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Aim:  To report the prevalence of hypertension and the rate of blood pressure on target among patients with 
high-risk coronary heart disease (CHD) in Europe. 

Methods:  Population inclusion criteria were high-risk CHD patient, from any country in Europe. Studies were included if they 
reported percentage of the population that had established hypertensive disease. Searches were carried out with a 
date limit of 2010 for publication. Studies were excluded for the following reasons: data from many countries which 
could not be separated, and data presented was from a source already used. 

 The outcome of this report was percentage of population with hypertension and the percentage off efficient 
blood pressure control among it. Baseline data within studies were used. Data extraction included, percentage of 
hypertension, percentage of blood pressure at target, main cardiac profile of population, dates of data collection and 
countries of data origin. In papers where data was divided into groups these were merged. Excel was used to derive 
average per country from all sources.  

 Hypertension was defined as arterial blood pressure >140/90mmHg (for diabetic patients, blood pressure >140/80 
mmHg) [1,2]. The blood pressure target was defined as: <140/90 mmHg, and <140/80mmHg for diabetics [1]. 

Sources:  EUROASPIRE V survey hospital arm, SURF registry and eight other articles were used in the analysis [1-12]. The 
majority of studies included patients with established coronary artery disease diagnosis. The hospital arm of 
EUROASPIRE V included patients treated with elective PCI or CABG and patients with ACS (STEMI/NSTEMI treated 
with PCI or CABG, and UA during index hospitalization) as presented by De Bacquer at EuroPrevent 2018 [3]. The 
SURF registry included outpatients with defined CHD (previous PCI/CABG, ACS or stable angina established on the 
basis of functional or imaging tests) [4]. Results of national registries which were used also concerned patients with 
established CHD [5-12]. 

 The studies included different ranges of study period, with the longest periods from 1987 to 2011 [9], followed by data 
from 1995 to 2015 [7], from 1996 to 2008 [5], from 1997 to 2011 [10] and between 2001-2013 in AGNES registry [12]. 
Narrower time ranges of observation were 2000 – 2008 [6], 2003 – 2009 [11], 2011 – 2014 [9] and 2012 – 2013 [4].

Results:  Data from 30 different countries in Europe was available, 10 countries had data from two sources, 20 countries had 
data from one source.

 Taking the percentages from all sources and all countries, overall mean prevalence of hypertension was 50.27±13.35% 
(median – 47%) and ranged between 37.0% in Greece and 88.9% in Russia. The overall mean percentage of 
hypertension across the main studies was the highest in SURF the 73.05%, while in the EURASPIRE hospital arm the 
average was 45.8%. Substantial differences between reported values were noted for Russia (88,9% – SURF, 36% 
– EUROASPIRE V hospital arm), Italy (72,8% – SURF, 36% – EUROASPIRE V hospital arm), Belgium (68,6% – SURF, 
44% – EUROASPIRE V hospital arm), Romania (75,5% – SURF, 44% – EUROASPIRE V hospital arm), and Croatia ( 
83,5% – SURF, 50% – EUROASPIRE V hospital arm) [3,4]. Figure 1

 According to the hospital arm of EUROASPIRE V, mean drug adherence among patients was 78% (49% – 93%) [3].

 The rate of blood pressure (BP) control was reported only by 3 studies [3,4,9]. Overall, BP at target was achieved 
in 50.75 ± 9.2% of hypertensive patients (median – 52.5%). In the hospital arm of EUROASPIRE V on average 49.7 
± 9.3% of patients had proper BP control [3]. The SURF outcomes with similar patients population proved that BP 
at target was achieved in 54.2 ± 8.3% of patients [4]. The worst BP control was reported in NORwegian CORonary 
(NOR-COR) Prevention Study [9]. Although 93% of patients were prescribed hypotensive therapy after coronary 
event, only 41% of them reached BP target during follow-up [9]. Figure 2

 According to the results of NORwegian CORonary (NOR-COR) Prevention Study inadequate BP control was more 
frequent with increasing age (p < 0.001) [9].

 In FAST-MI Program over twenty years of observation the prevalence of hypertension increased from 44% to 
45% in STEMI patients, and from 50% to 63% in NSTEMI patients [7]. In the SWEDETHEART Registry the rate of 
hypertension increased from 32.5% to 47% over twelve years of study [5].

Conclusions:  Hypertension is one of the most frequent risk factors among high CHD risk patients and its prevalence across 
Europe populations is constantly increasing. There are considerable differences in the reported prevalence of 
hypertension between European countries. There is a paucity of data on hypotensive drug compliance and BP 
control across Europe. According to available data control of BP in patients with hypertension and high CHD risk is 
inadequate.
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Figure 1:  Prevalence of hypertension in CHD patients 
across Europe from separate sources 

Figure 2:  Blood pressure at target in high CHD risk  
patients across Europe from separate sources
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