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Does Antihypertensive Therapy
Need to be Life-Long?
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RESUME

The author reviews the evidence for and
against decreasing or discontinuing
antihypertensive therapy on known
hypertensive patients once their blood
pressure has been brought under control.
The evidence supports a trial of decreasing
and, in many cases, discontinuing
antihypertensive medication. Although
there are no established protocols for
cessation of therapy, the author discusses
suggestions in the literature. (Can Fam
Physician 1989; 35:1829-1831.)

L'auteur passe en revue les donnees accumulees
pour et contre la diminution ou la cessation du
traitement anti-hypertenseur chez les hypertendus
connus lorsque le controle de leur tension arterielle
est assure. Les donnees experimentales corroborent
qu'on peut effectivement tenter de diminuer et, dans
de nombreux cas, cesser la medication
antihypertensive. Bien qu'il n'existe pas de protocole
pour la cessation de la therapie, I'auteur discute des
suggestions relevees dans la litterature.
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HYPERTENSION HAS general-
ly been considered an incurable

illness requiring life-long pharmaco-
logical and dietary therapy. Antihy-
pertensive medications are associated
with significant long-term and short-
term side-effects that alter the quality
of life of hypertensive patients. 1-3
Metabolic disturbances, such as elec-
trolyte and blood glucose parameters,
as well as functional problems (e.g.,
impotence), have a significant nega-
tive effect on the quality of life. A
growing body of literature now sup-
ports the discontinuation of antihy-
pertensive drugs in patients whose
hypertension is controlled. The prin-
ciple of minimal intervention to

achieve a therapeutic goal encourages
us to assess this evidence.

Discontinuation Studies
Several researchers have attempted

to test the hypothesis that discontinu-
ation of antihypertensive medication
can be accomplished safely while
maintaining blood pressures at nor-
mal levels. I limited my review to
studies that investigated discontinua-
tion of antihypertensive medication
in patients with well-controlled mild
hypertension. In these papers, hyper-
tension was diagnosed with multiple
measurements. A six- to 12-month
steady state of controlled blood pres-
sure was achieved before the patient
was placed in a medication withdraw-
al group. Threshold values varied
slightly; control in some studies was
designated as blood pressure levels of
less than 85 and in others less than
90.
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Fernandez and others4 attempted
to separate essential hypertension pa-
tients from a group of hypertensive
patients by withdrawing therapy
gradually. They found that 23 of 35,
or 65.7% of patients, remained nor-
motensive after 60 weeks. Only 12
patients, or 34.3%, developed hyper-
tension again after four weeks of pla-
cebo. In this placebo-controlled trial,
only hypertensive patients without
complications or organ damage were
studied (diastolic blood pressure
[DBP] between 100 mm Hg and 120
mm Hg before treatment).
When the researchers employed

step-by-step discriminative analysis,
they also found that patients who re-
mained normotensive after withdraw-
al had a significantly lower serum so-
dium level, lower mean corpuscular
volumes, higher albumin levels, and
higher body weight. No statistically
significant difference was found in
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pre-treatment blood pressure levels.
The study is somewhat suspect be-
cause 35 cases is a small number for a
discriminate analysis with 31 vari-
ables. It is difficult to dispute, howev-
er, that a large proportion of the pa-
tients remained normotensive for
prolonged periods after withdrawal of
antihypertensive medication.

Paul Levinson and colleagues5
studied the effect of withdrawing
treatment in 24 mildly hypertensive
patients (DBP greater than 90 and less
than 109 mm Hg) whose blood pres-
sure had been well controlled for at
least 12 months (DBP less than 90).
These patients had no end-organ
damage and no complications. This
placebo-controlled trial indicated
that, after discontinuation of therapy,
11 patients (46%) remained normo-
tensive at six months and that five pa-
tients (21%) were still normotensive
at 12 months. This study was limited,
in that it was composed of only male
patients, and the numbers were also
rather small (24 cases). The mainte-
nance of normal blood pressure
seems to be a true finding, however,
unless one accepts the possibility that
the patients who remained normoten-
sive were misdiagnosed and were in
fact normotensive all the time.
H.G. Langford and others,6 in a

randomized, controlled trial, tested
the hypothesis that dietary therapy
(weight loss and sodium reduction)
slows the return of hypertension after
prolonged therapy is discontinued.
The patients in the study group had
mild hypertension with blood pres-
sure levels of less than 180 mm Hg
systolic and of 95 mm Hg or less dias-
tolic. These patients were well with
no end-organ damage.
The 584 patients were randomized

into seven different groups. Four of
the groups were made up of over-
weight patients, who were considered
to be more than 120% of the ideal
weight, and three other groups of pa-
tients with normal weights. The four
overweight groups were divided into
1) a group in which medications were
continued; 2) a group in which medi-
cations were discontinued; 3) a group
in which medications were discontin-
ued, sodium was decreased, and po-
tassium was added to the diet; and 4)
a group in which the medications
were discontinued and a weight-re-
duction program was instituted. Pa-
tients of normal weight were divided

into the remaining three groups: 5) a
group in which medications were con-
tinued, 6) a group in which medica-
tions were stopped, and 7) a group in
which medications were discontin-
ued, sodium decreased, and potassi-
um increased.
Among the overweight groups,

59.5% of group 4 (medication with-
drawal and weight reduction) and
35.3% of group 2 (medication with-
drawal alone) remained normoten-
sive at 56 weeks. Among the groups
with normal weight, 53.4% of group
7 (normal sodium restoration and
medication withdrawal) remained
normotensive at 56 weeks. The
authors6 concluded that patients who
discontinue antihypertensive medica-
tions and follow a weight-loss pro-
gram with sodium restriction can slow
the return of hypertension. This stu-
dy, a randomized, controlled trial,
was well done.

Michael Alderman and colleagues7
performed a historical cohort study of
a step-by-step reduction in antihyper-
tensive medication. They found that
50% of 66 patients were free of drugs
and normotensive (blood pressure
140 to 150/85 to 90) after two years.
The higher the blood pressure before
treatment was initiated, the less likely
the patient was to remain free of
medication. No morbid events oc-
curred after discontinuation of thera-
py. In this cohort study, 73% of pa-
tients were women, and therefore the
results are not representative of the
general population. The patients did,
however, remain normotensive with-
out medication.

Frank A. Finnerty Jr2 studied 67
mildly hypertensive patients (DBP 92
to 104 mm Hg). He found that, after
six months of good control (DBP less
than 85 mm Hg), 36 patients (53.7%)
remained normotensive (with blood
pressure levels below 85 mm Hg)
when receiving no medication. Twen-
ty-eight patients (41.8%) were main-
tained on less medication at the two-
year follow-up examination.

Discussion
There is some disagreement in the

literature as to what level constitutes
hypertension sufficient to warrant
treatment. The symposium on detec-
tion and management of hyperten-
sion by the College of Family Physi-
cians of Canada8 concluded that the
benefits of drug therapy clearly out-

weigh the risks only for patients with
DBP levels greater than 100 mm Hg.
Another conclusion was that drug
therapy was indicated for patients
with DBP of greater than 100 mm Hg
or with a DBP of 90 to 99 mm Hg who
have target organ damage or high risk
of cardiovascular disease because of
associated conditions.8 If we take the
highest acceptable value for normo-
tension, we find that some of these
studies may have overestimated the
number of hypertensive patients.
These studies are not all random-

ized, controlled trials. When one in-
vestigates the effect of withdrawing a
medication, all that needs to be
shown is that the patient is not made
worse. A simple cohort design is ac-
ceptable, providing the diagnostic cri-
teria are consistent and the popula-
tions comparable.
The threshold values for treatment

are rather low in many studies; conse-
quently, many of the patients may
not have required medication at all.
Although some of the patients stud-
ied may not have been hypertensive,
a significant number of hypertensive
patients remain normotensive after
medication is withdrawn. Many of
these patients return to hypertensive
levels and must go back on medica-
tion, but they can be free of drugs
and side-effects for prolonged peri-
ods. At the very least, they can de-
crease significantly the amount of
medication they use.7
The advantages of discontinuing

medication are as follows:
* Patients can remain normotensive
for several years when antihyperten-
sive medications are stopped;
* Metabolic changes2 and drug
side-effects' disappear with cessation
of therapy;
* Cost to the patient is decreased
with cessation of therapy;
* Medication withdrawal helps to
identify normotensive patients who
are receiving antihypertensive medi-
cation;
The disadvantages of discontinuing

medication are as follows:
* There is a theoretical possibility of
disease caused by medication with-
drawal. Among the papers cited,
medication withdrawal has not been
associated with negative effects. In
the Veterans Administration Study,9
six patients in the placebo group and
nine in the treated group were re-
moved because of morbid events.
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These cases, however, were not statis-
tically significant. All patients in this
study were male veterans, and it is not
known what proportion of the two
groups were smokers. Furthermore,
the placebo groups consisted of 70%
and the treatment group of 30% of the
total study population;
* There is a theoretical negative ef-
fect on compliance for future treat-
ment. Having stopped taking medica-
tions may negatively affect
compliance with subsequent treat-
ment because patients may need to
re-start medication as their blood
pressure returns to hypertensive lev-
els;
* There exists a theoretical possibility
of long-term complications from
medication withdrawal unrelated to
the return of elevated blood pressure.
Antihypertensive medications may
decrease the incidence of disease in
ways that are unrelated to their effect
on blood pressure. Patients may be at
risk for cerebrovascular accidents,
congestive heart failure, and so forth,
even if they are able to maintain nor-
mal blood pressure levels without
medications;
* There are no established protocols
for medication withdrawal.

Conclusion
The growing body of evidence sup-

porting the withdrawal of antihyper-
tensive drugs in patients with well-
controlled mild hypertension chal-
lenges the present accepted practice
of life-long pharmacotherapy for hy-
pertension. Withdrawal of antihyper-
tensive medication for up to four
years is safe.1-9 More large long-term
studies are needed to investigate the
theoretical negative effects of pro-
longed medication withdrawal and to
establish protocols. The side-effects
of antihypertensive medications,
however, are well documented.
The evidence clearly justifies a trial

of gradual medication withdrawal in

patients with well-controlled mild hy-
pertension. These patients should be
normotensive for at least six months
and have no end-organ damage or as-
sociated cardiovascular risk factors.
Weight loss and sodium restriction
should accompany medication
withdrawal.6 U
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