Pan Canadian Framework on the
Prevention and Control of

Hypertension: a discussion paper
on the way forward

March 2012

e

Original Healthy Blood Pressure Framework
Steering and Drafting Committee

Norm Campbell (Chair)
Eric Young (Vice-chair)
Michael Adams

Oliver Baclic

Denis Drouin

Judi Farrell

Janusz Kaczorowski
Richard Lewanczuk

Heidi Liepold

Margaret Moy Lum-Kwong
Jeff Reading

Sheldon Tobe

Selina Allu (Secretariat)
Barbara Legowski (Seretariat)

Secretariat

Norm Campbell
Tara Duhaney
Judi Farrell
Jocelyne Bellerive
Eric Young




This document has been prepared with funds provided by the Public Health Agency of
Canada and the HSFC CIHR chair in Hypertension Prevention and Control under the
auspices of Hypertension Canada. The information herein reflects the views of the
authors and is not officially endorsed by the Government of Canada.

The Healthy Blood Pressure Framework was developed in 2010/2011 with a feedback
and consultative phase from March 2011 to December 2011. This framework could not
have been completed without the efforts and support of many individuals, national and
non-governmental organizations.

Gratefully acknowledged is the Public Health Agency of Canada for funding the French
translation of the draft Framework; Denis Drouin and Jocelyne Bellerive for their
support with finalizing the French translation of this report; and Tara Duhaney for
updating key content pieces based on consultative feedback.

The Framework is expected to receive ongoing comment and input with formal revisions
taking place every 2 years.

Use of this Resource

Members of the Healthy Blood Pressure Framework Steering and Drafting Committee
thank you for your interest in, and support of, this report. We permit others to copy,
distribute or reference the work.

Endorsement

Because this paper represents a long-term plan on the successful prevention, reduction
and management of hypertension in Canada, further dissemination of this Framework
for endorsement to national policymakers, government decision-makers, leaders in non-
governmental organizations is encouraged.

Suggested citation

Healthy Blood Pressure Framework Steering and Drafting Committee (2012) for the
Healthy Blood Pressure Framework Steering and Drafting Committee. Pan Canadian
Framework on the Prevention and Control of Hypertension: a discussion paper on the
way forward.



Key messages

Canada had almost 6 million people diagnosed with hypertension in 2006-07. The
number is expected to rise as we have been largely ineffective with prevention at the
population level, leaving high blood pressure to be almost inevitable with advancing
age.

Healthcare systems across Canada are spending billions of dollars treating hypertension
and the diseases directly attributed to it — two-thirds of stroke and half of all heart
disease — and associated with it — dementia and kidney failure. AlImost half of all people
in Canada over age 60 are taking medications to control blood pressure. In 2003,
antihypertensive drugs alone cost more than $1.7 billion, and each subsequent year
medication use has gone up. Approximately one half of all direct medical costs of
cardiovascular disease are due to hypertension and its related diseases. Despite the
investment, these diseases are the leading causes of premature death. This need not be
the case — hypertension is highly preventable.

Healthy lifestyle is at the heart of healthy blood pressure — it can prevent blood pressure
from rising and can lower high blood pressure. It amounts to a diet rich in fruits and
vegetables, low in sodium and saturated fats, combined with regular physical activity,
healthy body weight, no smoking and low intake of alcohol if consumed at all. But
achieving and sustaining a healthy lifestyle is a huge challenge to many people.
Individuals can have little or no control over certain circumstances in life and in their
local built environments that together affect health including blood pressure.

In 2000, the hypertension community in Canada developed a National Strategy for High
Blood Pressure Prevention and Control. Ten years later, thanks to strong and steadfast
interdisciplinary partnerships among health professionals, scientists and researchers,
non-government and government organizations and the private sector, Canada has a
rigorous, systematic and transparent process for developing and disseminating
hypertension management recommendations and we have the highest reported rates of
treating and controlling hypertension in the world.

More needs to be done. There are avenues for population health promotion to improve
and maintain vascular health predicted to both save billions of healthcare dollars and
improve the health and quality of life of the Canadian population. In addition, Canada’s
diverse and hard-to-reach communities can benefit from what has been proven
effective to manage hypertension.

A team of health and hypertension experts from across Canada has prepared this
Healthy Blood Pressure Framework, broad in scope and inclusive of what has been
achieved to date. It is offered to members of Canada's healthcare community, from
national to local levels, as the basis for discussions on the focus of two tracks for future
action: one at the population level to promote vascular health and healthy blood
pressure and a second for people with hypertension to further improve management of
their blood pressure.
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Executive Summary

Almost 6 million people in Canada, about 1 in 5 adults, were living with hypertension in
2006-07 — with blood pressure > 140 systolic or 2 90 diastolic mm Hg. Add to this some
15% of young adults under 39 years of age and an estimated 2% of children and youth
up to 19 years of age who already have high normal blood pressure — they are at
significant risk of becoming hypertensive as they get older.

Rising blood pressure over the long term is associated with the development of
atherosclerosis — the main risk for premature death (before the age of 65). It leads to a
range of vascular diseases, the most common being hypertension, which itself is a risk
factor for stroke, heart and kidney failure and dementia. Healthcare systems across the
country are spending billions of dollars treating hypertension. In 2003, hypertension
costs the Canadian health care system an estimated $ 2.4 billion ($73 per capita), physician,
prescription drug and laboratory investigation costs. It it is the most expensive
cardiovascular disease with total direct health expenditures being similar to stroke,
heart attack, and other ischemic heart diseases combined. In 2003, antihypertensive
medications alone cost over $1.7 billion in Canada, with each subsequent year showing
a linear increase in medication use.

Thanks to research, we know that in “westernized” societies such as Canada,
hypertension and increased blood pressure are highly preventable. A significant
proportion of the current prevalence of hypertension is attributed to modifiable risk
factors, in other words, lifestyle. Healthy lifestyle is at the heart of healthy blood
pressure — it can prevent blood pressure from rising and can lower high blood pressure.
It amounts to a diet rich in fruits and vegetables (high in potassium and fibre), low in
sodium and saturated fats, combined with regular physical activity, healthy body weight
and avoidance of tobacco use and/or excessive alcohol intake.

Achieving and sustaining a healthy lifestyle is a huge challenge to many people. There
are elements in the built environment over which individuals have little or no control
that have negative effects on their health including blood pressure. Witness the
alarming patterns of poor diet and lack of physical activity contributing to rising blood
pressure everywhere, in adults and children. Add to this that almost 1 in 4 young adults
in Canada smoke, nearly 30% of adults under 39 years of age have high unhealthy lipid
levels and that diabetes is appearing more frequently in younger age groups, in part a
function of excess body weight. In some Canadian ethnic and cultural groups, namely
Aboriginal peoples and those of Chinese, South Asian, Filipino and black decent
prevalence rates are even higher. The incidence and prevalence rates of vascular
diseases can be expected to rise if no action is taken to help people maintain healthy
blood pressure. We can do better.

Action at the population level is imperative. By focusing on poor diet and lack of physical
activity, action for healthy blood pressure joins other initiatives underway or being
advocated in Canada at federal, provincial and territorial levels — for health



promotion/healthy living, heart health, the prevention of cancer, diabetes and renal
disease. All have the same message — intervene upstream and in the environments
where people live. A complex mix of socio-economic factors is at play over the life
course, influencing the way people live and the choices they make, and these differ
widely. In Canada, the extent of our geographic and cultural diversity adds emphasis to
factors such as rural and remote location and ethnicity. Among Aboriginal peoples,
there are social, economic and cultural factors influencing the health disparities,
including prevalence of cardiovascular disease, between Aboriginal and non-Aboriginal
Canadians.

At the same time, there are successes worth celebrating. Since 2000, when the last
National High Blood Pressure Prevention and Control Strategy was released, Canada has
become a leader in the early detection of high blood pressure, its treatment and overall
management. Strong partnerships between government, non-government and private
sectors have resulted in Canada having the highest reported national rates of treating
and controlling hypertension in the world. We can build on the achievements.

At the core of Canada’s success is that blood pressure can be objectively measured and
elevated blood pressure is highly treatable — facts that the hypertension community in
Canada has taken advantage of with its concerted focus on the Canadian Hypertension
Education Program (CHEP) — a knowledge translation program targeted originally at
primary care practitioners, providing annually updated standardized recommendations
and clinical practice guidelines to detect, treat and control hypertension. Now in its 12
year, CHEP has extended its reach to engage and inform various healthcare
professionals including pharmacists, nurses and dietitians in clinical and community
settings. CHEP and its partners e.g. associations of health professionals, non-
government organizations and government agencies, also collaborate to increase public
awareness of blood pressure and have been central in stimulating and then contributing
to the Sodium Reduction Strategy for Canada.

Still more needs to be done to manage hypertension. Almost 1 in 3 people with
hypertension have uncontrolled blood pressure; there is evidence that healthcare
professionals are still misdiagnosing hypertension; and almost 1 in 5 people with high
blood pressure are not aware of their condition.

What this Framework offers is a basis on which the members of Canada’s healthcare
community, from national to local levels, can begin discussions for an expanded plan of
action for healthy blood pressure. It summarizes why high blood pressure is such an
alarming public health concern, describes the achievements to date in hypertension
prevention and management in Canada, gives the status of lifestyle factors and
determinants relevant to blood pressure and presents future areas of work. It concludes
with a vision, 9 objectives for 2020 and 7 sets of recommendations. Among the tasks for
those who join the consultative process expected in mid 2011 will be prioritizing the
actions proposed in this Framework into an implementation plan.



Vision
The people of Canada have the healthiest blood pressure distribution, lowest

prevalence of hypertension and the highest rates of awareness, treatment and control
in the world.

Objectives for 2020

1. The prevalence of hypertension* among adults in Canada is reduced to13%.

2. 90% of adults in Canada are aware of the risk of developing hypertension and of the
lifestyle factors that influence blood pressure.

3. 85% of adults in Canada are aware that high blood pressure increases the risk of
major vascular disease (stroke, heart attack, dementia, kidney failure, heart failure).

4. 95% of people in Canada who have hypertension are aware of their condition.

5. 90% of those with hypertension are attempting to follow appropriate lifestyle
recommendations

6. 40% of Canadians initially diagnosed with hypertension will become normotensive
through lifestyle therapy

7. 87% of people unable to be successfully treated for hypertension through lifestyle
therapy have appropriate drug therapy

8. 78% of people on drug therapy have hypertension under control

9. Aboriginal populations have similar rates for blood pressure health indicators as the
general population.

10. Populations at higher risk have similar rates for blood pressure health indicators as
the general population.
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Overarching Recommendations
Build healthy public policy

Develop one comprehensive multi-sector strategy whose goal is for people in Canada to meet
the nationally recommended benchmarks for physical activity and diet (including the
recommended dietary reference intakes for nutrients and especially sodium).

Re-orient/redesign the health services delivery system

Use an integrated interdisciplinary primary healthcare team approach focusing on healthy living
in chronic disease management. A healthy blood pressure/hypertension management
approach in Canada — with its partnership base and continuum of health promotion, disease
prevention, early detection, treatment and control — is a best practice model for how to prevent
and control other chronic conditions and diseases, such as diabetes.

Build partnerships to create supportive environments and
evolve the healthcare system

Expand and maintain the partnerships whose contributions have been integral to the current
Canadian successes in lowering and controlling hypertension. Build new partnerships to better
integrate disease management with population health promotion, engaging all levels of
government, health organizations and healthcare professionals, non-government organizations,
academics, relevant institutions and corporations/businesses.

Strengthen community action

Plan, implement and evaluate programs which support community action in setting local
priorities and which develop individuals’ sense of control and resilience in the prevention,
control and management of hypertension in settings where they live, work and play. Consult
and engage with community members and organizations to adopt evidence-based health
promotion and disease prevention services and structures.

Develop personal skills for better self-management

Ensure all people in Canada have the resources, knowledge and ability they need to optimally
prevent, detect and control hypertension recognizing this recommendation is highly dependent
on implementing and maintaining supportive environments.

Improve decision support

Promote a culture of evaluation and continuous quality cycles in the collection of key indicators
of high blood pressure prevention, detection, treatment and control, and evaluate the uptake of
findings — that the knowledge about the processes and outcomes of interventions is making a
difference.

Optimize information systems

Use rapidly evolving information technology and systems to their ultimate potential to transfer
knowledge on how to improve hypertension prevention, detection, treatment and control.
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1 The public health importance
of high blood pressure

The health of the blood supply — the vascular system — affects the health of the whole
body and its organs. While risk for vascular damage and with it the risk for several
diseases was once attributed to a “cut-off” blood pressure in adults of 140/90 mm Hg, it
is now understood to start when blood pressure rises beyond 115/75 mm Hg and it
increases progressively and linearly with blood pressure elevation. Once high normal
levels are reached, compared to optimal blood pressure, they are associated with a
three-fold greater risk of progression to hypertension and approximately double the risk
of cardiovascular disease (CVD) (independent of hypertension). (1)

In 2000, 26% of the adult population around the world had

) ) ) . Blood pressure
hypertension. The number is predicted to increase to 42% by 2025 Category

as people live longer (2). Hypertension is the leading risk for Systo15
premature death in the world, responsible for 13% of mortality. Risk begins and diastolic = 75
Accounting for its impact on death plus disability, it is attributed to High Normal | Systolic 130 to
6% of disability adjusted life years (DALYs) lost globally, with over Blood 139 or diastolic 85
half of the loss affecting middle-aged people in both economically Pressure tSOB? T

. : . stolic = 140 or
developed and developing countries. (3) Hypertension di};stolic > 90
What is alarming is that even with a growing understanding of its Stage 1 _ ?g/;tglrlcdigii)otl?c )
cause and knowing that in some societies it does not exist (4), hypertension |, "o
prevention at the aggregate level has been largely ineffective in Stage 2 Systolic = 160 or
Canada, leaving high blood pressure to appear almost inevitable hypertension | diastolic = 100
with advancing age. Similarly in the United States, the Framingham | Hypertension | Systolic > 130 or
Heart Study reported in 2002 the estimated lifetime risk of among diastolic > 80
hypertension to be approximately 90% for men and women 55 to wi(tjéw(?i:?;es
65 years of age who were non-hypertensive. Among people 65 or kidney
years and older, if blood pressure is in the 130-139/85-89 mmHg disease

range, the Study found that 50% will be hypertensive in four years,  Adapted from: Joint National Committee
and in the same period, for those with blood pressure between ?” Pre"e”“"f”hPitglc“";"PE"a'“a“Oé‘ and
120-129/80-84 mmHg, 26% will have hypertension. (5) reatment of High Blood Pressure (6)

Treating hypertension with medication is expensive. It is the most expensive CVD with
total direct health expenditures being similar to stroke, heart attack, and other ischemic
hearts diseases combined. If the direct costs of diseases caused by hypertension are
added to independent hypertension costs, hypertension overall accounts for almost half
of all direct CVD healthcare spending. (7) In 2001 alone, worldwide direct medical costs
related to elevated blood pressure came to at least $370 billion US — about 10% of
developed countries’ healthcare expenditures. If indirect costs are added e.g. welfare
losses from premature death, the costs could be nearly 20 times higher. (8) In Canada,



the costs of hypertension related physician visits, laboratory tests and medications were
estimated in 2003 to be almost $2.4 billion. (9)

Yet blood pressure at the population level is amenable to change. (10) Finland for
example has taken broad based approaches including regulations to support improved
lifestyle and limit dietary sodium, successfully lowering the average population blood
pressure by over 10 mmHg in 30 years. (11) Even small decreases in blood pressure can
result in substantial reductions in the burden of blood pressure related diseases,
demonstrated in Figure 1.

FIGURE 1: Changes in Blood Pressure Distribution and Estimated % Reductions in CVD-related
Mortality

After—— \ «— Before
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Source: Whelton PK, He J, Appel LJ, Cutler JA, Havas S, Kotchen TA, Roccella EJ, Stout R, Vallbona C, Winston MC,
Karimbakas J; National High Blood Pressure Education Program Coordinating Committee. Primary prevention of
hypertension: clinical and public health advisory from the National High Blood Pressure Education Program. JAMA.
2002; 288:1882-88.

Disease Burden of High Blood Pressure

Cardiovascular and Cerebrovascular Diseases

High blood pressure causes atherosclerosis —the main cause of vascular diseases, the
most common being cardiovascular — ischemic heart disease, myocardial infarct,
congestive heart failure — and cerebrovascular — stroke. Every 20 mm Hg systolic or 10
mm Hg diastolic increment upward in blood pressure doubles the mortality rates for
ischemic heart disease and stroke. (12;13) Increased blood pressure (> 115/75 mmHg)
is attributed to 54% of strokes and 49% of myocardial infarctions worldwide. (14-16)

Although the mortality rates for ischemic heart disease and stroke have fallen in Canada
in recent years, cardiovascular and cerebrovascular diseases remain a major cause of
death, accounting for almost one-third of all deaths. In 2007, this amounted to about
76,000 deaths of which almost 33,000 were among elderly people over 85 years of age
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and about the same number among younger people between 45 to 64 years of age. (17)
Among Aboriginal peoples in Canada, the rate of developing and dying of heart disease
and stroke is twice that in the rest of the population. (13)

Renal Failure

Vascular disease affects the kidneys — 27% of the kidney failure is attributable to high
blood pressure, second only to diabetes (45%). (18) However in people with diabetes,
50% of renal failure is attributable to hypertension and, unlike lowering glucose,
lowering blood pressure has been shown to reduce the progression to renal failure.(19—
21) Similarly in other forms of renal disease, hypertension is often central to the
progressive loss of function that leads to renal failure.(18)

Dementia

Individuals with high systolic blood pressure are prone to cerebrovascular disease that
constitutes a significant risk for dementia. In Canada, the Alzheimer Society estimates
that the incidence of dementia will more than double in the period 2008 to 2038. (22—
24) Early data suggests treatment of hypertension may prevent or slow the progression
of dementia.(25)

The Profile of High Blood Pressure in Canada

In 2006-07 nearly six million people in Canada were diagnosed with hypertension
(prevalence). (26) Figure 2 shows prevalence over the last few years to be climbing
slowly (27) but as physicians become more aware of hypertension and people overall
live longer, the rate is expected to accelerate. Add to this the high rates, particularly
among young people, of the main risk factors for high blood pressure — lack of physical
activity, excess weight and unhealthy diet (5) — and prevalence is certain to rise. Already
in 2003, antihypertensive medications cost over $1.7 billion to healthcare systems in
Canada with each subsequent year showing a linear increase. Almost half of all people in
Canada over age 60 are taking drugs to control high blood pressure.(28;9;29)



FIGURE 2: Percentage of the population age 20+ years with diagnosed high blood pressure, by
sex and year, Canada, 1994-2007/09 (30)
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Source: Chronic Disease Surveillance Division, Centre for Chronic Disease Prevention and Control, Public Health
Agency of Canada. Data from the Canadian Community Health Survey (various years) and the Canadian Health
Measures Survey 2007/09 (Statistics Canada).

Between 2007 and 2009, about one in five people in Canada had high normal blood
pressure. (30) Even young adults — about 15% of those between 20 and 39 years of age
— had higher than optimal blood pressure (120-139/80-89 mmHg) (30). These blood
pressure levels are associated with coronary atherosclerosis 20 years later and with a
much higher rate of developing hypertension. (31) Furthermore, the risk of vascular
disease increases as blood pressure rises even within the normal range e.g. about one
half of stroke, heart and kidney disease is caused by increases in still normal blood
pressure (3;32) (but the relative risk is much higher at the upper end than the lower
end).

Hypertension and high normal blood pressure are also found among children and
adolescents. A child with high normal systolic blood pressure has three to four times the
risk of developing high blood pressure in adulthood as a child with normal systolic
pressure. (33) In Canada between 2007 and 2009 an estimated 0.8% of children and
youth aged 6 to 19 had hypertension and 2% had high normal levels. (34) Where blood
pressure is increasing among children and adolescents, it is being attributed to physical
inactivity, unhealthy diet and overweight/obesity. (35)

Crucial in Canada’s context is recognizing that people with particular cultural and ethnic
backgrounds have different prevalence rates of hypertension. (36) An example is high
blood pressure prevalence among First Nations adults, consistently higher compared to
other adults in Canada: almost 8% in the 30-39 age group compared to 4% in other
adults; in the 40-49 age group, 16% compared to 10%; and among those 50-59 years of
age, 31% compared to 22% in other adults. (37) Another group found to have a



significant difference in the prevalence of hypertension is black adults: 49.8% among
those 40-59 years of age resident in Ontario compared to 22.6% of the overall
population in the same age group in the province. (38)

Hypertension and increased blood pressure is nearly always an unintended
consequence of lifestyle and is therefore highly preventable. What the diagnosis of high
normal blood pressure offers is a window for early modification of lifestyle to lower
pressure, delay progression to hypertension or avoid it altogether. Yet it is a huge
challenge for individuals to change behaviour and sustain it. In Canada, despite ongoing
media coverage and education campaigns, 85% of adults are not active enough to meet
Canada’s physical activity recommendation. (39) Similarly with tobacco, despite
consistent messaging on its harmful effects, in 2008, 18% of the Canadian population
aged 15 years and older self-reported as current smokers. (40) Even the familiar and
efficacious Dietary Approaches to Stop Hypertension (DASH) diet, recommended since
1997 for individuals with hypertension, has been shown to have poor adherence. (41)
Barriers to personal change strategies are numerous and complicated, and can include
geographic isolation, social disadvantage, marginalization, lack of motivation, and
mental illness, to name a few.

Two mutually reinforcing prongs of action are needed for the prevention and control of
hypertension nationally: population level interventions and intensive strategies focused
on individuals at higher risk for hypertension. (42) Both, through different approaches,
need to address at least two of the main contributors to rising blood pressure, namely
poor diet and lack of physical activity. (43)

While adopting population level interventions via policy and system changes (such as in
tobacco control) is critical to hypertension prevention and control, so too is the need to
systematically identify and target ‘high risk ‘individuals, defined here as those who are
disproportionately vulnerable to experiencing high blood pressure based on defined
socio-demographic characteristics and/or those for whom generic hypertension
programs do not work®. For such groups, interventions need to be tailored to reflect the
various determinants of health (47) and how these influence lifestyle and decision-
making.

Aboriginal individuals and communities are particularly vulnerable demographic
groups®. Compared to non-Aboriginal Canadians, Aboriginal individuals experience a
higher prevalence of cardiovascular and chronic conditions including diabetes, obesity,
cancer, heart disease and hypertension (49). Developing appropriate strategies aimed
at the prevention and management of CVDs in the Aboriginal population will need to be
based in a solid understanding of the unique social, economic and cultural factors that

Y Included in this definition are individuals of Chinese, South Asian, decent, black Canadians, Aboriginal
Canadians, older (<60 years) individuals and those living in rural/remote locations (38, 44-46)
® The term “Aboriginal” refers to individuals who identify with at least one Aboriginal group, i.e. First
Nation (North American Indian), Métis or Inuit (Eskimo), and/or those who report being a Treaty Indian or
a Registered Indian as defined by the Indian Act of Canada and/or who are members of an Indian Band or
First Nation (48)
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have compromised, and continue to compromise, the health of Aboriginal peoples and
communities.

With blood pressure and hypertension prevalence continuing to rise, there has been an
increasing research emphasis on better understanding, and responding to, the way in
which individuals’ external environments influence health. Strategies are in place and
emerging outside the health sector that reflect this. (50) Key among them, and
important to blood pressure, is the food supply — addressing food security while pricing
food to privilege healthy choices especially fresh produce, eliminating trans fats, and
reducing sodium, simple sugars and saturated fats in processed and packaged foods and
in what food service establishments prepare. Important as well is scrutiny of the built
environment — designing walkable neighborhoods, promoting active transport, giving
priority to safe public leisure spaces and evenly distributing healthy food outlets. These
actions will integrate well with national and provincial/territorial strategies for e.g.
Healthy Living and Heart Health, to the benefit of the health and wellbeing of all people
living in Canada.



2 Achievements in High Blood
Pressure Management in the
Last Decade

Health Outcomes

The hypertension community has the advantage of knowing the main causes of
hypertension and, to a large extent, the strategies and tactics that can prevent it.
Canada has been successful in implementing many of these strategies relative to other
countries; Canada now has the highest reported rates of treating and controlling
hypertension in the world. Below are the most recent key indicators for Canada and
three peer countries with comparable data. Appendix 1 has more details on how
hypertension is being addressed in the United States, the United Kingdom and Australia.

Country Prevalence as Awareness  Pharmacological  Pharmacological
% of adult of treatment rate* control rate*
population* diagnosis*
Canada (45) 2007-9 19% 83% 80% 66%
United States (46) | 2008 29% 80% 72% 50%
England (45) 2006 30% 66% 54% 28%
France (47) 2007 31% 52% 43% 22%

* as % of prevalence

Among people in Canada diagnosed with hypertension, indicators of blood pressure
management have improved over the last decade, summarized in Figure 3.

FIGURE 3: Profile of people in Canada with diagnosed hypertension in 1986/92 and 2007/09.
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1986/92 Source: Joffres MR, Hamet P, MacLean DR, L'ltalien GJ, Fodor G. Distribution of Blood Pressure and
Hypertension in Canada and the United States. Am J Hypertens. 2001;14:1099-105.

2007/09 Source: Wilkins K, Campbell NRC, Joffres MR, McAlister FA, Nichol M, Quach S, Johansen HL, Tremblay MS.
Blood pressure in Canadian adults. Health Reports. 2010; 21:1-10.



The 2000 National High Blood Pressure Prevention and Control Strategy called for 10%
reductions by 2005 in incidence, prevalence, those unaware of hypertension, those with
untreated hypertension and those with uncontrolled hypertension. In all cases except
one (incidence), the 2000 targets for these indicators were met and surpassed in the
2000-2010 period. (48) The pre- and post-2000 status of these and other key outcome
indicators are given below. (An age gender population standardized analysis is being
conducted; although the surveys in pre- and post-2000 periods had similar age and
gender compositions, there may be changes in some of the values.)

Indicator

Status and values

Status and values post-2000; % change from

Incidence of diagnosed
hypertension (48)

pre-2000
1998-9: 23.8/1000

pre-2000.
2005-6: 22.7/1000
Almost 5% decrease

Prevalence of hypertension by
physical measurement (48)

1985-1992: 22%

2007-09: 19%
14% decrease

Unaware of hypertension (48)

1985-1992: 43%

2007-09: 17%
60% decrease

Self-reported diagnosed
hypertension but untreated (48;30)

1985-1992: 65%

2007-09: 21%
68% decrease

Prescribing of anti-hypertensive
medications (49;50)

Use of diuretics and calcium
channel blockers not
growing. Annualized
antihypertensive drug use
increasing by 2% per annum
(but decreasing among
elderly by 0.6% per annum).

Annual prescription rates of four recommended
classes accelerated significantly, including
diuretics and calcium channel blockers, with
diuretics (inexpensive and generic) showing the
largest growth. Annualized antihypertensive drug
prescriptions increasing by 10% per annum
(increasing by almost 6% among elderly).

Uncontrolled hypertension (48;30)

1985-1992: 87%

2007-09: 34%
60% decrease

Hospitalizations (50-52)

Decreasing age- and sex-
adjusted rates of
hospitalizations for stroke
and congestive heart failure.

Starting in 1999 more than 50% increases in the
annual rate of decline for stroke and heart failure
(with a strong inverse correlation to the increase
in antihypertensive prescriptions).

Mortality rates (50-52)

Decreasing age- and sex-
adjusted rates of mortality
for acute myocardial
infarction, stroke and
congestive heart failure

Starting in 1999, the decline in age- and sex-
adjusted mortality rates for stroke and congestive
heart failure more than doubles and for acute
myocardial infarct, the mortality rate drops by
more than 50% (with a strong inverse correlation
to the increase in antihypertensive prescriptions
between 1992 and 2003)

NOTE: The only incidence data available are for diagnosed hypertension and are not available prior to 1998-9.

Hypertension Management Processes

The positive changes that evolved over the last decade are due to significant
improvements instituted by the hypertension community largely in the processes
through which high blood pressure is managed, guided by the Canadian Hypertension
Education Program (CHEP), with some health promotion and disease prevention
initiatives taking hold. The changes in the key components of the processes are
described below, again comparing their status pre- and post-2000.




Component Status pre-2000

Information on
hypertension
management
(29;53)

No widely disseminated
clear messaging
available to primary
care practitioners or the
public about what was
critically important for
the treatment of
hypertension.

Status 2000-2010

o Core messages from the CHEP promote the need to measure blood

pressure at all encounters, assess overall CVD risk, use lifestyle to
prevent and control hypertension in all Canadians and treat people with
hypertension to recommended targets using combination drug therapy.

o Highly systematic and structured annual updating of hypertension
management recommendations overseen by the CHEP
Recommendations Task Force: systematic annual literature searches
per topic subgroup (55); acceptance of only high quality RCT study
designs to reduce bias for pharmacological recommendations; applying
a refined evidence grading scheme; assessment for revisions to all
draft recommendations by a Central Review Committee of
methodologists, then opened for comment by national CVD experts,
and finally adopted if gain 70% approval of the Recommendations
Task Force.

¢ Integrated and extensive hypertension knowledge translation program
overseen by the CHEP Implementation Task Force: largely comprising
experts in health education and front line primary healthcare
professionals who tailor recommendations to their respective
disciplines; national primary care organizations, government agencies,
non-governmental agencies and pharmaceutical industry actively
disseminate recommendations through their professional channels.
(See Appendix 2 for publications about CHEP.)

o Specific recommendations and implementation programs based on
care gaps identified by surveillance (e.g. patient-centered and provider-
oriented recommendations for hypertension treatment in diabetics).

 Development of a Train the Trainer program targeting key opinion
leaders in local primary care communities.

o Development of standardized tools for Peer Educators and primary
care.

Surveillance
(54-56)

No standardized
process to identify gaps
in treatment or to
assess the impacts of
strategies to reduce
hypertension in Canada

e Increasingly comprehensive hypertension surveillance and monitoring
system using existing data and new surveys: national physical
measures surveys of blood pressure; analysis of national cross-
sectional and longitudinal population-based health surveys to assess
diagnosis and treatment levels; use of commercial databases to
assess national and regional pharmacotherapy patterns; assessment
of national and regional trends in disease complications of
hypertension; national system based on provincial administrative
health data to determine incidence, prevalence and management of
diagnosed hypertension; monitoring of knowledge attitudes and
behaviours of hypertensive Canadians; determining educational needs
of health care professionals.

Prevention -
dietary sodium

Most of the public and
health care professional
literature on sodium

 Extensive network of healthcare professionals, their respective
professional organizations and non-government organizations




Component Status pre-2000

Status 2000-2010

intake (57) derived directly or advocating for reductions in dietary sodium.
indirectly by the
food/salt industry Specific knowledge translation program developed for the Canadian
sector. public and healthcare professionals on dietary sodium by a board base
of healthcare professionals and their respective organizations and non-
government organizations
Two websites developed to disseminate information on sodium to
healthcare professionals and the public
Extensive media coverage of the health impact of high dietary sodium
with media releases led by the Canadian Stroke Network and the Heart
and Stroke Foundation.
Multi-stakeholder Sodium Working Group mandated by the federal
minister of health to develop a comprehensive strategy to reduce
sodium consumption in Canada to recommended levels.
Multi-stakeholder Sodium Working Group recommends interim targets
to reach an average consumption of 2,300 mg of sodium per day by
2016 in Canada, endorsed by the federal minister of health and
provincial counterparts
Public A pilot program for a Development of extensive hypertension knowledge translation program
awareness public awareness by a Public Education Task Force struck by Blood Pressure Canada for
(54:57;58) campaign on people with or at risk of hypertension.
hypertension shows
little impact. A ‘Heart Direct to public dissemination as well as through the extensive primary
Health Kit" and a Heart care knowledge translation program of the CHEP developed and
and Stroke Foundation disseminated multiple knowledge translation tools for people with
pamphlet “know your hypertension aimed at improving self-efficacy in the prevention and
blood pressure by heart’ management of hypertension.
developed to aid people
with hypertension but Recommendations for the public and educational tools for patients,
the material is not based on healthcare professional recommendations, are annually
updated or reprinted. A updated.
textbook on
hypertension for People can sign up to be regularly updated with the new hypertension
patients is developed by resources atlwww.hypertension.caland a national hypertension
the Canadian association for patients is being formed.
Hypertension Society.
There is little Specific survey developed to assess the knowledge, attitudes and
standardized up-to-date awareness of hypertension among Canadians (65) and among those
non-commercial public with hypertension.
and patient information
on hypertension that is
widely disseminated or
available.
Developing and | Limited approach to Chair in Hypertension as a new leadership position
advocating advocacy to prevent
policy and control Sodium program as an advocacy program through Blood Pressure
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Component Status pre-2000 Status 2000-2010

hypertension through Canada, 2006 (66)
Blood Pressure Canada

2010 (63)

focuses on dietary sodium and blood pressure

Strengthened and Expanded Partnerships

The 2000 National High Blood Pressure Prevention and Control Strategy, though not
endorsed by either the federal or provincial governments, did serve as a template for
action. The healthcare community in Canada responded — it organized itself into
partnerships of non-government and government sectors who strategically oriented and
leveraged for the most part existing resources and volunteer time towards collaborative
projects.

Three partners , with overlapping memberships, have been central to the achievements
made to date: the Canadian Coalition of High Blood Pressure Prevention and Control
(the Coalition) established in 1984 that became Blood Pressure Canada (BPC) in 2005
and is now part of Hypertension Canada — a volunteer non-profit charitable organization
comprising national organizations of health professionals, government, industry, and
other voluntary organizations; the Canadian Hypertension Society; and, subsequent to
2000, CHEP — a body of hypertension experts and scientists formalized in 2000 that is
now the clinical education arm of Hypertension Canada. Within both of these broad
groups, clusters of partners have taken specific roles consistent with their respective
mandates to support the overall objectives of the larger group.

Broader and deeper partnerships — developed, maintained and coordinated — are critical
for Canada to advance in research, clinical practice, community and population level
interventions that will contribute to achieving the next set of goals for healthy blood
pressure.

The initiatives and contributions of the various partners in hypertension prevention and
management are very briefly described below. It is noteworthy that many of the
partners’ activities were integrated into and coordinated with CHEP and Blood Pressure
Canada programs. An historic overview of the partners’ roles and more details are in
Appendix 2; CHEP is more fully described in Appendix 3.

Hypertension Canada

Hypertension Canada was important in many of the hypertension management efforts
prior to 2000 and was formed in 2010 through merging the resources and expertise in
education, policy and research of three organizations — Blood Pressure Canada, the
Canadian Hypertension Society (CHS) and CHEP. Regarding education, it has expanded
11
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CHEP (further described below) and is actively promoting the integration of
hypertension management recommendations with those for cardiovascular disease
(CVD) prevention through the C-Change (Canadian Cardiovascular Harmonization of
National Guidelines Endeavour) initiative. C-Change, a project of the Canadian Institutes
for Health Research (CIHR), aims to address the need for a common set of clinical
practice guidelines for CVD.)

Having assumed responsibility for research, Hypertension Canada will be developing
mechanisms to enhance and integrate the CIHR’s four pillars of research (biomedical,
clinical, health services and population based) around blood pressure. It is also
continuing the public policy work formerly done by BPC, now through a Public Policy
Committee to address population health, health services, community programs,
vulnerable populations and to evaluate policy.

Blood Pressure Canada (BPC)

Prior to merging into Hypertension Canada, BPC had a consistent and broad impact on
hypertension management in Canada. Focusing on the past decade, it led the process
that resulted in the 2000 National Strategy for High Blood Pressure Prevention and
Control, was integral to gathering the partners to develop standardized clinical
recommendations for hypertension management that became the foundation for CHEP
and led the proposal for a Canadian Chair for Hypertension Prevention and Control.
Once the Chair was confirmed (2006), BPC became its public education arm. It
developed a process for implementing blood pressure management recommendations,
parallel to CHEP but adjusting them for a public audience, providing a wide variety of
resources to assist people to become more self-efficacious in preventing and managing
high blood pressure.

BCP was also the national non-government leader in dietary sodium reduction. It was
active in the effort to revise Canada’s Food Guide to have increased prominence for
dietary sodium and together with other national health organizations, developed a
policy statement that became the banner for non-governmental organization (NGO)
advocacy to reduce dietary sodium. BPC went on to establish a Sodium Task Force with
over 30 healthcare professionals to develop tools and resources for their associations
and the public, was a core organization on the Sodium Strategic Planning Committee
and a member of the steering committee of the multi-stakeholder Sodium Working
Group.

Canadian Hypertension Society (CHS)

The Canadian Hypertension Society (CHS) was important in many of the hypertension
management efforts prior to 2000. It was a founding member of CHEP and was a lead
organization within BPC. It funded in part the Canada Chair in Hypertension Prevention
and Control, hosted the annual CHEP meetings and otherwise provided critical support
to CHEP and Blood Pressure Canada. The Canadian Hypertension Society is made up of
researchers and clinicians with a strong interest in hypertension.
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The Canadian Hypertension Education Program (CHEP)

Now in its 12" year CHEP is a partnership of over 150 multidisciplinary hypertension
experts — healthcare professionals and health scientists from governments, non-
government organizations and health and scientific organizations who have been
steadfast in their voluntary contributions to annually and systematically update
hypertension management recommendations to assist primary health practitioners and
patients to deal with hypertension. The improvements noted in the processes of
hypertension management pre- and post-2000 are largely attributed to CHEP and in the
same period there is a close temporal association between CHEP and the positive
changes found in key health indicators for high blood pressure. For more on history and
current operations of CHEP, see Appendix 3.

Critical to CHEP’s performance is the effective uptake of its recommendations for
healthcare professionals and the public. This is achieved through a network of
organizations, partners in dissemination: Canadian Cardiovascular Society, Canadian
Council of Cardiovascular Nurses, Canadian Diabetes Association, Canadian Pharmacists
Association, Canadian Public Health Association, Canadian Society of Internal Medicine,
Canadian Society of Nephrology, College of Family Physicians of Canada, Dietitians of
Canada, Heart and Stroke Foundation of Canada (and provincial Heart and Stroke
Foundations), Kidney Foundation of Canada, Canadian Association Cardiac
Rehabilitation, Canadian Heart Failure Network, Canadian Medical Association,
Canadian Nurses Association, Canadian Stroke Network as well as the Public Health
Agency of Canada and several provincial government programs.

The Canadian Institutes for Health Research (CIHR) (for circulatory and respiratory
health), the Public Health Agency of Canada (PHAC), the Heart and Stroke Foundation of
Canada (HSFC) and the pharmaceutical industry have provided unrestricted grants and
funding.

“CHEP remains the premiere example of Knowledge to Action as it takes new
evidence from inquiry to synthesis to a full set of implementable
recommendations each year. Further, these recommendations are adapted into
tools for patients and providers with feedback sought to improve the process in
the following year’s cycle. Finally, the impact of CHEP is monitored with the
Outcomes Research Task Force, integrating national and provincial
administrative databases with methodological and statistical expertise.”

CHEP Program Report 2010 (59)

Heart and Stroke Foundations

The Heart and Stroke Foundation of Canada (HSFC) was a founding member of CHEP and
was involved in the early efforts to reduce dietary sodium as a member of the multi-
stakeholder Sodium Working Group and the Sodium Strategic Planning Committee. It is
active in both the clinical side of hypertension management and in public awareness:

e Working with healthcare professionals to develop models to improve hypertension
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management in healthcare teams (primarily in Ontario) including interprofessional
education.

e Distribution of BPC and CHEP materials, including a hypertension toolkit for professionals
and blood pressure awareness information for the public.

Provincial Heart and Stroke Foundations (Ontario and Quebec) have been and continue
to be active partners in the hypertension community, with some having made
contributions beyond their provincial mandates. For example, the Heart and Stroke
Foundation of Ontario has:

e Collaborated with the Registered Nurses’ Association of Ontario to develop a nursing best
practice guideline in 2005 on hypertension — Nursing Management of Hypertension —
consistent with CHEP recommendations and endorsed by CHEP.

e Completed a 2006 Ontario Survey on the Prevalence and Control of Hypertension in
partnership with the Ottawa Heart Institute and Statistics Canada, an update that
includes the first-ever physical measures survey on hypertension in key ethnic groups in
Canada.

e Created an interactive eHealth tool — the My Heart & Stroke Blood Pressure Action Plan —
that assists people with self-management by providing e-mail support, helping them to
track/monitor their progress on blood pressure and lifestyle change, and offering them
the option to download and print a report for their healthcare provider.

e Focused investment in hypertension research.
The Heart and Stroke Foundation of Quebec has:

e Published from 2002 to 2011 a newsletter, "Les Actualités du Coeur" whose mission was
to facilitate knowledge translation by disseminating clinical practice guidelines on
diabetes and cardiovascular diseases, including CHEP's recommendations and summaries.

e Disseminated information and posters to help healthcare professionals to educate
patients (and healthcare professionals) at the proper technique for blood pressure
measurement.

Canadian Stroke Network

Since 2006, the Canadian Stroke Network has supported dietary sodium reduction
primarily by raising public awareness of the relationship between sodium consumption
and blood pressure through an extensive series of media launches. It has developed
public education resources, sodium consumption guides, numerous articles and lectures
and a popular website {sodium101.ca). The Network was a member of the multi-
stakeholder Sodium Working Group and the Sodium Strategic Planning Committee.

Canadian Chair in Hypertension Prevention and Control

Starting in July 2006, with funds from the CHS, CIHR and an unrestricted grant from the
pharmaceutical company Sanofi-Aventis, a Canadian Chair in Hypertension Prevention
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and Control was piloted — a new academic position to run until June 2011. The first
Chair, Dr. Norm Campbell at the University of Calgary, has had the mandate to lead and
collaboratively develop activities to prevent and control hypertension, among them the
enhancement of CHEP, further development of surveillance systems for monitoring and
evaluation of interventions, increased public awareness, policy development and
advocacy to reduce dietary sodium, and raising the international profile of Canada’s
success with hypertension management. The position is being renewed through support
from HSFC and CIHR.

Government of Canada

Before the Public Health Agency of Canada (PHAC) was created in 2004, Health Canada
was the lead federal government department in hypertension prevention and control.
Now through PHAC, the federal government supports CHEP and community-based
projects for hypertension screening and prevention. Its key roles are to foster and
strengthen partnerships and coordinate the activities of various federal departments
and provincial/territorial governments. Currently, a Canadian Task Force on Preventive
Health Care, established by PHAC, is helping address gaps related to high blood pressure
screening.

The federal government has participated in a number of health promotion and disease
prevention initiatives — the Heart Health Strategy and Action Plan (2010), the Sodium
Reduction Strategy for Canada (2010), the Diabetes Strategy (renewed in 2005) and the
Pan-Canadian Healthy Living Strategy (2005). These strategies address risk factors
common to a number of chronic diseases and relevant to hypertension.

For policy-related knowledge development, the federal government has supported
systematic literature reviews relevant to hypertension and through Statistics Canada,
Canadian Institutes for Health Research and PHAGC, is building up the components of a
comprehensive surveillance system to collect physical measurements, self-reported and
administrative data.

Canadian Institutes for Health Research

Over the last decade, CIHR has invested over $100 million per year in cardiovascular
research that includes hypertension. It has also funded national projects that have
served hypertension management e.g. CHEP meetings, hypertension surveillance, the
integration of CHEP recommendations into C-CHANGE, participated in the multi-
stakeholder Sodium Working Group, and has funded in part the Canadian Chair in
Hypertension Prevention and Control, all noted above.

Multi-stakeholder Working Group for Sodium Reduction
The non-government partners in the hypertension community initiated the movement
that has culminated in the 2010 Sodium Reduction Strategy for Canada. (67) They began
in 2006 as a lobby of 10 national NGOs and first succeeded in increasing the visibility
and improving the sodium-related content in Canada’s Food Guide as it was undergoing
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revision. At the core of the lobby was a national Sodium Strategic Planning Committee:
BPC, CHS, Canadian Cardiovascular Society, Canadian Stroke Network, Canadian Council
of Cardiovascular Nurses, Canadian Society of Nephrology, Dietitians of Canada and
HSFC. The Planning Committee went on to develop a policy statement on dietary salt
reduction for Canada and shortly after it was extensively released across media in 2007,
the Government of Canada announced the formation of the Canadian multi-stakeholder
Sodium Working Group, chaired by Health Canada. It had representatives from the food
manufacturing and food service industries, health-focused non-government
organizations, the scientific community, consumer advocacy groups, health professional
organizations and government representatives.

In 2010, the Working Group submitted a comprehensive multipronged Sodium
Reduction Strategy dependent on food manufacturers and food service establishments
reducing the sodium content of their products on a voluntary basis. It called for close
government oversight and monitoring, research to aid the effort and broad based
education of the public. Subsequently the federal and provincial Ministers of Health and
Health Promotion/Healthy Living adopted the interim goal recommended by the Sodium
Working Group — a population average sodium consumption target of 2,300 mg/day by
2016 — a 33% decrease from current average consumption. The Ministers also agreed
that regulation to limit the sodium content of foods remains an option in case the
voluntary approach lacks substantive progress.

National Surveillance System Development

Since 2000, surveillance methods and processes have changed significantly to the extent
that Canada now has one of the most advanced national surveillance systems that exist,
providing a comprehensive picture of the prevalence, incidence (currently only as
diagnosis), treatment, control and complications of hypertension. The table below
summarizes the survey instruments that capture national hypertension relevant data.

Particularly important to high blood pressure surveillance is the Canadian Health
Measures Survey (CHMS), first administered over 2007-2009. It collects physical
measurements and self-reported data; actual blood pressure is captured along with
body measurements and cardio-respiratory and musculoskeletal fitness.

Collecting objective physical measures is crucial to understanding the actual status of
the health of Canadians. Self-reported data on behaviours have been shown to be
subject to bias e.g. recall difficulties. An example is the comparison of self-reported to
actual measures of physical activity among adults: according to self-reported estimates,
about 53% of adults in Canada are physically active while the CHMS, using
accelerometers, found that only 15% of adults in fact meet the recommended level of
activity associated with health benefits. (39) With hypertension, because of low
awareness levels, prevalence based on self-reporting is underestimated. (68)
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Instrument

Date instituted;

periodicity

Hypertension relevant data

Canadian Health Measures
Survey

Between March 2007
and February 2009;
every 2 years

¢ Blood pressure distribution

o Hypertension prevalence

o Self reported awareness of the diagnosis

 Self reported treatment with antihypertensive medications
o Control of hypertension

o Anti-hypertension drug use

National Longitudinal
Population Health Survey

1994; every 2 years
until 2000

« Self-reported diagnosis of hypertension by a health care
professional (estimates of incidence)

o self reported treatment with antihypertensive medications

Canadian Community Health
Survey

2000; up to 2007,
every 2 years and
since then annually

o Self-reported diagnosis of hypertension by a health care
professional

o Self reported treatment with antihypertensive medications.
o Self reported frequency of measurement of blood pressure

o In 4 provinces (i.e. optional), self-reported last time blood
pressure checked and barriers to checking

Proprietary Pharmaceutical Ongoing o Numbers of antihypertensive prescription drugs dispensed
Databases o Costs of antihypertensive drugs

 Diagnoses (including hypertension) for visits to physicians
Statistics Canada reporting of | Ongoing « National, provincial and territorial data on mortality rates

Canadian Institute for Health
Information data on trends in
mortality and morbidity

and hospitalizations due to conditions associated with
hypertension.

Canadian Chronic Disease
Surveillance System
(CCDSS)

2009; Ongoing

o Health insurance, physician billing and hospitalizations to
which case criteria are applied to estimate incidence and
prevalence of diagnosed hypertension with and without
diabetes and associated total mortality.

Hypertension Outcomes
Survey Trial (HOST) of the

2006; ongoing

o Develops and assesses methodology and tests validity for
the CCDSS.

.?:SiPFgrléfomeS Research e Individualized anonymous data linking hypertension
diagnosis, treatment and outcomes at regional, provincial
or national levels

Survey of Living with Chronic | 2008/09 o Knowledge, attitudes and behaviours of people diagnosed

Disease in Canada — with hypertension

hypertension module

First Nations Regional October 2002 for 12 | First Nations communities on-reserve self-reported

Longitudinal Health Survey months

« High blood pressure (age at which first told of condition,
whether currently undergoing treatment or taking
medication and whether related to pregnancy)
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3 Lifestyle Factors affecting
Vascular Disease — Status,
Trends and Initiatives that
Address Them

This section first presents the levels and trends in Canada for modifiable lifestyle factors
for vascular disease. Most of them act at least in part through increased blood pressure.
The section concludes with a short summary of actions that are in effect or emerging in
Canada to address them. Other factors age-, sex- and genetic-related are considered not
modifiable at this time.

Diet

An important determinant of controlled blood pressure is a healthy diet, one that is high
in fresh fruits and vegetables, low in saturated fats, trans fats and salt such as the DASH
diet (69). Of particular importance to maintaining healthy blood pressure are the
consumption levels of sodium, potassium. (69) And emerging from new research is an
independent direct association between consumption of sugar-sweetened beverages
(fructose) and higher blood pressure levels. (70;71)

Increasing sodium consumption raises blood pressure even in people who eat an
otherwise healthy diet. (72;73) The Intersalt study reported in 1997 that “habitual high
salt intake is one of the quantitatively important, preventable mass exposures causing
the unfavorable population-wide blood pressure pattern that is a major risk factor for
epidemic cardiovascular disease”. (74)

High dietary sodium is attributed to 30% of hypertension in Canada and causes
increases in blood pressure in normotensive adults, children and infants. The 2004
Canadian Community Health Survey on nutrition found that a very high proportion of
people in Canada consume more than the upper limit (UL) of sodium (over 85% of men
and 60% of women between 17 and 90 years; 77% of children ages 1 to 3 and 93% of
those with ages 4 to 8). If referring to adequate intakes (Al) of sodium, which are the
recommended optimal intakes and about one-third lower than the UL, almost 100% of
the people in Canada currently over consume sodium. (75)

Blood pressure in early life may be an indicator of risk for adult hypertension. Among
children and youth under 18, modest reductions in salt intake have been shown to
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cause an immediate drop in blood pressure and if sustained, may lessen the rise in
blood pressure with age. (76)

By contrast to sodium, westernized diets are generally deficient in potassium e.g. the
NHANES surveys show widespread low potassium intake in the United States. (69;77) If
a diet is deficient in potassium, supplementation reduces blood pressure, with both the
US Institute of Medicine and the CHEP recommending that this be achieved by
increasing the consumption of fresh fruits and vegetables. (69;59)

While the Canadian Community Health Survey does not currently examine potassium
intake, it found that in 2004 half of adults and 70% of children aged 4 to 8 did not meet
the minimum requirement of five daily servings of fruit and vegetables®. (78)

Knowledge about healthy diet is not always sufficient to change behaviour. In the trial of
Dietary Approaches to Stop Hypertension (DASH), when the specific foods provided to
study participants were combined with advice and support to maintain a healthy diet,
there was a reduction in systolic blood pressure of 9 mmHg, expected to reduce the
prevalence of hypertension by 17%. (69) (Notably, there was no weight loss in the DASH
trial by design.) Advice to follow the Dash diet is much less effective than providing the
advice in addition to the food. (79) Table 1 below shows the extent to which salt intake
reduction, increased potassium and the DASH diet are estimated to influence
hypertension prevalence in the US Population from Selected Lifestyle Interventions.

Lifestyle intervention

References

Anticipated change in hypertension
prevalence (range)

DASH diet

Appel et al., 1997 (72)

17% (14-22%)

Reduce salt intake

Institute of Medicine (69), Joffres (9)

-30%

Increase potassium
intake

Whelton et al., 1997 (80)

5% (4-7%)

Adapted from IOM report — A population-based policy and systems change approach to prevent and control

hypertension. (63)

3 Because guidelines for vegetable and fruit intake are now higher than 5 a Day for adults, this data may
overestimate Canadian adults meeting current Canada’s Food Guide recommendations.
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Physical Activity

Lack of physical activity is an important cause of increased blood pressure and many
other health risks and diseases. It is estimated to that 17% of hypertension is
attributable to physical inactivity and conversely, increased activity can reduce systolic
blood pressure by 2 to 4 mmHg. (69)

Objective measures of physical activity from the Canadian Health Measures Survey
(2007 to 2009) showed that only 15% of adults in Canada meet Canada’s physical
activity recommendations. (39)

As for children, Canada’s Physical Activity Guide recommends 16,500 steps daily for
children and youth to have a healthy weight and to engrain a lifelong active lifestyle.
The Canadian Fitness and Lifestyle Research Institute's study — Canadian Physical
Activity Levels Among Youth — using pedometers to measure daily steps, found in 2007-
09 that 88% of children and youth from 5 to 19 years of age did not accumulate 16,500
steps daily with a notable variation across provinces. (81)

Tobacco

Short-term smoking increases blood pressure. Determining whether there is or is not a
casual relationship between regular smoking and long term increases in blood pressure
still requires research, but nevertheless, both smoking and hypertension are leading
risks for death and disability and their negative health impacts are additive.

Between 1999 and 2009, the overall rate of tobacco smoking declined among people in
Canada aged 15 years and older, from 25% to 18%, apparent in Figure 4. (82) In 2009,
the age group 20 to 34 years of age had the highest percentage of current smokers at
23%. (82)

There are cultural and ethnic differences in tobacco smoking. For example, in 2004
prevalence of smoking (non-traditional use) among Aboriginal peoples was found to be
higher than age-specific national averages: 50% of youth aged 10-19 in a small
northwestern Ontario community smoked with the rate climbing to 82% for the 15-19
age group (83); 60% of on-reserve First Nations people between the ages of 18 and 34
smoked; and 70% of Inuit in the Canadian north between the ages of 18 and 45 smoked.
(84)
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FIGURE 4: Percentage of current smokers by age group and sex, 15+ years, Canada, 1999 to
20009.
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Source: Health Canada. Tobacco Use Statistics. Accessed December 6, 2010 at http://www.hc-sc.gc.ca/hc-ps/tobac-
tabac/research-recherche/stat/_ctums-esutc_2009/ann-histo-eng.php.

Alcohol

Excess alcohol consumption is associated with a wide variety of social and health
consequences including increased blood pressure. An option to consider to lower
hypertension prevalence is to reduce alcohol consumption among heavy drinking adults.
(69) At an individual level, if intake is reduced from 3-6 drinks per day to 1-2 drinks, both
hypertensive and normotensive people experience reductions in blood pressure. (85)
The estimated fraction of population level hypertension attributable to excess alcohol
intake is 3%. (69)

In 2009, the majority of Canadians self-reported drinking lightly — less than five drinks
per drinking occasion; 36% self-identified as “light infrequent” — less than once a week;
and 31% were “light frequent” — once a week or more often. Heavy frequent drinking
was reported by 5% and heavy infrequent drinking by almost 4%. (86) Important to note
is that self-reported alcohol intake generally underestimates actual consumption.

Stress

Good mental health underpins the effectiveness of any program that intends to
promote healthy behaviours. As a mental health issue, stress can elicit some coping
mechanisms that are unhealthy e.g. smoking, misuse of alcohol, overeating and non-
adherence to pharmacotherapy, which among other adverse effects, can contribute to
raising blood pressure and can counter control efforts. Unmanaged prolonged stress,
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highest among Canadians 25 to 64 years of age, is also associated with biochemical and
physiologic risks, among them, increased cholesterol levels, artery damage, irregular
heart rhythms and the development of hypertension. (17)

In 2007 23% of Canadians (23% of women and 22% of men) reported “quite a bit “or
“extremely high” levels of daily stress. However, overall self-reported stress has
decreased by 13% since 2001. (17)

Weight

Increasing body weight is a risk for multiple medical and health issues. While
observational studies have found 28% of hypertension attributable to obesity (69) most
recent data are indicating that abdominal adiposity (waist to hip ratio greater than one)
more than excess body weight (and BMI) is strongly related to cardiovascular disease
and hypertension. Furthermore, a substantive amount of the relationship between body
weight and hypertension may be indirect (the direct factors being unhealthy diet and
physical inactivity). Supporting the position are some long-term studies showing that
very extensive weight loss following surgery did not reduce blood pressure or
hypertension prevalence suggesting a complex interaction of diet, activity and obesity.
(87) Overweight and obesity among young people is of particular concern as studies
have shown the likelihood that excess weight in youth persists into adulthood. (88)

In and of itself, the prevalence of obesity has been rising in Canada—measured to be
almost 14% among adults in 1978/79, 23% in 2004 and almost 24% in the period 2007—-
09. (See Figure 5.) In 2004, another 36% of adults were overweight.

Longitudinal data from the National Population Health Survey (1996/97 through
2004/05) show that almost a third of Canadians whose weight had been in the
acceptable range in 1994/95 became overweight in the following eight years, and about
a quarter of those who had been overweight became obese. (89)
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FIGURE 5: Percentage of the population 18+ years that was obese (measured and self-reported)
by year, Canada, 1978 to 2009.
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Source: Chronic Disease Surveillance Division, Centre for Chronic Disease Prevention and Control, Public Health
Agency of Canada. Data from the Canadian Community Health Survey (various years) and the Canadian Health
Measures Survey 2007/09 (Statistics Canada). Note: Excludes territories.

In the age group 40 to 69, the percentage of males and females whose waist
circumference placed them at a high risk for health problems more than doubled
between 1981 (data from the Canada Fitness Survey) and 2007-2009 (data from the
CHMS); for ages 20 to 39 years, percentages more than quadrupled.

The regional differences in obesity are dramatic: 19% in BC compared to 34% in
Newfoundland in 2004. (90) That same year, among off-reserve Aboriginal people with
ages 19 to 50, the rates of overweight and obesity were higher than those among non-
Aboriginal populations, primarily attributed to higher rates among Aboriginal women.
(91)

Dyslipidemia

The causal effects of dietary lipids on hypertension and increased blood pressure have
not been well studied. However unhealthy levels of total cholesterol, triglycerides, and
bad cholesterol (low density lipoprotein) are generally associated with higher measured
blood pressure. Data from the CHMS from 2007 to 2009 show that 41% of Canadian
adults had a high total cholesterol level: 27% among those from 20 to 39 years of age;
47% among people from 40 to 59; and 54% of those aged 60 to 79. (27)

About 36% of adult Canadians had unhealthy levels (too high) of low density lipoprotein
cholesterol, 30% had unhealthy levels (too low) of high density lipoprotein cholesterol
and about 25% had unhealthy levels of triglycerides, with the latter increasing with age,
from 17% among adults aged 20 to 39 to twice that in the 60 to 79 age group. (27)
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Diabetes

Most people with diabetes also have hypertension and the prevalence of Type Il
diabetes — largely determined by lifestyle —is rising in Canada. In 2004/05 about 7% of
people in Canada aged 20+ were diabetic, compared to just over 5% four years earlier.
Isolating the over 65 age group, about 1 in 5 had diabetes in 2004/05. (4) Among those
aware of having diabetes, 75% also have hypertension.

Much of the health risk associated with diabetes is due to coexistent hypertension: 75%
of stroke, 50% of kidney failure and 35% of coronary artery disease is attributed to
hypertension and it accounts for more than 40% of deaths among people with diabetes.
In Canada the mortality rate among people with both diabetes and hypertension is
almost 3 times higher than the rate among people with neither diagnosis. (65)

FIGURE 6: Percentage of the population 20+ years with diabetes, by sex and year, Canada,
2000/01 to 2004/05
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Source: Public Health Agency of Canada. 2009. Tracking Heart Disease and Stroke in Canada. Accessed December 6,
2010 at http://www.phac-aspc.gc.ca/publicat/2009/cvd-avc/index-eng.php. Note: Data contributed by all provinces
and territories as of October 31, 2007.

Diabetes is a critical public health concern for Aboriginal peoples. They are three to four
times more likely to experience Type 2 diabetes than non-Aboriginal Canadians. (92)
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Action on Lifestyle Factors
Policies and Legislation (1997-2007)

A 2009 environmental scan looking for cancer prevention legislation and policies found
a number implemented from 1997 to 2007 by all three levels of government (federal,
provincial and local) and school boards. They were addressing the key modifiable risk
factors for cancer most of which are common to other chronic diseases and conditions
including high blood pressure. The scan also identified a number of areas where a
growing consensus is influencing political will towards policy-based responses. Together
they are (93):

e the adoption of advertising and promotion restrictions on tobacco products by most
provincial and territorial governments that go beyond the federal limitations stipulated in
the federal Tobacco Act;

e bans on smoking in enclosed public places and workplaces by all Canadian
provinces/territories (with some variance in exemptions for Designated Smoking
Rooms/Areas);

e growing interest in (and utilization of) policy options promoting healthy food
environments in schools;

e an increasing number of provinces/territories implementing daily physical activity
requirements in schools;

e increases in economic levers aimed at encouraging young people to be physically active;

e atrend towards encouraging healthy eating and physical activity through
provincial/territorial health promotion/healthy living strategies that include policy
components.

Federal/Provincial/Territorial Collaboration and
Coordination

Relevant to hypertension prevention, most recently the F/P/T Ministers of Health and of
Health Promotion/Healthy Living adopted the Declaration on Prevention and Promotion
— a public statement of vision to work together and with other stakeholders to make a
priority for action the promotion of health and the prevention of disease, disability and
injury. (94)

Earlier in 2009 the Ministers of Sport, Physical Activity and Recreation, and in January
2010, the Ministers of Health and of Health Promotion/Healthy Living endorsed the
“Intersectoral Action on Children and Youth Physical Activity”. Subsequently an F/P/T
framework for action to promote healthy weights entitled “Curbing Childhood Obesity”
was released. (95)
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Other National Initiatives

In its Strategic Plan 2008-2012, the Canadian Partnership Against Cancer Corporation
(CPACC), has a priority area on primary prevention, focusing on modifiable risk factors
that, in addition to cancer burden, predispose people to other negative health
outcomes, among them hypertension. These include physical inactivity, poor nutrition,
obesity, tobacco and alcohol use. For these common risk factors, CPACC is looking to
ongoing collaboration with other areas of public health to avoid duplication and
maximize opportunities to leverage action. (96)

Similarly, the 2009 Canadian Heart Health Strategy and Action Plan, apart from its
specific targets for hypertension treatment and control, states an intention to work with
other initiatives on achieving goals that refer to healthy diet, physical activity and
reducing overweight/obesity among adults and children. (55) Overall its directions
include many components being recommended by the hypertension community:

e Create heart healthy environments through education, legislation, regulation and policy.

e Help Canadians lead healthier lives by developing common messages about risk factors,
providing self help tools and by bringing screening and follow-up to community settings.

e End the heart health crisis among Aboriginal/indigenous peoples by actively involving
them in developing their own solutions and plans and providing culturally appropriate
support.

e Continue the reform of health services by fostering innovation to support chronic disease
prevention and management programs embedded in primary care teams interfacing with
regional integrated networks of specialized patient-centred cardiac care.

e Build the knowledge infrastructure to enhance prevention and care by ensuring more
accurate, timely information and efficient sharing of it.

e Support focused knowledge development.

e Develop the right service providers with the right education and skills by systematically
planning the workforce and spurring innovation.

Other disease-based strategies including those for diabetes, stroke and lung disease
advocate physical activity, healthy eating and avoidance of smoking — again the lifestyle
factors to maintain vascular health. (97)
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4 Social Determinants and High
Blood Pressure

Over the 35 years since the Lalonde Report, even with some government attention given to
population health, the uptake of the knowledge about and understanding of the
determinants of health and health disparities has been slow. In the mix has been
unwillingness on the part of some policy makers to acknowledge and act on the growing
body of research that point out the relationship between social determinants of health,
lifestyle and disease onset. Some of these directly relate to risk factors for high blood
pressure as well as several other chronic conditions and diseases. Below are some
examples:

e Adolescents with higher socio-economic status (SES) are more physically active, have
better nutritional habits and lower risk of smoking compared to peers with lower SES.
Among school-age children, there is less obesity with higher SES. (98-102)

e The accumulation of negative SES experiences/conditions throughout the life course
increases e.g. CVD risk factors/morbidity/mortality and early exposure to low SES is
associated with increased CVD and stroke in adults. (98—-102)

e Lower SES is related to increased use of healthcare services that has little impact on
poorer health outcomes and particularly mortality. Universal healthcare is not eliminating
historic disparities in health outcomes experienced by disadvantaged groups. It is large-
scale preventive strategies early in people’s lives that can help change unhealthy
behaviour. (103)

A significant obstacle to the uptake of research that relates SES to health is that the
work on determinants and disparities is usually the responsibility of health departments
typically preoccupied by the political and public attention to immediate issues in treatment
services. Add to this that the public health sector has not been an effective promoter of the
population health approach among the non-health sectors implicated in SES, such as
education, housing, employment, income and poverty. (104)

In Canada, for reasons that remain unclear, there is an increase in hypertension
diagnosis in lower income quintiles. See Figure 7 below.
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FIGURE 7: Age- and sex-adjusted prevalence of hypertension from 1994 to 2005, stratified by
income adequacy category
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Regarding high blood pressure detection and control, demographic characteristics are
emerging for the people not having blood pressure assessment, not taking
antihypertensive drugs or non-compliant with prescribed drug regimens:

e Of the people who have not had their blood pressure measured, they are observed to be
younger, male, recent immigrants or visible minorities (non-white and non-Aboriginal)
and speaking neither French nor English. (105)

e Over half of people with hypertension between 20 and 39 years of age report no anti-
hypertension treatment compared with 17% and 5% among those 40 to 59 years and 60 +
years respectively; several factors are noted e.g. male sex, self-perceived excellent health
status and fewer healthcare professional consultations. (106)

e Among people 60+ years of age, men are more likely than women to be unaware of
having hypertension whereas women who are aware are more likely to have uncontrolled
blood pressure. (107)

Education programs need to extend to hard-to-reach populations at the same time that
healthcare professionals need to be better alerted to the characteristics of people most
likely to not feel themselves to be at risk.
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5 Future work to achieve
healthy blood pressure
across Canada’s populations

An expanded framework for action

The hypertension community in Canada has been very successful in advancing high
blood pressure detection and management from its origins as a chronic care model
(108) to an expanded approach with community engagement and population health
promotion emerging. The achievements, especially the strong established
interdisciplinary partnerships foundational to CHEP (for recommendations development
and dissemination), are such that hypertension management is potentially a model for
evolving chronic disease management in Canada. Being able to shift blood pressure
downward in the population as a whole and lowering it with pharmacotherapy in
patients with hypertension makes blood pressure control —improving vascular health —
one of the few interventions that translates into clear health benefits at both the
population and individual levels.

As to future action for the hypertension community, the literature gives direction,
providing the features of a broad framework for healthy blood pressure (109-113):

e account for social, economic and cultural elements that are determinants of health and
health equity

e be multi-level and multi-component
e integrate community resources with clinical care

e comprise comprehensive actions simultaneously oriented towards people with and
without hypertension, healthcare providers, the healthcare system (operating in clinical
and community settings) and non-health sectors implicating several actors:

2 government departments of health and public health, other government departments
and central agencies (e.g. education, transport, urban affairs, rural affairs,
agriculture/farming, treasury, finance, culture), health research institutions, non-
government organizations, marketing and media industries, food and drink producers
and retailers, food service establishments, and the leisure and fitness sector.

Apart from specifying hypertension, the features above are applicable to dealing with
any other chronic condition and are evident in several examples of organizing
frameworks for prevention and control of chronic diseases and their common risk
factors. To name a few — the WHO Strategy for Diet and Physical Activity, the US Action
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Model to Achieve Healthy People 2020, and familiar in Canada, the Expanded Chronic
Care Model (Figure 8 below) applied locally and abroad e.g. in the latest New York State
Department of Health Strategic Plan for Chronic Disease and Injury Prevention. (114—
119) They are unanimous in recognizing the conditions and constructs that underpin
people’s ability to make healthy choices and lead healthier lives in a sustained manner
to avoid and delay chronic disease.

We have chosen the Expanded Chronic Care Model (ECCM) to guide into future work
what has been achieved or underway regarding high blood pressure prevention and
management in Canada. The challenge well recognized is the ECCM emphasis on
enriching the community sphere of action, this from two directions: continue to extend
and adapt into local community settings high blood pressure detection and care
practices and at the same time advance population health promotion measures that
translate broadly and equitably into healthier local living environments.

FIGURE 8: Expanded Chronic Care Model: Integrating Population Health Promotion
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In the ECCM components beyond clinical care, those with lifestyle factors and health
determinants, hypertension converges with other chronic diseases. This points to the
potential for an umbrella partnership — a joined-up chronic disease community in
Canada — guided by a broad chronic disease prevention framework with an optimal mix
of current and future strategies (120) e.g. linking high blood pressure, cancer, stroke,
diabetes, heart health, lung and kidney diseases and healthy living. An already shared
priority is dealing with key risk factors held in common, to shift their distribution at the
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population level: smoking cessation; consumption of a healthy diet such as the DASH
diet that is high in fresh fruit and vegetables, and low intake of saturated fats and
sodium; an increase in physical activity; low risk alcohol consumption and reduced
adiposity and obesity. (69;110;121-122) A joined-up chronic disease community may
also achieve the critical mass that can drive changes through to political levels for
population health and determinants. Revitalizing the Chronic Disease Prevention
Alliance of Canada may serve in this regard.

More in the immediate, another perspective on expanding the framework for action
specific to Canada’s context is the potential for authoritative national governance across
the F/P/T spectrum to lead and coordinate initiatives dealing with high blood pressure,
from prevention, to early detection, to treatment. One step up from that, with the
various F/P/T chronic disease and health promotion/healthy living strategies in place in
Canada now, already there is need for a clearly resourced and sustained leadership that
bridges chronic disease management with health promotion at the same time that it
respects and protects the resources of each discipline. Within the government and the
non-government sectors charged with implementation of the strategies, clear
accountability for attaining objectives and goals is essential.

Strategic team-based evaluation and research

Evaluation and research are foundational in the achievements in high blood pressure
prevention, early detection, treatment and control. Evaluating all interventions and
programs is critical to ensure that the health promotion and healthcare resources
available are applied efficiently and effectively for the benefit of the largest number of
people possible.

On research, the creation of Hypertension Canada with its mandate crossing all four
pillars of CIHR research — biomedical; clinical; health systems and services; and the
social, cultural, environmental elements of population health — presents an opportunity
to increase the engagement of CIHR. Many knowledge gaps are impeding advances in
better management of hypertension and in more people in Canada maintaining healthy
blood pressure. The gaps include but are not limited to:

¢ the basic mechanisms of blood pressure and its control including genetic influences

e pharmacotherapies that more optimally treat hypertension across diverse groups
(different ages, co-morbidities, ethnicities, etc)

e positive and negative nutritional factors (sodium, fats, magnesium, potassium, simple
sugar additives, natural sugars) and diets that affect blood pressure and other health
outcomes

e “healthy eating” and its determinants and deterrents across age groups, diverse ethnic
and cultural groups, and socio-economic status.

e the effects of physical activity, stress, alcohol, overweight/obesity, mental health, and low
31



socio-economic status on healthy blood pressure

methods for assessing blood pressure (home, ambulatory, automated office and manual
office) and the optimal lifetime schedule of assessment, integrated into the diagnosis and
management of hypertension, to confer maximum benefit

ancillary diagnostic testing for people with hypertension to assess risk and causes of
hypertension

the impact on outcomes of newer health services policies

research looking at the influence and impact of the collective determinants of health in
the prevention and management of hypertension

optimal use of the electronic medical record
integration of self-care into the healthcare system

education and behavioural sciences research to optimize healthcare professional
adherence to guidelines

optimal use of qualitative research methods to enhance quantitative outcome indicators
implementing evidence into healthy public policy

implementing evidence into health systems and service delivery

the effectiveness of community-based programs and implementation of best practices
how to change behaviour in terms of healthier lifestyle

implementing evidence on behaviour change with healthcare providers

researching children and adolescents to better understand the factors influencing their
development and/or management of hypertension

knowledge translation on community programs for vulnerable, rural/remote,
marginalized, hard-to-reach populations

shifting the food system away from the production and availability of unhealthy food
products to privilege healthy foods.

how to effectively advocate to government the policies to improve the health of people in
Canada

While recognizing the innovations that investigator-driven research can deliver, health
research at the global level is at the same time changing, increasingly directed into
strategic areas where the results are expected to benefit whole populations, with large

teams of scientists forming to attract funding. Hypertension Canada in collaboration
with partners e.g. researchers in international, national and provincial institutions, and
with various funding agencies, needs to develop a comprehensive research strategy to
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encourage sole investigators and fully support and propose networks of researchers and
collaborations to address specific gaps and strategic research opportunities. An example
is intersectoral collaborative research groups forming through team grants and National
Centres of Excellence. Currently a vascular network is being proposed for a National
Centre of Excellence application. In addition, given that provincial/territorial
governments bear almost all the acute care burden of hypertension, they can
collectively develop a hypertension evaluation and research agenda related to their
common priorities.

With national non-government organizations, partnerships for priority research
programs can involve (123):

e Heart & Stroke Foundation of Canada

e The Kidney Foundation of Canada

e Canadian Society of Nephrology

e Canadian Cardiovascular Society

e Canadian Society of Atherosclerosis, Thrombosis and Vascular Biology
e Canadian Stroke Network

e Canadian Diabetes Association

e Canadian Obesity Network

e Canadian Council of Cardiovascular Nurses

e Canadian Nurses Association

Permanent leadership chairs and traineeships established through strategic partnerships
between the CIHR and the appropriate charitable peer review funding agencies can help
align non-government and government organizations to prevent and control not only
hypertension but other chronic conditions and diseases and their common risk factors.

Secure resources and support

Substantive ongoing resources are needed to sustain and expand what has contributed
to the successes achieved to date: the leadership currently in place; the coordinating
mechanisms that have emerged and that need further development; the ongoing
development of standards of practice; primary prevention; and the much needed
research and evaluation of innovations in community and population-based
interventions.
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An international role for Canada

There are several potential opportunities for Canada to increase its international role, to
disseminate its approach to treat and control of hypertension. The hypertension
community could develop a standardized knowledge translation program to assist other
countries to develop similar programs. Canadian programs could even develop policies
to specifically and freely share their hypertension programs and resources with other
countries’ programs. To facilitate this dissemination, Canada can host international
events here or symposia and workshops at international meetings elsewhere.

Canada can also interact and collaborate more closely with the United States. With
each country having highly evolved programs to control hypertension, sharing what has
been learned and the strengths and weaknesses of the differing and sometimes novel
approaches could aid both countries. And given that many Canadians and Americans
have similar (unhealthy) lifestyles and trends in risk factors common to chronic diseases,
there may be opportunities to undertake initiatives with mutual benefit for example,
harmonized restrictions on advertizing to children to avoid mixed messages from cross
border communications.

Specific gaps and opportunities for research,
knowledge translation and action

Gaps and opportunities are organized below under the components of the Expanded
Chronic Care Model.

Build healthy public policy

The factors that affect blood pressure, hypertension and most other chronic non-
communicable diseases in Canada are rooted within the social and cultural contexts that
determine lifestyles, so profoundly that today’s children are predicted to be the first
generation to have shorter life spans than their parents. Addressing the factors needs
the attention of all government jurisdictions, from federal down to municipal and has to
involve multiple departments within a given government, each willing to consider the
full range of policy instruments available to it, especially where voluntary initiatives e.g.
to promote healthy lifestyle, are shown to not deliver an effective population level
preventive “dose”.

A “whole-of-government” approach taking an upstream view is needed (110), enabled
through e.g. cabinet level committees operating with mechanisms and incentives for
horizontal and vertical collaboration (124), underpinned by the formalized requirement
for health impact assessments of policies intended for sectors/environments that
influence lifestyle. (110;124) Of particular importance in Canada is support and funding
for the parallel collaborative development of healthy public policies and strategies for
Aboriginal peoples. (121;124)
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Further to making public policy healthy, multi-sector advisory committees that include
commercial entities must consistently uphold the principle of transparency and apply
conflict of interest standards to minimize commercial bias and influence. This has been
the practice of the hypertension community when engaging the pharmaceutical industry
in the development of recommendations for optimal hypertension management. And
the committees must revise the standards as needed to reflect best practices to ensure
that central to their advice are the health interests of the people of Canada, that
commercial entities or those with substantial funding from commercial entities are not
in a position to dictate recommendations on government or non-governmental policy or
on educational advisory committees.

A clear opportunity in Canada for a population level impact on healthy blood pressure
will come with the implementation of the 2010 Sodium Reduction Strategy. Other
international agencies, organizations, academic/scientific institutions and advocacy
groups have been promoting dietary salt reduction as a public health measure for
several years. (See Appendix 1.) A comprehensive dietary salt reduction strategy that
combines regulation, voluntary reductions and education of the public and healthcare
professionals, in place for example in Finland since the late 1970s, has been proven
effective —a 40% drop in dietary intake of sodium accompanied by a 10 mmHg
reduction in mean blood pressure and 80% fewer deaths due to stroke. (11) If the
recommendations in the Sodium Reduction Strategy for Canada are implemented,
about 30% of hypertension cases in Canada could be prevented, treatment and control
rates markedly improved, more than $430 million a year in direct hypertension
treatment costs saved (9) and over 10% of cardiovascular events prevented annually.
(125) The potential benefits to the Canadian population are so substantial that
governments must be ready to apply regulatory instruments to realize them in a timely
manner given at best slow and inconsistent action if not failure to take action where
voluntary approaches relying on corporate social responsibility have been trusted to
protect and promote public health.

Re-orient/redesign the health services delivery system

To improve management of patients with hypertension and any chronic condition,
healthcare system infrastructure and personnel need to be better integrated and
coordinated to facilitate implementation of primary care guidelines and alignment to
specialty care. At the same time, better health workforce planning should aim for an
appropriate balance of healthcare professionals within an integrated model governed by
scopes of practice determined by skill sets.

The BC General Practice Services Committee (GPSC) — a partnership under the Physician Master
Agreement of the BC Ministry of Health Services (MOHS) and BC Medical Association — has responsibility for
patient care related to family physicians and primary health care and includes chronic disease management.
In 2006 the GPSC worked in partnership with the Heart and Stroke Foundation BC & Yukon to develop an
approach to improve the management of hypertension (a disease management incentive for family doctors
for diabetes and congestive heart failure had already proven successful). The MOHS also commissioned
some patient survey research through UBC to identify the barriers to ideal hypertension management to
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assist the approach. What resulted was the Heart and Stroke Foundation taking on public awareness and
GPSC taking on improved management through family physicians. At the end of 2006/7 2,058 family
physicians had applied the approach with 146,665 patients — an average of 71 patients per practice. By
2009/10 2,882 family physicians were providing improved hypertension care to over 250,000 patients.

Doctors can only bill the hypertension incentive for patients not already receiving incentive based care
(those living with diabetes, congestive heart failure, COPD and complex conditions of two or more chronic
diseases). Altogether incentive based care that includes hypertension management involves approximately
300,000 patients. At the same time, patients from BC’s Chronic Disease Self-Management Program are
working with the GPSC to improve the hypertension flow sheet for it to be more useful for individual self-
management. (Although BC cannot track process outcomes for hypertension as it can for diabetes and
congestive heart failure, it is noted that the incidence of stroke since 2006 has been declining —hypertension
control is an important aspect of that decline.]

Ambulatory care systems continue to need reshaping to better integrate the work of
primary care cross-disciplinary teams with community health workers and family
members for optimal blood pressure control. (109;114;121;126-128)

Within the teams themselves, often lacking is the knowledge of blood pressure and
hypertension management as there are no accreditation standards for the topics in
health education programs at the undergraduate, postgraduate and continuing
education levels, nor are health professionals necessarily trained to work as
multidisciplinary teams. (113;121) Education programs need to be evaluated and
credentialed from the perspective of continuous quality improvement, specifically how
they incorporate and transmit new knowledge on preventing hypertension, lowering
blood pressure, case finding, treatment and control of hypertension. With their constant
interaction and experience with patients and their families, healthcare professionals
once informed can be instructors in these

programs. Alberta Hypertension Initiative

Alberta had a lower rate of treating diagnosed
hypertension relative to other provinces hence
a partnership of 15 provincial organizations
developed an initiative using the national

The literature also identifies specific gaps and
issues that remain barriers to effective clinical

intervention within health services: CHEP and BPC resources and tactics. The
therapeutic inertia; uneven clinician adoption | initiative also had innovations that have since
of newer thresholds, treatment protocols and been adopted by CHEP and BPC: one used
lifestyle recommendations; clinician provincial annual meetings of healthcare

professionals to train community leaders to
train other people about hypertension and its
management, now the basis of the national
‘train the trainer’ programs for either healthcare

uncertainty of normal blood pressure or the
extent of medication non-adherence; and
clinician hesitancy in cases of co-morbidities.

(110;129) professionals or the public and patients;
another was an automated electronic
How to adjust health system based dissemination of annual updates on a website

made accessible to people with hypertension
and healthcare professionals. Specific Alberta
hypertension surveillance mechanisms were
also developed.

interventions to be effective and appropriate
for particular vulnerable groups requires
further research. Barriers to accessing health

services are social, economic, geographic,
cultural/ethnic, each of them potentially a deterrent to effective prevention, detection
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and treatment of any chronic condition.

Create supportive environments

Making healthy choices the easy choices is now a universal maxim, referring for the
most part to diet and physical activity. Various policy instruments operating at the
population level can enable food/nutrition policies to improve health status in terms of
a number of risk factors, for example: limits to sodium in processed foods; restricting
the use of industrially produced trans fats; and pricing policies to disadvantage less
healthy energy-dense foods. Other mechanisms are healthy food procurement policies
targeting public institutions and in “closed systems” such as schools and workplaces,
taxes or subsidies on food choices to steer behaviour and the removal of soft drinks and

junk food. (110;121;130)

In Canada, over the past five years many provincial
jurisdictions have developed and implemented policies
and/or guidelines to dramatically reduce the availability
of unhealthy products in school vending machines. The
success of these policies should lead to their expansion
into other institutions and settings (public and private)
such as day care centres, healthcare facilities,
workplaces, correctional institutions, military bases etc.
Other examples are the strategic distribution/location of
healthy food outlets in neighborhoods coordinated with
limited unhealthy outlets in the vicinity of schools.

There is also growing interest and advocacy to regulate
the marketing, advertising and sponsorship of
unhealthy/junk food to effectively reduce and restrict
the exposure of children and youth to messaging on
unhealthy foods, particularly during prime time
children’s television viewing. (131) The UK recently

In Canada, in all provinces
except Québec (where the
Consumer Protection Act
prohibits any advertising to
children under 13 years of age
(134)) the Broadcast Code of
Advertising to Children applies,
developed by the Canadian
Association of Broadcasters as a
self-regulatory instrument with
Advertising Standards Canada
that represents the advertising
industry. The code applies to all
commercials targeting children
during children’s programming.
The only guideline regarding
food calls for snack products to
be presented as such and not as
substitutes for meals. (135)

implemented a total ban on junk food ads during children’s programs, on children’s
channels, as well as adult programs watched by large numbers of children. Of all the
genres of programming on North American television, those specifically designed for
children under 12 have the highest proportion of food advertising (50% of all ad time).
(132) There are further suggestions to restrict unhealthy food promotions at major
sporting or outdoor physical activity events in a manner similar to that currently applied

to the tobacco, brewery and distillery industries. (133)

To improve physical activity levels across populations, the urban planning and
transportation sectors are implicated. Advocates are calling for active transport policies,
the design of walkable communities and comprehensive public/private physical activity
strategies that intend people of all social strata to have access to safe and affordable

leisure space and sports facilities. (110;121;130)
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Important in creating supportive environments is civil society. The hypertension
community is challenged to expand the reach of its existing partnerships and develop
new ones to engage new broadly-based elements of civil society e.g. school
associations, parent associations, children’s advocacy groups, seniors’ organizations,
community development organizations, immigrant integration initiatives, quality of life/
quality of living projects, that have a vested interest in health promoting environments
and equity in access to and experience of what constitutes healthy lifestyle.

The hypertension community is now in a position to strengthen and expand its links and
support to health promotion initiatives in government and non-government sectors, to
better integrate health promoting and blood pressure management initiatives and
explore opportunities for e.g. joint projects or campaigns and leveraging of resources.

Strengthen community action

A key strategy within both the ECCM and health promotion models is strengthening
local community based action. Health interventions that reflect community needs and
priorities and which are embedded in models of community development and capacity
building are key to the well-being of Canadians and the sustainability of health care
interventions, including those addressing hypertension and associated risk factors (136,
137).

Communities vary widely in their infrastructure, economic assets, socio-economic
demographic, cultural make-up and overall identity. The reality of current Canadian
demographics and socio-economic status (SES) is such that interventions reflect the
needs of ethnic and culturally distinct populations, people in rural and remote locations
and otherwise hard-to-reach, and those experiencing marked health disparities.

There are examples of programs in Canada with positive results that have potential for
broad based adoption with adjustments to suit particular community characteristics:

e the Cardiovascular Health Awareness Program (CHAP) — a collaborative, multipronged
community-based health promotion program in Ontario targeted at older adults, unique
in Canada in reducing cardiovascular events, that brings together local family physicians,
pharmacists, other health professionals, public health representatives, volunteers, and
health and social service organizations, offering opportunities for multiple blood pressure
readings in pharmacies and other familiar community settings while promoting healthy
eating, physical activity and smoking cessation (110;119;138)

e the Community Hypertension Awareness and Management Program —a community-
based program for Alberta seniors to raise awareness and better manage hypertension,
where trained volunteer peer health educators team up with local family physicians and
community pharmacists to deliver blood pressure screening sessions in local pharmacies
(139)

e a community pharmacist and nurse team-based intervention in local pharmacies
identifying, working with and monitoring hypertensive diabetics (140)

e addressing the higher rates of hypertension, CVD, dyslipidemia and poorly controlled
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diabetes in people of Indo-Asian descent e.g. through a health literacy initiative (141), a
community consultation and CVD teaching project set in a pharmacy in an Indo-Asian
neighborhood (142) and CVD risk assessment by trained community volunteers set in
local places of worship (108)

e the Diabetes Risk Evaluation and Microalbuminuria (DREAM 3) project — community-
based nurse-directed hypertension treatment among on reserve First Nations people
with diabetes and hypertension in the Battleford Saskatchewan region (143)

e the Heart & Stroke Hypertension Management Program, an evidence-informed inter-
professional primary care program shown to be successful in a three-year demonstration
project across 11 primary care sites in Ontario. It includes a toolkit for healthcare
providers and for patients (144)

e the Heart & Stroke Aboriginal Hypertension Management Program, a culturally congruent
adaptation of the Heart & Stroke Hypertension Management Program and currently a
demonstration project in 14 First Nations communities in Ontario (144)

e The Calgary Fire Department Blood Pressure Program where all fire stations in the city are
open every afternoon and evening for people to have high quality blood pressure
assessments. Several other communities in Canada have adopted the program (145)

Very important in this component of the ECCM is partnership building and collaboration
as well as on-going monitoring and quality improvement of programs so they can
achieve their intended purpose. (146) Evaluation of the various types/modes of
community-based interventions employed is essential: their reach, effectiveness,
scalability, generalizability and the relative contributions of specific aspects. (110;147)
Found to be lacking in some evaluation designs is particular regard for length of follow-
up, mode of outcome data collection, matching of intervention and control communities
and the number of intervention/reference communities. (147)

With pilot projects, implementation plans need to include upfront how to scale up and
sustain a program if the pilot achieves its intended goals. The Canadian Heart Health
Initiative supplies an important lesson in this regard. While a very large number of small-
scale short-term community-based pilots were conducted, there was little scaling up or
longer-term implementation of the interventions that were found to be effective, a
missed opportunity.

That said, promising practices within Aboriginal communities — yet which can be applied
to non-aboriginal contexts - suggest that effective interventions need to be developed
through strong community partnerships and collaboration; apply a team approach;
create capacity within the community to promote health; use a life-course approach;
focus on specific risk factors; provide more equitable access to care; be culturally
appropriate and match the needs and readiness of the community involved (49).

Self-management/develop personal skills

As the CHEP makes advances in patient self-management and training in skills like home
monitoring of blood pressure, the need for local support tools, programs and facilities
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can be expected to increase guided by continuous quality improvement. (114;130;146)
The methods and techniques that are promoting the uptake of patient self-management
best practices, often linked to community level interventions, need evaluation and more
research as innovations are ongoing e.g. community health workers are matched to
specific high-risk groups of individuals to focus attention and adjust approaches to the
contexts in which people find themselves (69;110), and like-patients are partnered for
mutual support. (148)

With various health and disease-based non-government initiatives e.g. cancer, heart
health, healthy living, obesity, diabetes, making similar lifestyle recommendations as
those to avoid high blood pressure — a healthy diet and optimal physical activity — there
is opportunity for joint branding and leveraging of consistent advice and messages. This
is potentially reassuring to a public that is continually if not increasingly the target for
advice and recommendations about healthy living, coming from various directions and
sources.

Decision support

For CHEP to continue to advance best practices, it needs formal recognition as a
guidelines-based decision support system specific to hypertension operating within the
healthcare system. (110;111) There is also untapped potential for common messaging
across guidelines e.g. C-CHANGE. Centres of excellence for vascular health would make
a great contribution to blood pressure control if provided responsibility and
accountability for the implementation and evaluation of community and population
based interventions, with corresponding knowledge translation to improve self-
management and primary care. (121)

As the surveillance system in Canada becomes more comprehensive of chronic
conditions and diseases and their associated risk factors, it needs to be underpinned by
a culture of evaluation and continuous quality improvement in terms of the processes of
data collection and the data elements themselves. The knowledge development and
transfer processes attached to the surveillance systems also need evaluation to ensure
they provide timely feedback to those who need the results and are accountable for
appropriate responses to them.

Specific to surveillance data relevant to hypertension, better analytic methods are
needed to exploit existing data as much as possible, and for surveys to systematically
capture the continuum of elements, from risk factors to protective factors to “negative”
outcome indicators of disease. National and provincial/territorial surveys, continually
refined, need to be regularly administered and include physical measurements to track
blood pressure, sodium and potassium intake and other components of diet and
elements of lifestyle pointed to by research as affecting blood pressure. (69;121) Very
important is collecting data on groups shown to be hard-to-reach and otherwise most
subject to health disparities.

As surveillance evolves, new elements of an “ideal” system are emerging, described
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below:

Instrument Date instituted; Hypertension relevant data
periodicity

Canadian Longitudinal 2009; continuous «  Prospective national cohort study

Study on Aging recruitment and « Recruiting up to 50,000 healthy people in
follow-up of 20 to 30 Canada ages 45 to 85
years « Physical and self reported information about

health, lifestyle and environment.

Tomorrow Project 2010; continuous « Prospective national cohort study
recruitment and «  Recruiting up to 300,000 healthy people in
follow-up of 20 to 30 Canada ages 35 to 69
years « Physical (including bio-repository) and self

reported information about health, lifestyle
and environment.

Electronic Medical Records | Feasibility project «  Electronic record surveillance system (a
(the Canadian Primary Care | begun in 2007 network of family practice networks that
Sentinel Surveillance exclusively use EMRs) to collect longitudinal
Network) data on initially five chronic diseases

including hypertension from family practices
across Canada. (149)

Regional/international « The Prospective Urban Rural Epidemiology
research projects (PURE, a large-scale epidemiological study
of 140,000 individuals residing in >600
communities in 17 low-, middle-, and high-
income countries around the world including
Canada. Individual data collection includes
medical history, lifestyle behaviours
(physical activity and dietary profile including
24-hour urine collection), blood collection
and storage for biochemistry and future
genetic analysis, electrocardiogram, and
anthropometric measures.

Prioritizing public health expenditures goes without saying; in the case of hypertension
prevention, the relative attributions to hypertension of key risk factors give guidance as
to where emphasis should be placed to derive the best value for money (43), and
choosing interventions must be based on cost-benefit estimates. To help set priorities, a
number of countries and health development agencies around the world have adopted
disease burden analyses using disability adjusted life years (DALYs) — to demonstrate the
potential years of life lost due to premature death and productive years lost due to
disability — and quality adjusted life years (QALYs) — to account for quality and quantity
of life lost or gained by virtue of interventions. Canada is not among them. (150)
Analysis of relative burden is further hampered in Canada by the lack of high quality
trials of lifestyle interventions and of timely and comprehensive administrative and
economic data about healthcare system operations and service utilization.

41



Specific to First Nations communities is the systematic collection of hypertension
relevant information. Matching Status Verification Files (at Indian and Northern Affairs
Canada) or First Nations Client Files with provincial data sets (e.g. physician diagnostic
codes or hospitalization data) could yield important profiles on First Nations populations
at high risk for hypertension sequelae. Further, data on the utilization of anti-
hypertension medications can be drawn from Health Canada’s First Nations and Inuit
Health Non-insured Health Benefits plan.

Information systems

In general terms the availability and optimal use of electronic health and medical
records can contribute to improving hypertension management not to mention other
chronic conditions. (110) CHEP in particular would be supported and enhanced by the
vertical integration of data (e.g. electronic medical records, “community accounts”,
national data) into a pan-Canadian population health database. (124)
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6 Towards Healthy Blood
Pressure

Vision

The people of Canada have the healthiest blood pressure distribution, lowest
prevalence of hypertension and the highest rates of awareness, treatment and control
in the world.

Objectives for 2020

1. The prevalence of hypertension* among adults in
Canada is reduced to 13%.

The prevalence of hypertension is an indicator of the population distribution of blood
pressure; if prevalence is reduced, the distribution of blood pressure in the whole
population would shift downwards. The current prevalence is 19%.

A one-third reduction in the age-sex standardized prevalence rate of hypertension in
Canada is feasible with substantive policy changes on nutrition and food supply, physical
activity, alcohol use and smoking cessation. Implementation requires collaborative
action amongst a variety of players and sectors e.g. non-governmental organizations
and federal, provincial, territorial and municipal governments, health regions, the food
and agriculture industries.

* People with hypertension are those who have been diagnosed with hypertension or
are on drug treatment to specifically lower their blood pressure or have blood pressure
readings in the hypertension range of systolic = 140 or diastolic 2 90 mm Hg.

2.  90% of adults in Canada are aware of the risk of
developing hypertension and of the lifestyle factors
that influence blood pressure
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3. 85% of adults in Canada are aware that high blood
pressure increases the risk of major vascular disease
(stroke, heart attack, dementia, kidney failure, heart
failure)

There are no reliable current data on the extent to which people in Canada are aware of
their high risk of becoming hypertensive nor of the high risk for major vascular diseases
caused by hypertension, even though it is considered the leading risk for premature
death in the country. “Lifestyle therapy” is the cornerstone of hypertension
management regardless of pharmacological therapy. 90% of adults in Canada who are
aware of having hypertension report having a high body mass index (BMl), being
sedentary or smoking. On the other hand, these same people are also either all of the
time or most of the time attempting to reduce dietary sodium (82%), improve their diets
(81%), be physically active (62%), quit or reduce smoking (66% of smokers at time of
diagnosis) and reduce weight if BMI is high. (151) The Canadian Community Health
Survey needs to include indicators of personal awareness of risk as can the Survey of
Living with Chronic Disease in Canada, that latter through a hypertension module with
these indicators — an opportunity for 2015 and 2020 surveys.

The interdisciplinary care teams in primary care across Canada need to adopt a strong
lifestyle focus to promote blood pressure self-efficacy, for people to be empowered to
adjust their lifestyles while monitoring their blood pressure. Workplace and community
based hypertension programs need to be instituted with a substantive component that
focuses on lifestyle change. More work needs to be done with non-governmental
organizations involved in public awareness to consolidate and coordinate their
programs for knowledge transfer about self-efficacy of blood pressure management
through lifestyle.

4. 95% of people in Canada who have hypertension are
aware of their condition

Nearly all people in Canada access the healthcare system in the course of a year and
should have their blood pressure measured regularly during their visits. Currently 83%
of adult Canadians who have hypertension are aware that their blood pressure is high.
While assessment of blood pressure is increasingly possible in various settings other
than physicians’ offices e.g. at home, in community centres, workplaces and
pharmacies, subgroups of people e.g. young men, visible minorities, those who speak
neither official language and recent immigrants, are found to be less likely to have blood
pressure assessed within a two year interval.

To improve awareness of blood pressure levels and especially of high blood pressure in
general and in the subgroups and vulnerable populations that are hard to reach, more
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programs need to tailor their case finding (take an outreach approach in various
settings), promote awareness of hypertension and self efficacy in measuring blood
pressure.

5. 90% of those with hypertension are attempting to
follow appropriate lifestyle recommendations

Depending on the specific lifestyle, 60 to 90% of Canadians diagnosed with hypertension
were attempting to make a lifestyle change in 2009. (102)

6. 40% of Canadians initially diagnosed with
hypertension will become normotensive through
lifestyle therapy

The Canadian Health Measures Survey found that 8% of the people in Canada who
reported being diagnosed with hypertension have controlled blood pressure and are not
taking antihypertensive drug therapy. In the survey of Living with Chronic Disease in
Canada, 10% of those diagnosed with hypertension responded that they have blood
pressure controlled through lifestyle changes.

7. 87% of people unable to be successfully treated for
hypertension through lifestyle therapy have
appropriate drug therapy

Approximately 10% of people with hypertension do not have additional risk factors and
may have low cardiovascular risk justifying not taking drug therapy. 95% of the people in
Canada who are aware of being diagnosed with hypertension are taking drug therapy
and hence most of the gains in treatment rate will occur through their improved
awareness. Of those aware of having hypertension, younger age, male sex, perceived
excellent health, low risk of cardiovascular disease except if smoking were factors
associated with not being treated with antihypertensive drugs.

8. 78% of people on drug therapy have hypertension
under control

Improving hypertension control rates among people who need medication can be
achieved by improving awareness (from 83% to 95%), increasing the treatment rate
(from 80% to 87%) and improving the control rate among those on drug therapy (from
86% to 90%). Improved lifestyle therapy will also contribute to improved blood pressure
control.
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Healthcare professionals need more tools to improve hypertension control rates
through medication, tailored to the research that has found that e.g. more men than
women are unaware of their hypertension diagnosis but older women on drug therapy
are less likely to have blood pressure control than men on drug therapy. Patients also
need more assistance to improve self-efficacy in adhering to medication schedules.

9. Aboriginal populations have similar rates for blood
pressure health indicators as the general population

Data from the 2002/03 First Nations Regional Longitudinal Health Survey reported
higher rates of blood pressure among First Nation adults compared to other Canadians
(20.4% versus 16.4%), which may be attributable to Aboriginal people’s having a higher
prevalence of overweight, obesity, physical inactivity, diabetes and smoking compared
to non-Aboriginal Canadians. (49)

For many health indicators there is inadequate information collected on Aboriginal
populations on and off reserve to assess current status or epidemiological trends with
regards to cardiovascular diseases. Political territorial associations need to be engaged
in consultative processes with Aboriginal communities and leaders to develop
comprehensive culturally safe surveys that include the collection of physical measures
and corresponding interventions based on findings.

10. Populations at higher risk have similar rates for blood
pressure health indicators as the general population.

Compared to the general Canadian population, individuals of Filipino, Chinese, South
Asian and Black decent experience a higher prevalence of hypertension. (38, 44, 45)
Within these groups, gender differences have further been noted, with one study
finding higher prevalence of hypertension among South Asian males and black and East
Asian woman. (38,45)

Canadians living in rural areas experience a higher incidence of circulatory disease,
attributable, in part, to higher prevalence of smoking (32% in rural versus 25% in cities);
obesity (57% in rural; 47% urban) and consumption of less than the recommended 5
servings of fresh fruit and vegetables per day (31% rural; 38% urban). A 2010 Alberta-
based study also showed higher baseline rates of obesity, waist circumference,
hypertension and hypercholesterolemia among adult subjects living in rural indigenous
and other remote communities. (46)

As with Aboriginal groups, more consistent and reliable monitoring and surveillance of
cardiovascular trends among these groups is needed in determining trends over time as
well as in identifying key intervention areas from increasing awareness of risk factors to
improving early detection.
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Recommendations
Build Healthy Public Policy

Develop one comprehensive multi-sector strategy whose goal is for people in Canada to
meet the nationally recommended benchmarks for physical activity and diet (including
the recommended dietary reference intakes for nutrients and especially sodium)

e Use a whole-of-government approach — full and comprehensive power of government
instruments across sectors — to ensure that children grow up in environments that
support and facilitate healthy eating and regular physical activity, that they remain smoke
free, avoid high risk alcohol consumption and generally maintain a mindset that has
health and well being as a priority.

> All governments adequately fund a comprehensive cross-ministry platform for healthy
living initiatives that integrates major chronic disease and health promotion strategies,
involving all major government departments that can impact on health.

2 Governments routinely conduct health impact analyses of all major proposed
government policies that from a population perspective will affect the main modifiable
risk factors for healthy living (e.g. transportation policies, alcohol regulation).

2 Governments analyze and where necessary revise current policies that directly or
indirectly affect healthy living (e.g. reconsider subsidies to food supply processes that
contribute to production of unhealthy foods or transportation policies that promote
sedentary behaviour over public transport or active transport).

2 Governments exercise their full regulatory power to protect and promote health
where voluntary approaches are likely to or have been shown to be ineffective.

¢ Implement the 2010 Sodium Reduction Strategy for Canada and aggressively pursue the
interim national goal of reducing the average population sodium consumption to 2,300

mg sodium by 2016.

2 In advance of 2016 Health Canada convene a working group to develop and implement
the recommendations on how to achieve the ultimate target of 95% of people in
Canada consuming less than 2,300 mg for sodium.

> Relevant federal agencies apply strategies to deal with the globalization of food
production, processing and marketing and become involved in the international
coordination of efforts to ensure that positive changes in the food sector e.g. what is
achieved in Canada, results in healthier foods for the populations of the world.

e Ensure all governments (federal, provincial, territorial, regional, municipal) and health
authorities identify leaders for vascular health — blood pressure lowering and control of
hypertension — with specific responsibility and resources for implementing and
integrating aspects of this strategy into relevant other chronic disease and health
strategies that are within the mandate of their government or organization while avoiding
uncoordinated efforts that risk mixing messaging and losing opportunities for leveraged

actions.
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2 Health authorities set targets for processes and outcomes that will reduce
hypertension and its risk factors, closely monitor these and adjust interventions as
needed for targets to be met.

e F/P/T structures coordinate federal, provincial, territorial action on important health
promotion and disease prevention policies. Municipalities also apply coordinating
mechanisms to their policy development processes.

e Enhance tobacco reduction strategies in all jurisdictions of Canada and include a review of
the provision of smoking cessation medication and access to provincial and national quit
lines and web sites.

Re-orient/redesign the health services delivery system

Use an integrated interdisciplinary primary healthcare team approach focusing on
healthy living and chronic disease management. A healthy blood pressure/hypertension
management approach in Canada — with its partnership base and continuum of health
promotion, disease prevention, early detection, treatment and control —is a best
practice model for how to prevent and control other chronic conditions and diseases.

e Enhance the healthcare system to ensure that case finding, the development of rosters
and registries and the management of hypertension is systematically applied and
optimized from an outcomes and cost perspective.

e Clinical hypertension management should be sited at the primary care level with the roles
of the patient and provider defined and facilitated, with the rest of the system supporting
the patient-primary care provider relationship.

= Each person should have an identified primary care provider who works with the
individual to educate and promote health, assess blood pressure at each appropriate
visit to screen for incident high blood pressure, and initiate appropriate therapy e.g.
through rosters and otherwise whenever possible, continuity with the same provider.

= There should be education and resources made available to identify and manage
factors related to non-adherence to hypertension management

> An appropriate healthcare team supports the primary care provider and resources are
available to them to screen for high blood pressure and optimally assist the patient
with lifestyle and drug therapies.

2 The role of specialists in the provision of hypertension services should be defined and
they be provided with the appropriate tools and resources with which to support
primary care in an equitable and efficient manner

2 The development and use of evidence-based care maps or processes should be
encouraged, encompassing evidence-based guidelines but allowing for
individualization of treatment based on clinical circumstances and patient wishes.

2 Engage physicians in innovative funding mechanisms for the management of complex
chronic diseases such as hypertension.
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Build partnerships to create supportive environments and

evolve the healthcare system

Expand and maintain the partnerships whose contributions have been integral to the
current Canadian successes in lowering blood pressure and controlling hypertension.
Build new partnerships to better integrate disease management with population health
promotion, engaging all levels of government, health organizations and healthcare
professionals, non-government organizations, academics, relevant institutions and
corporations/businesses.

e Governments collaborate to develop on a pan-Canadian governance and funding model
to coordinate, monitor and report on the implementation of the recommendations in this
Framework and its alignment with the Integrated Pan-Canadian Healthy Living Strategy,
the Canadian Heart Health Strategy, and the Sodium Reduction Strategy for Canada, given
their potential combined impact on blood pressure.
> Adequately fund all agents of processes and products proven to have positive cost-

effective impacts on hypertension prevention, treatment and control.

e Expand and maintain the partnerships critical for healthcare professionals to be trained
and maintain competencies for optimal blood pressure management.

2 To provide up-to-date resources in clinical and community settings to assist in blood
pressure lowering, hypertension case finding and management.

= For all schools and postgraduate and continuing education programs for healthcare
professionals to have access to high standard and consistent up-to-date Canadian
hypertension educational material and that the provision of the material is linked to
program accreditation standards.

2 To develop forums for healthcare professional schools (e.g. medicine, nursing,
dietetics, pharmacy) and continuing health education programs to share best practices
in delivering training to prevent and control hypertension using standardized
educational approaches and materials.

e Develop a forum for provincial and territorial ministries of health and health regions to
share best practices in health services delivery for blood pressure lowering and the
prevention, case finding, treatment and control of hypertension.

e Develop a forum for non-government stakeholders that contribute to high blood pressure
prevention and control to share best practices.

e Develop international collaborations and a forum to share best practices in hypertension
prevention and control with other countries.

e Sustain the position of Canadian Chair in Hypertension Prevention and Control with the
responsibility and accountability for leading the implementation of this Framework.
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Strengthen community action

Strengthen coordination and leadership for community initiatives which involve the
active participation of community stakeholders in advocacy and action for
environmental and policy change which addresses the prevention, detection and control
of hypertension.

e Support community-led and community based interventions that address hypertension
risk factors around health eating and active living. Examples include supporting local food
security initiatives ( such as Toronto’s Good Food Box program and BC’s Healthy Eating
Active Living program)

e Support funding for participatory research that enhances healthy eating/active living
environments (such as Nova Scotia’s Activating Change Together (ACT), a research project
that enhances food security for all Nova Scotians)

e Broadly and systematically implement established evidence-based community and
workplace programs that foster healthy living and enhance the prevention, case finding,
diagnosis, treatment and control of hypertension throughout Canada.

e Engage the political territorial associations representing First Nations and Inuit peoples to
implement established evidence-based community level blood pressure programs
adapted to specific community circumstances

e Develop or adapt blood pressure programs to suit rural and remote communities,
marginalized groups or otherwise hard-to-reach populations in Canada.

e Evaluate and revise best practices of established community and workplace blood
pressure programs on an ongoing basis for the programs to continue to optimally achieve
their intended purposes and outcomes.

Develop personal skills for better self-management

Ensure all people in Canada have the resources, knowledge and ability they need to
optimally prevent, detect and control hypertension recognizing this recommendation is
highly dependent on implementing and maintaining supportive environments.

e Patient education about blood pressure and hypertension should use modern educational
principles and methods encompassing considerations of behavior change to facilitate and
support individuals to reduce their risk factors related to high blood pressure.

2 Educate/inform/instruct individuals to live healthy lifestyles, to understand:
= the serious health consequences of hypertension.

= the link between high blood pressure and modifiable risk factors (smoking,
adiposity, physical inactivity, excessive sodium / salt in the diet, excessive alcohol
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consumption, stress, unhealthy eating (e.g. low consumption of fruits and
vegetables, and high stress levels).

= the recommended average daily intakes of sodium and fruits and vegetables, of
recommended physical activity levels, optimal waist circumference and weight.

= the need to be regularly screened for hypertension.

¢ Facilitate and support individuals to actively participate in their treatment of
hypertension.

= The healthcare system makes provision for and supports patient self-management
through access to educational materials, data, tools (such as personal electronic health
applications for PDAs, social networking vehicles, etc) and other supports through
which patients can stay informed of the best evidence about hypertension and its risk
factors and the interventions available, and that can help them to track their own
progress in risk reduction and hypertension control.

=  Continue development of new and more effective tools and resources for self-
management.

= Ensure the tools and resources are appropriate and available to people with
different levels of literacy, ethnic and linguistic groups and vulnerable populations.

Improve decision support

Promote a culture of evaluation and continuous quality cycles in the collection of key
indicators of high blood pressure prevention, detection, treatment and control, and
evaluate the uptake of findings — that the knowledge about the processes and outcomes
of interventions is making a difference.

e Continue to develop and resource the pan-Canadian blood pressure and hypertension
surveillance monitoring and evaluation systems at national and provincial levels

2 Use existing surveillance and evaluation programs to their fullest extent and continue
to resource the development of new programs and instruments to assess blood
pressure over the life course and the impact of changes in blood pressure and
hypertension on the health of the people in Canada, and to identify the impact and
appropriateness of interventions and find the “care gaps” to assist in the development
of new policies, interventions and strategies.

= Ensure that surveys capture data such that the goals of this Framework can be
assessed regularly.

= Sustain the Canadian Health Measures Survey and ensure it focuses on the major
health issues of the people in Canada including blood pressure and hypertension
across all age groups. Oversample vulnerable populations such as new immigrants.

= Revise existing surveys (e.g. Canadian Community Health Survey, National
Population Health Survey, and Canadian Health Measures Survey) to increase the
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content on lifestyle factors that affect blood pressure (diet, physical activity, stress,
alcohol consumption, adiposity etc).

= Repeat the Survey of Living with Chronic Disease in Canada with a hypertension
module in 2015 and 2020 to allow tracking of lifestyle changes.

= Ensure that all major longitudinal surveys in Canada incorporate blood pressure,
hypertension assessment and risk factors such as diet (e.g. longitudinal diet
reviews).

2 Engage political territorial associations of First Nations and Inuit peoples to participate
in designing physical measures surveys that apply culturally safe methods to collect
data on blood pressure and hypertension levels on an ongoing basis.

= Continue to develop and resource the Canadian Hypertension Outcomes Research
Task Force for it to coordinate the monitoring and evaluation of all components of the
blood pressure surveillance monitoring and evaluation program.

2 Develop and implement Canadian standards for blood pressure surveys and data
sources along with appropriate data sharing agreements to ensure pan-Canadian
blood pressure and hypertension data or otherwise that inter- and intra-jurisdiction
comparisons can be made in a timely manner using local and provincial surveys and
administrative data sources.

= Conduct validation studies of hypertension related data (diagnosis, blood pressure,
treatments) from electronic medical records and other data sources.

=  Governments at all levels partner with the stakeholders in health services
assessment, including academics and researchers to ensure timely and affordable
access to data relevant to blood pressure surveillance and relevant administrative
data.

- Ensure Canadian administrative data on hypertension, hospitalization for and
death from major cardiovascular diseases (e.g. stroke, heart failure, ischemic
heart disease, myocardial infarction, chronic kidney disease, peripheral
vascular disease, aortic aneurysm) and their estimated direct costs are
publically accessible within two years of the calendar year of the year the
events occurred in.

- Regularly determine the direct costs of hypertension management
(ambulatory and hospital costs including healthcare professional payments,
visits, drug costs, laboratory costs and facility costs) and hypertension
outcomes (e.g. stroke, heart failure, ischemic heart disease, myocardial
infarction, chronic kidney disease, peripheral vascular disease, aortic
aneurysm).

e Enhance the capacity for public health policy research and analysis and for evaluating the
impacts of implemented policies.

2 Examine the impacts of hypertension and interventions to prevent, detect, treat and
control it using established comprehensive health and economic predictive models.

2 Model the health and economic impacts of population level preventative measures
that address the main modifiable risk factors for increasing blood pressure e.g.
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reducing dietary sodium, increasing activity, low risk alcohol consumption and
improved diet.

2 Determine the impact of increased blood pressure and hypertension on death and
disability in Canada (in relationship to other major chronic conditions and diseases)
using accurate and current Canadian data.

2 Track and model the effectiveness, cost-effectiveness and comparative effectiveness
of interventions to lower blood pressure on hypertension prevalence, awareness,
diagnosis, treatment and control and on major blood pressure related outcomes
(stroke, dementia, heart failure, kidney failure or progressive kidney disease, heart
attack, ischemic heart disease) including their costs. Include models that assess case
finding.

e Strategically plan and fund research and evaluation to better understand the etiology of
hypertension and address the key barriers to its prevention, detection and control

> Apply the four pillars of research — basic science, clinical, health services and
population level — to create a culture of evaluation and continuous quality
improvement to optimally move knowledge into action

> Create a comprehensive prioritized list of research gaps from a societal perspective
and update the list on an ongoing basis

2 Develop a pan-Canadian network of researchers to develop research protocols and
conduct research on the prioritized gaps.

3 Foster independent research on the prioritized gaps.

> Commit research dollars for the CIHR and provincial funding agencies to address the
priority blood pressure and hypertension research gaps in across the four pillars.

Optimize information systems

Use rapidly evolving information technology and systems to their ultimate potential to
transfer knowledge on how to improve hypertension prevention, detection, treatment
and control.

e Enhance the electronic medical and health records used in Canada

= To ensure they contain national care indicators for hypertension along with a capacity
to track outcomes to be used for pan-Canadian blood pressure and hypertension
surveillance while ensuring patient confidentiality and privacy

2 To provide convenient up-to-date point of care best hypertension management (CHEP)
practices for health care professionals and people with hypertension

2 To provide a hypertension registry function, alerts and reminders

2 To provide easy access to organized practice data on hypertension that can be
compared by the health care professional to average data from other practitioners.

e Data within all parts of the health care system should be linked and accessible to all
appropriate providers and system planners in a timely manner.

e Promote patient access to medical and health records to better self-management.
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Appendix 1:

International Perspective

In 2000, 26% of adults worldwide had hypertension (almost 27% of men and 26% of
women), with about two-thirds of them living in economically developing countries. By
2025, the number is predicted to increase to 42% of adults. (1) Mortality rates
attributed to blood pressure shown in Figure 1 vary across developed countries but are
consistently the highest in the group of physical activity and diet-related risks (excluding
malnutrition). DALYs: Disability-adjusted life year (DALYs) attributed to high blood pressure
in Figure 2 are second only to overweight and obesity.

FIGURE 1: Percentage of deaths attributable to six diet-related risks and physical inactivity, 2004
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Source: World Health Organization. 2009. Global health risks: mortality and burden of disease attributable to selected
major causes.
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FIGURE 2: Percentage of DALYs attributable to six diet-related risks and physical inactivity, 2004
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DALYs: Disability-adjusted life year. Source: World Health Organization. 2009. Global health risks: mortality
and burden of disease attributable to selected major causes.

Policies and Programs
World Health Organization

The WHO together with the International Society of Hypertension (ISH) last released
recommendations for hypertension management in 2003, updating a 1999 version with
new evidence and improving applicability to limited resource environments. (3;4)
Addressing both low and high resource environments, WHO/ISH concluded that:

o Lifestyle modification is recommended for all individuals.

e Specific agents have benefits for patients with particular compelling indications that even
if more expensive, may be more cost-effective. Monotherapy is inadequate for the
majority of patients in this case.

e For patients without a compelling indication for a particular drug class, on the basis of
comparative trial data, availability and cost, a low dose of diuretic should be the first line
of therapy.

o In high-risk patients who benefit from treatment, expensive drugs may be cost-effective
but not among those at low-risk unless the drugs can somehow be made affordable.
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Australia

Beginning in 2002-03, the Australian Health Ministers produced a National Chronic
Disease Strategy and then five National Service Improvement Frameworks”, one of
which targets stroke, heart and vascular disease (coronary heart disease, heart failure,
peripheral vascular disease, stroke, rheumatic heart disease and chronic kidney disease
(CKD)). Each Framework is a high level policy guide (implementation is left to each
jurisdiction) with critical intervention points that reflect the “patient journey”: reducing
risk; early detection, care and support for people with disease; best care and support for
acute episodes; best long-term care and support; and best care in advanced stages. In
the Framework for stroke, heart and vascular disease, specific to high blood pressure, a
spectrum of critical interventions includes addressing common risk factors (diet,
physical activity, smoking), raising awareness for the importance on blood pressure
monitoring and subsequent treatment and management of hypertension as the
condition advances. (5)

In December 2009, the Australian Institute of Health and Welfare released “Prevention
of cardiovascular disease, diabetes and chronic kidney disease: targeting risk factors” as
its first report with a systematic approach to monitor prevention of the modifiable risk
factors for the three closely related conditions of CVD, diabetes and CKD. The risk
factors discussed include smoking, high blood pressure, high blood cholesterol, obesity
and physical inactivity. The report covers three aspects of prevention: the prevalence of
the risk factors, initiatives aimed at the whole population and services provided to
individuals. It concludes that (6)

e There is a clear need for ongoing monitoring in the area of prevention and that better
data are needed, in particular those based on measurement rather than self-reported, as
well as systematic data on population-level initiatives.

e There remains considerable scope for more prevention to occur in relation to the risk
factors common to CVD, diabetes and CKD.

e The relevant risk factors continue to be very common in the population and are
worsening in some cases, notably obesity.

e An increased policy focus on prevention is expected to result in an increased number of
interventions in this area, thus making continued monitoring an important and relevant
national activity.

The Australian Heart Foundation is addressing hypertension most specifically. To assist
clinicians, it convened an expert committee in 2006 to review the 2004 edition of
“Hypertension management guide for doctors” and other current international
guidelines for the management of hypertension, including those from the US Joint
National Committee on Prevention, Detection, Evaluation and Treatment of High Blood
Pressure, the UK National Institute of Clinical Excellence, and the European Society of
Hypertension/European Society of Cardiology. The committee conducted literature
searches for studies published since 2003 on key topic areas and between late 2006 and
mid-2007 reached consensus on new recommendations. A web version of a “Guide to
management of hypertension 2008. Updated August 2009” facilitates dissemination. (7)
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The Foundation’s most recent 2008 guidelines for hypertension management
recommends that advice on smoking, nutrition, alcohol use, physical activity and body
weight be part of routine management of hypertension for all patients regardless of
drug therapy. Smoking cessation can reduce overall cardiovascular risk. Healthy eating,
reducing dietary sodium and alcohol intake, regular physical activity and achieving a
healthy body weight are promoted as effective in lowering blood pressure. (8)

And in 2008, the Stroke and Heart Foundations in Australia collaborated to produce a
national plan to address cardiovascular disease, building on and informing previous and
at that time current related national and state/territory strategies on e.g. chronic
disease, obesity, health system reform, hospital reform, and stroke and heart disease. A
number of action items are relevant to high blood pressure, among them: improving
CVD risk identification including blood pressure monitoring; expanding the Lifescripts
(lifestyle prescription) program in primary care; implementing a national referral model
to support the advice given by GPs to patients and integrating advice with national
campaign messages and resources on tobacco, healthy eating, alcohol and physical
activity; implementing a program to increase awareness of high blood pressure in the
community.; and addressing modifiable risk factors. (9)

As for research, the High Blood Pressure Research Council of Australia since its inception
in 1979 has led the research into the causes, prevention and treatment of high blood
pressure. The research incorporates a full range from experimental molecular biology
and genetics to human physiology and drug treatment of hypertension. Council
members are from among national and international leaders in the field of
cardiovascular research. Its Foundation for High Blood Pressure Research, established in
Melbourne in 1994, supports fellowships, postdoctural awards and provides meeting
support. (10)

United Kingdom

In 2005, the Faculty of Public Health of the Royal College of Physicians of the United
Kingdom published a briefing statement — Hypertension, the Silent Killer. It gave an
overview of the burden of hypertension, including the implications for health and the
cost to individuals, society and the National Health Service (NHS), with
recommendations that action be taken at the local level. It also pointed out the key
evidence, publications and organizations important to taking the next step to
understand and tackle the issue. (11)

The Faculty with the National Heart Forum at the same time produced a toolkit “Easing
the pressure: tackling hypertension”, intended to help local health improvement
partnerships — the multi-agency teams including public health, health promotion and
primary care professionals, and strategic planners in both NHS and local government -
develop and implement local strategies and action plans, not only to identify and treat
patients with hypertension but also to promote health lifestyles and environments to
prevent hypertension. It is an online resource that includes links to other online tools as
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well as forms and checklists to help assess local need and monitor progress. (12) There
is a detailed practical guide to develop a local strategy that includes how to monitor
progress, assess performance and evaluate the strategy as well as how to “mainstream”
and sustain it in terms of continued funding. (13)

Regarding guidelines for hypertension management, the National Institute for Health
and Clinical Excellence (NICE) with the British Hypertension Society (BHS) in 2006
prepared “Hypertension: management of hypertension in adults in primary care”, an
update to a set of guidelines published in 2004 (14;15)where only the recommendations
on pharmacological interventions were changed. (16)

The BHS also provides a medical and scientific research forum to enable sharing of
research on the origins of high blood pressure and how to improve its treatment. In
addition, the Society has established an educational programme where the research is
translated to support doctors and other healthcare workers. (17)

United States

At the request of the Centers for Disease Control and Prevention (CDC), the Institute of
Medicine (IOM) convened an expert committee to review available public health
strategies for reducing and controlling hypertension in the US population including both
science-based and practice-based knowledge, and to identify the high-priority areas on
which public health organizations and professionals should focus to accelerate progress
in hypertension reduction and control. In its report, released in early 2010, the IOM
recommends a population-based approach that links public health and clinical care and
is based on measurement, system change and accountability. There are several priority
recommendations (18):

e For the CDC Division of Heart Disease and Stroke Prevention and state and local public
health jurisdictions

2 Enhance population-based efforts and strengthen efforts among CDC units and
partners

2 Strengthen leadership in reducing sodium intake and increasing potassium intake

= Improve surveillance and reporting of hypertension and risk factors

e For system change directed at individuals with hypertension

2 Improve quality of care in terms of physician adherence to guidelines
e Remove the economic barriers to effective antihypertensive medication use
e Provide community support to individuals with hypertension

To assist healthcare professionals, the Joint National Committee on Prevention,
Detection, Evaluation and Treatment of High Blood Pressure supported by the National
Heart, Lung and Blood Institute prepares clinical guidelines, the 7" version released in
2004. (19)
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Dietary Sodium Reduction

Below are short summaries of the dietary sodium reduction initiatives in the United
Kingdom, United States and Australia. For Canada, see section 2 in the body of the
document. Sodium reduction is selected from among other strategies focused on risk
factors of hypertension because of its singularly significant impact on lowering blood
pressure across whole populations not to mention its impact on other chronic
conditions and diseases. As well, in each country it implicates the global food industry,
and with the industry engagement components of national strategies being similar, if
national initiatives were to be coordinated to become multilateral, they could
potentially influence harmonizing food product formulations towards low/no
sodium/salt products on a global scale.

United Kingdom

In May 2003, the UK Scientific Advisory Committee on Nutrition (SACN) published its
report on Salt and Health, concluding that a reduction in the average salt intake of the
population would proportionally lower population blood pressure levels and
significantly reduce the risk of CVD. SACN recommended that the average salt intake be
reduced from the then current level of 9.5g to 6g per day, with lower levels
recommended for children. (20)

Following publication of the SACN report, work went forward in two main areas:

e Reformulation working with all sectors of the food industry- retailers, manufacturers,
trade associations, caterers and suppliers to the catering industry to reduce the salt
content of processed food products.

e An ongoing public awareness campaign to inform consumers of the issues and provide
guidance on how to reduce salt intake.

Meetings with industry and the then Minister of Health began later in 2003. By October
2009 all sectors of the food industry had made over 90 formal commitments including
all the major UK retailers, a number of multinational and key national manufacturers
and caterers, as well as trade associations for products making major contributions to
intakes.

To help guide the food industry as to the type of foods in which reductions are required,
and the level of reductions that are needed to help reduce consumers' intakes, targets
for salt levels in a wide range of food categories were negotiated. The most recent
targets are posted at|http://www.food.gov.uk/scotland/scotnut/salt/saltcommitments|
Dietary salt intake in the United Kingdom has been reduced by about 1 g/day between
2000/01 and 2008. (21)
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United States

In 2008, Congress asked the IOM to recommend strategies for reducing sodium intake
to levels recommended in the Dietary Guidelines for Americans. In its 2010 report, the
IOM concluded that reducing sodium content in food requires new government
standards for acceptable levels of sodium across the food supply, to be achieved
through a gradual and systematic reduction of sodium content such that consumers’
tastes are slowly adjusted to lower levels of sodium.

The IOM made five overarching recommendations (22):

e The Food and Drug Administration should expeditiously initiate a process to set a
mandatory national standards for the sodium content of foods.

e The food industry should voluntarily act to reduce the sodium content of foods in
advance of the implementation of mandatory standards.

e Government agencies, public health and consumer organizations, and the food industry
should carry out activities to support the reduction of sodium levels in the food supply. In
tandem with recommendations to reduce the sodium content of the food supply,
government agencies, public health and consumer organizations, health professionals,
the health insurance industry, the food industry, and public-private partnerships should
conduct augmenting activities to support consumers in reducing sodium intake.

e Federal agencies should ensure and enhance monitoring and surveillance relative to
sodium intake measurement, salt taste preference, and sodium content of foods, and
should ensure sustained and timely release of data in user-friendly formats.

In parallel to the work of the IOM, the New York City Department of Health and Mental
Hygiene is coordinating the National Salt Reduction Initiative (NSRI) to reduce the
amount of salt in|packaged|and|restaurant|foods. NSRI is a coalition of cities, states and
health organizations working to help food manufacturers and restaurants voluntarily
reduce the amount of salt in their products. The goal is to reduce Americans' salt intake
by 20% over five years. (23)

A public-private partnership has developed targets to guide company salt reductions in
62 categories of packaged food and 25 categories of restaurant food. Alongside are
mechanisms to monitor sodium in the food supply and to track companies’ progress
toward specific targets. The NSRI is modeled on the United Kingdom salt reduction
initiative. (23)

The NSRI packaged food targets are at
http://www.nyc.gov/html/doh/downloads/pdf/cardio/cardio-salt-nsri-packaged.pdf and
restaurant food targets are at
http://www.nyc.gov/html/doh/downloads/pdf/cardio/cardio-salt-nsri-restaurant.pdf
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Australia

The Australian Division of World Action on Salt and Health (AWASH) launched a dietary
salt reduction campaign in 2007 with the goal of reducing salt in processed foods on
average by 25% over five years. AWASH consists of a network of health professionals,
scientists, academics, consumer advocates and food industry businesses. The campaign
has three main strategies: work collaboratively with industry to reduce the salt content
of processed foods over five years; advocate government to increase funding and
leadership on salt reduction; and raise awareness of salt as a health issue with
consumers via public relations and media. (24)

AWASH has most recently researched its campaign to understand the stakeholders’
views on the importance of salt reduction as a national health priority, the strengths and
weaknesses of the campaign, the extent to which it has had an impact so far, and the
barriers and opportunities for future action. The stakeholders made suggestions for
future AWASH activities in the three strategic areas: (1) that NGOs consolidate their
voices for greater impact on and AWASH develop a closer relationship with the federal
government; (2) that Australia develop its own solutions for the Australian food
industry; and (3) that consumers’ understanding of health and salt be further
researched as there is little current awareness of the relationship. (25)

An International Role for Canada

Since the 1974 Lalonde report (26) — A New Perspective on the Health of Canadians —
Canada has been recognized as a world leader in outlining the steps required for disease
prevention and health promotion. Health services are seen as only one of the influences
on health status while the importance of addressing such determinants of health as
lifestyle and environment has been elevated. These ideas were expanded with the
development of the Ottawa Charter for Health Promotion (27) that emphasized
reducing inequities and influencing the determinants of health as opposed to ad hoc
health promotion strategies. Through these as well as other initiatives that focus on
strengthening public health capacity and that seek to improve the ability of the health
system to respond to chronic disease, Canada has been leading in providing guidance in
promoting global action against chronic diseases and their risk factors.

A number of federal government departments are engaged in supporting Canada’s
international activities related to health. These include the Public Health Agency of
Canada (health promotion, disease prevention and social determinates of health),
Health Canada (nutrition and tobacco control), Canadian International Development
Agency (funding for international health-specific projects, Action Plan on Health and
Nutrition) and Canadian Institutes of Health Research. International collaboration work
also includes formal commitments made by the Government of Canada such as the
Framework of Cooperation on Chronic Diseases signed with the World Health
Organization (WHO) and agreements on other chronic disease and with health
promotion organizations. These commitments allow Canada to engage internationally to
address common risk factors for chronic diseases, specific diseases and their underlying
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conditions in society. Engagement of Canadian experts and NGOs in the work of
international organizations provides Canada an opportunity to advance the health of
individuals around the world. The potential benefit of these activities is significant as
they allow Canada to reduce the global burden of disease as well as influence issues that
imminently affect the health of Canadians such as sodium and tobacco control.

Over the last several years, international recognition for Canada’s hypertension
programs has grown. In 2010 Canada hosted the International Hypertension Society
meeting and Canadian successes were highlighted prominently. As a result Canadians
have been invited by several countries to present programs and assist in the
development of hypertension recommendations processes. And Canadians will be
developing a workshop on hypertension control for the World Hypertension League
meeting in Beijing in 2011.

In 2010 Canada also hosted the WHO Platform Il meeting on salt reduction and
Canadian progress with its dietary salt program was featured. Canada and Canadians are
prominent in the Pan American Health Organization Expert Group to reduce dietary salt
in the Americas and Canadians are also being invited to assist countries outside the
Americas to reduce dietary salt.

There are several potential opportunities for Canada to increase its international role, to
disseminate its learnings on how to develop a systematic approach to the treatment and
control of hypertension through its highly evolved high-risk approach. In 1995 Canada
hosted an international meeting on hypertension prevention and control that had broad
international representation however at the time there were no models on how to
improve hypertension prevention and control. Canada could now develop a
standardized education knowledge translation program to assist other countries to
develop similar programs. Canadian programs could even develop policies to specifically
and freely share their hypertension programs and resources with other countries’
programs. To facilitate this dissemination, Canada could host a specific international
meeting on hypertension prevention and control that would showcase our programs
and how to adopt them. Canada could also host symposia and workshops at
international meetings to both showcase our success and provide learning’s on how to
improve hypertension control.

Canada also needs to interact and collaborate more closely with the United States. Both
countries have highly evolved programs to control hypertension albeit using different
approaches and programs in some settings. Sharing what has been learned and the
strengths and weaknesses of the differing and sometimes novel approaches could aid
both countries in the effort to improve hypertension control. Furthermore, with the
countries being strong economic partners, using similar population based approaches to
reduce or “denormalize” unhealthy eating would be of great mutual benefit.
Information is also commonly shared by public media across the Canadian and US
borders and having similar approaches to, for example, restrict advertizing to children,
may also increase the impact of these programs in both countries by avoiding mis-
messaging from cross border communications.
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Canadian hypertension programs have also been associated with large reductions in
total and cardiovascular mortality and non-fatal cardiovascular events. Worldwide CVD
is the leading risk for death and disability and with its impact and that of other chronic
conditions growing, especially in developing countries, the combined effects on health
and economic development are reaching such proportions that the United Nations
General Assembly is holding a United Nations Summit on non-communicable diseases
(NCDs) in 2011. At the UN meetings, Canada could highlight its hypertension related
programs as an example if not a mechanism for other countries to likewise reduce
NCDs.
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Appendix 2:
An Historic Overview of Prevention, Detection,
Treatment and Control of High Blood Pressure in Canada

Prior to 1990

In 1977, the Ontario Council of Health produced the first set of recommendations for
hypertension management in Canada. The Canadian Cardiovascular Society and the
Canadian Heart Foundation adapted these to be national recommendations. (1)

At about the same time, a group of hypertension experts and clinical scientists came
together and in 1978 formed the Canadian Hypertension Society (CHS). In 1982 a CHS
task force initiated a process that led to the 1984 publication — Report of the Canadian
Hypertension Society’s Consensus Conference on the Management of Mild
Hypertension. (1) Subsequently, a series of CHS consensus conferences resulted in other
sets of recommendations: in 1985 on hypertension in the elderly (2) and in 1988 the
pharmacologic treatment of hypertension (3).

It was in 1986 that a working group of federal/provincial government representatives
recommended for the first time a national framework for the prevention and control of
high blood pressure in Canada with four basic strategies (4).

e Educate the public at large, professionals, and patients;
e Develop a system for detecting and bringing persons with high blood pressure into care;
¢ Implement a multifaceted approach to population surveillance; and

e Develop a system that will ensure that those diagnosed with high blood pressure are
maintained under care through the necessary follow-up, recall, and other assistance to
adhere to therapy.

The framework called for the formation of a national coordinating body of non-
government and government organizations and similar bodies in the provinces and
territories to implement programs. It recommended that workplaces be a focus of
activities, that research be enhanced and local implementation be resourced.

Several initiatives that followed helped address the challenge:

e Formation of the Canadian Coalition of High Blood Pressure Prevention and Control (the
Coalition) with membership including national professional organizations, government,
industry, and voluntary organizations;

e Workshop on the “Epidemiology of High Blood Pressure in Canada” in Montreal, 1989;
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e The Heart Health Initiative that included:

= Canadian Heart Health Surveys (CHHS) in every province from 1989 to 1992 to
determine the prevalence of high blood pressure, awareness of diagnosis, treatment
and control;

2 “Heart Health Demonstration Projects” in most provinces;

e Publication of guidelines on screening and treatment of high blood pressure among
adults and seniors by the Canadian Task Force on the Periodic Health Examination; and

e the CHS hosting the International Hypertension Society meeting in 1990 in Montreal from
which the proceeds were used to establish a fund to promote hypertension research and
in particular research training.

Several achievements in hypertension prevention and control are attributed to the
period prior to 1990:

e hypertension being recognized as a major public health issue in Canada through the
development of a hypertension-specific report and strategy;

e formation of the Coalition as a mechanism to place hypertension on the agenda of major
Canadian health organizations;

e formation of a hypertension specialty and research organization — the Canadian
Hypertension Society — that developed evidence-based recommendations for the
management of hypertension; and

e development of the Heart Health Initiative and CHHS that delineated the extent to which
hypertension was a health risk in Canada and were the impetus for pilot programs at
community levels with the potential to prevent and control hypertension.

1990-1999

In 1990 a partnership lead by the Coalition, with the Canadian Hypertension Society,
Health Canada and the Heart and Stroke Foundation of Canada used an expert
consensus approach to develop the first Canadian recommendations for non-
pharmacological (lifestyle) management of hypertension (5). By 1993, the CHS was also
developing recommendations independently having adopted a process where multiple
topic committees focused on diagnosis of hypertension and pharmacological treatment
(6). The CHS committees graded evidence based on uniform criteria and disseminated
their recommendations along with a simplified guide to their implementation and an
accompanying slide set.

Over 1994 and 1995, the Coalition updated recommendations for lifestyle management,
the measurement of blood pressure and the follow-up of people with hypertension (7).
It also published recommendations for home (self) measurement of blood pressure (8)
that evolved to include specific tools to help healthcare professionals train people with
hypertension to properly assess their blood pressure and a workshop using a
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standardized slide set and other materials to assist with the training. The Coalition
continued with recommendations in 1998 on how to improve adherence to lifestyle and
pharmacological therapy (9). All of its processes relied on a multidisciplinary team,
systematic review, and a consensus approach. The adherence recommendations used
an evidence-grading scheme.

To address problems occurring with two national organizations producing hypertension
recommendations and to increase the base of consensus for their respective
recommendations, hence their impact, the Canadian Hypertension Society and the
Coalition with Health Canada and the Heart and Stroke Foundation of Canada together
produced recommendations in 1999 on prevention and control of hypertension through
lifestyle modification using an evidence-based grading scheme (10). They also later
updated the diagnostic and pharmacological recommendations (11). The latter evolved
further with the assistance of an expert in evidence-based medicine participating at the
consensus meeting who helped with interpretation and use of the grading scheme.
Major national health care organizations were asked to review all the lifestyle,
diagnostic and pharmacological recommendations of 1999 and to assist in
dissemination. The recommendations were supported by standardized slide sets and
use of the internet (10;11). Summaries of the lifestyle as well as the diagnostic and
pharmacological recommendations were also produced for primary care professions
and presentations were made in primary care settings (11-17).

In the meantime, the Canadian hypertension community was galvanized to take more
aggressive and integrated action because of the comparison of findings from the CHHS
(1985 to 1992) to data from the Third National Health and Nutrition Examination Survey
(NHANES Ill) in the United States (1988-1994) (18): 50% of the American population had
optimal blood pressure (< 120/80 mm Hg) compared to 43% of the people in Canada;
25% of hypertensives were under control in the US compared to 13% in Canada; and
while about half of diabetic people between 18 and 74 years were hypertensive (140/90
mm Hg) in both countries, in the US 36% were under control (<140/90 mmHg) and only
9% in Canada despite frequent interactions with healthcare systems. (18) The CHHS also
found that while over 70% of survey participants reported having their blood pressure
measured in the previous year, 42% were found to have high blood pressure but were
not aware of it. (19) Furthermore, a repeat blood pressure survey in 1995 of the Heart
Health Survey in Nova Scotia, first administered in 1985, showed no appreciable
improvement in blood pressure prevalence and deterioration in treatment and control
rates (20;21).

From extensive discussions about the discrepancy between Canada’s hypertension
control rate and that in the United States and how to deal with it, the Coalition with
support from Health Canada developed over the late 1990s a National High Blood
Pressure Prevention and Control Strategy, released in 2000. (19) Its recommended
steps, health goals and targets are shown below.
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National High Blood Pressure Prevention and Control Strategy, 2000
Recommended steps to decrease morbidity and mortality associated with high blood pressure:

o Make high blood pressure prevention and control a priority for federal, provincial, and territorial
governments.

 Provide dedicated funding to support a national coalition involving health professionals,
government, industry, voluntary organizations, and all stakeholders to coordinate the Canadian
Prevention and Control of High Blood Pressure Strategy.

o |Implement a public awareness campaign on the risk factors for, screening of, and benefits of the
control of high blood pressure.

o Develop and implement interdisciplinary models of primary health service that support effective
preventive practices including risk factor reduction, screening, and blood pressure control
programs using information technology to facilitate evidence based practice.

 Provide ongoing education to health service providers through professional associations on
clinical practice guidelines for high blood pressure prevention and control.

o Negotiation by the Health Protection Branch [of Health Canada] with the food industry to
decrease salt in prepared food and to use a salt substitute with a lower sodium concentration.

o Promote physical activity and healthy nutrition for all age groups in the population to prevent
obesity.

o Continue research on the causes of high blood pressure and effective treatments, and the
evaluation of prevention and control programs.

o Conduct ongoing surveillance of high blood pressure using existing sources of data on health
problems and by conducting periodic population surveys using methodology developed in the
provincial heart health surveys.

The four health goals in the strategy have the same target — a 10% reduction by 2005 (baselines
are the results of the 1989-1992 CHHS):

Health Goal

To reduce the prevalence of uncontrolled high blood pressure in Canada.

To reduce the incidence of high blood pressure among Canadians.

To reduce the proportion of Canadians who are unaware of their high blood pressure.

To reduce the prevalence of uncontrolled high blood pressure among those who have been
diaanosed with it.

Because the recommendations and implementation tactics of the 1990s lacked impact
(22;23) a committee representing Health Canada, the Heart and Stroke Foundation, the
Coalition and the CHS formed to develop ideas on how to improve the hypertension
recommendations process (23;24). In 1998/99 it started developing a proposal for a
Canadian Hypertension Recommendations Working Group, a more rigorous regularly
updated recommendations process closely linked to a separate and extensive
implementation process, renamed the Canadian Hypertension Education Program
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(CHEP) in 2003. At the time, its focus was primary care physicians. (See Appendix 3 for a
separate elaboration of CHEP.)

Most important in Canada in the period 1990 to 1999 was that hypertension was still
poorly controlled. While the Canadian hypertension management recommendations
had become more comprehensive and evidence-based, with increasing (but short-lived)
attempts to implement them through multiple formats, on their own they were not
substantially influencing clinical practice (25). And while the Coalition’s National
Strategy called in part for an enhanced process for developing the recommendations
and for overall a more comprehensive approach to hypertension prevention and
control, it did not receive dedicated funding nor did the federal or provincial/territorial
governments endorse it. Nevertheless it served as a template for action by the non-
government national healthcare organizations under the leadership of the Coalition and
the Canadian Hypertension Society.

2000 - 2010

Despite the lack of funding to operationalize the new National Strategy, the non-
government sector and healthcare professionals already active at the national and
provincial/territorial levels continued to lead the improvement of hypertension
management, optimizing existing resources and partners in governments and the
private sector, gradually expanding and consolidating the base of support. As a result,
the last decade has witnessed a sustained growth in hypertension management
initiatives, supported and undertaken by several agents at federal and
provincial/territorial levels, along with notable advances with public health initiatives
aiming to shift downward the blood pressure level of whole populations.

What has featured most prominently in the last decade is described below, apart from
CHEP. While the non-government and government activities are presented separately,
they overlap to a very large extent by virtue of the partnerships and collaborations that
have evolved between the sectors, to be credited for contributing to the successes
achieved to date in both management of high blood pressure and its prevention.

Non-government Initiatives

Blood Pressure Canada

Blood Pressure Canada (BPC), now merged into Hypertension Canada, has had a
consistent and broad impact on hypertension management in Canada. It played an
important role in developing the 2000 National High Blood Pressure Prevention and
Control Strategy and in developing the proposal and subsequent partnerships for CHEP.
It was also involved in developing the proposal for the Canada Chair in Hypertension
Prevention and Control and in 2006, when the Chair was confirmed, it adopted the
Chair’s mandate for public education and for reducing dietary sodium.
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In the early 2000s BPC also conducted an important pilot of an extensive social
marketing campaign on awareness of hypertension, to test its impact. The initiative was
expensive, its impact small and short lived, providing an early critical learning on the
inability of such campaigns to positively influence the awareness and control of
hypertension. (26)

As for reducing dietary sodium, BPC developed a national policy statement in
collaboration with other national organizations and was active in the effort to revise
Canada’s Food Guide to increase the prominence of sodium. The policy statement was
signed by 18 other national health organizations and formed the platform for NGO
advocacy to reduce dietary sodium. Ten other national organizations joined the
advocacy regarding the Guide, leading to appropriate revisions and content change.
BPC also established a Sodium Task Force with over 30 healthcare professionals to
develop tools and resources for the public and healthcare professionals to understand
the health risks of high dietary sodium and how to reduce it. The materials, including
standardized educational slide sets, were widely presented, published and disseminated
on a specific website. The Task Force was later co-hosted by CHEP and then
incorporated into CHEP. In addition to being a core organization on the Sodium Strategic
Planning Committee, BPC was on the steering committee of the multi-stakeholder
Sodium Working Group.

BPC also developed a process for implementing blood pressure management
recommendations, parallel to CHEP but for the public, adjusting the recommendations
for a public audience and providing a wide variety of resources to assist people to
become more self-efficacious in preventing and managing high blood pressure e.g.
materials were produced focusing on home assessment of blood pressure and healthy
lifestyles. Additional resources were developed to facilitate interactions between people
with hypertension and healthcare professionals and a patient blood pressure
association was initiated. The resources were disseminated directly via partner
organizations and by publishing them in both the lay press as well as inserting public
resources into healthcare professional publications. An extensive network of individuals
and organizations including healthcare professional training schools, that wanted the
annual CHEP and BPC updates, was supplied the annual updates as they were
developed.

Heart and Stroke Foundations

The Heart and Stroke Foundation of Canada (HSFC) has played a critical role in moving
hypertension management forward in Canada. It has public education and awareness
campaigns related to hypertension that include promotion of a consumer eHealth tool -
My Heart & Stroke Blood Pressure Action Plan — freely available to the general public
(described below), part of the Foundation’s continued advocacy and education about
healthy lifestyle. Each year, with a press release it supports the media roll out of the
updated recommendations of CHEP and working with spokespeople, disseminates the
key messages and updates. HSFC also helps CHEP to adapt and disseminate the
professional guidelines for the general public and has assisted in the development and
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ongoing review of tools and resources for healthcare professionals and the public
addressing blood pressure measurement and control, some of which it has cobranded
with CHEP.

In 2010, the HSFC partnered with the CIHR Institute of Circulatory and Respiratory
Health to establish a permanent Canadian Chair in Hypertension Prevention and Control.
In 2008, in collaboration with Blood Pressure Canada, the Heart and Stroke Foundation
of Ontario (HSFO) and the Public Health Agency of Canada, HSFC conducted a national
needs assessment of primary care nurses and community pharmacists, using a survey
tool developed and applied by the HSFO for the Heart & Stroke Hypertension
Management Program, adapted for bilingual telephone surveys. The results of this
survey informed the CHEP Steering Committee.

The HSFC current hypertension-related activities include:

e Public awareness campaigns, with culturally-specific and inclusive campaigns needed in
the future

e Hypertension screening of the general public

e Working with healthcare professionals to develop models improve hypertension
management (primarily in Ontario)

¢ Interprofessional education for primary healthcare professionals, related to hypertension.

e Distribution of printed materials, including a hypertension toolkit for professionals and
blood pressure awareness information for the public.

The HSFC has also played a critical role in the effort to reduce dietary sodium, one of the
organizations advocating a greater visibility for sodium in Canada’s Food Guide. It was a
key member of the Sodium Strategic Planning Committee, the Canadian multi-
stakeholder Sodium Working Group and the national Planning Committee for the WHO-
Canada Platform Il meeting on dietary salt in 2010 in Calgary. The HSFC specifically
adjusted its Health Check Program to be more stringent with regard to the sodium
content of foods and requires lower sodium limits in food categories over time to retain
the Health Check.

Provincial Heart and Stroke Foundations have been and continue to be active, with
some having made contributions beyond their provincial mandates. For example, in
2004, the Heart and Stroke Foundation of Ontario (HSFO) launched the High Blood
Pressure Strategy, a major multi-year umbrella strategy that has had the following
outcomes, some with national impact:

e Development of a nursing best practice guideline on hypertension in 2005 and updated in
2009— Nursing Management of Hypertension —in collaboration with the Registered
Nurses’ Association of Ontario. The guideline is consistent with CHEP recommendations
and endorsed by CHEP.
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e Completion of the 2006 Ontario Survey on the Prevalence and Control of Hypertension in
partnership with the Ottawa Heart Institute and Statistics Canada, an update that
includes the first-ever physical measures survey on hypertension for key ethnic groups in
Canada.

e The creation of an interactive on-line eHealth tool — the My Heart & Stroke Blood
Pressure Action Plan —that assists people with self-management by providing e-mail
support, helping them to track/monitor their progress on blood pressure and lifestyle
change and offering them the option to download and print a report for their healthcare
provider.

e Development, implementation (across 11 primary care sites) and evaluation of a three-
year evidence-informed primary care demonstration project — the Heart & Stroke
Hypertension Management Program. It includes a toolkit for healthcare providers and for
patients and has been shown to be successful (27)

e Development and piloting in two First Nations communities of a culturally appropriate
Heart & Stroke Aboriginal Hypertension Management Program, now extended as a
demonstration project in 14 First Nations communities in Ontario. (27)

e Focused investment in hypertension research.
From 2002 to 2011, the Heart and Stroke Foundation of Quebec (HSFQ)has:

e published from 2002 to 2011 a newsletter, "Les Actualités du Coeur" whose mission was
to facilitate knowledge translation by disseminating clinical practice guidelines on
diabetes and cardiovascular diseases, including CHEP's recommendations and summaries.

e disseminated information and posters to help healthcare professionals to educate
patients (and healthcare professionals) at the proper technique for blood pressure
measurement.

Canadian Stroke Network

Since 2006, the Canadian Stroke Network has supported dietary sodium reduction with
an extensive media campaign to raise public awareness of the relationship between
sodium consumption and blood pressure. Tools such as awards and surveys have been
used to generate earned print, radio and television media. The Network sponsors talks
on dietary sodium at its annual meetings and features articles on sodium in most of its
newsletters.

Public opinion research indicates that the Network’s campaign has in part contributed
to raising awareness levels about sodium among people in Canada to around 90%.
(28;29) This has created public pressure for change that has facilitated advocacy and
strengthened consumer demand for lower sodium products. The Network has also
developed public education resources, sodium consumption guides and a popular
website {sodium101.ca).
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Hypertension Canada

Hypertension Canada, formed in 2010, merged the resources and expertise in
education, scholarship and research of three organizations — Blood Pressure Canada, the
CHS and CHEP. Under its auspices, CHEP has expanded to using more effective and
efficient standardized knowledge translation techniques and has integrated Blood
Pressure Canada’s public education and dietary sodium knowledge translation program.
And it is actively promoting the integration of hypertension management
recommendations with those for cardiovascular disease (CVD) prevention through the
initiative. (, a project of CIHR, aims to address the need for a common set of clinical
practice guidelines (CPG) for CVD by developing, disseminating, implementing and
evaluating an integrated annual CPG targeted at healthcare providers, supplying the
recommendations to mitigate the range of risk factors associated with CVD.)

Having assumed responsibility for the research programs of CHS, Blood Pressure Canada
and CHEP, Hypertension Canada will be developing mechanisms to enhance and
integrate the CIHR’s four pillars of research (biomedical, clinical, health services and
population based) around blood pressure.

Hypertension Canada is also continuing the public policy work formerly done by Blood
Pressure Canada. A Public Policy Committee has sub-committees to address population
health, health services, community programs, vulnerable populations and to evaluate
policy. It expects to work with a wide variety of healthcare professional and non-
government health organizations as well as all levels of government.

Canadian Chair in Hypertension Prevention and Control

The growing momentum since 2000 to address hypertension stimulated the piloting of a
new academic leadership position —the Canadian Chair in Hypertension Prevention and
Control (30). The Canadian Hypertension Society, CIHR and the pharmaceutical company
Sanofi-Aventis (unrestricted grant) funded the pilot for the period July 2006 to June
2011. The Chair is to be competitively renewed through support from the Heart and
Stroke Foundation of Canada and CIHR. (31)

The position has a mandate to lead and develop activities to prevent and control
hypertension in collaboration with the hypertension and broader healthcare
professional communities and government. The first Chair, Dr. Norman Campbell at the
University of Calgary, was chair of CHEP and President of Blood Pressure Canada.

As of 2010, the Chair led the process of integrating the CHS, CHEP and Blood Pressure
Canada into Hypertension Canada and made progress on the following goals (31):

e Sustain and enhance the current CHEP structure and activities to be more sustainable and
efficient, and expand CHEP to enhance the translation of hypertension knowledge to
support family physicians, nurses, pharmacists and other health care professionals.

e Develop a national surveillance (outcomes research) program to assess the prevalence,
awareness, diagnosis, treatment and complications of hypertension in collaboration with
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the PHAC, Statistics Canada, provincial ministries of health and the CHEP Outcomes
Research Task Force.

e Increase public awareness of hypertension by leading collaborative efforts to develop and
disseminate resources to aid self-efficacy in the prevention and management of
hypertension by developing and leading the Public Education Task Force of Blood
Pressure Canada.

e Reduce the prevalence of hypertension by advocating policies, research and educational
programs to reduce salt intake through collaborative partnership of organizations and
concerned health care professionals to lobby the federal government and food sector.
The Chair organized a lobby of 10 national health organizations to have Canada’s Food
Guide include dietary sodium featured prominently and organized and chaired the
Sodium Strategic Planning Committee which guided the Health Care Sector effort to
develop a national program to reduce dietary sodium and was on the executive and all
subcommittees of the Canada multi-stakeholder Sodium Working Group.

e Support and contribute to developing and advocating health policies to prevent and
control hypertension.

e Increase Canada’s international visibility through involvement in a variety of events and
initiatives, focusing on high blood pressure and dietary salt e.g. with the World Health
Organization, the Pan American Health Organization, the governments of other countries,
and international non-government organizations. The activities including chairing the
international and national organizing committees and funding in part the WHO- Canada
Platform Il meeting on dietary salt in 2010 in Calgary.

Dietary sodium reduction

While Canada’s dietary sodium reduction initiative is now broadly intersectoral, it began
in 2006 when a lobby of 10 national non-government organizations succeeded in
increasing the visibility and improving the sodium related content of Canada’s Food
Guide as it was undergoing revision. At the core of the lobby was a national Sodium
Strategic Planning Committee: Blood Pressure Canada, CHS, Canadian Cardiovascular
Society, Canadian Stroke Network, Canadian Council of Cardiovascular Nurses, Canadian
Society of Nephrology, Dietitians of Canada and the Heart and Stroke Foundation of
Canada.

In 2006/7, the Committee developed a policy statement for Blood Pressure Canada to
advocate population level reduction in dietary sodium to the government, the food
sector and other non-government organizations, calling on Health Canada to lead an
intersectoral working group for a national initiative. (32) Eighteen major national
healthcare professional and non-government organizations endorsed the policy
statement. A meeting with major food producers in Canada and the Committee
resulted in an agreement to jointly approach Health Canada to request their
engagement in developing and overseeing a national sodium reduction program. It was
shortly after an extensive media release of the policy statement in 2007 that the

85



Government of Canada announced the formation of the Canadian multi-stakeholder
Sodium Working Group. It was chaired by Health Canada with representatives from the
sectors listed below.
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Lead Organization
e Health Canada
Scientific and Health-Professional Community
e Canadian Institutes of Health Research
e Canadian Stroke Network
e Canadian Nutrition Society
« Dietitians of Canada
e Council of Chief Medical Officers of Health
Health-Focused and Consumer Non-Governmental Organizations (NGOs)
e Hypertension Canada
e Heart & Stroke Foundation of Canada
e Canadian Council of Cardiovascular Nurses
e The Canadian Council of Food and Nutrition
e Centre for Science in the Public Interest
 Extenso - Reference Centre for Human Nutrition
Food Manufacturing and Food-Service Industry
e Baking Association of Canada
Canadian Meat Council

Dairy Processors of Canada
Food and Consumer Products of Canada

Food Processors of Canada

Canadian Council of Grocery Distributors
e Canadian Restaurant and Foodservices Association
Government
o Office of Nutrition Policy and Promotion,
Health Canada
Public Health Agency of Canada

Food Directorate, Health Canada

Federal Provincial Territorial Group on Nutrition
Agriculture and Agri-Food Canada

e Canadian Food Inspection Agency (to November 2009)

In 2010, the Working Group submitted a comprehensive multipronged Sodium
Reduction Strategy for Canada (33) dependent on food manufacturers and food service
establishments reducing the sodium content of their products on a voluntary basis with
close government oversight and monitoring, with research to aid the effort and broad
based education of the public. Subsequently the federal and provincial Ministers of
Health and Health Promotion/Healthy Living adopted the interim goal recommended by
the Sodium Working Group — a population average sodium consumption target of 2,300
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mg/day by 2016 — representing a 33% decrease from current average consumption. The
F/P/T Ministers also agreed that regulation to limit the sodium content of foods remains
an option in case the voluntary approach lacks substantive progress. On the eve of 2011,
Prime Minister Harper indicated that the initiation of the sodium reduction program was
one of two health-related priorities in 2010 of the federal government, the other being
child obesity. (34).

Over the course of sodium strategy development, a sodium sub-group of the Public
Education Task Force of Blood Pressure Canada and CHEP continued to produce
educational resources on the health risks of dietary sodium and how to reduce its intake
in Canada. The resources included standardized summaries and educational slide sets
intended for healthcare professionals, patients with hypertension, the general public of
all ages, the food sector and public health policymakers. Most Blood Pressure Canada
partner organizations organized symposia at their national and regional meetings on
sodium and published clinical and scientific summaries in their official journals.

Now part of Hypertension Canada, the Public Education Task Force is focused on the
topic areas and goals below:

Education

e Educate healthcare professionals, patients and Canadians of all ages in
becoming more sodium aware in terms of understanding the impact of
sodium on health and increasing sodium-healthy behaviours.

Research

o Determine the impact of dietary sodium on hypertension, cardiovascular
disease and the health of Canadians to support effective strategies to
reduce sodium intake and to assess knowledge gaps on dietary sodium to
guide future research.

Media and communication

o Work by the Canadian Stroke Network and Heart and Stroke Foundation
with the media and other communication channels to increase and
influence consumer awareness and behaviour in relation to dietary sodium.

Advocacy
¢ Inform key Canadian lawmakers and the food sector regarding the risks of
high dietary sodium and strategies to reduce dietary sodium.

Canadian Institute for Health Research (CIHR)

In the last 10 years CIHR have invested over S100M per year in cardiovascular research
including hypertension. Specific to national hypertension programs, CIHR have funded
projects to develop the national hypertension surveillance program and meetings of
CHEP; a process to integrate CHEP recommendations with other cardiovascular risk
management recommendations (); participated in the Sodium Working Group including
funding and hosting a meeting to define research needs related to dietary sodium
followed be three priority calls for sodium based research; a media awareness meeting
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on dietary sodium; and have funded in part the Canadian Chair in Hypertension
Prevention and Control.

Government Initiatives

Government of Canada

Federal government engagement in the area of hypertension began in 1984 with its
involvement in establishing the Coalition (Canadian Coalition of High Blood Pressure
Prevention and Control) that with Health Canada developed the 2000 National Strategy
for High Blood Pressure Prevention and Control. This led to the creation of CHEP in
1999.

Before the Public Health Agency of Canada (PHAC) was created in 2004, Health Canada
(HC) was the lead federal government department in hypertension prevention and
control. Now through PHAC, the federal government supports CHEP and community-
based projects for hypertension screening and prevention.

While leadership and advocacy are functions primarily undertaken by non-government
organizations, the federal government strengthens partnerships and coordinates the
activities of various federal departments and provincial/territorial governments. Its
partnership in CHEP enhanced its involvement in disease detection and management,
development and dissemination of clinical practice guidelines and the preparation of
self-management and self-assessment tools for the public. A Canadian Task Force on
Preventive Health Care, established by PHAC, is now helping address practice gaps
related to high blood pressure screening.

Along with supporting CHEP, the federal government has participated in a number of
health promotion and disease prevention initiatives — the Heart Health Strategy and
Action Plan (2010), the Sodium Reduction Strategy for Canada (2010), the Diabetes
Strategy (renewed in 2005) and the Pan-Canadian Healthy Living Strategy (2005). These
strategies are intended to be comprehensive with broad implications on policy,
research, surveillance and disease management, and they address risk factors such as
smoking, nutrition, alcohol intake, and physical activity, common to a number of chronic
diseases. Most recently the F/P/T Ministers of Health and of Health Promotion/Healthy
Living adopted the Declaration on Prevention and Promotion — a public statement of
vision to work together and with others to make the promotion of health and the
prevention of disease, disability and injury a priority for action. (35)

The federal government has invested in the “Eating Well with Canada’s Food Guide”
program and by making mandatory the declaration of trans fats in the nutrition facts
table on most packaged foods, has influenced trans fats being eliminated from many
food products. To promote physical activity, it has implemented the Children’s Fitness
Tax Credit, developed Canada’s Physical Activity Guides and has provided funding for
ParticipACTION.
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Development of new healthy living programs has led to greater collaboration by the
Government of Canada with provincial/territorial governments and relevant
stakeholders, and has strengthened linkages with existing national and
provincial/territorial healthy living and disease strategies. Collaboration has encouraged
consistent provision of information and helped raise public, professional and political
awareness about the importance of hypertension. Most recently, the federal
government played a role in bringing together the key stakeholders who formed
Hypertension Canada.

Through partnerships with CHEP, Hypertension Canada, the Heart and Stroke
Foundation and their stakeholders, the federal government has also supported
community initiatives and developed tools for populations most at-risk e.g. through the
First Nation’s and Inuit Health Branch of Health Canada. Combined resources from the
Government of Canada, CHS and Sanofi-Aventis, funneled through CIHR, funded the first
Canada Chair in Hypertension Prevention and Control.

For policy-related knowledge development, the federal government has supported
systematic literature reviews and through Statistics Canada, CIHR and PHAC, is building
up the components of a comprehensive surveillance system that collects physical
measurements, self-reported and administrative data.

Since the release of the Sodium Reduction Strategy for Canada in 2010, described
earlier, the Government of Canada with other Strategy partners is working with industry
to set targets for different food categories, is supporting activities to increase the
public’s knowledge about sodium and has committed to monitoring the intake of
sodium and its levels in food.

Also relevant to hypertension is the Federal Tobacco Control Strategy — a
comprehensive health promotion and protection strategy that integrates regulation,
research, legislation, and programming to prevent smoking, encourage smoking
cessation and control product supply.

Federal/Provincial/Territorial Collaboration and Coordination
Governments across Canada have committed to improving the health of the population
and reducing chronic diseases, effectively building a collective response to the issues
held in common, among them hypertension prevention and control. One of the most
important initial F/P/T activities was organizing and leading the Canadian Heart Health
Strategy (CHHS) starting in 1985. The CHHS provided comprehensive data on the
vascular risks of people in Canada and launched a wide series of projects across Canada
to reduce the risk.

In 2005, the F/P/T Ministers of Health and Health Promotion/Healthy Living adopted the
Integrated Pan-Canadian Healthy Living Strategy with targets set for 2015. (36) The

document pointed out that the rates of obesity and overweight were rising and that, for
the majority of people in Canada, physical activity patterns were not optimal for health.
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It identified risk factors that were common across multiple chronic diseases from heart
disease to cancer. The document called for a comprehensive multi-sectoral approach
that encompassed partnerships, policy and program development, public education,
work with Aboriginal peoples, and research and surveillance.

A Healthy Living Issue Group, established in 2006 (reporting through the Population
Health Promotion Expert Group of the Pan Canadian Public Health Network (PHN)
Council to the Conference of Deputy Ministers of Health and the F/P/T Ministers of
Health and Health Promotion/Healthy Living), in its 2008 progress report on the
Strategy, pointed out that despite numerous initiatives across many jurisdictions in
Canada, the rates of physical activity had decreased since the 2005 baseline; healthy
eating had improved only slightly; and unhealthy weights had worsened. Should these
trends continue, they concluded that the Strategy targets would not be reached by
2015. (37) The F/P/T Ministers of Health and/or Health Promotion/Healthy Living
responded in 2010 with an invigorated commitment to disease prevention and health
promotion in their Declaration on Prevention and Promotion. (38) They concluded that
a large proportion of chronic disease and disabilities can be prevented or their onset
delayed and that “to create healthier populations, and to sustain our publicly funded
health system, a better balance between prevention and treatment must be achieved.”

Earlier in 2009 the Ministers of Sport, Physical Activity and Recreation, and in January
2010, the Ministers of Health and of Health Promotion/Healthy Living endorsed the
“Intersectoral Action on Children and Youth Physical Activity”. Subsequently a F/P/T
framework for action to promote healthy weights entitled “Curbing Childhood Obesity”
was released in Canada. (39) Contributing factors identified included more sedentary
time (screen time), inequities in access to physical activity opportunities, the marketing
of unhealthy foods to children and increased food portion sizes. All agreed to work on
the following areas:

e Making childhood overweight and obesity a collective priority

e Coordinating efforts — to create supportive environments; to identify weight problems
early; to improve access to nutritious foods and decrease access to foods high in fat,
sugar and /or sodium to children. The latter aspect includes reducing the exposure of
children to marketing of these foods.

e Measuring and reporting on collective progress.

F/P/T Ministers of Health and/or Health Promotion /Healthy Living have committed to
“engage youth and multi-sectoral leaders across the country to help shape actions to
promotion healthy weights in children.”

Horizontal Initiatives

The Health Council of Canada reported in 2010 on four countries that have adopted
whole-of-government and/or intersectoral approaches to address determinants of
health —the United Kingdom, Norway, Sweden and Australia. The same year it found
that all jurisdictions in Canada are expressing commitment to strengthening health
promotions efforts and decreasing health inequities. (40)
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Three common themes emerged from the four countries studied:

e There is an explicit governmental commitment to promoting population health through
the lens of determinants of health. This commitment is usually shared with the public
through a defining document or set of documents that clearly communicates the
rationale for such a commitment. In most countries, this has taken the form of a clear
statement about the importance of promoting health equity or fairness.

¢ Any commitment to promoting and implementing the stated agenda involves a whole-of-
government approach. Such commitments are typically contained within a government
report or statement that clearly outlines goals and objectives, describes tactics for
reaching them, and sets out a timetable.

e A unifying theme is a commitment to formally evaluate the initiatives. This involves
recognizing that promoting population health via a reduction of health inequities is
influenced by government action in a range of policy areas. Systematic attempts are
made to ensure that initiatives in these spheres are assessed for their impact on health
for example, through health impact assessment.
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Appendix 3:
The Canadian Hypertension Education Program (CHEP)

Extensive discussions in the late 1990s with the Canadian Coalition for High Blood
Pressure Prevention and Control, the Canadian Hypertension Society, the Heart and
Stroke Foundation and Health Canada resulted in a Canadian Hypertension
Recommendations Working Group, renamed the Canadian Hypertension Education
Program (CHEP) in 2003. There were two main results: an enhanced process as of 2000
to update hypertension management recommendations; and a separate
implementation approach that involved the Canadian College of Family Physicians (1-7).

Crucial to the process was an evidence-based grading scheme. A one-day training
program focused on how to develop recommendations and use the grading scheme,
and a Cochrane librarian helped topic subgroups develop systematic literature search
strategies (1). The process was also made more rigorous to reduce bias, in part by
having a review committee of methodologists interact with each topic group to ensure
the correct interpretation and application of evidence.

Recognizing that promoting implementation of the recommendations required different
expertise, a new committee developed the concept of “key messages” and discipline-
specific short summaries that featured what was most important to prevent and control
hypertension (8;9).

By design, CHEP was intended to evolve and increase its impact. The CHEP steering,

executive and central review committees operate now in conjunction with three task
forces aligned to a strategic plan described below.
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The CHEP Organizational Chart (10)

Steering Committee

Implementation

Organizational chart

Executive Committee

Recommendations
Task Force

Central Review
Committee
Outcomes

Research
' ‘ I Task Force

Task Force

Evidenced-Based Recommendations Task Force: Critically reviews the evolving
evidence base and develops detailed scientific documents to support the annual
updating of diagnostic and treatment recommendations. The clinical topic areas covered

are (11):

Office measurement of blood pressure
Self-measurement of blood pressure
Ambulatory blood pressure monitoring
Follow-up on patients with hypertension
Routine laboratory tests
Echocardiography

Lifestyle modification in hypertension
Adherence strategies for patients

Global cardiovascular risk assessment

Pharmacotherapy for hypertensive patients with cardiovascular disease (three
subgroups: coronary disease, heart failure, and stroke)

Pharmacotherapy for hypertensive patients without compelling indications
Endocrinological forms of hypertension
Renal and renovascular hypertension

Hypertension and diabetes

Implementation Task Force: Implementation of recommendations is a lead priority for

CHEP. The
messages,

CHEP executive develops and updates annually a set of five to eight key
a one page summary, a short five to six page clinical summary for primary

care, a short scientific summary for specialty audiences, and pocket summary of
recommendations. In addition six slide sets are produced to aid standardized education
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sessions highlighting 1) the background on why control of blood pressure is important to
health; 2) the methods CHEP uses to create, disseminate and evaluate
recommendations; 3) diagnostic, vascular risk and laboratory assessment; 4) treatment
of hypertension; 5) assessment of blood pressure using different techniques; and 6)
outcomes assessment of hypertension in Canada. Emphasis is placed on tailoring
resources to specific disciplines, with dissemination targeted to appropriate audiences
and with the interests of the disciplines represented within the CHEP processes for
recommendations development and their implementation. Recently the
Implementation Task Force has been realigned into interdisciplinary teams to assist in
updates and creating new resources.

Outcomes Research Task Force: Develops surveillance methodology, assesses the
treatment and control of hypertension, identifies management gaps, and evaluates
trends in the incidence and prevalence of hypertension and hypertension-related
complications. In 2003, it contributed to a rapid expansion of the surveillance and
monitoring efforts surrounding hypertension and hypertension related conditions, and
also assessed CHEP processes. (11;12).

The CHEP Strategic Plan 2006-2010 (10)

CHEP Strategic Plan 2006-2010

CRITICAL SUCCESS FACTORS

1. Create the infrastruc- 2. Ensure majority of 3. Estabish hyparten- 4. Ensure clear com- 6. Ensure percaived or
ture (human and finan- Heaith Care Profes- sion as a healthcare munication, roles & actual conficts of inter-
cial) to support CHEP's sionals are awarse of public priority responsibilities 85t do not undermine
initiatives and long term and complying with amongst HT organiza- CHEP's credibility
sustainablility published CHEP tions to avoid confict
guidslines given increasing funa-
ing requests from a
shrinking pot of funds

STRATEGIES

1. Develop a pian to 1. identify gaps & barri- 1. Raise the profile of 1. Work together to 1. Ensure ongoing
ensurs long term fund- 8rs to the exacution of CHEP with Public develop and communi- communication of
ing stability CHEP guidslinas Health & within relevant cate roles & rasponsi- CHEP's confiict of in-

CV organizations bilities and clear man- terest policy
2. Develop a strong 2. Devalop & dissemi- dates of specific or-
administrative support nate tailored guidelines 2. Develop comprehen- ganizations (CHEP, 2. entify and manage
office to those In practice, sive Canadian eco- CHS, BP Canads) potential confiicts of

those who teach, those nomic model for HT interest for CHEP
3. Examine CHEP in training and profes- 2. Hypertansion organi-
structure and ensure sional organizations. 3. Advocate to policy zations to coordingte
strong leadership makers the need to funding requests and
through the develop- 3. Ensure CHEP guide- incressa compliance plans to gain funding
mant of roles & respon- lines are responsive to with CHEP guideines
sibities. changsé in the culture
of care delivery 4. Link with partner

associations & Nationsl

Strategic plan to in-

crease importance of

HT with the public
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Since CHEP started, widening the target audiences for its recommendations and
implementation processes has been a goal. Nurses and pharmacists joined family
physicians on the steering, recommendations, implementation and outcomes
evaluations committees in 2006, ensuring that their needs are met and that the CHEP
processes are increasingly free of bias and potential conflicts of interest. (4;8;13).
Resources focus on a series of five to eight common messages on what is most
important to control hypertension. Primary healthcare associations through their
respective journals and annual meetings help disseminate standardized summaries of
recommendations to their members. Health care professionals as well as key regional
provincial and national organizations involved in healthcare and healthcare education
are sent updated CHEP materials annually. Since 2000, community-based hypertension
experts trained other educators in their midst at workshops about hypertension
management using standardized resources. More recently healthcare professionals and
people with hypertension have been able to register to receive automatic on-line
updates of CHEP material. The implementation process is more systematic and
extensive each year, using a range of dissemination media.

By 2006, two other parallel and mutually supportive programs had begun: targeting a
new audience — people with or at risk of hypertension, providing them with the
recommendations designed for healthcare professionals translated into lay language
plus developing — and broadly disseminating a wide variety of other resources for the
general public on how to prevent and control hypertension (14;15); and advocacy,
knowledge translation and research to inform government, the food industry, the public
and healthcare professionals on how to reduce dietary sodium (13). Supporting both
initiatives was a broad base of 28 Canadian healthcare organizations and over 50
volunteer healthcare professionals involved with Blood Pressure Canada.

The public education program developed short and long audiovisual aids on prevention
and management of hypertension and on home assessment of blood pressure.
Resources (written material and standardized slide sets) are available to healthcare
professionals for them to explain to the public the diagnosis and prognosis of
hypertension, how to develop a lifestyle management program and how to properly
measure blood pressure at home. Comprehensive and short summaries on hypertension
management and summaries of how to assess blood pressure at home are now annually
updated and a series of educational resources have been developed for people with
diabetes and hypertension. The recommendations to the public were also culturally
adapted and translated into four Indo-Asian languages, and could be adapted to other
ethnic groups, particularly those identified as most at risk e.g. A communications and
website committee oversees a broad dissemination of public-oriented resources
through healthcare professionals, directly to people with hypertension, into lay journals
and through a public website.

A national network of community-based interventions to prevent and control
hypertension was developed and regional meetings were held for this network across

99



Canada (Blood Pressure Canada Knowledge Exchange Network
[www.bpcommunityexchange.net). And in collaboration with the Public Health Agency of
Canada and Statistics Canada, Blood Pressure Canada developed a national survey on
the knowledge, attitudes and behaviours of Canadians diagnosed with hypertension
that was administered in 2009.

Another important initiative to which the CHEP has contributed is the national dietary
salt reduction initiative described in more detail in below.

Now in its 12" year, CHEP is a partnership of over 150 multidisciplinary hypertension
experts — healthcare professionals and health scientist volunteers from governments,
non-government organizations and health and scientific organizations. Organizations
that have assisted in disseminating recommendations are the Canadian Cardiovascular
Society, Canadian Council of Cardiovascular Nurses, Canadian Diabetes Association,
Canadian Pharmacists Association, Canadian Public Health Association, Canadian Society
of Internal Medicine, Canadian Society of Nephrology, College of Family Physicians of
Canada, Dietitians of Canada, Heart and Stroke Foundation of Canada (and provincial
Heart and Stroke Foundations), Kidney Foundation of Canada, Canadian Association
Cardiac Rehabilitation, Canadian Heart Failure Network, Canadian Medical Association,
Canadian Nurses Association, Canadian Stroke Network as well a the Public Health
Agency of Canada and several provincial government programs. The Canadian Institute
for Health Research (for circulatory and respiratory health), the Public Health Agency of
Canada, the Heart and Stroke Foundation of Canada and the pharmaceutical industry
have provided unrestricted grants and funding.

“CHEP remains the premiere example of Knowledge to Action as it takes new
evidence from inquiry to synthesis to a full set of implementable
recommendations each year. Further, these recommendations are adapted into
tools for patients and providers with feedback sought to improve the process in
the following year’s cycle. Finally, the impact of CHEP is monitored with the
Outcomes Research Task Force, integrating national and provincial
administrative databases with methodological and statistical expertise.”

CHEP Program Report 2010 (16)

Key success factors of the CHEP have been summarized as follows:

e Focus on primary health care professionals

e Well organized hypertension organizations.

e Annual review of the program function with resulting evolution of the program.

e Gradual annual expansion of the program.

¢ A funded leadership position — Canada Chair in Hypertension Prevention and Control.

e A large and increasing group of committed healthcare professional volunteers and health
care organizations.

e Paid professional support staff for the program.
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¢ Increasing government and non-governmental organization financial and policy support.

e Use of outcomes assessment to guide the development of education interventions and to
facilitate policy change and resource allocation.

Lessons Learned

Address the important care gaps identified by surveys

In 2000 when the annual hypertension recommendations process started, several key
messages were emphasized based on the most important clinical care gaps found
through the Canadian Heart Health Survey (17;18) . Lack of awareness of the diagnosis
of hypertension in the CCHS resulted in CHEP’s first main message to healthcare
professionals — 1) — assess blood pressure in all visits. The observation that 90% of adult
Canadians had other cardiovascular risks led to main message 2) — assess fasting lipids
and glucose and 3) — emphasize lifestyle change in all hypertensive people (17).
Treatment recommendations were simplified to emphasize 4) —target blood pressures
and 5) — the need to combine antihypertensive drugs to achieve the targets to address
the observation that over 1/3rd of those diagnosed with hypertension were not treated
with drugs and that 2/3rds of those treated with drugs had uncontrolled blood
pressures. Subsequently, addressing non-adherence to therapy became a key message.

The largest gap seemed to be in knowledge translation, hence a focused and systematic
approach began to get the hypertension recommendations into usable formats to
healthcare professionals (1;8;19). These same messages have been repeated each year
in all dissemination resources while surveillance data have simultaneously tracked
improvements in these parameters.

Develop themes to close the care gaps

Themes were developed each year to emphasize a specific and important care gap
identified by hypertension surveillance and/or for new recommendations to address
previously identified care gaps. Working on a theme fostered a more complete
discussion of its importance to clinical care in a given year and in later years, included
developing specific tools and resources to improve uptake of messages. Often media
releases were used to enhance uptake of a theme. The themes selected over the last
decade are listed below:

e 2000 —the new hypertension recommendations development and implementation
process was emphasized.

e 2001 —the need to combine medications to achieve blood pressure targets and to
discourage the switching of first line therapies, based on the Nova Scotia survey that
demonstrated that a reduction in blood pressure control was associated with an
increasing reliance on single drug therapies (20).

e the combined years 2002 and 2003 — diuretics as a key first line therapy among therapies
proven to reduce vascular events.
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e 2004 — global risk assessment and lifestyle change recognizing surveys showing a very
high proportion of Canadians with hypertension were at high cardiovascular risk (21-24).

e 2005 — expedite the diagnosis of hypertension using home and ambulatory blood
pressure monitoring to make diagnosis simpler and improve the awareness of the
diagnosis (25;26).

e 2006 — improving adherence to therapy (27) addressing the gap in hypertension control.
(Survey data have been used to document improvements in adherence (28-30).)

e 2007 — high dietary sodium in Canadians based on the fact that 20% of adult Canadians
had hypertension and that the vast majority of Canadians consume excess sodium
(31;32).

e 2008 — home assessment of blood pressure to improve awareness and control of
hypertension and the 2007 dietary sodium theme extended (33).

e 2009 — controlling blood pressure in people with diabetes based on the 2008 Ontario
blood pressure survey that demonstrated that people with diabetes who are at high
cardiovascular risk had substantially lower rates of hypertension control (34;35).

e 2010 — knowledge translation and how to access hypertension recommendations in
response to a knowledge assessment survey of primary care providers (unpublished) that
showed many were not aware of key messages and the CHEP recommendations (36).

Disseminate knowledge

Below are the resources that CHEP provides for healthcare professionals and people
with hypertension for them to stay informed of the current recommendations to
prevent and control high blood pressure (37):
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Table 1: Healthcare Professional
Resources*

Documents

CHEP primary care booklet. Brief outline
of hypertension management
recommendations in a pocket booklet
form

Key messages. The major 5 actions
required by health care professionals to
prevent and control cardiovascular
disease in people with hypertension.

One page summary. A one page
summary of the CHEP theme, key
messages and new recommendations.

Short clinical summary. A brief narrative
clinical summary of the current CHEP
theme and recommendations with an
emphasis on what is new and what is
important. Tables summarize key aspects
of hypertension care.

Short scientific summary. A brief
narrative summary of what is new and
what is important with an emphasis on
the scientific basis for the
recommendations. Tables summarize
key aspects of hypertension care.

CHEP specialist booklet. Contains the
short scientific summary and the exact
CHEP recommendations in a pocket
booklet format

Full scientific manuscripts. Detailed
manuscripts that indicate the exact CHEP
scientific recommendations for the
management of hypertension with their
scientific rationale.

Power Point® Slide sets

Public education slide set: A slide set that
is intended to be used to develop a
general talk on hypertension to a public
and/or patient audience.

Background slide set. A slide set that
contains information on the health risks

of hypertension and key therapeutic
interventions.

Methodology Slide set. A slide set that
outlines the methods CHEP uses to

develop it recommendations as well as
the key messages and theme for 2011.

Diagnostic Slide set. A slide set that
outlines the diagnostic recommendations
of CHEP as well as the key messages and
theme for 2011.

Treatment Slide Set. A slide set that
outlines the treatment recommendations
of CHEP as well as the key messages and
theme for 2011.

Blood Pressure Measurement. A slide set
that outlines the measurement
recommendations for blood pressure and
includes advice on office, home and
ambulatory blood pressure.

Outcomes Slide set. A slide set that
outlines the various surveillance methods
used by CHEP as well as key outcomes
associated with CHEP. Ongoing
hypertension management gaps are
featured.

Hypertension resources. A new slide set
that outlines what Canadian hypertension
resources are available

What new slide set: A slide set that
focuses on what is new for this year and
what is old but still important.

Website resources

www.hypertension.ca] to download

current resources for health care
professional and patients and to sign up
to be regularly updated on new and
updated resources for health care
professional and patients and educational
opportunities for health care
professionals

o [www.lowersodium.cal for educational

resources for health care professionals
and patients on dietary sodium
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Dietary Sodium Resources

e A short scientific summary of the
importance of reducing dietary sodium
with advice on how to reduce dietary
sodium

¢ A scientific summary of the evidence for
lowering dietary sodium

e Key messages on the importance of
lowering dietary sodium with brief
intervention advice

Dietary Sodium Power Point® Slide Sets

¢ Scientific and clinical slide set: A slide set
intended to be used to develop a talk for
a clinical or scientific audience

e Public sodium Slide set: A slide set that is
intended to be used to develop a talk on
dietary sodium to a public and patient
audience on hypertension

e Sodium Quiz

Health care professional resources can be
downloaded from|www.hypertension.ca
and[www.lowersodium.caland people
who sign up atfwww.hypertension.ca|will
be automatically notified when resources
are updated or newly developed.
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Table 2: Resources for Canadians who
have hypertension

Documents, Powerpoint® slides and
DVDs

Brief public hypertension
recommendations. A 3 panel one page
brochure that summaries hypertension
and its management to people who have
hypertension or are at risk. The summary
is based on the 2011 CHEP health care
professional management
recommendations.

Public hypertension recommendations. A
4 page pamphlet of hypertension and its
management to people who have
hypertension or are at risk. The summary
is based on the 2011 CHEP health care
professional management
recommendations. The 2007
recommendations are available in 4 Indo
Asian languages and cultural translations.

Hypertension in Diabetes. A 4 page
pamphlet of hypertension and its
management for people who have
hypertension and diabetes. The
summary is based on the CHEP health
care professional management
recommendations.

How to Measure your Blood Pressure at
Home. A 1 page summary of how to
purchase and use a home measurement
device.

Home Measurement of Blood Pressure.
A more detailed 4 page summary of how
to purchase and use a home
measurement device.

Measuring blood pressure the right way.
A poster and small card that visually
outlines the key steps to measuring blood
pressure properly at home.

Home measurement DVD. A DVD that has
a short and longer summary of how to
measure your blood pressure at home as

well as how to purchase and use a home
blood pressure measuring devices.

Public Education DVD (‘Hypertension: the
Silent Killer’). A short and longer
summary of hypertension on DVD for the
public or those with or at risk of having
hypertension.

Brief Action Tool. A set of 3 tools to be
used by a health care professional
educator to engage a patient more fully
in his/her care. Action tool 1 takes about
4 minutes to complete. It defines BP,
why a patient needs to be concerned if
s/he has High BP, and the risks of
hypertension. Action Tool 2 takes 10
minutes and basically motivates a patient
to think about changing his/her lifestyle.
Action Tool 3 takes 7 minutes to
complete. It talks about home
measurement & recording of BP, as well
as information on BP medication.

Public Education Hypertension Slide set.
A slide set that is intended to be used by
a knowledgeable health care professional
in developing a presentation on
hypertension to the public or people with
hypertension.

Dietary Sodium

¢ Slides set for Public Education. A slide set

that is intended to be used by a
knowledgeable health care professional
in developing a presentation on dietary
sodium to the public or people with
hypertension.

Get the facts on sodium Brochure. A one
page summary of the importance of
reducing dietary sodium and the key
messages to reduce dietary sodium.

A Short Summary about dietary sodium
for public awareness. A very short
summary of why reducing dietary sodium
is important and how to reduce dietary
summary.
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+ Healthy Eating for your Blood Pressure: A
more detailed summary of why it is
important to reduce dietary sodium and
how to reduce dietary sodium for the
more interested consumer.

CHEP Citations 2011:

On behalf of CHEP: Drouin, D. et al.: 2011
Update of the Canadian Hypertension
Education Program. Heart & Stroke

Foundation.
e Quiz: Ashort series of questions and - The Newsletter of I’Alliance québécoise pour
answers for people to use to test their la Santé du Coeur. Vol 14, No 2, Summer
sodium knowledge. It is in Power Point® 2011. Booklet 8p.

- Summary of the recommendations, Vol 14,
No 2, Summer 2011. Special Insert 2p.
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* [www.myBPsitejca: To join a hypertension  |ycoeur.php]

association and be regularly updated on

hypertension resources and material that ~ Pour le PECH: Drouin, D. et al.: Mise & jour du

is available. Programme Educatif Canadien sur
I’'Hypertension. Fondation des Maladies du
Coeur. Les actualités du Coeur,

format for use in talks.

o http://hypertension.ca/bpc/resource-
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