
ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 15, NO. 2 ✦ MARCH/APRIL 2017

105

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 15, NO. 2 ✦ MARCH/APRIL 2017

104

For a typical patient in my practice with Stage I 
hypertension and 1 or more other cardiovascular 
risk factors, the number needed to treat (NNT) 

for 5 years to prevent a death, acute coronary event, 
stroke, heart failure, or renal failure is only 11, and 
patients at higher risk (especially those with known 
coronary or renal disease) benefit even more.1,2 With 
such a large benefit for outcomes that matter so much 
to patients, and a condition so many patients have, 
treating hypertension properly is clearly one of the 
most important things we do in family medicine.

We have to measure blood pressure accurately to 
treat it properly. In practice that’s always been a prob-
lem. Our evidence base for hypertension treatment 
is clinical trials that used standardized office blood 
pressure (SOBP) measurement. SOBP requires the 
patient be seated at rest for 5 minutes, with feet on the 
floor, back supported, and arm supported at mid-chest 
height. When giving continuing medical education 
talks, I find that describing SOBP and asking the audi-
ence, “Is it always done that way in your practice?” reli-
ably produces laughter.

Worse, even when done properly, SOBP is neither 
especially consistent and repeatable3 nor the best predic-
tor of outcomes.4 White-coat hypertension is common, 
and can mislead us into overtreating blood pressure.

Is that bad? Some believe that white-coat hyper-
tension, although less dangerous than sustained 
hypertension, still leads to more adverse outcomes 
than normotension and thus does merit treatment.5,6 

Franklin et al7, however, recently published a more 
careful analysis demonstrating that when age and 
risk are properly matched, white-coat hypertension 
patients do not have worse outcomes than similar 
normotensive patients. Overdiagnosing hypertension 
can have costly financial and social consequences for 
patients, and overtreating imposes annoying burden 
(and cost) even on those who have hypertension. Nor 
can we assume overtreatment is medically harmless. 
Overtreating is essentially unknowingly treating to 
a more aggressive than standard level of blood pres-
sure reduction, and the SPRINT trial8 demonstrated a 
substantial rate of serious adverse events from doing 
so. Those adverse events may be worth risking for the 
high-risk patients who meet the inclusion criteria for 
SPRINT, but imposing the harms of overtreatment 
on low-risk patients—or those who do not even have 
hypertension at all—is unjustifiable.

So how do we avoid overtreatment? The gold stan-
dard is 24-hour ambulatory blood pressure monitoring. 
While it certainly has a place, however, it is somewhat 
costly and cumbersome even for initial diagnosis. For 
routine monitoring it would be quite impractical. Home 
monitoring can be very useful for those patients moti-
vated to do it reliably, but what about everyone else?

Fortunately, over the last 15 years or so a signifi-
cant body of evidence has emerged in primary care 
practices on automated office blood pressures collected 
with patients sitting undisturbed 6 times over 5 to 10 
minutes (AOBP)4,9,10 or every 5 minutes for 30 minutes 
(OBP30).3,11 AOBP and OBP30 are superior to rou-
tine office blood pressure measurement and to SOBP, 
closely approximating (for daytime pressures, at least) 
continuous ambulatory monitoring. Both methods 
could allow us to avoid overdiagnosis and overtreat-
ment. Do they, in practice?

In this issue, Bos & Buis12 take the next necessary 
step. They provide evidence that treatment decisions 
change for a significant number of patients when OBP30 
is used, compared to routine office blood pressures. At 
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this point the evidence seems clear: routine office blood 
pressures, and even SOBP, should no longer be used to 
diagnose hypertension nor to adjust treatment.

So what are the implications for practice change? 
Aside from the obvious equipment needs, we will need 
to change our thinking on diagnosis and treatment 
thresholds, choose a method, and implement our choice 
properly. A well-done practice-based research network 
study comparing AOBP and OBP30 is an important first 
step. Since SPRINT used an abbreviated AOBP, with 
just 3 measurements, adding that to the comparison 
would be valuable. We need to know whether AOBP 
or abbreviated AOBP, done in a few minutes, are just 
as good as a 30-minute protocol, or if there is a conve-
nience/accuracy tradeoff we need to consider.

We also will need to rethink our thresholds. The 
threshold for Stage 1 hypertension of 140/90 is drawn 
from studies using SOBP. Home and continuous 
ambulatory blood pressures run lower, and as AOBP 
and OBP30 closely approximate daytime ambulatory 
pressures, using 140/90 would result in underdiagno-
sis and undertreatment. Myers et al13 have provided 
observational evidence based on patient-oriented out-
comes for 135/85, at least for older adults. Replication 
and extension to younger populations, and to patients 
with higher risk profiles, is needed. Ideally the evi-
dence for practice should come from practice—again 
suggesting that practice-based research networks are 
the best laboratories.

Changing how we do things in our offices may be a 
challenge too. Both AOBP (whether standard or abbre-
viated) and OBP30 require setting a patient up and then 
leaving them undisturbed while the measurements are 
taken. If we are to avoid overdiagnosing and overtreat-
ing due to the white-coat effect, we “white coats” need 
to stay out of the room! (Taking off the coat won’t fool 
anyone’s sympathetic nervous system, either.) For some 
practices that will be easy, but for some of us it will 
mean at least changing our routines, and sometimes 
even rearranging our offices. Getting it right will be 
a good use for our teams’ quality improvement skills. 
Because hypertension treatment matters so much to so 
many, we owe it to our patients to get it right.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/15/2/105.
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