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Professor Guyatt, you were the person to coin the term
evidence-based medicine and for the last several years
you have been the ambassador of evidence-based
health care. | would like to ask you to tell us about
blood pressure treatment. When | started work 30
or 35 years ago, it was said that people should have
as high a systolic blood pressure as 100 mmHg plus
their age. A lot has changed since. Could you look
back at the history of what we are doing with high
blood pressure?

Way back, maybe a little earlier than when you
started practice, people were uncertain whether
hypertension was a good or a bad thing. Then peo-
ple needed randomized trials, because some be-
lieved that if you lowered people’s blood pressure,

it would actually cause strokes, that blood pres-
sure was needed for cerebral perfusion. Since that
time, there have been whole series of randomized
trials that have showed deep benefits of (blood
pressure) decrease, particularly in cardiovascular
risk, with treatment of hypertension. The ques-
tions from the start have been: What is the blood
pressure that should be the target?

People have done a number of trails of dif-
ferent targets, which have generally shown that
the lower the target, the better. Most recent-
ly, a trial called SPRINT' compared a target of
a systolic blood pressure less than 140 mmHg
to a target less than 120 mmHg and showed
a small but significant mortality reduction with
the target of 120 mmHg. They did not achieve
120 mmHg—they achieved less than 120 mmHg
in less than half of their patients, so it is pretty
tough. That particular population was an older
population, with an average age of 68; close to
30% of the patients were over 75. Patients who
were younger, had some other cardiovascular risk
factors, smoked, or were male—and 65% of them
were men—over a period of 3 years had a more
or less 1% reduction in mortality with the lower
blood pressure target. So many would say that
a target of perhaps 100 to 125 mmHg, given what
they achieved in this trial, should be something
we should aim at.

One other proviso is the way they measured
blood pressure in this trial, which was with an au-
tomatic device. They left a patient in their room
alone and after a few minutes the device started
measuring blood pressure and was measuring
it repeatedly until they got a stable blood pres-
sure. That is probably at least 5 mmHg lower than
what you would see with the physician coming in,
not necessarily giving the patient a rest period,
and doing the blood pressure measurement. So
the targets of 100 to 125 mmHg would be some-
thing you might aim at if you were using this au-
tomated device. If you are using the usual busy-
-office manual blood pressure measurement, it
would be at least 5 mmHg higher, so we would
be talking about 125 to 130 mmHg.

Would you consider the population in this particular
study to be higher risk?
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Well, they are certainly higher risk. They started
with anybody over 50, and as [ have said, the me-
dian age was 68, so half the people were older than
68, half were younger than 68. If you were young-
er, then you would need to be a smoker or need
to have some additional cardiovascular risk fac-
tors to get into this study. So they are a higher-
-risk population. I would suspect that you would
still see the same relative effects—in other words,
you would lower your risk—if you were a younger
person as well aiming at that target, but the low-
er your absolute risk, the lower your benefits. We
are talking about a 1% reduction in the individu-
als over 3 years, and in this trial, it would be ap-
preciably less in lower-risk individuals. And then
the question is: We know there are going to be side
effects, there is a burden, inconvenience, possible
cost—at what point does it become not worth it?

If you were to make a recommendation, if you were
part of a practice guideline panel these days, decid-
ing on what to advise physicians and patients in terms
of blood pressure treatment, what would be your bot-
tom line?

My bottom line would be: In the higher-risk pop-
ulation, such as that enrolled in the study, I would
recommend a target of 120 to 125 mmHg.  would
be ambivalent whether to make that a strong rec-
ommendation, which would imply that we should
just encourage our patients to do it, or a weak rec-
ommendation, in which you would have a nego-
tiation. To me, it would depend on if you were
able to get an individual to 120 to 125 mmHg, or
even lower than 120 mmHg, with 2 or 3 drugs
with minimal side effects, which would seem to
be clearly worth it. If the patient does not like
taking all the drugs, is experiencing some side
effects from the drugs, I think it becomes more
questionable.

Do you think the SPRINT trial generated a qualitative
or quantitative shift in our approach?

Well, I am not sure what you mean, but it was
an important shift. That is for sure.
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