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Don’t let the pressure get to you

Managing blood pressure in older adults




Hypertension can lead to cardiovascular
disease, the number one cause of death

FIGURE 1. More Americans die from cardiovascular disease (CVD) than any other cause.!
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Hypertension is the leading factor in CVD death,
contributing to 1 in every 4 CVD deaths.?

Most patients with hypertension have uncontrolled blood pressure.

FIGURE 2. Of the 91 million Americans with hypertension, nearly 3 in 4 are not at goal
(BP < 130/80 mm Hg).®
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50% of patients not at goal are already prescribed
at least one antihypertensive medication.?
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Obtain accurate readings to guide treatment

O Measure blood pressure appropriately.

* Have patients rest for 5 minutes, with back supported, feet on the floor,
and arm resting comfortably at heart level.

* Ask patients to relax, sitting calmly and without conversation.

* Check blood pressure three times, with readings separated by at least
one minute.

* Ensure correct cuff size and make sure the BP device is calibrated.

o When in doubt, confirm the diagnosis of hypertension
with home measurements.*

* Ambulatory blood pressure monitoring can help identify patients
with suspected white coat hypertension.

* Recommend a validated, automatic, cuff-style monitor.
— For a listing of validated devices, see ValidateBP.org.

* Have the patient track measurements, taking two readings at about the same time daily.

« Patients should record their readings in a log (e.g., qrco.de/BP_log).

o Categorize blood pressure to assess the need for treatment.

TABLE 1. The American College of Cardiology and American Heart Association
(ACC/AHA) 2017 blood pressure classifications®

BP category SBP DBP
Normal <120 mm Hg <80 mm Hg
AND
Elevated 120-129 mm Hg <80 mm Hg
Hypertension—stage 1 130-139 mm Hg 80-89 mm Hg
OR
Hypertension—stage 2 =140 mm Hg =90 mm Hg

In patients = 65 years old, use only the systolic BP to determine treatment category.®
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Choose a management strategy

FIGURE 3. A practical guide for when to start treatment

2017 ACC/AHA guideline BP categories®
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Start BP lowering drug
and proceed to drug treatment
algorithm (Figure 5).

No drug needed. Follow up
every 3 months and reassess
management as needed.

*ASCVD (atherosclerotic cardiovascular disease) includes acute coronary syndrome, myocardial infarction,
angina, revascularization, stroke, transient ischemic attack (TIA), or peripheral arterial disease.

Use a tool such as the ASCVD Risk Plus estimator
to calculate the 10-year risk of a CV event.

Assess progress towar d treatment goals.
* The goal is to achieve an SBP <130 mm Hg.
* Patients <65 years old have a DBP goal of <80 mm Hg.

* For patients whose management requires assessment of
10-year CVD risk, reassess at follow-up visits.
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Devise the treatment plan based on BP

Encourage lifestyle change in all patients with SBP >120 mm Hg.

FIGURE 4. For patients with elevated BP (>120/80 mm Hg), small changes in BP can
be achieved by changing health habits.>®
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Reduce sodium

§ 5-6 mm Hg

reduce by 1,000
mg/day; ideal is
< 2,300 mg/day

*Anticipate about 1 mm Hg reduction for each 1 kg lost.

4 5mm Hg

aim for ideal
body weight

Limit alcohol
$ 4 mm Hg

limit drinks/day
males: < 2/day
females: < 1/day

Start medication if Stage 2, or Stage 1 with ASCVD or risk factors.

Start with a medication from one of four classes: angiotensin receptor blocker (ARB), angiotensin
converting enzyme inhibitor (ACEI), thiazide diuretic, or calcium channel blocker (CCB).

FIGURE 5. Multiple medications may be needed if patients are >20 mm Hg above goal.

Is the SBP >20 mm Hg above goal?

¢

Initiate a single agent,” either a:
thiazide, long acting ARB/ACEI,T or CCB.

Two agents will likely be necessary't
(e.g., ARB/ACEI + CCB).
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Monitor response to treatment at 1 month,
assess adherence, and screen for side effects.

If not at BP goal, up-titrate
a single medication or add another agent.

* For African Americans, initiate a thiazide or CCB.
T Combining an ACEI and an ARB confers no additional benefit and may increase adverse events.
ARBs confer far less risk of cough or angioedema, and are preferred over ACELI.”

T For older patients, start one medication and intensify therapy at the first follow-up visit.

r
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Like all adults, older adults benefit
from intensive BP lowering

FIGURE 6. Across randomized controlled trials in adults aged 60 and older, BP lowering
to SBP < 130 mm Hg led to nearly immediate reduction in major CV events.?
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At 40 months, only 63 people would need to be treated
to prevent 1 major cardiovascular event.

FIGURE 7. The SPRINT-MIND study found tighter BP control after five years also
reduced the incidence of mild cognitive impairment (MCI).°

Dementia MCI Dementia or MCI

Relative reduction
with strict SBP control
(<120 mm Hg) vs.
standard SBP control
(<140 mm Hg)

*p< 0.05
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Balancing the risks and benefits of
treatment in older adults

FIGURE 8. In a population of patients treated to an SBP goal of <130 mm Hg, far more
will benefit from prevented CV events or death than will have side effects.!®
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*A higher number indicates harm events are more rare.

The rate of injurious falls was no higher in patients treated
to a goal of SBP < 130 vs. those with a higher SBP goal."

Current evidence supports treating older adults to guideline
recommended goals.

FIGURE 9. In SPRINT, side effects were more common in older adults (= 75) than in younger
adults (< 75), but were not different between intensive and standard treatment arms." 2
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Helping patients reach their treatment goals

Take the medication. Don’t worry about timing.

FIGURE 10. The TIME study (over 21,000 older adults randomized to take antihypertensives
in the morning or evening) found no difference in CV events over a median of 5 years.'
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Continue to titrate medication.

BP control should be sustained over time. When SPRINT participants relaxed to standard
BP targets, their relative CV benefit disappeared a year later.™

Prescribe combination antihypertensives.

BP was lower in patients taking combination medication vs. the same regimen as separate
agents.’> Combinations are often available generically at cost similar to or lower than
individual drugs.

Assess for other causes of hypertension.

Patients who are taking three antihypertensives, including a diuretic, and still have
uncontrolled BP are defined as treatment resistant.

Evaluate for common and treatable causes of resistant hypertension:
* Obstructive sleep apnea
* Renovascular disease

* Primary aldosteronism: As many as 20% of patients with treatment-resistant
hypertension have primary aldosteronism, yet only 2% are screened.®
Make the diagnosis with an elevated plasma aldosterone:renin ratio
(under standard conditions, in the absence of an aldosterone antagonist).
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Addressing BP in special populations

‘ {’ Chronic kidney disease (CKD)

FIGURE 11. Analysis of SPRINT in patients with CKD found reduced all-cause mortality
in the intensive treatment group without an increase in adverse renal outcomes."”
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While ACC/AHA recommend a goal of <130/80 mm Hg, KDIGO (Kidney Disease Improving
Global Outcomes) recommends a goal of < 120/80 mm Hg when tolerated in patients not
on dialysis or with a renal transplant.'®

Start with ACEls or ARBs in patients with albuminuria to prevent progression of CKD.

Y

( » Secondary prevention in people who have had strokes
\\}X//i\» - Aim for the standard BP goal (< 130/80 mm Hg).
' « Start with ARBs, ACEls, or thiazide diuretics.™

>

Type 2 diabetes
@ * Aim for the standard BP goal.

* In some patients, an SGLT-2 inhibitor may lower BP. It may be appropriate to
preferentially add a medication from this class for patients with hypertension
¢ and diabetes.?
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Costs

FIGURE 12. Price of a 30-day supply of medications to manage hypertension

ACEls benazapril 7.5 mg
enalapril 10 mg

fosinopril 15 mg

lisinopril 10 mg

moexipril 15 mg

perindopril 4 mg

quinapril 15 mg

ramipril 2.5 mg

trandolopril 2 mg

ARBs azilsartan (Edarbi) 40 mg
candesartan 8 mg
irbesartan 150 mg

losartan 50 mg
olmesartan 20 mg
telmisartan 40 mg
valsartan 80 mg

CCBs

amlodipine 5 mg
felodipine 5 mg $16
nifedipine ER 30 mg $12

Diuretics clorthalidone 25 mg
hydrochlorothiazide 25 mg $4
indapamide 2.5 mg $4

$9

1]'

Other

aliskiren (Tekturna) 150 mg $66

ACEls + CCBs
benazepril/amlodipine 10 mg/5 mg $15

ACEls + diuretics
benazepril/HCTZ 10 mg/12.5 mg $16
enalapril/HCTZ 10 mg/25 mg $14
fosinopril/HCTZ 10 mg/12.5 mg $21
lisinopril/HCTZ 10 mg/12.5 mg $8
quinapril/HCTZ 20 mg/25 mg $18

ARBs + CCBs olmesartan/amlodipine 20 mg/5 mg $46

telmisartan/amlodipine 40 mg/5 mg $46
valsartan/amlodipine 160 mg/5 mg

ARBs + diuretics
azilsartan/chlorthalidone (Edarbyclor) 40 mg/12.5 mg
candesartan/HCTZ 16 mg/12.5 mg
irbesartan/HCTZ 150 mg/12.5 mg
losartan/HCTZ 50 mg/12.5 mg
olmesartan/HCTZ 20 mg/12.5 mg
telmisartan/HCTZ 40 mg/12.5 mg
valsartan/HCTZ 80 mg/12.5 mg

ARBs + CCBs + diuretics

olmesartan/amlodipine/HCTZ 80 mg/5 mg/12.5 mg $45
valsartan/amlodipine/HCTZ 160 mg/5 mg/12.5 mg $40

| | 1 1 | 1 1 |
$0 $10 $20 $30 $40 $50 $60 $70

Prices from goodrx.com, May 2023. Listed doses are based on Defined Daily Doses by the World Health Organization and should not be
used for dosing in all patients. All doses shown are generics when available, unless otherwise noted. These prices are a guide; patient costs
will be subject to copays, rebates, and other incentives.
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.
Key points

- ldentify patients with elevated blood pressure, using home-based
assessments to aid in diagnosis of hypertension when needed.

- Initiate treatment with lifestyle modification and medication therapy
in patients with stage 2 hypertension or stage 1 hypertension with
ASCVD or risk factors. Goal BP in most patients is < 130/80 mm Hg.

- Continuously reassess treatment and monitor for non-adherence,
escalating therapy if needed.

- Balance treatment targets with the risk of side effects.

- Help patients achieve treatment goals by utilizing combination pills,
ensuring an affordable regimen, and continuing to increase doses based
on response.

Visit AlosaHealth.org/Hypertension

for links to a comprehensive evidence document
and other resources.
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About this publication

These are general recommendations only; specific clinical decisions should be made by the
treating clinician based on an individual patient’s clinical condition. More detailed information
on this topic is provided in a longer evidence document at AlosaHealth.org.
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