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Treatment of Hypertension Critical in Reducing
Morbidity and Mortality

To the Editor: The importance of the article “The
New ‘Normal’ Blood Pressure: What Are the Implica-
tions for Family Medicine?” by Viera in the January issue
of The Journal of the American Board of Family Medicine
should not be ignored. The lack of adequate control of
hypertension in the United States has significant ramifica-
tions.1 Ninety-one percent of cases of heart failure are
preceded by hypertension, and half of all patients who suffer
a heart attack (and two thirds of those who have a first-time
stroke) have a blood pressure greater than 140/90.2 During
the 10-year period from 1991 to 2001, the actual number of
deaths due to hypertension rose 53%.2 Considering the
poor control of documented hypertension in the United
States, the need for lifestyle counseling in prehypertensive
patients poses a very serious challenge.

Evidence suggests that the currently accepted level for
normal blood pressure may be too high. Lewington et al
performed a meta analysis involving “time-dependent”
correction for regression dilution and related mortality
during each decade of age (at death) to the estimated
blood pressure at the initiation of the decade.3 They
found that with each decade of life, there was a propor-
tional difference in the risk of cardiovascular death when
blood pressures were controlled to levels of 115 mm Hg
systolic blood pressure and 75 mm Hg diastolic blood
pressure. In addition, Vasan et al, using the Framingham
Heart Study database, reported an increase in cardiovas-
cular events with higher baseline levels of blood pressure.
When compared with optimal blood pressure levels,
those with high-normal blood pressure had a risk-factor-
adjusted hazard ratio for cardiovascular disease of 2.5 in
women and 1.6 in men.4

Physicians often ignore mildly elevated systolic blood
pressures.5–7 As demonstrated by Viera, prehypertension
is a significant problem in family medicine. Considering
that physicians often ignore mildly elevated blood pres-
sure, it is reasonable to assume that prehypertension will
not receive the attention it merits.

Of great concern is the significant lack of awareness of
the Joint National Committee on Prevention, Detection,
Evaluation, and Management of High Blood Pressure
recommendations in the primary care setting. Hyman
and Pavlik surveyed a national sample of primary care
physicians to determine their practice patterns for the
treatment of hypertension and their familiarity with Joint
National Committee on Prevention, Detection, Evalua-
tion, and Management of High Blood Pressure guide-
lines.7 Forty-one percent were not familiar with or had
not heard of the recommendations. This finding is not
trivial. The importance of being familiar with the works
of the Joint National Committee on Prevention, Detec-
tion, Evaluation, and Management of High Blood Pres-

sure was demonstrated when statistical analysis revealed
that a working knowledge of these guidelines correlated
with adherence to published recommendations. As such,
it would seem that not following the guidelines has less to
do with disagreements in treatment options and more to
do with education about hypertension.

It does not require a large decrease in blood pressure
to achieve benefit. A simple reduction of 5 mm Hg in
systolic blood pressure can reduce mortality due to stroke
by 14%, the mortality due to heart disease by 9%, and
all-cause mortality by 7%.8 In 2002, 89.7% of all patients
with hypertension or those being screened for hypertension
were evaluated in a primary care office.9 It is incumbent on
all us to do our best in reducing blood pressure and the
morbidity and mortality associated with poor control.
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The above letter was referred to the authors of the article
in question, who offer the following reply.

322 JABFM May–June 2007 Vol. 20 No. 3 http://www.jabfm.org

 on 10 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2007.03.070002 on 3 M

ay 2007. D
ow

nloaded from
 

http://www.jabfm.org/

