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Abstract

Older patients with hypertension are at a higher risk of cardiovascular events compared

to younger adults but are also more vulnerable to the adverse effects of blood pressure

(BP) lowering. Frailty is an important predictor of vulnerability to such adverse events,

and age alone may not best reflect underlying risk. Therefore, an individualised

approach to management of hypertension in the older person is required. Such an

approach requires knowledge of frailty, the physiology of hypertension and ageing and

a contextual understanding of best evidence. Management needs to be holistic and take

account of the older person’s care needs, wishes and priorities. This review describes

physiological considerations and current guidelines and best practices regarding BP low-

ering in older people and highlights areas with paucity of evidence. A proposed and

testable approach to managing hypertension in the older person (≥70 years) is

discussed.

Introduction

Hypertension is an important modifiable cardiovascu-

lar risk factor in older people. In Australia, the pro-

portion of those ≥75 years who report a diagnosis of

hypertension is 42%.1 Research suggests that hyper-

tension is undertreated in some older patients, but in

some who may be more vulnerable to the adverse

effects of blood pressure (BP) lowering, treatment is

overprescribed.2

This narrative review summarises evidence regarding

the safety and efficacy of BP lowering therapy in older

people. This review first describes physiological consider-

ations for BP lowering relevant to the older patient, such

as frailty and arterial stiffening, which may not correlate

well with chronological age. It then discusses the poten-

tial benefits of BP lowering for cardiovascular events and

dementia, the adverse effects of BP lowering, and cur-

rently recommended BP targets in older people,

highlighting where there is a lack of clear evidence.

Finally, a proposed and testable approach to managing

hypertension in the older patient (defined as ≥70 years)

is discussed.

BP and ageing: physiological changes

Systolic blood pressure (SBP) increases from middle age,

while diastolic BP decreases.3-5 This is due to stiffening of

the arteries owing to gradual replacement of elastin with

collagen, as well as other changes that occur with ageing

and in some diseases.3 In normal physiologic circumstances

(such as in a young adult), the large arteries, especially the

aorta, create a reservoir effect, expanding and holding

blood during cardiac systole and contracting and projecting

blood forward during diastole, resulting in even BP

throughout the cardiac cycle (normal pulse pressure).6

However, in older people, when the large arteries are

affected by stiffening, the aortic reservoir cannot expand

and store as much blood; therefore, a higher pressure is

reached during systole, and pressure is lower during dias-

tole due to the lack of blood flow from the reservoir during

diastole (widening pulse pressure, see Fig. 1).6

It is for this reason that isolated systolic hypertension is

common among older patients, while diastolic hypertension

is uncommon, and why the range of pulse pressure is wider

in older adults on average compared to younger adults.4

Systolic hypertension is a stronger risk factor for adverse car-

diovascular outcomes compared to diastolic hypertension.4

Postural hypotension is also associated with older age7 due

to these haemodynamic changes but also due to bluntedConflict of interest: None.
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baroreceptor responses that occur with ageing.8 Such

patients may also suffer from supine hypertension, which

can make optimising their BP very challenging.9

Frailty

Frailty is a syndrome of age-related multi-organ dysfunc-
tion that renders a person more vulnerable to stressor
events.10,11 Fried’s criteria comprise weight loss, self-
reported exhaustion, grip strength, walking speed and

physical activity,11 whereas Rockwood et al. defined
frailty using functional status, such as requiring assis-
tance for daily activities10 (Table 1). Geriatricians have
long been aware of the association between antihyper-
tensive therapy and fall risk in frail older people.13 How-
ever, cardiovascular events are also a highly undesirable
outcome for many older people, and quantifying the
benefit of antihypertensive therapy compared to the risk
is challenging and likely to be modified not only by age
but degree of frailty.14

Among octogenarians and older, the prevalence of
frailty may be as high as 50%, but this is by no means
universal.10 Age-related changes in BP occur gradually
from middle age but are modified by comorbid condi-
tions affecting arterial stiffening like diabetes, obesity
and prior cardiovascular disease.3,5 This means that
using age alone to study the benefits of BP lowering has
significant limitations, given that individuals of the same
age may have markedly different cardiovascular risks
and susceptibility to adverse effects of BP lowering. In
addition, the definition of an older person is changing.
The age of retirement is transitioning from 65 to 70 years
in many countries, including Australia, reflecting that
adults are increasingly able-bodied through their 60s,
thanks to increasing life expectancy and reduced disabil-
ity.15 Due to such changes, there is substantial variation
in the definition of older age among studies,16,17 which
makes understanding the effect of age on BP lowering
more difficult. Given that individuals of the same age
often vary markedly in their degree of frailty, frailty
measures may be more useful for stratifying individuals
at higher risk of adverse effects of BP lowering than
purely age-based criteria.

Figure 1 The aortic reservoir.

Table 1 Rockwood clinical frailty Scale12

Category Summary Description

1 Very fit Robust, active, energetic, exercise
regularly

2 Well No active disease symptoms but less fit
than category 1

3 Managing well People whose medical problems are
well controlled but who are not
regularly active beyond routine
walking

4 Vulnerable While not dependent on others for
daily help, symptoms often limit
activities

5 Mildly frail More evident slowing, need help in
higher order activities of daily living

6 Moderately
frail

Need help with all outside activities and
keeping house inside. May need
bathing assistance

7 Severely frail Completely dependent for personal
care

8 Very severely
frail

Completely dependent and
approaching the end of life

9 Terminally ill Life expectancy <6 months, may be
otherwise non-frail
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BP lowering for primary prevention in
older people

For reasons already discussed, older people are at a
higher risk of cardiovascular events than younger
adults,4,18 but they may also be at higher risk of adverse
outcomes related to BP lowering,19,20 including falls21

and mortality.20 There is also evidence that maintaining
BP in ranges considered normal in younger adults might
be associated with harm in older people. Douros et al.
performed a cohort study of an older general population
sample with treated hypertension and found that those
people ≥80 years who had SBP <140 mmHg had a
higher risk of mortality and cardiovascular events, but
this was not seen in those 70–79 years.22 Masoli et al.
performed a large prospective observational study in pri-
mary care patients ≥85 years with moderate to severe
frailty and found that SBP <130 mmHg was associated
with higher mortality, which contrasted with findings in
younger and non-frail patients.17 Finally, Kremer et al.
found similarly in their cohort study that frailty was an
effect modifier on the association between BP and mor-
tality, such that SBP ≥130 mmHg was associated with
lower mortality in frailer patients.14

These cohort studies can be affected by measured and
unmeasured confounders, which can affect the validity of
results. Furthermore, low BP might be a marker of outcome
events in some of these studies rather than being causally
related. There have been some randomised controlled
trials (RCTs) of BP lowering for primary prevention in older
people, such as the Hypertension in the Very Elderly Trial
(HYVET).23 HYVET showed that BP lowering with
indapamide compared to placebo was effective for cardio-
vascular risk reduction in those ≥80 years, but mean
achieved SBP in the treatment group was 146 mmHg com-
pared to 161 mmHg in the placebo arm.23 This raises the
question of whether a more intensive BP target could be
beneficial in older people.
The more recent Systolic Blood Pressure Intervention

Trial (SPRINT) provided some evidence in primary pre-
vention that intensive BP lowering (achieved SBP
<120 mmHg) may be safe and beneficial in older people
(mean 79.9 years).24 In this study, intensive BP lowering
reduced cardiovascular events (relative risk (RR): 0.66,
95% confidence interval (CI): 0.51–0.85) over 3 years
but did not appear to cause a higher rate of serious
adverse events, injurious falls or hypotension in people
aged ≥75 years.24 However, although the authors per-
formed an adjusted analysis using frailty scoring, the
degree of frailty in the study sample was low,25,26 which
means the findings may not be generalisable to those
with greater degrees of frailty. Furthermore, those with
previous stroke, dementia and heart failure were

excluded from the study, as were those with standing
SBP <110 mmHg, further limiting generalisability to
many older patients.24,27 Finally, the specific method of
BP assessment in SPRINT was likely to have under-
estimated BP compared to other trials.24,27

Age-based subgroup analyses of other RCTs have also
been conducted to investigate the efficacy and safety of
BP lowering in older participants, but these studies have
limitations, such as not measuring important outcomes
like falls,28 separating subgroups into broad age groups
such as below and above 65 years, which limits their
generalisability to older patients,16 or having low num-
bers of older people,29 which limits our ability to draw
conclusions regarding such older subgroups.

BP lowering for secondary prevention
in older people

RCT evidence for BP lowering in secondary prevention in
older people is also lacking, given many with pre-existing
cardiovascular disease have been excluded from studies
such as SPRINT.24 We recently performed a meta-analysis
of trials of BP lowering in patients with previous stroke
and found that those ≥80 years old did have a higher risk
of hypotensive symptoms (RR: 2.17, 95% CI: 1.22–3.86)
but not falls or serious adverse events.30 However, the
mean extent of BP lowering was small (SBP 5.6 mmHg),
and frailty data were not available. The International
Verapamil SR Trandolapril Study (INVEST) trial authors
examined a sample of patients over 50 years of age with
hypertension and known coronary disease,31 randomised
to either verapamil- or atenolol-based therapy. The
authors performed an age-based subgroup analysis and
found that for the primary outcome (mortality and/or car-
diovascular events), achieved SBP plotted against this out-
come showed a ‘J’ shaped curve for those aged ≥70 years,
but not for younger patients. Those ≥70 years had a nadir
of benefit of around 140 mmHg, with increasing risk of
the primary outcome with BP lower than this.31 Given
that those older people with pre-existing cardiovascular
disease may be more vulnerable to the adverse effects of
BP lowering, and that such disease is common in this
group, more evidence for BP lowering in secondary pre-
vention in older people is needed.

Guidelines for BP lowering in older
people

Guidelines, including the 2016 Australian National Heart
Foundation (NHF) guidelines, provide differing and
often conflicting advice regarding BP lowering in older
people.27,32 In 2021, Bogaerts et al. reviewed 34
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guidelines, including American Heart Association (AHA)
and National Institute of Health and Care Excellence
(NICE) guidelines, for the management of hypertension
in older people and found that many of these offered dis-
tinct advice for older people and for those who may be
frail,33 illustrating a lack of clear evidence for BP targets.

The 2019 NICE guidelines recommend targeting BP
<150/90 mmHg in those over 80, individualised decision-
making for those with frailty or multimorbidity,34 and mea-
suring standing as well as seated BP in individuals
≥80 years and treating hypertension based on standing
BP, due to concern regarding postural hypotension in
older individuals.34 In the 2017 AHA guidelines, a cautious
approach to BP lowering in frail older adults is
recommended,35 and in the European Society of Hyperten-
sion (ESH) guidelines, individualised BP targets based on
physical function rather than age alone are recommended
in frail patients ≥80, but if well tolerated, a target SBP
<140 mmHg but not less than 130 mmHg.36 Within Aus-
tralia, the NHF guidelines also suggest a target of
<140/90 mmHg for all patients regardless of age. However,
the authors of NHF and ESH guidelines cite the SPRINT
study as evidence of the safety of BP lowering in older
people,32,36 but as stated, there are some significant limita-
tions regarding the generalisability of this study to frail
older people or those with some comorbidities, and there-
fore the differences between these guidelines may be due
to reliance on interpreting the results of this single study.

Emerging evidence: hypertension and
dementia

The prevalence of dementia is increasing due to popula-
tion ageing, and dementia-related healthcare costs are
predicted to double by 2056.37 Potentially developing
dementia is also an important health concern for many
older people.38 Hypertension has been associated with
the risk of dementia in observational studies,39,40 identi-
fying it as a potential target for dementia risk reduction.
The SPRINT-MIND study examined participants in the
SPRINT study and did not find that intensive BP lower-
ing reduced the incidence of dementia,41 although it was
associated with less hippocampal atrophy.42

Peters et al. examined SPRINT-MIND and seven RCTs
of BP lowering in a meta-analysis and did not find a sta-
tistically significant association between BP reduction
and a lower risk of dementia (RR: 0.93, 95% CI: 0.86–
1.00, P = 0.07).43 However, trials in which BP was
lowered to a greater extent had a lower point estimate,
which indicated that benefit might only be seen with
higher degrees of BP lowering (≥10 mmHg). Hughes
et al. also recently examined 12 trials (92 135 partici-
pants) including SPRINT-MIND and the recent Heart

Outcomes Prevention Evaluation (HOPE-3) study44 and
found that BP lowering was associated with a reduced
risk of dementia, in a sample of mean age 69 years,
followed up for a mean of 49 months (OR: 0.93, 95%
CI, 0.88–0.98).45 However, in many of these trials, the
extent of BP lowering was low or the achieved BP con-
trol in the comparison group was poor. More recently,
Dallaire-Theroux et al. performed a meta-analysis of
RCTs for primary prevention and found that intensive
BP lowering in older adults (17 396 adults, mean age
65 years) was not associated with a reduced risk of
dementia or cognitive impairment but was associated
with a lower risk of cerebrovascular events.46

Overall, BP lowering may have a role in dementia risk
reduction, but BP targets are unclear. Furthermore, brain
changes associated with dementia have been shown to
start occurring in middle age.47 Given the substantial
variation in mean age within these trials,45 it is still
unclear as to when in life BP lowering might be effective
for dementia risk reduction.

Approach to therapy in older people

In those older people who have a degree of frailty or poly-
pharmacy which is impacting on their quality of life, the
OPtimising Treatment for MIld Systolic hypertension in
the Elderly (OPTiMISE) trial provides some evidence that
reducing antihypertensive burden may have little effect on
BP control.48 The authors examined a sample of older
people with a moderate degree of frailty, with SBP
<150 mmHg on two or more agents. They found that over
12 weeks, the SBP in the experimental group was
134 mmHg on average compared to 131 mmHg in the
control group, suggesting that such a reduction might be
safe. However, evidence for long-term effect of this on car-
diovascular risk is unclear.49 Therefore, in those older peo-
ple with polypharmacy, reducing or ceasing
antihypertensive with subsequent regular monitoring of
BP may be safe, but potential risks of doing so should be
discussed with the patient or medical decision maker.

With regard to choice of medical therapy, the ESH guide-
lines recommend first-line treatment with angiotensin-
converting enzyme (ACE) inhibitor or angiotensin receptor
blocker (ARB) and suggest not commencing dual agents in
frail older people.36 However, these may not be optimal for
all older people as some may have comorbidities that
inform choice of therapy. For example, an older person
with atrial fibrillation might warrant a beta blocker as
first line for hypertension, whereas in certain patients with
chronic kidney disease, ACE/ARB might be best avoided.

Considering the aforementioned evidence, a proposed
and testable framework for managing hypertension in the
older person (defined here as ≥70 years) with
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hypertension is shown in Figure 2. This framework is pro-
posed here with the intention that its potential utility be
examined in future studies. This approach includes a clini-
cal assessment of frailty, using the Rockwood Frailty
Scale12 (Table 1) to determine extent of frailty. An older
patient with no significant frailty may benefit from more
aggressive BP lowering for cardiovascular risk reduction.
In the SPRINT study, frail patients were included, but such
people only had a mild degree of frailty.25 However, such
patients appeared to tolerate and benefit from intensive
BP lowering.24 Therefore, for more robust older people, an
approach similar to the NHF guidelines is recommended
in Figure 2, with a suggestion that more intensive BP con-
trol could be sought in some patients. In such non-frail
patients, lifestyle changes may also be beneficial.50 Current
guidelines recommend limiting alcohol intake to <14 units
per week, reducing salt intake to <5 g per day, smoking
cessation, weight loss to avoid obesity and moderate aero-
bic exercise of ≥30 min per day.34,36

In those who have a degree of frailty (Rockwood Frailty
Scale ≥ 4), it may be beneficial to undergo geriatric assess-
ment, if accessible, which has been shown to improve
mortality and function.51 Comprehensive geriatric assess-
ment involves a thorough assessment, and considers all
the patient’s medical problems together, in an indivi-
dualised approach, although it has not been specifically
studied with regard to hypertension management. This

approach often involves deprescribing some medications,
while commencing others.51 When prescribing medication
for frail older people, we must consider that frailty
increases mortality risk and therefore reduces life expec-
tancy.10 Therefore, in treating a person with greater frailty,
absolute risk must be considered rather than only relative
risk,52 as the adverse outcomes that are to be averted usu-
ally have a low absolute risk over one year, but absolute
risk is rarely reported in studies.53 Given that the benefit of
antihypertensive therapy in such people may be unclear,
management should include discussing their priorities and
values and adopting shared decision-making. Frail older
people often prefer not to receive treatment aimed purely
at prolonging life expectancy.54 They may be concerned
about issues such as high pill burden, and, if offered, they
and their families may choose to prioritise those medica-
tions aimed at symptom control, such as analgesia, rather
than those aimed at reducing cardiovascular risk.
If hypertension is to be treated, patients may warrant

regular check-ups with their general practitioner to
monitor BP and for adverse effects such as falls and elec-
trolyte abnormalities. Discussions should be had as to
whether such monitoring is feasible or desirable given
limited mobility and access to services for some older peo-
ple. The approach outlined in Figure 2 suggests that, in
those with a degree of frailty, the least frail may benefit
from BP lowering therapy to a more modest target

• Target BP <140/90mmHg
• Consider non-pharmacological as well as

pharmacological interventions
• In those with high cardiovascular risk, or where a 

patient wishes to lower their cardiovascular risk as 
much as possible, target BP <120/80mmHg could be 
considered, monitoring for adverse effects. Evidence 
for the benefits of such a target comes from a single 
trial and applies to primary prevention only

For comprehensive geriatric 
assessment if accessible

Yes No

• A symptom-focused approach to 
care should be discussed, with 
consideration of cessation of BP 
assessment and management

• If therapy is to be continued, 
consider whether dose or pill 
burden reduction may be 
beneficial

• Consider treating BP to a more modest 
target (150/90mmHg)

• Watch carefully for adverse effects
• Use a single agent at the lowest dose 

initially
• Non-pharmacological approaches can 

also be considered. 
• Regular medical follow-up is 

recommended. 

Yes No

Older person (≥70 years)

Rockwood Frailty Scale ≥4

Rockwood Frailty Scale ≥7

Figure 2 An approach to the man-

agement of hypertension in older

people based on frailty.12
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(150/90 mmHg), watching carefully for adverse effects. A
single agent should be used initially, at close to the lowest
dose available.36 For those with a greater degree of frailty
(Rockwood Frailty Scale ≥ 7), aforementioned discussions
should occur with consideration for avoidance of antihy-
pertensive therapy, given the lack of evidence for the ben-
efit of BP lowering therapy in this group.

Conclusion

Hypertension in the older person should be managed
using an individualised approach. Considered alone,
age is not a good indicator of the risk of adverse

effects of BP lowering, given heterogeneity with
regard to the extent of frailty. Evidence is lacking with
respect to appropriate BP targets in older people, and
geriatric assessment is recommended for frail older
people in whom antihypertensive treatment is being
considered.
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