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Abstract
Objective-To assess general practitioners'

attitudes to the diagnosis and management of hyper-
tension in elderly patients.
Design-Postal questionnaire to ali general practi-

tioners in Leicestershire.
Results-360 of 451 general practitioners (80%)

responded. 81% (292) reported rechecking an
initially high blood pressure on two or three occa-
sions before starting treatment, 56% (202) measured
sitting blood pressure only, and just 28% (100) took
sitting and standing levels. 36% (128) had no upper
age limit for starting anti-hypertensive treatment; of
the 58% (206) who did, the median was 80 (range 70-
99) years. Blood pressure levels reported for starting
treatment in patients aged 70-79 years were 180 (150-
240)/106 (90-120) mm Hg. 34% of general practition-
ers (121) would not treat isolated systolic hyperten-
sion. The most popular first line treatment for an
elderly hypertensive patient was a thiazide diuretic;
only 17% of general practitioners (61) initially tried
non-pharmacological methods. 34% (122) would
continue anti-hypertensive treatment unchanged in
the period immediately after stroke.
Conclusions-The variation among general

practitioners in the criteria for the measurement,
diagnosis, and treatment of hypertension in elderly
patients emphasises the need for clear management
guidelines in this age group.

general practitioners, however, this does not reflect
how most such patients are managed.
To establish the range of views and current treat-

ment practices in the management of hypertension in
elderly patients, we conducted a survey covering
current issues relevant to this age group among local
general practitioners.

Methods
A postal questionnaire was sent to all 451 Leicester-

shire general practitioners between February and April
1991 with a stamped addressed envelope for return. A
covering letter explained the object ofthe questionnaire
and that it referred to an asymptomatic healthy person
unless otherwise stated. Returned forms were identi-
fied by a number specific for each general practitioner.
Those not responding after six weeks received a second
mailing; there was no further intervention if a reply
was not received after a further six weeks. The
questionnaire was divided into four sections covering
measurement, age criteria and blood pressure levels for
diagnosing and treating "hypertension," treatment
choice, and effect of stroke on blood pressure manage-
ment-a total of 11 questions.

Results were entered into a personal computer and
analysis was carried out with the Minitab statistical
package. Results are expressed as median values with
ranges or as the number and percentage of those who
responded to each question.
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Introduction
Pharmacological treatment of hypertension in

patients aged up to 80 years has been shown to reduce
cardiac and cerebrovascular mortality,'2 though clear
guidelines on the management of raised blood pressure
in this age group have been lacking until very recently.
The British Hypertension Society's management
document on treating mild hypertension made little
mention of age related changes in the assessment and
treatment of elderly patients with hypertension except
that "more frequent, careful monitoring of elderly
patients and a more gradual reduction of blood
pressure may be necessary."3 The World Health
Organisation and International Society of Hypertension
suggested that patients aged over 70 years in good
general health be treated in the same way as younger
patients, with the caveat that there was as yet no
evidence of benefit in treating people aged over 80.4
Many important issues concerning hypertension in
elderly patients have not been answered by the British
Hypertension Society or WHO guidelines, such as the
management of isolated systolic hypertension or
hypertension after stroke. Hospital physicians tend to
use different criteria for starting treatment in older
patients than in middle aged and younger subjects.' As
most elderly hypertensive patients are treated by their

Results
A total of 366 (81%) ofquestionnaires were returned;

six were blank, leaving 360 (80%) suitable for analysis.

BLOOD PRESSURE MEASUREMENT

General practitioners were asked on how many visits
they would check blood pressure before starting treat-
ment in a 70 year old with an initial blood pressure
reading of 199/115 mm Hg and no evidence of end
organ damage. A total of 292 (8 1%) reported that they
would check the blood pressure on two or three
subsequent visits before starting treatment (table I).
Most (230; 64%) general practitioners would take two
blood pressure readings on each occasion, although

TABLE I- Treatment decision for 70 year old man with no evidence of
end organ damage and blood pressure of199/115 mm Hg

No (%) of
Number of visits general practitioners

Treat immediately 11(3)
Check blood pressure on:

1 Further visit 50 (14)
2 Further visits 202 (56)
3 Further visits 90 (25)

Decide not to treat 7 (2)
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28% (99) would take only one measurement and 8%
(28) more than two. Over half the respondents (200;
56%) would take the readings with the patient in the
sitting position only and 11% (41) in the supine
position only. A third (120) would include a standing
blood pressure measurement, although only 28% (100)
reported taking sitting and standing readings.

INFLUENCE OF AGE ON TREATMENT OF BLOOD PRESSURE

For a patient with a confirmed blood pressure of 199/
1 15 mm Hg, 36% of respondents (130) had no age limit
for initiating treatment; of the 58% (209) who did, the
median age limit was 80 (range 70-99) years. There was
considerable variation in the systolic and diastolic
blood pressure values at which general practitioners
would start treatment in each age group, with levels
tending to increase with age (table II).

TABLE II-Number (%) of general practitioners prepared to start
treatment ofpatient with blood pressure 199/115 mm Hg

Median (range) blood pressure
(mm Hg) for starting treatment

Patients Don't
age (years) Treating know Systolic Diastolic

65-69 353 (98) 0 175 (140-220) 100 (90-120)
70-79 346 (96) 4 (1) 180 (150-240) 106 (90-120)
80-89 223(62) 35(10) 190(150-240) 110(90-135)

¢90 112(31) 33(2) 195(150-240) 110(90-135)

Isolated systolic hypertension (systolic pressure
>160 mm Hg and diastolic pressure <90 mm Hg)
would not be treated at all by 34% of general practition-
ers (121), while only 16% (57) would treat if the systolic
pressure was <200 mm Hg (table III).

TABLE III-Number (percentage) of general practitioners who would
treat isolated systolic hypertension

Systolic blood pressure (mm Hg)* No (%) who would treat

160-179 4 (1)
180-199 53 (15)
200-220 104 (29)

>220 68 (19)
Would not treat 121 (34)
Don't know 10 (3)

*Diastolic pressure <90 mm Hg.

TREATMENT PREFERENCES

General practitioners were asked their first choice of
treatment for a 70 year old hypertensive patient
without evidence of target organ damage and also what
treatment they rarely or never used. Most (223; 62%)
started treatment with a thiazide diuretic; 10% (40)
would use a calcium channel blocker and 6% (22) a
f3 adrenoceptor antagonist. Over 30% of general practi-
tioners would not use methyldopa (136) or an cc blocker
(107) as the initial treatment for hypertension.
However, just 17% (62) used non-pharmacological
treatment as a first line measure; in those who did,
reduction of weight (313; 90%) and of alcohol intake
(205; 59%) were the commonest methods employed;
37% (129) tried an exercise programme, 36% (125)
dietary sodium restriction, and <2% (5) increasing
dietary potassium intake.

BLOOD PRESSURE MANAGEMENT AFTER STROKE

For a patient receiving antihypertensive treatment
who has a stroke and is seen by a general practitioner
within 48 hours, a third (122) of respondents would
continue antihypertensive treatment unchanged, 5%
(18) would stop treatment altogether, and 59% (212)
would adjust treatment according to the patient's
blood pressure levels. After a stroke in a patient with
a "raised blood pressure" who had not previously
received antihypertensive treatment, the period before
starting treatment was considered, ranged from one

day to 26 weeks, with a median of 14 days; only 2% of
general practitioners (7) would not institute treatment
and 20% (70) were unsure how long to wait. The
median systolic and diastolic pressures for starting
treatment in a 70 year old after a stroke were 180 (140-
220) mm Hg and 105 (90-120) mm Hg, similar values
to those given for treating hypertension in a patient
with no evidence of end organ damage.

Discussion
As general practitioners treat most elderly hyperten-

sive patients, their style of practice in managing raised
blood pressure in this age group is therefore of great
importance, although it has undergone virtually no
previous assessment. Our questionnaire attempted to
elicit general practitioners' actual practice, rather than
what they thought they should do. From the design of
the study, however, we have no independent way of
validating how closely the responses represent actual
clinical practice. The response to this survey was good
compared with other surveys of similar type conducted
in hospital based settings.6 Although 20% of general
practitioners did not reply to the questionnaire there
was no obvious systematic bias-replies were received
from at least one partner for all practices and it is
unlikely that the answers from non-responders would
have significantly altered the findings.
A wide range of responses to most of the questions

was found, suggesting differing criteria for both
diagnosing and treating hypertension in this age group,
although most general practitioners would seem to be
in accord with the British Hypertension Society guide-
lines.3 That these differences exist is perhaps not
surprising since there are few official guidelines owing
to a lack of information on many issues. The survey
results were obtained just before the publication of
three treatment trials relevant to older hypertensive
patients; systolic hypertension in elderly patients
(SHEP),7 the Swedish trial in old patients with hyper-
tension,8 and the Medical Research Council trial of
treatment of hypertension in older adults,9 and before
the proposed guidelines on management of elderly
patients with sustained hypertension. '°

BLOOD PRESSURE READINGS BEFORE START OF
TREATMENT

How often blood pressure is measured will depend
to some extent on the readings obtained; however, it is
known that initially high levels tend to fall with
repeated measurements, preferably taken on several
visits. The British Hypertension Society's guidelines
suggest taking six to eight readings over three to four
months before considering drug treatment for mild
hypertension, and the WHO/ISH guidelines4 suggest
at least two measurements on four separate occasions
before instituting treatment. Most general practition-
ers surveyed seem to take two readings at three visits,
although a sizable minority would take fewer readings
on fewer occasions. Patterson, by examining patient
records, found only 45% of patients had had at least
three blood pressure readings taken before a diagnosis
of hypertension was made," a finding in keeping with
that reported by Smith and Clayton.'2 The 1988 survey
of British hypertension specialists found that the
minimum number of blood pressure measurements
taken before drug treatment for mild hypertension was
started was three taken by 56% of respondents, four by
17%, and five or more readings by 20%-figures
similar to those reported in the present survey. Less
than a third of general practitioners reported taking a
standing blood pressure, although this is recom-
mended in elderly patients in view of the high preval-
ence of postural hypotension (10-24%) in this age
group. 'II' Standing blood pressure levels have also
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been suggested as a guide to treatment if found to
be significantly lower than sitting or supine blood
pressure readings.'"

AGE LIMITS

The median age limit for initiating antihypertensive
treatment was 80 years, in agreement with evidence
available at the time of the survey; however, 36% of
respondents reported having no age limit and 31%
would start treatment in patients over 90 years old at a
median blood pressure of 195/110 mm Hg. More
recent trials have suggested possible benefits of reduc-
ing blood pressure in those aged 80-85, although
beyond this age evidence is still lacking. Results from
the hypertension specialists' survey suggested 40%
would be prepared to start treatment in patients over
80 at an average blood pressure of 200/110 mm Hg,5
findings in close agreement with those of the general
practitioners we surveyed.

Isolated systolic hypertension would not be treated
by one third of respondents, and most of the remainder
would require a systolic pressure of 200 mm Hg or
greater before starting treatment. This practice may
change now that the results of the SHEP trial are
available, showing benefit from treating systolic
pressures of 160 mm Hg or greater.

TREATMENTS USED

Although the effectiveness of non-pharmacological
measures is recognised in reducing blood pressure
levels in patients with mild to moderate hyperten-
sion,'16 17 only a small minority of general practitioners
reported initially using such treatment. This may
partly be explained by the limited evidence of efficacy
in elderly hypertensive patients. Weight reduction and
reduction of alcohol intake were the most frequently
used methods, with little emphasis placed on salt
restriction or increasing dietary intake of potassium.
Thiazide diuretics, recommended as a first line anti-
hypertensive agent by the British Hypertension
Society, were the most popular pharmacological treat-
ment, with very few general practitioners using
3 blockers as first choice. It has recently been suggested
that Pi blockers cannot now be considered the treat-
ment of choice in elderly hypertensive patients,'" but
they may be of benefit in those who also have a history
of angina, previous myocardial infarction, or certain
dysrrhythmias.

Despite the good evidence for the primary preven-
tion of stroke by antihypertensive treatment in elderly
patients there is little convincing evidence that such
treatment prevents stroke recurring in this age
group,'8 '9 though this may be because of the design of
previous studies. It is therefore not surprising that
little information is available on which to base guide-
lines for hypotensive treatment after stroke in elderly
patients, though there are may case reports of such
treatment precipitating stroke.20 21 Blood pressure
tends to rise acutely after a stroke, settling within one
to two weeks.22 As cerebral autoregulation is impaired
in the early post-stroke23 period aggressive hypotensive
treatment should be avoided in most cases and may not
be required at all in a large number of elderly stroke
patients. Most general practitioners in this survey
reported using similar criteria for diagnosing and

initiating treatment after a stroke as they did in
hypertensive patients who had not had a stroke.

CONCLUSIONS

Although there was good general agreement in some
aspects of the management of elderly hypertensive
patients between general practitioners and the British
Hypertension Society's guidelines, there was a diverg-
ence of opinion on the blood pressure and age criteria
for starting treatment. Evidence from studies pub-
lished after this survey was conducted may provide the
basis for more specific guidelines, for example, on the
management of isolated systolic hypertension,
although many issues, particularly the need for
antihypertensive treatment after stroke, remain
unresolved and require further studies. A follow up
study will see if attitudes have changed in view of the
recently published trials relating to the treatment of the
elderly hypertensive patient.
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from the British Heart Foundation.
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