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Letters | Correspondance
Is white-coat hypertension benign?

My comments and questions pertain to the sum-
mary of the new Canadian Hypertension Education 

Program recommendations by Gelfer and colleagues,1 
specifically the following:

The out-of-office assessment should preferably be done 
using 24-hour ambulatory BP [blood pressure] measure-
ment (ABPM). A series of measurements with home BP 
measurement (HBPM) can be done if ABPM is not avail-
able or not tolerated by the patient (level II evidence).

If the average of the out-of-office readings is nor-
mal, a diagnosis of WCH [white-coat hypertension] is 
made. Patients with WCH should have their BP assessed 
annually and should not be treated pharmacologically, 
although a healthy lifestyle should be encouraged and 
supported at all times (level II evidence).1

My concerns are the following:
• Regarding out-of-office BP measurement, most of my 

patients do not have private insurance and refuse to 
do 24-hour ABPM owing to the high cost.

• Is there an evidence-based way of checking home BP 
measurements? What I have read to do is to measure 
BP twice in the morning (between 7 am and 9 am), with 
1 minute between measurements, and take the aver-
age of the 2 measurements, then measure BP twice in 
the afternoon (between 7 pm and 9 pm), with 1 minute 
between measurements, and take the average of the 2 
measurements. Then take the average of these aver-
ages to determine the average BP of that day.

• I question the Canadian Hypertension Education 
Program’s recommendations for not treating WCH.
There are data to suggest that WCH is not benign and 

might warrant medication. Mancia et al showed that at 
10 years’ follow-up, 42.6% (P < .0001) of patients with 
WCH had developed hypertension.2 

Glen et al showed that patients with WCH had similar 
cardiovascular changes to patients with hypertension. 
Findings included larger arteries (P < .05) and diastolic 
left ventricular dysfunction (P < .005).3

Two articles reported that carotid arteriosclerosis was 
significantly greater in patients with WCH than in nor-
motensive patients (P <.01).4,5

Also, WCH has been characterized by higher degrees 
of inflammatory activation (elevated high-sensitivity 
C-reactive protein [hsCRP] level) and arterial stiffening 
(elevated pulse wave velocity) compared with normo-
tension and to a lesser degree compared with sustained 
hypertension.6 As we know, hsCRP is both a marker of 
inflammation and a risk factor for cardiovascular mortality.

Finally, Sung et al calculated a hazard ratio of 2.94 
for 15-year cardiovascular mortality in patients with 
WCH compared with patients with prehypertension, 
after accounting for age, sex, body mass index, smoking,  

fasting plasma glucose level, and the ratio of total cho-
lesterol to high-density lipoprotein cholesterol.7 

And Lewington et al showed that cardiovascular mor-
tality doubles in adults aged 40 to 69 years for every 
increment in BP of 20/10 mm Hg above 115/75 mm Hg.8

(I have not read these articles to evaluate their valid-
ity, just the abstracts, so if I am incorrect in my conclu-
sions, please comment.)

These are articles with evidence to suggest WCH is 
not benign and might warrant pharmacotherapy. 

At the very least, as WCH might not be benign, seri-
ous counseling for modifying diet and lifestyle risk fac-
tors should not only be encouraged, but emphasized 
and supported.

I thank the authors for their article and any com-
ments and advice they might have.

—David B. Tsai MD

Toronto, Ont
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