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The World Health Organization has identified
hypertension as the most important attributable
risk factor for a large burden of CV disease and
premature death worldwide.1 Given its high
prevalence and chronicity, its management also
has significant economic implications. 

Hypertension: When to Treat and What
to Target

The decision regarding when to initiate hyperten-
sion pharmacotherapy depends on the patient pop-
ulation. High-risk patients (evidence of target
organ damage or CV risk factors) should start
pharmacotherapy at 140/90 mmHg; low-risk
patients should initiate therapy at 160/100 mmHg
and diabetic patients at 130/80 mmHg. Treatment
should aim for achieving target BP. The target BP
is < 140/90 mmHg in most patients, including
those with chronic kidney disease. In patients with
diabetes, target BP is < 130/80 mmHg. In the very
elderly (80-years or older), the newly added rec-
ommended BP target is < 150/90 mmHg.

This higher treatment target for the very elderly
reflects current evidence, specifically the
HYpertension in the Very Elderly Trial
(HYVET), and heightened concerns about pre-
cipitating adverse events in frail patients. 
The HYVET trial is a randomized, placebo-
controlled trial investigating the effects 
of anti-hypertensive therapy on stroke and 

mortality in patients older than 80-years-of-age.
For the trial, 3,845 patients were randomized to
placebo or active treatment (indapamide SR
with our without perindopril) to achieve a target
BP < 150/80 mmHg. This trial was stopped
early, as treatment led to a 41% reduction 
in stroke and a 24% reduction in all-cause 
mortality.2

Hypertension and Global CV Risk 

The management of hypertension should
include evaluation and management of global
CV risk. Evaluate symptoms, target organ dam-
age, and comorbidities to estimate global CV
risk for the patient. Useful tools include clinical
impression, risk factor counting, and risk calcu-
lation tools. Well-validated risk evaluation tools
include the Framingham risk score and SCORE

What’s New in Hypertension Management? 

CHEP 2013 Guidelines
Birinder Mangat, MD; Kelly Zarnke, MD, FRCPC 
Presented as a part of the University of Calgary’s Evening Course Program in Calgary, Alberta.

Emily is an 82-year-old, nondiabetic nonsmoker
with no coronary heart disease and a previous
transient ischemic attack. She has long-standing
hypertension and takes ASA 81 mg o.d., ramipril
5 mg o.d., and amlodipine 10 mg o.d. Her blood
pressure averages 162/78 mmHg on repeated
measures. Her total, LDL, and HDL cholesterol
and triglyceride levels are 5.5, 3.46, 0.90, and
1.53 mmol/L, respectively. Her renal function and
urinalysis are normal. Her ECG shows left 
ventricular hypertophy (LVH). 
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Canada (see Table 1). However, in the absence
of Canadian data to determine the local accura-
cy of risk calculations, avoid using absolute lev-
els of risk to support treatment decisions.
Finally, lower CV risk through aggressive risk
factor modification. Statins are recommended
in hypertensive patients with established ather-
osclerotic disease or with at least three high-risk
criteria (e.g., male gender, age 55 or older,
smoking, total cholesterol to HDL cholesterol
ratio > 6 mmol/L, family history of premature
CV disease, LVH, ECG abnormalities, micro-
albuminuria or proteinuria).3 Low-dose ASA
can be considered in high-risk hypertensive
patients; however, physicians should exercise
caution if BP is not controlled. It is also impor-
tant to tenaciously encourage smoking cessation
and optimize diabetes control where possible.

Importance of Patient Buy-in

Tackling chronic disease requires a partner-
ship between patients and health care
providers. A multifaceted approach is best.
Clearly explain the diagnosis and its implica-
tions to the patient. Empower your patients to
learn about hypertension using online

resources (e.g., hypertension.ca), and address
patient adherence at every visit. Creating a
regular pill schedule associated with a daily
activity (e.g., brushing teeth) will improve
adherence. Finally, it is important to recog-
nize improvements in BP control.

The Exercise Prescription

Lifestyle modifications are the cornerstone of
hypertension prevention and treatment. The
CHEP 2013 guidelines continue to endorse the
importance of reduced sodium intake, a healthy
diet, regular physical activity, low alcohol con-
sumption, a tobacco-free environment, and main-
taining an ideal body weight. Regular physical
activity should be prescribed to reduce BP. A use-
ful prescription model is the FITT model: 

• Frequency (4 to 7 times per week)
• Intensity (moderate)
• Time (30 to 60 minutes)
• Type (cardiorespiratory activity)

New to the 2013 guidelines is the recommenda-
tion for the use of resistance training exercise 
in nonhypertensive or stage 1 hypertension
patients. Clinicians may promote resistance
training, including free- and fixed-weight lifting
or handgrip exercises, to low-risk hypertensive
patients. 

Emily has high CVD risk according to her
Framingham Risk Score. Her antihypertensive
medications are changed to a lisinopril/
hydrochlorothiazide 20 mg/12.5 mg 
combination tablet o.d. and amlodipine 10 mg
o.d. to target BP < 150/90mmHg. She is started
on simvastatin 20 mg daily and is encouraged
to monitor her BP using an appropriately sized,
CHEP-endorsed home BP device.

Framingham Hard Coronary Heart Disease 
www.framinghamheartstudy.org/risk-functions/
coronary-heart-disease/hard-10-year-risk.php

SCORE Canada — Systematic Cerebrovascular
and Coronary Risk Evaluation
www.score-canada.ca

Cardiovascular Age™
www.myhealthcheckup.com

The American Heart Association’s
High Blood Pressure Health Risk Calculator
ukidney.com/blood-pressure-risk-calculator

Table 1: Resources to Evaluate 
Global CV Risk Back to Emily
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Out-of-office BP Measurements 

Home blood pressure (HBP) measurement
should be encouraged to increase patient
involvement in care. Out-of-office BP measure-
ments are useful for patients with uncomplicat-
ed hypertension, suspected nonadherence, white
coat hypertension, and masked hypertension. An
average HBP > 135/85 mmHg should be consid-
ered elevated and prognostically similar to an
office BP > 140/90 mmHg.

The advantages of HBP measurement include
more rapid confirmation of the diagnosis of
hypertension, improved ability to predict CV
prognosis, and improved BP control. Importantly,
most patients can be trained to measure BP at
home. Technique, device accuracy, and retraining
should be periodically reassessed.

Single-pill Combinations

As hypertensive patients age, multiple antihyper-
tensive medications are required more frequently
to achieve target BP. In the Antihypertensive and
Lipid-lowering Treatment to Prevent Heart
Attack Trial, the proportion of patients requiring
multiple drugs increased every year. By the end
of the study, 63% of patients were on two or more
antihypertensive agents.4 Single-pill combina-
tion-based therapy leads to improved adherence
and decreased medical resource utilization.5

Furthermore, this treatment strategy leads to bet-
ter BP control rates6 and reduced hypertension-
related CV complication rates.7
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1. The 2013 Canadian Hypertension Education Program Recommendations.

http://www.hypertension.ca/images/CHEP_2013/2013_CHEPRecsFullVe
rsion_EN_HCP1000.pdf

1. Treatment target BP for the very elderly is 
< 150/90 mmHg

2. Weight training in low-stage hypertension 
patients does not have adverse effects

3. Manage hypertension in the context of global
CV risk

4. For plenty of useful and current hypertension-
related information for both providers and
patients, and for the most recent CHEP 
recommendations, go to www.hypertension.ca.
At the time of writing, the 2014 
recommendations were under development;
they have since been published
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