
If you have a stroke and survive the first
month, your likelihood of dying in the first
year after the stroke is about 10%,1 and

your risk of having a second stroke in the next
10 years is 43%.2 Treatment of elevated blood
pressure reduces the risk of recurrent stroke by
30%.3 Despite this major benefit, we as health
professionals don’t seem to be delivering that
treatment adequately.1 According to the Public
Health Agency of Canada, about 38 000 Cana-
dians have a stroke each year, with 80% surviv-
ing the acute event.4 The level of inadequate
secondary prevention may be leading to an
excess 1500 strokes and numerous deaths per
year. The CMAJ article by Kerry and col-
leagues5 shows that, despite the most intensive
efforts of multiprofessional teams, we don’t
seem to be able to control blood pressure ade-
quately in large numbers of people who have
survived stroke. Stroke is the second leading
cause of death globally,6 which means this
problem has major consequences for millions
of people.

Elevated blood pressure is a risk factor for
stroke. However, blood pressure is a physiologic
variable that is difficult to measure accurately, is
not symptomatic unless very high and is difficult
to control. Sixty-seven years after the death of
former US president Franklin D. Roosevelt from
uncontrolled hypertension, we are still trying to
deal with this problem. During that time, we
have eradicated smallpox, nearly eradicated
polio and discovered treatments for HIV/AIDS,
and yet hypertension remains stubbornly difficult
to control. The discovery of diuretics, calcium
channel blockers, β-blockers, angiotensin-con-
verting-enzyme inhibitors, angiotensin receptor
blockers and α-blockers as hypertension treat-
ments have made control much more attainable. 

Reasons for poor control of blood pressure
involve both patients and health professionals.
They include the individual response to antihy-
pertensive medication,7 adverse effects of med-
ication that may affect 20% of people,8 and the
fact that only two-thirds of patients recently

diagnosed with hypertension may be prescribed
antihypertensive medication despite the use of
clinical decision support systems.9 Health profes-
sionals’ knowledge of practice guidelines10 may
also be a factor. However, I believe that most
health professionals know the evidence about the
benefits of blood pressure control after stroke or
transient ischemic attack, and the important lack
of knowledge is probably about the specific ben-
efit or harm the individual patient is likely to
have. The epidemiologic evidence for benefit
and risk is clear, but this does not mean that
every patient gains benefit or that every patient
sustains harm.

It may be slightly unusual to use a trial that
did not show clear benefit of the intervention as a
springboard for the promotion of personalized
medicine. A physician has to make a diagnosis,
evaluate the prognosis, identify therapeutic
options and then share those with the patient.
Making an accurate prognosis for a sick individ-
ual is difficult. The unknown elements of the
prediction models include genomic and epige-
netic information, and for most problems that
information will not be available for a few years.
This leads to some uncertainty when dealing
with individual patients, which is the reason that
guidelines are just guides.

There are no simple solutions, but for stroke
survivors, the article by Kerry and colleagues5

shows there is a need for us to do more. The
authors’ trial was comprehensive and well done,
in a population at high risk of recurrent stroke,
and yet it did not show any benefit. We await the
results of the Preventing Recurrent Vascular
Events in Patients with Stroke or Transient
Ischemic Attack (PREVENTION) study, the
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• Stroke survivors are at high risk of recurrent stroke.

• Uncontrolled blood pressure is a major risk factor for recurrence of stroke.

• Controlling blood pressure is difficult to do in practice.

• Better awareness of this issue in primary care may be a start.

Key points

All editorial matter in CMAJ represents the opinions of the authors and not necessarily those of the Can adian Medical Association.

© 2013 Canadian Medical Association or its licensors CMAJ, January 8, 2013, 185(1) 11

See related research article by Kerry and colleagues on page 23 and at www.cmaj.ca/lookup/doi/10.1503/cmaj.120832



only ongoing study in Canada that is addressing
prevention of recurrent stroke in patients with
hypertension.

We can adopt a very formulaic safety-check
process for all survivors of stroke and transient
ischemic attack, or we can carry on with the per-
sonalized approach that seems at the moment to
be failing. Perhaps patients leaving the stroke
unit could be given a prescriptive checklist to
take to their primary care provider. Even this
approach needs testing. Normally, I dislike the
phrase “more research is needed” at the end of a
research paper. However, when this many people
are having a recurrent stroke, perhaps Canadians
expect funding of more trials. 

In the meantime, in the practice where I work,
I will discuss with my colleagues how we might
first identify all patients with a history of stroke
through our electronic medical records and then
run an audit on their blood pressure. I suspect we
will identify a few patients with elevated blood
pressure. Perhaps we could put alerts in their
records to remind us at least of the risk associ-
ated with elevated blood pressure in these pa -
tients. We don’t have a simple solution, but this
will at least make us more aware.
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