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The new Canadian recommendations for diag-
nosis and pharmacotherapy of hypertension

have recently been published in the Canadian
Medical Association Journal1 and are summarized
in this issue of Canadian Family Physician
(page 1479). The recommendations are based on
the most recent, relevant clinical trials in hyper-
tension and were produced in Canada by local
hypertension experts. Nevertheless, we can antic-
ipate a collective national groan.

Family physicians are inundated with hundreds
of guidelines, and many will have recently been
exposed to the 1998 American (JNC VI)
Hyper tension Recommendations2 or the 1999
World Health Organization–International Society of
Hypertension (WHO-ISH) guidelines.3 Why should
family doctors take time to read or implement
more Canadian hypertension recommendations?

Hypertension is a common problem
Hyper tension remains a common problem in
Canada, and there are strong indications that the
health care system is doing a poor job of control-
ling it. About 22% of adult Canadians have hyper-
tension.4 Blood pressure, particularly systolic
blood pressure, increases with age, and more
than 50% of elderly Canadians have hypertension.4

The Canadian Heart Health Survey indicates that
only 16% of Canadians with hypertension are well
controlled, and 84% are at unnecessarily high risk
of preventable cardiovascular disease.4

While most Canadians have had a blood pres-
sure measurement and almost three quarters
have had a measurement within the last year,
42% of those with hyper tension are unaware
they have it .  Also, approximately 42% of
Canadians with hypertension, while aware, are
either not treated or inadequately treated.4 Lack
of blood pressure control contributes to cardio-
vascular disease, increasing mortality and health
care costs.5 Control of blood pressure in Canada
is worse than in the United States but is compa-
rable to or better than control in many other
countries.2,6

Recent evidence shows that physicians’ non-
compliance with recommendations7-9 and poor
patient adherence to pharmacotherapy10,11 are
both responsible for poor hypertension control. A
recent sur vey from Veterans Administration
Hospitals demonstrated that, over a 3-year period
of observation, patients with high blood pressure
were seen frequently but often did not have their
medication adjusted.8 Blood pressure control
rates were almost as poor at the end of 3 years as
at the beginning.8 Surveys by McAlister et al7,9

have shown poor compliance with recommenda-
tions for diagnosing and treating hypertension.
Further, while lack of patient adherence to antihy-
pertensive therapy is a major issue, many steps
that health care professionals can take to facilitate
patient adherence12 are rarely implemented.

The new Canadian guidelines are in par t
designed to increase awareness of hypertension
and to provide the most recent evidence and
evidence-based guidance to health care profes-
sionals. Recommendations on their own are
unlikely to be successful unless both health care
professionals and patients are made aware of and
educated about them and health care profession-
als adopt tools that can improve their ability to
treat chronic conditions.13-17 Changes in the struc-
ture of health care delivery in Canada, to create
multidisciplinary teams for managing patients
with risk factors and chronic diseases, might also
help.18-20 Further adoption and modification of
these recommendations at local levels will also
increase their success.21

Several groups under the leadership of Health
Canada are developing an expert committee to
assist with implementing the hypertension recom-
mendations. A national strategic plan for prevent-
ing and controlling hypertension has been released
in draft and will also provide guidance on resource
allocation (see website canadianbpcoalition.org).

Some are stronger than others
The many different hypertension recommenda-
tions available to family practitioners have various
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strengths and weaknesses. The JNC VI 1998
American recommendations2 have been promoted
in Canada for the last 2 years. These recommen-
dations are a mixture of opinion and evidence, but
the pharmacotherapy recommendations are based
on large randomized controlled clinical trials that
examine morbidity and mortality. The ungraded
recommendations in JNC VI, however, leave prac-
titioners unaware of the strength of evidence
behind the recommendations; hence they might
hesitate to adopt recommendations contrary to
their current practice.

The newer WHO-ISH recommendations3 have
not been widely distributed yet but are being
heavily promoted by pharmaceutical companies.
The WHO-ISH document summarizes the avail-
able evidence, but the recommendations are
nondirective and fail to dif ferentiate between
strong, weak, or even lack of evidence. For exam-
ple, all major antihypertensive classes are recom-
mended as first-line drug therapies even though
several classes have no proof that patients derive
morbidity or mortality benefit from use. Other
classes have proof of efficacy. This failure to con-
nect recommendations and evidence and the open
laissez-faire approach will result in heavy promo-
tion of these “recommendations” by industry. The
frailty of these guidelines is exposed by recent
results from the ALLHAT trial, which found α -
blocker (doxazosin) use was associated with more
stroke, congestive heart failure, and combined
cardiovascular events than chlorthalidone, a thi-
azidelike duretic.22

The new Canadian recommendations summa-
rize evidence unavailable in the JNC VI or WHO-
ISH recommendations and have a clearer link to
evidence, allowing practitioners to make rational
decisions on whether to adopt specific recommen-
dations. The relatively rigid Canadian procedure
requiring evidence to establish recommendations
has limitations and results in some areas being
ignored or inadequately addressed. The Canadian
recommendations should be viewed as scientific
recommendations and not clinical practice guide-
lines. Steps are being taken to translate the rec-
ommendations in a more practical way for health
care professionals.

Unfortunately, several of the important recom-
mendations are unlikely to be adopted by health
care professionals. These include proper mea-
surement of blood pressure levels, follow up of
people who have high readings before establish-
ing diagnosis, and selection of proven therapies. It
takes approximately 8 minutes to measure blood

pressure levels properly. Most health care profes-
sionals are unaware of the importance of this or
believe they do not have the time or resources to
do it. Unfortunately, improper blood pressure
measurement leads to inappropriate assessment
of cardiovascular risk and diagnoses of high blood
pressure.23

Further, both health care professionals and
patients might find the number of return visits to
assess blood pressure onerous; however, the risk
is falsely labeling patients. Many physicians will
still not use diuretics and β-blockers as first-line
therapy, believing they frequently cause adverse
effects. Despite three large, well conducted, ran-
domized controlled trials demonstrating similar
side effects, quality of life, tolerability, continuation
of therapy, and the antihypertensive effectiveness
of diuretics and β-blockers compared with
angiotensin-converting enzyme (ACE) inhibitors
and calcium channel blockers,24-26 the false belief
that newer is better is highly prevalent.

Goals of treatment
Some of the most important recommendations
concern goals of treatment. Failure to lower blood
pressure adequately is commonplace,4 and the
new guidelines strongly emphasize that a general
goal of < 140/90 mm Hg is highly desirable.
Groups of patients at higher risk who need even
lower goals are also emphasized. These groups
include diabetics and those with renal impairment
in whom a goal of <130/80 mm Hg is recommend-
ed. In those with renal impairment and protein-
uria (> 1 g/24 h), the recommended goal is
< 125/75 mm Hg. These targets are a huge chal-
lenge to family physicians and patients; only 16%
are currently achieving blood pressure levels of
<140/90 mm Hg. New clinical trial data show that
most patients require combination therapy27 or
multiple trials of single medications28 to achieve
therapeutic targets.

The new Canadian recommendations do not
take economic consequences into consideration.
Nevertheless, two of the older, less expensive
classes of antihypertensive agent (thiazide-type
diuretics and β-blockers) are recommended as
first-line therapies for younger adults. This recom-
mendation is based on strong proof of the effective-
ness of these agents in reducing cardiovascular
morbidity and mortality. Failure of physicians to
adopt these recommendations in the past is in part
responsible for high health care expenditures and a
subsequent lack of health care resources (opportu-
nity costs).29 Including ACE inhibitors as first-line
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therapy in the current recommendations reflects
the similar effectiveness of these agents in prevent-
ing cardiovascular disease in hypertensive patients.
Prescribing physicians need to consider the eco-
nomic consequences of this recommendation.

Change is a challenge
Canadian family physicians face many challenges;
change is one of them. Family physicians have been
leaders in Canada in applying the principles of adult
learning to medicine and in examining how to
improve care for patients with chronic conditions. For
blood pressure control to improve, family doctors will
have to adopt hypertension recommendations more
quickly into their learning programs and adopt the
evidence on office set-ups for improving patient
care.15-17,21 Evidence shows that a multidisciplinary
approach is more effective than our current health
care model. Health care system changes are clearly
necessary to improve care for patients with cardiovas-
cular risk factors and chronic medical conditions.

Outside organizations also offer support. The
Healthy Heart Kit contains useful tools to assist
doctors and patients. A national strategic plan for
hyper tension control recommends system
changes that will be helpful to governments.

Finally a new procedure for developing hyper-
tension recommendations is being implemented
in Canada. This process will update recommenda-
tions annually. The recommendations will be pub-
lished, but unlike in the past, they will also
undergo a separate implementation process to
assist adoption.

Assessment of blood pressure is the most common
reason adults see physicians. It is up to family doctors
to prioritize high blood pressure, adopt evidence-
based treatment, and advocate for system change to
facilitate care of those with hypertension.       
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