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Within the past 3 years, updates to several authoritative health guidelines have been released. 
The committees tasked with updating them evaluated the evidence to establish recommen-
dations for prevention and treatment of chronic disease. Registered dietitian nutritionists 
(RDNs) are essential to the implementation of these guidelines by helping individuals under-
stand and adhere to the recommendations. Furthermore, research RDNs interpret existing 
evidence and contribute new research to fill knowledge gaps, thereby informing guideline 
updates. Thus, it is imperative that RDNs are aware of the current recommendations. The pur-
pose of this article is to summarize updates with a focus on the recommendations most rel-
evant to RDNs, and highlight evidence gaps requiring nutrition research, where appropriate. 
The following guidelines are included:

• 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Pre-
vention, Detection, Evaluation, and Management of High Blood Pressure in Adults: A Report 
of the American College of Cardiology/American Heart Association (ACC/AHA) Task Force 
on Clinical Practice Guidelines 

• 2018 AHA/ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA Guideline on 
the Management of Blood Cholesterol

• Physical Activity Guidelines for Americans, 2nd Edition

• 2019 ACC/AHA Guideline on the Primary Prevention of Cardiovascular Disease

• American Diabetes Association (ADA) Standards of Medical Care in Diabetes – 2019 
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sion. Previously defined as systolic blood 
pressure (SBP) ≥140 mm Hg and/or diastolic 
blood pressure (DBP) ≥90 mm Hg, the new 
guideline defines hypertension as ≥130 
and/or ≥80 mm Hg SBP and DBP, respec-
tively. Accordingly, the revised treatment 
goal – lifestyle or pharmacological – is now 
<130/80 mm Hg. The “prehypertension” cat-
egory was eliminated; instead, SBP between 
120-129 mm Hg with normal DBP (<80 mm 
Hg) is termed “elevated.”

The revised hypertension definition re-
classified many prehypertensive adults as 
hypertensive, shifting the prevalence of 
hypertension among the US adult popu-
lation from about one-third to one-half. 
Importantly, lifestyle changes alone are in-
dicated for most of the reclassified individu-
als, and lifestyle remains the foundation of 
treatment at all BP levels. Estimated SBP re-
ductions of 4-11 mm Hg are achievable for 
hypertensive patients adopting a healthy, 
reduced sodium diet, limiting excessive 
alcohol intake, increasing physical activity, 
and losing excess weight. Specifically, the 
guideline ascribes the most potent blood 
pressure lowering effect to consuming a 
DASH dietary pattern, rich in fruits, veg-
etables, whole grains, and low-fat dairy and 
limiting saturated and total fat. Benefits of 
reduced sodium intake (optimally <1500 
mg) and increased potassium intake (3500-
5000 mg/d) – “preferably by consumption 
of a diet rich in potassium” rather than sup-
plements – are acknowledged. However, 
authors found insufficient evidence for the 
BP-lowering effectiveness of other dietary 

• 2019 Dietary Reference Intakes for So-
dium and Potassium developed by the 
National Academies of Sciences, Engi-
neering, and Medicine

While not a guideline, the EAT-Lancet Com-
mission Report proposed dietary targets of 
which RDNs should be aware. Thus, a brief 
summary of its findings will follow discus-
sion of the new guidelines.

2017 ACC/AHA/AAPA/ABC/ACPM/
AGS/APHA/ASH/ASPC/NMA/PCNA 
GUIDELINE FOR THE PREVENTION, 
DETECTION, EVALUATION, AND 
MANAGEMENT OF HIGH BLOOD 
PRESSURE IN ADULTS

The 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/
APhA/ASH/ASPC/NMA/PCNA Guideline 
for the Prevention, Detection, Evaluation, 
and Management of High Blood Pressure 
in Adults1 was prepared by the American 
College of Cardiology (ACC) and American 
Heart Association (AHA) Task Force on Clini-
cal Practice to update the Seventh Report 
of the Joint National Committee on Preven-
tion, Detection, Evaluation and Treatment of 
High Blood Pressure from 2003.2 The writing 
group included representatives from AHA/
ACC/AACVPR/AAPA/ABC/ACPM/ADA/AGS/
APhA/ASPC/NLA/PCNA. It guides clinicians 
in the prevention, detection, evaluation and 
treatment of high blood pressure in adults. 
A separate guideline for children was issued 
by the American Academy of Pediatrics in 
20173; this will not be reviewed. 

The most significant revision was the 
change in diagnostic criteria for hyperten-

patterns such as Mediterranean, vegetarian, 
or low-carbohydrate diets. RDNs and nutri-
tion researchers are positioned to build this 
evidence base.

BP-lowering medications are additionally 
recommended to reduce atherosclerotic 
cardiovascular disease (ASCVD) risk in cer-
tain patients. Decisions regarding initiation 
and intensity of pharmacological therapies 
are informed by baseline BP, comorbidities, 
and estimated 10-year ASCVD risk (Box 1). 
This guideline also acknowledges benefits 
of using out-of-office BP to confirm and 
manage hypertension. Out-of-office BP 
measurement includes home and ambula-
tory BP monitoring (ABPM). A systematic re-
view conducted by the US Preventative Task 
Force reported better prediction of long-
term ASCVD outcomes using ABPM rather 
than office BP.4 Increased use of ABPM in 
clinical practice and research is anticipated. 

2018 AHA/ACC/AACVPR/AAPA/
ABC/ACPM/ADA/AGS/APHA/
ASPC/NLA/PCNA GUIDELINE ON 
THE MANAGEMENT OF BLOOD 
CHOLESTEROL

The 2018 AHA/ACC/AACVPR/AAPA/ABC/
ACPM/ADA/AGS/APhA/ASPC/NLA/PCNA 
Guideline on the Management of Blood 
Cholesterol5 was developed by the ACC 
and the AHA along with the National Lipid 
Association and nine other societal collabo-
rators. This document guides clinical prac-
titioners in the management of high blood 
cholesterol and related disorders.

Replacing the 2013 Guideline on the Treat-
ment of Blood Cholesterol to Reduce Ath-
erosclerotic Cardiovascular Risk in Adults,6 
the current guideline cites new evidence 
from randomized controlled trials that sup-
ports more aggressive pharmacological 
treatment of high cholesterol, guided by 
LDL-C targets. Lifestyle therapy remains the 
foundation for risk reduction across all risk 
levels and ages. Diet, exercise, and weight 
management recommendations from the 
2013 AHA/ACC Guideline on Lifestyle Man-
agement to Reduce Cardiovascular Risk 
are carried forward.6 This guideline recom-
mended a dietary pattern emphasizing 
intake of vegetables, fruits, whole grains, 
legumes, healthy proteins (including low-
fat dairy, low-fat poultry, fish, seafood, and 
nuts), and non-tropical vegetable oils while 
limiting sweets, sugar-sweetened bever-
ages, and red meats, with calorie intake 
adjusted to support healthy weight man-

BOX 1. ASCVD RISK ESTIMATION

The blood pressure guidelines, cholesterol guidelines, and Standards of Medical Care 
in Diabetes endorse estimation of 10-year ASCVD risk using pooled cohort equations 
to guide treatment decisions for primary prevention. These equations use observa-
tional data from representative population samples to estimate an individual’s risk of 
experiencing an ASCVD event within 10-years. An online calculator available from the 
ACC, the ASCVD Risk Estimator Plus (http://tools.acc.org/ASCVD-Risk-Estimator-Plus), 
allows clinicians to input patient age, sex, race, blood pressure, cholesterol, smoking 
history, and diabetes history along with current use of anti-hypertensive treatments, 
statins, and/or aspirin therapy to generate a percentage estimate for 10-year ASCVD 
risk. The ACC/AHA classify risk as low (<5%), borderline (5 to <7.5%), intermediate (7.5 
to <20%), and high (≥20%). 

The risk calculator also provides an estimate of lifetime risk. In patients ≤59 years of 
age, calculated 10-year risk is generally low because age is the strongest determinant 
of risk. Thus, lifetime risk estimation is recommended for younger patients, particularly 
20-39 year olds. This estimation serves to inform clinician-patient discussions about 
lifestyle changes that can reduce risk. Limited data are currently available to inform risk 
predictions outside of the 40-79 year age range, so estimates may be less accurate for 
younger and older patients. 
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any duration of aerobic activity (e.g. a one-
minute stair climb) can contribute to the 
weekly minimum recommendation. A focus 
on accruing active minutes through small 
behavior changes can make weekly targets 
more accessible and encourage people to 
move throughout the day.

The recommended weekly activity targets 
for ages six and older have not changed. 
Adults should accumulate 150-300 min-
utes of moderate- or 75-150 minutes of 
vigorous-intensity aerobic activity plus 
muscle-strengthening exercises at least 
twice weekly. The same targets apply to 
older adults, as physically able, with the ad-
dition of balance training. Children and ad-
olescents ages 6-17 should include at least 
an hour per day of moderate-to-vigorous 
activity, with specific guidance to include 
aerobic, muscle-strengthening, and bone-
strengthening exercises.

2019 ACC/AHA GUIDELINE ON 
THE PRIMARY PREVENTION OF 
CARDIOVASCULAR DISEASE

The 2019 ACC/AHA Guideline on the Pri-
mary Prevention of Cardiovascular Disease9 
was issued in March 2019. This guideline 
updates the 2013 Guideline on Lifestyle 
Management to Reduce Cardiovascular 
Disease10 as well as components of the 2013 
ACC/AHA Guideline on the Treatment of 
Blood Cholesterol to Reduce Atherosclerotic 
Cardiovascular Risk in Adults.6 In contrast to 
previous guidelines, the new guideline ad-
vises clinicians and public health practitio-
ners on both lifestyle and medical therapies 
recommended for primary CVD prevention 
in a single document. Note that blood pres-
sure and cholesterol management recom-
mendations for primary CVD prevention are 
carried forth from their respective 2017 and 
2018 guidelines.1,6 

The 2019 Guideline leads with overarching 
recommendations for all facets of primary 
prevention care to be team-based, patient-
centered, and considerate of social deter-
minants of health. RDNs are essential mem-
bers of the care team, as they are uniquely 
trained to provide dietary guidance to 
support disease prevention and weight 
management. It is important to acknowl-
edge that patients’ personal values as well 
as social determinants of health (including 
psychosocial, socioeconomic, educational, 
environmental, cultural, and racial/ethnic 
characteristics) may impact the appropri-
ateness and/or efficacy of certain preven-
tion recommendations. Patient-clinician 

agement. A saturated fat target of 5-6% 
was recommended for LDL-C lowering. 
Moderate-to-vigorous physical activity was 
recommended for at least 3-4 sessions of at 
least 40 minutes duration each, per week.

The major focus of this guideline is to ad-
vise clinicians on initiation of and monitor-
ing response to pharmacological therapies. 
Factors weighed in such decisions include 
baseline low-density cholesterol (LDL-C), 
pre-existing disease, age, and calculated 10-
year ASCVD risk. RDNs in research may find 
the guideline useful when planning studies 
as target populations may be taking these 
medications. Researchers should explicitly 
define whether dose and/or type of drug 
will affect eligibility for participation and 
ensure adherence to therapies throughout 
study duration.

PHYSICAL ACTIVITY GUIDELINES FOR 
AMERICANS, 2ND EDITION

The 2nd edition of the Physical Activity 
Guidelines for Americans7 was released in 
November 2018. Issued by the US Depart-
ment of Health and Human Services, these 
guidelines provide policy makers and 
health professionals with recommenda-
tions to help the public maintain and im-
prove health through physical activity. 

Since the previous edition was released 
in 2008,8 evidence supporting benefits of 
physical activity and exercise across the 
lifespan has accrued. RDNs should be aware 
of evidence showing physical activity can 
slow disease progression in hypertension 
and type 2 diabetes; decrease the risk of 
gestational diabetes in pregnant women; 
and reduce the risk of excessive weight gain 
and support healthy weight maintenance 
in all people. Physical activity also benefits 
bone health and weight status in young 
(3-5 years old) children; new guidelines 
for this age group recommend preschool-
ers engage in active play for at least three 
hours daily. A single bout of moderate- to 
vigorous-intensity exercise can reduce 
blood pressure, improve insulin function 
throughout the rest of the day, and improve 
mood, stress, brain function, and sleep. Em-
phasizing immediate results may motivate 
individuals who are not driven by the long-
term benefits.

The resounding message of these guide-
lines is to move more and sit less. A signifi-
cant change from the previous edition is 
removal of the 10-minute bout minimum 
recommended for aerobic activity. Instead, 

collaboration can identify the best preven-
tion strategy for each patient. 

A healthy lifestyle is recognized as the most 
important factor for CVD prevention, with 
diet and exercise as principal defining fac-
tors. Physical activity recommendations 
are consistent with the Physical Activity 
Guidelines for Americans.7 The diet pattern 
recommended for primary CVD prevention 
emphasizes fruits, vegetables, legumes, 
nuts, whole grains, lean vegetable or ani-
mal proteins, and fish while reducing cho-
lesterol and sodium and minimizing intake 
of trans fats, processed meats, refined car-
bohydrates, and sweetened beverages. In 
addition, replacement of saturated fat with 
monounsaturated fat and polyunsaturated 
fat is recommended. Dairy is not included 
in the dietary pattern for CVD prevention, as 
authors deemed evidence linking dairy in-
take to CVD risk factors “inconclusive.” This 
should not be misinterpreted as a recom-
mendation to exclude dairy but rather a call 
for more evidence clarifying its role in CVD 
prevention. Caution is advised regarding 
low-carbohydrate diets, as long-term ad-
herence in observational studies has been 
associated with increased mortality risk un-
less the protein and fat sources that replace 
carbohydrates are plant-derived.11 RDNs 
should remain aware of developments in 
this area of research and ensure they are ac-
curately communicated to the public.

STANDARDS OF MEDICAL CARE IN 
DIABETES – 2019 

First released in 1989, the Standards of Med-
ical Care in Diabetes are updated annually 
by the ADA. This document aims to provide 
clinicians, patients, researchers, payers, and 
“other interested individuals” with informa-
tion, goals, and tools to guide and provide 
diabetes care. 

The 2019 update recommends provision of 
diabetes care by a multidisciplinary team, 
specifically identifying RDNs as members 
of that care management team (recom-
mendation 4.2).12 Consistent with previous 
recommendations, it continues to advise 
self-management education for all individu-
als with diabetes. As providers of diabetes 
care and education for self-management, 
RDNs can improve diabetes-related out-
comes. The ADA recognizes the value of 
RDN-administered medical nutrition ther-
apy to improve glycemic control, citing 
associated A1C reductions of 1.0-1.9% and 
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patient care is acknowledged, and tech-
nological innovations in diabetes manage-
ment are discussed in a newly added sec-
tion. For the first time, the ACC endorsed 
the “Cardiovascular Disease and Risk Man-
agement” section. Consistent with the ACC/
AHA blood pressure and cholesterol guide-
lines, the ADA recommends calculation 
of 10-year ASCVD risk to guide treatment 
goals and therapies.

DIETARY REFERENCE INTAKES FOR 
SODIUM AND POTASSIUM

The updated Dietary Reference Intakes for 
Sodium and Potassium report was released 
in March 2019,15 replacing the previous 2005 
report.16 Dietary reference intakes (DRIs) for 
nutrients are developed by committees ap-
pointed by the Health and Medicine Divi-
sion (formerly Institute of Medicine) of the 
National Academies of Science, Engineer-
ing, and Medicine. These reference values, 
specific to age, gender, and life stage, es-
tablish a scientific basis to develop dietary 
guidelines, survey population health, and 
inform policies for the US and Canada.

A noteworthy update is the implementa-
tion of a new DRI model proposed in the 

0.3-2% in people with type 1 and 2 diabe-
tes, respectively.13 Consistent with previous 
versions, no specific diet is recommended 
as evidence does not support one ideal 
macronutrient distribution for all people 
with diabetes. In general, nutrition therapy 
should be individualized, considering pa-
tient preferences, current eating patterns, 
metabolic goals, and barriers. 

The appraisal of low-carbohydrate diets, 
added in 2018,14 remains largely unchanged 
in this edition. Potential short term glycemic 
and lipid improvements on low-carbohy-
drate diets are acknowledged, but long-
term sustainability is questioned. The ADA 
now explicitly recommends that certain 
individuals (e.g. pregnant women, children) 
not consume low-carbohydrate diets. A 
stronger stance on nonnutritive sweeteners 
is also communicated in this edition, advis-
ing reduced consumption of both sugar- 
and nonnutritive-sweetened beverages.

Other updates include a change in the dia-
betes diagnostic criteria to allow diagnosis 
on the basis of two abnormal test results 
from the same blood sample; previously, 
two separate samples were required. The 
use and potential value of telemedicine for 

2017 report, Guiding Principles for Developing 
Dietary Reference Intakes Based on Chronic 
Disease (the Guiding Principles Report).17 This 
model evaluates adequacy and toxicity 
reference values separately from nutrient 
intake values recommended for chronic 
disease reduction. Thus, a new DRI value, 
the Chronic Disease Risk Reduction Intake 
(CDRR), is now established when evidence 
permits. The relationship between nutri-
ent intake and risk of chronic disease was 
sufficiently characterized to establish a 
CDRR for sodium but not potassium. To 
be clear, the committee identified moder-
ate strength evidence for a causal relation 
between potassium supplementation and 
reduced blood pressure. However, hetero-
geneity in studies, lack of a dose-response 
relationship, and insufficient evidence for its 
relation with chronic disease outcomes pro-
hibited establishment of a CDRR.

Consistent with the prior report, insufficient 
evidence exists to establish adequacy or 
toxicity levels for either nutrient. Adequate 
Intake (AI) levels, which estimate intakes 
of apparently healthy individuals, were re-
evaluated and updated. For most groups, AI 
levels for sodium and potassium decreased 
or were unchanged. However, the sodium 
AI increased for adults over 50 years of age 
and the potassium AI increased for infants 
7-12 months of age. Table 1 compares previ-
ous and revised DRIs for both nutrients. 

The committee identified several research 
needs to which nutrition investigators can 
contribute to inform sodium and potas-
sium recommendations. Better methods 
to assess sodium and potassium intakes 
are needed as limitations of current self-
reported intake and urinary output mea-
surements are acknowledged. Long-term 
trials are required to characterize the ef-
fect of potassium intake, in different doses 
and forms, on blood pressure and chronic 
disease risk. Improved characterization of 
the relation between sodium intake and 
these outcomes is needed as well, along 
with characterization of intraindividual dif-
ferences in response to sodium intake. The 
interrelationship between potassium and 
sodium must be better characterized, as 
their actions are biologically linked and may 
predict health outcomes better together 
than either nutrient alone. 

EAT-LANCET REPORT

The EAT-Lancet Commission tasked 37 lead-
ing international scientists from diverse dis-

Table 1. Potassium and Sodium Dietary Reference Intakes

Potassium (mg/d) Sodium (mg/d)
AI 2005 AI 2019 CDRR AI 2005 AI 2019 CDRR

Infants 0-6 mo 400 400 - 120 110 -
Infants 7-12 mo 700 860 - 370 370 -
Children 1-3 y 3000 2000 - 1000 800 ≤1200
Children 4-8 y 3800 2300 - 1200 1000 ≤1500
Males 9-13 y 4500 2500 - 1500 1200 ≤1800
Males 14-18 y 4700 3000 - 1500 1500 ≤2300
Males 19-30 y 4700 3400 - 1500 1500 ≤2300
Males 31-50 y 4700 3400 - 1500 1500 ≤2300
Males 51-70 y 4700 3400 - 1300 1500 ≤2300
Males >70 y 4700 3400 - 1200 1500 ≤2300
Females 9-13 y 4500 2300 - 1500 1200 ≤1800
Females 14-18 y 4700 2300 - 1500 1500 ≤2300
Females 19-30 y 4700 2600 - 1500 1500 ≤2300
Females 31-50 y 4700 2600 - 1500 1500 ≤2300
Females 51-70 y 4700 2600 - 1300 1500 ≤2300
Females >70 y 4700 2600 - 1200 1500 ≤2300
Pregnancy 14-18 y 4700 2600 - 1500 1500 ≤2300
Pregnancy 19-30 y 4700 2900 - 1500 1500 ≤2300
Pregnancy 31-50 y 4700 2900 - 1500 1500 ≤2300
Lactation 14-18 y 5100 2500 - 1500 1500 ≤2300
Lactation 19-30 y 5100 2800 - 1500 1500 ≤2300
Lactation 31-50 y 5100 2800 - 1500 1500 ≤2300

Abbreviations: AI, Adequate Intake; CDRR, Chronic Disease Risk Reduction intake. CDRRs were not 
determined for potassium, all groups, or for sodium in infants <12 months of age. (Continued on page 5)
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