CARDIOVASCULAR SYSTEM

Cardiovascular disease risk assessment in
primary care: managing blood pressure

KEY MESSAGES: The recently released Cardiovascular Disease Risk

Assessment and Management for Primary Care
consensus statement provides updated guidance on
blood pressure management. Key changes include a
lower risk threshold at which discussions with patients
about the benefits of blood pressure-lowering
medicines should begin, revised risk thresholds from
which point blood-pressure lowering medicines are

= Lifestyle interventions are recommended for every patient
with a blood pressure > 130/80 mmHg

®» (Calculate the patient’s five-year cardiovascular risk to inform
decisions about blood pressure-lowering medicines:

— Blood pressure-lowering medicines are not
recommended in patients with a risk < 5%

— Discussions with patients about the benefits and harms

of blood pressure-lowering medicines are appropriate recommended and a new treatment target.

in those with a risk 5% — 15% and a blood pressure >

140/90 mmHg ;
— Blood pressure-lowering medicines are strongly

recommended for patients with a risk = 15% and blood @ This is the second article

pressure > 130/80 mmHg in a series updating the

- Blood pressure-lowering medicines are recommended
for patients with a blood pressure > 160/100 mmHg
regardless of cardiovascular risk

cardiovascular guidelines for
primary care. Information on
performing cardiovascular
= If blood pressure-lowering medicines are initiated, a target risk assessments and a
< 130/80 mmHg is recommended, however, this target
should be approached with caution in older frail patients

discussion about communicating

i _ _ o cardiovascular risk is available from:
= Angiotensin converting enzyme (ACE) inhibitors,

angiotensin Il receptor blockers (ARBs), calcium channel
blockers and thiazide diuretics are all first-line blood
pressure-lowering medicines nz/2018/cvd.aspx

“What's new in cardiovascular disease risk assessment and
management for primary care clinicians’, www.bpac.org.
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Blood pressure management continues to be
based on five-year cardiovascular risk

A risk-based approach to blood pressure management is
recommended in the Cardiovascular Disease Risk Assessment
and Management for Primary Care consensus statement (2018).
This involves calculating the patient’s five-year CVD risk and
using it to predict the likely benefits of blood pressure lowering
interventions. This approach is preferred over the use of blood
pressure measurement in isolation to guide management
because the greatest absolute reduction in cardiovascular
risk occurs in patients with the highest risk.

In patients with elevated blood pressure, for every 10 mmHg
reduction in systolic blood pressure there is a 20% relative
reduction in cardiovascular events.' The benefits of lowering
blood pressure are greatest in patients with multiple risk
factors, e.g. hyperlipidaemia, diabetes, older age, rather than
those with the highest blood pressure.? This finding is similar to
that seen in patients taking statins to reduce LDL cholesterol.?
Furthermore, as blood pressure-lowering medicines and statins
work independently to reduce cardiovascular risk,* the benefit
is greatest if both medicines are used together.

Out-of-office blood pressure measurements may be
indicated

Out-of-office blood pressure monitoring, i.e.ambulatory testing
or home-based monitoring, is considered to be “an important
adjunct” to clinic-based blood pressure measurements,
particularly if white-coat hypertension is suspected, which may
occur in 25% of patients (see:“Guidance on home-based blood
pressure monitoring”).*

Out-of-office blood pressure monitoring should be considered
when:*

= White-coat hypertension is suspected

= There is marked variation between office-based
measurements or between clinic and home-based
measurements

= Medicine-induced hypotension is suspected

= The patient is not responding to blood pressure-lowering
treatments, i.e. resistant hypertension is suspected

Guidance on home-based blood pressure monitoring

Home-based monitoring of blood pressure requires the
use of a validated device, and measurements must be
taken in a consistent manner, usually over one week.
Devices which measure blood pressure at the brachial
artery are generally considered to be more reliable than
those that measure at the wrist or finger, however, using an
appropriate cuff size is important for accuracy of readings,
therefore a validated wrist device may be necessary for
patients with a large arm circumference.

Ingeneral, out-of-office systolicblood pressurereadings
are 5-10 mmHg lower and diastolic measurements 5
mmHg lower than clinic-based measurements.*

Advise patients performing home-based blood pressure
monitoring to:*
= Take measurements after sitting for five minutes

= Record two consecutive measurements, one minute \

apart

= Take morning measurements before breakfast and
before taking any medicines

= Take evening measurements before going to bed
and after taking medicines

= Record any obvious reasons for variations, e.g. illness,
caffeine intake, smoking or recent exercise
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A home blood pressure level can be calculated for
the patient using the average of their measurements,
removing results that are likely to have been affected by
other factors.

(e‘ For further information on out-of-clinic blood
pressure monitoring, see: https://bpac.org.nz/BPJ/2016/
May/blood-pressure.aspx

0 The British and Irish Hypertension Society has a list
of independently validated blood pressure monitors for
home and specialist use. To check if a blood pressure
device is validated, see: https://bihsoc.org/bp-monitors/
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Table 1: Thresholds for blood-pressure lowering interventions in patients aged under 75 years based on five-year cardiovascular

risk*
New thresholds Old thresholds
(based on NZ Primary (based on Framingham
Prevention equations) equations) Recommendation
Lifestyle modifications are recommended for all patients with a blood
<5% < 10% pressure > 130/80 mmHg. Blood pressure-lowering medicines are not
recommended.
Discuss the benefits and harms of initiating blood pressure-lowering
5-15% 10 - 20% medicines for patients with a blood pressure persistently > 140/90
mmHg
> 15% S 20% Blood pressure-lowering medicines are strongly recommended for

patients with a blood pressure persistently > 130/80 mmHg

= 160/100 mmHg with any level of
cardiovascular risk

Blood pressure-lowering medicines are generally recommended

When to recommend blood pressure-
lowering medicines

Blood pressure-lowering medicines are generally not
recommended for patients with a five-year cardiovascular risk
less than 5% (Table 1).4

Discuss the benefits of medicines for patients with a
5 - 15% five-year risk

The benefits and harms of blood pressure-lowering medicines
should be presented and discussed with all patients with a
five-year cardiovascular risk of 5 — 15% who persistently have
an office-based systolic blood pressure = 140 mmHg and/or
a diastolic blood pressure > 90 mmHg (or equivalent out-of-
office measurement).*

Blood-pressure lowering medicines are recommended
for patients with a = 15% five-year risk

Blood pressure-lowering medicines and lifestyle modifications
are strongly recommended for patients with a five-year
cardiovascular risk > 15% who have a persistent office
blood pressure > 130/80 mmHg (or equivalent out-of-office
measurement).*

Blood pressure-lowering medicines are recommended
= 160/100 mmHg regardless of cardiovascular risk

If a patient has a systolic blood pressure greater than 160
mmHg and/or a diastolic pressure greater than 100 mmHg
after lifestyle modifications have been trialled, blood pressure-
lowering medicines are recommended, regardless of the
patient’s cardiovascular risk.
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Managing elevated blood pressure

Lifestyle interventions to reduce blood pressure

Lifestyle interventions are recommended for every patient
with a blood pressure > 130/80 mmHg.*

Reducing salt intake can result in clinically significant
reductions in blood pressure after approximately four
weeks. The ideal daily intake of salt is thought to be 3 g; a meta-
analysis of trials found that the average daily intake of salt in
patients with hypertension is 9.5 g. On average, reducing daily
salt intake to 4.4 g corresponds to a reduction in systolic blood
pressure of 5.4 mmHg and a reduction in diastolic pressure of
2.8 mmHg.?

Regular exercise of moderate intensity, e.g. walking for 30
minutes per day, can reduce systolic blood pressure by 4-10
mmHg and diastolic pressure by 3 - 8 mmHg regardless of the
patient’s age or sex.®

Frequent alcohol consumption may increase systolic blood
pressure by 5 - 10 mmHg in some people.” To minimise the
effects of alcohol on blood pressure, intake should be limited

to:®
= Two standard drinks* per day for women and no more

than 10 standard drinks per week

= Three standard drinks per day for men and no more than
15 standard drinks per week

= At least two alcohol-free days per week

* Astandard drink is approximately 330 mL of 4% beer or 100 mL of 12.5%
wine
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Table 2: Secondary causes of elevated blood pressure*

Common secondary causes of elevated blood
pressure

Rarer secondary causes of elevated blood pressure

= Excessive alcohol intake
= Chronic kidney disease
= Sleep apnoea

= Medicines, e.g. non-steroidal anti-inflammatory drugs
(NSAIDs), oestrogen, glucocorticoids, cyclosporine,
methylphenidate

Coarctation of the aorta

Renal artery stenosis

Phaeochromocytoma

= Cushing syndrome

Conn syndrome

Selecting the most appropriate blood pressure-
lowering medicine

In patients with uncomplicated hypertension, ACE inhibitors
or ARBs, calcium channel blockers and thiazide diuretics are
all suitable first-line antihypertensive drugs. They can be
used either as monotherapy or in some combinations, unless
contraindicated.” In people at high risk of diabetes, consider
ACE inhibitors as the first-line choice as thiazide diuretics (and
beta-blockers) are associated with a higher risk of developing
diabetes.

The blood pressure target needs to be appropriate for
the patient

If blood pressure-lowering medicines are initiated, a treatment
target less than 130/80 mmHg is broadly recommended.” *?
However, consideration should also be given to individual
clinical circumstance when deciding on treatment targets.*
For example, caution is recommended when lowering blood
pressure in patients with diabetic neuropathy, especially
if postural hypotension and a history of hypoglycaemia is
present.*

Managing blood pressure in older patients

Caution is required when considering blood pressure-lowering
medicines and setting treatment targets in older patients, who
are often taking multiple medicines and have an increased
risk of orthostatic hypotension. An increased risk of falls and
fractures is associated with blood pressure-lowering medicines,
however, the risk is greatest shortly after initiation and it may
be attenuated once treatment is stabilised.’ The long-term use
of some antihypertensive medicines, e.g. ACE inhibitors, ARBs
and calcium channel blockers, has been associated with a
reduced risk of falls and fractures in some older patients living
in the community.°
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€& Further discussion on individualising blood pressure
management is available from: “Go low or no? Managing
blood pressure in primary care”, https://bpac.org.nz/2017/
blood-pressure.aspx

When to consider secondary causes of elevated blood
pressure

In patients with uncontrolled hypertension, treatment non-
adherence and white-coat hypertension should be considered.
Secondary causes of elevated blood pressure are more likely in
younger patients with elevated blood pressure or in patients
with uncontrolled blood pressure despite adherence to
treatment with multiple blood pressure-lowering medicines
(Table 2).4

Perform an annual review once blood pressure has
stabilised

Blood pressure monitoring is appropriate when treatment is
being initiated or doses adjusted. Once the patient’s blood
pressure has stabilised below 130/80 mmHg (or their individual
target), blood pressure should be reviewed at least annually.*
Home-based blood pressure monitoring with electronic
communication with the health professional (i.e. email or text)
may be appropriate for patients with stable blood pressure
who are comfortable with this approach.*

&‘ Further information on managing elevated blood pressure

is available from:“Hypertension in adults: The silent killer’, www.
bpac.org.nz/BPJ/2013/August/hypertension.aspx

www.bpac.org.nz


https://bpac.org.nz/2017/blood-pressure.aspx
https://bpac.org.nz/2017/blood-pressure.aspx
www.bpac.org.nz/BPJ/2013/August/hypertension.aspx
www.bpac.org.nz/BPJ/2013/August/hypertension.aspx

Acknowledgement: This article was prepared in conjunction
with the Heart Foundation of New Zealand.

‘

Heart ¥
Foundation® years

SAVING LIVES SINCE 1968

This article is available online at:
www.bpac.org.nz/2018/bp.aspx

References

1.

Ettehad D, Emdin CA, Kiran A, et al. Blood pressure lowering for prevention

of cardiovascular disease and death: a systematic review and meta-analysis.
Lancet 2016;387:957-67. doi:10.1016/50140-6736(15)01225-8

Blood Pressure Lowering Treatment Trialists’ Collaboration. Blood pressure-
lowering treatment based on cardiovascular risk: a meta-analysis of individual
patient data. Lancet 2014;384:591-8. doi:10.1016/50140-6736(14)61212-5
Collins R, Reith C, Emberson J, et al. Intrepretation of the evidence for the
efficacy and safety of statin therapy. Lancet 2016;388:2532-61.

Ministry of Health. Cardiovascular disease risk assessment and management
for primary care. 2018. Available from: www.health.govt.nz/publication/
cardiovascular-disease-risk-assessment-and-management-primary-care
(Accessed May, 2018)

He FJ, Li J, Macgregor GA. Effect of longer term modest salt reduction on blood
pressure: Cochrane systematic review and meta-analysis of randomised trials.
BMJ 2013;346:f1325.

Kokkinos P. Cardiorespiratory fitness, exercise, and blood pressure. Hypertens
Dallas Tex 1979 2014;64:1160-4. doi:10.1161/HYPERTENSIONAHA.114.03616
Husain K, Ansari RA, Ferder L. Alcohol-induced hypertension: Mechanism and
prevention. World J Cardiol 2014;6:245-52. doi:10.4330/wjc.v6.i5.245

Health Promotion Agency. Low-risk alcohol drinking advice. Available from:
www.alcohol.org.nz/help-advice/advice-on-alcohol/low-risk-alcohol-drinking-
advice (Accessed Jun, 2018)

Whelton PK, Carey RM, Aronow WS, et al. 2017 ACC/AHA/AAPA/ABC/ACPM/
AGS/APhA/ASH/ASPC/NMA/PCNA Guideline for the Prevention, Detection,
Evaluation, and Management of High Blood Pressure in Adults: A Report of
the American College of Cardiology/American Heart Association Task Force on
Clinical Practice Guidelines. J Am Coll Cardiol 2018;71:127-248. doi:10.1016/j.
jacc.2017.11.006

. Butt DA, Harvey PJ. Benefits and risks of antihypertensive medications in the

elderly. J Intern Med 2015;278:599-626. doi:10.1111/joim.12446

www.bpac.org.nz

August 2018 5§



