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anada has been an international leader in hypertension
care, but this appears to be changing. After more than
60 years of declining rates of cardiovascular death, trends
are now reversing, along with reduced rates of detection, treat-
ment and control of hypertension.’-* According to a survey con-
ducted in 2007-2009, 82% of Canadians with hypertension were
treated and 69% were controlled; by comparison, survey data
from 2016-17 showed that only 72% of affected adults were
treated and a mere 58% were adequately controlled.? In the most
recent cycle of a national survey, fewer than two-thirds of women
reported being treated for hypertension and fewer than half were
controlled for hypertension.? During the same period, clinical prac-
tice guidelines from Hypertension Canada became more intensive,
with lower recommended targets for systolic blood pressure in
selected high-risk patients with no distinctions between women
and men with respect to treatment indications or blood pressure
goals. Although the specific reasons underlying the changes in
national hypertension treatment and control are unknown, we
suggest several plausible explanations, including the loss of fed-
eral government support for hypertension surveillance, waning
emphasis on implementation and evaluation of hypertension
guidelines and termination of industry sponsorship for education
initiatives as generic medications became more widely used.?
Recent controversies and discrepancies about optimal blood
pressure targets, perceived risks of treatment and expert recom-
mendations may have dissuaded some clinicians from treating
hypertension in certain patients, especially older adults. How-
ever, ample data support the benefits and safety of hypertension
control in this population. For instance, in the Hypertension in
the Very Elderly Trial, treatment of older adults (mean age
83.6 yr; 60.5% female) with a baseline systolic blood pressure of
160 mm Hg or higher resulted in a mean blood pressure reduc-
tion of 15.0/6.1 mmHg compared with placebo. The treatment
group also had a 3.0% absolute risk reduction in any cardiovas-
cular event (7.1% v. 10.1% for placebo, number needed to treat
33, p < 0.001) and a 2.2% absolute risk reduction in all-cause
death (10.1% v. 12.3%, number needed to treat 46, p = 0.02) over
a median of only 1.8 years.* Moreover, several trials have shown
the mortality benefit of reducing blood pressure in older
patients, irrespective of frailty (excluding patients with limited
life expectancy or dementia, or those needing institutionalized
care).* Overall, rates of adverse effects from treatment are
low.*5 Indeed, treatment of hypertension is supported by high-

KEY POINTS

® Treatment of hypertension is highly effective for reducing
cardiovascular morbidity, preventable disability and death
across age groups.

* National rates of hypertension treatment and control have
worsened in the last decade.

® Hypertension control should again be made a national priority,
with optimization of clinical care using global best practices and
re-engagement with government.

quality evidence for patients across a broad range of cardiovas-
cular risk profiles and age groups for both men and women.®’

The determinants of blood pressure control are admittedly
complex, but innovative, multidimensional strategies can
improve management and outcomes. Specifically, a combination
of health system, provider-level and patient-level approaches
has proven highly effective in closing care gaps and is generaliz-
able to many settings.® The World Health Organization and its
partners developed the HEARTS program that outlines best prac-
tices for improving hypertension management to reduce cardio-
vascular disease.’ These include screening all adults, identifying
associated health risks, promoting team-based care, using a
treat-to-target approach with simple directive algorithms and
monitoring performance using registries with reporting func-
tions.? Applying these standards, Kaiser Permanente Northern
California reported an impressive rise in hypertension control,
from 44% in 2001 to 90% in 2015,'° with similar successes
observed in other jurisdictions following implementation.?
Adapting these principles of best practice into routine care is
pivotal to achieving improvements in hypertension control.

In Canada, national priorities should include engagement
with front-line primary care to provide universal screening for
high blood pressure at routine clinical encounters with adults.
Comprehensive care should be team-based. Partnerships with
community, primary care and pharmacy programs for screening
and management may serve people with hypertension who do
not regularly access health care. For most patients who require
treatment, target levels for blood pressure should be less than
140/90 mm Hg (or 130/80 mm Hg, for those with diabetes). To
achieve this goal, the adoption of standardized treatment
algorithms, particularly those that also incorporate single pill,
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fixed-dose combinations of antihypertensive drugs, can help
with physicians’ therapeutic inertia and patients’ ability to
adhere to medication, simplify guideline recommendations and
provide guidance for specific drugs, doses and titration sched-
ules (e.g., the World Health Organization’s Resolve to Save Lives
toolkit, https://linkscommunity.org/toolkit/hypertension
-control).>* Treatment algorithms can be adapted in consulta-
tion with local experts and modified based on common formular-
ies.® Primary care providers can still give individualized care, par-
ticularly for patients with compelling indications for alternative
therapy or a history of adverse effects, but standardized manage-
ment protocols are effective and safe for most people.®° Finally,
registries with regular performance reporting at the provider,
clinic and regional level should be used to maintain best prac-
tices, to provide audit data and feedback for learning, to offer
incentives and to close important care gaps.®

Canada is now facing its lowest rates of hypertension treat-
ment and control in more than a decade, and we cannot afford to
remain complacent. With an aging population, the number of
people living with hypertension is growing, and the number of
adults with hypertension who remain untreated or uncontrolled
will only increase if we do not act, which will lead to greater rates
of preventable disability and death. Renewed interest in blood
pressure control is needed, with resurrection of previous imple-
mentation efforts to provide effective care and re-engagement of
the federal government with health and scientific sectors to
enhance monitoring and evaluation.
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