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Blood pressure targets in primary care
A balancing act between the certainty of evidence and the messier reality of everyday practice
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Management of high blood pressure is crucial, to forestall end
organ damage, disability, and death and to reduce societal costs
from cardiovascular disease. Good management is particularly
important in general practice, where most patient care occurs.1
Recent clinical practice guidelines recommend treatment to
systolic blood pressure (SBP) targets of <140 mm Hg,2-5 but for
patients at high risk, such as those with previous stroke, many
guidelines recommend lower targets.2-5

Is a lower SBP target feasible in general practice? The linked
randomised controlled trial by Mant and colleagues (doi:10.
1136/bmj.i708)6 investigated the effects of an SBP target of
below 130 mm Hg or a reduction in SBP of at least 10 mm Hg
to reduce the recurrence of cerebrovascular events among adults
with a history of previous stroke or transient ischaemic attack.7
Control participants had an SBP target of below 140 mm Hg.
Participants in both groups had their blood pressure checked
quarterly by a practice nurse (or monthly if SBP was above
target) and were treated at their general practitioner’s discretion,
supported by a guideline based computerised algorithm. Use of
the more intensive target led to a statistically significant but
modest difference of about 3 mm Hg in SBP between groups
(16.1 mm Hg reduction for intervention versus 12.8 for control),
at the expense of more changes of antihypertensive drugs in the
intervention group, a higher dropout rate (20% v 12%), and an
increase in the workload of general practitioners and nurses.6
These results raise several questions about the application,
feasibility, and desirability in practice of lower blood pressure
targets recommended by evidence based guidelines.
What does a “target” of 130 mm Hg mean? The trial’s
intervention group had a mean systolic blood pressure of 143
(SD 14) mm Hg at baseline and 127 (15) mm Hg at 12 months.6
From these figures, we might assume that most of the
intervention group participants would achieve their target blood
pressure—below 130 mm Hg—but that is not so. For 95% of
these participants to reach a target below 130 mm Hg, their
mean systolic blood pressure would need to be 102 mm Hg

(assuming a normal distribution and a standard deviation of 14
mm Hg), leaving half of all patients with a blood pressure below
that level. Particularly for older patients, morbidity, such as falls
and cognitive decline, could increase dramatically.8
Is titration to target feasible with unreliable measurements?
Another problem occurs because blood pressure readings vary
greatly within individuals, with an estimated SD of 10-15 mm
Hg.9 10 Taking an average of multiple measures (for example,
28 home blood pressure readings) could narrow this within
person SD to 4.0 mm Hg or less.11 Then, to achieve 95% of
these averaged SBP measurements below 130 mm Hg would
require a true systolic blood pressure of 122 mm Hg (again,
about 2 SD below the target). Taking an average of multiple
blood pressure readings would reduce both false positive
readings that seem above target (and lead to an inappropriate
up-titration of drugs) and false negative readings below target.12
Polypharmacy and unnecessary changes to treatment resulting
from unreliable blood pressure measurements may further
diminish adherence, which is already poor among adults taking
antihypertensives.13-16 In Mant and colleagues’ trial,6 a lower
target blood pressure led to increased losses to follow-up, more
patients declining treatment intensification, worse adherence,
and symptoms attributed to treatment including postural
hypotension (intervention group 110/266 (41%) patients;
controls 57/263 (22%)).

Does one target suit everyone? In another linked paper (doi:10.
1136/bmj.i717), Brunström and Carlberg considered the
appropriateness of blood pressure targets in patients with
hypertension and diabetes mellitus.17 Their meta-analyses of 49
trials found an overall benefit of treating hypertension but some
evidence of harm associated with further treatment of patients
with a systolic blood pressure below 140 mm Hg.17 These
findings contrast with a previous meta-analysis suggesting
significant benefits from lowering blood pressure to below 130
mm Hg in the subgroup with diabetes.18 This discrepancy may
be due to chance or to confounding by differences in the
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included trials such as population age, morbidity, and treatment.
This is a limitation shared by many meta-analyses based on
aggregated data, and cautious interpretation of results is
preferable to immediate calls for action.18 19
Moreover, most patients in the mega-trials that dominated both
meta-analyses were younger and had less comorbidity,18 20
compared with patients with hypertension in primary care who
are often older and multimorbid.21 Applying targets achieved
from highly selected populations to real world patients in
primary care may result in overzealous treatment decisions.22
Unless doctors and patients share realistic treatment goals that
work across all their comorbidities, we risk perpetuating a
disease specific perspective on treatment that often results in
an unbearable treatment burden for patients and even in
harms.23-25 If preventing stroke recurrence is the top priority for
a patient, their individualised management will include diligent
treatment of hypertension. As knowing a patient’s true blood
pressure is difficult, to achieve maximal benefit and avoid harms
we may need to prescribe antihypertensives in accordance with
known trial based blood pressure reductions (in mm Hg
reduction per drug), use home monitoring wisely, and follow
up carefully for clinical symptoms of hypotension and adverse
effects.9
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