
 Hypertension Screening 

 CONFIDENTIAL 1 

    Decision Table to Inform Hypertension Screening Recommendations 

 

Question/Recommendation: Does screening for hypertension in primary care practice reduce the risk of cardiovascular morbidity (which includes stroke, heart disease, renal disease, peripheral vascular 
disease, and retinal disease), cardiovascular mortality, and all-cause mortality? Does it lead to sustained reductions in blood pressure? 
Population: Adults 18+ 

Intervention:  Screening for hypertension 

Setting (if relevant): Any program or process, in any setting supervised by a healthcare professional, by which people with undiagnosed hypertension will be identified 

Decision domain Decision Summary of reason 
for decision 

Explanation Subdomains influencing decision 

Quality of evidence (QoE) 
Is there high or moderate quality evidence? 
 

The higher the quality of evidence, the 
more likely a strong recommendation. 

Yes No 
Yes No 
¨ ý 

 

   

X      

      
 

⊕⊕OO QoE for benefits(LOW-MODERATE: 
There is moderate quality evidence (1 RCT) 
that community based screening compared to 
usual practice leads to decreased incidence of 
MI and congestive heart failure in individuals 
older than 65, there are non-significant trends 
towards decreases in, stroke and all cause 
mortality. There was one modelling study 
(very low quality) that showed substantial 
gains in QALY’s per individual screened, but 
there are concerns that the assumptions of this 
model (100% sensitivity and specificity) are 
not realistic.  

There was no direct evidence to show that 
hypertension screening leads to sustained 
reductions in blood pressure.   
 
QOE for indirect benefits: 
There is substantial evidence that indicates 
diagnosing patients with hypertension leads 
to treatment and that treatment of patients 
diagnosed with hypertension improves patient 
outcomes, including reductions in blood 
pressure. This evidence was not formally 
assessed but comes from previous CTFPHC 
and USPSTF guidelines.  
 
QoE for harms (false +ve and –ves, 
anxiety, psychosocial impact, economic 
costs): 
No evidence was found to address critical or 
important harms; one study showed increased 
BP in subjects who had been informed of 
their hypertensive status (compared to those 
not informed). The USPSTF review found 
good evidence that screening and treatment of 
high blood pressure causes few major harms.   

Key reasons for down- or upgrading? RCT - Indirectness – population 
was those 65+ and intervention was blood pressure screening and 
cardiovascular risk assessment and education sessions. 
 

Modelling study –age 50-69, insufficient details of disease progression 
within hypertension. 
 
All critical outcomes measured? 
No, limited evidence available. Outcomes examined included MI, stroke, 
all cause mortality and congestive heart failure. No data on renal, 
peripheral vascular or retinal disease or cardiovascular mortality. No 
direct evidence on effects of screening on reducing blood pressure.    
 

Balance of benefits versus harms and 
burdens  
Is there certainty that the benefits outweigh 
the harm and burden? 
The larger the difference between the 
benefits and harms and the certainty around 
that difference, the more likely is a strong 
recommendation.  The smaller the net 
benefit or net harm and the lower the 
certainty for that net effect, the more likely 
is a conditional/weak recommendation. 

Yes No 
X  

 

No studies identifying 
critical or important 
harms of hypertension 
screening were 
identified.    

The indirect benefits of the hypertension 
diagnosis and screening have previously been 
demonstrated (Sheridan 2003).  

Baseline risk for benefits: 
Is the baseline risk similar across subgroups?  
No, there will be some groups at higher risk.  
 
Should there be separate recommendations for subgroups?  

Potentially, but there is not enough evidence to develop 
recommendations for high and low risk populations. There is evidence 
that interventions could be tailored to specific populations and evidence 
to indicate that screening methods could be optimized by integrating 
lower health literacy considerations when promoting hypertension 
screening (e.g., adapted pamphlets). Opportunistic screening may be 
beneficial in Aboriginal populations who may otherwise not seek health 
care. With pregnant women increased BP in early pregnancy predicts 
gestational hypertension.    
 
Baseline risk for harm and burden? 
Is the baseline risk similar across subgroups?  

No, hypertension is more common in those of Asian and African 
ancestry. Aboriginal populations have higher prevalence of hypertension 
and associated co-morbidities (e.g., obesity, diabetes). Hypertension is 
also the most common medical disorder in pregnancy.  
Should there be separate recommendations for subgroups?  

Potentially, but there is no evidence to support differential 
recommendations. However there are issues of access to health care in 
general in certain populations. In rural and remote populations access to 
health care is limited and so it could be inferred that access to screening 
is also limited. Aboriginal populations also experience many barriers to 
accessing health care.   

The issues of increased burden and differential access in subgroups could 
be addressed in clinical considerations.  
 
Requirement for modeling: 
Is there a lot of extrapolation and modeling required for these outcomes? 
No. 
 

Values and preferences 
Is there confidence in the estimate of 
relative importance of outcomes and 
patient preferences? 
 

The more certainty or similarity in values 
and preferences, the more likely a strong 
recommendation. 

Yes No 

X  
 

The lack of evidence 
to identify any harms 
of screening was 
valued highly as was 
the indirect evidence 
for benefits. We had 
no data about patient 
values and 
preferences, these are 
inferred based on the 
working group’s own 
values. 
 

 Perspective taken: Patients (rather than societal) 
Source of values and preferences:  
We tried to determine patient preferences through a literature review but 
as no data were found, we focused on clinical experience of working 
group members in BP measurement and the fact that BP measurement is 
common in clinical practice and seems acceptable based on the high 
uptake rate.   
Source of variability if any: 
Although only anecdotal evidence supports this, blood pressure 
measurement seems to be universally acceptable. 

Method for determining values satisfactory for this 
recommendation: 
Yes, but would be improved with direct patient input. 

Resource implications 
Are the resources worth the expected net 
benefit? 
 

The lower the cost of an intervention 
compared to the alternative, and other costs 
related to the decision – that is, the fewer 
resources consumed – the more likely is a 
strong recommendation in favour of that 
intervention. 

Yes No 

X  

 

Little consideration 
placed on costs when 
generating Task Force 
recommendations.  
 

Resources for blood pressure testing include 
time of patient and practitioner, no direct 
costs of blood pressure measurement.  
Resources for treatment would be the main 
costs, as would costs of untreated disease in 
cases where the hypertension was not 
identified.  
 

What are the costs per resource unit? 
Blood pressure testing: few direct costs, most costs are related to 
treatment (medications), downstream costs of untreated hypertension 
would likely be higher.   
Feasibility: 
Is this intervention generally available? Yes, for those who have access 
to health care. 
Opportunity cost: 
Is this intervention and its effects worth reallocating resources from other 
interventions? Possibly; there could be a higher opportunity cost when 
implemented in younger individuals. 
Differences across settings: 
Are resource requirements variable across settings? Minimal. 

Overall strength of recommendations Strong 
 

The guideline panel recommends continued blood pressure screening in adults 18 years and older.  

There is no evidence to recommend an appropriate screening interval. In absence of evidence about screening interval, the Task Force defers to the 
recommendations of the Canadian Hypertension Education Program that recommends screening at all appropriate visits.  

Remarks and values and preference 
statement 

There is a paucity of direct evidence from which to draw conclusions about the effectiveness of blood pressure screening programs. This is further complicated by 
the fact that blood pressure measurement is already routine practice for most practitioners and so most Canadians have had their blood pressure tested and have 
their hypertension adequately managed. More research is recommended for groups who access health care less frequently and as such may not be as likely to be 
screened. 

This recommendation places a high value on indirect evidence that indicates that screening can effectively lead to hypertension diagnosis, and that diagnosis can 
lead to effective treatment. It also places a high value on the fact that no studies were found to indicate that screening was not effective or was potentially harmful.  
When screening for hypertension, practitioners should use appropriate techniques for measuring blood pressure.  
 


