITATIONS

GENERAL COMPARISON BETWEEN WHO AND ISH GUIDELINES

WHO GUIDELINES ISH GUIDELINES

Consider implications for LMICs Consider implications for LMICs and HICs

Recommendations are according to four levels 
of certainty:

 	� Very low

 	� Low

 	� Moderate

 	� High

Some recommendations might not be feasible 
in low-resource settings and thus classified into 
two categories:

 	 �Essential (applicable to both LMIC and HIC)

 	 �Optimal (applicable whenever available)

Encourage more aggressive treatment of 
hypertension:

 	� Providing treatment as soon as possible

 	� Potentially sacrificing precision if it results in 
treatment delay

Suggest more tailored and precise 
management:

 	� Individualized to each patient’s condition

 	� May be more expensive and time consuming

Include special recommendations for 
hypertension in the context of COVID-19 and 
humanitarian crises

Provide more attention to ethnic and racial 
differences

For additional details, please refer to the source publication Nugroho P, et al.

ABBREVIATIONS:
BP, blood pressure; CV, cardiovascular; COVID-19, coronavirus disease 2019; HICs, high-income countries; ISH, International 
Society of Hypertension; LMICs, low- middle-income countries; WHO, World Health Organization.
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 	 �No comparison was carried out between WHO/ISH recommendations and regional/
national guidelines.

 	 �The differences between WHO and ISH recommendations with population-specific 
guidelines were not investigated.

 	 �The observations might have had a judgment bias, since all the authors involved were 
from a lower-middle income country.
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PARAMETERS WHO GUIDELINES ISH GUIDELINES


DEFINITION OF 
HYPERTENSION


Defined by systolic and diastolic BP and reported use of 
antihypertensives Office BP reading of >140/90 mm Hg 


CLASSIFICATION 
OF BP


 	� Not classified 


 	� Does not address BP measurement and diagnosis of 
hypertension


Classified in to four categories:


 	� Normal (<130/85 mm Hg)


 	High normal (130–139/85–89 mm Hg)


 	� Grade 1 hypertension (140–159/90–99 mm Hg)


 	Grade 2 hypertension (≥160/100 mm Hg)


ABBREVIATIONS:
BP, blood pressure; ISH, International Society of Hypertension; WHO, Wold Health Organization.
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PARAMETERS WHO GUIDELINES ISH GUIDELINES


MANAGEMENT 
OF POPULATION 


WITHOUT CV RISK


Start antihypertensives in those without CV risk, and 
BP ≥140/90 mm Hg


 	� Lifestyle interventions recommended for those without 
CV risk, and BP ≥140/90 mm Hg 


 	� Antihypertensives recommended in grade 2 hypertensives 
with BP ≥160/100 mm hg


INDICATION 
TO INITIATE 


ANTIHYPERTENSIVES 
IN HIGH-RISK 
POPULATION


SBP of 130–139 mm Hg Grade 1 hypertension (140/90–159/99 mm Hg)


ABBREVIATIONS:
BP, blood pressure; CV, cardiovascular; ISH, International Society of Hypertension; SBP, systolic blood pressure; WHO, World Health Organization.



https://www.ncbi.nlm.nih.gov/books/NBK573631/

https://www.ahajournals.org/doi/full/10.1161/HYPERTENSIONAHA.120.15026?rfr_dat=cr_pub++0pubmed&url_ver=Z39.88-2003&rfr_id=ori%3Arid%3Acrossref.org






PARAMETERS WHO GUIDELINES ISH GUIDELINES


OUT-OF-OFFICE BP 
MEASUREMENTS


 	� Do not discuss out-of-office BP measurements or 
explain WCH and MH 


 	� Suggest a conditional recommendation for home-based 
self-care 


 	� Suggest that ABPM may pose as an economic barrier in 
the initiation of pharmacological treatment in 
less-resourced settings


 	 �ABPM and home-based BP measurements are 
recommended whenever possible, especially warranted 
for patients with high-normal BP to grade 1 hypertension, 
if feasible


 	 �In combination with office BP measurements, WCH and 
MH can be detected


ABBREVIATIONS:
ABPM, ambulatory blood pressure measurements; BP, blood pressure; ISH, International Society of Hypertension; MH, masked hypertension; WCH, white coat hypertension; 
WHO, World Health Organization.
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PARAMETERS WHO GUIDELINES ISH GUIDELINES


PHARMACOLOGICAL 
THERAPY


Similarities: 


 	� Combination therapy, preferably SPCs


 	� Combination of two drug classes, e.g., ACEis/ARBs + DHP-CCBs is preferred


 	� Use of beta-blockers can be considered in presence of cardiac conditions, such as ischemic heart disease or heart failure


 	� Use of CCBs in patients with comorbidities such as diabetes mellitus, chronic kidney disease, and heart failure is 
recommended and found beneficial particularly in black patients


 	� Administration of triple-drug combinations in patients consuming two drugs at a maximum dose if the target BP is 
still unattained


Combination of ACEi/ARB or DHP-CCB or thiazide/ 
thiazide-like diuretics  


 	� ACEi/ARB + DHP-CCB


 	� Thiazide-like diuretics favored vs thiazide diuretics


 	� Thiazide diuretics only included as a core drug in the 
second step or after failure of the first step using a 
maximum combination dose


Use of monotherapy: Not mentioned Use of monotherapy: In low-risk grade 1 hypertension or 
in very old (≥80 years) patients 


PHARMACOLOGICAL 
INTERVENTION 
IN RESISTANT 


HYPERTENSION* 


Case to be referred to specialists if BP control is not 
attained after the addition of fully adjusted doses of an 
ARB and thiazide/thiazide-like diuretics


 	� To be managed by competent specialists, or alternatively, 
by adding a fourth-line agent if BP is uncontrolled by a 
triple combination


 	� Additional administration of low-dose spironolactone if 
the serum potassium is <4.5 mmol/L and the estimated 
glomerular filtration rate is > 45 mL/min/1.73 m2


* Seated office BP >140/90 mm Hg in patients treated with ≥3 antihypertensives at optimal doses after excluding pseudoresistance
ABBREVIATIONS:
ACEis, angiotensin-converting enzyme inhibitors; ARBs, angiotensin II receptor blockers; BP, blood pressure; CCBs, calcium channel blockers; DHP, dihydropyridine; ISH, International 
Society of Hypertension; SBP, systolic blood pressure; SPCs, single pill combinations; WHO, World Health Organization.
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PARAMETERS WHO GUIDELINES ISH GUIDELINES


ASSESSMENT OF 
COMORBIDITIES


Use of conventional tests, such as electrocardiogram, and 
prompt treatment


Use of meticulous, but costly and time-consuming 
investigations such as echocardiography and the 
aldosterone-renin ratio 


ASSESSMENT OF CV 
RISK FACTORS


 	� CVD risk assessment is not required in patients with 
grade 1 hypertension before initiation of pharmacological 
treatment 


 	� It is important in patients with normal-high BP 
(SBP 130–139 mm Hg) perhaps to avoid overtreatment


Risk factors assessed in all hypertensive patients using 
a simple scoring system (comprising BP measurement, 
hypertension-mediated organ damage, grade 3 chronic 
kidney disease, diabetes, CVD, age, sex, and other factors)


ABBREVIATIONS:
BP, blood pressure; CV, cardiovascular; CVD, CV disease; ISH, International Society of Hypertension; SBP, systolic blood pressure; WHO, Wold Health Organization.
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PARAMETERS WHO GUIDELINES ISH GUIDELINES


BP TARGETS TO 
BE ACHIEVED


Similarities: 


 	� For patients without comorbidities: Target BP of <140/90 mm Hg


 	For patients with comorbidities + high CV risk: Target SBP of <130 mm Hg


 	� No target duration for achieving BP control defined


 	Office BP targets in hypertensives:


– 	� Without comorbidities: <140/90 mm Hg


– 	 �With known CVD or high-risk populations: 
<130 mm Hg 


 	� Aim BP control within 3 months of pharmacological 
initiation


 	� Office BP targets: Reduction by ≥20/10 mm Hg or to 
<140/90 mm Hg


– 	� For <65 years: 121–129/71–79 mm Hg


– 	� For ≥65 years: <140/90 mm Hg


REASSESSMENT/ 
FOLLOW-UP


Monthly reassessment of BP after initiating BP-lowering 
therapy; after BP is controlled, follow-up every 3–6 months No recommendations on the follow-up frequency


ABBREVIATIONS:
BP, blood pressure; CV, cardiovascular; CVD, CV disease; ISH, International Society of Hypertension; SBP, systolic blood pressure; WHO, World Health Organization.
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