
LETTERS TO THE EDITOR

What is adequate
hypertension control?
(OCTOBER 2007)

TO THE EDITOR: In his review of adequate hyper-
tension control, Dr. Graves speaks to the prob-
lem of systolic hypertension in the elderly and
laments that “only 30% of general practition-
ers, 38% of internists, and 58% of cardiologists
were willing to treat to the aggressive targets
outlined in the JNC 7 [seventh Joint National
Committee] guidelines.”1 Isolated systolic
hypertension in the elderly has also been
recently addressed in another prestigious jour-
nal,2 in agreement with Dr. Graves’ position.

Why would knowledgeable and caring
physicians be unwilling to follow the “less-
than-140/90” recommendation of experts?
Indeed, why do the British,3 who have access
to the same studies, think that using less than
160/100 is sometimes acceptable? I would sub-
mit that reasons for our “unwillingness” are
the very points explicitly stated in these two
articles.

Systolic hypertension is a condition that
more than 90% of everybody will get if they
live long enough. About 66% of everybody will
get it by age 60. It is, for the most part, a conse-
quence of aging. Factors reducing adherence to
treatment include complex dosing regimens
and cost. Two-thirds of these 90%-of-every-
body patients will require two or more drugs to
relieve their condition. Lowering blood pres-
sure to less than 140/90 mm Hg with antihy-
pertensive drugs is safe, effective, and achiev-
able in up to 60% of hypertensive patients
younger than 80 years. Some evidence suggests,
however, that beyond a certain age (80 years),
the treatment may do more harm than good.
For those over 60 with systolic pressures
between 140 and 159 mm Hg, no interven-
tional studies have been done to show that
treatment does more good than harm.

In this era of evidence-based guidelines
(wherein a patient with five common afflic-
tions would be prescribed 12 medicines costing
$406 per month4), might treatment of isolated
hypertension in this “over-60/under-160” mul-
titude be appropriately described as flying by
the seat of our pants, or perhaps as non-evi-

dence-based medicine? Is it really so outra-
geous that only 58% of cardiologists are will-
ing to aggressively push toward a goal that is
safely achievable no more than 60% of the
time? In our zeal to undo this human condi-
tion, are we confusing normal with ideal?

Perhaps when knowledgeable and caring
primary care providers “in the trenches” fail to
follow recommendations by experts, the prob-
lem deserves another look, and what seems
like poor performance at first may not be so
outrageous after all.

DAVID D. NORENBERG, MD
Gundersen Clinic
La Crosse, WI
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IN REPLY: I would like to thank Dr. Norenberg
for his interest in my recent article in the
Cleveland Clinic Journal of Medicine,1 but
I am afraid I must respectfully disagree with
most of his premises. First, there are numer-
ous prospective trials confirming the effica-
cy of treatment of all forms of systolic
hypertension in the elderly.2–6 It is upon this
considerable body of evidence that the
treatment guidelines from the major hyper-
tension societies are based.7–10 Dr.
Norenberg acknowledges the information I
presented about the contrarian view of
hypertension treatment presented by the
British Hypertension Society (BHS).7 A
more careful evaluation of the BHS conclu-
sions, however, reveals that the treatment
threshold of 160/100 mm Hg is for the very
small group of patients without any other
cardiovascular risk factors. The BHS comes
back to the same treatment targets in the
population Dr. Norenberg describes in his

848 CLEVELAND CL IN IC JOURNAL OF MEDICINE      VOLUME 74 •  NUMBER 12      DECEMBER  2007

 on July 31, 2025. For personal use only. All other uses require permission.www.ccjm.orgDownloaded from 

http://www.ccjm.org/


letter, ie, older patients with systolic hyper-
tension, as they almost universally have con-
comitant cardiovascular risk factors such as
dyslipidemia, diabetes, or known atheroscle-
rosis obliterans.

However, the most important point that Dr.
Norenberg’s letter raises is why physicians would
be unwilling to follow the less-than-140/90 rec-
ommendations of experts. I have previously writ-
ten about this very topic.11 The primary issues
seem to be the rapid evolution of the guidelines
due to multiple clinical trials of hypertension,
fear of medication side effects, and loss of focus
on the importance of systolic blood pressure in
favor of focusing on the unique benefits of cer-
tain classes of antihypertensive therapy (the
“dessert” in my article1). This failure of change
in physician behavior regarding adherence to
evidence-based guidelines has led to increased
oversight not only of errors in medical care, but
also of performance, with measures of perform-
ance increasingly being available on the World
Wide Web.12 Since society has judged that we
physicians are too slow to adapt to evidence-
based guidelines for quality of care, as illustrated
by Dr. Norenberg’s letter, we will now increas-
ingly see “pay for performance” by Medicare and
other providers.13

I end with the main point to be derived
from Dr. Norenberg’s letter and my article,
which is what I would term “financial adaptive
evolution in health care”—we either follow
the guidelines or we will not be paid! That
societal demands for improved health care
have to be achieved in this punitive fashion
should be an epiphany to all of us who are in
pursuit of the best care for our patients.

JOHN W. GRAVES, MD
Mayo Clinic
Rochester, MN
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