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ypertension is the number 1 risk factor for mortality in the world1 and an important risk factor for
cardiovascular disease and stroke.2,3 Hypertension
is typically diagnosed and managed in the outpatient setting and is one of the most common reasons to visit a
family physician.4 With almost a quarter of the adult population and almost half of people aged 50 years and older
having hypertension, the burden of this disease is undeniably high.5 As treatment of hypertension is associated
with a 20% to 25% reduction in cardiovascular events,6
getting control of this generally asymptomatic disease
might be one of the most important preventive measures
that family physicians can take.

Improving diagnostic and control rates
Previous treatment and control rates of hypertension
in Canada measured from 1986 to 1992 were dismal at
39% and 16%, respectively.7 For quite a while it appeared
as though the Americans, with 58% treated and 31%
controlled from 1988 to 2000, were doing a much better job.8 More recently, in an Ontario actual measures
survey, treatment and control rates were measured at
81% and 65%, respectively.9 This, along with studies in
which administrative data identified trends of increasing
prevalence of physician-diagnosed hypertension5 and
decreased mortality for patients with hypertension over
the past decade,10 suggests that family physicians have
improved in their management of hypertension.
In this issue of Canadian Family Physician there are 3
examples of the evaluation of hypertension management in
real-world settings in Canada. In Ontario (page 719)11 and
Alberta (page 735)12 similar treatment and control rates
were found in chart reviews in family physician offices.
In both provinces, the rate of treatment was above 85%.
Although the control rate of about 45% found in the realworld studies11,12 is not as impressive as the control rate of
65% found in the actual measures survey,9 measurement
techniques and settings for blood pressure (BP) measurement differed between the studies and the survey. In the
real-world setting, control rates were measured using BP
measurements taken in the physicians’ offices and recorded
in the clinical notes. This is compared with outpatient measurements taken by a nurse using a BP measuring device—
the BpTRU—which would throw out the first measurement
and average a subsequent 5 readings taken when the
patient was left alone, thereby likely decreasing the effect of
Cet article se trouve aussi en français à la page 686.
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white-coat hypertension.9 Which measurement technique
is more appropriate to base treatment decisions on can
be debated, but one can imagine that these control rates
might not be as far apart as they initially appear. In addition, in these real-world studies neither the length of time a
patient has been diagnosed with hypertension nor at what
point in the diagnostic time frame the BP measurements
are being used to assess control rates can be taken into
account. Even in a randomized controlled trial setting, with
a much stricter environment and more hypertension- and
physician-focused interventions, control rates for hypertension ranged from 61% to 68% after 5 years of study participation.13 Taken in the context of a busy family medicine
practice where patients come in with multiple complaints, I
would say family physicians are doing quite well.
A Nova Scotia study focusing on patients with diabetes
and hypertension had a control rate of 27% and an average BP value of 135/73 mm Hg among the study participants (page 728).14 Compared with the landmark United
Kingdom Prospective Diabetes Study,15 in which the average BP value of patients with diabetes was only 144/82
mm Hg, it would appear that physicians are recognizing
BP targets and are at least trying to achieve them.
It is noteworthy that this improvement has occurred
in a setting without pay-for-performance or quality indicator measurements. These findings might be reflective of the Canadian Hypertension Education Program,
established in 1999,16 which provides annual updates
of national hypertension guidelines (page 697),17 with a
mandate to disseminate information and educate health
care providers on the management of hypertension.

Room for improvement?
The Canadian Hypertension Education Program’s recent
focus on getting patients with diabetes to achieve target
BP values is likely prudent given that those with diabetes are at a high risk of cardiovascular events. Of course
there is always room for improvement—but how much
better can family physicians be expected to do? Certainly
there are patient factors that help determine BP control,
which the family physician might be unable to alter.
Although rates of antihypertensive persistence have
improved, nearly a quarter of elderly patients taking
antihypertensives did not receive renewed prescriptions
for antihypertensive medications 2 years after initiation. 18 Strategies to improve patient medication
compliance and persistence are needed. Whether audit
and feedback or more self-reflection on hypertension
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management by physicians will lead to further improvements warrants investigation. All in all, I do think it is
time to pat ourselves on the back. Substantial improvements have been made—job well done!
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